USCINCPACINST 6200.2

J07

USCINCPAC INSTRUCTION 6200.2

Subj: COMMANDER IN CHIEF, U.S. PACIFIC COMMAND (USCINCPAC)

FORCE HEALTH PROTECTION (FHP) PROGRAM FOR DEPLOYMENTS

Ref: (a) DOD Directive 6490.2 (Joint Medical Surveillance)

(b) DOD Instruction 6490.3 (Implementation and

Application of Joint Medical Surveillance for 

Deployments)

(c) Chairman of the Joint Chiefs of Staff (CJCS) 

Memorandum, MCM-251-98 of 4 Dec 98 (Deployment Health 

Surveillance and Readiness)

(d) DOD Guide 4500.45-G (Foreign Clearance Guide, 

Pacific, South Asia, and Indian Ocean)

(e) USCINCPACINST 4650.4F (U.S. Pacific Command Travel 

Clearance Guide)

(f) USCINCPACINST 6320.2G (U.S. Pacific Command Health 

Services)

Encl: (1) Pre-deployment Force Health Protection Planning 

Requirements

(2) Deployment Health Surveillance Requirements

1. Purpose. To outline United States Commander in Chief, United States Pacific Command (USCINCPAC) force health protection (FHP) policy, guidance, and responsibilities for all deployments. It is intended to provide guidance to the USCINCPAC staff, Service components, subunified and Joint Task Force (JTF) commands, individuals on Temporary Additional Duty (TAD) or Temporary Duty (TDY), and all other Department of Defense (DOD) agencies and personnel within the United States Pacific Command (USPACOM) area of responsibility (AOR) regarding policy, practices, and procedures to be implemented pre-, during, and post-deployment to provide the best possible defense to DOD personnel against health threats and hazards.

2. Applicability and Scope

a. This instruction applies to all USCINCPAC DOD organizations and DOD personnel (both military and civilian, permanently assigned and transient) traveling within the USPACOM AOR, including: USCINCPAC Service component commands, subunified commands, standing JTFs, non-USCINCPAC assigned military organizations, separate DOD agencies located within the USPACOM AOR that do not report directly to a higher DOD authority within the AOR, and all other non-USCINCPAC units or individuals, including DOD contractor personnel directly supporting deployed forces, traveling within the USPACOM AOR.

b. This instruction shall not detract nor conflict with the authority and responsibility of designated military commanders or United States Defense Representatives (USDR) to protect personnel under their command.

3. USCINCPAC’s Intent for Force Health Protection. USCINCPAC’s intent for the PACOM FHP Program is:

a. To create an active and operational FHP Program. As part of this program, Commanders will have the responsibility and authority to minimize the risk from health threats and hazards.

b. To protect DOD personnel (both military and civilian), including DOD contractor personnel, from health threats and hazards.

c. To achieve a balance among threat, protective plans, protection levels attainable, mission requirements, and manpower and fiscal resources.

d. To ensure FHP planning outlined in enclosure (1) is accomplished prior to all deployments, including exercises and individual deployments.

e. To ensure that all units and commands participate in Deployment Health Surveillance (DHS) and medical readiness activities for all applicable Joint Chiefs of Staff (JCS) and USCINCPAC directed Joint deployments as set forth in references (a) through (c). Reference (c) states, "For the purpose of joint health surveillance, a deployment is defined as a troop movement resulting from a JCS/unified command deployment order for 30 continuous days or greater to a land-based location outside the United States that does not have a permanent U.S. military medical treatment facility. Routine shipboard operations that are not anticipated to involve field operations 

ashore for over 30 continuous days are exempt from the requirements for pre- and post-deployment health assessments.

f. To ensure that all units and commands participate in DHS and medical readiness activities appropriate for all other deployments that do not meet the definition in paragraph 3e, above, and as set forth in enclosure (2).

g. To ensure that all units support the medical intelligence operations focus. Every commander has the operational requirement to assess the health risks to his force and implement effective countermeasures and to reduce the risk to his force to the lowest possible level.

h. That FHP will be given high priority. It is critical that all practical measures, consistent with mission accomplishment, be taken to prevent illness and injury.

4. Policy. It is USCINCPAC policy:

a. That all USCINCPAC commands and units (battalion, squadron, ship or larger) will appoint a deployment FHP officer/NCO/civilian (FHPO) to administer the command/unit FHP Program and to serve as the commander’s advisor on FHP issues.

b. To ensure that all units, commands, and individuals conform to pre-deployment FHP planning requirements described in enclosure (1).

c. That all DOD personnel traveling within the USCPACOM AOR comply with travel clearance guidance outlined in references (d) and (e), and with the minimum predeployment FHP planning requirements described in enclosure (1).

d. That Deployment Health Surveillance (DHS) is accomplished for all JCS/CINC-directed deployments of 30 days or greater as defined in reference (c) and paragraph 3e; and that all other deployments accomplish DHS as determined by enclosure (2). 

5. Responsibilities

a. USCINCPAC will:

(1) Establish Command policies and programs for the force health protection of all DOD personnel (military and civilian) traveling within the USPACOM AOR.

(2) Assume force health protection responsibilities as delineated for geographic CINCs in references (a) through (c).

b. Deputy CINC (DCINC), USPACOM will:

(1) Oversee staff coordination of FHP issues. 

(2) Provide command guidance and direction to the USCINCPAC Surgeon (J07) concerning the FHP Program. 

c. USCINCPAC Director for Manpower, Personnel and Administration (J1) will:

(1) In coordination with J07, work with the Service headquarters and Joint Chiefs of Staff to develop a personnel tracking system capable of tracking all deployed personnel every 24 hours, both chronologically and geographically.

(2) When required, identify and locate personnel who were previously deployed to an area where medical authorities have determined that personnel in the area may have been exposed to an environmental hazard.

d. USCINCPAC Director for Intelligence (J2) will:

(1) Provide medical intelligence information to J07 when requested.

(2) Review plans (including Operation Orders for JTF operations and exercises) to ensure that they describe procedures for collecting and analyzing medical intelligence information.

(3) Ensure procedures for the collection and analysis of health threat and hazard information are disseminated to all units in theater.

(4) Ensure that USCINCPAC AOR medical intelligence information is made available to all DOD activities and Chiefs of Mission (COM) located within the USCINCPAC AOR and to Military Departments, supporting unified commands, and DOD agencies in support of their FHP responsibilities.

e. Joint Intelligence Center, Pacific (JICPAC), in coordination with the Defense Intelligence Agency, Armed Forces Medical Intelligence Command (AFMIC), will:

(1) Prepare health threat/hazard analyses and risk assessments for unit deployments in the USPACOM AOR as required or requested.

(2) Provide medical intelligence information specific to the USPACOM AOR pertaining to DOD activities for Military Departments, supporting unified commands, and DOD agencies in support of their FHP responsibilities.

f. USCINCPAC Director for Operations (J3) will:

(1) Assist J5 in ensuring that deliberate and crisis action plans address force health protection.

(2) Ensure FHP considerations are incorporated into all exercises as described in Appendix B, enclosure (1).

g. USCINCPAC Director for Logistics and Security Assistance (J4) will ensure FHP personnel and equipment requirements are factored into time-phased force and deployment data (TPFDD) planning.

h. USCINCPAC Director for Strategic Planning and Policy (J5) will ensure that deliberate and crisis action plans address force health protection.

i. USCINCPAC Director for Command, Control, Communications, and Computers (J6) will assist J07, USCINCPAC organizations, and subunified and JTF commands to determine the appropriate communications and information systems to use to disseminate medical intelligence information effectively, expeditiously, and efficiently; and to facilitate medical reporting required for FHP and DHS.

j. USCINCPAC Deputy Chief of Staff (J02) will:

(1) Assist J07 in incorporating FHP information into the theater country clearance process for travel within the USPACOM AOR. 

(2) Implement and submit medical travel restrictions to the DOD Foreign Clearance Guide through HQ United States Air Force.

k. USCINCPAC Surgeon (J07) will:

(1) Appoint a FHPO responsible for administering the USCINCPAC FHP Program.

(2) Establish a Joint FHP working group who will meet as required and at least annually to review current FHP guidance from higher headquarters. In addition, the group will review FHP lessons learned and after action report (AAR) items from past deployments and exercises highlighting successes, problems, and solutions. The group will develop and recommend changes to this instruction, as appropriate.

(3) Develop, implement, monitor, and evaluate USPACOM’s FHP Program per references (a) through (c) and this instruction.

(4) Develop FHP guidelines and procedures for USCINCPAC headquarters personnel prior to their deployment or TDY/TAD.

(5) Provide guidance and direction concerning the FHP program to other USCINCPAC organizations (Service components, subunified and JTF commands), non-USCINCPAC military organizations, and separate DOD agencies located within the USPACOM AOR that do not report directly to a higher DOD authority within the USPACOM AOR.

(6) In coordination with J3, J4, and J5, ensure that deliberate and crisis action plans address FHP.

(7) In coordination with J3 and J4, incorporate FHP considerations into all joint field training exercises (FTXs) as described in Appendix B, enclosure (1).

(8) In the event of an incident which involves weapons of mass destruction, to include chemical, biological, or 

radiological (CBR) agents, ensure that information regarding appropriate handling procedures is disseminated as expeditiously as possible.

l. USCINCPAC Service component, subunified, JTF and standing JTF commanders and directors of separate operating agencies supporting USCINCPAC will:

(1) Establish an FHP Program and integrate FHP requirements into deployment plans and orders prior to deployment.

(2) Assign an officer/NCO/civilian to serve as the deployment FHPO responsible for administering the FHP Program for deployments.

(3) Develop and maintain implementing FHP instructions.

(4) Ensure subordinate commands and units (battalion/squadron/ship size or larger) appoint an FHPO, responsible to administer the FHP Program for deployments. 

(5) Ensure that their personnel traveling to and within the USPACOM AOR comply with travel clearance guidance outlined in references (d) and (e).

(6) Ensure all personnel complete predeployment FHP planning requirements described in enclosure (1).

(7) Ensure subordinate units develop FHP plans for each assigned unit or individual prior to deployment. For a sample FHP plan refer to Appendix A, enclosure (1).

(a) Address vulnerability and threat, and provide maximum protection of personnel against health threats and hazards consistent with mission and available resources.

(b) Ensure that FHP plans and procedures are approved by local health and/or preventive medicine personnel to ensure accuracy and uniformity of FHP information and procedures.

(c) Ensure AARs include lessons learned, and that the lessons learned identify any deficiencies in: FHP doctrine, organization, training, education, budgeting, and/or equipment. Forward all AARS through the appropriate chain of command. Send copies to USCINCPAC J30R and J07.

(8) Ensure FHP planning is accomplished during exercise planning conferences and as described in Appendix B, enclosure (1).

(9) Ensure DHS for deployments is accomplished as set forth in either reference (c) or enclosure (2) of this instruction. 

m. Commanders, commanding officers, officers in charge, and other officers with authority to send personnel TAD/TDY to the USPACOM AOR will:

(1) Ensure that their personnel traveling to and within the USPACOM AOR comply with travel clearance guidance outlined in references (d) and (e).

(2) Ensure that predeployment FHP planning requirements described in enclosure (1) are implemented in an FHP plan prior to deployment, to include information provided in reference (f).

n. Force Health Protection Officers/NCOs/Civilians (FHPO) will:

(1) Ensure an FHP plan for each deploying individual, group, or unit is developed. Sample FHP plans are in appendixes A and B, enclosure (1). Plans may be developed by anyone. However, all plans must be reviewed and approved by the FHPO. If the FHPO is not a Medical Department Representative (MDR), then the plan must also be reviewed and approved by a competent MDR from the supporting medical facility who has training and knowledge in travel medicine and preventive medicine issues. Country clearance requests must state that an FHP plan has been developed and approved by the command/unit FHPO (or MDR, if required). 

(2) Be responsible to the commander to ensure that all deployment force health protection requirements are met by an FHP plan.

(3) Ensure that all personnel in the command/unit are aware of the health threats and hazards in the deployed area.

(4) Ensure that all personnel in the command/unit are properly prepared to reduce the risk of health threats and hazards while deployed.

(5) Comply with Deployment Health Surveillance (DHS) Requirements as follows:

(a) For JCS/CINC-directed deployments as defined in reference (c) and paragraph 3e of this instruction, DHS must be performed as described in reference (c).

(b) For all other deployments, regardless of size, location, or duration, DHS may be required in accordance with enclosure (2) of this instruction.

6. Coordinating Instructions

a. It is imperative that military organizations within the same geographic area closely coordinate FHP matters. The Commander, United States Forces, Japan (USFJ) will establish force health protection policies and procedures for all personnel deployed to Japan. The Commander, United States Forces, Korea (USFK) will establish force health protection policies and procedures for all personnel deployed to Korea. The Commander, Alaska Command (ALCOM) will establish force health protection policies and procedures for all personnel deployed to Alaska. For all other countries, the United States Defense Representative (USDR) is the conduit to the COM for all such coordination.

b. All supporting CINCs, sourcing agencies, and the Joint Staff will coordinate USPACOM force health protection issues with HQ USCINCPAC/J07.

c. Use of memoranda of agreement (MOAs), memoranda of understanding (MOUs), command arrangement agreements (CAAs) and other relevant agreements between DOD and other agencies to facilitate implementing this instruction are authorized.

d. Component commanders, subunified commanders, JTF commanders, USDRs, and unit commanders will report cases where the implementation of these FHP measures will impact accomplishment of their assigned duties.

7. Required Forms

a. Pre-deployment Health Assessment Forms may be obtained on the Internet and can be downloaded from http://cba.ha.osd.mil/ or by locally reproducing the form from this instruction.

b. Post-deployment Health Assessment Forms may be obtained on the Internet and can be downloaded from http://cba.ha.osd.mil/ or by locally reproducing the form from this instruction.

c. USCINCPAC Form 6200/1 (Disease and Non-Battle Injury (DNBI) Report) may be locally reproduced from this instruction.

RANDOLPH W. HOUSE

Lieutenant General, USA

Deputy USCINCPAC/Chief of Staff

Distribution: USCINCPACINST 5605.1N

Lists I, II, and III
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PRE-DEPLOYMENT FORCE HEALTH PROTECTION PLANNING REQUIREMENTS

1. Background. Health threats exist throughout the USPACOM AOR and constitute a potential health hazard for U.S. personnel regardless of location. One of the best defenses against health threats and hazards is thorough planning, which will heighten threat awareness and identify appropriate countermeasures. To assist in developing an FHP plan for individual and unit deployments, a sample FHP plan is shown in Appendix A. For all Field Training Exercises (FTXs), FHP must be an integral part of exercise planning. To assist in developing an FHP plan for FTXs, guidelines are provided in Appendix B.

2. Prior to deploying or traveling to countries or areas within the USPACOM AOR that are not a part of the United States, its territories, or possessions; individuals must complete FHP pre-deployment requirements. Essential elements of FHP planning include, as a minimum, the following:

a. Consulting and following medical instructions in the most recent Foreign Clearance Guide in reference (d) and Travel Clearance Guide in reference (e). 

b. Assessing health threats and hazards in the deployment area. The FHPO will ensure that this assessment evaluates anticipated health threats/hazards (including endemic diseases, injuries, industrial toxins, and climatic extremes) and appropriate countermeasures to be taken. This information can be obtained from the following resources:

(1) Armed Forces Medical Intelligence Center (AFMIC) SIPRNET homepage at

http://delphi-s.dia.smil.mil/intel/afmic/afmic.html or by calling their 24-hour Operations Division at DSN: 343-7574 or COMM: (301) 619-7574.

(2) Medical Environmental Disease Intelligence and Countermeasures (MEDIC) CD-ROM provided annually by AFMIC.

(3) Service specific local Preventive Medicine representatives.

(4) Navy Environmental and Preventive Medicine Unit–Six (NEPMU-6), Pearl Harbor, Hawaii, DSN: 473-0555 or COMM: (808) 473-0555.

(5) U.S. Army Center for Health Promotion and Preventive Medicine–Pacific (CHPPM-PAC), Unit 45006, APO, AP 96343-5006, DSN: 263-8446/8447 or COMM: 81-311-763-8446/8447 located in Camp Zama, Japan.

(6) USCINCPAC Force Health Protection Officer (J0716), Camp H. M. Smith, Hawaii; DSN: 477-0131 or COMM: (808) 477-0131; Email: pacomfhpo@hq.pacom.mil.

c. Maximizing internal information assets to publicize information regarding self-protection. Public Affairs personnel should assist in the effort to increase awareness of health threats and emphasize appropriate countermeasures.

d. Performing a health record and readiness screening prior to deployment. Items identified for screening include immunizations, human immunodeficiency virus (HIV) testing, tuberculosis skin testing, deoxyribonucleic acid (DNA) sample on file, current physical exam, dental class I or II, prescription medications on hand, and unresolved health problems (i.e., P-4 profile, limited duty, pregnancy, mental health, etc.) which could disqualify the Service member from deployment. 

e. Providing a pre-deployment health threat briefing to all deploying personnel. The briefing should include, as a minimum, the following areas: 

(1) Immunizations. Routine immunizations must be up to date, as well as special immunizations needed because of regional threats identified in the Health Threat Assessment (for example, Japanese Encephalitis Vaccine (JEV) may be required in Okinawa and Southeast Asia). 

(2) Chemoprophylaxis. Recommended medications to counter disease threats, especially in the case of malaria where resistant malaria parasites may necessitate specific considerations.

(3) Personal Protective Measures. Indicate recommended personal protective medications and equipment for protection against biting arthropods. Some severe diseases, such as dengue fever, can be prevented only by avoiding being bitten by the vector arthropod. Others, such as malaria, require a combination of medication and personal protective measures for effective prevention. The importance of long sleeves and trousers, N,N-Diethyl-m-toluamide (DEET) repellent cream, prior permethrin treatment of uniforms and civilian clothing, and mosquito bed nets must be stressed.

(4) Safe Food and Water. Specific recommendations regarding food and water consumption from approved sources. Also, include safe food preparation along with waste management and sanitation. 

(5) Sexually transmitted diseases (STD). There is no locale in the world where unprotected sex does not carry the risk of serious, even fatal, sexually transmitted diseases. Safe practices must be stressed. Abstinence is the only 100% effective means of protection.

(6) Motor Vehicle and General Safety. Universally, the greatest risk to health for Americans traveling abroad is motor vehicle accidents. No other threat kills or harms more people overseas. Seat belts, extreme caution in and around vehicles, and general safety must be strictly enforced.

(7) Environmental Factors. Preventive medicine and other medical personnel must educate individuals on the risks associated with environmental hazards (such as heat and cold injuries, environmental pollution, and unusual industrial exposures) and the countermeasures that can be implemented to prevent these injuries.

(8) Hazardous Plants and Animals. Include all hazardous plants and animals that may be found throughout the deployment area. Give specific recommendations for preventing contact and avoiding diseases associated with the hazardous plants and animals.

(9) Personal Health and Fitness. Specifically include measures to maintain physical fitness, prevention of skin infections, preparation for the field, prevention of dental disease, prevention of genital and urinary tract infections, sleep discipline, stress resistance and management, and hearing conservation.

(10) Combat Stress Control (CSC). Preventive Medicine Officer will review training principles of CSC to ensure appropriate prevention and management of Combat Stress Reaction (CSR) casualties.

f. Issuing required medical supplies and personal protective equipment (PPE), such as hearing protection, safety glasses, two pairs of prescription eye glasses, DEET insect repellent lotion, permethrin insect repellent clothing impregnate, chemoprophylactic medications and equipment (such as doxycycline and mosquito bed nets, respectively) prior to departure. 

g. Providing information on availability of U.S. medical care, refer to reference (g), and host nation (HN) medical care and patient movement. When individuals or groups travel without the protective umbrella of a formal exercise or operation, sources of medical care and medical evacuation require specific prior planning. Information regarding these essential resources must be obtained and disseminated prior to deployment.

h. Accessing healthcare in the Western Pacific. When arranging for healthcare in preparation for travel or deployment, emergency numbers for medical assistance can be found on the TRICARE Pacific Website: http://tricare-pac.tamc.amedd.army.mil/. This website also provides contacts and numbers for TRICARE Pacific Case Managers that can assist in accessing host nation provider care or local U.S. Embassy providers in remote sites where no military treatment facilities exist.

i. Informing individual deployers of their responsibility for complying with preventive medicine guidance. It is altogether too common for specifically recommended preventive measures not to be followed by individual DOD personnel. Each deployment/command/unit FHPO will deploy with a strategy to maximize compliance with preventive medicine recommendations.

Appendixes:

A – Sample Force Health Protection Plan (EXAMPLE ONLY)

B – Force Health Protection Planning Requirements for exercises

SAMPLE Force Health Protection PLAN (EXAMPLE ONLY)

(May be a separate plan or as an Appendix to Annex Q)

1. Purpose. This FHP plan promulgates FHP policies and procedures for command/unit/United States Defense Representative (USDR)/DOD member.

2. Applicability. This FHP plan is applicable to:

a. All assigned and attached (command/unit/USDR) personnel. 

b. All Department of Defense (DOD) personnel performing official duties within (location). 

c. All U.S. contractor personnel employed directly by the DOD in (location).

3. References

a. USCINCPACINST 6200.2.

b. DOD Directive 6490.5 (Combat Stress Control (CSC) Programs)

c. OSD/A&T Memorandum of 1 Feb 99 (Approval of Local Purchase of Pesticides During Deployment Operations)

d. Other applicable references as listed in basic instruction or as otherwise appropriate (e.g., U.S. Embassy emergency action plans, HN medical evacuation plan, etc.).

4. Responsibilities

a. The (Commander/USDR) is responsible for:

(1) Ensuring implementation of this FHP plan per reference (a) for personnel identified in paragraph 2, above. 

(2) Appointing in writing an FHP officer (FHPO) and an assistant FHPO or designated representative as appropriate.

b. The FHPO, assistant FHPO, or designated representative will:

(1) Serve as the Commander's/unit's focal point for the planning, coordination, and execution of "real world" force health protection planning for a specific exercise.

(2) Document individuals attendance at health threat briefings.

(3) (Beginning with this subparagraph, list additional FHP oriented specific responsibilities of the FHPO, as determined by the Commander/USDR.)

c. Individuals identified in paragraph 2, above, are responsible for attending health threat briefings.

5. FHP Planning

a. Health threat assessment. Ensure that this assessment evaluates known and anticipated health threats/hazards (including endemic diseases, injuries, industrial toxins, and climatic extremes) and the appropriate countermeasures to be taken for each.

b. Health record and readiness screening. Performed prior to deployment. Items identified for screening include: immunizations, HIV testing, TB skin testing, DNA sample on file, current physical exam, dental class I or II, prescription medications on hand, and unresolved health problems (i.e., P-4 profile, limited duty, pregnancy, mental health, etc.) which could disqualify the Service member for deployment.

c. Health threat briefing. Performed prior to deployment. A basic health threat briefing should include the following areas as a minimum: 

(1) Immunizations. List routine immunizations required, as well as special immunizations needed because of regional threats identified in the Health Threat Assessment, such as Japanese Encephalitis in Okinawa and Southeast Asia. 

(2) Chemoprophylaxis. List recommended medications to counter disease threats, especially in the case of malaria where resistant malaria parasites may necessitate specific considerations.

(3) Personal Protective Measures. Indicate recommended personal protective medications and equipment for protection against biting arthropods. Some severe diseases, such as dengue fever, can be prevented only by avoiding being bitten by the vector arthropod. Others, such as malaria, require a combination of medication and personal protective measures for effective prevention. The importance of long sleeves and trousers, DEET repellent cream, prior permethrin treatment of uniforms and civilian clothing, and mosquito bed nets must be stressed.

(4) Safe Food and Water. List specific recommendations regarding safe food and water consumption only from approved sources, as well as, safe eating and drinking practices. Also, include safe food preparation along with waste management, personal hygiene and sanitation. 

(5) Sexually transmitted diseases. List STDs in area and emphasize that there is no locale in the world where unprotected sex does not carry the risk of serious, even fatal, sexually transmitted diseases. Encourage safe practices and point out that abstinence is the only 100% effective countermeasure. 

(6) Motor Vehicle and General Safety. Universally, the greatest risk to health for Americans traveling abroad is motor vehicle accidents. No other threat kills or harms more people overseas. Seat belts, extreme caution in and around vehicles, and general safety must be strictly enforced.

(7) Environmental Factors. List the risks associated with environmental hazards (such as heat and cold injuries, environmental pollution, and unusual industrial exposures) and the countermeasures that can be implemented to prevent these injuries. Practice guidelines provided in reference (c).

(8) Hazardous Plants and Animals. List all hazardous plants and animals that may be found throughout the deployment area. Give specific recommendations for preventing contact and avoiding diseases associated with the hazardous plants and animals.

(9) Personal Health and Fitness. Describe measures to maintain physical fitness, prevention of skin infections, preparation for the field, prevention of dental disease, prevention of genital and urinary tract infections, sleep discipline, stress resistance and management, and hearing conservation.

(10) Combat Stress Control (CSC). Describe actions and measures that leadership will take to prevent, identify, and manage adverse CSC casualties per reference (b).

d. Required medical supplies and equipment. List items to be issued prior to deployment, such as DEET insect repellent lotion, chemoprophylactic medications and equipment. 

e. Information on availability of host nation (HN) medical care and medical evacuation. When individuals or groups travel without the protective umbrella of a formal exercise or operation, sources of medical care and medical evacuation require specific prior planning. Information regarding these essential resources must be obtained and disseminated prior to deployment. Include the following:

(1) HN Hospitals. List the location(s) and type(s) of hospital(s) available within proximity of the deployed location.

(2) HN Medical Evacuation Capabilities. List the location(s) and type(s) of medical evacuation capabilities available.

(3) Accessing Healthcare. In the Western Pacific, military treatment facilities are located only in Japan, Korea, Okinawa, and Guam. Although primary care is available, not all facilities have after hours emergency care or all specialty services. When arranging for healthcare in preparation for travel or deployment, emergency numbers for medical assistance can be found on the TRICARE Pacific Website: http://tricare-pac.tamc.amedd.army.mil/. This website also provides contacts and numbers for TRICARE Pacific Case Managers that can assist in accessing host nation provider care or local U.S. Embassy providers in remotes sites where no military treatment facilities exist.

f. Patient movement guidance. Describe patient movement from point of injury to a local hospital and if required, tactical and strategic aeromedical evacuation to civilian hospitals in neighboring countries and/or to a U.S. medical treatment facility. Also, list hospitals, points of contact, location, and emergency phone numbers. If country does not have MEDEVAC capabilities, then list regional and neighboring MEDEVAC sources and their locations and phone numbers. 

g. Preventive medicine guidance. Describe preventive medicine measures and countermeasures to be employed. This should be specific to the individual or unit based upon their specific circumstances.

h. Deployment Health Surveillance (DHS) Requirements. Describe, if any, the DHS activities to be employed at the deployment AOR. For JCS/CINC-directed deployments, DHS must be performed in accordance with reference (c). For all other deployments, regardless of its size, location, or duration, DHS may be required in accordance with enclosure (2).

i. Health Services support. List the medical support required to include first aid treatment and transport of casualties from point of injury/illness to a host nation or DOD medical treatment facility. Include procedures to contact response/transportation agencies to be used in emergencies.

6. Plan development and approval

a. Plan developed by: (signature)___ ________

(Individual/FHPO/ (Rank/Rate/Grade, Name, Unit, Phone)

Preventive Medicine

Unit/etc.)

b. Plan approved by: (signature)____ _______

(FHPO) (Rank/Rate/Grade, Name, Unit, Phone)

c. Clinical review by: (signature)___ ________

(If required, MDR (Rank/Rate/Grade, Name, Unit, Phone)

from supporting

medical facility)
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FORCE HEALTH PROTECTION PLANNING REQUIREMENTS FOR EXERCISES

1. Information. Force health protection must be included as an integral part of our Field Training Exercise (FTX) scenarios and planning.

2. Responsibilities

a. USCINCPAC J30 Deputy for Readiness (J30/R) and USCINCPAC Surgeon (J07) will:

(1) Incorporate force health protection considerations into selected exercise scenarios as an integral part of the exercise program.

(2) Ensure that "real world" force health protection considerations are made a part of the exercise planning process as described below.

b. The Executive Agent (EA) (USCINCPAC/J35, subunified command, or Service component with overall responsibility for the coordination, planning, and execution of a specific exercise conducted in the USPACOM AOR) will:

(1) Ensure proper force health protection planning occurs and is executed properly.

(2) Appoint an exercise FHP officer/NCO/civilian (FHPO).

(3) Coordinate closely with the host nation. Do not assume force health protection will automatically be provided by existing host units at the site. Host nation restrictions and sensitivities may limit force health protection options.

(4) Factor force health protection requirements into time-phased force and deployment data (TPFDD) planning. Lift requirements and timing of force health protection personnel and equipment arrival may impact mission if not carefully planned.

c. Exercise FHPO will:

(1) Serve as the EA’s focal point for the planning, coordination, and execution of "real world" force health protection planning for a specific exercise.

(2) Develop an Exercise Force Health Protection Plan (EFHPP). A sample EFHPP is shown on pages 1-B-5 and 1-B-6.

d. Supporting Agencies will: Be responsible to the EA for executing their portion of the EFHPP. Supporting agencies include other components and units participating in an exercise.

3. Exercise Planning Process. Development of the EFHPP will coincide with the development of exercise milestones.

a. Concept Development Conference (CDC). The exercise FHPO shall begin conceptualization of the EFHPP prior to the CDC and be prepared to brief the concept at the conference, if required.

b. Initial Planning Conference (IPC). At a minimum, the following individuals need to meet for establishing coordination, lines of communication, and milestones for developing the EFHPP for the exercise:

(1) Exercise FHPO officer.

(2) Medical representative from each of the components and supporting agencies.

(3) Host nation force health protection representative (if available).

(4) U.S. military medical intelligence representatives (if appropriate) or, at a minimum, access to medical intelligence information for the country where the exercise will occur. Sources for medical intelligence information include: 

(a) Armed Forces Medical Intelligence Center (AFMIC) SIPRNET homepage at

http://delphi-s.dia.smil.mil/intel/afmic/afmic.html or by calling their 24-hour Operations Division at DSN: 343-7574 or COMM: (301) 619-7574.

(b) Medical Environmental Disease Intelligence and Countermeasures (MEDIC) CD-ROM provided annually by AFMIC.

(c) Service specific local Preventive Medicine representatives.

(d) Navy Environmental and Preventive Medicine Unit–Six (NEPMU-6), Pearl Harbor, Hawaii, DSN: 473-0555 or COMM: (808) 473-0555.

(e) U.S. Army Center for Health Promotion and Preventive Medicine–Pacific (CHPPM-PAC), Unit 45006, APO, AP 96343-5006, DSN: 263-8446/8447 or COMM: 81-311-763-8446/8447 located in Camp Zama, Japan.

(f) USCINCPAC Force Health Protection Branch (J0716), Camp H. M. Smith, Hawaii; DSN: 477-0131 or COMM: (808) 477-0131; Email: pacomfhpo@hq.pacom.mil.

c. Mid-Planning Conference (MPC). The exercise FHPO should arrive at the MPC with a supportable draft plan representing the U.S. portion of the EFHPP and a proposal for establishing host nation (HN) force health protection responsibilities, if applicable. Coordination with HN regarding their force health protection capabilities is imperative at this point in the process. At a minimum, the following parameters must be established during the MPC:

(1) Host nation and U.S. force health protection capabilities (hospitals, medevacs, emergency phone numbers, etc.), as assessed by USDR or Joint United States Military Advisory Group (JUSMAG).

(2) Health threat assessment as provided by J2/J07/JICPAC/G2/N2 or other medical intelligence sources.

(3) Measures for dissemination of health threat warning information. Specific subordinate unit tasking shall also be assigned by the EA FHPO at this time with suspense dates well in advance of the final planning conference (FPC). 

d. Pre-deployment Site Survey (PDSS). Sufficient time shall be allocated during this visit for the FHPO or designated representative, to conduct a detailed survey of local hospitals, public health infrastructure, health threats, medical evacuation capabilities and helicopter landing zone (LZ) information, billeting and life support areas, work and training site(s), and other exercise location(s). Major changes to the EFHPP and minute level of detail in plan development should occur at this milestone. 

e. Final Planning Conference (FPC). The FPC should serve as final validation for the EFHPP and only minor changes should be anticipated at this forum. The EFHPP should be published and made available to all exercise participants within two weeks after this conference.

4. Exercise Force Health Protection Requirements

a. Minimum Force Health Protection Requirements. All exercise participants will comply with pre-deployment FHP planning requirements listed in enclosure (1).

b. Deployment Health Surveillance (DHS) and Readiness. Based upon the character of the deployment, location, anticipated health threats, and preventive medicine advice, the FHPO and JTF Surgeon will identify the appropriate surveillance measures for the deployment using enclosure (2) as a guide.

c. Force Health Protection Equipment and Personnel. If the FHPO and JTF Surgeon determine that deployment health surveillance measures are warranted based on their conclusions from 4b above, then a Deployment Health Surveillance Team should be created. Strategic lift funding remains a premium for exercises. Therefore, EAs, FHPOs, and Supporting Agencies shall plan air transport for force health protection personnel and equipment within their allotted airlift. Additional funding to accommodate force health protection requirements will not normally be authorized.

SAMPLE EXERCISE FORCE HEALTH PROTECTION PLAN (EFHPP)

(May be a separate plan or as an Appendix to Annex Q, EXPLAN)

1. Situation

a. Threat

(1) Health Threat Situation:

(2) USDR/JUSMAG/J2/J07/G2/N2/NEPMU-6/AFMIC Assessment of Threat:

b. Friendly

(1) Own Forces Locations:

(2) Type, Number, and Location of FHP Personnel & Equipment: (DHS team, etc.).

(3) Host Nation FHP Capability:

2. Force Health Protection Mission. (State the FHP mission).

3. Execution of Force Health Protection

a. Commander’s Intent. (for Force Health Protection).

b. Concept of Force Health Protection

(1) U.S. Medical Capabilities at Exercise Sites:

(2) HN Medical Capabilities at Exercise Sites:

(3) U.S. Medical Capabilities at Beddown Sites:

(4) HN Medical Capabilities at Beddown Sites:

(5) U.S. Medical Evacuation Capabilities at Exercise Sites:

(6) HN Medical Evacuation Capabilities at Exercise Sites:

(7) Subsistence Protection: (food and water protection).

(8) WMD Preparedness: (if required).

4. Logistics

a. Force Health Protection Equipment and Supply Lists: (personal protective items, such as bed nets, DEET spray, malaria chemoprophylaxis medications, etc.).

b. Deployment Health Surveillance Equipment and Supply List: (if DHS team deploys).

5. Command and Control (C2)

a. C2 for Force Health Protection Matters:

b. Component/Supporting Agency Chain of Command and Responsibilities for FHP:

c. Internal Health Threat Warning Dissemination procedures:

6. Plan development and approval

a. Plan developed by: (signature)___ ________

(Medical Working (Rank/Rate/Grade, Name, Unit, Phone)

Group/FHPO/Preventive

Medicine Unit/etc.)

b. Plan approved by: (signature)____ _______

(FHPO) (Rank/Rate/Grade, Name, Unit, Phone)

c. Clinical review by: (signature)___ ________

(If required, MDR (Rank/Rate/Grade, Name, Unit, Phone)

from supporting medical facility)

DEPLOYMENT HEALTH SURVEILLANCE (DHS) REQUIREMENTS

1. Information. Force health protection (FHP) provides a conceptual framework for optimizing health readiness and protecting Service members from all health and environmental hazards associated with military service. A robust deployment health surveillance (DHS) system is a critical component of FHP and it includes the following elements:

a. Identifying the population at risk (through, but not limited to, pre- and post-deployment health assessments).

b. Recognizing and assessing hazardous exposures (medical, environmental, and occupational).

c. Employing specific countermeasures for health threats and hazards.

d. Monitoring health outcomes (through disease and non-battle injury (DNBI) reporting).

2. Responsibilities. All deploying units, regardless of size, location, or duration, will participate in Deployment Health Surveillance (DHS) and medical readiness activities as follows:

a. For all Joint Chiefs of Staff (JCS) and USCINCPAC directed troop movements as a result of a deployment order for 30 continuous days or greater to a land-based location outside the United States that does not have a permanent U.S. military medical treatment facility (i.e., funded by the Defense Health Program), DHS activities are to be implemented in accordance with reference (c). Routine shipboard operations that are not anticipated to involve field operations ashore for over 30 continuous days are exempt from the requirements for pre- and post-deployment health assessments.

b. For all other unit deployments, regardless of its size, location, or duration, DHS activities are to be implemented in accordance with this enclosure. Routine shipboard operations that are not anticipated to involve field operations ashore for over 30 continuous days are exempt from the requirements for pre- and post-deployment health assessments. Deployments vary considerably in duration, number of participants, geographic region, projected medical threats, and urgency of deployment. Consequently, specific surveillance practices are determined by the unique characteristics of each deployment. Most deployments require at least a basic surveillance package. Larger deployments, and those expected to involve significant threats to troop health, will require more extensive surveillance efforts. Therefore, the FHPO and JTF Surgeon will use the unit Deployment Health Surveillance Matrix (see Appendix A) to determine what level of surveillance will be required for the deployment. The health surveillance levels and activities listed on the matrix are further defined in Appendix A on pages 2-A-2 through 2-A-5.

(1) When the FHPO and JTF Surgeon have determined that pre-deployment and post-deployment health assessment forms are required for the deployment, then follow the directions in Appendix B (pre-deployment) and Appendix C (post-deployment). The pre-deployment form is at pages 2-B-3 and 2-B-4, and the post-deployment form is at pages 2-C-3 and 2-C-4.

(2) Weekly Disease and Non-Battle Injury (DNBI) surveillance enables detection of trends in illness and injury rates. This surveillance allows early identification and correction of problems that adversely impact readiness. It is an essential step in the protection of the force from preventable conditions. When the FHPO and JTF Surgeon have determined that DNBI reporting is required, then follow the instructions outlined in Appendix D. The DNBI report form is in Appendix D on page 2-D-6. All medical events listed on pages

2-D-7 through 2-D-9 are to be reported promptly to the Service component Surgeon via the JTF Surgeon. Upon completion of task, a copy must be sent to USCINCPAC Surgeon (J07). Additional Service specific diseases may also be reportable to their Service headquarters as appropriate.

Appendixes:

A – UNIT Deployment Health Surveillance Matrix

B – Pre-deployment Health Assessment Form guidance

C – Post-deployment Health Assessment Form guidance

D – Disease and Non-Battle Injury (DNBI) Report Guidance

Unit Deployment Health Surveillance Matrix

	PRIVATE
FORCE Health PROTECTION AND

DEPLOYMENT HEALTH Surveillance Activities
	LEVELS

	
	1
	2
	3

	PRE-DEPLOYKMENT
	Surveillance measures identification
	X
	X
	X

	
	Force Health Protection plan
	X
	X
	X

	
	Threat assessment
	X
	X
	X

	
	Surveillance measures dissemination
	X
	X
	X

	
	Health threat briefing
	X
	X
	X

	
	Health readiness screening
	X
	X
	X

	
	Pre-deployment health assessment form
	(X)
	X
	X

	
	Specified serum sampling
	
	
	(X)

	DURING DEPLOYMENT
	Health encounter documentation
	X
	X
	X

	
	Tri-Service reportable medical events
	X
	X
	X

	
	DNBI surveillance
	(X)
	X
	X

	
	Health status information
	(X)
	X
	X

	
	Environmental and Occupational surveillance
	(X)
	X
	X

	
	Specialized diagnostic laboratory and surveillance team
	
	
	(X)

	POST-DEPLOYMENT
	Post-deployment health assessment form
	(X)
	X
	X

	
	ID of personnel needing further evaluation
	(X)
	X
	X

	
	Threat and countermeasures debriefing
	(X)
	X
	X

	
	Health/environmental surveillance lessons learned 
	
	X
	X

	
	Tuberculosis and HIV screening
	
	X
	X

	
	Specified serum sampling
	
	
	(X)


Legend: X = required

(X)= optional, depending on location and health threats

1. Level Definitions. When deployments are directed by Joint Chiefs of Staff and/or USCINCPAC, the level of deployment health surveillance activities will be specified in the deployment order. For all other deployments, the tasking authority or the deploying unit will determine the level of deployment health surveillance activities based on the level of threat to health and readiness considering such factors as: incidence of disease or other known health hazards in the location of stay, climatic conditions, duration of stay, nature of activities, the conditions of housing, and the possibility of unexpected travel to high-risk areas.

a. Level 1 – A deployment with clearly understood and only minimal threats to health and readiness.

b. Level 2 – A deployment with moderate to potentially serious threats to health and readiness. 

c. Level 3 – A deployment with known or suspected serious threats to health and readiness.

2. Pre-deployment Health Surveillance Definitions

a. Surveillance Measures Identification. Based upon the character of the deployment, anticipated health threats, and preventive medicine advice, the FHPO and JTF Surgeon or his representative will identify the appropriate surveillance measures for the deployment. This task is accomplished by using the Deployment Health Surveillance matrix (shown on page 2-A-1) as a guide.

b. Force Health Protection Plan. The FHPO and/or JTF Surgeon will develop an FHP plan for all deployments (unit and individual).

c. Threat Assessment. The FHPO and JTF Surgeon or his representative (with the advice of intelligence and preventive medicine personnel) will evaluate anticipated health threats (including endemic diseases, injuries, NBC/E or CBR/E and environmental contaminants, industrial toxins, deployment-related stress, and climatic extremes) and appropriate countermeasures for inclusion in the Preventive Medicine Appendix to Annex Q in the Exercise/Operation Plan (EX/OPLAN) 

and the Preventive Medicine Guidance (PMG). For individual deployments, include in FHP plan.

d. Surveillance Measures Dissemination. Specific health surveillance measures for the deployment will be addressed both in the EX/OPLAN (Preventive Medicine Appendix to Annex Q) and in the PMG. The PMG should be promulgated early enough to allow timely accomplishment of pre-deployment surveillance tasks by participating commands. For individual deployments, include in the FHP plan.

e. Health Threat Briefing. All personnel must receive, prior to deployment, a briefing which clearly delineates health threats (as defined in paragraph 2c) and the preventive countermeasures required.

f. Health Readiness Screening. Items identified for screening include: immunizations, medical record, HIV testing, TB skin testing, DNA sample on file, physical exam, dental class, prescription medications on hand, personal health-related equipment, personal occupational protective equipment, and unresolved health problems (i.e., P-4 profile, limited duty, pregnancy, mental health, etc.) which could disqualify the Service member for deployment. 

g. Pre-deployment Health Assessment Form. May be required for deployments as directed by the FHPO and JTF Surgeon. Specific guidance and the form itself are found in Appendix B. 

h. Specified Serum Sampling. Serum samples are held from routine HIV testing. HIV testing should be accomplished within 12 months of deployment. In certain circumstances, however, additional pre- and post-serum samples may be required because of expected or known disease threats. 

3. During Deployment Health Surveillance Definitions

a. Health Encounters Documentation. All significant medical evaluations and encounters will be documented by an entry on Standard Form 600 (Chronological Record of Medical Care) or equivalent. When health records (HRs) are not available on deployment, medical personnel will preserve SF-600s and file in HRs at the earliest opportunity upon return to home station.

b. Tri-Service Reportable Medical Events. All medical events listed on pages 2-D-7 through 2-D-9 are to be reported promptly to the Service headquarters via the JTF Surgeon and a copy to USCINCPAC (J07). Definitions of these events are available through the World Wide Web at http://amsa.army.mil. Reports will be submitted no later than 24 hours after the reporting period ends. Submit reports via the most expeditious means (i.e., message, email, fax, telephone, hard copy, through Internet technology, or through other medical information systems). Timeliness of submission is critical; medium used is not. When electronic medical reporting is available, reports should be submitted daily. Additional Service specific diseases may also be reportable to the respective Service headquarters as appropriate.

c. DNBI Surveillance. All units with medical providers (units with an organic "sick call" capability) will carry out DNBI surveillance according to Appendix D. They must forward surveillance data (DNBI form on page 2-D-6), to the JTF Surgeon or other designated person on a periodic basis (daily or weekly) as indicated in the OPLAN, EXPLAN, or deployment order. Each submitting unit and recipient of DNBI reports should review the report for patterns of disease or injury and initiate countermeasures to reverse the trend(s). Reports will be submitted no later than 24 hours after the reporting period ends. Submit reports via the most expeditious means (i.e., message, email, fax, telephone, hard copy, through Internet technology, or through other medical information systems). Timeliness of submission is critical; medium used is not. When electronic medical reporting is available, units should attempt to submit daily.

d. Health Status Information. The JTF Surgeon or other medical department representative should provide troop commanders with timely health status information during periodic update briefs. This is especially important when a threat is identified which requires the commander's attention to reduce risk of illness or injury.

e. Environmental and Occupational Surveillance. Surveillance, to include sampling, of the environment and occupational settings may be required by the FHPO and JTF Surgeon, depending on the operation. For example, all pesticides used in the deployment area by DOD personnel must be recorded and archived. A deployable unit such as those listed in paragraph 3f below, will normally accomplish this. Per Office of the Under Secretary of Defense, Acquisition and Technology (OSD A&T), and except under emergency conditions as determined by the JTF Commander, only pesticides listed on the DOD contingency pesticide list shall be used during contingency operations. Permission for use of pesticides under emergency conditions will be obtained following procedures outlined in reference (h).

f. Specialized Diagnostic Laboratory and Surveillance Team. A deployable unit such as a Theater Deployment Health Surveillance Team, Forward Deployable Laboratory, Forward Deployed Preventive Medicine Unit, CHPPM-PAC, NEPMU-6, Theater Army Medical Laboratory or other preventive medicine detachments organic or attached to the deployed force may be required, depending on the operation. The deployment FHPO, JTF Surgeon, and JTF Preventive Medicine Officer will determine if these deployable units are required.

4. Post-deployment Health Surveillance Definitions

a. Post-deployment Health Assessment Form. Required for certain deployments as determined by the FHPO and JTF Surgeon. When directed, troop commanders will administer the Post-deployment Health Assessment Form (see appendix C) in theater and within 5 days prior to redeployment. Copies of all forms will be forwarded for analysis to the JTF Surgeon, or other office specified in the EXPLAN/OPLAN and/or Preventive Medicine Guidance.

b. Identification of Personnel Needing Further Evaluation. Personnel who were deployed must be identified and contacted when medical authorities have determined that those personnel may have been exposed to environmental contaminants.

c. Threat and Countermeasures Debriefing. At redeployment and prior to departing, troops will receive information from the FHPO or JTF Surgeon regarding threats experienced during the deployment, and countermeasures that need to continue after redeployment (e.g., malaria chemoprophylaxis). Troops should be told what to do and what information to provide health care providers and FHPOs should they become ill in the future.

d. Health and Environmental Surveillance Lessons Learned. Whenever a DHS team was deployed, health and environmental surveillance lessons learned must be forwarded to the JTF Surgeon, with a copy to Component Surgeons and USCINCPAC (J07). 

e. Tuberculosis and HIV Screening. Conduct tuberculosis screening within 12 months of re-deployment or sooner in accordance with Service-specific requirements. Collect, when directed by Service policy, a serum sample for HIV testing and storage in the DOD serum repository.

f. Specified Serum Sampling. When directed, troop commanders will ensure that serum samples are obtained from all identified personnel. Samples will be processed and forwarded as per instructions in the EX/OPLAN and/or PMG.

(This page intentionally left blank)

PRE-DEPLOYMENT HEALTH ASSESSMENT FORM GUIDANCE

1. When directed by the FHPO and/or JTF Surgeon, each deploying Service member must complete a pre-deployment health assessment form (see pages 2-B-3 and 2-B-4) within 30 days prior to deployment. The form is available on the Internet and can be downloaded from http://cba.ha.osd.mil/ or by locally reproducing the form from this instruction. 

2. The form can be reviewed by any Medical Department Representative (MDR). However, positive responses to questions 2-4 and 7-8 must be referred to a physician, physician assistant, nurse, or independent duty medical corpsman/ technician for evaluation. Unresolved health problems (P-4 profile, limited duty, pregnancy, etc.) which may necessitate advanced or specialized medical care or will interfere with performance of deployment duties, should result in a recommendation of "not deployable".

3. A copy of the completed form must be placed in the Service member's permanent medical record. The original form is to be forwarded as directed in the OPLAN, EXPLAN, or deployment order.
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POST-DEPLOYMENT HEALTH ASSESSMENT FORM GUIDANCE

1. When directed by the FHPO and/or JTF Surgeon, each deployed member will complete a post-deployment health assessment form (see pages 2-C-3 and 2-C-4) in theater and within 5 days prior to re-deployment back to their home station. The form is available on the Internet and can be downloaded from http://cba.ha.osd.mil/ or by locally reproducing the form from this instruction.

2. The form can be reviewed by any Medical Department Representative (MDR). However, in case of "fair" or "poor" answers to question 1, or "yes" answers to 2-6, the member must be referred to a physician, physician's assistant, nurse, or independent duty medical corpsman/technician for evaluation.

3. A copy of the completed form must be placed in the Service member's permanent medical record. The original form is to be forwarded as directed in the OPLAN, EXPLAN, or deployment order.
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Disease and Non-Battle Injury (DNBI) Report guidance

1. When DNBI reporting is required, all units must submit the report as described in paragraph 3c of Appendix A to enclosure (2). The DNBI report form is at page 2-D-6.

2. Troop Strength. For calculated rates to be meaningful, an accurate troop strength is crucial. This number, which medical personnel will not usually have direct access to, must be supplied by the command. It must be as accurate an estimate as possible of the average number of troops being served by the medical providers during the reported period. 

3. Each new condition evaluated or treated will be counted as an "initial visit" for purposes of DNBI reporting. However, follow-up visits will be counted as a "misc/admin/follow-up" visit. For example, a member who presents to sick call for a follow-up of a rash and for a new onset of diarrhea will be counted twice, once as a dermatologic "misc/admin/follow-up", and once as a gastrointestinal infectious "initial visit". If members are diagnosed to have any of the medical events listed on pages 2-D-7 through 2-D-9, they are to be reported promptly to the Service component Surgeon via the JTF Surgeon and a copy to USCINCPAC Surgeon (J07). Additional Service specific diseases may also be reportable to the respective Service headquarters as appropriate.

4. Rate. To calculate DNBI rates, divide the total number of patients seen in each category by the average troop strength, and multiply by 100. For the gynecologic category, the FEMALE troop strength must be used to calculate the rate, not the total troop strength. Remember to calculate an overall DNBI total rate. 

Example. If there were 20 dermatological cases this week in 500 troops, the percent would be calculated as follows:

20 dermatological cases = 0.04 then 0.04 x 100 = 4% 

500 Troops

Compare calculated rates for each category with the suggested reference rate for that category (comment is required under the section "Problems Identified - Corrective Actions" for all categories where rates are above the suggested reference rate). When comparing rates, keep the following information in mind: 

a. The suggested reference rates are only approximate and should be used as a rough guide only. The CINC Surgeon or JTF Surgeon may modify the "Suggested Reference Rates" based upon theater specific trends. 

b. Exceeding a rate by 0.1% is not necessarily an indication of a significant problem. However, going from half the suggested rate to twice the suggested rate probably indicates that there is a health problem needing immediate attention. 

c. The individual suggested reference rates are not intended to add up to the total DNBI suggested reference rate. An individual category could have a high rate without causing the total rate to exceed the reference rate - attention to the individual category is appropriate and necessary in this situation. Alternatively, the total DNBI rate could be high without causing individual categories to exceed their reference rates – attention to systemic problems causing general sick call visits to rise is appropriate and necessary in this situation.

d. Use common sense in interpreting the DNBI rates. Track DNBI rates over time and compare current DNBI rates with your unit’s past DNBI rates for comparable situations.

5. Days of Light Duty. Total number of light duty days for all patients in each category. For example, each of two patients was evaluated and categorized as a respiratory patient. One received two days of light duty and the other patient received three days of light duty. Enter the combined total of the two patients which is five days of light duty.

6. Lost Work Days. Total number of lost work days for all patients in each category. This is similar to the example explained in paragraph 5 above, but only lost work days are counted here.

7. Admits. Enter total number of patients admitted for each category. Do not calculate the number of days they were hospitalized as that was already counted as lost work days in paragraph 6, above.

8. Category. The category of a condition will not always be clear. For example, a patient with a fever and a rash which are part of the same illness could be counted as a "fever, unexplained" or as "dermatologic". Such a patient should be counted based on the most significant aspect of the illness. The fever is more important, because it could be a manifestation of malaria, dengue, scrub typhus, or other infectious disease with major implications for the health and readiness of the unit. Condition category descriptions and examples are described below.

a. Combat/Operational Stress Reactions. Acute reaction to stress and transient disorders which occur without any apparent mental disorder in response to exceptional physical and mental stress. Also includes post-traumatic stress disorder which arises as a delayed or protracted response to a stressful event or situation of an exceptionally threatening or catastrophic nature. 

b. Dermatologic. Diseases of the skin and subcutaneous tissue, including heat rash, fungal infection, cellulitis, impetigo, contact dermatitis, blisters, ingrown toenails, unspecified dermatitis, etc. Includes sunburn.

c. GI, infectious. All diagnoses consistent with infection of the intestinal tract. Includes any type of diarrhea, gastroenteritis, "stomach flu", nausea/vomiting, hepatitis, etc. Does NOT include non-infectious intestinal diagnoses such as hemorrhoids, ulcers, etc.

d. Gynecologic. Menstrual abnormalities, vaginitis, pelvic inflammatory disease, or other conditions related to the female reproductive system.

e. Heat/Cold Injuries. Climatic injuries, including heat stroke, heat exhaustion, heat cramps, dehydration, hypothermia, frostbite, trench foot, immersion foot, and chilblain. 

f. Injury, Recreational/Sports. Any injury occurring as a direct consequence of the pursuit of personal and/or group 

fitness, excluding formal military training, such as organized runs and physical fitness/training programs.

g. Injury, Motor Vehicle Accident. Any injury occurring as a direct consequence of a motor vehicle accident.

h. Injury, Work/Training. Any injury occurring as a direct consequence of military operations/duties or of an activity carried out as part of formal military training, to include organized runs and physical fitness/training programs.

i. Injury, Other. Any injury not included in the previously defined injury categories.

j. Ophthalmologic. Any acute diagnosis involving the eye, including pink-eye, conjunctivitis, sty, corneal abrasion, foreign body, vision problems, etc. Does not include routine referral for glasses (non-acute).

k. Psychiatric, Mental Disorders. Any conventionally defined psychiatric disorder as well as behavioral changes and disturbance of normal conduct which is either out of normal character, or is coupled with unusual physical symptoms such as paralysis.

l. Respiratory. Any diagnosis of the: lower respiratory tract, such as bronchitis, pneumonia, emphysema, reactive airway disease, and pleurisy; or the upper respiratory tract, such as "common cold", laryngitis, tonsillitis, tracheitis, otitis and sinusitis.

m. STDs. All sexually transmitted infections including such diseases as chlamydia, HIV, gonorrhea, syphilis, herpes, chancroid, and venereal warts.

n. Fever, Unexplained. Temperature of 100.50F or greater for 24 hours, or history of chills and fever without a clear diagnosis (this is a screening category for many tropical diseases such as malaria, dengue fever, and typhoid fever). Such fever cannot be explained by other inflammatory/infectious processes such as respiratory infections, heat, and overexertion.

o. All Other Medical/Surgical. Any medical or surgical condition not fitting into any category above.

p. Dental. Any disease of the teeth and oral cavity.

q. Miscellaneous/Administation/Follow-up. All other visits to the treatment facility not fitting one of the above categories or is a follow-up visit, such as profile renewals, pregnancy, immunizations, prescription refills, and physical exams or laboratory tests for administrative purposes.

r. Definable. An additional category established for a specific deployment based upon public health concerns (e.g. malaria, dengue, airborne/HALO injuries, etc.).

Disease and Non-Battle Injury (DNBI) Report

Unit/Command: __________________________ Troop Strength: _____ _

Reporting Period: _ ____ _(Sun, 0001) through ____ __(Sat, 2400)

Individual Preparing Report: ________________________________ ___

Phone: _______________ E-mail: __________ ___________________ _

	PRIVATE
CATEGORY
	INITIAL

VISITS
	RATE
	SUGGESTED REFERENCE RATE
	DAYS OF LIGHT DUTY
	LOST WORK DAYS
	ADMITS

	Combat/Operational Stress Reactions
	
	
	0.1%
	
	
	

	Dermatologic
	
	
	0.5%
	
	
	

	GI, Infectious
	
	
	0.5%
	
	
	

	Gynecologic
	
	
	0.5%
	
	
	

	Heat/Cold Injuries
	
	
	0.5%
	
	
	

	Injury,

Recreational/sports
	
	
	1.0%
	
	
	

	Injury,

MVA
	
	
	0.0%
	
	
	

	Injury, work/training
	
	
	1.0%
	
	
	

	Injury,

Other
	
	
	1.0%
	
	
	

	Ophthalmologic
	
	
	0.5%
	
	
	

	Psychiatric, Mental

Disorders
	
	
	0.1%
	
	
	

	Respiratory
	
	
	1.0%
	
	
	

	STDs
	
	
	0.1%
	
	
	

	Fever, unexplained
	
	
	0.0%
	
	
	

	All Other

Medical/Surgical
	
	
	
	
	
	

	TOTAL DNBI
	
	
	4.0%
	
	
	


	PRIVATE
Dental
	
	
	
	
	
	

	Misc/Admin/

Follow-up
	
	
	
	
	
	

	Definable
	
	
	
	
	
	

	Definable
	
	
	
	
	
	


Problems Identified: Corrective Actions:

_______________________________ _____________________________

_______________________________ _____________________________

_______________________________ _____________________________

DNBI Reporting Form for Deployments – JOINT STAFF APPROVED, DECEMBER 1998

USCINCPAC FORM 6200/1 (1/00)

Tri-Service Reportable Medical Event List

Amebiasis

Anthrax

Biological Warfare Agent Exposure

Botulism

Brucellosis

Campylobacter 

Carbon Monoxide Poisoning 

Chemical Agent Exposure

Chlamydia

Cholera 

Coccidioidomycosis

Cold Weather Injury (all)

Frostbite 

Hypothermia 

Immersion 

Type Unspecified

Cryptosporidiosis

Cyclospora

Dengue Fever

Diphtheria

E. coli 0157:H7 

Ehrlichiosis 

Encephalitis

Filariasis 

Giardiasis 

Gonorrhea 

H. Influenzae, Invasive 

Hantavirus Infection

Heat Injuries

Heat Exhaustion 

Heat Stroke 

Hemorrhagic Fever 

Hepatitis A 

Hepatitis B 

Hepatitis C 

Influenza

Lead Poisoning 

Legionellosis 

Leishmaniasis (All) 

Leishmaniasis, Cutaneous 

Leishmaniasis, Mucocutaneous

Leishmaniasis, Unspecified 

Leishmaniasis, Visceral 

Leprosy 

Leptospirosis 

Listeriosis 

Lyme Disease

Malaria (all)

Malaria, Falciparum

Malaria, Malariae

Malaria, Ovale

Malaria, Unspecified

Malaria, Vivax

Measles

Meningococcal Disease

Meningitis

Septicemia

Mumps

Pertussis

Plague

Pneumococcal Pneumonia 

Poliomyelitis

Q Fever

Rabies, Human

Relapsing Fever

Rheumatic Fever, Acute

Rift Valley Fever

Rocky Mountain Spotted Fever

Rubella

Salmonellosis

Schistosomiasis

Shigellosis

Smallpox

Streptococcal infection

Group A Invasive

Syphilis M

Syphilis, Congenital

Syphilis, Latent

Syphilis. Primary/Secondary

Syphilis, Tertiary

Tetanus

Toxic Shock Syndrome

Trichinosis

Trypanosomiasis

Tuberculosis, Pulmonary

Tularemia

Typhoid Fever

Typhus Fever

Urethritis, Non-Gonococcal

Vaccine, Adverse Event

Varicella, Active Duty Only

Yellow Fever

