MILITARY PREVENTIVE MEDICINE PERSONNEL

TERMS AND DEFINITIONS

NOTE:  The term "preventive medicine officer" is often used generically by the line to mean anyone engaged in preventive medicine, including enlisted preventive medicine technicians.  Sometimes the line extends this generic concept to include an assumption that any "preventive medicine officer" can carry out any preventive medicine task.  In reality, there is a degree of specialization among various preventive medicine personnel.  In the Army and Navy preventive medicine communities, "preventive medicine officer" refers to a physician-epidemiologist.  All this has two implications for JTF Surgeons: 1) Statements or assurances that preventive medicine "personnel assets" or even "preventive medicine officers" are already included among task force personnel may have little meaning in determining whether the specific personnel needed for particular duties are on board. 2) When requesting preventive medicine personnel, JTF Surgeons should be aware that different terms are used among the services.  Be careful to use the appropriate term, and to specify the tasks and duties to be done.

PREVENTIVE MEDICINE OFFICER (PMO) 
- ARMY, NAVY 

PREVENTIVE MEDICINE PHYSICIAN 

- AIR FORCE

Physician-epidemiologists with a Master of Public Health (MPH) degree in general preventive medicine and public health.  PMO/Physicians generally advise on public health, especially prevention and control of communicable diseases.  PMOs obtain or provide medical intelligence and develop predeployment preventive medicine recommendations, conduct on scene assessments, e.g. extent and degree of malnutrition, and establish and operate disease surveillance systems. (In the Air Force, these functions may be handled by a Public Health Officer, see below.) PMOs evaluate and make recommendations to control disease outbreaks.  In the field, the Air Force tends to deploy Flight Surgeons (instead of Preventive Medicine Physicians) whose training includes varying degrees of preventive medicine; aerospace residency graduates have

MPHS.   Army and Navy PMOs in the f ield are usually 0-4 to 0-5, however, at brigade level and higher they are usually 0-5 to 0-6.

ENVIRONMENTAL SCIENCE OFFICER (ESO)

- ARMY

ENVIRONMENTAL HEALTH OFFICER (EH0)

- NAVY

PUBLIC HEALTH OFFICER (PHO)


- AIR FORCE

BIOENVIRONMENTAL ENGINEER (BEE)

- AIR FORCE


There is a considerable difference between the Army/Navy and the Air Force. ESO/EHO are Medical Service Corps sanitarians. Some have prior enlisted experience as a preventive medicine technician; some have MPHs.  They advise on, teach classes on, and keep an eye on: food service (preparation, handling, storage) , potable water (including testing) , field sanitation, waste and refuse disposal, habitability, heat stress, camp site selection, and some insect and rodent control (but usually not pesticide application).  They may assist with mass immunization efforts.

Some ESOs are environmental engineers, i.e. are specialists in areas such as water treatment or waste management.  However if assigned as an ESO they are expected to function as such.  Pay grade: 0-1 to 0-5.

In contrast, Air Force PHOs are veterinarians (who may have an MPH), or nurses (who Must have an MPH).  They function as sanitarians, but their duties also include medical intelligence, predeployment briefings, and medical surveillance.  Air Force BEEs nominally are sanitarians also, however this function is largely done by PHOs.  BEEs primary function is to evaluate environmental toxins and hazards, including serving as industrial hygienists.

ENTOMOLOGIST                            - ARMY, NAVY, AIR FORCE

Medical Service Corps specialists and consultants in the identification, control and elimination of insects, rodents, and certain animals, notably snakes.  Most have at least master's degree level training in their specialty; many have PhDs.  Entomologists assess insect populations, identify and quantify particular species of insects, evaluate insect problems refractory to routine pesticide applications, and develop plans for correcting the problem.  In the Army/Navy, Preventive Medicine Technicians usually apply routine pesticides, often on their own initiative.  Some pesticides can only be applied by, or under the direct supervision of, an entomologist.  In contrast, the Air Force considers pesticide application a civil engineering, not medical, function.  Their entomologists work on the civil engineering staff.

VETERINARIAN                             - ARMY

Only the Army has veterinarians who work as such. (Air Force veterinarians work in non-animal fields, such as public health.) Their primary duty is to assess sources of bulk food supplies, especially meat, and certify the food as fit for consumption and the provider as an "approved source." Veterinarians also provide animal husbandry services, assess sick animals, and make animal control recommendations.  Enlisted veterinarian technicians assist - 91R technicians do food inspections, 91T do animal care.

PREVENTIVE MEDICINE TECHNICIAN (PMT) - 91S (ARKY), 8432 (NAVY)

  4EX (AIR FORCE)

PMTs are the backbone and front line of military preventive medicine, generally assigned at battalion level or above.  They are trained to handle common, routine field sanitation, food service sanitation, potable water testing, waste and refuse handling, heat stress, and insect and rodent control problems.  They may work independently or as part of a team headed by a PM0, EHO/ESO/PHO, or entomologist.  They assist with mass immunizations.  Two extremely important functions are troop education, and serving as the eyes and ears of preventive medicine, calling attention to problems they cannot handle or are wide-spread.  Navy PMTs are broadly trained; Army and Air Force PMTs may be more specialized.
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CHOLERA BACKGROUND PAPER

BACKGROUND

_
Organism: Vibrio cholerae, a bacterium found in the gut

_
Since 1817 there have been 7 world-wide epidemics

_
Historically epidemics cause catastrophe, death, panic

CLINICAL MANIFESTATIONS

· Classic cholera: clear, watery, odorless diarrhea

· flecks of mucous give term "rice water stool"

· can lose up to 20 liters of fluid (water/salts) per day - total body blood volume = 5 liters

· death as rapidly as four hours from shock due to fluid loss

· V. cholerae makes enterotoxin which binds to gut cell walls 

· enterotoxin stimulates outpouring of fluid into gut

· enterotoxin eventually dissipates on its own

· 75 % of those infected have no symptoms, no diarrhea

· 20 % have mild symptoms, including "ordinary" diarrhea

· 2-5 % with severe classic cholera, i.e. "cholera gravis"

EPIDEMIOLOGY

· Huge amounts of organisms shed in stools

· Infection ACQUIRED BY EATING FECES; SANITATION PREVENTS THIS

· contaminated water, usually from inadequate sewage disposal - contaminated food, usually from food handlers with diarrhea - clean food/water placed in contaminated containers

· handling clothing, other items soiled by feces, vomit

TREATMENT

· Prompt, adequate fluid replacement is critical, life-saving 

· Most cases treated with oral rehydration salts (ORS)

· ORS packet provides required salts, glucose

· Add to clean water

· Can be given by mothers; saves medical manpower

· IV fluid replacement only for severe cases

· Antibiotics have limited role; fluid is what’s important

· Tetracycline, doxycycline, TMP/SMX, furazolidone

· Some cholera strains are antibiotic-resistant

· Shorten duration of diarrhea and shedding of organisms - Work best if given early in course of illness

· Not required for successful treatment of cases

· Vaccine minimally effective; not used, not even in epidemics

PREVENTION - KEY IS GOOD SANITATION AND HYGIENE

· Provide uncontaminated water for drinking and washing

· Ensure water containers used by refugees are clean, i.e. not potentially contaminated with cholera

· Provide sanitary methods to dispose or sterilize feces, vomit

· Provide soap/water to clean up patient and surroundings, e.g. vomit on body, stool on bedding, contaminated clothes

· Provide soap/water for hand washing after contact with patients
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DENGUE FEVER BACKGROUND PAPER

BACKGROUND

· Caused by dengue virus, common in most tropical countries

· 4 virus strains; prior infection makes later ones worse

· Transmitted by bite of daytime-feeding Aedes species mosquito 

· especially 2 hours after dawn, 2 hours before sunset

· Two mosquito species are vectors along U.S. Gulf Coast

· Dengue could be imported into, and remain in, U.S.

· No safe vaccine available

CLINICAL MANIFESTATIONS

· Dengue feels much like "the flu;" but can be very debilitating

· Infections often have no symptoms, especially in kids

· If symptomatic, illness usually lasts 3-5 days, sometimes 7 

· fever, severe headache, muscle aches, joint pain, eye pain, intestinal disturbances, loss of appetite, rash

· May be biphasic: sick --> feel better --> sick

· Some cases, especially if person had a previous dengue infection have mild-severe hemorrhage due to blood

· vessel leakage and faulty blood clotting

· Severe cases = dengue hemorrhagic fever, dengue shock syndrome 

· > 5% die, even with intensive care

· Must do malaria blood tests: dengue & malaria look alike

EPIDEMIOLOGY

· Cuban outbreak (1981) infected 350,000, hospitalized 116,000, killed 158.  Puerto Rico (1993) 15,000 cases.

· Diagnosis requires sophisticated lab tests

· Tropical storms may cause epidemics by increasing the mosquito population

TREATMENT

· No specific treatment; treat like influenza.  No aspirin.

· Severe cases: oxygen, IV fluids, pain medicines

· Complete recovery likely once acute attack over

· Small percent may have prolonged convalescence & fatigue

· Small percent may have post-dengue depression

PREVENTION

· Not spread by person-to-person contact, blood, coughing

· Usual mosquito control measures.  Aedes is a city-dweller. 

· Empty water out of jars, tires, etc (breeding sites)

· Personal protection: DEET, permethrin in clothes, bednets

· Keep mosquitoes from sick patients. (Mosquitoes will feed on patient and spread virus to next person they bite.)
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MALARIA BACKGROUND PAPER

BACKGROUND

· Organism: Plasmodium falciparum, vivax, ovale, or malariae 

· Parasite of red blood cells and liver cells - 4 species 

· Falciparum, vivax = most common; falciparum, can kill

· Historically a major war stopper from illness & death

· WW II British in Burma 84% had malaria per year

· WW II South Pacific 100% had malaria at least once

EPIDEMIOLOGY

· Anopheles mosquito species spread parasite by biting people who are already infected with malaria

· Bite mostly at night, mostly in rural areas

· Resistance is a major problem world-wide

· Parasite to anti-malaria drugs

· Mosquitoes to pesticides

CLINICAL MANIFESTATIONS

· Symptoms occur 12-14 days after infected by mosquito bite

· May occur up to months/years later, depending on species

· Classic malaria: High spiking fever every 3-4 days, drenching sweats, severe chills, headache, nausea, vomiting 

· Rarely see this classic picture; mustn't expect it

· Most cases are mildly ill, with non-specific symptoms

· Navy experience: malaria commonly misdiagnosed as "flu',

· Nausea/vomiting/diarrhea prominent, misdiagnosed as GI flu

· Anti-malaria pills are not 100% effective, BUT

· Troops who take them and get malaria are especially likely to appear mildly ill, with non-specific symptoms

· Falciparum. malaria can cause coma, shock, death

· May go from not-too-sick to dead within several hours

DIAGNOSIS

· If no lab support, assume all fevers may be due to malaria

· Definitive diagnosis: See parasite in patient's blood

TREATMENT

· A variety of anti-malaria drugs are available

· Sometimes need IV fluids, oxygen, intensive care unit

PREVENTION 
- THESE ARE CRITICAL TO REDUCING MALARIA CASES

   PERSONAL PROTECTION IS A COMMAND RESPONSIBILITY

· Personal protection: DEET on skin, permethrin on clothes, long pants & sleeves, bednets

· Vector control measures to reduce mosquito population

· Prophylactic anti-malaria pills

· Mefloquine, doxycycline, or chloroquine
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MEASLES IN REFUGEE CAMPS BACKGROUND PAPER

BACKGROUND

· Not like the usually benign disease seen in U.S. 

· Malnutrition makes measles far more severe

· Can be a leading cause of death in refugee camps

· Sudan: 2000 measles deaths in one camp, 2/85-5/85

· Contributes to high malnutrition rates in survivors 

· - Malnutrition lowers resistance to other diseases

· Factors

· Low levels of immunization coverage (depends on country)

· High rates of undernutrition and vitamin A deficiency

· Measles causes/exacerbates vitamin A deficiency, which in turn

· Compromises immunity (ability to fight off infection)

· Can cause xerophthalmia (dry eye) and blindness

· Increases measles death rate even more

TREATMENT

· MEASLES IMMUNIZATION SHOULD HAVE HIGHEST PRIORITY, EARLY

· Only vaccine needed in the initial emergency relief effort

· MUST MAINTAIN COLD CHAIN (refrigeration a/o ice) ALL THE WAY FROM U.S. TO REFUGEE'S ARM, or vaccine no good

· Emergency phase = crude mortality rate (CMR) > 1/10,000/day

· Immunize all kids age 6 months - 5 years upon arrival

· If vaccinated < 9 months old, revaccinate at 9 months

· Long term program: all kids 9 months - 5 years 

· Treat clinical cases with vitamin A if not received in past month 

· More vitamin A if severely ill or have eye involvement 

USE OF JET INJECTOR GUN - Centers for Disease Control Recommendations 

· There is a small potential risk of transmitting HIV, hepatitis B 

· Particularly in populations where HIV, hepatitis B is common

· Use is indicated when

· Large numbers of people must be vaccinated in a short time

· Use of needles/syringes is not practicable

· Health authorities judge public health benefit outweighs small potential risk of disease transmission

· May be moot issue; hard to find measles vaccine in 50 dose vials

Note:  The manufacturer of jet injectors no longer supports its use, and it’s use by US personnel for refugees and / or migrants is thus rendered overcome by events.  This is not based on any evidence of problems with transmission of infectious diseases, but could reflect product liability concerns.
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PROTEIN ENERGY MALNUTRITION (PEN) BACKGROUND PAPER

BACKGROUND

· Insufficient protein a/o calories for metabolic needs

· Micronutrient deficiencies: Vitamins A, C; iron, folate

· PEM by itself is among top 5 causes of death for refugees

· Also exacerbates infectious diseases --> higher death rate

EPIDEMIOLOGY

· Kids < age 5, pregnant/nursing women especially at risk

· Causes:

· Inadequate dietary intake

· Increased metabolic needs, e.g. from pregnancy, disease 

· Food malabsorption due to vomiting, diarrhea, etc

· Problem may be lack of food OR collapse of marketing system, lack of money, inadequate distribution system

CLINICAL MANIFESTATIONS

· Depends on whether deficiency is protein or calorie

· May see: loss of subcutaneous fat, muscle wasting, loss of skin elasticity, edema (swollen ankles, pot belly), pale hair color, lethargy, weakness

CONSEQUENCES

· All organ systems impaired

· Immune and gastrointestinal system impairment increases susceptibility to infection --> worsens malnutrition

· Micronutrient deficiency exacerbates anemia, increases susceptibility to infection

· PEM in pregnancy --> poor birth outcomes

· Chronic PEM in kids --> growth retardation

TREATMENT & PREVENTION

· Initial treatment of severe PEM can be hazardous; requires careful medical assessment & supervision, slow refeeding 

· Do NOT allow troops to feed severely malnourished refugees American foods, especially not complex foods or MREs.  May not tolerate these foods --> may die.

· Establish supplementary & therapeutic feeding stations in humanitarian operations

· Must include micronutrients, especially vitamin A

· Do NOT withhold measles immunization because of PEM

· Institute assessment & surveillance system to determine extent/nature of malnutrition in at risk refugee populations, & to monitor efficacy of feeding programs

· Allow access to local markets; encourage new markets
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SHIGELLOSIS (BACILLARY DYSENTERY) BACKGROUND PAPER

BACKGROUND

· Organism: Shigella dysenteriae, flexneri, boydii, sonnei

· 4 gut bacteria species, in decreasing order of virulence

· dysenteriae, flexneri most common in 3rd world

· Highly infectious: 10-100 organisms sufficient to infect

· Occurs world-wide; 2/3 cases, most deaths in kids < 10 years

· Classic war/refugee/crowding disease: Old Testament to El Alamein

CLINICAL MANIFESTATIONS

· Classic dysentery: cramps; small stools with blood, pus, mucous

· tenesmus = painful straining to pass stools with no results 

· dysentery caused by bacteria invading gut wall --> blood, pus

· Nonspecific beginning: fever, malaise, cramps, watery diarrhea

· Mild cases may not progress beyond this stage, are common

· Mild cases last 4-7 days to weeks; improve with no treatment 

· Can develop dysentery in hours; depends on species, virulence

· Unusual complications: convulsions (kids), blood infection, kidney failure (hemolytic-uremic syndrome) & toxic megacolon

· Severe cases, death associated with infants/elderly, malnutrition 

· Breast feeding provides significant protection to babies

EPIDEMIOLOGY

· Organisms shed in feces; humans are only reservoir

· High secondary attack rates, up to 40% of family members

· Organisms shed for up to 4 weeks, sometimes longer

· Antibiotics stop this

· Key factor: Food handlers who don't wash hands after defecating 

· Direct person to person spread also occurs

· Contaminated water supply often important cause

· Crowded conditions, poor sanitation & hygiene spread infection

· Role of flies not clear, but vector control probably useful

TREATMENT

· Antibiotics shorten illness, are important for severe cases 

· Organisms may be resistant to antibiotics

· High gut levels may work despite ostensible resistance 

· Ciprofloxacin effective; can't use in kids, pregnancy

· Fluid replacement for watery diarrhea or dehydration

· There is no vaccine

PREVENTION - KEY IS GOOD SANITATION AND HYGIENE

· Handwashing (soap/water) after defecation = most important measure 

· Especially food handlers, patient attendants

· Sanitary feces disposal; fly-proof latrines - culturally accepted?

· Safe, potable water

· Fly control, including proper garbage, feces disposal

· Scrupulous cleanliness in food preparation

("Dysentery" can also refer to amebic dysentery, which can appear similar to bacillary dysentery, but is due to protozoa.  It is not as common.)
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CG MESSAGE

From:
CG JTF Restore HopeTo:
All unit commanders

Subj:
COMMAND RESPONSIBILITIES IN MAINTAINING TROOP HEALTH

1.  The medical threat in Operation Provide Hope is among the highest ever faced by US forces, probably much greater than in the Viet Nam conflict.  The prevention of force degrading illness is a command responsibility.

2.  Preventive medicine personnel have provided very specific recommendations which will preserve combat readiness by keeping personnel healthy.  It is up to individual commanders to implement these recommendations in the most aggressive manner.

3.  Specifically, unit commanders are responsible to insure the following:

a.  All personnel are to exercise complete malaria and mosquito discipline, including keeping sleeves down at all times, proper use of DEET insect repellent on all exposed skin, and the fullest use of bednets.

Permethrine spray should be issued, and all uniforms and bednets should be treated.

b.  Malaria medication will be taken as prescribed, and monitored by unit command structure.  If mefloquine is used, it will be taken on Sundays by all units.  If doxycyline is used, it will be taken with the morning meal by all units.  Accountability is required.

c.  Handwashing after use of latrine and before eating is required.  Unit leaders will insure that all troops understand and comply with this requirement.

Handwashing stations are to be provided at the earliest possible time.  When chow halls are established, no troop will be permitted to enter without washing hands.  Enforcement is required.

d.  Absolutely no food, water, or ice will be consumed from the local economy.  Failure to comply with this restriction carries the high potential of epidemic diarrhea and hepatitis.  Unit commanders should insure that all troops understand the tremendous threat associated with eating from the economy.

e.  Commanders will insure that human waste is handled in strict accordance with preventive medicine recommendations.  Specifically, latrines are to constructed and maintained in a fly-proof condition, to prevent fly contact with human feces and subsequent diarrhea epidemics.

f.  When chow halls are established, they are to be operated in full accordance with preventive medicine recommendations.  An improperly run chow hall can result in epidemic diarrhea.  The priority on "getting a hot meat to the troop" should at no time override proper procedures in chow preparation.  Inattention in this area has resulted in massive epidemic diarrhea in past operations.

g.  Commanders will insure that heat injuries are prevented by allowing a period of acclimatization, adjusting work schedules to avoid the hottest parts of the day, and enforcing aggressive water drinking (up to 1 canteen per hour).

h.  HIV is a major problem throughout East Africa.  Infection rates exceed 50% in many prostitute populations.  Commanders will establish a climate that strongly discourages any sexual contact with the local population.

3.  Preventive medicine personnel are available for unit training.  All troops are to be thoroughly briefed as early as Possible in the exercise, and re-briefed as needed.

4.  Disease and injury trends will be aggressively monitored theater-wide to identify problems immediately and take corrective action.  Accurate disease reporting is a high interest item.

Commanding General sends.

2

JOINT TASK FORCE OUTPATIENT SURVEILLANCE FORM

WEEKL Y REPORT


UNIT/CAMP/GROUP




SITE


AVERAGE






WEEK


STRENGTH







(SUNDAY THRU SATURDAY)

   
                                                                                                       WEEKLY      ATTACK

SUN        MON       TUE        WED        THU       FRI        SAT     TOTAL         RATE

HEATINJURY

DIARRHEA/GI

DERMATOLOGICAL

RESPIRATORY

ORTHO/INJURY

OPHTHALMIC

MEDICAL ILLNESS

UNEXPLAINED FEVER

SEXUALLY TRANS

DENTAL

PSYCHIATRIC

SURGICAL

TUBERCULOSIS

MEASLES

CHICKEN POX

CONFIRMED MALARIA

PRESUMPTIVE MALARIA

MISC (all others)

TOTALS

Note:  % ATTACK RATE * WEEKLY TOTAL divided by AVERAGE STRENGTH times 100.

DISEASE SURVEILLANCE CATEGORIES

NOTE:
ONLY THE FIRST VISIT FOR A NEW COMPLAINT SHOULD BE COUNTED.  FOLLOW-UPs SHOULD NOT BE COUNTED.

HEAT INJURIES (HTI): Any systemic heat-related symptoms requiring treatment.  Include dehydration, heat cramps, heat exhaustion. heat stroke.  Does not include sunburn.

DIARRHEAIGI (GI): Focuses on INFECTIOUS CAUSES of symptoms.  Include diarrhea, gastroenteritis, dysentery, food poisoning, abdominal pain, appendicitis, nausea/vomiting without other cause, intestinal parasites.  Does not include GI bleeding, hemorrhoids. ulcers, or other NON-INFECTIONS diagnoses.

DERMATOLOGICAL ILLNESSES (DER): All skin conditions presenting for medical evaluation.  Include fungal or bacterial infections. cellulitis, heat rash, blister, dermatitis caused by insect bites.

RESPIRATORY ILLNESS (RS): All upper and lower respiratory complaints.  Includes URI, pharynges, rhinitis, allergic rhinits, bronchitis. pneumonia, cough, bronchospasm, wheezing, asthma, and any other allergic or infectious respiratory complaint.  Also includes secondary complications of respiratory symptoms, such as otitis media and sinusitis.

ORTHOPEDIC/INJURIES (INJ): All musculoskeletal and soft-tissue complaints.  Includes fractures, sprains, lacerations, abrasions. contusions, dislocations, muscle pulls, or other acute injuries (except eye injury).  Also includes chronic musculoskeletal conditions such as chondromalacia, tendinitis, bursitis, back pain, neck pain, etc.  Includes battle, non-battle, occupational, recreational incidents.  Specifically includes head injury.

OPHTHALMIC ILLNESSES/INJURIES (EYE): Conjunctivitis, eye infections or irritations, corneal abrasions, foreign bodies, solar injury, laser injury, trauma.

MEDICAL-ILLNESS (MED): Cardiac-related problems such as chest pain, hypertension; neurological problems such as headaches. convulsions, syncopal episodes; allergic reactions including systemic reactions to venomous bites/stings: hepatitis: urogenital illnesses not associated with sexually transmitted disease.

UNEXPLAINED FEVER (FEV): Temperature of 101 degrees F or greater for 24 hours without clear-cut etiology.  This category is an initial screening method for malaria, dengue fever, chikungunya, fever, or other unusual tropical infections.

SEXUALLY TRANSMITTED DISEASES (STD): All STD's.  Includes gonorrhea, syphilis, chlamydia, non-gonococcal urethritis, genital heroes, pelvic inflammatory disease, venereal warts/chancres.

DENTAL (DEN): Dental injury, disease, or condition requiring care by a dentist.

PSYCHIATRIC ILLNESSES (PSY): Depression, situational reactions, anxiety, neuroses, psychotic reactions, suicide attempts, or behavioral reaction to medication.

SURGICAL (SURG): Conditions that are primarily alleviated by surgical intervention (e.g., hernias, appendicitis, and testicular torsion).

TUBERCULOSIS (TB): CXR suspicious for TB with or without clinical symptoms.

MEASLES: Characteristic clinical symptoms and rash.

CHICKEN POX: Characteristic clinical symptoms and rash.

CONFIRMED MALARIA: Febrile illness with positive thick or thin smear for parasites.

PRESUMPTIVE MALARIA: Clinically diagnosed malaria without smears or with negative smears.

MISCELLANEOUS (MISC): All other complaints presenting to sick call not filling above categories.

REFERENCES FOR USACOM CONPLAN 2810-96 "PEACE ENFORCEMENT" 

30 August 1996 APPENDIX 8 TO ANNEX Q TO UNSINCACOM CONPLAN 2810-96 (UNCLASSIFIED)
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h.
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NAVMED P-5010, "Manual of Naval Preventive Medicine"
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k.
TB MED 507/NAVMED P-5052-5, Occupational and Environmental Health, "Prevention and Control of Heat Injury"

1.
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