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EXECUTIVE SUMMARY
I. GENERAL. This document provides the Concept of Operations (CONOPS) for the Air Force Mobile Field Surgical Team (MFST) that is designated by the unit type code (UTC) FFMFS.  It describes the deployment, employment, and re-deployment of this team.  Potential MFST deployments include the full spectrum of deployed Expeditionary Aerospace Force (EAF) scenarios, including humanitarian and civil disaster response operations, small scale contingencies (SSC) and major theater war (MTW).  The MFST will be deployed to meet specific medical requirements related to a mission. This basic source document provides baseline information for team utilization, equipping, future validation, and possible modification.  Additionally, the CONOPS may be used as a guide for validating future MFST requirements and revisions to appropriate planning and training concepts.  It focuses on pertinent aspects, capabilities, and inter-operability. It is not intended to provide minute detail of all aspects of operations.  AETC is the Manpower and Equipment Force Packaging (MEFPAK) System responsible command.  PACAF, USAFE, CENTAF, and SOUTHAF are the primary users of the MFST.  AFSOC employs a SOF MFST, UTC FFQC3.  AETC is MEFPAK for this UTC.  The AFMS provides medical UTCs to support theater requirements.  At execution, command relationships are defined in the warning/execution/deployment order.

II. MISSION DESCRIPTION AND SCOPE OF CARE. The MFST can provide advanced trauma resuscitative surgery (initial effort required to save life, limb or eyesight and to stabilize a patient for transport), nonoperative resuscitation, and emergency medical care of critically ill patients in a dynamic environment.  Thus, can be appropriately employed in any situation where these capabilities are needed. Patients may require additional surgery or critical care once evacuated to a definitive care facility.  The MFST enhances the care of critically injured patients who require stabilization, advanced trauma resuscitation, and surgical intervention prior to transport to a definitive care facility.  The five member MFST manpower package was developed for maximum capability and multifunctionality, and its members are trained to provide a wide variety of non-operative services in addition to the primary role of emergency casualty care.  The MFST’s multifunctional role may provide significant primary care and specialty care for a deployed force including emergency medicine, orthopedic surgery, general surgery and limited aerospace medicine.  The MFST can operate independently for short periods of time in a limited number of scenarios (e.g.,  disaster response), but its full capabilities are realized with medical augmentation.  This UTC augments the Expeditionary Medical Support/Air Force Theater Hospitalization (EMEDS/AFTH) force package, along with other medical resources in austere field settings and in definitive care facilities.  The MFST is designed to be a lightweight, rapidly deployable medical module for provision of advanced emergency medical and surgical care to combat and other casualties.  Historically, 10 to 15 percent of wounded in action casualties require surgical intervention to control hemorrhage and to provide stabilization sufficient for evacuation.  The FFMFS UTC is a basic clinical building block of the 25 member EMEDS Basic force package, which is the first increment of Air Force theater hospitalization.  Geographical positioning of the medical capability to ensure time-distance relationships from anticipated points of injury to treatment is essential. 

III.  OPERATIONS. When postured in a heightened state of deployment readiness, the five-person MFST element can be deployed within two hours of notification.  Initial Operational Capability (IOC) can be achieved within fifteen minutes of arrival at the assigned location.  IOC is defined as the ability to provide emergency resuscitation and damage control surgery.  Shelters of opportunity will be utilized when necessary.  Personnel will deploy with completely man-portable assemblages including five backpacks, two patient litters, and a lightweight one-kilowatt generator.  During employment, the MFST can provide advanced trauma resuscitation, care of critically ill patients, and salvage or damage control surgery to stabilize patients.  The MFST has no inherent medical holding capability, although supplies are adequate to care for several postoperative patients for a limited period of time.  Rapid aeromedical evacuation is critical to mission success.  Casualties will be treated in forward locations or received from forward/less capable facilities.  Evacuation of casualties will be determined by theater evacuation policies.  A stabilized patient is defined as: airway protected, hemorrhage controlled, shock controlled, and fractures stabilized.  Tactical mobility and maximum flexibility are enhanced by the MFST's small number of personnel and minimal equipment.  MFST personnel, equipment, and supplies can be transported by a single High Mobility Multi-Wheeled Vehicle (HMMWV) or UH-60 Blackhawk helicopter or larger vehicle/aircraft.  Once redeployment is accomplished rapid resupply results in team availability for additional missions.  The role of the MFST (FFMFS) as a modular unit deployed with the EMEDS/AFTH is described in detail within the EMEDS/AFTH Concept of Operations (CONOPS).  Air Combat Command (ACC) is the MEFPAK for the majority of EMEDS/AFTH UTCs. 

IV.  COMMAND AND CONTROL. Command and control of medical operations in joint or coalition operations will be defined in the warning/execution/operations order (OPORD).  The unified command surgeon establishes theater medical policy, which is then promulgated through the AFFOR Surgeon to the MFST mission leader.  MFSTs will fall under the Operational Control (OPCON) of the gaining unit that the team(s) will support.  When functioning as a stand alone medical unit (e.g., special operations, humanitarian or disaster response scenarios), the team will operate under the direction of the installation commander or medical command post.  When augmenting an existing medical resource, the MFST will report directly to the senior ranking medical officer.

V. INTELLIGENCE, NATIONAL AGENCY, AND SPACE SUPPORT. Organic support to the MFST will not be required under most circumstances.  The MFST will require host unit support for these functions.

VI. COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT. Deployed MFSTs will utilize host unit support for communication needs.  Short distance communication devices are utilized for intra-team communications, when authorized.  When deployed in conjunction with an EMEDS/AFTH the MFST will deploy with computer(s), which provide word-processing, database management, graphics, and local area network/wide area network (LAN/WAN) interface capability.  Worldwide capable cellular telephone resources may be required for reach back requirements.  Communication resources will be integrated with the Air Force Theater Medical Information Program (TMIP) when the MFST deploys as a module within the EMEDS/AFTH.  The same applies to TMIP resource use by the SOF MFST, as described in the AFSOC Medical CONOPS.
VII. LINE INTEGRATION AND INTEROPERABILITY. Integration of deployed MFSTs is critical for successful medical operations. This may include interface and communication with SOF MFST (FFQC3) in some deployed scenarios.  Integration with the line is necessary for effective expeditionary combat support (ECS) and aeromedical evacuation (AE).  ECS requirements may include, but are not limited to power, messing, water, fuel, billeting, transportation, communication, logistics, and security. Rapid AE is essential to mission success, and MFST equipment and supplies are interoperable with critical care aeromedical evacuation assets. 

VIII. SECURITY. Medical personnel and equipment are non-combatant assets. Medical personnel may be armed as dictated by theater instructions. Security for the MFST and their patients are the responsibility of the host unit.  The medical site assets and patients will be protected as a controlled area in accordance with AFI 31-209, Resource Protection Program.

IX. TRAINING. Training will cover the entire spectrum of deployed medical operations and all phases of deployment, employment, and redeployment.  Maintenance of trauma skills and team training will be incorporated into regular sustainment training at the unit level. MFST training will be coordinated with EMEDS/AFTH training programs and requirements.

X. LOGISTICS.  Medical logisticians, in concert with line and medical planners, should have an adequate knowledge base to predict the acquisition, flow of supplies, and maintenance of War Reserve Material (WRM) that will be required for MFST operations.  This information allows essential strategies to be formulated for ensuring adequate equipment and supplies for deployed MFSTs. Logistic objectives are to reduce the physical footprint for deployment (without degrading medical capability), maintain man-portability and provide a logistics support system to ensure responsive sustainment.  A highly automated and fully integrated logistics system will be used to manage the supply issues. A resupply package identified in the MFST Allowance Standard (AS) allows for the completion of 10 additional operations.  Supplemental supply packages such as the Intravenous Fluid and Advanced Technology Kits enhance the capability and flexibility of the MFST.

XI. Summary.  The MFST (FFMFS) is a lightweight, highly capable AFMS medical package that provides advanced trauma resuscitation, damage control surgery and emergency medical care.  The team members are multifunctional and also provide expertise and support in primary carepreventive medicine, flight medicine and critical care.  The MFST is man-portable and is able to operate independently for brief periods of time or augment and enhance existing capabilities of host medical units.  Force protection is enhanced by inserting advanced technology and emergency medical and surgical expertise in a small forward footprint.  The MFST CONOPS is fully interoperable with the CONOPS for Expeditionary Medical Support and Air Force Theater Hospitalization.

SECTION 1 - GENERAL

 1.1. Purpose: This document provides the CONOPS for the Mobile Field Surgical Team (MFST), UTC FFMFS.  It describes the deployment, employment, and re-deployment of this team.  Potential MFST deployments include the full spectrum of EAF scenarios, including humanitarian and civil disaster response, SSCs, and MTW.  The MFST will be deployed to meet specific medical requirements related to a mission.  This basic source document provides baseline information for team utilization, equipping, future validation, and possible modification.  Additionally, the CONOPS may be used as a guide for validating future MFST requirements and revisions to appropriate planning and training concepts.  It focuses on pertinent aspects, capabilities, and inter-operability.  It is not intended to provide minute detail of all aspects of operations.  AETC is the MEFPAK responsible command for the FFMFS UTC.  PACAF, USAFE, CENTAF, and SOUTHAF are the primary users of the MFST.  AFSOC employs a SOF MFST (UTC FFQC3) for medical support of SOF missions.  The AFMS provides UTCs to support theater requirements.  At execution, command relationships are defined in the warning/execution/deployment order. 

1.2. Background: The Air Force Medical Service (AFMS) pursued the development of a man-portable, rapidly deployed, modular surgical team secondary to recent changes in Joint and Air Force doctrine. The MFST concept was first developed in response to the 1983 Beirut US Marine barracks bombing disaster.  The development of the five-member MFST is closely linked historically with the development of the twenty person Flying Ambulance Surgical Trauma (FAST) team within United States Air Forces Europe (USAFE) in 1984.  The MFST was integrated as a module within the FAST team in 1995 and operationally utilized within the USAFE AOR.  Lessons learned during operations in Grenada, Panama, Iraq, Ecuador, Somalia, and the Balkans have also driven changes in the capability of forward surgical resources.  The ability to provide forward trauma care in a rapid manner was the impetus for change. Additional requirements for the MFST were established when the Air Force Chief of Staff directed a transition to an Expeditionary Aerospace Force (EAF) in 1998.  Subsequently, the development of the Expeditionary Medical Support and Air Force Theater Hospitalization Concept of Operations was directed by the Air Force Surgeon General.  Air Combat Command (ACC) was given the lead in the development of the EMEDS and AFTH in August 1998.  The MFST is the surgical core component of the EMEDS/AFTH system and provides the initial disaster response, trauma surgical capability as well as multifunctional clinical support. 

1.3. Threat: Global Engagement charges Expeditionary Aerospace Forces to be able to rapidly deploy to different parts of the world.  People, systems and facilities of supporting bases are essential to the launch, recovery, and sustainment of aerospace platforms, usually as part of an Air Expeditionary Force (AEF).  Medical services are crucial to base defense and resumption of operations during a wide spectrum of EAF operations.  The National Air Intelligence Center’s “Threat Compendium, Worldwide Threat to Air Bases: 1993-2003,” NAIC-2660f-265-93, 24 Sep 93; and the Air Base Systems, Threat Environment Description,” NAIC-157-664-95, June 1995, are the baseline threat references for air base operations.  Threats can be viewed from a perspective of type of injury as well as types of weapons and personnel or activity.  A basic assumption utilized to develop this CONOPS is the MFST will operate primarily in a low conventional/low nuclear, biological, or chemical (NBC) threat environment when operating independently.  When utilized in far forward locations, the security of the team and patients will be dependent upon the host unit.  Major threats expected during small scale contingencies (SSCs) include terrorism and information warfare (IW).  Deployed commanders must able to protect against terrorist and IW threats.  The expected threats during theater warfare are more diverse.  They include IW and terrorism as well as air-to-surface munitions, surface-to-surface munitions, special operations forces (SOF), and NBC weapons. 

1.3.1. Conventional and Exotic/Unconventional Weapons: These weapons carry the potential to inflict personal injury in the form of trauma of varying degree.  Weapons in this category include precision guided munitions, anti-personnel/vehicle mines, rocket artillery, aerial bombs, unmanned aerial vehicles (UAV), cruise missiles, ballistic missiles, airborne carbon fibers, metal-embrittling liquids, high-power microwave, and directed energy weapons.  Widespread collateral damage is expected with the use of these weapons.  Many of these weapons are subject to use by saboteurs, terrorists, SOF, as well as ground forces.  Effectiveness of traumatic injury therapy is related to advanced diagnostic capability; competent use of equipment, and techniques representative of the current standard of care; medical information access, and rapid AE. 

1.3.2. Weapons of Mass Destruction (WMD): The MFST is not capable of sustained operations in an NBC environment without augmentation by chemically hardened air transportable hospital capability.  The MFST does not provide decontamination or treatment capability in a chemical/biological warfare scenario.

SECTION 2 - MISSION DESCRIPTION AND SCOPE OF CARE
2.1. Mission Description: The mission of the MFST is to provide advanced resuscitative surgery and emergency medical care to injured or critically ill patients in a dynamic environment.  Thus, it can be appropriately employed in any situation where such care is required.  The major cause of mortality following combat injuries is hemorrhage; therefore the more quickly a casualty is resuscitated and stabilized, the lower the mortality and disability and the fewer the complications.  To address this need the MFST enhances the care of critically injured or ill patients who require stabilization, advanced trauma resuscitation, and surgical intervention prior to transport to a definitive care facility.  The MFST can operate independently as a medical resource for limited time periods (48 hours without resupply), or augment existing medical resources in field settings and definitive care facilities for prolonged periods.  The MFST is conceived as the smallest Air Force module for provision of advanced emergency medical or surgical care to AEF casualties.  The five team members can also fulfill multiple functional roles as well.  The MFST UTC is the surgical core building block of EMEDS/AFTH force packages and provides the primary emergency medical and trauma surgery capability.  Geographical positioning of the medical capability to ensure time-distance relationships, from anticipated points of injury to treatment, is essential. 

2.2. Scope of Care: Upon appropriate tasking, the MFST can deploy within a short time period, arrive on location, assess existing capabilities, set up an operating theater and emergency care area utilizing available resources, evaluate and triage casualties, perform advanced resuscitative procedures, select appropriate candidates for salvage/resuscitative surgery, perform appropriate trauma resuscitative surgery, and perform/arrange for post-operative care and aeromedical evacuation (AE).  Examples of injuries/conditions requiring MFST support include: blunt and penetrating trauma to the thoraco-abdominal cavity, extremities, genitourinary system and to the head and neck region.  Multi-system trauma, shock/hemorrhage, respiratory failure, airway emergencies, limb revascularization, stabilization of fractures, thermal injuries, major wound debridement and other emergency care can be performed by the MFST.   The MFST also maintains limited emergency whole blood collection and transfusion capability.  An MFST can provide care for ten damage control surgeries or twenty non-operative resuscitations as a stand-alone medical resource without re-supply.  Initial disaster response and triage are also within the capabilities of the MFST.  When augmenting an existing medical resource, the capabilities are limited to available resources, re-supply and manpower limitations.  Critical Care Air Transport (CCAT) teams  can provide postoperative care and enhance the capabilities and resources of the MFST.  Additionally, when tasked, the MFST can support medical operations directed to the local populace and wounded enemy prisoners of war.

2.3. Team Composition: Each 5 member FFMFS UTC is constructed as follows:

General Surgeon


045S3

Orthopedic Surgeon


045B3

Emergency Medicine Physician
044E3A
Anesthesiologist 


045A3

Operating Room Nurse

046S3

Authorized AFSC substitutions are addressed in Section 3.1.6.

2.3.1.  Scope: The FFMFS UTC functions as an independent medical resource in a limited number of scenarios that may include disaster response, humanitarian assistance, and special operations (in support of FFQC3).  The UTC provides advanced trauma surgical and emergency medical capability to critically ill or injured patients requiring stabilization in far forward locations as well as rear echelon medical treatment facilities (MTF).  Examples of specific missions appropriate for the MFST are:

· Triage/therapy/salvage surgery at air field

· Surgical care of critically injured patients within the AE system

· Surge augmentation of an existing deployed facility

· Ramp up/down phases of classic deployments

· Augmentation of existing resources (military or civilian) in support of civilian disasters
· Mobile forward surgery

· Special operations support 
2.3.2. Limitations: The MFST by nature of its design does not routinely provide definitive care.  The equipment package and supplies allow for predominantly resuscitative damage control surgery.  Weight restrictions limit the amount of crystalloid and blood products available for fluid resuscitations.  The damage control surgery techniques employed by the MFST require rapidly controlled operative interventions and minimal fluid administration until control of hemorrhage is obtained.  Substantial additional crystalloid and infusion capabilities are obtained in supplemental fluid resuscitation modules or kits (nesting boxes) and host unit supplies.  Laboratory data is restricted to a hand held clinical lab analyzer.  Radiographic imaging is limited to abdominal sonography testing for the detection of intra-abdominal fluid when the MFST is deployed independent of an EMEDS/AFTH.  Medications are limited to pharmaceuticals essential for emergency medical care and resuscitative surgery.

SECTION 3 - OPERATIONS 

3.1. General: When postured in a heightened state of deployment readiness, the five person surgical team (MFST) can be deployed within two hours of notification.  Initial operational capability (IOC) can be instituted within fifteen minutes of arrival at its assigned location.  IOC is defined as the MFST’s ability to provide emergency medical and surgical care.  Shelters of opportunity will be utilized if the MFST is deployed as a stand alone capability. Personnel will deploy with man-portable surgical packs. During employment, the MFST can provide advanced  resuscitation and damage control surgery to stabilize patients.  The MFST has no inherent medical holding capability, but is equipped to provide postoperative care to several patients for a limited period prior to the arrival of AE.  Rapid aeromedical evacuation is critical to mission success.  Casualties will be treated in forward locations or received from forward/less capable facilities.  The most frequent deployment of the FFMFS will probably be as the core surgical module of the EMEDS/AFTH.  Evacuation of casualties will be determined by theater evacuation policies.  A stabilized patient is defined as: airway protected, hemorrhage controlled, shock controlled, and fractures stabilized.  Redeployment is accomplished with rapid resupply and availability for additional missions.

3.1.1. Employment Overview: The composition and size of the MFST place it on the most lightweight and mobile end of the spectrum of units in the United States military inventory that are available to provide advanced emergency medical and surgical care.  Rapid mobility and minimal airlift requirements allow the team to reach the area of need and to institute care of casualties before other larger units with surgical or medical capabilities.  The small size of the equipment and personnel package and the limited logistical support required allow the team to comfortably integrate into nearly any type of host medical unit and increase the emergency medical and surgical capability in a modular manner. 

3.1.2.  Independent Medical Operations: In scenarios where the MFST is the sole medical resource, operative capabilities are organic in nature.  Shelters of opportunity will be utilized as an operating theater.  Routine duration of employment will be less than thirty-six hours.  The host unit will provide security, transportation, and potable water.  Rapid AE will be required.

3.1.3. Augmentation of Existing Medical Resource: In scenarios requiring an augmenting role, the MFST will incorporate its medical assets and trauma care expertise with existing medical resources.  The host unit triage officer and the MFST emergency medicine physician will undertake initial evaluation and triage of patients.  Initial stabilization procedures will be performed and appropriate patients selected for resuscitative surgery.  There will be limited postoperative resources available.  Rapid AE may be required.  The MFST’s employment as a module within the EMEDS/AFTH system is an example of augmenting a larger deployable medical resource. 

3.1.4. Augmentation of Definitive Care Medical Resource: In scenarios requiring augmentation of existing definitive care capability, the MFST will incorporate its surgical and emergency medical care expertise within existing medical resources that provide  that care.  Personnel and equipment can be utilized to increase operative capabilities. The MFST will not be limited to resuscitative surgery in this scenario, since available resources and postoperative care allow definitive surgical care to be performed. 

3.1.5. Tasks

3.1.5.1. Specific Tasks: UTC-specific tasks are mission-oriented tasks required to accomplish an assigned portion of the overall mission.  The MFST may be attached to virtually any DoD medical resource,  ranging in size from battalion aid station to AFTH.
3.1.5.2. Mission Leader Orientation: Prior to employment, the MFST mission leader should be oriented, at a minimum, to the following policies and procedures:

· Mission update

· Combat health support issues

· Host nation support

· Local laws and customs

· Threat update

· Security requirements

· Personnel restrictions

· Uniform requirements

· Emergency warning signals

· Geneva Conventions

· Logistics support

· Rules of engagement

· Status of forces agreements

3
.1.6. AFSC Cross Utilization: AFSC cross-utilization for orthopedic surgeons and emergency medicine physicians are not authorized.  AFSC cross-utilization for anesthesiologists is authorized as follows: nurse anesthetist (046M3).  AFSC cross-utilization for operating room nurse is as follows: operating room technician (4N151).  Grade and skill level substitutions are authorized in accordance with AFI 10-403.

3.1.7. Employment Role: The employment role of the MFST is to support contingency operations with rapidly deployable trauma surgical and emergency medical capability that can be deployed worldwide and support the entire spectrum of contingencies from humanitarian missions to MTW.  The goal is to deliver the greatest good for the greatest number, with the highest quality field medical care possible. 

3.1.7.1. Enemy Prisoners of War (EPW): If EPWs are treated by an MFST, coordination with security forces is required to provide guards for prisoners.  Guards assigned to medical prisoners must accompany them to destination MTFs.  Following essential care, EPWs will be transferred to host nation or US Army EPW management authorities.

3.1.7.2. Non-US Armed Forces Life Saving: If a civilian is injured secondary to US Government operations in the area of operations (AO), the theater CINC has approval authority for an MFST to treat the patients. Medical care can be authorized to save life, limb, or eyesight. The local commander, in coordination with the US embassy, may authorize the movement of a patient to the nearest suitable medical facility.  

3.2. Deployment/Re-deployment.
3.2.1. Deployment: When placed in a heightened state of deployment readiness, the FFMFS UTC is deployed to support CINCs and other combatant commanders in the rapid evaluation, stabilization, and treatment of critically ill or injured patients.  If possible, MFSTs will be integrated with gaining elements, including the EMEDS/AFTH at the earliest opportunity.  The short period required from notification to deployment (2 hours) ensures that the FFMFS UTC can meet almost any short notice tasking.  The teams will become part of the gaining medical force package from the time of deployment to the point of re-deployment.  The MFST should be pre-positioned in theater to provide rapid, mobile, man-portable emergency medical and surgical support.  In order to perform optimally, the MFST must remain stationary for at least two hours (length of most damage control procedures) and can not be under direct fire.

3.2.2. Initial Operating Capability (IOC): The MFST personnel and equipment packages are organized in a manner such that set up of equipment and patient preparation can be accomplished in under fifteen minutes.  The team can re-pack its equipment and supplies in thirty minutes and re-deploy to a new location, if necessary. 

3.2.3.  Transportation Requirements: The five-member team and accompanying supply and equipment package (approximately 600 lbs.) can be airlifted in any aircraft down to the size of a C-21 fixed-wing aircraft, or a UH-60 Blackhawk rotary-wing aircraft.  Ground transportation can be accomplished in a single HMMWV, field ambulance or larger sized vehicle. 

3.2.4. Cargo Processing: The equipment package of the MFST is organized such that it can be palletized as personal or professional gear.  It is imperative to mission success that the same carrier transports the MFST personnel and equipment.  The ability to attain an IOC of fifteen minutes is dependent upon the back packs being available to team members immediately upon arrival at the site of operations (i.e. - equipment must be readily available on the same carrier to the team members).  The one kilowatt emergency generator must be physically and administratively prepared at all times for deployment.  At least one member of the MFST must be certified to appropriately prepare the generator as hazardous cargo for transport. 

3.2.5. Weapons Courier/Narcotics Courier Requirements: A weapons courier must accompany any shipment of weapons.  Couriers will be provided with a packet of written instructions regarding enroute security, subsequent storage, and issue at destination sites, and redeployment procedures.  The weapons courier will be fully knowledgeable of all aspects of weapons control to include marking and securing containers, escorting and marshaling, safeguarding en-route, protection at deployed locations, issuance procedures, recovery of weapons issued, packing and marking, and redeployment.  The anesthesia provider will normally be responsible for the security, transport and dispensing of narcotics.

3.3. Mission Planning: Senior medical staff planners must consider the following general factors in developing the plans for employment of the MFST:

· Mission, enemy, terrain, troops, and time availability factors

· The threat, including WMD
· Operational conditions

· Sustainment

· Operational constraints

· Personnel and equipment status of the MFST

· Supply status and resupply options
· Communications status

· Training status

· Patient estimates

· Aeromedical evacuation

· Blood supply

· Required ECS

· Special operations requirements

· Humanitarian assistance 

· Maximum efficient time per patient -- 120 minutes

· Maximum surgical case load per 24 hours – 10 cases

· Postoperative care – limited to a maximum of 6 to 12 hours prior to AE, unless integrated into 





    a larger medical element

SECTION 4 - COMMAND AND CONTROL 
4.1. General:  Command and control of medical operations in joint or coalition operations will be defined in the warning/execution/operations order.  The gaining unified command surgeon establishes theater medical policy, which is then promulgated through the AFFOR Surgeon down to the MFST mission leader.  MFSTs will fall under the OPCON of the gaining unit, which the team(s) will support. When functioning as an independent medical unit, the team will operate under the direction of the installation or other deployed commander.  When augmenting an existing medical resource, the MFST will report directly to the senior ranking medical officer or in accordance with the command and control structure of elements such as the EMEDS/AFTH.

4.2. Local Command Authority: MFSTs will organizationally align, as appropriate, under the command surgeon or senior USAF or DoD medical, or line  commander in theater.  Senior medical commanders will have the intelligence assets to recognize the medical requirements in theater, the transportation assets to get the team to its deployed location, and the broad view that will allow a balance of priorities between the team’s current location and it’s next potential deployment location.  When employed with the EMEDS/AFTH increments, the MFST will integrate into its command and control structure. 

4.3. Multi-National Operations: Command and control of medical operations in joint or coalition environments will be defined in the warning/execution/operations order.


SECTION 5- INTELLIGENCE/NATIONAL AGENCY/SPACE SUPPORT

5.1. Intelligence: Accurate medical intelligence is crucial to threat identification and application of appropriate preventative medicine measures. Prior to a deployment for sustained operations, a deployment brief will be required for the AOR.  During the employment stage of an operation, the MFST will require periodic briefings for their deployed location and for areas they will be transiting while conducting medical operations.  The host unit senior medical officer will coordinate communication of medical intelligence information.

5.2. National Agency: The Defense Intelligence Agency (DIA) and its subordinate organization, the Armed Forces Medical Intelligence Center (AFMIC), the World Health Organization (WHO), Pan American Health Organization (PAHO), and the Centers for Disease Control and Prevention (CDC) are primary sources for current medical intelligence.

5.3. Space: Space derived intelligence, weather updates, and troop movements are examples of valuable information, which is primarily acquired through base support directorates.

SECTION 6 - COMMUNICATIONS/COMPUTER SYSTEM SUPPORT

6.1. Communication Resources: Deployed MFSTs will utilize host unit support for communication needs.  Short distance communication devices are utilized for intra-team communications.  The MFST may deploy with computer(s), which provide word-processing, database management, graphics, and local area network/wide area network (LAN/WAN) interface capability.  The home station MTF or EMEDS/AFTH may provide the computer resources.  Communication and systems resources for the MFST will be compatible with the Air Force Theater Medical Information Program (TMIP).  Worldwide capable cellular telephone resources may be required for reach back capability, but are not normally used in operations other than humanitarian/disaster response due to communications security issues.  The MFST deploys with limited resources and are potentially independent prior to arrival of other USAF resources, making the need for flexible and reliable communication particularly important for mission success. 

6.2. Secure/Non-Secure Communications: The MFST will rely on host unit resources.

6.3. Organic Radios: Non-secure radios may be utilized by the MFST for intra-team communication.  Operation of these devices outside the United States must be approved through the appropriate theater approval authority. 

6.4. Satellite Communications: The MFST will rely on host unit resources.

6.5. Classified Information: Classified information that is not under the personal control and observation of an authorized person is to be guarded or stored in a locked security container.  Host unit resources will be utilized.
SECTION 7- INTEGRATION AND INTEROPERABILITY

7.1. General:  Integration of deployed MFSTs is critical for successful medical operations.  Integration needs to occur with the line for expeditionary combat support (ECS), EMEDS/AFTHs and aeromedical evacuation.  ECS requirements include, but are not limited to power, messing, water, fuel, billeting, transportation, communication, logistics, and security.  Rapid AE is essential to mission success.  The MFST is not capable of furnishing medical supplies and equipment to the patient during the evacuation process.  When supporting an MFST, the AE system must provide all en-route supplies and medical attendants for the patient.  En-route medical needs must be coordinated with the AE system. 
7.2. Interoperability

7.2.1. Aeromedical Evacuation (AE):  The Expeditionary Aerospace Force provides fixed wing, common user aircraft for patient evacuation to support combat arms during contingencies. AE assets will be postured to support the casualty requirements.  Air Mobility Command is the lead MAJCOM for worldwide AE, providing forces and equipment to ensure personnel are organized, trained, and equipped, to perform both the inter-theater and intra-theater AE missions.  The MFST will coordinate via the host unit and the Theater Patient Movement Requirements Center (TPMRC) and/or the Global Patient Movement Requirements Center (GPMRC) to ensure rapid patient flow to appropriate levels of care.  The MFST provides only initial stabilization and resuscitative surgery; therefore, rapid AE support is critical to mission success.

7.2.2. EMEDS/AFTHs:  The FFMFS UTC may be fully integrated into the operations of an EMEDS/AFTH force package.  The FFMFS forms the core surgical module of an EMEDS/AFTH and deploys as the second module of an EMEDS Basic increment (immediately after the EMEDS ADVON Team).  The EMEDS/AFTH CONOPS states that the MFST must be in-place at the deployed site on the first day to ensure adequate disaster response medical capability. 

7.2.3. Joint Operations: When the MFST is deployed with DoD assets other than the USAF, the host unit will coordinate evacuation.

SECTION 8- SECURITY AND FORCE PROTECTION

8.1. Operations: MFSTs will deploy to secure locations. The Defense Forces Commander (DFC) shall be responsible for all security operations, physical security, and force protection issues.  Current threat assessment and threat condition (THREATCON) will drive local security measures. 

8.2. Physical Security: MFST personnel are responsible for following all personal protective measures as outlined in theater security briefings, force protection requirements, and OPORDS.  All MFST members will attend security and antiterrorism training when available.  Defense Forces Commander and security forces will provide technical advice and recommendation to MFST personnel, as requested. MFST team members may be issued weapons when authorized by the host unit commander. 

SECTION 9 - TRAINING

9.1. Training: Initial training for personnel assigned to the FFMFS UTC will be coordinated by the Air Education and Training Command (AETC) and fully integrated with other medical readiness training such as that for the EMEDS/AFTHs.  Training will be provided to individuals, with priority given to those UTCs scheduled to be the first to deploy.  Maintenance of clinical skills and team training will be incorporated into continuous and annual sustainment training programs at the unit level.  All assigned MFST members must participate in this training.  Any formal training associated with the EMEDS/AFTH or other gaining medical units will be accomplished.  Training may be conducted in conjunction with sponsored local training or in conjunction with operational deployments.  Joint training is encouraged to foster effective operational relationships and to enhance capabilities of each service’s deployable medical assets.  Joint activities for the FFMFS UTC may include experiences at the Joint Trauma Training Center (JTTC) or Joint Readiness Training Center (JRTC).  Personnel assigned to FFMFS UTCs should be familiar with all MFST operations and equipment. MFST personnel will also require a detailed knowledge of EMEDS/AFTH operations. The roles of individual members will expand and they must become multi-functional during EMEDS/AFTH deployments as defined in the EMEDS/AFTH CONOPS. 
9.2. Ancillary Training: MFST members should complete additional training prior to deployment. Weapons training, driver’s training for military vehicles, land navigation, communications, and NBC defense training are required.  All physician members of the MFST must be current in Advanced Cardiac Life Support (ACLS) and Advanced Trauma Life Support (ATLS).  Nurse members of the MFST should be trained in ATLS, ACLS, and Trauma Nurse Casualty Course (TNCC).  Surgical technicians should complete ACLS, ATLS, and/or DHTLS.  Combat Casualty Care Course (C4) and additional chemical biological warfare courses are strongly recommended.  Physician members of the MFST are encouraged to attend the Aerospace Medicine Primary (AMP) course.  All MFST members are encouraged to attend the CCAT course. 
9.3. Medical Readiness Training: Training will be IAW AFI 41-106, Medical Readiness Planning and Training, and will cover the entire spectrum of deployed medical operations and all phases of deployment, employment, and redeployment. Units tasked to support MFSTs will tailor training to reflect the wartime mission for which the unit is tasked in the respective OPLAN.  MFSTs assigned to EMEDS/AFTHs will be fully integrated into the EMEDS/AFTH training program. 

9.4. Team Training on Equipment: The MFST equipment package will be assembled annually for inventory, preventive maintenance of equipment, and team training as part of maintaining overall mission readiness. 

SECTION 10 - LOGISTICS
10.1. MFST Support Requirements: The gaining unit, often an EMEDS/AFTH increment, will be responsible for coordinating or providing all required support for the MFST including power, security, billeting, rations, shelter, water, transportation, communication, re-supply of medical items if available, and any other items determined necessary for the MFST to accomplish its mission. 

10.2. War Reserve Material (WRM): The objective of the medical WRM program is to identify, acquire, pre-position, and maintain the materiel needed to support the forces and missions specified in Defense Planning Guidance and contingency plans.  AF Manual 23-110, AF Medical Materiel Management System (Volume V), provides guidance for WRM assets, outlining when commanders may loan and use WRM assets.  WRM program authorizations are published annually by HQ USAF/SG in the Medical Resource Letter, which contains personnel and equipment UTC taskings and storage locations.  Medical materiel for MFST deployable assets will be identified in the MFST Allowance Standard (AS).

10.3. Equipment:  MFST packages are designed to be man-portable.  Each set of five backpacks is designed to carry a part of the capability to treat critically ill or injured patients. All five backpacks are required for the team to function.  Additional equipment that is included with every MFST includes two folding litters and a one kilowatt emergency generator.  Packing lists for the backpacks are provided in Attachment 1.  Personnel and MFST equipment (backpacks) should be deployed together in the same carrier to ensure IOC timelines can be met.
10.4. Personal Equipment: The MFST is expected to function in all but the most extreme environmental conditions.  Personal equipment items should be provided at home station IAW AFI 10-403, Deployment Planning, AFMAN 23-110, USAF Supply Manual, and MAJCOM policy. 

10.5. Storage Requirements: MFST assets are stored in a “ready” mode for rapid deployment.  At a minimum, storage facilities will provide security and adequate environmental controls to prevent damage or loss of potency to dated and temperature-sensitive material.  All surgical instrumentation will be stored in a ready to use condition (sterilized).  All battery-operated equipment will be continuously charged so that they are operational upon notification of the warning order.  The one kilowatt generator will be stored in a condition ready for deployment (drained, purged, and completed HAZMAT documents). 


10.6. Supplies: Each MFST set is designed to provide single mission support for up to ten damage control surgeries or twenty non-operative resuscitations.  The design and portability of the team does not allow for compressed gas resources.  There are significant limitations in the amount of crystalloid resuscitative fluids that can be carried and supplemental supply kits include a substantial amount of additional resuscitative intravenous fluids.  The support or gaining unit, in accordance with the principles of Agile Combat Support (ACS), will coordinate MFST re-supply.

10.7.  Supplemental supplies: Mission-specific supplemental packages have been developed. These equipment packages will enhance the capabilities of the MFST but will add additional equipment weight that may limit man-portability.  An Advanced Technology Kit will include a field ultrasound machine, clinical lab analyzer, transport mechanical ventilator, laptop computer, and patient monitors. An intravenous fluid kit will include crystalloid fluid and emergency blood collection/transfusion supplies. These supplemental kits can be deployed with the team as projected by mission planning. 
10.8. Biomedical Equipment Maintenance: MFST medical equipment maintenance is provided on site at the operator level only, unless the team is deployed with a larger medical unit such as the EMEDS Basic.  Equipment repairs beyond the capabilities of the operator will be managed by priority equipment replacement, or in larger medical force packages, by a Biomedical Equipment Technician. 

10.9. Sustainment: A logistics reach back capability will be established for both sustainment and new materiel.  Line item requisitioning capability will commence within 24 hours after arrival. 

SECTION 11- SUMMARY

11.1. Summary: The MFST Team (FFMFS) is a lightweight, highly capable AFMS medical module that provides advanced trauma resuscitation, damage control surgery and emergency medical care.  The team members are multifunctional and also provide expertise and support in primary care, preventive medicine, flight medicine, and critical care.  The MFST is man-portable and is able to operate independently for brief periods of time or augment and enhance existing capabilities of host medical units.  Force protection is enhanced by inserting advanced technology and emergency medical and surgical expertise in a small forward footprint.  The MFST Team CONOPS is fully interoperable with the CONOPS for Expeditionary Medical Support and Air Force Theater Hospitalization.
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Attachment 1

Mobile Field Surgical Team 

Backpack Inventory List

Pack  1: (OR Element )

Top Flap:
Leather work gloves
1 pair



  
Trauma scissors
1 pair





Laminated inventory cards
1 set





AA batteries, alkaline
4


Surgical Floor (plastic tarp)
1



Main:
Protective Eye wear
1 pair





Surgical apron, vinyl
1





Vortec headlight with batteries
1





Headlight bulb
1 bulb





Impervious Split Sheets
2 drapes




Suture pack
1 pack





Surgical sleeves
10 sleeves (single)




GIA staplers (75 mm, vascular)
2 staplers




Stapler reloads, vascular
10 reloads



    
Chest tube / Trach set
1 set (2nd set in Pack 4)

   
Suction machine, with case
1 machine




Extra suction canister
1

Vascular Balfour retractor
1





Basic OR instrument set *
1 set (2nd set in Pack 2)


Lap sponges
5 packs





Impervious Split Sheets
10 sheets



Bottom:
Sterile gloves, size 7½
10 pair




Sterile gloves, size 8
10 pair





Yankhauer suction tips
15 suction tips




Suction tubing
2 packages



ACE bandages ( 4” )
6 rolls





Nonsterile gloves
1 box (in bag )




Kerlix rolls
10 rolls





Field dressing  (large)
5 dressings




Field cravats
5 cravats





Connectors (5-in-1), sterile
5 connectors, individ. Pkgd.

Left Side:
Betadine solution, 1 qt bottle
1 Bottle





3% NaCl, 500 cc
2 Bags





Hespan, 500 cc
3 Bags



Right Side:
Bovie tips
10 tips




Bovie handles
5  handles





Eye patches
5 patches





Fox eye shield
5 eye shields



Eye shield garters
5





A-33 disinfectant agent
20 packets, in double ziploc


Scrub brush, heavy
2 brushes


Hespan, 500 cc
1 Bag



Pack 2: (General Surgery Element)


Attachment 1


Top Flap:
Leather work gloves
1 pair



  
Trauma scissors
1 pair





Laminated inventory cards
1 set





MFST Op Records
20 records





Protective Eye wear
1 pair





Surgical apron, vinyl
1




AA batteries, alkaline
4

Main: 
Vortec headlight
1





Surgical sleeves
10 sleeves





Finochetto rib spreader
1 retractor





Propaq 106EL
1





Propaq adapter
1


Propaq BP cuff
1


Propaq monitor wires
set, as below



BP tubing
1




ekg leads
1 set



oximeter probe & wire
1


Sterile gloves, size 7½
10 pair





Sterile gloves, size 8
10 pair





Suction tubing
2 packages





Basic OR instruments *
1 set (2nd set in Pack 1)



Suture pack
1 pack


(attached list)

Bottom:
Steel Basin (deep)
2 basins





4” x 4” nonsterile gauze
1 large package




Surgical razor
6 razors





Ampicillin / sulbactam
2 boxes  (20 vials)




Gentamicin, 80 mg vials
2 boxes  (50 vials)




Bacitracin ointment
5 tubes





Genoptic ointment
5 tubes





Pen lights
6 lights





Impervious Split Sheets
10 sheets





Gigli saw blades
6 blades





Sulfadiazine cream
1 jar





Vicryl mesh, large
2 sheets                    


Left Side:
Lap sponges
5 packages





Rubber bands
1 bag





Safety pins
1 bag



Right Side:
Face masks
30 masks (1 bag)




Handwash lotion, Calstat
2 bottles




 
Vionex Handwipes
250 pads


3% NaCl, 500 cc
2 Bags





Pens, black, ball-point
4 pens




Markers, black, impervious
4 markers



Pack 3: (Orthopedic Surgery Element)
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Top Flap:
Leather work gloves
1 pair



  
Trauma scissors
1 pair




AA batteries, alkaline
4


Laminated inventory cards
1 set


Main: 
Protective Eye wear
1 pair




Surgical apron, vinyl
4



Vortec headlight
1




External fixation sets
4 basic sets

 

Ex fix, including pelvis
3 advanced sets


 
(Pleurevac) Autotransfuser bag
4 bags




(Pleurevac) Autotransfuser frame
1 frame


Kerlix rolls
10 rolls




Bone set *
1




Leibzke knife
1




Mallet
1




Hudson brace set, with Jacobs chuck **
1 set

 

Jacobs chuck adapted to drive Ex Fix pins

 
Impervious Split Sheets
10 sheets



 
Femoral traction set
1


Universal Splint
3 rolls

Bottom:
Steel basin (deep)
1 basin




2” silk tape
10 rolls




Bulb syringes
5 syringes




Lap sponges
10 packages



Field dressings, large
5 dressings                      


Plastic bags, large (garbage)
20 bags



 
Plastic bags, 1 gallon (Ziploc)
10 bags




Space blankets (small)
10



Left Side:
3% NaCl, 500 cc
2 bags



Pressure bags
2 bags




Hespan
4 bags (500 cc bags)


Right Side:
Surgical sleeves
10 single




Betadine solution, 1 qt bottle
1 bottle



* Detailed list for Bone Set - attached

** Detailed list for Hudson Brace Set - attached
Pack 4: (Emergency Medicine Element )



Attachment 1
Top Flap: 
Leather work gloves
1 pair



  
Laminated inventory cards
1 set




RIC catheter
2




AA batteries, alkaline
4

Main: 
Protective Eye wear
1 pair




Surgical apron
1



Vortec headlight
1




Chest tube / tracheostomy set
1 set  (2nd set in pack #1)

Clipboard
1




Bovie unit, with case
1 unit




Power cord, 3 sockets
1 cord




Surgical Sleeves
10 single sleeves



DPL catheter
3




Trauma Vest (inventory attached)
1


Bottom:
Fogarty catheters, #3
3 catheters




Foley collection bags
5 bags




Bovie pads
5 pads




Chest tubes, 36 Fr straight
10 tubes




Foley catheters , 18 Fr
12 catheters


Chest tube connectors (5-in-1)
5 connectors



3% NaCl
4 bags (500 cc bags)



Hespan
4 bags (500 cc bags)



Nonsterile gloves, large
1 box




Fanny Pack (inventory attached)
1


Left side:
Heimlich  Valves
10 valves




Hespan
4 bags (500 cc bags)


Right Side:
3%  NaCl, 500 cc
2 bags
 



Penrose drains, 1/2”
10 drains




Vascular shunts:






-Sundt, large, heparin bonded
5 shunts




Vascular grafts:



-PTFE, 8 mm
2 grafts





take PTFE grafts out of original package, resterilize in soft wrap.



-Hepatic graft, large, Argyle
1 graft



Trauma Vest Inventory (Pack 4) 



Attachment 1



Index #:

Rt. Large Pocket:



Laryngoscope handle
1



Laryngoscope blades



Miller
2


                                    Sz 2                                              1



                                    Sz 3
1




Mac
2




    Sz 3
1




    Sz 4
1



AA batteries
4



Laryngoscope bulbs
2


   
Magill forceps
1



Stylet
1



Endotracheal tubes



6.0 CUFFED
1




7.0 CUFFED
1



Betadine prep solution, 4 oz
1



Chest Tube Set
2 sets, each contains:



Kelly, 9”
1




Scalpel, # 10
1




Heimlich Valve
1




0-Silk on Keith needle
2




4x4 gauze  pad
1




petrolatum gauze 3X3
1




Chest tube, 36 Fr
1


          
Cricothyrotomy set
1 set, contains:



Crile, 5”
1




Scalpel, #11
1




Shiley Trach tube, #6
1

Rt. Large Pocket, Outer Flap


Trauma scissors
1 pair


Rt. Central Velcro Pocket:


Lidocaine 1%, 50 cc vial
1



Epinephrine 1:1000, 30 cc vial
1



Atropine 0.4 mg/cc, 20 cc vial
1



Succinylcholine (Flow Pak) 1gm
1



Ketamine 100mg/cc, 5 cc vial
1


Rt. Breast Pocket:

Betadine pads
20



Alcohol prep pads
20


Syringe 10 cc
5



Syringe 5 cc
5



Syringe 1 cc
5



Needles, 18 ga
15



Needles, 25 ga
10

Rt. Center Pocket:


BP cuff
1



stethoscope
1


Left Lower Pocket:


Surgilube packets
15


Attachment 1


Oral airway
4

                                 Sz 90mm                                       
4



                                 Sz 100mm
4



Nasal airways:





     Nasal trumpet Sz 7
4




Nasal trumpet Sz 8
4



     Nasal trumpet Sz 9
4



Endotracheal tubes



6.0
1




7.0
5


 
Cricothyrotomy set
1 set, contains:



Crile, 5”
1




Scalpel, #11
1




Shiley Trach tube, #6
1

Left Middle Pocket:


Disposable gloves MED
10 pr



Sterile gloves, 7½
2 pr



Field dressing 7½” X 8” (small)
1


Left Upper Pocket:


IV angiocath 14 ga
10



IV angiocath 18 ga
10



Heparin lock cap
5


Left Lateral Small Pouch


4” ACE wrap
1


Rt. Inside Lower Pocket:


IV tubing
2


Rt. Inside Upper Pocket:


4” ACE wrap
1



Cravat
4


Left Inside Lower Pocket:


Field dressing, 11 3/4x11 3/4 (large)
1



4x4 gauze pad
10


Left Inside Upper Pocket:



0.9% saline, 100 cc bag
1




0.9% saline, 50 cc bag
2


Fanny Pack Inventory (Pack 4) 

Central Compartment:


Ambu bag, mask
1



Left Pocket:


Vecuronium, 10 mg vial
3




with diluent



Succinylcholine (Flow Pak) 1gm
1 vial


Right Pocket:


Ketamine, 100 mg/5 cc
5


Pack 5: (Anesthesia Element )



Attachment 1
Top Flap:
Anesthesia records

25


AF form 600

15


Laminated inventory cards

1 set

Laryngeal mask airway

1

RIC catheter

2
Main:
Ohmeda Universal PAC with instructions
1
inflating bag is packed in top of compartment.)



(Vaporizer wrapped in foam eggcrate)


Anesthesia masks



Adult sized mask  (supp. w/ vaporizer)
1



Nondisposible Black Rubber Mask (size 3)
1



Nondisposible Black Rubber Mask (size 4)
1


Ambu self inflating bag and valve

1


Replacement valve for Ohmeda

2


Pulse Oximeter, w/ case

1



"Y" type blood tubing with hand pump

15




(sets of 5, packed in each of 4 zip-lock bags)


Blood pressure cuff extra large (thigh cuff)
1


Nelcor Pulse Oximeter Probes (disposable)
5/90



EKG pads

60



Nelcor End Tidal CO2 Detector

10/96



Syringes


30 cc

5




10 cc

15




60 cc catheter tipped syringe

2




1 cc syringe with 25 ga, 5/8 inch needle
10



Needles


18 ga

50




22 ga "B" bevel

10




Spinal needles, 22 ga long

10



Airway Supplies



6.0 ET tube  (cuffed)

5




7.0  (cuffed)

10




8.0  (cuffed)

10




Mallinckrodt ‘satin slip’ intubating stylet
1




Eschmann stylet

1




Stubby Handle laryngoscope

1




 (with 2 AA batteries, pack w/ batteries not installed)


Miller, size 3

1




Mac, size 3

1



IV Supplies


IV extension set with stop cock

20




Alcohol pads

60




Penrose tourniquets

3




14 ga short

20




14 ga long IV cath

10




16 ga IV cath

5




18 ga IV cath

10



CPDA-1 single use blood bags 

12

Main (ctd.):
Metal Tubex syringe holder

1



Laryngoscope bulbs

2



AA batteries (pulse ox, laryngoscope x-tras)
10



1 inch tape

6



Airlife oxygen tubing (7 ft. vinyl tipped)

2



Green "Xmas tree" oxygen tubing connector
2



White “football” oxygen tubing connector
2



Pen light 

2



Tongue depressors sterile

20



Oral airway 



size 90 mm 

2




size 100 mm

2



Salem sump tube (18 Fr)

10


Yankhauer suction tip (disposable)

3



Endotracheal suction catheter (18 Fr.)

5



Disposable latex gloves med.

40/100



Black ink pens

3



Black felt tip marker

1



Gauze 4x4 sterile

1 pkg.



Isoflurane, 100 cc bottles

6



Induction Agents



ketamine 100 mg/cc, 5 cc vials

5




Scopolamine

5



Relaxants



Succinylcholine Powder, 1000 mg

3




Normal Saline, 50 cc bags

3




Vecuronium 10 mg with sterile water 10 cc
5



Reversal agents



Neostigmine 10 mg vials

3




Glycopyrrolate 1 mg vials

10



Local anesthetics



Lidocaine 2% MDV, 20 cc vials

4


Emergency drugs



Atropine .4 mg/cc 20 cc MDV

2




Epinephrine 1:1000 1 mg/cc, 30 cc MDV 
1



Other drugs



Droperidol 12.5 mg/5 cc ampule

2



Sterile water 20 cc multi-dose vials (plastic)
10




Zantac 25 mg/cc, 6 cc MDV

3




Reglan 10 mg/2 cc

10




Heparin, 1000U/cc, 10 cc MDV

1




Benadryl 50 mg/cc, 10 cc MDV

1




Albuterol inhaler

1




Decadron 20 mg vials

3/25

Main (ctd.):
Contained in Black padded nylon box:



Attachment 1



Haloperidol 5 mg/cc ampules

5/25




Naloxone .4 mg/cc ampules 

5/25




Ephedrine 50 mg ampules

5/25




Neosynephrine 10 mg ampules

5/25




Levophed, 1 mg/cc in 4 cc ampule

1




Toradol 60 mg tubex syringes

10




Spinal marcaine .75% hyperbaric ampules
5




Bupivicaine .5%, 50 cc vials

5




(for nerve blocks)


Miscellaneous drugs 


2% xylocaine jelly

1



Tincture of Benzoin 

1 pt


Surgilube

40 packs


Bottom:
Vortec headlight

1



AA batteries, alkaline

4


Narcotics and Controlled Drugs - these are stored in Narcotics Box. 
Must be checked out from Pharmacy at time of deployment





Morphine 10 mg/1 cc vials

50



Fentanyl 5 cc ampules

10




Versed 5 mg ampules

10




Sodium pentothal (500 mg kit) 

5



Auto injectors for team:  These drugs are disbursed to the team.  


padded boxes labeled MFST 1-of-2 and 2-of-2



2-Pam CL  

15



atropine 

15



diazepam 

5



pyridostigmine blister packs 

5

Right:
"Y" type blood tubing with hand pump

5




(sets of 5, packed in each of 4 zip-lock bags)


Hespan, 500 cc bags

2



Leather work gloves

1 pr


Left:
Left pocket contains Quick Start setup, to begin first case

Attachment 1


Trauma scissors

1 pair

Stubby Handle laryngoscope

1




 (with 2 AA batteries, pack w/ batteries not installed)

Miller, size 2

1


Mac, size 4

1


ET tube, size 8.0

1



Mallinckrodt ‘satin slip’ intubating stylet
1




IV start set



Alcohol pads

15




Penrose tourniquet

1




16 g angiocath

1




18 g angiocath

3



Hespan, 500 cc

1



“Y” Blood tubing

1



Succinylcholine Flowpak, 1000 mg

1



Atropine, 20 cc vial

1



Ketamine, 100 mg/cc, 5 c vial

1



NS, 50 cc

1



Stethoscope

1



Skin temp stickers

10




Precordial stethoscope (medium)

1



Precordial stickers

12/100


Foam ear piece

2/100


Three-way stop cock

2



Mini-Stim II nerve stimulator (w/ 9 v battery)
1




(include balls for nerve stimulator)


Spare battery (9 volt transistor)

1



Small bandage scissors

1



Drug labels

15


Oral airway, 100 mm

1



Nasal trumpets 



size 7

1




size 8

1




size 9

1



Tongue depressors sterile

2



MacGill forceps

1



Bulb syringe (Yankhauer tip)

1

PACKED IN SURGEON’S  BAG (Bag 2)

Propaq 206EL  and accessories 

Basic Instrument tray, General Surg



Attachment 1

(2 sets per team - located in Packs 1 and 2)

Use smallest pan that can hold the instruments
String on instrument fork: 


Curved Mayo scissors
1


7” Stevens scissors

1


7” curved Metzenbaum scissors
1


9” curved Metzenbaum scissors
1


12” curved Metzenbaum scissors
1


7” Mayo needle holders
2


9” DeBakey needle holder
1


9” straight Coarctation clamp
1


10” curved Glover

1


8” curved DeBakey clamp
1


9” Schnidts


2


7” Right angle clamp
1


9” Right angle clamp
1


12” Right angle clamp
1


7 1/2” tonsil clamps
2


6” Alice clamps


2


10” Alice clamps

2


8” Babcock clamps

2


5” curved Crile clamps
4


6” curved Kelly clamps
6


9” curved Kelly clamps
4


#3 knife handle, standard
1


#3 knife handle, long
1


7” DeBakey pickups
2


12” DeBakey pickups
2


5” Rat tooth forceps
2


Bonnie forceps


1


Adsons with teeth

2


Gigli saw handles

2 (one pair)


DeBakey bull-dog vascular clamps, curved
2


Bottom of pan:

Small malleable retractor
1


Medium malleable retractor
1


Large malleable retractor
1


Small Richardson retractor
1


Large Richardson retractor
1


Wheitlander self-retaining retractor
2


Ortho instrument tray



Attachment 1

(one set, located in Pack 3)

Gigli saw handles

2 (one pair)


Freer elevator


1


Key elevator


1


#3 Curette


1


#5 Curette


1


pliers


1


Kleintert-Kuntz rongeur
1


#3 knife handle


1


5” Rat tooth forceps
2


Chest tube / Tracheostomy set:

(2 sets per team - located in Packs 1 and 4)
Place in Kim wrap: 


Sarot clamp (Miltex)
1


5” Crile clamp


1


7” Metzenbaum scissors
1


5” Rat tooth


1


7” Mayo Haeger needle holder
1


#3 knife handle


1


#10 blade


1


Hudson Drill set:

(one set, located in Pack 3)

Place in Kim wrap: 


Hudson brace drill

1


Jacobs chuck


1


Jacobs chuck key

1


Hudson extension

1


Skull perforator bits (oval and round, 1 ea.)
2


Wheitlander (Codman 50-1220)
1


Key elevator


1


#3 knife handle


1


#10 blade


1


Other sterile instruments, in separate Kim wrap: 

Vascular Balfour (Pack 1)
1


Finochetto retractor (Pack 2)
1


Liebzke knife (Pack 3)
1


Mallet (Pack 3)


1


 Suture Pack List

(2 sets, one in Pack #1 and the other in Pack #2)

Suture organizer
1


#2 Prolene, TP-1
10


#2 Prolene loop
5


3-0 Prolene, double armed, SH
5


5-0 Prolene, double armed, RB-1
5


0 Silk pop-offs, T-12
10 packs (5/pack)


3-0 Silk pop-offs, T-5
10 packs (5/pack)


0 Silk free ties, 30”
10 packs (10/pack)


3-0 Silk free ties, 30” 
10 packs (10/pack)


0 Chromic, BP-1
5 sutures


2-0 Nylon, FSL
10 sutures


2-0 Vicryl
10 sutures


Cardiac Teflon pledgets
5 packs


Surgicel, small package
20


Vessel loops, blue maxis
5 packs (2/pack) 


#10 blades
30 blades
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