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From the Surgeon

Greetings again from your HQ/IUSSOCOM. Aswe move into the summer months we till find ourselves
in awe and in full support of our specia ops forcesin the fields and towns of Afghanistan, Irag, and elsewherein
theworld (150 countries so far thisyear). | just read the recent datafrom Landstuhl Medical Center on the patients
moving through that terrific facility and was reminded again of the critical job our Civil Affairsfolks are doingin
Irag and the risks they take day in and day out in accomplishing their missions. Sometimes we forget to acknowl-
edge just how dangerous their work is--they move into a combat area near the end of formal combat hostilities and
get “close” to the families and civilians they are sent there to support. Every so often they are rewarded with a
blast from an AK-47 or an RPG. Thisisdangerous, yet critical work that they do and they are turning on the lights,
getting the water to flow, and building an environment where the Iragis can enjoy their new freedom presented by
this campaign. These units are amazing; give them your full support.

Aswe enter thislast FY quarter, we are anticipating a conference here at the headquarters where we will
bring in our medical guys representing all the component units, and we will go over the lessons learned in this past
year of operation activity. Thisis critical, for we will hear firsthand the issues and it will plot our way ahead in
support of the Medics/Corpsmen/PJs/SMES out there caring for our troops. The datawill drive changesin the cur-
riculum of the school, medical supply issues, and how we will invest our Biomedica Initiatives dollars to solve
problems encountered by our guys and described by them (as with fibrin/chitosan dressings, HBOC, etc). It
should be very valuable.

We are now finalizing the build of the SOF “ State” for credentialing our medical forces. Our regquirements
now are SOF Paramedic with SOCM training as well, and sustainment training every two years accompanied by
arenewal of our SOCOM card. MSgt Brochu and the senior medics are working the critical skillsissues, we are
developing training requirements that address the real issues confronting our medics, and CPT Steve Briggs and
MSgt McCumsey are building the “State” board that will legitimize the entire process and draws from medical
expertise around the country.

The Biomedical Initiatives group is continuing to hear of some pretty exciting initiatives that we feel will
benefit our forces and is worthy of our investment. There are new compounds and techniques to preserve hear-
ing--preserving not only the tympanic membrane from blast effects but also the nerves themselves. We are 1ook-
ing for new and better analgesics, new methods of ddlivery (intranasal, interosseous, etc), and there are some real-
ly exciting devel opments in oxygen generation systems with low weight and cube and high productivity out there
being looked at. One of our physicians is a stand-up volunteer to oversee an FDA approved IND on HBOC and
we hope to get this going soon.

So, as dways, we stand ready to help you in the great job you are doing. Please keep us informed of your
requirements, and al you Civil Affairs guys out there, keep on keeping on, but be careful of those who have old
agendas on their mind while you are rebuilding Iraqg.

GBY/GBA
dhammer



SENIOR ENLISTED MEDICAL ADVISOR (SEMA), MSG
Michael A. Brochu

From the ROAD DOG in the BIG HOUSE,

Seemsthat these quarters come faster than they should so let me try and update you on where we stand
at the publishing of this edition of the journal:

First Hand Aeromedical Evacuation from OIF : This past May 03, Doc Hammer, Lt Col Paul Lunseth, and
| spent 10 days moving through the AE system from point of injury all the way to Scott AFB which is one of
the possible ending points for patient travel. Our mission was two fold. First we wanted to experience first
hand the trials and tribulations of the AE system so that we could effect positive change if needed. Second,
our main objective was to personaly thank the crews throughout the system for their outstanding care ren-
dered to our SOF troops. We were only able to thank a few of the outstanding medical crews out there and
hope that those reading this journa will accept our humble thanks to you al for your AWESOME care. These
crews paid out of pocket to provide home baked cookies and hot dogs for ALL the patients that came out of
thetheater. They could not bear to hand out MRES (authorized field ration) to the patients flying out of coun-
try so they paid for the supplies to give the men and women a true taste of home after serving our country. It
may seem small to usfrom the puzzle palaces we occupy but if you could have seen the faces LIGHT up when
the aroma of chocolate chip
cookies floated throughout
that aircraft. It was priceless.
As an added bonus, | had the
privilege to serve meals and
snacks on some of the flights.
Col Hammer wanted to go as
forward as was dlowed to
witness first hand the experi-
ences of our hedthcare
providers. We would like to
take this chance to thank the
members of SOCCENT SG
office for making things hap-

pen, 51 SFG (A) and 528t

Col Hammer and MSG Brochu
in Ramstein Germany during a
download of patients.
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Lt Col Paul Lunseth lighting up a cigar.

SOSB for their timely welcome while
overseas, and al the AE hubs located
throughout the AOR. We noted only afew
areas that could be improved but al in al,
the medical evacuation architecture was
outstanding.

USSOCOM State Department of EMS
. and Public Health: The train is rolling
and you need to be on board. A message
went out (1815417 FEB 03) to the com-
ponents titled INTERIM GUIDANCE
FOR START-UP OF SPECIAL OPERATION FORCES EMERGENCY MEDICAL TECHNICIAN-PARA-
MEDIC (SOF EMT-P) CERTIFICATION. This will be the guidance until the State Requirements and the
State Curriculum Review boards meet and make the recommendations that will become the new standard for
USSOCOM medics. Months ago this office sent out requests to have personnel apply for al the positions on
both of these boards. All but afew positions have been filled and announcements will be made public ASAP.

The SRB will meet within the next few months to define the SOF-P requirements. The next step isto put those
requirements into the curriculum and then develop ways to assess the healthcare provider’ s competency level.
This curriculum (based on mission requirements) will define the length and depth of the SOCM course. When
the Joint Medical Enlisted Advisory Committee (JMEAC) and the Board of Regents (BOR) approve of the
curriculum THEN, and only then, will changes be made to update the current SOCM and SOFM SSC curricu-
lum.

SOF Health Surveillance System (HSS): The office of the command surgeon here at USSOCOM has been
conducting train the trainer blocks of instruction concerning the new PDAs that will be fielded to all the SOF
healthcare providers. Thistraining will be completed by the end of July 03 and the 605 PDAs (Compaq | paqg)
will be issued to the component surgeon’ s office for distribution. This system will assist you, the SOF medic,
in capturing all medical encountersin the field. We need your feedback to make the necessary changes so we
can provide you with the best device in the out years. The information gathered from these devicesis stored
inthe USSOCOM repository on the secure side. In the future thisinformation will be available to you by way
of secure access and password. You will be assigned certain permissions while logged onto the repository
which may allow you to update pre-deployment information. Keep in mind that this repository is still imma
ture and will only get better. These devices also have many medical reference materias such as the SOF
Medical Handbook.

Journal of Special Operations Medicine: Thisjournal isin its third year and continues to gather notoriety
with each edition. If you have read it, then you know it is a quaity product. | urge the medics out there to
take charge of this publication and fill it with what you would like to have published in it. What | want from
you dl are ARTICLES. These articleswill help your fellow road dogs in areas that you may have had to learn
OJT. CME provision isa hot topic here in the Surgeon’s office; the JSOM has been working hard to provide
you with quality articles that make available another means of obtaining your required CME. The medics are
NOT using them as much asthe docs. Within the last two years only a handful of enlisted medics have applied
for credit. This publication will be amajor areathat SOF-P can get some of the REQUIRED CMFE’ s at no cost
to the command. Listen! The docs (as much as we love them) have all kinds of journals they can write arti-
cles for and get published in. This journa was and is produced for the SOF medic so you guys have to get
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fired up and send in your stuff. At the present, I’'m sure in large part due to recent deployments, no
one submitted any CME articles for this edition. We need you to write and encourage others to write.
What isrequired for an article to be given CME credit islength. At the Uniformed Services University
of Health Sciences the submitted articles are reviewed for accuracy and relevance and then beta test-
ed for how long it takes to read the article and take the test. Many of the articles that have been sub-
mitted just don't take that long to read and therefore we cannot get CME credit for them. Trying to
obtain CME articles takes too much of the JSOM’s staffs' time and effort to not have any of you take
the time to utilizeit. You tell us, do you want us to continue to provide them to you? If you do, we
expect that you will take advantage of them. Let us know; contact either Maj DuGuay or at myself.
In addition, pictures are adways needed. Help us help you!!!!

Long range datesfor future IMEAC: All enlisted folks are invited to these meetings. That is the
main reason | select sites around the country. It givesya'll a chance to be a participant instead of just
being in the back of the patrol wondering when is the next patrol base! You are the blood of the
Enlisted Advisory Committee. Link up with your SEMA and ask to be alowed to attend. We can only
speak for you if we have your feedback

26-27 Aug 03, USASOC (Rangersat Ft Benning, GA will host)
5-6 Dec 03, USSOCOM will host at the SOMA conferencein Tampa, FL

If you have suggestions, concer ns, and/or recommendations for the IMEAC, passthem along to
your SEMA and it will be addressed. The only thing that isrequired isthat you........
“SEND IT”

ONAL
gnTt W,
0’3“4 W
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Wrronan W
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Army Sgt 1st Class Victor Andersen,
a Special Forces medical sergeant
with the 96th Civil Affairs Battalion L

from Fort Bragg, NC, tends to an f
Afghan boy who had been bitten by
his donkey. Photo courtesy of Sgt 1st

Class Victor Andersen, USA.

The Journal of Special Operations Medicine is an authorized official quarterly publication of the United States Special Operations
Command, M acDill Air ForceBase, Florida. Itisin noway associated with thecivilian Special Operations M edical Association (SOMA). Our
mission isto promote the professional development of Special Operations medical personnel by providing a forum for the examination of the
latest advancements in medicine.

Disclosure: Theviews contained herein arethose of the authorsand do not necessarily reflect official Department of Defense position. The
United States Special Operations Command and the Journal of Special Operations Medicinedo not hold themselvesresponsible for statements
or products discussed in the articles. Unless so stated, material in the JSOM does not reflect the endor sement, official attitude, or position of
the USSOCOM-SG or of the Editorial Board.

Articles, photos, artwork, and letters are invited, as are comments and criticism, and should be addressed to Editor, Journal of Special
Operations Medicine, USSOCOM, SOC-SG, 7701 Tampa Point Blvd., MacDill AFB, FL 33621-5323. Telephone: DSN 299-5442, commer cial:
(813) 828-5442, fax: -2568; e-mail JSOM @socom.mil.

All scientific articles are peer-reviewed prior to publication. The Journal Of Special Operations Medicine reservestheright to edit all mate-
rial. No payments can be made for manuscripts submitted for publication. Published works may be reprinted, except where copyrighted,
provided credit is given to the Journal of Special Operations Medicine and the authors.

From The Staff

Just areminder that there are important changesin the distribution of the Journal of Special Operations Medicine (JSOM) you need to
beawareof. To assurethe JSOM continuesto be available to all who find value in it, we need to comply with the intent of the current dis-
tribution rules governing this publication.

We will continue to send the JSOM to all our SOF units and the active editorial consultants without change. One of the new changesin
SOMA membership isthat you will now receive the JSOM aspart of your member ship. If you area SOMA member and did not receive your
journal, you can contact SOMA through www.specialoper ationsmedicalassociation.org. The JSOM is also available as a paid subscription
from the Superintendent of Documents, US Government Printing Office, for only $30 a year at http://bookstore.gpo.gov/
subscriptions/sub011.html#006. Thank you for understanding our need to change the distribution of the JSOM in order to be in compliance
with current distribution rules.

WE ARE ONLINE!!! Thanksto the cooperation and efforts of the Joint Special Operations University, the JSOM is now available online
to all DoD in DEERS at http://www.hurlburt.af.mil/jsou. Thereareinstructionson their homepage asto how to enter their medical link and
access issues of the JSOM. You can even link straight to the Government Printing Office to subscribe to the JSOM.

Wearenow in our eleventh edition of thejournal and continueto need your article submissonsand photos. They are what keeps us going
and they’re what makes thisjournal so unique. It isa sharing of your lives and missions as you go forth as instruments of national foreign
policy. Wecan't do it without your input; you are what the journal isall about!

The JSOM is one of the most excellent and righteous tools we have to span all the SOF services and to share medical information and
experiences unique to this community. The JSOM survives because of generous but time-consuming contributions sent in by clinicians,
researchers, and current and former medics from all the Services who were SOF-qualified and/or who served with SOF units. We need your
help! Get published in a peer-review journal NOW! We are always looking for SOF-related articles from current and/or former SOF med-
ical veterans. We need you to submit articles that deal with trauma, infectious disease processes, and/or environment and wilder ness medi-
cine. We also need photos to accompany the articles or alone to be included in the photo gallery associated with medical guys and/or train-
ing. If you have contributions great or small... fire ‘em our way. Our E-mail is: JSOM @socom.mil.

In order to give CME to you, you all have to submit the articlesto us. Remember, thisis YOUR journal. CME provision isa hot topic
here in the Surgeon’s office; the JSOM has been working hard to provide you with quality articles that make available another means of
obtaining your required CME. The medics are NOT using them as much as the docs. Within the last two years only a handful of enlisted
medics have applied for credit. AsMSG Brochu states, “this publication will be a major area that SOF-P can get some of the REQUIRED
CME)s at no cost to the command. Thisjournal was and is produced for the SOF medic so you guys have to get fired up and send in your
stuff.”  We need you to write and encourage othersto write. You all have a lot to say; shareit with others. Potential articles are submitted
tothe Uniformed Services University of Health Sciencesto be reviewed for accuracy and relevance and then beta tested for how long it takes
toread thearticleand takethetest. Many of the articlesthat have been submitted just don’t takelong enough to read and ther efor e we can-
not get CME credit for them.

In this edition of the JSOM, we honor our fallen brother, SFC Peter P. Tycz II.

Enjoy this edition of the journal, send us your feedback, and get those article submissionsin to us!

Major DuGuay

Journal of Special Operations Medicine
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Executive EDITOR
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Colonel Hammer’s military and medical career began in 1958 when
he served asaU.S. Navy Combat Medical Corpsman attached to U.S.
Marine Corps infantry, artillery, and communication/reconnai ssance
units. Following discharge, he completed his BS and MD degrees at
the University of Michigan in 1967 and 1970, respectively.
Following nine years of civilian medical practice in a multi-specialty
group in Grand Rapids, Michigan, he reentered military service as a
Flight Surgeon at Beale AFB, CA. In 1984, he completed the Air
Force Residency in Aerospace Medicine at Brooks AFB, Texas, dur-
ing which period he earned a Masters in Public Health Degree from
Harvard University. Colonel Hammer has spent the majority of his career in aerospace medicine and direct
line support assignments, has commanded three medical groups, and has been assigned to the ARRS/SG,
the AFSOC/SG and the USAFA/SG. Heisachief flight surgeon and a master parachutist.

PRODUCTION EDITOR
Michelle D. DuGuay, RN
Duguaym@socom.mil

Maj DuGuay joined the Army Reservein 1987 and served as anurse

in a Combat Support Hospital unit for three years before switching
’ services in 1990 to become an Air Force C-130 Flight Nurse. Sheis
currently an IMA reservist attached to the SOCOM/SG office. Mg
DuGuay has a Bachelors in Nursing and a MBA/Management. Her
career includes being a flight nurse in both the military and private
sector, 15 years of critical care and emergency room nursing experi-
ence, plus being an EMT and a lega nurse consultant. She aso
served as the military liaison to her Disaster Medical Assistance
Team (DMAT.) Prior to the SG office, Mg DuGuay’ s experience at
USSOCOM includes an assignment in the Center for Force Structure, Resources, Requirements, and
Strategic Assessments.
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GENERAL RULES FOR SUBMISSIONS

Use the active voice when possible.

Secure permission before including names of personnel mentioned in your piece. Do not violate
copyright laws. If the work has been published before, include that information with your
submission.

Articles should be double-spaced, twelve point font, aligned on the left and justified on the right.
Important: Include an abstract, biography, and photo of yourself as part of the article.

Use of acronyms should be held to a minimum and when used they must be spelled out the first
time.

Remember that your audience is inter-service, civilian, and international .

Every article has a point to make, which is traditionally stated in the introductory paragraph and
restated in the closing or summary. Subtlety is not usually a virtue in amedica publication.

All references MUST be cited in the text and in numerical order. The references MUST be
arranged in the order of appearance in the text. Give the full name of the journal. Usethe
following style of citation: author names, title of article: journal name, year, volume number,
inclusive page numbers. If unsure, please contact us at JSOM @socom.mil.

Photographs with your article are highly encouraged. Photos must be sent separately from the
document so they can be converted into a publishing format. Where possible, traditional (“hard
copy”) photos should be sent, however, scanned and digitized copies can be used but please
make as large as possible, even if you have to send them one a atime. Every attempt to return
your original pictures will be made, but the JSOM will not be held accountable for lost or
damaged items.

Send submissions by e-mail, diskette, CD, or plain paper to the Editor. E-mail:

JSOM @socom.mil or by mail to: USSOCOM Surgeon’s Office. Submissions may also be sent
to the physical address at: United States Special Operations Command ATTN: SOCS-SG/ JSOM
CME Department 7701 Tampa Point Blvd MacDill AFB, FL 33621-5323.

Retain a copy for yourself.

We reserve the right to edit all material for content and style. We will not change the author’s
original point or contention, but may edit clichés, abbreviations, vernacular etc. Whenever pos-
sible, we will give the author a chance to respond to and approve such changes.

Again, the JSOM isyour journal. It is a unique chance for you to pass your legacy to the SOF
medical community.
Take advantage of the opportunity.
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We are currently in the midst of both the
post-war reconstitution and recocking/rearming of
all of our units and the summer rotation of personnel.
So much is ongoing. | would like to thank al our
reserve and Nationa Guard soldiers that we called
up for ajob well done as they demobilize to resume
normal, civilian life--until we need them again! In
my office Colond Diamond, Major Sully, Major
Dunn, Lieutenant Goins, and Lieutenant Sheley have
all soldiered long and hard to insure all the forceswe
provided wanted for nothing. It has been a red
pleasure to see nearly al of the US Army Civil
Affairs & Psychological Operations Command
AMEDD personnel as they flowed through Fort
Bragg. We tried to outfit them with al the knowl-
edge we could or at least our email addresses for
reach back! The mobilization of the National Guard
Specia Forces has done much to bring their skill
level up to a higher level than | think we have seen

since Vietnam. Many thanks to the 19N and 20t
Specia Forces Group (Airborne) Surgeons, Colonel
Mouri and Lieutenant Colonel Ludlow.

With extensions, stop loss, and mobilized
reserve soldiers we seemed to have had much less
turmoil last summer. New equipment is now hitting
many units, as are new personnel sots. The Specia
Forces groups get their physical therapy officers

USASOC

Rocky Farr, MD

COL, UsA
Command Surgeon

(Captains Guffie, Loro, Teich, Campbell, and Allen)
this summer and a physica therapy Medical
Equipment Set (MES) to go with them. LTC Dakin
has been orchestrating assignments for al the new
officers and Mgor Sully is building al the new
MESs. New Specia Forces book sets are on the way
as well as new, and differently packaged, 18D med-

icd laboratory sets. The 160t Specid Operations
Aviation Regiment (Airborne) gets severa more
medical officer/flight surgeon dots in various loca
tions and an Aeromedical physician assistant dot
aso. The Specia Operations Support Command is
getting more medical officers and some reserve med-
ical structure to boot. Even with all the new dots
there isless turnover as medica officersin particular
are staying longer since they come with residency
aready out of the way. | am happily in the position
of having five or ten well-qualified applicants for
each open position. We will have our 3-day intro-
ductory course, SOMIC (Specia Operations Medica
Indoctrination Course), right after Labor Day for al
the newbies. Maor Abner isbusy arranging curricu-
lum, seets, billeting, and other details of probably the
biggest SOMIC ever with the PT officers attending
with the new docs and PAs. | would like to thank all
the departing medical officers for their service to the
community and | want you back someday!

Volume 3, Edition 3/ Summer 03
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The new SOF EMT-P card is out on the
street and simplifies recertification after extended
missions where medics have had their certification
expire to a much simpler reentry process. In addi-
tion, thisis a chance to realign the sustainment train-
ing to subjects more military and more valuable to
us. There is a rumor on the street that the AFSOC
medics might even return to JSOMTC! | have been
trying to go down (three whole blocks!) and see each
SOFM SSP class that comes through.

MACOMs like USASOC spent alot of time
looking into the future for ways to change both
future force structure and future personnel structure.
The Command Surgeon’s office (now under the lat-

——

i E BER
' WEAR GREEN

est headquarters redesign named: “ The Deputy Chief
of Saff, Surgeon” ) has been fully involved in work-
ing on various working groups on future force design
for specia forces groups, Ranger regiments, specia
operations aviation, special operations support com-
mand, etc., etc. Magor Abner has continued to be our
doctrina expert in TO&E changes and future force
structure! | think we are doing good job in making
sure the medical parts of these new dructuresisrobug.

We are planning to have the USASOC
Surgeon’s Conference on Saturday and Sunday, 6-7
December 2003 in Tampa right before the Specia
Operations Medica Association conference, 8-12
December. My office will go in force--see you there.

0.5 ARMY

Doctors, COLs Anderson and Frame walk through the entrance to the Military Iragi Hospital on April 5, 2003. The doc-

- .
' ;;—dl;u;a

tors are in search of any equipment or supplies
that can be saved. The hospital has been in astate
of disaster since Operation Iragi Freedom began.
COL Anderson, COL Frame, Magjor
Donavan, and Specialist Lang were ambushed by
an lragi rebel on April 27, 2003 while on their
way to a meeting in Medical City. All men suf-
fered injuries from the rebel's AK-47. Dr.
Anderson was able to stop the assailant. He
returned fire, killing the assailant and then gave
medical attention to the other wounded person
nel of the convoy. COL Anderson received a
Bronze Star for his heroics.
(U.S. Army official photo by Staff Sgt. Olga
Steiert) (Released)
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Welcometo AFSOC and USSOCOM CAPT Woods

Captain Edward Andrew (Andy) Woods has
taken over from Captain Larry S. Garsha as the new
Nava Specia Warfare Command Force Medica
Officer. He comes to his new job from Nava
Medica Clinic Pearl Harbor where he worked as the
Director of Branch Medical Clinic Pearl Harbor from
February 2000 through June 2001 and as the Director
for Clinica Servicesfrom July 2001 until histransfer
to WARCOM. Prior to his assignment at Pearl
Harbor he completed a fulltime out service residency
in PM&R at the University of Missouri in Columbia
from 1993-1996 followed by a utilization tour as the
Senior Medical Officer of Branch Clinic Tranquility
at Naval Medical Hospital Great Lakes from 1996-
1999.

His involvement in operational medicine
began prior to residency in 1987 when he completed
a pediatric internship at Naval Medica Center
Portsmouth and was assigned to the USS Puget
Sound (AD 38) as the ship's general medical officer.

NAVSPECWARCOM

Edward Woods, MD
CAPT, USN
Command Surgeon

His sea duty tour was followed by atten
dance at the Naval Undersea Medical Institute in
Groton, Connecticut and orders to Submarine
Squadron Seven at Pearl Harbor from 1990 until
1993. Dr Woods hails from the state of Florida and
grew up in that state as well as North Carolina and
Tennessee. He graduated from the University of
Tennessee with aBA majoring in biology. He com-
pleted a masters degree in Biological Oceanography
at TexasA&M in 1982 and earned hismedical degree
from the University of Texasin Galveston on a Navy
Health Professions Scholarship Program.

Captain Woods views his new job as a
resource manager and quality assurance agent for the
Naval Specia Warfare community. He will draw off
his experience with senior mentors in the enlisted
and officer communities to assure medical care for
Navy Special Operations is practiced at the highest
level.
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AFSOC

f COMPONENT SURGEON

Dan Wyman, MD
Col, USAF
Command Surgeon

Welcometo AFSOC and USSOCOM Col Wyman

Aswas indicated in the Spring 2003 Journal, Dr Dougherty has moved from his AFSOC/SG position
and we welcome our new AFSOC/Surgeon, Col Dan Wyman. He will arrive at AFSOC in early August and
the journa staff would like to provide his biographic sketch as an introduction.

Colonel Wyman was born in Las Vegas, Nevada. He graduated with distinction from the United
States Air Force Academy in 1981, receiving the Academic Performance Award. He was awarded a Medical
Doctorate degree from the University of Nevada School of Medicine in 1985 and was commissioned as a
Captain in the US Air Force under the Health Professions Scholarship Program in May 1985. Colonel Wyman
completed a residency in Family Practice at David Grant USAF Medica Center, Travis AFB, CA, in 1988.
Following this residency, Colonel Wyman served as a Family Physician at the 36 TFW (Geilenkirchen NATO

AB) Clinic and then as a Squadron Medica Element Flight Surgeon for the 63rd Fighter Squadron, MacDill
AFB, FL. During Operation Desert Shield/Storm, Colonel Wyman served as a flight surgeon for the 401 FW,
Torrgjon AB, Spain. 1n 1993 he deployed to Riyadh, Saudi Arabiafor Operation Southern Watch and served
as Commander, 4409 Operations Group/Medical Detachment. Colonel Wyman completed adual residency in
Aerospace Medicine and Occupational Medicine at Brooks AFB, TX, in 1997 and then served as Commander,

18th Aerospace Medicine Squadron, Kadena AB, Japan and as the gh Medica Group Commander, Kunsan
AB, ROK from June 2000 — June 2001. He then served asthe Chief of Aerospace Medicine Division, Office
of the Command Surgeon, HQ Air Combat Command, Langley AFB, VA. Most recently, Colonel Wyman
served as the Commander, 325th Medical Group, Tyndall AFB, FL.

Colonel Wyman is board certified in Family Practice, Aerospace Medicine, and Occupational
Medicine and holds a Masters Degree in Public Health. Colonel Wyman is a senior flight surgeon with over
500 flying hours.

EDUCATION

1981 Bachelor of Science degree, USAFA

1985 Medica Doctorate, University of Nevada School of Medicine
1988 Residency in Family Practice, David Grant USAF Medica Center
1994 Air Command and Staff College, seminar
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1995 Master’ s degree in Public Health, University of Texas School of Public Health
1996 Air War College, seminar
1997 Residency in Aerospace Medicine, USAF School of Aerospace Medicine

ASSIGNMENTS

Jul 1985 - Jul 1988, Resident and Chief Resident, Family Practice Residency, David Grant USAF Medica
Center, Travis AFB, CA

Jul 1988 - Jul 1991, Family Practice Physician/Chief, Family Practice, 36 TFW (Geilenkirchen NATO AB)
Clinic, Germany

Jul 1991 - Jul 1994, Squadron Medical Element Flight Surgeon, 63 FS and Officer in Charge, Flight
Medicine, 56 FW Medical Group, MacDill AFB, FL

Jul 1994 - Jul 1997, Resident in Aerospace Medicine, School of Aerospace Medicine, Brooks AFB, TX

Jul 1997 - May 2000, Commander, 18th Aerospace Medicine Squadron, Kadena AB, Japan

Jun 2000 - Jun 2001, Commander, &M Medical Group, Kunsan AB, ROK

Jul 2001 - Jun 2002, Chief of Aerospace Medicine Division, Office of the Command Surgeon, HQ Air
Combat Command, Langley AFB, VA

Jun 2002 - Aug 2003,Commander, 325th Medical Group, Tyndall AFB, FL

MAJOR AWARDSAND DECORATIONS

Air Force Meritorious Service Medal with two oak leaf clusters
Air Force Commendation Medal

PROFESSI ONAL AFFILIATIONS

American Academy of Family Practice

Uniformed Services Academy of Family Practice

Diplomate, American Board of Family Practice

Society of US Air Force Flight Surgeons

Associate Fellow, Aerospace Medical Association

American Academy of Preventive Medicine

Diplomate, American Board of Preventive Medicine, Aerospace Medicine
and Occupational Medicine

American College of Physician Executives

EFFECTIVE DATES OF PROMOTION

Captain Apr 28, 1985
Magor Apr 28, 1991
Lieutenant Colond May 30, 1996
Colonel May 31, 2000

Current as of Jul 2003
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Under standing the SOF Health
Surveillance System (HSS)

Capt Cory Hunt

If you as healthcare providers haven't already
encountered the new handheld Battlefield Medical
Information System-Telemedicine (BMIS-T), be on
the lookout. You'll be amazed at the ease of data
transfer, form completion, and patient tracking.
Training has begun on the first of 600 Compac IPACs
to be distributed to SOF healthcare providers. The
actua hands-on training class takes a half day and
encompasses everything from familiarization with
the IPAC, software loading, and stand-alone comput-
er set-up, to actual patient data entry and data trans
fer. For those of you unsure about using a high-tech
device, no need to worry. The training also covers a
multitude of common problems and how to fix them.

The BMIS-T program alows you, the health-
care provider, to input patient personal data, SF 600s,
DD 1380, readiness, med evac, sick call encounters,
and, in the near future, the pre/post deployment
forms. You will find that the system is very easy to
use and will eliminate the need for pen and paper as
well as the need to carry medical reference manuals.

The handheld device is loaded with the SOF
Medica Handbook, veterinary medicine book, and
many other commonly carried references. Before
deployment, you can take your personnel roster and
load it on the IPAC. Once deployed, you can add or
delete patients as needed. When a patient comesin to
be seen, you can pull them up by name, choose the

type of encounter/form, and then save the data once
the exam and/or treatment is complete. You can
review the exams once saved and add on a reassess-
ment later should a patient come back for a follow-
up exam. Then, when you get the opportunity, you
can download the patient information to a stand-
aone computer and send, via SIPRNET, the infor-
mation back to the SOF Health Surveillance reposi-
tory at USSOCOM. Once the information is
received, the data is entered into the SOF database
and the patient encounter forms are printed and
mailed to the patient's home unit to be placed in their
medical record. In this manner, medical information
isreadily available to the end user and promotes data
capture and analysis.

For further information on the Health
Surveillance System contact:

United States Specia Operations Command
Attn: Mg Richard Hartman

7701 Tampa Point Blvd

Macdill AFB, Fl 33621-5323

Commercial: (813) 828-5442 DSN: 968-5442
e-mail: hartmar@socom.mil

= baderal MEC Hudobonk
= MEL
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USSOCOM Biomedical

| nitiatives Steering Committee
(BI1SC)

Mr Bob Clayton

Some of you may remember an article very
much likethisonein an earlier edition of theJournal
of Special Operations Medicine. Recently it was
brought to my attention that some of the medics at
the operational level were asking how to get ideas to
the BISC for research or funding consideration. So |
will provide a refresher on how to get an idea from
the rucksack to the Specia Operations Acquisition
and Logistics-Technology (SOAL-T) Medica
Technology (MEDTECH) Program Manager (PM) at
USSOCOM and an overview of the functions of the
BISC.

In 1994, the Biomedical Initiatives Steering
Committee (BISC) was chartered under USSOCOM
Directive 40-1. It was organized to support the
Specia Operations (SO) component medical issues.
Some of the peculiarities of SO medicine were in a
void at the service component medical commands.
The BISC is made up of a chairman, usualy the
USSOCOM Surgeon, the four component surgeons
or their designated representatives, and the Dean of
the JSOMTC. Each component surgeon is a voting
member of the process; the Dean acts as an advisor.
Each component surgeon is tasked with bringing
their component medical needs or requirements to
the BISC. Those needs are prioritized based upon
established criteria. In the event of any conflict or tie
votes the BISC Chairman makes the fina decision.
Once the projects or research topics are prioritized,
they are sent to the PM MEDTECH for funding and
program management.

There are several factors that enter into the
process of project selection. The number one consid-
eration for al MEDTECH programs is the first SOF
Truth: “Humans are more important than hardware.”
The BISC has been very successful in leveraging
major DOD medical research and development pro-
grams, and is careful not to duplicate ongoing
research efforts. The MEDTECH program funds
research in ergonomics, performance enhancements,

Combat Casualty Care procedures and protocols, and
other operationally significant areas of interest.
There are three primary methodsto solidit research efforts

(2) the BISC members prepare and submit

research topicsin a Task Statement format.

The Task Statements are then sent out to

governmental |aboratories, academia,

industry, and other agencies that conduct
medical R&D activities,

(2) the PM MEDTECH publishes a Broad

Agency Announcement (BAA) that lists gen-

era research topics that are relevant to SOF;

(3) the Command sponsors a Small Business

Innovative Research (SBIR) program that

encourages small business to submit propos-

als to solve specific requirements.
The Command aso receives alarge number of unso-
licited proposals. Each proposal is evaluated and
ranked according to the needs or applicability to SOF
requirements.

In anutshell, thisis how the process works at
this end. Now how does it get energized from the
operational level ? Each component has aprocessthat
works about the same, but may have minor varia
tions. If your unit has a Force Development Office or
a Force Integration Office, that is a good thing. If
not, each of you have a senior medic, a SOF Truths,
and a command surgeon. The first thing you need to
do isto “state your need.” Medica needs are a hit
different than normal acquisition programs. To enter
into a full blown medica R&D program, it takes
years of research and development cost, and normal -
ly years of clinicd trias in order to get the Federa
Drug Administration (FDA) approva. In a situation
like this, we would push the requirement to an
agency like the Medical Research and Materiel
Command (MRMC). In most other situations, you
might run across an item or device that is being used
in the civilian sector that has application to what you
do or need or there could be an operational limitation
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or capability that you would like to see improved.
Submit your ideas to your component representative;
they will write up the task statement and submit it to
the BISC.

Some of the recent past research efforts that
the components have submitted to the BISC for
research include: high atitude parachute operations
in conjunction with diving operations, LASIK proce-
dures and the impact on the SOF operational com-
munity; Human Patient Simulators for SOF medical
training; Medical Skills Utilization Study;
Ergogenicsin SOF (Creatine) Study; casualty evacu-
ation delays and outcomes; dive planner and decom-
pression computers/algorithms;  dry  fibrin
bandage/dressing; the SOF Medical Handbook;
motion sickness preventive measures in SOF mobili-
ty platforms, warm water diving issues, advanced
combat casuaty care protocols in the operational
environment; rapid field diagnostics systems; detec-
tion and determination of laser injuries;, circadian
rhythm adjustments, operational considerations, and
aternatives, swimming-induced pulmonary edema;
reversal of cold-related performance deficits, med-
icad orientation for mission planners’commanders;
lessons learned from Operation Enduring Freedom;
Tactica Combat Casualty Care Panel.
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The USSOCOM Surgeons Office, in con-
junction with the component surgeons, maintains a
degree of technology oversight as well as operational
awareness to the needs of the SOF medical commu-
nity. As the saying goes “Two heads are better than
one,” the same applies to assessing the needs of the
operational community. It is important that each
medic, PA, and physician in SOF assess the unit’'s
ability to perform its mission.

The current BISC members are;

Col David Hammer, USSSOCOM SG, Chairman

COL Rocky Farr, USASOC SG, voting member

Mr. Joe Marak, USASOC, Medical Reguirements
Specialist

CAPT Edward Woods, NAVSPECWARCOM SG,
voting member

CAPT Frank K. Butler, NAVSPECWARCOM,
Director Biomedical R&D

Col Danid Wyman, AFSOC SG, voting member

Lt Col Raobert Michaelson, AFSOC, BISC represen-
tative

COL Tom Ded, JSOC SG, voting member

Major Robert Lutz, JISOC SG, BISC representative

COL Kevin Keenan, Dean JSOMTC, BISC advisor

The MEDTECH Program Manager is Mr.
Dave Saren. If all else fails, contact me, the
Biomedica R&D Coordinator, Bob Clayton at
claytor@socom.mil .
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The Incident Command System What

Military Responders Must Know
Christopher Trumble

ABSTRACT

The recent past and present attacks upon the citizens of the United States abroad and
on domestic soil have resulted in numerous multi-agency and multi-jurisdictional task forces
being formed to rapidly react to incidents. The problems associated with the command, con-
trol, and coordination of responders has been mitigated in the past by using the Incident
Command System (ICS). This article provides an overview/review of the ICS. The infor-
mation is presented in a concise format that focuses on the basic design, construction, uti-

lization, components, and nomenclature associated with the ICS.

Objectives:

1. Maximize the overall efficiency and safety of a multi-agency response to any major incident through

increasing individual responders familiarity with ICS.

2. Provide a valuable management tool to responders and potential Incident Commanders that will favor-
ably increase their contribution at incidents requiring multi-agency response.

The reality of current operations and threats
means that Federal, state, and local emergency
response agencies (including National Guard and
active duty military) will find themselves working
side-by-side in future disasters and mass casualty
incidents (MCI). Many of these organizations have
never worked together before, and the cultural and
organizational differences pose huge problems in
efficiency and cooperation. Traditional military com:
mand, control, and coordination structures may not
be compatible with the structures adopted by civilian
response agencies. Also, from one military serviceto
another, there are service-specific chain of command
procedures that can cause breakdown in communica
tions during critical joint operations.

Since the United States government has
increased the nation’'s focus on homeland security and
the military has provided assistance during wildfires
in the western United States, it is apparent that mili-
tary personnel need to be familiar with the Incident
Command System (ICS). Military personne that
coordinate multi-jurisdictional and multi-agency
efforts, specifically special operations medics, will

benefit from increasing their understanding of this
valuable management tool.

To mitigate confusion at critical times, fire
departments, law enforcement agencies, emergency
medical services, and the Red Cross have established
theICS. ThelCSvariesfrom jurisdiction to jurisdic-
tion, but follows certain common principles.
Understanding how all agencies and individuals par-
ticipate in the system to coordinate and improve inci-
dent response is vital to military responders.

The ICS was developed in the 1970s as a
direct result of severa recurring problems identified
during response to southern California wildfires.
Federal, state, county, and municipal fire agencies
joined forces and formed the Firefighting Resources
of California Organized for Potential Emergencies
(FIRESCOPE). Since then, agencies have used the
ICS to respond to hazardous materials (Hazmat) inci-
dents, planned events and celebrations, natural disas-
ters, multi-agency incidents, search and rescue
(SAR), and numerous other incidents.

FIRESCOPE identified a number of prob-
lems that continualy plagued efforts at command,
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control, and coordination of multi-jurisdictional,
multi-agency operations. Among these were: non-
standard terminology among different agencies,
established command structures without ability to
expand and contract as the incident increased or
decreased in magnitude, lack of communications
compatibility, action plans that were not consolidat-
ed, and designated facilities that were either absent
or, if established, not everyone was aware of. ICS
was developed to resolve these problems, as key
management principles are applied in a standardized
way within a common organizationa structure.

As testament to the success of ICS, the
Federa government mandates its use in response to
all Hazmat incidents. 1CS has been endorsed by the
American Public Works Association and the
International Chiefs of Police and has been adopted
by the National Fire Academy as the standard for
command, control, and coordination (C3) of incident
response. The National Fire Protection Association
(NFPA) includes ICS as a component of their NFPA
1600, Recommended Practice for Disaster
Management. The Nationa Interagency Incident
Management System (NIIMS) has ICS as an integral
component of their program as well.

The ICS system works in a logical, straight-
forward, smple means by establishing a leader,
referred to as an incident commander (IC). ThelCis
the most qudified individual, not necessarily the
most senior or highest in rank, at the incident at the
time. The person holding this position may change
as the situation warrants. If and when there is a
change of 1C, the person leaving the position thor-
oughly briefs the person taking over. This holdstrue
for each and every position within the structure of the
ICS; you do not leave a position, for any reason,
without giving your successor a situation report. For
obvious reasons, your successor needs to know what
you have done and what remains to be done.

Once the IC is sdlected, a command staff
consisting of four components is established: a plan-
ning section, an operations section, a logistics sec-
tion, and a finance/administration section. A diagram
of the structure is depicted in figure 1.
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This structure remains constant regardless of
the incident or its magnitude. In a small-scale inci-
dent one person may manage al the components.
Large-scale incidents will require separate managers
for each section.

The following scenario represents a small-
scale use of ICS: the victim reports a home invasion
and assault to 911. The police respond with EMS per-
sonnel and fire-rescue. No other agencies are dis
patched. Thus, the ICSwould be fairly small. Figure
2 depicts a structure for this incident:
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The senior officer serves the function of the
incident command staff and performsall of the func-
tions of the planning, operations, logistics, and
finance/administration sections. The structure of the
response team will expand and contract with the
managing of the incident, the number of responders,
etc. If the incident begins to increase in magnitude,
such as a newsworthy event (e.g. hostage situation or
suicide-murder), there may be a need to establish
other command staff positions. These include infor-
mation officer, sfety officer, and liaison officer (figure 3).

Infommalion Officer

Incident
Cormmanda

Eof ey O 1oy

|
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Figure3 CHher commond cisft positions

The information officer will handle media
inquiries and coordinate the release of information if
necessary. The safety officer monitors the incident
for safety issues and ensures the safety of al respon-
ders and victims. The liaison officer is the on-scene
contact for agenciesresponding to the incident. Thus,
if you are responding to an MCI, and a reporter
approached you, you would politely refer him to the
information officer. If you see or are aware of safety
issues, then the safety officer should be notified. |If
personnel approach you and inform you that they
have arrived to provide assistance, you would send
them to the liaison officer and/or the appropriate
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staging area. By everyone following these proce-
duresit is easy to maintain control over an incident
or event.

Using the previous example (figure 2), if
the person who was assaulted was a well-known
personality, there may be news media rapidly arriv-
ing and that may necessitate having an information
officer present to handle questions from the media.
The structure would then be modified (figure 4).
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ICS works fine for small-scale incidents
involving a few agencies, but what about a major
large scale incident with multiple agencies respond
ing? The IC will expand or contract the ICS organi-
zation chart based upon three major priorities:
¢ Life safety The IC will first consider
the safety of the responders
and the genera public. If
expansion of the organiza-
tion will increase safety,
then the IC will add sec-
tions as necessary.

The IC will select the best
size ICS organization that
will ensure incident stabili-
ty by minimizing the effect
the incident may have on
the surrounding area and
yet maximize the efficiency
of the responders and

their resources.

+ Incident stability

The IC must ensure

that property damageis
kept at & minimum during
the process of achieving
incident objectives.

* Property
Conservation

In larger-scale incidents, the command
functions of planning, operations, logistics, and
finance/administration will be separate from the IC's
position. The planning section collects, evauates,

disseminates, and uses information about the inci-
dent's progress and resources. The planning section
may also be tasked with creating an Incident Action
Plan (IAP). The IAP will define response activities
and resource utilization for a specified period of time.
The operations section's duty is to execute the
response contained within the lAP. Thiswill include:
directing all operations while ensuring safety, assist-
ing the | C to develop goals and objectives, requesting
(or releasing) resources through the | C, and providing
the |C operational situation reports (SITREPS).

The logistics section is responsible for pro-
viding the facilities, services, and materials necessary
(this includes personnel to operate equipment) to
respond to the incident. The logistics section is
focused on materially supporting the incident respon-
ders. If there is a medica unit within the logistics
section, it treats responders, not victims.

The financial/administration section tracks
the costs associated with the incident. This is impor-
tant to managing budgets, ensuring adequate funding
is available to successfully complete the response,
and after the response, accounting for expenditures.
An example of an expanded organization structure
for amagjor incident is depicted in figure 5.

Many companies supply |CS-compatible
identification kits and planning tools that may be
reused at events and have proved useful at large-scale
incidents. Figure 6 illustrates a prepackaged kit that
includes identification vests to identify personnel by
job function, flags to identify areas, triage cards to
prioritize casualty treatment and/or evacuation status,
and a dry erase planning board to depict the ICS
structure most suitable for the incident. This particu-
lar kit is designed by AMEC and retails for approxi-
mately $500. A customized kit, with greater or fewer
supplies, can be assembled using individua items to
best meet your specific requirements.
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Figuref BE<panded organizaionstructure for a major incident

Figure 6. Mass Casualty Incident Management System
(from AMEC)

Triage cards are standardized by using a pri-
ority color code system: black for deceased or
expectant, red for immediate evacuation or treat-
ment, yellow for the next level of treatment or evac-
uation, green for the least urgent level of treatment
or evacuation that is necessary. Thetriage cardsare
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constructed of highly durable coated paper and are
weather proof with a grommet and plastic attachment
lanyard to assist in affixing the card to the patient.
Examples of various triage cards manufactured are
depicted in figure 7. Triage cards are generally pack-
aged in lots of twenty-five or fifty costing approxi-
mately $20 to $40 per package.

c) ICS Triage Tags
Figure 7 Examples of various manufacturers of triage tags

Keeping in mind each section's responsibili-
ties, it isimportant to develop an understanding of the
terminology used; common terminology is essential
in any cooperative or teamwork environment. ThelC
should identify theincident/event in asimple straight-
forward manner. As an example, the World Trade

Center attack has been referred to asthe Twin Towers
or World Trade Center incident. Either method is
simple and easy to understand. An IC might identify
awildfire in Montana occurring during the summer of
1999 as "Montana summer 99 wildfire incident”. All
communications should be in smple text and without
the use of agency-specific codes like the "ten" code
system (eg. 10-45 for mator vehidle collisonwithinjuries).

Integrated communications is smply a com-
munications system that uses common frequencies,
common terminology and short simple, to-the-point
messages. It may be necessary to establish a number
of communications networks depending upon the
magnitude of the incident and the diversity of
responding agencies. Radio and telephone traffic
should be limited to essential information only.

Unity of command is a standard military man
agement concept: each person within the organization
reports to only one designated person. This system
works well when dealing with only one agency but
problems develop when multiple agencies and multi-
ple jurisdictions are added to the mix.

For multiple agencies and multiple jurisdic-
tions, unified command alows &l of the responding
agencies to manage the incident through the estab-
lishment of acommon set of objectives, and strategies
meeting those objectives. By using the unified com:
mand system there is no relinquishing of agency
authority, responsibility, or accountability. Under
unified command the incident functions under a sin-
gle coordinated IAP, the operations section chief
implements the AP, and only one incident command
post (ICP) is established.

Manageable span of control isthe number of
resources one supervisor can effectively manage.
Within the ICS, the maximum number of resources
any one supervisor can effectively manage is seven,
while the minimum is three, with five resources con
sidered optimum. As the resources increase or
decrease, the IC will re-evaluate the organizational
structure and make adjustments as necessary.

Designated facilities are fixed locations for
areas such asthe ICP and staging areas. The ICP will
be a location where the IC, the command staff, and
the general staff conduct their operations. Staging
areas will be areas where resources are located while
they await assignment or where they return after com-
pletion of their assignment.

Each incident will be unique. However,
through application of ICS organization you can set
up command, control, and coordination quickly and

Volume 3, Edition 3/ Summer 03

21



22

easily if you are the first responder or most experi-
enced individual to arrive at the incident. If placed
within an area of the organization structure as a
responder, it will be simple to understand your spe-
cific role within the chain of command.

Upon being tasked to assist a an incident,
you should request upon arrival to speak with theliai-
son officer who will send you and any equipment or
supplies to a staging area, or will assign you to an
area of assignment. At the area of assignment, locate
your immediate supervisor to get briefed on the criti-
cal areas that you need information on so you can
maximize your effectiveness. Examples of informa-
tion you will require include:

The current situation
Specific responsibilities
. Do | have subordinates that | will be respon-
sible for?
Coworkers
Location of work
What available equipment/resources are
available to me?

. How do | request assistance?
. Where do | go when finished? On break? To
eat? Etc?

Once you begin your assigned duties, main-
tain and update records documenting your activities.
The records you keep will be an important reference
tool when others are briefed and will assst efforts to
better prepare for future incidents. Your supervisor
should be provided regular feedback asto your situa-
tion's progress, or lack of, so this information can be
conveyed back to the ICP.

Upon demobilization, you may berequired to
attend a specia incident debrief session. If required,
do so. Prior to leaving your area of responsibility,
complete any work that is in progress unless other-
wise directed, ensure your records are complete and
accurate, brief your relief or supervisor, brief your
subordinates (if appropriate), return or transfer cus-
tody of resources that you have, and follow any other
departure procedures that are in place.

Duplication of effort, critical tasks not per-
formed, or a combination of these two are potential
outcomes when a number of services respond to an
incident with best intentions but without a common
method of coordinating a response. The ICS has been
used for many years, iscommon to anumber of agen-
cies, and is flexible enough to handle any situation
with as many, or as few responders as are available.

It has a proven track record in responding to Hazmat
incidents, planned events/celebrations, natural disas-
ters, multi-agency incidents, and search and rescue
incidents. Military personndl, to be effective in dis-
aster response, should understand the structure and
responsibilities of the ICS as a force multiplier, and
where they fit into the system.

Christopher Trumble has a Mechanical
Engineering degree and was a firearms expert at the Centre
of Forensic Science (CFS) in Toronto, Canada
Responsihilities included providing expertise in weapons,
armor, and forensics to the law enforcement community,
Canadian military, the medical community, and the courts.
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vide expertise to US law enforcement, military and gov-
ernment agencies. Mr Trumble has previously authored
articles for the Association of Firearms and Toolmark
Examiners (AFTE) Journal and Small Arms Review
(SAR) Journal and has assisted the Federal Bureau of
Investigation (FBI), Bureau of Alcohol Tobacco and
Firearms (BATF), Drug Enforcement Agency (DEA),
state, county and municipal law enforcement agencies, and
testified as an expert witness in criminal court cases. He
has also worked on military projects with the US Naval
Space Warfare Center (SPAWAR), United States Special
Operations Command (USSOCOM), and is currently
under contract with the United States Army Aeromedical
Research Laboratory (USAARL).

Mr Trumble's mass casualty incident experience
includes responding to multiple shooting and civil unrest
incidents in the United States and Canada. He has com+
pleted numerous weapons, emergency response, and
counter-terrorism related courses provided by the Federal
Emergency Management Agency (FEMA), military, and
numerous law enforcement agencies.
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FOR FURTHER INFORMATION
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POB 147

Russellville, MO 65074
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Fax: 800-257-5713
www.boundtree.com/home/asp

Federal Emergency Management Agency (FEMA)
500 C Street

SW Washington, DC 20472

Phone: 202-566-1600

www.fema.gov
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Mars and Hippocrates in Megapolis. Urban

Combat and Medical Support

ester W. Grau
harles J. Gbur Jr., MD

Medical support to soldiers and marines fighting in cities will pose some special tacti-
cal problems. Although the physician will still remove shrapnel and bullets or treat burns,
breaks, and disease, urban terrain and urban combat provide unique challenges to the medical
team. Specia challenges include finding and evacuating the wounded, the types of injuries
encountered, preventive medicine, medical intelligence, and protection of medical facilities
and patients. Armored ambulances, improved self-administered first aid equipment, and early
use of antibiotics will help, but urban combat can severely stress the availability of care and the

established medical structure.

The views expressed in this article are those of the
authors and do not reflect the official policy or position of
the US Army, USMarine Corps, Department of Defense, or
the US Gover nment.

“Don't go there” is the conventional wisdom
for military forces and cities. However, with the
advent of high-precision weapons, many of the
world’ sforces can no longer maneuver freely on open
terrain and have been forced to move to difficult ter-
ran to negate the effectiveness of high-precision
weaponry and to regain maneuver. Forests, jungles,
mountains, swamps, and cities are increasingly the
terrain of choice for less-technologically equipped
forces. The United States Armed Forces may have to
fight guerrillas or conventional forces in cities.
Military medical support will share the burden of this
tough fight.

Is there a unique role that military medicine
will play in support of urban combat? The physician
will still remove bullets and shrapnel or treat burns
and disease. However, the nature of alarge city will
have adecided impact on the mission of military med-
icine. Much of the urban population cannot abandon
the city when adversaries arrive. There smply is no
place for dl of them to go. Where would the popu-
lace of New York or Los Angeles go? There are even
fewer optionswhen dealing with the evacuation of the
civilian populace of Mexico City, Lagos, Cairo, or
Rawalpindi. Most civilians will stay in place, try to

protect their property, and try to avoid the fighting.
They won't be able to stay out of harm’sway. The
bulk of casudtiesin city fighting are usualy civilians.
Sewage systems, power generating plants, water tregat-
ment plants, and other utilities are vulnerable and,
when knocked out, increase the risk of disease and
epidemics. A breakdown in public safety, city servic-
es, and public hedlth can lead to looting, further dis
ease, riots, unchecked conflagrations, and untreated
casudties. Any fighting will interrupt normal com-
merce and severe interruptions can stop the delivery
of medicine, food, and fuel. The populace will look to
government and local authority to restore power,
sawage, good order, public hedth, transport, and
essential commerce.  Often government and loca
authority is represented solely by the military and the
senior military commander will find that his responsi -
bilities extend far beyond immediate combat.
Military engineers, communicators, police, trans
porters, lawyers, civil affairs, and medical personnel
may find themselves doing non-traditional, yet vital
tasks, to support the senior commander in the struggle
for the city.

On the operational side, military medical per-
sonnel may find themselves reestablishing city public
health systems, operating clinicsfor civilians, training
public health workers, conducting or supervising epi-
demiologic teams, checking water and food, restock-
ing local hospitals, and working with non-government
relief and charitable organizations (NGOs) and other
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aid organizations while continuing their primary mis-
sion of supporting the military. Clearly, the medical
effort will require additional resources to handle an
expanded mission and provide aid to the civilian
community.

Medical support to the combatants will also
pose some specia tactical problems, particularly
with finding the wounded, evacuating the patient,
types of injuries encountered, preventive medicine,
medical intelligence, and protection of medical facil-
ities and patients.

FINDING THE WOUNDED

Many cities of the world are not laid out
neatly in uniform rectangular blocks. Their streets
twist and turn and they are easy to get lost in.
Fighting further complicates “staying found.” Units
fragment during urban combat. A battalion may start
its advance at one end of a block, clearing rooms and
occupying buildings to prevent the enemy from
retaking them. By the end of the block, the battalion
is spread out and its combat power dissipated. Even
platoon leaders have trouble maintaining control as
their squads move into buildings--out of sight and
often out of radio and voice contact. Urban combat
istruly asquad leader’ sfight and even the squad gets
split up.  Inevitably, soldiers are moving in pairs or
alone. If the command has failed to establish fre-
quent rally points and brief the plan in detail to each
soldier, it is easy to get turned around and lost.
Eventually, a soldier goes missing and his comrades
try to determine when and where they saw him last.
Does the platoon stop and retrace its steps looking
for him or does it continue on with the mission? If
the platoon goes on, the platoon medic is in a
quandary. Does he go back and ook for the missing
man or does he stay with the platoon?

Clearly, well before the platoon moves into
the city, every member needs to be trained to admin-
ister first aid to himsalf and to carry sufficient med-
ical suppliesto take care of himself. Soldiersare pri-
marily trained to give first aid to others, so the act of
self-administered first aid can be daunting to some-
one who is bleeding badly and dipping into shock.
Training helps, but self-administered first aid is still
tough to do. Perhaps science can help in this area.
The Defense Advanced Research Products Agency
(DARPA) is considering the development of an elec-
tronically-controll