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1.  The subject concept has been approved and is forwarded for information and administrative action.

2.  The SME represents a rapid deployable medical care team for the Air Force.  They can deploy anywhere to meet the needs of any contingency situation. 

3.  The Squadron Medical Element provides the personnel required to assess, reduce and/or prevent aerospace, occupational, environmental, and public health risk factors from having a catastrophic/detrimental impact on mission effectiveness.  The team also recommends strategies to commanders and deployed personnel for countermeasures against environmental and physiological stressors in order to enhance mission effectiveness.

4.  Distribution is intended to enhance awareness and provide a standard for all that use SMEs.  Comments and suggestions are welcome at any time.  This document will be of value in training and efficiency of deployed operations.  The attached critique can be used to facilitate feedback and should be mailed to HQ ACC/SGOP

5.  HQ ACC point of contact is SGOP, DSN 574-1213.
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EXECUTIVE SUMMARY

I.   GENERAL:  This document provides the Concept of Operations (CONOPS) for the Squadron Medical Element (SME).  It focuses on the SMEs capabilities, deployment, and interoperability as a medical system in support of Operational Plans (OPLANs).  In addition, this CONOPS provides guidelines on tasks, functions, and responsibilities for developing SME policies, standard operating procedures, training programs, and validating future SME requirements and revisions to planning and training concepts. This CONOPS is not intended to provide minute detail of all aspects of SME operations.  SMEs are used throughout the Air Force, Guard, and Reserve Services. 

II.  DESCRIPTION:  The SME is a manning authorization assigned to an operational squadron, based on Air Force Manpower Standard 5310A, Squadron/Flight Medical Element (S/FMW).  The standard personnel complement of a standard SME component is composed of one flight surgeon (48F/G) and two aeromedical technicians (4F051).  These personnel are assigned to and directly support operational flying squadrons to provide direct front line medical care through the entire spectrum of contingency and humanitarian operations. The SME normally utilize the Unit Type Code (UTC) FFLGE-Air Transportable Clinic (ATC) as the primary means of providing the medical equipment and supplies to conduct sustained medical operations.  SMEs with the use of the ATC are capable of providing limited preventive medicine, outpatient, clinical, and emergency service for approximately 300-500 personnel for up to 15 days without resupply.  SMEs rely extensively on their assigned unit and Base Operating Support for all non-medical support.  SMEs coordinate with higher echelon medical treatment facilities and medical command structure to provide in-depth hospital services, manpower and supply issues, and aeromedical evacuation.

III.  OPERATIONS:   SMEs can operate from fixed or portable facilities co-located with their operational squadron, in conjunction or combined with other operational squadrons with SMEs, or can be co-located as part of other deployed medical facilities (ATCs, Air Transportable Hospitals [ATH], Chemical Harden ATHs [CHATH], Prevention and Aerospace Medicine [PAM] teams, and Expeditionary Medical Support [EMEDS]).  The number of SMEs, locations, and utilization are co-dependent on the contingency operations, threat situation, and available medical, base, or unit support capabilities.  SMEs are capable of providing medical support to an operational squadron at a main operational base (MOB), collocated operational base (COB), limited base (LB), standby base (SB), forward operating base (FOB), and bare base (BB).
IV.  COMMAND AND CONTROL RELATIONSHIPS STRUCTURE:   SMEs are sourced by their assigned squadron in coordination with the commands Battle Staff to make operational decisions about utilization, locations, number of SMEs, equipment, and support requirements to meet a given mission. Operational Control (OPCON) of the deployed SME resides with the deployed installation commander.  The senior SME makes day-to-day operational medical decisions and is responsible to their assigned squadron and deployed installation commander.  Additionally, the senior SME has coordinating responsibility with other Deployed Medical Facilities (DMF), local civilian Medical Treatment Facilities (MTF) in the region, Joint Task Force (JTF), Unified, or Specified Command Surgeons.  

V.  INTELLIGENCE  SUPPORT:  SMEs depend on continuous intelligence support from their assigned unit, Wing, other DMFs, and the regional medical command to accurately assess battle and non-battle related illness and injures at the primary operating area, operational forces away from the main operating location, and potential re-employment actions. Intelligence information is required to prevent or limit injuries and illness and provide the theater medical and operational commanders the ability to effectively direct, monitor and employ their deployed forces.

VI.  COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT: SMEs are a personnel medical system only and depend on communication and computer support from there assigned unit, Bass Operating Support (BOS), or other DMFs.  When deployed with the SME the ATC contains limited short-range communications equipment.  Communications is required between the SMEs, their squadron, local or regional DMFs, Survival Recovery Center (SRC), and local unit forces to advise of casualty rates, transportation, resupply issues, additional manpower needs, and provide a means to notify the SME of changes to the threat situation.  Communications capabilities such as landline, cellular, or additional radios may be established as part of the local BOS.  The SME has no direct satellite (sky-net) uplink ability and requires base communications (BOS agreements) support to contact other medical and operational command agencies.  The BOS should indicate what alternate sources of communications are available in the event SMEs primary communications become inoperable.  Ideally, the SME should deploy with computer systems to provide word processing, data base management, message text formatting, limited telemedicine, and local area network interface capability.  Currently the Allowance Standard does not authorize computer systems as a permanent item of the ATC.  To compensate SMEs must coordinate as part of the BOS, with their assigned squadron, or the base Medical Treatment Facility to obtain the approved computer system for the area of operation.

VII.  INTEGRATION & INTEROPERABILITY.  SMEs when supported by an ATC can operate as a stand alone medical system within their assigned squadron or when available integrate with other SMEs, or DMFs (ATH, CHATH, PAM, and EMEDS), medical personnel from other US military and allied services, and local civilian medical agencies.  SMEs require extensive unit and theater support to sustain operations and facilitate casualty management.

VIII.  SECURITY.  Although the medical community represents a non-combatant asset, security for casualties and medical resources within the immediate area of the medical site (ATC) or other designated medical location is a medical responsibility. Medical forces must be trained and ready to assume responsibility for personal and facility protection.  SMEs are normally located at secured operating bases where the primary responsibility for base or garrison security is in the host unit/Wing security forces. SMEs may be armed as dictated by the current threat environment, mission profile, and the laws of armed conflict (LOAC).  

IX.  TRAINING.   Medical Readiness training will be conducted according to AF, MAJCOM, and local directives.  Training will test both medical and non-medical personnel in utilization of the SME.  Training may also be conducted in conjunction with sponsored or local training exercises, or in conjunction with operational deployments. Training should be of sufficient quality and frequency to assure that the medical and support personnel are able to utilize the full capabilities of the SME.  Personnel assigned to augment SMEs, or are part of the UTCs (FFDAB-Medical Air Transportable Clinic, FFGK8-Medical Squadron Element Augmentation), are also required to meet these training requirements.  In addition Just In-Time training plans to support back-fill of non-standard SME personnel are required.

X.  LOGISTICS.  The host medical facilities medical logistics account retains accountability for the ATCs used by the SMEs.  The host medical facility is responsible for delivering a fully mission capable ATC within the time limits of the Designed Operational Capability (DOC) response time. Base Operating Support is required for messing and other consumables; water; fuels; billeting; latrines; showers; laundry; waste management;  transportation; and maintenance if not available from other DMFs.

XI.  SUMMARY:   The SME is highly trained medical personnel team that supports operational squadrons in both contingency and humanitarian operations.  In conjunction with the Air Transportable Clinic or other inplace or transportable medical assets SMEs can provide medical services to direct front line deployed forces.  This provides a flexible medical platform designed to support contingency and humanitarian operations that can deliver limited medical care in the deployed environment.
SECTION 1 - GENERAL

1.1.  Purpose:  The Squadron Medical Element is assigned to and directly supports an operational flying squadron at a main operational base, collocated operational base, limited base, standby base, forward operating base, and bare base.  SMEs in conjunction with an ATC as their primary medical support platform are capable of providing limited aerospace medicine, outpatient, clinical, and emergency care.  Assess and recommends strategies to reduce and/or prevent aerospace, occupational, environmental, and public health risk factors from having a catastrophic/detrimental impact on mission effectiveness.  SMEs evaluate casualties for return to duty or evacuation to another deployed medical facility. The overall effect is to minimize the effects of wounds, injuries, or disease and improve employed forces survivability to support the operational mission.  

1.2.  Background:  The present SME concept originated in the early 1980s from the Tactical Air Commands use of aeromedical personnel to provide direct medical support to flying squadron personnel while deployed.  The proven success of this type of integration lead to the assignment of medical personnel directly to an operational squadron.  Air Force Manpower Standard (AFMS) 5310A, Squadron/Flight Medical Element (S/FME) establishes the manpower requirement for medical personnel to support deployed squadrons.  AFMS 5310A applies to Tactical Air Forces, Special Operations units, or a Flight Medical element of Airlift, Strategic Bombardment, Refueling, Command and Control, or Electronic Security Air Forces.  S/FME authorizations are reflected on the manpower document of the unit and under the program element code of the weapon system.  When not deployed, the SMEs share administrative, personnal, management, and medical activities with their assinged squadron and with the MTF (Flight/Missile Medicine) personnel.   

1.3.  Threat:  SMEs share the same threat concerns of the deployed squadron.  Because of the wide variety of possible operating locations and potential adversaries, a broad range of threats can be expected.  Threats can be viewed from a perspective of the type of injury (physical and/or physiological) as well as the types of weapons, personnel, or activity applied.  These include a mix of bombs, precision guided munitions, anti-personnel/vehicle mines, chemical and biological weapons,  nuclear radiation/fallout, saboteurs, terrorism, special operations forces, information warfare, and general purpose offensive ground forces.  The National Air Intelligence Center-developed “Threat Compendium, Worldwide Threat to Air Bases:  1995-2005,” NAIC-2660F-265-95, 1 Sep 94, and the “Air Base Systems, Threat Environment Description,” NAIC-157-664-95, June 1995, are the baseline threat reference for air base operability.  SMEs require on-going coordination with their Wing, unit, and theater medical and operational agencies on current and projected threat assessments.

SECTION 2 - DESCRIPTION

2.1.  Mission/Tasks: SMEs are highly trained medical personnel teams that support operational units in all theaters, with emphasis on rapid deployment and bare-base operations.  In support of their assigned squadron SMEs provide limited outpatient, clinical, emergency medical care, food safety, field hygiene and sanitation, medical intelligence support, vector surveillance, occupational, environmental and communicable disease control tasks, short-term industrial sustainability capabilities (industrial hygiene and environmental protection surveillance), and conduct aeromedical safety and human factors determinations.  In addition, the SME evaluates and treats patients with the intent to either return them to duty or transfer to another DMF that provides increased level of care capability such as an ATH.  In combat operations the SME is used to sort (triage) and treat casualties with the intent to return as many casualties as possible back to their operational missions.  Prior coordination with the Wing’s command staff will assist in determining prioritization of casualties critical to aircraft generation or a specific mission requirement that may receive priority treatment for return to duty (maintenance, security, and weapons personnel).  Those casualties beyond the capability of the SME resources are transferred to high echelons of care.   

2.2.  Utilization:  SMEs are a medical manpower team dedicated to a specific operational squadron to provide front line medical care through the entire spectrum of contingency and limited humanitarian operations.  Utilizing an Air Transportable Clinic as the medical equipment and supply support they can provide a wide range of limited medical support to flying or special operational squadrons at any deployed location. When not deployed the SME have a unique duel management situation in that they are assigned to an operational squadron and conduct many of their medical duties at the medical treatment facility (normally flight medicine section). Both their assigned unit and the local flight medicine section share duel responsibility for personal, medical, and administrative management (leaves, performance reports, disciplinarily actions, additional duties, training, safety/security issues, skill progression, deployment taskings, etc.) issues. The MTF and flight medicine section are primary responsible for coordinating medical training and readiness, and evaluations and certifications required to maintain medical competencies.  The operational squadron is primary responsible for coordinating non-medical readiness training, performance evaluations, disciplinarily actions, administrative and personnel management, and standards (drug/weight testing) compliance.  Coordination of the SME flight surgeon and squadron commander with the MTF commander is required to establish supervison, responsibilities, and duty schedules for the SMEs to provide medical suppport to the MTF.  This support is based on a coordinated time share schedule to ensure the SMEs can accomplish medical and deployment skill requirements at the MTF and maintain personnel, administrative, and medical activities with their squadron.  When deployed the SME is under the operational control of their assigned squadron and coordinate with other medical units on medical specific issues effecting the health of the deployed forces.  Regardless of the situation aggressive coordination must occur between the MTF or DMF and the SME assigned unit to effectively manage these personnel for day to day duties and at deployment operations. 

2.3.  Capabilities:  The SME with the use of the ATC provides medical support to deployed Air Force, allied force personnel, and when tasked, the general populace and prisoners of war.  SMEs are capable of supporting  300-500 personnel for 15 days (24-hour operations) in austere conditions without resupply.  They have minimal preventive medicine capability to assess occupational and environment issues effecting Disease Non-Battle Injuries (DNBI).  Outpatient, clinical, and emergency care is limited in both scope (sick call, trauma, and cardiac stabilization) and if required short term (1-7 days) emergency casualty holding. SMEs rely extensively on BOS and higher echelon medical treatment facilities and aeromedical evacuation for continuous operations and back-up support.      
2.3.1.  Manpower:  AFMS 5310A establishes the manpower requirements for squadron/flight medical elements.  The standard compliment of personnel consists of a flight surgeon (48G/F) and two-aeromedical technician’s (4F051).  The SME personnel package is embedded into the squadron’s unit manpower document.  Flying squadrons with no assigned SME (training unit or non-deployable) can be assigned an SME equivalent (standard manning compliment [48G/F and 4F051] or a Family Practice Physician [44F/G], and two medical technicians [4N051]) out of hospital resources for training purposes and on-base contingency support.  Priority will be to fill the deployable squadron commitments first.  Air reserve and guard units with SMEs are required to meet the same manpower requirements as active duty units.   

2.3.2. SME as defined in this CONOPS are assigned to flying units. For nonflying units such as RED HORSE (Rapid Engineer Deployable, Heavy Operational Repair Squadron, Engineer) and Air Control Squadrons (ACS) refer to these units respective manpower standards and AFIs for medical personnel requirements and responsibilites.

2.3.3.  Equipment/Supplies: SMEs are limited to the medical resources they initially deploy with either as part of the Advanced Echelon (ADVON) team (supporting 5-15 personnel for 1-7 days) or on arrival with the main deployed forces with the ATC (UTC-FFLGE).  If not hand carried (recommend backpack or nesting type container for ADVON to provide medical intervention prior to arrival of ATC) all supplies and equipment must be palletized on one 463L (88L x 108w x 96h) pallet for loading on transport aircraft.  SMEs are capable of worldwide deployment to support peacetime or wartime missions, as such SMEs should consider optional packaging of additional equipment/supplies/medications for the specific area of operations not specified on the ATC allowance standard.  Normally these items are limited to 250-lb package to prevent exceeding the ATC weight limits (10,000 lbs.), These additional items can be deployed with or without the remainder of the ATC (depending on specific tasking or the discretion of the SME based on medical intelligence and coordination with both their unit commander and theater medical command).  This optional package may include such items as a spark kit, computer systems, or additional supplies of medications, etc.  Because of logistics accounting, it may not be possible to be prepackaged.  Each unit is advised to develop a packing list in advance to save valuable time at execution to prepare the additional medical equipment/supplies.  

SMEs must coordinate with logistics or other departments as needed to assure these supplies are readily available, and that hazardous cargo items are packed correctly.  The additional medical equipment/supplies must fit onto the ATC pallet unless prior approval to pack separately is obtained from the deploying logistics section.

2.3.4.  Maintenance:  Medical and Base support organizations (both home based and deployed) are responsible for maintenance of medical and non-medical equipment.  SMEs will coordinate with their host Medical Treatment Facility (MTF) and base support organizations on maintenance of medical (cardio-monitors, electronic thermometers, etc.) and non-medical (communications, generators, etc.) equipment assigned or used by the SME.

SECTION 3 - OPERATIONS

3.1. Deployment:  Deployment planning and preparation is essential to support  operational objectives during wartime or contingencies and must be afforded sufficient command emphasis to ensure unit readiness.  Generally mobilization begins with a warning order which is followed by an alert order (recall) and then an execute (deployment) order.  The execute order specifies the C-Day, the un-named day on which a deployment operation commences or is to commence.  The deployment may be movement of  personnel, cargo, or a combination of these elements utilizing any or all types of transport.   Base operational support (BOS) must provide the goods and services to sustain operation of a deployed SME for the duration of a deployment.  The success of the SME mission lies in the initial establishment of an operating location and BOS.  All locations require support of some kind.  Messing; Billeting; Petroleum, Oils, Lubricants (POL); real estate and other support requirements for deployed medical elements will need to be coordinated with the planners and ADVON teams.  In a contingency operation, flexibility and adaptability are required as each scenario is different, but the main goal of  the patient care remains the same.  

3.1.2.  Deployment Control Center.  The Deployment Control Center (DCC) is the base and/or unit mobility center from which all mobilization and deployment activities are managed.  The DCC will be activated no later than one hour after notification of a deployment is received at the installation.  Once the DCC becomes operational, unit deployment officers and control center supervisors are briefed on deployment requirements and recall procedures are implemented.  The DCC officer, in coordination with the Installation Deployment Officer will establish a schedule of events for deployment.  Unit DCC’s will establish a personnel deployment function and cargo deployment function to serve as the focal points for monitoring all personnel and cargo processing activities, thereby ensuring that people and cargo are available and ready to deploy.

3.1.3.  Deployment Preparation Schedules.  Time-phased schedules of events are developed in coordination with the tasked unit, and refined by the DCC’s to determine the best estimates of the time required to complete specific tasks to meet the programmed arrival time of supporting air or  ground transportation.  Schedules are developed by working backward from an "aircraft commander briefed" or "station" time to include the essential steps in the mobility process (i.e. manifesting, subsistence palletizing and marshaling, personnel processing, and assembly of personnel and cargo at unit assembly areas).

3.1.4. Cargo Processing.  The processing of the medical cargo (ATC) begins immediately after the SME unit is tasked for deployment (notification stage), and continues until the cargo is enroute 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 should design a flowchart which demonstrates the unit’s deployment process detailing critical deployment actions that are required to meet movement departure times.  At least one SME member is required to have certification as a pellet and hazardous cargo preparer to manage the coordination of the ATC.   

3.1.5.  Equipment Preparation.  When notified of a deployment tasking, equipment and supplies must be ready and/or prepared for transport.  SMEs should have checklists and/or flowcharts to assure proper procedures are followed for deployment of personnel and cargo.  Equipment mobility paperwork packages that contain load and packing lists, hazardous materials declarations, and hazardous cargo placards. Load planning will determine the positioning of cargo on an aircraft and if all the cargo can be loaded on the designated aircraft.  SMEs with coordination and assistance of MTF and base personnel (logistics and transportation) will prepare the ATC for marshalling and deployment. Base logistics and transportation will provide for the aircraft, equipment, and personnel to deploy the ATC.  

3.1.6.  Reconstitution.  When deployment operations end, SMEs field clean medical supplies/equipment to the extent practicable, repair (if field level repair is available or required), repackage, and prepare for transportation (BOS may be required to assist in breakdown and movement preperation).  If exposed to NBC contamination, the medical equipment/supplies must be decontaminated from NBC hazards prior to striking (part of BOS - coordinate with base disaster preperness).  If decontamination is not sufficient or impractical disposition of contaminated supplies/equipment must be accomplished (BOS and theater medical command determinations).  A logistics reach back capability to a sustaining base or a SIMLM (Single Integrated Item Manager) will be established for both sustainment and new materiel, if required.  Line item requisitioning capability may commence within 24 hours after arrival.  Upon return to home station resupply is coordinated through the MTF logistics section.

3.2  Employment:  The employment role of the SME is to support contingency operations though the entire spectrum from humanitarian missions to major theater war (MTW).  Base support is required for services such as billeting, food service, sewage and waste disposal, potable water, power, and transportation to support the SME.  A responsive supply and re-supply system utilizing base and DMF (if available) resources must be established.

3.2.1.  SMEs can be established as a separate operational entity using fixed or portable facilities or incorporated as part of additional SMEs or other DMFs.

3.2.2.  Main operating bases and Standby operating bases - These are locations with established DOD/USAF resources in place including full-support elements and a medical treatment facility. (Stand-by bases have some ongoing operation and are being maintained at a caretaker level.) In this situation, the SME can be utilized as a flightline clinic/flight surgeon's office to provide outpatient care to the full squadron.  

                                                                                                                                                                                              3.2.3.  Collocated operating bases - These are locations with established facilities owned and operated by the host nation and made available to US personnel by prior negotiation.  In this situation, the SME can also become a flightline clinic/flight surgeon's office to provide outpatient care to the full squadron.             

3.2.4  Bare base operations and Limited bases - These are locations with very little resources in place.  Bare bases have a  pre-existing runway and water source but require build-up of all other facilities.  Limited bases are locations that were at one-time main operating bases but whose missions were terminated.  With a buildup of support services and operational capabilities, these bases can be returned to main operating bases when needed.  In this situation, the SME is programmed to arrive early in the build-up process and provide all medical care until the assigned follow-on medical unit becomes operational (usually within 30 days).  At that time the SME will revert to a flightline clinic/flight surgeon's office.

3.2.4.  Bare base without an ATH or 2E facility - In this situation, several SME/ATCs will operate with each other for an extended period as the deployed wing's sole medical care.  Normally, an ATC Augmentation package (UTC FFGK8 - Medical Squadron Element Augmentation) is deployed to help meet the extended environmental and occupational health commitments of a full operating base.  The senior SME acts as the DBMS and the SG on the wing commander's staff.  In addition there are situations where a remote bare-base location is tasked for single-squadron operations.  In this situation, the SME  will be the only proximate source of medical care. 

3.3.  General:

3.3.1.  In all deployment locations, the senior SME representative is responsible for coordinating with Wing/site commander, squadron commanders (Logistics, Support, Operations, Security, Civil Engineering, etc.) regarding base set-up plans, preventive medicine (sickcall, facility inspections, medical briefings, occupational concerns, etc.), air-evacuation protocols, and disaster and causality management.  Establishing communication with and knowing the mechanism for obtaining additional supplies and establishing patient evacuation to the next echelon of care.

3.3.2.  SME personnel are responsible for the establishment, integration, and enforcement of preventive medicine and health care operations for day to day operations and post attack actions to maintain the health of the deployed forces.  Deployed forces and SME personnel are exposed to the environmental threats endemic to a geographic location.  Improper procedures related to environmental conditions can cause a health threat to deployed personnel.  Implementation and enforcement of preventive medicine measures will significantly reduce the number of DNBI casualties.

3.3.2.1. Establish and conduct aeromedical safety and human factor determinations, preventive medicine, and self-aid briefings.
3.3.2.2.  Conduct limited outpatient, clinical, and emergency medical care. 

3.3.2.3.  Either on a stand-alone basis, or integrated with Bio-environmental Engineering, Public Health and/or Civil Engineering conducts food safety, field hygiene and sanitation, vector surveillance, occupational, environmental and communicable disease control tasks, short-term industrial sustainability capabilities (industrial hygiene and environmental protection surveillance).  

3.3.2.4.  Assess and recommends strategies to reduce and/or prevent aerospace, occupational, environmental, and public health risk factors from having a catastrophic/detrimental impact on mission effectiveness.  

3.3.2.5.  Ascertains, asses, and briefs on medical intelligence information to prevent or limit injuries and illness and provide theater commanders the ability to effectively direct, monitor, and employ deployed forces.

3.3.2.6.  Establishes primary and alternate transportation, communications, medical resupply, and patient evacuation networks. 

3.3.2.7.  Establish procedures for flightline emergencies (i.e., hydrazine/HAZMAT response, aircrew extractions, physiological or decompression incidents, barrier engagements, etc.) aircraft accident investigation, and other emergency medical responses.

3.3.2.8.  Evaluates personnel for return to duty or evacuation to another deployed medical facility.

3.3.2.9.  Maintain and submit medical surveillance reports for health trend analysis. 

3.3.3.  SMEs must establish and coordinate hostile pre and post execution protocols for the management of casualties and environmental/occupational concerns effecting the Wings/units ability to continue its mission objectives.

3.3.3.1.  Primary and alternate transportation, communications, resupply, and patient evacuation networks for local and regional operations.

3.3.3.2.  Location and use of Casualty Collection Points (CCP), if utilized.  SMEs will augment CCPs as necessary to meet local needs.  

3.3.3.3.  Casualties may have received only rudimentary first aid (Self-Aid/Buddy Care) prior to arrival to the SME.  SME personnel will triage casualties with initial priority to treat personnel for return to duty followed by those requiring more definitive care needing transport to the next higher echelon of care.  

3.3.3.4. Only casualties that are still alive are managed.  All deceased are responsibility of the mortuary affairs division of the Services Squadron either on location or via coordinated with next available echelon.  Deceased and casualty remains (body parts) will be placed in location separate from view of surviving casualties and base personnel until disposition can be accomplished.  If space limits the location of deceased then a means to conceal the remains from view is needed.

3.3.3.5.  Normally, casualties will be evacuated to the DMF as determined by the local and regional evacuation policy. Casualty evacuations require coordination with a battalion evacuation liaison team (BELT) for US Army “Dust Off” and either an Air Evacuation Coordination Center or AE liaison team (ALET) for fixed wing.  SME operations are normally not designed for long term casualty holding however the threat situation may require SMEs to establish a short term holding capacity. 

3.3.3.6.  Post-attack prevention actions are directed towards Non-NBC and NBC patient control, limiting food and water borne illness, vector (insect, rodent) control and disease management.

3.3.3.6.1.  Coordination with CE and Services Squadrons to determine if water and food sources are damaged, contaminated.

3.3.3.6.2. Actions for control of food stuffs effected by power losses (refrigeration, freezer, and heating).  

3.3.3.6.3.  Sanitation and waste control management.

3.3.3.7.  Currently SMEs are not equipped for decontamination of NBC agents.  If  the SME is located inside a hardened facility, it will share whatever NBC or conventional hardening is present.  If the SME is free standing, conventional or NBC hardening requirements should be identified as a Base Operating Support requirement.  SME personnel will respond to all NBC threats using appropriate MOPP and treat casualties based on injuries and possible exposure symptoms. Base support will be required for any decontamination of the SME personnel and equipment when the threat situation permits.  

3.3.3.8.  Enemy Prisoners of War (EPW).   If EPWs are treated by SMEs coordination with security forces is required to provide security for prisoners.  Guards assigned to medical prisoners must accompany them to the destination DMF.  

3.3.3.9.  Non-U.S. Armed Forces Life Saving.  If the casualty's injury or illness is directly related to U. S. Government operations in the area such as allied forces, DOD civilians, foreign nationals, etc., care can be authorized to save life, limb, or eyesight.  Any local commander may authorize transport of a casualty to the nearest suitable medical facilities when civilian facilities are not available. Governmental policy on management of these casualties is usually established early on in an operation.  If not, State Department clearance should be obtained if time allows.  At no time is care delayed pending clearance if life or limb would be compromised.

3.3.3.10.  Documentation of medical care is normally limited to field casualty cards (DD Form 1380, U.S. Field Medical Tag), SF 600 or facsimile.  Information should include primary diagnoses, casualty classification, treatment rendered and casualty identification.  Additional documentation methods and requirements are at the discretion of the regional medical authority.

3.3.3.11.  For patients/casualties being evacuated the DD Form 602, Patient Evacuation Tag, or facsimile in should accompany the patient to ensure appropriate care during transport.  This document is primarily used to direct and record en route care.  Medical orders should be clearly written on either the DD Form 602, SF 600, or the DD Form 1380.   Information should include both primary and secondary diagnoses, correct patient classification, and orders for all en route medications and care.  A concise, pertinent nursing note should be written on the back of 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.

3.3.3.12.  Casualty’s transferred/evacuated will be transported with their valuables, personal effects, and medically essential items. While in theater, casualties will also be transported with their warfare and chemical gear as applicable.

3.3.3.13.  During an attack, SME personnel will don the appropriate mission-oriented protective posture (MOPP) level, assist casualties in donning their protective equipment, and take shelter.  If NBC contamination is known or suspected, personnel will continue to wear protective equipment.  Each medical activity will designate a team to conduct an organized, methodical sweep of the medical area or compound (inside and outside) and access damage, unexploded ordnance, NBC contamination, and casualty determination.  Once the medical area has been inspected SME personnel will coordinate with the SRC on casualty care management.  All SME personnel will remain in full MOPP until cleared and continue to provide medical care.

3.3.3.14.  Casualties will be stabilized within the limitations of the SME capability.  Every effort will be made to stabilize them to withstand a move to a higher echelon of care. Prior to movement, airways must be secured, fractures immobilized, hemorrhages controlled, and shock treated.  In some instances, casualties moved may not be clinically stable due to severity of wounds or their condition, limited medical resources and time constraints.  It is impossible to dictate specific rules to fit all contingencies, but common sense should prevail, as well as understanding the support for casualties that exists within the system.  

3.3.3.15.  Relocation ability: SMEs establish through the BOS for movement of medical assets and casualties.

SECTION 4 - COMMAND & CONTROL RELATIONSHIPS STRUCTURE

4.1. HQ ACC/SGXP will maintain overall advocacy for SME policy and serve as the medical consultant for technical guidance for SME operations.  

4.2. The employed Wing, unit, and medical commanders will establish operational and administrative control of all medical assets.

4.3.  Theater SME Operational Control.   SMEs within the theaters of operations are under the management control of the theater/AFFOR/JTFOR surgeon.  Day to day operations of the deployed SME is controlled by the on site senior SME and Wing/unit  commander.  

SECTION 5 – INTELLIGENCE SUPPORT

5.1.  Accurate medical and threat intelligence is crucial to provide information on terrorist, conventional, NBC threats, delivery systems, and probability of attack.  SMEs depend on continuous intelligence support from their assigned unit, other deployed medical facilities (DMFs), and the regional medical command to accurately assess battle and non-battle related illness and injures at the primary operating area, operational forces away from the main operating location, and potential re-employment locations.  Situational and medical intelligence information is the responsibility of the local base and medical intelligence personnel of the supporting DMF and/or regional medical representative.                                                                    

SME personnel must establish communication with the AFFOR/SG or the employed DBMS in the region/base and provide medical intelligence and other information as required by higher headquarters.  

5.2.  Prior to a deployment individuals tasked to support an operation will require a pre-deployment briefing for the AOR they will be supporting.  During the employment stage of an operation, SME personnel will conduct periodic briefings for their deployed location and for areas they will be transiting while conducting medical operations. Wing and Group commanders in accordance with exercise/operation directives will coordinate communication of medical intelligence information. 

SECTION 6 – COMMUNICATIONS/COMPUTER SYSTEM SUPPORT

6.1.  The only assigned communications currently available to SMEs are those provided with the ATC or by their squadron.  The ATCs have short-range land mobile systems and require extensive training in their operation.  All other communication needs (landline, cellular, or additional radios) are determined by local needs established in the BOS and are supplied by either a DMF if nearby, the SME unit, or by the host communications and information organization. Communications resources must be established to provide voice and data communications links capable of sustaining command and control, patient movement data, and general message traffic capabilities. 

6.2.  Medical reports will be submitted in accordance with local determinations to the parent DMF or regional medical command in accordance with AFM 10-206, Ch 7. The MEDRED-C is a status report of  medical operations.  This report is accomplished daily and communicated to the unit’s parent and gaining MAJCOM SG and copy to the  theater medical commander.  It is an on-site assessment of the deployed SMEs 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 of forces during contingency operations.  
6.3. All classified information must be transmitted by secure means.  Situation Reports 

(SITREPS), MEDRED-Cs, site locations, compiled patient data are all examples of information that may be classified and need safeguarding.  Secure and non-secure systems may be available during contingencies.  The mode of transmission is dependent on availability and need.  The degree to which the information needs to be protected will dictate the type of system that should be utilized.  Base communications support is required to transmit classified information.

6.4.  Medical or casualty information can become an operations security (OPSEC) issue when linked to a particular mission or operation.  While medical information itself is not classified, in the context of a mission, it must be protected as part of the overall OPSEC program to deny information to the enemy.  Electronic Combat (EC) Threat Environment Description NAIC 1571-731-95 dated 25 April 95 is the source document for electronic threat evaluations.

6.5.  Computer systems are not currently authorized on the ATC Allowance Standard.  SMEs must coordinate with their local MTF or assigned unit to ensure a computer system is available for deployment (coordinate with local, command, and theater communications personnel to ensure the computer systems meet current networthiness for hardware and software utilization).  At the deployed location, Medical Surveillance, Epidemiology, and Immunization Tracking programs that are available to provide information for medical care tracking and trends must be used.  These are available from the MTF, and at the School of Aerospace Medicine, Brooks AFB home page web site. The software can be maintained in a central location for deployment access when not in use or obtained prior to eployment. The host base, through the Theater Deployed Communications (TDC), provides secure and unsecured voice and data access via the host base expeditionary package. 

SECTION 7 - INTEGRATION & INTEROPERABILITY

7.1.  Integration:  To successfully establish deployment capabilities, SMEs must successfully integrate with base agencies and if available other DMFs.  Base support services such as billeting, food service, sewage and waste disposal, potable water, power, transportation, and communication are required to support the SME.  In addition base support will be required for any decontamination of the SME after operational use to include decontamination of site location when necessary. SMEs must also coordinate with various MAJCOM and Joint Forces agencies to ensure smooth, seamless patient care.  HQ ACC/SG must assure that procedures are developed that provides trained personnel and equipment assets to establish and support medical operations capable of meeting theater commanders medical requirements.  The deployed SME must complement the health services support system in the area of operations to provide expedient and quality patient care and coordinate casualty evacuations via ground and/or air.
7.2. Interoperability:  SMEs are part of the both the operational and medical network with the ability to operate at any deployed location and integrate with other operational and medical units. This duel responsibility requires aggressive coordination by the SME staff with their unit and MTF staff to meet personal and medical requirements.

SECTION 8 - SECURITY

8.1.  Operations: Air bases are high priority tactical targets subject to attack. SMEs are normally located within secured operating bases where the primary responsibility for base or garrison security is in the host Wing/unit security forces.  Medical personnel may be armed as dictated by the current threat environment and the mission profile.  SMEs may provide their own site security measures within their immediate area for casualties and personnel resources as deemed necessary and must adhere to the Laws of Armed Conflict under the Geneva Convention.  Security Force personnel will provide perimeter security for the ATC. 

8.2.  Physical:  Security begins with education and awareness.  All personnel are responsible for following personal protective measures as outlined in security briefings.   Physical security of SME personnel, medical supplies, and casualties on the ground will be the responsibility of the BOS security forces.  SMEs may implement additional security measures within their immediate work area as threats, intelligence, and other information is evaluated.  SMEs may be issued firearms for self and casualty protection.
SECTION 9 - TRAINING

9.1. The SMEs in coordination with the MTF and their assigned unit are responsible for  establishing local training programs that cover the SME training requirements and test both medical and non-medical personnel in managing the SME.  Both medical and non-medical readiness training will be conducted according to AF, MAJCOM and local directives.  Medical Red Flag and Continuing Medical Readiness Training are active programs that can incorporate SME operations. Training may also be conducted in conjunction with local training exercises, or in conjunction with operational deployments. Training should be of sufficient quality and frequency to assure that the medical and support personnel are able to utilize the full capabilities of the SME to include low light and night operations and, as a minimum, the proper operation and basic essential maintenance of all equipment including communications, provisions of the Geneva Convention, LOAC, use of small arms, chemical warfare protection, BLS, ATLS, and casualty evacuation to the next echelon of care by ground and/or air.  Medical personnel assigned to UTCs FFGK8, and those that supplement the SME are also required to meet SME training requirements and sustainment.
9.2.  SMEs will coordinate with the MTF logistics personnel to conduct an annual inventory of the ATC assigned for their use.  The ATC will be assembled for inventory and training as part of maintenance and general deployment readiness.  Training includes set-up, equipment operation and if practical actual patient care.  Local exercises and actual deployments can satisfy this training.  
SECTION 10 - LOGISTICS

10.1. SMEs primary medical platform is the ATC.  Medical supplies and equipment for the ATC are identified in Allowance Standard 899A.  Non-medical bare base support equipment is contained in AS158.  Refer to the ATC CONOPS for storage, maintenance, accountability, deployment preparation, and resupply actions.  SMEs coordinate with their unit and the MTF for all medical and non-medical issues effecting deployment preparation.

10.2.  Base Operating Support is required for messing and other consumables; water, fuels, billeting, latrines, showers, laundry, sanitation and waste management, transportation, and maintenance if not available from other DMFs.

10.3.  SMEs when deployed as part of the ADVON team coordinates with the local base, MTF and their unit to determine the medical capabilities required for care and treatment of ADVON personnel until the primary forces and medical supplies arrive.  

SECTION 11 - SUMMARY

The Squadron Medical Element is the primary deployed medical representative for flying squadrons and special operational units. They provide direct forward medical support in all theaters of operations in support of various worldwide contingency operations.  SMEs provide the employed commander a means to reduce and prevent battle and non-battle diseases and injuries, assess medical threats to deployed forces, and provide limited care in both clinical and emergency medicine. 

GLOSSARY OF TERMS

Abbreviations                                               Definitions
ACC




Air Combat Command

AE




Air Evacuation

AF




Air Force

ATC




Air Transportable Clinic

ATH




Air Transportable Hospital

ATLS




Advanced Trauma Life Support

BB




Bare Base

BLS




Basic Life Support

BOS




Base Operating Support

ATC




Casualty Collection Point

CHATH



Chemical Harden ATH

COB




Collocated operational base

CONOPS



Concept of Operations

DMF




Deployed Medical Facility

DOD




Department of Defense

EMT




Emergency Medical Technician

EPW




Enemy Prisoner of War

EUCOM



European Command

FOB




Forward Operating Base

HQ




Headquarters

IDMT




Independent Duty Medical Technician

LOAC




Law of Armed Conflict

MAJCOM



Major Command

MOB




Main Operating Base

MOOTW



Military Operations Other than War

NBC




Nuclear, Biological, Chemical

OPR




Office of Primary Responsibility

OPSEC



Operational Security

SA/BC




Self-Aid & Buddy Care

SME




Squadron Medical Element

SGOP




Aerospace Medicine Division

SRC




Survival Recovery Center

2E




Second Echelon of Medical 
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