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The information in this newsletter is aimed at assisting commanders and first-line supervisors to improve unit readiness by providing guidance on wellness, training, and physical fitness issues.  Please distribute this newsletter down your chain of command so that we may educate as many soldiers as possible.


	Our nation turns its hopes to the men and women of the armed forces to avenge this attack on our sovereignty and freedom.  Fitness and injury prevention are now more important than ever.  Our sport is war, the terrorists won the coin toss, let the first quarter begin.  Please send any comments to myself, 1LTMcNulty(vancil.mcnulty@cen.amedd.army.mil) (288-8040).

















What is Occupational Therapy?





By MAJ Andrew J. Fabrizio, MS, OTR, CHT





When a soldier has an appointment to see an Occupational Therapist, the first question that comes to mind is why does the soldier need help with his or her job?  Although the title is synonymous with work, the true meaning of occupation from a health care perspective is any purposeful activity that a person engages in, to include work, leisure, or activities of daily living. The occupational therapist in the Army helps return soldiers back to purposeful activity after physical injuries, or psychological difficulties by helping the soldier acquire or rebuild skills that have been lost or damaged.  In the clinic at the Fort Hood MEDDAC, the primary mission is to rehabilitate a soldier’s disabilities or injuries to the elbow, wrist, or hand.  Occupational Therapy is similar in scope and practice to Physical Therapy in that both evaluate and treat neuro-musculoskeletal disorders and injuries.  In the Army, the occupational therapist serves in a physician extender role as well as a therapist.  The occupational therapist is able to do initial screenings and evaluations to diagnose the problem and then treat and follow that patient until sufficiently healed.  The occupational therapist is able to order a variety of radiographic evaluations, prescribe non-steroidal medication, and write one-month temporary profiles.  If a case is deemed beyond the scope of treatment provided in the OT clinic, the occupational therapist reviews the case one-on-one with the Orthopedic Hand Specialist who in turn determines the appropriate treatment course and the need for possible surgical intervention.





Common Injuries Seen in the Clinic:





The common injuries seen in the occupational therapy clinic are repetitive motion injuries and trauma due to physical training, sports, falls, or motor vehicle accidents. A soldier will be seen in occupational therapy for a loss of range-of-motion or strength in the hands, elbows, or shoulders secondary to fractures, burns or other non-specific injuries. The types of injuries that will be discussed in subsequent frontline fitness articles include but are not limited to:





Repetitive Motion Injuries				Traumatic Injuries


Nerve Compression					Jamming injuries to digits


Carpal Tunnel Syndrome				Tendon Lacerations (rehab)


Cubital Tunnel Syndrome				Fractures


Wrist Tendonitis					         Cysts and Tumors


Soft Tissue Injuries					Wrist instability


DeQuervains Tenosynovitis				Burns


Arthritis or inflammation


									


The occupational therapy clinic is moderately sized and up-to-date with the latest technology.  The treatment modalities include fluidotherapy machines (dry heat), a parafin bath (moist heat), hot and cold packs, iontophoresis, galvanic electrical stimulation, ultrasound, TENS and various materials for upper extremity splinting. The clinic also has the capability of simulating virtually all activities that a soldier needs to perform during work or at home. 


In the hospital, the occupational therapist also has the capability of extending beyond the scope of upper extremity rehabilitation to provide acute rehabilitation of strokes, head injuries, and other neurological rehabilitation.  In the Combat Stress Unit at the 85th Medical Detachment at Fort Hood, the occupational therapist primarily works in mental health.  In this unit the occupational therapist helps return a soldier to purposeful activity through one-to-one intervention or through life skill classes such as stress management, problem solving, and anger management. 





Access to Care:





The occupational therapy service accepts referrals from all primary care providers or physician assistants in the outlying clinics and in the MEDDAC. There is a small waiting period to see the occupational therapist but usually patients are seen at the earliest convenience for the patient.  We run normal clinic hours Monday through Friday with Thursday mornings used for administration, inservices, and meetings.


     For further information, please feel free to call the Occupational Therapy Clinic at 288-8030.





“Que Pasa?”


So You Want To See a Chiropractor!  Part 1 of 3





CPT Roberto E. Marin, MPAS, PA-C


4th ID Staff PA, 1-66th ARMOR
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	Are Chiropractic services authorized for active duty service members and will TRICARE pay for the care?  Yes.  There are currently 13 selected treatment facilities.





Are Chiropractic services available for active duty personnel here at Fort Hood?  No, not yet.  There is a law authorizing chiropractic care, but it has not been fully implemented yet.  Funds have not been allocated.  Any soldier who desires chiropractic care must be willing to seek and pay for those services (per Darnall Army Community Hospital).





In 1995, the National Defense Authorization Act (NDAA), Congress directed the Department of Defense (DoD) to conduct a Chiropractic Health Care Demonstration Program (CHCDP) at selected military treatment facilities (MTF’s).  The act mandated this program to investigate the “feasibility and advisability” of chiropractic services in 10 military MTF’s (Ft Benning, Ft Carson, Ft Jackson, Ft Sill, Jacksonville Naval Base FL, Camp Lejeune NC, Camp Pendleton CA, Scott AFB IL, Travis AFB CA, and Offutt AFB NE).





Subsequently, the NDAA for Fiscal Year 1998 directed the Secretary of Defense to expand the CHCDP into at least three new treatment facilities: Walter Reed Army Medical Center, Bethesda National Naval Medical Center, and Wilford Hall Medical Center TX.  There were three comparison (or control) sites treated by traditional providers at Pensacola Naval Air Station FL, Fort Stewart GA, and Andrews AFB MD.





What were the results of the study?  The bottom line, chiropractic services could be implemented within the DoD and are feasible.  However, startup costs ranged from $20,000 to $90,000 within a 60 to 90 day fully operational timeframe.  The conclusion, based on the demonstration, was that incorporation of chiropractic care into the DoD health care delivery model was not advisable.  Factors contributing to this conclusion were that:


	


     *Chiropractic care is more expensive – estimated annual cost per chiropractor/chiropractic assistant “package” is $175K.  An additional $55K is the estimated start-up cost per clinic.


	*Any potential economic benefit of improved outcomes (estimated at $26K) would not translate in the form of budgetary savings.  This includes reduced inpatient admissions and reduced physical therapy visits for low back pain.


	*Any potential resource savings from a projected increase in availability of active members receiving care would not accrue directly to the defense medical budget.





    What is the current SITREP on chiropractic services?  The status of the department’s chiropractic program is that while the original Chiropractic Demonstration Program ended on 30 September 1999, chiropractic services continue to be provided at the current 13 MTF’s pending completion of the Fiscal Year 2001 National Defense Authorization Act.





As for the future of chiropractic health care, (Section 702, Chiropractic Care for Members on Active Duty) an implementation plan will be submitted to Congress for all members of the uniformed services who are entitled to care under section 1074(a) of title 10, United States Code.





Next Article will address evidence-based studies on the effectiveness of chiropractic care for treating musculoskeletal conditions such as back pain and tension headaches.  Tips/Guidelines for choosing a Chiropractor will follow.





“Always into the Enemy!”  Iron Knights        �


                


















































 





within and outside the formation. It conveys physical readiness, discipline, and spirit – essential attributes of the warrior.
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The new calisthenics have been implemented in a few units, both in training and operational environments. In a basic combat training battalion, calisthenics, dumbbell, and movement drills, and a revised running program reduced injuries without sacrificing APFT success. Though such controlled studies have not been replicated at other sites, feedback from PRT leaders trained in the last year by the USAPFS has been positive. Given the demanding physical tasks required of soldiers and the limited preparation they receive for those tasks from pushups, sit-ups, and running, many feel that implementation of the revised PRT doctrine, with calisthenic drills as the centerpiece, is not an option but a necessity.  





For more information on Army PRT, visit the USAPFS website at www-benning.army.mil/usapfs.








Do We Run Too Much?


1LT Vancil McNulty                                                                 � EMBED MS_ClipArt_Gallery.5  ���


Staff Physical Therapist/BS Exercise Physiology


Darnall Hospital





	Running is, without question, one the best overall fitness activities known  to the exercise community.  Running is such an endearing and popular sport and activity that whole magazines are published every month covering just that topic.  Running is also one of the best functional exercises as we all seem to be “running” everywhere so quickly these days.  To be serious though, a running program prepares the soldier for rigorous movements and endurance that may be demanded of him or her on the battlefield as well as improve fitness and health.    Like any exercise program however, there is a fine line between health/fitness progression and overuse/injury.  The question is and still remains, how far should, or rather need we run?





	Running has certainly become the dominant and most abused form of exercise in the Army.  Historically, this is not the case.  Most physical training used to be based on hand to hand and obstacle course style combat training and marching.  Exercise programs were used to simulate combat.  Running didn’t become really popular until a man by the name of Jim Fixx, back in the 60’s and 70’s, began a running craze that has become crazier since.  Mr. Fixx surmised that if three miles of running improved health, then six miles of running should double the health benefits and twelve miles of running should double those benefits, and on and on.  It was discovered later that most of the health benefits could be obtained by running far fewer miles than advocated.  Ironically, Mr. Fixx died of a heart attack at a young age.  We become like Mr. Fixx if we believe that more running equals better soldiers.  If soldier ‘x’ can run six miles he must be twice the soldier that ‘y’ is who struggles with three.    The more is better mentality has led to running programs of three to six miles or more a session, three to five days a week, on unforgiving pavement, day in and day out.





	From an exercise physiology standpoint, a running program should prepare the soldier to complete the mission just as an Olympic athlete prepares for a race.  The Olympic athlete’s coach will ensure that his or her training is based on the length and duration required of the race.  This will ensure the athlete’s physiology becomes very efficient at performing their specific event as well as attain peak performance.  Like the Olympic athlete, soldiers are athletes that must train to complete specific athletic events, and if the wars of the last century are any indication, endurance running is not one of these.  Endurance marching with and without a heavy ruck, interval sprints and combat movements, carrying heavy equipment in battle or injured soldiers off the battlefield, and hand to hand combat are among the events that may be required by the soldier well before endurance running.





	If endurance running has such a limited role in actual combat why do we place such emphasis on it?  Well, the act of running is easy: easy to perform in mass, easy to control, easy to modify, easy to progress and monitor without any need of equipment.  Our competitive spirit and hardcore mentality, combined with the convenience, make running easy to abuse.  Another reason could be the belief that degree of fitness depends on how far a soldier can run.  This logic totally ignores other aspects of fitness such as strength, speed, and mobility.  


    


	Multiple military studies have implicated too much running as a major factor in overuse injuries.  The keywords here are ‘too much’.  This can mean different things to different people.  For example, if soldier ‘A’ routinely runs five to six miles a day, an uncharacteristic seven mile run would not be considered too much.  However, soldier ‘B’ who is used to running two to three miles a day faces a much greater risk of injury if he runs the same seven miles.  Another example is asking a soldier to run four to five miles the day after coming back from a month long field exercise with the logic that this will get them back in shape faster.





	If a commander believes that endurance running is still the only way to attain the required fitness then the program should be designed to maximize performance while limiting soldiers on profile due to overuse.  This means structuring a running program that allows for discreet periods of low, medium, and high intensity; ability groups; goals; and time for rest and recovery.  FM 21-20 is an excellent resource for designing a safe and reasonable running program as is the ever expanding world of exercise science.  
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FOOSH Injury


Falling On an Out Stretched Hand





By 1LT James Aaron Staeben OTR/L


Asst. Chief of Occupational Therapy


	


If you look down at your wrist on its side, with the thumb pointing up, you will see a small crevice at the base of your thumb, called the anatomical snuffbox.  Two tendons pass the wrist and into the thumb create the snuffbox.  The snuffbox is a landmark commonly used to locate the scaphoid bone.  If you press into the middle of the snuffbox you will feel your scaphoid bone. The scaphoid on x-ray appears as a peanut-shaped bone. The scaphoid bone is the most commonly fractured bone in the wrist. 





FOOSH in as acronym for an injury sustained due to Falling On an Out Stretched Hand by which enough force can be transferred by bodyweight or pressure to the wrist, to fracture the scaphoid bone.  Fracture of the scaphoid bone is always suspected until ruled out by x-ray.  A major sign that the scaphoid has been injured is tenderness within the snuffbox.  Commonly seen foosh-type injuries include catching oneself with palms pointed down after falling, reaching out with the hands to stabilize oneself while going over bumps in a vehicle, or even pushing up on a tank hatch with great force in order to open it.  





� EMBED MSPhotoEd.3  ���


It is very important to realize the possibility of a scaphoid fracture with a foosh-type injury and the urgent need for appropriate medical care.  In most cases the mechanism of injury described (foosh injury) and subsequent tenderness with pressing into the snuffbox, is enough evidence to run initial x-rays (scaphoid series) and cast the wrist for ten days.  X-rays are again taken after ten days to rule out a scaphoid fracture.  It is assumed the patient has a scaphoid fracture until it is ruled out.  Typically, a suspect scaphoid fracture is casted despite a negative x-ray report because in many cases the fracture may be hidden or occult.  Very often scaphoid fractures are hard to see and can be obscured by such things as acute swelling.  The dire consequences of misdiagnosing a scaphoid fracture initially, far out weighs the burden of casting a patient’s wrist as a precaution.  





The seriousness of misdiagnosing a scaphoid fracture can result in some rather nasty complications, usually ending with a poor prognosis.  Poor prognosis can consist of a soldier never being able to do push-ups again or permanent lifting restrictions with the possibility of a P2 profile.  This can have long-term affects on a soldier’s career.    Complications can consist of extended casting for 6-7 months, the bone never healing or becoming non-union, or the need for surgery to insert a rather large screw into the bone to hold it together.   The bone can also begin to die, becoming avascular because of poor blood supply.  This often results in the actual excision or removal of the scaphoid bone followed with fusion of the other bones in the wrist.  Fusion usually relieves pain, but the soldier is left with only 30-50% of range of motion in the wrist.  The most benign solutions such as casting for long periods of time can still have an impact on a soldier’s career and also affect the unit, because the soldier is out of commission. The worst-case scenarios of course, usually lead to permanent loss of motion and function.





In conclusion, when a soldier reports to his chain of command or sick-call with wrist pain and describes a foosh-type injury with pain over the snuffbox, it is extremely important to suspect the possibility of a scaphoid fracture until it is ruled out by several different sets of x-rays.  Protect the patient by casting him in a splint/cast that immobilizes the thumb and wrist (thumb spica) until x-ray rules out a fracture.  If a fracture is present, refer the soldier to orthopedics for medical management.  The orthopedics clinic has specially trained physicians who at the very least will monitor the healing process and are equipped to handle the potential complications that could arise.  The results of a mistreated or misdiagnosed scaphoid fracture can be devastating to the wrist and functional ability of a soldier. 
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“Que Pasa?”


Sport Injuries


By CPT Roberto E. Marin, MPAS, PA-C


Battalion PA, 1-66 AR





The last “que pasa” column covered treatment of acute injuries.  This article will focus on chronic injuries.


Several epidemiological studies have shown that the majority of acute and chronic injuries affect the musculoskeletal system (bones, joints, muscles, tendons and ligaments). Acute injuries include ligament sprains and muscle strains, whereas tendonitis is a common example of a chronic/overuse injury.  


Chronic soft-tissue injuries are not obvious to the soldier or athlete.  They may start as a mild pain.  Soldiers usually don’t go to the Battalion Aid Station until the pain progresses to a point of limiting performance – “I can’t climb in and out of the Tank, Doc!”


Chronic sports injury experts think that overuse injuries are repeated microtrauma beyond the reparative abilities of the musculoskeletal system can lead to a macroscopic injury.  Chronic/overuse injuries are subtler, because they come on simply as a gradually increasing pain, directly associated with a particular, usually repetitive activity.  Tennis elbow and runner’s shin soreness are common examples.


Chronic injuries are painful, and it is thought that, at least in part, the pain is due to the inflammatory response that the body generates.  Again, to avoid overuse injuries involves allowing your body to adapt to repetitive stress.  If you make any sudden change in your training routine, your body will show signs of overwork.


How do we avoid overuse injuries?  Increasing training has to be a gradual process, building up, allowing recovery from hard training, and rest days if fatigue or pain sets in – “No pain, No gain!”  Remember always to warm-up and warm-down for any training sessions.


The cornerstone treatment for these chronic injuries is through RICE-Rest, Ice, Compression, and Elevation. Also, included are Non-steroidal Anti-inflammatory Drugs (NSAIDS) – Motrin, and physical therapy if warranted. NSAIDS have to be taken religiously as prescribed to maintain pain and anti-inflammatory control, therefore, promoting healing.  Neck, knee, and back classes are available for those who need general injury and rehabilitation information.


Another treatment option is to inject a corticosteroid directly on and around the affected tendon. A corticosteroid injection can result in quick and dramatic temporary relief of pain symptoms up to several weeks.


In closing, as we approach Division Readiness Brigade, or DRB status, some key points that commanders should remember about preventing chronic/overuse injuries include: soldier’s sports shoes must fit properly, diet plays an important part in fitness and well being, and fluid intake is essential in avoiding cramps, dehydration, and heat injuries.


� HYPERLINK "http://www.enterpriseconsultance.cs.amedd.army.mil" ��www.enterpriseconsultance.cs.amedd.army.mil� has an excellent article on battle focused physical training, follow the links.





Iron Knights – “Always into the Enemy!”
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Pain: Recognize the Limits


1LT Stephen Seward


Staff Physical Therapist, Bennett Clinic





Every person has experienced pain of some sort. Some have endured long episodes of pain and others have ‘survived’ through severe pain. And everyone wants pain to end! Our experiences with pain tend to color our perception of the pain others are feeling. We, as supervisors or anyone responsible for soldiers, must be aware of this tendency. Our attitude towards a soldier’s pain becomes apparent when we must decide how much to ‘push’ that soldier to do the mission or daily unit activities. So, how do you know how hard to ‘push’ a soldier when he or she is in pain? A few things need to be considered first.





Pain is always a mental state. Every pain signal begins as an electrical impulse at the site of pain. As it travels up the spinal cord and into the brain, it is modified. This explains why a person’s emotional state, their stress level, motivation, attitude and even their upbringing (how they were taught to deal with pain) affect their pain level. For example, a person with low back pain who is having family stress, may have increased pain symptoms regardless of the physical state of his back.  A person who has a father with herniated discs in his back may assume he’ll have herniated discs as well if he or she ever experiences back pain. The opposite is true too. Some people live with pain every day but we never know it because they continue to perform at the same levels.





Regarding athletic injuries, soldiers should be referred to their PA if they heard a loud pop during a fall or collision, for example. They also should be referred if they cannot move a limb in the normal motion or for significant swelling. In addition, other injuries may cause severe pain (8, 9, or 10 on a 1 – 10 pain scale) and these require evaluation by medical personnel. 





Here are other things to consider. Most all of the painful conditions we see in physical therapy involve weakened muscles, tight muscles, poor postures, poor lifting techniques or overuse. Poor postures and poor lifting techniques require education to overcome. But overuse conditions like knee pain without injury and shoulder impingement are different. Typically, overuse leads to long periods of inflammation causing pain. Overuse occurs when for a particular soldier an activity is performed too many times or for too long. Then, before the soldier can rest and heal that part of his body, he or she is asked to perform the same activities again. 





Once the inflammation starts, time will be needed for healing. In fact, more time will be needed for healing from the overuse injury than would have been lost to giving the soldier sufficient rest in the first place! Let us help you evaluate a soldier’s pain, especially if they’ve had it for a long time. A physiologic reason may exist for their pain.





�








Facts on Ephedra


CPT Lori Hennessy, RD


Bottom Line:  Ephedra is a dangerous herb that should be used with caution.  Taking this herb may result in heart attack, stroke, seizure or death.  If you take ephedra, inform your health care provider.  For more information on herbs and herbal supplements, contact the American Botanical Council at (512) 331-8868 or check out their web-site at � HYPERLINK http://www.herbalgram.org ��http://www.herbalgram.org�.  For information on dietary supplements, search the National Center for Complementary and Alternative Medicine web site at � HYPERLINK http://altmed.od.nih/nccam ��http://altmed.od.nih/nccam�.

































































 What is ephedra?  Ephedra is a Chinese herb also referred to as Ma huang.  It’s been used in China for 5,000 years to treat asthma and upper respiratory infections.  Ephedra’s ingredients, ephedrine and pseudoephedrine, are compounds also found in many over-the-counter cold (Sudafed) and allergy medications as well as natural cold remedies.





Claims:  stimulates the central nervous system, suppresses appetite, increases metabolism, and acts as a decongestant and asthma reliever.  





Side Effects:  abnormal heart rhythms, cardiac arrest, heart palpitations, increased blood pressure, dizziness, suicidal ideations, seizures and tremors, hyperactivity, insomnia, nausea and vomiting, and constipation.  Side effects depend on the dose and the individual’s health status.  





Warning:  Both the NCAA and the state of Florida ban the use of Ephedra.  Since 1993, ephedra has been linked to more than 40 deaths and the Food and Drug Administration (FDA) has received more than 800 reports on adverse reactions to the herb.  Foods containing caffeine and theophylline such as coffee, tea, cola, and chocolate exacerbate the effects of ephedra.  The FDA has proposed that labels of ephedrine-containing products cannot suggest or recommend conditions of use that would result in 8 milligram (mg) or more to be taken in a 6-hour period or a total daily intake of 24 mg or more.





Do not take ephedra if you are pregnant, breastfeeding or under 18 years of age.   You should not take ephedra if you are diagnosed with heart conditions, hypertension, glaucoma, thyroid disease, diabetes, psychiatric disorders, neurological disorders (seizures, Parkinson’s disease), renal disease, or have difficulty urinating or have prostate enlargement.  Also, do not take ephedra if you take MAO inhibitors, methyl dopa, any product containing ephedrine or pseudoephedrine, or medication for high blood pressure.
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