
ENCLOSURE

HEALTH SUPPORT PLANNING GUIDANCE

1.  Purpose.  This enclosure provides joint health support (HS) planning guidance to the CINCs, Chiefs of the Services, and Defense agencies in support of the tasks assigned in the Joint Strategic Capabilities Plan (JSCP).  The basic purpose of HS planning within the context of the JSCP is to:

a.  Develop essential joint HS concepts and capabilities consistent with the CINCs’ concept of operations;

b.  Ensure appropriate emphasis upon force medical protection aspects;

c.  Identify strengths and deficiencies in key HS capabilities;

d.  Assess the implications of identified strengths and deficiencies on the ability to support theater operations.

2.  Objectives.  The primary objective of HS planning is to identify and provide appropriate HS resources and infrastructure that will support the combatant commander’s concept of operations at the strategic, operational, and tactical levels.  HS planning must:

a.  Provide combatant commanders a healthy and fit force; identify and counter health threats to the deployed force; and manage and effectively care for combat casualties and the total delivery of responsive health support to the deployed force.

b.  Provide essential life saving stabilization care in theater and evacuation of stable and stabilized patients to CONUS or other facilities within theater (OCONUS-based forces) for definitive medical care and/or provide definitive care in theater for all casualties that will return to duty within the theater evacuation policy.

c.  Identify deficiencies and risks. 

d.  Develop alternative courses of action to address shortfalls.

e.  Be conducted in a uniform manner that promotes collaborative joint planning between the supported commander, the supporting CINCs, Services, DOD agencies, nongovernmental organizations, host-nation and allied participants, and focuses/builds on collaborative strengths.

f.  Consider as functional HS categories for planning the following: 

· Medical Command, Control, Communications, Computers and Intelligence (C4I).

· Hospitalization. 

· Primary care.

· Patient Movement.

· Force Health Protection.

· Veterinary support. 

· Medical logistics. 

· Blood Program.

· Combat Stress Control.

 3.  Functional Categories for HS Planning 

 
a.  General 

(1)  Within the combatant commander's concept of operation, the aim must be to protect forces from medical hazards, prevent disease and nonbattle injuries (DNBI), and to provide a standard of resuscitative/stabilization/
definitive medical care for combat wounded and trauma patients as close as feasible to peacetime US standards of health care.

(2)  Host-nation support (HNS) may be used, as determined by the theater CINC, to offset US medical requirements or augment US capabilities.  Such support will provide a level of care that should be at least equivalent to US standards of care or acceptable to the theater commander. Normally plans for health service support that rely on resources and/or services provided by a host nation should be supported by a formal agreement to ensure that the resources and/or services will be available during periods of crisis or war.  Where planners are unable to obtain written agreements in support of host nation resources and/or services, deliberate plans should highlight this deficiency as one risk factor affecting the plan’s success.

(3)  Supporting the current force projection strategy demands that joint HS planning focus on preventing casualties and minimizing health risks to Service members, balancing the appropriate health capabilities to requirements while minimizing the forward “footprint,” and relying on evacuation of stable and stabilized patients to definitive care facilities.  Joint HS planning must encompass all the functional HS categories, emphasizing deployment of healthy and fit forces; identifying health risks and employing appropriate countermeasures; providing essential forward-deployed resuscitation and stabilization care; providing continuity of care for evacuated patients; maintaining accountability of all patients through the medical evacuation system; and clinically enhanced patient movement systems that include patient staging, ground and in-flight patient care.  Planning must balance in-theater hospitalization with the projected/anticipated capacity of the theater evacuation system to effectively move patients between all echelons of medical care. 

(4)  The joint HS plan must reflect the synergy of the Services to balance HS capability with force requirements to support the theater CINCs’ CONOPS.

(5)  Medical concept of operations must follow CINC's phases of operations.

(6)  Medical technologies and information systems that result in smaller, lighter, mobile, flexible, and more capable equipment and platforms must be incorporated in medical plans.

(7)  The Medical Analysis Tool (MAT) must be used to determine gross requirements for hospital beds (echelon 3-5), evacuation requirements, and Class VIIIA & B.

b.  Force Health Protection (FHP).  FHP is the unified strategy for optimizing health and protecting Service members from all health and environmental hazards associated with military service.  During operations, force medical protection focuses on identifying and assessing health threats, developing and implementing effective countermeasures, conducting comprehensive health surveillance, and providing timely health interventions as required.  Every operation must have a deliberate force medical protection program.  When required, OPLANs and CONPLANs will contain an Appendix entitled “Medical Elements of Force Health Protection” (Change title of Annex Q, Appendix 7 from “Preventive Medicine” to “Medical Elements of FHP”).  HS FHP assessment personnel must be included in the earliest reconnaissance element deployed.

(1)  Medical Intelligence.  The Defense Intelligence Agency (DIA) develops and disseminates medical intelligence.  Medical intelligence is produced by DIA’s Armed Forces Medical Intelligence Center (AFMIC).  Agencies such as the Armed Forces Pest Management Board,  the US Army Center for Health Promotion and Preventive Medicine and the US Navy Environmental Health Center can also provide useful information.  CINC medical planners should coordinate with CINC intelligence staffs to determine responsibility for medical intelligence and location of medical intelligence within the OPLAN (ANNEX Q or ANNEX B).  There should be a paragraph describing the concept of operations in one annex and an appendix in the other.

(2)  Health Threat Assessment.  Protection of deployed forces for any operation relies on an accurate and validated health threat assessment.  Plans must articulate known and anticipated health threats and hazards in the area of operations, including environmental, disease, occupational, and toxic substances known to exist in the area of operations as well as anticipated mental health stressors.  This assessment must address acute and potential long-term health effects to the Service member.

(3)  Countermeasures.  A force protection strategy demands development and implementation of preventive medicine countermeasures.  Because the most effective countermeasures must be implemented during the predeployment phase, planning must consider leadtime, time-phasing, and logistical support requirements.  As the DOD-wide force protection continuum matures, application of appropriate countermeasures for a given operation will be adjunct to the global force protection program.  Countermeasures include an active education program, administration of appropriate vaccines and pharmaceuticals, prophylaxis regimens, combat stress assessment and management, field hygiene and sanitation practices, vector control, training, and time-phased deployment of appropriate medical and support supplies and equipment to ensure health.

(4)  Health Surveillance.  Health surveillance is battlefield intelligence for monitoring health threats in the area of operations. Health surveillance identifies weaknesses in the force medical protection plan, determining effectiveness of countermeasures, detects naturally occurring disease and nonbattle injury potential, identifies environmental hazards and is an effective means of detecting the use of biological and chemical agents.  HS support plans must provide for a joint health surveillance system in accordance with DODI 6490.2 for tracking known and potential health threats.  The health surveillance system must incorporate pre- and post-deployment data collection (e.g., Service member surveys, health assessments and serum sampling).  This data must be incorporated as part of the Commander’s Intelligence  Assessment Program and the All Source Analysis System.    

c.  Veterinary Support 

(1)  Veterinary support for joint operations will be provided by the US Army as the DOD Executive Agent.

(2)  Plans that reflect increasing reliance on host-nation 

procurement of Class I (food and subsistence) must provide appropriately trained personnel (normally veterinary personnel) to conduct inspections for safety before contracting is complete.

(3)  Plans must consider the demand for animal care and treatment capability in small-scale contingencies, as well as the impact of zoonotic diseases on deployed forces across the operational continuum.

d.  Hospitalization
(1)  Hospitalization in OPZONEs 1 and 2 must include resuscitative and stabilization care.  In addition, sufficient capability must exist in OPZONEs 1 and 2 to provide definitive care within theater for all those casualties returning to duty within the theater evacuation policy.  OPZONE 2 will also include the capability to provide additional care to stabilized patients being evacuated from OPZONE 1, if required.
(2)  Objective Planning Factors and Policies.

*OPZONES
Evacuation Policy (Days)
Evacuation Delay (Days)
Skip Factor

(Percent)
Bed Dispersion (Percent)
Transit Time Days

(CBTZ)
7
4
0-100%
20
0

(COMMZ)
15
3
0
10
0

(CONUS)
60
10
0
5
0

* Note:  For planning purposes, there will be three OPZONES.  OPZONES are defined as:  OPZONE 1, the theater of operation or combat zone (CBTZ); OPZONE 2, the area outside the CBTZ / communication zone (COMMZ) and OPZONE 3, CONUS.  Planners can use sectors to sub-divide an OPZONE for further requirements definition.  Sectors are defined as areas of operation/action within an OPZONE (there can be multiple sectors within an OPZONE.

(a)  Evacuation Policy.  The maximum number of days of noneffectiveness that a patient may be held within the theater for treatment.  Patients who, in the opinion of responsible medical officers, cannot be returned to duty status within the period prescribed are evacuated as soon as possible.  Stated theater evacuation policy is cumulative for OPZONE 1 and OPZONE 2.  Evacuation policy for OPZONE 3 (CONUS) applies to patients received at DOD medical facilities.

(b)  Evacuation Delay.  A planning number to reflect the average number of days a patient could stay in a hospital or holding bed, awaiting transportation before the patient is evacuated to the next level of care.  Evacuation delay in OPZONE 2 (Communication Zone/echelon 4) should not be greater than OPZONE 1 (Combat Zone echelon 3).  MAT breaks evacuation delay into three subcategories.  The sum of these will equal the evacuation delay.  (Note:  When the database that drives the stay time for stabilization is updated, evacuation delay will be 4 days.  Until then, during the initial requirements generation, the stated delay policy should not be modified.  However, during course of action, supportability analysis, and to mitigate shortfalls, the evacuation delay may modified.  Modifications will be directed by the supported CINC.) 

· Stabilization time.  During initial hospitalization, do not override default rate in MAT. 

· Awaiting Conveyance Time (theater specific).  The  CINC medical planner must coordinate with USCINCTRANS to obtain this number.

· Administrative Time.  Theater specific, but should not be less than 1 day. 

(Note:  For calculating total time in the evacuation system, evacuation delays are cumulative across the three OPZONES.  Evacuation delays do not include travel times between OPZONEs.)

(c)  Skip Factor.  The percent of patients evacuated directly from OPZONE 1 to OPZONE 3.  For initial planning purposes, the skip policy should be “0”.  However, when the patient condition allows and when lift is available, it is preferred to move patients directly from OPZONE 1 to definitive care.  Definitive care can be in CONUS or the patient’s home station.  The supported CINC should coordinate with USCINCTRANS concerning the feasibility of a skip policy. 

(d)  Bed Dispersion Factor.  Allowance used to upwardly adjust basic bed requirements to reflect an overhead of beds caused by patient disposition and hospital flexibility/ mobility requirements.

(e)  Transit time. The time it will take a patient to be medically evacuated from one echelon to another.   Default time in MAT is “0” days.  This will allow bed availability (and ground transportation) in echelon 3 today and echelon 4 tomorrow.  This method prevents dual counting of theater bed requirements and possible lack of bed availability in the receiving OPZONE.

(3)  Average Length of Stay (ALOS).  The average number of days a patient will stay in a bed before returning to duty.  Unless otherwise directed, do not change default rate.

(4)  Casualty Rates.  Current Service-approved casualty rate planning factors for wounded in action (WIA); disease (D); nonbattle injury (NBI); died in hospital (DIH); killed; captured, missing in action (K/CMIA); administrative loss; combat stress/ battle fatigue (BF) and NBC should be used for each scenario.

(5)  CONUS redistribution of patients. USCINCACOM, with support from USCINCTRANS, will coordinate the redistribution of patients returning to CONUS for care. 

e.  Primary Care.  Plans must consider all aspects of primary care including casualty prevention, sick call, dental care, outpatient care, mental health, and holding capability in nonhospitalized status.

(1)  Dental Services.  All joint HS plans must include requirements for emergency and operational dental care. 
(2)  Mental Health/Combat Stress Prevention.  Mental health personnel will plan to coordinate efforts with other professionals, (e.g. chaplains), to provide combat stress support.  All HS plans should reflect the provision for the full spectrum of both mental health and combat stress prevention.

(3)  Outpatient Care.  Plans must ensure adequate medical structure is available in theater to provide appropriate echelon 1 and 2 care.  MAT is capable of providing outpatient care requirements using occurrence casualty rates.

f.  Patient Movement 
(1)  Patient movement includes the integration of a comprehensive plan to expeditiously evacuate patients from forward positions to the rear without endangering life and limb and sacrificing quality patient care.

(2)  Patient movement plans should integrate and include ground and air ambulances, sea crews, as well as fixed wing aeromedical evacuation system air crews and their support equipment.  Also included should be planning for transporting stabilized patients using air crews, critical care air transport teams, aeromedical staging facilities/mobile aeromedical staging facilities, aeromedical evacuation liaison teams, and the handling of patient movement items.  Aeromedical evacuation assets may be opportune or dedicated lift.

(3)  Intertheater and intratheater patient movement procedures for bed reservation at the destination medical treatment facility, in-transit patient and patient movement item visibility, and patient tracking will be consistent with USCINCTRANS Global Patient Movement Requirements Center (GPMRC) and respective supported CINC Theater Patient Movement Requirements Center (TPMRC) policies and command relationships.  Service component commanders are responsible for the evacuation of their patients from echelons 1 through 3.

(4)  Activation and utilization of the aeromedical evacuation (AE) segment of the Civil Reserve Air Fleet (CRAF) should be planned for appropriate stages of CRAF activation.

(5)  The US Army is doctrinally responsible for providing rotary-wing medevac support for all ship-to-shore and shore-to-ship patient transport.  This includes the hospital ships (T-AH) as well as the Casualty Receiving Treatment Ships (CRTSs).  Plans should reflect this arrangement when it supports the commander's concept of operations.  Otherwise, the Navy and Marine Corps have responsibility for ship-to-shore, and shore-to-ship movement for CRTSs and T-AHs.

(6)  Patients evacuated to CONUS will generally be regulated directly to a DOD medical facility within the region from which their unit originally deployed, (i.e., to the patient’s unit of record).  If patients are assessed and exceed applicable evacuation policies, or if patients exceed DOD medical capability in the region, they may be regulated either to a Veterans Administration (VA) Primary Receiving Center in that region as primary backup, a Federal Coordinating Center, or to another region if required.  

g.  Medical Command, Control, Communications, Computers and Intelligence (C4I) 

(1)  Ensuring optimal support to planned operations requires a medical C4I surveillance and reconnaissance (SR) architecture that considers current emerging technologies; HS situational awareness; health surveillance and support; intelligence; and operates within theater command communications infrastructure. Medical C4I must be fully integrated with Global Command and Control System (GCCS) and Global Combat Support System (GCSS).  Medical planners should be proficient in the use of GCCS, GCSS, and functional capabilities of medical C4I systems.

(2)  Integrated GCSS information combines output from medical, logistics, personnel, transportation, financial, and other combat support service applications to achieve the objectives supporting the C4I requirements of the warfighter.  Medical C4I situational awareness provides support to operational commander(s) of medical threats potentially faced by deployable forces and assists in planning for effective preventive measure(s). Medical C4I requirements must be articulated, incorporated into overall theater C4I plan, and implemented at the earliest stages of operation planning and execution. 

(3)  HS communications requirements and capabilities will be integrated and interoperable with theater command and control systems to reduce single-user, single-purpose redundancies and provide for a cohesive, compact system.  Medical information technologies must fit into the unified commander’s architecture scheme and Defense Information Infrastructure.  Therefore, the medical planner needs to coordinate all Service HS communication requirements with the CINC’s communications element (J-6) and Defense Information Systems Agency representatives. 
(4)  HS information is usually sensitive but unclassified.  Clarification of policy for classification for medical information is dependent on the concept of operation.  In coalition and humanitarian assistance operations, medical information sharing should be considered.  In other operations, it can be an operational security indicator and may require protection/controlled access. Aggregation of HS information might impact security considerations and classification implications.  Planners must coordinate with the CINC's J-3 and J-6 to determine if medical information will be classified. 
(5)  Essential elements of information for medical C4I will include situational awareness and planning, capabilities assessment, blood management, staffing, training, medical regulating, patient evacuation, health surveillance, medical logistics, medical intelligence, and bed availability.
(6)  HS planning must anticipate future requirements based on current emerging technologies and intelligence applied to the concept of operations.  Medical C4I must comply with the DOD Joint Technical Architecture.

(7)  CINC medical planners should coordinate with the CINC's J-6 staff to determine responsibility for C4I and location of medical C4I within the OPLAN (ANNEX Q or ANNEX K).  In any case, there must be a paragraph describing the concept of operations in one annex and an appendix in the other.

h.  Medical Logistics 

(1)  Doctrinally, the Army is tasked as the Single Integrated Medical Logistics Manager (SIMLM).  However, the supported CINCs can appoint a different Service to function as SIMLM.  In either case,  plans should reflect which arrangement supports the commander's concept of operations.

(2)  Only Food and Drug Administration (FDA) approved or deemed equivalent pharmaceuticals may be procured, prescribed, dispensed, or used in support of medical care of US members in US military medical facilities.  Use of investigational new drugs (IND) must comply with FDA protocols. 

(3)  The DMSB DEPMEDS list of medical material items is to be used as the core list of items for in-theater deployment.  Risk Code 1 items are used in the treatment of the majority of expected wartime casualties and these items are required in theater on the first day of deployment (Risk Code 1A) or supplied after the SIMLM is established (Risk Code 1B).  Risk Code 2 items include Service-unique substitutions and alternatives for Risk Code 1 items required for sustained operations.  Risk Code 3 items are for expanded care outpatient conditions with less frequent occurrences, while Risk Code 4 items are needed for routine garrison care.

(4)  Class VIIIA requirements in support of the commander’s concept of operations must be calculated at the item level based on total patient population derived from the population at risk throughout the duration of the conflict.  This must be done in parallel with the TPFDD development process as indicated in Enclosure B.  Class VIIIA requirements must be developed for medical units that are considered shortfalls.  Requirements for fluids, including frozen blood washing and reconstitution fluid, will be calculated at item level and included in Class VIIIA.  

(5)  Sustainment of Class VIIIA must be met through a combination of methods indicated below.  Services and DOD agencies must assess the ability to support the CINC's concept of operations as part of the OPLAN planning process.  Shortfalls must be fully evaluated and methods must be established to test availability when stocks are not in the possession of DOD managers.  Class VIII stocks fall into one of the following five categories, which in the aggregate, must be evaluated for meeting the basic loads and sustainment requirements in support of CINC OPLANs:

(a)  Service-owned stocks on hand with unit.

(b)  Stocks forward positioned. 

(c)  Service/DLA owned, in DLA depots. 

(d)  Stocks available on consignment contracts, through direct vendor delivery, prime vendor contracts, vendor managed inventory or available through decentralized blanket purchase agreements.

(e)  Industrial base available for which no current agreements exist to obtain for a contingency.

(6)  Plan for time-phased requirements for Class I, medical B-ration patient supplements.  For planning purposes, 23 percent of patients will require a medical B-ration.  Use MAT average daily bed requirements per day for time-phased ration supplement requirements.

(7)  Returning dedicated aeromedical evacuation flights, including AE CRAF may be used as an alternate to normal cargo/passenger processing, and may be used to support returning/redistributing medical flight crews, patient attendants, and patient movement items/medical sustainment.  Geneva Convention provisions apply to the types of cargo/passengers on a medically dedicated aircraft.

i.  Blood Program
(1)  Establish a blood program within each unified command (or CINC may task Service component) to include a Joint Blood Program Officer to provide planning, TPFFD development, program management, coordination and execution.

(2)  The Unified Command, Services and the Armed Services Blood Program Office (ASBPO) will design and maintain the blood distribution system to include Armed Services Whole Blood Processing Laboratories, Blood Transshipment Centers, Blood Supply Units, and Blood Product Depots. 

(3)  Based on hospital admissions, calculate requirements for Class VIII B (blood and blood products) using the MAT.

(4)  Service blood programs will maintain FDA licensed programs and will collect, process, and ship designated quantities of blood and blood products in support of identified requirements.

(5)  The Defense Blood Standard Support system will be maintained and utilized as the blood management and reporting system. 

(6)  The ASBPO will be the Joint Staff's agent for deliberate planning and operational implementation of blood issues.

4.  Requirements Determination
a.  The size of population at risk (PAR), casualty rates, duration of the casualty rates used, and the length of the delay period have a large impact on the size of the medical requirement for a theater.  Historically, medical planners have modeled very large theater PARs as a whole, placing the entire PAR at higher than expected risk for long periods of time.  Additionally, the former Medical Planning Module would evacuate patients from echelon to echelon, holding those patients in beds for the entire delay period at that echelon (it took 10 days to go from admission to echelon 3 to admission to echelon 5).  Planning a large PAR with a high casualty rate for a long period, while having patients stay in a hospital bed for the entire “theater” delay will create an unrealistic medical requirement.  Planning the proper PAR with the correct casualty rate for the proper length of time and keeping a patient in a bed for as short a period as possible is key to estimating a justifiable requirement.

b.  When downloading a PAR from a TPFDD to load into MAT, it is recommended that forces be grouped into force modules.  These force modules must be grouped by level of risk and sized to the appropriate commander-approved casualty rates.  When applicable, the PAR should be separated into combat and support forces.

c.  For planning purposes, the supported CINC medical planner, in coordination with the rest of the CINC's points of contact (J-1/3/4/5) and the Service components, can divide the theater into appropriate OPZONES and sectors.  OCONUS military medical facilities within theater that provide definitive care for OCONUS-based forces can be considered Echelon 5 facilities (for care and evacuation/delay purposes). 

d.  Service-specific casualty rates should be used whenever possible. Service casualty rates can be admission rates (admission to echelon 3 facilities) or incident/occurrence rates.   Both sets of rates can be used in MAT, but MAT will default to admission rates.  Rates need to be used correctly, ie  planners must ensure the casualty rates being used correspond to the size of the force being placed at risk (division rates for divisions, corps rates for corps, Marine Expeditionary Force {MEF} rates for the correct sized MEFs) and approved by the commander.  Service component medical planners (in conjunction with the Service component personnel planner) may use Service or DOD-approved studies to provide a clearer view of operation specific casualty rates.

e.  Service component medical planners will coordinate with plans, operations, and intelligence staffs to develop/assign wounded in action (WIA) rates in accordance with the CINC’s CONOPS.  Use of WIA per 1,000 population per day must directly relate to the ability of opposing forces to inflict casualties on US forces and not on the OPTEMPO of the campaign.  The use of high WIA rates for long periods of time on a large PARs should be examined carefully to ensure it matches the warfighters CONOPS against an enemy’s capability.  (Remember DIH rates are per 1,000 admissions vice 1,000 PAR.)

f.  For unconventional casualty rates, Services must provide theater rates for their Service components.  These rates should be in accordance with the CINCs CONOPS on use of unconventional munitions.  If Services cannot provide appropriate casualty rates, use theater specific rates/ factors provided by the unified command in conjunction with the Joint Staff. 

g.  Supportable evacuation/delay/skip policies/transit time:  The supported CINC medical planner should coordinate with USCINCTRANS to conduct a patient throughput assessment in order to identify a supportable evacuation policy as a function of evacuation delay and potential skip policy.  The supportability assessment should include a sustainability analysis to ensure any shortfalls can be mitigated by appropriate adjustment to the delay, length of stay, or other hospitalization characteristics.  The analysis should include movement of patients as early as possible to maximize theater bed capabilities. Additionally, where MPM automatically allowed one day transit time, a “0” day transit time will generate beds in an OPZONE today, then a bed in an OPZONE tomorrow.  A “1” day transit time will generate a bed in an OPZONE today, no bed tomorrow, and a bed in an OPZONE the next day.

h.  Alternate support planning.  USCINCTRANS will conduct a total analysis of patient movement to the next required level of medical care based upon the most expeditious and practical means (to include skipping OPZONEs).  USCINCTRANS will, in coordination with Air Mobility Command, advise the supported CINC of alternate ways to balance theater stay times/hospitalization with the evacuation system to maintain a supportable patient workload.

i.  TPFDD building:  The TPFDD must document all requirements (force and nonunit) to support the theater concept to include in-place units. Medical information required to be placed in the TPFDD are medical units, medical personnel, medical evacuees, medical supplies, resupply, and blood.  The supported CINC medical planner needs to coordinate with the ASBPO, Service logistics agencies, and USTRANSCOM to provide more detailed information.  Requirements for medical assets that support a theater of operation (for combat and communication zones) must be placed on supported theater’s TPFDD.  Class IB-rations (patient supplements) should included on the TPFDD. 

j.  Noncombatant Evacuation Operations (NEO: When planning for medical support for NEOs, noncombatants should be considered at risk at the same casualty rates (WIA/D/NBI) as those forces that are supporting the NEO (i.e. Army/Marine Corps staging areas or Air Force bases).  This will be done in coordination with the CINC's J-1 to prevent double counting of individuals (nonmedical attendants).

k.  Sustainability analysis:  An assessment of the medical system’s ability to support the CINC's CONOPS is required.   The assessment must include the ability of the Services to source requirements for beds, supplies, blood, personnel, and the ability of USCINCTRANS to provide the required aeromedical evacuation resources to move patients. 

l.  Supportability assessment:  The supported CINC medical planner must calculate the total requirement to support the CINCs CONOPS.  If shortfalls exist, the planner must show how support will be rendered with the capabilities provided by the Services.

m.  Losses.   (killed/captured/missing in action/evacuees/ administrative losses).  The CINC medical planner must coordinate with the personnel/manpower planner (J-1) to account for and plan replacement of theater losses as calculated by MAT.   

n.  Reconstitution/recovery/redeployment:  The plan must include a section on redeployment of medical units.

o.  Flexible Deterrent Options (FDO):  When transportation feasible, the supported CINC medical planner should consider the use of FDOs in order to meet early medical requirements.

p.  USCINCACOM is responsible for identifying and preparing CONUS-based joint force packages for worldwide employment of ACOM-controlled forces.  To be effective, CONUS-based deployable medical assets must be tailored to the mission and flexible enough to meet the supported combatant commander's requirements.  Functional capabilities, irrespective of Service origin, should be optimized to provide balanced medical support packages. 

q.  Within the Service medical departments, there are unique resources and skills (both within DOD in general and Service specific) not found in any other governmental or non-governmental organization.  These assets should be leveraged from the CONUS sustaining base and adapted to the full spectrum of threat (i.e., infectious disease teams, mental health/ combat stress teams, telemedicine teams).

r.  The supported CINC medical planner should consider cross-leveling medical personnel and materiel in order to open medical facilities to meet timelines. 

s.  Medical care for DOD eligible beneficiaries: The supported CINC Surgeon, in conjunction with the Component Surgeons, will make a determination whether care for DOD beneficiaries remaining in theater is possible.  Plans must clearly articulate if such care will be provided on a space available basis at US MTF’s or whether such care will be transferred to the host nation.   

t.  Medical care for other “supporting” personnel.  Essential medical care must be planned and provided for personnel that directly support US forces (US contractors, enemy prisoners of war, Korean augmentation to US Army, and the Korean Service Corps).  They should be placed at the same risk (casualty rates) as the units they are supporting. 

u.  There is a direct correlation between combat stress/battle fatigue (CS/BF) casualty rates and WIA rates.  When WIA rates spike, CS/BF rates will also spike.

v.  When building a scenario using MAT, the scenario is built on “C” days and that “C” day equals a day.  Therefore, a 180-day scenario is C-day through C-179.

w.  CINC ANNEX Qs will contain all appropriate appendixes listed in JOPES Vol. II, making sure areas such as C4I and reports (ANNEX K), Medical Intelligence (ANNEX B), NEO (ANNEX E), Host Nation Support (ANNEX P), and Medical Logistics (ANNEX D) are referenced in their corresponding annexes. 

5.  Requirements for a dual Major Theater War
a.  Theater requirements determination is the same as above.

b.  Services should not dual-task assets when sourcing CINC TPFDDs.  If assets are dual sourced, CINCs need to deconflict any dual taskings and designate swing assets.  
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