









5 Feb 01

FROM:  ACC/SGXP

TO:  ACC/SGX (Lt Col Hasselquist)

SUBJECT:  White Paper Input From CAF/SG Conference, 26-27 Jan 01

1.  The AEF Center participated in the CAF/SG Conference in Washington DC from 26-27 Jan 01.  The following input is provided in support of the ACC/SG White Paper on proposed roles and responsibilities of medics in support of the Expeditionary Aerospace Force construct.   Primary input will focus on recommended roles and responsibilities for medics during the 2 month out from deployment period.  Inputs will be provided for following categories:


a.  Air Staff


b.  MAJCOM


c.  Lead Wing Medic. 


d.  Lead Wing


e.  AEF Center


f.  Medical Unit

2.  Inputs provided were obtained from discussion with conference attendees and medics who have provided input to the AEF Center.  Work group took a broad approach to discussion of issues with information provided not only dealing with preparation issues, but also issues from a deployed location perspective. 

3.  Input:


a.  Air Staff
(1) Air Staff, or in this case the Medical Operations Center (MOC), needs to provide Lead Wing medical oversight if not provided by the AEF Center.  Recommendation was to plus up the MOC staff.  

b. MAJCOM

(1) MAJCOM looks for shortfall fill within MAJCOM

(2) MAJCOM identifies shortfalls to AEF Center.

(3) Insures all formal training (EMEDS, JTTC, etc) has been completed prior to going into this window.

(4) Review AEF UTC Reporting Tool (ART)

(5) SORTS

(6) MRDSS

(7)  Bring all medical UTCs together for team building/training

c. Lead Wing Medic

(1) Lead Wing medic must have an AEF title (AEF NCO) versus a readiness title so he/she can focus on the AEF preparation.

(2) Would be reporting on health status of all deployers, not just medics deploying.

(3) Regularly briefs Lead Wing CC on health status of deployers.

(4) Functions as Lead Wing CC’s force medical advisor

d. Lead Wing

(1) Set up Commander’s Action Group for communication

(2) Identify back-up plan

(3) Run base exercise without AEF participants.  Base would be able to feel the impact of the loss of skill sets and personnel.

e.  AEF Center
(1) Needs a liaison/liaisons to the MOC.  Plus up the AEF Center staff.

(2) Oversight visibility of Lead Wing Medic and would feed Lead Wing Medic necessary information.
f.  Medical Unit
(1) Run-predeployment line to include the following reviews:  Dental, physical exams, mental health, 120 days worth of prescriptions, site specific clothing requirements, dependent care authorization, WMP weigh-in, legal affairs (wills and powers of attorney), financial affairs, immunizations, personal readiness folder, small arms, LOAC, NBC, 

Geneva Convention, medical threat, AOR, anthrax, QNFT, clothing requirements, education, 

(2) Develop format and database for  After Action Report.

(3) Deploying equipment should be tested before deployment

(4) Conduct team building events (Social activities)

(5) Conduct Commander’s Call to reinforce team building

(6) Establish clear response time/actions for recalls for AEF personnel across the AEF spectrum.  Some bases have different rules that others, have the lead wing commander establish the rules.

(7) Establish sleep rest cycles 7-15 prior to deployment to prepare for their AOR schedule.

(8) Off-duty employers and community organizations (Boy Scouts, t-ball, etc), prepare them for your TDY departure and have back-up personnel.

(9) Reverify that IMAs who were previously coordinated with are ready to go

(10) TRICARE:  Notify lead agent of loss of medical capability.  Establish mechanism to capture medical cost increases due to deployment.  Establish mechanism to create impact statements to Managed Care Support Contractor.  Contact TRICARE contractor for increased capacity.  MTF should reaffirm MOU relationships with civilian hospitals.

(11) OPRs/EPRs/Awards/Decorations should be completed on staff

(12) Public affairs should have an information barrage through all avenues (Base paper, local paper, radio, Commander’s TV channel) on reduced capabilities of MTF.

(13) Family members briefings:  CISM/Mental Health, Family Support Center, verify PCM.

(14)  Family members:  Create a list of spouses who have left the area and those who stayed in the area.  Also create a special needs listing if applicable.  Family member support checklists, take a look at USN for possible benchmarking.  

(14) Training:  AFSC, UTC, C4A for EMEDS CC, make up CMRT, makeup all other training (LOAC, small arms, BW/CW, etc), conduct AEF concept and expectations, MEDRED – C, 

(15) Create DRMD database 45 days in advance of deployment
(16) Reassessment of command and control in each duty section with the loss of OICs and NCOICs

(17) Review virtual notebook for all deployers

(18) Review copy of current Base Support Plan for the base you are deploying to.

(19) Contact counterparts to establish a professional relationship and gather intel.

(20) Offer individual stress management appointments for team members and their family members.

(21) Identify WRM shortfalls/LIMFACs and workarounds.

(22) Verify LOGDET data with base LGT.

(23) Load AEF personnel into TG-3.

(24) Revalidate profiles.

4. For other facilitators:

(1) Post deployment:  Units should forward their After Action Report to the MAJCOM and MAJCOM to AEF Center.

(2) Who is responsible to track AEF sustainment TDYs?

(3) Early identification of C2 role of Lead Wing Medical Commander.
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