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EXECUTIVE SUMMARY

1.  GENERAL.  This document provides the Concept of Operations (CONOPs) for the Expeditionary Medical Support (EMEDS)/Air Force Theater Hospital (AFTH) system.  It describes the manner in which the Air Force Medical Service (AFMS) supports the Expeditionary Aerospace Force (EAF), as well as deployment, employment, generation/sustainment, and redeployment of the EMEDS/AFTH. The EMEDS/AFTH system includes the entire spectrum of Air Force (AF) health care in a theater of operations.  Potential EMEDS/AFTH deployments include the full spectrum of deployed scenarios, including war operations, deterrence and contingency operations, peacetime engagement, crisis response, and humanitarian relief operations.  The EMEDS Basic package is used as the first increment of the AFTH with increments added to meet specified missions. 

This CONOPs focuses on pertinent aspects of capabilities, employment, and interoperability and is not intended to provide minute detail of all aspects of operations. Air Combat Command (ACC) is the Manpower and Equipment Force Packaging System (MEFPAK) responsible command for the EMEDS/AFTH. The AFMS provides medical capabilities identified in unit type codes (UTCs) to support theater requirements.

 An Aerospace Expeditionary Force (AEF) is a package of aerospace capabilities that provides tailored force packages to meet theater Commander in Chief (CINC) requirements across the full spectrum of military operations.  AEF forces will respond to sustainment and crisis action contingency operations. AEF capabilities are deployed as Aerospace Expeditionary Task Forces (ASETFs) comprised of Aerospace Expeditionary Wings, Groups and/or Squadrons (AEWs, AEGs, and/or AESs).  Medical UTCs assigned to an AEF deploy as the mission dictates.

 2.  DESCRIPTION AND SCOPE OF CARE.  An AFTH as defined in this CONOPs begins with the initial force package (EMEDS Basic).  The system progresses as required to a fully developed stage of the theater hospital spectrum where significant specialty care capability is available.  These capabilities are utilized to provide essential care, deferring definitive care to CONUS or supporting theaters.  The role of the AFTH is to provide individual bed-down and theater-level medical/dental services for deployed forces or select population groups within the entire spectrum of Small Scale Contingencies (SSCs) through Major Theater War (MTW). 

EMEDS Basic, as described in this CONOPs, refers to the operational medical support required to provide medical care to a single bed-down with a population-at-risk (PAR) of 500-2000. The concept assumes low operational threat, low Chemical/Biological Warfare (CBW) threat, and re-supply in seven days.  Isolation and threat levels may contribute to deployment of additional medical resources. The EMEDS/AFTH concept is employed using pre-positioned or fixed hospitals and deployable tented assemblages.  EMEDS Basic provides forward stabilization, primary care, force health protection, and preparation for aeromedical evacuation.  Additional increments of the EMEDS/AFTH include EMEDS+10 Bed AFTH and EMEDS+25 Bed AFTH.  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 UTC building blocks providing personnel and equipment to meet specific operational requirements.  The EMEDS Basic force package, enhanced by additional medical increments, creates AFTH expansion and specialty capability.  This combination represents the full spectrum of theater hospitalization.  EMEDS and AFTH equipment is pre-positioned or incrementally deployed.

3.  OPERATIONS.  The EMEDS/AFTH concept of operations begins with the EMEDS Basic, the first increment of the AFTH medical system, and focuses on a modular deployment capability. One C-130 is capable of moving one complete EMEDS Basic force package (personnel and equipment).  Additionally, one C-9 Nightingale is capable of moving a complete manpower package when contingency operations include prepositioned War Reserve Materiel (WRM) equipment sets.  Planners for EMEDS/AFTH operations should 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 (C2), preventive medicine, trauma resuscitation and stabilization, limited general and orthopedic surgery, critical care, 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. 

In general, casualties are received from the local base, from less capable facilities and from components at forward locations (e.g., Special Operations Forces).  After evacuation from EMEDS Basic to the next echelon of care, further evacuation is determined by theater evacuation policies.  Casualties not likely to be returned to duty are evacuated in accordance with (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 Advance Echelon (ADVON) Team (FFGL2 UTC). The medical component of the ADVON Team consists of an Aerospace Medicine Physician (RAM) and a Public Health Officer. Prior to deployment, the EMEDS Commander determines the final composition of the Medical ADVON team based on mission requirements (substitutions of the Public Health Officer with an Independent Duty Medical Technician (IDMT) or a Bioenvironmental Engineer (BEE)).  Personnel deploy with professional gear, systems and communications equipment referenced in the Allowance Standard (AS).  This module provides limited aerospace medicine support, primary care, initial site survey, and preventive medicine planning for water, food, sanitation, pest/vector control, and sewage.  The team coordinates with civil engineering and services squadrons to ensure preventive medicine concepts are included in site bed-down.  The ADVON Team coordinates with Expeditionary Combat Support (ECS) personnel to ensure billeting, food service, sewage and waste disposal, potable water, power, laundry, fire protection, transportation and communications (to include radio maintenance) are available. Prior to Module 3 deployment, the team ensures maintenance support for Environmental Control Units (ECU) and Liquid Oxygen (LOX) is available for EMEDS equipment that accompanies subsequent modules. Civil Engineers will be responsible for major maintenance of equipment (e.g., generators and heating, ventilation and air conditioning (HVAC) systems). Support will be provided using Harvest Eagle/Harvest Falcon assets or similar components. Lack of this support could generate additional airlift requirements and must be reported immediately up the chain of command.  For force protection, it is essential that the medical ADVON team be on the first aircraft.
Module 2: Expeditionary Medical Support - Surgery (FFMFS UTC).  This five-person surgical module of EMEDS Basic arrives with the next increment of personnel.  This 2nd module achieves initial operational capability (IOC) within 15 minutes of arrival of the Mobile Field Surgical Team (MFST) at the shelter of opportunity with its equipment. The module provides emergency medical and surgical trauma care for AEF first deployers during the high-risk period of base build-up.  Shelters of opportunity are used pending arrival of the tentage accompanying Module 3.  Personnel deploy with man-portable surgical backpacks and must be in-place when deployed aircraft generation is initiated.
Module 3:  Remaining 18 Personnel of the EMEDS Basic Package and Three Pallets of Equipment (FFGL3, FFGL4, FFEP1, FFEP2, FFDAB personnel and Equip FFEE1).  These teams arrive within 24 hours of the MFST (Module 2).  Full operational capability (FOC) for EMEDS Basic is attained when facility and clinical functional areas (aerospace medicine, preventive medicine, dental, primary care, command and control, emergency care, critical care, and surgical capability) are established; normally within 12 hours.  As a minimum, the following ECS is required during this period (or as soon as possible): electrical/ground power equipment, communications, fuel and potable water delivery, transportation, security, fire protection, all-terrain forklift and sanitary waste system.  

DEPLOYMENT, EMPLOYMENT AND GENERATION/SUSTAINMENT PHASES 

(AFTH 2nd & 3rd Increments): 

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

Some theaters may require medical facilities with subspecialty care and large numbers of inpatient beds for locations where no host nation fixed facility support exists.  In this case, it is possible to expand in-place resources with air transportable specialty modules to the capacity required to meet USAF/joint theater requirements. 
AFTH 2nd (EMEDS+10 Bed AFTH) and 3rd (EMEDS+25 Bed AFTH) Increments FOC is expected within 24 hours following arrival at the employment location. 

REDEPLOYMENT AND RECONSTITUTION PHASES:
Redeployment of EMEDS Basic mirrors the shrinking base population and base roll-up.  Module 3 personnel and equipment depart with the bulk of the AEF force.  Module 2 maintains emergency medical and surgical capability up to one hour prior to their redeployment.  Finally, Module 1 departs on the last aircraft. Re-supply is coordinated through the single integrated medical logistics manager (SIMLM) and the system reconstituted prior to packing unless direction has been provided to conduct refurbishment and repackaging at a central logistics location.

4. COMMAND AND CONTROL RELATIONSHIPS STRUCTURE.  Command and control of medical operations in combined or United Nations operations are defined in the warning/execution/operations order.  Medical requirements are established by component planners and relayed through established tasking messages/mechanisms to MAJCOMs and Wings. The Unified Command Surgeon establishes theater medical concept of operations (CONOPs) which is then communicated through the Air Force Forces (AFFOR)/Aerospace Expeditionary Task Forces (ASETF) Surgeon to AEW and AFTH medical units.  Chain of Command of EAF medical units is through line channels.  Unless assigned to a combined or joint force, the AEW commander has operational and administrative control of all assigned AEW assets.

 5. INTELLIGENCE, NATIONAL AGENCY AND SPACE SUPPORT. Accurate medical intelligence is crucial to threat identification and application of appropriate preventive medicine measures. The AFFOR Surgeon is responsible for ensuring assigned units receive periodic medical/environmental intelligence updates. The Defense Intelligence Agency (DIA) and Armed Forces Medical Intelligence Center (AFMIC) serve as primary sources of current medical intelligence.  Air Force Space Command provides space-based capabilities such as communications, position location, warnings, and weather information that are needed to support EMEDS/AFTH and aeromedical evacuation operations.  Space-based communication systems, linked with terrestrial Command, Control, Communications, Computers and Intelligence (C4I) systems, gives the theater surgeon and deployed medical commander the ability to more effectively and efficiently direct, monitor, and employ the deployed medical forces.  The use of C2 systems such as the Global Command and Control System (GCCS) and the Global Combat Support System (GCSS) are key to successfully directing, monitoring and employing deployed medical forces.



6.  COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT.  Strong communications and information systems operations are essential to the success of the EMEDS/AFTH concept.  Deployed medical assets utilize AF communications units, which provide base communication, voice, data infrastructure, and long haul theater connectivity.  Prior to deployment, communication requirements and frequency allocation issues must be coordinated.  Medical assets must deploy with dedicated computers and printers compatible with AEF infrastructure.  These computers provide word processing, database management, store-forward telemedicine, telemaintenance, medical logistics support, message text formatting, graphics, and Local Area Network/Wide Area Network (LAN/WAN) interface capability.  Communications and systems support follow the AF Theater Medical Information Program (TMIP) principles and guidance IAW Annex K of the Operation Plan/Operation Order (OPLAN/OPORD). 


7.  LINE INTEGRATION AND INTEROPERABILITY.  Integration and interoperability of deployed assets in a theater or area of operation is critical for successful medical operations. Given that potential EMEDS/AFTH deployments include the full spectrum of deployed scenarios, it is essential that medical integration and interoperability exists with line elements of an AEF, components of the aeromedical evacuation system, joint medical counterparts, Special Operations Forces  (SOF) medical components and other federal and civilian support systems.  Integration and interoperability with SOF medical elements and non-DoD and civilian components is also critical in ensuring a seamless casualty care system.  Integration with the line is particularly critical for ECS and aeromedical evacuation.  ECS requirements are significant and critical to delivery of health care support services.  These requirements are detailed in paragraph 3.3.2. Support may be provided using Harvest Eagle or Harvest Falcon, Air Force Contract Augmentation Program (AFCAP) or commercial assets.  Base support will be required for any decontamination of the EMEDS prior to, and after operational use to include decontamination of the site location when necessary.

8.  SECURITY. Medical personnel and equipment are non-combatant assets.  Medical personnel are authorized arms IAW AFI 32-207, Arming and Use of Force by Air Force Personnel.  Security within the immediate area for patients and personnel resources at each deployed medical site, with the exception of enemy prisoner of war (EPW) patients, is a medical responsibility.  As at CONUS based facilities, medical site assets such as narcotics, are protected as a controlled area in accordance with AFI 31-209, The Air Force Resource Protection Program. Additional Force Protection measures should be determined by the EMEDS/AFTH commander based upon THREATCON and the advice of the Defense Force Commander (DFC). 

 
9.  TRAINING.  Training must be tailored to the EAF concept.  Personnel need training as both specialists and as multi-functional generalists. Training covers the entire spectrum of deployed medical operations and all phases of deployment, employment, generation/sustainment and redeployment. EMEDS/AFTH team training consists of three training elements; a formal element, centralized at one site for standardization, a practical follow-on element, designed to provide a team exercise experience, and a sustainment element completed at home station.

10.  LOGISTICS.  Medical logistics personnel in concert with line and medical planners provide insight into when, where, what, how much, at what rate, and for how long War Reserve Materiel (WRM) is required. Use of WRM for Small Scale Contingencies       (SSCs) must be approved IAW AFI 25-101, War Reserve Materiel (WRM) Program Guidance and Procedures. AF Manual 23-110, AF Medical Materiel Management System (Volume V) provides specific guidance on the use of medical WRM assets. This knowledge formulates essential strategies that ensure adequate EMEDS/AFTH materiel is pre-positioned, available at the deployed location, or deployed with personnel.  Logistics objectives are to reduce the physical footprint and airlift requirement without degrading medical capability, and to provide the right materiel and a tailored logistics support system to ensure responsive sustainment.  EMEDS/AFTH increments initially contain seven days of supplies.  A limited item 10-day re-supply package is available as either a “push” or “pull” asset. Fully integrated materiel acquisition, status, flow, and transportation information is required.  A highly automated and integrated logistics system is used to manage high-velocity logistics. 

11.  SUMMARY.  The three EMEDS/AFTH increments form the core of the AFTH system that expands to provide the full spectrum of Expeditionary Aerospace Force (EAF) operations health care support.  This modular “building block” capability achieves force protection by inserting advanced technology and essential, tailored medical capability in a small forward footprint (See Attachments 1-3: EMEDS Basic, EMEDS+10 Bed AFTH and EMEDS+25 Bed AFTH Tent Configuration).

· Timely re-supply and aeromedical evacuation are critical to mission success of EMEDS/AFTH capabilities. 

SECTION 1 - GENERAL

1.1. Purpose:  This document provides the CONOPs for EMEDS/AFTH resources.  It describes command relationships and furnishes general guidance for the development of EMEDS/AFTH capabilities supporting the Expeditionary Aerospace Force in contingency operations, theater Operation Plans (OPLANs) and humanitarian relief operations.  Specific information to amplify and tailor guidance contained in this CONOPs is included in Technical Orders (TOs), OPLANs, or other regional plans.  This is amplified in OPORDs at execution.  This CONOPs also: (a) identifies and defines EMEDS/AFTH responsibilities; (b) ensures that EMEDS/AFTH tasks, functions, and responsibilities are properly assigned; (c) describes the resources available to support global military operations associated with regional plans; and (d) provides a source document for developing standardized EMEDS/AFTH policies, operating procedures, training programs and Allowance Standards (AS).
1.2.  
1.2. Background:  
1.2.1.  Upgrading Air Transportable Hospitals (ATH): In the early 1980s, the Tactical Air Command (TAC) Surgeon (SG) tasked medical planners with examining the possibility of upgrading existing 24-Bed ATHs.  Simultaneous efforts by Army and AF agencies exploring field shelters, and U.S. Air Forces Europe (USAFE) research on medical operations in a chemical/biological (CB) environment ended in a revamping of the ATH concept.  Three prototypes were developed for separate locations: Clark AB, Langley AFB, and Ramstein AB. These prototypes were still 24-Bed ATHs, but with new shelters.  The shelters were a combination of Tent Expandable Modular Personnel (TEMPER) tents, and International Standards Organization (ISO) shelters.  The configuration or layout for these prototypes interconnected the TEMPER tents and ISO shelters to provide an environment for medical operations.

1.2.2.  Introduction of the Chemically/Biologically Hardened Air Transportable Hospital (CHATH): In 1982-1983, HQ TAC/SG began to vigorously pursue upgrading ATHs to 50-beds.  The driving force behind this initiative was the establishment of U.S. Central Command (USCENTCOM), a unified command with responsibility for the Southwest Asia (SWA) area.  During this time a new Aeromedical Casualty Systems Program Office, at Brooks AFB, Texas was tasked to enhance the new 50-Bed ATH function with the capability of operating under Chemical/Biological Warfare (CBW) conditions.  This task resulted in the developmental program for the CHATH which obtained initial operating capability in the fourth quarter 1998.  Full operating capability is expected by September 2000.  Guidelines within this document apply to general AFTHs as well as Chemically Hardened Air Force Theater Hospital (CHAFTH) operations, unless specific differences are noted.
1.2.3.  The ATH Allowance Standard (AS): Formerly the Table of Allowance (TA), the ATH AS was upgraded in 1992, after Operation DESERT SHIELD/Operation DESERT STORM, to incorporate improvements derived from lessons learned.  In 1994, the 366th Medical Group at Mountain Home AFB developed the Air Transportable Trauma Center concept to address the needs of Composite Wings and transportation constraints.  The result was a lighter first increment reflecting a reduction of four beds, from 14 down to ten, and was field-tested in 1995.  The associated TA was approved and became known as the reconfigured ATH (10-bed).
1.2.4. 
 Medical Readiness Reengineering: In 1994, HQ USAF/SG directed a Medical Readiness reengineering effort, the evaluation of the concept of transporting “Stabilized versus Stable” casualties, and a change to an emphasis on “Replace” versus the traditional “Return To Duty (RTD)”.  This resulted in the USAF medical planners changing focus to a smaller theater footprint.  As a result, CONOPs and ASs were developed and fielding of modular specialty set capabilities was achieved (See Attachment 10: Deployable Medical Teams and Corresponding UTCs).

In 1997, Joint Health Services Support (JHSS) Vision 2010 (now known as the Force Health Protection Capstone Document) was developed to address medical support issues raised in the Chairman, Joint Chiefs of Staff (CJCS) document Joint Vision 2010.  JHSS Vision 2010 described a four-phase continuum of care: first responder, forward resuscitative surgery, theater hospitalization, and en route care.  This continuum is linked by an en route care system capable of transporting the stabilized patient.  Theater hospitalization is described as the essential medical care required for all patients (including trauma) within 12 hours of injury or illness.  It is envisioned that stabilized patients are then evacuated to CONUS or supporting theater IAW the theater evacuation policy.  In the future, theater emphasis will focus on the stabilization and evacuation of casualties, not definitive care in-theater.  A new focus on the reengineered theater capability was needed to meet the threat of future contingencies while recognizing anticipated limitations in manpower and equipment funding.  
The framework used to develop the scope of practice and capabilities for the AFTH was the essential care framework described in JHSS Vision 2010.  The SG approved the original AFTH CONOPs in April 1998 for implementation by September 2000. The Commander Air Combat Command (COMACC) approved the ATH CONOPs in October 1998.  Integration of these two CONOPs was required and is achieved in this document.
1.2.5. Early Modular Development for Expeditionary Aerospace Force: The need for a rapid response, mobile and lightweight surgically capable module for the AF was recognized after the 1983 Beirut Marine Barracks Bombing.  In 1984, the Flying Ambulance Surgical Trauma (FAST) Team was developed by USAFE to provide a modular medical response for civil mass casualties, terrorist actions and natural disasters.  The FAST Team has proven useful over the last 15 years as a rapidly deployable surgically intensive support package capable of augmenting existing facilities and/or providing limited general medical support for contingency operations.  The 22-member FAST Team is organized around a “building block” modular concept with a five- member Surgical Support Team (SST) that includes embedded flight medicine, primary care, and preventive medicine capability.  The FAST Team is currently deployable in one C-130 aircraft within 6-hours of notification.  The three FAST Teams in USAFE have been used to provide medical support for humanitarian relief operations (HUMROs) and other contingencies and have been tailored to meet the EUCOM CINC’s requirements. 

1.2.5.1. 366th MDG Development Effort: In February 1998, the 366th Medical Group developed a requirements based 24-person force package to support Operation DESERT SCORPION.  This assemblage consisted of a combination of two Squadron Medical elements (SMEs), one MFST team, a Critical Care Aeromedical Transport Team (CCATT) team, and personnel capable of providing dental, command and control, and prevention support.  While similar to the FAST team, the 366th team was independently developed and served as an important milestone in AEF medical support.  This effort served as the basis for the ACC led EMEDS/AFTH development process.
1.3.  Threat:  This CONOPs is predicated on an assumption that the EMEDS/AFTH will operate in a low Nuclear/Biological/Chemical (NBC) threat environment.  Higher threat scenarios drive UTC augmentation, to include the CHATH, as appropriate.  Global Engagement charges USAF forces with rapidly deploying to various parts of the world.  People, systems and facilities of supporting bases are essential to the launch, recovery, and sustainment of aerospace platforms.  Health services are crucial to base defense and quick resumption of operations after attack.  Because of the wide variety of possible operating locations and potential adversaries, there exists a broad range of potential threats. The threat to bed-down population-at-risk (PAR) at MTW bed-downs is variable.  Major threats expected during SSCs include terrorism and Information Warfare (IW).  With the high probability of US Forces engaging in some form of SSC, deployed commanders must be ready to protect their forces against terrorist and IW type threats.

1.3.1.  General:  The threat to beddown location populations varies considerably within the spectrum of SSCs.    Threats include, but are not limited to, terrorism, IW, surface-to-air munitions, surface-to-surface munitions, enemy Special Forces activities, biological/chemical weapons, and others.   The threat during MTW includes heightened and bolder activities in all of the above mentioned categories, and the additional threat of nuclear weapons.  As the initial formal medical response, the EMEDS Basic package provides medical personnel, equipment and supplies to conduct 10 major trauma surgeries or 20 non-operative resuscitations without re-supply in a 24-hour period.

1.3.2.  Medical Threat Implications:

1.3.2.1.  Disease and Non-Battle Injury (DNBI): Historically, this threat has accounted for over 80 percent of personnel admitted to hospitals during contingency operations.  The threat is variable and depends on operating location, endemic disease, climate, terrain, socioeconomic conditions, and the military operations involved.  Environmental intelligence (EVINT) sources, preventive medicine teams and techniques, theater epidemiology teams, proper waste management, consultation with specialists, advanced treatment modalities and diagnostics, and medical information management systems are instrumental in minimizing the threat.  Medical planners should ensure appropriate preventive medicine functional expertise deploys with each increment of the EMEDS/AFTH.
1.3.2.2. Conventional Weapons: These weapons, including precision guided munitions, anti-personnel/vehicle mines, tube and rocket artillery, aerial bombs, cruise and ballistic missiles, and others, carry the potential to inflict personal injury in widely varying degrees.  Treatment from injuries due to these weapons is enhanced through advanced diagnostic capability; use of equipment and techniques representative of current standard of care; specialty consultation; medical information access; aeromedical evacuation; and the ability to process tests and data rapidly.

1.3.2.3.  Weapons of Mass Destruction (WMD): For a complete discussion of biological and chemical agents, and nuclear weapons and their effects, see AFJMAN 44-151/FM8-9, NATO Handbook on the Medical Aspects of NBC Defensive Operations.
1.3.2.3.1.  Chemical and Biological Weapons: Chemical and biological weapons are relatively inexpensive and are being produced by many potential adversaries. Due to proliferation of biological and chemical agent production capabilities and means of delivery, the possibility of biological or chemical attack or exposure poses a significant threat.  Appropriate medical defenses include the Chemically Hardened Air Transportable Hospital (CHATH).  As a collective protection measure, the CHATH permits medical treatment and rest in a non-Chemical Warfare Defense Ensemble (CWDE) wearing environment. The EMEDS/AFTH force packages are currently not fitted with CHATH components and are not capable of sustained operations in a chemically or biologically contaminated environment.  The most important biological warfare preventive measure is vaccination.  Preventive medicine and medical surveillance teams, coupled with advanced medical information, communication, and diagnostic systems, represent medical defense capabilities which work in concert with other current and projected defense measures, such as reconnaissance, sampling, detection, identification, warning, and the physical protection provided by personnel protective equipment and shelters.

1.3.2.3.2.  Nuclear Weapons: These weapons range greatly in size and energy yield and are employed by a variety of means.  While blast and thermal injury will account for most casualties, radiation effects will also be significant.  A nuclear incident has the potential to instantaneously produce a very large number of casualties, severely burdening the entire medical evacuation and treatment system.  The patient can be at extremely high risk, frequently requiring ventilator support.  Effectiveness of treatment is related to accessibility of the injured; appropriate supply levels; advanced diagnostic capability; use of equipment and techniques representative of current standard of care; specialty consultation; medical information access; aeromedical evacuation; and the ability to process tests and data rapidly.
1.3.3.  Information Warfare (IW): Information systems, their burgeoning connectivity, and the wealth of valuable information processed by, and stored in those systems, make them attractive targets.  The threats to those systems are worldwide in origin, technically diverse, and growing rapidly.  The EMEDS/AFTH communications systems is subordinate to the Network Control Center (NCC), in order to capitalize on the NCC’s Information Assurance doctrine and Information Protection capabilities.  The medical facility abides by the AFFOR/ASETF Network Operation and Security Center – Deployed (NOSC-D) and NCC communications design architectures, operational rules of engagement, and MAJCOM preferred product lists to minimize the threat.  








SECTION 2 – DESCRIPTION

Expeditionary Medical Support (EMEDS)/Air Force Theater Hospital (AFTH)

2.1. Mission/Tasks: The EMEDS/AFTH supports the National Military Strategy and represents the cornerstone of medical support to AEF forces deployed in any worldwide contingencies; including MTWs and SSCs.  The mission of EMEDS/AFTH is to rapidly deploy and provide forward stabilization, primary care, force health protection and preparation for aeromedical evacuation for AEF forces or civilian casualties, as appropriate.  An AFTH optimizes warfighter performance by delivering essential care targeted to maximize unit effectiveness, readiness, and morale.
2.2. Essential Care: The EMEDS/AFTH capabilities are utilized to provide essential care, deferring definitive care as dictated by theater Medical CONOPs.  Fixed, mature AFTH facilities in supporting commands receive patients from EMEDS/AFTH facilities where essential medical care would have been rendered.  Mature AFTHs are defined as having a complete set of capabilities represented by the specialty UTCs listed in Attachment 10, Deployable Medical Teams and Corresponding UTCs. This provides a robust capability much different than a 50-bed AFTH with no augmentation UTCs.  AFTH facilities normally do not provide reconstructive surgery or rehabilitative services unless supporting a combined force or humanitarian operations.   A more complete description of a mature AFTH is provided in paragraph 2.3.4.2.
2.3.  Assumptions, Scope of Care and Capabilities:

2.3.1.  EMEDS Basic--1st Increment AFTH

2.3.1.1.  Assumptions:

a. The CBW threat is low

b. Populations-at-risk (PAR) listed represent military forces only 

c. Members deploy with, or have pre-positioned, adequate chemical warfare defense ensembles (CWDE; i.e., mission oriented protective posture (MOPP) gear), personal supply of BW/CW antidotes IAW theater guidelines, and personal decontamination kits (M291, M258A1). When required, additional CWDE and decon kits exist at the deployed location (responsibility of Civil Engineers/Disaster Preparedness), but are not part of the EMEDS AS.  BW/CW supplies will be limited to individual issue antidotes, and the necessary supplies to provide initial therapy to ten patients exposed to nerve and BW agents. 

d. Airlift is available

e. Patients are either returned to duty or aeromedically evacuated IAW theater evacuation policy

f. AE capabilities support rapid evacuation of patients

g. Deployed medical forces cannot depend on host-nation support

h. Expeditionary Combat Support (ECS), including but not limited to communications, fuel, potable water, ice, electrical power, transportation, living quarters for medical personnel, food service, and medical waste disposal, is provided (see paragraph 3.3.2.)

i. Two ambulances and/or vehicles of opportunity are available upon arrival.  In general, EMEDS Basic will depend upon vehicles provided by pre-planned contracting or pre-positioned vehicles.  Medical planners will assure that provisions are made for adequate patient transport capability  

2.3.1.2.  Scope of Care: This increment provides prevention, acute intervention, and primary care to support deployment of 500-2000 worldwide qualified personnel.  The 25-person EMEDS Basic force package is capable of providing medical/dental care for these personnel for seven days in an austere environment without re-supply. The population at risk (PAR) represents AEF personnel only.  Holding capacity of less than 24 hours with no dedicated inpatient beds, unless operational issues drive short-term deviations, is expected.  Preparation is for evacuation within 12 hours of notification for urgent patients.  AE support within 24-hours is critical to mission success.  Extremely limited blood storage exists: type O blood only. Limited capability for emergency blood collection/transfusion. Blood transshipment centers forward blood products IAW AFI 44-118, Technical Manual Operational Procedures for the Armed Services Blood Program guidelines. 

2.3.1.3.  Clinical Capabilities:

· Preventive Medicine - Medical surveillance; sanitation; epidemiology; public health; vector risk assessment; post-deployment  (in theater) screening; immunization; early detection of biological and chemical agents limited to detection of environmental chemical hazards utilizing existing detection kits and tape (see para. 2.4.4.7. “Biological Augmentation Team” (UTC FFBAT) for discussion of biological agent detection capabilities); disease surveillance; infection control; food and water inspection/surveillance; communicable disease control; environmental surveillance; medical intelligence; health promotion; occupational health (e.g. field industrial hygiene); radiation safety; health hazard risk assessment; health hazard control; and education and training.

· Trauma Surgical Resuscitation and Stabilization  - Capable of performing 10 major surgeries or 20 non-operative trauma resuscitations in 24 hours. Provides disaster response surgical capability.  One operating table, supplies and equipment to provide this capability once during a 7-day period

· Initial Non-operative Evaluation and Treatment - Includes Advanced Trauma Life Support (ATLS)  
· Secondary (operative) Damage Control Procedures - Includes major thoracic and abdominal/orthopedic/maxillo-facial procedures and anesthesia

· Limited Management of Thermal Injury - Fluids, dressings, antibiotics, pain control,  fluid warming, and mechanical ventilator support
· Post-operative Resuscitation - Fluid replacement, electrolyte balance, intravenous antibiotics, fluid warming, mechanical ventilator/oxygenation support, blood – up to 30 units refrigerated Group O blood, emergency blood collection/transfusion capability, and auto-transfusion, non-invasive and invasive monitoring, and post-anesthesia care

· Stabilization -  Airway secured, hemorrhage controlled, shock controlled, and fracture stabilized  

· Patient Holding/Inpatient Ward Care – Holding for up to 24 hours for patients with conditions of minimal to intermediate acuity level (versus 3 critical care patients for up to 12 hours; refer to critical care capability). No sustained inpatient ward capability

· Critical Care :  Postoperative and Non-surgical 
· Includes three patient critical care holding capability for up to 12-hours prior to AE.  Critical care provided includes mechanical ventilatory management; oxygenation; hemodynamic monitoring; fluid, electrolyte and medication management; blood transfusion; Advanced Cardiac Life Support (ACLS); and post-anesthesia care.  Interoperable capability with other Air Force critical care assets (e.g., UTCs FFCCT, FFCCU, and FFCCV)

· Primary Care 
· Adult Ambulatory Care -  Disease non-battle injury (DNBI)  

· Specialty Care Provided By Generalists - Basic evaluation and treatment is provided in, but not limited to the following areas: neurology, otolaryngology (ENT), ophthalmology, gastrointestinal (GI) diseases, genitourinary (GU) diseases, gynecology (GYN), and dermatology

· Limited  Specialty Services -  Internal medicine, orthopedics, and surgery  

· Dental Services - Stabilization of urgent/acute dental complaints

· Mental Health - Basic assessment and acute intervention to include Critical Incident Stress Debriefing (CISD).  Mental health specialist not available
· Disaster Response - Mass casualty triage, treatment/stabilization and preparation for AE.  Development of mass casualty response plan
· Urgent Care - 24-hour operations.  Acute care for non-life threatening situations.  Emergency Medical Services (EMS) response service.  Advanced cardiac and pulmonary support.  Resuscitate, stabilize, and treat non-trauma illness and injury (to include threats to life, limb, and eye)

· Patient Evacuation - Preparation for evacuation within 12-hours of notification for urgent patients
· Ancillary Services -  Digital plain film radiology and portable ultrasound imaging device.  Limited laboratory. Rapid pathogen detection is possible via augmentation with the UTC FFBAT.  Pharmacy

· Clinical Support - Communications. Information Management/Information Technology (IM/IT). Telemedicine and Telemaintenance
· Aerospace Medicine - Primary care and aviation medicine: consultant for mishap prevention, human performance factors, occupational medicine and surveillance. AE issues and coordination: in-flight emergency response, Combat Search and Rescue (CSAR) consultation, and operational mission support 
2.3.2.  EMEDS+10 Bed AFTH--2nd Increment AFTH

2.3.2.1. Assumptions: 

a. All EMEDS Basic assumptions apply for EMEDS+10 Bed AFTH

b. EMEDS Basic capability (three pallets and 25 people) is already in place or co-deployed with EMEDS+10 Bed AFTH package

c. Limited airlift (less than 12 pallets for combined EMEDS Basic and EMEDS+10 Bed AFTH)

d. Additional UTCs are tasked as required in support of mission (e.g., DECON, NBC, and Aeromedical Evacuation Liaison Teams (AELT))

2.3.2.2.  Scope of Care: This increment provides prevention, acute intervention, and primary care to support deployment of 2000-3000 worldwide qualified personnel. The 56-person EMEDS+10 Bed AFTH force package is capable of providing medical/dental care for these personnel for seven days in an austere environment without re-supply. The population at risk (PAR) represents AEF personnel only.  The 10 beds provide inpatient capability consistent with theater evacuation policy.  The core infrastructure provides additional ancillary support, medical equipment maintenance and facility management.  Extremely limited blood storage exists with a limited capability for emergency blood collection/transfusion

2.3.2.3. Clinical Capabilities: 

· All EMEDS Basic capabilities 
· Critical Care: Postoperative and Non-surgical 

· This 10 inpatient-bed increment of the EMEDS/AFTH medical facility includes the sustained capability for one critical care bed. Additional surge capability exists to provide critical care for a total of three patients up to 12 hours prior to AE.  Critical care provided includes mechanical ventilatory management; oxygenation; hemodynamic monitoring; fluid, electrolyte and medication management; blood transfusion; ACLS and post-anesthesia care. This sustained, requirements based, critical care capability is closely linked with Critical Care Air Transport Team  (CCATT) movement of patients from the core 10-bed EMEDS/AFTH medical facility.  Interoperable capability with other Air Force critical care assets (e.g., UTCs FFCCT, FFCCU, and FFCCV)

· Mental Health - Mental Health - Basic assessment and acute intervention to include Critical Incident Stress Debriefing (CISD).  Mental health specialist not available.  Augmentation with FFGKV - Mental Health Rapid Response Team provides basic mental health capability
· Blood Banking - Extremely limited blood storage exists (up to 30 units, type specific, Packed Red Blood Cells (PRBCs).  Emergency blood collection/transfusion capability.  Fresh frozen plasma storage and issue capability
·   Surgery - Limited general and orthopedic non-urgent procedures, unless augmented by subspecialty surgical UTCs

· Urgent Care - 24-hour operations.  Acute care for non-life threatening conditions.  Advanced cardiac and pulmonary support.  Resuscitation, stabilization, and treatment of non-trauma illness and injury to include threats to life, limb, and eye

· Patient Transport – One ambulance from organic assets will be provided with the EMEDS +10 bed AFTH utilizing the UTC FFAMB.  Additional ambulances or vehicles of opportunity will be provided using the UTC FFAMB or contract support, as necessary.
· Patient Evacuation - Preparation for evacuation within 12 hours of notification for urgent patients is accomplished before AE arrives

· Ancillary Services  - Digital plain film radiology and ultrasound. Basic laboratory. Rapid pathogen detection (when augmented with UTC FFBAT). Pharmacy

· Clinical Support – Communications. IM/IT. Telemedicine and Telemaintenance.  Biomedical Equipment Technician (BMET) Maintenance

· Aerospace Medicine - Flightline clinic and aeromedical disposition. Mishap prevention and consultation. Human performance enhancement services. Occupational surveillance. In-flight emergency response. Combat Search and Rescue (CSAR) consultation.  AE coordination and consultation. Operational mission support
2.3.3.  EMEDS+25 Bed AFTH - 3rd Increment AFTH 

2.3.3.1.  Assumptions:

All EMEDS Basic and EMEDS+10 Bed AFTH assumptions apply except that airlift is limited to less than 18 pallets for all three combined packages 

2.3.3.2. Scope of Care: This increment provides prevention, acute intervention, and primary care to support deployment of 3000-5000 worldwide qualified personnel.  Twenty-five inpatient bed capability to support the theater evacuation policy and AFFOR/ASETF surgeon concept of operations. EMEDS+25 Bed AFTH provides the core infrastructure for specialty UTCs (i.e., critical care, gynecology, otolaryngology, neurosurgery, oral surgery, ophthalmology, thoracic/vascular surgery, urology; mental health triage and combat stress management). 

2.3.3.3. Clinical Capabilities:

· All EMEDS+10 Bed AFTH capabilities 
· Surgery - Limited general and orthopedic urgent procedures, unless augmented by subspecialty surgical UTCs 

· Critical Care: Postoperative and Non-surgical   

· The 25 inpatient bed increment of the AFTH medical facility includes the sustained capability for one critical care bed. Critical care provided includes mechanical ventilatory management; oxygenation; hemodynamic monitoring; fluid, electrolyte and medication management; blood transfusion; ACLS; and post-anesthesia care. This sustained, requirements based, critical care capability is linked closely with CCATT movement of patients from the core EMEDS+25 Bed AFTH medical facility.  Additional surge capability exists to provide care for a total of three patients up to 12 hours prior to AE. Interoperable capability with other Air Force critical care assets (e.g., UTCs FFCCT, FFCCU, and FFCCV)

· Trauma Surgical Resuscitation and Stabilization  - Capable of performing 20 major surgeries or 20 non-operative trauma resuscitations in 72 hours. Two operating tables and enough supplies to sustain two surgical tables for a seven day period. Provides sustained surgical capability (one table) in addition to disaster response capability (cumulative of two tables)

· Initial Non-operative Evaluation and Treatment - Includes Advanced Trauma Life Support (ATLS), airway secured, hemorrhage controlled, shock treated, and fracture stabilized

· Patient Transport – Two ambulances from organic assets will be provided with the EMEDS +10 bed AFTH utilizing the UTC FFAMB.  Additional ambulances or vehicles of opportunity will be provided using the UTC FFAMB or contract support, as necessary.

· 
· Ancillary Services – Digital plain film radiology with ultrasound.  Expanded laboratory with limited microbiology. Pharmacy. Nutritional Medicine. Physical Therapy  

2.3.4.  AFTH Modularization Capability:

2.3.4.1. Concept: AFTH components deploy in various combinations to support a specific theater/regional population size and deployment scenario. Support rapidly deploys in a modular, incremental and interoperable manner, using components as building blocks to support the scenario. Additionally, personnel and equipment packages may be tailored, replicated, or combined with previously deployed UTCs to reach the desired capability effect. 

2.3.4.2. Capability Required: The medical capability required at each bed-down is determined by expected casualty rates, PAR, evacuation policy, evacuation delay, evacuation distances, bed dispersion, skip-policy, and a number of other planning factors.  Medical planners must specifically consider the following when determining the proper AFTH configuration for each bed-down: emergency room, inpatient beds, operating room tables, intensive care beds, and primary care requirements.  Each of these factors vary, sometimes driving different requirements based on projected casualty rates. The AFTH has a modular design that allows it to support a multitude of varied mission requirements. Mature AFTH facilities provide the following additional capabilities: Critical care, surgical subspecialties to include gynecology, otolaryngology, neurosurgery, oral surgery, ophthalmology, thoracic and vascular surgery, urology; mental health triage and combat stress management; infectious disease to include isolation ward capability; flight medicine; dentistry to include general dentistry, endodontics and periodontics; computerized tomography, angiography and fluoroscopy; nutritional medicine; physical therapy; respiratory therapy; telemedicine; and patient movement preparations. 
2.4.  EMEDS/AFTH Modular Buildup and Integration:

2.4.1.  EMEDS Basic: Package includes UTCs FFGL2 (ADVON, PAM Increment 1), FFGL3 (PAM Increment 2), FFDAB (Flight Medicine Team  – personnel), FFMFS (Mobile Field Surgery Team), FFEP1 (Critical Care), FFEP2 (C2/Med), FFEP6 (EMEDS Basic - Nursing Augmentation), and FFEE1 (Equipment). The EMEDS package requires sufficient square footage for surgical, pre- and post-operative care, dental, primary care, and ancillary services—within one contiguous shelter system.  Minimum shelter size: 1900 square feet.  EMEDS is resourced with supplies and personnel and a separate flightline clinic; however, this is at the discretion of the deployed force commander who must support this with space (minimum of 100 square feet) and ECS.  The EMEDS Basic supports a deployed force from 500 to 2000 personnel for seven days without re-supply.  Airlift needed for equipment is three pallet positions.  One C-130 is capable of moving one complete EMEDS Basic force package (See Attachment 1, EMEDS Basic Tent Configuration).
2.4.2.  EMEDS+10 Bed AFTH: Includes EMEDS Basic force package and UTCs FFEP3 (EMEDS+10 Bed AFTH-Increment one, 26 personnel), FFGL4 (PAM Increment 3 - five personnel), and FFEE2 (EMEDS/AFTH Equipment, Increment two).  This medical system is composed of 56 total personnel.  Six tents include emergency room, surgery suite and a 10-bed inpatient ward.  EMEDS+10 Bed AFTH is used for quick response to expand the EMEDS Basic force package when limited numbers of casualties are expected.  Personnel work closely with AE UTCs for enhanced patient support until patients are evacuated.  The EMEDS+10 Bed AFTH supports a deployed force of 2000 to 3000 personnel for seven days without re-supply.  This UTC requires no more than nine pallet positions for airlift (EMEDS Basic and EMEDS+10 Bed AFTH requires 12 or less  pallet positions combined). 
2.4.3. EMEDS+25 Bed AFTH: Includes EMEDS Basic and EMEDS+10 Bed AFTH force packages and UTCs FFEP4 (25 personnel ward staff), FFEP5 (5 personnel, surgery augmentation team), and FFEE3 (equipment).  This medical system is composed of 86 personnel.  Airlift required for this specific increment is 6 pallets or less (EMEDS Basic, EMEDS+10 Bed AFTH and EMEDS+25 Bed AFTH requires less than 18 pallet positions combined).  EMEDS+25 Bed AFTH supports a deployed force of 3000-5000 personnel for seven days without re-supply in a low threat environment.  
2.4.4. Base Medical Support Augmentation: In general, several augmenting UTCs may support an EMEDS/AFTH facility depending upon the contingency involved. The EMEDS/AFTH facility is enhanced by a core group of medical UTCs that provide base medical support augmentation. These UTCs are usually deployed in conjunction with EMEDS/AFTH as a part of the complete base medical support team.

2.4.4.1. Preventive Medicine Support: EMEDS preventive medicine support is provided by UTCs FFGL2, Prevention and Aerospace Medicine Team 1, FFGL3, Prevention and Aerospace Medicine Team 2, and FFGL4, Prevention and Aerospace Medicine Team 3.  The ADVON team (FFGL2) deploys with the initial force package and is comprised of an Aerospace Medicine Physician (RAM) and a Public Health Officer.  Prior to deployment, the EMEDS Commander may reassess the final composition of the Medical ADVON team based on mission requirements (substitutions of the Public Health Officer with an Independent Duty Medical Technician (IDMT) or a Bioenvironmental Engineer (BEE)). The primary Public Health specialist on EMEDS Basic is the Public Health Officer; however, the EMEDS Basic commander can substitute the Public Health technician for the officer, if required by the mission. (See Attachment 11, EMEDS/AFTH Manpower Matrix). 

2.4.4.1.1. Bare Base Locations: When deployed to a bare base scenario, the ADVON team must be qualified to evaluate the safety and vulnerability of local food and water sources.  Other tasks include performing  epidemiological risk assessments; evaluating local medical capabilities; performing vector/pest risk assessments; determining the adequacy of local billeting and public facilities; providing medical intelligence; and performing an environmental risk assessment.  The team recommends locations for medical facilities and addresses infrastructure needs such as water and waste disposal. They 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, Services and Contracting in the initial ADVON survey, lay-down, and the procurement of food, water and ice.  They must ensure that an adequate site is secured and prepared by the civil engineers (Red Horse Team) for EMEDS Basic and for future expansion.

2.4.4.1.2. Additional Preventive Medicine Support: Follow-on preventive medicine support will consist of a Bioenvironmental Engineering (BEE) Officer and IDMT (FFGL3) (See Attachment 11, EMEDS/AFTH Manpower Matrix) within 48 hours of initial AEF ADVON Team deployment.  However, the EMEDS/AFTH commander can substitute Public Health Officer with the BEE Officer or IDMT based on medical intelligence and mission requirements.  Preventive medicine support for the EMEDS+10 Bed AFTH and EMEDS+25 Bed AFTH is provided by FFGL4 personnel (see Attachment 11, EMEDS/AFTH Manpower Matrix).  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.  FFGL2, FFGL3 and FFGL4 are deployable independently if the scenario dictates.  When establishing initial operations at a bare base, any or all of FFGL2, FFGL3, and FFGL4 assets may be required regardless of the size of the AFTH.

2.4.4.2.  Patient Decontamination Team (UTCs FFGLA and FFGLB): UTC FFGLA is equipment and UTC FFGLB is a 19-person team.  Provides decontamination (decon) personnel to support theater bed-down locations as determined by the medical planner.  Each AFTH is authorized and may require two personnel teams per equipment set, capable of operating on a 24-hour basis. Low threat areas may have one team assigned at the discretion of the Theater AFFOR/ASETF Surgeon.
2.4.4.3.  Patient Retrieval Team (UTC FFGLE): Provides 13 personnel for patient transportation. Typically used for patient recovery from on base casualty collection points (CCPs) but can employ to support all patient transport requirements.  Includes enlisted personnel to support staffing of three ambulances or two 44-person ambuses for 24-hour operations, as well as one officer for the Medical Control Center (MCC).  One or two teams are assigned to each AFTH facility (not Aeromedical Staging Squadron (ASTS)) relative to the patient transport requirements and capabilities of the base. 

2.4.4.4. Mental Health Rapid Response Team (UTC FFGKV): Provides rapidly deployable, lightly equipped six-person manpower team to provide mental health triage, short term management of combat/traumatic stress patients, Critical Incident Stress Debriefing (CISD) and command consultation including outreach services.  The FFGKV provides mental health support at the EMEDS 10 bed AFTH and EMEDS +25 bed AFTH beyond that provided by other clinicians.  To provide extended or inpatient care must be augmented by the UTC FFGKU (Mental Health Augmentation Team). 
2.4.4.5. Mental Health Augmentation Team (UTC FFGKU): Deploys only where the UTC FFGKV (Mental Health Rapid Response Team) is also available.  Provides three personnel and equipment to provide 20 cots for psychiatric triage and stabilization, management of combat stress patients, CISD and command consultation including outreach services.  Enhances the mental health patient treatment capability of AFTH. Must have access to ancillary support, basic laboratory, thyroid functions, blood alcohol test, toxic screens, and basic medical support.
2.4.4.6.  Bioenvironmental Engineering (BEE) Nuclear/Biological/Chemical (NBC) Team (UTC FFGL1): Provides increased Wing survivability through NBC surveillance, detection and abatement.  Advises Wing Survival Recovery Center (SRC) on NBC threats, decontamination options, personnel protective equipment capabilities and NBC health risk to deployed personnel.  Provides field NBC detection through augmentation of the base NBC cell.  Advises SRC on threat impact, protective action, and recovery activities.  This six-member team includes equipment.

2.4.4.7.  Biological Augmentation Team (UTC FFBAT): Provides advanced diagnostic identification capability for biological agents (whether they are naturally occurring or induced) at the deployed location.  Team members analyze samples and interpret results using a nucleic acid based testing platform.  The two-member team deploys based on threat assessments and may deploy along with the EMEDS forces or individually, depending on mission needs.  It is equipped for 30 days without resupply.  


2.4.5.  50-BED AFTH: This size facility is achieved by adding a 25-bed Hospital Medical Expansion Package (HMEP) (UTC FFEW1) of 25 ward personnel and equipment to the UTCs utilized for an EMEDS+25 Bed AFTH. Generally, AF bed-downs are served by an EMEDS+25 Bed AFTH or smaller facility with no specialty UTCs attached.  In a mature theater, specialty UTCs normally are centralized at one to three locations to provide a broader range of essential and specialty care with referral capability.  Sub-specialty UTC centralization is critical to maximize the synergy of capabilities.  The 50-bed AFTH facility is expandable to 75 beds or more by adding additional copies of the HMEP.  Previously, additional capability was added by utilization of FFGK4 (25-bed ATH expansion UTC), FFGKD (25-bed ward supporting equipment), FFGKH (HSEP personnel – staff for 40 ward beds and two OR tables), and FFGKP (HSEP equipment).  Reference Section 2.4.7.1.
2.4.5.1.  Operating Capability: Operating capability is added to the EMEDS+25 Bed AFTH or greater size medical facility by deploying UTC FFMFS (Mobile Field Surgical Team, five personnel), FFEP5 (EMEDS/AFTH Surgical Augmentation, five personnel), FFGK6 (ATH Surgical Team, 11 personnel who staff one additional OR table), or FFEST (Hospital Surgical Expansion Package (HSEP), 22 personnel who support two OR tables).  These UTCs augment the surgical capability of existing facilities. Except for the FFMFS UTC, these surgical packages have separate equipment packages that must also be deployed for full capability. Reference Section 2.4.7.1.
2.4.6.  EMEDS/AFTH Support To Humanitarian Missions: The spectrum of medical support provided to humanitarian missions ranges from public health to subspecialty clinical care depending on the scenario.  When disasters occurs, resources such as potable water, sanitation, nutrition, fuel, and shelters may be unavailable or in short supply during the emergency relief phase.  Due to the lack of these resources and overcrowded conditions, enteric diseases (diarrhea), upper respiratory tract infections, and vector borne diseases such as malaria and dengue fevers, cholera, and typhoid are common. The demographics of a population displaced from war or natural disaster may include a larger percentage of the very young and very old and more women and children than the typical military active duty profile.  An EMEDS - Basic serves as the basic building block for a modular approach to medical support to humanitarian missions. 

The following UTCs designed to support MTWs also have applicability to humanitarian missions: 

· Primary Care Augmentation Team (UTC FFPRM): See description in para 2.4.7.2. below

· Gynecology Augmentation Team (UTC FFGYN): See description in para 2.4.7.3. below

· Infectious Disease Team (UTC FFHA2): See description in para 2.4.7.4.1.

· Air Transportable Dental Clinic (UTC FFF0C): See description in para 2.4.7.6.1. below

The following UTCs are designed specifically for support to humanitarian missions:

2.4.6.1. Pediatric Augmentation Teams: Two teams, UTCs FFPDD, Pediatric Dentistry Team, and FFPED, Pediatric Module – ATH, are designed primarily for HUMROs and SSCs.

2.4.6.1.1. Pediatric Dentistry Team (UTC FFPDD): This team provides two personnel, supplies, and equipment to augment and enhance dental capabilities by providing pediatric dental services.  This UTC can provide augmentation to a medical facility in conjunction with the Air Transportable Dental Clinic (ATDC, see para 2.4.7.6.1 below).  The UTC provides enough supplies and equipment for 30 days of operations on a 12-hour day, 6-day workweek.
2.4.6.1.2.  Pediatric Module – ATH (UTC FFPED): This UTC provides 19 personnel and equipment augmentation to the AFTH.  Provides collocated outpatient or inpatient medical support for medical management of children aged birth to 18 years to include triage, stabilization, treatment, and disease and injury prevention.  The team can provide newborn care when deployed with the Obstetrics Augmentation Team (FFGYM).  Coordination with the deploying organization’s medical logistics office is required due to the number of deferred procurement items included in the equipment package. 

2.4.6.1.3. Obstetrics Augmentation Team (UTC FFGYM): Provides 6 personnel and equipment augmentation for complete obstetrical care (OB) including labor and delivery during HUMROs and SSCs.  Asset contains 30 days of supply.  The OB Team is dependent on UTC FFGYN and is not a stand-alone asset.  When OB team is added, UTC FFPED (Pediatric Module) must also be deployed.  

2.4.7. EMEDS/AFTH in Major Theater War (MTW): The EMEDS and AFTH are augmented by some or all of the following teams to provide the appropriate level of medical support at or above 25-beds. Specialty UTCs such as Gynecology Augmentation, Infectious Disease, Endodontic, Periodontic, Oral Surgery, Otolaryngology, Ophthalmology, Neurosurgery, Thoracic/Vascular, CT Scan, Fluoroscopy/Angiography, and Ancillary teams are generally centralized at one to three mature theater hospitals in a theater.  In general, mature theater hospitals are 50-beds or greater with a full complement of medical specialty augmentation UTCs.  Specific contingencies such as SSCs may drive deviations. 

2.4.7.1. Hospital Surgical/Medical Expansion Package (HSMEP) (UTCs FFEW1, FFEW2, FFEST, FFEEW, and FFEES): The HSMEP was developed in late 1998 by Air Combat Command (ACC).  The hospital surgical expansion package (HSEP), originally developed by PACAF (73 personnel and equipment), was split into multiple increments to allow planning flexibility and incremental builds to the AFTH.  The HSEP formerly provided 40-beds and two operating room tables, while the full HSMEP consists of equipment and staff for a 50-bed ward (two 25-bed wards) and two operating room tables.  The HSMEP is comprised of the Hospital Surgical Expansion Package (HSEP) and the Hospital Medical Expansion Package (HMEP).  The equipment and personnel packages will be converted to the new HSMEP model from the old HSEP model.
2.4.7.1.1. Hospital Surgical Expansion Package (HSEP): Provides manpower to staff two surgical tables.  Includes two general surgeons, one orthopedic surgeon, two anesthesia personnel, and an operating room support staff of 17 personnel.  Manpower is provided by UTC FFEST, HSEP Surgical Personnel, 22 personnel, and is used to augment an AFTH above 25 beds.  Equipment is either pre-positioned or provided with UTC FFEES, HSEP Equipment. 

2.4.7.1.2.  Hospital Medical Expansion Package (HMEP): Provides general medical care with limited isolation capability, wound care, dressing changes, medication administration, intravenous access, vital sign monitoring, infection control, and nutritional supportive services.  Each of the two teams (UTCs FFEW1, 26 personnel, and FFEW2, 21 personnel) staff 25-bed wards.  FFEW2 is designed to augment FFEW1; therefore, FFEW1 deploys in sequence before FFEW2.  The five-person staff differential is a result of certain AFSCs that do not need to be duplicated for an additional 25 inpatient beds. FFEW1 includes additional laboratory, radiology, pharmacy, and dietary manpower.  Equipment is either pre-positioned or provided by UTC FFEEW, HSMEP Ward Equipment. 

2.4.7.2.  Primary Care Augmentation Team (UTC FFPRM): Provides preventive, continuous, and comprehensive primary care for patients with routine and urgent, non-life threatening conditions regardless of organ system, age, or gender.  The team consists of 22 personnel and equipment that support a PAR up to 5,000 for 30 days without re-supply.  This team is designed to augment a fixed or deployed medical facility at or above 25-beds and can physically separate from the AFTH (or equivalent) within the cantonment area.  The team relies on the AFTH (or equivalent) for re-supply, ancillary services, patient transportation, and specialized patient care.  The team can augment the emergency and inpatient ward services as time and resources permit based on mission requirements.  

2.4.7.3. Gynecology Augmentation Team (UTC FFGYN): Provides five personnel and equipment to diagnose and treat acute and non-acute conditions to a deployed force for 30 days without re-supply.  The team must attach to an EMEDS+25 Bed AFTH at a minimum and can be used as manpower augmentation to a fixed facility.  Obstetrical (OB) capability can be obtained by adding the Obstetrics Augmentation Team (UTC FFGYM). 
2.4.7.4. Infectious Disease: Provides infectious disease augmentation to an AFTH with two UTCs, FFHA2, Infectious Disease Team, and FFHA5, Infectious Disease Augmentation Team.

2.4.7.4.1. Infectious Disease Team (UTC FFHA2): Provides infectious disease support and equipment to 25-bed or larger AFTH facilities (generally centrally located at one to three locations per theater).  The 15-member team (consisting of one infectious disease physician, a clinical nurse trained in infection control, six clinical nurses, six medical technicians, and one public health technician) identifies, controls, and provides treatment for infectious diseases in the deployed theater. The team provides public health surveillance and specialized care for patients with biological warfare, nosocomial and DNBI infections transmissible to other patients and personnel.  Identifies, confirms and reports use of biological warfare agents.  Provides consultation to preventive medicine teams, uses telemedicine capabilities for consultation with theater epidemiology team (UTC FFHA1), BEE NBC team (UTC FFGL1), and CONUS-based medical and all biological and infectious disease centers.  Oversees operation of six-bed patient isolation area.

2.4.7.4.2. Infectious Disease Augmentation Team (UTC FFHA5): Provides two personnel who provide manpower to augment infectious disease and infection control support in the theater.  Normally deploys after UTC FFHA2 to AFTHs with more than 100 beds where a significant threat of biological warfare or infectious disease casualties exists.  Augments ability to identify, control, and provide treatment for infectious diseases and biological warfare agents in the theater.  Provides intra-theater infectious disease consultation.

2.4.7.5. Mental Health: Provides mental health augmentation to an AFTH with two UTCs, FFGKV, Mental Health Rapid Response Team, and FFGKU, Mental Health Augmentation Team.  The UTC FFGKV is described in para 2.4.4.4. above.  FFGKU deploys only where UTC FFGKV is also available.  FFGKU enhances the mental health patient treatment capability of an AFTH.  

2.4.7.6.  Dental Care: Deployed dental care is provided by five teams in addition to the basic capability provided in the EMEDS/AFTH force package:

· Pediatric Dentistry Team (UTC FFPDD), see paragraph 2.4.6.1. above for description

· Air Transportable Dental Clinic (UTC FFF0C)

· Endodontic Augmentation Team (UTC FFEND)

· Periodontics Augmentation Team (UTC FFPER)

· Oral Surgery Augmentation Team (UTC FFMAX)

2.4.7.6.1. Air Transportable Dental Clinic (ATDC) (UTC FFF0C): Provides six personnel and equipment to enhance the patient dental treatment capability of an EMEDS+10 Bed AFTH (minimum) or as a stand-apart unit.  The ATDC equipment set is deployed without the UTC manpower to support one or more dental specialty UTCs which must deploy with their instruments, supplies, equipment, and manpower.  The ATDC accommodates a maximum of three dental UTCs.

2.4.7.6.2.  Endodontic Augmentation Team (UTC FFEND): Provides (in conjunction with ATDC) two personnel, supplies, and equipment to augment and enhance deployed and fixed dental capabilities.  The team provides endodontic expertise necessary to manage pulpal and periapical pathosis as well as traumatic injuries to the teeth.  This team contains supplies for 30 days of operations, with team working 12 hours daily on a six-day workweek.  This UTC can provide augmentation to medical/dental treatment facilities.  
2.4.7.6.3.  Periodontics Augmentation Team (UTC FFPER): Provides two personnel with supplies and equipment to augment and enhance dental capabilities by providing periodontal dentistry services.  May also provide augmentation to medical facilities in conjunction with the ATDC.  The UTC contains enough supplies to support the team for 30 days of operations, with team working 12 hours daily on a six-day workweek.

2.4.7.6.4. Oral Surgery Augmentation Team (UTC FFMAX): Provides two personnel and equipment necessary to establish oral and maxillofacial surgical capability in an EMEDS+25 Bed AFTH, or larger.  The team may be used in conjunction with the ATDC to provide augmentation and enhance existing outpatient dental treatment capabilities.  This UTC may also provide augmentation to medical facilities in conjunction with the ATDC.  The UTC contains enough supplies to support the team for 30 days of operations, working 12-hours daily on a six-day workweek.

2.4.7.7. Head and Neck Surgery Teams: Provides augmentation to 50-bed (or larger) deployed medical facilities or fixed facilities.  The four independently deployable UTCs are comprised of manpower and equipment.  The team requires an ISO-shelter provided with the HSEP.  Each facility contains enough supplies for 30 days of operations working 12 hours daily on a six-day workweek.  The head and neck surgery team is comprised of the following UTCs:

· Oral Surgery Augmentation Team (UTC FFMAX): (see paragraph 2.4.7.6.4. above for description)

· Ear, Nose, and Throat Augmentation Team (UTC FFENT):  Provides medical and surgical ENT specialty care

· Ophthalmology Augmentation Team (UTC FFEYE):  Provides medical and surgical  care: evaluation, prevention, and treatment of eye diseases and injuries 
· Neurosurgical Augmentation Team (UTC FFNEU): Provides neurosurgical augmentation; requires computerized tomography (CT) scan support available in UTC FFHA4, CT Scan Team

2.4.7.8. Thoracic/Vascular Surgical Team (UTC FFGKT): Provides thoracic and vascular surgical capability and consultation.  The three personnel and equipment UTC enhances the surgical capability of a 50-bed (or larger) AFTH and requires support from intensive care unit, radiology, angiography/fluoroscopy, and laboratory. 

2.4.7.9. Urology Augmentation Team (UTC FFPPT): Provides two personnel and equipment necessary to establish urological surgical capability in a 50-bed (or larger) fixed or tented AFTH.

2.4.7.10. Ancillary Services Augmentation Teams: Pharmacy, laboratory and radiology ancillary services may be augmented by several UTCs:
· Biological Augmentation Team (UTC FFBAT): (see paragraph 2.4.4.7. above for description)

· CT Scan Team (UTC FFHA4)

· Fluoroscopy/Angiography Team (UTC FFRAD)

· Ancillary Augmentation Team (UTC FFANC)

· Telemedicine Team (UTC FFTEL)

2.4.7.10.1.  CT Scan Team (UTC FFHA4): Provides three personnel and equipment to establish computerized tomography (CT) scan capability in support of specialty surgical augmentation packages at a 50-bed AFTH (minimum).  This UTC will generally deploy in support of mature AFTHs which require the diagnostic capability provided by this UTC.  Teams which may require the CT scan capability include: FFMAX, FFENT, FFEYE, FFNEU and FFPPT.  The equipment set provides supplies and spares for 30 days and includes an ISO shelter.

2.4.7.10.2. Fluoroscopy/Angiography Team (UTC FFRAD): Provides three personnel and equipment to establish specific radiology-angiography and fluoroscopy capability in support of a 50-bed (minimum) AFTH.  The UTC will generally deploy in support of a mature AFTH to provide appropriate specialty support and includes an ISO-shelter.
2.4.7.10.3.  Ancillary Augmentation Team (UTC FFANC): Provides nine personnel and equipment, including two ISO shelters (laboratory and radiology), for both inpatient and outpatient services.  The team also provides pharmacy services and augments at least a 25-bed AFTH or fixed facility.  This UTC is generally required at large facilities (100 beds or greater). 

2.4.7.10.4. Telemedicine Augmentation Team (UTC FFTEL): Provides three personnel, supplies, and equipment necessary to establish telemedicine capability in a fixed or deployed AFTH.  The UTC provides satellite communication connectivity to include secure communication and digital imaging.  

2.4.7.11.  Critical Care: The AFTH is augmented by two teams, UTC FFCCU, Critical Care Team, and UTC FFCCV, 10-Bed ICU Expansion Team that provide critical care to an AFTH.  These UTCs augment the critical care provided by the FFEP UTC which provides care beginning at the EMEDS-Basic increment.
2.4.7.11.1. Critical Care Team (UTC FFCCU): The team of 15 personnel and equipment establishes a four bed intensive care/critical care capability attached to an EMEDS+25 Bed AFTH, or greater, if indicated by the casualty stream.   The UTC contains enough supplies for 30 days of operations working 24 hours daily on a 7-day workweek.  The team provides acute medicine and perioperative care to critically ill patients with disorders of oxygenation, ventilation, and circulatory perfusion. 
2.4.7.11.2.  10-Bed ICU Expansion Unit (UTC FFCCV): Provides manpower and equipment to establish a 10-bed intensive care capability attached to a 54-bed (or larger) theater hospital with at least a 4-bed ICU capability. The 26 personnel are available to augment and enhance essential medical treatment at the theater hospitals.  Provides intensive and post anesthesia care to a variety of acutely ill, trauma and surgical patients.  Includes an additional cardio-pulmonary technician who would support the ICU mission as well as other functions within the theater hospital.  This UTC is deployed with the Infectious Disease Team if critical care isolation is required.  This UTC also contains appropriate equipment and a ward tent.

2.4.7.12.  Patient Movement Teams: The following teams provide additional patient movement capability for an AFTH.

2.4.7.12.1.  Patient Retrieval Team (UTC FFGLE): (see paragraph 2.4.4.3. above for description).

2.4.7.12.2. Ambulance Augmentation Team (UTC FFAMB): Provides equipment to AF bed-downs during contingencies where patient transportation demands require additional ambulance support.  The UTC provides equipment to stock one ambulance for both field and fixed facilities.  If personnel are required, combine with the 13-person Patient Retrieval Team (UTC FFGLE).

2.4.7.12.3. AFTH Patient Movement Element (UTC FFPME): Coordinates transportation, handling and clinical support for patient staging. Required at some AFTH locations with complex transportation challenges.  The 10-person UTC is deployed to facilities above 125-beds and facilities that interface with theater evacuation systems to support the reception and dispersion of casualties. 

2.4.7.13.  Facility Support Teams: Four teams provide added AFTH facility support. 

2.4.7.13.1. Biomedical Equipment Maintenance Team (UTC FFBMM): Provides three biomedical equipment maintenance technicians (BMETs) to increase biomedical equipment maintenance capability and facility management support.  This UTC does not include equipment and should only be deployed to locations with a MEDLOG computer system in operation.

2.4.7.13.2. AFTH Command and Control Augmentation Team (UTC FFC2A): Provides 29 personnel to augment the command and control function in an AFTH at a 125-bed (or larger) facility.  When deploying in an ADVON role, this UTC arrives with other ADVON teams ahead of the AFTH personnel package and coordinates infrastructure set-up, base operations support, establishes a Medical Control Center (MCC), personnel administration, logistics support, and prepares to receive augmenting personnel.  Includes a biomedical equipment repair superintendent, a medical logistics superintendent, and a dietitian.

2.4.7.13.3. Medical Logistics Personnel Augmentation Team (UTC FFLG1): Provides three personnel to augment logistics capability for AFTH’s.  It is utilized to augment the AFTH medical logistics function to support any deployed medical capability as required.  The FFGL1 CONOPs states that this UTC will generally be utilized when at > 50 bed AFTH’s.
2.4.7.13.4.  Systems Team (UTC FFSYS): Provides systems capabilities in C2, health care delivery and theater medical information program (TMIP) supporting a 25-bed or larger AFTH.  The seven member team also establishes (if required) and manages the local area network and relies on ECS for connection to Wide Area Network.  Provides seven personnel to provide computer system administration and management.  Generally these UTCs are only required at large AFTHs above 100 beds.
2.5.  Functional Area Descriptions:

2.5.1. Triage/Decontamination Area: 

EMEDS Basic, EMEDS+10 Bed AFTH: Triage is limited to space outside the EMEDS/AFTH tentage and surrounding areas.  In the event of a chemical or biological attack, a decontamination area is established outside, and down-wind, from the clinic tentage (in coordination with civil engineering for determining most appropriate location). Decontamination UTCs  (Patient Decontamination Equipment FFGLA and Patient Decontamination Team FFGLB, 19 personnel) are required for sustained decontamination efforts.  Prior to the augmentation, hasty decontamination is limited to water and bleach.

EMEDS+25 Bed AFTH: Triage is limited to space outside the EMEDS/AFTH tentage and surrounding areas.  Once modifications are complete, this area will be protected by a tent section without environmental control at the entrance to the emergency section (2nd increment and above). It provides a covered area for initial entry of patients.  The decontamination tent and team operate adjacent to this area. 

2.5.2. Emergency Medicine/Primary Care/Functional Account Code (FAC) 5224:  

EMEDS Basic, EMEDS+10 Bed AFTH: Emergency medicine and primary care are provided at the primary facility location as well as flight line clinics, when required.  This area functions as an outpatient clinic and trauma treatment area.  It may, or may not be possible for simultaneous operation of both functions.  Space is provided for four litters: one trauma bed, two treatment tables, and one gynecological/orthopedic table.  The emergency medicine area provides space for storage of supplies and equipment.  Life saving capabilities are derived from the ability to perform transfusions, intravenous solution infusion, oxygen administration, ACLS and ATLS procedures, and minor surgical stabilization procedures.  The emergency department includes a portable suction machine, 12-lead EKG, 3-lead rhythm monitoring, standard defibrillation, automatic external defibrillation, transcutaneous pacing, and continuous oxygen saturation monitoring capabilities.  Multiple methods of skin closure are available.  Evaluation and management of extremity injuries is done using portable fluoroscopic techniques (EMEDS+10 bed AFTH) and standard immobilization materials.  In addition to standard ACLS medications, thrombolytic agents and low molecular weight heparin are available to assist in the management of acute cardiovascular disorders.  Basic management of toxicological emergencies exists.  A portable slit lamp is available for evaluation of ocular injuries and conditions.  An area for minor surgery and casting of patients is also provided.  Emergency Medical Services (EMS) activities use pre-positioned ambulances, vehicles of opportunity or rental vehicles arranged through logistics and converted to accommodate pre-hospital response of the EMEDS Basic and the FFAMB UTC (one ambulance) at the EMEDS +10 bed AFTH.  Two vehicles are required to support flight line and emergency department response.  Equipment and supplies for both vehicles are embedded into the EMEDS/AFTH AS.  The EMEDS Commander determines staffing.  Basic Life Support capabilities are available during patient transport.  An automatic external defibrillator device is available for emergency response.  Advanced provider capabilities and personnel can augment the EMS service as mission requirements allow.  Consumable supplies are obtained from the Emergency Department/Flight Medicine functional areas and placed in the ambulance.  Vehicle maintenance support is required from ECS.

EMEDS+25 Bed AFTH: The emergency medicine area provides space for four litters and storage of supplies and equipment.  An increase in consumable supplies accompanies this level, but no change in basic capability occurs.

2.5.3. Pre-operative/(FAC) 5240

EMEDS Basic, EMEDS+10 Bed AFTH: A separate space is not specifically provided for this function in the EMEDS assemblage.  Patients will be kept in the emergency medicine or critical care areas prior to surgery.  Privacy and sensitivity to patients’ needs are provided as much as possible in this setting.  At a minimum, documentation on patient care will be completed on Standard Form (SF) 600, Chronological Record of Medical Care, to include patient name/social security number, primary/secondary diagnosis, medical care given prior to surgery, i.e. Foley catheter, intravenous insertion sites/solution infusing, medications given, and anticipated surgical procedures.  Standard Form (SF) 600, and Optional Form 517, Anesthesia Medical Record, will be used to document care given to the surgical patient in the operating room.

EMEDS+25 Bed AFTH: Pre-operative areas for holding patients prior to surgery will include: a) emergency medicine area, b) critical care area, c) medical ward, and d) pre-op holding area adjacent to the central sterile supply (CSS) area, depending upon casualty flow and availability.  Privacy and sensitivity to patients’ needs are provided as much as possible in preparing patients for surgery.  Documentation of medical care is as described above.
2.5.4.  Pharmacy/(FAC) 5513:  

EMEDS Basic and EMEDS+10 Bed AFTH: For EMEDS Basic there is no formal pharmacy section; pharmaceutical services are provided by clinicians at this level.  The EMEDS+10 Bed AFTH has pharmacy staff assigned.  The pharmacy area is equipped to store and dispense medications needed for patient care.  Re-supply of the flight-line clinic is accomplished by the EMEDS/AFTH pharmacy.  Medications deployed with the EMEDS/AFTH should be tailored to the geographical area of deployment and the possible medical threats.  Refrigeration is required for some medications.  Double lock and key is required for all controlled medications.  The senior nurse is responsible for maintaining accurate accounting of controlled medications through the EMEDS+10 Bed AFTH. 

EMEDS+25 Bed AFTH: The pharmacy area is equipped to store and dispense medications needed for patient care.  The assigned pharmacist is responsible for accurate accounting of all medications.  Approximately 10-days of pharmacy supplies are stored in the pharmacy section.  The remaining medications are stored on the patient wards.  

2.5.5.  Laboratory/(FAC) 5512:  

EMEDS Basic: There is no formal laboratory section or trained laboratory personnel on the EMEDS-Basic. Clinicians are trained to perform all necessary laboratory procedures with one portable clinical analyzer.  Several test kits are provided for quick diagnosis. Group O packed red blood cells are obtained from the Theater Armed Services Blood Program upon arrival.  Group O Negative blood is ordered from the Theater Area Blood Program Officer.  No blood typing or cross matching capability exists at this level. Thirty units of Group O packed red blood cells are stocked in a field blood refrigerator/warmer. Rh type will be considered when transfusing females of childbearing age.  If Rh Pos blood is given to Rh neg female, they are candidates for immune anti-D administration within 72 hours of transfusion. Emergency collection capability exists if stored supply is exhausted. (See Attachment 12, EMEDS Basic Laboratory Table).

EMEDS+10 Bed AFTH: One laboratory technician provides hematology, urinalysis and serology capabilities. Limited blood banking is provided with crossmatching, packed red blood cell storage and emergency donations. The blood is obtained from the Theater Armed Services Blood Program through J-4, JTF Surgeon’s Area Joint Blood Program representative. (See Attachment 13, EMEDS+10 Bed AFTH Laboratory Table).

EMEDS+25 Bed AFTH: One laboratory officer and one additional laboratory technician perform comprehensive laboratory procedures and basic microbiology. An additional chemistry analyzer provides multiple chemistry analytes in a 12-test panel. (See Attachment 14, EMEDS+25 Bed AFTH Laboratory Table).

2.5.5.1.  Ancillary Laboratory Specialty Set (UTC FFANC): This is the next level of laboratory care in the modular build concept.  This module was designed as the final level of laboratory care available in theater.  The final level of care after the Ancillary Specialty Set Laboratory is currently provided by Navy Forward Deployed Laboratory or the Army Theater Area Medical Lab (TAML).  The Ancillary Laboratory Specialty Set,  staffed by one biomedical laboratory manager and two medical laboratory journeymen, includes two random access chemistry analyzers.  These analyzers provide chemistry analysis surge capability and additional complex tests required by the multiple specialty sets and the existing EMEDS+25 Bed AFTH.  An additional refrigerator, freezer, incubator, microscope and centrifuge are provided in this package.  Additional tests are available. (See Attachment 15, Ancillary Laboratory Specialty Set).

2.5.6.  Radiology/(FAC) 5515:

EMEDS Basic: There is no radiology technician/section in the EMEDS Basic.  Radiology services are provided by trained clinicians.  A dental digital x-ray machine provides intraoral radiology. Digital radiology (plain films) and ultrasonography is provided on a limited basis.  Ultrasound images are acquired on a 22-pound portable unit with a 3.5Mhz transducer with thermal printer.  The provider staff interprets all images.  Capability for electronic transmission of radiology images exists.
EMEDS+10 Bed AFTH: This level includes a radiology technician/section.  Radiology services are upgraded to include C-arm fluoroscopy capabilities. Increased capability to include spinal, chest, pelvic, and abdominal images.  Provider staff interprets all images.  Capability for electronic transmission of radiology images exists.
EMEDS+25 Bed AFTH: One additional radiology technician at this level. All capabilities and equipment are the same. Augmentation capabilities available include CT and angiography.  Multiple monitors are established in the EMEDS/AFTH to allow viewing of digital images.  Enhanced capability for electronic transmission of radiology images.
2.5.7.  Command and Administration/(FAC) 5100/5560:  

EMEDS Basic, EMEDS+10 Bed AFTH: The command and administrative area consists primarily of office and communications equipment such as desks, computers, public address system/intercom (beginning at EMEDS+10), radios and ECS support equipment (telephones, fax, copier) required to perform administrative tasks.  Reference materials are electronic (e.g., web based, CD ROM) whenever possible.  This section includes the functions of Medical Command, Patient Administration (to include AE coordination), Personnel Administration, Systems Support and MCC.  The focal point for all classified material handling and distribution (i.e. secure communications, messages, etc.) is the MCC.  Disaster/contingency checklists are available through appropriate sources, if needed.  All patients are received, signed-in, and tracked through an automated clinical care data system, or utilizing other approved AFFOR/SG procedures.  

EMEDS+25 Bed AFTH: Space may increase to accommodate the increased workload volume. The basic functions remain the same. 

2.5.8.  Medical Logistics/Maintenance/Facility Management/(FAC) 5530:  

EMEDS Basic: Storage is available with nesting boxes and limited shelving.  Limited supplies are stored in appropriate functional areas.  Most supplies are stored in a single, small, medical central supply area found in the rear of an EMEDS-Basic tent.  Medical maintenance is limited to on-site repairs by EMEDS or CE personnel in teleconsultation with BMET personnel at home base.  For equipment that cannot be repaired, rapid replacement is required.  BMETs must deploy with their issued personal tool kits even though an equipment maintenance tool package is included on the Basic AS.  Electronic mail/FAX capability is required.
EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: A segregated, environmentally controlled, storage area/capability with shelving is available.  Access to electronic mail/FAX is required.  The medical maintenance function (BMET) provides equipment and repair parts necessary to maintain the medical equipment in good operating order.  There is also a limited quantity of user maintenance supplies and parts to support the hospital complex.  Consideration should be made for the storage of hazardous/flammable materials.  Logistics should optimize on cooperative storage facilities available for base units.

2.5.9.  Medical Ward/(FAC) 5219:  

EMEDS Basic: The EMEDS Basic does not contain an inpatient ward.  It has the capability to hold four patients (three critical care beds and one dental bed) for less than 24 hours unless operational issues drive short-term deviations.  May hold four minimal or intermediate level acuity or three critical level patients.  Cubicle curtains for privacy are provided.  Adequate patient care supplies are stocked including intravenous fluids, oxygen, suction, and monitoring equipment. 

EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: The 10-bed, 25-bed, and larger facilities provide inpatient bed capability.  Current HSMEP CONOPs allows for additional wards (above EMEDS+25 Bed AFTH) to be incrementally added in 25-bed increments.  Medical equipment is essentially the same for each ward, but medical supplies differ depending on the patient mix.  Equipment is also available to serve meals to bed patients.  The patient bed consists of a multiple position field hospital bed and a general-purpose bed tray.  The distance between bed centers is approximately 60 inches, but can vary to maximize ward efficiency.  Cubical curtains for privacy are provided.  General patient care supplies are stocked including intravenous fluids, oxygen, suction, and monitoring equipment.  ECS provides field commodes for patient use when facilities external to the EMEDS/AFTH cannot be used.  These assets are also suitable for care of chemical casualties and biological warfare agent casualties (with appropriate infection control measures).  Critical care may be provided on the inpatient wards when necessary.  The critical care capability at the EMEDS+10 Bed AFTH and EMEDS+25 Bed AFTH includes one bed for sustained care and three beds for a surge of critically ill patients. 
2.5.10.  Operating Room/Anesthesia/(FAC) 5240: 

EMEDS Basic, EMEDS+10 Bed AFTH: The initial surgical capability for EMEDS/AFTH is provided by the five member FFMFS UTC (Mobile Field Surgical Team) in a shelter of opportunity provided by ECS, pending arrival of EMEDS/AFTH assets.  EMEDS Basic and EMEDS+10 Bed AFTH provides surgical tentage of 100 square feet of operating space, one operating table and operating lights.  Essential operating room equipment and supplies are provided by the FFMFS AS and additional supplies provided by the EMEDS/AFTH AS such as surgical gowns, drapes and dressings.  A single steam tabletop sterilizer is located in this section for the EMEDS Basic (later moved to the Central Sterile Supply (CSS) area in EMEDS +10 and +25) and should optimally be able to use potable water.  If this is not possible, demineralized (distilled) water must be purchased or otherwise made available for the sterilizer.  The following surgical supplies, equipment or ancillary support are also provided: vital sign monitoring devices, electrocautery unit, portable suction machine and sterile instruments.  Inhalation anesthesia may initially be provided by the draw-over vaporizer, but changes to a more capable anesthesia machine when the EMEDS Basic or EMEDS/AFTH reaches full operating capability (FOC). The draw-over vaporizer may also be used for a second general anesthesia case, if necessary.  Regional anesthesia capability is also provided. EMEDS+10 bed AFTH increment provides additional supplies, instrumentation, and postoperative support.
EMEDS+25 Bed AFTH: A second operating table and lights, a second field anesthesia machine and additional surgical equipment and supplies are provided at this increment.  The second operating table requires an additional 100 square feet of space for a second operating team.  The two operating room tables are located adjacent to one another.  UTC FFEP5 (EMEDS/AFTH Surgical Augmentation) provides five additional personnel for two full operating teams. 

2.5.11.  Central Sterile Supply (CSS)/(FAC) 5240: 

EMEDS Basic, EMEDS+10 Bed AFTH: There is no dedicated space for the Central Sterile Supply (CSS) area to receive, clean and sterilize instruments, packs, and other medical specialty items in the EMEDS Basic.  The small tabletop sterilizer, located in the operating room suite in EMEDS Basic will be moved to the CSS area in EMEDS+10 bed AFTH.  To accommodate increased instrumentation and processing of sterile supplies, a large sterilizer with water reclaimer unit will be added to the EMEDS+10 bed AFTH increment and located with the smaller tabletop sterilizer.  It is recommended that both sterilizers be collocated near the operating room.  A utility sink is available in the EMEDS Basic and a wet-vacuum unit is included in the EMEDS+10 bed AFTH increment. CSS is located adjacent to the operating room and is responsible for issuing/storing small instrument sets for use in the ICU/Emergency Medicine/Dental/Ward and Flight Medicine areas.  These sections are responsible to pick-up and return their own instruments.   

EMEDS+25 Bed AFTH: An ultrasonic cleaner and an additional sink are included in this increment.   

2.5.12.  Dental Clinic/(FAC) 5421:  

EMEDS Basic: The EMEDS Basic provides basic dental capability. The goal of EMEDS-Basic dentistry is patient stabilization, not definitive care.  This package does not include a dental chair; one of the EMEDS Basic hospital beds is configured for dental use. Major equipment consists of a high-speed dental treatment unit, suction, an operator light source, and a compressor.  Capabilities also include digital dental x-rays. The area supports most phases of general dentistry to include examinations, restorative dentistry, extractions, initial root canal treatment, periodontal therapy, stabilization of maxillo-facial injuries and adjustments of prosthodontic devices (restorative capability limited IAW theater evacuation policy).  All common disposable supplies, gauze and gloves are centrally stored within EMEDS Basic.  Dental instrument sterilization is accomplished in the operating room area using the small table-top sterilizer.

EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: Dental treatment is augmented at the EMEDS+10 Bed AFTH level with the arrival of a dental chair and one technician. Capability is added at the EMEDS+25 Bed AFTH level with the arrival of an additional dentist.  The dental treatment area supports most phases of general dentistry to include dental examinations, restorative dentistry, extractions, initial and final root canal treatment, periodontal therapy, and adjustments of prosthodontic devices.  Limited dental laboratory capability is available at the EMEDS+25 bed AFTH level. 

2.5.13.  Critical Care/(FAC) 5220:  

EMEDS Basic, EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: The Expeditionary Critical Care Team (FFEP1) provides a critical care surge capability that may hold as many as three patients for up to 12 hours prior to aeromedical evacuation.  If a CCATT and airlift are located at the same bed down with the EMEDS/AFTH increment, then the waiting time for transport may be shortened.  When necessary, the FFEP1 UTC is augmented by personnel within the EMEDS/AFTH modules.  The inpatient capability of the 2nd and 3rd increments of EMEDS/AFTH (EMEDS+10 bed AFTH and EMEDS+25 bed AFTH) requires the sustained ability to have one critical care bed. This requirements based capability is staffed 24 hours a day by staff competent in providing care for the critically ill or injured patient.  Timely aeromedical evacuation is crucial in maintaining patient flow and conserving a small theater manpower and equipment footprint. The element provides intensive and post-anesthesia care to a variety of trauma, surgical and medical patients.  Additional lifesaving capabilities include, but are not limited to, noninvasive and limited invasive cardiovascular monitoring, ventilation/oxygenation support, fluid and electrolyte management, and additional resuscitation/stabilization. The EMEDS Basic critical care capability requires some common equipment and supplies, but the EMEDS 10 and 25 bed AFTH increments have adequate supplies and equipment for full capability of the critical care functional area without using equipment and supplies from other clinical functional areas. AFTH critical care capability is increased with UTCs FFCCU (four-bed, 15-person Critical Care Team), FFCCV (10-bed, 26-person Critical Care Augmentation Team), and the FFCCT (three-person Critical Care Air Transport Team).

2.5.14. Infectious Disease Management/Infection Control (FAC) 5211: 

EMEDS Basic, EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: Infectious disease management is limited to capabilities provided by an internist, family practice specialist, aerospace medicine physician, surgeons and other clinicians. Infectious disease management includes prevention (infection control), evaluation and treatment and is supported in surveillance and reporting by public health.  The prevention and infection control component is guided by recommendations in AFI 44-108, Infection Control Program.  Digital surveillance systems and polymerase chain reaction (PCR) analysis may be available for identification, confirmation and reporting the presence of biological agents, nosocomial and DNBI infections.  Approved medical surveillance software will be employed as a supporting tool. 

With the re-emergence of infectious diseases, the increasing exposure to Human Immunodeficiency Virus (HIV), Hepatitis B and Hepatitis C viruses, and the threat of biological warfare and terrorism, infection control and prevention are imperative for the protection of military members and patients/casualties. Basic principles of infection prevention and control will be followed in the field setting.  These principles include appropriate immunizations, disease prevention measures, such as good diet and exercise, and the use of standard precautions including hand washing and the wear of personal protective attire.  Infection control includes principles of a field employee health program.  Infectious disease management and infection control may require appropriate isolation procedures.  The Infectious Disease Module (FFHA2) may provide additional infection control, evaluation and treatment including a six-bed isolation unit.  Infection control includes cleaning, disinfecting and sterilization for instruments and medical equipment.

2.5.15.  Physical Therapy/(FAC) 5221: 

EMEDS Basic, EMEDS+10 Bed AFTH: Physical therapy capability is limited to care provided by the orthopedic surgeon and other clinicians.  No specialized equipment is available.
EMEDS +25 Bed AFTH: Physical therapist provides care for patients with neuromusculoskeletal injuries and intervenes to expedite pain reduction, reduce or eliminate post-op/post-injury motion and strength complications, and restore pain free function in minimal time.  Applies aggressive “training room” approach to return mild to moderate musculoskeletally injured patients back to full duty in 24–48 hours. Provides early intervention in intensive care and on recovery units to enhance patient mobility, pain control, and function; as well as reduce and/or eliminate motion and strength complications.  Administers and manages wound and burn injuries to reduce pain and suffering and promote more complete recovery.   This may reduce overall bed days per patient and contribute to maintaining available bed capacity. Serves as physician extenders, providing direct access care IAW established guidelines, clinically supporting primary care and orthopedic sections.  Assists with triage and management of delayed/minimal category patients during mass casualty situations; assessing and treating musculoskeletal injuries as well as open wounds and burns; frees other team members to treat other types of patients.  Provides information, education, and training in non-battle injury prevention, health promotion, athletic training, and fitness consultations. Works with safety in providing ergonomic training, setting up workstations, and identifying high-risk areas for injuries.

2.5.16.  Cardiopulmonary Services/(FAC) 5212:  

EMEDS Basic, EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: Administers respiratory therapy to patients on all units including ventilator management, pulmonary toilet, nebulizer therapy and arterial blood gas procurement and analysis.  Additional capabilities include assisting with ultrasonography (limited to detection of pleural and pericardial effusions) and obtaining electrocardiograms.  Detection of myocardial infarction is aided by electrocardiography and troponin measurements.  When specialty skills are not being utilized, multi-functional roles will be executed on the ward and in the emergency medicine area. 

2.5.17.  Preventive Medicine (FAC) 5310, 5205, 5311 and 5313: 

EMEDS Basic, EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: UTCs FFGL2, FFGL3 and FFGL4 are qualified to evaluate the safety and vulnerability of local food and water sources, perform epidemiological risk assessment, and evaluate local medical capabilities.  Additional duties include performing vector/pest risk assessment, determining adequacy of local billeting and public facilities, providing medical intelligence, performing an environmental risk assessment, and managing Hazardous Material (HAZMAT) in coordination with line personnel.  Preventive medicine personnel also track and monitor immunizations in a deployed location.  They recommend locations for medical facilities and address infrastructure needs such as water and waste disposal.  They provide medical input into the proper lay-down of food, waste, and sanitation facilities at forward operating locations for control of disease vectors.  They monitor human performance factors and inform AEW leadership of significant issues.  Additionally, they provide consultation for aeromedical evacuation.  Immunization currency is a pre-deployment responsibility of the home station. 

2.5.18.  Decontamination Area (FAC) 5313: 

EMEDS Basic, EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: In the event of a chemical or biological attack, a decontamination area is established outside, and down-wind, from the EMEDS/AFTH tentage (in coordination with civil engineering for determining most appropriate location).  A decontamination augmentation UTC is required for sustained decontamination efforts.  Prior to the augmentation, hasty decontamination is available and limited to water and bleach.

2.5.19. Nutritional Medicine (FAC) 5520: 

EMEDS Basic and EMEDS+10 Bed AFTH: There is not a formal Nutritional Medicine section or dietary craftsman at these increments.  Nutritional assessments will be accomplished by clinicians with the assistance of a designated consultant dietitian via telemedicine.  The senior nurse will designate trained EMEDS/AFTH personnel to perform all patient-feeding activities, to include special meal preparation, distribution, menu planning, subsistence ordering, and coordination with ECS.  Supplies for all patient feeding will be disposable.

EMEDS+25 Bed AFTH: There is one dietary craftsman at this level to prepare dietary supplements, enteral feeding, and perform nutritional assessments.  ECS supports Nutritional Medicine by obtaining and preparing regular and liquid meals (including patient inflight meals) for all patients and staff with guidance from the dietary craftsman, and obtains medical supplements to the Unitized Group Ration (UGR) based on what the dietary craftsman identifies as a requirement.  An appropriate vehicle will be available for use in transporting meals to and from the EMEDS/AFTH.  ECS personnel will assist in preparing and packaging the food for shipment.  Ice and drinking water will be provided by ECS or contract for patient feeding activities.  Therapeutic meals for patients will be provided by ECS, with the assistance of the dietary craftsman.  ADA Diet Manual, AF Man 44-139, Clinical Dietetics Manual, AF Form 1094, Diet Order and AF Form 2573, Diet Census will be used.  EMEDS/AFTH personnel will order patient diets and supplements, pick up prepared food from ECS, assemble trays, deliver meals to patient bedside, and return transportation containers and other equipment to ECS for sanitation. 
2.5.20. Information Systems (FAC) 4580: 

EMEDS Basic: Reliable and responsive communications and information systems operations are essential to the success of the EMEDS/AFTH concept.  Medical assets will deploy with dedicated computers and printers compatible with EMEDS/AFTH hardware infrastructure.  These computers provide word processing, database management, clinical encounter support, store-forward telemedicine, telemaintenance, medical logistics support, message text formatting, graphics, and Local Area Network/Wide Area Network (LAN/WAN) interface capability.  The primary objective of EMEDS/AFTH infrastructure is to host and operate the (DOD) TMIP future clinical software applications.

EMEDS+10 and EMEDS+25 Bed AFTH: Same assets as at the EMEDS Basic level, but increased telemedicine and Local Area Network/Wide Area Network (LAN/WAN) interface capability. 

2.5.21.  Flight Medicine (FAC) 5310:

EMEDS Basic: One Squadron Medical Element (SME) equivalent of one flight surgeon (048F3) and two aeromedical technicians (4FO51) are incorporated into EMEDS Basic utilizing the FFDAB UTC (Flight Medicine Team).  Embedding FFDAB ensures the availability of the preventive medicine and flight medicine expertise within EMEDS Basic, enabling EMEDS Basic to support operations ranging from HUMROs to SSCs to MTWs.  Personnel assigned to FFDAB are under the control of the EMEDS Basic Commander.  At the EMEDS Basic, FFDAB and assigned SME personnel will establish and maintain a flight-line clinic (provided base lay-down plans require a medical facility in proximity to flight operations) and perform the duties outlined in the Aerospace Medicine Program.  The lead AEF Wing must determine the number of SME’s required to support the operational flying mission prior to deployment. The line commanders will maintain administrative control of SME personnel; clinical control will be delegated to the EMEDS Basic Commander.  The Aerospace Medicine Specialist (AFSC 48A3) is responsible for administration of the Aerospace Medicine Program; he/she will coordinate deployed FFDAB and SME personnel to ensure flight-line clinic operations and the objectives of the Aerospace Medicine Program are accomplished.  During routine operations, the Aerospace Medicine Specialist will ensure all flight surgeons and aeromedical technicians rotate through the EMEDS facility in support of medical operations. 

EMEDS+10 Bed AFTH, EMEDS+25 Bed AFTH: Augmentation with additional SME’s can be provided at the request of the deployed AEF Wing Commander in order to meet increased operational requirements.

2.5.21.1.  Flight Line Clinic Operations: The flight line clinic will provide primary care, aviation medicine, and minor surgical care to aviators and flight line personnel.  The flight line clinic will also maintain a medical team capable of responding to all in-flight emergencies and flight line ground emergencies.  The EMEDS/AFTH Aerospace Medicine Specialist will coordinate with SME’s to ensure they are incorporated effectively into the flight line clinic.

2.5.21.2.  Aerospace Medicine Operations: The Aerospace Medicine Specialist (RAM) is the medical consultant to the EMEDS/AFTH Commander on all aeromedical issues, including aeromedical evacuation.  The Aerospace Medicine Specialist is responsible for the Aerospace Medicine Program, which includes clinical medicine, preventive medicine, occupational medicine, aviation medicine, environmental health program, and flight safety.  The Aerospace Medicine Specialist will coordinate program requirements with Public Health, Bioenvironmental Engineering, and Flight Medicine; he/she is responsible for maintaining the Aerospace Medicine Program is fully operational IAW AFI 48-101, Aerospace Medicine Operations.
SECTION 3 – OPERATIONS 

Medical operations occur within five distinct phases. These are deployment, employment, generation/sustainment, redeployment and reconstitution.  Each phase is delineated by mission objectives, populations‑at‑risk (PAR), and operational objectives. Overall, the health support objective is to enhance force protection by providing a modular, clinically enhanced, tailored and more life-saving capability while reducing the medical footprint. 
3.1. General Policies:

3.1.1.  EMEDS/AFTH UTCs: The EMEDS/AFTH (equipment/personnel package) UTCs are identified in the Designed Operational Capability (DOC) statements of sourced units.  EMEDS/AFTH equipment/facility packages may be pre-positioned in theater. 

3.1.2.  Reception of Casualties: Casualties can arrive at the EMEDS/AFTH facilities via special medical vehicles (ambulance, ambus or helicopter), vehicles of opportunity, or under their own power. EMEDS/AFTH commanders arrange with base contracting/transportation to provide medical support vehicles when necessary. EMEDS/AFTH increments will also utilize FFAMB UTC for casualty transport capability.

3.1.3.  Casualty Care: Some local base casualties may have had only rudimentary first aid (Self-Aid/Buddy Care) provided prior to arrival at the EMEDS/AFTH.  Should NBC agents contaminate the EMEDS/AFTH facilities, base support is required for any decontamination of the EMEDS/AFTH.  This includes decontamination of the EMEDS/AFTH facility and equipment when necessary.  Medical vehicle decontamination is a base transportation responsibility. 

3.1.4. Casualty Evacuation: Casualties are normally reported for evacuation from the EMEDS/AFTH when not expected to return to duty within the time specified by the theater evacuation policy.  The process to evacuate patients is initiated by the attending physician and validation for movement is made by the assigned flight surgeon.  The EMEDS/AFTH commander assumes overall local responsibility for ensuring appropriate casualty evacuation from the EMEDS/AFTH. 

3.1.5. Coordinating Deaths: Should a death occur, medical representatives will coordinate with the Services’ mortuary affairs representatives to ensure proper processes and procedures are followed. 

3.1.6. EMEDS/AFTH Deployment/Redeployment: Medical personnel will prepare the EMEDS/AFTH for deployment or redeployment and will assemble/disassemble the system.  The home station deployment operation will provide Materiel Handling Equipment (MHE) and load team support to deploy the EMEDS/AFTH.  Each deploying unit will provide their 463L pallets and tie-down equipment.  During re-deployment, the unit will provide load team assistance as required to the AMC airlift element.  A responsive supply and re-supply system will be established to accommodate the EMEDS/AFTH.

3.1.7.  Base Civil Engineer Support Requirements: Deployed civil engineers will install and connect electric power utilities; heating, ventilation and air conditioning equipment (HVAC); waste and water management utility systems, as appropriate. 

They are responsible for major maintenance of equipment (e.g., generators and HVAC systems).  Support will be provided using Harvest Eagle/Harvest Falcon assets or similar components. 
3.2.  Deployment Planning: Deployment planning and preparation is essential to support EMEDS/AFTH operational objectives during wartime or contingencies and must afford sufficient command emphasis to ensure unit readiness.  The deployment can include a movement of troops, cargo, weapons systems, or a combination of these elements utilizing any or all types of transport.  ECS must provide the goods and services to sustain operation of a deployed EMEDS/AFTH force package for the duration of a deployment.  The planners and medical ADVON team arrange messing; billeting; Petroleum, Oils, Lubricants (POL); real estate and other support requirements for deployed medical elements.  

3.2.1.  Deployment Preparation Schedules: Time Phased Force Deployment Data (TPFDD) is built by the air component and flowed through the MAJCOMs to the Wing plans and operations centers for action.  Local installation Deployment Control Centers (DCC) establish local schedules to prepare units, personnel, and cargo IAW required delivery dates in theater. Schedules are developed by working backward from an “aircraft commander briefing” or “station” time to include the essential steps in the deployment process (i.e., manifesting, subsistence palletizing and marshaling, personnel processing, and assembly of personnel and cargo at unit assembly areas). 

3.2.2. Cargo Processing: The processing of EMEDS/AFTH force package cargo begins immediately after a unit is tasked for deployment (notification stage), and continues until the cargo is en route to the deployed destination (deployed stages).  Along the way, milestone events must be accomplished within a certain schedule for the process to work. The DCC will publish a cargo processing schedule which demonstrates the unit’s deployment process detailing critical deployment actions required to meet movement departure times.  Each unit should have a currently certified hazardous cargo courier trained to deploy with each EMEDS/AFTH increment.  

3.2.3.  Equipment Preparation: When notified of a deployment tasking, equipment and supplies must be ready and prepared for transport.  Units should have checklists and/or flowcharts to assure proper procedures are followed for deployment of personnel and cargo.  Equipment mobility paperwork packages contain load and packing lists, hazardous materials declarations, and hazardous cargo placards.  Load planning determines the amount and position of cargo loaded on the designated aircraft.

3.2.4.  Weapons/Narcotics Escort Courier Requirements: A courier accompanies all shipments of weapons/narcotics. Couriers are provided with a packet of written instructions regarding en route security, subsequent storage and issue at destination site, and redeployment procedures.  The courier must be fully knowledgeable of all aspects of weapons/narcotics control to include marking and securing containers, escorting and marshaling, safeguarding en route, protection at deployed locations, issuance procedures, recovery of weapons/narcotics issued, packing, marking, and redeployment.

3.2.5. Chemical and Biological Agent Antidote Stock Levels: Each assemblage deploys with the limited supplies necessary to provide initial therapy to 10 patients exposed to NBC agents. Members deploy with adequate Chemical Warfare Defense Ensemble (CWDE) gear and initial supply of BW/CW antidotes, and personal decontamination kits (M291, M258A1).  Additional CBW supplies should be provided by a pre-planned theater medical supply system or be pre-positioned.  The JCS approved threat list of known and probable agents is used to identify likely agents.  
3.3. EMEDS/AFTH Employment: The employment role of EMEDS/AFTH is to provide contingency operations with medical support that is rapidly deployable worldwide, and supports the entire spectrum of contingencies from HUMROs to MTW.  The goal is to deliver the greatest good for the greatest number with the highest quality medical care possible in the field.  Employment of EMEDS/AFTH consists of three phases: 

Phase I - Presence: Medical operations within this phase are characterized by those essential to supporting attainment of combatant presence in-theater.  The ADVON team (EMEDS Basic Module 1) consists of one Aerospace Medicine Specialist and a Public Health Officer.  They provide limited primary care for an estimated PAR of less than 100, perform an initial site survey, and ensure adequate preventive medicine planning (e.g., water, food, and waste management).  They also evaluate host nation medical capabilities.  Medical equipment needs are met with hand carried professional gear to permit rapid mobilization.  Any ECS support requirements for EMEDS/AFTH ECS (listed in attachment 16), not previously secured from home base, must be obtained or reported as deficient.  The medical ADVON team (EMEDS Basic Module 1) employment is expected to provide primary care for up to 24 hours before arrival of the AEF package and the MFST (EMEDS Basic Module 2).  In scenarios where an AEW or AEG will establish initial operations at a bare base, the medical ADVON and preventive medicine capabilities may have to be made more robust by using any or all of the assets of UTCs FFGL2, FFGL3, and FFGL4. In particular, a Bioenvironmental Engineer may be needed at the earliest stages of camp construction to lay out sanitation facilities with the civil engineers.

Phase II - Initial Operating Capability (IOC): EMEDS Basic Module 2 (MFST) arrives with the next increment of AEF personnel after the ADVON team.  This module is required to be in place no later than the first 24 hours of initial operations/buildup of AEF forces to ensure presence before initial aircraft generation.  IOC is achieved within 15 minutes of arrival of the MFST at the shelter of opportunity.  The availability of primary care continues with the flight surgeon and emergency medicine physician equipment package providing the necessary coverage.   The assumed duration of this phase is 24 hours. Shelters of opportunity are used to provide medical care during this time period. 

Phase III - Full Operating Capability (FOC) Deployment: Module 3 arrives with 18 EMEDS Basic personnel and three pallets of equipment.  FOC is expected within 12 hours post arrival of Module 3 and is accomplished when support to flight-line operations, aerospace medicine, primary care, command and control and emergency response is in place.  This phase ranges from 3 to 90 days, and supports a PAR of 500-2000 personnel.  The essential provisions of force health protection include limiting reliance upon host nation medical facilities, reducing routine travel requirements outside secured areas, and counteracting the impact of mass casualty occurrences. 
3.3.1. Required Base Support: Once delivered to an operational site, the EMEDS/AFTH staff and a limited number of base support staff will erect each increment of the EMEDS/AFTH and attain fully operational status.  Base support personnel will be needed to connect this system to the base infrastructure.  The additional base personnel required during initial setup include a forklift operator, interior/exterior electric specialists, power production equipment specialists, communications specialists, refueling unit operators, and civil engineer utility specialists.  While set up in conjunction with bare base, these personnel will come from in-place deployed personnel.  Other base support service requirements include, but are not limited to; contracting, billeting, food service, general supplies, sewage and waste disposal, potable water, electrical power, laundry, fire protection, transportation, vehicle maintenance, and communications (including radio maintenance) to support EMEDS/AFTH and its staff. 

3.3.1.1. Required Expeditionary Combat Support (ECS): ECS support for deployed EMEDS/AFTH facilities/personnel will be provided using host base capabilities, deployable Harvest Eagle/Harvest Falcon bare base systems, contracted civilian support, or a combination of all three. EMEDS/AFTH commanders must assure that support needs and arrangements are coordinated with appropriate agencies prior to deployment. Attachment 16, EMEDS/AFTH Expeditionary Combat Support Requirements, provides quantified estimates of support required.

3.3.1.2. In Garrison/Home Station Support: The base medical facility commander coordinates with the base civil engineer to facilitate appropriate CE support for EMEDS/AFTH home station requirements. This applies for routine inspection/maintenance of equipment and for home station training support. 

3.3.1.3. Bare Base Support. When tasked, bare base systems/equipment will be deployed as directed in support of AEF operations, to include EMEDS/AFTH operations.  

3.3.1.3.1. Work Facilities. Pending arrival and erection of EMEDS/AFTH facilities with Module III of EMEDS Basic, bare base will provide a shelter of opportunity for interim use.

3.3.1.3.2. Billeting, Personal Hygiene, Food Service. Bare base will provide support commensurate with that provided for all deployed personnel.

3.3.1.3.3. Laundry. Organizational laundry support normally will be obtained on a contract basis.

3.3.1.3.4. Vehicle Maintenance. Base vehicle maintenance services will be provided commensurate with that provided for other deployed personnel/resources.
3.3.1.3.5. Power. Bare base electrical power systems will provide prime and backup power for EMEDS/AFTH facilities and equipment.  Initial support will be provided using low voltage tactical mobile power generators, e.g., MEP-7.  High voltage primary power will be provided once installed, and the tactical generators allocated for emergency backup power.  Bare base will provide power down to EMEDS/AFTH-provided Power Distribution Panels (PDPs). Ground power equipment specialists will be provided to connect PDPs to commercial or bare base power. See the EMEDS Basic, EMEDS+10 and +25 Bed AFTH Power Grid Configurations in Attachments 4, 5 and 6, respectively.

3.3.1.3.6. POL. Ground fuels support will normally be obtained on a contract basis. Fuels for EMEDS/AFTH vehicles, generators, etc., will be included with other base requirements.

3.3.1.3.7. Water. Potable water (bottled/bulk) normally will be obtained on a contract basis, however Reverse Osmosis Water Purification Unit (ROWPU) support is available for deployment if required to self-generate potable water.

3.3.1.3.8. Ice. Ice will normally be obtained on a contract basis or will be available organically once the bare base kitchen is up and operating (seven days).

3.3.1.3.9. Waste Disposal. Medical and other waste disposal services will normally be obtained on a contract basis, or will be otherwise provided along with other base waste disposal. 

3.3.1.3.10. Communications. Deployed medical assets utilize AF communications units, which provide base communication, voice, data infrastructure, and long haul theater connectivity.  Prior to deployment, communication requirements and frequency allocation issues must be coordinated.

3.3.1.3.11. Oxygen/LOX. Oxygen and other gas will normally be obtained on a contract basis.

3.3.1.3.12. Environmental Control. The EMEDS/AFTH deploys with its own environmental control units (heating/air conditioning).  Bare base/civil engineering personnel will assist with installation and maintenance of this equipment as necessary.

3.3.1.3.13. Pallets. The EMEDS/AFTH provides its own pallets, nets, and other shipping containers.

3.3.1.3.14. Equipment Movement. Bare base personnel will assist in movement and positioning of EMEDS/AFTH equipment at the deployed location.

3.3.1.3.15. Fire Protection. Base fire protection services will be provided commensurate with that provided for other deployed personnel/resources.
3.4.  Generation and Sustainment: 

3.4.1. Sustained Operations: The sustainment of EMEDS Basic operations requires the time-phased introduction of medical forces and equipment.  This phase ranges from 3 days to 90 days, and supports a PAR of 500-2000 personnel.  The EMEDS Basic supports flight-line operations, aerospace medicine, primary care, and emergency/disaster response operations. 

3.4.2. Enemy Prisoners of War (EPW): If EPWs are treated at an EMEDS/AFTH facility, coordination with security forces is required to provide armed guards for prisoners.  Guards assigned to medical prisoners must accompany them to the destination MTF.  EMEDS/AFTH facilities do not generally serve as theater EPW treatment centers.

3.4.3.  Non-U.S. Armed Forces Life Saving: If a civilian is injured or becomes ill, and the condition is directly related to U. S. Government operations in the area, the theater CINC has approval authority for an EMEDS/AFTH facility to treat the patient.  Care is authorized to save life, limb, or eyesight, and this care is provided in accordance with State Department guidance, standardized treaties, and agreements with coalition forces.  Any local commander may authorize transport of a patient to the nearest suitable military medical facility when civilian facilities are not available.  In these immediate, extreme emergencies, the recipient is not assessed a user charge for this humanitarian service.  Governmental policy on management of these patients is usually established early during an operation.  If policy has not been clearly established then State Department clearance should be obtained.  Treatment of injured and sick coalition forces is limited to life, limb, and eye saving procedures, unless otherwise directed by the Terms of Reference (TOR) and/or OPORD provided by the theater surgeon.  Utilization of diagnostic services, when patients are treated or billeted elsewhere is accommodated to the level that the EMEDS/AFTH facility commander authorizes.

3.4.4. Documenting Patient Care: Proper documentation of medical/surgical care is accomplished on all patients treated at the EMEDS/AFTH.  Utilization of the Standard Form (SF) 600, Chronological Record of Medical Care, suffices and is filed in DD Form 2766.  AF Form 1480A, Adult Preventive and Chronic Care Flow Sheet is also utilized.   AF Form 3909, Critical Care Flow Sheet is used to record critical care patients’ treatment/progress.  The outpatient care information collected in these forms eventually returns to the member’s home MTF.  For patients being evacuated, an AF Form 3830, Patient Manifest (5 copies minimum) should be accomplished for each AE mission.  If not available, substitute with DD Form 601, Patient Evacuation Manifest.  The AF Form 3899, AE Patient Record, accompanies the patient to ensure appropriate care during transport.  This document is primarily used to direct and record en route care.  If AF Form 3899 is not available, use DD Form 602, Patient Evacuation Tag.  Medical orders should be clearly written on either the AF Form 3899 or the DD Form 1380, U.S. Field Medical Tag.  The DD Form 1380 normally is used by the originating facility during contingencies.  The information on the DD Form 1380 is transcribed to the AF Form 3899/DD Form 602 upon entry into the AE System.  Information should include both primary and secondary diagnoses, correct patient classification, and orders for all en route medications, care, and special diets.  A concise, pertinent nursing note from the referral MTF should be written on the form as a transfer note.  At a minimum, the note should include the dates and times of last medications, vital signs, and treatment rendered. The employment of the Composite Health Care System (CHCS) or other electronic medical record systems is desired for inpatient management.  Required forms include  SF Form 600, Chronological Record of Medical Care; DD Form 1380, US Field Medical Tag; AF Form 1042, Medical Recommendation for Flying or Special Operational Duty; Post-deployment Survey; AF Form 422, Physical Profile Serial Report; AF Form 3909, Critical Care Flow Sheet, AF Form 579, Controlled Substances Register; Optional Form 517, Anesthesia Medical Record; SF 222, Patient Consent Form; and DD Form 590, Patient Storage Tag.  Opportunities for technology insertion exist to augment patient documentation capability. 

3.4.4.1. Maintenance of Forms: All forms to document in-transit care should be maintained in the inpatient or outpatient medical record, depending on patient status. The guidelines for collecting, safeguarding, maintaining, using, accessing, amending, and disseminating personal data in systems of records will comply with Public Law 93-579 (as amended) Privacy Act of 1974, AFI 37-131, Freedom of Information Act Program, AFI 37-132, Air Force Privacy Act Program 32 CFR 806b, AFMAN 37-123, Management of Records and AFI 31-401, Managing Information Security.
3.4.5.  Patient Movement: EMEDS/AFTH patients transferred or evacuated are transported with their medical records, valuables, personal effects and medically essential items (to include weapons as necessary).  While in theater, patients should be transported with their personal chemical warfare gear. 

EMEDS/AFTH is not capable of providing medical supplies and equipment to the patient through the evacuation process.  The small theater footprint does not provide for this supply storage requirement.  The AE system must provide all en route supplies and medical attendants for the patient.  En route medical needs are pre-coordinated upon the patients’ entry into the AE system.  

3.4.5.1. AE System Coordination: Sufficient coordination with the AE system is essential to ensure smooth patient movement.  The time period stated in the theater evacuation policy commences with the date of admission to the first Medical Treatment Facility (MTF).  The total time a casualty spends in all hospitals in the theater for a single episode of injury/illness (i.e., uninterrupted hospitalization) should not exceed the number of allowable days of hospitalization stated in the theater evacuation policy.  Shorter evacuation policies are normally in effect for hospitals located in the Combat Zone (CZ) than for hospitals located in the Communications Zone (COMMZ) or intermediate supporting theater. 

3.4.6.  Environmental Security and Preventive Medicine: A comprehensive medical surveillance and preventive medicine program are critical elements of force health protection.  Deployed personnel are exposed to the environmental threats endemic to a geographic location.  Improper procedures related to environmental conditions can cause a health threat to all deployed personnel.  Implementation and enforcement of preventive medicine measures helps maximize readiness while minimizing the impact of Disease and Non-Battle Injuries (DNBI).   Commanders at all levels are responsible for planning, preparing, and executing the medical surveillance program and enforcement of such preventive medicine procedures as required to maintain effectiveness of personnel. 

3.4.7. Use of Protective Equipment: During an attack, medical personnel don protective equipment, assist patients in donning their protective equipment, and take cover/shelter.  If NBC contamination is known or suspected, medical personnel continue to wear protective equipment.  Each medical activity designates a team to conduct an organized, methodical sweep of the medical compound (inside and outside the EMEDS/AFTH facility) and access paths to detect damage, unexploded ordnance, NBC contamination, etc.  Once the EMEDS/AFTH facility has been inspected and found to be intact/non-contaminated, the medical commander, in coordination with the deployed force commander, may instruct personnel on duty inside to remove protective equipment and resume their medical duties.  The finding of contamination anywhere requires personnel in a non-hardened EMEDS/AFTH facility to remain in full MOPP.  The patient decontamination team begins preparations to receive casualties and to perform decontamination if NBC agents/toxins were used during the attack.  The presence of contamination near or on a non-hardened medical facility may necessitate relocation of the medical activity.

3.4.8.  Patient Stabilization Goals: Patients are stabilized within the limitations of the originating EMEDS/AFTH capability.  Once stabilized, they are moved to a higher echelon of care.  In some instances, patients moved from the EMEDS/AFTH may not be clinically stable due to severity of wounds or their condition, limited medical resources and time constraints.  These patients may require more professional support while awaiting transportation at an aerial port, or in flight.  It is impossible to dictate specific rules to fit all contingencies, but good clinical judgement should prevail, as well as understanding the support for patients that exists within the system.  The patient’s clinical condition may necessitate movement via air from lesser capable facilities to those of greater capability. Patient transfers normally originate from the EMEDS/AFTH facility to Air Force AE staging elements, or directly to the aircraft if a USAF staging facility is not employed.  As described in Joint Pub 4-02, Doctrine for Health Service Support in Joint Operations, theater evacuation policy may call for AE within a few hours of a casualty being wounded.  In contingency or humanitarian operations, casualties can move as soon as they are medically stabilized for airlift.  Prior to movement, stabilization includes the following: an airway must be secured, fractures immobilized, hemorrhage controlled, and shock controlled. 
3.5. Redeployment: 

3.5.1. Redeployment of EMEDS Basic: When re-deploying from sustained operations, the EMEDS team may re-deploy as an entire team or as sub-component UTCs.  When re-deploying as a base is closed, the EMEDS team may re-deploy to mirror the shrinking base population and base roll-up.  Module III personnel and equipment depart with the bulk of the AEF force.  Module II maintains emergency medical and surgical capability until on hour prior to their redeployment.  Finally,  Module I departs on the last aircraft. 

3.5.2. Redeployment of EMEDS/AFTH Facility: During re-deployment, the unit disassembles the EMEDS/AFTH and provides load team assistance, as required, to the AMC airlift element.
3.6.  Reconstitution: When deployment operations (non-NBC contaminated) end, the EMEDS/AFTH systems are field cleaned to the extent practicable, prior to striking, repaired (if field level repair is available or required), repackaged, and prepared for transportation or repackaged in pre-positioned medical facilities.  If exposed to NBC contamination, the system must be certified as decontaminated by qualified personnel using appropriate detectors.  Re-supply is coordinated through the single integrated medical logistics manager (SIMLM) and the system is reconstituted prior to packing unless direction has been provided to conduct refurbishment and repackaging at a central logistics location.
3.7. Relocation: The EMEDS/AFTH force package and deployable facilities can relocate with host base vehicles and transportation assets for operational reasons.  Each increment can disassemble, move, and reestablish within 24 hours in most climates.  Care is provided throughout the relocation phase through the use of the EMEDS/AFTH increment.  Setup and repackaging time is generally 24 hours for each increment.  Depending on the size of the facility, a tented mature AFTH (150 beds or larger) could be moved but more than 24 to 48 hours would be required.  The EMEDS/AFTH force package and tented mature AFTHs are moved by fixed wing aircraft, ship, truck or train, and positioned with a 10K forklift for the EMEDS Basic and a 13K all-terrain forklift for larger EMEDS+10 Bed and EMEDS+25 Bed AFTH facilities. 
SECTION 4 - COMMAND AND CONTROL RELATIONSHIPS STRUCTURE

4.1.  HQ ACC/SG Responsibility: HQ ACC/SG maintains Manpower and Equipment Force Packaging System (MEFPAK) responsibility and has overall advocacy for EMEDS/AFTH policy.  HQ ACC/SG serves as the medical consultant for technical guidance and deliberate planning for EMEDS/AFTH operations.  Tasking and sourcing of EMEDS/AFTH UTCs not assigned to ACC, secondary to clinical capability or other issues, are coordinated through HQ USAF/SG.
4.2. Local Command Authority for Air Expeditionary Wings (AEWs): The AEW/AEG commander has administrative control of all assigned AEW assets.  The AEW/AEG commander may designate the EMEDS/AFTH commander to advise his/her staff on medical operations.  When deployed, the EMEDS/AFTH falls under the AEW/AEG chain of command.  The EMEDS/AFTH commander reports to the AEW/AEG commander and advises him/her on medical operations of geographically separated EMEDS/AFTHs and SMEs.  At each forward operating location (FOL), the EMEDS commander or senior medical officer (if no EMEDS/AFTH) reports to the AEW site commander within his/her chain of command.  EMEDS/AFTH commanders are granted G-Series orders at the discretion of the COMAFFOR or highest level to which operational control is delegated.  Administrative control of all AFRC and ANG personnel is retained by their respective MAJCOM/NGB until full mobilization.

4.3.  Local Command Authority for Major Theater War (MTW): In an MTW scenario, each AEW bed down site can become a Wing.  The Wing Commander designates a Medical Group Commander, usually the EMEDS/AFTH facility commander.  The AFFOR/SG has coordinating authority to the AFTH commander and senior medical officers at all geographically separated sites. However, chain of command remains through line channels. 
4.4. Theater Command Relationships: The Unified Command Surgeon establishes theater medical policy which is then communicated through the AFFOR Surgeon to AEW/AEG and EMEDS/AFTH medical units.  Chain of command of EAF medical units is through line channels.
4.5. Multi-National Operations: Command and control of medical operations in combined or United Nation (UN) operations is defined in the warning/execution/operations order.  Treatment and logistics authority and direction is identified in the Terms of Reference (TOR).
SECTION 5 – INTELLIGENCE, NATIONAL AGENCY AND SPACE SUPPORT

5.1. Intelligence: Accurate medical intelligence is crucial to threat identification and application of appropriate preventive medicine measures.  Prior to deployment, units, groups, and/or individuals tasked to support an operation require deployment briefings in accordance with AFI 41-106, Medical Readiness Planning and Training, and AFI 10-402, Mobilization Planning for the AOR.  During the employment stage of an operation, EMEDS/AFTH personnel require periodic briefings for their deployed location and for areas they are transiting while conducting medical operations.  The public health specialist serves as the Medical Intelligence Officer to the EMEDS/AFTH facility commander.  In this capacity he/she is the main focal point for collection and dissemination of medical intelligence. The AFFOR Surgeon is responsible to ensure periodic medical/environmental intelligence updates are provided to all assigned units. Wing and Group commanders, in IAW with operational directives, coordinate communication of medical intelligence information.
5.2.  National Agency: The Defense Intelligence Agency (DIA) and the Armed Forces Medical Intelligence Center (AFMIC) are primary sources for current medical intelligence.  In a deployed environment the ASETF/AFFOR Surgeon is the primary source for theater/regional medical intelligence.
5.3. Space Support:  Space derived intelligence, weather updates, and troop movements are examples of valuable information that is primarily acquired through base support directorates.






SECTION 6 - COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT
6.1.  Communication Resources: The communication systems/equipment used must be interoperable to optimize joint arena communications and frequency management operations.  Communication planners must coordinate frequency requirements through appropriate frequency management channels (e.g.; installation, MAJCOM, and theater) to ensure all radiating equipment is spectrum certified and frequency supportable.  Also, host-nation coordination must be initiated before a full-scale deployment.  Tactical radios and Land Mobile Radios (LMRs) are normally deployed with medical units, for local use at their operational site.  EMEDS/AFTH deploys with organic satellite communications capability.  Tactical/satellite communication sets/radios are allocated IAW the allowance standard and individual contingency operational considerations. EMEDS/AFTH requires ECS for deployed Network Control Center (NCC) functionality, supplying networking core services (e.g., WAN network access, Information Protection, Network Operating System (NOS) domain architecture, and TCP/IP addressing).  Other deployed elements may provide alternate sources of communications in the event EMEDS/AFTH primary communications become inoperable.

6.1.1.  Applicable Air Force C4 Policy: Air Force Policy Directive (AFPD) 33-1, Command Control, Communications, And Computer (C4) Systems will be implemented IAW ACC Instruction 33-174 Draft, 3 March 1999, Certifying Enterprise Business Applications. Air Force Instruction (AFI) 33-108, 14 July 1994, Compatibility, Interoperability, and Integration of Command, Control, Communications, and Computer (C4) Systems establishes guidance and responsibilities to ensure compatibility, interoperability, and integration for new and modified command, control, communications, and computer (C4) systems, including automated information systems (AIS).  

6.1.2. Network Management Policies: AFI 33-115V1, 1 June 1998, Network Management identifies responsibilities for supporting critical Air Force communications and information networks, primarily through NOSCs, and NCCs.  Air Force network management adheres to the Defense Information Infrastructure Common Operating Environment (DII COE) consisting of areas of distributed responsibility at global, regional, and local levels. 

6.1.3. Organic Communications Equipment: The EMEDS/AFTH facility is equipped with organic communications equipment (SATCOM and tactical radios).  Prior to deployment, ensure EMEDS/AFTH organic communication and computer systems are compatible with deployed forces’ communication and computer systems.  EMEDS Basic, EMEDS+10 and +25 Bed AFTH Local area Network (LAN) configurations are provided (See Attachments 7, 8 and 9, respectively).  ACC/SG, the MEFPAK Surgeon, must establish and maintain, in partnership with ACC/SC and TMIP AF, a summary of all required deployable communications systems and line-of-business software applications.  The summary may include specific information for bandwidth requirements, TCP port utilization, external communication interfaces with associated IP addresses, time of day utilization cycles, restoration priorities, etc.  Voice and data communications links are vital for sustaining command and control, medical logistics support, patient movement data, and general message traffic capabilities. 
6.2. Medical Reports and Communication: All medical reports are submitted in accordance with AFM 10-206, Operational Reporting and specific CINC, JTF, and AFFOR guidance.  The MEDRED-C is a status report of medical operations.  This report is accomplished daily and communicated to the theater AFFOR/ASETF surgeon, contributing MAJCOM surgeons and the AF Surgeon General.  It is an on-site assessment of the deployed medical unit ability to complete its mission.  This report provides information on the operational readiness status, unit availability, and patient care activities of USAF Medical Service units on alert for contingency operations, or which have come under the influence of an unusual occurrence (i.e., natural disaster or other emergencies).  Data is used to make operational decisions on medical support forces and to perform medical intelligence analyses during contingency operations.  
6.3. Secure/Non-Secure Communications: Any classified information must be transmitted by secure means.  Situation Reports (SITREPS), MEDRED-Cs, medical surveillance, site locations, and compiled patient data are all examples of information that can be classified and will need safeguarding.  The types of secure communications equipment usually available include Secure Telephone Unit (STU IIIs) and various other encryption devices.  Medical or casualty information becomes an Operations Security (OPSEC) issue when linked to a particular military mission or operation.  While medical information itself is not normally classified, in the context of a mission, it should be protected as part of the CINC’s overall OPSEC program to deny information to the enemy.
6.4. Telephones and Radios: Secure/Non-secure telephones and radios are other communication devices used with EMEDS/AFTH.  Users must be familiar with the procedures and proper operation of telephone and radios prior to deployment. The radio equipment is inter-operable with a wide variety of DoD and commercial radios. Use of these radio sets in operations outside the United States and Possessions must be approved through the appropriate theater CINC for that particular operation. 
6.5. Satellite Communications: SATCOM assets are deployed with the EMEDS/AFTH force package.  Though satellite connectivity is the preferred connection, factors such as bandwidth availability and CINC priorities may dictate SATCOM usage.  Theater deployable communications (TDC) provides other methods for theater communications.  In these cases the theater CINC may direct priorities.  Telemedicine, medical logistics support, video transmission, and electronic mail require SATCOM capability when there is no LAN/WAN connectivity or a TDC network.  Satellite communications may be military or commercial systems. 
6.6. 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.  A General Services Administration (GSA) approved field safe can be used.  However, one or two drawer light containers must be securely fastened to the structure or under surveillance to prevent theft. 
SECTION 7 – LINE INTEGRATION AND INTEROPERABILITY:

7.1. Integration and Interoperability With Other Systems: Integration and interoperability of deployed assets in a theater or area of operation are critical for successful medical operations.  Given that potential EMEDS/AFTH deployments include the full spectrum of deployed scenarios, it is essential that medical integration and interoperability occurs with line elements of an AEF, components of the aeromedical evacuation system, joint medical counterparts, SOF medical components, and other federal and civilian support systems.  Integration with the line is particularly critical for ECS and aeromedical evacuation.  ECS requirements include, but are not limited to, messing and other consumable materials, water, ice, fuels, billeting, latrines, showers, laundry; mortuary affairs, public affairs, chaplain, linguist, waste management, transportation (to include ambulance-type vehicles), vehicle maintenance support, vehicle decontamination, equipment maintenance, general supplies, contracting, information and communications systems support and maintenance, personnel decontamination and security.  Integration and interoperability with SOF medical elements and non-DoD and civilian  components is also critical in ensuring a seamless casualty care system.  This is applicable to EMEDS/AFTH support for the entire spectrum of EAF operations. 
7.2.  Aeromedical Evacuation

7.2.1. Aeromedical Evacuation (AE): The AF provides fixed-wing, common user aircraft for patient evacuation to support combat arms during contingencies.  AE assets are postured to support 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  inter-theater and intra-theater AE missions.  EMEDS/AFTH assets must coordinate with the appropriate Theater Patient Movement Requirements Center (TPMRC) and/or the Global Patient Movement Requirements Center (GPMRC).  These Movement Requirement Centers coordinate with Air Component commands to ensure smooth, seamless patient flow to rear areas. Because the EMEDS/AFTH concept provides only essential care (not definitive care) in theater, timely aeromedical evacuation support is critical to mission success.   Theater planners, prior to deployment, will coordinate pre-regulation of patients to a receiving facility. If retrograde airlift is used the EMEDS/AFTH is responsible to coordinate required patient movement equipment needs. 

7.2.1.1. Theater Patient Movement Requirements Center (TPMRC): The TPMRC regulates and coordinates the patient movement within their theater of operation and coordinates with GPMRC for regulation of patients outside their theater.  The deployed medical assets must submit a patient movement request (PMR) to the TPMRC in accordance with prescribed procedures using available communications support systems (including AE Liaison Teams (AELTs) when available).  When a TPMRC is not available in-theater, PMRs are submitted IAW theater policy.  EMEDS/AFTH personnel contact the TPMRC to request both intra-theater and inter-theater patient movement.

7.2.1.2.  Global Patient Movement Requirements Center (GPMRC): The GPMRC provides inter-theater medical regulating services. In certain contingencies, EMEDS/AFTH assets may have to coordinate directly with GPMRC for patient regulation and evacuation.  

7.2.1.3.  Tanker Airlift Control Center (TACC): The TACC provides inter-theater aeromedical evacuation, airlift, execution, and command and control.  The TACC executes inter-theater patient movement requirements approved by the GPMRC and TPMRCs. 

7.2.1.4.  Aeromedical Evacuation System (AES): Elements of the AES provide intra/inter-theater AE support to the AFTH system.  These assets may be collocated and include AE flight crews, Critical Care Air Transport Teams (CCATTs), AE Liaison Teams (AELTs), Mobile Aeromedical Staging Facilities (MASFs), and fixed Aeromedical Staging Squadrons (ASTS).  The AES CONOPs is described in the AMC Omnibus Plan. 

7.2.1.5. Aeromedical Evacuation Coordination Center (AECC): The AECC coordinates and manages intra-theater AE operations, and controls the operational aspects of theater AE aircraft for the Director of Mobility Forces  (DIRMOBFOR) within the Air Mobility Division (AMD) of the Air Operations Center (AOC). The AECC is the operations center where the overall planning, coordinating, and directing of theater AE operations are accomplished. The AECC provides operational and communications network control for theater aeromedical evacuation (AE) elements.  It is responsible for identifying and coordinating AE airlift requirements, notifying appropriate elements of airlift schedules, and monitoring execution of AE missions.  The AECC is a function of the AOC, which is normally the theater’s command and control function for all airlift operations.  The AECC deploys simultaneously and independently from the AOC, but requires collocation with the AMD of the AOC.  AECCs are staffed for 24-hour operations.
7.2.1.6. Airlift Operations Center: The AOC is the senior element of the Theater Air Control System (TACS) and functions at the component level.  As the COMAFFOR’s operations center, the AOC provides the facility and personnel necessary to accomplish planning, directing, and coordinating theater air operations.
7.3.
Special Operations Forces (SOF) Medical Support: Air Force Special Operations Command (AFSOC) is designated as an “AEF Enabler”.  AFSOC capability to support this role includes Echelon I and limited Echelon II medical support which is primarily aligned with AFSOC operational units.  The unique personnel and equipment packages described in the following paragraphs are designed to support worldwide special operations, including far-forward missions.  In an “AEF Enabler” role, these SOF assets interface and/or integrate with line and conventional medical and aeromedical elements, as well as joint SOF medical support components. Details of SOF operational medical support are provided in the AFSOC Medical CONOPS.

7.3.1.
Special Operations Forces Medical Element (SOFME) - UTC FFQEK: The SOFME is the basic AFSOC medical unit of organization for deployment and consists of one flight surgeon (48G3) and two independent duty medical technicians (IDMTs (4N0X1/4F0X1)).  SOFME may also include clinical support by AFSOC physician assistants (PAs (42G3)).  SOFME provide primary care, force sustainment, ATLS, ACLS, preventive and aerospace medicine, and casualty evacuation support from forward areas to the SOF air-ground interface point (e.g., staging base).

7.3.2.
SOF Medical Kit: The SOFME and SOF Medical Kit (vest and backpack carried by each person) are the initial building blocks of AFSOC’s modular medical support. The vests and backpacks are easily accessible for short notice taskings and “first response” requirements. The kit provides medical supplies and equipment for immediate trauma life support on the ground or during casualty evacuation missions.

7.3.3.
Rapid Response Deployment Kit (RRDK) - UTC FFQEM: The RRDK is an AFSOC-unique UTC comprised of four modules, including the Advanced Resuscitation Module, Trauma Module, Environmental Module, and Medical Module.  The RRDK includes preventive medicine resources, emergency medical treatment supplies, and basic outpatient and advanced trauma life support assets for a deployed base population of 200-400 for up to 30 days.

7.3.4.
SOF Base Medical Support - UTC FFQEL: SOF Base Medical Support is also an AFSOC unique UTC. It is comprised of three modules, including the Air Transportable Treatment Unit (ATTU), Laboratory Module, and CBW Treatment Module.  This medical WRM package is designed to use RRDKs and may deploy with SOF medical forces providing primary care and emergency medical support to special operations squadron(s).  It has limited outpatient capability and ten cots for holding stabilized casualties and staging patients for AE.

7.3.5.
SOF Special Tactics Team Support: Medical capability is also embedded in AFSOC “line” Special Tactics Squadrons (STS) and STS deployment UTCs.  AFSOC pararescue men (PJs) provide advanced battlefield trauma care and emergency medical treatment while working with combat controllers on Special Tactics Teams.  SOFME capability links and integrates with special tactics team/PJ capability and varies based on operational support requirements.
7.3.6.
SOF Casualty Evacuation (CASEVAC) Support: Although AFSOC has no organic conventional tactical or strategic aeromedical evacuation capability, both SOFME and special tactic teams (PJs) have the capability to provide medical treatment during casualty evacuation on-board SOF opportune aircraft. Prior planning and coordination is essential to ensure seamless patient care occurs when CASEVAC patients are anticipated and patient control is transferred to an EMEDS/AFTH.
SECTION 8 - SECURITY AND FORCE PROTECTION

8.1.  SECURITY:  Medical personnel and equipment are non-combatant assets.  Medical personnel are authorized arms IAW AFI 31-207, Arming and Use of Force by Air Force Personnel.  Security within the immediate area for patients and personnel resources at each deployed medical site, with the exception of enemy prisoner of war (EPW) patients, is a medical responsibility.  The medical site assets and patients are protected as a controlled area in accordance with AFI 31-209, Resource Protection Plan.  The Force Protection capability is sized to the deployed mission requirements.
8.2. Operations:  EMEDS/AFTH deploys to secure locations. The Defense Forces Commander (DFC) shall have overall responsibility for all security operations, physical security, and force protection issues.  Current threat assessments provided by the CINC and local threat conditions (THREATCON) established by the AEW commander drive all local security measures.  EMEDS/AFTH personnel are required to provide site security within the immediate area of their facilities.  Protection of EMEDS/AFTH patients and personnel is the responsibility of the EMEDS/AFTH commander. The EMEDS/AFTH commander coordinates procedures for medical convoys outside base and to local host-nation medical facilities with Security Forces. The EMEDS/AFTH commander establishes liaison with intelligence assets of the Force Protection Cell at the deployed AEF location to attain prompt access to intelligence reports, briefings, and threat analyses.  The EMEDS/AFTH commander should be a member of the Base Force Protection Committee.
8.3. Physical Security: Medical assets (personnel and equipment/supplies) are protected as a controlled area in accordance with AFI 31-209, The Air Force Resource Protection Program.  EMEDS/AFTH facility personnel are responsible for following all personal protective measures as outlined in AFI 31-209, AOR security briefings, established force protection requirements, and other guidance.  All EMEDS/AFTH personnel should attend security and terrorism response training.  The DFC and security forces provide technical advice and recommendations on physical plant protection issues for the EMEDS/AFTH.  The EMEDS/AFTH medical control center must maintain direct radio contact with the AEW/AEG Expeditionary Operations Center (EOC) and the Base Defense Operations Center (BDOC).
8.3.1.  Physical Security Up To EMEDS+25 Bed AFTH: The EMEDS is specifically sized to provide health service support to the deployed AEW/AEG location.  However, the EMEDS/AFTH commander is still responsible for ensuring force protection measures are taken to protect his/her unit.  Any training required on these duties should be requested from Security Forces as part of pre-deployment mobility training. The commander may request personnel from security forces, depending upon THREATCON and AOR requirements.  The DFC will provide security for EMEDS/AFTH only if he/she deems it necessary as part of the overall base defense plan.  The security at deployed locations is specifically sized.  If the THREATCON changes, the DFC may appoint an augmentee security detail to provide the EMEDS with the required personnel for force protection, entry control points and sentries.
8.4.  Operations Security (OPSEC): To prevent an adversary from gaining a military advantage, EMEDS/AFTH staff must control mission critical information from inadvertent or premature disclosure.  The EMEDS/AFTH staff should be aware of how to protect critical information which may be of intelligence value to an adversary.  Additionally, staff must understand what information is critical, how they are to protect it, from whom they are to protect it, and for how long they must protect it. 
8.5.  Computer Security (COMPUSEC): Computer security (COMPUSEC) requirements will adhere to guidance such as that found in Air Force Systems Security Instructions, AFSSI 5027 and AFSSI 5024. To assure the availability, integrity, and confidentiality of information and information dependent systems, as well as the information required to support medical operations, EMEDS/AFTH staff will accomplish the following:

· Accomplish training and ensure information and resources are protected against sabotage, tampering, denial of service, espionage, fraud, misappropriation, misuse, or release to unauthorized persons

· Protect information and resources at a level commensurate with the risk and magnitude of harm that could result from disclosure, loss, misuse, alteration, or destruction of the information or systems 

· Prevent unauthorized access to and the introduction of malicious logic (computer viruses) into EMEDS/AFTH information systems
8.6.  Security of Weapons and Ammunition: To minimize threat to patients and staff, a weapons clearing barrel should be placed outside the main entrance to the EMEDS/AFTH when the threat requires AEW/AEG personnel to carry loaded weapons.  Personnel should not be allowed to enter the EMEDS/AFTH with a loaded weapon.

8.6.1.  Staff Weapons: Normally, base security forces provide guidance and an armory to ensure safe storage of EMEDS/AFTH staff weapons and ammunition.  However, EMEDS/AFTH facility personnel can maintain issued weapons/ammunition when authorized by the EMEDS/AFTH facility commander with concurrence of the AEW/AEG commander and IAW the Law of Armed Conflict (LOAC) and the Geneva Conventions.

8.6.2.  Patient Weapons: Normally, weapons/ammunition of patients who present to the EMEDS/AFTH will be immediately provided to a member of the patient’s unit.  When this is not possible, the EMEDS/AFTH may temporarily store the weapons until the patient’s unit or AEW/AEG armory can accept responsibility.
SECTION 9 – TRAINING 

9.1. EMEDSAFTH Training: Training is based on three 15-month cycles (see graphic below).  AFTH/EMEDS team training consists of three training elements; a formal element, centralized at one site for standardization, a practical follow-on element, designed to provide a team exercise experience, and a sustainment element completed at home station.  The first element of training consists of the EMEDS formal course.  This training occurs during the first 15-month cycle, but no later than 90 days prior to deployment vulnerability.  The practical element is conducted during the second or third 15-month cycle.  The third element, sustainment training, should be continuous throughout the three cycles.  The EMEDS/AFTH commander is responsible for ensuring all training is completed and properly documented.  Training documentation is maintained within the unit Medical Readiness Office while at home station.  The Medical Readiness Office is responsible for reporting the training statistics to their parent MAJCOM using the MAJCOM prescribed format.  When deployed, the AFTH/EMEDS commander should appoint an individual who will ensure education and training continues IAW AFI 41-106, Medical Readiness Planning and Training and is appropriately documented in the medical readiness training record. Air Reserve Component (ARC) EMEDS/AFTH UTCs not sourced against AEFs will meet formal UTC training requirements IAW 41-106, Medical Readiness Planning and Training. When ARC personnel are unable to attend formal training (due to scheduling difficulty) with their assigned units as a complete unit, they can attend training with other units.
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Figure 1: Depicts AEF Rotation Schedule/3-Month Blocks
9.2.
Formal Training: EMEDS/AFTH training is implemented on a 15-month training cycle, alternating the formal EMEDS/AFTH course with practical training, based on the AEF rotation schedule.  The in-residence formal training is required for all EMEDS/AFTH teams every 45 months.  Attending the EMEDS/AFTH course provides full credit for CMRT.  Unit/team integrity is maintained to the maximum extent possible.  Assigned personnel must be flexible in what they are trained to do, to include multifunctional roles within the EMEDS/AFTH teams.  C4A or an equivalent course is required for the EMEDS/AFTH commander and deputy commander.  Upon completion of EMEDS/AFTH formal training, each team member is issued an AF Form 1098, Task Certification, documenting all training received to include those additional sustainment elements from AFI 41-106, Medical Readiness Planning and Training, Attachment 3.  The incorporation of EMEDS/AFTH concepts is included in all formal medical readiness training (i.e., Basic Medical Readiness Course, Medical Red Flag (MRF), Combat Readiness Training Center (CRTC) - ANG Medical Readiness Training Site (MRTS), AFRC Medical Field Training Program (MFTP), and Medical Readiness Indoctrination Course).  These formal courses serve as EMEDS/AFTH training platforms beyond the EMEDS/AFTH formal course.

9.3. Practical Training: Practical training gives the EMEDS/AFTH teams an opportunity to reinforce the skills taught during the formal course.  EMEDS/AFTH practical training will take advantage of these opportunities to integrate and train with all EMEDS/AFTH increments in an exercise based format.  EMEDS/AFTH training should also take advantage of deployment and joint exercises. As with formal training, the practical training will be documented on an AF Form 1098, Task Certification.
9.4. Sustainment Training: Sustainment training consists of AFSC-specific activity and training events that enhance and maintain a team member’s operational skills.  These events can include any formal courses (i.e., ATLS, ACLS, Trauma Nursing Core Course, etc.) and exercises where the EMEDS/AFTH concept is deployed.  Sustainment instruction is expected throughout each training cycle.  Units collocated with EMEDS/AFTH equipment sets are required to set up, inventory, and exercise the set annually. Additional training is conducted IAW DoDI 1322.24, Military Medical Readiness Skills Training, AFI 41-106, Medical Readiness Planning and Training and AFSC-specific training (war-skill competencies).  AFSC-specific training will focus primarily on the AFSC position filled within that UTC.  Additionally, each team member must be familiar with multifunctional roles.


9.4.1. Clinical Sustainment Training: Sustainment training may also include clinical training received through such initiatives such as the Joint Trauma Training Center (i.e., Ben Taub Medical Center or Jefferson Barracks experience, or equivalent).  The purpose of the JTTC is to train at a high-volume, civilian trauma center IAW the Combat Trauma Surgical Committee guidelines.  Like the formal training, unit/team integrity is vital to this experience.  Clinical sustainment training provides a focused experience which supports the provision of total medical support for a patient, potentially from point of injury through disposition, while deployed. 
SECTION 10 - LOGISTICS  
10.1.   Medical Logistics Support for Deployed EMEDS/AFTH: EMEDS requires a 100 percent fill rate without backorders to the aerial port of embarkation (APOE) within 24-48 hours of receiving the requirement at the sustaining base and receipt at the deployed site within 24-48 hours of shipment from the APOE.  A sustaining base will be designated.  This CONOPs relies heavily on air transport (Rapid Global Mobility) and reliable “reachback” communication capability (Agile Combat Support), both Air Force core competencies, to provide a very high level of support that is proportional to the requirement and positive control of the critical supply chain.
10.2.
War Reserve Materiel (WRM): The objective of the medical WRM program is to identify, acquire, preposition, and maintain the materiel needed to support the forces and missions specified in Defense Planning Guidance and contingency plans.  AF Manual 23-110, USAF Supply Manual, Volume V, AF Medical Materiel Management System, provides guidance for WRM assets, outlining when commanders may loan and use WRM assets.  WRM program taskings are published annually by HQ USAF/SGXR in the AFMS Medical Resource Letter, which identifies personnel and equipment UTC taskings and storage locations.  Medical materiel for EMEDS/AFTH deployable assets is identified in the appropriate AS.  Medical allowance standards and corresponding UTCs are listed in Figure 2.
AS 
AS Title
UTC
MEFPAK
Pilot Unit 
Pilot Unit Base
WRM Project Codes

901
Infectious Disease Team
FFHA2
AFMC
74 MDG
Wright-Patterson
JA - JC

917A
Mental Health Augmentation Team
FFGKU
AMC
89 MDG
Andrews
JD - JI

917B
Mental Health Rapid Response
FFGKV
AMC
89 MDG
Andrews
JJ - JQ

915
Prevention and Aerospace Medicine
FFGL2/3
ACC
1 MDG
Langley
JR - JV

SP07
BEE Nuclear/ Chemical/Biolog-ical (NBC) Team
FFGL1
ACC
509 MDG
Whiteman
IN - IQ

SP10
Ancillary Augmentation
FFANC
ACC
1 MDG
Langley
LU - LW

AS 
AS Title
UTC
MEFPAK
Pilot Unit 
Pilot Unit Base
WRM Project Codes

SP11
Critical Care Air Transport Team(CCATT)
FFCCT
AMC
59 MDW
Lackland
UA - UX

SP12
Primary Care
FFPRM
AFSPC
45 MDG
Patrick
LR - LT

SP14A
Endodontics
FFEND
AETC
59 MDW
Lackland
KD - KF

SP14B
Periodontics
FFPER
AETC
59 MDW
Lackland
KG - KH

SP18
Air Transportable Dental Clinic
FFF0C
USAFA
10 MDG
Academy
KA - KC

SP23
Pediodontics
FFPDD
AETC
59 MDW
Lackland
KI - KJ

SP25A
ENT Augment-ation
FFENT
AETC
59 MDW
Lackland
LA - LC

SP25B
Ophthalmology Augmentation
FFEYE
AETC
59 MDW
Lackland
LD - LF

SP25C
Oral-Maxillofacial Surgery
FFMAX
AETC
59 MDW
Lackland
KK - KM

916
Neurosurgical Augmentation
FFNEU
AETC
59 MDW
Lackland
KN - KP

SP27
Thoracic & Vascular Surgery
FFGKT
AMC
60 MDG
Travis
KQ - KS

SP28
Urology Augmentation
FFPPP
AFMC
74 MDG
Wright-Patterson
LI - LK

SP30A
Radiology Augmentation Team
FFRAD
AFMC
74 MDG
Wright-Patterson
KU - KV

SP30B
CT Scan Team
FFHA4
AFMC
74 MDG
Wright-Patterson
KT

SP33B
Gynecology Augmentation Team
FFGYN
PACAF
3 MDG
Elmendorf
LG - LH

SP33A
Obstetrics Augmentation Team
TBD
PACAF
3 MDG
Elmendorf
TBD

892
Pediatric Team
FFPED
USAFE
48 MDG
Lakenheath
LO - LQ

SP39A
Telemedicine Forward
FFTMF
AFMC
70 LS
Brooks
KW

SP39B
Telemedicine Suite
FFTEL
AFMC
70 LS
Brooks
KX

SP43
Critical Care Augmentation 
FFCCU
AETC
59 MDW
Lackland
LL - LN

896
Air Transportable Hospital (ATH)
FFGKA
ACC
1 MDG
Langley
VA - VC, VE-VG,

VI-VK, VM-VO, VQ-VS   

TBD
EMEDS Equipment – Increment 1
FFEE1
ACC
1 MDG
Langley
TBD

TBD
EMEDS Equipment – Increment 2
FFEE2
ACC
1 MDG
Langley
TBD

TBD
EMEDS Equipment – Increment 3
FFEE3
ACC
1 MDG
Langley
TBD

TBD
EMEDS Resupply – Increment 1
FFEE4
ACC
1 MDG
Langley
EA-EF

TBD
EMEDS Resupply – Increment 2
FFEE5
ACC
1 MDG
Langley
EG-EO

TBD
EMEDS esupply – Increment 3
FFEE6
ACC
1 MDG
Langley
EP-EU

TBD
Ambulance Augmentation Package
FFAMB
ACC
55 MDG
Offutt
WS-WZ

TBD
Mobile Field Surgery Team
FFMFS
AETC
59 MDW
Lackland
DK-DO

890K
ATH Resupply
FFGKG
ACC
1 MDG
Langley
VD, VH, VL, VP, VT

TBD
Chemically Hardened ATH
FFCHA
ACC
1 MDG
Langley
WA-WR

900C
Hospital Surgical Expansion Package (HSEP)
FFEET, FFEES, FFEEW
ACC
1 MDG
Langley
HF - HK

890I
HSEP Resupply
FFLAE
ACC
1 MDG
Langley
HF-HK

TBD
Biological Augmentation Team
FFBAT
ACC
1MDG
Langley
IJ-IM

902A
Patient Decontamination Augmentation Set
FFGLA
ACC
49 MDG
Holloman
IA - ID

Figure 2: Allowance Standard (AS) and Corresponding Unit Type Code (UTC)
10.3.   Storage Requirements: EMEDS/AFTH assets are stored in a ready mode for rapid deployment.  Modules may be stored at one location or maintained/sourced from other locations.  At a minimum, storage facilities will provide security and adequate environmental controls to prevent damage or loss to potency dated and temperature sensitive materiel.  All surgical instruments/trays should be stored in a ready to use condition (sterilized and packaged). 
10.4.  Annual Inventory Requirements: The EMEDS force package and tented version of AFTH facilities should be assembled at least once every 12 months for inventory, preventive maintenance of equipment, and team training as part of maintaining overall mission readiness.  Personnel should be intimately familiar with the EMEDS/AFTH operation and should be fully trained on appropriate equipment provided for their use as well as their support.  For fixed and pre-positioned, tented versions of AFTH facilities, a cadre of personnel should deploy to the location at least once every two years to exercise the facility.  The extent of this visit/exercise should be determined by the MAJCOM Surgeons.  MAJCOM Surgeons ensure appropriate funding is programmed in mission support plans.
10.5.  Pre-positioned WRM and Other Deployed Assets: EMEDS/AFTH personnel must know the status and condition of all WRM in their possession and what will be available to them at the deployed location (e.g., vehicles with related specialty equipment, availability of patient oxygen, and communications capability).  The HQ USAF AEF Management Staff will monitor medical WRM status and make this information available to EMEDS commanders and staff.  During pre-deployment activities, more current information may be obtained by the medical ADVON or through direct inquiry.  
10.6.  Automated Information Systems (AIS): Medical logistics support will rely heavily on technology to support the resupply process.  MEDLOG, an Air Force standard computer system, is up-to-date and functional, including the ability for data entry over the internet from remote locations.  An effective in-transit visibility system is crucial to providing medical logistics support.  Until the Joint Total Asset Visibility (JTAV) system is available in the future, PLEXUS (a commercial off-the-shelf capability currently used to track patient movement items (PMI)) will be adapted to provide total asset visibility for medical shipments.  PLEXUS mobile computer-scanner software is presently on a palmtop PC platform and must be on the same laptop as SmarTerm and other MEDLOG-capable information.  All materiel, to include the initial response supplies, sustainment materiel, and medical equipment, will be managed by one of the following systems:

· the MEDLOG computer system at the sustaining base using Forward Customer Support Procedures at the EMEDS/AFTH site; or

· a deployed mobile MEDLOG (MOMEDLOG) computer system at the EMEDS/AFTH site; or

· the Defense Medical Logistics Standard Support system (DMLSS); or

· a combination of these systems depending on the size and complexity of medical logistics support required by the EMEDS/AFTH deployment
10.7.  Initial Response Materiel: EMEDS/AFTH assets will initially deploy with sufficient medical supplies and equipment to operate for seven days.  A 10-day resupply package has been developed to provide resupply capability.  It is envisioned that when a fully mature reach-back capability is in place, maintenance of resupply packages will no longer be necessary.  Expeditionary combat support (ECS) will be required at every location with a medical asset.
10.8.  Sustainment: Plans are to consolidate medical logistics support from CONUS using a sustaining base together with a single government agency, such as the Navy’s Inter-Service Supply Support Operations Program, or contractor to provide a single transportation consolidation point of contact for medical logistics support to deployed EMEDS/AFTH personnel.  Until this occurs, there will be a heavy reliance on the sustaining base and dedicated air transport for re-supply.  A reach-back capability will be established for both sustainment and new materiel.  Line item requisitioning capability will commence within 24-48 hours upon arrival using the deployed AIS.  Initial re-supply efforts will be limited to identifying requirements and letting the acquisition, sourcing and follow-up be done at the sustaining base. Sustaining base sources for materiel include current inventory, centrally stored resupply sets, the Defense Logistics Agency (DLA), inter-theater, local purchase using IMPAC government credit card, Veterans Administration and other acquisition tools.  
10.9.
Sustainment Process: When the deployed EMEDS/AFTH has Internet connectivity, identification of resupply and other supply/equipment requirements will be through the Internet and communicated to the sustaining base through a web based interface from the EMEDS/AFTH.  The web based ordering tool will have 100% text based redundant messaging capability to ensure that communications failures do not cause the resupply system to fail.  When Internet capability is not available, the underlying processes will be supported by phone, fax or any other means available. This concept introduces the use of single or multiple FFLG1 UTCs (consisting of three 4A1X1s) at the sustaining base and at the designated aerial ports for the airlift.  The FFLG1 team receives the items, manifests them for airlift, and provides in-transit visibility data to both the sustaining base and the deployed medics.  The number of FFLG1 teams used to support resupply will be scaled to correspond with the ground footprint at the deployed location(s).  Complexities involved with acquiring the right items; the administrative tasks involved with bill paying and assigning/using responsibility centers/cost centers (RC/CCs) and emergency special project (ESP) codes; and record keeping/data collection for future deployments will be managed by medical logistics personnel at the sustaining base.  

10.9.1. Successful Sustainment Concept: Key to the success of this sustainment concept is use of experienced medical logisticians at the sustaining base and aerial ports.  To round out support in the transportation chain, medical logisticians may be placed at aerial ports of embarkation and/or debarkation (APOEs/APODs) with AIS and communications necessary to provide in-transit visibility for the sustaining base,  deployed personnel or other command and control elements.  Maintaining 100 percent positive control over the entire process ensures total asset visibility and the high degree of reliability required for deployed EMEDS/AFTH support.  In cases where the requested item is unavailable, the sustaining base has the clinical expertise required to recommend similar items (suitable substitutes) on short notice to support the full range of peacetime and contingency missions.
10.10.  Biomedical Equipment Maintenance: EMEDS Basic, EMEDS+10 Bed AFTH and EMEDS+25 Bed AFTH medical equipment maintenance is provided on site by a BMET who will deploy with the EMEDS Basic; along with his/her issued personal tool kits.  Sufficient spare parts and/or test equipment should be identified in the AS for the EMEDS Basic, EMEDS+10 and EMEDS+25 Bed AFTHs.  Additional BMET consultation will be provided via telemaintenance, as needed.  Equipment repairs beyond the capabilities of the BMET will be managed by priority equipment replacement. 
SECTION 11 – SUMMARY  
In August 1998, the Air Force Chief of Staff directed transition to an Expeditionary Aerospace Force.  The Air Force Surgeon General tasked the Air Combat Command Surgeon to lead the development of an Expeditionary Medical Support (EMEDS) capability and the next generation Air Force Theater Hospital (AFTH). This Expeditionary Medical Support (EMEDS)/Air Force Theater Hospital (AFTH) Concept of Operations (CONOPs) describes the manner in which the Air Force Medical Service (AFMS) will support the Expeditionary Air Force (EAF). 

Potential EMEDS/AFTH deployments include the full spectrum of deployed scenarios, including humanitarian, and this CONOPs is not intended to provide minute detail of all aspects of operations.  The CONOPs describes command relationships and furnishes general guidance for the development of the EMEDS/AFTH in support of operations envisioned to support the Expeditionary Air Force in contingency operations, theater OPLANs and humanitarian operations.

The EMEDS/AFTH as defined in this CONOPs begins with the initial force package (EMEDS Basic), progressing to the fully developed stage of the mature theater hospital  where significant specialty care capability, critical care 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 the EMEDS/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/AFTH assets can be employed worldwide to support the full spectrum of EAF operations. EMEDS/AFTHs are modular packages by design and will be tailored to meet theater CINC requirements.  As the USAF provides timely and effective aerial combat forces to combatant commanders in support of theater objectives, EMEDS/AFTHs will support those operations providing a modular and flexible theater hospitalization capability. 
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Deployable Medical Teams and Corresponding Unit Type Codes (UTCs)

EMEDS Basic UTCs

Mobile Field Surgery Team:  FFMFS
Ground Critical Care Team:  FFEP1
EMEDS Command and Control:  FFEP2
EMEDS-Basic Resupply:  FFEE4

Prevention and Aerospace Medicine Tm 1:  FFGL2
Air Transportable Clinic:  FFDAB
EMEDS Equipment – Increment 1:  FFEE1
EMEDS - Basic Nursing Augmentation:  FFEP6

Prevention and Aerospace Medicine Tm 2:  FFGL3




EMEDS+10 Bed AFTH UTCs

EMEDS Medical Team 2:  FFEP3
EMEDS Equipment – Increment 2:  FFEE2
Prevention and Aerospace Medicine Tm 3:  FFGL4
EMEDS+10 Resupply:  FFEE5

EMEDS+25 Bed AFTH UTCs

EMEDS Medical Team 3:  FFEP4
EMEDS Surgical Augmentation:  FFEP5
EMEDS Equipment – Increment 3:  FFEE3
EMEDS+25 Resupply:  FFEE6

Core Base Medical Support UTCs

Patient Decontamination Equipment:  FFGLA
Patient Decontamination Personnel:  FFGLB
Bioenvironmental Engineering NBC Team:  FFGL1

Patient Retrieval Team:  FFGLE
Mental Health Rapid Response Team:  FFGKV

Medical Augmentation UTCs

Ancillary  Augmentation Team: FFANC
Hospital Medical Expansion Package (HMEP): FFEW1, FFEW2, FFEEW
Hospital Surgical Expansion Package (HSEP):  FFEST, FFEES
Surgical Augmentation Team:  FFGK6

Pediatric Module - ATH: FFPED
Laboratory Augmentation:  FFBU2
Biomedical Lab Officer:  FFBU3
Gynecological Treatment Team: FFGYN 

Critical Care Team – CCU:  FFCCU
10-Bed ICU Expansion Unit: FFCCV
Urology Augmentation Team:  FFPPT
Thoracic Vascular Surgical Team: FFGKT 

Primary Care Augmentation Team: FFPRM
Biological Augmentation Team: FFBAT
Infectious Disease Team: FFHA2 
Infectious Disease Augmentation Team: FFHA5

Ophthalmology Augmentation Team: FFEYE
Neurosurgical Augmentation Team: FFNEU
Ear, Nose and Throat Augmentation Team: FFENT
Oral Surgery Augmentation Team: FFMAX 

CT Scan Team: FFHA4
Fluoroscopy/ Angiography Augmentation Team: FFRAD
Mental Health Augmentation Team: FFGKU
Obstetrics Augmentation Team:FFGYM

Dental Augmentation UTCs

Pediatric Dentistry Team: FFPDD
Endodontic Augmentation Team: FFEND
Air Transportable Dental Clinic:  FFF0C
Periodontic Augmentation Team: FFPER

Non-Medical Augmentation UTCs

AFTH Command and Control Augmentation Team: FFC2A
Medical Management Augmentation:  FFAAT
Admin Enlisted Augmentation:  FFAAS
Admin Officer Augmentation:  FFAAR

AFTH Patient Movement Element: FFPME
Medical Logistics Personnel Augmentation Team: FFLG1 
Biomedical Equipment Maintenance Team: FFBMM
Systems Augmentation Team: FFSYS

Ambulance Augmentation Team: FFAMB
Telemedicine Team: FFTEL
Telemedicine Forward:  FFTMF


AF Theater Support UTCs

Radiation Assessment Team: FFRA1
Radiation Assessment Team: FFRA1
Radioanalytical Assessment Team:  FFRA3
Theater Epidemiology Team:  FFHA1

Attachment10:  Deployable Medical Teams and Corresponding UTCs



EMEDS Basic
EMEDS + 10

Bed AFTH
EMEDS + 25

Bed AFTH



AFSC
Rank
Title
(PAR 500-2000)

(PAR 2000-3000)


(PAR 3000-5000)


Authorized Substitute
Comments




QTY
UTC
ADDED
UTC
TOTAL
ADDED
UTC
TOTAL



040C0
0-5
Commander
1
FFEP2


1


1
C4XXX
Corps Neutral. No less than 0-5.  Note:  If commander is RAM trained, can decide that SME RAM is not required

041A3
0-3
Health Services Admin
1
FFEP2


1


1
04XXX
IM/IT corps neutral officer

041A3
0-4
Health Services Admin





1
FFEP4
1



042B3
0-3
Physical Therapist





1
FFEP4
1



43A3
0-4
Aerospace Physiologist


1
FFGL4
1


1



43E3A
0-4
Bioenvironmental Engineer
1
FFGL3


1


1
4B071


043H3
0-4
Public Health Officer
1
FFGL2


1


1
4E071
If 43E3A deploys on FFGL2, 043H3 must deploy on FFGL3

043P3
0-3
Pharmacist





1
FFEP4
1



043T3A
0-3
Biomedical Lab Scientist





1
FFEP4
1



044E3A
0-3
Emergency Medicine Specialist
1
FFMFS


1


1
 044F3
Family Practice Physician MFST Trained

044F3
0-4
Family Physician


1
FFEP3
1


1



044F3
0-3
Family Physician





1
FFEP4
1
042G3 or 46N3H
Physician Assistant or  Family Nurse Practitioner

044M3
0-3
Internist
1
FFEP1


1


1
 


045A3
0-4
Anesthesiologist
1
FFMFS


1


1
046M3
Nurse Anesthetist

045B3
0-4
Orthopedic Surgeon
1
FFMFS


1


1



045S3
0-4
General Surgeon
1
FFMFS


1
1
FFEP5
2



046M3
0-3
Nurse Anesthetist





1
FFEP5
1
045A3
If 046M3 deploys on FFMFS, 045A3 must deploy on FFEP5

046A3
04-5
Nursing Admin





1
FFEP4
1
046A3
Requires appropriate clinical expertise

046N3
0-4
Clinical Nurse


1
FFEP3
1


1

Requires appropriate clinical expertise

046N3
0-3
Clinical Nurse
1
FFEP6
2
FFEP3
3
4
FFEP4
7



046N3E
0-3
Critical Care Nurse 
1
FFEP1
2
FFEP3
3


3 



046S3
0-3
OR Nurse
1
FFMFS


1


1
 


046S3
0-4
OR Nurse





1
FFEP5
1



047G3C
0-4
Dentist





1
FFEP4
1
047G3A  
047G3A is mandatory at EMEDS+25 if EMEDS Basic is an 047G3C

047G3A
0-4
Comprehensive Dentist
1
FFEP2


1


1
047G3C  
General Clinical Dentist 

048A3
0-5
Aerospace Medicine Specialist
1
FFGL2 


1


1



048F3
0-4
Aerospace Medicine (Family Practice)
1
FFDAB
1
FFEP3
2


2
048G3
Aerospace Medicine Physician

4A051

Health Services Management Journeyman


1
FFEP3
1
3
FFEP4
4



4A071

Health Services Management Craftsman


2
FFEP3
2


2

One 4A071 requires one year systems experience and network mgmt training

4A151

Medical Materiel Journeyman


1
FFEP3
1
1
FFEP4
2



4A171

Medical Materiel Craftsman
1
FFEP2


1


1



4A251

Biomedical Equipment Repair Journeyman





1
FFEP4
1



4A271

Biomedical Equipment Repair Craftsman
1
FFEP2


1


1






EMEDS Basic
EMEDS + 10 Bed AFTH
EMEDS + 25 Bed AFTH



AFSC
Rank
Title
(PAR 500-2000)

(PAR 2000-3000)


(PAR 3000-5000)


Authorized Substitute
Comments




QTY
UTC
ADDED
UTC
TOTAL
ADDED
UTC
TOTAL



4B051

Bioenvironmental Engineer Journeyman


1
FFGL4
1


1



4B071

Bioenvironmental Engineer Craftsman


1
FFGL4
1


1
043E3A


4D071

Dietary Craftsman





1
FFEP4
1



4E051

Public Health Journeyman


1
FFGL4
1


1



4E071

Public Health Craftsman


1
FFGL4
1


1
043H3


4F051

Aeromedical Services Journeyman
1
FFDAB


1


1
 4N051
Medical Services Journeyman

4F071

Aeromedical Services Craftsman
1
FFDAB


1


1
 4N071
Medical Services Journeyman

4H071

Cardiopulmonary Lab Craftsman
1
FFEP1


1


1
 4N071-487
Medical Services Craftsman

4N051

Medical Services Journeyman
4
FFEP6
8
FFEP3
12
3
FFEP4
15
4F051


4N071

Medical Services Craftsman


1
FFEP3
1
2
FFEP4
3



4F071-496

Independent Duty Medical Craftsman
1
FFGL3
1
FFEP3
2


2
4N071-496
Independent Duty Medical Technician

4N091

Medical Services Superintendent





1
FFEP4
1



4N151

Surgical Services Journeyman


1
FFEP3
1
2
FFEP5
3



4P071

Pharmacy Craftsman


1
FFEP3
1


1



4R051

Radiology Journeyman





1
FFEP4
1



4R071

Radiology Craftsman


1
FFEP3
1


1



4T051

Medical Laboratory Journeyman





1
FFEP4
1



4T071

Medical Laboratory Craftsman


1
FFEP3
1


1



4Y071

Dental Craftsman


1
FFEP3
1


1





Totals:
25

31

56
30

86



Attachment 11: EMEDS Basic, EMEDS+10 and +25 Bed AFTH Manpower Matrix 

EMEDS Basic--Laboratory Capability

I-Stat Analytes  EG 7+Cartridge


NA, K, CL, Ionized Calcium, pH, PC02,  PO2, Hct, HC03, TC02, BE, sO2, Hb 

Urine Based Analyses
BHCG, Urine, SENS To 20mlu 

Urine Drug Screen: Qualitative for PCP BENZO, COC, AMP, THC, OPI, BARB, TCA (Tricyclic Antidepressants) Simple Self-Contained Biosite Kit

Urine or Saliva Ethyl Alcohol: Qualitative Kit

Urinalysis, (Macroscopic Only, No Centrifuge)

Cardiac Analyses
Cardiac Troponin I ; CK-MB And Myoglobin

Miscellaneous Analyses
KOH Preps, Direct Preps

Occult Blood 

Monospots

D-Dimer

Attachment 12: EMEDS Basic Laboratory Table

EMEDS+10 Bed AFTH  Laboratory Capability

I-Stat Analytes     EG 7+ cartridge

                                    6+ cartridge
NA, K, CL, BUN, GLU, pH, PC02, PO2, HC03, TC02, HCT,   Ionized Calcium, BE, sO2, Hb 

Urine Based Analyses
BHCG, Urine, SENS to 20mlu 

Urine Drug Screen: Qualitative for PCP BENZO, COC, AMP, THC, OPI, BARB, TCA (Tricyclic Antidepressants) Simple Self-Contained BIOSITE Kit

Urine or Saliva Ethyl Alcohol: Qualitative Kit

Urinalysis; Microscopic and Macroscopic

Cardiac Analyses
Cardiac Troponin I ; CK-MB and Myoglobin

Full Blood Banking Capability
ABO/Rh, Antibody Screens, Crossmatch, FFP Storage and Thawing, 

 30 Units PRBCs (Type Specific)

Emergency Whole Blood Drawn

Complete Blood Count
Automated WBC, RBC, HCT, PLT, Indices, LYMPH %, ABSOLUTE # LYMPHS, DIFFERENTIAL (Manual If Indicated), Hgb, MCV, MCH, MCHC; Reticulocytes

Coagulation Tests MLA-750
PT and PTT

Miscellaneous Analyses
Fibrin Degradation Products/D-Dimer (from EMEDS Basic)

Koh Preps, Direct Preps

Occult Blood 

Monospots

Malaria, Thick and Thin Smears

Grams Stain

Cell Counts, CSF, Other Fluids and Aspirates 

Attachment 13: EMEDS+10 Bed AFTH Laboratory Table

EMEDS+25 Bed AFTH Laboratory Capability

Microbiology
Throat, Urine, Wound, Blood, Skin, Stool, Sputum, Urethral, Eye, Nasal and Cerebrospinal Fluid Cultures Are Provided; Basic Identification and Sensitivities

Ova and Parasitic Concentration and ID/Trichrome Staining for Protozoa

Anaerobic Culture; Very Basic; Growth and Grams Stain, No ID

Abaxis Piccolo Chemistry Anayzer
Alk Phos, Alt, Ast, Amy, Alb, Tp, Tbil, Bun, Creat, Ca, Chol, Gluc, Uric Acid

Cardiac Analyses
Cardiac Troponin I ; Ck-MB And Myoglobin

Complete Blood Count
Automated Wbc, Rbc, Hct, Plt, Indices, Lymph %, Absolute # Lymphs, Differential (Manual If Indicated), Hgb, MCV, MCH, MCHC; Reticulocytes

Coagulation Tests MLA-750
PT, PTT 

Urine Based Analyses
BHCG, Urine, SENS to 20mlu 

Urine Drug Screen: Qualitative for PCP Benzo, COC, AMP, THC, OPI, BARB, TCA (Tricyclic Antidepressants) Simple Self-Contained Biosite Kit

Urine or Saliva Ethyl Alcohol: Qualitative Kit

Urinalysis; Microscopic And Macroscopic

Full Blood Banking Capability
ABO/Rh, Antibody Screens, Crossmatch, FFP Storage And Thawing 

 30 Units PRBCs (Type Specific)

Emergency Whole Blood Drawn

Miscellaneous Analyses
Fibrin Degradation Products/D-Dimer (from EMEDS Basic)

KOH Preps, Direct Preps

Occult Blood 

Monospots

Malaria, Thick and Thin

Grams Stain

Cell Counts, CSF, Other Fluids and Aspirates 

Attachment 14: EMEDS+25 Bed AFTH Laboratory Table

Ancillary Laboratory Specialty Set

Chemistry Analyses/Toxicology: Johnson and Johnson Vitros 250
Sodium, Potassium, Chloride, ECO2, Total Bilirubin, Direct Bilirubin, Quant CK-MB, Cholinestererase, Magnesium, Ammonia, Urine Protein, CSF Glucose,CSF Protein, Uric Acid, Total Protein, Albumin, Alkaline Phosphatase, ALT, AST, Bun, Calcium, Glucose, Uric Acid, Amylase, Creatine, Dilantin (Phenytoin), Digoxin, Theophylline, Salicylates, Quant Alcohol, Acetominophen

Therapeutic Drugs/; Abbott TDx/FLx
Gentamycin, Amikacin, Lidocaine, Procainamide, NAPA, Phenobarbitol



Miscellaneous Test Kits
Group A Streptococcus Determination

Meningitis Determination

Attachment 15: EMEDS/AFTH Ancillary Laboratory Specialty Set  

Expeditionary Combat Support



ITEM
 EMEDS Basic Force Package (I)
EMEDS+10 Bed AFTH 

(II)
EMEDS+25 Bed AFTH

(III)

Site Prep
15,000 ft2
26,000 ft2
40,000 ft2

Work Shelter
100sq ft/1st 24 Hrs; Then

1950 sq ft
3900 sq ft
5850 sq ft

Billeting
25 people
57 people
88 people

Latrine/

Showers
29 people
67 people
113 people

Food

Service

    Regular
87 meals/day
198 meals/day
337 meals/day

    Liquid
3 meals/day
9 meals/day
12 meals/day

Laundry
1,000 lb/wk
2,000 lb/wk
3,600 lb/wk

Vehicle Maintenance
TBD
TBD
TBD

Power
65kW ECS
100kW ECS
200kW ECS

POL

    Diesel


0
150gal/day
300gal/day

Water (potable)
400gal/day
800 gal/day
1430 gal/day

Ice
0
85 lb/day
150 lb/day






Waste 

   Medical/Biohazard Waste




       Liquid
700 gal/day
1400 gal/day
2500 gal/day

       Solid
180 lb/day
610 lb/day
1100 lb/day

Communications

       Phone
9
(4 cell, 3 land, 2 crash)
10

(4 cell, 4 land, 2 crash)
12

(4 cell, 6 land, 2 crash)

Satellite/Tele Medicine 
1
1
1

     Land Mobile Radio (LMR)
8
8
8

       STU III
1
1
1

Oxygen (LOX)


40L/day
60 L/day
90 L/day 

ECU Units
3
6
9

Pallets
3
13
26

Equipment Movement
6K forklift
13K forklift, flatbed truck
13K forklift, flatbed truck

Expeditionary Combat Support



ITEM
EMEDS+25 Bed AFTH

(III)
EMEDS+50 Bed AFTH 

Estimated
EMEDS+114 Bed AFTH

Estimated

Requires Validation

Site Prep
40,000 ft2
50,000 ft2
110,000 ft2

Work Shelter
5850 sq ft
8410 sq ft


Billeting
88 people
114 people
299 people

Latrine/

Showers
113 people
164 people
413 people

Food

Service

    Regular
337 meals/day
492 meals/day
1239 meals/day

    Liquid
12 meals/day
20 meals/day
45 meals/day

Laundry
3,600 lb/wk
9,000 lb/wk
20,920 lb/wk

Vehicle Maintenance
TBD
TBD
TBD

Power
200kW ECS
200kW ECS
400kW ECS

POL

    Diesel


300gal/day
1000gal/day
2280 gal/day

Water (potable)
1430 gal/day
5500 gal/day
11000 gal/day

Ice
150 lb/day
300 lb/day
675 lb/day






Waste 

   Medical/Biohazard Waste




       Liquid
2500 gal/day
4950 gal/day
11286 gal/day

       Solid
1100 lb/day
TBD
TBD

Communications

       Phone
12

(4 cell, 6 land, 2 crash)
14
(4 cell, 8 land, 2 crash)
24
(4 cell, 6 land, 2 crash)

Satellite/Tele Medicine 
1
1
1

     Land Mobile Radio (LMR)
8
TBD
TBD

       STU III
1
1
1

Oxygen (LOX)


90 L/day 
180 L/day
410 L/day

ECU Units
9
16
33

Pallets
26
TBD
TBD

Equipment Movement
13K forklift, flatbed truck
13K forklift, flatbed truck
13K forklift, flatbed truck

NOTE: Values for 50 & 114 Bed AFTH Are Estimates Based on Previous 50 Bed ATH Planning Factors - Require Validation
Attachment 16: EMEDS/AFTH Expeditionary Combat Support (ECS) Requirements

Standard Surgical Instrument Trays

Set
DEPMED#
National Stock Number
EMEDS+10 Bed AFTH


EMEDS+25 Bed AFTH
EMEDS+10 Bed AFTH Plus EMEDS+25 Bed AFTH

Major Basic
T001
xxx-xx-xxx
1
1
2

Minor Procedure
T004

2
2
4

Intestinal
T007

1
0
1

Anal/Rectal
T009

1
0
1

Vascular
T011

1
0
1

Thoracotomy
T012

0
1
1

D&C
T031

1
0
1

Basic Ortho Instruments
T032

1
1
2

K-Wire/Steinmann Pin
T033

0
1
1

Amputation
T034

0
1
1

Soft Tissue Hand/Tendon/Foot
T035

0
1
1

Surgical Prep Set
T052

2
2
4

Basin Set
T053

2
2
4

Large Retractor Tray
T060

1
1
2

TOTAL
13
13
26

Attachment 17: Standard Deployable Surgical Instrument Trays
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Notional EMEDS +114 Bed AFTH Configuration





Notional EMEDS +50 Bed AFTH Configuration





Attachment 18: NOTIONAL EMEDS +50 Bed AFTH


Note: Shaded areas represent Temper Tentage
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Attachment 6: EMEDS+25 Bed AFTH Power Grid Configuration
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Attachment 5: EMEDS+10 Bed AFTH Power Grid Configuration





Attachment 4: Basic Power Grid Configuration
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Attachment 2:

EMEDS +10 Bed AFTH Tent Configuration
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Attachment 1:

EMEDS Basic Tent Configuration
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Attachment 3:

EMEDS +25 Bed AFTH Tent Configuration

 (not to scale)
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