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ABSTRACt
SOF operations routinely exist at locations distant from the presence of a robust evacuation chain.  AFSOC has developed a small footprint system to provide forward deployed SOF casualties trauma care from the point of injury through resuscitative surgery and ultimately into the regulated Aeromedical evacuations system.  
1.0
RTO fIRST LEVEL HEADING
Conventional military forces have well developed evacuation and casualty care systems that create a viable and robust medical capability to care for injured servicemen and women in combat.  The basic concept shared by NATO Forces is that as the injured soldier traverses the evacuation chain, at each stop the soldier will visit medical treatment facilities of increasing capability and will be cared for in flight by increasingly capable aeromedical evacuation medics, nurses and physicians.   In general, the first level of care is self aid / buddy care and then care by an enlisted medic at a casualty collection point.  From the casualty collection point the injured servicemen is transported to the second echelon of care.  This transportation can be either provided by dedicated medical evacuation platforms (Dust Off helicopters / field ambulances) or by vehicles of opportunity.   It is usually at the second echelon of care that the patient is first seen by a physician.  The care provided includes trauma resuscitation and stabilization and, in some cases, limited surgical intervention.  Using dedicated medical platforms, the patient is then transported to larger field surgical hospitals where more definitive surgical procedures can be performed and larger numbers of critical patients can be held.  From this location, patients are transported to either large regional or national hospitals where the injured serviceman can receive definitive care and the necessary rehabilitation needed to completely recover.

This doctrine of having patients traversing increasingly more capable medical treatment facilitiys has been proven to be effective in maximizing the successful recovery of injured combatants. In large scale military operations, a well developed and robust medical evacuation plan is a critical component of the deliberate planning stage.  Due to the significant number of medical treatment facilities required for these plans, it is common to take some time for these medical facilities to be moved to the battlefield location, for all the medical personnel to be assembled and for the medical treatment facility to be completely setup.  But once all the required treatment facilities are in place, the resulting system provides an efficient and effective system to successfully move and care for patients as they transit the evacuation system.

For special operations forces (SOF), multiple factors result in the inability to develop an evacuation plan that will provide the same level of care and efficiency of movement that the conventional military forces enjoy.   The primary limitations that negatively impact the development of robust evacuation systems are the typically small deployed SOF personnel and logistical footprint, large distances between at risk combatants and established medical treatment facilities and the desired low visibilities of SOF forces.   Each of these factors is in direct conflict with requirements to develop robust evacuations systems. 

 The challenge of SOF medicine is to provide the highest quality of health service support without the benefit of all of the traditional pillars of health services support (far forward comprehensive care, deployable hospitals, dedicated evacuation system, and CONUS support base), without the benefit of fully developed traditional levels (echelons) of care, and in areas of significantly higher medical and operational threat.   From the point of injury, most SOF combatants frequently find themselves thousands of miles from the nearest quality trauma care.   Functionally, injured SOF combatants must traverse a casualty evacuation chain that goes directly from Level I to Level IV/V and often traveling the distance without the assistance of trained medical personnel beyond the unit medic. 

 AFSOC’s challenge was to bridge the gap between the injured SOF combatant and the nearest component of the conventional aeromedical evacuation system by creating a tiered evacuation chain that meets the size and security requirements of the SOF environment.  To meet this challenge, the following capability nodes were determined essential: advanced first responder care provided by a combatant medic, CASEVAC medical assets prepared to provided in flight trauma care over extended distances, resuscitative surgical care able to perform in austere environments and critical care transportation team capable of working on opportune platforms without the assistance of trained Aeromedical Evacuation crews.     To create this system, AFSOC modeled conventional medical units but modified the Mission Essential Task list and bolstered the standard training requirements to allow these units to work effectively within the SOF environment.  The end result is a small, robust and effective alternative evacuation chain designed specifically for supporting injured SOF combatants.   AFSOC medics provide a comprehensive medical platform for SOF operators through a continuum of care starting from point of injury and deployed clinic medicine through resuscitative/stabilization surgery, intensive care medicine, casualty evacuation to entry into fixed-wing air evacuation and follow on hospital-based definitive care.

Four AFSOC deployable medical capabilities are used as needed to manage patients medically through the evacuation chain.  The first of link in the AFSOC CASEVAC chain is the Pararescueman(PJ).   PJ’s are combatants trained as rescue specialist with advanced medical training in trauma management.  They are NEMT-Paramedics and SOCOM Advanced Tactical practitioners allowing them to be inter-operable with all other SOCOM medics.  They provide for Paramedic level trauma care at the point of injury, safe retrieval of injured combatants from a wide variety of entrapments and the ability to transport patients through hostile terrain.  In addition, their experience in combat search and rescue makes them especially adept in infiltrating their capability using land, sea and air platforms.   They are assigned to Special Tactics Squadrons along with Combat Controllers and train extensively with joint SOF forces to ensure they are capable of integrating into the joint SOF environment.  They also work with the other AFSOC medical units which often provide online medical control and who they transfer injured combatants to for further trauma care and transport.  In the absence of the other AFSOC units, the PJ will manage the patient until they are transferred to a conventional evacuation chain asset.
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The Special Operations Forward Medical Element (SOFME) provides the critical link between the combatant medic and surgical care.  Based on the conventional Squadron Medical Element concept, the team consists of two Independent Duty Medical Technicians (IDMTs) and a flight surgeon.  In some cases, a Flight medicine Physician’s Assistant will substitute for one of the IDMTs on a team.  Besides their core task of providing flight medicine support to deployed AFSOC aircrews, they are trained to provide initial trauma resuscitation both on the ground and on SOF air frames.  They are trained and equipped to manage airborne casualties for extend periods to meet the reality that the nearest trauma surgical care may be thousands of miles away in some theaters.  The IDMTs receive additional training to include NEMT-Paramedic and CASEVAC training.   Because of this additional training, the PJ can be confident that transferring a patient to the SOFME IDMT does not in any way degrade the quality of trauma care provided to the patient.  Effectively, the SOFME allows the combatant medic to transfer the casualty once out of the non-permissive environment to another qualified medic so the PJ can more rapidly return to the conflict and support his unit.  The SOFME Flight surgeon can augment the IDMT’s on board the aircraft as needed but traditionally provide online medical control for both the PJ’s and the IDMT’s at the JSOAC.   In the role of online medical controller, the flight surgeon will determine whether to have the casualty sent to his/her location or direct that the mission overfly the forward operating base to another location better able to manage the patient’s injuries.  If the casualty arrives at the Forward Operating Base, the flight surgeon takes over management of the patient until aircraft are ready to provide evacuation to a site where trauma surgical care is available. 
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The AFSOC Special Operations Surgical Team (SOST) provides resuscitative surgical care to injured combatants in the most austere of environments.  Derived from the Air Force Mobile Field Surgical Team, the team consists of a general surgeon, orthopedic surgeon, nurse anesthetist, emergency medicine physician and operating room technician.  The team’s equipment is all man portable and can provide for up to 10 damage control surgical procedures without resupply.   In limited situations, the team can pare down the package at the forward operating base to provide care far forward for one or two surgical casualties with less than 200 lbs of equipment and supplies.  Compared with the conventional MFST, the SOST members receive additional training in the ability to survive and operate in the SOF environment as well as creating surgical theaters in the most forbidding of opportune shelters.  By developing habitual relationships with the units they deploy with, the teams are able to be best utilized by JSOTF commanders and can be positioned as far forward as possible to ensure the SOF combatants are within the “Golden Hour” to trauma surgical care.  In order to maximize the capability of the equipment they bring to the fight, military expedient surgical principles (damage control surgery) is typically employed.  Although this usually commits the patient to a second surgery at a larger surgical hospital, it maximizes the number of patients the SOST can care for and minimized delays in moving the patient to the next level of care.
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The fourth component of the AFSOC evacuation Chain is the Special Operations Critical care Evacuation team.  This team’s foundation is the Air Force Critical Care Aeromedical Transport Team (CCATT).  The team consists of one critical care or emergency medicine physician, one critical care nurse and one cardiopulmonary technician.  Team members are all graduates on the Air Force CCATT course but have been provided additional training in CASEVAC utilizing SOF air, ground and sea platforms.  They also attend multiple courses to ensure they are able to survive and operate effectively within the SOF environment.  As they often deploy to the same location as the SOST and / or SOFME, they train to effectively augment both of those units.  They can provide limited CASEVAC capability to the SOST, augment the SOFME CASEVAC mission, provide pre and post operative management on the ground and are able to do initial trauma resuscitations.  They are trained and equipped to manage critical post operative patients for extended periods of flight common in SOF missions.  They are particularly adept at providing critical care aeromedical transports on non-standard platforms without the assistance of an aeromedical evacuation crew.

The SOFME, SOST and SOCCET are all collocated in garrison under a Special Operations Support Squadron in the Operational Support Medical Flights (OSM).  This allows all three of these assets to train together as well as to work in the same medical treatment facility for clinical currency.   They all receive the same or compatible training in patient movements, aircraft familiarization, ability to survive / operate and field skills.  The OSM’s work closely with collocated STS’s to ensure the habitual relationships are developed allowing smooth transfers of patients throughout the AFSOC evacuation system.  As the OSM personnel are all considered line assets, they are not encumbered with the health care benefit requirement for in garrison medical care.  This ensures adequate time is provided for training on deployment based skill sets.   In addition, the equipment these teams will use during deployments is collocated at the OSM to provide maximal opportunities for the teams to train on their allowance standard.
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This AFSOC evacuation chain is depicted in the diagram below.
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As with any SOF organization, adaptability is built into the AFSOC evacuation chain structure.  In an ideal situation, all four capabilities will exist within the theater of operations and be tasked as needed to meet the needs of the injured combatant.  Ultimately, combatants are expected be transferred to the nearest appropriate conventional component of the evacuation system.  Depending on the location that the SOF combatant is injured, this could occur anywhere between Level II and Level V.   In well developed theaters, the PJ or SOFME may transport the patient directly from the casualty collection point to a conventional field surgical hospital.  In some of the more remote locations that SOF forces operate, the AFSOC evacuation chain may provide care until the patient reaches a regional medical center.  Whatever the situation, the goal is to transport the patient safely to the nearest appropriate surgical care so that the AFSOC evacuation units can most promptly return to the fight.

The AFSOC evacuation chain has proven to be an efficient, small and robust system to best assure the injured SOF combatant is given every opportunity to receive appropriate trauma intervention when conventional evacuation systems are absent and/or not immediately accessible.  The AFSOC chain is not a substitute for the excellent conventional evacuation chain.  Indeed, the goal is always to deliver the SOF combatant as rapidly as possible into the conventional evacuation system so they will benefit from the most robust casualty care provided by that system.  The AFSOC evacuation chain’s mission is simply to provide quality trauma care while acting as a bridge to the conventional aeromedical evacuation system for the injured SOF combatant.
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