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1.  SITUATION.  Anthrax is a force protection issue and must be addressed to ensure the protection of our forces from a biological warfare threat.

     a.  The Air Force Chief of Staff (CSAF) issued an official message 6 Mar 00 mandating each MAJCOM establish a proactive AVIP education program, and that “the entire force must be briefed on AVIP [by 31 Aug 00].”  The suspense for completing the training has been changed to 1 Nov 00.  The stated objective is “to ensure each member knows and understands its [AVIP] importance.”  In the message, CSAF conveyed “AVIP success or failure is a direct result of local commander involvement and implementation of a strong education program prior to immunization.”  This plan is designed to support commanders in executing responsibility. 

     b.  AFMC will prepare and conduct an aggressive, forthright and informative communication campaign on AVIP as it continues through Phase I and prepares for Phase II (i.e., the immunization of all personnel on mobility), and then to Phase III (i.e., total force immunization). 

     c.  This plan outlines messages, strategies, tactics, and responsibilities to communicate the safety and importance of AVIP to internal audiences, including military members, their families, and local military communities.
     d.  This plan also includes an implementation timeline for deliberately planned anthrax communication initiatives.  Emergent planning for this program will be ongoing and as needed so this plan will remain a “living document."
2.  SCOPE.  This plan applies to all AFMC installations and personnel.
3.  BACKGROUND.

     a.  In December 1997, SECDEF announced plans for the systematic vaccination of all US military personnel against the biological warfare agent anthrax.  Since the end of the Cold War, deployed US forces have been subjected to an increased threat from weapons of mass destruction.  More than a dozen countries have or are aggressively pursuing biological warfare (BW) capability.  Cheap, weaponizable, and highly lethal, anthrax tops the BW agent threat list.  Inhalation anthrax is 99 percent fatal in unprotected humans.

     b.  The anthrax threat can be countered with a safe and effective vaccine.  Initially, the anthrax vaccine is being administered to military personnel assigned or deployed to Southwest Asia (SWA) and Northeast Asia (Korea).  Within the next several years it will be given to the Total Force.  Anthrax vaccine is FDA-licensed and has been used in the US since 1970 by workers with occupational exposures.  It has an excellent safety record with fewer adverse reactions than other vaccinations such as influenza (flu) and typhoid.  The anthrax vaccine series requires six primary shots (given over 18 months) and annual boosters thereafter.

     c.  The AVIP will be implemented in three phases.  Currently in Phase I, the DoD is vaccinating forward deployers to SWA or Korea.  Depending upon availability of vaccine supplies, Phase II is expected to start in CY01, and will see the vaccination of all personnel on mobility.  The final phase, Phase III, is slated for 2003, and will vaccinate the remainder of the force.

     d.  For a variety of reasons, many airmen feel the vaccine is unsafe and untested.  The anti-anthrax groups are vocal and exploit the Internet, a primary source of information for AF personnel and their families.  Misinformation (i.e., unwitting) is prevalent and disinformation (i.e., intentional) efforts--aimed at the total force--are very active.  The Persian Gulf Illness debate fuels the distrust and apprehension.

     e.  AFMC anthrax vaccination refusals--while low in numbers--have the potential to be highly visible.  In Phase II, increased numbers of individuals will be vaccinated in an increasingly low trust/high threat environment.  Experience shows this combination could dramatically swell the numbers of refusals and cause a “snowball” effect among airmen. 

     f. The nature of an expeditionary force requires Air Force people to be prepared at all times for any potential threat in any location.  The AVIP is a line-led, commander-owned, and multidisciplinary force protection program.  While SG is medical information OPR, many issues crossover into personal beliefs and perceptions, as well as trust, legal, access to information, and compliance issues.  AFMC commanders must ensure their people are protected to the maximum extent possible.  Commanders need to help their people understand the gravity of the anthrax threat and the importance of this immunization as the effective countermeasure.  For airmen who are hesitant, counseling and education are key.

4.  REFERENCES.

     a.  Air Force Anthrax Implementation Plan (U), Annex D, 1 Mar 98.

     b.  CSAF message DTG 062000Z MAR 00, Anthrax Vaccine Immunization Program

     c.  Department of Defense Directive, DODD 6205.3, DOD Immunization Program for Biological Warfare Defense, 26 Nov 93.

     d.  Air Force Joint Instruction 48-110, Army Regulation 40-562, BUMEDINST 6230.15, and CG COMDTINST M6230.4E, Immunizations and Chemoprophylaxis, 1 Nov 95.

     e.  Package Insert, Anthrax Vaccine Adsorbed, Michigan Department of Public Health.

5.  PLANNING ASSUMPTIONS.

     a.  The AVIP is a commander-owned force protection program.  AVIP communication is a leadership issue, and senior leaders will support the initiatives and ensure effective communication required by this AVIP Communications Plan.

     b.  Airmen are concerned about vaccine safety and efficacy.  Low trust (i.e., in the military or government) and high threat (i.e., this is an emotional issue for many) are key factors.
     c.  Education and awareness are vital to successful AVIP (Phase II) implementation.

     d.  Information warfare is being used.  Misinformation and disinformation pose significant challenges to effective fact-based communication.  All spokespersons must be skilled, knowledgeable and polished; risk communication skills are paramount.

     e.  Senior leaders (officer and enlisted) at all levels will champion the AVIP, endorsing it as a vital force protection program.  In doing so, they will fully support the DoD policy of taking and completing the immunization series--leading by example.  Buy-in from this group is critical to the credibility of the program.

     f.  Public affairs, medical, and legal communities will provide the primary support to commanders in implementing this plan; however, chaplains, and other community support agencies will also provide additional support.

6.  TARGET AUDIENCES (REACH).

     a.  The policies, procedures and guidance in this plan primarily target:

          (1)  AFMC commanders, to the squadron level;

          (2)  AFMC command chief master sergeants and first sergeants; and

          (3)  their subordinate AFMC airmen and

          (4)  Emergency essential (EE) civilians.

(NOTE:  Family members, other civilian workers and remaining members of the AFMC community are extremely important audiences, but are not the primary focus of this member-oriented training initiative).

7.  GOALS AND OBJECTIVES.

     a.  Outline a cogent force-wide education strategy that:

          (1)  Satisfies the DoD- and CSAF-directed program elements, which state all AFMC airmen must:

          (a)  view the DoD anthrax education videotape;

          (b)  receive the DoD "Protecting the Individual" briefing;

          (c)  have an interactive opportunity (if requested) with an anthrax subject matter expert;

          (d)  receive the DoD AVIP information cards (wallet-size); and

          (e)  receive the DoD AVIP quad-fold brochure.

          (2)  Ensures local commanders and enlisted leaders (i.e., command chiefs, first sergeants) have the policy, guidance, and tools to effect strong AVIP education programs, and that they know and understand:

          (a)  The importance of the AVIP, and their roles and responsibilities as champions for the

program.

          (b)  The major issues of concern to their people regarding this program, and are armed with adequate knowledge and tools to serve as front-line risk communicators (i.e., rumor control, linking their people with subject matter experts, etc).

          (c)  The resources available to them (and their people) to support effective education 

programs.

          (3)  Ensures each member knows and understands the importance of the AVIP.

          (4)  Ensures standardization of AVIP messages/information and education methods.

          (5)  Meets the completion deadline established by CSAF

     b.  Build understanding and support for the AVIP throughout AFMC.  AVIP success or failure is a direct result of local commander involvement and implementation of a strong education program prior to immunization. 

     c.  Create an atmosphere of trust and open communication to alleviate misgivings.

8.  STRATEGIES AND TACTICS. 
     a.  Strategy 1.  Conduct a three-tiered, phased campaign that ensures appropriate levels of

education for:  (1)  a team of installation-level subject matter experts; (2)  all AFMC commanders, command chiefs and first sergeants; and (3)  all AFMC airmen and emergency-essential civilians.

     - Tactics.  Discussions and open lines of communication by HQ AFMC functionals to their

respective installation communities to achieve subject matter expertise.
     b.  Strategy 2.  Proactively educate senior leaders (officer and enlisted) at HQ and installation

levels on the AVIP and their roles.

     - Tactics.  Materials and briefs by HQ AFMC and installation functionals to their respective

command staffs to achieve “program champion” and “first-line risk communicator” expertise

     c.  Strategy 3.  Proactively educate our AFMC people on the safety, efficacy and need for

AVIP through an aggressive internal information campaign via line commanders.  The CSAF has directed the entire force must be briefed by 1 Nov 00.

     - Tactics.  Line commanders utilize the DoD produced video at commander's calls and other

organizational meetings.  Medical, legal, intel, and public affairs will be available to support commander's efforts.

     - Tactics.  Market the list of anthrax-related web sites at Annex 4 (e.g., in briefings).

     - Tactics.  Partner with the DoD AVIP Executive Agency and Air Staff to the greatest extent possible.  Utilize DoD AVIP communications products to the greatest extent possible.  Share information and marketing tools.

     d.  Strategy 4.  When proactive initiatives fall short, execute preemptive measures to minimize impact on personnel and mission capability.
     - Tactics.  If local efforts fall short, deploy a HQ AFMC Risk Communication Team (RCT) to defuse “pockets of concern” within AFMC as required.  Requests for assistance from the RCT should be made by wing commanders to HQ AFMC/SG.
     - Tactics.  Educate and counsel declared refusers one-on-one regarding the anthrax threat, the vaccine’s safety and efficacy, and the consequences of continued refusal. This can be provided by local experts or requests made to HQ AFMC/SG to coordinate support needed.
     e.  Strategy 5.  At each installation, educate, train, and mobilize a Risk Communication Team

(RCT) that: 

          (1)  conducts requested AVIP education for commanders, command chiefs, and first sergeants at installations and all supported units;

          (2)  assists commanders in providing unit-level AVIP education programs; and

          (3)  provides subject matter expertise and consultation to commanders and their people.

     - Tactics.  The installation commander establishes a local RCT designated--in writing--subject matter experts from SG, PA, JA and IN communities.  All members assigned to the installation RCT should have at least 12 months remaining time on station.

     - Tactics.  The HQ AFMC RCT provides “train-the-trainer” AVIP training materials for each installation RCT to ensure standardization of messages and methods, and enhance team/team member effectiveness. 

f.  Strategy 6.  Each installation RCT provides AVIP education as needed to all local and supported commanders (to squadron level), command chiefs and first sergeants.

     - Tactics.  Installation RCTs will use a standardized lesson plan and education tools provided by HQ AF.  General curriculum outline is provided at Annex 5, methodology is left to local discretion.

     - Tactics.  Commanders, command chiefs or first sergeants who may be PCSing or retiring in the next six months should designate the next ranking individual that will remain with the organization to also receive the training.

h.  Strategy 7.  Squadron commanders (or equivalent) schedule, provide, document, and track AVIP education for their people.  This education includes viewing the DoD AVIP educational videotape, receiving the "Protecting the Individual Briefing," quad-fold brochure, and wallet-size information card, in addition to having an interactive opportunity with an AVIP subject matter expert if requested.

     - Tactics.  Commanders ensure each military member and emergency-essential civilian views the educational videotape NLT 1 Nov 00.  Methodology for how the video-based training is accomplished (e.g., Commander's Call or special session) is left to local discretion.

     - Viewing the videotape is mandatory for all AFMC members.  AFMC commanders must track compliance locally to ensure all members receive the videotape training. Reporting requirements to higher headquarters have not been established but may be required at a later date to report to HQ AFMC RCT.

9.  KEY EXECUTION PHASES.

     a.  Phase I:  Preparation (Estimated Start Date:  Jul 00)
          (1)  HQ AFMC and Installations.  Educate appropriate staff (SG, PA, JA, IN) expected to be subject matter experts and deal with the general public. 

          (2)  HQ AFMC and Installations.  Educate senior leaders, officer and enlisted as needed. (ECD:  31 Aug 00).

          (3)  HQ AFMC/PA.  Prepare AFMC News Service series of articles on the safety and need for AVIP. (ECD:  ongoing).

          (4)  HQ AFMC.  Designate and prepare a HQ AFMC AVIP Risk Communication Team (RCT) to respond to “pockets of concern” within AFMC as needed.  Includes medical, legal, intelligence, and public affairs experts. 

     b.  Phase II:  Action (Estimated Start Date:  Jul 00)
(1)  HQ AFMC/SG.  Disseminate the DoD briefing "Protecting the Individual" and DoD Anthrax video in clamshell binder set to all wing/base commanders.  Ensure installation RCTs have tools and information needed to begin installation level training. (ECD:  Jul 00)

          (2)  Installation RCTs.  Ensure commanders, command chief, and first sergeants have

materials and information needed to begin training their airmen. (ECD: 31 Jul 00)

          (3)  Installation Commanders.  Train all airmen and EE civilian personnel.  

(ESD: 1 Aug 00; ECD 1 Nov 00) 

          (4)  HQ AFMC/PA.  Issue no less than one AFMC News Service article per quarter.

(ECD:  ongoing).

     c.  Phase III:  Evaluate (Start Date:  1 Oct 00)

          (1)  HQ AFMC/JA tracks and reports to  HQ AFMC Command-wide anthrax vaccine refusals on a quarterly basis.  One of the most effective ways to measure the success of this plan is to measure the number of airmen refusing to receive the immunization.  (ECD:  ongoing).

          (2)  Installation commanders will be required to track compliance.  (ECD:  ongoing).

          (3)  HQ AFMC/PA and Installation PA evaluate the type and content of news coverage on a monthly basis.  (ECD:  ongoing).

10.  RESPONSIBILITIES.

     a.  HQ AFMC/CC.  Provides leadership, emphasis, and resources for the AFMC AVIP, including direction and oversight for implementation of this communications plan.  Establishes and resources a deployable AFMC Anthrax RCT, and authorizes its mobilization.

     b.  HQ AFMC/PA.  Oversees development and implementation of the communications activities outlined in this plan.  Educates and mobilizes installation public affairs offices in support of this plan.  Evaluates type and content of news coverage.  Provides a qualified public affairs expert to the deployable AFMC Anthrax RCT.
     c.  HQ AFMC/SG.  Provides medical subject matter expertise as required (regarding the agent, disease, vaccine, vaccination process; education of recipients at vaccination and refusers on relevant health issues, etc).  Educates and mobilizes installation medical units in support of this plan.  Provides a qualified medical expert to the deployable AFMC Anthrax RCT.  Disseminates this plan upon execution.

     d.  HQ AFMC/JA.  Provides legal subject matter expertise as required (e.g., regarding policies and procedures for handling refusal cases, educating refusers on the consequences of continued refusal, etc).  [NOTE:  Cases will be reported only upon a member refusing to have the vaccine after receiving an order from his/her commander].  Educates and mobilizes installation legal offices in support of this plan.  Tracks and reports quarterly to HQ AFMC/CC Command-wide anthrax refusal cases.  Provides a qualified legal expert to the deployable AFMC Anthrax RCT.

   e.  HQ AFMC/IN.  Provides intelligence subject matter expertise as required (e.g., regarding biological threats and potential country capabilities).  Educates and mobilizes installation intelligence offices in support of this plan.  Provides a qualified legal expert to the deployable AFMC Anthrax RCT.

   f.  Deployable AFMC Anthrax RCT.  Established and chartered by HQ AFMC/CC, this team is comprised of (not less than) a medical, legal, intel, and public affairs spokesperson.  Each member must be well versed in the overall AVIP and highly regarded in their field of expertise.  The team’s primary mission is to respond to, and defuse, “pockets of concern” within AFMC, should they arise.  Installation commanders request the team, through HQ AFMC RCT; HQ AFMC/CC is mobilization authority.

    g.  AFMC Installation Commanders.  Direct and oversee the implementation of all phases of this plan at the local level (see Annex 2,3.a), and track installation anthrax vaccination training compliance rates.
     h.  AFMC Installation Squadron Commanders.  Serves as primary spokesperson for the AVIP to their squadrons.  They can enlist the support and assistance of the installation SMEs for their briefings.  Tracks and reports monthly squadron anthrax vaccination training compliance rates to their installation commander.
11.  COORDINATING INSTRUCTIONS.

     a.  Requests for additional resources will be routed through command channels.

     b.  Plan will be executed upon order.

LESTER L. LYLES

General, USAF

Commander
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ANNEX 1

AFMC PUBLIC AFFAIRS CONCEPT OF OPERATIONS IN SUPPORT OF AVIP

1.
AFMC/PA will:

     a.  Monitor and evaluate internal and external coverage.

     b.  Provide media advisories, releases, photo/cut lines to key media.

     c.  Coordinate and conduct news interviews with appropriate AFMC spokesperson.

     d.  In conjunction with subject matter experts, develop AVIP press kits with background information on AVIP and how it affects AFMC units and personnel.

2.
AFMC/PA will:
     a.  Develop news stories that “educate” and inform the internal audience through AFMC and base newspapers.

     b.  Coordinate with Wing/NAF Public Affairs Offices to localize internal coverage as the AVIP program approaches Phase II.

ANNEX 2

AFMC INSTALLATION-LEVEL ACTIVITIES IN SUPPORT OF AVIP

1.  GENERAL.  Installation commanders are the primary spokespersons for the program and will support the AVIP and the policy and procedures outlined in this AFMC AVIP Communications Plan.  Local public affairs, medical and, legal communities will provide the primary support to installation commanders in implementing this plan.  HQ AFMC functionals will provide necessary support to their respective installation-level constituents.  [NOTE:  This annex advances minimum requirements; installations are encouraged to supplement locally as deemed necessary and appropriate.  Implementation timelines may require adjustment to meet local needs].
2.  LOCAL EXECUTION.  Installation commanders will ensure the following are executed prior to, and in preparation for, Phase II AVIP implementation.  These are intended to serve as minimum requirements only.  [NOTE:  Due to temporary limitations on the vaccine supply, DoD has not determined a firm Phase II start-date as of this publication’s release.  The number of individuals to be immunized, as well as the timeline for local implementation, will vary to some degree depending upon the mission and vaccine availability.  However, all active duty members must receive training by 1 Nov 00, local tracking of completion is required.].

     a.  Phase I:  Preparation (Estimated Start Date:   Jul 00)
          (1)  Upon receipt of this AFMC AVIP Communications Plan, develop a local communications action plan; paragraph 4 provides helpful hints for implementing the AVIP locally, to include communications.  Remember to include support to geographically separated units (GSUs).

          (2)  Educate appropriate staff (SG, PA, IN, JA,) expected to be subject matter experts.

          (3)  Educate commanders, command chiefs, first sergeants, and supervisors regarding the AVIP and their roles as “program champions” and “front-line risk communicators."  Utilize the “DoD Leader’s Briefing:  Force Health Protection Against Anthrax” and DoD video.

          (4)  Prepare information packages and products for use in Commander’s Calls, Anthrax Fairs, and other forums as appropriate.

          (5)  Prepare articles on the safety and need for AVIP in local media as appropriate.

          (6)  Prepare appropriate line commander, public affairs, medical, intelligence, and legal spokespersons to interact with the base public.  This should include AVIP education and receipt of the anthrax vaccine series.  NOTE:  AFMC authorizes initiation of the series for installation leaders (lead-by-example) and AVIP spokespersons (for credibility) when vaccine availability permits.

     b.  Phase II:  Action (Estimated Start Date:   Jul 00)

          (1)  Conduct AVIP education and training at Commander’s Calls or other opportunities.  All active duty personnel must receive training NLT 1 Nov 00.

          (2)  As in Phase I, disseminate and make readily available hard copy anthrax information tools (i.e., DoD quad-fold brochure or locally produced product), and ensure vaccine recipients are educated (i.e., about vaccine safety and efficacy, adverse reactions, and their reporting and the next dose due date) at the time the vaccine is administered.

          (3)  Using local discretion, utilize the DoD anthrax videotape, ensuring widest viewing opportunity locally.  [NOTE:  HQ AFMC/SG will provide each AFMC installation at least one copy of the tape NLT 15 Jul 00].

          (4)  Run anthrax information articles in local media as appropriate (e.g., newspapers, periodicals, bulletins, web pages).

          (5)  Offer individual education and counseling by functional experts as needed.

          (6)  Educate and counsel vaccine refusers IAW guidelines outlined in this plan.

     c.  Phase III:  Evaluate (Start Date:  1 Aug 00)

          (1)  Installation commanders track compliance with their training program and may be asked to report to HQ AFMC/RCT at a later date. (ECD:  ongoing).

          (2)  HQ AFMC/PA and Installation PA evaluate the type and content of news coverage on a monthly basis.  (ECD:  ongoing).

          (3)  Installation JA tracks and reports refusals to the local command staff and HQ AFMC/JA, IAW guidance provided by HQ AFMC/JA.  

[NOTE:  Cases will be reported only upon a member refusing to have the vaccine after receiving an order from their commander.  

          (4)  Installation SG tracks and reports vaccination compliance rates to the local command staff, by locally-determined methods.  

[NOTE:  HQ AFMC/SG has visibility of Command-wide compliance rates through the “MITS-DEERS” tracking system.  

3.  RESPONSIBILITIES.

     a.  Installation Commander.  Appoints, in writing, subject matter experts from SG, JA, and PA as a minimum to the local installation RCT.  Provides leadership, emphasis, and resources for the installation AVIP, including direction and oversight for local implementation of this communications plan.  Through the appropriate local forum, receives metric data relevant to this plan, and takes appropriate actions.  When needed, request assistance from the HQ AFMC RCT via HQAFMC/SG.

     b.  Installation Squadron Commanders.  Serves as the primary spokesperson and will ensure their squadron understands and supports the AVIP.  Schedule, provide, document and track AVIP training for their personnel IAQ with this plan.

     c.  Installation PA.  Oversees implementation of the communications activities outlined in this plan.
     d.  Installation SG.  Provides medical subject matter expertise as required (e.g., regarding the agent, disease, vaccine and vaccination process, vaccine compliance rates, educating recipients at vaccination, educating refusers on the relevant medical and health issues).

     e.  Installation JA.  Provides legal subject matter expertise as required (e.g., regarding policies and procedures for handling refusal cases, educating refusers on the consequences of continued refusal).  Tracks and reports refusal cases (see para 2c(1), of this Annex).

     f.  Installation IN.  Provides local intelligence support to this plan as appropriate.

     g.  Installation DP.  Provides local family matters services support to this plan as appropriate.

4.  HELPFUL HINTS FOR DEVELOPING LOCAL AVIP ACTION PLANS.  Each AFMC installation must develop a local action plan for communicating AVIP information.  Answering the questions below will facilitate effective communications by considering overall AVIP implementation at your installation.  Key personnel such as commanders, command chiefs, and first sergeants must play a significant role in deciding how the program will be implemented at their installation.  These personnel should be first in line to receive their anthrax vaccine series.

     a.  Who are the organizational leaders responsible for implementation?  How, when, where and by whom will they be educated about the AVIP?

     b.  Who should start the series in terms of leadership-by-example?

     c.  Who (i.e., personnel, units) is going to be immunized and when?

     d.  At what locations are vaccines going to be administered?  When?

     e.  How will geographically separated units (GSUs) be supported under the installation AVIP?

     f.  Who is responsible for getting individuals in for their vaccinations and boosters?

     g.  How is vaccination to be recorded?  Where?  When?

     h.  How will compliance with the vaccination schedule be monitored at the local level?

     i.  How will military members be informed about the AVIP?

     j.  How will family members be informed about the AVIP?

     k.  How will the rest of the base and public communities be informed about the AVIP?

     l.  At the time of immunization, how will individuals be educated and by whom?

     m.  How will questions about the program be handled at the organizational level?

     n.  How will medical questions be addressed and by whom?

     o.  How will legal questions be addressed and by whom?

     p.  How will questions/issues of trust be handled and by whom?

     q.  How, when, where and by whom will medical, legal and public affairs spokespersons be AVIP educated and risk communication trained?

     r.  How will vaccine availability be assured?

     s.  What is the process for handling individuals who state they will refuse the vaccine?

     t.  How will individuals who refuse the vaccine be educated and by whom?

     u.  How will individuals who have a reaction to the vaccine be followed up?  Where?  In the case of Reserve Component members?

     v.  How will adverse reactions to the vaccine be recorded and reported?

     w.  What is the plan if you have adverse publicity or major problems during program implementation?

     x.  How will implementation be monitored and what are the measures of success?

     y.  Where do you go for additional information?

ANNEX 3

ANTHRAX-RELATED WEB SITES

These sites should be marketed as additional sources of anthrax information.

· Centers for Disease Control

www.cdc.gov

· Food and Drug Administration

www.fda.gov

· Johns Hopkins University

www.hopkins-biodefense.org/

· Mayo Clinic

www.mayo.edu/

· National Institutes of Health (“Understanding Vaccines”)

www.nih.gov

· American Medical Association

www.ama-assn.org/

· World Health Organization

www.who.org/

· Department of Defense

www.defenselink.mil/specials/Anthrax/ and www.anthrax.osd.mil/

· Air Force

www.af.mil/current/anthrax/

· Air Force Surgeon General’s “Anthrax Tool Kit”

sg-www.satx.disa.mil/moasgop/restricted/ccaindex.cfm

· Center for Health Promotion and Preventive Medicine (CHPPM) Risk Communication Page
chppm-www.apgea.army.mil/hrarcp/pages/riskcomm.html

· AFMC Home Page (“Commander’s Toolbox”)

www.AFMC.af.mil or https://wwwmil.AFMC.af.mil/index.html or sg.AFMC.af.mil/ or

http://sg.AFMC.af.mil/SGOrg/SGP/teamaerospace/Anthrax-Web/

ANNEX 4

QUESTIONS AND ANSWERS

Q1.  Why are service members getting this vaccine?

A1.  Anthrax is a known lethal weapon in the arsenal of at least 10 countries, many of which are hostile to the United States.  Anthrax is an inexpensive weapon that could be used against deployed personnel.  Vaccination before exposure is a critical part of the protection against this weapon.

Q2.  What is anthrax?

A2.  Anthrax is an infectious disease that normally afflicts animals, especially cattle and sheep. Anthrax spores can be produced in a dry form that may be easily turned into an aerosol weapon.  When inhaled by unprotected humans, inhalation anthrax will cause respiratory failure and death as soon as a week following exposure.

Q3.  Is the vaccine all that is needed to protect against inhalation anthrax?

A3.  Being fully vaccinated greatly increases the chances of surviving an exposure to anthrax. Chances are further improved by other measures, especially the proper use of the protective masks.

Q4.  Is this an experimental vaccine?

A4.  No, the anthrax vaccine has been approved by the FDA since 1970.  Michigan Biologic Products Institute (now the Bioport Corporation) licensed the vaccine (No. 99) and is the only manufacturer.

Q5.  Is this vaccine safe?

A5.  Yes.  This vaccine has been safely administered in the US to those in at-risk occupations, such as veterinarians, laboratory workers, and livestock handlers since 1970.  No reports of serious adverse effects have been reported in almost three decades of use.

Q6.  Is there anyone who should not receive the vaccine?

A6.  The anthrax vaccine should be administered only to healthy men and women from 18 to 65 years of age because investigations to date have been conducted exclusively in that population.

Q7.  What about pregnancy?

A7.  Anthrax vaccine, like other vaccines in the US, is classified as "Pregnancy Category C," which means animal reproduction studies have not been conducted with anthrax vaccine. Therefore, prudent medical practice dictates that all vaccinations, including anthrax, should be routinely deferred during pregnancy unless clearly needed.

Q8.  What other medical conditions could affect the use of this vaccine?

A8.  If a person has an active infection/illness or is taking some prescription medications, a decision to give the vaccine will be made on a case by case basis.

Q9.  The anthrax vaccine was administered to personnel deployed in the Gulf War. Has the anthrax vaccine been linked to illnesses among Gulf War veterans?

A9.  No. Several national scientific groups, including the National Academy of Sciences, have addressed this issue and have found no evidence to link the anthrax vaccine with illnesses among Gulf War veterans.

Q10.  Does the vaccine cause sterility?

A10.  No.  The vaccination has been routinely used for almost 30 years and has not been associated with sterility.  Although scientists cannot conduct experiments with lethal agents on the human reproductive system (for ethical reasons), after three decades there is ample evidence that it does not cause any harm or sterility.

Q11.  What are the side effects?

A11.  As with other vaccinations, pain may occur at the site of injection.  Temporary side effects (redness, swelling or a small nodule at the injection site; general malaise) may occur. 

Q12.  Is there any proof the vaccine is effective against inhaled anthrax?

A12.  Several studies performed at the U.S. Army Medical Research Institute of Infectious Diseases (USAMRIID) demonstrated the excellent efficacy of the vaccine in monkeys, whose response would most closely resemble a human anthrax infection response. 

Q13.  Could some nation manipulate anthrax to defeat our vaccine?

A13.  We believe it would be difficult to develop and weaponize a form of anthrax to defeat our vaccine.  The vaccine is effective against naturally occurring strains of anthrax and protection is based on a protein found in all known strains of the organism.  It would be a formidable task to alter this protein, which is central to the mechanism of the disease, and still retain the effectiveness of the organism as a weapon.

Q14.  Will military members be asked to sign a consent form before being given the vaccine?

A14.  The vaccine is fully licensed by the FDA and does not require signed consent. 

Q15.  Is the anthrax vaccination program a result of lessons we learned from the 1991 Gulf War?

A15.  The current world threat environment and the unpredictable nature of terrorism make it prudent to include biological warfare defense in all of our force protection planning.  The greatest biological threat agent is anthrax, as validated by the Chairman of the Joint Chiefs of Staff.

Q16.  In overseas areas where military family members are present, will family members be vaccinated also?

A16.  Military family members will generally not be vaccinated.  If the threat warrants, the first option is to withdraw them from the area.

Q17.  Will service members have a choice in receiving the anthrax vaccine?

A17.  No.  This series of immunizations will be treated the same as other required vaccinations. All service members will be required to take the vaccinations, unless medically deferred.

Q18.  Is anthrax vaccine available to the civilian population? 

A18.  Small quantities are made available as needed to civilians who are exposed to anthrax hazards in their work environment such as veterinarians, laboratory workers, researchers, and others. 

Q19.  How real is the threat?

A19.  The current world threat environment and the unpredictable nature of terrorism make it prudent to include biological warfare defense as part of our force protection planning.  The fact is that our potential adversaries have not been forthright in adhering to the 1972 Biological and Toxic Weapons Convention.  Since endorsement of the treaty by the international community, the number of countries developing offensive biological warfare capability has doubled.  We discovered during the Gulf war that Saddam Hussein maintained an anthrax arsenal sufficient to kill every man, woman and child on the face of the earth. By 1992, we learned the former Soviet Union maintained capability that dwarfed Iraq’s by comparison.  Many terrorist groups are vocal about their contemplated use of germ warfare.  The anthrax vaccination immunization program is the most effective method of countering the threat. 

Q20.  What happens to those who refuse the shots?

A20.  Refusals are dealt with on a case-by-case basis, to allow commanders the flexibility to deal with each individual’s specific concerns.  Commanders have the full range of disciplinary options available to them just as they do for anyone who disobeys a lawful order.  This ranges from personnel actions to punitive actions.  It includes administrative actions such as oral and/or written counseling and reprimands, administrative discharges, Articles 15, and court-martial.

Q21.  Does this policy apply to members of the Guard and Reserve as well?

A21.  A program to vaccinate all Guard and Reserve members has been developed in accordance with the Air Force Anthrax Vaccination Immunization Program, and immunization has taken place for some time. AFRC and ANG commanders are responsible for anthrax immunization implementation.  Those personnel first to receive the vaccinations were those entering high-risk theaters, regardless of length of stay.

Q22.  What is squalene and is it added to the anthrax vaccine?

A22.  Squalene is a natural, non-toxic substance found in plants, animals and humans.  It is manufactured in the livers of humans and is a precursor to cholesterol.  It is also found in foods like olive oil and eggs, in cosmetics and in over-the-counter medications.  Media reports of squalene being added to the anthrax vaccine are false.  There is not--and never has been--squalene in the anthrax immunization.

ANNEX 5

Core Curriculum

for

Training Commanders, Command Chiefs and First Sergeants

1.  Course Description:  The course is to make available and provides education and training for commanders, command chief master sergeants, and first sergeants assigned to or supported by the installation.  Completion of this course will provide the leader-student with the requisite knowledge and skills to effectively administer basic AVIP training to subordinate airmen and emergency-essential civilians and serve as "front-line" risk communicators, rumor controllers, and stewards of the AVIP.  The course will be available to all command chiefs and first sergeants on a given installation, and all commanders to squadron level (i.e., wing/installation, group, squadron), or their equivalents.  Leader-students should have at least 6 months remaining time on station.  The installation RCT conducts this course as needed. 

2.  General Curriculum:
a.  Anthrax Threat 

b.  Anthrax Organism, Disease

c.  Anthrax Vaccine Safety and Efficacy

d.  AVIP Implementation

e.  Role of Psychosocial Factors

f.  Information Warfare

g.  Review of the Most Contentious Issues

h.  Methods for Effectively Training Subordinates

i.  Role of Leadership/Stewardship

j.  Interactive Discussion (Q&A)
ANNEX 6

Procedures

for

Educating All Airmen and Emergency-Essential Civilians

1.  Description:  Commanders are responsible for scheduling, providing, documenting and tracking AVIP education for their people.  Completion of this training will provide the student with general knowledge and understanding of the anthrax threat, the importance of anthrax vaccination to their health and safety, the safety and efficacy of the anthrax vaccine and the implementation of the AVIP.  Unless previously received, each AFMC airman and emergency-essential civilian will complete all AVIP education parameters, including:*

     a.  Viewing the DoD AVIP Educational Videotape

     b.  Receiving the "Protecting the Individual Briefing" and have an opportunity for their individual questions and concerns to be addressed by an AVIP subject matter expert

     c.  Receiving the DoD AVIP wallet-size information card

     d.  Receiving the DoD AVIP quad-fold information brochure

*Only this DoD-specific training fulfills the CSAF AVIP training requirement.  Individuals/units having received other AVIP-related training are not exempted from this training requirement.

2.  Videotape Education:  Upon receipt from DoD, HQ AFMC/SG will provide tapes to the installation RCTs.  The installations are authorized to make unlimited copies for distribution to subordinate units.  Commanders ensure their people view the videotape, in whatever manner they see fit.  The installation RCT subject matter experts assist commanders upon request.

3.  Wallet-size Information Cards and Quad-fold Brochures:  Upon receipt from DoD, 

HQ AFMC/SG will provide these items to the installation RCTs, who will then distribute them to the unit commanders for distribution to their people.  Methodology is left to local discretion.
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