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TRANSCRIPT LEGEND

The following transcript contains quoted material. Such

material is reproduced as read or spoken.

In the following transcript: a dash (--) indicates an
unintentional or purposeful interruption of a sentence. An
ellipsis (. . .) indicates halting speech or an unfinished

sentence in dialogue or omission(s) of word(s) when reading
written material.

-— (sic) denotes an incorrect usage or pronunciation
of a word which is transcribed in its original form as
reported.

-— (ph) indicates a phonetic spelling of the word if
no confirmation of the correct spelling is available.

—-— "uh-huh" represents an affirmative response, and
"uh-uh" represents a negative response.

-— "*" denotes a spelling based on phonetics, without
reference available.

w7 represents unintelligible or unintelligible
speech or speaker failure, usually failure to use a

microphone or multiple speakers speaking simultaneously;

also telephonic failure.
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PROCEEDINGS

(9:00 a.m.)

WELCOME, INTRODUCTIONS AND ANNOUNCEMENTS

MR. STALLARD: All right. Welcome everyone,
and we're looking forward to our time together
today. And I'd like to turn it over to Dr. Ikeda
who will provide some...

DR. IKEDA: Thank you, Chris. Good morning.
And welcome to everyone. My name is Robin Ikeda,
and I serve as the Acting Director for the National
Center for Environmental Health, Agency for Toxic
Substances and Disease Registry, NCEH/ATSDR. And
we'll go around the room shortly, but I wanted to
first extend an especially warm welcome to our three
new members: Ms. Lori Freshwater, who is joining us
as a community member, as has Mr. Kevin Wilkins. 1In
addition Dr. Ken Castor -- I'm sorry, Cantor, has
come on board as a technical expert. So I wanted to
thank you all for your willingness to serve on the
CAP, and we appreciate the time and look forward to
working with all of you.

I also wanted to take a moment to reflect on
why we're all here. As most of you know, a
scientific expert panel recommended establishing the

CAP in 2005, and the panel began meeting the
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following year, 2006. The CAP's purpose 1is to
provide a forum and a method to exchange information
between ATSDR and the community and to facilitate
participation by members of the affected community.

The Camp Lejeune CAP is critical to our work.
We rely on the CAP to provide first-hand knowledge
of the community, to help us understand the
community's perspective and to identify community
concerns. We also rely on the CAP to help us
communicate and connect with veterans and their
families.

And the Camp Lejeune CAP has been instrumental
in enhancing and improving our work over the years.
And just to give you a few examples, as we worked on
the water modeling, it was the CAP that provided a
previously unknown document to us that indicated a
large loss of fuel at the Hadnot Point fuel farm,
and it was the CAP that provided accurate data about
when the Holcomb Boulevard water treatment plant was
operational. And recently the CAP has encouraged
participants to respond to our health surveys, which
has been helpful in boosting our response rate. And
these are good examples of how we can work well
together.

But just like any relationship, we'wve had our
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rough spots, too. The work is challenging and the
relationship between the CAP and ATSDR has been
rocky at times, particularly recently. And this is
unfortunate because we have important work to do
together. We've been doing a lot of thinking about
our relationship and we really want to work in a
positive and productive way moving forward. We can
call this a reboot or we can call it a reset or a
fresh start.

One important part of this fresh start is how
we all interact with each other. And I understand
that we may often disagree. I also understand that
we all bring passion and commitment to the table,
and that this combination can sometimes be a
volatile one. It's okay for us to disagree and
criticism of ATSDR or CAP positions is acceptable;
however, criticizing or attacking individuals or
making derogatory personal comments is not. We want
to work with you to find constructive ways and
approaches to address our differences, improve our
relationship and do our work together. We're
committed to listening to and considering your
concerns. We also ask that you consider our
perspective as well. Thank you.

And I'd like to just say a few words about the
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agenda. We'll hear from the VA regarding disability
claims, the 2012 Janey Ensminger Act and training
activities. We've invited Dr. David Espey, our
colleague from the Cancer Prevention and Control
Program, to share information about working with
state cancer registries. We'll hear from Dr. Tina
Forrester about progress in developing the drinking
water analysis and soil vapor intrusion sections on
the public health assessment. Dr. Bove and I will
provide an update about the cancer incidence study.
And I want to pause here for just a moment
because I want to be clear where the agency stands
on the cancer incidence study. The ATSDR has the
authority to conduct it. That is not in gquestion.
And we recognize the strong interest in and the
compelling reasons for such a study. Our bottom
line is that we're committed to moving forward with
the cancer incidence study and we'll share more
about how we're going to do this at 11:15. We have
a lunch break at 11:45 to 12:45, and then we'll hear
from Ms. Perri Ruckart and Dr. Frank Bove about the
birth defects paper and mortality paper. And then
after that, Perri and Mr. Eddie Shanley will provide
updates about ongoing health studies. And then our

final session is devoted to CAP updates and
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concerns, and at that time we'll also be selecting
the dates for the next two meetings.

Just a few final announcements. We agree to
appoint a seventh CAP member, and we'll move forward
on that decision shortly. I've also heard that
other current CAP members may be stepping down so
we'll be looking to fill those slots as well, if
indeed that is the case. Ms. Sheila Stevens will be
joining us to serve as the Camp Lejeune point of
contact and liaison. We've heard the concerns about
delays in responding to inquiries and requests, and
we wanted to bring somebody onboard whose sole
responsibility it is to address and triage those
incoming questions and concerns. And I do want to
emphasize here that this is not intended to limit
access to our staff, but we would ask that if you do
reach out directly to staff, that you please copy
Sheila as well. We've also asked our staff to do
the same. And I've mentioned to some of you we've
had problems in the past with multiple lines of
communication, and this has resulted in mixed
messages and sometimes even contradictory messages
being sent out.

I also wanted to mention that Mr. Matt Brubaker

from FMG Leading, seated there, has also joined us.
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Matt is an expert in organizational assessment and
transformation, and he will be assisting us in two
ways. One, he can serve as our back-up facilitator
in case Chris is not able to be here. And then as
an observer, we've also asked Matt to help -- let us
know how we might improve our process and enhance
communications between ATSDR and the CAP. So I
wanted to welcome both Sheila and Matt. They'll
probably say a few more words about themselves as we
go around with introductions, but they are two new
faces in the room who will soon be familiar ones.
But thank you again for being with us here today,
and I'll now turn it back over to Chris to get us
started.

MR. STALLARD: Thank you very much. So we have
new people, new faces. It’s like a new CAP. And so
welcome to those of you, and I've seen you in the
audience and now I get to see you at the table. We
welcome you.

So let's briefly go around and introduce
yourself by name, and for the new members, what
experience do you have and bring to the CAP and
what’s your affiliation with the community. And the
others, you know, name and affiliation will be just

fine. Thank you.

10
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DR. CLAPP: My name's Richard Clapp. I've been
on the CAP for eight years. I'm at Boston
University School of Public Health and the
University of Massachusetts.

DR. CANTOR: My name is Ken Cantor. This is my
first meeting at the CAP. I'm a new member. I'm
here as a technical expert. My background is as an
epidemiologist, environmental and occupational
epidemiologist, at the National Cancer Institute. I
retired from that position about five years ago, in
fact I think it's five years ago today. And since
then I've been on a part-time contract with my
former group at NCI, helping them with a number of
issues, ongoing issues, there.

I actually had some experience with this
incident. I was chair of the scientific advisory
group that met nine years ago, and haven't been in
contact with the issue too much since; although, I
must say in the last three weeks or so, I've been
studying and carefully going over minutes of these
meetings and the various scientific literature
that's been published.

MR. STALLARD: Mr. Cantor was the chair of the
expert panel that created the CAP. Welcome back.

DR. CANTOR: Thank you.

11
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MR. STALLARD: Okay.

MR. ENSMINGER: I'm Jerry Ensminger, CAP
member.

MR. PARTAIN: Mike Partain, CAP member.

MR. WILKINS: Steve Wilkins, I'm a public
affairs officer with VA.

MR. FLOHR: Brad Flohr, senior advisor of
compensation service, Veterans' Benefits
Administration.

DR. BOVE: Frank Bove, ATSDR.

MS. RUCKART: Perri Ruckart, ATSDR.

DR. RAGIN-WILSON: Angela Ragin, ATSDR.

DR. IKEDA: Robin ITkeda.

DR. STEPHENS: Hi, I'm Jimmy Stephens. I'm the
acting deputy director of NCEH-ATSDR.

MR. MARKWITH: Hi. I'm Glenn Markwith. I'm
with the Navy Marine Corps Public Health Center, and
my area of expertise is community involvement
planning and public outreach. And the Marine Corps
sent me to the CAP meeting to observe and take
notes.

MR. STALLARD: Welcome.

MS. FRESHWATER: Hi, my name is Lori
Freshwater, and I appreciate being allowed to be a

part of this discussion and look forward to working
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together. I lived on Camp Lejeune from 1979 until
about 1983. My mother lost two babies to neural
tube defects, and then in January of '13, she died
of two types of leukemia. So I would like to try
and find some good that comes out of all this and
work —-- my whole life I've worked for veterans and
veterans' issues and the environment, so this isn't
exactly the way I would want those two things to
meet but here I am and I look forward to working
with everybody. Thank you.

MR. STALLARD: Welcome, Lori.

MR. WILKINS: I'm Kevin Wilkins. I'm a Marine
Corps veteran and Camp Lejeune victim.

MR. GILLIG: Rick Gillig, ATSDR.

DR. FORRESTER: Tina Forrester, ATSDR.

MR. STALLARD: And we have the two who were
introduced by Robin.

(Two speakers off microphone, both inaudible)

MR. STALLARD: So that was a fascinating
example in group learning, so I don’t have to tell
you to push the button and speak your name. In the
future, when you have a comment, we have only one
speaker at a time. For those of you who are new, we
have some operating guiding principles and some

ground rules that we abide by to enhance our

13
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interaction together. So again, we talked about one
speaker at a time. That's primarily because we have
an audience that's listening in on webcast, and it's
much easier to listen if there's only one speaker at
a time.

The audience who are here, this is a public
meeting, and so we welcome you to be here but
please, you're not to engage in any dialogue unless
you have been called upon by the CAP because of your
relative expertise in the past.

MS. RUCKART: Excuse me, Chris?

MR. STALLARD: Yes?

MS. RUCKART: I was just asked to let everybody
know that when they’re speaking, even if they’re in
the audience, if they can go to the microphone so
that our court transcriber can pick it up.

MR. STALLARD: Good, thank you. I’ve also been
asked, those of you who might have a slide
presentation that you brought, that you plan to
address, we need to make sure we get that right away
so we can get it through clearance and be able to
load it up for you.

Cell phones, if you have them, please turn them
off or on silent stun mode so that we're not

distracted by strange noises in your pocket. And

14
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then, as you heard us speak about earlier, the
ground rules about the personal attacks, criticism
and derogatory comments. If we go -- I don't
anticipate that but if need be, as we did in the
last meeting, the first time in seven years, we had
to call a time out and sort of recess so that we
could refocus on the topics that we need to discuss
together in an appropriate manner. So is there
anything else that we should add to the ground rules
or guiding principles that you would like to offer
at this time?

DR. CLAPP: Is there anyone on the phone?

MR. STALLARD: I don't think so. I didn't
hear -- thank you for that. Tom Townsend, who's
been with us since the beginning practically on the
phone, early, early in the mornings for him. He's
not with us at this time on the phone. So, anybody
on the phone? All right, so if there are no other
operating principles or ground rules, can we abide
by them? Can we abide by them? I need a little
acknowledgment that we're all on the same sheet of
paper. Okay, thank you. And please, sign in if you
haven't signed in. There's a sign-in sheet; it's at
the back. And with that, we're going to turn it

over to Angela for an update.

15
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ACTION ITEMS FROM PREVIOUS CAP MEETING

DR. RAGIN-WILSON: There were a few action
items from the September 6, 2013 in-person CAP
meeting. The first action item was from Glenn
Markwith. And Glenn, there was a request for the
CAP or the public to view un-redacted versions of
documents on CCE that were posted on the Senate
Judiciary Committee website. And also there was a
request to invite subject matter experts from the
Marine Corps to attend the CAP meetings.

MR. MARKWITH: Yes, ma'am. Those two action
items I took back to the Marine Corps, and got the
responses, which I forwarded, for the record.
Regarding the first question, on the un-redacted
versions of the documents, the 8500 documents were
provided in 2012. And with the exception, I think,
there was 19 attorney work-related products that
were redacted. All of those documents were un-

redacted. So the redactions were actually made at

the Senate Judiciary Committee level. So everything

that we provided, with the exception of those

attorney work products, were provided as un-redacted

documents.

DR. RAGIN-WILSON: Are there any questions?

MR. PARTAIN: The, the disks and the UST portal

16
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that the Navy released, were those un-redacted
documents too?

MR. MARKWITH: On which one, Mike?

MR. PARTAIN: The same documents that you're
saying you provided un-redacted, to the Senate
Judiciary Committee, there were disks given to
Senator Burr's office. Were those un-redacted?

MR. MARKWITH: That I'm not aware of. The
information that they gave me was that the 8500 that
were provided to the Senate Judiciary Committee were
un-redacted. That's the information they provided.

MR. PARTAIN: Okay. 'Cause the -- our
understanding from the committee was that the --
there were documents that were redacted from the
Marine Corps, and that they weren't permitted to put
on there entirely so that's a little bit of
contradictory information.

MR. MARKWITH: Well, I can certainly take that
back and see if I can get that resolved.

MR. PARTAIN: Specifically what I'm interested
in is the Navy UST electronic portal. There are
several documents that do not appear to be in any
formal work -- attorney work client privilege
protected. Some of the FOIA notes don't even --

they don't even list that. And they're heavily

17
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redacted in certain areas. And things like that.
One document in particular was a press release
write-up for the Hadnot Point fuel farm, that
apparently was never released. That was —-- the
entire page is gone -- redacted.

MR. MARKWITH: I can take that back. And the
information that they gave me was related to the
original question on the Senate Judiciary Committee,
the 8500 documents that were turned in to them.

MR. PARTAIN: Okay.

MR. MARKWITH: BRBut I can certainly take that
back.

MR. PARTAIN: And I'd be curious to know who --
and I guess that's contradictory to what we've been
told from the Committee, that the documents were
sent are redacted, so I'd like to have a name for
that, please.

MR. MARKWITH: And on the second issue, the
Marine Corps is committed to the founding principles
of this meeting, and that's why they sent a
representative. And I asked them, you know, I took
for an action to take this particular one back to
invite subject matter experts, and the original
press release says that we would continue to send a

representative to observe and take notes. And they

18
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asked that I continue to attend to observe and take
notes.

MR. PARTAIN: And this is Mike Partain again,
with all due respect and no disrespect to you,
Glenn, a note-taker is, 1s not what we're asking
for.

MR. MARKWITH: Understood.

MR. PARTAIN: Okay. And the continued absence
of the United States Marine Corps from these
meetings sets the revelation of the benzene and
redaction of the revocation of the public health
assessment has been noted in the community, and
their absence is -- (indiscernible).

MR. ENSMINGER: Their silence is deafening.

DR. RAGIN-WILSON: TIf there are no further
questions, we'll move on to the next action item.
The next action item was for ATSDR. And the request
came from the CAP. They asked the agency to invite
representatives from CDC's Division of Cancer
Prevention and Control to the next in-person meeting
to discuss their work on cancer registries. And as
Dr. Ikeda mentioned earlier, Dr. David Espey, he's
the director of the Division of Cancer Prevention
and Control, he's scheduled on the agenda to give a

presentation on their work with cancer registries.
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For those of you who are streaming online, Dr.
Espey's presentation will begin promptly at
10:00 a.m.

The next action item was also for ATSDR. We
were requested to provide ongoing updates to the CAP
about the progress of the cancer incidence study.
And again, as Dr. Ikeda mentioned in her opening
remarks, she and Dr. Frank Bove will provide an
update on the cancer incidence study, and this
session will also begin promptly at 11:15 a.m.

The next action item is also for ATSDR, and
specifically for Dr. Tina Forrester, to provide a
response for why tank farm site 22 was not included
in a 1997 public health assessment and also to
assess which cancer slope factor is best to use in a
PHA and vapor intrusion evaluation. Tina?

DR. FORRESTER: I went back and checked the
records, and we do need to do research on tank farm
422, like you requested.

MR. ENSMINGER: Which site?

DR. FORRESTER: Twenty-two. We are currently
doing that and the investigation of the soil wvapor
intrusion. I have made sure that we're using the
most current cancer slope factor for TCE based on

human studies at renal endpoint, which will be used
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in all the water and vapor intrusion analysis cancer
risk.

DR. RAGIN-WILSON: Are there any questions?

MR. ENSMINGER: Yes. What dates are you using
for your vapor intrusion?

DR. FORRESTER: Right now we're currently
focusing on 2001 forward. But we want to have a
discussion with the CAP about previous times. I'm
going into a discussion of all the data that we're
looking at, and the decision to go back further is
going to be dependent on the available data to get
results, so I will discuss that later.

MR. ENSMINGER: Okay, but my —-- our point is we
have documents of -- where their contractor told
them they needed to do the ambient air quality
monitoring in the buildings that were located over
these massive plumes. They announced at a public
meeting that they were going to -- that they were
going to be conducted. We found a letter in October
of 1988 stating that (indiscernible) requesting
funding. And then nothing, okay? So, and then in
1998 -- or was it '98 or '99, '98, when they
evacuated the 11082 Huh? '99. There were
buildings evacuated that were above the fuel farm.

Now, Morris and his team had all of these

21
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plumes delineated when they did the water model.
You have an exposure dose reconstruction team here
on staff that have all this information, and they
could model these plumes and give the estimates of
what they think the vapor would have been in those
buildings. And why aren't they being used?

DR. FORRESTER: Well, that's —-- they're not not
being used but we're actually going back through all
the data, because actual environmental measures are
better than modeled results.

MR. ENSMINGER: Oh, I agree but they're telling
you they don't have the...

DR. FORRESTER: Well, okay, Jerry, I'm going to
go —-- my presentation, we received 40,000 documents
on soil wvapor intrusion that date back a long time,
and we are doing key word searches on every one of
those documents regardless of date to look at these
issues.

MR. ENSMINGER: All right, when did you get
those?

DR. FORRESTER: We've had them since maybe,
last year.

MR. ENSMINGER: Really?

DR. FORRESTER: Yes, sir.

MR. ENSMINGER: Well, why didn't you tell us?

22




10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

25

DR. FORRESTER: I guess we didn't have a good
talking relationship, and I'm sorry about -- I'm
sorry about that, but we have done due diligence on
these. We have a long way to go on these records.
We do want to discuss going further back. We've
looked particularly in that time period from 1998 to
2001, because of the issue that it was recorded they
were going to do an investigation, that the letter
from the military that says they are not sure they
did or didn't, so we're actively looking for that
material as well.

MR. ENSMINGER: Has anybody gone back and
requested for them to look at their contracts? They
might -- they may not be able to find, and they will
certainly be able to tell you all of that happened
such a long time ago, we didn't retain all that
stuff. Well, number one, they're in violation of
CERCLA, okay? Number two, if they can't find the
documents for the actual tests and the results,
let’s see if they released a contract, because
that's what the last letter was for, was to get an
external contractor to come in and perform the
ambient air quality sampling. But we're going to
have this discussion later.

DR. FORRESTER: Yes, yes, we are.

23
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MR. STALLARD: Thank you.

DR. RAGIN-WILSON: Thank you. The next action
item is also for ATSDR. There was a request from
the CAP to update the ATSDR website with TCE is a
known human carcinogen. And I'll turn it over to
Captain Ed Murray.

CAPTAIN MURRAY: Good morning. I'm Ed Murray.
I'm the acting director for the Division of
Toxicology and Human Health Sciences. So we had
this discussion last time about the classification
of cancer. That has been changed on our website to
reflect not only the EPA classification but the
other two. For your information also, we have an
addenda that is updated in the literature that we
will attach also to that website that has -- it
reflects all three, including the EPA
classification. And then we have the updated tox
profile. It is going out for public comment, and
that will be released probably late summer-early
fall, and that will also reflect the updated
classification.

DR. RAGIN-WILSON: The next action item is for
the Veterans Administration. And the request was to
clarify the Veterans Administration was in the first

or second year of their budget cycle, and this was
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regarding funding for the caring for the veterans --
Camp Lejeune Veterans Act. Dr. Terry Walters is
unable to join us. Dr. Victoria Davey is here by
phone, and also we'd like to welcome Steve Wilkins.
Would you like to provide a response or wait until
the VA session at 10:007?

MR. STEVE WILKINS: My understanding is that
Dr. Davey is going to provide a response when she
comes on.

DR. RAGIN-WILSON: So we'll wait until she's on
the line at 10:00. The last action item is also for
ATSDR. There was a request from the CAP to fill the
open community member and technical expert vacancies
on the CAP. The vacant community member positions
were filled by Ms. Lori Freshwater and Mr. Kevin
Wilkins, and Dr. Ken Cantor was selected as the
technical expert to serve on the CAP. So again, I'd
like to welcome Ms. Freshwater, Mr. Wilkins and
Dr. Cantor.

If there are no further questions, I'll turn it
back over to Mr. Stallard.

MR. ENSMINGER: That last action item, I sent
an email couple of weeks ago, addressing Mr. Smith,
and never got a response back.

(Audio problems)
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MR. ENSMINGER: Turn your mic off. That's what
makes this thing ring. You want to talk about
improving communications. You can't improve the
communications, whenever we send comments or
requests for action items, whatever -- what have
you, and we never get a response back. I mean, and
yet we're supposed to be sitting out there -- and
then there's this -- once we get frustrated, then
we're being disrespectful. I mean, what do you
expect whenever one side is communicating and the
side that's supposed to be working for us isn't?

I mean, you have 40,000 documents that you got
last year, the affected community didn't even know
about. We have -- you know, you know, the
frustrations -- Dr. Ikeda, you and I had a
discussion over the phone last Friday, and we were
talking about a certain individual that works for
the CDC, and that that could represent a conflict of
interest, okay? Put yourself in our shoes. I'm a
career Marine, retired. Who was responsible for the
contamination at Camp Lejeune? Who was it? The
Department of the Navy. When I come to a CAP
meeting the first time, I look at a room that's
filled with Navy uniforms and Navy ranks. You want

to talk about a conflict of interest, something that
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makes me suspicious right from the get-go about the
intentions? And then the actions that have been
taken that we had to fight every step of the way to
get the initiatives that have been taken by this
agency? We had to fight for everything, almost
everything. And I don't get it. Why? You have
people from ATSDR -- I talked to the head of the
environmental management department at Camp Lejeune,
that told me an individual from ATSDR showed up at
Camp Lejeune in 1991. She was wearing her Navy
uniform with captain's insignias and was walking
around purposely in her uniform getting saluted.
Really? I mean, you know, this concerns me.

MR. STALLARD: Would you like to briefly
respond before we move on with the VA?

DR. IKEDA: I was just going to respond to the
original point. I don't know about the
communication regarding Mr. Smith, but one of the
purposes of Sheila's presence is to be that point of
contact. And here we've heard the concerns about
lack of timeliness in terms of responding or even
acknowledgment of emails and other requests. So
again, Sheila's presence, I think, will be very
helpful in that regard towards getting timely

responses and acknowledging the emails and sharing
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information.

MR. STALLARD: Thank you. And we will have
time toward the end of the program to address
additional concerns that have yet to be addressed.
So we have limited time available for our VA
colleagues right now, and I'd like to turn it over
to -- we have -- it's 9:30, right?

DR. RAGIN-WILSON: She's supposed to be calling

in.

MR. STALLARD: Calling in, who?

DR. RAGIN-WILSON: Dr. Victoria Davey.

MR. STALLARD: Dr. Victoria Davey, so I will
ask the question. Dr. Victoria Davey? I hear not.

So you're on the phone but we can't hear you just
yvet.

MS. FRESHWATER: Somebody told me online that
they could hear people that we can't hear.

MR. STALLARD: Okay.

MR. PARTAIN: There was something about, too,
the video was -- wasn't centered on the CAP.

MR. STALLARD: All right, so do we have some
technical support work -- we can see how we're being
viewed on the screen? That would be helpful. Can
you hear us on the phone? How would we know? I can

hear everyone in the room.
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MS. FRESHWATER: Someone said that they could
hear Victoria on the line -- on the live feed.

MR. STALLARD: Okay. We're experiencing -- for
those of you who are on the phone, there's a lull in
activity at the moment as we're experiencing
technical difficulty calling in our next presenter.
So not calling her but hearing her in the room.
Should we go on to Brad in the meantime?

DR. RAGIN-WILSON: The people online can hear
the people on the phone but we can't hear them.

MR. STALLARD: And the people on the phone are
the people out there, hear us.

DR. RAGIN-WILSON: Yes.

MR. STALLARD: Okay. That's progress so it's
just a connection. So until we get that clarified,

let's move on to those in the room.

VA UPDATES

MR. FLOHR: Okay. Brad Flohr. Of course we
continue to process claims for disability benefits
and health benefits at our Louisville regional
office. Recently we had a request from the staff
director of the House Veterans' Affairs Committee to
go to Louisville. She wanted to see how the claims

process was being done there. She wanted to look at
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medical opinions. I think perhaps they had not seen
the regular reports we provide to Senator Burr and
his staff before, and so she went and I went down
there as well, and we had three of our subject
matter experts who provide medical opinions to go
there as well.

We met with her for a full day, discussed the
claims process, how it worked, the issues. She went
around with people in the office, and then she spent
most of the afternoon looking at claims files and
actually sitting down with one of the medical
professionals providing medical opinion as he
explained how -- what he looked at, what would
result in the decision he would make.

It went very well. She in fact did not even
see a need for exit briefings. And I want to assume
that she went back and told Chairman Miller that she
was satisfied. I don’t know that for a fact ‘cause
I haven’t heard, but that's what I'm gathering.

Recently we sent a report to Senator Burr's
staff and the (indiscernible) as well for the 14 or
so listed conditions that were in the NRC report,
plus a couple of others like prostate cancer and one
other. We have a grant rate there of approximately

27 percent of claims are being granted. The
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majority of claims continue to be nonrelated
miscellaneous type issues like arthritis and hearing
loss and tinnitus that people are still filing and
there’s just no scientific evidence that
contaminants in the water would cause arthritis or
hearing loss. But we keep getting those claims.
That's the majority of the claims, about 9,000 of
the 11,000 claims we've received are for
miscellaneous type conditions. We continue to work
it though and through due diligence we're getting
medical opinions whenever someone can provide any
kind of evidence to show that what they're claiming
may have a relationship with the water, then we get
a medical opinion, and even though it generally will
not be favorable in those circumstances, we still do
it because we are -- we have granted some of those
miscellaneous conditions, a couple hundred. So
that's really -- that's about all I have right now
for the claims.

MR. ENSMINGER: What about claims for like
leukemia? I mean, we —-- they're denying people with
claims with leukemia.

MR. FLOHR: Yes, they are; they're also
granting them. The grant rate for leukemia cases is

somewhere around 30 percent.
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MR. ENSMINGER: Why?

MR. FLOHR: Why?

MR. ENSMINGER: Why is it only 30 percent?

MR. FLOHR: Well, Jerry, you know, I've
explained this on a number of occasions, there are
no presumptions of service connection for any
condition. Every case 1s decided on a case-by-case
basis. If someone was probably at Camp Lejeune for
no more than a couple of days, they're probably not
going to get a favorable medical opinion even if
they have leukemia.

MR. ENSMINGER: No, this person I'm talking
about was there for years.

MR. FLOHR: Well, you know, I don't know. I'm
not a scientist; I don't do the research. But it
all depends on how long someone was (indiscernible),
which we ask for up front when we develop a claim.
And then what other potential exposures in their
lifetime, their family history of medical diseases
of leukemia, maybe, whatever it might be. All the
results and an opinion of whether it’s at least as
likely as not that the disability was due to
exposure at Camp Lejeune. Some of those are
granted, some of those, based on the personal and

evidence of a particular claim, are denied.
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MR. ENSMINGER: Well, we got our hands on this
PowerPoint presentation that was given by a Dr. --
produced and presented by Dr. Walters in August of
2013. Now, I want to go through some of this stuff
that's in this. Once again they're referencing the
low *, which was heavily disputed by the former
director of ATSDR, Dr. Portier, in an October 2010
letter. He -- this PowerPoint was supposed to be --
being given to clinicians who were going to be
treating Camp Lejeune family members and veterans.
They don't even have TCE listed as a known human
carcinogen in here. That was reclassified in
September of 2011.

Is there any difference in the prevalence of
disease in the Camp Lejeune population as compared
with a similar population? You know, the emerging
studies that are being done by ATSDR are showing
yes, there is. At what level and for how long were
Camp Lejeune residents exposed to contaminated
water? It says, answer: Pending further studies by
ATSDR. ATSDR's water model was issued last March.

Then the next bullet point: Was benzene a
significant contamination? Water modeling by ATSDR
suggests that benzene was not a significant

contaminant in the aquifer. This is being used to
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train your clinicians, and they don't even have the
information right on their bullet points? They're
the trainers? I mean, this is --

MR. PARTAIN: Here's another point in here
mentioned about the scientific evidence and
everything. The epidemiological studies of solvent
contaminated water supplies and adverse health
effects are of a limited quality. I mean, that's
right out of the NRC report. I mean, that -- where
is the basis for that? There are scientific
studies.

MR. ENSMINGER: I mean, it was good to
reclassify it.

MR. PARTAIN: And I mean, the TCE -- first it
says something about before this was written up.
Now since this has been written up, there are ATSDR
studies, but then again, when you're looking at this
slide that's being used to train these people, they
mention the National Research Council opines that
this will not produce useful differential. I mean,
you read through this here, and this, this playbook
of basically how to deny a Camp Lejeune veteran’s
benefit claim. I mean, it's disturbing.

MR. ENSMINGER: 1It's a roadmap.

MR. FLOHR: That i1is not the intent.
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MR. PARTAIN: Well, but the wording on here, I
mean, how can a veteran fight something in here that
says, the epidemiological studies of solvent
contaminated water supplies and adverse health
effects are of limited quality. There are tons of
studies out there.

MR. FLOHR: Where is that from?

MR. PARTAIN: That's on page 6 of this slide:
Review of epidemiological studies.

MR. ENSMINGER: And then they had one on here
that says cohort studies of benzene exposed workers
and those environmental -- and those environmentally
exposed, which would be drinking water and air, show
an increased risk of AML and other leukemias. But
yet they didn't -- this one person was denied in his
claim for leukemia.

MR. PARTAIN: They also go back in there and
right after they -- or right before they say that,
water modeling by ATSDR suggests that benzene was
not a significant contaminant in the aquifer.
Really?

MR. ENSMINGER: I mean, I think Morris's water
model showed the highest levels of average --
monthly average was 30-some parts per billion of

benzene. What does the VA consider significant?
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What does Dr. Walters -- you know, I mean, what does
she -- well, I mean, I know what the scientific
community says and I know what the MCL is; it's
five. So who's making these judgments?

MR. STALLARD: Can I interject here, please?

So there is concern expressed by the CAP relative to
that training material that they obtained and as it
may impact benefits and coverage. And so

Dr. Walters is not here to address that. Steve,
you're with the VA public affairs; is that correct?

MR. STEVE WILKINS: I am.

MR. STALLARD: Okay. So I think the question
for now for us is: Will there be an update or a
response to the CAP concerns relative to that
presentation?

MR. STEVE WILKINS: I can take that back and
respond afterward.

MR. STALLARD: OXkay.

DR. RAGIN-WILSON: Chris, Dr. Davey is actually
on the line. She can hear the discussion. We just
can't hear her so I'm asking her can she remain on
for another hour or so, and then we can move on.

MR. STALLARD: If we can get her voice. TWell,
this is innovative. Can you hear us?

DR. DAVEY: I can hear you. Can you hear me?
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MR. STALLARD: We can hear you. Welcome.
Thank you for joining us. Okay, so you've been
privy to some of the conversation that started at
approximately 9:35, so would you like to pick up
with what you had to address?

DR. DAVEY: I haven't been able to hear for
about the last ten minutes, anything. I didn't hear
Brad Flohr talking briefly but I heard only a five
seconds of what he said. So let me propose that I
start with what I had, and then you stop me if
Mr. Flohr has already gone over it.

MR. STALLARD: Okay, that's fair.

DR. DAVEY: Okay? So I'm Vicky Davey. I'm
chief officer for Public Health for VA. Dr. Terry
Walters is the acting director of our post-
deployment health group that has been in charge of
implementing the Camp Lejeune law for VA. She 1is
with Secretary Shinseki today staffing him on -- at
another meeting, and apologizes for not being here.
I apologize in advance for -- I may not know some of
the nuances and details that she does but I will do
my best.

I wanted to start with making sure that you
know that we have some guiding principles that we

are following with regard to implementing the Camp
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Lejeune law, and there are five of those. They are
to maximum the benefits to veterans and family
members; to be transparent and especially, and
probably most importantly to all of you on the
community assistance panel; we also are trying to do
this with a maximum amount of efficiency and
accuracy that we can do; we are aiming to be as fair
as possible at implementing the law and in line with
its parameters, but recognizing that that fairness
is something that we can achieve by aiming to do the
best we can for each individual. We're also trying
to minimize the complexity. I'm sure that you all
know that implementing a healthcare and insurance
coverage 1is a complex thing when it's a new program.
So with regard to where we are with the law
implementation, we began providing veteran care
immediately following passage of the law on
August 6, 2012. We've been contacted by 10,721
veterans as of March 16. We have knowledge that
1,912 of those veterans report to us that
(electronic interference) conditions. Eight hundred
and seventeen veterans have so far been treated by
VA for one of the 15 covered conditions, and that’s
as of March 11. And we are continually working on

assistance and administrative enhancements that are
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needed to implement the law fully. So that's
veterans' care.

So let me switch sides to family member care.
So the family member claims payment, recalling that
what we will do under this law is pay for
unreimbursed family member healthcare costs.
(Electronic interference) claims payment will begin
once the family member regulation is published and
effective. And that regulation is with the Office
of Management and Budget right now for their final
ruling.

We've been contacted by 1,012 family members as
of March 16", and we have reports that 164 of those
family members report one of the 15 covered
conditions.

We are also putting in the administrative and
system enhancements to administer this family member
program. That includes the mechanism for payment
reimbursements as well as the clinical evaluation of
family members' claims. We are -- have a —-- in
production of family member user guide. And we will
be publishing policy if we're required to, so that
we can be clear about what we're doing to all of the
VA family. Family member regulation will reimburse

medical costs back to the date of appropriation of
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the fund to March 26, 2013, so just over a year ago.

So with that, let me move on to provider
training and outreach. We began talking to
healthcare providers and VA staff back in August.
We did a comprehensive training of our environmental
healthcare team, which are designated clinicians and
other experts at each VA medical facility, to
familiarize them with the Camp Lejeune law, with the
implementation process and its status. Our goals
for that training that took place in August and
September was that we wanted providers to understand
that Camp Lejeune is a real issue with real
contamination concerns, and that this is an evolving
program. Once we show that they understood that
veterans are eligible for care, that they could
answer questions about family member cost
reimbursement and make sure that they knew that
family member reimbursement is available. We also
covered during the training other issues about
potentially contaminated sites around the country,
and let them know that Camp Lejeune is one of
potentially other issues.

So we've got Brad, Mr. Wilkins, is there
anything that you think I should add?

MR. STALLARD: Well, this is Christopher
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Stallard, your facilitator. I just wanted to
address briefly what the CAP brought up in those ten
minutes that you were unable to hear us, 'cause it's
relevant to the points that you just made about the
training and the concerns expressed to the CAP about
that August 12 -- that August training in 2013. And
I think Steve Wilkins had some specific points of
concern raised by the CAP members about the accuracy
of the data shared in those training slides. And
the CAP is looking to have some answers back from VA
about any future training and the accuracy of that
training data that's in those training slides. So
that was a discussion that we had here that, I
think, it need not get into deep discussion right
now with the CAP members, as long as those concerns
are raised and addressed.

MR. STEVE WILKINS: Actually I just wanted to

DR. DAVEY: I would be very interested to hear
the CAP's feedback about the training.

MR. STALLARD: Okay.

MR. STEVE WILKINS: I just want to make it
clear that it was Mr. Ensminger who has some
concerns about the training.

MR. STALLARD: Yeah.
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MR. STEVE WILKINS: I'm so far silent on this.

MR. ENSMINGER: Well, my point is that you
can't provide sufficient and valued training to your
trainees whenever your training materials are
incorrect. Okay? So I mean, this thing is full of
omissions, obfuscations, half-truths. The thing
looks 1like a roadmap on how to deny people their
benefits rather than provide them. It addresses
finding causations other than Camp Lejeune water so
that they can deny these people their medical care.
Now, I mean, really? But they've got this for
action so we'll let that go with that.

MR. STALLARD: Yeah, thank you.

MR. PARTAIN: I do want to make one final
point. It didn't come out clear in our earlier
discussion but throughout the document the NRC
report is referenced and cited as supports. There
has been a significant development in the scientific
body of knowledge since 2009, when the NRC's review
of selected literature was accomplished. So I
understand that this -- you know, this is not a
study so it keeps getting referred to as a study but
it is a review of literature. We need to be aware
of that, and there's been several studies now,

actual hard studies, that have been released. And
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the training material needs to reflect that, for the
benefit of the wveterans.

MR. ENSMINGER: And by the way -- your --

DR. DAVEY: Thank you for that observation.
We'll make a note of that.

MR. ENSMINGER: And by the way, the VA lists
different locations for information on this training
PowerPoint. They have the Marine Corps' website for
Camp Lejeune drinking water listed as a resource.
Really? You're not going to find anything factual
on the Marine Corps' website but you don't have our
website on there.

DR. DAVEY: Okay.

MR. STALLARD: So Dr. Davey, thank you very
much for taking time to call in and -- to us today.
There are some concerns raised by the CAP members,
and Mr. Wilkins has heard those and will be able to
convey them in perhaps greater detail. Or I might
suggest if you feel necessarily —-- necessary to
follow up with some of the CAP members as well on
these concerns expressed. So thank you very much.

DR. DAVEY: Thank you. We're happy to do that
and thank you for giving me the time to speak, and
to listen to those interesting conversations.

MR. STALLARD: It is that. Thank you. Okay.
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We're moving on now to -- we have a limited window
of opportunity and we're very pleased to be joined
today by the CDC Division of Cancer Prevention and

Control, who will make a presentation for us.

DIVISION OF CANCER PREVENTION AND CONTROL

DR. ESPEY: Well, thanks very much for the
opportunity to be here and share an overview of the
National Program of Cancer Registries with the CAP
and others in the audience. I do have a
presentation.

MR. STALLARD: You do have a presentation?

DR. ESPEY: Yes. So I'd like to cover,
briefly, in the next few minutes, what the NPCR is
and what the origins of it is. So NPCR stands for
National Program of Cancer Registries. And I'll go

a little bit into the NPCR but also a broader

picture of cancer registration coverage for the U.S.

population over time. And the issue of time is
important here. And then I'd like to move into the

scope of cancer surveillance and the data flow from

the point of diagnosis to the flow of the data to --

either from the provider to the facility, and then
onto the registry, and then onto the CDC, because I

think those are issues that have come up in the
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past. And then finally how CDC uses these data and
how others use the data.

So what is NPCR? The origins of it are in the
legislation called Cancer Registry Amendment Act of
1992, which authorized the CDC to establish a
network of cancer registries and allocated funding
to —-- allocated funding for states and territories
to enhance registries, if they already had a
registry, and some states did have registries. They
might have been incomplete for the entire state, if
they did have registries, or if the state did not
have a registry, to plan and implement registries in
those states.

To do this, the states were required to have
state legislation authorizing the collection of
cases diagnosed within that state and residents in
that state. And then also if they did have some
registration activity, formal registry or the
beginnings of a registry and were using funds, state
funds, they were required to continue to use those
funds, or if it was a new registry, to provide funds
to -- funds or in-kind resources to support the
development of a registry.

This is an overview of the current registry

system in the United States. We're focusing on the
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NPCR today but it's important to realize there are
two registry systems. In the yellow is the system
called the Surveillance Epidemiology and End Results
program, which is supported by the National Cancer
Institute, and in the green are the states that have
registries supported by the CDC and the NPCR
program. And the hatched states, the green and
yellow hatched states, are the states that are
states or metropolitan areas that receive resources
in support from both the CDC and the National Cancer
Institute. It's important to realize that the
registry system developed slowly over time, and I'm
going to show you a series of slides that show the
temporal development of the registry system
starting, and this regardless of whether it was
National Cancer Institute or CDC supported. The
first was back in 1970, happened to be the ones that
were supported by the SEER program, which was the
first registry system instituted in the United
States in the four states of Utah, New Mexico,
Connecticut and Hawaii. And in 1980 there were some
17 states that had registries. In 1990 there were
some 33 states, territories and islands that had
registries. 1In 2000, 49 states had registries, and

then in 2010 all 50 states have central -- what we
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refer to as central cancer registry. So cases
diagnosed within the state were reported to the
cancer registry and considered in most cases
complete ascertainment of cancer cases in most
states.

This is information that is collected routinely
and in a standardized way by the state cancer
registries. Demographic information, which is race,
ethnicity, gender, age and other, obviously in some
cases occupation; other types of information, the
cancer type, the specific cancer type, stage, which
typically is local, regional, distal, but staging it
by complicated systems. Prognostic factors or
biomarkers, limited treatment information, vital
status, whether the person is alive or deceased, and
then patient identifiers are also collected by the
registry.

So this is a logistic overview of how the data
flow from the point of diagnosis, which could be
either a physician's assistant -- from either -- can
you see the...? From either the providers' office
or one of the facilities, which could be a hospital,
an outpatient center, laboratories or cancer
treatment centers. This information is sent to the

central cancer registry with personal identifiable
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information, which typically is the name, Social
Security Number, date of birth, date of death,
sometimes specific residential information. And at
the state cancer registry, the data are cleaned,
edited and analyzed, and any missing data that needs
to be addressed, there's a feedback loop in
communications with the reporting unit to try to
clarify or fill in the missing information. This
reporting can be electronic; it can be hard copy or
a mix. Some states have more electronic than
others. But this whole left side here does involve
personally identifiable information.

After this is done and the data -- de-
identified and standardized, they're sent to the CDC
and NPCR program as de-identified information, not
including any identifiable information that would
allow anyone at CDC to identify an individual.

And I know there has been some guestions about
why CDC and others don't receive identifiable
information, so I do have -- I do have some of the
language from the authorization legislation tha