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MEDICAL SUPPORT 7

c.2: UN operacticons are complicated py a number of peculiar
hNaracteristics as described also in chapter 1, which impactc
o 21y upgcn the provisicn of medical support.

7.0.32 Medical suppecrt plans must be purpose-builtc for =ach
cperaticn, meset cha2 demands c¢f gecgraphic, individual national
needs, different nationali medical standards, anguage and
ccmmunication difficulcies. Plans must be capable of speedy initial
reacticn and flexible encugh to manage rapidly changing operational
demands

0.03 UN medical suppcort planning and management of operational
medical support must be acceptable te HQ UN and to participating
cions as well.

7.0.04 Aim. The aim of this chapter is to provide:

a. Basis for the production of UN medical operational
doctrine, training, organizations and eguipment.

b. Planning tool for future operaticns.

¢. Management tool for the audit od medical support of
current operations.

d. Basis for future UN operational medical suppert
developmentc.

7.0.08 Scope. The chapter will examine 6 areas:
a. Section 1 - Medical Support Precepts and Principles.
b. Section 2 - Medical Support Concept.
c. Section 3 - Medical Support Planning Process.
d. Section 4 - Medical support Policies and Procedures.
e. Section § - Terms and Definitions.
f. Section 6 - Catalogue of Medical items for PKO.
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7.1 A D o) T

7.1.0% Whilst tZhe general logistic suppor: precepts apply egually

- v
&

ro medical suppcr:z, medical stafis face unique problems affec:zin

t

the health of UN perscnnel deployed on crerations. The cvera>l
objective of medical support 1s the conservation of mancgower,
preservation of life and the limitation of residual physical and
mental disabilities. Operational medical support therefcora .
reguires clearly defined and distinctive guidance.
7.1.02 Aim. The aim of this Section is, to lay down operaticnal
medical precepts and principles which will underpin all UN medical
support planning.

. 7.1.03 UN Medical Precepts. UN medical support will comply wizih
the following precepts:

a. Intexnatiopnal Copnventions for the Treatment of che
Sick and wounded, Medical support for UN operations

o will comply with rules laid down under the Geneva
Conventions. In circumstances where the provisicns
of the Conventions are not directly applicable, the
standards set out therein will be the minimum

N acceptable level of treatment.

b. Entitlement to Medical Care, All persons, entitled
under the terms of the Geneva Conventions, shall,
without discrimination, receive medical treatment cn

° the basis of their c¢linical needs and the
availability of medical resources.

c. Standards of Medical Support, Operational medical
support to UN forces must meet standards that are

Py acceptable to all participating nations. The aim
must be to provide a standard of medical care as
close as possible to prevailing peacetime medical
criteria.

'y d. Maintenance of Health and the Preveption of

Disease Medical support plans must include detailed
measures for the prevention and contrecl of disease
and non-battle injury to deployed UN forces.
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Escablishmany of Medjcal Rigk, Medical rescurces
must watci the assessed risk to the deployed forces
from disease, non-battle and combat injury. The

estimaticn o©f risk and production of predicted
casualty rates is the responsibility of UN
creraticnal staffs.

Capapilicy c¢f Mediczl Support. The medical
capability deployed in support of UN forces must be
in balance witn the force strength and the exposure
to risk of disease, non-battle and combat injury.
Medical resources must be capable from the outset of
an operation, of meeting the demands of pradicted
casualty rates and be designed to expand
progressively as force strength and risk increase.

Medical resources and staff must be at the same
state of readiness and availability as the forces
they are to support. They must also have the
flexibility to meet the demands of evolving
operation scenarios.

Levels of Medical Care., The 4 fundamental levels of

medical care must be available to all UN forces,
organized on a progressive basis:

(1) First Aid.

(2) Resuscitation and stabilization of vital
functions.

(3) Life and Limb saving surgery, including post-
operative care.

{4) Definitive treatment and rehabilitation.

Provision of Life and Limb Saving Surgery., Modern

medical protocols are predicated on the need to
provide immediate advanced trauma life support, to
stabilize a patient prior to transportation and
to provide life and limb saving surgery as soon as
possible, normally no longer than 6 hours after
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7.1.04

itnury Thils Lmperativ’2 wl_. Z227=armine the zveral
stroctere cf Ln-Tnhnsater crparaticnaln medical sugTor:s
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3 17w of Cara, Patlents mcving thrcugh tche
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tavels of medical care must pbe given treatment wnich

is continuous, relevant and procgrassive. When a
number of casualtiss occcur simu
be managed using the standard crizeria for =riace,
in order of priority according tc the urge:cv-._
clinical need for treatmen:.
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The size and capability of medical treatment ass
at intermediate levels will re determined Dby =
operational environment, lengtn of evacuac

routes, type and availability of evacuation assets.

1. Means of Evacuation angd In-trapsit Care, The means

of evacuation must be compatible with the need to
sustain the patient during the Jjourney. In-transit
care must be available throughout evacuation.
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m. Fitness for Evacuation. Clinical condition will be
the key criterion in determining the timing and
means of evacuation.

UN Medical Support Principles

Nations retain ultimate accountability for the health of

their forces, but on the assumption of authority, the UN Force
Commander will share the responsibility for the health of assigned

forces.

To meet this requirement, the Force Commander needs

appropriate medical staff. They shall plan and execute the medical
support plan in accordance with the precepts laid down 1in the
preceding paragraphs and the following policies:

a. Medical Health Standards, 1In order to qualify for

UN resource medical treatment, evacuaticn and where
applicable, compensation for personal disability,
national contingents and individuals allocated or
contracted to UN operations must achieve the basic
standards of individual health and physical fitness
laid down by the UN medical policy staffs, prior to
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dep_oyment.

gontincangy Planpins, Planning for medical support

must pe part of ccntingency planning. Where and

wnen planning staff cells form, they must includ

accrorriate numbers of experienced medical staff =
- >

Q
(0]

uncdertake medical support vlanning. Medical
clanning staffs must be suppcrted by an creraticnal
medical infcrmation system.

roevisd £ T Contributing naticns bear
timate responsibkbility for ensuring the provisicn

medical support to forces and individuals
.located to UN Operations. This may be discharged
in a number of ways, including agreements with other
nations or the appropriate UN planning staffs and
force commanders.

0 ¢
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Statement ~of Requirement. Medical  support

requirements are to be determined by the appropriate
UN Force Commander in consultation with contributing
nations and UN medical planning staff. Medical
resources will be specified as those necessary to
prevent and control disease and to ccllect, evacuate
and treat casualties occurring at agreed daily
rates.

Levels of Support., Levels of medical support will

be provided appropriate to a particular operation.
Policy for national contributions, established by UN
medical planning staffs, will generally be:

National Responsibility,

[}

(1) Level 1
(2) Level 2 - UN,
{3} Lewvel 3 - UN

National.

(4) Level 4

Evacuation. Evacuation resources will be provided,
appropriate to a particular operation. Overall
evacuation policy, both intra-theater and inter-
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thearer, will be established by UN medizal

snalts Lln <concert wlTn Tne Cgeratilonal, lcglsTics
staffs and contributing natlcns

Na=ional ructyure Nat-crna. medical svstems ci
care and evacuatlcn shculd ke retained as much as
possible, however, medical rlanners mus: seesk =tcC
take advantage of eccnomies oI scale which may te
achieved from multinaticnal ccncersts such as Lead
Nation Responsibilities, Role Specializaticn and
Mutual Assistance.

Tregtmen Entot!l UN Perscnrel Frcm the cutset
of an operaticn, policy wmust be established
regarding the entitlement cf UN non-military scaffs

'h th

O
ty

and other authorized perscnnel in-theater and
all medical treatment other than emergency measures.

Medical Liaison, Medical planning staifs are to
ensure that methods are established to provide
regular and efficient liaison between naticnal
contingents and theater medical resources,
particularly the monitoring of in-patients at Levels
3 and 4, and for all intra-theater and inter-theater

evacuation.

Refinitive Treatment, Provision of definicive

treatment, so far as Level 4 treatment is regquested,
is a national responsibility and will generally be
undertaken outside the theater of operations.

Medical Material Rates and Standards, National

medical support contingents must deploy into theater
with a standard quantity of medical material, as
laid down by UN medical planners. This will be
based upon estimated consumption at UN predicted
casualty rates. Nations must use medical material
which meets internationally recognized gquality
assurance standards for the treatment of non-

National patients.

Resupply Policy. Policy and planning for the

resupply of medical material is a medical matter and

7
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1s 1nter-related directly with patient treatment.
Medical planning staff must aim to achieve as much
stancdarcdization as possible and establish
effective means of auditing usage and repayment.

an
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7.2 Medical Support Concept

7.2.0% - The comglex nature of UN coperaticns and che factors which
gcvern them, as outlined in the beginning of charer 1 are furcher
cemplicatad v financial and resource limitaticns and by reaczizn
time of a nignly complex UN decision cycla.

7.2.02 In crder tc overcome these limitaticns, there is 3 neegd
for a concept of medical operational suppcrz which can r2ac:
rapidly and with flexibility. This concert must not be considsrad

a template, Dput should act as a basis for planning and as a mears
of obtaining a coherent medical support structure, which can be
applied by all contriburing countries.

7.2.03 Mission Statement. The UN mission is to provide medical
support to a standard acceptable to all participating nations,
across the spectrum of UN deployment and in all phases of
operations.

7.2.04 Tasks. Analysis provides 3 specified tasks:
a. Maintenance of Health and the Prevention of Disease.
b. Treatment and Evacuation of Sick and Wounded.
c. Resupply of Medical Material.

7.2.05 Medical Planning Responsibilities. The task of planning,

executing and controlling operational medical support is ccmplex
and needs so much specific expertise, that it must lie properly
with a medically trained planning staff who must have an
established organization of sufficient, experienced manpower,
communications and Information Technology.

7.2.06 However, medical staffs do not operate in isolation and
there is a very clcse interface with the personnel, operational and
logistics staffs to provide the operational basis for, and to
resource and support medical plans. The extent of this interface
is shown in diagrammatic form at Figure 1, on the following page.
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Figure 1: Interface Between Medical and Staff Functions
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Medical Resources and Capabilities

7.2.07 The rescurces and capabilitiess required o meet the
demands of the medical tasks can be fully describagd as 7
functional elements simply demonstrated in diagrammatic form atc
Figure 2. An examination of these functions cffers a coheren:z and
comprehensive medical concept of operations which can be applied
to the range of UN potential operational scenarics.

MEDICAL
SUPPORT PARTHENON

L o B o I I <

PR Z2Z200LMXMMw
ZoHHAYYQOP LN

|
| _f
PREVENTIVE MEDICINE

Figure 2: "Parthenon" of Medical Support Functions.
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7.2.08 COMMAND, CONTROL, COMMUNICATIONS & INFORMATION (C3I) ’
: . , . ®
a. Requirement. A dedicated and structured medical C3I .
organization i1s the essential foundation of an
eiZficiasnt medical support concept. It begins tefore
the cperation 1is launched and will inter alia
crucially depend on: °
() Good reconnaissance informacion
(2) Accurate, timely medical information system.
K3 0 “ .
(3) Careful selection and briefing of a suitable
CMedC and national contingent SMedOs.
(4) Clearly established lines of acccuntability and
control. @
(5) Clearly understood ©policy directives and
orders, issued promptly.
(6) Liaison at every level including HNS and any @

Non Governmental Organization (NGO) in theater.

(7) Comprehensive and capable medical communication
and information management system, allowing
CMedO to pass and receive information rapidly; ®
both intra-theater, down to SMedOs and inter-
theater, to HQ UN and other HQs as appropriate.

(8) Prompt and accurate passage of medical
information at every level. _ ®

(9) Prompt and comprehensive after-action analysis
of operational medical data, to provide a basis
for future planning. ‘

b. Capability. The medical C3I organization must be
capable of planning, executing, controlling,
supporting and auditing the full range of medical
support functions. It must be capable of providing )
a seamless system of control of treatment, ¢

12
L

B e
7—47—47—47—#7—#f_47.47_4*-4*"_"*"*'4*-4*-4*'F4'44_44_44_44_4,_44_44_44,44,4



MEDICAL SUPPORT

x (Oma ok

-
evacuaticn and passage cf ILnfcgrmaticn €rom inoicial
roint cof injury cSr sicknmess tnrugnout evaluaticon
T0 definltive treatment. ICL mMUuSt also be capable
of passing prompt and accurate medical infcrmation
to operatilonal commanders and cn tc superior HCs.

c. Organization. Medical C3I must be so organized
that each level of operational command has a Senicr
Medical Officer, directly accountable to the
operatiocnal commander. SOPs must state functicnal
responsibilities, lines of accountability and the
methods used to achieve these, including the
passage of directives, orders and the return cf
information. For UN operations the following
levels of medical C3I will be estaclished where
appropriate:

{ 5 i
\ MEDICAL [ l MEDICAL
i DIRECTOR . ADVISOR :
| UN i J DPXOFALD i
i | : :
! ;
0 CHIEF MEDICAL OFFICER
' ,
1
— :
I |
$ModO ; SMed0 | $MedO
| |
[} 1
Figure 3

Resources.

The designated senior medical ocfficer

at each level must be supported by an appropriate
number of experienced and expert medical staff.

They in turn,
support for their task,

must have the full range of equipment
including transport,

communications and Information Technology.

13
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7.2.08% PREVENTIVE MEDICINE -
a. Responsibility. n the majority of UN operations,
the most likely risk to UN personnel will be from
disesase and non-battle injury. Therefore the
primary respensibility of medical support is the
maintenance of health and the prevention of disease. ®
Medical suppor:z plans must include provision £or
preventive mecdical measures and the means t©o
implement them effectively.
b. Capability. Preventive measures must be capable of: [

(1) Identifving the risks and threats to the health
of all UN personnel deployed in a specific
theater of operations, from terrain, climate,
endemic disease and special environmental and @
occupation hazards.

(2) Identifying necessary preventive and
controlling measures and advising commanders on _
their implementation; including the production ®
of theater policy on vaccination and
prophylaxis measures and the appropriate
training of all personnel.

(3) Auditing and in some cases training in and @
supervision of implemented measures. This will
include gathering of epidemiclogical and other
technical statistics and information.

(4) Advising commancders on the overall risks and ®
threats and the limitations they may place on
the operational plan; including estimating the
rates of disease and non-battle injury that may

result.
¢
c. Organization. Preventive health measures are an
essential element of planning. Implementation

begins with pre-deployment stags and «ontinuas
throughout, irrespective of overall changes in the
conduct of the operation. They involve every @
individual in the operational theater, who must be

14
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4ry perscna. protec:Iive measures and
a raingly. The crganization to under-ake
em must ther=2fore be 1n place frcm the cutser ard
sz extend f£rcm UN HQ down to the unitc and celcw.
ts shape an ] ; 1SS!
111 include, at leasc, incdivicdual advisors a- ever
level of cperational commanc.
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Resources. The single most essential reguirsmen: cf
preventive medicine 1s a source cf prompt, usabl

medical information, availaple to UN planning st
ar the outset of an operation. This infcrmacion
must be accuraze and its scurce sufificiently dynamic
to inform the user quickly of threat changes. Ozher
preventive mecdical rescurces will include provisicn
for vaccination against specified diseases,
prophylactic medical material and a spectrum ol

mission dependant, field support measures.

7.2.10 Treatment. To produce a concept of medical support that
implements them, 1t is necessary to apply the precepts and
principles of medical care to each of the 4 fundamental levels in a
progressive manner; from point of injury or sickness throughout
evacuation to definitive treatment and rehabilitation. The key is
to achieve a balance between medical capability at each level and
the ability to evacuate between them. Evacuation and treatment are
inextricably linked and should not be planned in isoclation. The
aim should be to ensure that medical treatment at every level is of
a standard acceptable to all national contingents and UN employees
and that over-resourcing or duplicating medical effort is avoided.

-

a. Level 1:

(1) Reoles. Level 1 medical support is that which
is integral to a unit. 1Its roles are the

provision of:

- Triage and immediate life saving measures
and first aid.

- Implementation of disease, non-battle
injury and combat stress preventive
measures.

15

b s e AT b B i A Ry S A 10D




MEDICAL SUPPCRT 7

- Casualty collection.

- Recutine sick calls and the management of
the minor sick and injured.

- ratlert Repcrting.

{2} 2z2sp ibhilizy The provision cf Level 1
Treatment resources is a national
responsibility and national contingents
should expect to deploy with their own
integral mecical support at this level. g

(3) Capapility, Medical capabilities and
standards at Level 1 will vary considerably,
depending upon mission and national
resources. The minimum acceptable standard
is every 1individual ¢to be capable of
undertaking basic First Aid. National
contingents must have a nominated, medically
trained individual to be the Seniocr Medical
Officer (SMedQO), responsible to the Force
Chief Medical Officer (CMedO) for the
implementation of Force medical policy. Each
national contingent must alsc have the
collective capability to:

- Undertake first aid on and prepare for
evacuation of the seriocusly injured and
sick.

- Diagnose, treat and hold the minor sick:
and injured, for a minimum time period as
laid down by the CMedO of those who can
quickly return to duty (RTD).

- Maintain a patient tracking and audit
system and report to CMedO.

(4) Resources, The size of Level 1 organizations
and the resource required, will be mission °
dependant but the minimum would be sufficient
equipment to enable individuals to undertake

W
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life savincg £first aic. Sub-units would
regulire appropriately trained and eguigped
medical personnel. National C(Ccntingents cof
battalion s:ize, must be exgected to dezloy
with the minimum of one medical officer, wizh

o

Tex;nT 2.

suprorting medical scafif, medical stocks
laid cdown by the medical planning scaff

to be selfi-sufficient in transpor:z fcr uni:z
evacuation.

Roles. Level 2 medical supgort is ncrmally
provided at formation level. Its roles ars
primarily:

- Evacuation from Level 1.

- Triage and skilled resuscitation of the
seriously injured.

- Sustaining treatment of those sick anc
injured requiring further evacuation.

- Management of those minor sick and injured
who can quickly RTD.

- Provision of additional support ard
reinforcement to Level 1 organizations as
necessary.

- Centralization of medical resources as

appropriate. These might include dental
support, hygiene support and medical
resupply.

Responsibility, National contingent forces

should deploy with their integral medical and
evacuation assets. Where national
contingents are of formation-size,
responsibility for Level 2 will normally lie
with the nation. Where deployments involve
national contingents of unit size and Level

17
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(4)

2 support 1s required, UN pilanning staffs anzd
~he CMedO will organize it.

Mindmus 1lity. When deployed in surpor:
of UN operations, Level 2 medical
organizations will be task-ocrganized. Az

minimum, they must be capable of:
- Evacuation Ifrom and support to Lesvel 1.

- Triage, resuscitaticn and stabilization of
the seriously injured, prior te
evacuation.

- Diagnosis, treatment and holding of minor
sick and injured, for the minimum time
frame laid down by the CMedO.

- Maintaining records on and reporting the
treatment and evacuation of the sick and
injured to CMedO.

Additiconal Capabilify. Dependent  upon

mission, Level 2 organizations might also
require the capability to provide:

- Emergency dental treatment.

- Implementation and monitoring of hygiene

and preventive medicine measures,
including the management of combat stress
reaction.

- Medical resupply to formation Level 1
organizations.

- To meet a particular operational and
medical imperative, Level 2 capability on
an exceptional basis may be enhanced to
provide Life and Limb saving surgery and
post -operative management. This will
require the addition of field surqginal
resources together with diagqnootic o

(343
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Nursing suppor:c.
(33 Resources. The resources reguired =2

undertake Level 2 missions are usua

in mecdical companies, medical zattcalicns and
other national equivalents such as fielzd
ambulances.

c. Level 3:
(1) Roles, Level 3 medical suppcrt is normally
provided at formation level and will ke
mission-dependant. The key medical precept,

which dictates the location, capability and
numbers of Level 3 units, i1s the need o
ensure that a casualty receives Life and
Limb-saving surgery as soon as possible,
normally no longer than six hours after
injury. Principal Level 3 roles are:

- Evacuation from Levels 1 and 2.

- Triage, resuscitation and stabilization of
the seriously injured prior to further
evacuation.

- Life and Limb-saving Surgery of the
injured who could not tolerate further
evacuation without immediate treatment or
for whom further evacuation would be
problematic = or inapprcpriate i.e.
detainee, refugees and other civilians.

- Stabilization for evacuation and where
possible, diagnosis and treatment of those
suffering from serious and life-
threatening diseases.

- Diagnosis, treatment and holding of those

sick and injured who can receive total
treatment and RTD within the time-frame

19
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(3)

laid down by the CMedO.
- Fatient Reporting.
- Medical resupply to Levels 2, 2 and 3.

- Centralization of formation-_evel medicsal

capabllity as appropriate. These might
include, diagnostic resources, specialist
surgical and medical capapility,

cdencistcry, stress reaction manacement and

preventive medicine.

goensibilisy. Level 3 suppor:s will usually
be deployed in support of UN operations where
relatively large numbers of personnel are
involved and where Host Nation Support (HNS)
resources are inadegquate or inappropriate to
meet the medical mission. Respecnsibility for
the provision of Level 3 support lies with UN
medical planning staff, who may utilize HNS
hospitals, National or Lead Nation facilities
(including hospital ships), Non-Governmental
Organization (NGO) hospitals or a combination
of these.

Capability. Whichever resource or

combination of resources is provided, Level
3 medical support must be capable, at a
minimum of:

- Evacuation from Levels 1 & 2.

- Triage, resuscitation and stabilization
for further evacuation, of the seriously
injured and sick.

- Life and Limb-saving surgery of those who
could not tolerate further evacuation
without immediate treatment or for whom
further evacuation would be problematic or
inappropriate.

=90
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-
- Dlagnesis, treatment and holding cf zhose
injured and sicx whc can expect tc RTD
within the time-Irame la:id down by CMedC.
- Emergency denta- raacment (z£ nct

available at Lewvel 2.,

- If not undercaksan atc Level 2,
implementation and menitcring cf hygizne
and preventive medicine measures,
including the managemeant cf strass
reacticn.

Resources. The rescurces necessary ¢to

undertake Level 3 suppcrtc are found in

hcspitals, hospital ships and the transport
system units at formation level and above

(particularly for helicopter and £fixed wing
ambulance aircraft). These assets are
expensive toc operate and are in short supply.

Therefore:

- The numbers, size and
of Level 3 units will
the estimates of daily
rates in theater made

overall capability
be predicated upon
injury and sickness
by the operational

and medical staff.

- Maximum use will be made of HNS resources,
where present and of a standard acceptable
to UN medical planners.

- Maximum efforts will be made to achieve
economies of scale and effort, by applying
Lead Nation and similar concepts at Level
3.

Level 4:
Roles and Capabilities. 1In the context of UN
operations, Level 4 resources provide

definitive care of the injured and sick.
This embraces specialist surgical and medical

21
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proceduras, reconstructicn, rehakilitation
and ccnvalescence.

(2) ze ibhiliriag . Level 4 traatment is
wsually nichly specialist, expensive, time
consuming and of limited availability. 1I:z is
therefore ncrmally provided nationally, in

the country of origin. Inter-theatex
transfer is normally arranged by tne UN and
for reasons of financial, compensation,
pvensicon etc., retains UN administrative

interest until care i1s complete. UN medical
planning staff will corganize Level 4:

- Where distance from theater of operations
te country of origin is excessive.

- When patient requires only short-term
specialist treatment and is expected to
RTD rapidly.

- Contributing nations are unable to provide
appropriate definitive treatment.

- UN receives appropriate offer to provide
definitive care from a specific nation.

- Patient is a non-UN personnel and no
acceptable Level 4 treatment £facility
exists. This 1is particularly important for
the definitive care of detainee, Prisconers
of War and refugees.

7.2.11 Evacyation. The overall shape and capacity of treatment
resources required in theater will be determined by evacuation
capability. The more problematic evacuation is between levels of
care the greater the treatment capability required at each.
Evacuation will in turn be determined by operational environment,
length and quality of evacuation routes and the availability of
suitable evacuation assets.

a. Planning Determinants. Key determinants in

establishing a comprehensive and capable medical

22
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evacuaction system are:

(2)

(3)

Roles.

- -~

Theater Zvacuaticon S 1CYy.
of an cperation, a tneatsr evacuaticn policy
must be established ry the operaczicznal and
medical pilanning scail worki cnce
with the Fcrce Commander (
This pclicy will dictate the maximum
of time M expressed n  cavys
r ’ e

(rormally
patient may be held at a pa
care. This in turn dictates the tr=zatme
capability required at each Level and the
supporting Evacuation system nece
intra-theater and i1nter-theater.

Eitness for Evacuarion. Despite <the
discipline of an Evacuation policy, the
clinical condition cf a patient will be the
key criterion when determining the timing of
evacuation between Levels. Clinical
condition will where possible, also determine
the means of evacuation.

i fa imb-Savi roer
Evacuation must enable the stabilized patient
to reach life and limb-saving surgery as fast
as possible and no longer than six hours,
after injury.

In the context of UN operations, evacuation

of the sick and wounded falls into 2 roles:

(1)

(2)

- v 3 This describes the

evacuation from points of injury, through the
levels of care established in-theater.

This describes the
evacuation from in-theater care, usually
Level 3, to definitive treatment at Level 4.

- r B 3 bl

Inter-theater evacuation £alls into 2
categories:
- Medical Evacuation. Describes evacuation
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of a patient who is expected to RTD in :
theater. Py
- Medical Repatriacion. Describes evacuation

QDWVY[M“ b‘ cf a patient not expected to RTD in l
theater.

. .- - - N . .

c. espensiblilities. The overall respensibility for
clanning and executing an effective medical
avacuation system, lies with the UN medical
planning staff and, in theater, the operational,
logistic and medical staffs working in concert. ®
The provision of resources will be coordinated by
UN medical planning staff but will ccmprise assets
from a number of scurces, including ENS:

(1) Evacuation from point of injury to Level 1. @
- National responsibility.

(2) Evacuation from Level 1 to Level 2 or 3
- National/UN/Lead Nation.

®

(3) Evacuation to Level ¢
- UN/Lead Nation.

d. Capability. To achieve its mission, a medical
evacuaticn system must have the following ¢
capabilities:

* (1 Be able to evacuate casualties 24 hours a
X (omment ¢ day, in all weather and over all terrain.
|

(2) Evacuate from point of injury to Life and
Limb-saving surgery as rapidly as possible
and normally within 6 hours.

(3) Enable critical sustainment of the casualty ¢
throughout the journey.

(4) A C3I system that can regulate the flow of
patients when circumstances require and .
enable frequent and accurate patient tracking ®
throughout evacuation.

24
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MEDICAL SUPPORT 7
e . Regources. To meet the evacuation demands, a

spectrum of evacuation assets will be regquirsd:
(1) [n=r3-rhaater. Evacuazicn asss:ts,
aprropriate to the missicn, including

7.2.12

helicopters and fixed wing a
mobility wheeled ambulances ‘cerhacs
cocach ambulances, trains and boats

)

(2) Inter-rheatrexr. Inter-theater transpcrz will
also be mission dependant, the mcst _.ik=aly
option will  be fixed wing aircraic.
Aeromedical evacuation reguires:

- An aercmedical organization, either in
theater or travelling in on evacua:
aircrafe, to prepare patients
evacuation and to manage them on route.

- Aircraft that are apprcpriate £for zhe
task, particularly the need to carr
stretchers securely and to enable medical
management on route.

Material

a. Requiremept. An efficient, well-regulated and
cost-effective medical material logistics system 1is
fundamental to UN medical support. The

characteristics of medical material set it apart
from other commodities and  produce unigque
reguirements:

(1) Medical stores are afforded protected status
under the terms of the Geneva Conventions.
It 1is necessary to store and distribute
medical material separately for it to be
considered protected.

(2) The complex inter-dependence between
treatment capability and the availability of
medical material gives medical logistics a
key role in patient care management. IC mustC

25
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be able to respond rapidly to urgent clinical
demands.

(3) The highly technical nature of medical stcras
and their extensive national and
international regulations, require

< S -

e gnt
=
-
.

controls and highly specialized managemen

o. Limirations. The complexity of multinaticnal TN
operations generates a number ©f peculiar medical
logistic difficulties which arise principally Zrcm:

(1) A lack of commonality, and
compatibility, of national medical mate
particularly drugs and consumables.

cften
rial,

(2) Disparity between national clinical treatment
regimes.

{(3) Lack of -an established, standardized and
coherent resupply and accounting system.

c. Capabilities. The establishment of a medical
logistics system for UN operations will be mission
dependant and the resources necessary to undertake
the tasks will be designed to meet the needs. It
must however, have the following capabilities:

(1) Enable national contingents to be self-
sufficient for the majority of commodities,
from deployment and from a period of time
specified by UN planning staff.

(2) Enable those elements providing centralized
support such as hospitals, to be self-
sufficient in the majority of commodities for
the time specified by UN planning staff. Ps

(3) Provide the user with a straight-forward and
guaranteed demand system.

(4) Provide a theater-wide supply system, capable ®
of delivering rapidly.

26



MEDICAL SUPPORT 2
=y Establish a resupp.y sysz=m 2gual tc succlv.
(6) Provide an audit sys:i=2m wiich is cose-
effective, straight fcrwaré and does nor
ccnstrain demandé or sugtly.
a. nsibilities. The overall responsibilizy for
planning and executing an effective medical

logistics system, lies with the UN medical clanning
staff and, in theater, the creraticnal, lcgis:tics
and medical staffs working in concer:.

®

Supply of medical material to the theater of
operations and the method for audit and paymen:,
will be established and ccordinated by UN medical
planning sctaff. The opticns available are dezailed
in Section 4 of this chapter.

£. The establishment of in-theater demand and
distribution systems will be the responsibility of
the CMedoO.

7.2.13 Blood. The supply of bloed and blood products to
multinational operations 1s a complex and sensitive issue,
stemming from the wide disparity of standards between nations and
the legal constraints incumbent upon some. Consequently it 1is
considered as a separate function from general medical logistics.
The availability of blood and blood products is essential for the
management of the seriously injured and sick. For the majority of
UN operations this will require its provision at Level 3.

a. Requirement and Capabilities. For the majcrity of

UN operations, the requirement will be for an in-
theater system with the minimum capability of:

(1) Receiving liquid blood and blood components
of a standard acceptable to all participating
national contingents and individuals.

(2) Moving, storing and distributing ligquid blood
components in accordance with acceptable
standards.
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., Dprocessing ancd testing blood on
ded in an emergency basis.

b. The general principle 1is that Zor UN operations,

naticnal cecntingents should ke rasponsible for the

v of blcod to their own injured and sick. In

realizy this 1s not always a practical prorosition.

The rsguirement must therefore be for all cicod and

roducts used in theater to cocmply <o

ionally agreed s:zandards. Where a

ar nation cannot accept this as a policy

t organize their own system of supply, at
natiocnal expense.

[

c. The most cost-effective and rational approach would
be for UN medical planning staff to ccordinats
supply through the Lead Nation cocncept; using
supplies from a nation whose blood ané blocd
products are acceptable to all contingents.

7.2.14 Personpel. The spectrum of persocnnel issues which
impact upon or are generated by the medical support function, is

extremely wide. They emerge during the initial planning stages

and continue long after an operation is finished. Consequently,
the working relationship between medical and personnel staffs must
be well developed and relevant personnel concerns detailed in
medical plans. Personnel issues are developed in detail in
Section 4. The following paragraphs consider, in outline those
issues which impact most obviously on the overall medical concept
of operations.

a. Medical Manpower. The size, shape and capability

of medical organizations are dictated by the
numbers and quality of individual personnel.
Medical personnel issues must detail:

(1) The physical and personal health standards of
individuals contracted or allocated to serve
on UN operations and the method of auditing
them.

(2) Professional medical capability and standards
required by UN and the means of ensuring
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(2)

=

Legal issues will ccncern coth

ernaticnal and national law:

Medical opbligaticns under internaticnal law
wiZl be carticularly crucial to ~he
management o©of non-UN per

priscners of war, civilian re
and ncn-UN combatants. Medical plans musc
detail the degree of care ¢t r
these groups and how continuity of care is to
be provided, when needed. 1In general tearms:

Cnly urgent medical treatment, not
available in appropriate non-UN medical
facilities, will be offered to civilian
refugees.

Detainee and non-UN combatants will
receive urgent medical treatment in -UN
medical organizations, but are unlikely to
remain in Level 3 or be evacuated to UN
Level 4 for definitive treatment. An
alternative source of definitive treatment
must be organized as part of the overall
medical support plan.

National law will concern a range of issues,
particularly regarding the provision of medical
evidence for inquiries intoc deaths and severe
injury.

c. Medical Information Management. The efficient

management

of medical information, particularly

regarding patients, is a vital element of competent
medical support planning. This information must be
standardized and distributed rapidly to all who need

it.

Principal areas of concern will be:

29
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{! Prcvisicn cf statistics, for both ‘
~demiological and administrative purposes.

b

@

f2) Patient tracking depends upon the passage cf

zimely and accurate medical information, the kay
the maintenance of medical records at every
of care and the use of clear and

al Documentaticn must be standardizad
ghout the theater of cperations and all
ral contingents. Most importantly, copies
tient documents must move with the patient
throughout evacuation to each level ct

definitive care.

h
®

w

Nozification of serious sickness and injury £o
be rapid, accurate and dynamic, using
srandardized procedures and a chain of command
anc control. Failure to establish a competent
system for patient tracking will produce much
national political disquiet, unnecessary
administrative effort and distress for both °
patient and relatives.

{(4) Accurate production of clinical evidence for
official national or internatiocnal inquiries; ,
this include post-mortem evidence of deaths in P
theater.

d. Financial. Financial issues will impact on:

(1Y The size and shape of medical resources ®
available to support the medical concept of
operations.

{(2) Terms of Service, particularly pay, allowances,
pensions etc. ®

(3) Maintenance costs, particularly the provision of
medical material, resupply and evacuation.

- - - : p - . 33 e T e et e e -
d _ -yt S pmee v ~ianr .

Lz NPl e -vS:S, vd-:--.--a- -/ ‘--ﬂd--¢-/ 24 Caiba & seans ‘
L= IS -

and compensation for injury.
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MEDICAL SUPPORT 7
e. Welfarse 3nd Spiwri=ual, The general welfare cf
patients 1s an 1mportant element of medical care
and therefore suppcrt planning. Particular issues
will Dbe perscnal mall, ccntacting relatives,
managemenc of versonal effects and most
importantly, spiritual welfare. The latcer could

be a complex problem in a multinational operatic
Religious and cultural customs may impact up
aspects of mecical care, for example, diez and
feeding of patients.

-
ae

7.2.1% 13 for rari ] dical re .

outline concept of operatioral medical suppcrt 1s shk- i%; i?§;>

diagrammatic form, at Figure 4 (next page).
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Figure 4: UN Medical Support Concept
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7.3 MEDRICAL SUPPORT PLANNING PROCESS

7.3.01 .The disparate nature of UN operaticns dictate tha:z a
Medical Support Plan be purpose-built for each operation and that
rarely will twc plans be identical. Although every plan will
differ, the process of achieving it should follow a standard
planning process. This process should be progressive,

comprehensive and understood at every level.

7.3.02 The characteristics of UN ccniingencies mak2 it
essential that outline planning 1is done rapidly, often with
limited information and rarely with the benefit of reconnaissance.
Planning at this stage, should aim to produce no more than an
operational estimate. However, it must be sufficiencly
comprehensive and accurate to allow for a reasonable estimate of
resources and particularly funding.

MISSION ANALYSIS

7.3.03 The first and most essential step in the medicine
planning process is to have a clear understanding of the medical
mission. Analysis should follow a progressive path.

7.3.04 QOperational Scepnario. This will be no more than a

general outline of what the UN intends to do. It will however,
provide medical planners with some key points:

a. Where the operation is to take place (Geographic
factors).

b. What type of operation (Rough guide to size and
intensity) .

c. When it is to begin (Time available to plan).

7.3.05 Medical Precepts/Concepts. In applying the medical

precepts and outline medical concept, the key issues to emerge
will be the need to:

a. Access all available medical intelligence on the
theater of operations.

b. Deploy a properly briefed and competent medical

33
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representative cn reconnaissance.

7.3.06 ical TIntelligence. The infcrmaticn required for
medical planning must be comprehensive, rapidly available,
accurate anrd mcs:z Importantly, up to date. Ideally it should be
available £from a single source data base. It must be able to
prcvide infcrmaticn cn:

a. Gecgraphic factors - Effects of climate and
topcgraphy on general health.

b. Endemic diseases - Types, prevalence, current
prcrhylaxis measures, resistant strains, treatment
etc. .

c. Special envircnmental and coccupaticnal hazards -
Chemical/Biclogical warfare capabilities of
protagonists, radiation hazards, rocad movement

hazards, pollution etc.

d. Medical rescurces available in the theater of"
operations (HNS) - transport for ambulances (air,
land and maritime), treatment capability and

standards at every Level of care.

a. A detailed analysis ¢f this information will enable
medical and operational staffs, to produce an
initial DNBI Rate for the operation. It is a

technical estimation of the probable rate of
disease and injuries not resulting from combat,
which can be expected once deployment begins.

b. DNBI-rate is expressed as a daily % rate or as two
separate rates, one for diseases and one for non-
battle injuries. It 1is mission dependant and

dynamic, often rising and falling with the level of
activity, acclimatization and skill of deployed
personnel. Though DNBI-rate depends for example on
region, climate and specific health threats, a
common average is 1,35 % of all deployed personnel
per day.
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z. The Zactors which resul: in the DNBI-rate mus: ke
assessed and translated into preventive medicine
measures, including pclicy on vaccinatieon and
prephylaxis. It will also be a determinant in the
size and capabkility of treatment resources recuired
in theater.

7.3.08 Total Battle Casuglty Rate (T2 racs)

a. The next key stage in the medical planning process
is the determination of a Tctal Battle Casualty
Rate for the operation. This is the operational
estimate of how many casualties and Battle Stress
Cases will result from combat. It will vaxy
considerably depending con the overall concept cf
operations.

b. Total Battle Casualty rates are expressed as daily

% rates of combat-troops. They are dynamic, rising
or falling as operational imperatives change and
depend on the command level as well as shown below.

Battalion 24.6 %
Brigade 8.3 %
Division 3.6 %
Corps 1.7 %
Army 1.2 %
c. TBC rates 1include the Killed in Action (KIA),

Captured and Missing in Action (CIA), Wounded in
Action (WIA) and Battle Stress Cases (BS) applying
in the following percentages:

KIA 17 %
Cia 8 %
WIA 58 %
BS 17 %
d. For most UN Peace-keeping and even for UN Peace-

making operations, the battle casualty rates will
likely be significantly lower than in combat
between conventional forces.
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e. Although TBC rates are even more dependant on the
specific nrature of operation than DNBI rates, by
negleczing KIA, CIA and BS a first rough estimate
may be provicded for UN Field Missions being between
2.1 and 14.27 %.

~J
(Ve
(@}
\0

. The overall shape and capability of the medical support
p.an is decided by a combination of DNBI and Battle Casualty

Rates. It 1s therefore essential that they are determined as
early as possible.

a. Once the rates have been established, they can be
compared against the overall size of the force to
be deployed in theater of operations, to produce a
Casualty Estimate.

b. Casualty Estimates are expressed in numbers per
day. These numbers are a determinant in the.
overall size of the operatiocnal medical

' organization required.

7.3.11 HNS Capability. The medical resources available in the
theater of operations is a key issue in determining the size and
capability of the medical organization the UN must establish. The
more HNS available for UN use the less has to be found from
contributing nations. Overall HNS capability is assessed by a
mixture of medical information analysis and reconnaissance. A key
issue will be the standards of medical care available, compared to

UN and national contingent criteria. Resources required will.
include: '

a. Transport for ambulances (air, land and maritime),
for both intra-theater and inter-theater
evacuation.

b. Treatment capability at every Level of care but

particularly at Level 3.

c. Medical logistics support, including the provision
of drugs and consumables.
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d. Essential non-medical logistic supporsz, includinc
buildings, water, power, dispcsal o©of waste

communicacions, laundry, lakor, etc..

7.3.12 liligmens T milden

a. In planning to provide medical supccrtc to th
standards to contributing nations, it is wvital that
every effort is made to achisve economies of scaile
and effort, because:

(1) Medical assets are expensive to prcoccure
difficult to obtain. In many nations, ¢
majority of military medical personnel a
contained in the military reserves and a
more difficult to deploy for support
missions.
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(2) Medical assets under-employed in one theater
of operations are not available for another.

(3) All medical assets, but particularly Level 3
organizations require a large logistic effort
to sustain them, even when they are not
functioning. :

b. Maximum effort must be made to tailor medical
support to the predicted demand. Some contingents
may have an abundance of assets whilst o<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>