
DRAFT










HQ ACC









Langley AFB VA 23665









1 August 1997

ACC MERIT CONPLAN

PLAN SUMMARY

l.  Purpose.  The Medical Evaluation of Readiness and Individual Training Concept of Operations Plan (MERIT CONPLAN) provides medical and field activity guidance for participation in ACC-initiated Operational Readiness Inspections (ORI) and wing-generated Operational Readiness Exercises (ORE).  ACCI 41-151 and AFI 90-201, ACC Sup 1, direct use of the MERIT CONPLAN.  Except when noted, references to “ACC medical units” includes ACC-gained AFRC and ANG units.

2.  Conditions for Execution.

a.  This plan will be utilized during both Phase I (mobility/deployment) and Phase II (employment) OREs/ORIs to test the ability of the host-wing medical treatment facility (MTF) to deploy medical assets, conduct first and second echelon medical operations,  and to demonstrate Ability to Survive and Operate (ATSO) in the simulated combat environment.

b.  This plan is intentionally generic, and not designed to describe specific theater scenarios. ACC personnel deploy to all theaters of operation. It provides ACC personnel with a general concept of  major medical support activities. 

c.  Many ACC medical units do not have air transportable hospital (ATH) (UTC FFGKA) equipment assets.  The "ATH" scenarios simply provide possible operational activities that may confront personnel from any ACC (or gained) unit.  DESERT SHIELD/STORM and several other recent deployments confirmed that personnel are not always deployed in accordance with their unit’s current wartime taskings.  Basic field medical skills were/are always required regardless of how personnel are utilized.  This plan outlines the process for employing and evaluating those skills.


d.  This CONPLAN is not intended to be all-inclusive.  It provides a general outline and guidance for conducting OREs/ORIs.  Requirements in referenced (and other applicable) instructions and documents may be applicable.

3.  Operations to be Conducted.

a.  Deployment.  During ORI/ORE Phase I (Mobility) exercises, medical units may be tasked to mobilize any or all DOC-tasked personnel or equipment UTCs with deployable SORTS status.  Units with an ATH equipment package may be evaluated on their ability to marshal, process, and deploy the first increment of the ATH (CORONET BANDAGE, UTC FFGKB).   Medical units with air transportable clinics (ATC) (UTC FFLGE) may be evaluated on their ability to marshal, process, and deploy the equipment package in its entirety. All supply and equipment items for tasked ATCs and ATHs will be pulled, packaged, palletized, and marshaled.  ACC Sup 1 to AFI 90-201 provides details on approved simulations for controlled and refrigerated items.    Additionally, all rolling stock items assigned to the applicable package may be tasked to process.   


b. Employment.  Medical forces may deploy to locations different than the host wing.  This is particularly true for AFRC/ANG units.  For exercise/inspection purposes, the medical unit is providing typical wing/base medical support at an operating base.  In accordance with current base operating support (BOS) plans, all ORE/ORI medical activities are assumed to be conducted within the confines of the main operating base.  Outdated concepts of medical facilities being many miles from main bases are not applicable.  The employment of medical personnel and the management of patients at the first two echelons of care will apply.  The first echelon (1E) is Self-Aid/Buddy Care (SA/BC), including nonmedical transport of casualties to a Casualty Collection Point (CCP).  SA/BC is continued/reinforced, and patients are sorted (triaged) for return-to-duty or movement to the second echelon (2E) of care, the deployed medical facility (DMF) (when tasked). The objective of this system will be the efficient management of casualty flow from the site of injury, to the CCP, and then to the DMF.  Medical personnel will be organized in Unit Type Codes (UTCs) to provide this medical support to the wing/base in these scenarios.  ARC taskings may vary.  Manpower requirements for field medical  employment are further outlined in Appendix 1 to Annex A. this implies that CCP is outlined in Appen 1 to Annex A.

c. Force Requirements.  For Phase II ORIs, personnel UTC taskings will be determined NLT the 180-Day ORI Concept Meeting conducted with the inspected unit.  UTCs will be manned according to the current, official MANFOR document in effect at the time of the ORE/ORI.  This plan provides suggested manpower detail only for non-UTC activities (CCP, SRC, SME, etc.).  This plan normally utilizes the following UTCs for Phase II ORIs:
 
FFGK5, Core ATH Personnel Package


FFGK6, Surgical Augmentation Package


FFGLB, Medical Mobile 2E Decontamination Unit


FFGLE, Medical Mobile 2E Patient Retrieval Unit


FFGL1, BEE/NBC Team


FFGL2, Preventive Medicine Team


SMEs assigned to deployed operational flying squadrons

ACC (and gained) medical units are evaluated only on UTCs for which they are DOC-tasked.  When a medical unit is not tasked with a Patient Retrieval Team, the unit may be required to provide a patient movement capability to facilitate exercise flow.  When not DOC-tasked, this capability will not be formally graded or evaluated during the ORI.  Similarly, decontamination teams are highly trained and equipped elements, and as such, are not required of units who are not DOC-tasked with that UTC.  Additionally, substitution of non-mobility/non-UTC assigned personnel may be authorized (with IG approval) to provide maximum training opportunities for all medical personnel.  The objective is to obtain a similar personnel force mix.  Providers or nurses assigned to the ATH may be utilized for initial triage of patients at CCPs.  Additionally, each MTF should request a minimum of a 10-person augmentation team from the host wing to assist with the manning of single Casualty Collection Points (CCPs) during exercises.  The purpose of this requirement is to demonstrate the medical group’s ability to rapidly train non-medical personnel to assist in casualty management.  Those personnel will develop basic understanding of their medical augmentee status.  Augmentees should not have any physical condition or medical profile which would preclude lifting heavy objects (such as litters) and wear of the Chemical Warfare Defense ensemble..


d. Supporting Plans.  Each ACC MTF should develop local annexes and checklists to be included in wing developed ORE/ORI support plans.  SMEs should develop annexes for squadron plans.
4.  Real-World Medical Care.  The DBMS will make appropriate medical care arrangements for ORE/ORI participants and other beneficiaries as required.  With the exception of actual emergencies, routine medical does not excuse those personnel from responding to IG-generated events.  This includes responses to pre/trans/post-attack conditions.

5.  Command and Control.
               a.  The Director, Base Medical Service (DBMS) will coordinate medical exercise participation with the installation commander and maintain control over all medical personnel and assets participating in the exercise/inspection.  The medical unit commander will report as directed by the deployed installation commander. SMEs report to the line squadron commander with medical supervision provided by the deployed DBMS.

b.  A Medical Control Center (MCC) will be established at the deployed medical facility to act as a coordination center for information.

c. The DBMS will support Survival Recovery Center (SRC) activities as required.  A competent medical representative (BEE officer/NCO, if possible), who can provide the wing commander with pertinent medical infor​mation, will be assigned to the SRC.  Commanders may assign any capable medical individual to this position.

6.  Logistics Requirements.

a.  All ACC and ACC gained medical units (including AFRC and ANG units) are responsible for ensuring basic medical supplies and equipment, as outlined in this CONPLAN and referenced documents, are available.  Such items are used to support medical operations and to provide simulated medical care.  When necessary, units should budget for, and request, appropriate funding through normal financial mechanisms.  In many instances, this revised MERIT CONPLAN eliminates specific requirements for basic medical and administrative supplies.  Units are given more latitude in determining mission requirements.

b.  Assigned medical transportation resources will be used to transport exercise patients from the CCP to the medical facility.  Appropriate use of  vehicles of opportunity is encouraged, particularly when contaminated patients are involved.  If necessary, request additional transportation support through the SRC.
7.  Force Protection.  

a.  Base Attack Procedures. All medical personnel participating in the exercise will be familiar with and adhere to alarm signals and procedures for the wear of Chemical Warfare Defense (CWD) gear, as outlined in AFIs 32-4001 and 32-4005, and other publications.

b.  OPSEC/COMSEC procedures will be followed during all phases of the exercise/inspection.

c.  All personnel will ensure that medical assets, personnel and patients are safeguarded at all times.  Detailed security guidance is provided in Annex J.  
8.  Safety.

a.  SAFETY IS PARAMOUNT.

b.  When driving vehicles, personnel must observe required safety precautions such as wearing seat belts, obeying speed limits, and using spotters when backing.  Personnel operating vehicles in chemical ensembles must be qualified to do so, and will exercise extreme caution.

c.  Supervisors will ensure enforcement of required work/rest cycles and water discipline.  Additionally, if personnel are experiencing adverse effects of significant fatigue and/or stress, supervisors will closely monitor individuals to determine if medical care is required..

d.  All participating personnel should be briefed on specific safety items prior to the exercise/inspection, including the effects of fatigue and stress, with practical advice on avoidance and identification of these conditions before they become safety problems.
9.  Execution.

a.  Operational Readiness Exercises (OREs) are normally implemented by the wing commander.

b.  Operational Readiness Inspections (ORIs) are implemented by HQ ACC or ACC Numbered Air Forces (NAFs) or other higher authorities.

c.  This revised MERIT CONPLAN eliminates previous duplication of information available in other publications.  The MERIT CONPLAN is not a “go-to-war” publication, and personnel must become familiar with official publications.  This revision also provides commanders more flexibility in accomplishing mission requirements.
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ACC MERIT CONPLAN

BASIC PLAN
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1.  Situation.  This CONPLAN provides a demonstration of ability to deploy medical assets, and to conduct casualty management under wartime field conditions.  Peacetime constraints and operational plan taskings preclude the total involvement of base medical assets in exercise and inspection activities.  Therefore, the DBMS must work closely with wing leadership and ACC/IG to determine the extent and level of medical involvement for OREs/ORIs.  This plan establishes basic minimum criteria, and medical units should incorporate operations under this CONPLAN with other training activities (ATC/ATH deployments, Continuing Medical Readiness Training, etc.) as applicable.

2.  Operations.

a.  Phase I (Deployment) Operations -  The ability of medical forces to mobilize, marshal, process and deploy medical equipment and personnel packages will be emphasized.  Units may be required to mobilize (when tasked):  the first increment (CORONET BANDAGE, UTC FFGKB) of the ATH equipment package; Decontamination Equipment (FFGLA); air transportable clinics (ATC, FFLGE); process any/all personnel UTCs; provide immunization/prophylaxis/nerve agent antidote support at the mobility processing unit; educate deploying forces about health threats and individual countermeasures; and medically screen deploying personnel and provide (simulated) required medical documents.


b.  Phase II (Employment) Operations - For exercise/inspection purposes, the host wing has deployed overseas in a wartime scenario.  All medical forces will operate within the confines of the main operating base.  This plan places particular emphasis on the accomplish​ment of Self-Aid/Buddy Care and the prompt and efficient management and transportation of casualties to the CCP, and (when tasked) on to the Deployed Medical Facility (DMF).  Emphasis will be on aggressive and mission-oriented capability to respond to casualty-generating events, though various scenarios may be presented.


c.  Enemy.  Enemy activities may include low-level subversion and sabotage; terrorists and bandits; and full-scale mortar, missile, artillery or air attacks.  Medical personnel will be subject to the same risks as other wing personnel.


d.  Friendly.  Friendly forces include wing personnel, and if present or simulated, other U.S. military components, allies, and host-nation personnel.

3.  Base Attack Procedures.  Medical personnel will fully participate in Ability to Survive and Operate (ATSO) scenarios, and will be familiar with the USAF-standardized Nuclear, Biological, and Chemical (NBC) alarm signals for high threat areas IAW AFI 32-4001, and follow base attack procedures.  The wear of CWD gear is described in AFMAN 32-4005, Personnel Protection and Attack Actions, and wing directives.

4.  Medical Mission.  See paragraph 2, Operations, above. 
5.  Execution.
     a.  Concept of Operations

          (1) General.  A four echelon care system will be instituted in the event of wartime contingencies.  This system is necessary due to limited medical personnel resources and the limited ability to both evaluate and treat casualties in a chemically-biologically contaminated environment.  For OREs/ORIs, the provision of 1E and 2E levels of care will be evaluated.  Levels of medical care provided during various alarm conditions are addressed in annexes to this plan.  


    (a)  First Echelon (1E).  The initial on-base medical care will be provided by the casualty (Self-Aid) or by a buddy (Buddy Care).  Self-Aid/Buddy Care (SA/BC) will be performed in the field or at the site of injury as outlined in Annex D.  Casualties will generally be taken to a designated Casualty Collection Point (CCP).  The purpose of the CCP is provision of basic life support and triage of casualties for return to duty or transportation to the next echelon of care.  The CCP is a transition point before the first two echelons of care, as outlined in Annex D.  Casualties will be transported to the designated CCP by any means available.  Medical vehicles will be dedicated to moving casualties from the CCP (and, if available, SMEs) to the medical facility site.  

 
    (b)  Second Echelon (2E).  Patients requiring medical treatment beyond the 1E or CCP level will receive their initial definitive professional medical care at the deployed medical facility (DMF).  



(1)  When DOC-tasked, a patient decontamination team, UTC FFGLB, will be established adjacent to the medical facility compound to validate previous decontamination efforts and to decontaminate casualties as outlined in Annex F.



(2)  Care generally will be provided in a "shirt-sleeve" environment.  After the 2E compound is determined to be free of contamination, the inspector may provide direct input that medical personnel may revert to MOPP 2, thereby allowing patient evaluation and treatment without gas masks or gloves.  The DMF will not revert to MOPP 2 until declaration of Alarm Yellow, or until given inspector input.  Exercise/inspection scenarios may dictate continued operations in MOPP4 (understanding the implied limitations).  Generally, Security, Patient Retrieval, Decon, CCP, Preventive Medicine, BEE/NBC and other team activities will continue in the same MOPP level as the main operating base.  



(3)  Definitive medical treatment capabilities include establishment and/or maintenance of an airway; wound debridement; control of hemorrhage; intravenous therapy; administration of antibiotics; cardiopulmonary resuscitation; and basic surgical capabilities (chest tubes, etc).  Medical personnel at the 2E site will be concerned with treating minor injuries and returning patients to duty, or stabilizing more seriously injured so they can be transferred to a higher echelon.  Details of the deployed medical facility operation are found in Annex G.

     b.  Tasks.

          (1)  Medical group/unit commanders will:

               (a)  Follow the provisions of this CONPLAN and other applicable directives.

               (b)  Ensure the establishment of essential "exercise" UTCs or capabilities, as outlined in this CONPLAN, where such "real world" UTCs do not exist.  

               (c)  Ensure that necessary medical personnel are available to participate in OREs and ORIs.  Augment tasked UTCs with peacetime subject-to-mobility personnel, as required.  ANG and AFRC units should make particular efforts to deconflict other training/exercise requirements during years when ORIs are scheduled.  

               (d)  Brief all participants on key aspects of the ORE/ORI including safety; shifts/hours; uniforms; distribution of equipment; exercise scenario; transportation to the “play” area; chain-of-command; duress words/chemical codes, etc.

(e)  Ensure checklists and annexes are developed in support of this CONPLAN.


    (f)  Ensure submission of simulations IAW ACC Sup 1 to AFI 90-201 when required.


(2)  The deployed DBMS should ensure sufficient personnel, equipment, assemblages, vehicles and supply resources and capabilities to accomplish ORE/ORI taskings.  The deployed DBMS will have overall responsibility for all medical operations at the simulated employment base in support of this CONPLAN.

6.  Logistics and Administration.  This plan uses personnel assigned to ACC medical groups, Air Force Reserve Command (AFRC) and Air National Guard (ANG) medical squadrons, and line personnel assigned to host wing units.  Supply, equipment, transportation, and personnel requirements are described in individual annexes of this plan.

7.  Command and Signal.
     a.  Command Relationships. Deployed medical personnel (including SME personnel) are under the  professional control of the deployed DBMS IAW ACCI 41-151.

     b.  Communications.  Communication capability is required  among all medical functions, including  the SRC, CCPs, SMEs, Patient Decontamination, Patient Retrieval and the deployed medical facility.  When the inspected unit is assigned an ATH equipment package, utilization of the SCOPE SHIELD communications system is required.  Back-up capabilities (telephone; field phone; LMR; runners) are essential for all communication systems.  

8.  Annexes.
     Annex A - General Inspection Procedures

     Annex B - Phase I Generation

     Annex C -  Self Aid/Buddy Care

     Annex D -  Casualty Collection Points

     Annex E -  Patient Retrieval Team

     Annex F -  Wartime Medical Decontamination Team

     Annex G -  Deployed Medical Facility

     Annex H -  Squadron Medical Element

     Annex I -  Survival Recovery Center

     Annex J - Medical Force Protection

     Annex K - Distribution
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ANNEX A TO ACC MERIT CONPLAN

General Inspection Procedures
1.  This annex explains general exercise and inspection procedures applicable to ACC, and ACC-gained AFRC and ANG, medical units.  AFI 90-201, Inspector General Activities, provides general inspection policy, with ACC SUP 1 to that publication providing specific guidelines and inspection criteria.  Commanders and medical readiness personnel should be very familiar those documents and this MERIT CONPLAN.  Standard simulations provided in this instruction and ACC Sup 1 should be carefully reviewed prior to submitting additional requests for simulations.  While these publications provide the general framework for ORE/ORI participation, personnel should be prepared to respond to requirements outlined in referenced publications, and to scenarios which medical personnel might reasonably encounter during deployments.

2.  Concept of Operations.

a.  ACC and ACC-gained AFRC and ANG medical units are subject to inspections to validate wartime mission readiness posture.  Medical units comprise a major portion of mobilizing forces, and directly contribute to the wing's ability to fly, fight, and win.  Medical unit performance has a direct bearing on the wing ratings.  Any DOC-tasked personnel or equipment/assemblage UTC is subject to inspection during Phase I and/or Phase II ORIs.  


b.  Phase I Initial Response.  Units with ATH equipment packages (UTC FFGKA) will generally be tasked (at a maximum) to mobilize the first increment (CORONET BANDAGE, UTC FFGKB) of the 50-Bed ATH package.  The CORONET BANDAGE assemblage is currently being reconfigured, and will consist of approximately  11 pallets.  Guidance has been provided through Medical Logistics channels.  



(1)  The key objective is for units to meet published cargo and personnel marshaling times so the wing may deploy IAW current taskings.  It is essential  to meet aircraft load/takeoff times.  The wing has limited flexibility and even one aircraft takeoff time missed may seriously affect the mission, and inspection ratings.



(2)  Phase I (Initial Response) inspections are conducted by HQ ACC/IG line inspectors.  They will check any tasked assemblages for compliance with Air Force directives.  Guidelines and requirements for the Phase I OREs/ORIs are the same as required for line units and will not be expanded upon in this plan.  ACC Sup 1 to AFI 90-201 provides information on standard simulations.    



(3)  Medical units are not separately graded during Phase I inspections, but contribute to overall wing ratings.  Medical activities directly impact ratings for personnel and cargo marshaling, and operation of the mobility processing unit (MPU).


c.  Phase II Employment.  Phase II is conducted after the wing has simulated movement to the employment location.  The wing is evaluated on the ability to conduct combat operations and survive and operate against  current tactical threats.  



(1)  Key factors for medical units are casualty management and ability to survive and operate (ATSO).  Replenishment of expended items will be funded out of O&M budget.



(2)  For Phase II (Employment) inspections, members from the ACC Command Surgeon’s staff currently augment the IG team.  Additional augmentee inspectors of noted expertise are obtained from ACC medical units in sufficient numbers to cover all elements tasked.  Efforts are underway to place full-time medical inspectors on the IG Team.  The medical branch chief is usually a Medical Plans, Operations and Training officer from ACC/SGX who evaluates the planning and execution of medical operations IAW this CONPLAN, and provides overall team supervision.  One inspector will usually be a Resident in Aerospace Medicine (RAM)-trained flight surgeon, with experience in deployed medical operations.  When augmenting the ACC/IG, these personnel are assigned to the IG team and their sole purpose is to evaluate the unit’s performance IAW Air Force directives and this CONPLAN.



(3)  Deployed medical operations are significantly different than operations for other functional areas (CE, SP, SVS, etc.).  Therefore, very specific guidance on the rules and criteria for Phase II inspections is provided in the CONPLAN.



(4)  During Phase II ORIs, medical units may be graded under two major evaluation areas.  “Casualty Care” is graded under the Ability to Survive and Operate (ATSO) portion entitled  "Base Recovery After Attack (BRAAT)", and consists of Self-Aid/Buddy Care and Casualty Collection Point (CCP).  Other medical activities are graded under “Medical Operations”, which consists (when rated) of Patient Retrieval Team, Patient Decontamination Team, Deployed Medical Facility and (generally) Squadron Medical Element.  Details are provided in ACC Sup 1.     


d.  Various mechanisms, including 180-Day Concept Meetings, and continuous dialogue between the inspected unit and ACC/IG/SG allow clarification of specific inspection requirements and concepts not otherwise covered in referenced documents. 
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APPENDIX A TO ANNEX A,  ACC MERIT CONPLAN
Guidance for Air National Guard (ANG) and Air Force Reserve Command (AFRC) Units

1.  Purpose.  This annex provides specific guidance for ANG and AFRC medical squadrons.  The term Air Reserve Component (ARC) may be used when referring to both entities.  This guidance recognizes unique aspects of ARC operations, and the limited manpower available in these units.

2.  Concept of Operations.  


a.  ORI Participation.  ARC units generally receive ORIs on a four-year cycle.  Given this interval, units must maximize participation in inspections.  Unit participation in other major annual events such as CMRT, PATRIOT MEDSTAR, HSIs, etc., should not be scheduled during years when ORIs are anticipated, and personnel annual tours should be focused on ORI participation.  Units must be capable of mobilizing/deploying (Phase I) and employing (Phase II) all assigned UTCs during ORIs.  Units unable to provide deployable UTCs must ensure that unit SORTS ratings reflect actual capabilities.


b.  UTC Taskings.  Units will generally only be inspected on DOC-tasked UTCs.  Units with UTC FFGK1 will use these assigned personnel to operate a casualty collection point (CCP); staff a medical control center (MCC); and staff the Survival Recovery Center (SRC).  UTC FFGK1 is deployable, and assigned personnel must demonstrate their ability to survive and operate in a wartime environment.  Units without a Patient Retrieval Team (FFGLE) tasking must establish a patient movement capability between the CCP and the Decontamination Team (FFGLB) and/or simulated deployed medical facility.  The capability provides patient flow, but will not be formally evaluated or graded.  All medical activities (except “real world”) operate within the confines of the simulated deployed location, and medical personnel will fully participate in all ATSO activities.  (NOTE:  1AF units with CONUS-based air defense taskings will receive additional guidance.)


c.  UTC Vacancies.  The purpose of an ORI is to evaluate the wartime readiness of a particular unit.  ARC units will not fill UTC vacancies with members of other units without an approved simulation from either the NAF or ACC/IG.  Simulations requesting use of non-unit-assigned personnel must provide a detailed breakdown, by UTC or activity (e.g., CCP), identifying all proposed participants.  A separate listing should identify all unit-assigned personnel NOT participating in the ORI, along with narrative comments regarding the reason for non-participation.  Additionally, non-unit augmentees should be assigned to the maximum extent possible to support duties (e.g., real-world medical coverage), allowing maximum ORI participation for unit-assigned personnel.


d.  Medical Facilities.  Generally, only ARC units tasked with UTC FFGK5 (Core ATH Personnel Package) will be tasked to operate a deployed medical facility (DMF) in accordance with Annex G of this plan.  In lieu of a DMF, ARC units tasked with smaller ATH personnel UTCs (FFGK2, FFGK3, FFGK4, etc.) will establish a “robust” CCP capability.  The “robust” CCP recognizes the additional capabilities of these UTCs (NC officers, etc.) while acknowledging the lack of physicians and other specialists.  The “robust” CCP will familiarize personnel  with key aspects of deployed facility operations.  Specific requirements include:



(1)  Delineating  the perimeter of the CCP with rope, surveyor’s tape, or other means.



(2)  Establishing an entry control point (ECP) manned continuously during operations.  Security personnel will be familiar with the provisions of Annex XX of this plan.



(3)  CCP leadership must be prepared to respond to command and control scenarios (LOAC violations; personnel losses, etc).



NOTE:  For clarification, ARC units who operate a deployed medical facility (DMF) will operate a standard CCP.  ARC units with smaller ATH personnel packages will operate a robust CCP (in lieu of a DMF) to more fully utilize and test unit capabilities.



e.  Operating Hours.  Most ARC medical squadrons are limited in size and not staffed for 24-hour operations.  During most ARC ORIs, the “play” window is generally limited to 12-16 hours per day.  Upon notification of an ORI, ARC units should evaluate taskings and capabilities, and submit a simulation to restrict “play” (ATSO) hours as required.  The requested participation period should be no less than 12 hours per day.


f.  Training/Inspection Equipment.  Many ARC units are tasked with medical personnel packages only, and are not tasked with associated equipment (e.g., ATH, decontamination) packages.  All units should procure suitable training equipment.  Primary items include tentage, litters, litter straps, litter stanchions, and other miscellaneous items.  For units with a Wartime Medical Decontamination Team (FFGLB) taskings, suggested training items are discussed in Annex F of this plan.  Most of the required items (bandage scissors, buckets, trashcans, sponges, etc.) are janitorial in nature and inexpensive.  Base operating support (lighting, generators, etc) is generally a host-wing responsibility.  The IG will not provide training/inspection equipment.


g.  Standard Simulations.  Units should familiarize themselves with the standard simulations outlined in ACC Sup 1 to AFI 90-201.  These simulations include administration of immunizations on the mobility line; invasive procedures; patient disrobing; marshaling of narcotics and refrigerated items; deployment of medical records, etc.  Units need not submit simulation requests for standard simulations.


h.  Moulage.  ARC units should employ moulage victims during all OREs and ORIs.  Moulage casualties enhance realism and training.  Guidance on operating the moulage team is provided in ACC Sup 1 to AFI 90-201.  Medical units are required to maintain a moulage kit per ACC Sup 1.  ARC units will generally be tasked to provide a minimum of four (4) moulage casualties during an ORI in lieu of the required six for active duty units.  Moulage team members may be tasked as simulated casualties as well.


i.  Other Guidance.  Units should contact their component surgeon’s office (ANGRC/SGX or AFRC/SGO) for guidance on ORE/ORI preparation.  Units are also encouraged to contact recently-inspected units and review ORI reports for valuable guidance.  Units should formally coordinate all proposed deviations to this plan via simulation/exemption through command channels to the appropriate Inspector General.

ANNEX B TO ACC MERIT CONPLAN

PHASE I INITIAL RESPONSE
1.  Purpose.  The vast majority of mobilization and deployment tasks are generic.  This annex outlines only unique policies or procedures for mobilizing and deploying medical assets.  Medical commanders should ensure compliance with all USAF, ACC and wing regulations related to mobilization and deployment activities.

2.  Concept of Operations.
    a.  Medical units may be tasked by wing inspectors and/or the HQ ACC/IG to demonstrate the capability for rapid mobilization and deployment.  Potential Phase I medical taskings are discussed below.  

    b.  Units should carefully review authorized mobility simulations are outlined in AFI 90-201, ACC SUP 1.  Cargo is marshaled IAW the Schedule of Events published by base LGX personnel.  Medical units must meet published load processing times.  AFI 10-403,  the Base Mobility Plan, operating instructions, or other established directives contain base-specific procedures for cargo processing.  Medical facility commanders, medical mobility officers, medical logistics personnel, and command elements of the ATH must be familiar with processing procedures.  The following additional information is to be used for exercise/inspection participation.


(1)  Most supply and equipment items for ORI-tasked UTCs will be pulled, packaged, palletized, and marshaled.  Rolling stock may also be tasked.  Exceptions include ACC/IG approved simulations, including non-movement of actual narcotics, refrigerated and/or frozen items, and BW/CW antidotes.  See Appendix 1 to this annex for additional guidance.


(2)  When tasked, medical units will configure medical supplies in field ambulances IAW Table of Allowance (TA) 896, Section X, to provide initial medical capability upon arrival at the employment location.  On-board life support systems should be operational, e.g., oxygen, suction, etc.  Equipment and supplies stored on board must be properly secured prior to shipment.  


(3)  Required packing materials will be available and kept in respective containers.  All required documentation will be prepared IAW existing regulations, including signature/receipt control for narcotics.  Necessary security procedures will be followed for all actual or simulated cargo increments.  


(4)  Units may be tasked on the ability to marshal the International Standards Organization (ISO) shelter containing the radiology assemblage of the Coronet Bandage deployment increment.  Equipment not requiring climatic control may be stored in the ISO shelter for shipment, but must be secured to avoid shifting.  A potential problem exists when a unit is limited in the number of K-loaders assigned, as well as 15K fork lifts.  Close coordination of is required to ensure required materiel handling equipment (K-loaders, 15K forklift) is available when needed.
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APPENDIX 1 TO ANNEX B TO ACC MERIT CONPLAN

CONTROLLED/DATED/REFRIGERATED/HAZARDOUS CARGO MARSHALING

1.  Units will maintain shipment/storage containers and packing material for all controlled/dated/refrigerated/hazardous items.  For exercise purposes, units will simulate the pulling of narcotics, refrigerated or frozen items IAW AFI 90-201, ACC SUP 1.  Actual narcotics, refrigerated and frozen items, will not be pulled.  Containers for the items will be maintained, marked, controlled, palletized, and marshaled as if the items were contained.  Required packing materials will be available and kept in the containers.  All required documentation will be prepared including signature/receipt control for narcotics.  All required security procedures will be followed for actual or simulated increments.

2.  The following procedures outline simulated issue of Biological Warfare/Chemical Warfare (BW/CW) antidote items during local exercises and inspections.
      a.  The Mobility Control Center will notify the Medical Control Center with chalk numbers, number of personnel in each chalk, and processing time.

      b.  All self-administered BW/CW items will be pulled in the required quantities for each chalk but will remain in the warehouse.  An equal number of empty boxes will be used to simulate the transport of required quantities for each period in the Schedule of Events.  Quantities will match the number of personnel in each chalk, and will be delivered by Medical Logistics, to the medical station team chief at the Mobility Processing Unit (MPU) prior to unit or chalk processing times.  

      c.  Items will not be issued to individuals.  However, prepared BW/CW handouts will be passed out to each deploying member as they pass through the medical station at the MPU.  Locally approved procedures to provide training in BW/CW antidotes (such as issue and retrieval on the mobility line) are encouraged.  The handouts should include training instructions on the use of the BW/CW items as provided by Public Health.

      d.  BW/CW antidotes for aircrew will be delivered to the flight surgeon of the tasked flying unit.  The flight surgeon will be responsible for issue and training of BW/CW antidote procedures.
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ANNEX C TO ACC MERIT CONPLAN

SELF-AID/BUDDY CARE

1.  Purpose.  This annex  provides an overview of those areas which should be considered during exercise/inspection evaluations of Self-Aid/Buddy Care (SA/BC).  


a.  Performance and evaluation criteria are based on policies, guidance and procedures found in the current versions of  AFI 36-2238, Self-Aid and Buddy Care Training; AFH 36-2218V1, Self-Aid and Buddy Care Instructor Handbook; and AFH 36-2218V2, Self-Aid and Buddy Care Student Handbook.


b.  SA/BC is evaluated on a wing-wide basis.  While medical units train SA/BC instructors and provide medical expertise/guidance to line units, accomplishment of SA/BC training is a line unit responsibility.  This CONPLAN provides SA/BC guidance to assist medical units in preparing the wing for OREs/ORIs.  This revision to the CONPLAN deletes redundant discussion of proper SA/BC measures for various injuries and conditions.  Extensive SA/BC guidance and protocols are provided in the official publications referenced in para 1a above.  When confronted with an SA/BC scenario, wing members should take appropriate actions as outlined in those publications (particularly AFH 36-2218V2).  

2.  Concept of Operations.

a.  SA/BC constitutes the first echelon of medical care, and is an essential element of Force Protection efforts for deployed personnel. SA/BC is care provided by the casualty or by a buddy.  It normally takes place in the field, at the site of injury. All mobility-tasked non-medical personnel should receive specialized SA/BC training.


b.  Planning for casualty care should begin upon arrival in the deployed location.  Each workcenter should preplan for casualties.  Specific tasks include briefing all personnel on responsibilities; identifying the location of SA/BC kits; planning for casualty transportation to the CCP; and unit reporting requirements. 


c.  At the onset of an attack (Alarm RED), personnel should take appropriate protective action.  SA/BC may be initiated within the confines of a protective bunker or other cover.  


d.  After Alarm BLACK is declared, a thorough search for unexploded ordinance (UXOs), damage, contamination and casualties will be made in the attack area.  Take appropriate action as required.  


e.  As the situation permits, prompt efforts should be made to rapidly identify, prioritize, treat and transport all casualties in the area.  Personnel should not focus exclusively on the first casualty found, but search the entire area.  Life-saving treatment should be initiated on the most seriously injured, and transportation priorities established. (NOTE:  Transportation priorities may be modified by the wing commander if minimally injured personnel must be returned to duty ASAP for mission accomplishment.)  Vehicles for patient transport should be pre-identified, and available for immediate patient transport once SA/BC measures are completed.


f.  Wing-standardized SA/BC kits are encouraged but not required.  Stock-listed (NSN) items are not required.  Kits should contain essential supplies (bandages, dressings, splints, etc.), and should be portable enough to be easily carried while searches are being conducted.  Bandages should be of sufficient length to bind dressings to the largest human torso.  Materials in the SA/BC kits should be prepared in advance so that assistance can be rendered immediately upon locating casualties.  Improvised materials that are adequate for the intended purpose are highly acceptable.  Expensive, multiple-item individual first-aid kits contain few (if any) items needed to stabilize major trauma.  


g.  Patient Transportation.  Placing standard patient litters and litter straps in major workcenters/areas is encouraged.  Four-person litter carries, with litter straps securely in place, will always be used.  In rare instances when litter straps are unavailable, six-person carries (with one additional person on each side of the litter) must be used.  Vehicles for patient transport should be pre-identified, and available for immediate patient transport once SA/BC measures are completed.  Policies for transporting litters in vehicles that cannot be fully closed are outlined in ACC Sup 1 to AFI 90-201.  Buddies should monitor patients throughout transport, ensuring proper airway, breathing, circulation, etc.  Buddies should be prepared to brief CCP or other medical personnel on the patient(s) status and SA/BC measures applied.  Casualties should arrive at the CCP or other designated medical location as soon as possible, but not later than 25 minutes after discovery (initiation of post-attack recovery).
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APPENDIX 1 TO ANNEX C TO ACC MERIT CONPLAN

INSPECTION CHECKLIST - SELF-AID/BUDDY CARE (SA/BC)

RATING:  SA/BC will be rated using the standard five-tier system.  Dozens of SA/BC scenarios may occur during an ORE/ORI at multiple locations, and evaluated by many different EET members or inspectors.  It is impossible to assign specific completion percentages for checklist items.  Individual SA/BC events may be scored by inspectors using the five-tier, 11 point (maximum) system.  Final SA/BC ratings will be determined based on the professional judgment of the medical inspectors with input from line inspectors.  Experience during many ORIs indicates there is usually strong inspector consensus on SA/BC ratings.

1.  General Guidance.  SA/BC knowledge and application assessed will depend on the nature of the injury and the extent of SA/BC required.  It is not realistic to create a set of exercise patients which require the full spectrum of SA/BC.  There should be a variety of casualties to test SA/BC instruction, e.g., an unconscious person is always checked for breathing and bleeding problems before dressings and splints are applied and treatment for shock begins.  On the other hand, a person with a closed fracture of the arm, who is up and about talking with the SA/BC provider, need not be checked for breathing and/or receive more than a cursory look for bleeding and other problems before the fracture is splinted using stock or improvised items.  Therefore, the bottom line is to determine whether the individual being evaluated provides the SA/BC the injury warrants, no matter how minimal or extensive.

2.  Checklist.
     a.  Preplanning for SA/BC.

(1)  Is there evidence of preplanning for SA/BC?

(2)  Are SA/BC kits available to all workcenters/areas, and properly stocked with basic supplies to dress, bandage and/or splint injuries/conditions?

(3)  Are personnel aware of the location of SA/BC supplies and litters?

(4)  Have nonmedical (opportune) vehicles been pre-identified for patient transportation to the CCP or other designated location?  Are personnel qualified to drive the vehicles in MOPP 4? 

(5)  Are personnel familiar with the location of the CCP?

(6)  Are personnel able to describe basic priorities for treatment and transportation based on severity of condition?

b.  Application of SA/BC.  


(1)  Do conscious casualties recognize their injuries and begin prompt self-aid?  Do they attempt to stop bleeding, dress and bandage their wounds, mask, and administer nerve agent antidotes as appropriate?

      
(2)  Do conscious casualties must get out of the line of fire and attempt to get to safety?

(3)  After self-aid, do casualties attempt to provide buddy care to those more seriously injured?


(4)  Are proper search techniques performed following attack to ensure all injured are located?  

(5)  Are all casualties rapidly assessed to determine priorities for treatment and transportation (triage)?

(6)  Are SA/BC supply kits and litters promptly employed?

(7)  When SA/BC kits and litters are not immediately available, do casualties/buddies demonstrate the ability to improvise?

(8)  Are opportune vehicles promptly identified for transportation of casualties (when required)?  Are personnel properly authorized to operate vehicles in MOPP gear?


(9)  Are casualties promptly checked for life-threatening (airway, breathing, circulation, etc.) conditions?  (NOTE:  Casualties with life-threatening conditions must generally receive life-saving treatment within 5 minutes following initiation of post-attack recovery actions (Alarm BLACK).)  Do casualties receive secondary surveys for additional injuries?  


(10)  Is proper treatment provided for shock?


(11)  Is proper treatment provided for chemical/biological agent exposure?


(12)  Are casualties properly transported, including monitoring of the patient(s) enroute and appropriate reporting to medical personnel?
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ANNEX D TO ACC MERIT CONPLAN

CASUALTY COLLECTION POINT (CCP)

1.  Purpose.  This annex describes the establishment, operations, and support requirements of Casualty Collection Point (CCPs).  CCPs will be evaluated IAW Appendix 1 of this annex.

2.  Concept of Operations.
     a.  The CCP is a capability, and not a unit type code (UTC).  The CCP is an important transition point between first and second echelons of care, and provides a triage point where patients can either be returned-to-duty or sent to the deployed medical facility.    It is imperative that personnel assigned to manage the CCP be skilled in the fundamentals of first aid and patient triage so casualties may be sorted, and either returned to duty or transported to the deployed medical facility as soon as possible.

     b.  A minimum of one (1) CCP will be established at appropriate locations on base as agreed upon by the employed wing commander and the deployed DBMS.  An alternate CCP location should also be established.  Additional CCPs may be established at local discretion, but tend to fragment scarce medical resources.  The CCPs should be in close proximity of highly populated target areas, yet far enough away to minimize the chance of collateral damage.  They must be accessible to vehicles and identified by a Red Cross.  CCP personnel should clearly mark triage areas to facilitate rapid onloading of casualties to transport vehicles.  Cones, ropes or other identifying markers may be used to delineate immediate, delayed, minimal, and expectant areas.  Each CCP must also have a plan for relocation to an alternate facility if heavy damage or contamination occurs.  CCPs may be located in tents or buildings of opportunity.

     c. Each CCP should be manned per shift by a minimum of one officer/senior NCO acting as OIC/NCOIC and overall triage officer. This triage officer/NCO should be readily identifiable.  Additionally, a minimum of two medical aidmen and five non-medical base augmentees (in the event sufficient medical personnel are unavailable) should be designated from base manpower resources for each shift to act as litter bearers, runners, etc.  The availability and effectiveness of non-medical augmentees are important evaluation factors.  They demonstrate the ability of medical personnel to rapidly integrate non-medical personnel into CCP operations.  Due to the difficult physical nature of litter move​ments, often in the full chemical ensemble, it is imperative base augmentees be of sufficient stature and free of physical profile restrictions to accomplish this detail.  Additionally, base augmentees should draw exercise chemical ensembles from parent squadrons due to shortage of training equipment in medical units.  Non-medical augmentees may also collect patient information (name, rank, etc.) as time permits.  Plans should exist to augment CCPs as necessary from the deployed medical facility to support large influxes of casualties.

      d.   The number one priority of the CCP is the initial triage sorting of incoming casualties for return to duty or evacuation to the medical facility.  While arranging transportation of casualties the CCP personnel should assess, and where necessary reinforce, SA/BC measures taken by non-medical initial responders.  When appropriate, CCP personnel may use opportune, non-medical vehicles that deliver patients to the CCP for movement of the patients to the deployed medical facility.  The decision to use opportune vehicles must be based on sound medical judgment, and only when the patient(s) is liable to survive the movement.  This is particularly appropriate when minimal or delayed patients are involved.  The senior CCP triage officer may decide to place a medical technician on the vehicle to monitor the patient(s) enroute.  Coordination between the CCP and the Medical Control Center (MCC) is essential to ensure the deployed medical facility is prepared to receive the casualties. Additionally, the CCP must notify the MCC when opportune vehicles are being used to transport casualties.  Vehicle descriptions (to include Vehicle Identification Numbers (VIN), if possible) should be communicated to the MCC to reduce security problems at the DMF’s entry control point..  

     e.  Once all casualties have been sorted for transportation, CCP personnel may begin to complete the US Field Medical Card, DD Form 1380 (or facsimile).   The Field Medical Card provides the basic outpatient and inpatient record in the contingency environment and the following items should be completed as soon as possible to assist the medical officer at the medical  facility in the management of the patient:  Blocks 1, 2, 4, 13, 14, 20, 21 (if tourniquet is applied) 22, and 29. AT NO TIME SHOULD THE GATHERING OF ADMINISTRATIVE INFORMATION ON PATIENTS TAKE PRIORITY OVER THE TRIAGE  OF CASUALTIES FOR RETURN TO DUTY OR TRANSPORTATION TO THE DEPLOYED MEDICAL FACILITY.  

     f.  PERSCO may augment the CCP with personnel to assist in the gathering of administrative information for personnel reporting purposes.  At no time will this information processing take priority over medical treatment.  As time becomes available, CCP personnel may assist PERSCO representatives with the gathering of information.

     g.  Additional first aid will be administered, or that already done will be reinforced.  Basic life support measures will be employed.  Casualties will be returned to duty if possible.  No patient decontamination will take place, however, ambulatory personnel within the CCP will attempt to identify/detect CW agents. The first indicator of chemical agent exposure will be reaction by M-9 tape.  Gross contamination should be removed or neutralized as quickly as possible. Casualties exhibiting signs/symptoms of nerve agent poisoning will be treated accordingly.  Non-medical, opportune vehicles may be used to minimize contamination of ambulances.  NOTE: CCPs will not maintain stocks of 2-PAM Chloride or Atropine.  The casualty's own injectors will be utilized to counteract nerve agent effects.  

     h.  CCP personnel will sort incoming casualties in the following order for transportation to the medical facility:  Immediate, Delayed, Minimal, Expectant.  Once Immediate casualties have been stabilized to the extent possible at this level, CCP personnel will treat casualties with the aim of returning critical sortie generation personnel to duty as soon as possible.

     i.  The CCP may contact the medical facility command post and request patient evacuation if the Patient Retrieval Team (or transportation function) has not yet arrived.  If unable to contact the facility, the CCP should request back-up transportation via the medical representative at the Survival Recovery Center (SRC).  Initial casualty movement from the CCP to the deployed medical facility should occur within 20 minutes after arrival at the CCP (tactical situation permitting).  This does not mean that actual transportation/road time to the deployed medical treatment facility must be accomplished within 20 minutes.

     j.  The CCP must maintain communications with the SRC, and medical facility.  This may be accomplished by radio, land-line, runner, or by  periodic visits to collect/relay information.

     k.  .  The CCP will notify the SRC of any deaths so that Mortuary Affairs can perform required tasks.  If the CCP team chief is a physician, or a non-physician authorized by the DMF DBMS to certify deaths, that individual may assist Mortuary Affairs in the completion of documentation required for deceased personnel ONLY after all casualties have been triaged, and, either transported to the DMF or treated and returned to duty.  Both the CCP and DMF should be prepared to provide Services (SVS) personnel with DD Form 2064, Certificate of Death, or approved substitute.

     m.  A suggested supply/equipment list for each CCP is found in Appendix 3 to this annex.  Requirements for specific items and quantities have been deleted.  Commanders should ensure that the CCP is sufficiently supplied and equipped to accomplish the mission.   Each CCP should have emergency lighting available.

      n.  Each CCP should possess a set of checklists to outline basic, essential procedures during critical ATSO contingencies, e.g., comm-out, UXOs, relocation, facility damage, requests for transportation, etc.

.
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APPENDIX 1 TO ANNEX D TO ACC MERIT CONPLAN

SUGGESTED CCP SUPPLY/EQUIPMENT LIST

ITEM





Red Cross flag





CCP sign





Land mobile radio





Flashlight with batteries




Sandbags





Vest for senior triage officer/NCO



Rope or surveyor’s tape (to mark off CCP)




Triage flags, cones, etc.





M8 paper 


Administrative supplies

Base grid map





Litters






Litter straps





Medical aid kit





DD Forms 1380, US Field Medical Card (or facsimile)

DD Forms 2064, Certificate of Death
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APPENDIX 2 TO ANNEX D TO ACC MERIT CONPLAN

CASUALTY COLLECTION POINTS INSPECTION CHECKLIST

NOTE:  ALL REFERENCES ARE FROM THE ACC MERIT CONPLAN.

1.  Is at least one (1) CCP established?

2.  Is the CCP located near highly populated areas but far enough away to avoid collateral damage?

3.  Is each CCP readily accessible to vehicles?

4.  Is each CCP identified by a Red Cross and sign?

5.  Are sufficient manpower resources assigned to accomplish taskings?

6.  Has the base provided non-medical augmentation to each CCP?

7.  Does each CCP have primary and back-up (redundant) communication with the SRC, SMEs, and the deployed medical facility?

8.  Do CCP personnel respond to all base attack signals?

9.  Are CCP personnel proficient in the wear of the Chemical Warfare Defense Ensemble?

10.  Do CCP personnel complete post attack searches in their defined area for casualties, UXOs, contamination, and facility damage?

11.  Are all arriving casualties rapidly screened upon arrival at the CCP?

12.  Are proper triage skills evident?

13.  Are casualties with minimal injuries treated if possible and returned to duty?

14.  Does each CCP have a sufficient litters and litter straps for casualty movement?

15.  Does the CCP have emergency lighting?

16.  Does each CCP have checklists for relocation to alternate facility and other ATSO scenarios?

17.  Are DD Forms 1380, US Field Medical Tag, prepared for each casualty if time permits?

18.  Are medical technicians at the CCP readily identifiable ?

19.  Does the CCP support Mortuary Affairs and PERSCO operations?
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ANNEX E TO ACC MERIT CONPLAN

PATIENT RETRIEVAL TEAM (PRT)

1.  Purpose.  The purpose of this annex is to outline the responsibilities of the Patient Retrieval Team during execution of this plan.  The PRT is evaluated and rated only when the unit is DOC-tasked with UTC FFGLE.

2.  Concept of Operations.
     a.  The Patient Retrieval Team is responsible for transporting casualties from the CCP to the  medical facility.  The team will be composed of personnel identified in Appendix 1 to this annex.  These personnel are separate from the Core ATH Personnel and Surgical Augmentation Packages.  It will provide 24-hour patient transportation support and request augmentation from the medical facility commander as needed.

     b.  All Patient Retrieval Team members should have a complete chemical warfare ensemble, helmet, protective mask, canteen, and Red Cross armband.

     c.  The Patient Retrieval Team will send personnel to pick up casualties at CCPs under the direction of the medical command post.  The team may use medical facility ambulances or request vehicle support from the base through the medical command post.  A minimum of three team members should respond on missions to pick up casualties at the CCP.  At least two of the three personnel should have a valid government drivers license for the vehicle used.

   d.   The Patient Retrieval Team will be composed of an ambulance driver, medical aidman, and assistant medical aidman.  The duties of each are described in Appendix 2 to this annex.

   e.   Patient Retrieval Teams may be spilt into shifts to cover 24- hour operations.  Teams should have the ability to respond to the CCP with multiple vehicles if casualty numbers exceed vehicle capacity for timely transportation.  Teams may stage at the CCP if the ambulances are parked in a survivable shelter (simulated bunker, etc.).  Patient Retrieval Teams should respond to the CCP following all airfield attacks as soon as possible after declaration of Condition Black to eliminate patient transportation delays.  Team members will respond in appropriate MOPP levels.  The Team Chief should request base transportation support if casualty transportation requirements exceed organic transportation assets assigned to the medical facility.

    f.  When responding for casualty pick-up, team members will wear CW gear as required.  Sufficient litters and litter straps should be brought from the  medical facility to the CCP to replace the number of litters being used for casualty transfer.  The team chief/assistant team will report to the CCP Triage Officer/NCO to determine casualty status.  Patients will be transported to the medical facility based on severity of injuries with the most seriously injured being transported first (Immediate, Delayed, Minimal, Expectant).  Minimal patients critical to sortie generation should be considered for priority treatment.  Evacuation vehicles should be promptly loaded after arrival at the CCP and depart for the deployed medical facility.

    g.  All litter patients will have two litter straps affixed prior to movement or loading on the ambulance. THE PATIENT RETRIEVAL TEAM WILL TAKE DUE CAUTION AS NOT TO FURTHER INJURE PATIENTS DURING EVACUATION OPERATIONS.  Patients are loaded IAW Appendix 3 to this annex.

     h.  The Patient Retrieval Team should assist with unloading casualties at the  medical facility.  They should remain on standby or return for more casualties if required.  Time permitting, team members may assist the Patient Decontamination Team in unloading contaminated casualties.  Full CW gear must continue to be worn.  After casualties have been decontaminated, retrieval team personnel may be decontaminated.  Ambulances and other vehicles should be checked for contamination.  If there is evidence of chemical contamination, the vehicles will be taken to the vehicle decontamination area on base.  
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APPENDIX 1 TO ANNEX E TO ACC MERIT CONPLAN

PATIENT RETRIEVAL TEAM DUTIES

        (1)  Ambulance Driver:  The ambulance driver is responsible for the vehicle at all times, performing  vehicle maintenance and completing required  documentation.  The driver ensures all medical supplies and equipment are on the vehicle and in proper working order to optimize patient care.  The driver assists in the loading and unloading of the vehicle and performs other duties as directed by the team chief.

        (2)  Medical Aidman:  The medical aidman acts as assistant driver when required and is responsible for the patient's medical condition while in transport form the CCP to the 2E facility.  The aidman becomes familiar with the patient's medical condition while enroute and reviews information on the DD FORM 1380, Field Medical Card, as applicable.  He coordinates with the OIC/NCOIC of the CCP for any special instructions or care and treatment of patients en route.  He renders further medical aid and makes periodic checks en route.  The medical aidman supervises the loading and unloading of patients.

        (3)  Assistant Medical Aidman:  The assistant medical aidman performs the duties of the medical aidman when required.  Additionally, the assistant medical aidman acts as a litter bearer; assists the driver with land navigation;  guides the driver when backing-up and/or operating the vehicle under blackout conditions.

         (4)  Patient Retrieval Team Chief/Assistant Team Chief:  The team chief/assistant team chief is responsible for all operations of the team.  The team chief designates a member of the team to act as assistant team chief to supervise team operations during his/her absences.  The Team Chief assigns team members to specific duties and is responsible to the deployed DBMS for all team  activities, ensuring  members are properly equipped for duties, trained in assigned vehicles, and adequately trained in patient retrieval procedures in an NBC environment (i.e., stopping the vehicle at the entry control point for NBC check, assisting in the unloading of patients at the decontamination facility, etc.).
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APPENDIX 2 TO ANNEX E TO ACC MERIT CONPLAN

PATIENT RETRIEVAL TEAM AMBULANCE LOADING

Field ambulances are loaded in a specific manner to provide maximum comfort and safety.  Details of loading and unloading may vary slightly depending on the number of bearers and type of vehicle used.  However, some provisions should be followed as closely as possible.  AFH 36-2218V2, SA/BC Student Handbook, is the authoritative text on patient transportation.

    a.  Patients are loaded head first unless the nature of their injuries prohibit.

    b.  Most field ambulances will carry four litters,  eight ambulatory patients, or a combination thereof.  In an emergency and when extent of injuries permit, one litter may be floor loaded.  However, this limits the room available for the aidman to attend to wounded and should be utilized as a last resort.

    c.  When only two litter patients are loaded, the upper and lower right-side berths are used, not the two lower berths.  Using the two right-side berths leaves one side free for ambulatory transport.  When only one litter is used, either the upper or lower right-side berth may be used.

    d.  The sequence for loading four litter patients is UPPER RIGHT, LOWER RIGHT, UPPER LEFT, LOWER LEFT AS viewed from THE REAR OF THE AMBULANCE FROM THE GROUND.  The most seriously injured patients are loaded last so they will be the first to be unloaded from the vehicle.

    e.  The sequence for unloading the vehicle is the reverse of the loading procedure or LOWER LEFT, UPPER LEFT, LOWER RIGHT, UPPER RIGHT.

    f.  The patient must be secured to the litter with two litter straps, and the litter must be secured to the vehicle.
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APPENDIX 3 TO ANNEX E TO ACC MERIT CONPLAN

INSPECTION CHECKLIST - PATIENT RETRIEVAL TEAM

NOTE:  ALL REFERENCES ARE FROM THE ACC MERIT CONPLAN.

1.  Is a Patient Retrieval Team established at the deployed medical facility?

2.  Are sufficient personnel assigned to accomplish patient evacuation?

3. Are appropriate vehicles used for patient evacuation?

4.  Are team members dispatched to pick up casualties at the Casualty Collection Points?

5.  Do appropriate team members have a valid government drivers license to operate evacuation vehicles?

6.  Do team members respond to pick up casualties in appropriate CWD gear?

7.  Are  drivers authorized to operate evacuation vehicles while  wearing the CWDE?

8.  Does the team leader report to the triage officer/NCO at the CCP to determine vehicle loading priorities?

9.  Are patients loaded in evacuation vehicles in a timely manner?

10. Are team members proficient in vehicle loading/unloading procedures?

11.  Are patients evacuated in proper order (most to least seriously injured)?

12.  Are litter straps affixed to casualties prior to movement on litters?

13.  Do retrieval team vehicles stop at the MTF ECP for NBC check of vehicles, passengers and patients?

14.  Are patients transported in a manner to preclude further injury?

15.  Does the Patient Retrieval Team assist patient decontamination and/or DMF personnel with unloading of casualties at the deployed medical facility, time permitting?
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ANNEX F TO ACC MERIT CONPLAN

WARTIME MEDICAL DECONTAMINATION TEAM (WMDT)

l.  Purpose.  This annex outlines the unique requirements and responsibilities of the WMDT during execution of an ORE/ORI under this plan.  Comprehensive guidance for operating the WMDT is provided in the ACC Concept of Operations for the Wartime Medical Decontamination Team, and provides the basis for ORE/ORI operations.  Evaluation criteria are given in Appendix 1of this Annex.

2.  Concept of Operations.  


a.  The WDMT performs NBC contamination of patients, medical personnel and assets; and advises on decontamination of food supplies.  WDMT operations will be conducted in accordance with:

     

(1)  The most current Air Combat Command Concept of Operations for the Wartime Medical Decontamination Team (WMDT) (DRAFT) (OPR:  HQ ACC/SGO).  This document is currently in final draft coordination, and is available to all ACC medical units.  Significant deviations or simulations must be submitted through appropriate wing channels to ACC/IG as described in ACC Sup 1 to AFI 90-201.

     

(2)  The Mission Capabilities Statement (MISCAP) and Manpower Detail outlined in the most current Manpower Force Element Listing (MANFOR) for UTC FFGLB (currently dated 21 Apr 97).  


b.  The DECON facility will generally be sited and configured according to the ACC WMDT Conops, with appropriate consideration given to control of contamination, and vehicle/patient flow.  The required distance between the DECON facility and MTF may be simulated if necessary due to ORE/ORI site constraints.  Significant deviations or simulations must be submitted through appropriate wing channels to ACC/IG as described in ACC Sup 1 to AFI 90-201.


c.  Many units tasked with UTC FFGLB (personnel) are not tasked with UTC FFGLA (Decontamination Equipment).  The WMDT Conops provides a list of suggested training supplies and equipment.  These suggested items are more than sufficient for success during OREs/ORIs.  All ACC and ACC-gained medical units must procure training items for OREs/ORIs.

           d.  The WMDT chief maintains constant land line or radio communication with the MTF during contamination control activities to advise of patient rates, injury types, NBC agents identified, resupply needs, additional manpower needs, etc.


e.  The actual cutting/removal of chemical warfare ground crew defense ensembles  is required during ORIs.  These items may be unserviceable/training sets.  These items may also be available through DRMO.  When a shortage of ensembles is anticipated, previously cut ensembles should be retrieved and “reconstituted” with duct tape or similar material for reuse.  Additional guidance on preparation of moulage casualties for WMDT operations is contained in ACC Sup 1 to AFI 90-201.


f.  Local executions of this plan provide the best available opportunity to conduct training, and should be used to fulfill the annual decontamination control training required for public health personnel by AFI 41-106.


g.  Operational (“real world”) concepts call for two 19-man WMDTs attached to each deployed medical facility.  In the execution of this plan, MTFs will exercise this 19-person team as a unit—it will not be divided into two shifts.  Where MTFs operate in two 12-hour shifts, the IG medical inspector will establish shift hours to ensure the WDMT  is employed during the most heavily targeted period for NBC activity.  WDMT operations will be simulated during the other shift, and a separate simulation request is not required.
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APPENDIX 1 TO ANNEX F TO ACC MERIT CONPLAN

INSPECTION CHECKLIST - WARTIME MEDICAL DECONTAMINATION TEAM (WDMT)

Is the WDMT appropriately staffed based on the MANFOR?  

1.  Does the DECON facility location and patient flow pattern prevent contamination of the treatment areas?

3.  Is the DECON facility appropriate configured and supplied to optimize operations?

4.  Are patients triaged by the WMDT immediately before being decontaminated?

5.  Are separate ambulatory and litter patient lines operated simultaneously (as needed)?

6.  Are basic life support and wound management conducted during decontamination?

7.  Are patients decontaminated thoroughly and at an acceptable rate?

8.  Do WDMT members decontaminate themselves and other medical personnel after contamination control operations are completed?

9.  Is knowledge of proper site preparation (drainage, etc.) evident, and demonstrated by actual or simulated efforts?

10.  Are team members appropriately cross-trained and able to work effectively at any station?
11.  Are efforts to prevent cross-contamination obvious and effective?
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ANNEX G TO ACC MERIT CONPLAN

DEPLOYED MEDICAL FACILITY

1.  Purpose.  The purpose of this annex is to provide an overview of the set-up, location, operations, and responsibilities of the deployed medical facility (DMF) at a simulated deployment location during exercises/inspections.  All ACC medical units (including AFRC and ANG) tasked with UTC FFGK5 will operate a DMF during OREs/ORIs.  NOTE:  All provisions in the MERIT CONPLAN regarding the Chemically Hardened Air Transportable Hospital (CHATH) have been deleted from this revision.  Inspection standards will be issued to applicable units upon formal declaration of operational capability of this assemblage.

2.  Concept of Operations.
     a.  The deployed medical facility operates within the confines of the simulated deployed operating base.  It is subject to attack and all alarm conditions.  Medical care is not provided during Alarm Red.  Personnel will protect casualties and themselves.  After declaration of Alarm Black, personnel will accomplish post-attack actions.   During Alarm Black, only Self-Aid/Buddy Care may be rendered.  However, once base Alarm Condition Yellow is declared, or the inspector provides appropriate input,  the inside of the DMF is considered free of chemical contamination and definitive medical care may begin.  Base alarm signals will be displayed within the compound.

NOTE:  The purpose of conducting exercises is to ensure personnel receive wartime training.  Since chemically hardened medical facilities have not been fully developed for use throughout the Air Force, only limited medical care can be provided during Alarm Condition Black.  Therefore, after personnel have demonstrated proper techniques for detecting chemical contamination, the local exercise evaluator or ACC/IG inspector may input that the facility treatment areas are free of chemical contamination.  This would allow treatment team members to demask, deglove, and begin definitive medical care after casualties have been appropriately decontaminated.  A “corridor” between the DECON facility and the DMF will also be declared free of contamination to allow movement of decontaminated patients.  Patient Decontamination, Patient Retrieval, Security Team, and DMF staff not directly involved in patient care  will remain in their chemical ensemble until the base declares Alarm Condition Yellow.   

     b.  The DMF is designed to provide initial professional medical care.  Treatment capabilities are not extensive and include establishment and/or maintenance of an airway, wound debridement and hemorrhage control, intravenous therapy (blood and fluid), cardiopulmonary resuscitation, basic surgical procedures, and administration of antibiotics.  Its primary purpose is to return personnel to duty as quickly as possible, or stabilize and transfer those casualties needing further definitive care.

     c.  Staffing for the DMF consists of assigned ATH personnel packages, including UTCs FFGK2/4/5/6/7 (when DOC-tasked), and personnel assigned to the Patient Retrieval Team (see Annex E), the Patient Decontamination Team (See Annex F), Security Team (see Annex J).   All personnel assigned to the  medical facility must be adequately briefed on their wartime location, wartime threat, response to base alarm signals, chain of command, use of duress words and chemical codes, etc .  Additionally, they should display a sense of realism and urgency during all exercise/inspection activities.  Personnel should wear a Red Cross armband for easy identification as medical personnel. 

     d.  The  medical facility will be established within the confines of the simulated operating base, as close as possible to population at risk concentrations, yet far enough away to avoid designation as a collateral target for airfield attack.  The site will be defined and secured as outlined in Annex J.  A perimeter, along with an Entry Control Point, will be established around the compound.  The facility site will be identified by use of a Red Cross.  Depending on training assets availability, either two general purpose (GP) medium tents or eight TEMPER tent sections will be used as the medical facility.  Tentage is limited so as to maintain consistency within ACC among units with, and without, an ATH assemblage.  Units may elect to utilize "buildings of opportunity" if consistent with current taskings (i.e., units without an ATH assemblage).  Use of additional tentage beyond that specified above (to include any WRM ATC/ATH assets) or building(s) of opportunity requires a written waiver routed through wing channels to ACC/IG.  The diagram describing compound layout has been deleted.  Annex J provides basic guidance on security considerations.  The previous requirement for units to “stake-out” an outline of the ATH has been deleted.  

 NOTE:  Bases that have ATH assets on hand must use discretion in the request and use of such assets to establish ORE/ORI medical treatment facilities, to include CCPs.  At no time should consumables be used unless prior approval has been obtained from HQ ACC/SGM.  Certain equipment items may be used during the exercise, especially items associated with C3, i.e., Scope Shield II radios, computers, etc.  The number of tents specified above is adequate for the purposes of an ORI/ORE as this should not be confused or substituted for the annual ATH exercise. 

     e.  After casualties arriving at the compound are either decontaminated or found to be free of contamination, they are brought to the triage area of the  medical facility.  The casualties are triaged, have Field Medical Cards (DD Form 1380) initiated (if not done at the CCP), and are then moved into the treatment area based on their triage category.  Minimal casualties critical to sortie generation may receive priority treatment for rapid return to duty.

     f.  Once in the treatment area, casualties are further evaluated IAW the Advanced Trauma Life Support Guidelines provided at Appendix 4.  General casualty management will be evaluated under guidance provided; however, the intent of the exercise/inspection is for physicians, nurses and technicians to gain experience managing casualties in a contingency environment.  Exercises and inspections provide an excellent opportunity to maximize training effectiveness in view of the considerable investment of medical manpower.  Patient mix should include disease/non-battle injuries (DNBI).  Mass casualty situations due to typical field hygiene problems (food borne illness) and biologic warfare may be evaluated.  Care of psychological problems may be evaluated.

     g.   Minimum simulation is encouraged to maximize realism.  Personnel should coordinate with medical logistics to acquire expired medical supplies to simulate treatment without expenditure of excessive O and M funds for training aids such as bandages, IVs, and field dressings.  However, units may utilize OREs and ORIs as a time for assigned personnel to gain additional familiarity with equipment in the ATH package (especially ruggedized items such as SCOPE SHIELD II radios).  Excessive use is discouraged.  At no time should use of WRM assemblages impact the readiness or deployability of these assets.

     h. Patients should be stabilized for either admission or evacuation to the next echelon of care (assume a seven day evacuation policy).  The medical officer will determine if a patient's condition exceeds capabilities of the  facility and requires evacuation.  Once treatment has been rendered, they will be held a minimum of 30 minutes.  No more than 25 litter spaces will be designated for patient holding.  Administrative personnel will record patient information as required by casualty reporting regulations and relay directly to PERSCO.  Units will coordinate with PERSCO prior to the start of exercises to discuss format and quantity of information to be processed.  

     i. Deployed DBMS Responsibilities.  The deployed DBMS will:

          (1)  Be responsible for compliance with all the provisions of this CONPLAN.

          (2)  Establish a plan to secure and cordon the medical facility if conditions exist making the compound uninhabitable.  The unit may be evaluated on relocation.  Safety of patients and other personnel should drive evacuation planning.  Patients able to be evacuated should move to a safe distance as directed by EOD personnel.  Other personnel should be protected as much as possible under existing conditions.  After EOD personnel have neutralized/removed  the UXO, local evaluators or the IG inspector will provide input to the DBMS to move back to the facility.                                                          

          (3)  Ensure that emergency power and lighting are available.

          (4)  Devise and communicate a chain of command within the medical facility, so that operations can be maintained if the DBMS or other key personnel become fatalities/casualties.

          (5)  Establish a medical  control center (MCC)  to act as coordination center to both receive and dispatch information to the Survival Recovery Center and medical activities.  The  MCC will establish a system of communications using land lines, radios (including SCOPE SHIELD II), runners, or other available means.  The MCC will maintain a log of events using AF Form 1924, Events Log (or other suitable documentation record); maintain accountability of all medical personnel; conduct periodic communications checks with SRC and all medical activities; announce base alarm signals to all medical activities; monitor crash nets for damage/casualty reports; and report post-attack damage, contamination, casualties or UXOs at the medical  locations to the SRC.

          (6)  Ensure checklists are developed for Ability To Survive and Operate (ATSO) contingencies (comm out, UXOs, destroyed vehicles, relocation, EPWs, LOAC violations, AWOL, etc.).

(7)  Provide for force protection of medical resources IAW Annex J. 

          (8)  Ensure that schedules are established to provide 24-hour coverage of all medical activities.   

The DMF commander has considerable latitude in assigning personnel, but is ultimately responsible for ensuring that manning is sufficient to meet ORE/ORI requirements.

          (9)  Ensure the SRC is notified of any deaths at the medical facility.  The SRC Medical Representative will notify Mortuary Affairs.

         (10)  Provide medical expertise, bioenvironmental engineering, to the base as requested.  A Bioenvironmental Engineering Team, consisting of 43EXX, 4XXXX, or 43XXX personnel, may be established to test main or alternate sources of water for CW agent contamination.  The main water supply at bases may be damaged through attack or used in base fire fighting efforts.  Resupply of stocks will normally start within 4 hours of attack using existing wells or stream/reservoir systems and feeding to base fixed distribution or portable water systems.  Well distribution systems need initial CW monitoring, other supply systems need periodic CW agent monitoring.  Testing will be done by Bioenvironmental Engineering (BEE) team.  The BEE team will send personnel to monitor Civil Engineering water resupply efforts as these events occur.  Periodic monitoring is required when surface water is used for resupply.  The BEE team will utilize M272 water test kits and report results to on site CE personnel and to the 2E medical facility.

          (11)  Ensure procedures for notification and command and control exist between the CCP and the SME.

          (12)  Conduct a post-exercise critique with all key personnel.

          (13)  Ensure appropriate public health programs are conducted and that Commanders are informed of potential and actual problems.  Public Health Officer tasks include:

                (a)  Medical Intelligence (during Phase I):  Inform the medical commander about the medical capabilities available at the checkered flag location; inform commanders of medical threats and health countermeasures appropriate for the checkered flag location; during passenger processing, brief deploying forces about beddown-specific health threats and individual countermeasures to include food and water safety, immunization/prophylaxis requirements, personal hygiene, venomous arthropods and snakes, insect repellent use, rabies, heat/cold injury, and hazardous noise.

                (b)  Food Safety:  Inspect all temporary/field feeding facilities and primary hardened troop messing facilities daily; inspect food upon delivery to all temporary/field feeding facilities; inspect and evaluate food potentially contaminated with NBC agent (IAW Annex G); identify and inspect all temporary/field ration storage sites; investigate and report (to HQ ACC/SGPM) suspected foodborne illness outbreaks.

                (c)  Communicable Disease Prevention:  collect, analyze, and report (to HQ ACC/SGPM) disease and non-battle injuries treated at the deployed MTF (IAW ACCI 41-151);  investigate and report (to HQ ACC/SGPM) suspected communicable disease outbreaks.

                (d)  Vector-borne Disease Prevention:  Establish an appropriate local animal bite response protocol; conduct mosquito surveillance and coordinate with base civil engineering on mosquito suppression (where appropriate); coordinate with base officials on the control of wild rabies vectors (where appropriate).

                (e)  Field Sanitation:  Inspect all temporary/field human waste disposal systems, showers, laundries, and public assembly facilities.

                (f)  Occupational Health:  Issue ear plugs upon request and when opportunities to prevent hearing loss present; investigate and report (to HQ ACC/SGPM) suspected occupational illnesses.
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APPENDIX 1 TO ANNEX G TO ACC MERIT CONPLAN

DEPLOYED MEDICAL FACILITY SUPPLY/EQUIPMENT LIST

ITEM
Administrative supplies

Base grid map





Marker/bulletin board(s)

Flashlights/batteries

Generator/lighting  (or power drop for lighting)

Litters, stands and straps

Radio, handheld


Red Cross signs


Rope/surveyor’s tape (to delineate compound perimeter)

Sand Bags (to simulate or actually build guard/personnel bunkers)

Tables/chairs






Telephones

Tents (GP Medium (2) or TEMPER (8 sections))

Water buffalo

Water coolers

Weapons (for security personnel)

Weapons locker (simulated)

Medical supplies
(various, as required to support medical capabilities)

NOTE:  Medical supplies/equipment for simulated treatment of casualties at the facility will be determined by the deployed DBMS based on the objectives of this annex. Personnel should coordinate with medical logistics personnel to establish procedures for the use of expired medical supplies for training to minimize expenditures of O&M funds.
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APPENDIX 2 TO ANNEX G TO ACC MERIT CONPLAN

MEDICAL TREATMENT STANDARDS

1.  This appendix describes medical treatment standards evaluated during OREs/ORIs.  These standards are not meant to be all encompassing modalities of treatment nor to replace peacetime training programs.  The intent of this plan is to expose medical officers, nurses, and technicians to the basics of Advanced Trauma Life Support (ATLS) treatment during OREs/ORIs.  The large involvement in medical manpower supporting exercises require medical units to receive the greatest possible return.  Using these guidelines provide practice in applying ATLS principles in simulated mass casualty situations.  More current nationally-recognized treatment protocols and standards may modify this Appendix.

2.  After casualties have been checked for contamination (or decontaminated as required), they will be brought to the triage area of the  facility where they are re-triaged according to severity of injuries.  Priority should be given to treatment of critical sortie generation personnel with minimal injuries for rapid return to duty.  All other personnel will be triaged into Immediate, Delayed, Minimal and Expectant categories.

3.  After this triage, casualties will be carried into the treatment area of the  facility where simulated treatment takes place IAW this Appendix.  Units should concentrate on the training experience gener​ated and take this opportunity to train personnel on basic emergency treatment. Units are encouraged to develop treatment teams based on their facility's unique capabilities.  Emphasis will be placed on the management of casualty treatment rather than the specific modalities performed.  Units should strive to perform initial and secondary surveys of patients.

4.  (A)  Primary Survey and Resuscitation.
   (1)  Airway Patency

        a.  Assess patient airway.  Management consists of establishing an airway by chin lift or jaw thrust, clearing of the airway of foreign bodies, oropharyngeal airway, endotracheal or nasotracheal intubation, or cricothyroidotomy.

        b.  Maintain C-Spine in neutral position with manual immobilization as necessary when establishing an airway.

   (2)  Breathing Control

       a.  Assessment.  Expose chest and record rate and depth of respirations.  Inspect and palpate for unilateral and bilateral chest movement and any signs of injury.  Perform auscultation.

       b.  Management.  Oxygen administration, alleviate tension pneumothorax, seal open pneumothorax.

   (3)  Circulatory Control

      a.  Assessment.  Check pulse for quality, rate and regularity.  Check skin color and perform capillary blanch test.

      b.  Management.  Initiate two large caliber IVs.  Take blood for analysis, type, and crossmatch.  Ringer's lactate solution and blood replacement.  EKG monitoring and application of anti-shock garment, if necessary.

  (4)  Bleeding Control

      a.  Assessment.  Identify exsanguinating hemorrhage.

      b.  Management.  Direct pressure to bleeders, pneumatic splints.

 (5)   Disability -  Brief neurological examination.

       a.  Assess level of consciousness.  Check pupils size and reaction.

 (6)   Blood Pressure and Pulse Pressure Evaluation

 (7)   Insert urinary catheter and NG Tube unless Contraindicated.

5.  (B)  SECONDARY SURVEY AND MANAGEMENT.
    (1)  HEAD AND SKULL.  Palpation and inspection, re-evaluation of pupils, cranial nerve function.

    (2)  C-SPINE CONTROL.  Assessment by inspection, palpation, and X-ray.  Management by maintaining adequate immobilization.

    (3)  MAXILLOFACIAL TRAUMA.  Assessment by inspection and palpation.  Manage by maintaining airway and controlling hemorrhage.

    (4)  CHEST.  Assess by inspection, palpation, and auscultation.  Manage by pleural decompression, thoracentesis, pericardiocentesis, and chest X-ray (assessment, not management).

    (5)  ABDOMINAL INJURY.  Assess by inspection, palpation, and auscultation.  Manage by peritoneal lavage, if indicated, and use pneumatic anti-shock garment, if necessary.

    (6)  RECTAL EXAM.  Check for sphincter tone, blood, prostate position and bowel wall integrity.

    (7)  FRACTURES.  Assess by inspection for deformity, and palpate for tenderness, crepitation, and abnormal movement.  Manage by appropriate splinting, use of pneumatic anti-shock garment, relief and pain, check integrity of pulses, perfusion and sensation, and tetanus immunization.

    (8)  NEUROLOGIC.  Assess by evaluating sensorimotor evaluation, paralysis, and paresis.  Manage by adequate immobilization of entire patient.

6.  (C)  STABILIZATION AND TRANSPORT OR ADMISSION.
NOTE:  Minimum simulation is encouraged, however, no patient disrobing or invasive procedures will be performed.  Time compression may be necessary to achieve training objectives.

APPENDIX 3 TO ANNEX G TO ACC MERIT CONPLAN

AEROMEDICAL EVACUATION (AE) PROCEDURES

1.  Disposition of casualties is an integral part of the deployed medical facility’s (DMF) function.  Casualties will be either returned to duty, held at the DMF, or evacuated to a higher echelon of care.  The preferred method of evacuation is fixed wing aeromedical evacuation (AE).

2.  DMF personnel must be familiar with clinical and administrative aspects of AE.  Clinicians must be able to discuss the following clinical topics.

a.  General stressors of flight applicable to all patients.

b.  Impact of the flight environment on clinical conditions.

c.  Clinical preparation of patients for AE.

d.  Selection of patients for AE.

e.  Available inflight equipment and expertise.

f.  Inflight capacity/capabilities for monitoring and performing procedures.

3.  Personnel should also be familiar with basic procedures for requesting aeromedical evacuation.  

DMF personnel will generally not formally request aeromedical evacuation through wing channels.  Personnel should be familiar, however, with key information/items that would be provided to the Theater Patient Medical Regulating Center (TPMRC) and/or an assigned Aeromedical Evacuation Liaison Team (AELT) when requesting AE.  IG inspectors may randomly test individuals on these items, to include:

a.  Number of patients ready for AE, both litter and ambulatory.

b.  Priority of request (urgent, priority or routine) by patient.

c.  Special patient categories (SIs, VSIs, burns, cardiac, orthopedic, neurological, etc.).

d.  Special equipment requirements (ventilator, suction, oxygen, traction, etc.).

e.  Preparation of DD Form 601, Patient Evacuation Manifest.

f.  Preparation of DD Form 602, Patient Evacuation Tag.
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ANNEX I TO ACC MERIT CONPLAN

SQUADRON MEDICAL ELEMENT (SME)

1.  Purpose.  The purpose of this annex is to describe the operation of the SME in support of exercises and inspections.

2.  Concept of Operations.
    a.  The SME is assigned to deployable flying and RED HORSE squadrons and provides limited medical care and treatment for flyers and sortie-generation personnel.  The SME may or may not operate in conjunction with an air transportable clinic (ATC-UTC FFLGE).  When insufficient SMEs are authorized in line squadron manning documents, an SME equivalent may be utilized under the direction of the DBMS.

    b.  The SME/ATC combination may provide routine flight surgeon's office outpatient support to a deployed squadron for 30 days.  The SME/ATC may deploy to a base in addition to an air transportable hospital (ATH) or other DEPMEDS.  Normally, the ATC/SME will deploy with the first echelon of combat forces, with the ATH arriving shortly afterwards.

    c.  The SME generally consists of one flight surgeon and two aeromedical technicians, and reports directly to the deployed squadron commander.  For deployment, an additional aeromedical or medical technician should be augmented from base medical manpower.  

   d.  The SME may operate from the ATC or the squadron area.  The SME will be provided space within the toxin-free squadron operating area when appropriate and available.

   e.  In contingency environments the SME operates similar to the peacetime environment.  They report to the respective flying squadron commander, however, they are a part of, and contribute a valuable resource to the overall medical capability of the wing.  As the SME is responsible to the flying squadron commander for the welfare of flying personnel, the deployed Director of Base Medical Service is responsible to the wing commander for the welfare for all wing personnel with the aim of maximum sortie generation in mind.  While the SME is under direct supervision of a line officer, medical supervision is provided by the deployed DBMS.

  f.  Under post-attack conditions, the SME will operate within parent squadron's operational collective protection shelter to perform its function.  Ambulatory injured who enter via routine or CCA decontamination procedures may seek care for prompt return to duty.  Under CW conditions, casualties which can not process via CCA decontamination will receive Self-Aid/Buddy Care and be transported to the CCP for triage and transportation to the medical facility.

  g.  The SME will be evaluated IAW Appendix 1 to the annex.

  h.  The SME may offer real world medical care for squadron members during the exercise.  For such care, normal peacetime medical records will be utilized.

NOTE:  SME personnel are assigned to parent flying or RED HORSE squadrons.  SME personnel should coordinate with the deployed DBMS and host squadron commander to determine command and control and notification procedures prior to the exercise. 

APPENDIX 1 TO ANNEX 1 TO ACC MERIT CONPLAN

INSPECTION CHECKLIST -  SQUADRON MEDICAL ELEMENT

NOTE:  ALL REFERENCES ARE FROM THE ACC MERIT CONPLAN.

1.  Is a Squadron Medical Element (SME) established?

2.  Does the SME operate out of, or near, the operational squadron area?

3.  Does the SME have a working space within the toxin-free area of the squadron when appropriate?

4.  Is the SME able to treat minimal battle casualties and disease/non-battle injury (DNBI) casualties?

5.  Does the SME provide medical intelligence on the flight line area to the deployed DBMS?

6.  Is there a mechanism to transfer individuals with problems beyond the scope of the SME to the CCP or deployed medical facility (DMF)?

7.  Have routine sickcall procedures been instituted for squadron personnel?

8.  Have plans been made for relocation of medical assets if the squadron must evacuate to another location?  Have resupply channels for critical items been established?

9.  Has the SME established aeromedical evacuation protocols, and instructed the DMF staff on these protocols?

10.  Has the SME established a schedule of flightline/facility inspections?  If so, on a stand-alone basis, or integrated with BEE, PH and CE activities?  Is transportation available?

a.  Are food, water and sanitation inspections conducted for normal operations?  Increased threat situations?  Post-attack survivability?  

b.  Do food service facility inspections include  internal and external supply chains?

c.  Do water supply point/facility inspections include internal and external supply chains?

d.  Are sewage and water treatment and disposal facilities inspected?

e.  Are flightline facilities (life support, fire department, in-flight kitchen, work areas, Control tower/Ground Control Approach [RAPCON]) inspected?

f.  Are living and recreational facilities inspected?

g.  Are environmental work impact evaluations (FITS, etc.) conducted?

11.  Does the SME conduct heat index assessments and communicate recommended work-rest cycles to the SRC?

12.  Does the SME respond to flightline emergencies as required (i.e., hydrazine/HAZMAT response, aircrew extractions, physiological or decompression incidents, barrier engagements, etc.)?  Have protocols been established?  Is transportation available?

13.  Are procedures for aircraft accident investigation established?

14.  Are SME personnel armed?  Are SME personnel aware of responsibilities and constraints imposed by the Geneva Conventions and the Law of Armed Conflict (LOAC)?

15.  Does the SME conduct nerve agent vapor testing and reporting, as required?

16.  Does the SME gather medical intelligence and conduct threat analyses?  Is this information reported to the SRC or DBMS?

17.  Has the SME established appropriate drug and stress protocols?

18.  Does the SME conduct vector surveillance and control in the absence of Preventive Medicine (PM) support?

19.  Does the SME assist with disposition actions of contaminated remains?

20.  Has the SME integrated a preventive medicine approach with the deployed forces by:

a.  Conducting preventive medicine briefings and health/safety surveys of encampment?   

b.  Providing routine/emergency care education such as stress management, casualty care safety, dehydration prevention, local environmental risks (plants, rodents, insects, etc.), hygiene, etc? 

c.  Evaluating specific care concerns within the encampment (medications, allergies, gender-specific needs, morale, etc.)?
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ANNEX I TO ACC MERIT CONPLAN

SURVIVAL RECOVERY CENTER

1.  Purpose.  The purpose of this annex is to briefly review the responsibilities of medical representatives assigned to the Survival Recovery Center (SRC).  Generally, SRC operations are inspected by an ACC/IG Disaster Preparedness officer or NCO, with medical support to the SRC evaluated as part of the total operation.  Most SRC activities are generic to all functional areas.  Medical representatives will receive training from SRC leadership during OREs.  Recommended supply/equipment items for the medical representative will be defined by both the SRC leadership and the nature of operations.  The inspection checklist for the SRC has been deleted from this MERIT CONPLAN.  Evaluation criteria for SRC operations will be established by HQ ACC/IG and outlined in ACC Sup 1 to AFI 90-201.  No specific evaluation criteria for SRC medical operations have been established, though SRC medical actions may impact evaluation of other medical activities.

2.  Concept of Operations.
     a.  The SRC is established at employment locations to exercise command and control over survivability/recovery forces.  The SRC collects, displays, and reports vital attack/recovery data, and directs recovery activities, through sound organization, clear lines of authority, rapid communication, unity of command, and active liaison with appropriate functional areas.    

     b.  Medical representatives to the SRC will be drawn from the deployed medical facility staffing.  Suggested manning for the SRC includes a Health Services Administrator (AFSC 41A3) or Bioenvironmental Engineer (AFSC 43EX).  Any medical officer or NCO knowledgeable of overall medical operations and capabilities at the employment base may serve in the SRC.  Individuals must be able to make independent decisions at the SRC when time does not permit extensive coordination.  

     c.  General SRC medical representative responsibilities:

          (1)  Maintain appropriate personnel protective equipment.

          (2)  Maintain radio checks with the CCPs, SMEs, medical control center and other medical activities as required.

          (3)  Provide MOPP status to medical command post and key medical activities as directed.

          (4)  Provide battle damage information to the medical command post on possible road obstructions or other obstructions that might inhibit post-attack movement of medical personnel, vehicles or casualties.

          (5)  Provide casualty status information from the medical post to appropriate SRC personnel.

          (6)  Coordinate needs for fuels, billeting, and food with appropriate base agencies.

          (7)  Notify Mortuary Affairs of any deaths reported from the CCPs or deployed medical facility.

          (8)  Alert the fixed MTF of any real world emergencies.


DRAFT


