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Dietetics Content Manager 

Academy of Nutrition and Dietetics 

Successfully maintaining weight loss for a 
long period of time with traditional caloric 
restriction is possible only for a small per-
centage of people. Is there an alternative to 
traditional dieting that actually works?

Fasting is nothing new. It has been a 
religious practice for centuries and Hip-
pocrates advised medical fasting in 5th 
century B.C. Beginning in the early 1900s, 
animal studies demonstrated that fasting 
extended the life of rats. Animal research 
continued throughout the 20th century and 
suggested metabolic improvements as well.

How intermittent fasting works is not 
yet understood. Hypothesized mechanisms 
are based on rodent studies and involve the 
body’s circadian rhythm, or light-dark cycle. 
Proponents suggest that restricting food for 
a long period of time decreases insulin lev-
els; they claim that when the gut is allowed 
to rest, gut permeability decreases, followed 
by decreased inflammation.

Three intermittent fasts
• Alternate-day fasting alternates days of 

zero calories with days of unrestricted 
calories.

• Modified fasting allows 20 to 25 per-
cent of estimated caloric needs on 
fasting days and unrestricted intake on 
non-fasting days. For example, the 5:2 
Diet is popular in the United Kingdom.

• Time-restricting feeding requires a pro-
longed nighttime fast.
In a 2013 article in the Canadian Med-

ical Association Journal, intermittent 
fasting was predicted to be the next big 
weight-loss fad. This appears to be the 
case: The 2018 Food and Health Survey 
from the International Food Information 
Council Foundation found 10 percent of 
respondents said they follow intermittent 
fasting. Proponents claim it helps people 
lose weight, sleep better, improve diabe-
tes and even live longer. But does human 
research support these claims?

A 2017 trial involved randomly assigning 
participants with a mean body mass index 
of 34 to one of three groups for one year: 
alternate-day fasting (25 percent of energy 
needs alternated with 125 percent), calorie 
restriction (75 percent of energy needs) and 
control (unrestricted calories). The alter-
nate-day fasting group had a high dropout 
rate: 38 percent compared to 29 percent in 
the calorie restriction group. This group did 
not experience significantly different weight 
loss from the restriction group. Between the 
intervention groups, there also were no sig-
nificant differences in blood pressure, heart 
rate, triglycerides, fasting glucose, fasting 
insulin, insulin resistance, C-reactive pro-
tein or homocysteine concentrations. LDL 
cholesterol rose significantly in the fasting 
group compared to the restriction group.

A 2018 study of adults with Type 2 diabe-
tes and a mean BMI of 36 compared the 5:2 

Diet to calorie restriction for one year and 
found both interventions improved HbA1c, 
fasting glucose and lipid levels but did not 
differ significantly.

While intermittent fasting appears to 
offer metabolic improvements for people 
with Type 2 diabetes, although not signifi-
cantly different from those achieved by 
traditional caloric restriction, it may not be 
safe for all people with diabetes.

“Whether someone has Type 2 diabetes 
or Type 1 diabetes, what matters most is 
if they’re dependent on insulin and taking 
glucose-lowering medications,” says Hope 
Warshaw, MMSc, RD, CDE, BC-ADM, 
FAADE, author of Diabetes Meal Planning 
Made Easy, 5th Ed. (American Diabetes 
Association 2016). “Diabetes management 
is not the same for everyone. The safety of 
intermittent fasting for someone with dia-
betes depends on their medications and 
risk for hypoglycemia.”

The Academy’s 2016 position paper 
on adult weight management does not 
address any type of fasting and points out 
that research is very limited on the effect of 
timing of intake among people with obese 
BMIs. Additionally, a systematic review 
performed in 2013 and 2014 and published 
to the Evidence Analysis Library found 
that skipping breakfast was associated with 
higher body mass index and increased risk 
of obesity.

Recent systematic reviews and meta-anal-
yses of intermittent fasting in humans have 
found most studies to be of short duration 

Dec. 3
ACE suicide prevention training, first floor 
auditorium, 9-11 a.m.

Dec. 4
First quarter DMHRSi time card approver/
timekeeper training, first floor auditorium, 10:30 
a.m. to noon

Asbestos Training, Olmstead Hall, 1-3 p.m.

Dec. 5
Resilience Training, first floor auditorium,  
8-10 a.m.

Dec. 6
Grand Rounds, first floor auditorium, 8-9 a.m.

SHARP Soldier/Civilian Annual Training, first 
floor auditorium, 9:30 a.m. to 12:30 p.m.

Dec. 8
Go Army. Beat Navy (Fort Gordon Annual Army/
Navy football game, picnic and run), Engineers 
Field, 8:50 a.m. to 6:50 p.m.

Dec. 11
Threat Awareness Reporting Program, 
Alexander Hall, 10-11 a.m.

Dec. 12
Leadership Development Program, first floor 
auditorium, 4-5 p.m.

Dec. 13
EST 2000 Instructor Operator Training, TADSS 
Bldg. 81100, 8 a.m. to 2 p.m.

Grand Rounds, first floor auditorium, 8-9 a.m.

Range Safety Certification, TADSS Bldg. 81100, 
8:45 a.m. to 12:30 p.m.

Dec. 14
ARS (HESD), Bldg. 38716, 8 a.m. to 4 p.m.

Dec. 17
ACE suicide prevention training, first floor 
auditorium, 9-11 a.m.

Dec. 18
AT Level 1/Active Shooter/OPSEC Training, 
Olmstead Hall, 1-3 p.m.

Dec. 19
PALS (HESD), Bldg. 38716, 8 a.m. to 4 p.m.

Dec. 19
Resilience Training, first floor auditorium,  
8-10 a.m.

Dec. 19
Facebook Town Hall Forum, IOC, noon to 1 p.m.

Dec. 20
HEAT Instructor-Operator Training, TADSS Bldg. 
81100, 8 a.m. to 2 p.m.

Grand Rounds, first floor auditorium, 8-9 a.m.

SHARP Soldier/Civilian Annual Training, first 
floor auditorium, 9:30 a.m. to 12:30 p.m.

Range Safety Certification, Range 6 AAR, Bldg. 
484, 8:45 a.m. to 12:30 p.m.

2 Calendar

see FASTING on page 11

Investigating intermittent fasting
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Mary E. Gaudette
Librarian

Eisenhower Army Medical Center

Doody’s Core Titles — an invaluable 
collection-development resource Health 
Sciences librarians rely upon for keep-
ing them apprised of titles their libraries 
should have as holdings — can now be 
accessed by all EAMC staff.

The 2018 edition of DCT lists over 2150 
unique titles, which are distributed over 
121 health sciences and nursing subject 

areas. An editorial staff of 74 medical, 
nursing, and allied health academically 
affiliated professionals who are content 
specialists oversaw the selection of the core 
titles in their respective disciplines. They 
were assisted by 94 collection-development 
librarians who finalized and scored the 
selections according to a multi-stepped, 
criteria-based process which addressed 
“authoritativeness of the author(s) and 
publishers, scope and coverage of the sub-
ject matter, quality of content, usefulness 
[of] purpose, [and] value for the money.”*

Titles can be searched in a variety of 
ways, including by specialty, title, author, 
publisher, and ISBN.

Each title is accompanied by one or 
more icons that signify specific infor-
mation about the text. For instance, the 
”target” icon means that the text has been 
deemed an “Essential Purchase Title”. 
The “boxed-Q” icon means that there is a 
16-part questionnaire displaying scores on 
a variety of elements, including one which 
speaks to whether the new edition is really 
needed as a substitute for the previous one. 

In addition to accessing reviews, vis-
itors to DCT can also look up the names 

and credentials of all content specialist and 
contributing librarians.

I encourage EAMC staff to use DCT as 
a tool for considering purchases for their 
respective departments and personal librar-
ies, as well as for recommending titles to 
the HSL for purchase. To access DCT, go to 
http://www.doody.com/dct. The Login ID is 
“bookreviews,” the password is “eamcbook.” 
DCT can also be accessed from the “Data-
bases” section of the Library’s IKEnet page. 

* https://www.doody.com/dct/content/
ListOverview.asp?SID={382C01DB-
AAF5-4BA9-9254-7737775C6EC9}#d 
accessed 11/07/18.

Col. David E. Ristedt
Commander

Eisenhower Army Medical Center

Another fantastic month is behind us  
as we continue to shape the hospital for  
the future. 

We were honored by a visit from Atlantic 
Region Commanding General, Brig. Gen. 
Telita Crosland, who confirmed how crit-
ical the hospital is to the overall success 
of Army Medicine and the future Defense 
Health Agency. It is critical that we sustain 
5-Star care while we make a few minor 
adjustments to our operations within the 
resources provided. 

We’ve made some substantial investment 
into administrative infrastructure that will 
free up our clinical staff to be more effi-
cient in delivering readiness and care to the 
Cyber Center and our beneficiaries. It’s not 
“do more with less” as is commonly said 

but rather providing care in the most effi-
cient and effective manner possible. 

We must invest where appropriate, 
divest where necessary and be in the opti-
mal position to transition to DHA next 
summer. We’ve got some work to do but we 

are starting in a great place and the transi-
tion will be seamless if we take the time to 
shape our future now. 

Leading to the end of this year, mili-
tary and civilian personnel alike showed 
their remarkable commitment to esprit de 
corps at the annual Turkey Trot as well as 
through public education campaigns such 
as breast cancer awareness.

As we head into the holidays, I am hope-
ful that everyone in the Eisenhower Army 
Medical Center family will take the time 
to visit those important to them and enjoy 
some well-earned time away. 

Members of our team are working hard to 
put on the best Holiday Ball in years as a way 
to spend even more quality time with your 
work family. I’d like to encourage everyone 
to buy your tickets now for a night of out-
standing camaraderie, fun and dancing. 

3from the commander’s office

December 2018 • Vol. 4, No. 3

Rounds is an official monthly 
publication of Eisenhower Army Medical 
Center at Fort Gordon, Georgia, produced 
by the EAMC Public Affairs Office for and 
about the staff of the hospital and the 
military members, family members and 
beneficiaries who choose EAMC for their 
Five-Star Health Care.

Editorial content is under the direction 
of and serves the mission of the EAMC 
commanding officer. Email: usarmy.
gordon.medcom-eamc.mbx.pao@mail.mil.

see COMMANDER on page 11

Setting up for seamless transition to DHA

I hope we all come back 

energized to be the best “you” 

possible and create even more 

“lollipop moments.” 

Doody’s Core Titles review service now available 
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4 from the nurses’ station

World War I: Evolution of the ambulance service
U.S. Army Medical Department

Office of Medical History

In April 1917 the United 
States entered World 
War I on the side of the 
Allies-France, Russia, 

Great Britain, and Italy. The 
British and French asked for 
immediate medical support 
because their medical systems 
were severely taxed. Their war 
against the Central Powers 
(Austria-Hungary, Germany, 
Turkey, and Bulgaria) was in 
its third year. … Everywhere 
the war was bloody, and casual-
ties were high. The combatants 
would suffer over 34 million 
casualties, including nearly 8 
million deaths from wounds 
and disease.

The need for medical sup-
port was staggering. … During 
the 1916 Battle of the Somme, 
in seven days British artillery 
threw 1.5 million explosive and 
chlorine gas shells at the well-
dug-in Germans. Yet when the 
British attacked, surviving Ger-
mans manned their machine 
guns and inflicted 60,000 casu-
alties on the attackers during 
the first day alone. The battle 
lasted five months, during 
which there were some 420,000 
British, 200,000 French, and 
650,000 German casualties. 

… When the United States 
entered the war [the Army 
Medical Department] consisted 
of less than 1,000 personnel, but 
it numbered over 350,000 when 
peace returned in November 
1918. 

The Surgeon General’s Office 
mushroomed from a staff of 
153 at the beginning of the 
war to over 2,100 at its end. 
The Medical Department was 
authorized 444 physicians at 
the beginning of World War I, 
but it had 31,530 when the war 
ended. Nearly 24 percent of all 

American physicians served in 
the Army.

Increases in the other special-
ties were also dramatic. By war’s 
end the department had 4,620 
dentists, 21,480 nurses, and 
2,234 veterinarians. In addition, 
there were two new precursors 
of the Medical Service Corps. 
The U.S. Army Ambulance 
Service, formed in 1917, had 
209 officers, and the Sanitary 
Corps, formed the same year, 
had 2,919. The department 
was rounded out with 281,341 
enlisted soldiers and 10,695 
civilian employees.

Military medicine benefited 
from medical advances, but 
severe limitations remained. 
Sulfa drugs and antibiotics were 
yet to come, and some medical 
problems remained intractable. 
Measles and influenza were the 
most significant diseases for the 
Army in World War I because 
of respiratory complications, 
principally the scourge of the 
pneumonia which followed. 

The influenza epidemic of 1917-
18 killed over 24,500 soldiers. 

As popular support for Amer-
ican participation in the war 
increased, volunteer organiza-
tions capitalized on that spirit, 
enrolling many young Ameri-
cans who served as ambulance 
drivers in France and Italy. … 
Volunteer ambulance organi-
zations preceded U.S. Army 
ambulance units in Europe, and 
their officers were predecessors 
of Medical Department com-
missioned ambulance officers.

The American Red Cross 
Ambulance Service actively 
recruited through its head-
quarters in New York and 
established units in France and 
Italy. By the spring of 1917 it 
had forty-six ambulance units 
supporting the Allies.

The largest of the volunteer 
ambulance groups was the 
American Field Service. The 
organization dated from the 
earliest days of the war, when 
the American colony in Paris 

outfitted a rudimentary ambu-
lance service to support the 
French Army. 

Although neither the Red 
Cross nor the American Field 
Service paid the volunteers, the 
French government insisted on 
reimbursing them at five cents 
a day, equivalent to the pay of a 
French soldier. The volunteers 
paid for their own transporta-
tion, clothing, uniforms, and 
personal equipment. As one put 
it, “the Americans not only had 
to be willing to risk their lives, 
they also had to pay to do it.”

The volunteer ambulance 
units refined motorized evac-
uation techniques that were 
later adopted by the U.S. Army 
when it entered the war. [At 
the time doctors and medics 

Photo courtesy of the National Library of Scotland
Nurses Mairi Chisholm and Elsie Knocker, both of the United 
Kingdom, volunteered to work with the Flying Ambulance Corps. 
They were the only two women to serve on the front line caring for 
wounded soldiers in Belgium. They were gassed while treating the 
injured but returned to the trenches to continue their work.

Editor’s note Last 
month, Nov. 11, the 
United States celebrated 
the 100th anniversary of 
the end of World War I. In 
addition to being among 
the first wars in the “mod-
ern” age — tanks, machine 
guns, chemical weapons, 
heavier-than-air obser-
vation and air-dropped 
munitions — World War 
I also brought significant 
advances in medical care, 
including the ambulance 
service.

The following is 
excerpted from the his-
tory of the United States 
Army Medical Service 
Corps. The full article 
can be found here: http://
history.amedd.army.mil/
booksdocs/HistoryofU-
SArmyMSC/chapter2.
html.

see AMBULANCE on page 9
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Capt. Julie Englert, Psy.D., 
Capt. Ciro Visone, Psy.D.

Outpatient Behavioral Health
Eisenhower Army Medical Center

“It was the best of times it 
was the worst of times…” 

— Charles Dickens

While many of us look for-
ward to the holiday season with 
excitement, it is important to 
remember the holidays also tend 
to be a period of increased stress.

A Mayo Clinic survey iden-
tified money, work and family 
responsibilities/personal rela-
tionships as the most stressful 
aspects of the holiday season. 
Hectic holiday preparations, 
travel delays, conflict with fam-
ily members and expectations 
to plan or host gatherings add 
to the mix. 

Less well-known but equally 
common stressors include the 
pressure to seem happy in front 

of family or friends, the emo-
tional fatigue of catching up 
with everyone and the physical 
fatigue from packing in so many 
activities. Balancing numerous 
social obligations can sometimes 
feel like performing mental gym-
nastics, and of course workplace 
responsibilities are compressed 
into the time right before and 
after a holiday. 

Surprisingly, although 9 in 
10 Americans believe stress 
can worsen individual health, 
Harvard Health reported only 
a quarter of respondents are 
able to identify positive cop-
ing mechanisms. The result is 
an astounding 53 percent of 
all health issues are reported 
as being directly or indirectly 
related to stress. More than 
half of all Americans report 
deteriorating health related to 
anxiety, depression, addiction, 
sleep disorders, hypertension, 

cardiac arrhythmias, car-
diovascular disease, obesity, 
gastrointestinal illnesses and 
even Alzheimer’s disease. 

So what can we do? Expecta-
tion management and planning 
is key. 

We hype up the holidays as 
a period to relax, to the point 
of losing sight of how busy it 
will be. The disappointment 
from this failed expectation can 
sometimes be the most stress-
ful of all. An honest appraisal of 
your holiday plans can help set 
realistic expectations for when 
stress is likely, give a chance to 
schedule time to relax, and a 
find way to plan for financial 
burdens in advance to avoid 
unpleasant surprises. 

You may need to turn down 
an invitation or two to give 

yourself a quiet evening to 
decompress. Set boundaries 
at work that you will not be 
responding to messages until 
you return. Identify potential 
“hotspots” in advance and plan 
for what you can do afterward 
to destress. 

Accept that even the best 
laid plans will go awry, and 
focus your energy on what you  
can control. Download the Vir-
tual Hope Box from your app 
store. It is full of great mind-
fulness exercises to use when 
taking a break. 

Remember, the holiday sea-
son is a time of both joy and 
celebration, and being mindful 
of how to better manage stress-
ors allows each of us to enjoy all 
the best the holidays bring.

5

File photo

Balancing numerous social obligations can sometimes feel 
like performing mental gymnastics, and of course workplace 
responsibilities are compressed into the time right before and after 
a holiday. 

It’s the most burdensome time of the year

EAMC FRG Gift Wrapping 
Fundraiser

Dec. 6 & Dec. 17, 
10 a.m. to 3 p.m.
Fort Gordon PX

Proceeds support 2019 FRG family Events. 
Volunteers needed for three-hour shifts.  

Email eamcfrg@gmail.com for information.
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Place ID 

here to scan.

Collect 
ticket here.

Where are you going today?

Answers to standard questions  
help speed service.

Track where your ticket is in the process on 
the TV screen on the wall.

Who are you?

How would you like to be notified 
when your prescription is ready?

When your ticket number is called, it shows on 
the screen where to report for service.

If Pharmacy is selected, choose 
service required.

Choose a printed ticket? Please 
collect it below the screen.

Navigating EAMC’s self-check-in kiosks
Eisenhower Army Medical Center is 

installing self-check-in kiosks in out-patient 
pharmacy, radiology and laboratory. There 
are kiosks already operational in the Exchange 
Pharmacy.

Navigating these new devices may seem 
daunting at first but once staff and beneficia-
ries are familiar with the screens, checking in 
will seem the most natural thing in the world. 

Sample screens are shown below. 

Note that screens will be custom tailored for 
the department visited or treatment sought. 

Look for these kiosks to roll out through 
the beginning of 2019.
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Lt. Col. Kyle L. Welch, chaplain
Chief, Department of Ministry and Pastoral Care 

Eisenhower Army Medical Center

The classic holiday poem, How the Grinch 
Stole Christmas by Dr. Seuss portrays a 
changed attitude in the fictional character 
known as the Grinch. This transformation 
rings clear with these words by the Grinch; 
“It came without ribbons. It came without 
tags. It came without packages, boxes or 
bags. Maybe Christmas doesn’t come from 
a store. Maybe Christmas, perhaps, means a 
little bit more.” 

The holiday season arrival sets up many 
people for disappointment. Especially at 
Christmas, commercialism and consumer-
ism seem to win out as many are left in the 
aftermath of debt having chased the wave of 
material reciprocity. 

Over-focus on the gift exchange often 
steals the thrill of Christmas. In the end, 
bad attitudes form. Reluctance to embrace 

the season leads to Grinch-like negative 
attitudes. And since they can’t enjoy, 
nobody else should either.

My guess is that this negative experience 
in some form is more common than we care 
to admit. 

The Christmas gifts of this kind become 
a major waste. Instead of fostering a season 
engendering warmth, love and thought-
fulness, the season contributes to stress, 
despair, loneliness and entrapment. 

The culture war to secularize Christmas 
by removing Christ all together and replac-
ing with Santa Claus further alienates us 
from experiencing the true meaning of 
Christmas. Christmas as a religious holy day 
commemorates the birth of Jesus Christ.

The Gospel of Luke records the words of 
an angel related to the Christmas story with 
these words, “I bring you good tidings of 
great joy which will be to all people. Today 
in the town of David a Savior has been born 

to you; he is Christ the Lord.”
Christians hold that the gift of Christmas 

was Christ making salvation possible to all. 
The angel further proclaims the arrival of, 
“peace on earth and goodwill toward men.” 
Through this spiritual gift, transformation 
of the heart was made possible.

Whether one embraces Christmas as a 
religious belief or not, that remains as an 
individual prerogative. But whatever one’s 
worldview, it seems a solely materialistic 
practice may lead to an experience robbed 
of the true spirit of Christmas that is peace, 
and good will toward others. 

What if, we as an Eisenhower Family, 
made a concerted effort and choice to share 
in the real gifts of Christmas to our peers, 
our patients? What if we shared our time, 
our place, our meal? 

An outward focus of this kind might 
support transformation of an inward kind. 
Like the Grinch whose hard heart was made 
anew, we too might experience the same. 
Maybe the spirit of Christmas is more than 
the store, maybe Christmas represents a 
whole lot more. 

8

Gifts of Christmas: what a waste

chaplain

College of American Pathologists issues re-accreditation of RAHC’s laboratory
Lt. Col. Rachel J. Wienke

Commander
Rodriguez Army Health Clinic

The Rodriguez Army Health Clinic lab-
oratory team recently demonstrated their 
ongoing commitment to 5-Star excellence 
as they earned re-accreditation from the 
College of American Pathologists.  

The inspection specialist from the Amer-
ican Society for Clinical Pathology, Teresa 
Hallada, said she had expected to find many 
issues due to the disruption caused by Hur-
ricane Maria, and she stated that RAHC’s 
results were “phenomenal.”  

The RAHC laboratory is one of the 
few labs of its size to earn this prestigious 
accreditation. Due to the dedicated efforts 
of Lilliam Ayala, laboratory supervisor, 
RAHC was able to earn CAP accreditation 
in 2008, maintaining it ever since. Ayala’s 
oversight and leadership has led her team 
to consistently maintain the standards and 
achieve stellar results. 

RAHC’s partnership with Veterans 
Affairs also helps make this possible. Dr. 
Daniel Conde, a pathologist from the San 

Juan VA Medical Center, provides over-
sight, which enables the lab to conduct 
more complex tests and procedures. The 

Rodriguez family is dedicated to continu-
ing to provide our patients the best in safe, 
quality health care. We are Eisenhower.

Photo by José Martínez Cortés
Lt. Col. Rachel J. Wienke, commander, Rodriguez Army Health Clinic, congratulates Roberto 
Carrasquillo, LPN, left; Lilliam Ayala, laboratory supervisor; and Carmen Rodriguez, 
medical technologist; on the re-accreditation by the College of American Pathologists of 
the RAHC pathology lab earlier this fall. 
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also served as ambulance drivers as well.] 
Inspector General Andrew noted … “it was 
as illogical to expect doctors and surgeons 
to accomplish this work successfully as it 
would be to ask automobile experts to do 
surgical and medical work in the dressing 
stations and hospitals.”

Primitive vehicles
Ford, Fiat, Peugeot, and General Motors 

Company ambulances were severely tested 
under combat conditions that demon-
strated their advantages in speed and 
patient comfort. The Ford Model “T” 
could climb narrow mountain roads where 
patient movement previously was possible 
only on mules or in horse-drawn carts. The 
Ford put new meaning in “fording.” It sat 
high and could get through flooded roads 
not accessible by lower vehicles. Indeed, 
French soldiers accused the Americans of 
painting water lines on their vehicles as 
depth gauges, and some calls for evacua-
tion would request the ambulance “boats.” 
If a road was blocked, the “T” could go 
cross-country. It was light enough that 
three or four soldiers could pick it up and 
move it if it stuck in a ditch or shell hole.

Nevertheless, the motorized ambulances 
were primitive vehicles. The Ford’s idio-
syncrasies made mountain driving dicey. 
Its gravity gasoline feed did not work on 
steep grades, compelling drivers to back 

their vehicles up the hills. Another prob-
lem was that prolonged driving in low gear 
caused excessive and uneven wear on the 
transmission bands. To equalize the wear, 
drivers in mountainous terrain used the 
low-speed band during climbs, the reverse 
band to assist in controlling descents, and 
the foot brake on corners and the steep-
est parts of hills. Transmission bands 
would last ten to fourteen days with this 
technique. Mountain driving was further 
complicated by brakes that could not han-
dle the steep grades. Drivers kept an eye 
peeled for strategically placed trees that 
could stop them if necessary. Sometimes 
patients had unforgettable rides.18

Unfortunately, automobile driving was 
not yet a universal skill, and the inexpe-
rienced drivers were further bedeviled 
by problems such as horseshoe nails in 
the roads. The nails raised havoc with the 
tires, which, in turn, raised havoc with the 
drivers, since this was before demountable 
rims. The crews were further tested by the 
hazardous conditions of the combat zone. 
At Verdun they navigated roads named for 
the risk of artillery fire-Dip of Death, Hell’s 
Half Acre, and Dead Man’s Turn. William 
Seabrook, an American Field Service vol-
unteer, described how it was. “Those of us 
who used to laugh at danger have stopped 
laughing. ... We don’t come back any lon-

ger and tell each other with excited interest 
how close to our car this or that shell burst 
— it is sufficient that we came back.”

American soldiers wounded in World 
War I enjoyed a much greater chance of 
surviving than had their predecessors 
in any previous war. Much of that was 
due to an improved evacuation system. 
By the time of the Armistice the Medical 
Department had evacuated 214,467 casu-
alties in Europe and transported 14,000 
sick and wounded to the United States. It 
evacuated another 103,028 patients to the 
United States following the Armistice. This 
record was achieved through major Medi-
cal Department improvements, beginning 
with its doctrine for support of an army 
in the field. The medical support appara-
tus fielded by the American Expeditionary 
Forces was enormously improved in kind 
and amount from anything previously 
attempted in wartime.

The formation of the U.S. Army Ambu-
lance Service from predecessor volunteer 
ambulance organizations was a principal 
part of that improvement and was a signif-
icant step in the evolution of the Medical 
Service Corps. More important, it was a 
significant advance in the Medical Depart-
ment’s ability to perform its wartime 
mission through a functional adaptation to 
changing technology and warfare.

AMBULANCE from page 4

The American Red Cross 
Ambulance Service actively 
recruited through its headquarters 
in New York and established units 
in France and Italy. By the spring 
of 1917 it had forty-six ambulance 
units supporting the Allies. One 
who joined was 18-year-old Ernest 
Hemingway, who as a Red Cross 
second lieutenant became the first 
American wounded in Italy.

Hemingway received over 200 
artillery fragment wounds in his 
legs during a night attack in July 
1918 and was further wounded 
by machine-gun fire when he 
carried a wounded Italian soldier 
to safety. He likened his left leg to 
the hide of an old horse that had 
been branded and rebranded by 
50 owners.

Photo courtesy of the National  
Library of Scotland

Ernest Hemingway convalescing at a 
hospital in Italy, April 1919.

Hemingway of the Ambulance Corps

Family
Readiness
Group

   is looking ...

Get out ... make a difference ... 
help Soldiers and  

their families

Volunteers needed for Family 
Readiness Group leader, 

co-leader. eamcfrg@gmail.com.
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Bob Meloche
Safety Manager

Eisenhower Army Medical Center

Picture all of the operations of Eisen-
hower Army Medical Center, bundled 
together like a giant rubber band ball. 
All intertwined, providing just the right 
amount of support and resistance. All 
joined in a common effort to sustain the 
ball itself. When the rubber bands join 
together to form the ball, they are so much 
more than the sum of their parts. While sin-
gle rubber bands are still discernable, all of 
the rubber bands work together to become 
something greater.

The Army Safety and Health Manage-
ment System, better known as ASHMS, has 
its origin in OSHA’s Voluntary Protection 
Program. MEDCOM adopted the program 
in 2014, and helps facilitate each medi-
cal facility reaching ASHMS STAR status, 
OSHA’s recognition of a successful, sustain-
able, safety and health management system 
that demonstrates employee involvement 
and commitment.

Four elements of ASHMS
Element One - Engaged Leadership and 

Personnel Involvement: Managers and 
leaders set the example and will do what 
is needed to provide a safe workplace. 
Employees know the hazards they face 
better than anyone. When everyone is 
involved, many hands make safe work.

Element Two - Worksite Analysis: More 
than inspecting for compliance, it’s find-

ing hazards. Look at work 
areas often. Inves-
tigate hazard 
reports, acci-
dents, and 
near misses. 
Find the 
p r o b l e m 
t r e n d s , 
and fig-
ure out 
w h a t ’ s 
causing 
them.

E l e -
ment Three 
- Hazard 
P re v e nt i on 
and Control: 
When hazards are 
found, eliminate 
them. If they can’t be 
eliminated, control them 
with substitution, ventilation, 
machine guards, ear plugs and Personal Pro-
tective Equipment as necessary.

Element Four - Safety and Health Train-
ing: Teach people what they need to know 
to be able to do a good job in carrying out 
their personal safety responsibilities. When 
we know something that could help others 
be safe, we teach them.

Eisenhower is in the home stretch for 
ASHMS certification, with our evaluation 
scheduled for June 2019. Yet, there are still 
indications that some personnel see safety  

 

 
 

 
 

 
as an afterthought, or a final check on a plan 
prior to implementation. This is at best, an 
ineffective approach.

Now, recall the rubber-band metaphor  
and imagine the Army Safety and Health 
Management System as the “stretch” of 
those rubber bands. The system holds the 
process together, providing flexibility when 
needed, while supporting and codifying the 
processes. Reject the system, and we’re left 
with a pile of rubber bands.

10 Safety Division

Safety helps hold it all together

American Legion Posts make donations to EAMC’s Fisher House
Staff reports

The American Legion Riders Post 178 
held its 14th annual charity ride fundraiser 
for the Eisenhower Army Medical Cen-
ter’s Fisher House at Fort Gordon, Nov. 3. 
The event started with breakfast at a local 
restaurant followed by the charity ride. 
The riders and supporters ended up at the 
Carter Burdell Hagler American Legion 
Post 178 where they held several presenta-
tions to the Fisher House by the American 
Legion Riders Post 178, Blue Knights Geor-

gia Chapter IV and the American Legion 
Department of Georgia.  

The Blue Knights Georgia Chap-
ter IV and its members rode in 
support of the Fisher House 
through ALR Charity ride. 
Dave Miller, BK GA IV 
president, presented a check 
for $1,000 to Francisco 
Cruz, Fort Gordon Fisher 
House manager.

The ALR Post 178 riders with 
directions and main coordination 

by Miriam Stein and other ALR members 
presented non-monetary donations 

and a monetary donation of 
$1,000 to Cruz. Stein also  

presented to Cruz a  
100-year American 
Legion Coin.

Fred Zamora, 
American Legion 
Department of Georgia 

representative, to Cruz 
on behalf of the Fisher 

House a check for $400.



December 2018
Rounds

The New Year also provides a time to take stock of where we 
are, celebrate responsibly — be sure to select a designated driver 
or, better yet, set the example and volunteer to be the DD — and 
set some goals for next year. I hope we all come back energized 
to be the best “you” possible and create even more “lollipop 
moments.” As always, thank you for everything you do to take 
care of each other and our patients. We are a great team that can 
do anything we set our minds to. Command Sgt. Maj. Allen and 
I remain incredibly proud of what you do in delivering 5-Star 
Care. We are Eisenhower.

11COMMANDER from page 3

Patient Safety Division

Isra James, clinical pharmacist in Eisenhower 
Army Medical Center’s inpatient pharmacy, was 
nominated because she demonstrated an exceptional 
act of service for this “good catch” of a near miss 
event that could have resulted in harm to a patient.

When a moderately ill dialysis patient was 
prescribed a six-month medication treatment for 
a newly diagnosed condition. One week later the 
patient underwent a procedure (unrelated to the 
original condition) that required an additional 
medication treatment regime. 

Because the patient was being cared for by 
different service providers and because medications 
were being dispensed by in-patient and out-patient 
pharmacies, a potential for a severe drug interaction 
was overlooked. The clinical pharmacist quickly 
recognized the contraindication and intervened with 
both provider groups, infectious disease and the in-
patient pharmacist to make medication changes that 
kept the patient safe. 

She was recognized by EAMC’s Commander Col. 
David Ristedt Oct. 23 in the inpatient pharmacy

James lives in Evans, Ga. She has been a pharmacist 
at EAMC since 2016. 

She is married to Shands James and they are 
expecting first baby this spring.

Her professional goal is to achieve board 
certification in pharmacotherapy.

October

  Patient Safety Employee of the Month 

Irsa James, clinical pharmacist, center, is recognized 
Oct. 24 in as the Patient Safety employee for October 
by Col. David Ristedt, commander, Eisenhower 
Army Medical Center, and Capt. Elizabeth Lee, chief, 
inpatient pharmacy.

Photo by John Corley

with few participants and mixed findings. Intermittent fasting 
does not appear to offer superior metabolic or short-term weight 
control advantages compared to traditional caloric restriction.

While there appear to be no health advantages, some people 
may find intermittent fasting easier to maintain. “With intermit-
tent fasting, you are restricting food intake but only on certain 
days or times, and on other days or times, you have the freedom 
to eat and meet energy requirements,” says Abbey Sharp, RD, 
a Toronto-based dietitian. “In that sense, some people see this 
diet as a more flexible approach. Depending on which regime 
you choose, it also might not be too different from how you’re 
already eating if you eat an early dinner and late breakfast.”

Conversely, researchers found that some participants overate 
on fasting days and under-ate on non-fasting days, which may 
indicate intermittent fasting is difficult to maintain.

Side effects of intermittent fasting include persistent hunger, 
cold, irritability, low energy, distraction and lower work perfor-
mance. Those at risk for disordered eating should not attempt 
any sort of fasting diet; fasting has been found to predict disor-
dered eating and eating disorders. Meanwhile, multiple eating 
disorder organizations classify fasting as an unhealthy weight 
control behavior. According to Tiffany Haug, MS, RDN, EDOC, 
who specializes in behavioral health and eating disorders, “When 
restricting food, there is a higher dopamine release in the brain 
when you do eat, which increases the likelihood of binge.”

Intermittent fasting could be risky for women of child-bear-
ing age, since preconception is an important time for women 
to maximize their nutrient intake. “Going without food means 
going without energy as well as protein, vitamins, minerals and 
phytonutrients. In terms of nutrition, there is a lot to make up for 
on non-fasting days and it’s very difficult to catch up,” explains 
Elizabeth Ward, MS, RDN, author of Expect the Best, Your Guide 
to Health Eating Before, During, and After Pregnancy (Academy 
of Nutrition and Dietetics 2017). Pregnant and breastfeeding 
women also should not attempt fasting because they need con-
sistent energy and nutrients to support the developing fetus and 
breast milk. Ward says she would not recommend intermittent 
fasting to a woman who is pregnant or breast-feeding.

Researchers agree there is not enough evidence to recom-
mend intermittent fasting at this time and that studies have 
lacked long-term interventions and follow-up periods. There 
have been few studies investigating the mental, emotional and 
social consequences of fasting. Additionally, researchers suggest 
that future studies should investigate cognitive and immunolog-
ical implications, dietary quality and impact on the microbiome.

FASTING from page 2
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Isra James, Pharm.D., 
Inpatient Clinical  

Pharmacy, at EAMC for 
2 years

Reva Csontos, Medical 
Support Assistant,  

Central Appointments 
Services, at EAMC 

10 years this month

Cheryl Hill, LPN,  
Department of Soldier and 

Family Medicine, TMC  
No. 4, at EAMC since 2004

Spc. Jose Gonzales  
Castaneda, Charlie  

Company Training Room 
NCO, at EAMC since 

March, soldier for 2 years




