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Preparation for A/C Mishap Response

[Intro Slide]

[Phases of Mishap Response]

A review of much of the FS-SIB lit out there divides up the tasks and activities a/w FS support of Mishap Investigation into various stages – most ALL of them are temporal in nature – variations on 1st do this, then do that, then do the other, etc. In this context, many of the texts make a distinction between the “Initial Response” and the “Interim SIB”. The first focusing on the basic tasks of providing emergency medical care – saving life and limb, the second as Interim SIB FS’s identifying, preserving and protecting evidence for the P-SIB to analyze. 

[Initial Response - Interim SIB]

BUT, for the responding FS and their FSO, there is typically NO clear distinction or dividing line. The fundamental “Interim SIB FS” issues, tasks and responsibilities start the MOMENT the entire FSO receives notification that a mishap has occurred. 

I consider that the Initial Response to a mishap is merely the INITIAL PHASE of the “Interim SIB” responsibilities of the ENTIRE FSO. And this lecture is meant NOT to merely inform individual FS’s how to be Interim SIB FS’s, but how their entire FSO is to participate in the process. 

It is a reasonable assumption that medical units, including the FSO, are going to be prepared throughout their medical careers to provide life & limb saving medical care in emergencies, including traumatic events such as an aircraft mishap. However, what typical “classical” medical training ordinarily does NOT do is prepare that same medical unit to collect, preserve and protect Human Factors evidence present at a mishap. The focus is solely on delivery of life and limb saving medical treatment. These are, of course, very important skills to possess and provide in an emergency. 

However, I do not propose to provide a crash (sorry!) course in Emergency Medicine or Trauma Care today. That is simply too large a topic to cover, especially in a single lecture. THEREFORE, I am going to >assume< that proper emergency medical care is going to be provided by the initially responding medical team. UNDERSTAND, that “team” may not even be your FSO, depending on the location and other circumstances of the mishap. Making sure you and your FSO are appropriately versed in delivering such care if and when you DO arrive 1st on the mishap scene is going to have to be a given for today, and hopefully, is NOT such a wild-eyed assumption.

However, the points brought out here today regarding some operational aspects of facilitating that interim response will, in fact, improve and enhance the delivery of that emergency health care.  

But they are ALSO meant to facilitate a broader goal – supporting the overall Mishap Investigation process. Typical medical training, both in the military as well as in the civilian community, certainly seeks to assure that the >medical care< provided is going to be “standard of care”. BUT, such training does NOT provide any orientation to the larger context of responding to an aircraft mishap which is the proper, complete, comprehensive, accurate and scrupulous identification, preservation and protection of all human factors data and information associated with that mishap. 

The Initial or “Interim” medical response is the KEY to successful Human Factors analysis of the Permanent SIB FS.  Significant P-SIB data is >already< collected OR LOST well before the P-SIB FS arrives. The ONLY thing WORSE than LOST data is BAD DATA, wrong or contaminated or misleading and unreliable information DAMAGES the efforts of a P-SIB. 

[Preparation vs Reaction]

Though usually getting some degree of attention, there is usually more emphasis on what to do AFTER the mishap, than what to do BEFORE. This is natural. We tend to want to focus on the CRISIS, that is where the time is compressed, our options are constrained and MUCH is left OUTSIDE our control, so we want to REGAIN control through focusing on our REACTION. 

It is also a natural outcome of our essentially >interventionist< perspective as physicians. BUT, it is NOT the FIRST and certainly NOT the ONLY issue we should focus upon. 

I believe that the VERY FIRST and CRUCIAL step to insuring we meet our obligations both as physicians caring for the mishap crew as well as Human Factors experts supporting the AF Safety Investigation Process as is PREPARATION.

Preparation includes NOT just you the FS; it HAS to encompass the ENTIRE COMMUNITY in which you live, both military and civilian. This is everyone from the MAJCOM, to local civilian medical community, to the Wing, to the MTF, to the FSO, and then, >finally< you. 

YOU can be flawlessly, brilliantly, and perfectly “ready” and yet STILL FAIL MISERABLY to accomplish your mission as the Interim FS if no one ELSE is ready to respond. 

[How to Prepare?]

So, HOW do you “Prepare”?


By KNOWING the right stuff


By HAVING the right stuff


And then by TRAINING using BOTH

[What is the right stuff to KNOW?]


Plans


People


Remember, we are assuming you already KNOW crucial medical stuff like which end of the IV to stick into the patient (hint: it’s the POINTY part). 

PLANS: 


There is a sort of hierarchy of plans out there, MANY of which refer to YOU, but of which YOU might be very much Unaware – THAT is dangerous. These plans start at the Federal (i.e., FEMA) and DoD level (including several VERY important AFIs), but then ALSO include STATE and LOCAL plans, Wing plans, MTF plans, FSO plans, and then finally YOUR personal plans. EVERY one is the FSO MUST either KNOW these plans or know EXACTLY where to FIND them – NEVER count on “someone else” to be around to “know that for you”. 

Fed/DoD

 – you’ve heard about various AFIs this week – well, READ THEM! THEY DICTATE what is EXPECTED of you; I can guarantee that the LINE has, and that the I-SIB President will know them and HOLD YOU ACCOUNTABLE for them. NOT enough time to read them out for you, though we will cover their high-lights some this course; There are also Fed regulations regarding jurisdictional issues – don’t have to memorize them, but a chat with your local JAG about such things is wise. If you do NOTHING else, I strong urge you take a look at the new DRAFT AFP 91-211, USAF Guide to Safety Investigation. I t has a wealth of insights, ideas and practical useful guidance for the FS. 

State/Local

 - What are the Mass Casualty Plans of your local civilian community? Of the local Medical community, both gov’t health officials and hospitals? What is their civil gov’t or medical Chain of Command?

- DO these local plans mention your MTF or even your FSO? What do they say they are supposed to do MEDICALLY and FORENSICALLY with MILITARY accidents? Remember, though they ARE a “military town”. BUT that is NO guarantee they have a PLAN to handle a military aircraft mishap; 

- WHEN was the last time (if ever) ANYone locally EXERCISED that (or ANY mass casualty/disaster) plan? Did they include ANYone from the MTF, from your FSO?

- What are the CURRENTLY existing disaster/mishap MOUs between your Base and the local community? Do they reference YOUR shop? Are their any pre-agreed upon jurisdictional rulings regarding the command and control of fatalities in a mishap? 

International

For bases in foreign countries, what international “Standard Agreements” (STANAGs) that exist between our countries? Have you read the relevant portions; what expectations do they establish? (re: experience in KSA with MVA victims, who declares them dead? What paper work is needed? WHO can read ARABIC??)

Base Plans

- What are the Mass Casualty Plans of your base? Each installation must have a Disaster Preparedness Operations Plan (OP 32-1355-1) in accordance with AFI 32-4001 and an Aircraft Mishap Response Plan (OP 127-1) in accordance with AFI 91-202. The Director of Base Medical Services (DBMS) is responsible for the Medical Annex of the OP 32-1. Each flight surgeon should be thoroughly familiar with these. They should outline procedures for each contingency and the equipment required. 

- Has EVERYONE in your FSO read them?


- WHERE do YOU fit into those plans? When were they last reviewed and revised? 

- Does EVERYONE in your FSO know the prearranged assembly points for convoy to off base mishaps referenced in the Base DCCP? 

- What is the Chain of Command in the Base plan? When was the plan last exercised? Did YOUR FSO participate? How did they DO?

MTF Plans


- SAME issues as for base plans – where is your FSO referenced? What are your taskings? 


- PLUS – Are there any plans for using available airlift for Cas-Evac to local/nearby Civilian MTFs. Does our MTF have a plan for using local “Life Flight” Cas-Evac capability? Including numbers, POCs, etc? (remember, this USED to be taken care of by the “ER” – which MANY MTFs no longer possess, having only “acute care clinics” instead). 


What are the current MTF plans for getting AE? Especially AFTER duty hours? How FAST can this be arranged, including getting the right Tech back TO the MTF to do so?

FSO Plans


- SAME as above – what do your plans say, has EVERYONE read them? Do you require that they sign OFF that they have read them? When was the last time you REALLY exercised it? How did the FSO do?


Do your plans include:



Where, When, How to include the BEE?



HAZMAT considerations, INCLUDING proper procedures, AND where to find the equipment? What are the particular HAZMAT issues a/w your bases weapon systems? Composites? Radioactive material? Special fuels or other chemicals (i.e., Missile Ops)? What about the products of combustion of these materials? You can NOT just “leave that to the BEE”, it MUST be part of a larger more coordinated PLAN to protect yourselves and the other responders as well as any hapless civilian who gets a jet parked in their living room.



BBP protection, INCLUDING proper procedures, AND where to find the equipment?



If your FSO will provide 24/7 medical coverage to the remote crash site crew (including security) and if so, WHO? And with WHAT? Got plans for recovering seriously injured remote site crew?



Do your FSO plans CLEARLY describe the contents of ALL the kits used for Mishap response and SIB support? WHO is responsible for maintaining those kits? Checking batteries? Have they done so? How do you know? How often do you ASK about the status of such kits?



Coordination with the lab? Does that coord have SPECIFIC, CLEAR, and EXPLICIT PUBLISHED instructions and protocols for WHAT tests to perform LOCALLY STAT, WHAT samples to collect to accomplish those tests, HOW they are to be collected, chain of custody requirements, AFIP sample collection, packaging and shipping requirements? Are those SIGNED by the CURRENT Lab Officer? And/or by the Lab NCOIC? 


- Have you distilled ALL of your FSO plans into linear, simple, clear, step-by-step CHECKLISTS? Plans are supposed to address multiple related issues, often working in multiple directions, some of which may occur simultaneously – Checklists are totally LINEAR, focused on the exact, individual, necessary and chronologically linked steps required to achieve a SINGLE GOAL. 

I have included several examples from the field as well as from AF publications. 

YOUR Plans: Do you HAVE a personal plan for mishap response? Are you personally prepared to leave at a MOMENTS notice for several days, or longer? Beware! Especially those of you who are NOT in a mobility billet, and so have not before, nor expect to have to now, deploy with a squadron or medical unit: THIS could be your BIG CHANCE! Better have a bag ready (we’ll talk more about that below), have you given thought as to the various handbooks and other helpful guides you’d like to have with you? Can you immediately put your hands on them? Do >each< of our FSO members >also< have such a plan? Better ask!

[Knowing People]

There are a LOT of people involved with supporting mishap responses that you need to know. Some you can only be sure to know >about<, to know how and when to contact them after a mishap occurs, some you have met at this course. Others you need to find and introduce yourself to, shake their hands and get to know them, and let them get to know you and what it is you do. 

You need to have a commonly agreed upon roster of such people, perhaps even include their offices and numbers in your checklists. But >everyone< in your office needs to know WHERE that roster is so they can contact these people for you.

[Knowing People – Mishap Response “Specialists”]

They are your MAJCOM SG POCs, who can offer advice and insight before, during and after a SIB to help you out, answer questions, offer advice. 

There are other POCs for specific assistance, such as the AF Safety Center, AFIP, and the AF Mortuary Affairs office. 

[Knowing People – Local Civilian Authorities]

But less often thought of, but perhaps of just as great importance, you MUST know the LOCAL CIVILIAN gov’t and medical POCs in your community. You should try to meet them, including the local medical authority sometimes called the Coroner, Medical Examiner or whoever has the authority to release the fatalities to you. In some areas, this could even be the Justice of the Peace. It is a fundamental fact of human nature that knowing a person, a FACE to go with a name, can make difficult medico-legal problems go MUCH smoother – can help avoid any misunderstandings that could lead to embarrassing refusals to release remains, or lack of cooperation with regard to WHO does the autopsy – thereby losing valuable medical information. Find out who these people are and meet them, explain your responsibilities and the PURPOSE behind your need for unusual or extraordinary sounding requirements with regard to the handling of remains, such as doing additional tests (like total body X-rays on fully clothed/equipped fatalities BEFORE proceeding with any other post-mortem evaluations. Recount encounter with friendly FL county coroner and fatal mishap in FL; also mention problems with the Challenger. 


You should also get to know the local Public Health and civilian medical POC for Civil Disaster response, for much the same reasons as above. Does your base have flight ops or other missions capable of producing TRUE mass casualties and are the local medical resources ABLE to handle that load? (Remember Pope! They had just that day put in place a local mass notification system between all the local hospitals to enable coordination of mass casulty care. )

[Knowing People – The Wing]

- Safety Office: Although already part of your duties on Base, be sure you know the Safety Office members on base, and life support POCs as well. 

- Fire Department/Rescue and Security Forces (SF):: Get to know these people on base – do you know THEIR protocols for handling the injured? Do they understand the absolute necessity to NOT disturb ANYthing if they can help it? To NOT turn over or even move the dead, or to move personal gear at the site until you can get there? And since they are usually the first to arrive at a crash, to try to insure OTHER well meaning people don’t either? There is a well-intentioned desire to “respect” the dead by moving them out of sight, to pull them aside, to collect personal items they might find around the site without noting where they came from, or from who. THIS can utterly confuse identification efforts, not to mention attempts to understand crash forces at work based on the distribution patters of such debris. 

- JAG: Death and disaster are very >legal< events. You CANNOT go running pell-mell into such a legal swamp without a guide thinking you’ll just have the JAG or someone else “clean it up” later. This can result in VERY complicated delays, lost time, lost evidence, and potential compromise of the entire process. Issues of local jurisdiction must be discussed and understood – the JAG office needs to be directly involved early. If for some reason they are NOT familiar with local laws regarding such issues, this is your chance to >stimulate< their interest and involvement. 

- Local base mortuary affairs staff should also be brought into an active role by both pre-coordination and inclusion in exercise activities. Their help is mainly in area search and recovery as well as later in identification. On-scene briefing of their search and recovery teams may be much more speedily accomplished if pre-coordination has created an awareness of the key points of on-scene precautions. Both Mortuary Affairs and the Staff Judge Advocate should be aware of the Status of Forces Agreement (SOFA) implications for remains recovery or any memorandum of understanding with the local coroner or medical examiner.

- Base Photo: You are almost NEVER going to be lucky enough to have a forensic trained photographer available. There is going to be the “crash” notification, and IF you were smart enough to include it in your checklist, you may be the only one to think to ask for a photographer to get called EARLY in the I-SIB process. It is important that they understand your particular requirements, that they come prepared for ALL the equipment to collect ALL the data you need, especially regarding the photo’s of remains – you may only get ONE chance to take pictures before necessity, or local authorities or some other power demands that the remains be removed from the mishap site NOW. Do they have a copy of AFIPs recommendations for photographic evidence collection? Do they have video capability? How do you notify them in the middle of the night? Do they even HAVE an “on-call” photographer? 

[Knowing People – MTF]

In your OWN MTF there are several important people you MUST engage regarding the unique issues associated with responding to a mishap.


The 1st is not as obvious as it may initially sound: the MTF/CC. You MUST be sure to educate your OWN Chain of Command regarding the issues associated with not ONLY the immediate response (something more intuitively obvious – most everyone understands the need to slow or stop routine operations to respond to an accident), but ALSO for support regarding the immediate follow-on I-SIB requirements. 

Though your MTF probably has some sort of “Plan” about this, it is one of dozens and the MTF CC (especially if they do NOT have a prior >operational medical< background) may NOT understand why you cancelled appoints for MORE than one FS, when there was only ONE aircrew involved who is now getting “Medical” care by the OTHER providers in the clinic or in some other civilian MTF, not understanding the need for one FS to accompany the aircrew to insure proper collection of information (both interviews as well as the UN-routine lab studies) and ANOTHER to remain behind at the crash site to continue to collect evidence there, not to mention to provide medical coverage of the >other< responders. 

Also, you are going to tie up technicians to collect and preserve info in the FSO, and to assist BOTH FS’s on their respective duties. They MUST understand that the ENTIRE FSO has to respond and support EVERY effort, that there can NEVER even be the >appearance< that “business-as-usual” at the MTF resulted in even a MOMENTS delay in answering questions for the Wing or the I-SIB. These are politically sensitive issues about which the MTF CC must be educated and convinced. 


2nd, you need to make sure the REST of the medical providers understand the issues at stake. They MUST understand that caring for the injured is only PART of the larger task you face. They need to understand the need to preserve evidence, especially if they are the ones to provide the medical care once you get back to the MTF. This needs to be done BEFORE the mishap, otherwise your attempts to ask for “non-medical” sounding things will be too easy to be misunderstood as interfering with their clinical care, or calling into question their clinical judgement. 

The need to not mix up clothing they cut off from multiple victims, or to pile it all together in one bloody heap. Or to unnecessarily destroy life-support gear in their efforts to cut through to the patient inside. Giving drugs before Tox testing can be done. 

You are also going to disrupt their very busy schedule asking for INSTANT ortho or neuro evaluations of pretty healthy >looking< ejection survivors, while their specialty clinic full of SICK looking people stacks up behind you. 

These are NOT trivial issues and require that you educate them as to WHY you are GOING to be doing this to them should a mishap ever occur. Why such data is crucial to the larger AF effort to investigate mishaps. 


The 3rd MTF POCs are those in the ancillary services, the Lab and X-ray. You are going to tie up their VERY busy schedule with a LOT of STAT requests, especially if you have the entire Maintenance crew show up for Tox testing, not to mention responders complaining of exposure to a cloud of composite-filled smoke. 


4th, you MUST get the BEE involved early in planning and reviewing the Checklists, to insure they are clearly involved AT THE START of a mishap response. YOU need to KNOW what they can bring to both the initial response as well as to the I-SIB process – what they can and can NOT do, what equipment requirements they have, what their support needs are. 

[Knowing People – FSO]

The FSO. 

Do you KNOW your FSO staff? Do you know which/if any of your techs have ever had any mishap response experience? Rank may have NOTHING to do with it, either. Which ones are EMT certified, or IDMT trained? Do you know if any are cross-trained from other AFSC’s that could be helpful to know – like maintenance? Or CE? Or Fire/Rescue with HAZMAT experience? 

I have already talked about the need to include the ENTIRE office in the support of the initial response as well as the I-SIB effort. THEY need to know what they can do, what they SHOULD do, what you PLAN expects of them. If done properly, they can begin their work of collecting all the medical record data, arranging lab/X-ray support, making crucial notifications up your chain WHILE you are providing medical response and follow-on I-SIB work. They are the TEAM that provides the “Medical Support” for a mishap IF you are wise enough to include them and provide clear taskings and understandable goals. YOU DO NOT EVER RESPOND TO A MISHAP “ALONE”; this is NOT the Lone FS Show. This HAS to be a team effort if ALL the information and evidence is going to identified, collected and preserved for the P-SIB to analyze. 

[What is the right stuff to HAVE?]


“Kits”


Comm 


Crew

[The Right KITS]

This includes ALL the hardware and equipment issues associated with initial response and I-SIB support. There are several lists of different kinds of “Mishap Response Kits” circulating around, including lists in the USN and USAF Flight Surgeons Handbooks, the USN Pocket Reference to Aircraft Mishap Investigation, the USAF Aircraft Mishap Investigation Handbook, the USAF Flight Surgeons Guide, and the old AFP-127-1. 

I have included several proposed lists as attachments to this handout, though I am NOT going to read off all their contents due to time constraints. 


There are several general considerations regarding >all< the kits that deserve comment 1st. They MUST be pre-packaged, stored and >readily available< for instant access and use by ANYone (i.e., NOT buried in someone’s office closet, or in a warehouse). The number of kits you have on hand and how much you put in each kit will have to be determined by local considerations, the mission and weapon systems at your base. Single seat ops near a city will have potentially different considerations than multi-seat transport ops based near rugged hill country. 


You should also consider size and portability issues. You may want to create compact versions of your larger kits. If you have access to Helo-ops for support, you will want something much smaller that you can physically carry and fit into a helo as opposed to being transported by an ambulance or other truck. 

Looking at the kit lists, I think that there are some basic >capabilities< that initial mishap response FS and I-SIB FS need to have available, though the solutions can and do vary according to local resources, and circumstances. They seem to fall into several specific categories of Kits. 

You will need non-medical “remote access” equipment kits to handle harsh off-road environments, including axes, shovels, crow-bars, search-lights, leather gloves, laminated area maps of several degrees of resolution. 

Standard EMS/Trauma response medical equipment. This is a “standard of care” issue and should be pretty much the same anywhere in the US. 

Mishap Site Basic First Aid/Sick Call Coverage Kit: Remember, you may be required to provide not only life-saving resuscitation to the mishap crew, but also to responders who get injured. If it is a remote site, they will have to leave SF to guard the site – YOU will be expected to provide basic 1st aid and sick-call type care for these people. This will require medical supplies and medications usually NOT carried on an ambulance. It should include med’s for eye, nose, throat, and skin injuries and  irritation, simple cuts, bruises, aches and pains. It should also include minor trauma supplies, IV care for dehydration care. NOTE: it MUST be separate from the ambulance, otherwise it all leaves when the ambulance departs and leaves NOTHING behind for the site team. 
Evidence Collection Kit: This needs to include ALL the equipment required to identify, collect and preserve all evidence from a mishap, from the moment the initial responders arrive. This includes A/V equipment for getting witness interviews and recording the crash site evidence, bags (ranging in size from zip-lock to body sized), stakes with brightly colored streamers, to BBP protections (heavy latex “ortho” surgical gloves, cheaper latex exam gloves, eye and face shields, aprons, etc.). Are you and ALL your FSO familiar with how ALL that equipment works? Know how the tape and video machines work? How to recharge or replace batteries and tapes? How to use any still photography equipment you have? You will need >changes< of leather gloves if they become contaminated with remains/blood. 

HAZMAT Gear: Talk to you BEE. Although you are not expected to go directly into such material, you can certainly become exposed caring for those who HAVE gone into HAZMAT. You may need to have some level of protection available for you and your crew, including respiratory, eye, or skin protection of a >very< specific type that is NOT “medical” in nature. 

Administration Kit: It’s not a paperless world yet. You should have available copies of useful handbooks, your FSO checklists, and other practical guidance with you for reference in the field. There are also the associated forms and tags for identifying and recording information on remains, documenting any medical care you provided in the field or else where, etc. These should ALWAYS be kept with the rest of the response kits – it is foolish to have to run around collecting up handbooks, other papers or photocopying forms, checklists, etc >after< the 1st notification comes in. Just always insure there is a separate >complete< set of this stuff packed with the rest of the equipment, and remember to update them all as needed. 

Personal “Support” Kit: Can you say “Fresh Underwear”?? This should be a small very compact easily carried bag containing items for the FIELD. The lists are very similar. They include things like, a fresh change of underwear, sunscreen, toothbrush/toilet items enough for 3 days, knife, flashlight, rain gear, canteen/water purification tabs, toilet paper, magnifying devices, etc, etc. 

.Ambulance: This is just a REALLY big SELF-Powered “Kit” designed to provide emergency medical care and transportation of injured. Pretty standard – I have nothing to offer here OTHER than to ask, can YOU ambulance go All-Terrain if that is where the crash site is? YOU must consider the local conditions and environment to decide if this is worth pursuing. But you MUST understand the capabilities and limitations of your ambulance. If you can NOT get to much of the terrain around your base that is off a hardened prepared surface, you MUST be sure the base leadership understands this, and make sure there are OTHER SAR resources being planned for, coordinated or at least considered as part of the over-all Wing SAR plans. They may be planning to take HUMVEEs as their SAR convoy, and YOU cannot afford to be left behind, or to have to leave MOST of your carefully prepared medical equipment behind in the ambulance because there is ONLY room for YOU and one black bag. 

[The Right COMM]

I mention this one separate from “equipment” as it is ALWAYS a special and unique problem. This HAS to be coordinated and arranged BEFORE a mishap 

– WHO is going to provide YOU with reliable Comm? This includes rapid and immediate access to OTHER responders, as well as the MTF Med Command Post/FSO. 

How about connectivity with local medical or civil health responders? Who else in the Mishap response force has access to civilian nets? 

“Reach”: Does your comm “reach” to all the other immediate responders radio nets? How FAR does your radio reach? What is the range PAST which your will lose contact with your MTF, and therefore lose access to their ability to re-supply or provide additional medical support? 

Radios are ALWAYS monitored by media. Do you and your people know proper radio discipline to avoid inadvertently “releasing” privileged or sensitive personal information to the universe – or worse, CNN? 

What about cell phones? Though also monitorable, they are less easily so, and could be a viable alternative, even providing a greater range than line-of-sight radios. And they are NOT that much expensive than radios. 

[The Right CREW] 

Have you given thought as to who should go respond and who should stay behind to manage the FSO, both to provide or re-route routine care elsewhere and provide the Mishap responders support, initiate checklists, etc? Talked about this some earlier when we asked if you KNEW who was in your FSO.

What about taking MORE than one FS? More techs than just for medical care? Remember, assuming there are survivors to care for and transport to MTFs, it would be best to be able to leave someone behind at the site to protect and preserve the evidence. That should NOT be the junior most airman. There will be serious decisions to make and that takes >authority< to do so, to make them and to support them in the face of opposing views or agendas. 

If it is a mass casualty event, have you coordinated with the MTF to provide augmented medical responder teams to include you and the MTF sending more MTF Techs and Providers to give care and support triage in the field? 

TAKE YOUR BEE. Does your plan or the Base plans INSURE the BEE gets included in the FIRST wave of responders as the HAZMAT expert? Have you made sure YOU have room transport the BEE, or that their transport is assured in the convoy? 

Depending on the size of the mishap site, the remoteness of it’s location and the size of the force remaining behind to protect and preserve the site, you might need to leave someone behind to provide medical coverage – do you have an IDMT-qualified Tech? Does the MTF staff? DO your FSO plans or the MTF Mishap Response plans include you getting to  >bring< such a person? Do THEY know this so they can prepare and know to have immediately available the appropriate gear to remain in the field for a few days? 

[What ABOUT Training?] 

It MUST be DONE: It has to take both of the above components (The Stuff you Know and the Stuff you Have) and TEST THEIR VALIDITY BY USING THEM. Test your teams knowledge, understanding and skill in DOING them, in USING them. Plans and Equipment that have NOT been FULLY EXERCISED in the FIELD are DANGEROUS. That is because they are deceptive! People are fooled into thinking they because they have >read< the plan, even “know” the plan, and have thought about how to use equipment in the field, that they can actually DO the plan and USE that equipment. “KNOWING” DOES NOT EQUAL “ABILITY”. Otherwise Medical Schools would ONLY need LIBRARIES to produce doctors. Furthermore “doing” something in the comfort of your home office is NOT the same as attempting it in the dirt, and smoke and dust and remoteness of the field.  

It MUST be SCHEDULED - Recurrent and Dedicated: Training is important work and should be treated as such. This means it MUST be a high PRIORITY. And to make it so, it MUST be planned for and hardwired into the FSO operational schedule. Give some THOUGHT as to how best to exercise your FSO’s Knowledge and Equipment. Plan internal “in-house” scenario’s that will take them OUT into the field, that will make them practice comm with the FSO, that will make them ALL look at and run their checklists. See if they can find and actually pull and review medical and dental records on FS’s as simulated victims. 

It MUST be Realistic: Terrible temptation is to “SIMULATE” >everything<. There is a false notion, that training is “Pretending to do something”. NO, true training is DOING EVERYTHING REQUIRED but doing it when you DON’T “HAVE” to do it. 


This is MUCH more than fancy moulage. This means RUN ALL the checklists and use EVERY type of kit you have. This means NO “simulating” stuff once you hit the door, or get to the field, or at any OTHER step of the process. PRACTICE THE ENTIRE PROCESS as far as you can, as far as others will let you. 

This is MUCH more than knowing how to deliver emergency medical care. In fact, >that< part is usually well ingrained. Training should not be limited to equipment usage but include personal conduct at crash sites. Individuals responding to a crash site must have it emphasized not to disturb any of the wreckage or to move any remains until cleared to do so by someone in authority. Who the authority is should be clearly understood at the site. Techs knowing how to support the FS collecting evidence in the field is often neglected in training. It means taking real pictures and recording real voices with all the AV equipment. 

If your office uses “training” kits of equipment in order to save money by reusing equipment no longer fit for field duty, I would suggest you consider stopping that. I would suggest that you accept the cost of pulling REAL WORLD kits and training on them EVERYTIME you train. The cost and effort to re-supply and repack them is WORTH the value gained by training on the REAL THING. Consider it a necessary premium payment on the insurance plan of good training. 

 It MUST be Coordinated/Integrated: What is your Wing and MTF Training schedule look like? DO they include Mishaps? If they do, do they include YOU? Find out the training schedules of Fire/Rescue and SF and ask to participate. When you plan “in-house” FSO training, invite THEM to participate with you. 


Anticipate Wing Training schedules – do NOT have everyone on leave during scheduled Wing exercises. Examine Wing exercise plans and see where your FSO can supplement their participation in Wing exercises with internal additional activities. 


What about the MTF? Test the ancillary (Lab, X-ray) support staff’s knowledge of pre-arranged protocols (i.e., AFIP sample handling), see if they can find and recite their checklist for supporting a mishap. 
It MUST have LEADERSHIP: Assign a more senior ranking officer in your shop to INSURE the above. MAKE it OFFICIAL (Memo assigning them, included in Job description in OPR), make sure they understand your expectations – that this MATTERS to you, and therefore should also matter to THEM. They will be MEASURED by you based upon how well they accomplish the above. BUT, be sure you give them the TIME and RESOURCES to do the above. Then TRACK it in FSO meetings. Require them to brief the progress in this area periodically. 

If you are NOT in a position to do the above, ask your leadership to consider it. Consider this an opportunity for you could take on. 

 FAILURE TO TRAIN IS ULTIMATELY A FAILURE OF LEADERSHIP. 

SUMMARY: Semper Paratus 

For they had learned that true safety was to be found in long previous training, and not in eloquent exhortations uttered when they were going into action.

Thucydides, of the Spartans at the Battle of Mantinea, 418 BC; The History of the Peloponnesian War, V, c.404 BC

Attachment 1 - USN Flight Surgeon Mishap Investigation Kit

Mishap investigation kits should be compact, portable (should fit in a briefcase or backpack) and ready for immediate use. The precise contents will depend on the geography, air craft type and mission. Consider the following items for your own kit:

Personal Items

Insect repellent

Chapstick

Sunscreen

Sunglasses

Mints or gum

Flashlight (bulb, batteries)

Heavy Work Gloves

Analysis

Camera: 35mm SLR (28-85mm lenses)

Camera color print/slide film-many rolls

Camera Flash

Camera: Instant Photo Film

C-6090 Audio Cassettes

 VHS Video Tapes

 Video Camera Battery

Graph Paper (polar, grid)

Tape Measure (100 ft long)

Lensatic Compass

Ruler (clear plastic)

Fresh and Spare Batteries

Pens, Magic Markers

Medical/Recovery

Scissors, Forceps, Scalpel & Blades

Audio Cassette Recorder iv counter

Surgical gloves & Masks

VHS Video Camera w/light

Tissue collection kits (min. 3)*

Plastic bags (various sizes)

Body bags and liners

 Stakes and tags

* Post-Mishap Tissue Collection Kit- 1 prepackaged bag for each person containing at least 3 Red tops, 2 Lavender tops, 2 Gray tops, I Urine cup, Betadine swabs, Sterile 2x2s, Tourniquet, Venipuncture syringe, Needles, Labels, Lab chits, Blood drawing instructions, 3 Toxicological exam forms (DD 1323)

References/Forms

Aeromedical Questionnaires

Memorandum Notebook (small)

Index cards

SF 600 forms (progress notes)

Grounding notices (down chits)

Clearance notices (up chits)

OPNAVINST 3750.6 w/appendices

MIR enclosure forms

AA forms

SF 523: authorization for autopsy

Inventory of kit

This mishap investigation reference

Other Items Often Useful at the Mishap Site

Rubber bands

Fluid sample bottles

Air navigation plotter

NATOPS manual

Aircraft parts catalog


Styrofoam boxes

Medical bag

First-aid kit

Snakebite kit

Poncho

Water (canteen)

Food (MREs/food bars)

Dust masks (Industrial dust masks NSN #4240-00-629-8199 or 113M, 1#8710)

Purchase forms (SF 44)

Inspection mirror

Dusting brush

Caution/Warning signs

Goggles

Earplugs

Chalkboard and chalk

Toilet paper

Magnifying glass

Pocket knife

Protractor

Calculator

Chem lights

Calipers

Attachment 2: USAF Flight Surgeon Mishap Investigation Kit

The mishap investigation kit should be compact (the contents should fit into a backpack), portable, and ready for immediate use. The exact contents will depend on the aircraft type, mission. and the geographical characteristics of your location. The following is presented to assist you to formulating your own kit

Personal Items-

Insect repellent 

Lip balm 

Sunscreen 

Ponchos 

Heavy work gloves

 Surgical gloves

 Surgical or dust masks 

Flashlight with spare bulbs and batteries 

Pocket knife 

Canteen and water purification tablets 

Hard Mints, gum, or hard candy 

Medical "black bag 

First-Aid kit 

Snakebite kit 

Goggles or protective glasses 

Earplugs 

 Paper 

Magnifying glass 

Pocket calculator 

Chem lights 

Peppermint oil

Recording. Plotting, and Recovery Items-

Tape recorder with tapes

35 mm camera with film (color print 36 exposure)

Spare batteries for tape recorder and camera

Ruler (clear plastic)

Protractor

Pens and pencils (colored, lead, and grease)

Notebook

Paper (regular and graph)

Scissors

Forceps

Scalpel and blades

Aircraft model

Compass (with azimuth finder)

2 Tape measures (100')

Stakes with streamers and tags (welders rods work well)

Plastic bags (self-sealing, 200+ may be needed)

Body bags and liners

Biological sample kits

1 Roll of fishing line or string for grid marking

References and Forms-


Inventory and inspection form


Mishap plan (DCCP annex, Hospital 'Clime Regulation or OI)


Flight Surgeon's Checklist


USAF Aircraft Mishap Investigation Pocket Reference


SF Form 600


Index cards

Post-Mishap Biological Sample Collection Kit

1 pre-packaged bag for each individual containing at least.


5 Red top tubes (10 ml)


3 Lavender top tubes (10 ml)


3 Gray top tubes (2 x10 ml, 1 x5 ml)


3 Urine cups


Betadine swabs (DO NOT substitute alcohol swabs)


Sterile 2x2's


Tourniquet


Venipuncture syringes (2 x10 ml, 1 x30 ml, 1x50 ml)


Needles (5x 18ga x 1", 1 x 18ga x 25"spinal)


Labels


Lab chits

3 Toxicological exam forms (DD 1323) available as download from AFIP Forensic toxicology website: http://www.afip.org/oafme/afmi.html
Attachment 3: Excerpts from AFP 127-1, Chapter 10

(NOTE: Since the references to “AFRs” were all out-dated, I did not include the “Admin” list)

10-6. Safety Investigation Kits. … Although flight surgeons are free to design their own investigation kits, the following are suggested basics which can be supplemented. There should be two types of kits.

(1) Minimum Kit. Waterproof plastic bags serve well as containers for the contents. Although the exact contents are at the discretion of the flight surgeon, the following minimum items are recommended: AFP 127-1, volume 111, Safety Investigation Workbook, lab and x-ray request forms, paper, and pencils. These items should be enough to begin the investigation of most minor aircraft or physiological mishaps. As many forms should be pre-packed as might conceivably be needed (perhaps 6 to 10 on a fighter base and 20 to 30 on a cargo, transport, bomber base). Laboratory studies on survivors, such as those on blood or urine, should be drawn at a medical facility at the earliest opportunity, and a chain of custody initiated.

(2) Supplementary Kit. A second type of kit designed for deployment to off-base mishap sites or for more serious mishaps with multiple casualties/ fatalities is needed (see figure 10-3).

1. Nonmedical Equipment:

A. Axe, Shovel

B. Crow Bar

C. Hammer

D. Jack and Tools

E. Reflectors

F. Spare Headlight With (50 ft) Cord

G. Wheel Chocks

H. Flashlight and Spare Batteries

I. Maps

1. Personal Survival Items. Excerpted here from AFP 127-1, Chapter 4, Section J - Personal Survival Kits

Personal Items. Keep these handy and up to-date:

-Expense record

-Orders or authorization to investigate 

-Immunization record (P H S-731)

-Blank checks

-Credit cards

-Identification card (DD Form 2 AF)

-International or government drivers license, QF 346, U S Government Motor Vehicle Operator's identification Card

-Passport

-Boots - a good, sturdy pair

-Gloves - heavy leather

-Hat - keeps you cooler in the summer and warmer in the winter

-Insect repellent - when you need it, you really need it

-First-aid kit - handle minor cuts yourself

-Whistle - good communication device. May save your life!

-Moist towelettes - you'll use these

-Water container - saves a long walk to the source

-Ear plugs - for investigations near airports

-Collapsible cup - takes up little room, lots of uses

-Knife, screwdriver, can opener -- basic tools

-Food bars - throw in a few of these

Not covered, of course, are your work clothes and the equipment you would need for severe weather conditions; parka, thermal underwear, rain gear, etc.

2. Witness Equipment.  This should be provided by another member of the team. However, witness cards requesting name, phone number, and address may be useful.

3. Evidence Equipment.  Normal evidence evaluation equipment is listed in paragraph 2-19. In addition, physicians should have:

a. Body bag(s).

b. Colored tape.

c. Scissors/ forceps.

d. Exam gloves.

Identify a source for an insulated box as well as dry ice in advance.

ATTACHMENT 4: 

Excerpts from DRAFT AFP 91-211, Guide to Safety Investigations

Section B--Mishap Response Kit Preparation

A2.5.  "Community" Kit.  This contains items that may be needed by investigators, but are not required to be immediately accessible, and are too bulky or heavy to be conveniently carried.  The community kit should be centrally located at the mishap site and contain the following items:

A2.5.1.  Survey Equipment:

SYMBOL 183 \f "Symbol" \s 10 \h
One thousand feet of light rope or heavy cord, marked at 50‑foot intervals.

SYMBOL 183 \f "Symbol" \s 10 \h
Twelve inch steel rule.

SYMBOL 183 \f "Symbol" \s 10 \h
Fifty lightweight stakes.

A2.5.2.  Tools:

SYMBOL 183 \f "Symbol" \s 10 \h
Hammer.

SYMBOL 183 \f "Symbol" \s 10 \h
Chisel.

SYMBOL 183 \f "Symbol" \s 10 \h
Hacksaw with spare blades.

SYMBOL 183 \f "Symbol" \s 10 \h
Small wood saw.

SYMBOL 183 \f "Symbol" \s 10 \h
Small shovel.

SYMBOL 183 \f "Symbol" \s 10 \h
Spray lube.

SYMBOL 183 \f "Symbol" \s 10 \h
Rags or paper towels.

SYMBOL 183 \f "Symbol" \s 10 \h
Hand cleaner.

SYMBOL 183 \f "Symbol" \s 10 \h
Hatchet.

A2.5.3.  Miscellaneous Items:

SYMBOL 183 \f "Symbol" \s 10 \h
Scale models of UE aircraft.

SYMBOL 183 \f "Symbol" \s 10 \h
Base telephone directory and list of local civilian authority addresses and telephone numbers.

SYMBOL 183 \f "Symbol" \s 10 \h
Spare flashlights, batteries, zip lock bags, tags and labels, etc.

SYMBOL 183 \f "Symbol" \s 10 \h
Water jug or cases of drinking water.

A2.7.  Witness Interview Equipment.  Three or four interview kits are recommended as a minimum, each containing the following: 

SYMBOL 183 \f "Symbol" \s 10 \h
Tape recorder.

SYMBOL 183 \f "Symbol" \s 10 \h
Microphone with switch on mike.

SYMBOL 183 \f "Symbol" \s 10 \h
AC adapter.

SYMBOL 183 \f "Symbol" \s 10 \h
Tapes (60‑minute tapes maximum to increase durability and resist stretching).

SYMBOL 183 \f "Symbol" \s 10 \h
Spare batteries.

SYMBOL 183 \f "Symbol" \s 10 \h
Statement forms.

SYMBOL 183 \f "Symbol" \s 10 \h
Model aircraft.

A2.8.  Photographic Equipment.  Most investigations will be fully supported by Combat Camera or other specialist photographers.  However, the table of allowance for wing/base safety offices authorizes procurement of photographic equipment.  This equipment should be included in the safety office's quick reaction kit to ensure at least minimal initial documentation of a mishap scene:

SYMBOL 183 \f "Symbol" \s 10 \h
Thirty‑five mm SLR camera body with built‑in light meter.

SYMBOL 183 \f "Symbol" \s 10 \h
Macro lens or 50 mm lens with extension tubes or close‑up diopters.

SYMBOL 183 \f "Symbol" \s 10 \h
Electronic flash with extension cord.

SYMBOL 183 \f "Symbol" \s 10 \h
Small tripod.

SYMBOL 183 \f "Symbol" \s 10 \h
Locking cable release.

SYMBOL 183 \f "Symbol" \s 10 \h
Photographic identification board.

SYMBOL 183 \f "Symbol" \s 10 \h
Photographic log.

SYMBOL 183 \f "Symbol" \s 10 \h
Spare batteries.

SYMBOL 183 \f "Symbol" \s 10 \h
Videocassette camera with spare cassettes and batteries.  (N/A if available through Combat Camera.)

Optional equipment such as wide‑angle (28 mm) lens, camera clamp, mirror, flashlight, a ruler (for size reference), background cloths (light and dark), and a plastic bag and rubber band to cover camera in wet weather may be included as desired.

A2.9.  Individual Board Member Kits -- Standard Contents.  Mishap sites vary considerably.  They may be in mountainous terrain, isolated areas, etc.  Wreckage may be confined to a small area or scattered over several ridge lines.  Whatever situation, each investigator must have the equipment he or she needs to work with and be able to operate autonomously.  Each investigative specialty (investigative officer, pilot member, life support officer, etc.) should have a separate kit.  All kits should include the following basic equipment:

A2.9.1.  Documentation, Measurement, and Calculation Supplies:

SYMBOL 183 \f "Symbol" \s 10 \h
Calculator with trigonometric functions.

SYMBOL 183 \f "Symbol" \s 10 \h
Quad‑ruled paper.

SYMBOL 183 \f "Symbol" \s 10 \h
Tape measure (one hundred foot recommended)

SYMBOL 183 \f "Symbol" \s 10 \h
Notebook (a 1/2 steno notebook is very useful‑‑it fits into the hip pocket).

SYMBOL 183 \f "Symbol" \s 10 \h
Plotter (serves as a ruler, protractor, and inclinometer).

SYMBOL 183 \f "Symbol" \s 10 \h
Dividers (useful for transferring measurements).

SYMBOL 183 \f "Symbol" \s 10 \h
Pencils, pens, grease pencils, felt‑tip pens (indelible type for anything that may be exposed to moisture).

SYMBOL 183 \f "Symbol" \s 10 \h
Lensatic compass (the more accurate, the better).

SYMBOL 183 \f "Symbol" \s 10 \h
E6‑B (CPU‑26A/P) computer for wind problems.

SYMBOL 183 \f "Symbol" \s 10 \h
String and plumb bob (turns plotter into an inclinometer).

A2.9.2.  Evidence Gathering and Evaluating Equipment:

SYMBOL 183 \f "Symbol" \s 10 \h
Clean containers for fluid samples and evidence.

SYMBOL 183 \f "Symbol" \s 10 \h

Magnifying glasses (5X and 10X).

SYMBOL 183 \f "Symbol" \s 10 \h
Small tape measure.

SYMBOL 183 \f "Symbol" \s 10 \h
Flashlight and batteries.

SYMBOL 183 \f "Symbol" \s 10 \h
Mirrors (dentist's and regular).

SYMBOL 183 \f "Symbol" \s 10 \h

Tags with ties for tagging parts and evidence.

SYMBOL 183 \f "Symbol" \s 10 \h
Labels and 3‑ by 5‑inch index cards.

SYMBOL 183 \f "Symbol" \s 10 \h
Sealable plastic bags (assorted).

SYMBOL 183 \f "Symbol" \s 10 \h
Wrenches (including adjustable).

SYMBOL 183 \f "Symbol" \s 10 \h
Pliers, wire cutters, and vice grips.

SYMBOL 183 \f "Symbol" \s 10 \h
Screwdrivers (several, including both common and Phillips).

SYMBOL 183 \f "Symbol" \s 10 \h
Knife.

SYMBOL 183 \f "Symbol" \s 10 \h
Small stiff and soft bristled brushes.

SYMBOL 183 \f "Symbol" \s 10 \h
Masking tape.

A2.9.3.  Miscellaneous Items:

SYMBOL 183 \f "Symbol" \s 10 \h

List of kit contents.

SYMBOL 183 \f "Symbol" \s 10 \h

Small first‑aid kit.

SYMBOL 183 \f "Symbol" \s 10 \h

Clipboard.

SYMBOL 183 \f "Symbol" \s 10 \h

Syringes (for gathering fluid samples).

SYMBOL 183 \f "Symbol" \s 10 \h

Large tweezers.

SYMBOL 183 \f "Symbol" \s 10 \h

Wood or metal stakes with tags and marking pens.

SYMBOL 183 \f "Symbol" \s 10 \h

Leather gloves.

SYMBOL 183 \f "Symbol" \s 10 \h

Suntan lotion.

A2.10.  Board Member-Specific Kits.  The following should be provided to the appropriate interim safety investigation board members and replenished as necessary upon the arrival of the permanent board members:
A2.10.5.  Medical Officer Kit:

SYMBOL 183 \f "Symbol" \s 10 \h
Evidence equipment such as body bags, colored tape, scissors/forceps, and examination gloves.

SYMBOL 183 \f "Symbol" \s 10 \h
Administrative equipment such as "Aerospace Pathology for the Flight Surgeon" (Division of Aerospace Pathology, Armed Forces Institute of Pathology, Washington DC 20306); investigation and reporting instructions (AFPAM 91-211, AFI 91‑204 , and AFR 160‑109); assigned aircraft dash‑1 technical orders; DD Forms 1323, Toxicological Specimen Report; and SF Forms 523, Autopsy Authorization.

A2.11.  “Personal” Kits.  Individuals designated as potential board members also need to develop “personal survival kits” to be ready for short-notice travel worldwide.  These kits should contain two types of materials:  those related to travel for extended periods, and those tailored to prolonged work/living under worst-case field conditions. The best rule of thumb for both of these is to not bring anything you aren’t prepared to carry.  Aircraft mishaps do not always happen in convenient places, so put a light-weight backpack at the top of your shopping list, then work from there.

A2.11.1.  Administrative Materials:

· Expense record (for eventually building your travel voucher)

· Orders or authorization to investigate (should be available through recorder; included in formal report Tab Q).

· Immunization record (PHS-731). (Make sure Hepatitis-B is up to date for any mishap where human remains will be present.)

· Checkbook and extra checks.

· Credit cards (government and personal).

· Identification card (DD Form 2 AF) and dog tags.

· International or government drivers license (if possessed).

· Passport (best to maintain both official and personal).

A2.11.2.  Fieldwork Materials:

· Sturdy , broken-in boots.

· Gloves:

· leather.

· rubber (kitchen style is fine).

· latex (surgical).

· Hat -- keeps you cooler in summer (broad-brimmed, floppy hats or pith helmets) and warmer in winter.

· Insect repellent.  

· First-aid kit for minor cuts.

· Whistle and small pocket mirror (for communication over medium distances, or to attract attention to a specific location). 

· Moist towelettes.

· Water container(s).

· Ear plugs (for investigations near airfields).

· Collapsible cup.

· Knife, screwdriver, and can opener.

· Basic tools (multipurpose pocket tools are excellent for this purpose).

· Magnifying glass.

· Food bars.

· Work clothes and equipment needed for severe weather conditions, i.e., parka, thermal underwear, rain gear, etc.
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