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EXECUTIVE SUMMARY

I. GENERAL.  This document provides the Concept of Operations (CONOPS) for the Infectious Disease (ID) Subspecialty Module.  It describes the use, employment, deployment, and redeployment of the ID module as a medical system.  In addition, this CONOPS may be used as guide for validating future ID module 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.  ID modules will be deployed to meet specific medical requirements related to a mission.  AFMC is the Manpower and Equipment Force Packaging System (MEFPAK) responsible command.  The primary uses of this module are: PACAF, USAFE, and ACC. 

II. DESCRIPTION.  The ID module is a subcomponent Unit Type Code (UTC) building block so that the capabilities, airlift, and support requirements can vary to support specific operational requirements.  The role of the ID module is to provide specialized medical services for deployed forces or select population groups through the entire spectrum of contingency and humanitarian operations through Major Theater War (MTW).  

III. OPERATIONS.  Once delivered to an operational site, the ID staff and a limited number of base support staff can set up the ID module to a fully operational status within 24 hours.  As a minimum, the following base support staff is needed during this setup period: forklift operator, electrical/ground power equipment specialists, communications specialists, fuel and potable water delivery specialists, and sanitary waste system specialist.  The employment role of the ID module is to support contingency operations with specialized medical support that can be deployed worldwide and support the entire spectrum of contingencies from humanitarian missions to MTW.  The goal is to deliver the greatest good for the greatest number with the highest quality medical care possible in the field.
IV.  COMMAND AND CONTROL RELATIONSHIPS STRUCTURE.  The tasking will be sourced by the appropriate command. 

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 military treatment facilities (MTF) and theater aeromedical evacuation system (TAES) operations.   Satellite communications may be either military or commercial systems.  Military satellite communications (MILSATCOM) are military unique systems, owned or leased, and operated by DoD.  Commercial satellite communications (SATCOM) are privately owned satellite systems owned by international consortiums such as the International Maritime Satellite (INMARSAT).  Spaced-based communication systems, linked with terrestrial command, control, communications, computers and intelligence (C4) systems, gives the theater surgeon and Air Transportable Hospital (ATH)/Expeditionary Medical Support (EMEDS)/Air Force Theater Hospital (AFTH) commander the ability to more effectively and efficiently direct, monitor, and employ the deployed medical forces.

VI.  COMMUNICATIONS/COMPUTER SYSTEMS SUPPORT.  ATHs/EMEDS/AFTHs will utilize AF communications units which may operate in High Frequency (HF), Very High Frequency (VHF), Ultra High Frequency (UHF) and UHF SATCOM bands.  Equipment used is evolving toward the goal of maximum interoperability to optimize joint arena communications.  Communication planners must coordinate all contingency frequency requirements for organic equipment through the theater frequency manager or J-6.  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.  Defense Switched Network (DSN) and other communications capabilities Expeditionary Combat Support (ECS).  ATH/EMEDS/AFTHs should, ideally, deploy with computer systems to provide word processing, data base management, message text formatting, graphics, and local area network/wide area network (LAN/WAN) interface capability.  Other deployed elements may provide alternate sources of communications in the event the ATH/EMEDS/AFTH primary communications become inoperable.  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 can be protected as part of the CINC's overall OPSEC program to deny information to the enemy. 

VII.  INTEGRATION & INTEROPERABILITY.  Integration of deployed assets into a theater is critical for successful operations.  ECS is required for messing and other consumables, water, fuels, billeting, latrines, showers, laundry, waste management, non-medical transportation, non-medical maintenance and logistics, and security at a minimum to sustain the medical mission of the ATH/EMEDS/AFTH. 

VIII.  SECURITY.  Although the medical community represents a passive asset, security for patients and personnel resources within the immediate area at each deployed ID module site is a medical responsibility.  ID modules will be deployed to secured operating bases where the primary responsibility for base or garrison security is in the host unit/wing.  Medical personnel may be armed as dictated by the current threat environment and the mission profile.  ID module staff may provide their own site security measures within their immediate area as deemed necessary, the medics depend heavily on base security forces for major defense sustainment.

IX.  TRAINING.  Training will cover the entire spectrum of deployed medical operations and all phases of deployment/employment/re-deployment.  Joint training is encouraged to foster relationships and enhance capabilities of each service.  Training for the infectious disease unit will be accomplished in accordance with AF and MAJCOM directives.  The unit specific training will include areas that are uniquely required for members of the UTC.  

X.  LOGISTICS.  ID modules will deploy with sufficient medical supplies to be self-sufficient for 30 days when deployed.  The storage area for the isolation unit is not sufficient to store the supplies required for 30 days.  Therefore, an appropriate area for storage for supplies (including temperature sensitive supplies) in the ATH/EMEDS/AFTH will need to be available.  The module will only be deployed in conjunction with an ATH/EMEDS/AFTH containing a critical care unit, as the ID Allowance Standard (AS) will not include critical care equipment such as ventilators.  When the Single Integrated Logistics Manager (SIMLM) is established, resupply will be

coordinated accordingly.  Service components are responsible for establishing a theater logistics and supply account system.  Vehicle maintenance will be acquired through local host or closest base with vehicle maintenance capability.  ECS will be required at every location where an ID module is established.  

XI.  SUMMARY.  The Infectious Disease (ID) subspecialty module in conjunction with AFTH/EMEDS/AFTH can deploy worldwide to support various operations.  By design, ID modules can be tailored and deployed to meet theater CINC requirements.

SECTION 1 - GENERAL.

1.1.  Purpose:
1.1.1.   Mission Statement of the Infectious Diseases Team: Diagnose, treat and control the spread of infectious diseases to return patients to normal activities and safeguard hospital personnel and patients from the infectious disease threat.

1.1.2.  Scope of Practice:

· Diagnose and treat endemic and epidemic infectious/communicable diseases as well as biological warfare related infectious diseases.

· Operate a 6 bed isolation unit.

· Provide infection control management for the ATH/EMEDS/AFTH

· Consult on infectious diseases and biological warfare in the theater of operations.

· Maintain the health of deployed assets - identify and minimize communicable disease in the workplace through staff education, engineering controls, work practices, and appropriate disposable of waste materials.

· Identify and control emerging communicable diseases in the theater, i.e., epidemics and/or potential use of biological warfare agents.

· Consult with the Preventive Aerospace Medicine Teams on epidemiological issues.

· Report information on emerging communicable diseases to the ATH/EMEDS/AFTH commander.

· Advise commanders/providers and safety issues regarding transfer of infected patients out of the theater in conjunction with aeromedical evacuation.

· Provide appropriate medical care for the defined population with respect to infectious diseases.  This includes diagnosis and treatment of biological warfare diseases and noncombat communicable diseases and isolation of inpatients. 

1.2.  Background:  In recent years it has become clear that infectious diseases play an important role in wartime casualties.  Further, the threat of biological warfare from various adversaries has become more recognized.  In response to these issues the concept of a easily deployable infectious disease team was developed in December of 1994.  A preliminary concept of operation was outlined including a scope of practice, and a summary of the necessary assets required to support the operation was developed.

1.2.1.  Over the past few years this concept of operation has been further developed with the acquisition of the necessary assets.  In August of 1997, a test deployment of the infectious disease 

(ID) team was undertaken at Seymour Johnson AFB in conjunction with the deployment of a 25, 50 and 90 bed ATH/EMEDS/AFTH.  This deployment included erecting the infrastructure of a six bed infectious disease isolation unit, unpacking and set-up of equipment and supplies and running simulated patient care exercises.  In February of 1999, a similar, but even more rigorous exercise was performed at Nellis AFB in conjunction with a 50 bed EMEDS/AFTH and a 114 bed EMEDS/ATFH.  The most recent deployment allowed for further development of the details of the concept of operations and is the thrust for this document.

1.2.2.  In refining the details of this concept of operation, multiple assumptions were made.  These assumptions included the type of operation employed (re: wartime vs SSCs), the location of the operation and infrastructure of the surrounding environment.  The concept will need to be flexible in order to take these assumptions and variables into account.  Further, the concept was refined assuming the support of a 25 bed EMEDS/AFTH or larger.

1.3.  Threat: Global Engagement charges USAF forces to be able to rapidly deploy to various parts of the world with little or no external support.  People, systems and facilities of supporting bases are essential to 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, a broad range of  threats  are evident.  Threats can be categorized into several types from the infectious disease perspective.

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 at time of 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.

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.  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 aeromedical evacuation,  and ability to process tests and data rapidly.  In relation to infectious diseases, traumatic injuries pose a significant risk of wound infection as well as other common infections associated with critical illness (e.g. nosocomial pneumonia).

1.3.3.  Chemical/Biological (CB):  

1.3.3.1.  Many nations possess 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 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 distanced target.

1.3.3.2.  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 UAV's, 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.

1.3.3.3.  Most infectious BW agents, such as Bacillis 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 botulism toxin, can cause debilitating or lethal effects within a few hours of exposure, but are not contagious.  

1.3.3.4.  Probable reactive threats include employing BW weapons 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.  

1.3.3.5.  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 a collective protection measure, the CHATH permits medical treatment and rest in a shirt-sleeve environment. The most important BW preventive measure is vaccination.  Should other protective measures be breached or be unavailable, it 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. 
SECTION 2 - DESCRIPTION. 

2.1.  Mission/Tasks:  Diagnose, treat and control the spread of infectious diseases to return patients to normal activities.  This includes: diagnosis and treatment of infectious disease; operation of a six bed isolation unit; oversight of effective base-wide infection control activities; consultation with the Preventative Aerospace Medicine (PAM) Teams on epidemiological issues; diagnosis and treatment of biological warfare diseases.

2.1.1.  Epidemiology:  Rapidly identify communicable diseases in coordination with the PAM Teams; notify the ATH/EMEDS/AFTH commander of the communicable disease outbreak; and provide necessary and timely information, education, treatment, and control measures for eradication of the outbreak.

2.1.2.  Infection Control: Decrease the incidence of infectious disease outbreaks through work practice controls and education; support/assist the PAM Team in the investigation, confirmation, containment and control of infectious conditions; provide consultation on current infection control standards of practice and appropriate modification to the deployed environment;  monitor work practice compliance with established infection control practices and procedures; ensure appropriate processing (cleaning, disinfecting, sterilizing) of reusable supplies; ensure adequate supplies are available to practice infection control measures; assess environmental cleanliness (waste, housekeeping, linen) in coordination with the PAM Team; and consult on the proper disposal of waste materials.

2.1.3.  Employee Health: Every ATH needs to have a rigorous employee health program as it may not a have a PAM or ID module deployed with them in the field.  If deployed, the ID module, along with the PAM team can provide consultative support to the ATH.  The employee health program should include an approach to potential exposures to blood-borne pathogens and tuberculosis.  It should also ensure employee compliance with immunization requirements to prevent vaccine-preventable diseases, and monitor employee illnesses to quickly identify communicable disease trends.

2.1.4.  Patient Conditions

2.1.4.1.  Patient Conditions to be Treated:  Numerous conditions can be treated in the Theater of Operations.  These conditions include, but are not limited to: mild to moderate skin and soft tissue infections; moderate to severe gastrointestinal infections; sexually transmitted diseases; parasitic diseases; moderate respiratory infections; infectious diseases endemic to the theater of operations; highly communicable diseases; tuberculosis; and HIV related illness according to the policy established for the mission.

2.1.4.2
.  Patient Conditions to be Stabilized:  Many conditions are too severe to be treated sufficiently to return the patient to duty and thus must be stabilized for transfer out of the Theater of Operations.  These conditions include, but are not limited to: severe skin and soft tissue infections; bone and joint infections; severe lower respiratory infections; fever of undetermined origin; sepsis syndrome/complicated bacteremia; central nervous system infections; battle wound associated infections; viral hepatitis; and malaria with end-organ damage.

2.1.4.2.1. Patients appropriate for isolation unit: The unit should primarily be used for patients requiring more stringent isolation than standard isolation precautions.  In the event that the unit does not have any beds filled with patients requiring isolation, the unit can be used for ATH overflow for patients having non-communicable infectious diseases.  However, once the unit has isolation patients, it should no longer be used for patients without communicable diseases.  Final authority of who will be admitted to the isolation unit is with the infectious disease physician.

2.1.4.2.2.  Constraints:  Highly contagious patients require special infection control measures, hence, aeromedical evacuation must only be conducted with such controls in place.  In addition, appropriate theater CINC/surgeon notification and approval must be obtained prior to aeromedical evacuation.

2.1.5.
Biological Warfare: Work with PAM and theater epidemiology teams to prevent, identify and treat illness associated with biological warfare. 

2.1.5.1.  Constraints:  Those biological warfare associated illnesses that are communicable (i.e., hemorrhagic fever, plague and smallpox) require special infection control measures, hence, aeromedical evacuation must only be conducted with such controls in place.  In addition, appropriate theater CINC/surgeon notification and approval must be obtained prior to aeromedical evacuation.

2.2.  Description/Capabilities:  

2.2.1.  Infrastructure:  The team requires a four-section (32 feet) TEMPER tent for isolation of communicable patients.  The isolation unit is equipped with six beds, two sinks, a field desk, a medication cabinet, a 10 cubic foot refrigerator, a shelving unit, four chairs, two tables, a two-drawer filing cabinet, a microscope and a notebook computer with communication hook up to referral and theater databases.  If airborne isolation is required, a separate TEMPER tent (16 feet), will be erected near the original four section tent.  Most of the infrastructure, including the nursing unit supplies, microscope and sinks will remain in the original tent.  Only patients requiring airborne isolation will go in the separate tent.

2.2.2.  Supplies:  Using projected patient census and diagnoses, an allowance standard (AS) was developed for the initial 30 days of the operation.  After 30 days these supplies will be available through medical logistics. The module will only be deployed in conjunction with an ATH or EMEDS/AFTH containing a critical care unit (if the ID unit is expected to assist with critical care), as the ID AS will not include critical care equipment such as mechanical ventilators. The AS was developed using numerous assumptions concerning the incidence of specific infectious conditions and is based on expected average patient census and conditions.  The AS does not reflect additional requirements needed for large epidemics, which are certainly possible in any theater of operations.  Further, the AS assumes worldwide capability in treating infectious diseases.  Modification of the AS will be required when the theater of operations is identified and the actual incidence of endemic disease can be applied to the ATH/EMEDS/AFTH population at risk.  Flexibility in determining the final AS for individual operations in different regions (e.g., no need for anti-malarial drugs in areas of the world not endemic for malaria) is essential.
2.2.3.  Team Assets: The infectious disease team consists of the following assets: Infectious Disease Specialist (44M3H); Infection Control Officer (46N3 - with infection control training); Public Health Journeyman (4E051); six clinical nurses (46N3); six medical service journeymen (4N051).

2.2.3.1.  Infectious Disease Physician - Directs the Infectious Disease Team in accomplishing its  clinical mission; diagnosis and treats infectious diseases; provides consultation for outbreak investigations; develops practice guidelines for the treatment of infectious diseases.  Substitution of this specialty is not authorized.

2.2.3.2.  Infection Control Officer (ICO): Assists the Infectious Disease physician in accomplishing the mission; assists in the investigation of outbreaks; implements the established infection control measures; educates heath care workers in prevention and protection practices; consults on aspects of infection control principles and practices; serves as the nurse manager of the infectious disease inpatient unit; assists the PAM team in infection prevention activities. Substitution of this specialty is not authorized.

2.2.3.3.  Public Health Journeyman: Assists the Infectious Disease physician and Infection Control Officer in gathering and analyzing epidemiological data; liaison with PAM Team and Theater Epidemiological Team.  

2.2.3.4.  Staffing Patterns: The unit is staffed with six clinical nurses, and six medical service journeyman in addition to the previously noted assets.  The isolation unit is a restricted unit with staffing patterns designed to prevent cross contamination between patients.  Isolation unit staff is not permitted to leave the isolation patient care area to care for other patients unless absolutely necessary.  ATH/EMEDS/AFTH staff is not permitted to assist in the isolation unit and return to their unit during the same shift.  Isolation unit staff is permitted to assist in other areas of the ATH/EMEDS/AFTH prior to working in the isolation unit.

2.2.3.5.  Admission:  Admission to the isolation units is restricted to the most infectious patients within the ATH/EMEDS/AFTH and will require approval of the ID Team physician.  Patients requiring isolation of diseases spread via airborne transmission can not be admitted into the unit with patients requiring isolation for diseases spread via contact or droplet transmission.  If patients require isolation for disease spread via airborne transmission, an additional tent specifically for airborne isolation will be constructed or all other patients will be moved to another unit for care.  ID team members will assist other units in maintaining appropriate isolation techniques by providing continuous consultation and education to minimize the risk of infection transmission.

2.2.4.  Ancillary Support:

2.2.4.1.  Laboratory: The ID module should not be deployed with any ATH/EMEDS/AFTH that does not have microbiologic capabilities. The lack of this capability impacts several specialty areas where microbiological identification is necessary to direct care or identify outbreaks (ICU, surgery, PAM, infectious diseases).  Currently, the 25 and 50 bed ATH and the EMEDS + 25 bed AFTH is has an ancillary laboratory UTC that does culture and sensitivity.  However, the ATH/EMEDS/AFTH does not have capabilities to perform AFB stain or culture for TB.  There are technical difficulties with developing a biosafety hood in the ISO shelters.  However, if the lab is to do AFB stains and culture for Mycobacterium tuberculosis, they need a dedicated isoshelter with a biosafety hood.  In missions other than war, the ability to diagnose tuberculosis would be particularly important.
2.2.4.2
.  Other laboratory capabilities required to fulfill the infectious disease team mission include: basic chemistries, CBC, UA, liver function tests, coagulation studies, gram stain, monospot, RPR, hepatitis serologies, and rapid shipment capabilities to a reference laboratory in the field of operations with extensive serologic capabilities.  Another essential laboratory component is rapid diagnostic assays for agents of biological warfare that are currently under development.

2.2.4.3.  Pharmacy:  Capabilities include the current data base unit assembly list (Allowance Standard) for the Infectious Disease module. There must be flexibility in determining the final AS for individual operations in different regions of the world as previously described in Para 1.5.2.2. The ID module will also have the ATH AS available to it for medications infrequently used by the isolation unit.

2.2.4.4.  Radiology:  Capabilities required include: chest PA and lateral, abdominal series, standard radiographs of extremities, ultrasound and CT scan.

2.2.4.5.  Communication/Information Systems: A LMR currently provides the only communication capability within the ATH/EMEDS/AFTH for the Infectious Disease team.  The team will require a computer with a modem and Internet access.  This will require a phone line for the isolation unit. The Internet access is paramount to facilitate contact with information sources such as Centers for Disease Control and Prevention, AFMIC and Ft Detrick (USAMRIID).  A phone line will also facilitate better communication with the ATH/EMEDS/AFTH.  An additional requirement is provisions for equipment maintenance and repair.

2.2.5.  Referral Capabilities: Capabilities to contact the Centers for Disease Prevention and Control (CDC), Ft Detrick (USAMRIID), Walter Reed Army Institute of Research, and access to telemedicine capabilities with Wilford Hall Medical Center, Walter Reed Medical Center or Naval Medical Center Infectious Disease trained staff are essential.

SECTION 3 - OPERATIONS.

3.1.  Assumptions:  The Infectious Disease module will work in conjunction with a 25 bed or larger ATH/EMEDS/AFTH.  In a wartime setting, the utility of the Infectious Disease isolation unit will involve mostly resistant infections related to injuries, illness related to biologic warfare, and less commonly, communicable endemic diseases acquired by troops in the theater of operation.  In SSCs, the isolation unit will primarily support foreign nationals afflicted with endemic communicable diseases.  As previously described in Para 1.1.2, the remainder of the scope of practice for the Infectious Disease Team will be similar in a wartime or SSC situation.  If airborne isolation is required, additional tentage will need to be erected to segregate the patient from other patients in the unit.

3.2.  Employment (Scenarios): Operation of the Infectious Disease Team will vary considerably based on the location of the deployment and the nature of the mission.  Significant adjustments will need to made prior to the deployment in the pharmaceuticals of the AS.  This will require significant research into the infrastructure and endemic diseases of the region.  Further, the nature of the operation will also determine the details of the AS.  For example, in a SSC operation more preparation will be required to treat tuberculosis.  However, the infrastructure of the isolation unit will remain essentially the same. This set-up will not attain CDC level airborne precautions, thus, if airborne precautions are required, a separate tent will need to be erected to maintain physical separation from the other patients in the unit.  However, if no other patients are in the unit, the isolation tent can be used for a patient requiring airborne isolation.  The location of the isolation unit to the ATH/EMEDS/AFTH should optimize minimal exposure to other patients during necessary transit of these patients within the ATH/EMEDS/AFTH.  The isolation unit will be detached from the tent, but in close proximity to facility to allow easy transportation of the patient to areas of ancillary service, e.g. radiology.

3.3.  Deployment/Redeployment: The Infectious Disease Team does not require a significant amount of equipment other than its tentage.  Therefore, redeployment will require less logistical support than other specialty modules.  Typical air support as used with routine movement of an EMEDS + 25-bed AFTH is required for movement to and within the theater of operation.  

SECTION 4—COMMAND & CONTROL RELATIONSHIPS STRUCTURE.
4.1.  HQ ACC/SG will maintain overall advocacy for EMEDS and AFTH policy and its associated specialty modules and serve as the medical consultant for technical guidance and deliberate planning for EMEDS and AFTH operations.  

4.2.  The wing commander will have operational and administrative control of all assigned wing assets.  When deployed the ATH/EMEDS/AFTH commander's authority extends upward directly to the wing commander or to the JTF Surgeon should the mission be a joint effort supporting theater operations.  

4.3.  The command arrangements for individual ATH/EMEDS/AFTHs and their associated subspecialty modules 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 Operational Control.  ATH/EMEDS/AFTHs and their associated subspecialty modules within the theaters of operations are under the management control of the theater/AFFOR/JTFOR surgeon.  Day to day operations of the deployed ATH/EMEDS/AFTH and its subspecialty modules are controlled by the onsite ATH/EMEDS/AFTH commander.

SECTION 5 - INTELLIGENCE NATIONAL AGENCY/SPACE SUPPORT.
5.1.  Accurate medical intelligence is crucial to threat identification and application of appropriate preventive medicine measures.  The Infectious Disease team is greatly dependent on medical intelligence of endemic and epidemic infection risks in the deployment theater of operation.  Medical intelligence information is provided to the ID team chief as soon as possible prior to any deployment so the AS can be modified to the AOR.  During the initial stages of deployment, units, groups, and/or individuals tasked to support an operation will require a deployment briefing specific to the AOR.  During the sustained deployment stage of an operation, ATH/EMEDS/AFTH personnel will require periodic briefings for their deployment location and for areas they will be transiting while conducting medical operations.  Medical intelligence information will be the responsibility of the medical intelligence officer (usually the Public Health Officer).   Medical intelligence training is a part of a comprehensive readiness training program.

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 is indirect and is primarily acquired through base support directorates.  Weather updates and troop movements are valuable information obtained.

SECTION 6 - COMMUNICATIONS/COMPUTER SYSTEM SUPPORT. 

6.1.  ID module communications: The ATH/EMEDS/AFTH is equipped with some communications equipment.  The majority of communication needs are supplied by the host communications and information organization.  Communication resources must be established to provide voice and data communication links capable of sustaining command and control, patient movement data and general message traffic capabilities.  The infectious disease module will require a lap top computer for internet access to communicate with the CDC and other important resources of medical information.  A phone line will be necessary for internet access and will further facilitate communication with the ATH/EMEDS/AFTH and medical information resources outside of the theater of operation.  An LMR will be important to facilitate communication with the ATH/EMEDS/AFTH prior to the phone lines being established.

6.2.  Medical reports:  Submitted in accordance with AFM 10-206, CH 12.  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 are under the influence of an unusual occurrence.  Data is used to make operational decisions on medical support of forces during contingency operations.

6.3.  Classified information:  Must be transmitted by secure means.  

6.4.  Non-secure communication in ATH/EMEDS/AFTH:  Non-secure forms of communication are used in the ATH/EMEDS/AFTH.  Land mobile radios (LMRs) in association with SCOPE SHIELD II can be used for tactical communications equipment.  

6.5.  Satellite communications (SATCOM):  Needed for ATH/EMEDS/AFTHs and their associated subspecialty modules to establish long-range communications links with other MTFs, other theaters, or when the standard HF communications equipment is not the preferred mode of communication.  Telemedicine video transmission and electronic mail is a necessity for desired real-time communication.  

SECTION 7 - INTEGRATION & INTEROPERABILITY. 
7.1.  Integration With Other Systems: To successfully establish deployed Infectious Disease team capabilities, the module must integrate with the ATH/EMEDS/AFTH and its sub-functions, such as, lab, pharmacy, radiology, patient wards, etc.  The effect of the Infectious Disease module on the ATH/EMEDS/AFTH will be both synergistic and a force multiplier.  It will not only improve the function of the ATH/EMEDS/AFTH but it will also increase the number of patients served by the ATH/EMEDS/AFTH.  The Infectious Disease team, in association with the ATH/EMEDS/AFTH, will also operate with various MAJCOM and Joint Force agencies.  The HQ AFMC/SG will assure that trained personnel and equipment assets are available to support medical operations in the theater of operations.  The deployed MTF must compliment the health services available in the area of operations.  Billeting, food service, sewage and waste disposal, potable water, power, transportation, and communication will be available to support Infectious Disease team in association with the ATH/EMEDS/AFTH.  Base support will be required for decontamination of the Infectious Disease module.  JMRO/TPMRC, GPMRC, and the aeromedical evacuation system are responsible for coordinating patient movements and bed availability in the event of large numbers of casualties.

7.2.  Interoperability:
7.2.1.  Theater Patient Movement Requirements Center (TPMRC).  The TPMRC regulates the flow of patient movement from the 3rd to 4th echelon or from the 4th echelon to CONUS  The ATH/EMEDS/AFTH and its associated subspecialty modules will submit a patient movement request in accordance with prescribed procedures.  

7.2.2.  Global Patient Movement Requirement Center (GPMRC).  The GPMRC regulates aerovac requirements planning for inter-theater, and intra-theater aerovac for CONUS and off-shore facilities.  

7.2.3.  Aeromedical Evacuation Liaison Team (AELT).  The AELT is a six-person UTC which provides a direct communication link between the originating MTF and the AECC.  All paperwork must be completed prior to transfer to the airfield and/or aircraft arrival.  

SECTION 8 - SECURITY.
8.1.  Operations:  Subspecialty areas provide security for their patients and personnel resources within their immediate area at each deployed ATH/EMEDS/AFTH site.  The host unit will be responsible for security not within the immediate area of the ATH/EMEDS/AFTH and its subspecialty modules.  Information from unclassified elements is controlled through education.  Information is released after proper identification of individuals on a need to know basis IAW the patient privacy act .  Classified information is protected IAW OPSEC/COMSEC procedures.

8.2.  Physical:  Physical security of ATH/EMEDS/AFTH personnel and casualties on the ground will be the responsibility of the BOS security forces. All personnel are responsible for following personal protective measures.

SECTION 9 - TRAINING. 
9.1.  ATH/EMEDS/AFTH and ID module training will cover the entire spectrum of deployed medical operations, including isolation of the infectious patient and all phases of deployment/employment/ 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 enhance capabilities of each service.  

9.2  The ID module will be assembled annually IAW current guidance, as part of its maintenance, training and inventory requirements for deployment readiness.  Individuals assigned to the ID unit should receive training in isolation guidelines; basic infection control; biological warfare; TEMPER tent erection, maintenance, and striking; and use of equipment on the allowance standard.  Individuals should also be trained in critical care skills including ventilator management (management of critically ill patients will be done with assistance from critical care personnel).  Personnel assigned to mobility positions for the personnel package UTC should be intimate with the ATH/EMEDS/AFTH operation.  

SECTION 10 - LOGISTICS. 
10.1.  There are no special logistical requirements associated with deployment of the Infectious Disease module.  Deployment can be accomplished by means similar to that accomplished by the ATH/EMEDS/AFTH but on a smaller scale.  Vaccines will be delayed procured and acquired based on direction from HQ USAF/SGXR.

10.2.  The Infectious Disease isolation unit will deploy with 30 days of supplies.  Additional supplies will be provided through logistics.

SECTION 11 - SUMMARY.  The Infectious Disease team can deploy world wide to support various contingency operations.  The module can be tailored and deployed to meet specific theater requirements.  The Infectious Disease team will support its operations in association with the ATH/EMEDS/AFTH to ensure an effective patient care system.
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APPENDIX 1

INFECTIOUS DISEASE MODULE PHARMACEUTICAL TABLE OF ALLOWANCES 

1.  Background:  This document contains all the assumptions made in developing the AS for the infectious disease module associated with a 25 bed Air Transportable Hospital (ATH).  Numerous assumptions were made in order to develop this AS as infectious diseases vary widely depending on the geographic location, the nature of the operation and the infrastructure of the involved country.  By clearly outlining these assumptions, the AS can be more easily modified for specific missions.  Further, in the future some of the assumptions may be found to be invalid and thus the AS will need revision. 

2.  General assumptions made to develop the AS include the following:

2.1.  The amount of supplies and pharmaceuticals required is based upon the need for a six bed isolation unit.  The infectious disease team will certainly have responsibilities outside of this unit, but these responsibilities will be primarily consultative and therefore the pharmaceuticals and supplies associated with these consultative services will need to be supplied by the primary unit. 

2.2.  The amount of supplies and pharmaceuticals required is based upon the assumption of a non-humanitarian type operation.  The population served by the ATH/EMEDS/AFTH/ID team would be American troops (and troops from other industrial nations).  If the ATH/EMEDS/AFTH/ID team serves troops from third world countries or the operation is humanitarian in nature (e.g. refugee care, etc.), the amount of supplies and pharmaceuticals will need to be adjusted.  Further, the amount of pharmaceuticals is based upon endemic disease rates.

2.3.  The ID team serves the same population at risk as the 25 bed ATH/EMEDS/AFTH (up to 5000).

2.4.  The amount of medications and supplies was based upon the amount required for the first 30 days of the operation.

2.5.  Patients with communicable diseases prohibiting air evacuation will need more prolonged treatment in the theater.  However, as these patients will be the exception rather than the rule, the amount of medications and supplies is based upon the assumption that most patients will be treated in the theater for approximately 48-72 hours.

3.  Vaccines, etc.  

3.1.  Assumed that routine vaccines up to date in active duty troops  

3.2.  Anthrax- Assumed that all deployed troops have received vaccine series.

3.3.  Meningococcal, Haemophilus influenza, measles/mumps/rubella, pneumococcal – The amount of vaccine will need to be determined immediately prior to the mission.  In a MOOTW exercise, these vaccines may require a significant increase in the amount required.  Some are available via the ATH/EMEDS/AFTH.

3.4.  Tuberculin-For deciding on preventive care in the setting of TB exposure, and to use diagnostically (eg.-pt. with lymphadenitis not responding to antibacterials). Total 50 doses is enough. Requirement: 1 vial.

4.  Experimental/Investigational Pharmaceuticals:

4.1.  Numerous vaccines (including botulinum toxin), ribaviran, adefovir and cidofavir are currently in an investigational status, but may be available at the time of deployment.  Maj (Dr) Ender discussed their status with LtCol George Christopher at USAMRIID who stated that these agents would not be available for the AS at the present time.  These agents should be reconsidered in the future for the AS as they may be important for the prevention and treatment of disease associated with biologic warfare.

5.  Summary:  The assumptions outlined are to assist the future modification of the AS.  Assumptions are not 100 % valid and should be challenged every time the AS is reassessed and reviewed with each deployment (the AS will certainly need to be significantly modified with each deployment based on the location, and nature of the deployment).  Please direct any questions concerning the pharmaceutical portion of the AS to Maj (Dr) Peter Ender, 74MDG/SGOMI, DSN 787-1762.
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