NAVY ENVIRONMENTAL HEALTH BOARD (NEHB) MINUTES

Sewell’s Point Conference Center, Naval Station, Norfolk, VA

24-26 Jun 2003

I.
MEMBERS PRESENT: (See Section IV para h for Membership List)
CAPT D. NOVAK, Chairman

      LCDR G. THOMAS, 2002 EHO of the Year
CDR M. HENDERSON, Spec. Leader    
LT B. KILLENBECK, NEHC
CDR J. BEAUJON, At Large 
LT R. BOYCE, NEPMU-2&7
CDR D. HARDY, At Large 
LT L. SPROUL, At Large
CDR R. ROCKFORD, NEPMU-5&6
MR. BOB ODETTE, Technical Advisor
LCDR R. SURAJ, Secretary, MARFORLANT    

II.
MEETING AGENDA:
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III. EXECUTIVE SUMMARY:

· Meeting the Needs of the Marines/Fleet:  Environmental Health Officers (EHO) traditionally have been at the center of the Defensive Weapon System by promoting health and preventing diseases.  CAPT Hiland, CO, NEHC, emphasized this and stated that the Fleet and Marines as our most important customers.  He encouraged EHOs to know how to integrate their business practices to meet the needs of the Fleet and Marines.  
· Delays in Updates of NAVMED P-5010:  PMTs and EHOs in the field are reliant on NAVMED-5010 to be current.  Reviews and updates are taking years within NEHC.  This delay directly impacts Preventive Medicine Programs worldwide and hinders our customers. The board recommends that NEHC streamline the review process to shorten the length of review within the command.  The Board also recommends that CO, NEHC request signature authority from BUMED for Preventive Medicine instructions (i.e. P-5010) to effect training and the improve capabilities of the defensive weapon system.

· After Action Reports (AAR):  The Board realized the value of lesson learned by deployed EHOs and appointed CDR Henderson to collect unsanitized AARs directly from recently deployed EHOs.

· Core Competencies Proficiency: The Board discussed EHO Core Competencies (CC) by Billet Types file. Upon approval, EHOs will be surveyed to determine their level of proficiency for each CC. This will help EHOs identify areas where they need training to become proficient and will assist the board in creating a list of proficient EHOs for each CC. The board and NEHC can then use the list to identify subject matter experts for technical review of publications. 

· EHO Survey.  This survey was designed to determine changes in job scope as a result of 09/11/01.  Two subcommittees were chartered to address training and equipment requirements.  

· Task Force Excel initiatives.  EHO Career Progression chart was revised to match the EHO CC. See attached files.
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IV.
STRATEGIC PLANNING FOR COMMUNITY DEVELOPMENT: 
a. Review of NEHC INST 6240.1 – Navy Environmental Health Board: The instruction needs to be updated.  The Chairman proposed that when a “Member-at-Large” misses two consecutive meetings, he/she should be replaced on the board. The board concurred.  Change will be reflected in the revised instruction under the Policy and Procedures section. 

· ACTION:   LCDR Thomas to propose changes for the Policy and Procedure section of NEHC INST 6240.1. 

b.
EHO Billets Description: LT Sproul presented the comprehensive update of the EHO Billet Descriptions. This database is designed to provide EHOs with vital career information on every EHO billet. 
· ACTION:   LT Sproul to send updated file to LCDR Suraj by end July 2003.
c.
After Action Reports: The board agreed that it would be beneficial to review AARs from all EHOs who deployed during OIF to address training, equipment or leadership issues.  Content of the AAR should include - Issues Encountered, Issues Resolved; EHO Core Competencies Used, Non EH Skills Used. 
· ACTION:   LCDR Thomas and LT Boyce will design the format for the AAR.  
· ACTION:   CDR Henderson will coordinate the collection of AARs from deployed EHOs.
d.
Specialty Leader’s Update/Billet Realignment:  

· Billet realignment - CDR Henderson discussed the status of billet realignments.  Although change in billet structure has not occurred, all proposals received approval from CO, NEHC, M3F, and OOMSC.  OOMSC is awaiting community-wide grade change proposals before implementing EHO-specific changes.  CDR Henderson asked the board to determine requirements for new EHO billets, in order to move billets currently at NAMRI Jakarta and BMC Ingleside, TX.

· Total Health Care Support Readiness Requirements (THCSRR) study underway to validate billets. The last CNA study validated 78% of EHO billets. 

· OOMSC has issued a challenge to the various MSC communities to submit a poster based on Innovation, Science or Research.  CDR Henderson suggested a poster from EHO community. 

· ACTION: Board Members to recommend new billet locations to CDR Henderson.
· ACTION: CDR Henderson to request a poster on Innovation, Science or Research, from the EHO community for submission to OOMSC.
e.
EHO Orientation Course:  Seven (out of 18) recent EHO accessions completed the EHO Indoctrination Course Assessment.  Comments were reviewed and categorized.  The Board previously requested a review of the EHO Orientation Course by a subcommittee of EHOs from the San Diego area to address the recommendations for course improvement and/or curriculum modifications. Due to deployment to Operation Iraqi Freedom, the meeting was postponed to Aug 03. CDR Rockford stated that NEPMU-5 plans to continue to survey all EHOs graduating from the course. The board recommended the survey be conducted one-year post graduation to capture data on whether the course adequately prepared new EHOs for their first job. CDR Rockford stated that he conducted the last curriculum review for the course in Jan 03. 

· ACTION:   NEPMU-5 to coordinate San Diego Regional meeting in Aug 03 to discuss recommendations for course improvement, and to brief the NEHB on the results at the Jan 04 meeting. 

f.
Post-Sept 11 EHO Responsibilities Survey:  Based on finding from the survey, two subcommittees were chartered to address equipment and training requirements.  CDR Hardy and LCDR Wright briefed the findings to the board.  Detailed recommendations are attached.  CDR Hardy was tasked to reconvene the Capitol Region subcommittee to match equipment needed for each Core Competencies. Additionally the issue of the contents of the Marine Corps PM AMALS was raised and LCDR Suraj was asked to provide the list of items in the PM AMALs to the board.

· ACTION:  CDR Hardy to brief results of Capitol region meeting to the board in Jan 04.

· ACTION:  LCDR Suraj to present contents of Marine Corps AMAL to the board.
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g.
Preventive Medicine Program Review:  The Board discussed the potential impact of lack of shore- based preventive medicine program assessments by higher authorities. The board recognized the need for a tool for EHOs to conduct self-assessments of their PM programs.  Two formats were recommended (the previous BUMED IG and NAVHOSP Pensacola checklists.)  

· ACTION:  LT Killenbeck and LT Sproul to compile information from the BUMED IG and NAVHOSP Pensacola checklist and compare it to current instructions to create a Roadmap/PM Assessment Tool for review at the Jan 04 mtg. 
h.
NEHB membership matrix was updated. (See attached.)
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V. 
TRAINING INITIATIVES:

a.
Director’s “Just in Time” Fellowship Training:  The following “Just-in-Time” training opportunities, with identified follow-on duty stations, are being investigated to further advance specific areas of expertise within the EHO community: 

1. Office of Emergency Preparedness and/or the Federal Emergency Management Agency - The target duration of training would be six to twelve months, with a follow-on tour at an isolated MTF (OCONUS or CONUS).  Focal points of the training would include: traditional preventive medicine disciplines, disaster management, and CBR/E initiatives.  LCDR Herbst had contacted OEP/FEMA and did not recommend pursuing fellowship training with this organization. Instead, LCDR Herbst recommended that EHO should continue to use the FDA and CBRE Fellowships, and pursue the Marine Corps Expeditionary Warfare School (EWS) (formally called AWS).   The school is intended for O-3 officers.  He recommendations LT's with future orders to Marine Corps Units attend the on-campus 10 months EWS program at Quantico.  
· ACTION: LCDR Herbst to provide information on the EWS Course at the Jan 04 meeting.

2. 
Naval Facilities Command (NAVFAC) - The target duration of training would be six to twelve months, with a follow-on tour at NEHC, NEPMU or INSURV.  Focal points of training would follow NAVFAC’s mission of plans, designs and construction of USN and USMC shore facilities, and technical support of environmental issues, real estate, facility management, utility and energy systems, transportation and housing. Mr. Robert Odette briefed the board that NAVFAC was interested in a fellowship, but had concerns about funding for travel.    

· ACTION:  CDR Henderson and Mr. Odette to contact NAVFAC to set up a fellowship position and report findings to the board at the Jan 04 mtg.

VI. 
GLOBAL EHO COMMUNITY UPDATES:

Briefs were conducted by the respective standing members regarding recent EH activities from around the globe.  

a. NEHC:  

1. The status of the P-5010 individual chapters is as follows: 

a) Chapter (1): Submitted change transmittal with business correspondence and cover letter to the Deputy Director of Population Health for P-5010, chapter 1, Article 3.2-6.  This was based on recommendation from the board on fresh fruits and vegetable sanitizers.  The revision brings the article into compliance with the latest science that is defendable based on the model FDA food code and consistent with industry practice. 

b) Chapter (2): Current

c) Chapter (3): At NEHC (Occupational Medicine)

d) Chapter (4): Current

e) Chapter (5): Completed technical work and review with A & H Consulting.  Document currently at NEHC EH Department for final review and preparation to submit to chain of command for endorsement and processing to BUMED.  Projecting to send to BUMED by August/September 2003 timeframe.
f) Chapter (6): Compiling significant changes and providing a summary of these changes for final internal review.  Anticipate sending to Deputy Director and Director of Population Health by the end of August 2003.  

g) Chapter (7): Current

h) Chapter (8): Requires complete revision

i) Chapter (9): Requires update to incorporate site assessments, risk communication and Joint Chief of Staff Deployment Medical Surveillance and Readiness requirements. Medical Waste, Annex D: Received comments from EHOs and PMTs located at MTF and small medical clinics within FMF/operational experience. Awaiting comments from Fleet Hospital Operations Command, Camp Pendleton.  Will perform last internal review/quality check and forward to the Deputy Director and Director of Population Health by October 2003.

2.
Other NEHC EH/PM Initiatives/Projects:

a) Reviewed and comment on NTTP - 4-02.6 (Hospital Ships) and OPNAVINST 3440.xx series that was also reviewed by the board.

b) Currently, revising SECNAVINST 4061.1C via subcommittee with major stakeholders including: EPMU-2, MSC, HQ USMC (Food Management Team), NAVSUP-code 51, and Medical MARFORLANT. Subcommittee will address criteria for food service manager certification.  Working towards raising the training standards to a nationally accredited program such as American National Standards Institute (ANSI).

c) Recently completed Federal Food Safety needs assessment through the U.S. Federal Food Coalition.  This assessment is part of a comprehensive survey being conducted by the coalition to compare food safety programs through different federal agencies.

d) Proactively discussing shipboard potable water standards with BUMED liaison at NAVSEA and possible future discussion with OPNAV (N-45).   

· ACTION:  Upon completion of the CC list, CAPT Novak, CDR Henderson and LCDR Suraj will survey EHOs to identify individual proficiency levels at each CC. EHOs then will be asked to assist NEHC with technical review of the NAVMED P-5010 chapters.  
· ACTION: LCDR Thomas to provide an impact statement on lack of current instruction/guidance e.g. NAVMED P-5010 on the PM community.
· ACTION: CDR Hardy will report progress on shipboard potable water chemical analysis.
· ACTION: Mr. Odette to brief the board on updates of TB Med 577 – Field Water (Annex to NAVMED P-5010 Chapter 9).
b.
NEPMU 2:  LT Boyce briefed the board on his recent deployment with the FDPMU to Operation Iraqi Freedom, future exercises the Unit will be supporting and upcoming events including the Change of Charge in Sept 2003.  He discussed the EHO role in Operation Iraqi Freedom, where he conducted water analysis using the DREL 2010, HAPSITE, Agri-Screen and Colilert: CBRE Identification; Field Preventive Medicine Support; Disease Surveillance; Environmental Health Site Assessments/Baseline Survey and Outbreak Investigations. 

c.
 NEPMU 5:  CDR Rockford briefed the board on the FDPMU deployment to Iraqi Freedom and their recent return. He spoke about the unit's Preventive Medicine Partnership Program, which has active supported many PACFLT assigned ships deployed to support OIF; Comprehensive Preventive and Industrial Hygiene services, Baseline IH surveys and Medical Readiness Inspections, that are provided daily to the fleet. He stated that the Unit is expecting three new EHO to attend the EHO Orientation Course in July and discussed reconvening the Southern California EHO to meet in Aug to review the EHO Orientation Course. This meeting has been rescheduled to Aug 2003 due to deployment of many local EHOs.  The Unit’s Change of Charge Ceremony is 14 Aug 2003, when CAPT Dean Bailey will relieve CAPT Tueller.  
d.
NEPMU-6:  LT Sproul briefed the board on the FDPMU training plans and pending Unit’s events.
e.
NEPMU 7:  CDR Beaujon briefed the board on the Unit’s recent deployments, the FDPMU deployment to Operation Iraqi Freedom and personnel changes.  He stated that port assessments were temporarily on hold due to the current activities in the AOR. The Unit’s Change of Command is scheduled for Jul 2003, with CAPT Yund replacing CAPT Rhodes as the OIC. LT Shelton Lyons, EHO, reporting to the Unit on 23 June.
f.
MARFORLANT:  LCDR Suraj briefed the board of issues involved with managing the Post Deployment Health Assessments process, inclusive of blood draws for each Marines returning from Operations Iraqi Freedom and Enduring Freedom.  

VII.
OLD BUSINESS:
a. EH-RAP 010301 Handheld Environmental Sampling Equipment.

· ACTION:  Table issue pending results from CDR Hardy and the Equipment Working Group from the Capitol Region EHOs.

b. 
EH-RAP 030101 Food Safety Policy for Fresh Fruits and Vegetables.
· ACTION:   Board recommended approval of above policy.  Mr. Odette to disseminate revised NAVMED P-5010, Chapter 1, Article 3-2.6, “Washing Fruits and Vegetables” to the PM communities and revised NAVMED P-5010 Chapter 1 to reflect the change.  ITEM CLOSED: Revised Chapter within the NEHC chop chain to be sent to BUMED for final approval.

c.
EH-RAP 030102 Installation Medical Authority Potable Water Surveillance Model…Revision Of Appendix A Of NAVMED P-5010-5.
· ACTION:  Board recommended approval of proposed modification of above appendix.  ITEM CLOSED: Changes reflected in revised draft that currently within the NEHC chop chain to be sent to BUMED for final approval.
VIII.
NEW BUSINESS:
a.
EH-RAP 030601 Requirements for Refresher Supervisor/Manager Food Safety Training.
· ACTION:  Board recommends that NEHC and NEPMU-2 to coordinate a Working Group with members from both command in addition to Navy and Marine Food Management Teams and NAVSUP to meet in Aug 2003, to decide the types of training that are acceptable to meet the refresher training criteria. 

· ACTION:  Mr. Odette and LT Killenbeck to draft changes in SECNAV INST 4061 to propose recommendations for refresher training.

b.
Review of Health Service Support section of OPNAVINST 3440.XX: CDR Henderson asked the board to review this section of the instructions.  The board proposed several changes in addition to adding a section on the Role of EHOs in Public Health Preparedness and Homeland Security.

· ACTION:  CDR Henderson to propose the changes recommended by the board to higher authority.
c. 
Fitness Report (FITREP) Writing: CAPT Novak presented a brief to the board on writing of FITREPs. She covered frequent mistakes made by Health Sciences Officers. The brief is currently posted on the EHO website at:

 http://www-nehc.med.navy.mil/special/eho/ehocareer.htm.

d. 
Next Meeting: 27-29 Jan 2004 in Norfolk, VA.

IX. 
EMERGING R&D TECHNOLOGIES:
a. Ms Asha Riegodedios and Ms Anuli Ajene, NEHC, presented a brief on Navy Disease Reporting System (NDRS) No. 2, a web-based version. NDRS #2 will be piloted at NH Jax, NMC Portsmouth and NMC Bethesda within the next 6 months. Ms Riegodedios will report progress at the Jan 2004 meeting.

b. LT Cody Wilson, NEPMU-2, presented a brief on Unmanned Aerial Vehicles (UAV) currently under research and development. The UAV he spoke of will be capable of collecting grab samples for rapid analysis of Bio/Chem agents.

c. LTjg Mercer, NEPMU-2, and CDR Nelson (IHO) presented a brief on field Potable Analytical Equipment as applicable to EHOs. The NEHB recommends that EHOs learn to use analytical equipment. 

IX.
AGENDA ITEMS FOR NEXT NEHB MEETING 

a. Review tasks assigned (see attached)
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b.
NEHCINST 6240.1:  Review updates provided by LCDR Thomas for submission to CO, NEHC, for approval. 

c.
EHO Orientation Course:  Conduct annual review/update based on findings from San Diego subcommittee.

d. 
EHO Equipment List:  Discuss recommendations from Capitol Region subcommittee.

e. Preventive Medicine Program Review Tool:  Discuss format and findings from NEHC working group.

f. EHO Core Competencies (CC):  Review updated CC list for final approval by the board members.

g. EHO Proficiency Survey:  Conduct survey to build list of proficient EHO for each CC. List will be used to review applicable instruction/guidance.
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I. Core Competencies of a Navy Environmental Health Officer


1. Food Safety 


2. Potable Water Safety 


3. Epidemiology


4. Public Health Sanitation 


5. Risk Assessment and Communication 


6. Environmental Health Sampling and Techniques


7. Infectious Diseases  


8. Public Health Administration 


9. Disaster Planning and Response


10. Medical Entomology


II. Military Treatment Facility 


1. Food Safety:


a) Food Establishment Inspections  - Fixed Facilities and Temporary Food Events/Special Events


b) Consultation for Food Safety


c) Food Safety Policies - Development and Implementation


d) Plan Review for Retail Food Establishments - new construction and renovation 


e) Liaison with military and civilian authorities in Food Safety and related areas


f) Training


2. Potable Water Safety:


a) Water System Medical Surveillance 

b) Consultation for Safe Drinking Water Issues link to health concerns


c) Water Safety Policies – Development and Implementation


d) Training


3. Epidemiology


a)  Investigations of Disease Outbreaks


1. Food-borne Disease


2. Water-borne Disease


3. Vector-borne Disease


4. Infectious Diseases 


5. Chemical, Biological, Radiological, and Environmental Injury and Illness


4.  Public Health Sanitation Inspections:


a) Barber/Beauty Shop


b) Brigs


c) Child Development Centers/Home Day Care (government quarters)


d) Department of Defense schools


e) Gyms


f) Home businesses (e.g. hairdressing, bakery)


g) Manufactured homes


h) Natural Bathing Place /Recreational (beach) Water Quality Surveillance


i) Picnic/Playground/Camp Grounds/Youth centers


j) Sewage Treatment Plant


k) Solid Waste


l) Special Events/Fund Raisers


m) Stables/Kennels-Liaison with Army Veterinary personnel


n) Swimming Pool/ Sauna


o) Theater   

5. Risk Assessment and Communication


a) Food and Water Vulnerability Assessments 


b) Disease Outbreak Investigations/Assessments


c) Public Health Preparedness and Homeland Security


d) Post disaster evaluation and remediation


6. Environmental Health Sampling and Techniques


7. Infectious Diseases – Prevention and Control


a) Communicable Disease Policies - Development and Implementation


b) Travel Medicine Briefs: Based on Armed Forces Medical Information Center’s (AFMIC) CD-ROM, Center for Disease Control and Prevention (CDC), and current field information


c) Infectious Disease Control Committee:


1. Bio-hazardous Waste Handling and Disposal


2. Needle-Stick (Sharps) Program

3. Occupational Health Risk Plan

4. Tuberculosis program and policies for military, civilian and contractual staff 


5. Laundry and Housekeeping Contract Recommendations


d) Community Health Education:


1. Health Promotion Program


2. HIV Prevention Training & Counseling


3. Sexually Transmitted Diseases Prevention


4. Communicable Diseases Prevention


5. Put Prevention Into Practice


6. Pediatric Lead Poisoning Prevention


e) Technical Advisor to Immunizations Clinic on:


1. Influenza 


2. Japanese Encephalitis Vaccine


3. Hepatitis


4. Meningitis


5. Anthrax Vaccination Implementation Program


6. Smallpox Vaccination Implementation Program


7. Other Vaccine-Preventable diseases


f) Training: 


1. Environmental Health/ Preventive Medicine in accordance with the Naval Manual of Preventive Medicine and current Department of Defense policies


2. Food Safety (Food Employee, Hazard Analysis of Critical Control Points)

3. Sexual Diseases Prevention and Control


4. Chemical, Biological, Radiological, and Environmental Agents


5. Infectious Disease Control: Immunization including Anthrax and Smallpox Medical Briefs


8. Public Health Administration - Management of Public Health/Preventive Medicine Programs: 


a) Tuberculosis Program Management 


b) Sexually Transmitted Disease Program Management 


c) Animal Bite Control Program 


d) Vector-borne Disease Surveillance and Prevention Program


e) Budget Management 


9. Disaster Preparedness:


a) Base Disaster Preparedness Plan and Consequence Management Contingency Planning


1. Mass Casualty Drills


2. Shelter Habitability


3. Training


4. Surveillance


b) Humanitarian Missions


10. Medical Entomology (in absence of an Entomologist):


a) Integrated Pest Management Plan


1. Review pest control contract 


2. Pesticide Operator Competency


b) Insect identification


c) Vector Surveillance


d) Derat Certificate Issue


e) Quarantine Officer


f) Animal Control Program Coordinator


1. Rabies Prevention and Control


III.   Navy Preventive Medicine Units


1.   Food Safety 


a) Food Establishment Inspections


b) Consultation for Food Safety


c) Food Protection Policies - Development and Implementation


d) Facility construction plan review 


e) Liaison with military and civilian authorities in Food Safety and related areas 

f) Safe Food Procurement and Handling


g) Source Selection Guidance

h) Training

2. Potable Water Safety 


a) Water System Medical Surveillance 

b) Consultation for Safe Drinking Water Issues


c) Consultation on Cross Connection Identification and Control for shipboard potable water distribution systems

d) Training

3. Epidemiology


a) Deployment Medical Surveillance

b) Environmental Surveillance and Sampling

c) Outbreak Investigations


d) Disease Non Battle Injury trends and corrective action

e) Food-borne Disease


f) Water-borne Disease


g) Vector-borne Disease


h) Infectious Diseases 


i) Chemical, Biological, Radiological, and Environmental Injury and Illness


4. Public Health Sanitation 


a) Field and Operational Preventive Medicine issues

b) Preventive Medicine Program Consultations 

c) Sanitary Solid, Human and Medical Waste Disposal

d) Preventive Medicine - Mobile Medical Augmentation Readiness Team/Forward Deployed-Preventive Medicine Units

5. Risk Assessment and Communication


a) Environmental Health Site Assessments 


b) Port Surveillance

c) Food and Water Vulnerability Assessments 


d) Disease Outbreak Assessments


e) Public Health Preparedness 

f) Post disaster evaluation and remediation

g) Medical planning.

1. Develops Preventive Medicine Force Health Protection Plan, Section Six of Annex Q (medical plan), Operational Plan Review

h) Force Health Protection

i) Medical Intelligence product development: Collect relevant data related to populations, diseases, injuries, exposures, environmental conditions, etc., and forward to Armed Forces Medical Intelligence Center (AFMIC) towards the development of the AFMIC CD-ROM


6.  Environmental Health Sampling and Techniques


7. Infectious Diseases – Prevention and Control


a) Advise on Control Measures such as Chemoprophylaxis, Treatment Regimens, Environmental Health changes, Personal Protective Measures, etc.

b) Disease Threat Briefs

c) Training in PM Related Topics and Personal Protective Measures

1. Environmental Health/ Preventive Medicine in accordance with the Naval Manual of Preventive Medicine P-5010 and current Department of Defense policies.

a. Field Sanitation


b. Food Safety 


c. Health Aspects of Marine Sanitation Devices


d. Water Sanitation Afloat


e. Cross Connection Identification and Control for shipboard potable water distribution systems


2. Chemical, Biological, Radiological, and Environmental Agents 

d) Other Preventive Medicine training as requested

8. Public Health Administration - Management of Public Health/Preventive Medicine Programs: 


a) Deployment EH Support

b) Develops Preventive Medicine Force Health Protection Plan, Section Six of Annex Q (medical plan), Operational Plan Review

c) Policy Development and Guidance on EH Issues 

d) Preventive Medicine Partnership Program:

1. Communicable Disease Prevention and Control


2. Cross Connection Identification and Control

3. Food Safety

4. Habitability of berthing spaces/recreational spaces


5. Health Promotion Consultation and Coordination of Program Elements e.g. Tobacco Cessation, Nutrition Education (Cholesterol) and Weight Management, Hypertension Screening/Education/ Control, Stress Management, Alcohol and Drug Abuse Prevention, (Back) Injury Prevention, Physical Fitness and Sports

6. Marine Sanitation Device/Solid Waste Disposal, Plastics Reduction, Medical Waste Incinerator


7. Pest control


8. Potable Water Supply and Disinfection

9. Potable Water System Integrity


10. Potable Water Surveillance and Testing

11. Program Development, Training of Preventive Medicine Technicians in above areas, monitoring Personal Qualification Standards status of above program elements, and liaison with Industrial Hygiene Officer, Epidemiologists, Health Promotion Specialist and Entomologists


9. Disaster Planning and Response


a) Humanitarian Missions

b) Consequence Management 

c) Contingency Planning

d) Post disaster evaluation and remediation

e) Risk Assessment and Communication

f) Chemical, Biological, Radiation, and Environmental Agents prevention consultation


10. Medical Entomology

a) Vector Control (in absence of an Entomologist)

b) Evaluation of vector-borne disease outbreak


c) Personal Protective Measures from elements/insects and assess troop compliance

d) Port Quarantine Services

IV.     Operational Units/USMC


1. Food Safety 


a) Food Establishment Inspections

b) Consultation for Food Safety

c) Safe Food Procurement and Handling


d) Facility construction plan review

e) Source Selection Guidance

f) Training

2. Potable Water Safety 


a) Water System Medical Surveillance 


1. Bacteriologic/halogen residual testing 


3. Epidemiology


a) Disease Non Battle Injury Trends and Corrective Actions 


b) Outbreak Investigations

1. Foodborne Illness 


2. Waterborne Illness


3. Vectorborne Illness


4. Infectious Diseases


5. Chemical, Biological, Radiological, and Environmental Injury/Illness


4. Public Health Sanitation

a) Sanitary Solid, Human and Medical Waste Disposal

b) Community Facility Health Inspections


1. Barber/Beauty Shop


2. Brigs


3. Child Development Centers/Home day care (government quarters)


4. Department of Defense schools


5. Gyms


6. Home businesses (i.e. hairdressing, bakery)


7. Natural Bathing Place/Recreational Water Quality Surveillance 


8. Picnic/playground/camp grounds/youth centers


9. Sewage Treatment Plant


10. Solid Waste


11. Special events/fund raisers


12. Stables/kennels-liaison with Army Veterinary personnel


13. Swimming pool/Sauna


14. Theater 


5. Risk Assessment and Communication  

a) Pre-site assessments (mission dependent: troop strength, duration, and activities; provide alternatives to non-ideal sites)


b) Port Surveillance

c) Evaluate health risks at potential sites, including any needed environmental sampling

d) Medical planning.

e) Develops Preventive Medicine Force Health Protection Plan, Section Six of Annex Q (medical plan), Operational Plan Review

f) Force Health Protection


1. Medical intelligence analysis and briefing; collect relevant data related to populations, diseases, injuries, exposures, environmental conditions, etc.

g) Result interpretation and advice to field commanders


1. Analyze, interpret, and apply surveillance data, towards disease prevention

6. Environmental Health Sampling and Techniques

7. Infectious Diseases

a) Advise on Control Measures such as Chemoprophylaxis, Treatment Regimens, Environmental Health changes, Personal Protective Measures, etc.

8. Public Health Administration 


a) Special staff officer to Commanding General via Surgeon

b) Training in PM Related Topics and Personal Protective Measures

c) Environmental Health Support

1. Disaster preparedness and consequence management

2. Disease Non Battle Injury trends and corrective action

3. Disease threat briefs (assess threats to troop health, depending upon location, season, climate, and mission) 

4. Port quarantine services 


5. Theater-wide Potable Water Consultation

6. Retrograde washdown procedures


7. Training in Preventive Medicine topics, e.g. Chemical, Biological, Radiological, and Environmental Agents, Food Safety, Water Sanitation, etc.


9. Disaster Preparedness


a) Disaster Preparedness Plan


b) Humanitarian Missions

c) Consequence Management 

d) Contingency Planning


e) Post Disaster Evaluation and Remediation 

f) Training in Preventive Medicine Topics

g) Chemical, Biological, Radiation, and Environmental Agents prevention consultation

10. Disease Vector Surveillance and Control (in absence of an Entomologist)

a) Integrated Pest Management Plan


b) Insect identification


c) Vector Surveillance


d) Evaluation of vector-borne disease outbreak


e) Personal Protective Measures from elements/insects and assess troop compliance

f) Vector Control 


V. 
FUTURE OF EHO COMMUNITY

1. Food Safety


2. Potable Water Safety


a) Increase involvement in chemical testing of potable water on afloat units 


3. Epidemiology


a) Increased awareness and involvement in Global Emerging Infectious Disease Surveillance 


b) Increased involvement in Deployment Medical Surveillance

4. Public Health Sanitation 


5. Risk Assessment and Communication  


a) Increase Risk Assessment/Communication Skills

6. Environmental Health Sampling and Techniques


7. Infectious Diseases  


8. Public Health Administration


a) Increased involvement in Population Health

b) Increased Fleet exposure (obtaining billet at SURFLANT)

c) Active involvement in development of future technology specific to the environmental health field


d) Increased involvement in Health Promotion

e) Expanding Public Health Educator role 

f) Expand into system design arena

9. Disaster Preparedness 

a) Increased involvement in CBRE

10. Disease Vector Control

VI.  
VISION STATEMENT


WE ARE THE LEADERS OF FORCE HEALTH PROTECTION


Health Threat Assessment ... Evidence-based Interventions...Force Health Protection... 

ANYTIME, ANYWHERE


PAGE  
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MSC7

														EHO Career Progression

								02-03     Primary		Funded				03-04          Intermediate		Funded		05-06     Senior		Funded

				Education/DUINS				Entry level requirement for commissioning:						Duty Under Instructions (MPH/MS/PhD) (CC # 1-9		Yes		Duty Under Instructions (Ph.D.)		Yes

								MPH Degree in Environmental Health or						Naval War College (Resident & Non-Resident)		Yes		Naval War College (Resident)		Yes

								MS in Environmental Health (CC # 1-10)						Marine Corps Expeditionary Warfare School (EWS)		Yes		Joint Forces Staff College		Yes

														U.S. Marine Corps Command and Staff		Yes

				Short Training				Officer Indoctrination School		Yes				Medical Mgmt of Chem & Bio Casualties - 3 Days (CC # 5,7,9)		No		Strategic Medical Readiness Contingency (CC # 7,8)		Yes

				Courses				4-week EHO Orientation Course (CC # 1,2,4,10)		Yes				Management Development (MANDEV)		Yes		Senior Officer Leadership  Course		Yes

								Operational Entomology Course (CC # 10)		No				Plans, Operations & Medical Intelligence (POMI) (CC #8,9)		Yes		Joint Medical Planners Course (CC # 8)		Yes

								Medical Mgmt of Chem and Bio Casualties - 1 Day (CC # 5,6,9)		No				Military Operations Other than War Registered  (CC # 8,9)		No		Senior Military Justice School		No

								Into to NAVOSH Safety Ashore (CC # 5)		No				Geographic Information System		No

								Sexual Health and Responsibility (SHARP) (CC # 7)		No				Intermediate Officer Leadership Training		Yes

								Fleet Hospital Training (if assigned to platform) (CC # 8)		No				Armed Forces Medical Intelligence (CC # 5,7)		No

								Environmental Health Site Assessment (CC # 5,10)		NO

								Operational Risk Communications (CC # 5)		NO

								Combined Humanit Assist Response Training (CHART) (CC # 10)		No

								Marine Corps Training (If assigned to platform) (CC # 8)		Some

								Food Safety Certification Training (CC #1)

								Emergency Preparedness Course (CC #9)

								ASTM EH Site/Risk Assessment Course (CC #5-6)

								Hospital Ships Training (If assigned to platform) (CC # 8)

								FDP-MU Training (if assigned to platform) (CC # 1-10)		No

				Certification

				Specialty Mastery						Registered Environmental Health Specialist (through NEHA and/or any State) (CC # 1-10)

		T

		N		Joint				Medical Mgt of Chemical Biological Casualties Course (CC # 5,7,9)								Yes		Army CBRE Course (CC # 5,7,9)		Yes

		E																Joint Operations Medical Managers Course (CC # 7)		Yes

				Internships										Director's Training (FDA, etc.) (CC # 1)		Yes		CBRE Internship (1 yr) (CC # 5,8,10)		Yes

		M												CBRE Internship (1 yr) (CC # 5,7,9)		Yes

		E		Billets				Junior EHO at Environ Preventive Med Unit						Navy Environmental Health Center				FD-PMU Team Leader

		L						Medical Treatment Facility (usually with Sr. EHO)						Navy Environmental Preventive Medicine Unit				Naval Sea System Command (NAVSEA)

		E						Branch Medical Clinic						Intermediate Medical Treatment Facility				Naval Health Research Center (Ph.D. required)

								Fleet Marine Force						Naval Medical Center				Head, Preventive Medicine School

														Board of Inspection and Survey (INSURV)				Large Medical Treatment Facility

														NAVCENTCOM				Navy Environmental Health Center

														Fleet Marine Forces				Navy Envir & Preventive Med Unit

														Military Sealift Command				Type Command

														Supervisor Ship Construction (SUPSHIPS)				U.S Joint Forces Command

														Marine Forces Atlantic (MARFORLANT)				OIC/XO/CO

														R&D Command

				Professional				National Environmental Health Association

				Affiliations

				Correspondence				Food Safety  (CC # 1)						Web-Based Training on any EH CC

				Courses				Insect/Rodent Control (CC # 10)

				(Technical)				Preventive Medicine for Ground Forces (CC # 1-10)

								Environmental Health & Safety  (CC # 1-10)

								Heat Stress (CC # 5)

								Principles of Epidemiology  (CC # 3)

								Malaria (CC # 7)

								Immunizations Program (CC # 7)

								ROWPU (Marine Corps) (CC # 2)

								Control of Communicable Diseases in Man (CC # 7)

				Miscellaneous

				Core Competencies (CC)

				1. Food Safety

				2. Potable Water Safety

				3. Epidemiology

				4. Public Health Sanitation

				5. Risk Anssessment and Commuunication

				6. Environmental Health Sampling and Techniquies

				7. Infectious Diseases

				8. Public Health Administration

				9. Disaster Planning

				10. Disease Vector Control

				Overall Compentencies

				1. Conduct Disease and Environmental Surveillance

				2. Determine Effective Methods of Health Threat Assessments

				3. Develop Counter Measures to Meet Potential and Actual Threats



&CNavy Medical Service Corps Officer Career Development Matrix
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		Name of EHO/Position Held

		Date of First Meeting


in Current Position

		Date Rolling Off



		1

		CAPT Novak, Chairman, At Large

		JUN 02

		JUN 05



		2

		CDR Henderson, Specialty Leader

		JUN 02

		JUN 05



		3

		CDR Beaujon, At Large 

		JUN 02

		JUN 04



		4

		CDR Hardy, At Large

		JAN 02

		JAN 04



		5

		LCDR Suraj, Secretary, MARFORLANT

		JAN 03

		JAN 06



		6

		LCDR Herbst, At Large

		JUN 02

		JUN 04



		7

		LT Sproul, At Large

		JAN 02

		JAN 04



		8

		LT Boyce, NEPMU 2 & 7

		JAN 03

		JAN 06 



		9

		LTjg Christensen, NEPMU 5 & 6

		JAN 03

		JAN 06



		10

		LCDR Thomas, EHO of the Year

		JUN 03

		JUN 04



		11

		Robert Odette, Tech Advisor

		JAN 02

		Permanent



		12

		VACANT, At Large

		JAN 04

		JAN 06





Pending Vacant Positions:  Jan 04 and Jun 04
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Navy Environmental Health Board (NEHB) 


Tasks from June 2003 Meeting

Unless otherwise noted, taskers are due by the next scheduled NEHB meeting, 27-29 Jan 2004.


All Board Members:


1. Board Members to propose new EHO billet locations, based on actual requirements, to CDR Henderson.


CAPT Novak:


1. Complete the draft EHO Core Competencies (CC) List with CDR Henderson and LCDR Suraj.


2. Upon completion of the CC list, survey EHOs with CDR Henderson and LCDR Suraj to identify EHO who are proficient at each CC.

CDR Henderson:  


1. Contact NAVFAC with Mr. Odette to set up a fellowship position and report findings to the board at the Jan 04 mtg. 


2. Coordinate the collection of After Action Reports from deployed EHOs. 


3. Request a poster from the EHO Community on Innovation, Science or Research, for submission to OOMSC. 


4. Propose the board recommended changes for OPNAVINST 3440.XX.


CDR Beaujon:  


1. Standardize process and tools required to conduct Port Assessments for the NEPMUs.  Report outcome to the board.


CDR Hardy:  


1. Reconvene the Capital Region working group to identify new equipment needed for each EHO Core Competencies. Report results to the board   


2. Brief results of Capitol Regional meeting to the board in Jan 04.


3. Report progress on shipboard potable water chemical analysis.

LCDR Thomas:


1. Propose changes for the Policy and Procedure section of NEHC INST 6240.1.


2. Design the format for the EHO After Action Report with LT Boyce.  


3. Provide impact statement on lack of current instruction/guidance, in particular NAVMED P-5010, to the PM community.

LCDR Suraj:


1. Complete the draft EHO Core Competencies (CC) List with CDR Henderson and LCDR Suraj.


2. Upon completion of the CC list, survey EHOs with CAPT Novak and CDR Henderson to identify EHO who are proficient at each CC. Proficient EHOs will be tasked to assist NEHC with technical review of the NAVMED P-5010 chapters.  

3. Present Marine Corps AMAL list to CDR Hardy prior to the Capitol Regional EHO meeting and to the board at the next meeting.

LCDR Herbst: 


1.  Provide information on the Expeditionary Warfare Course to the board at the Jan 04 meeting.


LT Boyce:

1. Design the format for the EHO After Action Report with LCDR Thomas.

2. NEPMU-2, Education and Training, to coordinate a Working Group with members from Navy and Marine Food Management Teams, NAVSUP, NEHC, and NEPMU-2 to meet in Aug 2003 to decide on the types of training that will be acceptable to meet the refresher food service supervisory training criteria.  Report results of mtg to the board.


LT Killenbeck:  


1.
Develop a Preventive Medicine Program Self-Assessment tool to assist EHOs in any billet.  Subcommittee to include the following POCs for their respective areas of expertise:  


· Fleet Hospital: CDR Upham, CDR Williams, LT Chardon, LT Ricklefs


· Afloat Preventive Medicine: LT Boyce 


· FMF: LCDR Wright, LT Boyce, LT McKenzie, LT Wright


· Hospital Ship: LT Killenbeck, LT Azar.


Report findings to the board.  Upon approval from the board, submit to CO, NEHC for approval.  Recommend CO, NEHC submit to BUMED as a response to a BUMED Navy IG discrepancy. 


2.
Based on findings from survey working groups (Capitol and Tidewater Regions) develop themes for EHO focused review initiatives for discussion at the 2004 NEHC Conference.


3.
Draft changes in SECNAV INST 4061 to propose recommendations for refresher food service supervisory training.


4.
Compile information from the BUMED IG and NAVHOSP Pensacola checklists with LT Sproul. Compare both checklists with current instructions to create a Roadmap/PM Assessment Tool for the board’s review at the next mtg.

LT Sproul:


1.
Provide updated Billet Description file to LCDR Suraj by end July 2003.


2.
Compile information from the BUMED IG and NAVHOSP Pensacola checklists with LT Killenbeck. Compare both checklists with current instructions to create a Roadmap/PM Assessment Tool for review at the Jan 04.

LTJG Christensen:  


1. Report outcome of annual review of the EHO Orientation Course.


2.
Coordinate San Diego Regional meeting to discuss recommendations for EHO Orientation course improvement. Brief the board on the results of this review at the next mtg.


Mr. Odette:  


1. Draft a proposal for the “Just-in-time” Director’s Training Program with Naval Facilities Command.  Contact NAVFAC with CDR Henderson to set the fellowship position and report findings to the board at the next mtg.

2. Draft changes in SECNAV INST 4061 with LT Killenbeck, to propose recommendations for refresher food service supervisory training.

3. Provide brief the board on updates of TB Med 577 – Field Water (Annex to NAVMED P-5010 Chapter 9)

Enclosure (2)
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EHO Training Results


Summary Statements


		Subject

		Number of “hits”

		Course Available

		Course Available



		Epi/IT/outbreak investigations

		18

		Population Health Informatics (USAF, 2wks)




		Global Medicine (tri-service 2 wks)






		BW/CBR/e/Response


SmallPox

		17

		Medical Mgmnt of Chem/Bio Casualties (NEHC 3 day)

		Army chem/bio course (2 wks)


CHART (1 wk)


Fellowship (1 yr)



		Deployment Medical Surveillance/Field Sanitation/Med Intel


DEPORDs

		15

		POMI 


MOOTW (1 wk)


GIS


Env Site Assessment (1 wk)

		AFMIC (3 day course)


* Platform training



		Vector Biology and Control

		3

		OET (2 wks)

		



		Food Safety

		3

		SERVSAFE

		



		Water Quality

		3

		

		



		General EH

		3

		

		



		STD

		3

		SHARP

		



		Occ Hlth

		1

		NAVOSH ashore

		



		Industrial Hygiene

		1

		

		



		Bio Chem

		1

		

		



		Health Promotion

		2

		HP at the Deck Plate

		



		Immunizations

		1

		

		



		Leadership

		6

		MANDEV

		



		Communication Skills (short briefs)

		5

		Operational risk communication

		



		Joint Doctrine

		3

		War College

		



		Staffing Issues

		3

		

		



		Budget

		1

		

		



		Contracting

		2

		

		



		General SOP writing

		1

		

		



		Soft ware/web based information

		1

		

		



		Performance Indicators

		1

		

		





RECOMMENDATIONS:


TRAINING:


1. With top number of hits for epi skills, outbreak investigation, and communicable disease control:


a. Enhance the EHO Orientation course to provide required training and skill sets for this task, to include an introduction of NDRS, MERS, CHCS and SAMS.


b. Request NEHC task NEMPUs to develop courses to successfully accomplish these skill sets.


2. Require all EHOs to attend the ASTM Site Assessment for Military Deployments and Risk Communication course at a Unit, NEHC or NEHC workshop.  Write doctrine and build a skill set with required gear to accomplish the Environmental Health Site Assessment/Environmental Baseline Survey.  Set should include gear for water, soil and air sampling and to methods to determine food and water vulnerability (similar to the USA TG 188).  Develop competency training and certification.  USMC org and flow of forces/methods of deployment should be incorporated into this training module.


3. Utilize assets in the Navy Knowledge base training Task Force Excel for force health protection issues.


4. Review the EHO Orientation course and process on an annual basis.  Ensure all new accessions derive the full benefit of (1) week at MTF; (1) field experience; (1) fleet experience and (1) program and general administration.


5. Encourage EHOs to utilize web based training, local public health departments and local colleges as means to enhance knowledge and skill sets.


CERTIFICATION:


        1. Require all EHOs to obtain Food Safety Instructor certification.


DOCTRINE:


1. Adopt TG 230 for Navy forces.  Deployment no longer defined as 30 (+) days, OCONUS, without fixed MTF.  Ships no longer exempt from pre/post deployment health assessment requirements.  Train for food and water vulnerabilities in CBR/E scenarios.


2. Develop doctrine for disaster preparedness and the role of the EHO.


3. Write doctrine in a timely manner.  Ensure doctrine reflects how we support the warfighter.  NAVMED P 5010?  Adequate guidelines for the ever changing roles of the EHO?  


4. Contract experts to develop new doctrine/guidelines with technical assistance from NEHC, Units large MTF representation.
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National Capital Region Working Group Meeting


New Equipment Requirements Post-9/11


Date: 16 Jun 03


Location:  NNMC Bethesda, Preventive Medicine Division Conference Room


Attendees:  CDR Winters: NNMC Bethesda


                    CDR Hardy: BUMED/NAVSEA


                     LTjg Hoffman: NMC Patuxent River


                     LTjg Azar: NNMC Bethesda


Note:  Several local EHO were unable to attend due to pressing work schedules and operational commitments.


Purpose:  Review and analyze EHO Survey results and identify new equipment requirements necessary to accomplish the FHP mission post-9/11.


Discussion Points:


1. General: As a precept to more detailed discussions, attendees made the following 


observations:


· Need to standardize equipment requirements (with the understanding that commands may have varying resource constraints). 


· Develop minimal equipment requirements and standards, i. e., basic tool kits, etc.


· Understanding basic PM concepts is key.  Can get the tools and resources to support the mission based upon command and operational requirements. 


· Manual detection and analysis tools are also important given the fact that austere environments may present logistical and support challenges. 


· Refine the equipment that you have and focus on the mission.


· Equipment sets and associated training needed for disaster preparedness.


· Standardize statistical packages for disease and epidemiological analysis.


· Equipment needs vary, depending on the mission and contingency preparation. Equipment requirements are different based upon the environment---community/hospital based-Vs-field environment.


· Given the specialization of resources (IH, Entomology, PWC, etc.) the question can be raised.... does the EHO need to have specialized equipment sets, especially in non-operational environments?

2. Specific Recommendation:


· EHO community should be looking into new technologies that allow for early detection and analysis.

· Equipment and tools should provide enhanced risk analysis and assessment and allow the EHO to provide prompt recommendations on disease and environmental threats.


· Develop equipment list that would be more suitable for community/hospital-based environment and a list to meet field operational settings. It is understood that the list may have applicability to both environments

· Equipment needs to be fast, portable, accurate, reliable and rugged (to the maximum extent possible).

· Equipment needs to be high tech, yet user friendly and efficient to maximize resources.

3. Suggested Equipment List and Tools:


After general and specific recommendations  were discussed,  the group brainstormed further into specific equipment sets and tools that would be applicable.  This list is provided with the premise that it should be used to generate discussion from the NEHB and to solicit recommendation from other subject matter experts in our community.


Equipment


· HACH DREL Portable Lab

· Hand Held Assays

· R.A.P. I. D.-Biological Identification

· Water Activity Meters

· Digital Pocket Thermometers (for faster responses)

· Thermocouple Instruments with interchangeable probes

· Handheld PDA, Blackberries, and electronic note pads for food safety, inspections, and inventory

· Environmental Analyzers (i.e. lead testing, water test kits for bioagents)

· Digitized equipment to test for routine water parameter (total and free chlorine, PH, alkalinity, calcium hardness, etc.)

· Indoor Air Quality Monitors to measure basic parameters (CO, CO2, Temp, RH)

· GPS technologies (spacially associate disease location and surveillance)

· Specimen  Microscope

· Gravid Traps (for mosquito surveillance)

· WBGT Meters

Tools


· SPSS Statistical Package


· EPI Info


· ARC View (Mapping Software, inputs GPS coordinates)


· RAP

4.  The meeting adjourned around 1300.
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Navy Environmental Health Board Meeting Agenda


24-26 Jun 2003


Location: Monitor/Merrimac Conference Room (Bldg A-52), Combined Bachelor Housing, Norfolk Naval Station 


Tuesday, 24 Jun              0800-1600


· Welcome – CAPT Dave Hiland, CO, NEHC


· Introductory/Administrative Remarks – CAPT Novak

· Old Business (Review Action Items from Jan 2003 NEHB Meeting)

· Review and update NEHC INST 6240.1 – Navy Environmental Health Board
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· Community Issues


· Billet Spotlight and Billet Description Database – LT Sproul


· EHO Orientation Course Improvement – CDR Rockford


· Post-Sept 11 EHO Responsibilities Survey


· National Capital Region Equipment Working Group - CDR Hardy 


· Tidewater Training Working Group - LCDR Wright


· Preventive Medicine Program Self-Assessment Tool – LT Killenbeck


· Training Issues


· Director’s “Just in Time” Fellowship Training 


· LCDR Herbst – OEP/FEMA


· Mr. Odette – NAVFAC


· Global EHO Issues


· Technical Review of NAVMED P-5010 – LT Killenbeck/Mr. Odette


· LUNCH (1130-1245)


· Medical Events Reporting – Ms. Asha Riegodedios (NEHC PM)


· Updates (will continue on Wednesday)

· Specialty Leader - CDR Henderson

· AMSUS Poster

· Billet realignment


· DUINS opportunities


· FY05 Training Plan


· MARFORLANT – LCDR Suraj

· NEPMU 2 – LT Boyce

· NEPMU 5 – CDR Rockford

· NEPMU 7 – CDR Beaujon

· NEHC – LT Killenbeck

Wednesday, 25 Jun                 0800-1600


· Updates - continued

New Business


· Tri-service field drinking water issues  – Mr. Bob Odette

· EHO Role in Homeland Security/Review HSS Annex – CDR Henderson
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· EH-RAP - Requirements for Refresher Supervisor/Manager Food Safety Course – LT Killenbeck/Mr. Odette (See attached)
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· LUNCH – Nawab Restaurant, 1130-1300


· FITREP Report Writing – CAPT Novak


· EHO Core Competencies/Career Progression – CDR Henderson/LCDR Suraj
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· EHO of the Year Scoring Criteria – CAPT Novak
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Thursday, 26 Jun                     0800-1200


· New Business


· Field Portable Analytical Equipment – CDR Nelson/LTJG Mercer


· Emerging R&D Technologies- LT Wilson


· Replacement of NEHB members – CAPT Novak
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NAVY ENVIRONMENTAL HEALTH BOARD



REQUEST FOR ACTION PAPER (EH‑RAP)



29 May 2003




EH‑RAP 



TITLE



Define Requirements for Refresher Supervisor/Manager Food Safety Course 



ISSUE/PROBLEM STATEMENT



NAVMED P-5010 Chapter 1 calls for refresher training every three (3) years, but does not define the content or time requirements.  



PRIORITY



This problem should have a fairly high priority because we are now entering the three (3) year window for personnel trained following the adoption of the new Chapter in August of 1999.



BACKGROUND



Without specific guidance there are no standards for upon which to build a refresher curriculum.  The default is to have personnel holding this training go back through the original 18 hour course.  While this is the simplest method of meeting this requirement it does not recognize nor reward the food service professional who have previously met the requirements and hopefully have been demonstrating their competence by their performance on the job.  
Providing differentiated training would reward sustained performance and reflect the professional nature of quality food Service Supervisors and Managers.  Differentiated training requirements are also in keeping with the intent of the 99 FDA Model Food Safety Code.



ACTION NEEDED



Appoint a working group to look at the issue and make recommendations for training criteria. 



ISSUE ORIGINATOR



Jan R. Beaujon, CDR, MSC, USN, NEPMU 7, DSN 314 624-9232



PERTINENT REFERENCES



NAVMED P-5010 Chapter 1




FDA Model



PERTINENT PERSONNEL



FDA Food Safety Section.   
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Sheet2


			CY 2002 Environmental Health Officer of the Year Score Sheet


			Mission accomplishment (briefly list reasons for score)			Max possible points			30


			Note:  Consider strength of command endorsesment


						Points achieved


			Leadership Activities (briefly list reasons for score)			Max possible points			20


						Points achieved


			Contributions to EHO/MSC community (i.e.)			Max possible points			20


			MSC Goal Group Member


			NEHB Member


			Leadership position in local MSC Committee			Points achieved


			Professional Certifications			Max possible points			10


			REHS/State Certification (5 pts.)


			Misc certifications


						Points achieved


			Professional Development (i.e.)			Max possible points			10


			War College (resident or non-resident program)


			Secondary subspecialy/AQDs earned


						Points achieved


			Community Support (i.e.)			Max possible points			5


			Leadership position in local Community Association


			Volunteer activities


						Points achieved


			Personal Appearance			Max possible points			5


						Points achieved


			Total Points Available						100


			Total Points Awarded


			Name of Panel Member
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			Name of EHO/Position Held


			Date of First Meeting in Current Position


			Date Rolling Off





			CAPT Novak, Chairman


			JUN 02


			JUN 04





			CDR Henderson, Specialty Leader


			JUN 02


			JUN 05





			CDR Beaujon, NEPMU 7 


			JUN 02


			JUN 05





			CDR Hardy, At Large


			JAN 02


			JAN 04





			LCDR Cady, At Large


			JAN 02


			JAN 04





			LCDR Suraj, MFL, Secretary


			JAN 03


			JAN 06





			LCDR Herbst, At Large


			JUN 02


			JUN 04





			LT Sproul, At Large


			JAN 02


			JAN 04





			LT Richmond, At Large


			JAN 02


			JAN 04





			LT Boyce, NEPMU 2


			JAN 03


			JAN 06 





			LTjg Christensen, NEPMU 5


			JAN 03


			JAN 06





			LT Cassady, 2001 EHO of the Year


			JUN 02


			JUN 03





			LCDR Thomas, 2002 EHO of the Year


			JUN 03


			JUN 04
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MSC7


																					EHO Career Progression


																					(revised  Jan 2003)


												02-03     Primary			Funded						03-04          Intermediate			Funded			05-06     Senior			Funded


						Education/DUINS						Entry level requirement for commissioning:									Duty Under Instructions (MPH/MS/PhD) (CC # 1-9			Yes			Duty Under Instructions (Ph.D.)			Yes


												MPH Degree in Environmental Health or									Naval War College (Resident & Non-Resident)			Yes			Naval War College (Resident)			Yes


												MS in Environmental Health (CC # 1-9)									Expeditionary Warfare School			Yes			Joint Forces Staff College			Yes


																					U.S. Marine Corps Command and Staff			Yes


						Short Training						Officer Indoctrination School			Yes						Medical Mgmt of Chem & Bio Casualties - 3 Days (CC # 5,6,8)			No			Strategic Medical Readiness Contingency (CC # 7,8)			Yes


						Courses						4-week EHO Orientation Course (CC # 1,2,4,9)			Yes						Management Development (MANDEV)			Yes			Senior Officer Leadership  Course			Yes


												Operational Entomology Course (CC # 9)			No						Plans, Operations & Medical Intelligence (POMI) (CC # 7)			Yes			Joint Medical Planners Course (CC # 7)			Yes


												Medical Mgmt of Chem and Bio Casualties - 1 Day (CC # 5,6,8)			No						Military Operations Other than War Registered  (CC # 7,8)			No			Senior Military Justice School			No


												Into to NAVOSH Safety Ashore (CC # 5)			No						Geographic Information System			No


												Sexual Health and Responsibility (SHARP) (CC # 6)			No						Intermediate Officer Leadership Training			Yes


												Fleet Hospital Training (if assigned to platform) (CC # 7)			No						Armed Forces Medical Intelligence (CC # 5,6)			No


												Environmental Health Site Assessment (CC # 5,8)			NO


												Operational Risk Communications (CC # 5)			NO


												Combined Humanit Assist Response Training (CHART) (CC # 8)			No


												Marine Corps Training (If assigned to platform) (CC # 8)			Some


												Hospital Ships Training (If assigned to platform) (CC # 8)


												FDP-MU Training (if assigned to platform) (CC # 1-9)			No


						Certification						Registered Environmental Health Specialist (through NEHA) (CC # 1-9)															Registered Environmental Health Specialist (through NEHA) (CC # 1-9)


						Specialty Mastery


			T


			N			Joint															Medical Mgt of Chemical Biological Casualties Course (CC # 5,6,8)			Yes			Army CBRE Course (CC # 5,6,8)			Yes


			E																								Joint Operations Medical Managers Course (CC # 7)			Yes


						Internships															Director's Training (FDA, etc.) (CC # 1)			Yes


			M																		CBRE Internship (1 yr) (CC # 5,6,8)			Yes			CBRE Internship (1 yr) (CC # 5,6,8)			Yes


			E			Billets						Junior EHO at Environ Preventive Med Unit									Navy Environmental Health Center						FD-PMU Team Leader


			L									Medical Treatment Facility (usually with Sr. EHO)									Navy Environmental Preventive Medicine Unit						Naval Sea System Command (NAVSEA)


			E									Branch Medical Clinic									Intermediate Medical Treatment Facility						Naval Health Research Center (Ph.D. required)


												Fleet Marine Force									Naval Medical Center						Head, Preventive Medicine School


																					Board of Inspection and Survey (INSURV)						Large Medical Treatment Facility


																					NAVCENTCOM						Navy Environmental Health Center


																					Fleet Marine Forces						Navy Envir & Preventive Med Unit


																					Military Sealift Command						Type Command


																					Supervisor Ship Construction (SUPSHIPS)						U.S Joint Forces Command


																					Marine Forces Atlantic (MARFORLANT)						OIC/XO/CO


																					R&D Command


						Professional						National Environmental Health Association


						Affiliations


						Correspondence						Food Safety  (CC # 1)


						Courses						Insect/Rodent Control (CC # 9)


						(Technical)						Preventive Medicine for Ground Forces (CC # 1-9)


												Environmental Health & Safety  (CC # 1-9)


												Heat Stress (CC # 5)


												Principles of Epidemiology  (CC # 3)


												Malaria (CC # 6)


												Immunizations Program (CC # 6)


												ROWPU (Marine Corps) (CC # 2)


												Control of Communicable Diseases in Man (CC # 6)


						Miscellaneous


						Core Competencies (CC)


						1. Food Safety


						2. Potable Water Safety


						3. Epidemiology


						4. Public Health Sanitation


						5. Risk Assessment and Communication


						6. Infectious Diseases


						7. Public Health Administration


						8. Disaster Planning and Response


						9. Disease Vector Control
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ANNEX D



HEALTH SERVICE SUPPORT



D-1  Scope


a. This annex guides activities providing Health Services Support (HSS) at CONUS and OCONUS installations in developing, implementing, maintaining, and assessing comprehensive HSS emergency preparedness programs.



b. Medical aspects of planning, mitigating, responding, and transition to recovery in the event of CBRNE warfare, terrorism, or accident/incident are addressed in this annex. 



c. The mission of the Navy Medical Department is to provide comprehensive HSS to service and joint operations, while providing high quality healthcare services to eligible beneficiaries. A description of installation level HSS is shown in Table D-1. 



D-2  References



a. BUMEDINST 6700.42 Ambulance Support


b. NIST Act



c. OMB Circular A-119


d. NFPA 472



e. NFPA 473



f. NFPA 471



g. Hazardous Materials Response Handbook, 3rd ed., Supplement 11:  EMS Sector Standard Operating Procedures



h. ERG2000



i. DODI 2000.14


j. DODI 200.16


k. DODI 200.18


[NEED TO VERIFY THAT REFERENCES FOLLOW WHAT IS CITED IN THE TEXT. NEED TO FORMAT REFERENCES WITH NUMBER AND SHORT TITLE TO MATCH OTHER CHAPTERS/ANNEXES]


D-3  Responsibilities



a. The Chief, Bureau of Medicine and Surgery



(1) Identify measures of effectiveness, criteria and standards to be used at designated facilities in evaluating planning initiatives.



(2) Grant temporary or permanent exemption from requirements of this annex on a case-by-case basis.  Chief of Naval Operations (N46) may grant exceptions to HSS elements of requirements of the parent instruction.



b. Installation commanders



(1) Ensure that all personnel within their command maintain currency of immunizations required and coordinate immunizations, documentation, and reporting through the HSS element responsible for this service.



(2) Impose or lift quarantine or restriction of movement sanctions on all personnel, military or civilian, who reside or are present at the installation.


(3) Identify a Senior Medical Department Representative (SMDR), to be cognizant of all HSS resources for preparedness and response to CBRNE incidents.  Establish an Interservice Support Agreement (ISA) if the SMDR is not in the chain of command of the installation commander.


(4) SMDR


(a) In charge of the fixed site healthcare operations activity that serves as the primary source of healthcare operations for the supported installation.


(b) Appoint an HSS Emergency Preparedness (EMP) Coordinator and establish an HSS EMP Committee.



(c) The scope of the SMDR’s oversight of the installation EMP is limited to the development and execution of the HSS sector responsibilities of the installation EMP.


D-4  Policy


a. The SMDR shall develop a written policy on HSS sector responsibilities that includes enabling authority, a mission statement, HSS EMP administrative and operational management procedures, references, and programming, planning, and budgeting requirements.


b. The HSS EMP shall comply with applicable Federal laws, Executive Orders, DOD and service requirements.  The HSS EMP Coordinator will implement a strategy for reviewing applicable higher authority issuances and updating the HSS EMP based on changes.  The SMDR will take action when there are irreconcilable conflicts between the HSS EMP and these issuances.


D-5  Program Elements 


a. The HSS EMP shall address hazard/threat identification and risk assessment, mitigation, emergency response operations, and transition to recovery.



b. Program Committee and Coordination. The purpose of the HSS EMP Committee is to provide advice on EMP plans and activities. The HSS EMP Coordinator is the Committee Chairman. The Coordinator is responsible for the administration and maintenance of the HSS EMP and  will serve as the principal representative of the HSS sector of the supported installation’s EMP. Committee membership includes designated representatives of activities that provide services in the functional areas of out-of-hospital care, fixed site healthcare operations, public health/preventive medicine, and other EMP representatives.



c. Program Assessment. After any event that requires activation of the HSS Emergency Operations Plan, or at least annually, the Coordinator will perform a comprehensive assessment of the HSS EMP, and submit this assessment, including findings, actions taken, and recommendations with HSS EMP Committee endorsement, to the SMDR. 


D-6  Planning


a. Emergency Operations Planning.



(1) Event Epidemiological Projection.  The public health element of HSS shall establish epidemiological projection processes for the purpose of prediction of short and long-term event parameters for each event type.  



(2) Develop and maintain an HSS Emergency Operations Plan (EOP).  The plan may be a stand-alone document or incorporated as a part of the supported installation EMP. When incorporated as a part of the installation EMP, the HSS EOP will follow the parent document format.



(3) A stand-alone document HSS EOP will include:



(a) Implementation Letter



(b) Record of changes



(c) Basic Plan: Introduction; Responsibilities; Authorities; Assumptions; Concept of HSS Operations; Response Actions (immediate/emergency response); State-Assisted and Federal Response; Transition to Recovery Operations.



(d) Functional Annexes: Fixed Site Operations, Emergency Medical Services, and Public Health/Preventive Medicine Services.


(e) Support and Logistics Annexes: Internal Communications, Resource Procurement, Occupational Safety and Health, and HSS Public Affairs



(f) Threat-specific appendices



(g) Definitions



(h) Abbreviations and Acronyms



(4) Include a Mass Casualty Plan (see chapter 2).



(5) Include provisions for continuity of HSS operations.  Minimum elements of continuity of operations that should be addressed include lines of succession; pre-designated authorities; identification and enhanced protection of mission critical functions and support organizations; procedures for integration with outside local resources; and transition to Federal response operations.


(6) Address criteria for transition to recovery operations and release of outside assistance.  See Chapter 5 for further guidance.


b. Resource agreements. A CBRNE event may be so large that the installation requires additional resources before other Federal government resources can arrive.  HSS sector response activities shall develop resource agreements with military or civilian agencies to provide work force and material resources to augment HSS sector capacities or to provide resources lacking in the HSS capabilities.  See Appendix ​​__ for further guidance.


c. Information management.



(1) Population health surveillance collection, analysis, and reporting. Implement a system to collect, analyze and report the installation health status.  Data may be collected from a variety of sources, including health records, workplaces, or pharmacies that might provide early indicators of change in overall installation health status.  Incorporate procedures to ensure that personal health information is protected and used only as a management and early warning tool.



(b) Victim health surveillance collection, analysis, and reporting. Implement a system to collect incident specific health information on victims of a CBRNE incident.  Incorporate procedures to ensure that this information is protected and used only as a management tool.



(2) Document control and archiving. HSS EOPs shall include specific provision for the maintenance, protection, and relocation of patient records and other HSS vital documents. Back up all electronic records and documents daily at a secured site remote from primary facilities.



D-7  Threat/Hazard Identification, Risk Assessment, and Mitigation


a. Threat/Hazard Identification. Develop procedures to ensure timely communication between HSS sector representatives and other activities which maintain terrorism threat awareness.  Maintain communication between HSS, security, and intelligence personnel. See Chapter 3 for further guidance and references.



b. Vulnerability/Impact Analysis



(1) Installation Vulnerability Analysis. Supporting Medical Treatment Facilities (MTFs) that are also tenant activities of the supported installation will participate in installation vulnerability analyses.  The SMDR and HSS EMP Coordinator review installation vulnerability analyses results.



(2) HSS Vulnerability Analysis. Conduct HSS Vulnerability Analyses in accordance with and at a frequency specified by the Chief, Bureau of Medicine and Surgery.  Address both structural and process vulnerabilities and include the relative probability, severity, and potential consequences of a breach of vulnerabilities identified.  See Chapter 3 for further guidance and references.



c. Threat and Vulnerability Mitigation


(1) Develop and implement an HSS sector threat and vulnerability mitigation strategy based on the results of the threat analysis and the installation and HSS sector vulnerability analyses.



(2) The HSS EMP coordinator participates as an advisor in installation level threat mitigation deliberations.  If a mitigation initiative involving the HSS sector is identified, the HSS EMP coordinator will take this initiative for action within the HSS EMP strategy.



(3) The HSS sector vulnerability mitigation strategy will identify near-term and long-range goals and milestones to reduce HSS sector vulnerabilities to terrorist attacks or the consequences thereof.



(4) HSS sector commanders with fiscal authority shall incorporate engineering control requirements into annual programming, planning and budgeting submissions to higher authority.



(5) Review and update HSS threat and vulnerability mitigation strategy at least annually, during after action reviews of exercises, and any time the threat condition changes.


D-8  Resource Management


Resource management includes the identification, location, acquisition, distribution, and accountability for services, resources, materials, and facilities to support emergency HSS management.  Logistics actions fall into four categories: material, property, facility, and transportation.


a. Performance objectives. Specific functional performance objectives drive resource management initiatives.  Performance objectives include the functions performed, the conditions under which they are performed, and a measurable context of performance, including temporal capability and capacity.  Performance objectives should be available for review by EMP activities.



b. Capability assessment. A capability assessment includes absolute capability (the ability or lack of ability to perform a specific function or operation) and a measurable capacity.  Delineate capabilities and capacities by availability (temporal variations in capability or capacity)and accessibility (guarantee of services through sponsorship, back up, or service level agreements, or potential access through mutual aid agreements). Designate capabilities that may be available due to the presence of operational forces at the installation as not guaranteed in capability assessment reports.



c. Resource inventory.



(1) Material resources.  Develop an inventory, limited to material resources that are dedicated HSS activity assets, of consumable and non-consumable supplies and equipment, including vehicles and facilities.  Update at least annually.  Base the consumable resource inventory on reorder levels.



(2) Human resources.  Develop an inventory of permanently assigned personnel, including functional EMP capabilities (e.g. certifications, training, etc.). Update at least quarterly.



D-9  Direction, Control, and Coordination



Develop the capability to direct, control, and coordinate HSS response activities.  Develop specific organizational roles, titles, and responsibilities for each response and recovery position identified in the HSS incident management structure.  Integrate the HSS sector incident management system with the overall installation incident command system.



a. Fixed site healthcare operations activities shall use the Hospital Emergency Incident Command System, modified for local operations.



b. EMS shall use the incident command system adopted by the installation lead activity for response to hazardous materials incidents.



c. Logistics and Facilities.  Establish an HSS Emergency Operations Center (EOC) capable of sustained operations.  Develop internal HSS EOC operational procedures and test at least annually.  Minimum capabilities:


(a) Environmental systems (heating, cooling, and ventilation systems)



(b) Power generation and back-up power supplies



(c) Communications systems with redundancy



(d) Information management systems (computers, copying machines, facsimile capabilities)



(e) Berthing and messing (potable water, food services, sanitation systems, beds or cots)



d. Public health/preventive medicine services may integrate into the fixed site healthcare operations incident command system, or may establish a parallel but coordinated system.



D-10  Communications and Warning



a. Communications systems. Develop communications systems that ensure reliable communications among all HSS sector activities, and other response organizations, and between the HSS emergency operations center (EOC) and the installation EOC.



(1) Design communications systems based on the installation EMP and develop communication processes to include standardized terminology, provisions for operational security and documentation, and record keeping.



(2) Back-up systems. Include emergency power systems and redundancy capability for critical communications systems.



b. Notification procedures. Develop procedures to ensure notification of all HSS sector authorities upon any change in Force Protection level.  Maintain and periodically test a cancellation and recall from leave or liberty bill.  Base the recall bill on the EMP.  Refer to Chapters 2 and 3, this Instruction, for further guidance.



c. Public Alerts and Warning. Public alerts and warning are not an HSS sector responsibility.  Coordinate public health alerts and warning to installation inhabitants through the installation commander prior to release.



(1) Develop alerts to inform installation inhabitants of impending or actual hazards and health threats. These alerts will provide specific actions to reduce the consequences of an outbreak or CBRNE attack.



(2) Make public health information available to all response organizations and the public on request.



(3) Coordinate alerts and information through the activity having overall cognizance of all communications with the public or the media before release.


D-11  Emergency Medical Services Response



a. First on scene.  EMS personnel may be first on scene of a CBRNE incident.  In that event, the most experienced EMS provider shall:



(1) Assume incident command until properly relieved by a more senior HSS person or the Incident Commander.



(2) Perform an expedient situation assessment, and communicate this assessment to the EMS dispatcher.



(3) Position crew upwind at a safe distance from the scene and establish an exclusionary zone in accordance with reference (h).



(4) Don appropriate personal protective equipment (PPE) for on-scene response in accordance with reference (i). The minimum acceptable level for all EMS personnel supporting hazardous materials incident operations is OSHA Level C with NIOSH approved Air Purifying Respirators (APRs).



b. EMS Operations


(1) Hazardous Materials Personnel Monitoring.



(a) An EMS provider will be available at the scene of all suspected hazardous materials events. All operations and specialized level hazardous materials personnel shall receive medical screening and clearance within one hour of entry into the hot zone.  This clearance will conform to the recommendations of references __.


(b) An EMS provider will remain available to the incident commander or safety officer to advise on the health status of hot zone response personnel and provide on-scene treatment if necessary.



(c) All response zone personnel shall receive a medical clearance examination at the completion of operations.



(1) Hot Zone Emergency Medical Services.



(a) EMS personnel will not routinely enter the hot zone.  If EMS or medical personnel are required to enter the hot zone to minister to entrapped victims, these individuals will be considered specialized personnel under 29 CFR 1910 and will receive appropriate on-scene orientation, training and personal protection to enter the hot zone.



(b) A hazardous materials operations level responder will accompany and remain with any EMS or medical specialized personnel through hot zone operations.



(c) The senior medical representative shall set up a patient identification and tracking system. Relay information to the receiving medical treatment facility if a patient enroute is suspected of not being fully decontaminated at the incident site. Notify local hospitals of the possibility of contaminated ambulatory patients arriving at their facility and the type of contaminant to expect.


c. Pre-hospital Care Services.



(1) Emergency Medical Dispatch Center.



Staff an EMS Dispatch Center at all times.  Incorporate specific algorithms to ascertain if there is evidence that a hazardous material or CBRNE incident occurred at the scene of a request for EMS services in dispatch protocols and procedures.



(2) Victim Search and Rescue, and Victim Extrication are not HSS functions.



(3) Victim decontamination. Victim decontamination at the scene is not usually an HSS function.  Because of the possibility of incompletely decontaminated victims, EMS personnel performing post-decontamination casualty collection, triage, and pre-facility treatment shall be equipped, trained, and protected to perform spot decontamination.  (See Appendix ​​__)



(4) Casualty collection. Identify a casualty collection area a safe distance upwind from the scene, outside the warm zone, if the number of known or suspected casualties exceeds the immediate resources of EMS activities at the scene,



(5) Triage all victims recovered from the hot zone using a standardized triage algorithm.



(a) Triage victims of a radiological, nuclear, incendiary, or explosive event using the Simple Triage and Rapid Treatment (START) or JUMP-START pediatric triage protocols.



(b) Triage victims of a CB event using the START protocol as modified by the Soldier and Biological Chemical Command (SBCCOM).



(c) Triage tags and markings. Train all personnel involved with triage and treatment of victims in the use of triage tags and patient markings.  A tagging and marking system includes clear identification of patient contamination status (unknown/not tested, contaminated, or decontaminated)



(6) Pre-facility treatment protocols shall be developed by cognizant medical authority with oversight of EMS personnel.



(7) Staging/holding procedures. Establish staging or holding areas at a safe distance upwind, outside the warm zone, as designated by the incident commander.  Establish procedures of receipt into and release from the staging/holding area, including documentation.



(8) Victim distribution management. Identify facilities with capabilities to accept and treat victims of terrorist events involving CBRNE materials.  Determine an estimate of no-notice capacity to accept victims in each triage category, and provide this estimate to the activity responsible for EMS dispatch, which shall utilize this estimate for initial victim transport disposition until a real time capacity is determined.



D-12 Public Health/Preventive Medicine Services Response



a. Incident Epidemiological and Investigation Services.



(1) Population health surveillance. Maintenance of a system for collection, analysis, and reporting of installation population health and coordinated with regional civilian public health surveillance systems. Minimum capabilities of this system include:



(a) Daily data collection from all patient points of contact.



(b) Use of ICDM coding and/or respiratory, gastrointestinal, neurological, and dermatological syndromes.



(c) Protection of patient privacy.



(d) Detection of prospectively established sentinel and statistically significant variation parameters that will trigger enhanced surveillance procedures, and procedures to carry out enhanced public health surveillance.



(2) Outbreak Investigation and Incident Diagnostics.  Supporting installation HSS sectors shall have the capability to begin initial procedures to establish that an outbreak of an infectious disease has occurred, and develop an initial case definition for victims of the outbreak.



(a) Clinical. Determine the capability and capacity of the supporting MTF to perform laboratory and other diagnostic services on victims of a CBRNE incident in order to determine the causative agent of the incident.  MTF laboratories shall identify diagnostic centers or laboratories with capabilities to perform advanced testing for potential CBRNE causative agents on clinical specimens, and develop procedures for specimen collection, handling, packaging and transporting.



(b) Environmental/public health. Determine the capability and capacity of the public health/preventive medicine element of the installation HSS sector to process and analyze environmental samples for causative CBRNE. Identify laboratories capable of performing environmental sample analysis. Develop procedures for sample collection, handling, packaging and transporting samples.



(c) Criminal/forensic.  Utilize chain of custody procedures for all victim and environmental samples collected.



(d) Surveillance of animal health, potable water, air quality, food, plants and soil.



b. Public Health Hazard/Outbreak Containment Services



(1) Prophylaxis. Maintain a cache of prophylactic medications that will last for up to 48 hours without additional outside resources for personnel at risk.  Identify personnel to receive prophylaxis in a prioritized fashion.  This priority will be:



1 Incident command and control elements.



2 Healthcare providers and ancillary staff.



3 Response organization personnel.



4 Other personnel in mission-critical or incident response critical positions, including civil servant and contract personnel.



5 Other active duty temporarily or permanently assigned to the installation or tenant commands.



6 Installation resident dependents.  At installations located in foreign countries, residents residing off the installation, but relying on the supporting USG healthcare system for primary healthcare, will be considered as installation residents.



(b) Assign prophylaxis dispensing and immunization teams to screen and educate patients, dispense prophylactic antibiotics and provide post-exposure immunizations.



(c) Identify facilities separate from the supporting MTF and suitable for patient screening and prophylaxis dispensing.  The number of facilities and dispensing teams should be based on the ability to dispense sufficient antibiotics to provide prophylaxis to the entire population at risk within 48 hours.  Develop procedures for opening and equipping screening and prophylaxis.



(2) Isolation. Ascertain the capability and capacity of the hospital(s) designated in the HSS EOP to receive victims with a known contagious disease requiring airborne and droplet isolation.  Published capacity will take into account bed availability, personnel with required skills and training, and necessary equipment and supplies to support isolation requirements.



(3) Quarantine and restriction of movement. Restriction of movement is a military unique form of quarantine that may be applied to units known to have individuals with the disease or to units presumed exposed.



(a) Methods of quarantine include cancellation of mass gathering events, closure of public places, restriction of individual travel, and cordon sanitaire.



(b) The element responsible under the HSS EMP for public health and preventive medicine shall develop guidelines and provide recommendations to the installation commander on the risks and benefits of quarantine and restriction of movement in the event of an outbreak or biological attack affecting the installation or the surrounding community.



(4) Evacuation strategies. The element responsible under the HSS EMP for public health shall assist the installation commander in identifying public health aspects of evacuation of all or parts of the installation. Include provisions for special medical needs populations within evacuation strategies.



(5) Public Health Risk Communications to Command Elements. The HSS element responsible for public health and preventive medicine shall develop a risk communications strategy to inform the incident commander and the installation commander of the public health aspects of actions taken or withheld.



(6) Environmental services.  Develop procedures for vector and animal control, and environmental surety operations.



D-13 Fixed Site Clinical Care Services Response



a. Security and Environmental Protection



(1) Physical security.  All fixed site healthcare operations facilities shall be able to provide site access security at all times, regardless of their roles in installation response.  Develop access security procedures for each level of installation Force Protection. Facilities will immediately activate the highest level of access security procedures on notification of a CBRNE incident.


(2) Environmental protection. All HSS sector facility managers will identify procedures to provide expedient environmental/ collective protection in the event of a CBRN incident.



b. Evacuation.  Evacuation of all or parts of a HSS facility may be necessary as the result of a sudden or expected event that may affect the safety and well-being of patients and employees.  All HSS sector facility managers will develop strategies to ensure the timely evacuation of all inhabitants of those facilities. 



(1) Strategies for evacuation.



(a) Base strategies on potential threats identified through threat assessments, numbers of ambulatory, non-ambulatory and special needs individuals routinely present in those facilities, and availability of personnel, equipment, supplies, and transportation units to effect evacuation in a timely fashion



(b) Include methods of procuring needed supplies, personnel, equipment and transportation resources, methods of ensuring patient records are secured and transferred with patients, receiving facilities and premature discharges of patients, and methods of continued care.



(c) Test the ability to evacuate staff, visitors, and patients from fixed site healthcare operations facilities at least annually.



(2) Alternate Care Sites.  Fixed site healthcare operations facility managers shall identify at least one alternate care facility capable of being used in an expedient fashion if evacuation is necessary.  Optimally, two locations should be identified, one at the installation and one remote from the installation.



c. Decontamination.



All fixed site healthcare operations facilities, designated in the installation EMP as receiving facilities for victims of a hazardous materials incident, shall have the capability to perform decontamination on victims arriving at those facilities before receiving technical decontamination.  See Appendix 6 of this Instruction for further guidance.



(1) Fixed site decontamination services may be internal or external to the facility.  Equip internal capabilities with high flow ventilation systems separate from the main facility, and with the ability to capture contaminated wastewater.  Capabilities must include: 



(a) Provisions for ambulatory and non-ambulatory victims.


(b) Capture of contaminated wastewater.


(c) Sequestration and tracking of victim personal possessions that may be contaminated.


(d) Maintenance of acceptable environmental controls (e.g., temperature) in external decontamination facilities.



(2) HSS Decontamination Team.



(a) Sufficient personnel and supplies must be available during all hours of operations to provide continuous decontamination services for 8 hours without augmentation.



(b) Train personnel in hazardous materials at the operations level in accordance with 29 CFR 1910, as applied, with emphasis on decontamination and personal protection.  They do not require training in control, containment, or confinement operations.



(c) The minimum acceptable level of personal protection for decontamination personnel is OSHA Level C with appropriately filtered Air Purifying Respirators (APR).



d. Record and Document Protection.



Develop the capability to protect electronic and traditional records and other documents.



D-14  Post-Event


For post-event operations the HSS EMP Coordinator, in conjunction with HSS EMP, shall develop and implement standard operating procedures for transition to recovery activities.



D-15  Mortuary Affairs Services.  Primary mortuary affairs operations are not an HSS function. assign a patient administration assistant to assist in coordination of mortuary affairs operations at the supported installation.



a. Deceased Disposition.



(1) Develop policies to address active duty personnel, dependents, and non-eligible beneficiaries within the installation area of responsibility.



(2) Develop procedures for handling, storage, interment, and release of contaminated or infected remains, including autopsy requirements.



b. HSS Responsible Element.



The HSS element responsible for coordination of mortuary affairs will identify equipment, personnel, and facilities necessary for temporary interment of deceased casualties of CBRNE events.



c. Family Assistance.



A program for assistance to survivors of individuals deceased as the result of a CBRNE incident will be established and coordinated through the local Red Cross.



D-16 Mental Health Services.  Address acute and long-term mental health needs of victims, family members, and the installation beneficiary population in the HSS EOP.  Include acute crisis counseling and critical incident stress debriefing, mass community counseling, and long-term follow-up of individuals requiring counseling for post-stress depression syndrome



D-17  Training and Exercises



a. Training



(1) Training needs assessment. The responsible local authority for each element of the HSS sector shall annually assess training needs for all personnel and for each functional position.



(2) General training.



(a) All HSS personnel shall receive training in terrorism awareness, CBRNE awareness, general concepts of the installation EMP and HSS EOPs, evacuation and shelter in place procedures, and personal protection, including infection control.



(b) Selected personnel shall receive training in CBRNE triage, CBRNE diagnosis and treatment, decontamination procedures, and use of the incident command system



(3) Specific Training. Develop and maintain an HSS sector training program that includes initial and ongoing or refresher training, based on expected competencies and covering both didactic and psychomotor skills training as appropriate.  Document training received and maintain records for at least three years. See Appendix 4 in this Instruction for further guidance



b. Exercises, Evaluations, and Corrective Actions



(1) Exercises. Document all exercises performed and maintain records for at least three years.  Documentation will include deficiencies identified.  Exercises may include:



(a) Orientation seminar. A classroom session designed to provide basic awareness of emergency operations plans.



(b) Tabletop exercise. An interactive classroom exercise for personnel in executive or leadership positions, designed to familiarize participants in procedures and aspects applicable to other interdependent activities or organizations involved in response activities.


(c) Functional exercise. A Functional Exercise tests a specific functional area of response that may cross response elements of activities.



(d) Full-scale exercise. A Full-Scale Exercise tests all elements of the EOP.  Full-scale exercises may be specific to HSS or include all response organizations.


(2) Corrective actions.  Prioritize deficiencies identified through annual program reviews, exercises, or incident after action reports as issues for action.  Deficiencies that can be addressed through administrative of institutional policy changes will be corrected within 90 days of identification.  Address deficiencies that require material resources in annual budget reviews.



(3) See Appendix 5 for additional guidance.



D-18  Crisis Communications, Public Education, and Information



a. Requests for information. Establish procedures for receiving and responding to requests for information from other installations, or agencies.  Consider patient privacy in all releases of information.



b. Public affairs.  Develop a media relations program specific for CBRNE or terrorism events.



c. Public health pre-event education and post-event information. Institute a public health pre-event education and post-information strategy at the supported installation.  Coordinate this strategy with the overall installation pre-event public information strategy.  Information to consider includes recognition of a CBRNE event, protective actions, including expedient personal and collective protection, and evacuation and mass sheltering and care procedures.



D-19  Finance.



Establish financial procedures to support the program, both pre-event and post-event.  Annual budget submissions will specifically address disaster preparedness and CBRNE defense requirements, including material requirements, exercises and training and support requirements



TAB 1 TO ANNEX D



INSTALLATION LEVEL HEALTH SERVICE SUPPORT


DT1-1  Normal Health Service Support (HSS).  Under normal operations, HSS is provided directly to eligible beneficiaries or supported commands, including installations, by Bureau of Medicine and Surgery commands or subordinate activities, within defined catchment areas.  



DT1-2  HSS Activities.  HSS activities in support of installation emergency preparedness programs are BOS functions provided to the supported installation and tenant commands through the supported installation commander.



DT1-3  Elements of primary installation HSS.  Primary installation-level HSS falls into three general categories:



a. Fixed site clinical operations.  Fixed site clinical operations for CONUS and OCONUS installations is provided by an array of medical and dental treatment facilities of various sizes and capabilities.  These include:



(1) Medical treatment facilities (MTF)



(a) Naval Medical Centers (MEDCEN). MEDCENs are tertiary care centers with emergency departments and primary and specialty surgical and medical care. MEDCENs provide both in-patient and out-patient services. There are three MEDCENs, located in Bethesda, MD; San Diego, CA; and Portsmouth, VA.



(b) Naval Hospitals (NAVHOSP). NAVHOSPs are community hospital level facilities with emergency departments, primary care, general and orthopedic surgical care but limited specialty surgical and medical care services. NAVHOSPs provide both in-patient and out-patient care services. These facilities rely on local or remotely located military, other federal, or civilian tertiary care centers for specialty services. There are 9 OCONUS and 13 CONUS NAVHOSPs.



(c) Naval Acute Care Centers (NACC). NACCs are large multidisciplinary outpatient clinics with extensive primary care and some surgical and consultative care services. Most NACCs are not manned after regular clinic hours; do not routinely provide emergency department services; and rely on local or remotely located military, other federal, or civilian tertiary care centers for in-patient or specialty services.



(d) Branch Medical Clinics (BMC). BMCs are outpatient clinics that provide primary care primarily to active duty members.  Some provide specialty care such as occupational, aviation and/or undersea medicine services. All BMCs are subordinate activities of a MEDCEN, NAVHOSP or NACC, and many are geographically remote from their parent command. Most BMCs are not manned after regular clinic hours and do not provide emergency department services. There are over 100 BMCs supporting naval installations worldwide.



(2) Dental treatment facilities (DTF).



(a) Dental Treatment Centers (DENCEN). DENCENs provide full spectrum emergency, preventive, diagnostic, and restorative services. There are 12 CONUS and 3 OCONUS DENCENs.



(b) Dental Treatment Clinics (DTC). DTCs are smaller facilities that provide preventive, but limited diagnostic and restorative services. Some DTCs are only manned on a part-time basis, and rarely provide emergency dental services.  Most CONUS and OCONUS installations have DTCs.



b. Preventive medicine (PREVMED) and public health (PH) services



(1) PREVMED/PH services include:



(a) Occupational safety and health surveillance and abatement program management



(b) Industrial hygiene program management



(c) Vector control



(d) Clinical epidemiology and disease surveillance and reporting



(e) Mass immunization program management



(f) Infection control program management



(g) Food, water and solid and water waste safety



(h) Environmental health surveillance



(i) Population health promotion and education



(2) PREVMED/PH services are provided through a three-tiered system.



(a) MTFs. All MTFs have enlisted Preventive Medicine Technicians (PMTs) assigned, who are trained to perform primary PREVMED functions as identified in paragraph DA-1.3.b.(1). MTFs also have personnel assigned, primarily or collaterally, as facility infection control officers. Larger MTFs (primarily NAVHOSPs and MEDCENs) have Preventive Medicine, Public Health, or Occupational Medicine physicians and/or nurses assigned as well.



(b) Navy Environmental and Preventive Medicine Units (NEPMU) provide specialized consultation, advice and recommendations in matters of occupational health, health promotion, environmental health, preventive medicine, and deployment medical surveillance, including health aspects of chemical, biological, radiological and environmental hazards, to Unified, Navy, Marine Corps component commanders, naval shore activities, and fleet units in areas assigned. NEPMUs are subordinate activities of the Navy Environmental Health Center (NEHC). The 4 NEPMUs are located in Norfolk, VA; San Diego, CA; Pearl Harbor, HI; and Signonella, SI.



(c) Navy Disease Vector Ecology and Control Centers (NDVECC). NDVECCs provide consultative, specialized and technical services in disease vector prevention and control.  NDVECCs are subordinate activities of NEHC. There are two NDVECCs, located in Bangor, WA, and Jacksonville, FL.



(d) Navy Environmental Health Center (NEHC). NEHC is an Echelon 3 command under the Chief, Bureau of Medicine and Surgery, and provides centralized support and services to medical activities, ashore and afloat, in occupational health, health promotion, environmental health, preventive medicine, and deployment medical surveillance, including health aspects of chemical, biological, radiological and environmental hazards. NEHC is located in Portsmouth, VA.



c. Out of hospital services. Out-of-hospital services are composed of two distinct elements: Pre-hospital Care Services (Emergency Medical Services (EMS)), and Facility Transport Services. Reference (a) places the responsibility for out-of-hospital services at supported installations with the commander of the supporting MTF, regardless of what agency, command, or department provides these services.



(1) Service elements:



(a) EMS encompasses all activities performed by designated personnel involved with call receipt, dispatch, on-scene medical triage and treatment, and transport to a designated fixed site medical treatment facility with capabilities to evaluate and treat patients presenting with emergency medical conditions, or release from care of those individuals.



(b) Facility Transport Services (FTS) encompasses all activities performed by designated personnel involved with the physical transportation of patients between fixed site medical treatment facilities and other locations, which may include other fixed site medical treatment facilities, airheads for transfer through the National Disaster Medical System (NDMS) or the Global Patient Movement Requirements Center (GPMRC), or individual’s homes.



(2) Service agencies. Provision of EMS and FTS is not standardized at DON installations. Additionally, at a particular installation, component services may be provided by different agencies or organizations. Services may be provided by:



(a) Supporting medical treatment facilities (MTFs)



(b) Installation Fire & Emergency Services



(c) Contracted civilian third party services



(d) Civilian governmental EMS organizations, either through contract or memoranda of understanding



(3) Levels of service. Five levels of services are generally recognized in the US.



(a) First Response Life Support. Personnel trained at the First Response level can provide minimal emergency medical care, including activation of the EMS system, basic patient assessment, and cardiopulmonary resuscitation.



(b) Basic Life Support (BLS). BLS services include basic clinical, sign- and symptom-based diagnosis and non-invasive emergency stabilization (airway management, hemorrhage control, cardiopulmonary resuscitation, spinal and fracture immobilization, and limited assisted administration of patient prescribed medications). Cardiac defibrillation using an automated external defibrillator is also authorized. This is the minimum level of services prescribed by reference (a) for all active duty ambulance clinical providers, and the minimal level of training and skill of all Navy Fire and Emergency Services personnel, regardless of whether they perform EMS functions.



(c) Intermediate Life Support (ILS). ILS services include all BLS services, plus more advanced and invasive management procedures for traumatic and non-traumatic out of hospital emergencies. These procedures usually include endotracheal intubation, manual cardiac defibrillation, intravenous fluid resuscitation, and administration of life saving cardiac and other medications. ILS is the least standardized of the levels of service, and is rarely seen except in rural, volunteer EMS agencies.



(d) Advanced Life Support (ALS). ALS services include all BLS and ILS services, plus further advanced and invasive management procedures for all out of hospital emergencies. ALS providers, depending on the system, may be authorized to perform advanced airway control techniques, administer by protocol sophisticated medications, and perform certain life-saving surgical interventions, such as cricothyrotomy or placement of a chest tube. Over 85% of urban and suburban jurisdictions are served by EMS agencies that provide this level of service. MTF commanders are authorized to provide this level of service if deemed appropriate. In practice, few EMS services operated from MTFs use either ILS or ALS providers.



(e) Critical Care Life Support. This level of support is only seen in facility transport services, and is generally used to transfer unstable or critically ill neonatal, pediatric, trauma, or intensive care patients after initial receiving facility stabilization. In general, specially trained ALS providers are augmented during transport by physicians, nurses or respiratory therapists familiar with the patient’s disease processes and with ambulance operations.



(4) EMS service availability. Reference (a) empowers the commander of the supporting MTF to determine levels of services available to supported activities.  This includes actual availability of these services. In general:



(a) EMS services provided through MTFs are available through all hours of operation of the MTF. NAVHOSPs and MEDCENs will generally provide EMS services at all times, although the number of operational units may vary.



(b) EMS services provided through NACCs and BMCs parallel the hours of operations of these facilities, although some may offer these services at all times.



(c) EMS services provided through Navy Fire and Emergency Services are available at all times.



(d) Military activities that provide part-time EMS services usually arrange, through MOUs, for civilian agencies to provide EMS services for the hours not covered by the military activity. Under these circumstances, timeliness of response may be hampered by other jurisdictional responsibilities of the agreement agency, lack of familiarity with the supported installation, or by lack of access to the installation or to a specific activity on the installation due to Force Protection level or security concerns.



PRE-FINAL DRAFT
FOR OFFICIAL USE ONLY
PRE-FINAL DRAFT



OPNAVINST 3440.XX, 4 June 03



ANNEX D-1







_1117281223.unknown




