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The rampant strongman corruption on the Nevada Tahoe Regional Planning Agency &
Tahoe Regional Planning Agency and by their City henchmen needs to stop
immediately. You are ineffective politicians which have all but destroyed our much
needed trust with City residents because you do not believe in leading us by our
values, caring for the will of the people, and protecting our fundamental constitutional
2

rights such as bodily integrity, free speech, and due process of law. This City lacks any
restraint in the exercise of power.
Our democratic principles and republican style of city government have been placed in
grave danger by you, unscrupulous NTRPA, TRPA, and Council members, who are
morally unqualified to run our Cities. You have been seduced by the folly that the brash
efficiencies of authoritarianism are preferable to the drawn-out, inclusive, deliberative
processes of democracy. Authoritarian efficiency in the name of public works
devastated the Aral Sea, and Tahoe is next as a result of your dictatorial Cell Tower
agenda.
Herein lies a signature trait of Authoritarian regimes. Despots arrogate upon
themselves to unilaterally identify and solve "the needs of the State" without the
participation or consent of the governed. In most instances, the forceful adoption of
new technology without public consent, deliberation, or environmental review is
purportedly justified under the autocratic banner of "efficiency." The Aral Sea and Lake
Karachay are the poster children of such an authoritarian disaster in the name of
progress.
Not all new technology should be adopted, and never so for the sake of it. History is full
of bad technologies, that were sagely outlawed or heavily regulated. For example, x-ray
technology for shoe fitting, household nuclear plants (or "atoms for peace" nuclear
power in general), landscape scale hydroelectric watershed diversions, single use
plastics and Styrofoam, DDT ( sold as "better living through chemistry"), Teflon
(forever chemical), Roundup, hydrogenated oils (transfats), High Fructose Corn Syrup
(HFCS), internal combustion engine (fossil fuel dependent), are all examples where
harmful technologies were hastily introduced without public consent or deliberation
and as a result caused a great deal of harm.
In discerning the public will, the question is never "what does an uninformed public
think right now," but rather, "what would this public body think if they were informed
on all of the facts." To this end, the public would never ask a neighborhood to
succumb to cancer or career ending bodily harm, just to give them a selfish novel
convenience, if they actually were informed and understood the current science and
toxic "machine politics."
You have significantly abridged us City residents of our right to petition the
government for a redress of grievances, and to openly attend City Council Meetings and
produce evidence for our claims.
You apparently ask the Agency Attorneys to cook-up legal justifications to do
completely unethical if not illegal things, then run behind her like a bunch of cowards.
You are alleged by others to be actively censoring and suppressing the public's
comments, official testimony, and the production of evidence at hearings, and have no
end to arbitrary and capricious pretexts for it: "oops, it went into my junk folder," "I
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didn't read it in time," "too many links," "too many attachments," "document
protections," "software error," "vendor error," "too late, the meeting is starting," "too
late I already wrote the agenda," "it is in the politician's best interest that this is
redacted," "this embarrasses the NTRPA/TRPA/City," "I changed the rules in the
middle of the game," "you did not say the magic word," "the dog ate it," "Simon did not
say so!" Public input is a charade, where as long as you stay within the toady rails of
politically desired brown-nosing discourse, you can play. But the moment you expose
flaws in the your agenda, or suggest an idea that threatens your agenda, the censors
come out!
The City has deliberately hired an inexperienced City Manager—younger than nearly all
Councilpersons in City history, including Cody Bass—because you apparently wish to
manipulate him and do corrupt things right under his nose. Cannon fodder.
Your "Town Hall Meetings" are nothing more than passive sham public relations
stunts, infomercials, and sales pitches for predecided issues. Why the fuck should any
of us validate any more of them by attending?
This NTRPA, TRPA, & City are a case study in bad governance. It is one grand jury
report away from getting taken down in brewing scandals.
There is only one Lake Tahoe. Therefore, it is especially important that we really think
things through and make sure we get them right. Take a lesson from New York in the
most passionate, nationally significant, and drawn-out design of One World Trade
Center. Imagine if instead of the majestic Freedom Tower, New Yorker's—on behalf of
the whole nation—settled for the first hideous idea that a self-serving politician may
have suggested? Well, Lake Tahoe too is nationally significant. Get it right.

Heil, mein Führer MiddleCrook!,
(rhetorical device)

Edwin Bustillos
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If you think your cellphone is safe, have you considered why you believe that?
Is it a fact or is it based on carefully crafted messages that you’ve read or
heard?
For the past few decades, the telecom wireless industry and its enthusiasts

have heralded cellphones as the greatest achievement of the late 20th and
early 21st centuries. But as their use soars, scientists worldwide worry about
their hazards and have produced over 2,000 studies that tell a darker tale.
They warn that the devices and antennas that power them expose humans
and wildlife to nonionizing low-frequency electromagnetic fields—also called
cellphone, microwave, or radio-frequency radiation. These studies indicate
that when people and animals are exposed, they can develop brain, thyroid
gland, prostate gland, acoustic nerve, and breast tumors, and other diseases.
Not surprisingly, the industry argues this type of radiation is safe, because it
is unlike the high-frequency ionizing radiation used in X-rays, which can
directly damage DNA.
Still, scientists say low frequency doesn’t mean harmless. For example, based
on data from the U.K. Office of National Statistics, Alasdair Philips, an
engineer, scientist, and trustee of Children With Cancer U.K., found that
cases of brain tumors (glioblastomas) in Great Britain from 1995 to 2015
mushroomed, from 983 to 2,531.
Why? Philips says, “There’s adequate proof that exposure from wireless
devices affects cancer cells. Even if they don’t start the cancers, they speed
up the rate at which the cancer cells multiply. This is true of all the devices
—cellphones, tablets, and cordless phones people use in their homes—since
they have built-in antennas that communicate with cell towers.
“The exposure is quite significant because people hold their devices near
their heads for hours while they stream videos and other materials.” He warns
that the exposure is particularly potent when the reception is poor: “At such
time, the signal’s strength can increase by even a millionfold.”
Philips says the upsurge in tumors is mainly among those over 50—since this
age group typically has more tumors. But, although very few 10-to-15-yearolds get brain tumors, that number is also increasing. He adds that “besides
promoting cancer, microwave radiation makes lower-grade tumors become

more aggressive.”
Robert Kane, an electromagnetics engineer who designed and tested wireless
devices for Motorola and other firms starting in the 1980s, warned of the
dangers in his book Cellular Telephone: Russian Roulette (2001). Given his
position inside the industry, he was able to confirm that cellphone companies
knew their products could harm and even kill, but, like the tobacco, asbestos,
and fossil fuel industries, they kept the news quiet. Besides the increased risk
of tumors, Kane also described hundreds of studies since the 1950s that
found that low-level radiation damaged DNA and tissues and caused loss of
memory and motor skills, and cataracts. Kane died of a brain tumor in 2002.
The industry rejects the data. Its main trade group, the Cellular
Telecommunications Industry Association (CTIA), states “wireless devices do
not pose a public health risk for adults or children.” Although it admits
devices and cell towers emit radio-frequency radiation, it says this exposure
can only cause acute, short-term overheating of human and animal tissues.
But the CTIA also insists this doesn’t happen, because the amount of
radiation is minuscule. Instead, it argues that long-term illnesses such as
cancer are a fiction of marginal alarmist researchers.
Even the $30 million, decade-long study by a National Institutes of Health
division called the National Toxicology Program, the results of which were
released in 2018, didn’t dent industry’s denials. For two years, NTP scientists
exposed rats to cellphone radio-frequency radiation and found “clear
evidence of cancer in the male rats’ heart cells, some evidence of increased
brain gliomas (brain cancer) and adrenal gland tumors, DNA damage in the
brains of male and female rats and mice, lower birth weights of female rats’
offspring, and decreased sperm quality.” Ron Melnick, a senior scientist (now
retired) at the NTP who led the design of the study, says they also found
tumors in the rats’ prostate glands. The numbers were confirmed by a panel
of experts.
Still, the story was squashed: the press mostly ignored or dismissed it. And

the U.S. watchdog agencies—the Federal Communications Commission and
the Food and Drug Administration, which set the safety regulations for
wireless devices—disputed the findings. The FDA argued that “the study was
not designed to test the safety of cellphone use in humans, so we cannot
draw conclusions about the risks [to humans] from it.” Melnick says, “This
statement was odd because when we were designing it, the FDA told us an
animal study was needed. But when we announced the results, the FDA said,
‘The current safety limits for cellphone exposure, set in 1996, remain
acceptable.’” And the FCC concurred.
Melnick sought feedback from scientists outside the NTP and asked one who
worked for Motorola to discuss the results. “He refused. He told me we
already have lots of studies that don’t show these effects,” Melnick says.
The FDA and FCC claimed the results were skewed because NTP scientists
exposed the rats’ entire bodies to higher doses of radiation than cellphones
typically emit. But their arguments were countered by scientists at Italy’s
Ramazzini Institute (a nonprofit cancer research center in Bologna) who
exposed 2,500 rats in the fetus and until their death to lower doses of
radiation than those emitted in cellphones. These animals developed the
same rare heart cancers.
Why are the deniers so adamant? “It’s all about money, since there are
billions, even trillions, at stake,” says Jerry Phillips, a biochemist who directs a
science center at the University of Colorado. Indeed, in 2018, global
cellphone sales were more than a half-trillion dollars.
The industry is spectacularly successful in ensuring that its message echoes
far and wide: its profoundly deep pockets purchase seats at all the right
tables in the global and national watchdog agencies, media organizations, and
scientific associations—which manage the misinformation. Thus, industry’s
billions decide which scientists and studies get funded or defunded, which
get quoted or discredited, which agency commissioners bounce back and
forth from telecom companies and corporate law firms, and how dissenters—

such as U.S. states and cities—are sued and usually silenced.
At present, the industry and its backers are hyping 5G—the newest
generation of devices, following 2G, 3G, and 4G. Online, in newspapers and
on television, we are told 5G will change life as we know it—with vastly
increased speeds for streaming material and devices that are able to
communicate with each other (sometimes called “the internet of things”). The
ads also promise that 5G will add $500 billion to the U.S. economy. Verizon, a
key player, even claims it “will help doctors see cancer like never before.”
The scientists worry even more. They say 5G technology uses millimeter
waves, along with microwaves (the type in current devices). Because 5G
waves can only travel short distances, antennas and towers need to be
installed every 300 to 600 feet on every block across the country, to receive
and send signals. And this, Philips says, “increases the exposures
exponentially.”
Joel Moskowitz, director of the Center for Family and Community Health at
the University of California, Berkeley, says “because the technology is so new,
we have no way to know about the long-term health effects. But we do know
that millimeter waves are absorbed in our skin and on the cornea and can
harm the immune, nervous, and cardiovascular systems.”
The U.S. Government Accountability Office agrees—although it buried the
warning on page 42 of a report it released this past November. The GAO
quotes a National Cancer Society scientist who said “no studies of 5G
frequencies have been conducted on the long-term health effects because
the technology hasn’t been deployed long or widely enough.” Worse, the
scientist warns the effects may not be known “for many years, because some
outcomes could take decades to develop.”
Still, the GAO has hyped the 5G debut, as have the other U.S. agencies: It
posted a video featuring Tom Wheeler, the former FCC chair and CTIA CEO,
who, not surprisingly, never mentioned the health issues.

However, given the industry’s daily drumbeat, there is a dramatic disconnect
between the critics’ concerns and public awareness. As a result, only 5
percent of U.S. adults worry that cellphones are harmful, and parents buy
them for their children: in 2019, 53 percent of children under 12 and 84
percent of teens had them.
Further, few people know that when reception is poor and phones show just
one or two bars—say, when users are in subways, elevators, cars, basements,
or some rural areas—the devices need more energy to communicate with cell
towers and other phones. Philips explained that this leads to a massive
increase in exposure. This conclusion was also noted in a 2017 California
Department of Public Health advisory titled How to Reduce Exposure to
Radiofrequency Energy From Cellphones, which led the department to warn
the public not to use phones in such places.
For their part, the manufacturers and telecom companies don’t mention this
concern. Instead, they inform users about the proper distance to hold phones
from their bodies to avoid excessive exposure (from 5 to 25 millimeters
away—about one-fifth of an inch to an inch). But they bury even these
modest advisories deep inside the owner manuals.
Moskowitz says, “The problem is that we really don’t know what distance is
safe for people who use the devices over many years.” Thus, he and other
scientists I interviewed said they only use wired landlines at home; and, when
out, they carry cellphones in backpacks, brief cases, or tote bags.
However, the industry’s message is so widely accepted that contradictory
information is routinely discarded. One scientist (who asked for anonymity)
told me he recently was asked to advise a state committee about 5G
guidelines. “When I tried to tell them about the hazards from the hundreds of
thousands or millions of new antennas that will be installed, they weren’t
interested. Instead, they only looked at materials from a telecom company,
which said the ‘greatest risks from cellphones are traffic deaths due to
drivers being distracted.’”

Similarly, when the U.K. National Radiological Protection Board warned, as
early as 2000, that people should keep calls short and use hands-free
earpieces, the FDA and FCC insisted “the scientific evidence does not show a
danger.”
The disconnect was striking at two meetings I attended in Washington D.C.
about the coming of 5G. Both had panelists from the D.C. government and
industry who championed its benefits. During the Q&A, when someone asked
about safety issues, panelists confidently claimed there were “none.”
Compromised watchdogs
How does industry carry it off? First, the watchdog agencies continually
reaffirm the industry’s message, and because of their authority, they’re
considered objective. Yet their conflicts of interest are pervasive. For
example, in 2013, President Obama named Tom Wheeler, the CEO of the main
trade group, the CTIA, to chair the FCC. In a 2016 talk, Wheeler said, “We
won’t wait for standards to be developed. . . . Instead, we will rely on the
private sector to produce them.” On 5G, he told doubters to “stay out of the
way. . . . Tens of billions of dollars in economic activity . . . is what’s
important.”
President Trump replaced Wheeler with Ajit Pai, a former Verizon legal
counsel and attorney at Jenner & Block, which represents the CTIA. As Jenner
& Block’s site boasts, “No firm has the experience and credibility we enjoy
before the FCC.”
This is not an idle claim. Pai—the regulator in chief—dislikes regulations. In
2018, he repealed the FCC’s net neutrality rules, which, Los Angeles Times
business columnist Michael Hiltzik noted, “involves billions of dollars in
potential profits for Verizon and other firms.”
Moreover, Pai is determined to quash 5G opponents. In 2018, the FCC issued

an order that would force cities to stop blocking companies that were
installing 5G antennas. The order also lets the firms sue cities if they don’t
approve their installation plans in 60 or 90 days. Further, it says that
companies needn’t wait for health or environmental studies to prove the
equipment is safe: instead, they only have to say they comply with FCC rules.
The FDA is just as obliging. Jeffrey Shuren, who heads its Center for Devices
and Radiological Health, is an industry loyalist. As Justin Klein, a partner at
Vensana, a medical technology venture capital firm, observed, “Shuren has
won the trust of the device world through . . . his ‘industry-friendly record.’” A
May 2019 CBS news report confirmed this: when France banned certain
breast implants that researchers linked to lymphoma in 2019, Shuren said
they were safe—and left them on the U.S. market.
Shuren also does not welcome whistleblowers. A 2012 Orthopedics Journal
story said that when he ran the FDA unit approving new devices, nine of its
scientists warned that a CT scanner they were evaluating could cause cancer.
Within months, Shuren fired all nine. Two years later, a U.S. congressional
committee reported that Shuren had bugged the scientists’ computers to
record their activities.
In fact, the U.S. federal government thrives on a thriving telecom industry. In
Captured Agency (a monograph published in 2015 by Harvard’s Center for
Ethics), journalist Norm Alster wrote that the government had reaped nearly
$100 billion in prior years from selling space on the electromagnetic field
spectrum, through which the companies send their signals. Alster says local
governments also prosper, collecting an average of 19 percent from users’
cellphone bills.
Other deniers
Henry Lai, a University of Washington bioengineer researcher, says the
industry’s influence is so profound that “even the American Cancer Society
accepts its views.” So, too, have other respected groups, such as the World

Health Organization and the U.S. Centers for Disease Control and Prevention,
which repeat the “no radiation problems” refrain.
For example, when the National Toxicology Program released the results of
its study—citing cancers in the heart cells, brains, and adrenal glands of
laboratory rats exposed to cellphone emissions—an American Cancer Society
site said, “Updated Cellphone Study Findings Still Inconclusive,” the exact
opposite of what the scientists concluded. In fact, the ACS’s chief medical
officer at the time, Dr. Otis Brawley, said, “The evidence for an association
between cellphones and cancer is weak.”
Could the ACS have industry ties? I asked Kathi Di Nicola, director of ACS
media relations, for its donor list. “We do not release individual or partner
giving, unless required by law,” she emailed back. But an ACS site called “Our
Partners” lists Goldman Sachs, Bank of America, and JP Morgan, whose
clients include the telecom giants; other partners are the giants themselves,
such as Microsoft, United Technologies, and World Wide Technology.
For its part, the CDC switched its position about wireless dangers without
offering any reasons. Theodora Scarato, executive director of the Wyomingbased nonprofit group the Environmental Health Trust, which works with
communities and health professionals to promote research and policies, says
that, in June 2014, the CDC website recommended “caution in cellphone use”
and noted that “more research is needed . . . before we know for sure if
cellphones cause cancer.”
Just two months later, most of the message had disappeared and was
replaced by one line: “There is no scientific evidence that provides a definite
answer to that question [can using a cellphone cause cancer?].” Scarato notes
that her nonprofit submitted hundreds of Freedom of Information Act
requests to the CDC to determine why; in doing so, it learned that the CDC
had hired Kenneth Foster, an industry consultant, in 2015, to write that
agency’s new web pages on the health effects of wireless technology.

The WHO has also straddled both sides. In 2011, just one month after its
division the International Agency for Research on Cancer (IARC) defined
cellphone radiation as a possible human carcinogen, a WHO fact sheet
claimed “no adverse health effects have been established.” However, Alasdair
Philips notes that many IARC scientists now believe the group should revisit
the issue and change the assessment from possible to probable.
Further, the WHO consistently adopts the views of the International
Commission on Non-Ionizing Radiation Protection, or ICNIRP, which, since
its founding in 1992, has argued that electromagnetic frequency, or EMF,
radiation can only cause damage by heating body tissues, which, it says,
wireless devices don’t do. The WHO also defers to the United States (whose
position is articulated by the FDA and the FCC), which, until recently, when
President Trump cut U.S. funding, was the WHO’s largest contributor.
Dariusz Leszczynski, a University of Helsinki biochemist, says ICNIRP’s views
haven’t changed because its current members only choose new members
who share their beliefs. His opinion is confirmed by James Lin, a University of
Illinois professor of engineering, physiology, and biophysics, who was an
ICNIRP member for 12 years. He told me, “If you look at the group’s output, it
says the same things industry says.”
Moreover, many ICNIRP members have serious conflicts of interest. While
they’re supposed to list their income on Declaration of Interests forms, they
often don’t. For example, Michael Repacholi, an Australian biophysicist and
ICNIRP’s first chair, also founded a WHO project in 1996 to study cellphone
radiation effects. But Louis Slesin, editor of Microwave News, reported in
2006 that Repacholi admitted the telecom industry had funded half the WHO
project’s budget. When he left WHO in 2006, Repacholi soon became an
industry consultant.
Andrew Wood, who is on the ICNIRP’s Scientific Advisory Group, runs a lab at
Swinburne University in Australia supported by the Telstra Corporation,
which builds and operates digital networks, provides mobile and internet

access, and is that country’s largest telecommunications company. Telstra
gave Wood’s lab some equipment and sent its staff there to test Telstra’s
products.
Rodney Croft, an ICNIRP member since 2008, told an Australian Broadcasting
Corporation news show, “A lot of research . . . has clearly shown there aren’t
any health effects.” However, Croft didn’t mention that the research center he
directed was created with Telstra funding and lab equipment.
Rene de Seze, in ICNIRP for over a decade, left his Declaration of Interests
form completely blank—not listing grants from France Telecom or his work
for Motorola.
Even the National Institutes of Health (NIH) has minimized the radiation
hazards. For several years, it sponsored Healthy Building Roundtable
conferences, the last one in 2018. On July 19 and 20, speakers on the Electro
Magnetic Frequency (EMF) panel described the dangers of wireless devices,
circulated material at the conference, and posted it on the NIH–Healthy
Buildings Roundtable website. It said, “Current FCC public radiation exposure
guidelines were set decades ago, based on the outdated premise that devices
need to emit enough heat to raise the temperature of one’s skin to cause
harm. There are now over 25,000 articles published, and the majority of nonindustry funded studies show great evidence of biological harm at the nonthermal level.”
The message still appeared in September, but by early October, it had
disappeared. So, too, had any mention of the EMF panel.
The loyal press
Besides the industry’s sway with the agencies, its influence on the press and
media means that coverage of wireless devices is almost always upbeat. First,
the industry buys full-page ads that promote its services and products and

now continually tout 5G. Then there are the owners’ personal conflicts. For
example, The New York Times’ largest single stockholder is Carlos Slim—the
world’s richest man in 2013—who holds 17 percent of the newspaper’s stock
and whose company, America Movil, is Latin America’s biggest telecom
provider. And Verizon is partnering with the Times on a 5G project.
Most press and media repeat the agencies’ positions and debunk or ignore
studies that describe the dangers. Since The New York Times is America’s
paper of record, its coverage is instructive.
In a May 2019 Times story, “Your 5g phone wont hurt you. But Russia wants
you to think so,” the journalist William Broad quoted Marvin Ziskin, a Temple
University professor of radiology, who claimed, “5G emissions, if anything,
should be safer [emphasis added] than previous generations’ exposure of the
body’s internal organs.” But Ziskin’s papers, many co-authored by Kenneth
Foster, a professor in the Department of Bioengineering at the University of
Pennsylvania, are funded by the Wi-Fi Alliance and the Mobile & Wireless
Forum, or MWF, a trade group whose members include Apple, Motorola,
Samsung, and Sony. As industry favorites, Foster and Ziskin were invited to
chair MWF’s 2016 workshop sessions in Belgium, and Foster gave the keynote
address.
Broad also quotes David Robert Grimes, whom he identifies as an Oxford
University cancer researcher. Besides his statements supporting 5G and
wireless devices, Grimes discredits the work of David Carpenter, former dean
of SUNY’s School of Public Health in Albany who has long warned of
cellphone hazards: he claims that “Dr. Carpenter’s scariest alarms have been
widely dismissed by scientific bodies the world over.”
But Grimes isn’t a reliable judge. His website has a link to his Oxford work,
but the link, when clicked, states, “The page is not found.” Grimes’s site also
notes his work at Queen’s University in Belfast, but, as of December 2019,
Queen’s no longer listed Grimes in its online directory.

Moreover, Grimes’s research is on human consumption of oxygen—not
cellphone radiation. And although Broad doesn’t mention this, Grimes gets
industry funds: in one of his papers, Grimes thanks the NVIDIA Corporation
for “generous hardware donations” to his research project on radiotherapy
(NVIDIA makes parts for smart phones, tablets, and game systems and had an
income of $4 billion in 2018). Grimes also thanks Cancer Research U.K. for its
support—an institute that partners with the Francis Crick Research Institute,
whose chair is Baron Edmund John Philip Browne, British Petroleum’s former
head and now chair of Huawei Technologies U.K.
In July 2019, the Times ran another story, titled “5G, Don’t Fear the
Frequency,” under a huge multicolored drawing of panicked people. Broad
writes that Bill Curry, a physicist who warns about radiation dangers,
produced “flawed reports” about the damage of microwave radiation, which
were adopted by “alarmist websites.” Again, he quotes Grimes, who states, “If
phones are linked to cancer, we’d expect to see a marked uptick. Yet we do
not.” This assertion contradicts research conducted by Alasdair Philips, who
used numbers from the U.K. Cancer Registry to document the increase in
aggressive brain tumors.
In fact, Broad’s articles reveal consistent biases. In reviewing two books on
global warming in 1998, he said, “[W]e live in a great climate experiment, the
outcomes of which, good or bad, no one is likely to forecast with any
certitude.” This assurance came nearly 20 years after a National Academy of
Sciences report predicted global warming of 2 to 3.5 degrees Celsius (3.6 to
6.3 degrees Fahrenheit)—with greater increases at high latitudes.
In 2007, Broad called Al Gore’s documentary An Inconvenient Truth
“exaggerated.” To prove his point, he quoted Don Easterbrook, a geologist
who saw “a lot of inaccuracies.” But this is the same Easterbrook who told a
Washington State Senate Energy, Environment, and Telecommunications
Committee that “global warming ended in 1998.”
Broad’s science denials resurfaced in October 2019, when he wrote that

plastics, a major source of ocean pollution are “less devastating than usually
portrayed.” To support this assertion, he quotes a marine chemist who claims
that “sunlight can degrade them in centuries or even decades,” not a timeline
that accords with sustainable management of the world’s marine and coastal
environments.
Although most press and media support the industry’s position, there are
some rare exceptions. For example, the Chicago Tribune launched its own
study to measure the radiation from Apple, Samsung, and Motorola
cellphones. In an August 2019 article, the Tribune said the testing laboratory
found that many models exceeded the FCC exposure standards, “particularly
when tested close to the body.”
The Baltimore Sun, covering a May 2016 Pediatric Academic Society annual
meeting, quoted physicians who warned parents to limit their children’s
cellphone use. And in October 2005, a Florida Sentinel story noted that
researchers worried that “radiation enters users’ heads, and over time might
pose serious health risks, including cancer.”
Research and retaliation
Industry’s impact on research is also enormous. Henry Lai, the University of
Washington bioengineer researcher, reviewed 326 studies on radiofrequency radiation carried out from 1990 to 2005 and found that half
showed harmful biological effects, while half did not. When he checked who
funded which ones, the numbers diverged dramatically: of those that were
independently funded, 70 percent found harmful effects, while among those
funded by industry, only 30 percent reported finding them.
For researchers who refute the message, retaliation is certain. A few
examples are useful. John Allis, a physical chemist, and Carl Blackman, a
biophysicist, were among a group of scientists at the Environmental
Protection Agency studying low-intensity EMF radiation from the 1970s until
the mid-1980s—to determine its effect on brain tissue. Allis says that
although ‘low’ sounds benign, it “penetrates more deeply than X-rays.” Since

their research predated cellphones, they studied the radiation from electric
power lines and the military’s radar installations.
“We exposed newly hatched chickens’ brains to it and found that this
changed their brain tissues. It was a crucial discovery that we wanted to
study further, but EPA stopped our funds,” Blackman says. He then got
Department of Energy support, but it also ended, and his equipment was
thrown away.
Why? Allis says that “in the 1980s, the Reagan administration was pushing
‘Star Wars,’ which was thought to need nonionizing radiation to make it work.
The scuttlebutt was that Washington didn’t want to know it had negative
effects. So it stopped the funds.”
Lai and his research partner, N.P. Singh, a professor of bioengineering at the
University of Washington, exposed rats’ brains to radio-frequency radiation
at an intensity the FCC said was safe. But after just two hours, the radiation
broke or damaged the DNA in their brain cells—which can lead to mutations
and cancer. When they published their results in a 1995 issue of
Bioelectromagnetics, Motorola cut their funds and counterattacked: Slesin
posted a leaked memo in a 1997 MicrowaveNews, which showed (under Media
Strategy, p.13) that Motorola wrote to its public relations firm telling how to
discredit them.
Lai and Singh then got a Wireless Technology Research grant (under the
trade group CTIA) to continue their studies. But Lai says WTR continually
tried to “dictate the design of our experiments.” After many confrontations,
George Carlo, WTR’s head, wrote the University of Washington president
(Richard McCormick), threatening legal action and telling him to fire Lai and
Singh. McCormick refused. The scientists still had NIH funds to continue
their research on extremely low-frequency fields, and published a paper in
2005. But it was their last.
Om Gandhi, a University of Utah professor emeritus, studied how humans

absorbed cellphone radiation and, by the 1990s, was focusing on children
because, as he explains, “their skulls are thinner than adult skulls and they
absorb much more.” He also found that for every millimeter closer to their
heads people hold their phones, the absorption rate is 15 to 30 percent
higher. When he published these results, his funders stopped funding.
“Without the grants, I had to close my lab,” he said. Some years later, Devra
Davis, an epidemiologist who co-founded the Environmental Health Trust,
co-wrote a paper with Gandhi. She says that a five-year-old child’s skull
absorbs about 10 times as much radiation as an adult’s skull. But when
companies test phones, they use a one-size-fits-all model based on the head
size of an adult male.
Jerry Phillips (before he went to the University of Colorado) was at the
Veterans Affairs Medical Center in Loma Linda, California, where the team
with which he worked got Motorola funds to study EMF radiation. The
researchers exposed rats in the fetus and newborns to the radiation and
found that under certain conditions, the signals affected brain tissues.
“Motorola didn’t want to hear this and told us not to present our results. But
we did, anyway,” Phillips says.
After this, the company asked the team to study the DNA breaks that Lai and
Singh had found, but he said, “Motorola wanted us to reach different
conclusions. What we learned was that different exposures increased and
decreased DNA damage. Motorola didn’t like this, either, since it wanted to
hear that there were no effects. It told us to do more research and not
publish our data. A friend at Motorola advised me ‘give Motorola what it
wants, or this could harm your career.’
“Although I knew government funds hadn’t been available for such studies for
years, I couldn’t work with Motorola’s restrictions. So I took myself off the
project. If I hadn’t, Motorola would have. I left California and haven’t done this
type of research since.”
Phillips says Motorola asked several other researchers to disprove what the

group at Loma Linda, as well as Lai and Singh, had found about the damage to
cells. And some obliged the company. “It’s possible to do this, since the way
you design studies determines what you’ll find.
“This is how industry manages to confuse the public. It stops funding
research it doesn’t like and promotes the results it likes. It also says the
studies cancel each other out.” That is, if some find harmful biological effects
and others don’t, then the former don’t count. “This isn’t correct,” Phillips
says.
Lai adds that industry enthusiasts always claim there’s a lack of research
about the long-term effects, but this isn’t true: over 500 epidemiological and
animal studies have shown that cellphone radiation causes biological damage.
Lai told Slesin, “The industry says half the studies don’t show effects. But
even if this was true, could the other half all be garbage?”
Reseachers’ findings
Brain tumors and blood leaks Several scientists have reported on these health
problems. Berkeley’s Joel Moskowitz, who writes a blog on electromagnetic
radiation, says that in 2017, several journals, such as Biomedical Research
International and Neurological Sciences, published various scientists’ reviews
of the many studies carried out on brain tumors. They found that “each
reported a ‘statistically significant’ link between heavy cellphone use (of 10 or
more years) and brain tumors, especially on the side of the head where
people hold their phones (called ipsilateral use).”
One review was by Lennart Hardell and Michael Carlberg, whose earlier work
on brain tumors is considered the gold standard and was a key reason the
International Agency for Research on Cancer classified cellphone radiation as
a possible carcinogen. In their review, Hardell and Carlberg found that the
highest risk of glioma—brain cancer—occurred among the heaviest users, and
they reported in a 2013 issue of the International Journal of Oncology that
people using cellphones at least 30 minutes a day for nine years “had nearly

three times the glioma incidence. If they started as teenagers or earlier, the
risk was four times higher.” They also found meningiomas (slow-growing,
mostly nonmalignant brain tumors) and acoustic neuromas (tumors on
auditory nerves leading from the inner ear to the brain).
Further, a $25 million Interphone Study, funded by the European Union and
others, was carried out by scientists in Australia, Canada, Denmark, Finland,
France, Germany, Israel, Italy, New Zealand, Japan, Norway, Sweden, and the
U.K. They compared approximately 5,000 cases of tumors to a similar-size
control group. Many of the researchers said the results were consistent with
previous studies that showed increased risks for glioma or acoustic neuroma
tumors among the heaviest cellphone users.
Two other studies also found serious risks. The French CERNAT study
reported in May 2014 that those using phones 30 minutes a day for five years
had a higher risk of brain tumors. And a Chinese study by J. Tang (published
in Brain Research in 2015) found that rats exposed to cellphone radiation had
leakage in the blood-brain barrier and cognitive impairment.
DNA damage Besides the Lai and Singh studies, the REFLEX study (for which
the European Union gave three million Euros to 12 institutions) found that
cellphone radiation damaged human cells and DNA. As noted earlier, the NTP
study also found DNA damage in rats and mice.
Thyroid tumors Berkeley’s Moskowitz says the incidence of thyroid tumors
—especially the papillary type, which is the most sensitive to electromagnetic
field radiation—is increasing in many countries. He explains that because of
the way phones are designed, much of the radiation is directed toward the
neck, where the thyroid gland is located. He says the CDC reported a rapid
rise of these tumors among children in the United States, and Hardell and his
colleagues wrote about this in 2016. Finally, he says a 2019 Yale University
study found increased thyroid cancer among heavy cellphone users.
Male infertility The Cleveland Clinic Center for Male Fertility found that

when men carried phones in their pants pockets, their sperm were weakened
and reduced, which can cause infertility.
Hypersensitivity A growing number of physicians and scientists are reporting
that some individuals are particularly sensitive to EMF radiation. Their
symptoms, which can be quite pronounced, include tinnitus, vertigo,
headaches, fatigue, and memory loss.
Insurance companies deny coverage
Interestingly, the risk-averse insurance industry has been reluctant to offer
coverage for the companies or those who use the devices. For example,
insurance authority Swiss Re classified wireless devices as “high risk,” while
Lloyd’s of London underwriters adopted the “Electromagnetic Fields
Exclusion Clause”: this means it will not cover “damages or illnesses caused
by continuous long-term non-ionizing radiation exposure through mobile
phone use.” As journalists Mark Hertsgaard and Mark Dowie noted, in a July
2018 Guardian article, they didn’t find a single insurance company that would
sell a policy covering cellphone radiation. “Why would we?” one executive
told them . . . pointing to over two dozen lawsuits against wireless
companies, demanding $1.9 billion in damages.
Countries’ concerns
Unlike the United States, some countries have tightened their exposure rules.
For example, Belgium banned companies from marketing phones specifically
designed for children under seven.
Cyprus banned Wi-Fi in nursery schools and kindergartens and launched an
advertising campaign to educate parents. Also, it removed Wi-Fi from
Archbishop Makarios hospital.
France, which has the world’s strictest limits, banned wireless devices in

daycare centers for children under three, required Wi-Fi to be turned off in
elementary schools when not in use, and ordered towns to map the locations
of antennas, measure their radiation levels, and give this data to the public.
Also, it required that ads state the various models’ exposure levels (with fines
of up to 75,000 Euros if they don’t comply); further, the ads may not show
children using phones or people holding the devices next to their heads.
India reduced the cell tower radiation limit to one-tenth of the cap
recommended by ICNIRP, and some states and cities ordered companies to
remove their towers that were located near hospitals and schools.
Israel banned Wi-Fi in kindergartens, limited it in first and second grades to
three hours a week, required companies to list the phones’ radiation levels,
and banned ads that show children using phones. Haifa’s school district
required computers to be hard-wired.
In Poland, Krakow’s mayor distributed free meters to its citizens to measure
their devices’ exposure levels and tightened zoning rules, which limit the
areas where towers can be located.
And in Switzerland, Geneva is one of several cities and towns that placed a
moratorium on 5G.
States, cities, and scientists fight back
Alarmed about the hazards from wireless devices, 254 scientists from 44
countries have urged the United Nations to toughen the exposure guidelines
and “educate the public about the health risks.” The U.N. has not replied.
With the advent of 5G, warnings are even stronger: By October 2020, 407
scientists and physicians appealed to the European Commission “to halt the
roll-out of 5G . . . which will substantially increase exposure to
radiofrequency electromagnetic fields.” This has also been ignored.

Many U.S. states, cities, and counties also worry. For example, New
Hampshire legislators created a commission of experts to study EMF effects.
In their report, which was released this November, the experts recommended
15 actions: among the most important, they asked the FCC to study the
environmental impact of the 5G antennas and towers and locate them further
from schools and homes.
Representative Patrick Abrami, who heads the commission, invited Frank
Clegg, Microsoft Canada’s CEO for 14 years, to meet with them. Clegg told
them, “The industry only focuses on getting its products to market but
doesn’t deal with health and safety issues. It’s self-policing, so we’re seeing a
Wild West scenario regarding the guidelines. I’m not aware of a single study
which shows 5G technology is safe.”
How did the ex-CEO of Microsoft Canada do such a turnaround? Clegg says,
“After I retired in 2005, I talked to scientists and became convinced the
devices can harm you. At this point, my wife and I founded Canadians for Safe
Technology to raise people’s awareness about the dangers and tell them how
to use the devices safely.”
Louisiana legislators are also concerned. They asked their environmental
agency to study the 5G safety issues. The problem, Moskowitz says, is that
“there are no health studies” specifically on exposure to 5G.
Richard Blumental, senator from Connecticut, shares their concerns. At a
February 2019 Commerce Committee hearing on 5G, he blasted the FCC and
FDA for “failing to conduct research into the safety of 5G technology . . .
instead, deferring to industry. We’re flying blind here.”
Dozens of cities, including Huntington Beach, California; Seattle; and
Montgomery County, Maryland, sued the FCC, which they claim has usurped
local control in order to promote 5G. They argued that local governments
should be able to stop companies from installing thousands of 5G antennas
and require that environmental impact studies be made before the

companies move forward. But the FCC issued an order to “remove these
regulatory barriers.” And it won.
The Environmental Health Trust also took the FCC to court: “The FCC
refused to update U.S. radiation guidelines, ignoring the vast number of
studies that found harm from low-level radiation emitted by wireless devices
and cell towers,” the EHT’s Scarato explains.
The FCC fought back, insisting its 1996 regulations were still adequate. It also
repeated its mantra, that 5G will unleash “a wave of entrepreneurship and
economic opportunity . . . helping ensure the U.S. wins the global race to 5G.”
However, in 2019, the District of Columbia Circuit Court of Appeals said the
FCC could not eliminate environmental reviews of 5G small-cell
infrastructure.
Oral arguments in the EHT case are scheduled for this coming January, but in
the meantime, the FCC and telecom companies are forging ahead: the FCC
says it can do this—despite local pushback—because the Telecommunications
Act of 1996 gives the FCC the sole power to set radiation exposure limits.
Even before the 5G conflict, U.S. cities challenged the industry. In 2010, a San
Francisco law required cellphone vendors to warn users about the devices’
radiation and limit their children’s use. CTIA, the trade group, promptly sued,
claiming the law violated the sellers’ free speech rights. To flex its economic
muscle, CTIA moved its trade show from San Francisco to San Diego. After a
three-year fight, the city lost the case in a federal appeals court and backed
off—citing the risk of having to pay the industry’s legal fees.
Five years later, Berkeley passed a more limited law that required vendors to
educate users about the safety issues. CTIA sued again, arguing it “violated
the sellers’ first amendment rights.” At first, the Circuit Court sided with
Berkeley and some vendors complied. But CTIA appealed the decision,
arguing that the Berkeley ordnance “over-warned the consumer.” Also, the
FCC weighed in that Berkeley didn’t have the right to inform the public about

safety concerns because the FCC gave the public all the data it needed. This
time, Berkeley lost.
Scarato notes that Thomas Johnson Jr., the FCC’s general counsel for the
Berkeley case, was previously at the law firm of Gibson, Dunn and Crutcher,
which represented the CTIA when it sued Berkeley.
How users can limit their exposure
Since wireless devices are here to stay (5.2 billion people use them globally),
scientists and health advocates say the best course is to limit people’s
exposure. To this end, California’s Department of Public Health says people
should use headsets but remove them when not talking, since they release
small amounts of radiation even when not in use. Also, they should text
instead of talk; carry phones away from their bodies (in backpacks,
briefcases, handbags, and tote bags); keep them away from their heads when
streaming; and download movies (instead of streaming).
Alasdair Philips, the U.K. scientist, says that modern cellphones use less
power and thus emit less radiation than cordless phones (also called satellite
phones). But he stresses they are still hazardous and should only be used in
areas where reception is strong. Just as important, Philips says, “You should
download material, rather than stream it, since streaming emits more
radiation. And you should not use ear buds, since these fit deeply inside the
ear.”
Warnings from industry executives such as Frank Clegg (Microsoft Canada’s
former CEO) are rare. So, too, are those from governments, since the
industry lavishes huge sums on the lawmakers. According to the Center for
Responsive Politics, from 1989 to 2017, the industry gave $101 million to
members of Congress and their PACs. Its favorites were Senator John McCain
(R-Ariz.), $2.5 million; Rep. Ed Markey (D-Mass.), $1.7 million; Rep. Greg
Walden (R-Ore.), $1.6 million; Rep. Fred Upton (R-Mich.), $1.6million; and Rep.
Steny Hoyer (D-Md.), $1.4 million. The three most generous donors were

AT&T ($19.8 million), Comcast ($14.9 million), and Verizon ($11.2 million).
Moreover, the National Institute on Money in Politics says industry lobbying
groups plowed $93.7 million into local elections in 2018.
As expected, the largesse continues to be rewarded, and a misinformed
public continues its love affair with all things wireless.
Barbara Koeppel is a Washington D.C.-based investigative reporter who covers
social, economic, political, and foreign policy issues.

Read On:

Share This Story:
a

Facebook

d

Twitter

Regulators Steamroll

v

Email

The Trump Virus

4 Comments
William Bruno on December 28, 2020 at 8�38 PM
Thanks for this! I just subscribed after seeing this!
Letter From New Orleans
Réza Ganjavi on December 29, 2020 at 12�51 AM

Thank you! Well done! The scam is exposed very well in this article. Here’s a list of

additional lies and scams exposed:
https://emfcrisis.yolasite.com/letters.php
That page includes communications with FCC and FDA — two agencies with deep
rooted corruption about the wireless pollution scam.

Sara on December 29, 2020 at 8�09 PM

This is so important. Thanks for publishing. We could use a summary of the key
points. It’s such a long read, hard to conclude what needs to be done, publicly and
privately. Would you advocate a moratorium on 5G?

Morris davidson on December 30, 2020 at 3�11 AM

Fantastic article. Covered all the bases. A couple of things to add: The original
statement by Otis Brawley from the American Cancer Society was this: ACS
Responds to New Study Linking Cell PhoneRadiation to Cancercancer.org/all-.org
/NTP2016?The U.S. National Toxicology Program (NTP) has released partial
results(http://biorxiv.org/content/biorxiv/early/2016/05/26/055699.full.pdf)
from an animal study of the effectof radiofrequency radiation associated with cell
phones. The group found radiofrequency radiation waslinked to a higher risk of
two cancers. Below is a response from Otis W. Brawley, M.D., AmericanCancer
Society Chief Medical Of�cer.“For years, the understanding of the potential risk of
radiation from cell phones has been hampered bya lack of good science. This
report from the National Toxicology Program (NTP) is good science. “The NTP
report linking radiofrequency radiation (RFR) to two types of cancer marks a
paradigm shift inour understanding of radiation and cancer risk. The �ndings are
unexpected; we wouldn’t reasonably expect non-ionizing radiation to cause these
tumors. This is a striking example of why serious study is so important in
evaluating cancer risk. It’s interesting to note that early studies on the link
between lung cancer and smoking had similar resistance, since theoretical
arguments at the time suggested that there could not be a link.“The new report
covers only partial �ndings from the study, but importantly one of the two
cancerslinked to cell phone radiation was malignant gliomas in the brain. The
association with gliomas andacoustic neuromas had been suspected from human
epidemiology studies. The second cancer, called aschwannoma, is an extremely

rare tumor in humans and animals, reducing the possibility that this is achance
�nding. And importantly, the study found a ‘dose/response’ effect: the higher the
dose, thelarger the effect, a key sign that this association may be real.
Second: Kane’s book “Cellular Telephone Russian Roulette” was so explosive,
industry bought all copies that were released. Third: when George Carlo published
the results of the �rst Motorola studies, Ted Wheeler had his house burned down.
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PUBLIC LAW 117–46—OCT. 8, 2021

135 STAT. 391

Public Law 117–46
117th Congress
An Act
To amend the Central Intelligence Agency Act of 1949 to authorize the provision
of payment to personnel of the Central Intelligence Agency who incur qualifying
injuries to the brain, to authorize the provision of payment to personnel of
the Department of State who incur similar injuries, and for other purposes.

Be it enacted by the Senate and House of Representatives of
the United States of America in Congress assembled,
SECTION 1. SHORT TITLE.

This Act may be cited as the ‘‘Helping American Victims
Afflicted by Neurological Attacks Act of 2021’’ or the ‘‘HAVANA
Act of 2021’’.
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SEC. 2. AUTHORITY TO PAY PERSONNEL OF CENTRAL INTELLIGENCE
AGENCY FOR CERTAIN INJURIES TO THE BRAIN.

Oct. 8, 2021
[S. 1828]

Helping
American
Victims Afflicted
by Neurological
Attacks Act
of 2021.
22 USC 2651
note.
50 USC 3519b
note.

(a) DEFINITIONS.—In this section:
(1) APPROPRIATE CONGRESSIONAL COMMITTEES.—The term
‘‘appropriate congressional committees’’ mean—
(A) the congressional intelligence committees (as that
term is defined in section 3 of the National Security Act
of 1947 (50 U.S.C. 3003));
(B) the Committee on Homeland Security and Governmental Affairs and the Committee on Appropriations of
the Senate; and
(C) the Committee on Homeland Security and the Committee on Appropriations of the House of Representatives.
(2) COVERED DEPENDENT.—The term ‘‘covered dependent’’
has the meaning given such term in subsection (d)(1) of section
19 of the Central Intelligence Agency Act of 1949 (50 U.S.C.
3519), as added by subsection (b).
(3) COVERED EMPLOYEE.—The term ‘‘covered employee’’ has
the meaning given such term in section 19A(a) of the Central
Intelligence Agency Act of 1949 (50 U.S.C. 3519b(a)).
(4) COVERED INDIVIDUAL.—The term ‘‘covered individual’’
has the meaning given such term in section 19A(a) of the
Central Intelligence Agency Act of 1949 (50 U.S.C. 3519b(a)).
(5) QUALIFYING INJURY.—The term ‘‘qualifying injury’’ has
the meaning given such term in subsection (d)(1) of section
19 of the Central Intelligence Agency Act of 1949 (50 U.S.C.
3519), as added by subsection (b).
(b) PAYMENT AUTHORIZED.—Section 19A of the Central Intelligence Agency Act of 1949 (50 U.S.C. 3519b) is amended by adding
at the end the following:
‘‘(d) AUTHORITY TO MAKE PAYMENTS FOR QUALIFYING INJURIES
TO THE BRAIN.—
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‘‘(1) DEFINITIONS.—In this subsection:
‘‘(A) COVERED DEPENDENT.—The term ‘covered
dependent’ has the meaning given such term in subsection
(a), except that the assigned duty station need not be
in a foreign country.
‘‘(B) QUALIFYING INJURY.—The term ‘qualifying injury’
has the meaning given such term in subsection (a), except
that the assigned duty station need not be in a foreign
country.
‘‘(2) AUTHORITY.—Notwithstanding any other provision of
law but subject to paragraph (3), the Director may provide
payment to a covered dependent, a covered employee, and a
covered individual for a qualifying injury to the brain.
‘‘(3) LIMITATIONS.—
‘‘(A) APPROPRIATIONS REQUIRED.—Payment under paragraph (2) in a fiscal year may only be made using amounts
appropriated in advance specifically for payments under
such paragraph in such fiscal year.
‘‘(B) MATTER OF PAYMENTS.—Payments under paragraph (2) using amounts appropriated for such purpose
shall be made on a first come, first serve, or pro rata
basis.
‘‘(C) AMOUNTS OF PAYMENTS.—The total amount of
funding obligated for payments under paragraph (2) may
not exceed the amount specifically appropriated for providing payments under such paragraph during its period
of availability.
‘‘(4) REGULATIONS.—
‘‘(A) IN GENERAL.—The Director shall prescribe regulations to carry out this subsection.
‘‘(B) ELEMENTS.—The regulations prescribed under
subparagraph (A) shall include regulations detailing fair
and equitable criteria for payment under paragraph (2).’’.
(c) APPLICABILITY.—Payment under subsection (d) of such section, as added by subsection (b) of this section, may be made
available for a qualifying injury to the brain that occurs before,
on, or after the date of the enactment of this Act as the Director
of the Central Intelligence Agency considers appropriate.
(d) REPORTS.—
(1) REPORT ON USE OF AUTHORITY.—
(A) IN GENERAL.—Not later than 365 days after the
date of the enactment of this Act, the Director of the
Central Intelligence Agency shall submit to the appropriate
congressional committees a report on the use of the
authority provided by section 19A(d) of such Act, as added
by subsection (b) of this section.
(B) CONTENTS.—The report submitted under subparagraph (A) shall include the following:
(i) A budget or spend plan for the use of the
authority described in subparagraph (A) for the subsequent fiscal year.
(ii) Information relating to the use of the authority
described in subparagraph (A) for the preceding year,
including the following:
(I) The total amount expended.
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(II) The number of covered dependents, covered employees, and covered individuals for whom
payments were made.
(III) The amounts that were provided to each
person described in subclause (II).
(iii) An assessment of whether additional authorities are required to ensure that covered dependents,
covered employees, and covered individuals can receive
payments for qualifying injuries, such as a qualifying
injury to the back or heart.
(C) FORM.—The report submitted under subparagraph
(A) shall be submitted in classified form.
(2) REPORT ON ESTIMATED COSTS FOR FISCAL YEAR 2023.—
Not later than March 1, 2022, the Director shall submit to
the appropriate congressional committees a report detailing
an estimate of the obligation that the Director expects to incur
in providing payment under section 19A(d) of such Act, as
added by subsection (b) of this section, in fiscal year 2023.
(e) REGULATIONS.—
(1) IN GENERAL.—Not later than 180 days after the date
of the enactment of this Act, the Director shall prescribe regulations required under section 19A(d)(4)(A) of such Act, as added
by subsection (b) of this section.
(2) NOTICE TO CONGRESS.—Not later than 210 days after
the date of the enactment of this Act, the Director shall submit
to the appropriate congressional committees the regulations
prescribed in accordance with paragraph (1).
(f) CLARIFYING AMENDMENT.—Section 19A(b) of the Central
Intelligence Agency Act of 1949 (50 U.S.C. 3519b(b)) is amended,
in the subsection heading, by inserting ‘‘TOTAL DISABILITY
RESULTING FROM’’ before ‘‘CERTAIN INJURIES’’.

Assessment.

Classified
information.

Deadlines.
50 USC 3519b
note.
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SEC. 3. AUTHORITY TO PAY PERSONNEL OF DEPARTMENT OF STATE
FOR CERTAIN INJURIES TO THE BRAIN.

(a) DEFINITIONS.—In this section:
(1) DEFINITION OF APPROPRIATE CONGRESSIONAL COMMITTEES.—The term ‘‘appropriate congressional committees’’
means—
(A) the Committee on Foreign Relations, the Committee on Homeland Security and Governmental Affairs,
and the Committee on Appropriations of the Senate; and
(B) the Committee on Foreign Affairs, the Committee
on Homeland Security, and the Committee on Appropriations of the House of Representatives.
(2) COVERED DEPENDENT.—The term ‘‘covered dependent’’
has the meaning given such term in subsection (i)(1) of section
901 of title IX of division J of the Further Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b), as added by subsection
(b).
(3) COVERED EMPLOYEE.—The term ‘‘covered employee’’ has
the meaning given such term in subsection (i)(1) of section
901 of title IX of division J of the Further Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b), as added by subsection
(b).
(4) COVERED INDIVIDUAL.—The term ‘‘covered individual’’
has the meaning given such term in subsection (i)(1) of section
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901 of title IX of division J of the Further Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b), as added by subsection
(b).
(5) QUALIFYING INJURY.—The term ‘‘qualifying injury’’ has
the meaning given such term in subsection (i)(1) of section
901 of title IX of division J of the Further Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b), as added by subsection
(b).
(b) IN GENERAL.—Section 901 of title IX of division J of the
Further Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b)
is amended—
(1) in subsection (f), by striking ‘‘subsection (a) or (b)’’
both places it appears and inserting ‘‘subsection (a), (b), or
(i)’’; and
(2) in subsection (h)—
(A) in paragraph (1), by striking ‘‘IN GENERAL.—This
section’’ and inserting ‘‘ADJUSTMENT OF COMPENSATION
PROVISION.—Subsections (a) and (b)’’;
(B) by redesignating paragraph (2) as paragraph (3);
and
(C) by inserting after paragraph (1) the following new
paragraph:
‘‘(2) OTHER PAYMENT PROVISION.—Payment under subsection (i) may be made available for a qualifying injury (as
defined in such subsection) that occurs before, on, or after
the date of the enactment of the Helping American Victims
Afflicted by Neurological Attacks Act of 2021.’’; and
(3) by adding at the end the following new subsection:
‘‘(i) OTHER INJURIES.—
‘‘(1) DEFINITIONS.—In this subsection:
‘‘(A) COVERED DEPENDENT.—The term ‘covered
dependent’ has the meaning given such term in subsection
(e), except that the assigned duty station need not be
in the Republic of Cuba, the People’s Republic of China,
or another foreign country.
‘‘(B) COVERED EMPLOYEE.—The term ‘covered employee’
has the meaning given such term in subsection (e), except
that the assigned duty station need not be in the Republic
of Cuba, the People’s Republic of China, or another foreign
country.
‘‘(C) COVERED INDIVIDUAL.—The term ‘covered individual’ has the meaning given such term in subsection
(e), except that the assigned duty station need not be
in the Republic of Cuba, the People’s Republic of China,
or another foreign country.
‘‘(D) QUALIFYING INJURY.—The term ‘qualifying injury’
has the meaning given such term in subsection (e), except
that the assigned duty station need not be in the Republic
of Cuba, the People’s Republic of China, or another foreign
country.
‘‘(2) AUTHORITY.—Notwithstanding any other provision of
law but subject to paragraph (3), the Secretary of State or
other agency head with an employee may provide payment
to a covered dependent, a dependent of a former employee,
a covered employee, a former employee, and a covered individual for a qualifying injury to the brain.
‘‘(3) LIMITATIONS.—
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‘‘(A) APPROPRIATIONS REQUIRED.—Payment under paragraph (2) in a fiscal year may only be made using amounts
appropriated in advance specifically for payments under
such paragraph in such fiscal year.
‘‘(B) MATTER OF PAYMENTS.—Payments under paragraph (2) using amounts appropriated for such purpose
shall be made on a first come, first serve, or pro rata
basis.
‘‘(C) AMOUNTS OF PAYMENTS.—The total amount of
funding obligated for payments under paragraph (2) may
not exceed the amount specifically appropriated for providing payments under such paragraph during its period
of availability.
‘‘(4) REGULATIONS.—
‘‘(A) IN GENERAL.—The Secretary or other agency head
described in paragraph (2) that provides payment under
such paragraph shall prescribe regulations to carry out
this subsection.
‘‘(B) ELEMENTS.—The regulations prescribed under
subparagraph (A) shall include regulations detailing fair
and equitable criteria for payment under paragraph (2).’’.
(c) REPORTS.—
(1) REPORTS ON USE OF AUTHORITY.—
(A) IN GENERAL.—Not later than 365 days after the
date of the enactment of this Act, the Secretary of State
and each other agency head that makes a payment under
subsection (i) of section 901 of title IX of division J of
the Further Consolidated Appropriations Act, 2020 (22
U.S.C. 2680b), as added by subsection (b) of this section,
shall submit to the appropriate congressional committees
a report on the use of the authority provided by such
subsection (i).
(B) CONTENTS.—Each report submitted under subparagraph (A) shall include the following:
(i) A budget or spend plan for the use of the
authority described in subparagraph (A) for the subsequent fiscal year.
(ii) Information relating to the use of the authority
described in subparagraph (A) for the preceding year,
including the following:
(I) The total amount expended.
(II) The number of covered dependents, covered employees, and covered individuals for whom
payments were made.
(III) The amounts that were provided to each
person described in subclause (II).
(iii) An assessment of whether additional authorities are required to ensure that covered dependents,
covered employees, and covered individuals can receive
payments for qualifying injuries, such as a qualifying
injury to the back or heart.
(C) FORM.—The report submitted under subparagraph
(A) shall be submitted in classified form.
(2) REPORTS ON ESTIMATED COSTS FOR FISCAL YEAR 2023.—
Not later than March 1, 2022, the Secretary of State and
each other agency head that makes a payment under subsection
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PUBLIC LAW 117–46—OCT. 8, 2021
(i) of section 901 of title IX of division J of the Further Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b), as added
by subsection (b) of this section, shall submit to the appropriate
congressional committees a report detailing an estimate of the
obligation that the Director expects to incur in providing payment under such subsection (i) in fiscal year 2023.
(d) REGULATIONS.—
(1) IN GENERAL.—Not later than 180 days after the date
of the enactment of this Act, the Secretary of State and each
other agency head that makes a payment under subsection
(i)(2) of section 901 of title IX of division J of the Further
Consolidated Appropriations Act, 2020 (22 U.S.C. 2680b), as
added by subsection (b) of this section, shall prescribe regulations required under subsection (i)(4)(A) of such Act.
(2) NOTICE TO CONGRESS.—Not later than 210 days after
the date of the enactment of this Act, the Secretary of State
and the agency heads described in paragraph (1) shall submit
to the appropriate congressional committees the regulations
prescribed in accordance with paragraph (1).

Deadlines.
22 USC 2680b
note.
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Preface
An individual assigned to the U.S. Embassy in Cuba was awakened one night at home in
Havana in 2016 by severe pain and a sensation of intense pressure in the face, a loud piercing
sound in one ear with directional features, and acute disequilibrium and nausea. Symptoms of
vestibular and cognitive dysfunction ensued. A handful of other cases involving colleagues with
similar features began that year, and others in the next. Few people were aware of these cases
until spring 2017. In addition, the mechanisms and origins were mysterious, and for these and
other reasons, there was a delay in recognizing an important cluster of unexplained illnesses, and
an early failure to investigate them in a concerted, coordinated, rigorous, and interdisciplinary
manner.
In some ways, the problem presented here is an age-old one; that is, how to detect and
recognize important anomalies or signals, in a complicated, “noisy” background. Public health
systems have grappled with this problem for centuries. In the 1990s, the Centers for Disease
Control and Prevention (CDC) conducted population-based surveillance for “unexplained death
and critical illness” in persons less than 50 years of age, with features suggestive of infectious
cause, at four sites in the United States, and found a surprisingly high incidence of 0.5 cases per
100,000 per year (Hajjeh et al., 2002). The most common clinical presentation was neurologic; a
known infectious cause was discovered for only a minority of them; and no obvious relationships
among cases were uncovered (Nikkari et al., 2002). But the landscape that countries face today
in which the cases in question arise, is an even more complicated one. Not only must
governments consider a wide variety of evolving natural causes in a rapidly changing world, but
also an increasing threat of disease of deliberate human origin, both accidental and purposeful.
The cases of the Department of State (DOS) employees in Cuba and China have attracted
much attention. Among the reasons and ramifications, the clinical features were unusual; the
circumstances have led to rampant speculation about the cause(s); and numerous studies, along
with the charged political setting, have had consequences for international relations.
The committee was asked by DOS to review the cases, their clinical features and
management, epidemiologic investigations, and scientific evidence in support of possible causes,
and advise on approaches for the investigation of potential future cases. The committee faced a
variety of challenges in responding to these requests (see Section 2). In particular, much of the
detail and many of the investigations performed by others were not available to it, either because
they are classified for reasons of national security or restricted for other reasons (e.g., internal
department deliberations, protected health information, etc.). Thus, the committee had only
limited amounts and kinds of information. Despite these challenges, the committee arrived at a
number of observations and recommendations, after carefully reviewing the information that was
available.
First, the committee found a constellation of acute clinical signs and symptoms with
directional and location-specific features that was distinctive; to its knowledge, this constellation
of clinical features is unlike any disorder in the neurological or general medical literature. From a
neurologic standpoint, this combination of distinctive, acute, audio-vestibular symptoms and
signs suggests localization of a disturbance to the labyrinth or the vestibulocochlear nerve or its
brainstem connections. Yet, not all DOS cases shared these distinctive and acute signs and
symptoms. In fact, the cases are highly heterogeneous. Some patients described only a set of
nonspecific, chronic signs and symptoms indicative of disruption of vestibular processing and/or
cognition and diffuse involvement of forebrain structures and function, raising the possibility of
multiple causes or mechanisms among different patients, as well as for the same patient.
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Second, after considering the information available to it and a set of possible
mechanisms, the committee felt that many of the distinctive and acute signs, symptoms, and
observations reported by DOS employees are consistent with the effects of directed, pulsed radio
frequency (RF) energy. Studies published in the open literature more than a half century ago and
over the subsequent decades by Western and Soviet sources provide circumstantial support for
this possible mechanism. Other mechanisms may play reinforcing or additive effects, producing
some of the nonspecific, chronic signs and symptoms, such as persistent postural-perceptual
dizziness, a functional vestibular disorder, and psychological conditions.
The committee is left with a number of concerns. First, even though it was not in a
position to assess or comment on how these DOS cases arose, such as a possible source of
directed, pulsed RF energy and the exact circumstances of the putative exposures, the mere
consideration of such a scenario raises grave concerns about a world with disinhibited
malevolent actors and new tools for causing harm to others, as if the U.S. government does not
have its hands full already with naturally occurring threats. Because the committee was not able
to assess specific scenarios involving malevolent actors, one strong suggestion is that follow-up
studies on this topic be undertaken by subject-matter experts with proper clearance, including
those who work outside the U.S. government, with full access to all relevant information.
Second, the committee was concerned about the possibility of future new cases among DOS or
other U.S. government employees working overseas, either similar or dissimilar to these, and the
ability of the U.S. government to recognize and respond to these cases in a coordinated and
effective manner. The next event may be even more dispersed in time and place, and even more
difficult to recognize quickly. Toward this end, the committee offers a number of observations,
best practices, and recommendations for clinical management, surveillance, and a systematic
response in anticipation of future health events. These observations and recommendations should
be reviewed and acted on now. It is imperative that the United States recognize and quickly
respond to future cases with a well-coordinated, multi-disciplinary, science-based investigation
and effective interventions. Finally, the committee is concerned about how best to manage the
continuing care of those already affected, and how to strengthen the nation’s commitment to the
health and well-being of those who serve the country overseas. Both of these priorities need and
deserve additional attention and resources.
On a personal note, it was an honor and privilege to work with a wonderful committee
and staff at the National Academies of Sciences, Engineering, and Medicine. Every person
contributed unique and important insights and ideas. Finally, it was humbling to learn of the
commitment and sacrifices made by those who work for DOS and the rest of the U.S.
government in difficult and challenging circumstances overseas. It would behoove us all to
consider how we can provide greater support.
David A. Relman, Chair
Standing Committee to Advise the Department of State on Unexplained Health Effects on U.S.
Government Employees and Their Families at Overseas Embassies
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Summary
In late 2016, U.S. Embassy personnel in Havana, Cuba, began to report the development
of an unusual set of symptoms and clinical signs. For some of these patients, their case began
with the sudden onset of a loud noise, perceived to have directional features, and accompanied
by pain in one or both ears or across a broad region of the head, and in some cases, a sensation of
head pressure or vibration, dizziness, followed in some cases by tinnitus, visual problems,
vertigo, and cognitive difficulties. Other personnel attached to the U.S. Consulate in Guangzhou,
China, reported similar symptoms and signs to varying degrees, beginning in the following year.
As of June 2020, many of these personnel continue to suffer from these and/or other health
problems. Multiple hypotheses and mechanisms have been proposed to explain these clinical
cases, but evidence has been lacking, no hypothesis has been proven, and the circumstances
remain unclear. The Department of State (DOS), as part of its effort to inform government
employees more effectively about health risks at posts abroad, ascertain potential causes of the
illnesses, and determine best medical practices for screening, prevention, and treatment for both
short and long-term health problems, asked the National Academies of Sciences, Engineering,
and Medicine (the National Academies) to provide independent, expert guidance.
The Standing Committee to Advise the Department of States on Unexplained Health
Effects on U.S. Government Employees and Their Families at Overseas Embassies faced several
challenges in assessing these clinical cases, including lack of access to individual-level health
and other information, evolving and changing clinical features over time, and a highly
heterogeneous population in terms of the timing and type of clinical symptoms and signs, to
include those whose symptoms were only acute, only chronic or both. However, the committee
was able to identify distinctive clinical features, consider possible causes, evaluate plausible
mechanisms and rehabilitation efforts, and offer recommendations for future planning and
responses.
CLINICAL FEATURES
A distinct set of unusual clinical manifestations occurred abruptly in some individuals at
the onset of their illness, and the illness became chronic and debilitating for some, but not for all.
The most distinctive clinical aspects of the illnesses were the nature of the onset and the initial
features: the sudden onset of a perceived loud sound, a sensation of intense pressure or vibration
in the head, and pain in the ear or more diffusely in the head. Most individuals reported that the
sound or these other sensations seemed to originate from a particular direction and were
perceived only when the individual was in a specific physical location. Some also reported
sudden onset of tinnitus, hearing loss, dizziness, unsteady gait, and visual disturbances. From a
neurologic standpoint, this combination of distinctive, acute, auditory-vestibular symptoms
suggests an effect localized to the labyrinth or VIII cranial nerve or its brainstem connections.
Chronic symptoms suffered by many of those affected suggested problems with
vestibular processing and cognition, as well as insomnia and headache; these manifestations are
more consistent with diffuse involvement of forebrain structures and function, such as cerebral
cortex or limbic structures. However, no consistent picture of brain injury emerged from
laboratory-based tests of vestibular function. It is possible that these subsequent, more persistent
symptoms were caused by sequelae of the same initial insult or that they occurred secondarily as
an accommodative response. For those without reports of an acute initial phase, the symptoms
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could be from a separate cause or a similar exposure that resulted more exclusively in forebrain
dysfunction.
PLAUSIBLE MECHANISMS
The committee found the unusual presentation of acute, directional or location-specific
early phase signs, symptoms and observations reported by DOS employees to be consistent with
the effects of directed, pulsed radio frequency (RF) energy. Many of the chronic, nonspecific
symptoms are also consistent with known RF effects, such as dizziness, headache, fatigue,
nausea, anxiety, cognitive deficits, and memory loss. Patient clinical heterogeneity could be due
to variability of exposure dosage conditions, differences in interpretation of non-physiological
vestibular stimuli, and anatomical differences that could influence individual exposure and/or
response.
The committee also considered chemical exposures, infectious diseases and
psychological issues as potential causes or aggravating factors. Although some reports suggested
that exposure to organophosphates (OP) and/or pyrethroids from insecticide spraying in Havana
could be a cause or contributing factor, the committee concluded that this mechanism was not
likely because there was no convincing evidence of acute high-level exposures and the clinical
histories of affected U.S. Embassy personnel were not consistent with acute OP poisoning.
However, as insecticides can increase the risk or severity of adverse outcomes after exposure to a
wide variety of physical or psychosocial stressors, the committee cannot rule out subacute or
chronic OP and/or pyrethroid exposures as a possible contributing factor to nonspecific chronic
symptoms.
Infectious agents known to be prevalent in Cuba at the time of the U.S. Embassy cases
and capable of causing neurological manifestations most prominently include Zika, which was
epidemic in Cuba in 2016-2017. However, after reviewing the medical and public health
literature, the committee found it highly unlikely that Zika was the cause of the constellation of
signs and symptoms reported among DOS personnel.
The acute initial, sudden-onset, distinctive, and unusual symptoms and signs are difficult
to ascribe to psychological and social factors. However, the significant variability and clinical
heterogeneity of the illnesses affecting DOS personnel leave open the possibility of multiple
causal factors including psychological and social factors. These factors could exacerbate other
causes of illness and cannot be ruled out as contributing to some of the cases, especially some of
the chronic symptoms or later in the course of illness in some cases. Finally, the committee
concurred with the diagnosis of persistent postural-perceptual dizziness (PPPD), a functional (not
psychiatric) vestibular disorder that may be triggered by vestibular, neurologic, other medical
and psychological conditions and may explain some chronic signs and symptoms in some
patients.
Overall, directed pulsed RF energy, especially in those with the distinct early
manifestations, appears to be the most plausible mechanism in explaining these cases among
those that the committee considered, along with PPPD as a secondary reinforcing mechanism, as
well as the possible additive effects of psychological conditions. The committee cannot rule out
other possible mechanisms and considers it likely that a multiplicity of factors explains some
cases and the differences between others. In particular, the committee could not be certain that
the individuals with only the chronic set of signs and symptoms suffered from the same cause(s)
and etiologic mechanisms as those who reported the initial, sudden onset set of signs and
symptoms.
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REHABILITATION
The committee recommends early evaluation and treatment, a supportive environment,
and an interdisciplinary approach for rehabilitation of chronic neurological conditions. Without
information on patient-specific treatment approaches and responses, it was difficult for the
committee to develop recommendations on specific neurologic rehabilitation alternatives. For
those with chronic vestibular symptoms, a diagnosis of PPPD offers a potential avenue for
rehabilitative interventions.
FUTURE PREPAREDNESS
Part of the committee’s task was to provide advice in anticipation of future threats to
DOS personnel and their families’ well-being. To that end, the committee proposes a number of
recommendations in order to enhance future responses.
Recommendation 1. The Department of State should expand its collection of
baseline and longitudinal data and biological specimens from all personnel
prior to and during overseas assignments.
The committee believes that there should be routine data collection for all DOS
employees on foreign assignments, including collection of whole blood, plasma, and urine, as
well as general medical and neurological examinations, and local environmental assessments.
The Acquired Brain Injury Tool (ABIT) is a clinical assessment tool currently used pre- and
post-deployment to inventory the same neurological, vestibular and auditory symptoms that were
identified in DOS personnel in Cuba. However, given that the nature of future events is
unknown, it would be wise to revise it and include symptoms beyond those encountered in Cuba
and China.
Recommendation 2. The Department of State, with support from the U.S.
government, should establish plans and protocols now to enable
comprehensive, expeditious public health and research investigations in the
future, should a cluster of new cases warrant investigation.
The committee recommends that a response capability be prepared and authorized in
advance of the next potential set of cases, so that the necessary collection of information for a
proper public health investigation of U.S. embassy employees can be undertaken in a timely
fashion and made available immediately.
Recommendation 3. Following the identification of a possible new case
cluster, the Department of State should ensure the collection of data critical
for an effective investigation.
The committee suggests that DOS utilize an expert panel described in Section 6 to
provide advice on the collection of routine medical data. In addition to the collection of data
pertaining to individual diplomats, it is critical that additional public health and epidemiological
surveillance data be obtained to provide the temporal and geographic context for the health
presentation of individuals.
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Recommendation 3-A. If research or assessments support the possibility of
radio frequency (RF) energy as a cause of illness experienced by some of its
employees, the Department of State should train and equip employees with
the capability to measure and characterize their exposure to RF energy in
real time should the need arise in the future.
Recommendation 3-B. The Department of State should develop a systematic
approach for toxicological diagnoses, and a protocol that supports this
approach.
Recommendation 4. The Department of State, with support from the U.S.
government, should provide for appropriate personnel to identify public
health emergencies and activate the necessary response.
DOS should consider a change in policy so that it enables structured medical
investigations of affected individuals in a manner that does not preclude, but is separate from
private medical care. The National Institutes of Health Disaster Research Response (DR2)
Program may serve as a valuable model for a coordinated system-wide research response to
public health emergencies. In addition, to facilitate early identification of health threats to
Embassy personnel, the committee suggests an expanded role for health attachés.
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Section 1
Introduction and Charge to the Committee
In late 2016, U.S. Embassy personnel in Havana, Cuba, began to report the development
of an unusual set of symptoms and clinical signs. For some of these patients, their case began
with the sudden onset of a loud noise, perceived to have directional features, and accompanied
by pain in one or both ears or across a broad region of the head, and in some cases, a sensation of
head pressure or vibration, dizziness, followed in some cases by tinnitus, visual problems,
vertigo, and cognitive difficulties. Other personnel attached to the U.S. Consulate in Guangzhou,
China, reported similar symptoms and signs to varying degrees, beginning in the following year.
As of June 2020, many of these personnel continue to suffer from these and/or other health
problems. Multiple hypotheses and mechanisms have been proposed to explain these clinical
cases, but evidence has been lacking, no hypothesis has been proven, and the circumstances
remain unclear.
The Department of State (DOS), as part of its effort to inform government employees
more effectively about health risks at posts abroad, ascertain potential causes of the illnesses, and
determine best medical practices for screening, prevention, and treatment for both short and
long-term health problems, asked the National Academies of Sciences, Engineering, and
Medicine (the National Academies) to provide independent, expert guidance.
The task of the Standing Committee to Advise the Department of State on Unexplained
Health Effects on U.S. Government Employees and Their Families at Overseas Embassies,
detailed in Box 1, included provision of advice to DOS on best practices in their approach to
current patients and prevention or mitigation of potential future incidents. The committee’s task
was not to “solve” the mystery surrounding what caused the symptoms experienced by personnel
in Cuba and China, but it did include the evaluation of proposed plausible mechanisms. Given
the limited time available to the committee and the unavailability of relevant, detailed
information about individual patients, the committee was not able to accomplish everything in
the broad Statement of Task; however, it was able to address a number of critical issues.
The committee faced several challenges in assessing these clinical cases. Many of these
challenges relate to the extreme variability in the cases. First, because of federal rules for
protection of health and other information, the committee was not privy to health or other
personal information about individuals, other than that which was voluntarily provided to the
committee directly by a small number of affected DOS employees. Therefore, the committee
could not link anonymized data about specific individuals from different clinical providers or
clinical investigators. The Centers for Disease Control and Prevention (CDC) is the only U.S.
federal agency with the authority to link health data from different sources about individual
patients, and CDC did in fact undertake an investigation of these cases with the goal of
establishing a case definition; however, CDC did not become involved until one year after the
earliest events and only reviewed records rather than interviewing all of the affected individuals.
The committee was not afforded access to CDC’s final report of this investigation until near the
end of the committee’s term. Thus, the committee was blind to the different clinical tools and
assessments used by different clinical providers or clinical investigators on the same patient.
A second challenge was that cases evolved over time and patients were evaluated by
different clinicians and investigators after widely varying amounts of time following the onset of
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their symptoms and signs, including up to several years later. Thus, the evolving and changing
clinical features of these cases and the non-uniform timing of the clinical investigations created a
second source of variability. Third, the patient population was highly heterogeneous in the
timing and location of their overseas assignments; their roles and assignments while overseas;
their ages, past medical and career histories and other demographic features; and in their clinical
symptoms and signs. In general, the committee did not have access to individual-level
information except for several instances where affected DOS employees agreed to tell their story
before the committee. Furthermore, when viewed on their own, a number of these clinical signs
and symptoms are nonspecific, i.e., they might be experienced by persons suffering from a
variety of conditions. Despite these challenges, the committee did its best to collect, extract, and
evaluate some shared or distinctive clinical features of these cases, evaluate some plausible
mechanisms and efforts to treat some of the patients, and then offer recommendations for future
management of these and potential new cases.
•
•
•

•
•

This report is organized into five subsequent sections:
Section 2: Methods and Data
Section 3: Clinical Features
Section 4: Plausible Mechanisms
o Directed Radio Frequency Energy
o Chemicals
o Infectious Agents
o Psychological and Social Factors
Section 5: Acute Treatment and Rehabilitation
Section 6: Looking to the Future/Recommendations

Sections 3-5 are each organized according to Sources of Information; Assessment and Findings;
Summary; and References.
BOX 1
Statement of Task
To facilitate the Department of State (DOS) in implementing one of its responsibilities
to protect U.S. government employees and their family members overseas, the Health and
Medicine Division of the National Academies of Sciences, Engineering, and Medicine will
form a Standing Committee to Advise the Department of State on Unexplained Health Effects
on U.S. Government Employees and Their Families at Overseas Embassies. This committee
will collaborate with the DOS Bureau of Medical Services on best practices including but not
limited to health monitoring, medical interventions, risk assessment, and exposure mitigation
for overseas locations that may present a higher risk of adverse health effects. The standing
committee will evaluate current DOS practices for pre- and post-assignment health screening,
provide expertise on potential epidemiologic studies, help with characterizing and
understanding the current cases of potential acoustic trauma, and develop a better
understanding of possible causes of these cases and approaches for future incidents whether
of an apparent acoustic nature or a different environmental or clinical presentation. The
standing committee will also keep DOS abreast of any emerging concerns, interventions, and
protective measures as these come available. The committee will organize ongoing
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discussions, take on specific tasks and possibly issue classified and unclassified reports and
recommendations on a variety of topics of importance to DOS in regards to health effects
from potential exposures overseas.
The standing committee will provide a forum for discussion of scientific, technical, and
social issues relevant to effective health management and protection of staff and family
members assigned to overseas locations. The committee will consider relevant scientific,
technical, and policy issues including but not limited to:
•

•

•

•
•
•

•

Review of the current situation, to include discussions of epidemiologic
investigations, case definitions, study methods, controls, and alternative
hypotheses;
Review the active research agenda, including defining what types of information
ought to be collected and archived against possible future needs, and any
potential additional studies needed;
Assist in the optimization and deployment of screening protocols and assessment
of treatment options, to include a review of currently available screening devices
and technologies, appropriate level of baseline testing for a large number of
personnel and policy needs;
Review data, findings and conclusions generated by and for the U.S. government;
Review scientific evidence of possible causes and approaches to addressing
potential future incidents of unexplained clusters of medical symptoms;
Determine the need for collection of relevant environmental data (e.g., biologic,
acoustic, radiologic, chemical, toxicological) that might be useful in current and
future situations; and
Provide guidance on determining a clinical case definition.
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Section 2
Methods and Data
The National Academies of Sciences, Engineering, and Medicine assembled a 19member committee with expertise in clinical medicine to include neurology, neuroophthalmology, audiologic, and vestibular medicine, psychiatry, infectious diseases, and
rehabilitative medicine, along with experts in epidemiology, environmental science and
engineering, toxicology, neurobiology, neuroradiology, health effects of electromagnetic
radiation and microwaves, exposure and risk assessment, and health monitoring. The committee
members’ biographical sketches are included in Appendix A.
The committee held two in-person meetings (December 18-19, 2019; February 24-25,
2020) and one virtual meeting (May 11-13, 2020); each of them included public sessions with
external experts (see Appendix B). The committee reviewed the clinical data about the U.S.
Embassy personnel published by clinical teams from the University of Miami (referred to here as
“Miami”) (Hoffer et al., 2019) and the University of Pennsylvania (referred to here as “Penn”)
(Swanson et al., 2018), as well as information about the U.S. Embassy personnel presented by
Miami and Penn, as well as a clinical team from the National Institutes of Health (NIH) during
the committee’s meetings. During the February 2020 meeting, the committee heard from experts
on the health effects of exposures to chemicals and to directed radio frequency (RF) energy.
During the May 2020 meeting, the committee heard from three experts in the fields of mild
traumatic brain injury (mTBI), and vestibular and cognitive rehabilitation.
During a closed session at each of the two in-person meetings, the committee met with
former U.S. Embassy personnel from Cuba and China, who suffered from some of the clinical
manifestations that are the subject of this report, and who volunteered to speak with the
committee about their own cases. In order to protect their privacy and their personal health
information, the committee omitted details from this report that might enable identification of
these individuals.
The committee also reviewed studies of patients associated with the Canadian Embassy
in Havana, published and presented by investigators from Dalhousie University in Halifax, Nova
Scotia (referred to here as “Dalhousie”) (Friedman et al., 2019).
The committee acquired access to the final report of the CUBA Unexplained Events
Investigation conducted by the Centers for Disease Control and Prevention (CDC) on the U.S.
Embassy Havana patients near the end of this study.2 It is referred to here as “the CDC Report.”
Throughout the course of this study, the committee received information from DOS that
was germane to its tasks, and had multiple opportunities to speak directly with current DOS
employees within the Bureau of Medical Services. For this, the committee is appreciative.
The committee approached its reporting task by determining the topics and issues on which it felt
sufficiently informed to be able to offer findings and conclusions, given the information provided
to it. The committee then considered recommendations, supported by these findings, which
might assist DOS in understanding and managing these cases, as well as in managing potential
future health events. The committee also reviewed the information through the lens of
2
Centers for Disease Control and Prevention. 2019. Cuba unexplained events investigation - final report. Received
by the committee on April 28, 2020.
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established procedures for investigating clusters of unknown health events (see Box 2). These
procedures, among other things, emphasize the importance of standardized data collection.
It is the committee’s view that the information made available to the committee on DOS
patients from China is too sparse and fragmentary to be able to draw any substantive conclusions
about these cases and their relationship to the cases from U.S. Embassy Havana. The
committee’s report therefore focuses on the personnel associated with the U.S. Embassy in
Havana.
Of note, from a systems perspective, each agency and organization that has reviewed
these cases during the past several years has had available to them different sets of data. There
are myriad reasons, including different institutional responsibilities, approaches, investigative
tools, timing of investigation, and access to classified information. Although the committee did
not have the benefit of data and investigative tools that were available to others, the study may
have benefitted from information that either was not obtained by others or was not available at
the time that other investigations took place. As a result, experienced investigators from different
organizations logically may reach different conclusions based on their own data sources and
limitations.
BOX 2
Steps for Investigating Clusters of Health Events (CDC, 1990)
Stage 1 – Initial contact and response—collect information from the person or groups first
reporting the issue
Stage 2 – Assessment—determine the likelihood that cases of illness or injury are above
expected numbers or rates; verify the diagnosis or determine biologic plausibility; define the
characteristics
Stage 3 – Feasibility study—examine the potential for an epidemiologic study to link the
health event and a putative exposure
Stage 4 – Etiologic investigation—determine the potential disease or injury exposure
relationship
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Section 3
Clinical Features
SOURCES OF INFORMATION
The clinical investigators presented data to the committee as aggregated summaries of
patients’ histories, physical examination findings, and results of laboratory testing and
neuroimaging. These data were obtained from well-established methods of clinical assessment
(Friedman et al., 2019; Hoffer et al., 2019; Swanson et al., 2018), as well as procedures that were
investigative (i.e., experimental) in nature (Balaban et al., 2016; Verma et al., 2019).
Experimental procedures included novel interpretations of results derived from well-established
procedures (Friedman et al., 2019; Hoffer et al., 2019) and results obtained from newly
developed, but not yet standardized, technologies (Balaban et al., 2016; Friedman et al., 2019;
Verma et al., 2019). Individual patient-level data were not provided to the committee. DOS and
the four clinical teams (Miami, Penn, National Institutes of Health [NIH], and Dalhousie)
appropriately cited patient privacy and diplomatic and other security concerns in limiting data
shared with the committee to the aggregate summaries only. The NIH team provided detailed
multi-disciplinary clinical diagnoses of all patients that they evaluated, though this information,
too, was provided to the committee in summary format. This made it impossible to link specific
symptom constellations, physical examination results, and laboratory or imaging test findings
within and between affected individuals for diagnostic purposes.
The committee was afforded an opportunity to speak directly with eight patients
associated with U.S. Embassy Havana or with the U.S. Embassy or Consulates in China.
The CDC Report indicated substantial overlap in the populations of Havana patients
included in the Miami, Penn, and NIH summative data. In fact, it was difficult for the committee
to determine to what extent some individual patients may have been reported two or more times
and whether the patients interviewed were among those included in the summative data from
these three clinical sites. Importantly, the evaluations included in the summative data were
generally separated from the original case events and from each other by considerable periods of
time. Therefore, it was difficult to know whether differences in the reported signs and symptoms
were due to changes from time of onset to the time of various evaluations, or because of the
different evaluation procedures employed at the different sites, or because different subsets of
patients were included in the different summaries.
ASSESSMENT AND FINDINGS
Clinical Features of Personnel Who Spent Time in Havana
The committee compiled signs and symptoms reported by DOS employees that spent
time in Havana, based on information provided by the four clinical evaluation sites (Miami,
Penn, NIH, Dalhousie) in presentations to the committee or in publications, as well as the signs
and symptoms of affected employees interviewed by the committee in person. The committee
included the sparse and fragmentary information on the China and Canadian patients here for the
sake of a few comments.
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The committee finds that the most distinctive and specific clinical features of these
individuals occurred acutely at, or soon after the time of onset of their illness. In contrast, the
chronic features that persisted for weeks, months, or years after the initial onset (in those
individuals who reported an acute distinctive phase) were less specific to these DOS personnel
and more common among general populations of patients with a variety of neurological or
systemic conditions. The committee reasoned that the acute, more distinctive clinical features
would be more informative about the possible cause(s) of the overall illnesses, rather than the
chronic, less specific features.
The most common and distinctive features of the initial onset and acute phase of the
illness in Havana personnel were the sudden onset of a perceived loud sound, sometimes
described as screeching, chirping, clicking, or piercing, a sensation of intense pressure or
vibration in the head, and pain in the ear or more diffusely in the head. Most individuals reported
that the sound or these other sensations seemed to originate from a particular direction or that
they perceived them only in certain physical locations. Individuals interviewed by the committee
described alleviation of the symptoms by moving from their initial location to a different one,
e.g., into a different room of the building in which they were located. According to data from
Miami, 25 of 25 individuals perceived a loud sound, and according to data from Penn, 28 of 35
individuals from Havana, and 12 of 12 from China perceived a loud sound. Of the 35 Havana
individuals assessed at Penn, 16 reported a sensation of pressure or vibration in the head and18
described the sound or pressure as directional or as restricted spatially in their immediate
environment. Variable numbers of individuals reported the accompanying sudden onset of
tinnitus (8 of 25 reported this at Miami and 6 of 21 at Penn), ear pain (7 of 25 at Miami and 7 of
21 at Penn), hearing loss (8 of 25 at Miami and 9 of 21 at Penn), dizziness, unsteady gait (4 of 21
at Penn), and visual disturbances (14 of 21 at Penn).3 Importantly, the committee finds this
constellation of acute symptoms with directional and location-specific features to be very
unusual, and to the best of its knowledge, unlike any disorder reported in the neurological or
general medical literature.
Some of the acute signs and symptoms persisted or recurred and became chronic in some
individuals, including dizziness (23 of 25 at the time they were examined at Miami and 13 of 21
at Penn), fatigue (10 of 21 at Penn), impaired balance (numbers not available), headache (6 of 25
at Miami and 16 of 21 at Penn), impaired concentration (5 of 8 at Miami and 8 of 21 at Penn)
and memory (5 of 8 at Miami and 11 of 21 at Penn), depression (numbers not available), and
insomnia (18 of 21 at Penn). These latter symptoms alone do not inform a specific etiologic
diagnosis and can be due to a wide variety of common disorders (including viral and other
inflammatory conditions, persistent postural-perceptual dizziness, chronic fatigue syndrome,
traumatic brain injury, posttraumatic stress disorder, depression, and others). Most of the eight
individuals that the committee interviewed described both early, acute onset and chronic clinical
features, and continued to be debilitated.
The summary descriptions available to the committee of cases involving Canadian
Embassy personnel from Havana failed to mention the perception of a loud sound, sensation of
intense pressure or vibration, or ear pain, but did include impaired balance, headache, vertigo,
tinnitus, and some of the same chronic clinical features as the U.S. Embassy personnel. The
committee did not have sufficient information about U.S. Embassy personnel from China to be
able to assess overall similarities or dissimilarities with cases from Havana.
These numbers were extracted by the committee from publications and presentations by the clinical investigators,
and not from the patient clinical records or from direct examination of the patients by the committee.

3
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One problem with all of the data presented was that it lacked an appropriate control group
(i.e., individuals who were present in the same environment as the U.S. Embassy employees who
reported the acute phase of the illness, but were not exposed to whatever caused those distinctive
signs and symptoms). It is noteworthy that the Canadian Embassy employees shared much of the
environment of the U.S. Embassy employees, but generally lacked the acute signs and
symptoms. Hence, it is possible that other exposures (viral illness, toxic chemicals, etc.) may
have caused the chronic signs and symptoms shared by both the U.S. and Canadian personnel,
while the acute signs and symptoms limited to the U.S. Embassy employees may have had a
different cause.
The committee notes that the CDC Report also identified a biphasic onset of symptoms,
with a set of early, sudden-onset symptoms and a set of later, more chronic, and less specific
symptoms. The CDC Report defined a “presumptive” case as having components of each set.4
Out of 95 records that CDC reviewed, they found 15 who met their case definition, along with 31
other “possible” cases. Out of the 15, over 2 years after the initial symptoms, six were still
undergoing therapy with four unable to work and two needing modifications to work. Unlike
CDC, the committee did not have the ability to link disparate findings from different clinical
sites and times to the same individual. However, it is the committee’s impression that only a
subset of individuals who suffered from the early set of signs and symptoms, also suffered from
the later set of signs and symptoms. Conversely, only a subset of individuals who reported
suffering from the late set of generally more common signs and symptoms, also described the
more distinctive early set and in particular, the sudden onset of a directional or location-specific
loud noise, pressure or pain. Because of these various aspects of case heterogeneity, the
committee found it difficult to know with certainty that all cases were due to the same cause(s),
and in particular, whether the individuals with only the chronic set of signs and symptoms
suffered from the same cause(s) and etiologic mechanisms as those who reported the initial,
sudden onset set of signs and symptoms.
Laboratory Test Results and Physical Examination Findings Reported for Embassy
Personnel
DOS personnel underwent physical examinations and different tests at different study
sites, at different times during the course of their illness. The committee did not have access to
primary reports or complete data. Nonetheless, it sought to identify and summarize pertinent test
results and exam findings for which available data were adequate.
Vestibular and Balance Assessments
Patient questionnaires, physical examinations, office-based tests of balance performance,
and vestibular and oculomotor laboratory tests were used to evaluate patients. The clinical teams
from Miami and Penn selected tests based on each patient’s symptoms. Thus, patients did not
undergo a consistent set of diagnostic evaluations at either site. Clinicians at NIH appeared to use
a more consistent approach and set of test procedures.
Self-report questionnaires (e.g., Dizziness Handicap Inventory) and tests of balance
performance (e.g., dynamic posturography) showed high rates of impairment and poor
performance. The clinicians involved in these assessments interpreted these data as evidence of
inner ear or brain injury (Swanson et al., 2018). However, self-report questionnaires and tests of
4

The CDC case definition for a presumptive case required at least one of following in the initial phase (head
pressure, disorientation, nausea, headache, vestibular disturbances, auditory symptoms, vision changes) and at least
one of the following in a separate secondary phase (vestibular disturbances, cognitive deficits).
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balance performance cannot be used properly to make specific diagnoses, as abnormal results
may arise from structural, functional, or psychiatric disorders alone or in combination. Thus,
these data indicate a high level of impairment in many patients at the time of testing, but do not
provide any information about potential causative agents or specific mechanisms of injury.
Vestibular laboratory tests such as the video head impulse test, caloric test, vestibular
evoked myogenic potentials, rotary chair test, and oculomotor examinations can provide
information on the structural integrity of peripheral (inner ear) and central (brain) vestibular and
oculomotor pathways. Test procedures vary across laboratories and several tests require
cooperation and volitional effort on the part of patients to yield meaningful and consistent
results. Consequently, findings from one center may not be directly comparable to findings from
another center in the absence of descriptions of test procedures employed and thresholds for
reporting normal versus abnormal results. Data published (Balaban et al., 2020; Hoffer et al.,
2019) and presented by the clinical team at Miami were derived from a small number of
established laboratory tests plus a battery of new assessment tools (i.e., experimental tests)
developed by that group (Balaban et al., 2016). Data published (Swanson et al., 2018) and
presented by the clinical team at Penn were derived predominantly from office-based tests. Only
a portion of patients were evaluated with standard vestibular laboratory tests and only a portion
of those results were published or presented. The Dalhousie team also used a small number of
established vestibular tests (Friedman et al., 2019) but only examined Canadian patients. The
NIH team employed an extensive battery of established tests, though their assessments were
generally conducted later, from months to over a year, in the course of patients’ illnesses and
thus were less informative about potential early deficits. Some results were inconsistent across
centers, although perhaps in part because they studied different individuals. For example, the
Miami group reported high rates of absent or reduced-amplitude vestibular evoked myogenic
potentials (Hoffer et al., 2019), whereas the Dalhousie group reported higher than normal mean
amplitudes on those tests (Friedman et al., 2019).
The committee concluded that the aggregate data derived from the subset of wellestablished clinical laboratory diagnostic tests presented by the four clinical groups performed
weeks, months, or years after the initial onset did not identify a common pattern of structural
injuries to the labyrinths or brains of patients that could explain the reported vestibular
symptoms. In the absence of patient-level data, the committee could not determine with certainty
if any reported abnormalities coincided with key aspects of clinical histories for individual
patients.
Neuropsychological and Psychological Assessments
Patients underwent neuropsychological testing at Penn and NIH in various cases, weeks,
months, or years after symptom onset. The Penn team presented aggregate results in a nonstandard manner (i.e., the total number of patients with abnormal scores on each subtest of the
test battery that they administered). The NIH team presented results in a more standardized
clinical fashion, though still in aggregate. Neurobehavioral and cognitive evaluations in these
situations are quite challenging. Standard assumptions and fact-finding methods used in normal
clinical settings may be misleading, raising validity concerns (Lees-Haley, 1995). The committee
concluded that no distinct pattern of clinically diagnosable cognitive deficits could be discerned
from these data. A more comprehensive and uniform assessment approach to the entire group of
patients earlier in the course of illness may have provided a better opportunity with regard to
diagnosis and treatment issues.
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The NIH team also presented aggregate data from psychological testing. The results
showed psychological distress in some patients in a pattern that may be seen in those suffering
from a variety of chronic medical conditions or somatic symptom disorders. These results
indicated an increased burden of illness in patients with chronic symptoms but offered no
insights into an initial cause.
Imaging Studies
The committee reviewed the radiological studies from Penn and Dalhousie. The Penn
group found essentially normal conventional structural magnetic resonance imaging (MRI)
results months to years after initial symptoms. They subsequently reported that among 40
Havana patients compared to 48 healthy controls, there were small group differences in the
average brain volumes in specific lobes, a decrease in mean diffusivity in the midline inferior
cerebellum, and differences in functional connectivity in auditory and visuospatial networks
(Verma et al., 2019). Difficulties in replicating results are common in studies of small patient
groups using MR measures with low signal to noise ratios, and which involve a number of
computational steps and algorithms that are known to perform imperfectly (based on frequent
failures to replicate) (De Santis et al., 2014; Jonathan et al., 2007; Landman et al., 2007).
Generally, studies of this type require a replication cohort (which was not available) to determine
if the findings are reliable. The committee was not provided the results of efforts to correlate
imaging findings to clinical findings, and most subjects examined did not show the pattern of
imaging findings reported in the average, which further diminish the clinical value of the
reported findings. Investigators at the NIH performed imaging on a small number of the Havana
cohort at even later dates (i.e. years in some cases and did not find any differences from normal
subjects, but their studies are ongoing).
The Dalhousie group also reported normal structural MRI findings, and reported changes
in diffusion tensor imaging of the white matter tracts in the posterior part of the corpus callosum
and the adjacent part of the fornix (Friedman et al., 2019). These types of changes are subject to
the same caveats as the Penn findings (and a lack of congruity between the two studies is noted).
However, the Dalhousie patients may not have had the same clinical disorder as DOS employees,
as noted above.
In summary, the committee felt that none of the imaging studies performed so far were
sufficient to serve as a basis for a case definition or for management of individual subjects.
General Comments About the Patient Evaluations
The committee finds that as a routine, general approach to cases with neurological
manifestations, patient evaluations should be performed as soon as possible after onset and
should include a complete neurological examination, followed by a standard whole brain MR
scan, with and without contrast, preferably performed at 3T, with diffusion weighted imaging
and a T2* sensitive sequence (susceptibility weighted imaging is preferred) to detect
microbleeds. If the case involves auditory or vestibular symptoms, fine cuts might be added
through the inner ear; for visual symptoms, fine cuts through the orbit; and for cases with
somatosensory or motor phenomena, fine cuts through the cervical and thoracic spinal cord.
Functional MRI is not well-suited to single subject studies. Similarly, diffusion tensor imaging
for tractography is not reliable as an indicator of abnormalities in individuals.
In neuro-otology, there is no consensus about a standard test battery for auditory or
vestibular symptoms. Evoked potentials are fairly simple, objective measures of slowing of
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conduction in these sensory systems, due to a variety of causes, but are not uniformly accepted as
a standard for evaluation.
Additional testing should be undertaken as clinically indicated. Blood should be collected
as soon as possible after the onset of symptoms, and both plasma and whole blood frozen and
stored for future toxicological, infectious, and other appropriate evaluations. All of these
evaluations are routinely available in any modern large hospital, but may require plans in
advance for referring Embassy personnel to such a facility as soon as possible after onset.
SUMMARY
The most distinctive clinical aspects of the illnesses described in DOS Havana personnel
are the nature of the onset and the initial features: the sudden onset of a perceived loud sound, a
sensation of intense pressure or vibration in the head, and pain in the ear or more diffusely in the
head. Most individuals reported that the sound or these other sensations seemed to originate from
a particular direction and that they were perceived only when the individual was in a specific
physical location. Different numbers of individuals also reported sudden onset of tinnitus,
hearing loss, dizziness, unsteady gait and visual disturbances.
From a neurologic standpoint, this combination of distinctive, acute auditory-vestibular
symptoms suggests an effect localized to the labyrinth or VIII cranial nerve or its brainstem
connections. The committee found this constellation of acute symptoms with directional and
location-specific features to be very unusual and, to the best of the committee’s knowledge,
unlike those associated with any disorder reported in the neurological or general medical
literature. The sudden onset and immediate amelioration with change in location makes an
infectious or toxic cause less likely, while the repeated testimony that the symptoms were
experienced only in specific physical locations near windows or as originating or emanating
from a particular direction raised the possibility that they were due to some physical force that
could penetrate windows but not walls. As such, we considered in detail the possibility that these
acute symptoms may have been caused by directed RF energy, as well as toxic, infectious, and
psychological processes.
The more chronic (later phase) problems suffered by Havana personnel included mainly
vestibular processing and cognitive problems as well as insomnia and headache. From a
neurologic standpoint, these cognitive symptoms and insomnia are more consistent with diffuse
involvement of forebrain structures and function, such as cerebral cortex or limbic structures.
While these chronic symptoms are common complaints, it is quite possible that in those
personnel with the dramatic initial phase auditory and vestibular symptoms, these subsequent,
more persistent symptoms were caused by sequelae of the same initial insult or that they
occurred secondarily as an accommodative response. In those personnel without reports of an
acute initial phase, these chronic symptoms could suggest an exposure or cause distinct from
those with an initial phase, or a similar exposure that resulted more exclusively in forebrain
dysfunction.
A key problem in the committee’s assessment was the lack of information collected in a
systematic fashion from every affected individual from the initial onset of the first case, as well
as from control individuals. By relying on routine clinical evaluation and management of these
individuals within the U.S. commercial health care system, significant information was lost due
to delays, differences in insurance coverage and consequent differences in clinical work-up of
each case, and lack of a standardized approach. The information was also firewalled in distinct
silos by Health Insurance Portability and Accountability (HIPAA) regulations, making it almost
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impossible to put together a coherent picture. CDC is currently the only organization that has the
ability to penetrate these firewalls, but they were not involved until many months after the
primary investigations by Miami, Penn, and NIH. A plan that solves this issue would be of great
benefit to DOS and its employees. Baseline visual, auditory, and vestibular data from each
individual would have helped as well, given that deficits in these systems can often occur with
aging.
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Section 4
Plausible Mechanisms
Multiple kinds of mechanisms might contribute to the observed phenomena in the
Department of State (DOS) personnel. The committee narrowed the investigation to four, based
on their previous appearance in analogous outbreaks of paroxysmal symptoms, their presence in
similar localized settings, information available from other investigators, and most notably the
known constellation of medical effects (centering on neurologic findings of acute onset). As
discussed in Section 3, the acute symptoms with directional dependence are highly unusual, and
unlike any disorder reported in the neurological or general medical literature including those
with known infectious, inflammatory, or toxic mechanism. The committee felt that these acute
symptoms were more consistent with a directed radio frequency (RF) energy attack, and
explored possible related mechanisms. At the same time, the chronic symptoms that were
reported are often seen in patients after head trauma, as a result of chemical exposure, infectious
diseases, or stress in a hostile environment. There did not appear to be any evidence for usual
forms of traumatic injury, but the committee did evaluate possible chemical and infectious
causes as well as psychosocial causes, for the chronic symptoms.
DIRECTED RADIO FREQUENCY ENERGY
Sources of Information
The committee relied on open source data from published literature as well as firsthand
reports from clinicians, researchers, and affected DOS personnel shared in person at its
December and February meetings, to evaluate the plausibility of directed RF energy exposure as
a cause of both the acute and chronic clinical signs and symptoms discussed in Section 3
(Clinical Findings). While the committee did review the significant body of scientific literature
on the potential therapeutic and palliative applications of electromagnetic energy (e.g., medical
radiotherapies) (Citrin, 2017; Mohan et al., 2019; Saitz et al., 2019; Suh et al., 2020; Tsao et al.,
2018) and the health risks of microwave radiation (e.g., cell phone emissions) (FDA, 2020; NTP,
2018a,b), this subsection primarily restricts its focus to RF biological effects that are consistent
with the clinical and personal (by DOS patients) observations.
Observations from clinicians (including published summaries of symptoms and
experiences) and DOS personnel were considered with respect to known biological effects of a
wide variety of RF exposures (defined as 30KHz-300GHz, including microwave radiation as
300MHz-300GHz). The committee used these personal and clinician observations to identify
known RF biological effects that should be either included or excluded from consideration in
explaining the signs and symptoms in DOS personnel.
Assessment and Findings
Low-level RF exposures typically deposit energy below the threshold for significant
heating (often called “nonthermal” effects), while high-level RF exposures can provide enough
energy for significant heating (“thermal” effects) or even burns, and for stimulation of nervous
and muscle tissues (“shock” effects) (IEEE, 2019). While much of the general public discussion
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on RF biological effects has focused on cancer, there is a growing amount of data demonstrating
a variety of non-cancer effects as well, in addition to those associated with thermal heating.
Based on a review of these information sources, the committee finds that many of the
acute, early phase symptoms and observations reported by DOS employees are consistent with
RF effects, including a perceived clicking sound within the head even when the ears were
covered, a perceived force/pressure sensation within the head and on the face, perceived spatial
localization and directionality of these perceived phenomena and other loud sounds, hearing loss,
tinnitus, impaired gait and loss of balance, as well as the absence of heating sensation and
absence of observed disruption of electronic devices in the immediate environment. In addition,
many of the chronic, nonspecific symptoms are also consistent with known RF effects, such as
dizziness, headache, fatigue, nausea, anxiety, cognitive deficits, and memory loss.
The absence of certain observed phenomena can also help to constrain potential RF
source characteristics. For example, the absence of reporting of a heating sensation or internal
thermal damage may exclude certain types of high-level RF energy.
There are multiple possible mechanisms for non-thermal RF biological effects, including
apoptosis and cell oxidative stress (Barnes and Greenebaum, 2018; Ilhan et al., 2004; Salford et
al., 2003; Steiner and Ulrich, 1989; Zhao et al., 2007). RF-induced, non-thermal cell membrane
dysfunction (Ramundo-Orlando, 2010) can occur from coherent excitation (Fröhlich, 1988)
above 1 GHz due to a variety of effects including electroporation, metabolic changes, pressure
fluctuations, and voltage gated calcium channel disruption (Pall, 2013, 2016). However, many of
the cognitive, vestibular, and auditory effects observed in DOS personnel are most consistent
with modulated, or pulsed, RF biological effects.
There was significant research in Russia/USSR into the effects of pulsed, rather than
continuous wave (CW) RF exposures because the reactions to pulsed and CW RF energy at
equal time-averaged intensities yielded substantially different results (Pakhomov and Murphy,
2000). According to Pakhomov and Murphy, the Russian-language studies “indicated that
pulsing may be an important (or even the most important) factor that determines the biological
effects of low-intensity RF emissions” (Pakhomov and Murphy, 2000, p. 2). Military personnel
(in Eurasian communist countries) exposed to non-thermal microwave radiation were said to
have experienced headache, fatigue, dizziness, irritability, sleeplessness, depression, anxiety,
forgetfulness, and lack of concentration, as well as internal sound perception for frequencies
between 2.05-2.50 GHz (Adams and Williams, 1976). The review by Pakhomov and Murphy
noted that many of the studies from the former Soviet Union were flawed in one or more ways,
but that some were well done, replicated, and credible.
Pulsed RF effects on the nervous system can include changes to cognitive (D’Andrea,
1999; Lai, 1994; Tan et al., 2017), behavioral (D’Andrea and Cobb, 1987), vestibular (Lebovitz,
1973), EEG during sleep (Lustenberger et al., 2013), and auditory (Elder and Chou, 2003)
function in animals and humans, though many RF exposure characteristics (carrier frequency,
pulse repetition frequency, orientation, power densities, duration of exposure) complicate direct
comparisons of different experiments (D’Andrea et al., 2003). Some animal studies have shown
conflicting results, however, even when using the same exposure system. For example,
researchers using the Transformer Energized Megavolt Pulsed Output (TEMPO) microwave
pulse apparatus with high peak power RF energy but low specific absorption rate (SAR) values
observed a negative effect on cognitive function in rats (time perception and discrimination
tasks) (Raslear et al., 1993), but other researchers found no observable behavioral changes in
rhesus monkeys (D’Andrea et al., 1989; Ziriax et al., 1999). It should be noted that the low SAR
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values for both animal models were lower than whole-body SAR thresholds known to disrupt
behavioral performance (D’Andrea, 1991; D’Andrea and de Lorge, 1990; de Lorge, 1984).
In 1961, Alan Frey identified a new, RF-induced auditory phenomenon in both normal
and deaf humans that became known as the “Frey effect” (Frey, 1961) (see Appendix C). The
areas near the ear were most sensitive to these RF exposures; modulating the RF energy could
produce a variety of effects including the perception of “buffeting of the head” or pressure on the
face/head without dizziness or nausea, a “pins and needles sensation,” and a sound described as a
“buzz, clicking, hiss, or knocking” within the head for RF frequencies between 0.4-3 GHz,
depending on pulse width, pulse-repetition frequency (PRF), and peak power density (Frey,
1962). These reported symptoms are consistent with some of the first-person accounts provided
to the committee. Frey reported these symptoms with an RF source transmitting at 1.3 GHz
(which provides the greatest absorption depth into cortical tissue) with a PRF of 244 Hz, 6 µs
pulse width, peak power density of 267 mW/cm2, and average power density of 0.4 mW/cm2
(Frey, 1962). Others have demonstrated that GHz range, pulsed RF energy (~14µs pulse width)
interacting with common materials can produce external sounds that are audible to nearby
humans (Sharp et al., 1974). This is also consistent with potential smartphone microphone
excitation from RF energy that would lead to an external, audible clicking sound from the phone.
The ability for a pulsed RF source to create internal and external auditory stimuli simultaneously
agrees with published and personal reports. Importantly, the Frey effect may be induced without
causing identifiable structural injury to neural or labyrinthine tissues.
The potential for RF sources to stimulate the vestibular end organs via thermoelastic
pressure waves (see Appendix C) or to excite central nervous system pathways via transduction
akin to the Frey effect is not known. However, if these effects exist, this unusual form of
vestibular stimulation could lead to very confusing perceptions, as central vestibular pathways do
their best to resolve the non-physiological pattern of end organ stimulation resulting in
perceptions of physically impossible motions, unexpected reflexive postural responses to them,
and faulty inferences about external forces causing them. Affected individuals could report
different sensations in response to the same external stimulus; thus, it is consistent with this
scenario that the early phase reports of the perceptions of affected individuals varied from one
individual to another, and may have been difficult for the individuals to describe. With regard to
vestibular and balance systems, the functional vestibular disorder of persistent posturalperceptual dizziness (PPPD) may be triggered by any condition that causes symptoms of vertigo,
unsteadiness, or dizziness, or disrupts balance function, even if transiently and without causing
structural injury (Staab et al. 2017). The NIH team diagnosed PPPD in one-quarter of patients
that they evaluated. Patients with PPPD commonly report problems with cognition and fatigue in
addition to core symptoms of unsteadiness, dizziness and susceptibility to motion stimuli (Stone,
2016).
If a Frey-like effect can be induced on central nervous system tissue responsible for space
and motion information processing, it likely would induce similarly idiosyncratic responses.
More general neuropsychiatric effects from electromagnetic stimuli are well-known and are
being used increasingly to treat psychiatric and neurologic disorders. In 2008, the Food and Drug
Administration (FDA) approved transcranial magnetic stimulation (TMS) to treat major
depression in adults who do not respond to antidepressant medications (Cook, 2018). Ten years
later, the FDA approved office-based TMS as a treatment for obsessive compulsive disorder
(OCD) (FDA, 2018) and portable TMS to treat migraine (Jeffrey, 2013).
The benefits derived from purposeful short-term exposures to therapeutic
neuromodulation contrast with the adverse neurologic and neuropsychiatric symptoms described
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by individuals exposed to electromagnetic fields (e.g., high tension electrical transmission
cables) over longer periods of time (Pall, 2016) as summarized by Stein and Udasin (2020).
Summary
The committee finds that many of the acute, sudden-onset, early phase signs, symptoms
and observations reported by DOS employees are consistent with RF effects. In addition, many
of the chronic, nonspecific symptoms are also consistent with known RF effects, such as
dizziness, headache, fatigue, nausea, anxiety, cognitive deficits, and memory loss. It is not
necessary for RF energy sources to produce gross structural damage to cause symptoms. Rather,
as with the Frey effect or potential thermoelastic pressure waves, RF sources may trigger
symptoms by transiently inducing alterations in brain functioning.
There are several types of data that would be helpful and could improve both the findings
and their level of certainty. While there are several studies on the health effects of continuous
wave and pulsed RF sources, there are insufficient data in the open literature on potential RF
exposure/dosage characteristics and biological effects possible for DOS scenarios. Specific
experiments would be needed with RF exposure and dosage characteristics (frequency, pulse
repetition frequency, pulse width, incident angle between potential source and subject, duration
of exposure, number of repeated exposures, etc.) to quantify the biological effects, but would be
ethically difficult to justify. In the absence of such data, it is difficult to align specific biophysical
effects within the potential RF exposure regime that could explain specific medical symptoms
reported by DOS personnel and the variability in specific experiences and timelines of
individuals. Patient clinical heterogeneity could be due to variability of exposure dosage
conditions, differences in interpretation of non-physiological vestibular stimuli, and anatomical
differences that could influence individual exposure and/or response.
CHEMICALS
Sources of Information
DOS asked the committee to consider the plausibility of organophosphate (OP) or
pyrethroid insecticide exposure as a cause of the clinical signs/symptoms observed in U.S.
Embassy personnel in Havana. This possible cause was raised by Canadian investigators who
reported decreased cholinesterase activity, temephos (an OP), and pyrethroid metabolites in
blood samples collected from some Canadian Embassy personnel and Canadian tourists who
were in Havana during the same period as the affected U.S. Embassy personnel. Additionally,
the timing of some cases in U.S. Embassy personnel coincided with widespread spraying of OP
and pyrethroid insecticides in Cuba in 2016 to mitigate spread of Zika virus by mosquitos.
To address the plausibility of the OP/pyrethroid insecticide hypothesis, the committee
examined five sources of information: (1) the Research Report, “Havana Syndrome:
Neuroanatomical and Neurofunctional Assessment in Acquired Brain Injury Due to Unknown
Etiology” (Friedman et al., 2019); (2) formal presentations to the committee by Claire Huson
(DOS Office of Safety, Health, and Environmental Management), Cynthia Calkin and Alon
Friedman (Dalhousie University Faculty of Medicine), Marion Ehrich (Virginia-Maryland
College of Veterinary Medicine), and Nick Buckley (University of Sydney); (3) feedback
provided during a question and answer session with DOS Bureau of Medical Services staff; (4)
the National Toxicology Program publication, “Systematic review of long-term neurological
effects following acute exposure to the organophosphorus nerve agent sarin,” (NTP, 2019); and
(5) peer-reviewed scientific literature.
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The committee considered three general issues: (1) What is the strength of the evidence
that affected individuals were exposed to OP or pyrethroid insecticides?; (2) Were exposures at
levels that might be expected to cause toxic effects?; and (3) How similar are the signs and
symptoms of acute, subacute, or chronic exposures to OP or pyrethroid insecticides to the
distinctive acute signs and symptoms and the less specific chronic signs and symptoms
associated with cases from Havana?
Assessment and Findings
With respect to the question of exposure, information presented by Claire Huson
regarding the DOS Integrated Pest Management (IPM) program indicated that pyrethroids
(lambda cyhalothrin, cyfluthrin, permethrin, and cypermethrin) were used in U.S. Embassy
offices and residences in Havana; thus, the potential for exposure of U.S. Embassy personnel to
these insecticides was quite high. OPs were not included in the IPM program and it is DOS IPM
policy not to allow outside contractors to apply pesticides in U.S. Embassy offices or residences.
Consistent with this information, the committee heard in a question and answer session with
DOS medical staff that OPs were not detected in environmental samples collected from the
residences of U.S. Embassy personnel some months after the incidence of unexplained illnesses.
However, this information does not rule out the possibility that U.S. Embassy personnel were
exposed to OPs in their residences proximal to the onset of symptoms because OPs are relatively
short-lived in the environment (half-life of several days in the outdoor environment and weeks to
months in the indoor environment depending on dust levels, light, and humidity). Moreover,
information provided by presenters from Dalhousie University indicated widespread heavy
spraying of OPs (including the OP chlorpyrifos) and pyrethroids throughout Cuba to prevent the
spread of Zika virus by mosquitos. If the images of pesticide spraying shown in the formal
presentations to the committee were reflective of actual conditions in Havana, it is highly likely
that U.S. Embassy personnel were exposed to OPs either when they were in public spaces or via
overspray that drifted from public spaces into U.S. Embassy offices and residences. As an aside,
targeted exposures of individuals to OPs are also possible, as illustrated by the assassination of
Kim Jong-nam, half-brother of North Korean leader Kim Jong-un, who died after two women
allegedly applied OP nerve agent to his skin in the Kuala Lumpur airport on February 13, 2017,
and by the attempted assassination of a former Russian spy and his daughter in Great Britain in
2018. However, these individuals showed acute symptoms of cholinergic poisoning associated
with their exposure to OPs.
OP exposure is also monitored by measuring AChE activity in blood samples because OP
insecticides inhibit AChE. AChE activity was not measured in blood from U.S. Embassy
personnel. The Dalhousie University research team presented data they believed demonstrated
significantly decreased AChE activity in at least a subset of Canadian Embassy personnel and
Canadian tourists who were in Havana during the same time as affected U.S. Embassy personnel.
Based on these data and targeted analysis of OPs and pyrethroid metabolites in serum samples
that identified the OP temephos and the pyrethroid metabolite 3-PBA in blood from a subset of
individuals (although the overlap between individuals with AChE inhibition and detectable
OPs/pyrethroids is not clear), the Dalhousie University group developed a working hypothesis
that neurological effects were due to chronic low level cholinesterase inhibitor toxicity. These
data cannot, however, be considered supportive of this hypothesis. One reason, based on
information presented to the committee, is that the Dalhousie group measured AChE activity in
serum/plasma samples. However, AChE is a membrane-bound molecule found in blood only on
erythrocytes; thus, whole blood samples, not serum or plasma, are required for accurate
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determination of AChE activity in blood. Another concern with the Dalhousie measurements is
that AChE levels should always be compared to the established reference values of the clinical
laboratory in which the measurements are performed, rather than to the values of a specific and
limited set of experimental controls, because laboratory reference values are generally based on
many more samples and reflect a more realistic range of normal activities. The Dalhousie study
relied instead on experimental controls. A second reason is that the number of Canadian
personnel with detectable levels of temephos or 3-PBA was much smaller than the number of
individuals with symptoms. A third reason is that Canadian personnel were not sampled at the
time of initial signs and symptoms.
Absent data regarding the concentration of OPs or pyrethroids in relevant environmental
samples collected proximal to the onset of symptoms or in samples from affected U.S. Embassy
personnel at the time of initial signs and symptoms, it is not possible to determine whether
exposures were at levels that might reasonably cause toxic effects, particularly in vulnerable
individuals. This issue is complicated by the fact that there is growing evidence that at least some
of the neurotoxic effects of OPs are mediated by mechanism(s) other than or in addition to AChE
inhibition (Anger et al., 2020; Costa, 2006; Naughton and Terry, 2018; Pope, 1999).
With regards to the overlap of symptoms between chemical exposures and the Havana
cases, epidemiologic and clinical studies have linked occupational or environmental chemical
(including OP and pyrethroid insecticide) exposures to a subset of the distinctive early phase
symptoms and many of the nonspecific chronic problems suffered by some of the U.S. Embassy
Havana cases (see Appendix D).
Acute OP poisoning manifests as a clinical toxic syndrome known as cholinergic crisis,
which includes parasympathomimetic symptoms (sweating, tears, rhinorrhea, salivation,
urination, diarrhea, increased bronchial secretions and bronchoconstriction, and bradycardia),
muscle fasciculation followed by flaccid paralysis, loss of consciousness and seizures (Eddleston
et al., 2008; Hulse et al., 2014). Subacute and chronic OP exposures involving doses that do not
cause significant AChE inhibition, do not cause cholinergic signs but can be associated with
neurotoxic effects not only in individuals with occupational exposures, but also in the general
public. OP-associated neurotoxic effects, which may or may not be associated with AChE
inhibition in affected individuals, include hearing loss, tinnitus, dizziness, headache, fatigue,
motor incoordination, nausea, insomnia, anxiety, memory deficits and inability to concentrate
(Anger et al., 2020; Ashok Murthy and Visweswara Reddy, 2014; Choochouy et al., 2019;
Crawford et al., 2008; Dassanayake et al., 2007, 2008, 2009; Dundar et al., 2016; Edwards and
Tchounwou, 2005; London et al., 1998; Richter et al., 1992; Roldan-Tapia et al., 2006; Ross et
al., 2013; Teixeira et al., 2002). Some of these effects were reported among affected DOS
employees stationed in Havana.
There are significantly less epidemiologic and clinical data available regarding the
neurotoxic effects of pyrethroids than there are for OPs, but published studies report associations
between acute, subacute, and chronic pyrethroid exposures and hearing loss, visual disturbance,
tinnitus, dizziness, headache, nausea, fatigue, and deficits in memory and concentration in
occupational cohorts and in the general public (Campos et al., 2016; Chen et al., 1991;
Lessenger, 1992; Müller-Mohnssen, 1999; Richardson et al., 2019; Teixeira et al., 2002; Xu et
al., 2020; Zeigelboim et al., 2019). High dose acute pyrethroid exposures are also associated with
tremors and seizures (Bal-Price et al., 2015).
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Summary
In summary, the committee concludes that it is not likely that acute high-level exposure
to OPs and/or pyrethroids contributed to the unexplained illnesses observed in the Havana cases
because there is no convincing evidence of acute high-level exposures and the clinical history of
affected U.S. Embassy personnel is not consistent with acute OP poisoning. It is also unlikely
that subacute or chronic OP or pyrethroid exposures precipitated the onset of the distinctive acute
symptoms associated with the Havana cases. However, given experimental data indicating that
interactions between pesticides (particularly OPs) and psychosocial or physical stressors, the
latter including noise and non-ionizing radiation, can increase risk and/or severity of adverse
outcomes, the committee could not rule out the possibility, although slight, that exposure to
insecticides, particularly OPs, increased susceptibility to the triggering factor(s) that caused the
Embassy personnel cases. Alternatively, differential exposure to insecticides amongst affected
individuals may have contributed to the clinical heterogeneity of the acute symptoms noted in
Havana cases, since OP and pyrethroid exposures are associated with a subset of these acute
symptoms (see Appendix D). The committee also finds it plausible that subacute or chronic OP
and/or pyrethroid exposures contributed to the nonspecific chronic symptoms observed in
affected U.S. Embassy personnel.
INFECTIOUS AGENTS
Sources of Information
The committee reviewed published medical and public health literature, including results
of searches of PubMed for infectious diseases, Cuba, and neurological features.
Assessment and Findings
The committee considered endemic and epidemic infectious diseases known to have been
present in Cuba during 2016-2018 and focused on those with known neurological manifestations.
Some of these diseases could be excluded based on their dissimilar clinical features relative to
the signs and symptoms reported by U.S. Embassy personnel in Havana, such as rabies or
Guillain-Barré syndrome as a post-infectious complication of campylobacteriosis. Several
mosquito-borne infections received further attention because of their prevalence and association
with relevant, albeit rare, clinical features. These included dengue, chikungunya, and Zika virus
infections. All three have been associated with encephalitis, Guillain-Barré syndrome, transverse
myelitis, and neuro-ocular disease (Mehta et al., 2018). All of these complications are rare. For
example, it has been estimated that approximately 0.1 percent of all chikungunya infections
develop neurological disease (Economopoulou et al., 2009). Risk factors include underlying comorbidities, and the extremes of age. However, nearly all of these chikungunya cases with
neurological complications also presented with typical acute systemic manifestations (i.e., fever,
rash, arthralgia, and conjunctivitis). Although dengue has been the most commonly reported
arboviral infection in Cuba (Guanche Garcell et al., 2020), the epidemiology and incidence of
Zika in Cuba is particularly relevant to the timing of the DOS personnel health events.
Travel surveillance and genomic epidemiology revealed a large, unreported, and delayed
Zika outbreak in Cuba that followed Zika outbreaks elsewhere in the Caribbean by about one
year (Grubaugh et al., 2019). Zika disease began in Cuba in the latter half of 2016 and peaked in
fall 2017. Genomic surveillance confirmed dengue disease in Cuba in 2014 and 2015 and a
chikungunya outbreak in 2014, but little or none of these two diseases in 2016 and 2017. It is
believed that implementation of an intensive mosquito control program based on insecticide use

23
Copyright National Academy of Sciences. All rights reserved.

An Assessment of Illness in U.S. Government Employees and Their Families at Overseas Embassies

AN ASSESSMENT OF ILLNESS IN U.S. GOVERNMENT EMPLOYEES
beginning in February 2016 may have delayed the establishment of Zika virus and subsequent
disease in Cuba until 2016-2017. (The committee considered the possible role of
organophosphate and pyrethroid insecticide exposure in the DOS personnel illnesses—see
Section 4, Chemicals.) Thus, the timing and relative prevalence of Zika in Cuba justify further
comment on this infection as a possible cause of the DOS personnel cases.
A population-based observational study of Zika infection in the French West Indies in
2016 provides a valuable description of the neurologic complications of this disease (Lannuzel et
al., 2019), and a reference against which the clinical features reported in DOS personnel (see
Section 3) can be compared. In 2016, 66,600 persons in Guadeloupe and Martinique sought
medical attention with manifestations of Zika infection. Of these, 87 presented to the major
referral centers on the two islands with neurologic manifestations. Of the 87, 54 (62 percent) had
peripheral nervous system (PNS) involvement, and of those 54, 40 were diagnosed with
Guillain-Barré syndrome. Among the other 14 with PNS disease, 8 had cranial nerve palsies; in
all 8, the facial nerve was involved, and in 4 of them, there was involvement of the
vestibulocochlear nerve. Of the 87, 19 had central nervous system (CNS) involvement, with
encephalitis the most common diagnosis. Of the 87, 14 had both PNS and CNS disease. Of 76
patients available for follow-up, 19 had residual disease at a median of 14 months after
presentation.
Thus, the overall rate of Zika neurological complications seen in the main clinical referral
centers during this epidemic year in the French West Indies was approximately 0.1-0.2 percent of
those with known Zika infection (Lannuzel et al., 2019). This is similar to the rate for
chikungunya on Reunion Island in 2005-2006. Approximately 5 percent of this small
subpopulation with Zika neurologic complications shared a feature with the illnesses reported in
the DOS Cuba patient cohort (i.e., vestibular disease, manifest as dizziness, nystagmus, and/or
vertigo). A smaller number had hearing loss, memory difficulties, and visual loss. Thus, Zika
virus can cause a few of the acute and chronic clinical features reported in the DOS Cuba patient
cohort, but these features are quite rare with Zika and would not be expected to occur at all in a
population of less than 1,000 people with Zika. None of the patients in the DOS Cuba cohort are
said to have suffered from the much more common manifestations of Zika: rash, fever,
arthralgia, myalgia, and conjunctivitis.
Summary
In summary, the committee considered possible infectious etiologies that might explain
the clinical features reported in DOS employees and focused on those infectious agents known to
be prevalent in Cuba and capable of causing neurological manifestations. Among those agents,
Zika infection received attention from the committee because it was epidemic in Cuba in 20162017 and is known to be able to produce relevant neurological findings. However, after
reviewing the medical and public health literature, the committee found it highly unlikely that
Zika was the cause of the constellation of signs and symptoms reported among DOS personnel,
especially the acute, sudden onset, initial phase clinical features, for two major reasons. First,
Zika is not known to cause an abrupt onset illness nor an illness with the collection of findings
reported in the initial phase of the DOS employee illnesses—especially in the absence of rash,
fever, arthralgia, myalgia and conjunctivitis. Second, the relevant neurological features of Zika
are exceedingly rare and statistically would not be expected to occur in any DOS employee in
Havana, and certainly not more than one.
The committee could not rule out the possibility that some employees were infected by
Zika, and that it contributed in some fashion together with other causative factors to the chronic
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clinical findings, especially during 2017. The committee is not aware of serological testing for
Zika or any other infectious agents among DOS Embassy Havana affected personnel.
PSYCHOLOGICAL AND SOCIAL FACTORS
Sources of Information
As noted in Section 3, clinical investigators presented data to the committee as
aggregated summaries of patients’ histories, physical examination findings, and results of
laboratory testing including neuropsychological assessments. Individual patient-level data were
not provided to the committee, other than what the committee learned from direct interviews
with a small number of affected DOS personnel.
Assessment and Findings
Acute Symptoms
The committee carefully considered three possible roles for psychological and social
factors in the morbidity experienced by DOS employees: (1) psychiatric disorders as primary
causes of symptoms; (2) psychiatric disorders as secondary sequelae of other causes of illness;
and (3) psychological and social factors co-existing with other causes of illness. As with all other
potential causes and mechanisms reviewed by the committee, evidence was sought for and
against specific associations between psychological and social factors and patients’ symptoms.
The committee did not regard psychological and social factors to be default explanations for
enigmatic symptoms but endeavored to make a positive identification of their potential
contributions to morbidity. These efforts were constrained by the limits of data collected and
presented by the clinical teams from Miami, Penn, Dalhousie, and NIH, which offered an
incomplete picture of the range of acute and chronic symptoms over space and time, and in
particular about the course of illness of individual patients. Nevertheless, it appeared that a
biphasic distribution of acute and chronic symptoms (see Section 2) offered coherence to the
patterns of neuropsychiatric symptoms reported by the clinical teams and patients themselves.
In general, psychological factors may cause or contribute to emotional symptoms
(sadness, frustration, irritability, anxiety, and anhedonia), vegetative symptoms (sleep, energy,
and appetite changes), and cognitive symptoms (attention, concentration, and memory
problems), as well as enigmatic somatic symptoms. At the milder end of the spectrum, these may
fall short of fully diagnosable psychiatric disorders (i.e., transient and self-limited responses to
life circumstances) or may represent adjustment disorders (i.e., periods of poor adjustment to
stressors, including other illnesses). More severe or persistent symptoms may constitute major
depressive or anxiety disorders, either as primary, secondary, or co-existing illnesses. In cases
where individuals are exposed to potential threats to life or limb, acute and posttraumatic stress
disorders may develop, manifesting with symptoms of re-experiencing, avoidance, hyperarousal,
and negative mood and cognitions regarding the triggering event. The development of acute and
posttraumatic stress disorders rests on the perception of threat by affected individuals. As such,
reactions may vary considerably among exposed persons.
Potential threats attributed to human causes are more likely to trigger traumatic stress
symptoms than threats attributed to natural causes, especially when the threat is thought to arise
from the concerted efforts of an adversarial group (e.g., warfare) rather than isolated actions of
individuals (e.g., unprovoked assaults) (Bromet et al., 2017; Staab et al., 1999). Environments
that include incomplete, inconsistent, or erroneous information about potential threats may
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exacerbate and perpetuate symptoms. After reviewing the nature of these disorders, the
committee concluded that such reactions could not cause the initial sudden-onset distinct and
unusual audio-vestibular symptoms and signs described in Section 3 or by CDC, but that
psychological or psychiatric disorders could conceivably contribute to some of the other acute
and chronic symptoms in some patients.
The committee then considered the possibility that acute auditory and vestibular
symptoms described by DOS patients were hallucinations or delusions. Psychotic disorders may
cause hallucinations involving any sensory modality. Auditory hallucinations are common,
whereas vestibular and balance hallucinations are uncommon. However, auditory hallucinations
caused by primary psychotic disorders usually take the form of human voices or other human
sounds, less often other natural or mechanical sounds. Importantly, the committee received no
evidence that any patients had psychiatric symptoms indicative of primary, secondary, or coexisting schizophrenic spectrum disorders, brief reactive psychoses, mood disorders with
psychosis, psychoses related to substances of abuse, or psychoses associated with major
cognitive disorders. Therefore, the committee found it very unlikely that any of the acute or
chronic symptoms experienced by patients were caused by these conditions.
Patients with delusional disorders may describe a variety of sensory experiences that they
relate to plausible (i.e., non-bizarre) but not factual causes. The most common delusions are
paranoid in nature. Affected individuals are otherwise normal from a psychiatric perspective.
Delusional disorders do not cause other emotional, vegetative, or cognitive symptoms.
Infrequently, delusions may be shared by a few individuals close to the index case. The
committee did not receive information about the psychiatric or psychological status of individual
patients; therefore, it could not make a determination about the presence or absence of delusional
disorder as a cause for the distinct acute symptoms in any affected persons. However, the
committee did conclude that delusional disorders could not explain the full range of symptoms
reported by the entire group of patients.
Reports in the medical literature (Bartholomew and Baloh, 2020) and mass media
(Borger and Jaekl, 2017; Hurley, 2019) have opined that mass psychogenic illness (also known
as mass hysteria or epidemic hysteria) was the cause of patients’ symptoms. These reports cited
the challenging political and security circumstances surrounding the diplomatic missions in Cuba
and China, the frequent harassment experienced by DOS employees in their homes, the lack of
evidence for a clear external cause for patients’ symptoms, and the absence of a definitive pattern
of structural deficits on medical examinations in support of this conclusion. The committee
considered this possibility, while keeping in mind that the likelihood of mass psychogenic illness
as an explanation for patients’ symptoms had to be established from sufficient evidence. It could
not be inferred merely by the absence of other causal mechanisms or the lack of definitive
structural injuries.
Studies of mass psychogenic illnesses have found that social and environmental variables
are important in triggering these events. Thereafter, social connections or exposure to developing
cases either in person or vicariously through word of mouth or media, including social media, are
necessary to sustain them (Bartholomew et al., 2012; Boss, 1997; Cole et al., 1990; Knight et al.,
1965). However, adverse social circumstances are not required preconditions. Well-documented
cases of mass psychogenic illnesses have occurred in groups that were under no identifiable
external stress or internal strain at the onset of events (Bartholomew et al., 2012). Most
individuals affected by mass psychogenic illnesses do not have pre-existing psychiatric
disorders. Rather, in most events, index cases developed their initial symptoms in response to
idiosyncratic interpersonal circumstances or after exposures to perceived or actual but benign
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environmental stimuli (Bartholomew et al., 2012; Boss, 1997; Cole et al., 1990; Knight et al.,
1965). However, it is important to recognize that mass psychogenic illness may follow index
cases afflicted with serious medical conditions or exposed to harmful environmental agents,
especially when potential causes of illnesses affecting index cases are unclear or misattributed to
agents, actual or perceived, that may affect the larger group (Bartholomew et al., 2012). The term
“mass” may be mistaken to imply that large numbers of individuals must be involved over a
short period of time in these events. However, the medical literature shows that one-third of
incidents since the 1970s involved fewer than 30 individuals and approximately 20 percent of
events lasted longer than 30 days (Cole et al., 1990). For communities under chronic stress,
resolution may take months (Bartholomew et al., 2012). Nonspecific dizziness, lightheadedness,
and fatigue have been described commonly in mass psychogenic illnesses, but complaints similar
to the directional audio-vestibular symptoms reported by affected individuals from Cuba have
not (Bartholomew et al., 2012; Cole et al., 1990). Events of mass psychogenic illness end when
the potential for social contagion is reduced (not necessarily eliminated) by separation of
unaffected individuals from sources of contagion and when the majority of unaffected or
previously affected individuals reach the conclusion that the inciting event was physically benign
or no longer poses a risk (Bartholomew et al., 2012).
These key characteristics of mass psychogenic illness have strong parallels with
outbreaks of infectious diseases and have been investigated successfully using similar rigorous
epidemiologic methods since the 1960s (Knight et al., 1965), including detailed examinations of
index cases and subsequently affected individuals, contact tracing, and careful investigation of
the environments in which the events occurred (Bartholomew et al., 2012; Boss, 1997; Cole et
al., 1990; Knight et al., 1965). As described in Section 3, the committee noted two constellations
of signs and symptoms, one of them acute, occurring at the onset of some cases with more
distinct and unusual features, and the other chronic, occurring later in the course of these cases or
with subacute onset in other cases. However, in the absence of patient-level data, the committee
could not identify index versus subsequent cases. Furthermore, the committee received no
epidemiological evidence about patterns of social contacts that would permit a determination
about possible social contagion. Without access to these data, a retrospective diagnosis of mass
psychogenic illness is considered to be speculative at best and subject to necessary criticism
(Jacobsen and Ebbehøj, 2016, 2017; Jansen et al., 2016). Thus, the committee was not able to
reach a conclusion about mass psychogenic illness as a possible cause of the events in Cuba or
elsewhere.
Chronic Symptoms
Despite extensive clinical evaluations, definitive causes of chronic symptoms have not
been identified in most DOS personnel with ongoing morbidity. However, approximately one
quarter of patients examined by the clinical team at NIH were diagnosed with persistent posturalperceptual dizziness (PPPD) and at least one patient received that diagnosis after a series of
clinical examinations conducted elsewhere. PPPD is a functional (not psychiatric) vestibular
disorder that may be triggered by vestibular, neurologic, other medical, and psychological
conditions (Staab et al., 2017). Thus, its presence provides no information regarding the initial
causality of patients’ symptoms. On the other hand, its presence may inform treatment as there
are data from uncontrolled and small controlled investigations to support the use of vestibular
(including visual) habituation exercises, cognitive behavioral therapy, and serotonergic
antidepressants (selective serotonin reuptake inhibitors and serotonin-norepinephrine reuptake
inhibitors) for treating this condition (Popkirov et al., 2018; Staab, 2020). When symptoms of
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PPPD occur in the setting of additional morbidity such as cognitive symptoms and psychological
distress, expert opinion and clinical experience suggest that a broader array of treatments,
including cognitive rehabilitation and third-wave psychotherapies (e.g., Mindfulness, Acceptance
and Commitment Therapy) may be helpful.
Summary
As stated previously, the committee sought positive evidence that psychological and
social factors may have caused or contributed to symptoms reported by DOS personnel. The
acute initial, sudden-onset, distinct and unusual symptoms and signs described in some affected
DOS personnel (see Section 3 and CDC Report) cannot be ascribed to psychological and social
factors in the absence of patient-level data. The significant variability and clinical heterogeneity
of the illnesses affecting DOS personnel leave open the possibility of multiple causal factors over
time and place, both for individual cases and for the population. Like other mechanisms
reviewed by the committee, psychological and social factors could exacerbate other forms of
pathology and have to be considered as contributors to morbidity in some of the cases, especially
for individuals with chronic symptoms.
The chronic vestibular symptoms experienced by some DOS personnel are consistent
with persistent postural-perceptual dizziness. This functional vestibular disorder may be
triggered by vestibular, neurologic, other medical, and psychological conditions, and offers a
potential avenue for rehabilitative interventions.
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Section 5
Acute Treatment and Rehabilitation
SOURCES OF INFORMATION
The committee’s Statement of Task requested an “assessment of treatment options.”
However, as discussed above, individual-specific data on treatment and clinical outcomes were
not readily available to the committee. It was privy to anecdotal information about the treatment
of some individuals, but this information was not standardized or systematic. The approach to
initial treatment and rehabilitation was also complicated by a number of factors including remote
locations and difficult access to specialized care, diverse clinical presentations by affected
personnel, and a variety of reporting schemes at different times. It is beyond the scope of this
report to assess the efficacy of specific treatments of individuals. It is important to note that in
most injuries to the brain or vestibular system, poorly understood recovery or compensatory
mechanisms lead to functional improvement over time. Non-pharmacologic therapies targeted at
the person’s deficit enhance or quicken the process of functional improvement.
Acute Treatment
The information available to the committee about the acute treatment of Department of
State (DOS) personnel derived from direct testimony to it by affected personnel, summative
reports in the literature, or information provided to it by the clinical investigators. In general, the
personnel were treated acutely with rest and instructions to avoid the circumstances associated
with the initial signs and symptoms. In the absence of recovery and out of an abundance of
concern, some personnel were transferred to Miami where further evaluation was performed.
Very limited information on treatment that occurred at that time was available to the committee.
Chronic Treatment
The data available to the committee on chronic treatment derived from direct testimony
to it by several affected personnel, reports in the literature, and a presentation by Penn clinicians
involved in the care of the affected DOS employees and their families. In general, the data were
presented in summary form without specific details. For example, the granularity of the detail
was at the level of general cognitive, neuro-optometric, vestibular and vocational rehabilitation
interventions. Some more specific information is found on page 1130 of the publication by
Swanson et al. (2018). The committee lacked specific information on patient-specific treatment
approaches and responses, which would have helped in generating recommendations on potential
alternatives. However, information made available to the committee suggested that affected
individuals did improve after referral to vestibular or cognitive therapy.
Given these limitations, the committee focused its efforts instead on a review of the
current state-of-the art in neurological, vestibular, and neuropsychological rehabilitation, with
the goal of offering general guidance (this section) and recommendations (see Section 6) for
treatment of patients with unexplained neurological or other medical manifestations like these in
the future.
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ASSESSMENT AND FINDINGS
The committee distinguishes observations related to care of the acute syndrome from
those for longer-term care of the chronic syndrome associated with the Embassy employees in
Havana.
Acute Treatment
In the case of acute symptoms that are thought to be caused by injury to the central
nervous system, it is important that expert clinicians perform an evaluation as early as possible
after the onset of the illness. This can include immediate care by on-site medical personnel, but it
is unlikely that such personnel will be expert in the assessment of neurological injuries. In
addition, although some level of care can and should be provided by telemedicine, it is very
likely that parts of the neurological examination and much of the required early testing will not
be feasible on-site. Hence, both to avoid further injury and to insure the most rapid access to
expert care, there should be plans in place, as needed, for each embassy to remove the affected
individuals to a protected site where this evaluation can be done. The actual indicated treatment
will be specific to the type of injury that has been sustained. If removing personnel is required
for evaluation, this evaluation should be completed as soon as possible and then personnel
should be returned to whatever is the most supportive environment. Rehabilitation will also be
guided by evidence of damage to specific parts of the nervous system.
Chronic Treatment
The absence of a known cause of the symptoms and signs in the affected DOS employees
complicates initial treatment and early rehabilitation to some degree. However, it is not unusual
for patients to develop chronic nonspecific symptoms (e.g., fatigue, dizziness) following acute
medical events such as mild traumatic brain injuries, acute peripheral vestibulopathies,
cardiovascular or cerebrovascular events, cancer treatments, and complex surgical procedures,
which may differ among individuals (Donnell et al., 2012; Gunstad and Suhr, 2001; Julien et al.,
2017; Pavawalla et al., 2013; Polusny et al., 2011; Voormolen et al., 2019) despite the same
exposure and mechanism of injury (Collins et al., 2016; Gardner et al., 2019; Nelson et al., 2019;
Si et al., 2018). Thus, even in the setting of an identified precipitant, it is not always clear that the
acute event and the chronic symptoms are directly related. Nevertheless, the absence of a known
cause or mechanism does not diminish the value or relevance of management guidelines.
Accordingly, the committee offers general guidance below on the future management of patients
with clinical presentations similar to those of DOS Embassy employees; for example, as
commonly seen in individuals suffering from mild traumatic brain injury (Bomyea et al., 2019;
Chen et al., 2019; Iverson et al., 2015; Kontos et al., 2018, 2019, 2020; Sweeney et al., 2020;
Yue et al., 2019).
1. Early evaluation and treatment are essential. A significant body of literature
demonstrates that the earlier an evaluation is undertaken and treatment initiated, the
better the outcome (Belanger et al., 2015; Lacour and Bernard-Demanze, 2014;
Lacour et al., 1976, 2020; Mittenberg et al., 1996; Ponsford et al., 2002). In general,
early treatment can prevent development of chronic neurological conditions (GilJardine et al., 2018; Mittenberg et al., 1996; Ponsford et al., 2002; Seabury et al.,
2018; Snell et al., 2009; Twamley et al., 2015; Wade et al., 1998), which are much
more difficult to treat (Hiploylee et al., 2017; Perry et al., 2016; Snell et al., 2009,
2019).
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2. Avoid removing personnel from supportive environments. A supportive
environment contributes to treatment success in rehabilitation of chronic symptoms
that develop after brain injury or other acute medical events such as those listed above
(Polich et al., 2020; Vanderploeg et al., 2018). Relocation of affected personnel to a
site for chronic rehabilitation without providing for social supports, such as family or
close colleagues, can result in social isolation and exacerbate anxiety. The committee
heard accounts of such.
3. Initial treatment should emphasize early assessment, education, and return to
activity. Proactive therapeutic interventions, sleep hygiene and exercise are simple
but helpful measures.
4. Chronic neurological syndromes require a multi-disciplinary approach.
Treatment of chronic syndromes may require more intensive treatment. The length of
time to recovery may be months, and some residual symptoms may persist.
Experience with persistent postural-perceptual dizziness (PPPD) provides useful
lessons.
The diagnosis of PPPD in some Havana cases informs prognosis (Popkirov et al., 2018;
Staab, 2020). With a well-integrated, multi-disciplinary treatment plan of physical and
psychological therapies and medication provided over a course of 3-6 months, most patients with
PPPD are able to achieve a reduction in symptoms to a level at which they are not impaired in
their performance of routine daily activities inside or outside the home. Despite improvement,
they may remain vulnerable to temporary (hours to days) exacerbations of symptoms on
exposure to provocative stimuli such as extensive physical activity or motion-rich environments.
Approximately 10-20 percent of patients in the general population who have had PPPD for more
than 4 years remain work-disabled by their symptoms even after achieving their maximal
response to currently available treatments (Schaaf and Hesse, 2015; Trinidade and Goebel,
2018).
As described previously, psychological disorders may develop as secondary
complications of acute illnesses, regardless of cause. Data provided by the National Institutes of
Health (NIH) team suggested that a considerable number of patients with ongoing physical
symptoms may be experiencing clinically significant psychological distress. The most likely
causes of these symptoms are secondary depressive, anxiety, traumatic stress, or somatic
symptom disorders. The committee had no individual patient-level data with which to reach any
conclusions about the presence of these conditions among patients with persistent symptoms.
However, all of these are treatable conditions, which means that proper diagnosis and application
of scientifically validated therapies could lead to a reduction in morbidity and improvements in
functioning among affected individuals, regardless of the nature or cause of the initial illness or
the presence of co-existing chronic conditions.
5. Understand the phenotype. Personal characteristics and situational and biological
differences may all impact approach and response to treatment. In general,
phenotypes that predict a more successful response to neurological rehabilitation
include higher level of education, resilience in other settings, and job satisfaction.
Negative prognostic features include stressful job and life situation, previous history
of depression, and anxiety. Significant efforts are under way to identify genetic and
other factors that may affect responsiveness to neurological rehabilitation. Further
efforts to link mechanism of injury with clinical manifestations (phenotype), and
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selection of and response to different treatment modalities will be important. The
committee anticipates that a telemedicine team (see Section 6) assembled to help
locally available clinicians in situations like those faced by the affected DOS
employees would understand this evolving literature and adapt their approaches to the
latest interventions available.
6. Testing and therapies without established validation should be for research
purposes only. The committee was asked to comment on the use of diffusion tensor
imaging to establish brain injury and on visual rehabilitation for vestibular symptoms
after brain injury in DOS personnel. As noted in Section 3, the findings with diffusion
tensor imaging did not convince the committee of the validity of this approach as a
diagnostic method, although it may have value as a research method in future events.
Visual training therapy is widely practiced for patients with vestibular symptoms, but
the evidence base for this type of treatment remains controversial (Barton and
Ranalli, 2020). Hence, while there is not adequate evidence to recommend such
therapies for routine treatment of patients suffering from traumatic brain injury (TBI)
or symptoms similar to TBI, the committee concluded that if clinicians based on their
judgment wanted to offer them to individual patients, that the patients should be
informed that the therapy was not supported by adequate evidence, but that there were
reports of it being helpful in some patients.
7. Interdisciplinary consultation. The committee observed that a potential
shortcoming of the medical evaluations and treatment received by DOS patients was
that they were provided by teams focused on one area of clinical medicine (e.g.,
otology in Miami, brain injury at Penn). When symptoms are as enigmatic as those
experienced by DOS patients, early involvement of a broader group of clinical
specialists, paired with experts in epidemiology and environmental exposures (e.g.,
toxicologists, radio frequency engineers, and others as determined by the situation)
would reduce the chances that early clues about causality would be missed or that
premature conclusions would be drawn about potential diagnoses. These additional
experts could contribute in person or virtually.
SUMMARY
The committee lacked information on patient-specific treatment approaches and
responses, which would have helped in generating recommendations on potential alternatives. In
reviewing best practices in neurological rehabilitation, the committee finds that early evaluation
and treatment are essential for optimal outcomes, a supportive environment is important, and an
interdisciplinary approach for rehabilitation of chronic neurological conditions is best, as are
appropriate and early education and realistic expectation-setting.
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Section 6
Looking to the Future and Recommendations
The committee recognizes that Department of State (DOS) employees serve a vital role to
the country and are vulnerable to a wide range of potential threats. Their health and well-being is
a national imperative. The committee believes that DOS has a tripartite ethical obligation to
safeguard the well-being of deployed personnel. This entails the prompt identification of threats,
expeditious diagnosis and treatment, and the provision of rehabilitation and long-term care for
service-related injuries. The committee believes that this is an enduring fiduciary responsibility
of DOS much like that afforded to military service members and others who have sustained
injuries or disabilities in the performance of their government duties.
Clarity about the nature of the illnesses that first began to affect DOS employees in Cuba
in 2016 and subsequently in China, and the causative mechanism(s), remains elusive. What is
clear is that a distinct set of unusual clinical manifestations occurred abruptly in some individuals
at the onset of their illness, and that the illness became chronic and debilitating for some, but not
for all individuals. It is also clear that there is significant heterogeneity among a larger
population of affected employees; some did not experience the distinct set of manifestations at
onset, and some have had only nonspecific common manifestations. This heterogeneity may
reflect evolution of the illness over time, multiple mechanisms at play within and between
individuals, and the varying methods used to investigate these individuals at different clinical
study sites.
Among the plausible mechanisms that the committee considered, directed radio
frequency (RF) energy, especially in those with the distinct early manifestations, appears most
germane, along with persistent postural perceptual dizziness (PPPD) as a secondary reinforcing
mechanism, as well as the additive effects of psychological conditions. The committee cannot
rule out other possible mechanisms (see Section 4), and again, considers it likely that a
multiplicity of factors explains some cases and the differences between others. Commencement
of appropriate neurological rehabilitation methods early in these illnesses, even without a
diagnosis, would have been helpful.
The committee recognizes the impossibility of going back in time to examine the affected
individuals early in their illness, gather evidence for or against any of the possible mechanisms,
and begin treatment. The committee and others are limited today in what can be pieced together
about these cases. However, the committee believes that it would be useful, and even imperative,
for actions to be taken now in anticipation of future cases. Although these future cases may
resemble in some fashion those that began in Cuba and China in 2016-2018, they need not be
similar. Early in a future “event,” cases may not be identifiable as such, and the existence of an
event worthy of attention may not be initially obvious. Planning should accommodate all of these
possibilities.
The committee’s purpose is both to respond to the needs of U.S. government employees
in the wake of the experience in Cuba and China as well as to anticipate future threats to their
well-being. While the committee clearly needs to understand these events in order to be able to
respond to a recurrence, the larger issue is preparedness for new and unknown threats that might
compromise the health and safety of U.S. diplomats serving abroad. It is not enough to design a
plan that prepares DOS for the past. The emergence of the novel pathogen SARS-CoV-2 is a
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stark reminder that DOS must be thoughtful and creative in its anticipation of future threats, both
natural and human-made, and agile in its response. To that end, the committee proposes a
number of recommendations in order to enhance future responses.
Recommendation 1. The Department of State should expand its collection of
baseline and longitudinal data and biological specimens from all personnel
prior to and during overseas assignments.
A major limitation to establishing associative or causal health effects among DOS
personnel assigned to Cuba or China was the lack of pre-exposure or baseline health status. It is
critical to identify changes in the health of embassy personnel from their baseline if a threat
occurs. To make these determinations, medical staff who collect necessary information at the
time of the incident must have access to baseline information on the affected individuals.
Therefore, for surveillance, the committee believes that there should be routine data collection
for all DOS employees on foreign assignments, including collection of whole blood, plasma, and
urine, as well as general medical and neurological examinations. Given the nature of the
symptoms of the Havana personnel, baseline visual and auditory examinations would be useful,
at least for personnel assigned to locations where similar kinds of events might take place.
Baselines should be updated regularly, and whenever a significant medical or environmental
event occurs. For the affected cohort of DOS employees, DOS should establish ongoing
registries to identify any late-onset symptomatology or illness attributable to exposures at post.
The Acquired Brain Injury Tool (ABIT) is a clinical assessment tool that is currently used
by DOS pre- and post-deployment to inventory the same neurological, vestibular, and auditory
symptoms that were identified in DOS personnel in Cuba and China. However, given that the
committee does not know the nature of future events, it would be wise to revise it and include
symptoms beyond those encountered in Cuba and China. Establishing a pre-deployment baseline
is key.
In addition, to be of maximal value, the committee suggests that the ABIT—and other
assessment tools—be modified to obtain relevant epidemiological data such as physical location
and local environmental parameters at the time of symptom onset to identify potential sources of
threat. In order to ensure the sensitivity and specificity of the evaluation of personnel overseas,
the committee recommends that the ABIT be reviewed on a periodic basis by an expert panel of
physicians and scientists who can keep the assessment tool forward-facing with respect to
present and future threats. The committee suggests that this panel include specialists in general
internal medicine, neurology, infectious disease, physiatry, tropical medicine, pharmacology,
toxicology, biostatistics, epidemiology, environmental health, bioterrorism, and psychiatry, so as
to gather information on natural and human-made threats that might affect embassy personnel.
The committee recommends that revisions be based on evolving epidemiological patterns or
knowledge of potential malign threats. In addition to the data currently collected, the committee
strongly recommends collecting data on prior brain injury and additional assessment of prior and
ongoing psychiatric symptoms that might be primary or secondary sequelae from a novel threat.

Recommendation 2. The Department of State, with support from the U.S.
government, should establish plans and protocols now to enable
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comprehensive, expeditious public health and research investigations in the
future, should a cluster of new cases warrant investigation.
In considering needs for a response to future DOS cases, it is important to differentiate
between personal medical care (which must remain private), research (which must remain
voluntary), and the public health necessity for evaluating information on individuals in a way
that may impinge on their privacy in order to protect the health of other embassy personnel or
their future well-being should there be a public health threat. It appears that the Centers for
Disease Control and Prevention (CDC) assumed this public health role with respect to the cases
from Havana, but only did so beginning 1 year after discovery of the first case, when there was
much less to be gained from their actions. The committee recommends that a similar response be
prepared and authorized in advance of the next potential set of cases, so that the necessary
collection of information for a proper public health investigation of U.S. Embassy employees can
be undertaken in a timely fashion and made available immediately. It is critical that these
protocols be developed in an open and transparent manner with the Foreign Service Officer
(FSO) community in order to build and maintain trust. To assist with the aforementioned
surveillance, DOS should receive increased resources for MED HART (DOS Bureau of Medical
Services Health Alert Response Threat) in order to allow for more timely and agile responses to
unexpected and novel threats to personnel. The committee notes that while MED HART was
intended to provide operational medical support, it was not necessarily designed to perform
epidemiological surveillance and analysis in an effort to identify new case clusters in real-time.
An occupational health surveillance system that allows DOS to identify high-risk populations
and worksites, emerging work-associated problems, hazardous conditions and exposures, and
that can target and evaluate interventions, as outlined in the 2018 National Academies report on
occupational safety and health, would benefit overseas DOS locations (NASEM, 2018). DOS
should also be provided resources to create such an occupational health surveillance system that
could provide ready access to information should an investigation need to be launched. The
committee suggests that DOS utilize an expert panel to provide advice on the collection of
routine medical data.
In addition to the information that may be necessary to counter a public health emergency
involving Embassy personnel, a research investigation may be needed. Participation by Embassy
personnel in this type of investigation should be subject to the same human subjects protection
rules that apply to all human subjects research. In considering the lessons learned regarding the
ethical conduct of environmental research following the Deepwater Horizon oil spill by the Gulf
Long-term Follow-up Study (GuLF STUDY) (Resnik et al., 2015), the committee urges DOS to
prepare in advance for the conduct of human subjects research that might pertain to an
unexpected health hazard. The GuLF STUDY investigators recommended that investigators
identify an Institutional Review Board (IRB) and be ready to engage in research when and if it
became necessary. To that end, the expert panel described here could also inform the training of
research teams that could be deployed and it could facilitate the engagement of the broader DOS
community, whose trust will be necessary for the conduct of research. Protocols and consent
forms could be developed in advance, and revised and modified to account for the specific
populations, threats, and urgencies involved in a particular emergency. Such an approach would
facilitate a rapid response in an emergency and the collection of data that might be unavailable if
usual research approvals had to be initiated coincident with the emergence of a threat. Protocols
should stipulate a longitudinal design so that subjects can be followed over time and clinical
outcomes captured. The GuLF STUDY investigators strongly recommended this proactive
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approach to “ensure adequate review by IRBs and other groups of complex ethical issues without
jeopardizing rapid response to a public health emergency” (Resnik et al., 2015, p. A230). The
committee believes such attention to anticipatory governance will enable the expeditious and
systematic collection of data necessary to elucidate novel threats while ensuring human subjects
protections.
Recommendation 3. Following the identification of a possible new case
cluster, the Department of State should ensure collection of data critical for
an effective investigation.
In addition to the collection of data pertaining to individual diplomats, it is critical that
additional public health and epidemiological surveillance data be obtained to provide the
temporal and geographic context for the health presentation of individuals. In this manner,
patterns may emerge that will lead to the identification of clusters of individuals who have
become ill, and inform possible causes. This will facilitate the early identification of threats, and
also give credence to individuals who present with curious symptoms. When several patients
present concurrently and these associations can be made quickly, it lends credibility to each
patient's presentation whereas previously they might have been met with skepticism. This is a
critical aspect of early threat identification and recognition of disease clusters. DOS might
consider a mechanism for real-time, self-reporting by employees of concerning signs and
symptoms. Continuous monitoring of these reports by a multi-disciplinary panel of medical and
scientific experts might complement other approaches for health information gathering.
Medical surveillance provides a strategy for illuminating one (i.e., the medical)
dimension of a potential health threat. The other critical and complementary strategies include
surveillance of potential environmental factors. Routine environmental surveillance comes with
the added potential advantage of detecting a threat early and before adverse effects have
occurred. Tremendous advances are being made in sensor technology that provide the means for
stationary, personal, or wearable devices that capture signal or material or both for evaluating the
presence of chemical, biological, or physical agents. Such sensors could be randomly and
routinely deployed or be available for response under circumstances when there is concern. One
way that medical and environmental surveillance can be effectively integrated is with the
collection and archiving of baseline biological and environmental specimens that are available
for comparison to samples collected after event onset. It may be that the etiologic agent
(metabolite or marker of its biological effect) is present within one or more biological materials
(blood, serum, urine, hair, nails) or environmental samples. For example, in addressing the
hypothesis put forth by the Canadians about possible etiologic agents in Havana,
organophosphate insecticides or their clear biological effect (cholinesterase inhibition) would be
apparent in appropriate biospecimens collected within a suitable timeframe of symptom onset
and/or suspected exposure. Using appropriate chain-of-custody procedures, levels could be
compared to those in baseline samples (preferable) and/or to normative population distribution
values such as are available from CDC’s National Health and Nutrition Examination Survey
(NHANES).
Recommendation 3-A. If research or assessments support the possibility of
radio frequency (RF) energy as a cause of illness experienced by some of its
employees, the Department of State should train and equip employees with
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the capability to measure and characterize their exposure to RF energy in
real time should the need arise in the future.
Capturing a suspected exposure event in real time is critical to establishing cause and
effect given the transient nature of the suspected exposure mechanism. It is within the state of the
art of RF electronics engineering to measure incident RF energy power levels, frequency bands,
pulse width, pulse repetition rate, and angle of arrival. A system could also record secondary
effects on other electronics in the vicinity of the employees as well as their own notes on their
actions to characterize the situation. Modern electronic measurement devices that are compact
and user-friendly require only modest investment for development and deployment.
Operationally, a systematic series of RF energy characterization measurements could be made by
an embassy employee to map out the spatial energy incident at a particular location. The set of
measurements would indicate the direction of incident RF energy, as well as the impact of
physical barriers (e.g., walls, doors, etc.) on the transmission of the RF energy and the
correlation with the perceived effect by the employee.
In addition to potential trigger and/or monitoring sensors that characterize the exposure
characteristics, further experiments are required to demonstrate causal links between an RF
exposure regime and biological dysfunction observed or experienced by DOS employees. This
would enable an RF exposure diagnostic kit for simultaneously measuring exposure
characteristics and estimating potential dosage levels for individuals. Capturing both sets of data
(exposure characteristics and biological damage) would allow direct cause and effect to be
established and help researchers develop mitigation techniques to counter future exposure events
and provide immediate, appropriate medical care based on the exposure.
Recommendation 3-B. The Department of State should develop a systematic
approach for toxicological diagnoses, and a protocol that supports this
approach.
The absence of such an approach hampered the committee’s assessment of toxicants as
possible contributors to the illnesses in DOS employees from Havana. With respect to missing
data for these employees, such a protocol might include more detailed records of pesticide and
other potential chemical use (e.g., more extensive environmental sampling for OPs and
pyrethroids, particularly proximal in time and space to the occurrence of symptoms in affected
individuals), and the archiving of biological samples collected from affected individuals at the
time of initial symptoms for subsequent targeted testing of environmental chemicals suspected of
contributing to these illnesses. A valuable model for a coordinated system-wide research
response to public health emergencies is provided by the National Institutes of Health (NIH)
Disaster Research Response (DR2) Program.5 This program was motivated by many of the same
goals and has successfully addressed many of the same needs as the system the committee
envisions for DOS in the future.
Recommendation 4. The Department of State, with support from the U.S.
government, should provide for appropriate personnel to identify public
health emergencies and activate the necessary response.

5

See http://dr2.nlm.nih.gov (accessed July 24, 2020).
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To facilitate early identification of health threats to Embassy personnel, the committee
suggests an expanded role for health attachés. Health attachés are diplomats with specialized
knowledge in health-related issues who engage in global health diplomacy to promote U.S.
national interests, serve as liaisons with in-country counterparts, and provide technical assistance
to Embassy personnel and local stakeholders. Health attachés are cross-trained in foreign affairs,
international law, and other domains, as well as the public health disciplines. They are not
present in every Embassy and in fact are posted sparingly around the globe. Most are on loan
from the Department of Health and Human Services, CDC, the Food and Drug Administration,
NIH, or from the Office of Global Affairs (OGA) in the Office of the Secretary of Health and
Human Services. Others have hailed from the Department of Defense and the U.S. Agency for
International Development. As of 2014, their work was coordinated with DOS’s Office of Global
Health Diplomacy (Brown et al., 2014). The committee believes that health attachés can serve as
a critical nexus of timely information from in-country and cross-agency sources. As such, they
would be well positioned to identify and respond to threats quickly, provide advice, and collect
relevant data needed for informed responses. The committee urges increased budgetary support
for health attachés posted in U.S. embassies. It suggests prioritization for their deployment based
on perceived need and/or threat in order to utilize their interdisciplinary skills in an optimal
fashion.
To remain responsive to the threat environment, DOS should engage in regular action
reviews, or root cause analysis of sentinel events, to borrow a process from the Joint
Commission on Accreditation of Healthcare Organizations (Joint Commission on Accreditation of
Healthcare Organizations, 1998), in order to minimize delays in the identification of novel threats
or in their communication from posts to Washington, DC. DOS should establish a system such
that the intensity of an investigation into a new health threat rapidly escalates in real time, as
needed. An established team with institutional knowledge that can quickly incorporate specific
medical and environmental specialty expertise depending on the nature of the condition is best
suited for such investigations. An associated advisory board might add expertise on relevant
political, environmental, and other matters, in order to provide context for interpretation of
unusual medical findings. As the committee already noted, DOS should consider a change in
policy that enables structured medical investigations of affected individuals in a manner that
does not preclude, but is separate from private medical care. Such medical investigations may be
reserved for pre-specified circumstances in which there is concern that multiple DOS employees
are the subject of a health attack. The committee urges additional specificity of response to the
findings of the July 2018 Government Accountability Office Report in order to ensure that the
proper information flow occurs between posts and Washington (GAO, 2018).
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A
Committee Biographies
David A. Relman, M.D. (Chair), is the Thomas C. and Joan M. Merigan Professor in Medicine,
and Microbiology & Immunology at Stanford University and chief of infectious diseases at the
Veterans Affairs Palo Alto Health Care System. He is also senior fellow at the Freeman Spogli
Institute for International Studies (FSI), and served as science co-director at the Center for
International Security and Cooperation (2013-2017) at Stanford University. He is currently director
of a new Biosecurity Initiative at FSI. Dr. Relman trained at the Massachusetts Institute of
Technology and then Harvard Medical School, followed by clinical training in internal medicine
and infectious diseases at the Massachusetts General Hospital in Boston, and then a postdoctoral
fellowship in microbiology at Stanford. Dr. Relman was an early pioneer in the modern study of
the human microbiome. His recent work focuses on the features of human microbial community
assembly and the basis for community stability and resilience. His previous work has included the
development of methods for pathogen discovery and the identification of several historically
important and novel microbial disease agents, as well as the use of genomic technologies for
understanding human–microbe interactions. In the 1990s, he worked with the Centers for Disease
Control and Prevention on its Unexplained Deaths and Critical Illnesses Project. Among policyrelevant activities in health and biological security, Dr. Relman served as vice-chair of the National
Research Council committee that reviewed the science performed for the Federal Bureau of
Investigation 2001 anthrax letters investigation, chair of the National Academies of Sciences,
Engineering, and Medicine’s Forum on Microbial Threats (2007-2017), and is currently a member
of the Intelligence Community Studies Board (2016-present). He is an advisor to the Nuclear
Threat Initiative and the Center for Strategic and International Studies. Dr. Relman was a founding
member of the National Science Advisory Board on Biosecurity (2005-2014), a member of the
Working Group on Biodefense for the President’s Council of Advisors on Science and Technology
(The White House) (2016), and served as president of the Infectious Diseases Society of America
(2012-2013). He was a recipient of the National Institutes of Health Pioneer and Transformative
Research Award and was elected to the National Academy of Medicine in 2011.
Doris-Eva Bamiou, M.D., M.Sc., Ph.D., is professor of neuroaudiology at the University College
of London (UCL) Ear Institute. She is also an honorary consultant in audiological medicine at the
UCL Hospitals and Great Ormond Street Hospital. She has been director and organizer of the
current trends in auditory processing disorders instructional courses (since 2001) and UCL master
class in auditory processing disorders (since 2008) and program director of audio-vestibular
medicine at UCL since 2010. She has served as secretary elect of the British Society of Audiology;
chair of the Auditory Processing Disorders Specialist Interest Group (BSA); and editor of the
Neuro-otology Module of the eBrain e-learning module (RCP and EFNS). She is also secretary of
the International Association of Physicians in Audiology. Dr. Bamiou earned a Ph.D. in neurology
from UCL.
Linda Birnbaum, M.S., Ph.D., is the retired director of the National Institute of Environmental
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Health Sciences of the National Institutes of Health. She is also director of the National Toxicology
Program. In these roles, Dr. Birnbaum oversees federal funding for biomedical research to discover
how the environment influences human health and disease. Her research focuses on the
pharmacokinetic behavior of environmental chemicals, the mechanisms of action of toxicants—
including endocrine disruptors and the linking of real-world exposures to health effects. Dr.
Birnbaum earned a B.S. in biology from the University of Rochester and an M.S. and a Ph.D. in
microbiology from the University of Illinois at Urbana-Champaign. She is a member of the
National Academy of Medicine.
Michael Boninger, M.D., is professor and endowed vice chair for research in the Department of
Physical Medicine and Rehabilitation at the University of Pittsburgh School of Medicine. He has
joint appointments in the Departments of Bioengineering, Rehabilitation Science and Technology,
and the McGowan Institute of Regenerative Medicine. He is also physician researcher for the
Department of Veterans Affairs and senior medical director for Post-Acute Care for the Health
Services Division of the University of Pittsburgh Medical Center. Dr. Boninger has an extensive
publication record of more than 250 peer-reviewed papers. His central research focus is on
enabling increased function and participation for individuals with disabilities through development
and application of assistive, rehabilitative, and regenerative technologies. Dr. Boninger also has
extensive experience and publications related to training researchers and served as associate dean
for medical student research in the University of Pittsburgh School of Medicine for a number of
years. Dr. Boninger earned a B.S. in mechanical engineering and M.D. at The Ohio State
University. He completed his residency in physical medicine and rehabilitation in Ann Arbor at the
University of Michigan Medical Center. He is a member of the National Academy of Medicine.
Ronald Brookmeyer, M.S., Ph.D., is professor in the Department of Biostatistics and interim dean
of the Fielding School of Public Health at the University of California, Los Angeles. His research
is at the interface of biostatistics, epidemiology, and public health. He uses the tools of the
statistical and informational sciences to address global public health problems. A main theme
concerns statistical and quantitative approaches for measuring and forecasting the health of
populations. Dr. Brookmeyer has worked on the development of methods for tracking the course of
the global HIV/AIDS epidemic and has also worked extensively on issues of biosecurity, such as
anthrax. Dr. Brookmeyer has ongoing projects concerning the health problems of aging populations
such as Alzheimer’s disease. His research interests in biostatistical methodology include survival
analysis, epidemic models, epidemiological methods, and clinical trials. Dr. Brookmeyer earned a
B.S. in mathematics from Cooper Union for the Advancement of Science and Art and an M.S. and
a Ph.D. in statistics from the University of Wisconsin. He is a member of the National Academy of
Medicine.
Caroline Buckee, D.Phil., is associate professor of epidemiology in the Harvard T.H. Chan School
of Public Health. Dr. Buckee was also named associate director of the Center for Communicable
Disease Dynamics. Her laboratory (the Buckee lab) uses mathematical models and data science to
understand the mechanisms driving the spread of infectious diseases, particularly pathogens like
malaria that effect vulnerable populations in low-income countries. Her focus is on the use of new
technologies, including mobile phone data and pathogen genomics, to understand and control
disease threats, and to prepare for, and forecast, epidemics. Her work led to an Omidyar Fellowship
at the Santa Fe Institute, where she developed theoretical approaches to understanding malaria
parasite evolution and ecology. After receiving a D.Phil. from the University of Oxford, Dr.
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Buckee worked at the Kenya Medical Research Institute to analyze clinical and epidemiological
aspects of malaria as a Sir Henry Wellcome Postdoctoral Fellow.
Timothy J. Buckley, Ph.D., is director of the Exposure Methods and Measurements Division
within the Environmental Protection Agency’s National Exposure Research Laboratory. He
previously spent 16 years within academia at the Johns Hopkins Bloomberg School of Public
Health and The Ohio State University School of Public Health. His work is broad ranging and
includes the development and application of exposure methods; measurements; and models to
chemical, physical, and biological stressors within community and occupational settings. Exposure
is treated comprehensively considering all relevant routes and pathways and typically includes
biomonitoring to further inform this research. These studies have been applied in the context of
health studies to evaluate environmental determinants of effects that are both salutogenic and
adverse (e.g., cancer, neurotoxic, and respiratory). His work is strongly tied to the environmental
interests and concerns of communities and has helped to identify and inform issues of
environmental justice. His research has led to numerous funded grants and the publication of more
than 75 peer-reviewed journal articles. Dr. Buckley has a Ph.D. in environmental science and
exposure science.
Joseph J. Fins, M.D., is the E. William Davis, Jr., M.D. Professor of Medical Ethics, professor of
medicine, professor of medical ethics in neurology, professor of medical ethics in rehabilitation
medicine, professor of medicine in psychiatry, professor of health care policy and research, and
chief of the Division of Medical Ethics at Weill Cornell Medical College. His interests include
ethical and policy issues related to the diagnosis and treatment of severe brain injury and disorders
of consciousness. A member of the adjunct faculty at The Rockefeller University, he is also
affiliated with the Yale Law School, where he is exploring the legal and ethical issues surrounding
severe brain injury from a civil and disability rights perspective. He is also conducting research on
ethical implications, including the diagnostic role of functional neuroimaging, neuroprosthetic
devices used to promote functional communication (such as deep brain stimulation), the
experiences of patients and surrogates touched by brain injury, and public policy for this population
(civilian and military). As a board-certified internist physician and medical ethicist, his other
interests include palliative care, research ethics in neurology and psychiatry, medical education,
and methods of ethics case consultation—drawing on the American Pragmatic tradition. He earned
an M.D. from Weill Cornell Medical College and is a graduate of Wesleyan University. He is a
member of the National Academy of Medicine.
John C. Gore, Ph.D., is director of the Institute of Imaging Science and the Hertha Ramsey Cress
University Professor of radiology and radiological sciences, biomedical engineering, physics and
astronomy, and molecular physiology and biophysics at Vanderbilt University. He has served
formerly as a member of the National Advisory Council for Biomedical Imaging and
Bioengineering at the National Institutes of Health. His research interests include the development
and application of imaging methods for understanding tissue physiology and structure, molecular
imaging, and functional brain imaging. He has published more than 700 original papers and
contributions within the medical imaging field. He is fellow of the American Association for the
Advancement of Science, the American Institute of Medical and Biological Engineering, the
International Society for Magnetic Resonance in Medicine, the American Physical Society, and the
Institute of Physics (United Kingdom). Dr. Gore obtained his Ph.D. in physics at the University of
London in the United Kingdom and has been an active leader in imaging research and applications
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for 40 years. He also holds a degree in law. Dr. Gore is a member of the National Academy of
Engineering.
Walter J. Koroshetz, M.D., is director at the National Institute of Neurological Disorders and
Stroke (NINDS) within the National Institutes of Health (NIH). Previously, he served as deputy
director of NINDS under Dr. Story Landis. Together, they directed program planning and
budgeting and oversaw the scientific and administrative functions of NINDS. The mission of
NINDS is to advance the fundamental knowledge about the brain and the nervous system and to use
that knowledge to reduce the burden of neurological disorders. He has held leadership roles in a
number of NIH and NINDS programs, including NIH’s Brain Research through Advancing
Innovative Neurotechnologies (BRAIN) Initiative; NIH Helping to End Addiction Longterm
(HEAL) Initiative, the Traumatic Brain Injury Center collaborative effort between the NIH
intramural program and the Uniformed Services University of the Health Sciences; and the
establishment of the NIH Office of Emergency Care Research. Dr. Koroshetz earned a B.A. from
Georgetown University and an M.D. from the University of Chicago Pritzker School of Medicine
and completed residency training in internal medicine and neurology. Prior to coming to NIH, he
was professor of neurology at Harvard Medical School, vice chair of neurology, and director of
stroke and neurointensive care services at Massachusetts General Hospital. Dr. Koroshetz is a
member of the National Academy of Medicine.
Pamela Lein, M.S., Ph.D., is professor of neurotoxicology and chair of the Department of
Molecular Biosciences in the School of Veterinary Medicine at the University of California, Davis.
She is also a faculty member of the MIND Institute at the University of California, Davis. Research
goals in her laboratory include identifying novel therapeutic approaches for preventing brain
damage following exposure to chemicals that cause seizures; understanding the cellular and
molecular mechanisms by which environmental factors interact with genetic factors to increase risk
for neurodevelopmental disorders, such as autism spectrum disorders, and neurodegenerative
diseases, such as Alzheimer’s disease; and determining how pesticides alter communication
between nerves and immune cells in the lung to cause airway hyperreactivity, a major symptom of
asthma. This research leverages diverse model systems ranging from primary neuronal cell culture
to zebrafish to rodent models and multiple techniques ranging from cellular and molecular
techniques to in vivo imaging to behavioral studies. Professional societies of which she is a
member include the Society of Toxicology, the Society for Neuroscience, the International
Neurotoxicology Association, and the American Society for Pharmacology and Experimental
Therapeutics. She earned a B.S. in biology from Cornell University, an M.S. in environmental
health from East Tennessee State University, and a Ph.D. in pharmacology and toxicology from the
University at Buffalo.
Saafan Malik, M.D., M.B.A., is a physician-neuroscientist with more than 15 years of experience
in the field of traumatic brain injury and neurological disorders. He served as director of the
Research Branch at Defense and Veterans Brain Injury Center (DVBIC) at the Department of
Defense from 2014-2019 and acting deputy division chief of DVBIC from 2019-2020. During his
tenure at DVBIC, he directed an active research portfolio of 72 clinical research protocols at
DVBIC headquarters and across 22 clinical/research network sites within the military health
system (MHS). Currently he is acting deputy director of Research & Development Directorate/J9,
Defense Health Agency (DHA). In his current role, he provides leadership, oversight, and
management of all divisions within the R&D Directorate/J9, DHA. He serves on numerous
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government scientific steering committees. Prior to DVBIC, he served as senior research
investigator in the Department of Neurosurgery at the University of Pennsylvania Perelman School
of Medicine and then at the Texas Tech University Health Sciences Center. He has authored
several peer-reviewed publications and book chapters and given national and international
presentations. His M.D. is from King Edward Medical University and neurosurgery training at the
Cleveland Clinic Foundation. He held postdoctoral fellowships at the University of Pennsylvania
and at the Carolinas Healthcare System. Dr. Malik also holds an M.B.A. in health care
management from Western Governors University.
Jeffrey S. Palmer, M.S., Ph.D., is group leader of the Human Health and Performance Systems
Group at the Massachusetts Institute of Technology Lincoln Laboratory (MIT LL). He has
expertise within the threat-relevant, biomedical disciplines associated with bioeffects and
neurological damage mechanisms related to acoustic or directed energy exposures. He has worked
in research laboratories in academia, industry (International Business Machines Corporation [IBM]
and General Electric [GE]), and federally funded laboratories (Physical Sciences Laboratory, MIT
LL). At MIT LL, he is the leader of the Human Health and Performance Systems Group, which
focuses on objective, technology-based, human-centered solutions to measure, model, and modify
cognitive and physiological function for enhancement, sustainment, or recovery. Dr. Palmer has
been with MIT LL for 22 years, and some of his earlier work included directed energy research on
modeling and testing of materials interaction effects. He currently oversees research in health
monitoring, as well as the applied neurological, cognitive, and psychological technologies portfolio
that includes neurocomputational damage modeling along with acoustic and auditory health
research projects. These projects include measurement and modeling of the health effects of high
power lasers and high power microwaves on biological tissue and phantoms. To support these and
other activities, he initiated the creation of a new interdisciplinary laboratory to measure the
interaction of biological materials with photonic, electromagnetic, acoustic, and mechanical
sources. He has authored book chapters, technical articles, and given invited talks international
conferences on DNA biometrics and forensics, biomechanics, cell biology, materials science,
soldier nanotechnology, bio-chemical defense, polymer science, high-energy lasers,
microelectronics packaging, wearable biomedical sensing, and neurocognitive technologies. He has
served on editorial boards for journals in biomechanics, molecular science, biomedical informatics,
and biosensors. He has chaired technical conferences for the National Science Foundation (NSF),
the Department of Homeland Security, and the Institute of Electrical and Electronics Engineers
(IEEE). Currently, he is vice chair and chair-elect of the IEEE Engineering in Medicine and
Biology Society’s (EMBS’s) Technical Committee on Wearable Biomedical Sensors and Systems
and the EMBS conference editorial board for tissue engineering and biomaterials. In addition, he
has served as an advisor on senior military studies of enhancing health and performance; a North
American Treaty Organization (NATO) human factors and medicine research technical group; and
an NSF Nanosystems Center on Advanced Self-Powered Systems of Integrated Sensors and
Technologies (ASSIST). Dr. Palmer received mechanical engineering degrees from New Mexico
State University (B.S. with math minor), Rensselaer Polytechnic Institute (M.S.), and MIT (Ph.D.
with bioengineering focus). His doctoral work focused on measuring and modeling biomechanical
function and damage of protein networks from the molecular through tissue scales.
Gregory B. Saathoff, M.D., is a board-certified psychiatrist who holds joint appointments as
professor in the Departments of Emergency Medicine and Public Health Sciences at the University
of Virginia (UVA) School of Medicine. He also serves as executive director of UVA’s Critical
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Incident Analysis Group (CIAG) and since 1996 has served as the Federal Bureau of
Investigation’s (FBI’s) conflict resolution specialist. He continues to serve in this capacity as chief
psychiatric consultant for the FBI’s Behavioral Analysis Units and Crisis Negotiation Unit. Since
1992, he has taught medical students, residents, and fellows correctional psychiatry on-site at a
men’s maximum security prison. In his faculty role, he served as elected chair of UVA’s General
Faculty Council. From 1985 to 1994, Dr. Saathoff served as a major in the U.S. Army Reserves
Psychiatry Medical Corps. He was called from Reserve Duty during Operation Desert Storm and
deployed as a medical corps psychiatrist, earning the Army Commendation Medal in 1991. As a
member of UVA’s Kuwait Project, he studied societal trauma in Kuwait subsequent to the Iraqi
occupation and has served on the faculty of the Saudi-U.S. Universities Project located at the King
Faisal Specialist Hospital in Riyadh, Saudi Arabia. In addition to the Middle East, Dr. Saathoff’s
work has taken him to projects in the former Soviet Union, Western Europe, and Australia. In
2006, Dr. Saathoff was appointed to the Research Advisory Board of the FBI’s National Center for
the Analysis of Violent Crime. He has served as principal investigator on federal grants relating to
public response to weapons of mass destruction and Internet radicalization. After receiving his
undergraduate degree from the University of Notre Dame and his M.D. at the University of
Missouri School of Medicine, Dr. Saathoff completed residency training in psychiatry at the UVA
School of Medicine.
Clifford B. Saper, M.S., M.D., Ph.D., is the James Jackson Putnam Professor of Neurology and
Neuroscience and chair of the Beth Israel Deaconess Department of Neurology at Harvard Medical
School. Dr. Saper earned a B.A. in biochemistry and M.S. in neurobiology from the University of
Illinois, then his M.D. and Ph.D. in neuroscience from Washington University in St. Louis. After a
residency in neurology at New York Hospital-Cornell University Medical Center, he then was on
the faculty at Washington University and the University of Chicago, where he was the William D.
Mabie Professor of Neurology and Neuroscience and chair of the Committee on Neurobiology,
before taking his current position. The focus of Dr. Saper’s research is on brain circuitry that
controls basic functions like wake-sleep, circadian rhythms, body temperature regulation, and
eating and drinking. He is a member of the National Academy of Medicine.
Mark J. Shelhamer, M.S., Sc.D., is professor of otolaryngology at Johns Hopkins University. He
was previously at the Massachusetts Institute of Technology (MIT) where he worked on
sensorimotor physiology and modeling, including the study of astronaut adaptation to space flight.
He then came to Johns Hopkins where he continued the study of sensorimotor adaptation with an
emphasis on the vestibular and oculomotor systems. He has applied nonlinear dynamical analysis
to the control of eye movements, including investigations of the functional implications of fractal
activity in physiological behavior. In parallel with these activities, he has had support from the
National Aeronautics and Space Administration (NASA) to study sensorimotor adaptation to space
flight, amassing a fair amount of parabolic flight (“weightless”) experience in the process. He also
serves as advisor to the commercial spaceflight industry on the research potential of suborbital
space flight. From 2013-2016 he was on leave from his academic position to serve as NASA’s
chief scientist for human research at the Johnson Space Center. He has a B.S. and M.S. in electrical
engineering from Drexel University and a Ph.D. in biomedical engineering from MIT.
Jeffrey P. Staab, M.D., M.S., is professor of psychiatry and director of the Fellowship in
Consultation-Liaison Psychiatry in the Department of Psychiatry and Psychology at the Mayo
Clinic College of Medicine and Science. He is also consultant in the Departments of Psychiatry and
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Psychology and Otorhinolaryngology—Head and Neck Surgery at the Mayo Clinic. His research,
which is funded by the National Institutes of Health, Department of Defense, and Mayo Clinic,
covers a range of problems at the interface of psychiatry and medicine, including functional
otologic and neurologic disorders and illness anxiety. He is best known for investigations of the
differential diagnosis and treatment of chronic dizziness. He is author or co-author of more than
130 scientific articles, reviews, chapters, and abstracts. He serves on the editorial boards of six
scientific journals in the fields of psychosomatic medicine and otorhinolaryngology. Dr. Staab
received a B.S. in chemical engineering from Northwestern University, an M.S. in bioengineering
from Carnegie Mellon University, and an M.D. from the University of Pittsburgh.
Jonathan D. Trobe, M.D., is professor, ophthalmology and visual sciences; professor, Department
of Neurology; and co-director, Kellogg Eye Center for International Ophthalmology at the
University of Michigan. Dr. Trobe’s research has covered a wide spectrum of neuro-ophthalmic
entities, as well as studies of utilization of health care personnel and application of clinical trial
data to medical practice. His research interests include neural visual pathway disorders, double
vision, pupillary abnormalities, eyelid disorders, higher order disorders of visual integration,
traumatic brain injury, and disorders of high and low intracranial pressure. In 2001, he was
appointed editor of the Journal of Neuro-Ophthalmology, serving until 2009. He has written and
taught widely around the world and authored nearly 200 peer-reviewed scholarly articles. For the
American Academy of Ophthalmology, he authored The Physician’s Guide to Eye Care, a widely
used textbook. He has also authored The Eyes Have It, a web-based and mobile application
designed to teach non-ophthalmologist providers and assess their ophthalmic knowledge. Dr. Trobe
received his medical degree from Harvard University and completed residencies in ophthalmology
at Wills Eye Hospital and neurology at the University of Miami. He completed a fellowship in
neuro-opthalmology at the Bascom Palmer Eye Institute.
David Whelan, M.S., Ph.D., is professor of the practice in electrical and computer engineering at
the University of California, San Diego. Dr. Whelan’s expertise is in electromagnetic systems
engineering for sensing, imaging, and communications, as well as in the management of science,
technology, and innovation. He designs and engineers aircraft, RADAR and Light Detection and
Ranging (LIDAR) systems, space-based communications and navigation systems, and diagnostic
sensors for high-energy density physics experiments. His work has been used in space mission
systems, airborne navigation, and surveillance systems. Dr. Whelan’s 34-year career in the
aerospace industry included science and engineering research positions and eventually executive
research and development management as vice president and chief scientist of the Boeing Defense
and Space Systems. He also served as office director for two of the Defense Advanced Research
Projects Agency (DARPA) systems offices. While at DARPA, Dr. Whelan created many legacy
joint programs with the Air Force, Navy, and Army, most notably, the Discoverer II Space Radar
Program, the Army’s Future Combat System, and the Unmanned Combat Air Vehicle for Navy and
Air Force. He previously worked at the Hughes Aircraft Company as program manager and chief
scientist for the B-2 Bomber Air-to-Air Radar Imaging Program. He also worked as a physicist for
the Department of Energy’s Lawrence Livermore National Laboratory on X-ray lasers and the
Advanced Nuclear Weapons program. He started his career at Northrop where he was one of the
key designers of the B-2 Stealth Bomber and contributed to the YF-23 Advanced Tactical Fighter.
He has numerous publications on electromagnetic radiation, laser plasma phenomena, and defense
systems. He holds more than 50 patents on navigation systems, radar systems, antenna, and lowobservable technology. He is a fellow of the American Physical Society, the Institute of Electrical
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and Electronics Engineers, and the American Institute of Aeronautics and Astronautics. He earned
a B.A. in physics from the University of California, San Diego, and an M.S. and a Ph.D. in physics
from the University of California, Los Angeles, where he studied Type III Radio Solar Bursts and
Nonlinear Energy Flow. Dr. Whelan is a member of the National Academy of Engineering.
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B
Meeting Agendas

First Meeting of the Standing Committee to Advise the Department of State on Unexplained Health
Effects on U.S. Government Employees and Their Families at Overseas Embassies
December 18, 2019
National Academy of Sciences Building
2101 Constitution Avenue, NW
Washington, DC 20418
Lecture Room
Wednesday, December 18, 2019
DATA-GATHERING SESSION
10:30 a.m. – 10:45 a.m.

Greetings from Sponsor and Charge to Committee
Mark Cohen, Medical Director, Department of State

10:45 a.m. – 12:45 p.m.

Presentations on Medical Investigations
Moderator – David Relman, Professor of Medicine and Microbiology and
Immunology, Stanford University
Acute Presentation of an Acquired Neurosensory Syndrome
Michael Hoffer, Professor, Department of Otolaryngology, University
of Miami
Carey Balaban, Professor of Otolaryngology, Neurobiology,
Communication Sciences and Disorders, and Bioengineering,
University of Pittsburgh School of Medicine
What Underlies Havana Syndrome
Douglas Smith, Robert A. Groff Endowed Professor and Vice
Chairman of Neurosurgery, University of Pennsylvania, and Director of
University of Pennsylvania’s Center for Brain Injury and Repair
Multimodel Neuroimaging Reveals Neurotoxins as a Likely Underlying
Cause of Illness Among Canadian Diplomats
Alon Friedman, Professor of Neuroscience and Dennis Chair in
Epilepsy Research, Dalhousie University

12:45 p.m.

ADJOURN
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Second Meeting of the Standing Committee to Advise the Department of State on Unexplained Health
Effects on U.S. Government Employees and Their Families at Overseas Embassies
February 24-25, 2020
National Academy of Sciences Building
2101 Constitution Avenue, NW
Washington, DC 20418
Lecture Room

Monday, February 24, 2020
DATA-GATHERING SESSION – OPEN TO THE PUBLIC
Session III—Epidemiologic Investigations
2:45 p.m. – 3:45 p.m.

Recommended Epidemiologic Investigations for Future Incidents
Caroline Buckee, Associate Professor of Epidemiology, Associate
Director of the Center for Communicable Disease Dynamics, Harvard T.H.
Chan School of Public Health

Session IV—Possible Mechanisms of Injury—Radio Frequency Energy
3:45 p.m. – 5:30 p.m.

Moderators
Jeffrey Palmer, Group Leader, Human Health and Performance Systems
Group, Massachusetts Institute of Technology Lincoln Laboratory
David Whelan, Professor of Practice, Jacobs School of Engineering,
University of California, San Diego
Neurologic Illness and Pulsed Radio Frequency/Microwave Radiation
Beatrice Golomb, Professor in Residence, Medicine, University of
California, San Diego [via Zoom conference call]

5:30 p.m. – 6:00 p.m.

Committee Q&A

6:00 p.m.

ADJOURN

Tuesday, February 25, 2020
DATA-GATHERING SESSION – OPEN TO THE PUBLIC
Session IV Continued—Possible Mechanisms of Injury—Radio Frequency Energy
8:45 a.m. – 12:00 p.m.

Moderators
Jeffrey Palmer, Group Leader, Human Health and Performance Systems
Group, Massachusetts Institute of Technology Lincoln Laboratory
David Whelan, Professor of Practice, Jacobs School of Engineering,
University of California, San Diego
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Correlation of Mild Traumatic Brain Injury and Biological Effects of Weak
Electromagnetic Fields
Frank Barnes, Distinguished Professor (Emeritus), Optics, Nanostructures
and Bioengineering, University of Colorado
Multi-disciplinary Analysis of Microwave Induced Sound and Pressure in
Human Heads
James Lin, Professor (Emeritus), Head of the Bioengineering Department,
Director of the Robotics and Automation Laboratory, and Director of
Special Projects in the College of Engineering, University of Illinois at
Chicago
Potential Adverse Effects Following Directed Energy Exposure
Stephanie Miller, Bennett Ibey, and Jason Payne, Air Force Research
Laboratory
12:00 p.m. – 1:00 p.m.

Working Lunch

Session V—Possible Mechanisms of Injury—Chemicals and Toxicants
Moderator
Linda Birnbaum, Former Director, National Institute for Environmental
Health Sciences
1:00 p.m. – 1:30 p.m.

Department of State’s Overseas Integrated Pest Management Program
Claire Huson, Director, Policy, and Special Studies, Department of State’s
Office of Safety, Health, and Environmental Management

1:30 p.m. – 2:00 p.m.

Neurotoxic Agents and Routes of Exposure
Pamela Lein, Professor, Department of Molecular Biosciences, School of
Veterinary Medicine, University of California, Davis

2:00 p.m. – 2:45 p.m.

How to Make a Toxicological Diagnosis
Marion Ehrich, Professor, Virginia-Maryland College of Veterinary
Medicine

2:45 p.m. – 3:00 p.m.

Break

3:00 p.m. – 3:45 p.m.

Organophosphate Intoxication
Nick Buckley, Professor of Clinical Pharmacology, Sydney Medical
School, Australia [via Zoom conference call]

3:45 p.m. – 4:15 p.m.

Committee Q&A

4:15 p.m.

ADJOURN
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VIRTUAL MEETING (ZOOM)
DATA-GATHERING SESSION – OPEN TO THE PUBLIC
2:45 p.m. – 3:30 p.m.

Preparation for Medical Emergencies
Aubrey Miller, National Institute of Environmental Health Sciences’ Chief
Medical Officer and the Head of the National Institutes of Health Disaster
Research Response Effort
Rehabilitation Approach Should Similar Unexplained Health Effects
Occur

3:30 p.m. – 3:35 p.m.

Introduction
Michael Boninger, Professor and Endowed Vice Chair for Research,
Department of Physical Medicine and Rehabilitation, University of
Pittsburgh Medical Center

3:35 p.m. – 4:00 p.m.

Brain Injury Rehabilitation
Ross Zafonte, Earle P. and Ida S. Charlton Professor and Chair,
Department of Physical Medicine and Rehabilitation, Harvard Medical
School

4:00 p.m. – 4:25 p.m.

Vestibular Rehabilitation
Susan Whitney, Professor, Physical Therapy, University of Pittsburgh

4:25 p.m. – 4:50 p.m.

Cognitive Rehabilitation and Cognitive Behavioral Therapies
Douglas B. Cooper, Adjunct Associate Professor, Department of
Psychiatry, UT Health–San Antonio

4:50 p.m. – 5:30 p.m.

Discussion with Committee

5:30 p.m.

ADJOURN
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C
Additional Comments on Directed Radio Frequency Energy
In order to create the Frey effect hearing and sensation of pressure within the head, there are
four distinct steps involving the energy conversion from radio frequency (RF) to acoustic
modalities. First, the RF energy penetrates the skull and couples to the neural tissue as a function of
impedance matching and absorption in the tissue, with penetrations of 2-4 cm for frequencies of
915 MHz to 2.45 GHz (Brace, 2010). This coupling, in turn, creates a rapid oscillation of
temperature changes that leads to a rapid, volumetric thermal expansion and contraction of local
tissues (i.e., the increase in thermal energy causes an increase in kinetic energy of atoms, pushing
against neighboring atoms to create an expansion or swelling in all directions). The oscillating
tissue expansion and contraction launches a thermoelastic pressure wave (Lin and Wang, 2007;
Yitzhak et al., 2009). If operated at the right pulse repetition frequency, the thermoelastic pressure
wave can propagate to and excite the cochlea and vestibular organs at the resonance frequency of
the cranium (Lenhardt, 2003; Yitzhak et al., 2014). Intracranial focusing is possible depending on
the incident angle of the incoming RF radiation. Localization and intensity effects within a room
can be achieved through nonlinear beat wave effects with careful design of the RF source and
antenna. The absence, however, of electromagnetic disruption of other electronics within the
immediate home/office environment suggests an upper bound to the RF energy, with implications
for a potential RF system design. The average power densities associated with some of these
effects (e.g., Frey effect hearing) are so low that they would not disrupt nearby electronics in a
fashion similar to high-power microwaves (HPM) (Hoad, 2007; Jinshi et al., 2008). The lack of
perceptual heating would also rule out other non-lethal HPM systems that have been developed for
crowd control (e.g., Department of Defense’s 95GHz Active Denial System that only penetrates the
skin to 1/64 an inch but heats the skin to uncomfortable levels within seconds) (D’Andrea et al.,
2008; DoD, 2020; Nelson et al., 2000).
It is well-known that the vestibular end organs and regions of the brain involved in
processing of space and motion information may be excited by energy sources other than rotational
or linear accelerations. External sonic, galvanic, and magnetic stimuli are used for diagnostic,
experimental, and therapeutic purposes in neuro-otology and vestibular research such as generating
vestibular evoked myogenic potentials (sonic), investigating vestibular response thresholds
(galvanic), and as emerging therapies for chronic dizziness (transcranial magnetic and electrical
stimulation) (Cha et al., 2013). Clinical observations also suggest that certain patients with
vestibular disorders (e.g., Ménière’s disease) may be susceptible to exacerbations of their
symptoms in response to rapid changes in atmospheric pressure as occur with quickly moving
weather fronts or changes in elevation during air or land travel (Gürkov et al., 2016). However, the
potential for RF sources to stimulate the vestibular end organs via thermoelastic pressure waves or
to excite central nervous system pathways via transduction akin to the Frey effect are not known. If
these effects exist, then a few observations may be made about their potential manifestations. A
thermoelastic pressure wave would be omnidirectional thereby stimulating the vestibular end
organs in a non-physiological manner. This unusual form of vestibular stimulation could lead to
very confusing percepts as central vestibular pathways do their best to resolve the nonphysiological pattern of end organ stimulation resulting in sensations of physically impossible
motions, unexpected reflexive postural responses to them, and faulty inferences about external
60
Copyright National Academy of Sciences. All rights reserved.

An Assessment of Illness in U.S. Government Employees and Their Families at Overseas Embassies

AN ASSESSMENT OF ILLNESS IN U.S. GOVERNMENT EMPLOYEES
forces causing them. Affected individuals could report different sensations in response to the same
external stimulus; thus, immediate reports of affected individuals may not be veridical and
sensations may vary from one individual to another. If a Frey-like effect can be induced on central
nervous system tissue responsible for space and motion information processing, it likely would
induce similarly idiosyncratic responses.
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D
Environmental Chemicals
Environmental chemicals reported to be associated with signs and symptoms similar to
the chronic signs and symptoms observed in Havana patients (pesticides are in italics).
Symptoms

Chemicals Associated with Symptom

Ototoxicity, vestibulotoxicity,
tinnitus, vertigo

Sensorimotor function

Vision

Motor dysfunction
(incoordination, muscle
weakness)

Concentration/memory
deficits

Headaches, fatigue, insomnia

•

•
•
•
•
•
•
•

Organic solvents (benzene-based and aliphatic hydrocarbons,
1,2-dinitrobenzene, toluene, trichloroethylene, xylene)
Nitriles, carbon disulfide, asphyxiants (CO), metals
Organophosphorus pesticides (OPs) and other phosphate-based
chemicals (acute and chronic exposures)
Acute pyrethroid exposure
Quinine (chronic exposure)
Bismuth
Brevetoxins
Pyrethroids
Organophosphorus pesticides (OPs)
Metals (Pb, Cd, thallium)
Acute OP exposures
Chlordecone (kepone)
Carbon tetrachloride, carbon disulfide, 2,5-hexanedione,
methanol (formate)
Quinine
Acute and chronic OP exposures
B-N-methylamino-L-alanine (BMAA), domoic acid, tetanus
toxin
MPTP, ethanol, 3-nitropropionic acid
Carbon monoxide, carbon disulfide, toluene
Metals (Pb, Mn, Hg, As)
Acute and chronic OP exposures
Many pesticides that target neuronal signaling molecules
Metals (Pb, Mn, Hg)
Solvents

•

OPs and pyrethroids

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

SOURCES: Alcaras et al., 2013; Anger et al., 2020; Ashok Murthy and Visweswara Reddy,
2014; Campo et al., 2007; Chen et al., 1991; Choochouy et al., 2019; Crawford et al., 2008;
Dassanayake et al., 2007, 2008, 2009; Dundar et al., 2016; Edwards and Tchounwou, 2005;
Fuente and McPherson, 2012; London et al., 1998; Mont’Alverne et al., 2016; Müller-Mohnssen,
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1999; Pham et al., 2016; Richter et al., 1992; Rohlman et al., 2011; Roldan-Tapia et al., 2006;
Ross et al., 2013; Spencer et al., 2000; Teixeira et al., 2002; Zeigelboim et al., 2019.
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