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EXECUTIVE SUMMARY

I.  GENERAL.  This document provides the Concept of Operations (CONOPS) for Air Force Air Transportable Hospitals (ATHs).  It describes the use, employment, deployment, and redeployment of the ATH as a medical system.  In addition, this CONOPS may be used as a guide for validating future ATH requirements and revisions to appropriate planning and training concepts.  It focuses on pertinent aspects of capabilities, employment, and interoperability and is not intended to provide minute detail of all aspects of operations.  ATHs will be deployed to meet specific medical requirements related to a mission.  ACC is the Manpower and Equipment Force Packaging System (MEFPAK) responsible command for the ATH.  ACC, CENTAF, PACAF, USAFE, AETC, AMC, and AFMC are  providers/users of ATH systems.

II.  DESCRIPTION.  The ATH is composed of subcomponent Unit Type Code (UTC) building blocks so that the capabilities, airlift, and support requirements can vary to support specific operational requirements.  The role of the ATH is to provide medical services for deployed forces  through the entire spectrum of contingencies ( from humanitarian operations  to Major Theater War (MTW)).  Rapid delivery of life-saving medical resources worldwide is crucial to wellness, morale, and overall readiness.

III.  OPERATIONS.  Once delivered to an operational site, the ATH staff and a limited number of base support staff can erect each increment of the ATH into fully operational status within 24 hours.  As a minimum, the following base support personnel are needed during this setup period:  electrical systems, power production, utility systems, communications,  fuels delivery and potable water delivery personnel, and sanitary waste system specialist.  ATH commanders must assure medical personnel are trained in forklift operations, and have the ability to establish power in the ATH utilizing generators on the Allowance Standard (AS).  The Civil Engineer will be responsible for connecting the ATH to the commercial power grid.  In addition, ATH commanders must assure that the requirements discussed above are coordinated with appropriate agencies prior to deployment.  The goal is to provide sustained quality medical support to deployed forces.
IV. COMMAND AND CONTROL RELATIONSHIPS STRUCTURE.  ATH assets are

apportioned to Unified and Specified commanders (CINCs) to support Operational Plans (OPLANS).  Specific UTC taskings are reflected in the USAF War and Mobilization Plan (WMP) and are sourced through each respective parent MAJCOM.  Deployment of personnel, equipment, and supplies is sequenced through each plan’s Time Phased Force Deployment Data (TPFDD).  Operational Control (OPCON) of the deployed ATH resides with the deployed installation commander, as specified in the Operations Order (OPORD).  The ATH commander makes day-to-day operational ATH decisions and is responsible to that deployed installation commander.  Additionally, the ATH commander has coordinating responsibility with the Joint Task force (JTF), Unified, or Specified Command Surgeon.  

V.  INTELLIGENCE/NATIONAL AGENCY/SPACE SUPPORT.  Air Force Space Command provides the space-based capabilities such as communications, position location, warnings, and weather information that may be needed to support Medical Treatment Facility (MTF) and Theater Aeromedical Evacuation System (TAES) operations.  Spaced-based communication systems, linked with terrestrial Command, Control, Communications, Computers and Intelligence (C4IM) systems, gives the theater surgeon and ATH commander the ability to more effectively and efficiently direct, monitor, and employ the deployed medical forces.

VI.  COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT.  ATHs will utilize Air Force communications units, which provide base communications voice and data infrastructure and long haul theater connectivity.  Communication requirements and frequency allocation issues must be coordinated prior to deployment.  The equipment used is evolving towards the goal of maximum interoperability to optimize joint arena communications and frequency issues.  Communication planners must coordinate frequency requirements through appropriate frequency management channels, i.e. installation, MAJCOM, theater, etc. to ensure all radiating equipment is spectrum certified and frequency supportable.  Military communications Electronics Board (MCEB) guidance must be obtained before assuming contractual obligations for the full-scale development, production, or procurement of systems.  Also, host-nation coordination must be initiated before contracting for a system’s full-scale development.  Air Force medical UTCs deploy with Land Mobile Radios (LMRs) for local use at their operational site.  LMRs will be allocated IAW the table of allowance and individual contingency operational considerations.  The ATH will always require BOS for deployed Network Control Center (NCC) functionality supplying networking core services; i.e., WAN network access, Information Protection, Network Operating System (NOS) domain architecture, TCP/IPP addressing, etc.  ATHs must deploy with their own computer systems in order to provide word processing, data base management, message text formatting, graphics, and Local Area Network/Wide Area Network (LAN/WAN) interface capability.  The deploying communications unit will not deploy with computers for the ATH to use.  Other deployed elements may provide alternate sources of communications in the event ATH primary communications become inoperable. 

VII.  INTEGRATION AND INTEROPERABILITY.  Integration of deployed assets within a theater is critical for successful operations.  Base Operating Support (BOS) is required for; messing, power, water, fuels, billeting, latrines, showers, laundry, waste management, non-medical transportation, non-medical maintenance and logistics, and security to sustain the medical mission of the ATH. 

VIII.  SECURITY.  The ATH will be protected as a controlled area in accordance with AFI 31-209, Resource Protection Program.  ATHs will generally be deployed to secured operating bases where the primary responsibility for base or garrison security is the host unit/wing.  ATHs do not always deploy to secure operating bases.  Mission requirements may dictate locating the facility outside of a base or protected area.  Medical forces must be trained and ready to assume responsibility for personal and facility protection.  Medical personnel may be armed for security of patients and personnel resources within the immediate ATH area as dictated by the current threat environment and the mission profile. ATH deployability includes the full spectrum of deployed scenarios, including humanitarian and civil disaster response.  The  medical community depends heavily on  the capabilities of base security forces for defense. 

IX.  TRAINING.  The Standardized Medical Readiness Training System (SMRTS) was developed to assist medical personnel in creating Air Force Specialty (AFS) training and mission specific medical readiness training plans.  The use of SMRTS optimizes the comprehensiveness of training programs.  ATH training will cover the entire spectrum of deployed medical operations and all phases of deployment, employment, and redeployment.  Readiness training will be conducted according to AF and/or MAJCOM directives.  Training may also be conducted in conjunction with sponsored or local training exercises, or in conjunction with operational deployments.  Joint training is encouraged to foster relationships and to enhance capabilities of each service.  The ATH will be assembled annually IAW current guidance, as part of its maintenance, training, and inventory requirements for deployment readiness.  Personnel assigned to mobility positions for the personnel package UTC should be knowledgeable of ATH operation.  Personnel assigned to UTCs FFGK2, FFGK4, FFGK5, FFGK6, FFGK7 augmentation packages must be fully qualified on all appropriate equipment prior to deployment.

X.  LOGISTICS.  Base Operating Support (BOS)  is required at every location where an ATH is established.  ATHs will deploy with adequate medical supplies to be self sufficient for 30 days.  ATH resupply packages provide an additional 30 days capability.  Service components are responsible for establishing a theater logistics and supply account system.  When the Single Integrated Material Line Item Manager (SIMLIM) is established, resupply will be coordinated accordingly.  Vehicle maintenance will be coordinated through local host or closest base with vehicle maintenance capability. 

XI.  SUMMARY.  The Air Transportable Hospital can deploy worldwide to support various operations.  By design, ATHs can be tailored and deployed to meet theater CINC requirements.  As ACC provides timely and effective aerial combat forces to the combatant commander in support of theater objectives, the ATH will support the mission, ensuring an optimum level of wellness for the supported population.  The ATH is a War Reserve Materiel (WRM) asset.  There are currently 26 ATH equipment packages in the inventory with an additional ATH being built.  Distribution is CONUS: 16 (+3 projected); USAFE: 2; PACAF: 3; Southwest Asia prepositioned: 5.  

SECTION 1 - GENERAL

1.1.  Purpose:  This document provides the concept of operations for ATH resources.  It describes command relationships, assigns tasks, and furnishes generic guidance for the utilization of an ATH in support of operations envisioned in the Regional Operational Plans (OPLANs), exercises in which medical forces participate, and contingency/humanitarian operations.   Specific information to amplify guidance contained in this CONOPS is included in Technical Orders (TO)/Technical Manuals (TM) and supporting Regional or other OPLANs.  This document also provides guidelines for identifying and defining ATH responsibilities; ensuring that ATH tasks, functions, and responsibilities are properly assigned; ensuring adequate resources are available to support global military operations associated with regional plans;  providing a source document for developing ATH policies, standard operating procedures and training programs;  validating future ATH requirements and revisions to appropriate planning and training concepts.

1.2.  Background: 

1.2.1.  ATH Prototypes:  In the mid-1970s, the Tactical Air Command (TAC) Surgeon (SG) tasked medical planners with examining the possibility of upgrading existing 24 Bed ATHs.  Simultaneous efforts by Army and Air Force agencies exploring field shelters, and U.S. Air Forces Europe (USAFE) research on medical operations in a chemical/biological (CB) environment ended in a revamping of the ATH concept.  Three prototypes were developed for separate locations: Clark AB, Langley AFB, and Ramstein AB.  These prototypes were still 24 Bed ATHs, but with new shelters.  The shelters were a combination of Tent Expandable Modular Personnel (TEMPER) tents, and International Standards Organization (ISO) shelters.  The configuration or layout for these prototypes interconnected the TEMPER tents and ISO shelters to provide an environment for medical operations.

1.2.2.  Introduction of the Chemically/Biologically Hardened Air Transportable Hospital (CHATH):  In 1982 - 1983 TAC/SG began to vigorously pursue upgrading ATHs to 50 Beds.  The driving force behind this initiative was the establishment of U.S. Central Command (USCENTCOM), a unified command with responsibility for the Southwest Asia Area (SWA).  

During this time a new Aeromedical Casualty Systems Program Office, AMD/RDSMM, at Brooks AFB, Texas was tasked to enhance the new 50 Bed ATH function with the capability of operating under Chemical/Biological Warfare (CBW) conditions.  This task resulted in the developmental program for the CHATH scheduled for fielding in the fourth quarter Fiscal Year 1998.  Guidelines within this document apply to general ATH as well as CHATH operations, unless specific differences are noted.

1.2.3.  ATH Allowance Standard (AS): The ATH AS, formerly Table of Allowance (TA) was upgraded after Operation Desert Shield/Operation Desert Storm in 1992 to incorporate improvements derived from lessons-learned.  In 1994, the 366 Medical Group at Mt Home AFB developed the Air Transportable Trauma Center concept to address the needs of Composite Wings and transportation constraints.  The result was a lighter first increment, renamed “Coronet Bandage,” which was field-tested in 1995.

1.3.   Threat:  Global Engagement charges USAF forces to be able to rapidly deploy to various
parts of the world.  People, systems and facilities of supporting bases are essential to the launch, recovery, and sustainment of aerospace platforms.  Medical services are crucial to base defense and quick resumption of operations after attack.  Because of the wide variety of possible operating locations and potential adversaries, there exists a broad range of potential threats.  The National Air Intelligence Center’s “Threat Compendium, Worldwide Threat to Air Bases:  1993-2003,” NAIC-2660f-265-93, 24 Sep 93; and the “Air Base Systems, Threat Environment Description,” NAIC-157-664-95, June 1995, are baseline threat references for air base operations.  Threats can be viewed from a perspective of type of injury as well as types of weapons and personnel or activity.  Major threats expected during Small Scale Contingency Operations (SSCOs) include terrorism and Information Warfare (IW).  With the high probability of US Forces engaging in some form of  SSCO, deployed commanders must be ready to protect contingency locations against terrorist and IW type threats.  (“Low-end” threat does not diminish the seriousness of the threat – e.g. Marine Barracks, Khobar) The expected threats during theater warfare are more diverse.  They include IW and terrorism as well as air-to-surface munitions, surface-to-surface munitions, Special Operations Forces (SOF), and Nuclear, Biological, and Chemical (NBC) weapons.  Many foreign nations maintain military special operations forces.  These units are usually the elite of the military and carry out specialized missions to meet military/political objectives.  These missions often include (but are not limited to) unconventional warfare, counter-insurgency, internal security, reconnaissance, and direct action operations.  While these forces carry out many missions, they generally do not target foreign forces during peacetime except for possible intelligence gathering.  During wartime, SOF can pose a very dangerous threat to US forces.  Usually the best trained and equipped units in the military, they can cause serious damage by targeting specific components of a foreign forces’ military (logistical nodes, power supply, air defenses, critical personnel, etc.).  The importance of air power and relative location to the “front lines” will make US air bases a high priority target for SOF.  Because of their highly mobile nature, SOF generally do not carry heavy weapons but are usually very adept at using explosives.  The use of man-portable surface-to-air missiles gives SOF the capability to engage US aircraft on takeoff and approach.  This could be one of the more effective and cheaper ways to engage high priority air assets.  Depending on the circumstances, the nature of US air power may attract terrorist attention throughout the world.  It should be remembered that terrorist aims are generally political in nature and therefore the methods of operation are different than a conventional ground force or SOF.  Generally, US military installations are not targeted by terrorists because of their relatively high security.  In 1996, military installations comprised only 5 percent of anti-US targets.  Currently, the most common method of attack is bombing.  In 1996, 75 percent of all anti-US attacks were bombs.  The bombing of a facility is more sensational and can be done with relative ease (versus a kidnapping or assault).  Terrorist organizations have access to the world arms market (both legal and illegal) and therefore the only limit in obtaining these weapons is funding.  Weapons of all types to include explosives, automatic weapons, and even hand-held surface-to-air missiles can be obtained for the right price.  It is conceivable that during conventional theater warfare, terrorist attacks against US installations could become bolder.

1.3.1.   Disease Non-Battle Injury (DNBI):  This threat is variable, depending on the site of 

operations, and is determined by endemic disease, climate, terrain, socioeconomic conditions, and types of operations required.  Historically, this threat has accounted for over 80% of personnel admitted to hospitals during conflict.  Preventive medicine teams, theater epidemiology teams, proper waste management, consultation with specialists, availability of advanced treatment modalities and diagnostics, and medical information management systems are required to minimize this threat.  Medical planners should ensure that appropriate functional teams are provided on site, or that they deploy in conjunction with the ATH.

1.3.2.   Conventional and Exotic/Unconventional Weapons:  These weapons carry the potential 

to inflict personal injury in the form of trauma of varying degree.  They also threaten medical equipment compromise or destruction, thereby hampering efficiency and effectiveness of medical operations.  Weapons in this category include precision guided munitions, anti-personnel/vehicle mines, tube and rocket artillery, aerial bombs, Unmanned Aerial Vehicles (UAV), cruise missiles, ballistic missiles, airborne carbon fibers, metal-embrittling liquids, high-power microwave, and directed energy weapons.  The accuracy of most foreign systems is not up to par with US systems (there are some guided weapons in foreign inventories) so the targeting of specific aim points will probably not be effective.  The result of this is that there could be wide collateral damage to areas of the base not specifically targeted.  Some Theater Ballistic Missiles (TBM) have circular error of probability accuracy of up to one-half mile or more.  Air-delivered munitions are more accurate than TBMs but still will not be as accurate as similar US systems.  Many of these weapons are subject to use by saboteurs, terrorists, special operations forces, as well as general purpose ground forces.  Effectiveness of traumatic injury therapy is related to advanced diagnostic capability; use of equipment and techniques representative of the current standard of care; specialty consultation; medical information access; communication and air evacuation; and ability to process tests and data rapidly. 

1.3.3.
Weapons of Mass Destruction (WMD):

1.3.3.1.  Nuclear:  These weapons range greatly in size and energy yield and can be employed by a variety of means.  Nuclear capability is possessed by a growing number of countries.  While blast and thermal injury will account for most of the casualties, radiation effects will also be significant.  A nuclear incident has the potential to instantaneously produce a very large number of casualties, severely burdening the entire medical evacuation and treatment system. The difference between conventional weapons and nuclear weapons is the different types and extent of injuries produced.  Many of the patients injured by nuclear weapons will require evacuation.  The multiply injured patient will be at extremely high risk, frequently requiring ventilator respiratory support.  Effectiveness of treatment is related to appropriate supply levels and numbers of medical personnel, advanced diagnostic capability, use of equipment and techniques within the current standard of care, specialty consultation, medical information access, communication and air evacuation, and ability to process tests and data rapidly. 

1.3.3.2.
Chemical/Biological (CB):  

1.3.3.2.1.  Chemical and Biological Weapons:  Chemical and biological weapons are a relatively cheap force multiplier that many nations are in the process of obtaining or have already obtained.  The production processes for chemical and biological weapons are very similar to those of industrial-use chemicals and pharmaceuticals.  Therefore, any country with a developed chemical or pharmaceutical production capability has the inherent ability to produce CB agents/weapons.  It should be remembered though, that production of these agents is different from the ability to effectively employ them.

1.3.3.2.2.  Employment and Delivery of Chemical and Biological Weapons:  The effective use of chemical weapons relies on many factors including an effective employment strategy, a delivery platform and the agent itself.  While many nations have possession of chemical agents or the capability to produce them, few have the doctrine established to use them in any manner other than as a weapon of mass terror.   A nation must also have a method to deliver the agent.  Most conventional munitions can be modified to deliver lethal and non-lethal chemical agents.  Typical delivery methods include:  aerial bombs, artillery rockets, artillery shells, mortar rounds, mines, and missile warheads.  Chemical agents can also be dispersed using air and ground-based aerosol generators or sprayers.  Whichever method is used, enough agent must be dispersed to be effective.  A rough rule of thumb is that one ton (about four 55-gallon drums) of agent is enough to effectively contaminate one square mile.  The number of casualties depends on the number of people in the area, the length of warning, and the degree of protection, as well as the persistency and lethality of the agent used.  The weather is also a major factor as it affects chemical dispersal and dissipation.

1.3.3.2.3.  Types of Chemical and Biological Weapons:  Many nations posses some degree of CB offensive capability.  The primary threat is in the form of lethal, persistent chemical agents and agents of biological origin, both of which can cause incapacitation or death.  Use of these agents may force personnel to operate in a restrictive protective environment for days or weeks.  Protective barriers against Biological Warfare (BW) agents are similar to those for Chemical Warfare (CW) agents.  BW agent attacks, however, are not easily detected as there may not be explosions or plumes.  There may also be a characteristic delay in symptoms, which may mimic those related to common organisms and substances in the natural environment.  Ongoing BW programs in several countries, facilitated by advances in related technology and a growing range of available delivery means, present an increasing threat.  Prospects for terrorist use of biological agents also appear to be increasing, to include attacks within the CONUS.  BW agent events can occur at times other than deliberate hostile action, such as a BW facility accident, military strike on a BW installation, or exposure to downwind agent from a distant target.  Lethal chemical agents can be divided into four types:  nerve, blood, blister, and choking agents.  Choking agents are the oldest chemical warfare (CW) agents and include phosgene and chlorine.  Because they are gases, they are non-persistent and dissipate rapidly in a breeze.  Blood agents are absorbed into the body primarily by breathing.  They prevent the normal utilization of oxygen by the cells and cause rapid damage to body tissues.  Blood agents such as hydrogen cyanide (AC) and cyanogen chloride (CK) are highly volatile and in the gaseous state dissipate rapidly in air.  Blister agents are used primarily to cause medical casualties.  These agents may also be used to restrict use of terrain, to slow movements, and to hamper use of materiel and installations.  Blister agents affect the eyes and lungs and blister the skin.  Sulfur mustard, nitrogen mustard, and lewisite are examples of blister agents.  The last type of CW agent is nerve agent.  These include the G series and V series of agents.  Nerve agents affect the nervous system’s ability to function correctly, thereby interrupting bodily functions such as breathing.  There are also a whole range of non-lethal agents that have been developed to include tear gas, vomiting agents and psychochemicals.  These agents would generally be used in conjunction with lethal agents, for example, using a vomiting agent to keep troops from donning protective masks and then employing lethal CW agent.

1.3.3.2.4.  Chemical Vs Biological Warfare:  Biological Warfare (BW) agents are inherently more toxic than CW nerve agents on a weight-for-weight basis and can potentially provide broader coverage per pound of payload than CW agents.  They can also be dispersed by the same methods as CW agents.  Moreover, they are potentially more effective because most are naturally occurring pathogens which are self-replicating and have specific physiologically targeted effects, whereas nerve agents are manufactured chemicals that disrupt physiological pathways in a general way.  To a country considering a BW program, one advantage over chemical or nuclear weapons is that there are few reliable BW detection devices currently available. Furthermore,  there are no recognizable signals to the human senses. Biological weapons can be targeted not only against personnel, but also against crops, domestic livestock, and specific kinds of materiel.  BW agents include both pathogens - such as bacteria, viruses, and fungi - as well as toxins.  Pathogens, defined as organisms that cause disease in man, may be grown and exploited for military purposes, as is the case with the bacterial agents that produce anthrax, plague, tularemia, and Q-fever.  Other known BW threat agents include viruses.  As BW agents, these organisms can produce a wide range of results, with varying degrees of toxicity and time of onset.  The route of entry - percutaneous, ingestion, inhalation, parenternal - impacts dramatically on the effective dosage of the agent.  Alternatively, organisms can be grown to produce toxins that are exploited in weapons, as for example, Clostridium Botulinum, a toxin-producing organism that is the causative agent of botulism.  Toxins are poisonous compounds produced by living organisms.  They are usually proteins that act upon specific receptors in the body.  Toxins can be either lethal or highly incapacitating, with some having potentially greater toxicity than well-known CW agents.  Toxins are produced by a variety of organisms, including microbes, snakes, insects, spiders, sea creatures and plants.  Algal toxins (derived from fungus) are suited for BW purposes because of their high toxicity, the lack of vaccines and medical treatment, and the lack of detection systems deployed against them.
1.3.3.2.5.  Growing Biological Warfare Threat:  Due to proliferation of biological agent production abilities and means of delivery, the possibility of a BW attack or exposure event poses a significant threat.  A growing number of countries will be able to employ UAVs, cruise missiles, and ballistic missiles for biological agent dissemination.  Submunitions, which increase the threat posed by ballistic missile warheads, are expected to become more widely available.   BW agents can also be used with tube and rocket artillery, aerial bombs, submunition dispensers for aircraft, and in spray devices.  Munitions that combine fragmentation or flechette effects can be used, inflicting conventional-type injuries combined with biological.

1.3.3.2.6.  Anthrax:  Most infectious BW agents, such as Bacillus anthracis, the causative agent for anthrax, cause disease after 2 or more days in unprotected directly exposed individuals.  This BW agent presents the greatest immediate hazard.  The inhalation form of the disease is very difficult to treat and the effects are usually lethal.  Some agents, such as the organisms that cause smallpox and plague, could initiate contagious spread beyond those directly exposed.  Toxin agents, such as Botulinum toxin, can cause debilitating or lethal effects within a few hours of exposure, but are not contagious.

1.3.3.2.7.  Effects of Chemical/Biological Warfare on Medical Protection:  BW weapons can be employed in an effort to reduce effectiveness of medical protection.  Primary targets are support facilities such as ports, airfields, industrial sites where large numbers of unvaccinated personnel may be exposed.  Widespread and sporadic BW attacks would attempt to force a protective posture, thereby degrading US operational effectiveness.  Possible reactive threats include misinformation about BW capabilities, attempts to discredit US Chemical Biological Warfare Defense (CBWD) products program, interference with CBWD medical defenses through sabotage, and employment of agent mixtures during attack.  Feasible threats include development of alternate BW agents such as hemorrhagic fever viruses for which there are no available vaccines or effective treatment; altering properties of bacterial, viral, and toxin BW agents so that current treatment is ineffective.  Effective CBWD requires detection and warning, individual protection, collective protection and decontamination capabilities.  

1.3.3.2.8.   Improved Medical Protection:  Appropriate medical defenses can dramatically influence the outcomes of a BW attack.  The Chemically Hardened Air Transportable Hospital (CHATH) is a major initiative to improve CB protection as well as protection from dust particle nuclear fallout and may offer airborne carbon particle protection.  As a collective protection measure, the CHATH permits medical treatment and rest in a shirt-sleeve environment.  The most important BW preventive measure is vaccination, which should other protective measures be breached or be unavailable, represents a primary BW defense.  Preventive medicine and medical surveillance teams coupled with advanced medical information, communication, and diagnostic systems represent medical defense capabilities which work in complement with other current and projected BW defensive measures, such as reconnaissance, sampling, detection, identification, warning, and physical protection provided by masks and shelters. 
1.3.4.  Information Warfare (IW):  An increased need for digital electronic transmissions and reception of information will explode across the new technology-driven environment.  Increases will occur in the total volume of substantive information demanded and in that portion of information which is both moved and used in information systems.  This will lead to new and broad dependencies upon information as a functional element within civilian and military organizations and infrastructure.  Information systems, their burgeoning connectivity, and the wealth of valuable information processed by, and stored in those systems, make them attractive targets for compromise of data, corruption of data, disruption of system operations, or actual physical destruction of equipment.  They are faced with threats, worldwide in origin, technically diverse, multifaceted, and growing rapidly.  Electronic attacks against computer networks offer relatively low cost, low risk, and high potential payoff.  As medical technologies such as digital imagery, telemedicine, electronic communications and information storage proliferate, IW can pose a significant threat to the medical community.  Foreign corporate or industry intrusions (industrial espionage), terrorists, hackers, and organized crime may be greater threats than foreign military forces, particularly in peacetime.  During wartime, foreign nations will attempt to corrupt US communications flow.  If a nation does not have the capability to do this on its own, it may contract out to individuals or terrorist organizations with the capability to do so.  The ATH communications systems will be subordinate to the NCC, in order to capitalize on the NCC’s Information Assurance doctrine and Information Protection capabilities.  The ATH will abide by the AFFOR Network Operation and Security Center (NOSC) and NCC communications design architectures, operational rules of engagement (ROE), and MAJCOM’s preferred products lists to minimize the IW threat.

SECTION 2 - DESCRIPTION

2.1.  Mission/Tasks:  “Medical Readiness encompasses the ability to mobilize, deploy and sustain field medical services and support for any operation requiring medical services; to maintain and project the continuum of healthcare resources required to provide for the health of the force; and to operate in conjunction with beneficiary healthcare” (DoD definition, Nov 93).  The ATH supports National Military Strategy and is the premier deployable asset and major weapon system of the AF medical community.  The medics prevent non-battle diseases and treat non-battle injuries.  In defending, the medics provide immunization and vaccines to prevent casualties for chemical/biological attacks and endemic threats.  If necessary, the medical community conducts recovery operations by treating and air evacuating battle casualties and necessary disease/non-battle injury (DNBI) patients.

2.2.
Description/Capabilities:  The ATH provides medical care to deployed members of US 

forces, allied forces, non-military personnel as determined by theater policy, and when tasked, general populace and wounded enemy prisoners of war.  The ATH has the ability to rapidly deploy to provide medical support to Air Force operations worldwide during contingencies.  The ATH is capable of supporting deployed forces of 3000-5000 personnel for 30 days, providing second echelon and limited third echelon (2E/3E) medical support; not definitive care.  Capabilities include Advanced Cardiac Life Support (ACLS); Advanced Trauma Life Support (ATLS); emergency services; outpatient services; limited in-patient holding capability; resuscitative, general, and orthopedic surgery; laboratory services; x-ray services; pharmacy services; dental services; medical maintenance, and administration.  It also provides capability to stabi1ilize casualties for return to duty or evacuation.  The ATH will not provide re-constructive surgery or rehabilitative services.  The ATH contains sufficient manpower to operate 12-hour shifts, 24 hours per day, 7 days per week for essential services (i.e. emergency department and surgical capabilities).  Some services may be staffed to accommodate minimum requirements (i.e. 2 dentists to provide only emergency or sick-call type services vs. routine exams and cleanings). The ATH requires substantial BOS as shown in Figure 2.  The Chemically/Biologically Hardened Air Transportable Hospital (CHATH) is in development and offers capability to perform medical operations in a shirtsleeve atmosphere in an active CB environment.  ATH components are used like building blocks, allowing planners to mix and match UTCs to support a contingency or for developing OPLANS.  ATH components are deployed in various combinations to support a specific population size and deployment scenario.  Equipment packages are designed to meet highly mobile and austere conditions with adequate support services.  As the workload changes, personnel and equipment packages can be tailored, replicated or combined with previously deployed UTCs as needed.  The ATH has a modular design that allows it to support a multitude of varied mission requirements.



Figure 1

2.2.1.  Coronet Bandage:  Coronet Bandage (First Increment).  FFGKB (equipment), FFGK5 (49 core personnel) and FFGK6 (11surgical personnel) make up the first increment of an ATH.  Two temper tents house a 10 Bed facility with emergency room, surgery and hospitalization capabilities.  This system is used for quick response with limited numbers of casualties expected or to establish an initial care facility until remaining ATH increments arrive.  The Coronet Bandage may be combined with a specialty-set UTC for  telemedicine capability in certain operations.  Personnel work closely with Aeromedical Evacuation UTCs for enhanced patient support until the patient is evacuated.  The Coronet Bandage supports a deployed force from 500 to 1500 personnel for 30 days without resupply.  Airlift needed for equipment and 60 personnel is two C-141’s or one (1) C-17 for equipment/rolling stock and personnel (rolling stock includes one ambulance and a 400 gal water buffalo).  This package may be tailored with reduced personnel and equipment to serve as the major medical component for an Air Expeditionary Force (AEF).  Configuration is as shown in figure 3 (Non-hardened ATHs should be set up similarly except that ECU’s may be used in place of CHAMPS, two per tent, one at each end, on alternate sides, motor blowers not required).  

2.2.2.  25 Bed ATH (CORE ATH):  FFGKB (10 Bed equipment package) and FFGKC (second increment of an ATH) together, provide equipment to upgrade FFGKB to 25 beds.  This medical system is composed of 89 personnel or expands to 100 personnel if the surgical personnel augmentation (FFGK7) UTC is added.  It can be referred to as the core ATH package due to the ability to accept specialty set modules as required by operational determinants.  Specialty modules compatible with this system include the Critical Care Team (FFCCU), Patient Retrieval Team (FFGLE), Gynecological Treatment Team (FFGYN), Infectious Disease Team (FFHA2), Oral Surgery Augmentation Team (FFMAX), Pediatrics Team (FFPED), Pediatric Dentistry Team (FFPDD), Primary Care Team (FFPRM), and Ancillary Personnel Team (FFANC).  This system is composed of temper tents and ISO shelters and offers a 25 Bed facility with Emergency Room, surgery, dental and hospitalization services.  Rolling stock includes two additional ambulances and a 2 1/2 ton truck.  It is designed to support a deployed force of 1500-3000 people for 30 days.  Airlift required is eight C-141’s or three (3) C-17s, for both the FFGKB and the FFGKC.  Configuration is as shown in figure 4 (Non-hardened ATHs should be set up similarly except that ECU’s may be used in place of CHAMPS, two per tent, one at each end, on alternate sides, motor blowers not required).  

2.2.3.  50 Bed ATH:  FFGKA (FFGKB, FFGKC, and FFGKD) is comprised of 117 personnel or with the FFGK7, 128 personnel.  This package is the 50 Bed facility with Emergency Room, surgery, dental, and hospitalization services.  It is capable of supporting a deployed force of 3,000 to 5,000 people for 30 days.  The 50 Bed Air Transportable Hospital (ATH) is an advanced second echelon facility with limited third echelon capability.  It provides for:  triage, trauma casualty management, resuscitative, general, orthopedic, surgical stabilization, medical, dental, inpatient and outpatient capability, ancillary support services (pharmacy, x-ray, lab), and evacuation preparation.  Airlift needed for FFGKA is ten C-141s or six C-17s.  Specialty modules that can enhance capability include:  Ambulance Augmentation Package (FFAMB); Endodontic Augmentation Team (FFEND); Ear, Nose, and Throat (ENT) Augmentation Team (FFENT); Ophthalmology Augmentation Team (FFEYE); Mental Health Rapid Response Team (FFGKV),  Mental Health Augmentation Team (FFGKU); Neurosurgical Augmentation Team (FFNEU); Urology Team (FFPPT); Thoracic/Vascular Surgical Team (FFGKT); CT Scan Team (FFHA4);; Periodontics Augmentation Team (FFPER); and Fluoroscopy/Angiography Team (FFXXX).The 50 Bed ATH can also be expanded to 100 beds by adding UTCs such as the 50 Bed Multiservice Unit and the Operating Room Expansion Unit (UTC designations TBD).  Additional equipment is provided by two additional equipment UTCs:  one provides equipment for the 50 Bed Multiservice Unit (two 96 foot TEMPERs); and the second provides for two additional operating tables (one ISO shelter) (Note: PACAF is authorized an additional ISO shelter used for sterile supply.)  Configuration is as shown in figure 5.  Sample internal configuration for ATH TEMPER and ISO is shown in figures 6 and 7 (Non-hardened ATHs should be set up similarly except that ECU’s may be used in place of CHAMPS, two per tent, one at each end, on alternate sides, motor blowers not required.).  

2.2.4.  Chemically/Biologically Hardened Air Transportable Hospital (CHATH):  The CHATH represents a modified version of the existing ATH created to minimize the impact of operations in an NBC contaminated environment.  It is intended to provide for essentially the same capabilities as an ATH in a high NBC agent threat area.  The CHATH is an evolving system which will incorporate improvements as they are developed.  While a CHATH would not intentionally be assembled in a contaminated area or adjacent to high potential targets of NBC attack, the area of the hospital may become contaminated due to its proximity to other facilities or from a drift of contamination. 
2.2.4.1.  CHATH Capabilities:  The CHATH is capable of deploying by increment, and interconnecting its components.  CHATH consists of a tented facility, with or without attached International Standards Organization (ISO) shelters, supporting 50 patient care beds (incrementalized as 10 Bed, 15 Bed and 25 Bed components).  The system includes one operating room (two operating tables), ancillary support services (lab, x-ray, pharmacy), equipment and personnel capable of providing resuscitative surgery, postoperative stabilization, and general medical and dental care for patients. Additionally, it will allow for triage, casualty handling, and patient decontamination. (Note that the Patient Decontamination Team and Bioenvironmental Engineering Team are not included in the ATH package.)   Increments are functional in Coronet Bandage, 25 Bed or 50 Bed configurations.

2.2.4.2.  CHATH Operations in NBC Environments:  The CHATH system is designed to be able to operate in an active NBC environment for 72 hours at a time without additional support.    Medical staff inside operate in 12-hour shifts, 24 hours per day, seven days a week, but can only be “locked down” for 72 hours without the need for relief and resupply of water and rations.  Early in an operation, plans should be made for resupply.  Consideration must be given to the total requirement for Battledress Overgarments (BDO) needed for Mission Oriented Protective Posture (MOPP), how clothing and BDO gear will be provided for those who have contaminated items, disposal of waste, and entry and exit procedures.  Contact with appropriate base personnel should be made early to acquire and stock contingency supply items within the CHATH and to develop a system for resupply and disposal.

2.2.4.3.  CHATH Positive Pressure Requirements:  CHATH is based on the principle of resistant liners coupled with filtered air supplied in a volume that creates positive pressure within the ATH.  This positive pressure must be maintained during an active NBC (protection from nuclear threat pertains to dust particles) environment.  Pressure must not fall below 0.4 Inches Water Gauge (IWG) in an active agent environment.  Pressure gauges and alarms incorporated within the system are indicators that warn of potential problems within the ATH allowing personnel to implement corrective actions.  The Chemically Hardened Air Management Plant (CHAMP) is the primary Heating, Ventilation, Air Conditioning (HVAC) system for the CHATH.  Hardened C-100 Environmental Control Units (ECU)/Field Deployable Environmental Control Units (FDECU) provide HVAC for the ISO shelters.

2.2.4.4.  CHAMP Capabilities:  The CHAMP is equipped with an internal generator capable of providing necessary internal power.  When CHAMPs are initially powered by the base or commercial power grid or by external generators and that power is lost, the internal generator is designed to automatically activate in sufficient time to maintain positive pressure inside the CHATH.  A spare CHAMP is provided with the 25 Bed and 50 Bed configurations to use in the event of failure or need for maintenance. Motor blower units are supplied with the Coronet Bandage to use in the event of the failure of one CHAMP unit.  If sufficient positive pressure is not maintained within the CHATH, NBC protection is not assured.  (CHAMPs can also be used as the primary HVAC system in a non-chemically hardened ATH equipped with standard cloth liners.  Maintained positive pressure and air filtration is not an issue when used in this manner.)

2.2.4.5.  CHATH Set-Up Configuration Requirements:  The CHATH system must be set-up and maintained in specific configurations.  Detailed instructions for assembly and maintenance are covered in the CHATH Technical Order (TO) or Technical Manual (TM) which will be provided and reviewed at time of delivery of the system.  ACCI 41-151, Medical Deployment Support, also contains useful information.  The user should keep in mind that the integrity of the liners and the ability to pressurize the CHATH is the key to protection.  Site selection is important.  Good drainage of water away from the CHATH and ditching around the assemblage is necessary to facilitate flow of patient decontamination gray water away from the facility.  Proper site and drainage will also prevent pooling of water under the assemblage during wet weather. When assembling the CHATH, interior lights must be hung with significant slack in the straps to prevent tension caused when the system is pressurized.   The Coronet Bandage requires two CHAMPS; the 25 Bed CHATH requires two CHAMPS and three ECU/FDECUs with supplemental blowers; the 50 Bed CHATH requires four CHAMPS and three ECU/FDECUs with supplemental motor blowers.  For a pictorial representation of the CHATH system, see figures 3, 4, and 5.  (Non-hardened ATHs should be set up similarly except that ECUs may be used in place of CHAMPS, two per tent, one at each end, on alternate sides, motor blowers not required.)  

 2.2.4.6.  Protective Entrances and Liners:  Protective entrances (PE) provide controlled entry into the CHATH so that positive air pressure loss is minimized.  In an active threat environment specific procedures must be followed to ensure positive pressure is maintained.  Patients as well as staff and any equipment must be decontaminated as needed and shown to be contamination free through use of the Chemical Agent Monitor (CAM) or other detectors prior to entry into the CHATH.  Two separate entrances, Tunnel Airlock Litter Patient (TALP), are installed at the front of the emergency room in all configurations.  An additional set is installed at the rear of the emergency room in the 25 and 50 Bed configurations.  A (PE) is installed along with each set of TALPs as well as at one end of each patient ward once the 25 Bed or 50 Bed system is assembled.  The Medical Supply Airlock (MSA) is installed at the rear of the emergency room for the Coronet Bandage, at the front of the medical ward on the 25 Bed ATH, or at the front of the supply tent in the 50 Bed configuration.  Reference for PEs is Army Draft TM 3-4240-338-10, Operator’s Manual, collective Protection Equipment:  XM28.   Detailed preparation for CB exposure is documented in the CHATH Technical Order or Technical Manual provided with the system.  All PEs should be inspected for proper Velcro attachments and to see that egress/ingress slits mate together properly.  Cable/duct interface ports should be closed and the PE interior light should be plugged in.  TALPs should be inspected for stability and interfaces examined.  All liner material should also be inspected to ensure zip lock seams are tight and any holes repaired.  Care must be exercised to ensure liner zippers are tight and without kinks before TEMPER flooring material is laid over the liner. In the event of fire, the PEs should be removed by disconnecting Velcro attachments to facilitate rapid egress, with the understanding that donning of MOPP gear will be required for all personnel including patients when this is done.  Use of a knife to cut through liner material is required for emergency egress in sections of the hospital which are not in proximity to a PE.  Ensuring vestibule membrane accessibility will facilitate sealing off of sections of the hospital which may be necessary in the event of severe damage to a portion of the CHATH.

2.2.4.7.  MSA Use and Waste Removal Systems:  The MSA is used for the entry and exit of bulky items and removal of waste.  While water and latrine systems are in the developmental process, field commodes, or portable latrines when acquired, are set up within the facility. Latrine areas should be provided with privacy curtains (only for use during the 72-hour lock-down procedure) and positioned at the end of the tents near the CHAMP interface (air intake). The MSA may also be used for storage of waste near the exit passageway until it can be safely removed.  Some supplemental bottled water may be stored near the passageway entry to the main tent, as space allows.  All efforts must be made to work with CE towards providing a seepage pit or sewer access.  The system should use buried PVC pipe which is accessible to at least one sink drain, preferably on the medical ward area, for liquid waste (including gray water) disposal.  Ideally, a “Y” connection which can be capped should be made at the drain to allow disposal of liquid waste without actually using the sink.  Drainage pipes that exit the CHATH complex must be buried and have a mechanical trap, “P” or “S” type trap that creates a physical barrier to prevent a port of entry into the CHATH should a contaminated environment develop.  If plumbing installation is not possible, liquid waste must be contained in garbage cans and plastic bags until it can be removed from the MSA.

2.2.4.8.  Water Conservation and Provisioning:  During a 72-hour (or less) active contaminated environment, strict water conservation is of paramount importance.  Until a water system is developed, potable water supply will be bottled water, which will be stored throughout the facility.  Approximately 200 gallons of water should be maintained for emergency use.  When CB threat is high, garbage cans and Jerry cans will be filled and brought in to the facility for non-potable water use.  All waste will be bagged in plastic and removed through the MSA when necessary, ideally when the active threat has ceased.  Patient bedpans will be lined with plastic bags to prevent need for bedpan washing which will not be possible during a 72-hour lock-down procedure.  Food in the form of Meals Ready to Eat (MREs) will be stored in supply areas and at sites of opportunity throughout the facility when threat conditions warrant.  As recommended on MRE packaging, MRE heaters should not be used indoors.  This is particularly important in the CHATH.

2.2.4.9.  MOPP Procedures:  As with the ATH, appropriate level of Mission Oriented Protective Posture (MOPP) is always adopted when attack is imminent or occurring.  Only after inspection of the facility and confirmation of agent absence by available test units will the order be issued to change the MOPP level.  Ensuring the CHATH is ready for CB exposure will involve checking all penetration points for a good seal and turning on blowers with filters (at ECU/FDECU sites) if they are not already running (not required in low threat conditions).  The motor blowers have to be replaced about every 500 operating hours and therefore should not be used when there is little threat.  Depending on installation of the water system, supply to the sinks may need to be sealed.  If any water pipe or hose is exposed exterior to the CHATH, the water supply to the sinks should be sealed.  

2.2.4.10.  CHATH Cleaning Precautions:  Extreme care must be exercised to prevent damage to the liner system of the CHATH.  Exposure to caustic substances, including sodium hypochlorite (Clorox) must be avoided.  Floors must not be washed with sodium hypochlorite solution – use mild detergent and/or water only.  Sodium hypochlorite solution should be used as a decontaminant for equipment and surfaces (e.g. for blood spills) only with a controlled wipe-down procedure, taking care to prevent spills and splashes.

SUPPORT REQUIRED FOR ATH

	ITEM
	CORONET BANDAGE (I)
	25-BED ATH

(II)
	50-BED ATH

(III)
	CHATH 

(I)
	CHATH

(II)
	CHATH

(III)

	Site Preparation
	26,000 ft2
	40,000 ft2
	50,000 ft2
	26,000 ft2
	40,000 ft2
	50,000 ft2

	Billeting
	60 people
	100 people
	128 people
	60 people
	100 people
	128 people

	Latrine/

Showers
	70 people
	125 people
	178 people
	70 people
	125 people
	178 people

	Food Service
	
	
	
	
	
	

	   Regular
	141 meals/dy
	285 meals/dy
	453 meals/dy
	141 meals/dy
	285 meals/dy
	453 meals/dy

	   Liquid
	9 meals/dy
	12 meals/dy
	20 meals/dy
	9 meals/dy
	12 meals/dy
	20 meals/dy

	Laundry
	3000 lb/wk
	6000 lb/wk
	9000 lb/wk
	3000 lb/wk
	6000 lb/wk
	9000 lb/wk

	Power
	100 kW
	200 kW
	300 kW
	200 kW
	300 kW
	400 kW

	Fuel
	
	
	
	
	
	

	  Diesel


	360 gal/dy
	720 gal/dy
	1080 gal/dy
	720 gal/dy
	1080 gal/dy
	1440 gal/dy

	Water
	2,000 gal/dy
	3,500 gal/dy
	5,500 gal/dy
	2,000 gal/dy
	3,500 gal/dy
	5,500 gal/dy

	Ice
	85 lb/dy
	150  lb/dy
	300 lb/dy
	85 lb/dy
	150  lb/dy
	300 lb/dy

	Waste 
	
	
	
	
	
	

	  Liquid
	1800 gal/dy
	3150 gal/dy
	4950 gal/dy
	1800 gal/dy
	3150 gal/dy
	4950 gal/dy

	  Solid
	6000 lb/dy
	11600 lb/dy
	18500 lb/dy
	6000 lb/dy
	11600 lb/dy
	18500 lb/dy

	Phones ( + encrypt device) 
	8
	10
	16
	8
	10
	16

	STU III
	1
	1
	1
	1
	1
	1

	Oxygen (LOX)


	40 gal/dy
	60 gal/dy
	80 gal/dy
	40 gal/dy
	60 gal/dy
	80 gal/dy

	Transport
	2 C-141
	8 C-141
	10 C-141
	2 C-141
	8 C-141
	10 C-141

	Equipment Movement
	13k forklift, flatbed truck
	13k forklift, flatbed truck
	13k forklift, flatbed truck
	13k forklift, flatbed truck
	13k forklift, flatbed truck
	13k forklift, flatbed truck


Figure 2

CORONET BANDAGE CHATH
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FIGURE 3

25-Bed CHATH
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FIGURE 4

50-Bed CHATH
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FIGURE 7
2.3.   Functional Description:  The following is an outline of ATH functional areas:

2.3.1.1.  Triage/Decontamination Area:  This area is composed of a minimum of one eight-foot tent section at the entrance to the emergency room section.  It provides a covered area without environmental control for initial entry of patients into the ATH.  In the CHATH system, this area provides needed high wind and ultraviolet (U-V) radiation protection for TALPs and protective entrances.  The decontamination tent and team operate adjacent to this area in a CHATH system (detailed information in the Air Combat Command Concept of Operations for the Wartime Medical Decontamination Team (WMDT).

2.3.1.2.  Emergency Room - Functional Area Code (FAC) A:  This combined outpatient clinic and trauma area is the major medical treatment area of the ATH.  This area functions as an outpatient clinic or a trauma treatment area.  It may, or may, not be possible for simultaneous operation of both functions.  Triage is an ongoing process in this and all areas of the ATH.  The emergency room provides space for six litters and storage of supplies and equipment.  Life saving capabilities are derived from the ability to perform transfusions, intravenous solution infusion, oxygen administration, ATLS procedures, and minor surgical stabilization procedures in the Coronet Bandage configuration.  A suction apparatus and defibrillator are also available.  Diagnostic equipment includes an electrocardiograph machine and vital sign assessment equipment.  An area for minor surgery and casting of patients is also provided.

2.3.1.3.  Preoperative - FAC D:  The surgical pre-op area provides for robing and disrobing of surgical personnel.  Four litter stations are provided for patients awaiting surgery in the 25 Bed and 50 Bed configurations.  It is adjacent to the Central Sterile Supply (CSS) area.  Over-flow will be on the surgical ward.  The scrub sink is co-located with CSS.

2.3.1.4.  Pharmacy - FAC E:  The pharmacy area is equipped to store and dispense medications 

needed for patient care.  Approximately five days supply is stored in this section.  The remaining medications are stored in the Medical Materiel section, and the patient wards.  Medications deployed with the ATH can be tailored to the geographical area of deployment.

2.3.1.5.
Laboratory (3:1 ISO Shelter) - FAC F:  The laboratory section is divided into work 

areas to do specific procedures.  It is equipped for hematology, chemistry, microbiology, and serology functions.  A small demineralizer is mounted in this shelter for specific laboratory needs.  The ISO shelter is deployed with the second increment.  Changes in the allowance standard for the laboratory section as a part of modernization provide for specific diagnostic capabilities based on projected operational need.  

2.3.1.5.1.  Coronet Bandage Laboratory section:  The I-STAT clinical chemistry analyzer was added to accommodate blood gases and provide a lightweight chemistry mix.  Two quick tests were added to provide the capability to test for cardiac Troponin.  Two simple kits were added to provide a basic toxicology screen and qualitative ethyl alcohol.  The Coulter Act-10 was added to the 1st increment to provide full hematology profiles with automated capability and speedy analysis for white blood cells and other tests.  The Abbott combo-pak pregnancy test was added to provide qualitative B -HCG for serum and urine at the 20 Mili-International Units (MIU) level.  The 10 Bed laboratory can perform the following tests:  
· GLUCOSE, BUN, UREA, IONIZED CALCIUM, SODIUM, POTASSIUM, CHLORIDE, TOTAL CO2

· BLOOD GASES (pH, PCO2, PO2)

· RAPID CARDIAC TROPONIN I

· CARDIAC STATUS CKMB-MYOGLOBIN

· TOXICOLOGY SCREEN URINE FOR DRUGS OF ABUSE (QUALITATIVE FOR PCP, OPIATES, THC, COCAINE, AMPHETAMINES, BARBITUATES, BENZODIAZAPINES)

· ETHYL ALCOHOL (POSITIVE GREATER THAN 20MG/DL) QUALITATIVE ONLY

· FULL CBC (WBC, RBC, HGB, HCT, MCV, MCH, MCHC)

· PLATELET CT

· RETICS

· DIFFERENTIAL

· URINALYSIS W/MICROSCOPIC

· PREGNANCY TEST (SERUM QUALITATIVE, URINE QUALITATIVE, BOTH SENS TO 20 MIU)

· GRAMS STAIN

· FLUID CELL COUNTS

· OCCULT BLOOD

· WET PREP

· KOH

· THICK/THIN MALARIA

· 30 UNITS RBCS (TYPE SPECIFIC)

· EMERGENCY WHOLE BLOOD DRAWN

· ABO/Rh TYPING

2.3.1.5.2.  Core (25 Bed) and greater ATH laboratory capability:  Additional testing slides (magnesium, CKMB, ammonia) were added to the chemistry panel of the basic clinical chemistry analyzer.  The Abbott TDX/FLX analyzer was added to provide the capability to perform gentamycin, amikacin, lidocaine, and procainamide in the event that the ICU or CCU specialty sets deploy without the Ancillary specialty set.  Microbiology capability was added to accomplish basic culturing and sensitivity for the ATH formulary drugs.  Quantitative ethyl alcohol detection capability was added due to the addition of the Abbott TDX.  The ability to cross-match units of blood was added to accommodate the 2E to 3E+ capability at the 25-90 bed configurations.  Ova and parasite concentration techniques were added for most intestinal parasites.  The MLA 750 coagulation analyzer was added to provide prothrombin times, partial thromboplastin times, and fibrinogen levels.  The D-dimer quick-test was added to assess Disseminated Intravascular Coagulation (DIC).  The following additional capability is provided with the deployment of the ATH second increment:
· CK-MB

· TOTAL PROTEIN

· AMYLASE

· MAGNESIUM

· TOTAL BILIRUBIN

· AST

· ALT

· AMMONIA

· QUANTITATIVE ETHYL ALCOHOL

· GENTAMYCIN

· AMIKACIN

· PROTHROMBIN TIME

· PARTIAL THROMBOPLASTIN TIME

· FIBRINOGEN

· D-DIMER

· CROSSMATCH

· OVA AND PARASITE CONCENTRATION TECHNIQUE

· THROAT CULTURE - ID BETA STREP GP A, GP B, PNEUMOCOCCUS, GP D

· URINE CULTURE - ID ENTEROCOCCIACEAE, BASIC SUSCEPTIBILITY

· WOUND CULTURE

· EYE CULTURE

· FLUID CULTURE

· EAR CULTURE

· STOOL CULTURE

2.3.1.5.3.  Ancillary Personnel Specialty Set:  This set can be added to a 25 Bed ATH or greater for added capability.  Additional tests are brought in with the ancillary laboratory to provide testing capability for other specialty sets, should they be employed.  Mental health, Head and Neck, ICU, and Neurology were consulted for additional test requests.  The Johnson and Johnson Vitros 250 chemistry analyzer was added to the Ancillary laboratory.  This instrument uses dry slide technology, providing numerous tests and the ability to handle demands of a patient surge. 

The following additional tests are available:

· THERAPEUTIC DRUGS 
· PHENOBARBITAL

· PHENYTOIN (DILANTIN)

· THEOPHYLLINE

· ALBUMIN

· ALKALINE PHOSPHATASE

· ALT

· AST

· BUN

· BUBC

· CALCIUM

· CHLORIDE

· ECO2

· GLUCOSE

· POTASSIUM

· T BILIRUBIN

· URIC ACID

· AMYLASE

· CK-MB

· CREATININE

· SODIUM

· QUANTITATIVE ETHYL ALCOHOL

· ACETOMINOPHEN

· SALICYLATES

· DIGOXIN

· DILANTIN

· CHOLINESTERASE

· MAGNESIUM

· AMMONIA

· URINE PROTEIN

· CEREBRAL SPINAL FLUID PROTEIN

· CEREBRAL SPINAL FLUID GLUCOSE

2.3.1.5.4.  Medical Theater Reference Laboratory (MTRL):  Testing beyond the capability of the ATH will be provided by a theater reference laboratory.  The following tests may be required, which are not possible with the ATH laboratory set-up:

· SPECIATE SALMONELLA

· SPECIATE SHIGELLA

· INITIAL ISOLATION OF YERSINIA PESTIS, FRANCISCELLA TULERENSIS, BACILLUS ANTHRACIS

· ISOLATION OF BRUCELLA SPECIES

· MONOSPOT

· RPR

· GC

· CHLAMYDIA

· CRYPTOSPORIDIUM IDENTIFICATION

· DEFINITIVE PARASITOLOGY (TRICHROME STAINING)

· TB 

· MYCOLOGY

· HBSAG

· HBCORE TOTAL

· HBCORE IGM

· HBC HEPATITIS C (HCV 2.0)

· HEPATITIS A

· HIV

· HTLV II

· ALBUMIN

· ALKALINE PHOSPHATASE

· ALT

· AST

· BUN

· BUBC

· CALCIUM

· CHLORIDE

· ECO2

· GLUCOSE

· POTASSIUM

· T BILIRUBIN

· URIC ACID

· AMYLASE

· CK-MB

· CREATININE

· SODIUM

· QUANTITATIVE ETHYL ALCOHOL

· ACETOMINOPHEN

· SALICYLATES

· DIGOXIN

· DILANTIN

· CHOLINESTERASE

· MAGNESIUM

· AMMONIA

· URINE PROTEIN

· CEREBRAL SPINAL FLUID PROTEIN AND GLUCOSE

2.3.1.6.  Radiology (2:1 ISO Shelter) - FAC G:  This section provides the capability to 

perform required x-ray for surgical support and diagnostic work-ups.  The equipment includes 

a  portable radiography unit which is supplied with the first increment. A radiographic table and Picker x-ray unit are supplied with the ISO shelter. An area is available to dry film, and to read wet/dry films on an x-ray viewer.  A cabinet is provided for the storage of exposed, undeveloped x-ray film.  A portable dark room is provided prior to delivery of the ISO shelter, which is deployed with the second increment.

2.3.1.7.  Administration - FAC J:  The command and administrative area consists primarily of office equipment such as desks, typewriters, and cabinets required to perform administrative tasks.  This section includes the functions of Patient Affairs and Medical Command.  A field safe is provided for storing classified information.

2.3.1.8.  Medical Materiel/Supply - FAC K:  This section consists of shelving and containers to store the majority of supplies for the ATH.  Housed in temper tent sections, it functions as a central warehouse for the ATH.  Safes are provided for storage of controlled pharmaceutical substances.  Brooks-Perkins containers (also known as ISU containers) used in shipping the ATH are used for supplemental exterior storage.

2.3.2.1.  Medical Maintenance - FAC L:  Housekeeping Maintenance FAC M; Shelter support Maintenance - FAC W.  The medical maintenance area consists of equipment and repair parts necessary to maintain the medical equipment in good operating order.  There is also a limited quantity of user maintenance supplies and parts to support the hospital complex. 

2.3.2.2.  Medical Ward - FAC N; Surgical Ward - FAC S:  These two-TEMPER wards provide limited definitive inpatient care.  Current designs call for the wards to be 25 beds each.  Medical equipment is essentially the same for each ward, but medical supplies will differ depending on the patient mix.  Bulk food containers are provided to carry the food from base support kitchens.  Equipment is also available to serve meals to bed patients.  The patient bed consists of a multiple position field hospital bed, and general purpose bed tray.  The beds can be furnished with an air inflatable mattress, pillow, and the necessary bed linens.  The distance between bed centers is approximately 60 inches, but can vary to maximize ward efficiency.  Cubical curtains for privacy are provided.  General patient care supplies are stocked including intravenous fluids, oxygen, suction, and monitoring equipment.  Field commodes are available for patient use when facilities external to the ATH cannot be used.  

2.3.2.3.  Operating Room - FAC Q; Anesthesia - FAC P: The ISO shelter (3:1), deployed as part of the second increment, has two operating tables with twin surgical lights, optimally mounted in the ceiling of the ISO.  When the first increment (Coronet Bandage) is deployed, operating tables and portable operating lights are used at one end of the Administration tent.  The operating area is complete with instruments, sponge basins, and kick buckets.  In addition, the following is available: defibrillator, resuscitator, vital sign monitoring devices, suction and pressure apparatus, x-ray viewers, sterile instruments, drapes, and supplies that are ready to use.  To maximize standardization of ATHs, packaging and storage of surgical instruments should be  based on the contents of standardized trays.    Deployable Medical Systems (DEPMEDS) trays identified for use include T001, Major Basic (x2); T002, Minor Basic (x2); T004, Minor Procedure (x2); T006, Cut down (x2); T007, Intestinal (x2); T011, Vascular (x2); T013, Tube Thoracostomy Thoracentesis (x1); T015, Tracheostomy (x2); T031, D&C (x1); T032, Basic Orthopedic Instruments (x2); T033, K-Wire/Steinmann Pin (x2); T034, Amputation (x2); T035, Soft Tissue Hand/Tendon/Foot (x1); T037, Burr Hole (x2); T052, Surgical Prep Set (x2); T053, Basin Set (x2); T060, Large Retractors Tray (x1); T062, Smedberg Drill and Bits (Manual) (x2); T064, Emergency Delivery (x1); T072, Gyn Trauma (x1); TO83, Liga Clip (x2); TO84, Hand Towel (x2); and TX12, Bookwalter Retractor (x2).  The anesthesia area consists of equipment capable of administering various anesthetic agents with oxygen.

2.3.2.4.  Central Sterile Supply - FAC R:  Central sterile supply contains space, furnishings, and equipment to receive, clean and sterilize packs, drapes, instruments, and other medical specialty items as required.  Autoclaves are located in this section for sterilizing packs and instruments.  An ultrasonic cleaner, sink, and heat sealer are included in this section.  Steam and exhaust from the sterilizers are retained with a water reclaimer unit.  Demineralized water, which is included in the AS, must be used for the sterilizers and water reclaimer units.

2.3.2.5.  Dental Clinic - FAC U:  The dental clinic provides an environment for required dental care for patients requiring timely intervention.  The dental chair may be positioned horizontally for conducting minor surgery in this area.  The dental treatment area will support most phases of general dentistry to include dental examinations, restorative dentistry, extraction’s, initial root canal treatment, periodontal therapy, and adjustments of prosthodontic devices (restorative capability is limited).  The major equipment consists of a high-speed dental treatment unit an overhead dental examination lamp, and a compressor.  Dental x-rays, oxygen and intravenous infusions are possible. 

2.3.2.6.  PreventiveAerospace Medicine and Mental Health Teams:  The Preventive Medicine (PM) teams 1 and 2, sometimes referred to as the Preventive Aerospace Medicine (PAM) team are separate UTCs - FFGL2 and FFGL3.  While these teams are not part of the ATH package, they are very important for effective operations.  The PAM team is a vital advance team which helps in setting up locations of facilities and addressing infrastructure needs such as water and sewer systems and disposal of solid waste.  They work closely with the ATH in preventive medicine and medical surveillance activities and will be tasked either with the 1st increment of the ATH or separately as the mission/scenario may dictate.  The PAM teams are responsible for providing initial public health, occupational, environmental, and disease assessment, surveillance, intervention, and abatement at employment locations.  PAM teams may deploy early-on in conjunction with the lead Wing (Red Horse Team or Engineering elements) to help establish base infrastructure.  PAM teams are also responsible for medical support planning; the security of food and water supply; providing medical input into the layout of sanitation facilities; and for the control of disease vectors.  The responsibility for tracking and monitoring of immunizations lies with PAM teams, while the actual storage and administration of immunizations is a core ATH immunizations function. Additionally, the Flight Surgeons of the PAM teams provide consultation for all aeromedical evacuation issues as well as consultation for all flyers.  The Mental Health Rapid Response Team (FFGKV) and the Mental Health Augmentation Team (FFGKU) are  similarly not an integral part of the ATH, but are likely to be needed and tasked in major  operations.  

2.3.2.7.  Patient Decontamination:  The Patient Decon Team, FFGLB (and equipment set, FFGLA) is a separate UTC.  The personnel and equipment sets must deploy with a CHATH to provide patient decontamination capability.

SECTION 3 - OPERATIONS

3.1 Employment:

3.1.1 Assumptions:
3.1.1.1.  ATH UTCs:  The ATH (equipment/personnel package) UTCs are identified in the Designed Operational Capability (DOC) statements for corresponding base.  The ATH may be prepositioned.  There are currently five ATH equipment sets propositioned in Southwest Asia, two in USAFE, three in PACAF, and the remainder in CONUS.

3.1.1.2.  Casualty Assumptions:  Casualties may be brought to the ATH via base vehicles and coworkers, under their own power, or via ambulance with medical supervision.  For planning purposes, the casualty rate is 264 per 4000 base population per 24 hours during normal conditions, or during surge conditions the ATH could receive the 264 casualties in 4 hours.  For both conditions the following distribution of severity will be used:  40 percent minimal, 10 percent immediate, 25 percent delayed, and 25 expectant.  Of the casualties admitted into the ATH more than 50 percent are assumed to be litter.  (Rate based on 66 per 1000 base population)  

3.1.1.3.  Casualty Care:  Casualties may have had only rudimentary first aid provided prior to the time of entry into the ATH (Self-Aid/Buddy Care).  Only living casualties will be processed into the ATH.  Casualties who may be contaminated with CBW agents will initially be managed by the patient decontamination team.  Should the ATH/CHATH be exposed to contamination during operational use, base support will be required for  decontamination..  This includes decontamination of site location when necessary.

3.1.1.4.  Casualty Evacuation:  Normally, casualties will be evacuated from the ATH within two to fifteen days, as determined by the theater evacuation policy.  The decision to evacuate patients is made by the commander of the ATH.  Effective C3 will exist between 2E through 4E and the Aeromedical Evacuation Control Center (AECC).

3.1.1.5.
 ATH Deployment/Re-Deployment:  Medical personnel will prepare the ATH for

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

3.1.1.6.  Base Civil Engineer Support Requirements:  Base Civil Engineers will be responsible for major maintenance of equipment (e.g. generators; HVAC systems; etc.). Support will be provided using Harvest Eagle/Harvest Falcon assets or similar components.

3.1.2.
General:

3.1.2.1.  Required Base Support:  Once delivered to an operational site, the ATH staff and a limited number of base support staff will erect each increment of the ATH and attain fully operational status.  Each increment is capable of full operations within 24 hours, once the site is determined and needed support is available.  Base support personnel will be needed to connect this system to the base infrastructure.  The additional base personnel required during initial setup include a forklift operator, interior/exterior electric specialists, power production equipment specialists, communications specialists, refueling unit operators, and civil engineer utility specialists.  While set up in conjunction with bare base, these personnel will come from in-place deployed personnel. Other base support services for requirements such as billeting, food service, waste management, transportation and communications must be available to support ATH and its staff.

3.1.2.2.  ATH Employment Role:  The employment role of the ATH is to support contingency operations with medical support that can be deployed worldwide and support the entire spectrum of contingencies from humanitarian missions to major theater war (MTW).  The goal is to deliver the greatest good for the greatest number with the highest quality medical care possible at deployed locations.  While deployed in a self-sustaining role, support UTCs will be required.  For the civil engineers, a tailored 4F9E5 UTC (27 civil engineers and 10 fire fighters) is required.  Other BOS personnel will also be required for an ATH (or CHATH) to function.
3.1.2.3.  Enemy Prisoners of War (EPW):   If EPWs are treated at an ATH, coordination with security forces is required to provide guards for prisoners.  It is important to note that the AE System does not have the capability to provide guards, and EPWs will not be accepted into the AE System without guards.  Guards assigned to medical prisoners must accompany them to the destination MTF.  

3.1.2.4.  Non-U.S. Armed Forces :  The operations CINC has approval authority for 

ATH to treat civilians, if the patient's injury or illness is directly related to U.S. Government operations in the area.  Care can be authorized to save life, limb, or eyesight.  Any local commander may authorize transport of a patient to the nearest suitable medical facilities when civilian facilities are not available.  In these immediate, extreme emergencies, the recipient will not be assessed a user charge for this humanitarian service.  Governmental policy on management of these patients is usually established early on in an operation.  If not, State Department guidance should be obtained.

3.1.2.5.  Documenting Patient Care:  Proper documentation of medical care will be accomplished on all patient treated at the ATH.  Utilization of the Standard Form (SF) 600 and SF 558  medical forms will suffice.  For patients being evacuated, the DD Form 602, Patient Evacuation Tag, or current AE patient record should accompany the patient to ensure appropriate care during transport.  This document is primarily used to direct and record en route care.  Medical orders should be clearly written on either the DD Form 602, "Patient Evacuation Tag," or the DD Form 1380, "U.S. Field Medical Tag.”  The DD Form 1380 will normally be used by the originating facility during contingencies.  The information on the DD Form 1380 may be transcribed to the DD 602 upon entry into the AE System.  Information should include both primary and secondary diagnoses, correct patient classification, and orders for all en route medications, care, and special diets.  A concise, pertinent nursing note from the referral MTF should be written on the back of the form as a transfer note.  At a minimum, the note should include the dates and times of last medications, vital signs, and treatment rendered.  A DD Form 601, "Patient Evacuation Manifest," (4 copies minimum) should be accomplished for each AE mission.  A temporary medical record is established at the ATH when a record from home station is not available.  The temporary record accompanies the patient when transported and is merged with permanent records after evacuation.  Records maintained with the ATH for personnel remaining deployed are merged with permanent records on deployment completion. 

3.1.2.6.  Patient Movements:  Patients transferred/evacuated will be transported with their medical records, valuables, personal effects and medically essential items.  While in theater, patients will also be transported with their chemical warfare gear as applicable.    When not otherwise coordinated, the originating MTF will be responsible for providing the items.  The time period stated in the theater evacuation policy commences with the date of admission to the first hospital.  The total time a casualty spends in all hospitals in the theater for a single episode of injury/illness (i.e., uninterrupted hospitalization) should not exceed the number of allowable days of hospitalization stated in the theater evacuation policy.  Shorter evacuation policies will normally be in effect for hospitals located in the Combat Zone than for hospitals located in the Communications Zone or intermediate supporting theater.

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

3.1.2.8.  Use of Protective Equipment:  During an attack, medical personnel will don protective equipment, assist patients in donning their protective equipment, and take shelter.  If NBC contamination is known or suspected, medical personnel will continue to wear protective equipment.  Each medical activity will designate a team to conduct an organized, methodical sweep of the medical compound (inside and outside the ATH or CHATH) and access paths to detect damage, unexploded ordnance, NBC contamination, etc.  Once CHATH has been inspected and found to be intact/non-contaminated, the medical commander may instruct personnel on duty inside to remove protective equipment and resume their medical duties, even though the environment outside the CHATH may be contaminated.  The finding of contamination anywhere will require personnel in a non-hardened ATH to remain in full MOPP.  The patient decontamination team will begin preparations to receive casualties and to perform decontamination if NBC agents/ toxins were used during the attack.

3.1.2.9.  Patient Stabilization Goals:  Patients will be stabilized within the limitations of the originating Medical Treatment Facility’s (MTF) capability.  Every effort will be made to stabilize them to withstand a move to a higher echelon of care.  In some instances, patients moved from the 2E to 3E may not be clinically stable due to severity of wounds or their condition, limited medical resources and time constraints, and may require more professional support while awaiting transport at an air head, or actually during flight.  It is impossible to dictate specific rules to fit all contingencies, but common sense should prevail, as well as understanding the support for patients that exists within the system.  However, the patient's clinical instability may be the very reason that they are being moved by air from lesser capable facilities to those of greater capability in the first place.  Patients moving from 3E to 4E should be stable enough to tolerate a 12-hour, bed-to-bed move, with a low probability of incurring complications that would require invasive treatment or intervention.  Patient transfer will normally be from the originating MTF to Air Force AE staging elements, or directly to the aircraft if a USAF staging facility is not employed.  As described in Joint Pub 4-02, Doctrine for Health Service Support in Joint Operations, theater evacuation policy may call for AE within a few hours of a casualty being wounded.  In contingency or humanitarian operations, casualties may be moved as soon as they are medically stabilized for airlift. 
3.2.  Deployment/Redeployment:

3.2.1.  General:  Deployment planning and preparation is essential to support ATH operational objectives during wartime or contingencies and must be afforded sufficient command emphasis to ensure unit readiness.  Generally mobilization begins with a warning order which is followed by an alert order (recall) then an execute order.  The execute order specifies the C-Day, the un-named day on which a deployment operation commences or is to commence.  The deployment may be movement of troops, cargo, weapons systems, or a combination of these elements utilizing any or all types of transport.  Base Operating Support (BOS) must provide the goods and services to sustain operation of a deployed ATH for the duration of a deployment.  The success of the ATH mission lies in the initial establishment of an operating location.  All locations require support of some kind:  messing; billeting; Petroleum, Oils, Lubricants (POL); real estate and other support requirements for deployed medical elements will need to be arranged by the planners and Advance Echelon (ADVON) teams.  Early deploying elements may be required to be self-sufficient until support can be established.  In a contingency operation, flexibility and adaptability are required as each scenario is different, but the main goal of patient care remains the same.  See attachment 1, Support Required for ATH.

3.2.2.  Deployment Control Center:  The Deployment Control Center (DCC) is the base and/or 

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

3.2.3.  Deployment Preparation Schedules:  Time-phased schedules of events are developed in 

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

3.2.4.  Cargo Processing:   The processing of ATH cargo begins immediately after a unit is tasked for deployment (notification stage), and continues until the cargo is enroute to the deployed destination (deployed stages).  The ATH cargo should be processed in a manner consistent with the published Schedule of Events.  Each unit should have a currently certified hazardous cargo preparer in each deploying element.  

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

3.2.6.  Weapons Escort/Courier Requirements:  A weapons courier will accompany any shipment of weapons in accordance with DoD 5100.76-M, Physical Security for Sensitive Arms, Ammunition, and Explosives

3.2.7.  Reconstitution:  When deployment operations (non-NBC contaminated) end, the ATH/ CHATH system is field cleaned to the extent practicable, and in compliance with theater guidance, prior to striking.  Repairs (if field level repair is available or required) are accomplished, components repackaged, and the system is prepared for transportation.  If the system is exposed to NBC contamination, it must be certified decontaminated from NBC hazards by qualified personnel using appropriate detectors, prior to striking.  Resupply is coordinated through the SIMLIM or other arranged supply channels and the system reconstituted prior to packing.

3.2.8.  Relocation ability:  The ATH is relocated with host base vehicles and transport assets.  Each increment can be disassembled, moved swiftly, and reestablished within 24 hours in most climates.  It can be moved by fixed or rotary wing aircraft, ship, truck or train, and can be positioned by a 13 K all terrain forklift.  The 50 Bed ATH weight is estimated to be approximately 161 short tons.

SECTION 4 - COMMAND AND CONTROL RELATIONSHIPS STRUCTURE

4.1.
HQ ACC/SG Responsibility:  HQ ACC/SG will maintain overall advocacy for ATH policy 

and serve as the medical consultant for technical guidance and deliberate planning for ATH operations. 

4.2.  Local Command Authority:  The wing commander will have operational and administrative control of all assigned wing assets.  Medical units will be aligned under the  provisional wing or detachment commander at base level.  When deployed the ATH commander’s authority extends upward directly to the wing commander with coordinating responsibility  to the JTF or the Unified or Specified Command Surgeon. 
4.3.  ATH Command:  The command arrangements for individual ATHs employed in support of contingency operations will be outlined in the respective supporting Operations Plans/Execution Orders and will be specific to the operation and theater supported.

4.4.  Theater ATH Operational Control:  ATHs within the theaters of operations are under the management control of the theater/AFFOR/JTFOR surgeon.  Day to day operations of the deployed ATH is controlled by the on site ATH commander.  

SECTION 5 - INTELLIGENCE/NATIONAL AGENCY/SPACE SUPPORT

5.1.
Intelligence:  Accurate medical intelligence is crucial to threat identification and application 

of appropriate preventive medicine measures.  Prior to a deployment, units, groups, and/or individuals tasked to support an operation will require a deployment briefing for the AOR they will be supporting.  During the employment stage of an operation, ATH personnel will require periodic briefings for their deployed location and for areas they will be transiting while conducting medical operations.  Communication of medical intelligence information will be coordinated by Wing and Group commanders in accordance with exercise/operation directives. 

5.2.  National Agency:  The Defense Intelligence Agency (DIA) and the Armed Forces Medical Intelligence Center (AFMIC) are primary sources for current medical intelligence.

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

SECTION 6 - COMMUNICATIONS/COMPUTER SYSTEM SUPPORT

6.1.  Communication Resources:  The ATH is equipped with some organic communications equipment but the majority of communication needs are supplied by the host communications and information organization.  The medical community must establish and maintain, in partnership with base communications, a summary of all required ATH deployable communications systems and line-of-business applications.  The summary will specify information for capacity planning and Information Protection security policy development i.e. bandwidth requirements, TCP port utilization, outside the gate data sources with associated IP addresses, time of day utilization cycles, restoration priorities, etc. This listing will be used in the pre-deployment planning process, both deliberate and crisis, to accurately plan/design the communications infrastructure in order to meet the ATH mission requirements.  Voice and data communications links are vital for capability of sustaining command and control, patient movement data, and general message traffic capabilities.  There are currently no computers on the ATH except in the logistics section.  Units must deploy with their own computer systems to perform internal administrative functions and connections to any network server.  The ATH is evolving to deploy with computer systems that provide data communications capabilities and support information management functions, such as message generation on SARAH-Lite, publications library, forms and military orders.  (A medical information systems UTC is under development by AFMC.)

6.2.  Medical Reports:  All medical reports will be submitted in accordance with AFM 10-206, Operational Reporting and specific CINC, JTF, and/or MAJCOM guidance.  The MEDRED-C is a status report of medical operations.  This report is accomplished daily and communicated to the unit’s parent MAJCOM SG, gaining MAJCOM SG and a copy is sent to the theater medical commander.  It is an on-site assessment of the deployed MTF’s ability to complete its mission.  This report provides information on the operational readiness status, unit availability, and patient care activities of USAF Medical Service units on alert for contingency operations, or which have come under the influence of an unusual occurrence (i.e., natural disaster or other emergencies).  Data is used to make operational decisions on medical support of forces during contingency operations.  
6.3.  Secure/Non-Secure Communications:  Any classified information must be transmitted by secure means.  Situation Reports (SITREPS), MEDRED-Cs, site locations, and compiled patient data are all examples of information that may be classified and need safeguarding.  Secure and non-secure systems may be available during contingencies.  The mode of transmission is dependent on availability and need.  The degree to which the information needs to be protected will dictate the type of system that will be utilized.  The types of secure communications equipment usually available include Secure Telephone Unit (STU IIIs) and various other encryption devices (KL-43, KY-68, etc.)  Medical or casualty information can become an Operations Security (OPSEC) issue when linked to a particular military mission or operation.  While medical information itself is not classified, in the context of a mission, it should be protected as part of the CINC’s overall OPSEC program to deny information to the enemy. 

6.4.  Telephones and Radios:  Non-secure telephones and radios are other communications devices used with the ATH.  Land Mobile Radios (LMRs) are limited range battery operated radios which are available in a wide array of models for communications within the deployed site.  Users must be familiar with their proper operation prior to deployments and assure that battery rechargers will be available.  SCOPE SHIELD II (SSII) is a program to acquire tactical communications equipment for worldwide use.  It consists of hand held radios, vehicular adapters, base stations, tactical repeaters and accessory equipment such as frequency fill devices, cloning and key fill cables, etc.  The radio equipment provides clear and secure voice that is interoperable with a wide variety of DoD and commercial radios operating in the 30-88MHz, 136-174 MHz, and 403-470 MHz frequency bands.  Operations outside the United States and Possessions must be approved through the appropriate theater CINC for the area operation.

6.5.  Satellite Communications:  Frequently, Satellite Communications (SATCOM) assets will be deployed to the same location with the ATH.  Though satellite connectivity is the preferred connection, factors such as, available bandwidth availability and CINC priorities may dictate SATCOM usage.  Other methods for intratheater communications are provided by combat communications units in the form of large microwave relay stations.  In these cases the theater CINC may direct priorities.  Telemedicine, video transmission, and electronic mail are necessary for real-time communication and require SATCOM when there is no access to hardwiring or a network.  Satellite communications may be either military or commercial systems.  Military Satellite Communications (MILSATCOM) are those systems that are military unique systems owned or leased, and operated by DoD.  Commercial Satellite Communications (SATCOM) means privately owned satellite systems or systems owned by international consortiums such as the International Maritime Satellite (INMARSAT).

6.6.  Classified Information:  Classified information that is not under the personal control and observation of an authorized person is to be guarded or stored in a locked security container.  A General Services Administration (GSA) approved field safe may be used however, such one or two drawer light containers must be securely fastened to the structure or under surveillance to prevent theft.
SECTION 7 - INTEGRATION AND INTEROPERABILITY

7.1.  Integration With Other Systems:  To successfully establish deployed ATH capabilities,  integration with numerous sectional functions such as lab, pharmacy, x-ray, patient wards, etc. is required.  ATHs must also operate with various MAJCOM and Joint Forces agencies to ensure smooth, seamless patient care.  HQ ACC/SG must assure that procedures are developed that provide trained personnel and equipment assets to establish and support medical operations that meet theater commanders’ medical requirements.  The deployed MTF must complement the health services support system in the area of operations to provide expedient and quality patient care and to coordinate casualty evacuations.  Base support services such as billeting, food service, sewage and waste disposal, potable water, power, transportation, and communication will be available to support the ATH and its staff.  Support may be provided using Harvest Eagle, or Harvest Falcon, Air Force Contract Augmentation Program (AFCAP), or commercial assets.  Base support will be required for any decontamination of the ATH prior to, and after operational use to include decontamination of site location when necessary.  Related elements required for successful mission accomplishment include the Theater Patient Movement Requirements Center (TPMRC), the Global Patient Movement Requirement Center (GPMRC), and the Aeromedical Evacuation system to keep ATH beds open in the event they are needed for a large influx of casualties.

7.2.
Interoperability:

7.2.1.  Theater Patient Movement Requirements Center (TPMRC):  A unified theater office designated to regulate patients within the theater assigned by monitoring theater casualty reception hospital bed availability and assigning specific patients or groups of patients to specific MTFs.  The TPMRC normally interfaces and controls the regulation of patients from E3 to E4 medical facilities and coordinates regulation of patients from E4 facilities to CONUS.  Subject to the specific theater concept of operations, the TPMRC does not normally regulate patients between other echelons; this regulation is routinely a Component Service responsibility.  The TMPRC also coordinates patient movement with the applicable transportation component, as well as patient movement requirements planning.  The Air Force remains responsible for overall AE forces.  The originating MTF will submit a Patient Movement Request (PMR) in accordance with prescribed procedures using available communications support system.

7.2.3.  Global Patient Movement Requirement Center (GPMRC):  The GPMRC provides medical regulating services, limited patient In-Transit Visibility (ITV) and AE patient movement requirements planning for intertheater AE patient movement, and intratheater AE patient movement for CONUS and off-shore facilities.  This USTRANSCOM direct reporting agency provides a “one stop” activity for customers to identify patient movement requirements, both for deliberate planning and day-to-day operations.  The system also provides related biometrics and biostatistical data for senior management decision making.  The GPMRC communicates patient movement requirements to service components who in turn will execute the AE mission. The GPMRC also serves as the CONUS TPMRC and coordinates with TPMRCs to resolve difficulties with plans and schedules.

7.2.4.  Aeromedical Evacuation Liaison Team (AELT) (FFQCV):  The AELT is a 6 person UTC which provides a direct communications link and immediate coordination between the user service originating MTF and the AECC.  AELTs are normally located at the echelon of the user service where casualty movements and joint patient regulating are authorized.  Depending on the tactical operation being supported, AELTs can be collocated directly with a field medical treatment facility or at any other level of command  where joint patient regulating occurs to ensure a smooth and coordinated casualty flow into the AE system.  The AELT is responsible for  educating user source to ensure  patients are  medically and administratively prepared for flight including sufficient meals and medicine for each patient through their final destination.  All paperwork (patient manifests, treatment cards, baggage tags, etc.) must be completed prior to transfer to the airfield and/or aircraft arrival.  The AELT is the first contact the ATH has with the TAES.  As the AE voice to ATHs, AELT personnel are familiar with all applicable AE guidelines.  A closed AE communications network has been developed to ensure a direct link for coordinating AE activities to all AE elements.  The keys to the success of the ATH and AELT interface are flexibility, knowledge, confidence, and establishing a team approach.                

SECTION 8 – SECURITY 

8.1.
Operations:  Operational Security Plans will be protected according to AFI 31-401, 

Managing the Information Security Program; and AFI 10-1101, Operations Security (OPSEC).  The ATH will include a safe authorized for storage of classified information up to SECRET. 

8.2.
Physical:  The ATH will be protected as a controlled area in accordance with AFI 31-209, 

Resource Protection Program.  The ATH is deployable to all secured operating bases where the primary responsibility for base security is the host unit/wing. Medical personnel assume responsibility for patient and immediate site security, with the understanding that Security Forces (SF) will respond as needed.  Medics assigned to site security will maintain communications with base SF personnel regarding security plans and base status. ATH deployability includes the full spectrum of deployed scenarios, including humanitarian and civil disaster responses. 

SECTION 9 - TRAINING

9.1.  Medical Readiness Training:  ATH training will cover the entire spectrum of deployed medical operations and all phases of deployment/employment/redeployment.  Readiness training will be conducted according to AF and/or MAJCOM directives at AETC training sites and at each unit tasked.  Medical Red Flag and Continuing Medical Readiness Training are active programs that incorporate ATH operations. Training may also be conducted in conjunction with JCS-sponsored or local training exercises, or in conjunction with operational deployments.  Joint Training is encouraged to foster relationships and to enhance capabilities of each service. 

9.2.  Annual Inventory Requirements:  The complete ATH will be assembled annually for inventory, preventive maintenance of equipment, and team training as part of maintaining overall mission readiness.  Personnel assigned to mobility positions for manpower UTCs should be intimately familiar with the ATH operation.  Personnel assigned to the, FFGK2, FFGK4, FFGK5, FFGK6, FFGK7 will be fully trained on appropriate ATH equipment provided for their use as well as their support.
SECTION 10 - LOGISTICS

10.1.  War Reserve Materiel (WRM):  Materiel required in addition to primary operating stocks and deployment (mobility) equipment necessary to attain objectives in the scenarios approved for sustainability planning in the Defense Planning Guidance.  The objective of the medical WRM program is to identify, acquire, preposition, and maintain the materiel needed to support the forces and missions specified in applicable operations plans.  AF Manual 23-110, AF Medical Material Management System (Volume 5),  provides guidance on WRM assets, outlining when commanders may use WRM assets for training. HQ USAF/SGXR publishes specific WRM program taskings in a Medical Resources Letter annually.

10.2.  Prepositioned WRM: Prepositioned medical WRM to support all wartime programs are identified in War and Mobilization Plan (WMP) 1.  There are currently five contract supported ATH equipment sets prepositioned in Southwest Asia. 

10.3.  Medical and Vehicle Supply:  Medical supplies and ATH equipment are identified in AS 896.  Vehicles are identified in AS019.  The WRM vehicle buy program is centrally managed.  Any new vehicle requirements must be advocated for by the medical community and included in the Future Years Defense Program (FYDP) projected expenditures.

10.4.  Storage Requirements:  The ATH is stored in a ready mode for rapid deployment.  At a minimum the warehouse will provide adequate environmental control to prevent damage and loss to dated and temperature sensitive supplies and medical equipment.  The planning factor for storage space required is 100 pallet (463L) positions. All surgical instrumentation will be stored appropriately sterilized.  Surgical trays will be packaged and configured as specified in 2.3.2.3.

10.5.  Medical Equipment:  Medical equipment requires routine preventive maintenance and repair by biomedical equipment technicians deployed with the ATH.  Medical equipment determined to be broken beyond the repair capabilities of the deployed ATH will need to be sent to larger  facilities with that repair capability.  A suitable replacement request must be up-channeled and coordinated with the AFFOR or JTF surgeon staff.  Critical equipment is identified on the ATH AS and should be used as a factor in determining the urgency with which a replacement is obtained.

10.6.  Initial Response Supplies:  ATHs deploy with sufficient supplies and equipment to operate for thirty (30) days without resupply.  Additional resupply will be provided through the area or theater commander to ensure uninterrupted service.  

10.7.
Resupply:  Resupply of ATH assets deployed in support of the regional plans will be 

provided or arranged by the Air Force Forces (AFFOR) Surgeon and/or theater CINC.  The MTF must eventually be aligned with the host medical supply account established to support the AOR. When established the Single Integrated Materiel Line Item Manager (SIMLIM) will be used.   Medical Logistics personnel should establish liaison as soon as possible and provide a list of items that will regularly require resupply and establish a supply accounting system.  In those limited operations where a single MAJCOM provides all, or nearly all, of the deploying AFFOR, that MAJCOM must be prepared to coordinate/arrange/provide logistics resupply.  When possible, resupply packages will be assembled and prepositioned in theater. 

SECTION 11 - SUMMARY

 The Air Transportable Hospital can deploy worldwide to support various contingency operations.  By design, ATHs can be tailored and deployed to meet theater CINC requirements.

GLOSSARY OF TERMS

Abbreviations                                               Definitions
AB




Air Base

ACC




Air Combat Command

ACLS




Advanced Cardiac Life Support

ADVON



Advance Echelon

AE




Aeromedical Evacuation

AECC




Aeromedical Evacuation Coordination Center

AEF




Air Expeditionary Force

AELT




Aeromedical Evacuation Liaison Team

AES




Aeromedical Evacuation Squadron

AETC




Air Education Training Command

AF




Air Force

AFB




Air Force Base

AFCC




Air Force Component Commander

AFFOR



Air Force forces component of a unified or specified                             

                                                            Command

AFMIC



Armed Forces Medical Intelligence Center

AFS




Air Force Specialty

AMC




Air Mobility Command

AOR




Area of Responsibility

AS




Allowance Standards

ASMRO



Armed Services Medical Regulating Office

ASTS




Aeromedical Staging Squadron

ATH




Air Transportable Hospital

ATLS




Advanced Trauma Life Support

ATSO




Ability to Survive and Operate

AUTOVON



Automatic Voice Switching Network

BOS




Base Operating Support

BW




Biological Warfare 

C2




Command and Control

C4




Command, Control, Communications, and Computers

C4I




Command, Control, Communications, Computers, and






Intelligence

CAT




Crisis Action Team

CB




Chemical/Biological

CBW




Chemical/Biological Warfare

CBWD



Chemical/Biological Warfare Defense

CCU




Critical Care Unit

C-day




Unnamed day on which a deployment operation begins

CSS




Central Sterile Supply

CENTCOM



U.S. Central Command

CHAMP



Chemically Hardened Air Management Plant

CHATH
Chemically/Biologically Hardened Air Transportable Hospital

CHOP




Change in Operational Control

CINC




Commander-in-Chief

COCOM



Combatant Command

COMAFFOR



Commander, Air Forces

COMMZ



Communications Zone

COMPES



Contingency Operation/Mobility Planning and Execution 

                                                            System

COMPUSEC



Computer Security

COMSEC



Communications Security

CONOPS



Concept of Operations

CONUS



Continental United States

CW




Chemical Warfare

DCC




Deployment Control Center

DDN




Defense Data Network

DEFCON



Defense Readiness Condition

DIA




Defense Intelligence Agency

DIC




Disseminated Intravascular Coagulation

DIRAEFOR



Director, Aeromedical Evacuation Forces

DIRMOBFOR



Director of Mobility Forces

DNBI




Disease Non-Battle Injury

DOC




Designated Operational Capability

DoD




Department of Defense

DO




Deputy Commander of Operations

DSN




Defense Switching Network

DSVT




Digital Subscriber Voice Terminal

DTG




Date Time Group

ECP




Entry Control Point

ECU




Environmental Control Unit

ENT




Ear, Nose, and Throat

EPW




Enemy Prisoner of War

EUCOM



European Command

FCC




Flight Clinical Coordinator

FDECU



Field Deployable Environmental Control Unit

FLOT




Forward Line of Own Troops

FOB




Forward Operating Base

FOL




Forward Operating Location

FRAG




Fragmentary Order

FTX




Field Training Exercise

GPMRC



Global Patient Movement Requirement Center

HAZMAT



Hazardous Material

HF




High Frequency

HQ




Headquarters

HVAC




Heating, Ventilation, Air Conditioning

IAW




In Accordance With

ICU




Intensive Care Unit

INMARSAT



International Maritime Satellite

INTEL




Intelligence

ISO




International Standards Organization

ITV




In-Transit Visibility

IW




Information Warfare

IWG




Inches Water Gauge

J-6




C4 Systems Directorate

JCS




Joint Chiefs of Staff

JFACC



Joint Forces Air Component Commander

JMCC




Joint Movement Control Center

JMRO




Joint Medical Regulating Office

JTF




Joint Task Force

LAN




Local Area Network

LIC




Low Intensity Conflict

LMR




Land Mobile Radio

MAJCOM



Major Command

MASF




Mobile Aeromedical Staging Facility

MCD




Medical Crew Director

MEFPAK



Manpower and Equipment Force Package

MILSATCOM


Military Satellite Communications

MISCAP



Mission Capability

MIU




Mili-International Units

MOA




Memorandum of Agreement

MOB




Main Operating Base

MOOTW



Military Operations Other than War

MOPP




Mission Oriented Protective Posture

MOU




Memorandum of Understanding

MPA




Military Personnel Authorization

MPU




Mobility Processing Unit

MRC




Major Regional Contingency

MRE




Meals Ready to Eat

MSA




Medical Supply Airlock

MTF




Medical Treatment Facility

MTRL




Medical Theater Reference Laboratory

MTW




Major Theater War

NAF




Numbered Air Force

NBC




Nuclear, Biological, Chemical

NCA




National Command Authorities

NOFORN



Not Releasable to Foreign Nationals

NVG




Night Vision Goggles

OCONUS



Outside Continental United States

OPCON



Operational Control

OPLAN



Operation Plan

OPR




Office of Primary Responsibility

OPSEC



Operations Security

OSA




Operational Support Airlift

PACAF



Pacific Air Forces

PACOM



Pacific Command

PE




Protective Entrance

POL




Petroleum, Oils, and Lubricants

PTT




Push-to-Talk

RC




Reserve Component

RTD




Return to Duty

S1




Army Field Personnel Services

S2




Army Field Intelligence/Security

S3




Army Field Operations/Training

S4




Army Field Logistics/Supply

S5




Army Field Civil Affairs

SAAM




Special Assignment Airlift Mission

SATCOM



Satellite Communications

SDC




Secondary Distribution Center

SF




Standard Form

SG




Surgeon General

SIMLIM



Single Integrated Material Line Item Manager

SITREP



Situation Report

SME




Squadron Medical Element

SMRTS



Standardized Medical Readiness Training System

SOF




Special Operations Forces

SORTS



Status of Resource and Training System

SOUTHCOM



Southern Command

SS II




Scope Shield II (Radio)

STU-III



Secure Telephone Unit

SWA




Southwest Asia

TA




Table of Allowances

TAC




Tactical Air Command

TACS




Theater Air Control System

TAES




Theater Aeromedical Evacuation System

TALP




Tunnel Air Lock, Pressurized

TBM




Theater Ballistic Missile

TDY




Temporary Duty

TELP




Tunnel Entrance, Litter Patient

TEMPER



Tent, Expandable, Modular, Personnel

T.O.




Technical Order

TPFDD



Time-Phased Force Deployment Data

TPMRC



Theater Patient Movement Requirement Center

TRAC2ES



TRANSCOM Regulating and Command/Control

Evacuation System

UAV




Unmanned Aerial Vehicle

UHF




Ultra-high Frequency

UMD




Unit Manning Document

US




United States

USACOM



United States Atlantic Command

USAFE



United States Air Force in Europe

USTRANSCOM


United States Transportation Command

USCENTCOM


United States Central Command

UTC




Unit Type Code

VHF




Very High Frequency

WAN




Wide Area Network

WMD




Weapons of Mass Destruction

WMDT



Wartime Medical Decontamination Team

WMP




War and Mobilization Plan

WRM




War Reserve Material

Z




Zulu Time
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