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EXECUTIVE SUMMARY

I.  GENERAL.  This document provides the Concept of Operations (CONOPS) for Air Force Prevention and Aerospace Medicine (PAM) Teams.  It describes the use, employment, deployment, and redeployment of the PAM Team.  In addition this CONOPS may be used as a guide for validating future PAM Team requirements and revisions to appropriate planning and training concepts.  It focuses on pertinent aspects of capabilities, employment, and interoperability and is not intended to provide minute detail of all aspects of operations.  PAM Teams will be deployed to meet specific requirements for virtually all types of military missions.

II.  DESCRIPTION. The Preventive and Aerospace  Medicine Team is designed to prevent Disease and Non-Battle Injuries (DNBI) which have historically had a significant impact on mission accomplishment in wartime/contingency operations.  The entire team consists of nine personnel and associated equipment, and is composed of three Unit Type Codes (UTCs), FFGL2, FFGL3, and FFGL4.  There is a two person ADVON element consisting of an Aerospace Medicine Specialist and Public Health Officer (PHO).  The ADVON team (FFGL2) will deploy with the lead Wing ADVON team when supporting an AEF or AEW.    The team is designed to travel light and be extremely mobile so it can provide timely preventive medicine requirements to meet the needs of the entire population at the bed-down location. Therefore, the team will require Expeditionary Combat Support (ECS), including access to transportation to accomplish its mission successfully.
III.  OPERATIONS. The ADVON element of the PAM Team is normally the first medical presence at any bed-down location and will arrive in the initial stage of converting the site into a fully operable air base. EMEDS preventive medicine support initially will be provided by the Medical Component of the two person EMEDS Basic ADVON Team FFGL2 (Aerospace Medicine Physician (RAM) and a Public Health Officer.  They must be qualified to evaluate the safety and vulnerability of local food and water sources, perform epidemiological risk assessment, evaluate local medical capabilities, perform vector/pest risk assessment, determine adequacy of local billeting and public facilities, provide medical intelligence, and perform an environmental risk assessment.  They will recommend locations for the medical facilities and address infrastructure needs such as water and waste disposal.  They will provide medical input into the proper lay-down of food, waste, and sanitation facilities at forward operating locations for control of disease vectors.  The complete PAM Team is designed to support a bed-down location up to 10,000 personnel.  Team members are critical in ensuring that the health and safety of the personnel and operating environment is considered in the design, development, and sustainment of the site.  They also ensure that food and water safety is not neglected with potentially disastrous results.  PAM Teams (FFGL2,FFGL3,and FFGL4) will be tasked to support each major OPLAN beddown.  Under the AEF concept, FFGL2 and FFGL3 will be deployed with an Expeditionary Medical Support (EMEDS) Basic Team  to support a deployed AEW or AEG; FFGL4 will be deployed with 10-bed EMEDS (EMEDS+10 bed AFTH) to support the larger population at risk (PAR) in a deployed AEW.  Settings with minimal bed requirements and significant public health challenges my dictate the deployment of FFGL4 to locations without the 10 bed AFTH.
IV.  COMMAND AND CONTROL RELATIONSHIPS.  The PAM Team chief is responsible for all decisions pertaining to the PAM Team.  He/she will report to the Director of Base Medical Services (DBMS) once any level of an Air Force Theater Hospital (AFTH) is established or to the Wing/Group Commander unless otherwise directed by the deployment order.  

V.  INTELLIGENCE/NATIONAL AGENCY/SPACE SUPPORT.  The Medical Intelligence Officer relies on Armed Forces Medical Intelligence Center (AFMIC) and line intelligence personnel for medical intelligence information.  He/she is responsible for disseminating and collecting the medical intelligence information as appropriate

VI.  COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT.  The PAM Team will be equipped with programmable land mobile radios that are compatible with those found on other medical UTCs.  The PAM Team will require phone communications support.  Modern computer systems are essential for the team to accomplish their mission.  Information systems utilized by the PAM Team will have connectivity with the Theater Battle Management Core Systems.  This system will provide the necessary infrastructure for information flow at the base and theater level.  Computer systems used by the PAM Team will be maintained at the user level while in garrison to enhance training, proficiency and currency of data.  Essential assets such as mission designed notebook computers will be handcarried during deployment.  The team must have the capability to electronically collect epidemiological data from deployed medical facilities (AFTHs or Squadron Medical Elements (SMEs)) and electronically transmit it to the AFFOR/SG and the Theater Epidemiology Team (UTC FFHA1) when deployed.  Medical or casualty information can become an operations security (OPSEC) issue when linked to a particular military mission or operation.  While medical information itself may be unclassified, in the context of a mission it should be protected as part of the overall OPSEC program to deny information to the enemy. 

VII.  INTEGRATION & INTEROPERABILITY.  The PAM Team will interact with various  theater medical assets mainly for consultation and reporting.  The team will also establish liaison with sister service’s preventive medicine counterparts.  If co-located with an AFTH or SMEs, the team will establish contacts and information sources to ensure mission accomplishment.

VIII.  SECURITY.  Security will be maintained based on Wing policy at the bed-down location.  Physical security will be provided by ECS to the extent required. Although the medical forces are non-combatants, security for casualties and personnel resources within the immediate area at each PAM site is a medical responsibility.  PAM teams are normally located at secured operating bases where the primary responsibility for base or garrison security is in the host unit/wing.  However, medical personnel may be armed as dictated by the current threat environment, mission profile, and the laws of armed conflict (LOAC) as stated by the Geneva Convention. Accordingly, PAM team members will be trained in the use of small arms. 

IX.  TRAINING.  Training will be conducted prior to deployment to ensure that all team members are completely aware of their contingency role, can operate all team equipment and software, are familiar with roles of all PAM Team members, can cross-cover each other, and can integrate with other EMEDS UTCs.
X.  LOGISTICS.  The PAM Team is designed to travel light and so will be reliant on ECS for virtually all of their basic living and support requirements.  A prepositioned or leased general-purpose 4WD vehicle will be required at the deployment location to accomplish its mission.  Arrangements for shipment of industrial hygiene, water, and/or medical samples must be made early in the deployment.  The team will require timely resupply.

XI.  SUMMARY.  The PAM Team can deploy worldwide to support all types of contingency operations.  The PAM team is designed to travel light to provide timely, critical preventive medicine recommendations to Site Commanders maximizing force performance and minimizing DNBI.

SECTION 1 - GENERAL

1.1.  Purpose:  The Prevention and Aerospace Medicine Team (PAM) provides the personnel and equipment required to prevent aerospace, occupational, environmental, and public health risk factors from having a catastrophic/detrimental impact on mission effectiveness.  The team also recommends strategies to commanders and deployed personnel for countermeasures against environmental and physiological stressors in order to enhance mission effectiveness.

1.2.  Background:

1.2.1.  Diseases and non-battle injuries (DNBI) have consistently impacted the mission capability of fighting forces throughout the world and throughout history.  Physiologic stressors such as heat, cold and circadian rhythm disturbances have negatively impacted human performance.  DNBI mission impact can be minimized through effective preventive medicine programs.

1.2.2.  Air Force preventive medicine personnel have previously been assigned to various increments of the Air Transportable Hospital (ATH).  The primary disadvantage of this concept is that preventive medicine personnel typically arrive at a contingency location after the contracting office has established contracts for housing, food, water, and latrines.  Squadron Medical Elements (SMEs) who have arrived with flying units may be employed independently with little or no coordination.  Placing preventive medicine assets in a separate UTC allows them to be deployed as early as possible to work with Expeditionary Combat Support (ECS) agencies to ensure preventive medicine aspects of food, water, field sanitation, and waste management are considered during the contingency location setup.

1.3.  Threat:  The National Air Intelligence Center-developed “Threat Compendium, Worldwide Threat to Air Bases: 1995-2005,” “Chem-Bio Threat to Fixed Air Bases 1995-2005,” and “Proliferation of Weapons of Mass Destruction DIA,” are the baseline threat references for air base operability.  Because of the wide variety of possible operating locations and potential adversaries, a broad range of air and ground threats can be expected.  These include a mix of tactical ballistic missiles, precision guided munitions, anti-personnel/vehicle mines, chemical and biological weapons, remotely piloted/unmanned aerial vehicles, nuclear radiation/fallout, saboteurs/terrorists, special operations forces, and general purpose offensive ground forces.  The threat to US forces that the PAM team addresses includes a wide range of naturally occurring endemic and communicable diseases.  Also included are diseases introduced accidentally as a result of military operations involving mass transiting of military personnel, civilians, and refugees through areas that may have degraded civil and sanitary infrastructures.  In this setting there is also an increased potential for non-battle injuries.  Additional environmental stressors imposed by 24-hour operations, harsh environmental conditions, and austere shelter and work conditions pose further threats.  These disease and injury threats can be ever present and are not necessarily linked to whether or not combat occurs.

SECTION 2 - DESCRIPTION

2.1.  Mission/Tasks:  The PAM Team’s mission is to identify, monitor and prevent DNBI.  Implementing programs to perform health threat/risk assessment, health hazard surveillance, health hazard control and mitigation of effects can prevent DNBI.

2.1.1.  HEALTH THREAT/RISK ASSESSMENT is the process of recognition, evaluation, and assessment of the health threats, risks, and environmental quality associated with a deployment.  It includes the gathering of medical intelligence data covering endemic diseases, illnesses, local flora and fauna; performance of risk assessments of occupational, environmental, and public health, and nuclear, biological, and chemical (NBC) hazards; performing vulnerability and survivability analyses of food and water systems; evaluating the military threat from conventional and NBC weapons effects; evaluating the public health threat from disease vectors and possible contamination sources as in Military International Quarantine (MIQ) operations; consideration of the local medical capabilities; and tactical positioning and orienting key assets such as medical and sanitation facilities and food and water sources.

2.1.2.  HEALTH HAZARD SURVEILLANCE is the ongoing process of evaluating and assessing aeromedical, occupational, environmental, public health, and other potential hazards to ensure protective measures continue to be effective.  It also includes evaluating and protecting against newly identified health hazards.  This process consists of gathering and analyzing medical intelligence reports and data, disease and injury rates, laboratory analyses results, and epidemiological studies’ findings; performing industrial hygiene (IH), environmental, and NBC monitoring; and performing food, water, and sanitation evaluations.  Disease outbreak investigation capabilities must be available.  Surveillance includes the collection, analysis, and documentation of data necessary for long term monitoring and epidemiological assessment of conditions potentially related to the deployment.  For long term deployments, the team will conduct operationally oriented occupational and ergonomic facility risk assessments.

2.1.3.  HEALTH HAZARD CONTROL AND MITIGATION OF EFFECTS are the actions taken to protect personnel or eliminate/mitigate identified occupational, environmental, and public health hazards.  Prophylaxis and control are accomplished by a variety of measures such as education, immunizations, prophylactic medications, engineering controls, administrative controls, modification of tactics and procedures, the use of personal protective equipment (PPE), critical event debriefings, and re-deployment briefings.  Protection is achieved through a combination of education and training, risk communication, and behavior modification.  Injury control strategies will be developed to include human factor analyses and techniques to aid in mishap prevention.  Clinical, occupational, preventive medicine, aeromedical services, and primary care capabilities are required to diagnose and treat illness and injuries caused by hazardous exposures.  Access to preventive experts and specialized intervention/mitigation teams via high technology communication capabilities are critical to identifying, monitoring, evaluating, and controlling contingency hazards.  The PAM team will also conduct in-theater immunization tracking programs when they are required for ongoing immunization programs at deployed sites.  This team will not store or stockpile vaccines.  Vaccines will be maintained by medical units with refrigeration capability.

2.1.4.  PAM Team and BEE NBC Team Integration.  PAM teams support the entire Aerospace Medicine Program as specified above.  While some tasks listed above are also specified in the BEE NBC Team CONOPS, the BEE NBC Teams focus is that of NBC reconnaissance, analysis, and support of the Survival Recovery Center.  PAM Teams are minimally equipped for NBC reconnaissance; hence, in high threat environments a BEE NBC Team is required.

2.2.  Description/Capabilities:

2.2.1.  The PAM Team consists of 9 personnel and equipment in three increments to provide expertise throughout the spectrum of preventive medicine activities.  The increments can be deployed together or in stages.  The first and second increments provide initial capability and should always be employed when medical support above the level provided by an SME is required.  The third increment provides expanded capabilities and sustainment for extended operations or when the population at risk is between 2,000 and 10,000.  The PAM Team will be deployed at the earliest opportunity as the lead medical unit.  The first increment of the PAM team is designed to deploy with a wing or AEF ADVON element.  For any sustained operation, particularly if numbers exceed 2,000 personnel, all increments of the PAM Team should be deployed.   All members of the PAM Team bring unique talents and experiences to the field; therefore increments should deploy either together or in close succession.   Both the 1st,,  2nd, and  3rd, increment will be equipped for any sustained operation.  The shelter for the PAM Team is with the third increment equipment package, and in situations where it is required the 3rd increment equipment package should follow the 1st and 2nd increment at the soonest possible opportunity.  In certain operations, such as an AEF, only the first and second increment personnel may be needed for the mission.  In this case, a determination must be made as to whether the equipment from all increments is required. For normal AEF operations, the 1st and 2nd increment of the PAM Team can operate out of an EMEDS Basic or air transportable clinic (ATC) in coordination with an SME.  When working with an SME, arrangements must be made in advance to ensure operational and support issues are addressed.   (Note:  This CONOPS refers to the PAM Team as one organic unit consisting of any and all increments of the team which may be deployed to the bed-down location.)  The team equipment for the first and second increment is limited to backpacks that can be carried as professional gear.  The third increment equipment will include a shelter if it is not deployed as a part of an EMEDS + 10 bed AFTH.  A vehicle is required at the deployed location to provide the team with the necessary mobility to carry out its diverse mission.  

2.2.2.  The primary focus of the PAM Team Aerospace Medicine Specialist (48A3) is to administer the base flight medicine, occupational, and preventable communicable disease programs.  This flight surgeon is normally the most experienced/senior flight surgeon at the bed-down location and is specialty trained in Aerospace Medicine.   The flight surgeon implements and directs a coordinated base aerospace medicine program (integrating all SMEs).   He/she is the chief advisor to the DBMS and Wing staff on aeromedical issues.  The primary functions of the Aerospace Medicine Specialist are as follows: 

2.2.2.1.  Establish first contact with local health care authorities, Joint, coalition, and host nation, to arrange cross coverage, evacuation, and referral procedures.

2.2.2.2.   Assess local medical capabilities.

2.2.2.3.  Validate medical intelligence from AFMIC, etc.

2.2.2.4.  Establish contact and access to aeromedical evacuation system and serve as AE consultant to the DBMS.

2.2.2.5.  Provide assessment of local disease threat (with PH).

2.2.2.6.  Recommend and implement medical countermeasures to disease threats.

2.2.2.7. Assess medical aspects of occupational health risk exposures and recommend controls and surveillance measures in conjunction with BEE and PH, including baseline reviews and occupational illness injury investigations.

2.2.2.8.  Conduct on site work area occupational medicine surveys with BEE and PH.

 
2.2.2.9. Assume functional leadership role of SMEs to coordinate a base flight medicine program ensuring comprehensive coverage for all flying missions.

2.2.2.10.  Local POC for the theater AFFOR Chief of Flight Medicine relating to Flight Medicine policy matters.

2.2.2.11. Medical input to the base Disaster Casualty Control Plan (DCCP)/Contingency Support Plan (CSP), developing local plans for aircraft mishap response, and mass casualty response.

      2.2.2.12.  Arrange In-flight Emergency (IFE) coverage.

      2.2.2.13.  Arrange and coordinate aircraft mishap response/investigation.

      2.2.2.14.  Analyze and compile weekly disease reports (with PH).

      2.2.2.15.  Provide medical care to ADVON personnel.

      2.2.2.16.  Medical preceptor for IDMT.

      2.2.2.17.  Accomplish site survey for EMEDS BASIC and AFTHs (with BEE and PH).

      2.2.2.18.  Oversee consolidated SME after action report.

      2.2.2.19.  Brief Operations Group and Squadron commanders on aeromedical mission concerns (with or without Aerospace Physiologist) with input on:


2.2.2.19.1.  Circadian Rhythm/fatigue.


2.2.2.19.2.  G tolerance.


2.2.2.19.3.  Heat/cold stress.

      2.2.2.19.4.  Other aeromedical flying safety issues. 

2.2.2.20.  The Aerospace Medicine Physician and an independent duty medical technician (IDMT, 4F071) provide basic essential medical care early in the deployment for deployed personnel until a Squadron Medical Element, an Air Transportable Clinic, or more definitive medical care such as an AFTH arrives.  Acute ambulatory care can be provided for up to 200 people for up to 5 days; however, no holding capability is present and transportation/evacuation is dependent upon ECS resources.  Trauma stabilization can be provided for two trauma casualties.  Other PAM Team members provide manpower and limited backup medical support of the PAM Team physician and or SME personnel in a casualty contingency.  Once definitive care capability is established, the IDMT can be employed in any of a variety of roles: augmenting public health and bioenvironmental engineering technicians, augmenting SMEs, operating satellite clinics, or supporting detached units such as air base ground defense teams. The Aerospace Medicine Physician is in the first increments and the IDMT is on the second increment of the PAM Team.
2.2.3. A Bioenvironmental Engineer (BEE) (43E3) and two technicians (4B071, 4B051) provide expertise in water quality, water distribution system analysis, industrial hygiene, radiation safety, waste management (biological, refuse, and human waste), hazardous material incidents, and hazardous material management.  The equipment package includes water, soil, air and physical hazard analysis instruments.  A three increment deployment of this element would have a BEE officer (with minimum basic equipment and supplies in the backpacks) arriving first, and the BEE technicians arriving as soon as logistically possible (with all remaining equipment and supplies).

2.2.3.1.  Site Location. The BEE Team: assists the Base Civil Engineer in the selection of the beddown site location; performs source selection and water vulnerability studies to identify potential sources of water system contamination; performs environmental reconnaissance of the site to test for sources of pollution and evidence of field contamination; collects and interprets data to assess adverse health effects on deployed personnel; and identifies local or regional sources of pollution that may impact the deployment site.

2.2.3.2.  Environmental Monitoring.  The BEE Team: collects site samples to establish health risk baseline information on the environmental media (soil, air, water, vegetation, etc.) using relative risk prioritization and risk assessment modeling techniques; identifies requirements for periodic monitoring on the site; and evaluates impacts on health and environment resulting from mission operations.

2.2.3.3.  Hazardous Materials.  The BEE Team: identifies, evaluates, and documents industrial, flightline, and wartime operations where hazardous conditions and materials are present and recommends exposure controls based upon the toxicity and usage of chemicals; develops plans for control and use of hazardous substances; anticipates, identifies, evaluates and performs assessment of engineering and administrative control plans based on medical intelligence information (e.g., ventilation surveys, respiratory protection fit-testing); determines if O2 quality standards are met for Liquefied Oxygen (LOX) systems; recommends the appropriate Personal Protective Equipment (PPE) when engineering and work practice controls are not installed nor feasible to control exposures; evaluates confined space entries and provides necessary monitoring training; measures airborne toxic mixtures in hardened A/C shelters; conducts respirator fit-testing; and monitors indoor air and environmental quality of the shelters.

2.2.3.4.  Radiation.  The BEE Team: assists and advises on monitoring and contamination control actions during nuclear weapons accidents and incidents; establishes an initial contamination control station (CCS); and monitors work areas and personnel involved with the storage, use and disposal of ionizing and non-ionizing radiation sources and generation devices.

2.2.4.  A Public Health Officer (43H3) and two technicians (4E071, 4E051) provide expertise in food inspection, food facility sanitation, medical intelligence, disease and injury surveillance, vector surveillance, field sanitation evaluation, and field occupational health education.  A three increment deployment of this element would have the Public Health Officer (with minimum basic equipment and supplies in one backpack) arriving first, and the two technicians arriving as soon as logistically possible (with all remaining equipment and supplies).

2.2.4.1.  Public Health (PH) team members make appropriate recommendations and/or suggestions to site commanders relating to site selection and preparation.  They evaluate facility placement on the site in relation to the potential for health threats, public health problems, and sanitation concerns.  They ensure potential health threats are an important consideration during the initial stages of the deployment.

2.2.4.2.  PH is responsible for providing medical intelligence and disease surveillance.  They monitor local area disease threats through liaison with other preventive medicine activities in the theater, including host nation, as well as maintaining liaison with other medical intelligence sources.  They develop and maintain a disease non-battle injury (DNBI) surveillance system for the bed-down location.  They analyze and report the data collected.  They ensure vector-borne disease potential is identified and proper preventive measures are recommended.  They identify and report any changes in disease threat and recommend any new preventive measures.

2.2.4.3.  PH ensures food safety at the bed-down location from procurement to consumption.  They ensure food is procured from safe sources, proper storage and handling after procurement, and that food handling during preparation and serving follows principles which decrease the risk of foodborne illness.  They investigate any foodborne illness outbreaks and recommend preventive measures to prevent future occurrences.

2.2.4.4.  PH works with Bioenvironmental Engineering personnel to ensure occupational health prevention programs (including hearing conservation) are developed and maintained throughout the deployment.  They will investigate any potential occupationally related illnesses/injuries and recommend appropriate preventive action.

2.2.4.5.  PH will provide immunization tracking of deployed forces, especially if an on-going immunization program is required in theater.

2.2.5.  Aerospace Physiologist (43A3): The Aerospace Physiologist deploys with the PAM team to provide “real-time” training in theater to cover mission specific warfighter performance threats and other critical human performance issues as determined by local commanders.  The physiologist provides services as an Aeromedical Safety Officer as well as an Aeromedical Life Support Consultant, including the following areas:

2.2.5.1.  Force Protection issues related to human factors and living standards.

2.2.5.2.  Operational Risk Management.

2.2.5.3.  Equipment/Acquisition Management.

2.2.5.4.  Mishap prevention/investigation.

2.2.5.5.  Aircrew/Support Personnel Training.

2.2.5.6.  Life Support/Aeromedical Safety Consultant.

2.2.6.  Incremental Deployment of the PAM Team, if absolutely required, should be accomplished in this manner:

2.2.6.1.  1st Increment: Aerospace Physician (48A3), Public Health Officer (43H3), and basic equipment package (man-portable backpacks derived from column A of the Allowance Standard (AS).

2.2.6.2.  2nd Increment: Bioenvironmental Engineer (43E3A), IDMT (4F051) and a equipment package derived from column B of the Allowance Standard.

2.2.6.3.  3rd Increment: PH Technicians (4E071, 4E051), BEE Technician (4B071, 4B051) and Aerospace Physiologist (43A3), and main equipment package (remaining columns of AS).

SECTION 3 - OPERATIONS

3.1.  Pre-Deployment:
3.1.1.  The PAM Team (equipment/personnel package) UTCs are identified in the unit Designed Operation Capability (DOC) statements and stored at the corresponding CONUS base.

3.1.2.  The PAM Team is exercised and inventoried as part of its maintenance, training and inventory requirements for deployment readiness.  Personnel assigned to mobility positions for the personnel package UTC will be familiar with the PAM Team operation, and its capability. 

3.1.3.  Team members will be thoroughly indoctrinated in the Concept of Operations (CONOPS).

3.2.  Deployment/Re-deployment:

3.2.1.  One PAM Team (one or all increments) is normally deployed for each contingency bed-down location.  A PAM Team is required for all types of contingencies, including combat operations and small scale contingency operations (humanitarian, peacekeeping, joint service exercises, etc.).  The team is designed to support a bed-down location of approximately 10,000 personnel.  The team is deployed as early as possible to assist the BOS in site selection and development to ensure that health and environmental factors are taken into account during this process.  The team is the first medical presence at the bed-down location.  The team is critical to ensure the safe local procurement of food and water sources which must be accomplished as early as possible to free up valuable air lift space.  The team is normally deployed in advance of an AFTH; however, it may be deployed to a location where AFTH support will not be available.  The PAM Team is important during the sustainment and employment phases of all operations to ensure the health and safety of the deployed force. 

3.2.2.  The PAM Team provides preventive medicine programs for the contingency location throughout the contingency and will generally be one of the last medical assets redeployed. 

SECTION 4 - COMMAND AND CONTROL RELATIONSHIPS

4.1.  The PAM Team’s senior officer is the team chief.  The team chief reports to the wing or detachment commander until the arrival of an EMEDS BASIC and AFTH.  The team chief will be the Director of Base Medical Services (DBMS) for the bed-down location, if he/she is the senior ranking medical service officer at the site, until arrival of the EMEDS BASIC and AFTH.  The EMEDS/AFTH commander normally serves as the DBMS after arrival.  The PAM Team chief reports to the DBMS.  Although SME flight surgeons are under the command of their respective squadron commanders, they will be medically supervised by the PAM Team Flight Surgeon who will coordinate their interaction with the medical group and other components of the theater medical system.

SECTION 5 - INTELLIGENCE/NATIONAL AGENCY/SPACE SUPPORT

5.1.  Medical intelligence information is the responsibility of the medical intelligence officer (usually the Public Health Officer).  It is disseminated to line agencies and personnel as prescribed by the DBMS and/or Site Commander’s policy.

SECTION 6 - COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT

6.1.  Communication Systems: The PAM Team is equipped with five programmable Scope Shield land mobile radios.  Radios can be programmed to the same frequency as SMEs and the AFTH by organic programmer capability.  Access to DSN, STU-III, landlines, and secure message center is required to enhance PAM Team efficiency and expedite dissemination of information.  DSN modem access is required to forward medical epidemiological information to the Theater Epidemiology Team and AFFOR/SG.  Information system access will be provided through connection to the Theater Battle Management Core System.

6.2.  Computer Systems: Four notebook computers with CD-ROM drives and data/fax modems, are essential tools for reference sources, disease surveillance, and hazard surveillance documentation.  This hardware also provides communicative ability for reporting and information requests.  A portable printer is required to generate information for dissemination and hard copies of reports.  Ethernet cards provide “real time” reporting to higher staff agencies once the ECS has established satellite communication links.  Software to support applications is under continuing development and revision and will be forwarded to all PAM Teams by ACC to optimize operational effectiveness.

SECTION 7 - INTEGRATION & INTEROPERABILITY

7.1.  The PAM Team interacts with contracting, services, civil engineering, line units and all medical UTCs at the contingency location to ensure effective preventive medicine programs and considerations are in place to minimize mission impact of DNBI.

7.2. Under the EAF Concept, the PAM Team will play a significant role in the medical support of AEFs.  For the AEF mission, the PAM Team must be seamlessly integrated into an Expeditionary Medical Support (EMEDS) package and will work for the EMEDS commander.  EMEDS basic is a 25-person, 3-pallet medical package designed for rapid deployment to support up to 2000 people of an AEW or AEG for 7 days without resupply.  Refer to Annex A for a more complete description of EMEDS.  The FFGL2 and FFGL3 are an integral part of the EMEDS package and will normally be sourced from the AEF Lead Wing.  All personnel of the 25-person EMEDS package should train and exercise together as a team.

7.2.1.  EMEDS preventive medicine support initially will be provided by the Medical Component of the two person EMEDS Basic ADVON Team drawn from FFGL2 (Aerospace Medicine Specialist and the Public Health Officer).  A Bioenviromental Engineer may be substituted for the Public Health Officer if the mission profile dictates.  They must be qualified to evaluate the safety and vulnerability of local food and water sources, perform epidemiological risk assessment, evaluate local medical capabilities, perform vector/pest risk assessment, determine adequacy of local billeting and public facilities, provide medical intelligence, and perform an environmental risk assessment. They will recommend locations for the medical facilities and address infrastructure needs such as water and waste disposal. They will provide medical input into the proper lay-down of food, waste, and sanitation facilities at forward operating locations for control of disease vectors. It is imperative that they work closely with Civil Engineering and Services/Contracting in the initial ADVON survey, lay-down, and food and water contracting.  They must ensure that an adequate site is secured for EMEDS Basic and for future expansion.  The ADVON Medical Element will provide urgent medical care and stabilization of AEF ADVON personnel prior to the arrival of additional medical assets.  The ADVON team will be limited to man-portable backpack kits carried as professional gear.  

7.2.2.  Follow-on preventive medicine support will consist of a bioenvironmental engineering and a 4F051 IDMT within 48 hours of initial AEF ADVON Team deployment.  A 4N051 IDMT may be substituted for the 4F051.  Further preventive medicine support for EMEDS+10/EMEDS+25 bed AFTH will be supported by FFGL4 personnel. 
7.2.3.  Unless the PAM team is deployed independently of EMEDS, the PAM Team equipment set does not need to deploy with EMEDS because all essential PAM team equipment is included in EMEDS Basic, EMEDS +10 bed AFTH, and EMEDS +25 bed AFTH.    The PAM team will operate out of the EMEDS shelter.  Both FFGL2, FFGL3, and FFGL4 can be deployed earlier if scenario dictates.  

7.2.4.  All personnel assigned to EMEDS must be multifunctional and be capable of cross covering other team members and performing other EMEDS tasks.  For example, the IDMT may be required to provide clinical support to the EMEDS clinic.  The primary clinical responsibility of the 48A3 is to direct the operation of the flight line clinic.  He/she will also assist in providing primary care medical coverage at the EMEDS.  The 48A3 will help develop a mass casualty response plan and will normally be the  forward medical on scene commander.  Other PAM team members will be assigned disaster response roles as determined by the EMEDS commander.

7.2.5.  The PAM Team will provide limited NBC detection capability for the AEF when a BEE/NBC Team is not deployed.  All members of the PAM Team should be proficient in NBC detection.

7.2.6.  A PAM Team can be deployed with an Air Transportable Clinic and Squadron Medical Elements to provide preventive and aerospace medicine support at a deployed site where there is no service requirement for surgical stabilization or medical holding (inpatient) capability.  In this case, the surgical and holding support may be readily available from other nearby sources, but not necessarily on the air base.







7.3.  The PAM Team establishes communication/liaison and works in cooperation with other Services’ preventive medicine UTCs.

7.4.  The PAM Team requires 2-way communication with the Theater Epidemiology Team, the Infectious Disease Team (FFHA2) (when deployed), and the BEE/NBC (FFGL1) Team for consultation; in addition, BEE personnel are dependent upon the theater level reference laboratory for technical advice and assistance in shipping samples, obtaining analyses and results, and resupply.  The PAM Team reports weekly DNBI statistics to the Theater Epidemiology Team.

7.4.  The PAM Team establishes a system for gathering all reportable DNBI data with all medical assets at the bed-down location.

SECTION 8 - SECURITY 

      8.1.  Operations:  All aspects of COMSEC and OPSEC are fully implemented and rigidly enforced. 

8.2.  Physical:  In addition to the physical security provided by the BOS, the PAM Team will implement all safeguard measures during THREATCON events.  The PAM Team shelter is not chemically/ biologically hardened.  PAM Team Members will deploy with standard personal protective equipment as directed by the operation order.  PAM team members will be trained in the use of small arms and can be issued small arms for self-protection if required.  PAM Team members must adhere to LOAC requirements.  They can provide protection of medical patients and staff but cannot be used to guard facilities other than medical compounds 

SECTION 9 - TRAINING

9.1.  PAM Team members should attend appropriate USAFSAM or similar courses to prepare them to operate field preventive medicine programs.  Courses include: Global Medicine, Team Aerospace Operational Problems, Bioenvironmental Engineering Readiness, Operational Epidemiology, Contingency Public Health Operations, Chemical Casualty Care Course, Advanced Trauma Life Support, Advanced Cardiac Life Support, and Operational Entomology, and EMEDS Basic course.

9.2. The PAM Team is exercised at least annually, usually in conjunction with the annual inventory.  Cross-functional training includes familiarization with triage and emergency medical procedures, environmental and industrial analysis, and epidemiological investigation and reporting.   When the PAM Team is linked to an AEF, it should exercise with the complete EMEDS team to ensure cross-functionality of skills and integration of tasks.

9.3.  BEE, Public Health, and aerospace physiology staff will have patient care training (CPR, buddy care, patient movement) sufficient to allow them to augment the flight surgeon, IDMT, and other medical personnel in the event of a mass casualty.

SECTION 10 - LOGISTICS

10.1.  The PAM Team is designed to be logistically compact and lightweight to allow early insertion at the bed-down location.  

10.2.  The team is completely dependent upon ECS for all vehicle maintenance, billeting, sanitation, and messing facilities.  They are also dependent on ECS for food and water.  The team has a small generator for emergency power, however ECS is required for day to day power generation (including all fuel requirements).  The ECS should provide an environmental control unit (ECU) as well as all support and maintenance of the ECU. 

10.3.  Immediate transportation is a vital necessity for the team to operate.  The team will require access to a general-purpose rugged terrain vehicle upon arrival.  The team chief must ensure that the team deploys with the necessary financial instrument/forms (IMPAC or AF Form 616) in order to enact an immediate agreement with transportation or contracting.  If these arrangements are not made prior to departure, significant delays in obtaining transportation may result, causing a negative impact to the team’s ability to perform its mission.  For sustained operations, the shelter should be deployed with the third increment equipment package.  In some cases, a second general-purpose vehicle is required once the deployed site has reached full operability.  If the team is deployed without the 3rd increment equipment package, ECS will provide a work space shelter for the team.

SECTION 11 - SUMMARY

The PAM Team can deploy worldwide to support all types of contingency operations.  The PAM team is designed to travel light to provide timely, critical preventive medicine recommendations to Site Commanders maximizing force performance and minimizing DNBI.

GLOSSARY OF TERMS

Abbreviations:



Definitions:

ADVON

Advance Echelon

AFFOR

Air Force forces component of a unified or specified command

AFMIC

Armed Forces Medical Intelligence Center

AFTH


Air Force Theater Hospital

ATH


Air Transportable Hospital

BEE


Bioenvironmental Engineering

COMSEC

Communications Security

CONOPS

Concept of Operations

CONUS

Continental United States

CSP


Contingency Support Plan

DBMS


Director of Base Medical Services

DCCP


Disaster Casualty Control Plan

DNBI


Disease/Non-Battle Injury

DOC


Designated Operational Capability

DSN


Defense Switching Network

ECU


Environmental Control Unit

EMEDS

Expeditionary Medical Support

ECS


Expeditionary Combat Support

IDMT


Independent Duty Medical Technician

IFE


In Flight Emergency

IH


Industrial Hygiene

MANFOR

Manpower Force Element

MEFPAK

Manpower and Equipment Force Package

MIQ


Military International Quarantine

MISCAP

Mission Capability Statement

NBC


Nuclear, Biological, Chemical

OCONUS

Other than CONUS

OPSEC

Operations Security

PAM Team

Prevention and Aerospace Medicine Team

PH


Public Health

POC


Point of Contact

PPE


Personal Protective Equipment

SME


Squadron Medical Element

STU-III

Secure Telephone Unit

THREATCON
Threat Condition

USAFSAM

United States Air Force School of Aerospace Medicine

UTC


Unit Type Code

WMP-1
USAF War and Mobilization Plan, Volume 1, Basic Plan (Annex F, Medical Service)

ANNEX A

EMEDS DESCRIPTION AND SCOPE OF CARE.  The Air Force Theater Hospital (AFTH)  begins with the initial force package (EMEDS) progressing to the fully developed stage of the theater hospital spectrum where significant specialty care capability and intensive care will be available.  These capabilities will be utilized to provide essential care, deferring definitive care to CONUS or supporting theaters.  The role of AFTH is to provide individual bed-down and theater-level medical services for deployed forces or select population groups within the entire spectrum of contingency and humanitarian operations through Major Theater War (MTW).  EMEDS refers to the operational medical support required to sustain a single bed-down to an Air Expeditionary Force (AEF).  This requires bed-down support for a population-at-risk (PAR) between 500 to 2,000 personnel.  Level of isolation and threat at deployed location will determine use of the EMEDS and additional UTCs such as the Air Transportable Clinic (ATC).  The EMEDS/AFTH concept will be employed using pre-positioned or fixed hospitals and deployable tented assemblages.  At the core of a theater health system is the EMEDS, designed to provide forward stabilization, primary care, force medical protection, and preparation for aeromedical evacuation.  These facilities have the capability to provide surgical intervention to casualties as soon as possible following injury.  Geographical positioning of the medical capability to ensure an appropriate time-distance relationship, from anticipated points of illness or injury to treatment, is essential.  The EMEDS and AFTH are composed of Unit Type Code (UTC) building blocks providing personnel and equipment to meet specific operational requirements.  The EMEDS force package can be augmented by additional medical increments to create AFTH expansion and specialty capability.  This combination represents the full spectrum of theater hospitalization.  EMEDS and AFTH equipment may be pre-positioned or incrementally deployed.

OPERATIONS.  The concept of operations for the EMEDS, the first increment of the AFTH medical system, focuses on a modular deployment capability.  One C-130 is capable of moving one complete EMEDS force package.  Planners for EMEDS/AFTH operations need to consider PAR with threat indicators and applicable casualty projection rates.

EMEDS Basic  (AFTH 1st Increment)  

CAPABILITY.
EMEDS Basic provides 24 hour sick call and emergency medical care plus the following capabilities: Medical Command and Control, preventive medicine, trauma resuscitation and stabilization, limited surgery, and primary care, aeromedical evacuation coordination, aerospace medicine, urgent care, dental, and limited ancillary services.  EMEDS Basic provides only limited holding capability of less than 24 hours. Timely aeromedical evacuation support is critical to mission success. 

Casualties will be, in general, received from the local base or forward/less capable facilities. After evacuation from EMEDS to next echelon of care, further evacuation will be determined by theater evacuation policies.  Casualties not likely to be returned to duty will be evacuated IAW theater evacuation policy when stabilized.  A stabilized patient is defined as airway secured, hemorrhage controlled, shock controlled and fracture stabilized. 
MODULAR DEPLOYMENT.

Module 1  The Medical Component of the AEF ADVON team.  Deploys with the initial AEF team.   Comprised of two personnel – an Aerospace Medicine Physician (RAM) and Public Health Officer.  The EMEDS Commander, in consultation with the Aerospace Medicine Specialist, will determine the composition of the Medical ADVON team based on mission requirements, prior to deployment.  Personnel will deploy with professional gear, systems and communications equipment referenced in the Allowance Standard.  This module provides limited aerospace medicine support, primary care, initial site survey, and preventive medicine planning for water, food, and sewage.  The team will coordinate with civil engineering and services squadrons to ensure preventive medicine concepts are included in site bed-down. The ADVON Team will confirm that Expeditionary Combat Support (ECS) has provided generator, ECU, LOX support, water, sanitation and all other appropriate base operating support before Module 3 deploys. Lack of this support could generate an additional airlift requirements and must be reported immediately up the chain of command.

 It is essential for force protection that the medical ADVON team be on the first aircraft.

Module 2  Mobile Field Surgical Team (MFST).  This five-person surgical module of EMEDS Basic arrives with the next increment of personnel. Initial Operational Capability (IOC) will be achieved within 15 minutes of its arrival at the deployed location.  The module provides emergency and surgical trauma care for AEF first deployers during the high-risk period of base build-up.  Shelters of opportunity will be used pending arrival of Module 3.  Personnel deploy with man-portable surgical backpacks and must be in-place on the first day.
Module 3  Remaining 17 Personnel of the EMEDS Basic Package and Three Pallets of Equipment.  These will arrive within 24 hours of the MFST (Module 2).  Full operational capability (FOC) for this module will be within 12 hours after arrival.  As a minimum, the following base support is required during this period (or as soon as possible): Electrical/ground power equipment, communications, fuel and potable water delivery, transportation, security, fire protection and sanitary waste system.  

EMPLOYMENT AND GENERATION/SUSTAINMENT PHASES

AFTH 2nd & 3rd Increments 

The 1st Increment (EMEDS Basic) of AFTH can be rapidly augmented with additional medical capability.  The 2nd Increment (EMEDS+10) will provide 10 inpatient beds resulting in increased capacity and diagnostic capability, maintaining a similar scope of care.  The 3rd Increment (EMEDS+25) of AFTH will increase inpatient capacity to 25 beds and increase the scope of care.

Some theaters may require medical facilities with subspecialty care and large numbers of inpatient beds for locations where no fixed facilities exist.  In this case, it is possible to expand in-place resources with air transportable specialty modules to the capacity required to meet USAF theater requirements. 

AFTH 2nd  (EMEDS+10 bed AFTH) and 3rd  (EMEDS+25 bed AFTH) Increments Full Operational Capability (FOC) will be achieved within 24 hours following arrival at the employment location. 

AFTH commanders must assure medical personnel are trained in forklift operations, and have the ability to establish emergency medical power utilizing generators on the Allowance Standard (AS).  Ground power equipment specialists will be required to connect to commercial power or a base power grid.  In addition, AFTH commanders must assure that the requirements discussed above are coordinated with appropriate agencies prior to deployment.  The goal is to provide sustained quality medical support to deployed forces.
ANNEX B

FLIGHT MEDICINE RECOMMENDED CARRY ON LIST:

References:

AFI 48-123, Medical Standards and Examinations

ACCI 44-151, Medical Deployment Support: 

4Fox SME Protocols; www.sg.langley.af.mil/ACC-SG/divisions/sgo/sgop/FlightMedicine/pi-sme/SME
IDMT Treatment Protocols; Local or Command SGH sections

Flight Surgeons Check List; Society of USAF Flight Surgeons Education and Training Committee, P.O. Box 35387, Brooks AFB, Tx. 78235

Aircraft Mishap Investigation Handbook; Society of USAF Flight Surgeons Education and Training Committee, P.O. Box 35387, Brooks AFB, Tx. 78235

Emergency War Surgery; US Government Printing Office, Washington, DC 20402.

USAF SAM Flight Surgeon Guide,http://wwwsam.brooks.af.mil/af/Products.htm

Medical Management of Chemical Casualties Handbook, Medical Research Institute Of Chemical Defense Aberdeen Proving Ground, MD 21010-5425

Field Management of Chemical Casualties Handbook Medical Research Institute Of Chemical Defense Aberdeen Proving Ground, MD 21010-5425

Medical Management of Biological Casualties Handbook; US Army Medical Research Institute of Infectious Diseases, Fort Detrick , Frederick, Maryland, 21702-5011

Guide to Antimicrobial Therapy (Current); Antimicrobial Therapy, Inc, 5910 North Central Expressway, Suite 1955, Dallas, Tx. 75206.

NBC Battle Chest Digital Training Materials (CD-ROM NBC REFO1, REFO2, & REF03);  NBC Sciences Branch; AMEDDC&S, 3151 Scott Rd, Bldg. 2841, Room 0410, Ft. Sam Houston, Tx 78234-6136

Medical Environmental Disease Intelligence and Countermeasure (CD-ROM DI-1810-207B-97); Armed Forces Medical Intelligence Center, Fort Detrick, 1607 Porter Street, Frederick, MD 21702-5004.

Management of Chemical Warfare Injuries (CD-ROM DN804039DR); Naval School of Health Sciences

Other:

Medical Immunizations Tracking System (MITS); ASIMS file.

Medical Surveillance Theater (MST) ASIMS file

ANNEX C

PUBLIC HEALTH RECOMMENDED CARRY ON LIST:

References:

Control of Communicable Diseases Manual, Abram S. Benenson, Editor, Sixteenth Edition, American Public Health Association, 1995.

1995 (or latest official version) FDA Food Code, US Department of Health and Human Services, 1995.

Current MEDIC CD-ROM, AFMIC, 1997.

AF Manual 161-10, Field Hygiene and Sanitation.

Personal Protective Techniques Against Insects and Other Arthropods of Military Significance, (USAEHA Technical Guide no 174), US Army Environmental Hygiene Agency, Aberdeen Proving Ground MD, 1991.

Medical Management of Chemical Casualties Handbook, US Army Medical Research Institute of Chemical Defense, Aberdeen Proving Ground MD, 1993.

Medical Management of Biological Casualties Handbook, US Army Medical Research Institute of Infectious Diseases, Fort Detrick MD, 1996.

Procedures to Investigate Foodborne Illness, International Association of Milk, Food and Environmental Sanitarians, Inc, 1988.

Navy Medical Department Guide to Malaria Prevention and Control, Navy Environmental Health Center (Technical Manual TM92-1), NEHC, 1991. (if appropriate for area)

Approved Source Listing (if available) for location.  USAREUR Directory of Sanitarily Approved Food Establishments for US Armed Forces Procurement (Europe, Africa, Southwest Asia, and Atlantic locations), USAREUR Circular 40-657, 1997.

Guide to the Salvage of Temperature Abused Food, Natick Technical Report (TR-88), 1989.

Forms:

AF Form 977, Food Facility Evaluation

CDC 52.13, Investigation of a Foodborne Outbreak

MilStd Forms for food establishment approval

CDC 53.1, Viral Hepatitis Case History

AF Form 2453, Tuberculosis Detection and Control Data

AF Form 431, Food Poisoning Outbreak – Individual Case History

DD Form 2341, Report of Animal Bite – Potential Rabies Exposure

Current AFEPL CD-ROM with forms

Other:

Laptop computer with CD-ROM and3½” drive capability, Network card, Battery pack, External mouse,  Software to include:  Office 95/97, ACCESS 95/97, all PH ASIMS programs, MITS, Medical Surveillance Module, Epi Info statistical program, WinZip, Formflow

Box of 3½” discs

Hand held calculator (extra batteries)

Heavy duty flashlight (extra batteries)

All purpose hand held tool (“Leatherman”, “Swiss Army knife”, etc.)

ANNEX D

BIOENVIRONMENTAL ENGINEERING RECOMMENDED CARRY ON LIST:

References:

1996 North American Emergency Response Guidebook (NAERG96); ATTN:  Jacki Love, Rev. 2/96, Office of Emergency Preparedness, 2000 14th Street, NW, 8th Floor, Washington, DC 20009.

1997 TLVs and BEIs; American Conference of Governmental Industrial Hygienists, 1330 Kemper Meadow Drive, Cincinnati, OH  45240-1634.

Air Force Electronics Publications Library CD-ROM; SAF/AAD.

CDC 90750, Bioenvironmental Engineering Journeyman (AFSC 4B051), All Volumes, Extension Course Institute (AU), Gunter AFS AL  36118-5643.

Disease and Environmental Alert Reports (DEAR) CD-ROM; Armed Forces Medical Intelligence Center (AFMIC), Defense Intelligence Agency, ATTN:  DSP-2C, Washington, DC  20340.

Field Management of Chemical Casualties Handbook; Medical Research Institute Of Chemical Defense, Aberdeen Proving Ground, MD 21010-5425.

Hazardous Material Control & Management/Hazardous Material Information System LR; AL/OEMB (Attn:  Anna Willis), 2402 E Dr., Brooks AFB TX  78235-5114.

Medical Management of Biological Casualties Handbook; US Army Medical Research Institute of Infectious Diseases, Fort Detrick, Frederick, Maryland, 21702-5011.

Medical Management of Chemical Casualties Handbook; Medical Research Institute Of Chemical Defense, Aberdeen Proving Ground, MD 21010-5425.

OSHA CD-ROM, U.S. Department of Labor, Occupational Safety and Health Administration, Washington, DC  20210.

Pocket Guide to Chemical Hazards; Centers for Disease Control and Prevention, National Institute for Occupational Safety and Health, NIOSH Publications Dissemination, Division of Standards Development and Technology Transfer, 4676 Columbia Parkway, Cincinnati, OH  45226-9966.

Tri-Service Pollution Prevention Resource CD-ROM; HQ AFCEE/EQ, 3207 North Road, Brooks AFB TX  78235-536

ANNEX E

AEROSPACE PHYSIOLOGY RECOMMENDED CARRY ON LIST:

References:

- Phone numbers/e-mail address for all USAF APU/Hyperbarics units 

- Fundamentals of Aerospace Medicine by Dehart

- AL-TR-93-0022  Spatial Orientation in Flight by Gillingham & Previc

- (Army Field Manual)  AFM 21-10-1  Unit Field Sanitation Teams

- AFMAN 161-10  Fields Hygiene/Sanitation

- ASCC (Air Standardization Coordinating Community) 61/114/16  Prevention of Heat

  Casualties during  Air Operations in hot weather

- Luke and Nellis’s Heat Stress AFI to include Fighter Index

- USAF Physiology Re-engineering package

- ACC/SG – DO Policy letter on Go and No Go Pills

- AFM 22-51 Leaders manual for combat stress control

- USARIEM Technical Note 91-2  Sustaining Health and Performance in the desert:  A Pocket

  Guide to  Environmental Medicine for Operations in SWA

- Staying Healthy in SWA - USA MEDCOM

- Medical Management of Biological Casualties Handbook  2nd Edition – USA

- Medical Management of Chemical Casualties Handbook 2nd Edition - USA

- Field Management of Chemical Casualties Handbook - USA

- Venomous Snakes of the Middle East Identification Guide – DST-1810S-469-91

- USN Dive Manual

- American College of Sports Medicine Exercise Guidelines for Prescription

- USAF Tongue and Quill

- 4 April 97 Beale After Action Report

Other:  Software

- Standardized USAF Physiology Curriculum

- AFPEL

- ACC-EPL

- ACC TRSS NVG / with video

- USAF IRC Program

- Medical Environmental/Disease/Intelligence Countermeasures (DI-1810-207A-97)
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