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OUTGOING FAX NO: t::> -;.r
TO:
MEDICAL ADVISER DPKO
UNHQ-NEW YORK

ATTN: DR A. DECKNER/DR ADLER

FAX: 212 963 2614

INFO:

DATE: 28 NOVEMBER, 1995

FROM: SUSAN MATTHEW
CAO, UNAMIR
KIGALI, RWANDA ....

SUBJECT: REQUEST FOR MEDICAL DOCUMENTS
- -- -

1. I am fordwarding the following documents under cover of this
letter for your information and appropriate action:

a. UKAMIR MEDICAL SOP'S.

b. CASEVAC SOP'S.

c. MALARIA TREATMENT PROTOCOLS (PM OPD).

2. This office Fax NO.6312, MIR No. 3987 paragraph 3 dated 22 Nov
95 refers.

3. Submitted for your kind attention.

DRAFTED BY:MAJ ME FENSOM (FMO) ICLEARED BY: u: J,.~~O'"
NUMBER OF TRANSMITTED PAGES INCLUDING COVER SHE T: .50
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SECTION OU - COMMAND AND CONTROL
1'.'" •

1. This SOP details the method of comd and can of Medical
Branch. Medical Branch is responsible to the FC on all
matters affecting the health of UNAMIR.

2. Role. The role of Medical Branch is the co-ordination
of all medical support to the force and to Humanitarian
relief in Rwanda. It also provides advice to the Fe on
matters designed to promote health and prevent disease.

3. QBBA'l. Med Branch is organised as follows:

a. Force Med Officer (FMO);

b. staff Officer Grade Two - Health operations (S02
• Hlth Ops);

c. staff Officer Grade ~wo - Health Logistics (S02
Hlth Loq); and

d. Chief Clerk (CCLK) •
. ;

4. From ,.time to time other staff members will be attached
to Med Br;JThese may be liaison off/representatives from
the force medical \1l1its as follows:

a •. ;Australian Medical Support Force (AS MSF);

b. . 23 Parachute Field Ambulance, UK (23 PFA); and

c.' Unit Medical station, Canadian Divisional Signals
Regiment (UMS).

5. An advisory position of FHO on Med Br is held by the
senior Pvnt Med Officer at the AS MSF.

lmTHODMjD SUCCESSION OF CQH.MAlfJ)

6. FMO will normally exercise comd of Med Br from Force
HQ. However he may temporarily exercise comd from another
loc. The succession of comd in Med Br is as follows:

• I

•
a. 802 filth Ops;

.•
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ORDERS' GROUPS

7. The Med Br OGP will comprise all members and attached
personnel. A representative of each Medical unit will
usually be required to atbend.

RECON GRoup

8. The composition of the R GP will generally be as
follows:

a;.

b.

c.

d.

e • ..
f.

•
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FM01

Representative from Med Br (usually Lo):

Linguist;

tnt rep;

Med asst;

Driver; and

.
: t

~,; . , :. ' "
. .."

,,' ..:""

q. ' ' ',;protection party
. ; ~ . ~ ,

,~ <. ! ,"

9. variations to the above list will be made based on the
situation ',and task.

·~<::i~~.::. '

Dl:smIBDJ'Z0N OF ORDERS!PLAN$ AID DIREC.1,'lVES '..' '", .. ~ ;

10. ThE/~istribution list for orders. plans and directives
, is as per,:,~UNAMIR distribution list. All health units under
comd or, iri; spt of UNAMIR are to submit an info copy of
orders arid; ,plans to Med Sr.

;,".' ".

LIAISON' ,

11. Liaison between Med Br and health units is frequently
required for comd and can purposes. Initiative should be
taken to arrange contact without direction.

12. LOs will be used as follows:

a. to convey orders and future intentions of the FMO;
and



a. Before Depart.urQ •

.
1. Liaison Offrs are to:

UN RESTRICTED

Know the next likely lac of the HQ. I

Inform the HQ/unit they are visiting of their
I

(6)

(1)
ETA.

At the Q@stination

(1) Obtain l~~e~t SITREP and pass on latest info.

(2) Advise parent HQ of ETD and ETA as soon as
known. . ."

ANNEX A TO
UNAMIR SOPS
PART 1 SECTION 1

.
ArDE HEMQ:rRE FOR LIAISON OPms

(1) Be 'prep to spend the night away from HQ.

(2) Check comms and SOl details
'.

(3) Take with them the latest SITREP from the HQ.

(4) Inform HQ of their whereabouts.

(5) Check their routine with the Ops Room and the
;. latest grid ref of the HQ unit they are visiting.

b.

UN RESTRICTED

14. An Aide Memoire for LOs is at Annex A.
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SECTION TWO - PSPONSIBXLITIES OF KEY PERSONNEL

GENERAL
.

1. All personnel within Med Dr are responsible to the FHO
for the smooth functioning of the Branch. While each has a
specialist field, all should be prepared to assist in the
functioning of the Branch as a whole.

Responsibilities, .. Responsibilities of key personnel are as
follows: .'

a. Force .Me<iicalOfficer (FIfO):

(1) Plans, directs, and advises and supervises
all activities related to the medical support
plan. Provides medical expertise to the Force
COmmander (FC) and 'to all contingent senior
Medical Officers (SMedOS).of the mission.

(2) , Conducts initial and on-going deployment
medical assessments and surveys. Gathers and
distributes information of general medical
situation in the operational area and of medical
threats.

(a) Assesses the local medical facilities an
advises on their' suitability•

(b) Evaluates and coordinates medical
support received from Host Nation support.

(3) Oversees medical standards 'of all medical
care functions. This will also include
inspections of military medical facilities in­
theatre.

.
(4) Ensures all military medical units extend
their services to the UN civilian support staff,
and other UN staff members assiqned to that
particular mission. '

(5) Recommends Holdinq/Evacuation Policies to Fe,
and to UN HO.

1

I:,



,

(2) assisting in preparation of orders and plans;

(3) keeping the FHO informed of the lac, situation
and capabilities;

(4) the co-ordination of all evacuation matters;

(8) Responsible,~or coordination of medical
matters with Non-Government Organizations (NGOs),
Private organizations (PVOS), and with local
medical authorities •.

•

b. SQ2Health O!?s. Responsible to the FHO for:

(1) the overall co-ordination of the Med Br Ops
Rm;

UN RESTRICTED

(9) Responsible for collection of medical
information/statistical reporting as required by
UN HQ~

(10) Re~olves clinical differences between
national contingents.

(11) Responsible for the economic considerations
for all of the above.

,

(5) the co-ordination of all repatriation matters
as they apply to Med Sr; and

(6) compilation of med ops returns.

c.. spa Health Log: Responsible to the FHO for:

(1) the overall supervision of medical procurement
and resupply to units;

(2) the provision of advice on health logistics
matters;

• , .•;.... :\.' < ~.':"'~,,;.. -::;,' ~.;, j;,l'- • .. • .. .. ," .,"

'~~~\~§~~~m,~j1Mi1~~1timf~;i~ii~s~§~~~~im:.:~~~]j§iiLS§~~~~~!ii§§:i~~i;~ii~~f~ii~ii~~i?ii;i;i~Hii~i~iiUiiiiii~ij:;:;;;;;~;;;~;i!H~ff~ft~fU;~;~;f;~~j:

..•,.
; .
~- .

(3) assisting in the preparation of orders and
plans;

( 4·) keeping the FHO informed of all health
resupply problems that. arise; .:

(5) a~ting'as a duty~o~ficer~'
Roomn.and: '., -: ~;~~, . ,

j,.:t." ~ j'" t. >. .: ~. :J , -.'... :.;. ~.>-;"
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SECTION .TBRp. - REPORTS AN]> RETURNS
"

General

1. The FHO is required to'submit periodic reports and'
returns to both Force HQ and HQ UN NY. To assist in this
reporting, medical establishments are required to provide
information to Med Branch on a regular basis. The
requirements for r~ports and returns are laid down as
follows: .

Annexes: A. Medical Operations Returns

UN RESTRrCTEO

d. Force Health Officer Responsible to the FHO for:

(1) the provision of health advice to staff and
national contingents on preventive measures;

i
;.
l

(2) inspection and aUditing of national measures
to ensure international standards are maintained
in the area of:

(a) food;

(b) water; and

(c) sanitation.

(3) the co-ordination of mission dependant
preventive medicine services such as regional
spraying or vector control:

(4) reporting on, and maintaining standards of
occupational Health and Safety as they apply to
national contingents.

e. units•.
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ANNEX A TO
UNAl'lIR SOPs
PART 1 SECTION 3

MEDJ:CAL OPERATJ:ONS
SCHEDULE OF REPORTS, RETURNS AND TIMINGS

Correct as at I Oricdnator Sent To By Time Means of I Remarks
Transmission

Medical Unit Medical Branch

Midnight (Levels :2 and Medical Branch 0800 following \lard Copy
3 only) day -

Midnight on Levell only Medical Branch 0800 £ullowing I Hard Copy
Sunday . c:lav

;;~:;.); Location Last cl.ay of (Levels 2 and X Unit to Med Ell' 1st of liard copy fax Initial
<"~levels and the mont.h 3 only) Med Elr to UN following or m~s~age notification
~<:apabilities N'l month to be made by

0.,..u~~ return . verbal means

ASAP ALL Med Branch MAP after Hard copy fax
incident or message

Midnight ALL X Med Branch 0800 hrs Hard copy tal(
SUnday of each Monday or message

week

Midnight on level 1. only I I Med Branch I 1200 Monday I Hard Copy
Sunday of each

week
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APPENDIX I TO
ANNEX A

DAILY JlEPICAt SITUATION ;gEPORT
LEVELS? AND 3 ONLY:

Purpose of Medical Situation Report (MEDSITREP): To infom
medical staff at operational level headquarters of the
Health Service situation.

1.

2.

3.

a.

From:

To: .

Info:

DTG of release.

. . (2) Number of patients treated since last report.

", (3) Number of patients admitted since last report •

(4) Number of patients evacuated since last report: •

. (5) Number of patients returned to duty since last
report.

(6) Number of patients died since 1st report.

(1) Number of patients presently held.

(8) Number of patients awaiting evacuation.

d. Hospital status:

.
Report as at (DTG)

Medical evacuation status:

..

b •.

c.

(1)

,
\

!
Number of pers unit supporting.

(1) Name of unit/org (1).

(2) Number of operational beds (2).

.:

. !
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APPENDIX I TO
ANNEX A

e. Medical logistic situation - significant shortages of
medical and dental (Class 8) supply items.

f. Mass casualty situation (As required)

(1)

(2)

(3)

(4)

Cause.
..

Location (name/grid reference).

Number of casualties.

Unites) affected.

4. Epidemic situation (As required)

(1) .Disease.

(2) Location (name/grid reference).

(3) Number of patients.

(4) Unites) affected.

a. Remarks:

Notes:
1. Repeat as necessary.
2. Beds supported by personnel and equipment to
provide treatment appropriate to unit role.
3.. Beds that are operational and NOT occupied by
patients.

.•
;RESTRICTED
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WEEKLy MEDicAL SITUATION BEPORX
LEVBL ONE ONLY

APPENDIX II TO
ANNEX A

..
........

From:

To:

Info:

DTG of release.
-

Report as at (OTG)

Medical evacuation status:

1.

3.

a.

b.

c.

Purpose of Medical situation Report (MEDSITREP): To inform
medical staff at 9perational level headquarters of the
Health Service situation.

(1) Number of pers unit supporting.

(2) Number of patient~ treated since last report.

(3) Number of patients admitted since last report.

(4) Number of patients evacuated since last report.

(5) Number of patients returned to duty since last
report.

(6) Number of patients died since 1st report.

(7) Number of patients presently held.

(8) Number of patients awaiting evacuation.

d. Hospital status:

(1) Name of unit/org (1).

(2) Number of operational beds (2).

(3) Number~~of.availabl~:f"I;~d~jt';"-:-.
~'" c"." .v..',~", . _ ,.' _. ~ . . ,", ,_ .

. ~

, • ~~~si~\~}.1§i~W~lliiii:iliiiiliii~{§~~i;it$i!ili~ii~iii;'~~iiiiii~i1iigi~iii!i~~~ii§§ii~.iijiiiiii!i1ijil;i!i;!i!iii!i!iiiii~i~~iiiiiiifiif:iif;;iiiiii.·
([j;;.



4. Epidemic situation (AS required)

(1) Disease.

(2) Location (name/grid reference).

(3) Number of patients.

(4) unites) affected •

j'

... "

'"~~" :
.i .."' :-.:;.

:i
T(~~'~ ,::' '

.; .'

e.

f.

UN RESTRICTED

Medical logistic situation - Significant shortages of
medical and dental (Class 8) supply items.

Mass casualty situation (AS required)

(1) Cause.

(2) Locatiqn (name/qrid reference).

(3) Number of:casualties.

(4) unites) affected.

a. Remarks:

Notes:
1. Repeat as necessary.
2. Beds supported by personnel and equipment to
provide treatment appropriate to unit role.
3. Beds that are operational and NOT occupied by

patients.

, '
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APPENDIX III TO
ANNEX A

LOCATION, LEVEL, CAPABILITIES - level 2 and 3 only
(Report is requested'on the first of every month)

Date of report: _

Name of Missionimedicalunit. ...;.. _

Change in location, level, capabilities:
NO - see former report
YES - see report below

1. Organization:

Name, rank, title of header _

Location: _
Point of oontact:_.. __

Phone number: _

other communication system (numbers, radio frequencies, oallsign etc) : _

Next airfield or helicopter/distance: _

2. Personnel:
physicians/specialists: ___

nurses: _

medics:----------------------------other: _

total: _

3. Beds and/or cots:total: _

surgical: """"":'...-.__

..
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12. Preventative medicine assets: __

9. Blood bank: screening methods: _

..

abdominal: _
ultrasound: _

skeleton: _

others: _

parasitology: _

8. X-RAY:

; .: vl.rology: _

i

operating rooms: __
operating teams: ___

1. Laboratory capabilities: microbioloqy: __

equipment: --------------_

6. Surgical capability: specialities: _

5. Intensive care unit: rcu beds: _

APPENDIX III TO
ANNEX A

isolation. ward: _

,
'4. Medical capability: specialities _

10. Dental capability: __

11. other special capabilities: _

13. veterinarian service : _

14. Medevac capability:
ground: (number of ambulances) :~--~~-~-o:----­
air: (number of aircraft (Capacity and locati0J:l) ,_. "; ...,
__________.,.-~----~~.>-;'...'~... '.;;.'{';':;o;..x;'~l,'h,..i ""f,.. cJ' :."'." ..;;.;,.d"r~';;,3~~,!>::',,:/:;~;:

, f.,~~ '\~-~)~~; """··f'''.~.''
request:procedur~
.' ,: --!~ " ,,;. .'., '••-)•. ~;- ~,7~;;:·;r{\~ '\::: -~;~i::~~~~;:.

, ...•

" . ~.

i, • .­
, : ~ .
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APPENDIX IV TO
ANNEX A

Medical Flash Report .
(Report must be submitted immediately, with follow-up

reports as soon as additional information is available)

HissionjUnit:__....... Date of report:--I--I__
TYl;e of incident: _

Place of incident:~--------------------Time of incident: ___

DEAD DUBI DOW lUA TOTAL

Military UN

civil UN

Local hired UN
-

Military Observers
I

civil Police I

,

civilians
,

WOUNDED, IHJORBD, SIClC DRBI NBJ: WU TO'l'AL

Hilitary OR'

civil Un

Local hired UN

Military Observers

civil Police

civilians

DNBW = dies as result of non-battle would/injury
DOW = died in hospital as result of battle wound/injury
KIA = killed in action (dies out of hospital)
DNBI = disease and non battle injury
NBI = non battle injury
WIA = wounded in action I'

• ,J ' . ' ..\':-.•.. ,. ',": ~,l, ..;' ;~,,~~. ~ ..t~}~~:/~-ys;~!~::;;~;;'~;<:#t,~:1.:·;! ~l;':/'

Diagnoses of infectious disease outbreak ;or:other~';iilriesses:~::'~ ",
" • - ~' • ~ ~ • ~ , ';i ,~ • ~rf _" ':: p ~ -~1f't<:,.}~7~~;'·~~~~~)~y,..:/'J;~~·~~fJ~~~(t2;j·: '. .{~t~~~~.!~:·'f~~·~~~~i~i~~(?~l\:C.\..~'.<' .

'; ; UN':'RESTRICTED
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APPENDIX IV TO
ANNEX A

Verified: _
Decisions made:. _

Additional inform~:tion:------------------

UNRESTRICTED
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GENERAL DIAGNOSTIC CATEGORIES

SURVEILLANCE REPORT

APPENDIX V TO
ANNEX A

.
REPORT 'PERIOD:

UN RESTRICTED

SERIAL DIAGNOSTIC CATEGORIES PERS

WEEKLY HEALTH

~.•LEVEL IFICY LOCATION:

A DERHATO~OGICAt' ILLNESSES (DER)

a OPHTHALMIC ILLNESSES/INJURIES (EYE)

C RESPIRATORY ILLNESSES (RES)

o GASTRO-INTESTINAL ILLNESSES (G-I)

E MEDICAL ILLNESSES (MED)

F SURGICAL INJURIES (SUR)

G ORTHOPAEDIC INJURIES:

SPORTS INJURIES (OSP)

OTHER INJURIES (001)

OTHER (OTH)

H

.. r

• J

K

L

M

N

0

P

HEAT/COLD INJURIES (H/C)

ANIMAL BITES (BIT)

SEXUALLY TRANSMITTED DISEASES (STD)

UNEXPLAINED FEVER (FEV)

PSYCHIATRIC ILLNESSES (PSY)

SUBSTANCES ABUSE (ABU)

D:r:;NTAL (DEN)

GYNAECOLOGICAL ILLNESSES (GYN)

MISCELLANEOUS (MIS)

SPECIAL DIAGNOSTIC CATEGORIES:
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ANNEX B TO
UNAMIR SOPS
PART 7 SECTION 2

SIliII'1' to 8'1 nlIB ICEAIIS OP RDO.:
'l'IWrSJaSSICID

OllIotDftiR

KI!:O own' KI!lD IItt

~ERSONNEL . .
SCHEDULE. OF REPOR~S, RETURNS AND TIMINGS

.... ·~~imi~~I~~~lgli*¥i~i~~~~'ii~!~Jfill.~liii~~g~i1!f:i~ii~~!Rlljlfii.!§' '!t~!~i!!iii~~iiiiiH~iii~iiiiim~~:!ji:7~~· ·~i£~;. : :lt~;: ·di ~.::!!.~:~;j~ ,~~f·J:1:i::
~.. ' .. " .." .....,......
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ANNEX C TO
ONAMIR SOPS
PART 7 SECTION 3

t

·:ri.~t,f;•. ·
/' ~ lI;.

HEDXCAL LOGISTICS
SCHEDULE gr. REPORTS« RETURNS AND TIMINGS

IIIl:1UA1:,1AW1!1lDXl£ ftTUI or IC'I:IRI c::a&III::l' All Nt QRlODlA'l'C!t sarr'M BY \'tIlE IOWIS or R£lWlJ;
/IU:1'lIIlH .' 'l'l:IAIISJ'AlS10ll

.. IrED lIIIn' IrED sa

.

~f;~:::,~:;}?'~l~::.:~;)~:"\,,.:, .
.;,!;:y<::., UN RESTRICTED
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SECTION FQPR - FUNCTIONING OF THE OPS ROOM

General

1. The Med Br Ops room is to be manned 24 hr/day. It is
located in room 2084 of UNAMIR HQ. Manning of ops room will
be a minimum of one person at all times. After hours, this
is to be the rostered dnty officer. The lIlain purpose of
manning the Ops 'room is to provide a point of contact for
medical requiremen;ts after hours, primarily CASEVAC which is
dealt with in a separate section.

2. S02 HIth Ops is responsible for formulating the duty
officer roster. He is also responsible for briefing
oncoming duty officers before they mount duty.

Responsibilities

3. The responsibilities of the duty officer are at Annex
A. He is the representative of the FHO after hours and
should be prepared to give an up to date brief/sitrep at any
time. A handover procedure checklist is also contained in
Annex A.

Duty Logs

4. Duty officers are to maintain a duty log, a copy of
which is at Annex B. Details are to include a summary of
voice, radio, telephone info received/sent.

Co_unica,tions

5. Communications playa vital role in the operation of
the Ops cell particUlarly after hours. The communication
facilities listed below will be located in the Ops room and
are to be monitored 24 hrs per day.

a , Force VHF Command Net;

b. Motorola Command Net; and

c. Inmarsat telephone link ..

6. Other communications links may be established as
required. Net diagrams and procedures are listed in the
UNAMIR communications SOP, part 6. An administrative ":
telep~one link wil~ operateinter,pa.ll

~ . . ' ,
, " , t, ~ • ~..i' ,,_1',"" '

Annexes :"~~~';lA~ ,.~[)utYM~Q(.
.B:,\.Qu' ;"i' . ,,';""" "J' i".'

,_·,,!';~'fJ.
. :':\_;~
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ANNEX A TO
UNAMIR SOPs
PART 7 SECTION 4
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DQTYOFF:rcERS RESPONSIBILITIES

Duty Offr

1. All Ops Cell Duty Offr are responsible for the gen op
of the ops cell and handling all occu~rences. Duty Offr are
to understand fully the med plan and must ensure it is being
implemented properly. Duty Offr are to make the FMOjS02

·HLTH Ops aware of any significant occurrences that may
jeopardise the execution of the plan.

2. The on coming Duty Offr must be fUlly briefed by the
off going Duty offr on the following:

a. activities up to the present time;

b. current sit;

-~~:"" tiJI'~ ~ o. • ",,<" .~.:. ~':',''''''O~ /.~.~..~., ' • "",~;: • <. ,.:~., .,~:' "

, ·~~lJ.~~~~~~~~~~t.~'Ub~~;§~~:i~~:;.t~i;~~~S.~~~,·:~~::;~:~!;~~1f;S~~;~~::::~:~!~~:::::;§:::~,:::: '~~~:~::~~;':~f:::::::; :~~:::~~;i~;;~~~.::::·
~ " ' • ~~ti'~~~JSSQ~i~n:;..~~Jb~~""I'IWQUq.u~")t)w h,,1hiJiJ'~"'~~~t7Q,h·J<o":\.h\,;""~''''''''h .'t~ .... -,," .,,-.~ .,~~,' ':J~:~:~:.:~~~::~:.:'~

. '.
•

..

c. future intentions;

d. outstanding action;

e. codewords and nick names;

..
<,

3.

f. comm state, codes SOl and Net diagrams; and

g. lac of FMO and S02 HLTH Ops

The Duty Offr is to:

a. record occurrences in the duty 109 in sufficient
detail to be understood

b. cfm accuracy of all locstats given and sent;

c. follow up late returns from units;

d. sUbmit reports and returns lAW section three of
this SOP;

e. be prepared to brief on current sit as req;

f. spr maint and tidiness of the Ops Cell; ,and "

q. brief the relief. rlue"'¥f"" .,
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ANNEX B TO
UNAMIR SOPs
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SECTION FIVE - EVACUATION AND REPATRIATrO~

"r i

General

•• 1. This SOP is divided into three areas;

a. Casualty Evacuation;

b. Medical Evacuation; and

c. Me~ical ~epatriation.

CASUALTY EVACUATION /

General

2. Casualty evacuation (CASEVAC) is the process of movinq
any person who is wounded, injured or diseased to and or
between medical treatment facilities. It includes surface
evacuation and aeromedical evacuation (AME).

3. The purpose of this SOP is to define the casualty
evacuation process and to desc~ibe the procedures in the
evacuation of all casualties. I
EyaquationPriorities

.4.';. All cas and especially those with major injuries
require special consideration of their individual treatment
and evacuation needs. Consequently the followinq priorities
are assigned to cover this requirement:· .

a. Priority one. Pri one cas are those whose life is
immediately threatened. Rapid evacuation, urgent
resuscitation and or surgery are required.

b. Priority two. Pri two cas are those whose life or
limb is in serious jeopardy. Evacuation to allow
early resuscitation and or surgery is required.

c. Priority three. Pri three cas are those for, whom
neither life nor limb are in serious jeopardy.
Evacuation should be as soon as possible.

. '.

.. ~

~sof Evacuation !. ,
~ -;." ;- .-," ;,,..;.

5. Aeromedical evacuation (AME) ~ '. AME;.ifi$",,,tJie'im~vement~l~
patients to a medical facilitY,bYi"a.irff;tfa'ri-s.-"'Vl" ""~,,,,>; :".;

' •.. ,r':.,.::;:;:,.:. may be by fixed wingor."rotEiJ:y;,;, ... ...., ,,:., "!,<4' '
.~ .. '''', , , .., . ,,' . . ",..... ,."":,"" .:. ,.
:f:i~\;b~.~7' preferred means·.of::;'evaonat 0
';,"";'''~,;:.<.y : asualties:~;' '<"{',:( "';,s":'~;~W;ti;&1;"~'
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6. Road evacuation. Is the movement of patients to a
medical facility by any road means. Road evacuation should
be used for all pri three casualties. The preferred road
means is a dedicated ambulance.

Casualty Regulation

7. Casualty regulation in the AO is necessary to ensure
that the most appropriate evacuation assets are used. The
control of casualty evacuation also ensures that the
casualty is transpqrted ~o the most appropriate medical
facility. . ...

CASgYAC. Procedures

8. Bequest for CASEVAC. All CASEVAC request will be
transmitted on the force command net and should be in the
message format described at AJinex A. This format is to be
repeated in all unit SOPs.

9. Casualty Regulation, All requests for CASEVAC will be
transmitted to Ops Br HQ UNAMIR. Casualty regulation will
be conducted by Medical Branch, HQ UNAMIR. qps staff will
consult Medical Branch for advice on the most suitable means
of evacuation and the destination of the casualty. The use
of the AME dedicated aircraft will be authorised by the FHO
or his representative. The use of other aircraft requires
authorization by COO on the advice of FHO. Procedures with
respect to CASEVAC are outlined at Annex B.

10. AHR. If AME is the preferred means of evacuation then
the:

a. AME medical team will be drawn from AS Hed Spt
Force (AS MSF) and CANSIG med elements. The .
roster for the on-line AME team will be maintained
by mad br. The team will be dispatched from the
providing unit location to KIGALI airfield.

b. Aircrew will be notified of the CASEVAC request by
Air Ops staff.

c. Air Ops staff should also advise the control tower
at KIGALI airport and gain clearance for the AME
team to approach the CASEVAC aircraft; and

d. Receiving medical facility will bs notified:of
incoming cas by Med Br. ", .

..
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a. Road evac from RAP to AS NSF facilities will be
provided by AS HSF~;assets: and

b. AUS MSF will be tasked by Med Br to conduct road
evac.

12. Reporting. The receiving medical facility is to notify
Ops Br on the completion of the CASEVAC task.

MEDICAL EVACUATIO':.-'

GENERAL

13. ' Medical evacuation (MEDEVAC) is the movement of any
person to a medical facility beyond those provided by
UNAMIR. MEDEVAC qenerally occurs when the UNAMIR medical
facility is unable to provide the services or level of care
required in-theatre.

14~ The' purpose of this SOP is to define the procedures for
MEDEVAC.

.~ .:
, ,

, ELI;GIBILZTX

',' ~,

Africa:a.

(1) Nairobi;

(2) Harare;

(3) Abidjan;

(4) Dakar; or

(5) Johannesburq.

b. Middle East:

. '., ,\.~ .
~~~; , . 15."';· As MEDEVAC is usually at UN expense the MEDEVAC will be
,:;.:- ',- _:~ to"either the nearest: suitable destination or that which is

~~·.~i,i,L.,.;,:j,'.•".· 'Ef:~~Et~:~~~;:f~~;C:~::~:y (~=i?sH~s ~~
.. ,... , ':, "'Africa or the Middle East:

~~~:.. c. . ,...., ".
f .J ,"

Amman;
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a. By dedicated UHAMIR fixed wing Aircraft. At
present ONAMIR does not have access to a dedicated
aircraft. When available this aircraft will be
stationed at Kigali International Airport (KIA).

b. By Opportunity Aircraft. Regular scheduled UNAMIR
flights operating'between Kigali and other
locations will generally be used for routine
MEDEVAC. Other aircraft flying into Kigali may
also be considered.

c. Swiss Air Ambulance. In 1989 the government of
switzerland made available to the UN, air
ambulanoe facilities for the evacuation and
repatriation of UN personnel. The organisation
which provides the service is La Garde Aerienne
Suisse de Sauvetaqe (REGA). More detail about
this service will be provided later in this SOP.

e_

MEDEYAC PROCEDURES

17. MEDEVAC must be approved by FOD at HQ UN NY. Requests
to FOD will be made by the CAO through the Medical Director.
At ONAMIR HQ, Medical Branch will liaise with CAO on the
MEDEVAC request. For routine MEDEVAC, CAO will notify UNNY
who will seek authorization before informing HQ ONAMIR of
the approval. When initial request is made, a medical
report on the patients condition is to be sent.

,

18. In the event of an emergency, the CAO or HOM may
authorise the MEDEVAC on the advice of the FHO. When
available, all details of the MEDEVAC are to be forwarded to
UNNY HQ.

BESPONsmILI2.'IES

19. Medical Branch is responsible for all medical aspects
of the MEDEVAC. This includes making the initial request,
the provision of reports on patient condition and co­
ordination of the preparation of the patient for evacuation.

20. CAO's office is responsible for forwarding the initial
request ti UNNY and all administrative aspects such as
organising the means of MEDEVAC and informing the receiving
medical facility of patients details and requirements.

21. Medical Director at UNNY will determine'if the patient
is to be returned to the mission area." .,'it: EY;;' . .'.:_.'.·f;'{', "'j';:,f~':"; . . , ,~ .

..



b. Details 'of fatient.

From: To: ~

Date evacuation required:

Name:
Date of Birth:
Nationality:
Nature o;illness/injury:

Present location:

a. };vacuation.

~~""''''''''''~'''';'''''iIl'~ili>:''''lil~t~''''&'~';:~''£'::'''__ .
" ,
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--..

c. Attending M§dical 0tficer.

Name:
Address:
contact Number:

d. UN Contact. (Usually CAO)

. .' ... ~.

Name:
Ap,pointment;
Contact Number: (incl Fax)

23. FOD will review the request and advise REGA, who will
in turn advise ONAMIR of details. At the completion of the
evacuation-the CAO is to inform the FOD.

24. There is a monetary ceiling- on the use of the REGA"
facility. Before a request to use REGA is made, all options
especially the use of scheduled flights should be examined.
Countries who organise their own evacuation without', :
correctly 'requesting it should be aware that the UN may not
reimburse costs.

25. REGA provides all evacuation teams and equipment.
countries are not required to provide escorts or evacuation
teams.

BEPATRIA'J."ION

GENERAL

26. The administration procedures for Repatriation are
contained in Personnel Branch SOP. The information-detailed
below provides guidance on Medical, Procedu~es .,' .
.'.... :.~~ ..,.... ~.;,' ... ~ ~. ", ". ,... ·:,.:':;~:~~{tY<::~-·~

";:;.27, ~~:t6;;:;Repatriation "onimedical~.,' round'""":;68'e,"'" ;' "; "r: ;Y'~';1'''!i;red'' ',' 'N"""

-'
,"W1,,{1iN 'R~~~t~~":;\i /
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b. requires treatment which is not available in the
mission area: or ,;
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AO'J.'HORIMTION

c. requires special treatment in a national
institution •..

"'~"-~";,,; .,~. -.:_<!7~~~f~~c'~·~ -: "~".
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28. Repatriation' on medical grounds is to be authorised by
the FC on the reco~endationof the FMO. The standard
format for requests.. is contained in Personnel Branch SOP.

29. Once the FC authorises the repatriation the CAO may
approve and proceed with the arrangement for having the
individual repatriated. The CAO will consider the urgency
of the requirement and the most economical means. The CAO
will either make the arrangements through UNAMIR HQ or task
the contingent to do so through their national agencies if .
this is considered most efficient.

MEDICAL BRANCH RESPOISXBILI'lIES
I

30. Medical Branch will receive the repatriation request
~. - .from the un1t concerned and the FHO w1ll make a

recommendation on the request before passing it to Personnel
Branch. Once approved, Medical Branch will only become
involved in the co-ordination of patient preparation and
movement between UNAMIR medical facility and the departure
airfield.

"

31. Th UNAMIR medical facili.ty will be responsible for
providing transport to the airport. Medical Branch is to
co-ordinate liaison between contingents/units.

Annex: A. CASEVAC REQUEST PROFORMA
B. CASEVAC procedures



of this form is to standardise the format of CASEVAC requests. This
used when requiring CASEVAC Request

Actual CASEVAC Information
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APPENDIX :t TO
ANNEX A
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UNAHIR MEMCAL SOP - QASUALTX EVACUATXON

CASEVAC REQUES'r

iI

:~: Oescription of Serial
iot Name

'llsign and Frequency of unit

Ibrity of casualty

er of Casualties - Lying
~~r of Casualties - Walking
'~e of xnjury or Illness
~'~Reference and Description
""ca.tton of casualty
~?:em~~t for Special Equipment

..

~~~.,
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.. 1.

CASEVAC; PROCEDURES

Monitor comd net for CASEVAC request.

ANNEX B TO
UNAMIR SOPs
PART 7 SECTION 5

2. On receipt of CASEVAC request, notify Medical Branch.
(Medical Branc!& advises on means of evacuation and the
destin~tion o~ the .,casualty. ) Med Br will carry out the
follow1ng act10ns:

3. AH.E

a. Task AME team to move to airfield. Tasking is to
include all details of CASEVAC request.

b. Notify Air Ops to task aircraft.

ROAD EVAC:4.

c.

a.

J Notify receiving medical facility of CASEVAC.
I

I
Task AS MSF to conduct road evac, Tasking is to.
include all details of CASEVAC request.

5. '.Reporting: .

-.. :
c-'( ~' >.-..

/ .
.,,: "

~~. . .

.a, Inform Ops when CASEVAC has commenced and when it
is completed•
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SECTION 6.- rmALTH LOGISTICS

GENERAL

1. National contingents are to arrive in theatre with 90
days Class VII medical stock for,Qrganic levels one and two
medical support as directed by UNNY. Force Class VIII stock
for 60 days is to be held and maintained at the Australian
Medical Support Force (AS MSF) pharmacy located at Central
Hospital Kigali (CHK). SUb;equent replenishment of National
contingent s~ocks Will be provided from Force stock.

HEALIJ.'H .. LOGISTICS REPORTS AND RE'l'URNS

2. Health logistics reports and returns are detailed in
the schedule at Annex A and are to be sUbmitted in si9nal or
written format in accordance with the schedule.

3. Commo4ity codes are to be used when practicable.
Commodity codes for level one medical supplies are listed at
Annex B•.

4. In general terms stock levels within theatre are
determined by·operational activity levels, the total
strength/dependency of the Force, and the ability of the
civil infrastructure to provide support.

5. All 'units will deploy with 90 days Class VIII medical
'stock for organic levels one and two medical facilities.
Subsequently a minimum of 14 days stock is to be held and
maintained at all times by units deployed in the field.

6. Force Class VIII stock for 60 days is to be held and
maintained at the AS MSF pharmacy. The management of this
stock is to be the responsibility of HQ UNAMIR (G4 MED).
Dispersing of pharmaceuticals is to be carried out at the AS
MSF pharmacy.

REPLENISRMEN'l' PROCEDURES

7. Demand Replenishment. Units are to submit message
demands to HQ UNAMIR (G4 MED), in the format at Annex C, for
routine a~d urgent replenishment of medical s~pplies.
Demands w1ll be staffed by HQ ONAMIR to AS MSF pharmacy',for·,o:.
issue.". Routin~ demands will normally be .satis,~iedl:~,~i1:.hin""
.days and suppJ.1,es.,will be made,,8vailable .for,;~oll~o:ti '

;.j;the ::de' " s '""'" .":,f""om"", 'JoS;' 'liS ,'~" , . a'c ,.,:i)!!4{·~l~;2;~, .. ", •.
.. , . .1.' .....""'~ ,~,1'.J."".t· . " •. ~." "·i·.-·~ -'-.c ....

.•
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9. Demands for items which are not held 'in Force stock are
to be staffed by G4 Med to CSUPO for local procurement
action."';

10. Items required by UNAMIR, which are to be procured
through donor Nation supply channels are'to be the sUbject
of lOR Requests for Medical'Supplies raised by HQ UNAMIR '
(CAO) and will be sUbject to reimbursement from the UN.

11. [Qrqe ~tock'ReDlenisbm@nt. Force stock will be
replenished through UN souroes under looal purchase
arrangements every.'60 days. G4 Med is to submit a Request
for Supplies,' covering the relevant inventory, to CSUPO six
weeks prior to the required delivery date.

12. numanitarian SURplies. Request for humanitarian
medical supplies are to be submitted to HQ UNAMIR (G4 MED)
utilising requisition forms issued separately by G4 MED.
Humanitarian medical supplies and pharmaceuticals will be
prooured through Non Governmen€'Orqanizations and other
agencies under arrangements advised by G4 MED. UN medical
supplies "are not to be utilized for humanitarian relief
other than under those circumstances directed by the FHO.

BLOOD supPLY

13. Force blood stock is to be maintained at the AS MSF
pathology laboratory. AS NSF is to maintain the capacity to
store 140 units of blood. Force blood stock levels will be
directed by the FHO.

14. Replenishment of blood and perishable blood reagents is
to oocur every 21 days under arrangements advised by G4 MED.
AS MSF is to be responsible for 'the safe transit of blood
and blood reagents from the airhead to the laboratory.

HAlJDLING OF 'l'RERMO-LAB1'LEIfEJ)XCAL· SQPPLrES

15~ Personnel responsible for the procurement, storage,
handling and movement of thermo-labile (temperature
sensitive) medical supplies are to ensue that such supplies
are packaged and stored at the prescribed temperature '
before, during and after transit. Furthermore, such
supplies are to be handled expeditiously to prevent damage
from temperature fluctuation caused by undue ~elays.

Medical advice is to be sought wherever necessary in
relation to the' handling of thermo-labile medical suppli~s.' .",

• 1" '.~ ~~ ~

.•



•
UN RESTRICTED

ANNEX A TO
UNAMIR SOPs
PART 7 SECTION 6

BCREDULE OF REALm LpGISfiCS. REPORTS AND RETURNS

serial Return/Report FOl1lat Tie FrOI To
(a) (b) (e) (d) (e) (f)

1. Hessaqe Deaand Hessaqe When req. Units HQ ONAHIR

2. Request for Humanitarian Fon WIlen req. Units HQ ONAMIR
Medical Supplies

3• EMEFIX Message Wben req. onits HQ 0lfAHIR

.,

..'-- ~ ... -...",~- ...... . .
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.t

17. Units requ~r1n9 medical gas replenishment are to
deliver empty qas cylinders to the AS MSF pharmacy.
Cylinders will be re-filled by the UN contractor in NAIROBI
and sUbsequently returned to the AS MSF pharmacy within 14
days. Collection of cylinders from the AS MSF pharmacy is
to be a unit responsibility.

REPAIR. OF MEDICAL BOUIPMENT

18. First line repair of medical equipment is to be a unit
responsibility. Requests for the repair of equipment
requiring second line repair are to be submitted, on an
EMEFIX form, to HQ UNAMIR (G4 ENE). Equipment which is
beyond the capability of UNAMIR to repair is to be repaired
or replaced through National contingent arranqements.
Medical equipment is only to be repaired and maintained by
appropriately qualified medical equipment technicians.
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ANNEX C TO
UNAMIR SOPs
PART 7 SECTION 6

FORHA'!' POR poexAIi RESUPPLY rmSSAGE DElfAND

PRECEDENCE

FROM:

TO:

fORMAT (EXPLANATIQN)

SUBJECT: DEMAND FOR MEDICAL SUPPLIES (OPDEM/PRIDEM/MAINTDEM)

A. UNIT/LOCATION AND DEMAND NUMBER,

B. REASON FOR DEMAND (UNAMIR or Humanitarian use.)

c. ITEM/S DESCRIPTION AND QUANTITY (Generic description of
itemise )

D. COLLECTION/DELIVERY REQUIREMENTS (Units will normally be
required to collect.)

E. LATEST DATE/TIME SUPPLIES REQUIRED (BRAVO time zone.)

F. SIGNALS AT DEMANDING LOCATION (Frequency and Call Sign.)

Notes;

1. OPDEM - Operationally urgent demand reuired up to 6
hours.

2. PRIDEM - Priority demand required up to 24 hours.

3. MAINTDEM - Maintenance demand required up to 7 days.

4. OPDEM and PRIDEM normally passed over radio
communications net or facsimile.

5. MAINTDEM normally passed in written format.,



pOICAL SuPPLY' COMMODITY CODES

(To be issued)
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UNAMIR FORCE HOSPITAL CA~EVAC/MEDEVACPROCEDURES

UNITED NATIONS
ASSISTIINCC MISSION mR RWANIIA

NATIONS UNIES
HISSION !'OUP. 1.·~SSISTANr:t: 1111 RWIINDA

.. .

1. Effective 4 September 1995, any cascvac requests will be passed through UNAMIR
Medical Branch Operations (M93 on Ch 4 or LL ext J1J15 or 11116). Moo Ops will pass the -..;.~.,,­

tasking -to either the Force Medical Hospital or INDBA'IT RAP. If the Force Hospital is tasked,
the casevac request win be passed to the Casevac Co-ordinator(CasEvac I on Ch 4 or LL
117301II731). NORMED Operations (NORMED on Ch 4) will monitor the request, and must
be prepared to take the casevac request if Casevac Co-ord is unavailable. The following steps
must be followed once a casualty evacuation request has been received from Med Ops.

A. Ensure cascvac request form has been completed with information supplied by M93;

B. Determine mode of cascvac '- by road or by air. If hy air. request time of aircraft
availability;

C. Inform the: DUly Ambulance Driver (NM to report to the Force Hospital; on the
NORMED administrative net (Ch 1»

V cpsevac is by cood.·

D. Infonn the Duty Paramedic (NM 2 on the NORMED administrative net (Ch l»to report
to the Force Hospital. The Duty Paramedic will assemble equipment, and recruit additional
medical assistance if deemed necessary. Once the ambulance is prepared, the Duty Paramedic
infonn Casevac Co-ord (Ca.4iEvac I) of departure on channel 4 using callsign Medic I. and will
proceed to, casevac location and recover the patient.

E. ~Once the raramedic bas stabilized the patient for transport. the patient will be loaded
aboard the ambulance for the return 10 the Force Hospital. Medic J will infonn Casevac Co-ord
that the ambulance is returning, and will provide a brief report on the patient's condition and any
necessary.equipmenl/slaff..;which should-be standing by at the to the hospital;

F. Should a second ambulance and crewbe required; the secondary ambulance team will be
assembled, and dispatched (u.c;ing cIs Medic 2). Medic 2 will follow the same procedures as
outlined above.

IfCasey4C is by air:

G.· Casevac Co-ord will inform AMB Duty Medical Crew Director (MCD
Ch 4) to report to hospital for casevac; '.... .'" . '. ..j~/;;":;~i:;/··

.~:3.; ,-,,~ ",< .> ""i~~;~ ,'.; .,
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proceed to Kigali International Airport, Presidential Hangar (reporting upon departure from
hospital to Casevac I on Ch 4); ~

I. The AME tcam will proceed by helicopter to patients location and once the patient has
been stabiIiz~ he/she WIll be load~ on the helic-opter for the return flight

J. A-:, per current SOPs, Air Ops will advise CasBvac.l on Ch 4 when the helicopter is 10
minutes from Kigali.

K. Once the helicoptcr has been shut down, the patient will be loaded aboard the ambulance
for the return to the Force Hospital... 'Medic I win inform Cascvac Co-ord that the ambulance
is returning, and will provide an ETA, a brief report on the patient's condition and any necessary
equipment/staff which should be standing by at the to the hospital.

2. Special Situations - Mass Casualty:

When report of a mass casualty accident (more than 2 pcrs) has been received from M93,
the following actions should be taken:

A. Ensure casevac request form has been completed with information supplied by M93;

B. Determine mode of casevac - by road or by air. If by air, request time 6r aircraft
availability;

C. Casevac Co-ord will order a recall of all available hospital personnel. If the casevac is
by air, the AME MCD in conjunction with Casevac Co-ord will assemble team and necessary
equipment (including mass casualty kits) and win proceed to heliport for transportation to
accident site.. If the Casevac is by road, the Duty Paramedic in conjunction with Casevac Co­
ord will assemble team and necessary equipment (mcluding mass casualty kits) to proceed to the
accident site. At the Cascvac Co-ordinators discretion, he may proceed to the site with the team
to coordinate recovery/resuscitation of the patients from the scene.

D. A request for assistance shall he made to [NDBAIT RAP (LL I 1019) for additional
ambulances and crews assist on scene and/or to transport patients from the site/heliport to the
hospital. During sHenthours it may be necessary to contact INOBAIT HQ to facilitate request

E. A request for assistance shall be made to 95 CMSG if stretcher bcarcrsjfirst aid attendants
are required;

F. Triage at scene will be conducted by the most experienced medical person available, and
at hospital by a person designated by the NORMED Medical Director. .

... <,.'."
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e , :., If required, NORMED Medical Director win advise Casevac Coordinator or need for
':'.-,'

medevac to Nairobi. Th~ following actions will be taken:

,,
I

,I
1

I-.

~,~: .. ,

.
A. The physician originating medevac request shall consult with Nairobi Hospital (LL
722160) or Aga Khan Hospital (LL 742531) to detctmineif a bed is available, and a specialist
is available to take over case;

B. Casevac Co-ord (CasEvac 1 on Ch 4, LL 11730/11731) win advise Medical Operations
Branch (M93 on Ch 4, LL 11116/1 f1 J5) of medevac requirement and will supply information
regarding nature and condition of the patient, name/contact number of referral specialist in
Nairobi, and any special equipment required by ambulance crew in Nairobi;

C. Casevac Coord win ensure Duty AME MCD is advised of mcdcvac, and that steps arc
taken in assembling crew/equipment;

D. Mcd Ops win inform Air Ops (WZI or WZ4 on Ch II, LLl1714) of mcdevac
requirement. Air Ops win advise if aircraft is available, and the ETA;

E. Med Ops will advise Casevac Co-ord of ETA of aircraft. Med Ops should be provided
with the following crew/patient particulars:

1. name,
ii, UNID number,
iii. passport numbers, with date and place of issue,
iv. date and place of birth,
v, nationality;

F. Moo Ops will advise Liaison Officer Nairobi (LL622598) of mcdcvac and provide details
regarding crew/patient particulars, ETA Nairobi, special equipment required at off load site;

G. Moo Ops will advise Airport MovCon staff of AME, and provide ETA of aircraft, patient
and crew particulars as listed in para 3.E. MovCon staff must be available to expedite passage
of crew/patient onto aerodrome and assist with passage through immigration at both Kigali and
Nairobi;

H. Force Medical Hospital staff are to ensure the patient is available to move on 15-30
minute notice, and should be accompanied by:

UNID card,
passport,
vaccination certificate (yellow hook)
spcciali.c;t referral,
copy of chart. .: ; ",
nursmg,l(jiij$fc".:

Y:'J,,<.:(t'.'r'·::-,~:f.' '.'¥;l'~

r:

I
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I. AME Duty MCD is to ensure appropriate crc..~/equipmcnt is prepared, and that crew
members have the following:

i. UNtO card.
ii, passport.
iii. vaccination certificate,
iv. money.
v. clothes and toiletries in case of overnight stay,
vi.· water;

J. Thirty minutes in advance of scheduled ETA of night. the patient is to he loaded on a
stretcher (military pattern). and placed in military pattern ambulance with all equipment/crew.
A second vehicle should accompany with escort personnel. Note that weapons are not allowed
at the airport;

K. The ambulance and escort vehicle should proceed to the Kigali International Airport
Ilightline gate. A MovCon member shall be available to clear the patient/crew through
immigration.. The MCD shall be in possession of the passports and $20.00 US per person. and
win pass these items to the Movements Officcrw member or escort person must be designated
to clear the team/patient through immigration. At that time the RPA may allow the ambulance
and escort to proceed onto the Oigbtline once the aircraft has landed and shut down;

L. If the MovCon person is not present, a team member or escort must be available to clear
the crew/patient through immigration. If this is necessary. the member should proceed to the
UNAMIR office in the departures arc to be manifested. Once processed by the flight office,
proceed to the departure fee booth and pay $20.00 US for the patient and each crew member.
Proceed up the stairs to the immigration area where the departure cards/passports wiJI be
processed. A. member of the immigration staff win usually escort the member out to the aircraft;

M. Once the patient is loaded the ambulance and escort are to proceed off the ffightline, and
hold on the apron un(d the aircraft has taken off. Once the aircraft has departed, the ambulance
and escortsarc to return to base;

N. Upon arrival at Nairobi Airport, the UNAMIR Coordinaiion Officer will meet the aircraft; .
and the ambulance will be present to transport the patient to the Nairobi Hospital. The AME
Duty MCO may make the decision to hand over the patient to the ambulance crew, or attend the
patient to the hospital. MovCon personnel shall be available to process the patient/crew through
immigration, however in the unlikelyhood that the person is not available. a crew person must
beavailable to take the travel documents through Kenyan immigration. Note that the UNAMlR
Coordination Officer should not be made responsible to take the passports through immigration
as he is required to facilitate admission of the patient to the hospital; ..

o. . Under usual circumstances, !he CoordiJtation9fqc,c!.:)~~~m~"a.t!~~~~.
bookings, transfer of staff from hospJ~lfO~()t~I~~n~allyothCf;. maho

I . e.-·· '.,;.>.'

. '. ...



P. Upon return to base, the AME MCD is re.'iponsible to clean, replenish, recharge the AME
equipment as soon as possible. The AME report is uf be completed as soon as possible following
the mission, and should be passed to the Casevac Co-ord for furtherance to Med Ops.

".i

I

Drafted by: Capt. D. Schell

Dated: I Sep 95 •
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. Of these, onlyP. falciparum is likely to kill during acuteattacks.

ti ! ',. .\:~'.:'lii
,;.~?~ , .;.; '" •

i:j~~\~~;;\ .. .. ;~~LC:ARuM MALA~ : KEY FACTS
:t:::";';',,/\:i:j3y'Major A. Henderson 7 Mar95 Kigali
~;:~if~~;j ". ;~~~~.-~~~;·~i~:,:l<

~J; ,~0;\'~PAR.ASITOLOGY :'

~~~r;>: ;~:l:::~fPWun~a causeW~ in man:'

P. vivax

I'," ,

, .;. '".,: "'~',
, ·'t ,J' .', ..,..

1;~,:' ,: ~;',/iv ,
, ~ .. -',. ":vECTOR
/;;l~~ ;'~~\~"

',", .;,:: ,3. Plasmodiaare transmitted to manviafemale anopheline mosquitoes. While a large, ..
,', i~:~::z::';2::'flumber of~ophelillesi;nay.transmit mal~3.:. in tropical Africa, A. gambiae is the ~ost !mpoP811t,.
,'~k,~:i~.D~;~rector species. Dangerperiods for transmission are around dusk and dawn butno time IS safe.......
}~f",;~':'Jf';:The mosquitoes detecttargetsfor biting bycarbon dioxide concentration.nor by vision. /;{;:.;:.~:~;~-~~.~,

~l~i~f.;n~t~~::;·: ' '\, ,,:. ' . ".J . :.~ ..

,_((~~:21,.>.PARASITE CYCLE .' .'
. :~ ;"'l~,~~,,,~~~.:,.•,~~ i/:' . ' I'<" , " ,::,:j',i'~' ".~;}~":;'.

~~;'j ~f1?/~:4. ',:; When an infected mosquito bites a human host, spindle shaped'plasmodia called ' ' "
:',' "i'f, SPORO!!OITES are injectedwith the mosquitoe's saliva. The sporozoites are rapidlytakenup by

,,J ,~iver cells to beginthe firststage of development. Thedetails vary according to Plasmodial
': 'j species:



••
s. Each trophozoite multiplies into numerous mesozoites which rupture the red cell and each
then invades a newred cell to form a trophozoite whichrestarts thecycle.

6. In ovaleandvivax malaria sleepingforms or hyponozoites develop in the liver.At some
latertime(weeks to years ) they awake, form merozoites and a relapse occurs. Hypnozoites can

. onlybe eradicated by Primaquine, hence the need for this drug onreturning home. I shall nowfocus
. on falcipanun malaria.

. ,.
RESISTANCE TOFALCIPARUM MALARlA

A. Innate. A numberoffactors protectagainstdeathfromfalciparum malaria. They include:

i) Thalassaemia trait

ii) Sickle trait

iii) 06PD deficiency ~

iv) Iron deficiency

v) Ovalocytosis ,

·B. Acgui·red. In Africaheavyfalciparum-transmission occurs. Young chi!dren"acquire
;~sf;~~, .~.' repeated infections. They either: , (....; ; •..

J~,'t,l~fi:' .,:' .i) Die. Fromanacuteattack (the WHO estimates at least 1million '~hildreD die from
/(";"Jalciprum malaria eachyear.)

r .
'~ ) .

. :"10 Become Resistant. In heavy transmission areas, children over5 years are solidlyresistant.
Theyhave splenomegaly. Future infections producelittleor no symptons. Theyhave chroniclow
gradeparasitaemia (as do adults). Resistance depends upon repeated infection, so if theymoveto a
nonmalarious area for over one year, their immunity wanesand they 'will geta severeattack on
returning to the malariousarea.

\

t

";l

;.

, i •

C. Reduced Immunitv. Pregnancy, steroids, splenectomy and ? AIDS greatlyreduce
resistance to deathfrom falciparum malaria. f .

'," ':... ""'~':.,',": .. tt,{;'~r" \,.~
EPlDEMJOLOGY
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WHYDOES FALCIPARIUM MALARIA KILL

, 10.~, ,~j Unstable Malaria. Transmission is not so heaVY,~nd varieswith the season. Thechildren
donotacquiresolidimmunity. Thiscauses:

'. ,.." ~ ~:';I,".... .

·"'i
'. .~~;-,." -.

, '.

,

~ .
CLINICAL PICTURE OFFALCIPARUM MALARIA IN NON IMMUNES

I
12. The incubation periodis 7~21 days afteran infectedbite. The earlysymptoms are not
specific to.malaria and are easily mistaken for 'flu'. , . ! '.

a. Clinicalmalaria in all ages;
,'~rt . ~ ..

b.' . Partial immunity whichreduces the severity ofacute attacks.
. \.,,:- ';. ' .,

",,' - .• <;}

It. Fal~iparummalaria in a non-immune subjectis a very dangerous disease and may cause
deathwithin a weekor ten days. Thereason falciparum kills and the other forms ofmalaria do not,
relates to the interaction ofthe parasite withthe red cell membrane. The falciparum schizont
deforms the red cell membrane and causes it to adhereto other redcells and to the vascular
endothelium in the deep tissuebeds. Themicrocirculation eventually becomes obstructed. The
arrestofbloodflowin the deepcapillary bedcauses global organ iscaemiaandaccountsformuch
ofthemorbidity and severe falciparum malaria.

13. . .Fever, shivers, headache, generalised achesand pains (especially backache). During the' ,
shivering'stagethere is vasoconstriction. This is followed by flushing. The fever is usually constant.
Periodic feveris less common and occurs later. ;: /.', : "~';.:;

~
" ,

14." 'Investigations mayreveal anaemia, jaundice,elevated transaminases, leucopenia and
thrombocytopenia.

"

, . .
15. ' Falciparum trophozoites are seenon bloodfilms. Treatnient at this stage usually produces a
prompt response, although it maytake threedaysfor the fever to abateand the parasitesto clear.

A NOTE ONBLOOD FILMS

16. The beststain is the Giemsa at pH of 7.0to 7.2.

a. Thick film answers the question: Aremalarial parasitespresent or not?.

b. Thin filmanswers the question: Which species ofmalariais present1:
",,;)~ ;. ~(:.~; '"



SEVERE MALARIA

J8. Only falciparum causes severe acutemalaria, therefore a severely ill patientwith malaria
should betreated for. falciparwn regardless ofthe 'species ofparasites identified on the bloodfilm.
Theusual picture ofsevere malaria is cerebral malaria withconfusion, depression of consciousness
andfits. This isa grave medical emergency which needs immediate treatment. Apartfrom cerebral
malaria, other indications ofsevere disease are:. ..

ANOTE ONHYPOGLYCAEMIA

••'

, ,

Ifthepatient is sick andparasites are seenon thefilm, treat as for falciparum.. , ' ,',

Very highparasite count;. ,

Metabolic Acidosis;

Hypotension;

Hypoglycaemia;
"

, i

Organ failure, especially renal failure, pulmonary oedema or severe haemolysils

I

c.

a.

b.

-c,

d.
, .:~

e.

. "

19. Hypoglycaemia may occurin anysevere case offalciparum malaria. It is especially
common inchildrenand in pregnancy. It is an important causeofdepressed consciousness or '. '
falling consciousness during treatment. Importantly, Quinine releases insulin from the pancreas and

,may worsen hypoglyca~mia.

PITFALLS }NlllE DIAGNOSIS OFFALCIPARUM MALARIA

a.

Presentation

Typical Acute attack

Misdiagnosis

Flu

b. Jaundice, hepatosplenomegaly
withraised transaminases Viral hepatitis

c. Microcirculatory arrest in the
gutcausing severe diarrhoea

Cholera
Dysentery



~PD deficiency

Typhoid

. ~

Massive hatmolysis andblackwater fever
I

1
Prolonged fever with hepatosplenomegaly

i

•

Tropical Splenomegaly Syndrome: massive splenomegaly with hypersplenic pancytopenia
imniunoparesis. Deathfrom infection, especiallypneumoccal.

''" ~" .
.' ;;. ;

g. '

b.
and

c. Burkitt's Lymphoma: Highly malignant lymphoma, usuallyofthe jaw in childrenwith
chronic . falciparum malaria infectedwith EB virus.

·DRUGRESISTANCE

, ,

•,<' 'f • '":. .!. 1 ro ' ~ i

...J.: ,~~:~ONlCCOMPLICAnON~ OFFALCIPAR~MALARIA ,
j.;rl It ~ .',. ~ .

'I, " .

;~~ F' "'(:a.' Ana~mia
fl,7:,' '
·31'-· -,:

~.
~.

•
20. Plasmodium falciparum, unlike other species acquires resistance to commonly used
antimalarials. This has caused problems with regard to treatment and prevention. Chloroquine

. "resistance is nowso widespread that thedrug should no longerbe used againstP. falciparum. There
:~;,.,'·;·are areas where resistance to Proguani1, Fansider, Maloprim and Mefloquine has been reported.
:~{,;r":,;,t~~ere~y be lowgraderesistance to quinine in some areas. .
::~t~~1f~)~;> ':', '- '.: . .

.~~, REVENTION OFMALARIA .'
·lS~" ,.....' - '." , ' .:",' "
~tt;~~'21 .PhysicalMeasureS. Sleeping under nets,use of knockdown sprays;insectrepellents, long .

"'{!I( • :~' ~)~e..~ves andtrousers afterdusk. .,' ,
}~" ~ ,"{~~~;;~~:.~.~:~~ '.. , .
,;~~\'~ ~'::(~ 22~~:' .Drugs. Thereis no 100%protection. Dailydoxycycline or weeklymefloquine are popular.
i~~ 1;<.~~.'~i·~:~~i'
.,' , .' .. 23.', Vaccines. Experimental

TREATMENT FOR FALCIPARUM MALARIA

24. Falciparum Malaria ina non-immune is a medical emergency..

25. Excludehypoglycaemia. Anydrowsy patient merits20 mls of50% glucoseIV. Patients
with severemalaria need2 hourly fmger prickglucose estimates whileseriouslyill..

... ' .. ~
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FALCIPARUM MALARIA KD..LS!!!

,A catch in immunes:

.'" .• '

"
Despitethe abovemalariamight,stilloccur afterreturning home. Remember to tell thedoctor that
youhave beenheavily exposed to malaria andyour current fever, even upto one yearlatermight
just be MALARIA..-t:

I

i Peopleimmuneto falciparum malaria usually haveasymptomatic lowgrade parasitaemia, The "
" finding ofparasitesin their blood, if very scanty does not mean theircurrent fever is malaria: It is
. probably something elsell- .

i

!
I

~i,t"~RETURNINGHOME
t;·~~-,~.", ',:. ' '. I. •

'(28. , .:Conti~~e Doxycyciine prophylaxis for2 weeks. I'j ".!:+;t>. ~/
i4)<;,/ c: J:, ~\;,: ,';, " .' " • , .i ,~\\f;~1i:,;.
i9::'~;'~ Two ~NeekS,ofPrimaquine to killthehypnozoites of P. ovale or P. vivax. Primaquine also' ~:([·:",~i: ..t~7
'kiDs the mosqwt6 iiUecting gametocytes of all species ofplasmodium. ''~: :~i,{;(;i;;
~ .~. ... 1 .-~ ''-'''l • 'j . J,'. '~J~'

I : , .;, '

" .
, "

~'- '''''<. ;" ~
l~: :;;l~.\. ;i'
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APPENDIX 1:ANTIMAL.AlUAl. DRUGS.
, , 1, ~
1) CHLOROQUINE: A rapidly actingbloodschizonticide. Gametocytocidal against P. vivax, P.
malariaeandP.oVate. Chloroquine is the drug ofchoice forthe treatment ofacuteofchoice for
acute malariadue to P. vivax, P. ovateandP. malariae. Chloroquine doesnoteradicate hypnozites.
Becauseofincreasingresistance ofletbaI P. falcipanun to chloroquine DO NOTA'ITEMPTTO .
TREAT, FALCIPARUM MALARIA WITH CHLOROQUlNE. There should no longerbeanyneed
to use chloroquine parenterally, a. routepreviously associated withsevere andfatalreactions. The
main side-effects oforal chloroquine are nauceaand itch.
DOSAGE: lJAcute malaria - 1OJ;Dglkgb~e (max. 600mg) stat. followed by5mg/kg base(max.
300mg)at 6, 24 and 48 hours.

2) Prophylaxis - chloroquine offersgoodprophylaxis against non-falciparum malaria.
The dose is 5mglkg.base (max. 300mg) per week. Longterm, retinopathy is a problem.

2) DOXYCYCLINE: Doxycycline is anoral tetracycline with extensive enterohepatic
recirculation and a longhalf life. It is activeagainst chloroquine resistant falciparum malaria. The
drug deposits in developing teethand bones and is therefore not to be used inchildren under8 years
or during pregnancy. Side:,effects include nausea,thrushandphotosensitivity. It offerssome "
in?idental protection against choleraandother bacterial diarrhoeas, plague andthe typhus group'of
feyers. ,. .
DQSAGE: 1)Acutefalciparum malaria- lOOmg 12hourly for 10days.

. . 2) Prophylaxis· 100mgdaily: '
','
/.- .

3) FANSIDAR: Antifolic acidprepar~tioncomprising SULFADOXINE SOOmg and ,::'" ,.~~~ , " ,
PYRIMETHAMINE 25mg; Activeagainst chloroquine resistant falciparum malaria. Fansidar is'not .•
reliableagainst non-falciparuni species, There is nowincreasing falciparum resistance to Fansidar.· .
Side- efectsinclude rashes, agrmlulocytosis and whencombined with chloroquine FATAL skin
reactions. r ,;r I...', . " .1,

DOSAGE: 1)Acutefalciparum malana - Threetabletsstat Forchildren: '..v •

a) under4: 1/2tablet :".; . ,..'
b)4 - 8: 1 tablet
c) 9 -14: 2 tablets.

2) Prophylaxis - Adults; 2 tabletsevery14days. Reduced dosage forchildren.. .

4) MALOPRIM: Maloprim is anotherantifolic acid preparation comprising DAPSONE lOOmg and
PYRIMETHAMINE 12.5mg. It is used forthe prophylaxis ofchloroquine resistant chloroquine
malaria. LikeFansidar, it is unreliable againstnon-falciparum species. Side-effects include rashes,
agranulocytosis and methaemoglobinaemia. .
DOSAGE; 1tablet weekly. , Il •

S)"MEFLOQUINE: MefloqUine is ane\y anfuiialanal,whic
emergence ofmultiply.resisiant falClR ':.,. t~~ ,"',
::r~;~~~t;R( ,"~·""·f'\"~;'Z;\t· i".~.

~ \ . '~'lf:~.~ ~¥
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J0) NEW DRUGS: Theemergence ofmultiply drugresistant falciparum malaria has stimulated a
searchfornewdrugs. Novel drugs include enpiroline, halofantrine anda drug from ancient
Chinese medicine, qinghaosu.

BEFORE USING UNFAMILIAR DRUGS:
ALWAYS CHECK THEDOSAGE~ S])jJ#~>~i7~(
MANUFA~11.JR.ERS ~STRVC· .',' ."

.. ~,j~:').'J~ . ~ ,.;c .\. ~ .• ;.!"

l~J.··! :6).PROGU.ANIL: A safedrugwhich was Widely used for prophylaxis of falciparum malaria.
\tlB~~;,1!s~IIY ithchloroq~e c?m~ine~ with'chlo.r~q~;''There is nowwidespread resistance in P. '. '~, :-­
~;;/i?,,~~i:'.falCIParwn. Nausea15 themamslde-effect.,' i;!!:~~;".':',:; : i.' -:'

-.€tj\..:;"pOSAGE: 200~g~" "~J :.:.' i':'"~' y r r .

~,f?,~" ~) PRIMAQ~: This is'~e ~~y~g avalible t~ eradicatethe hypnozoites ofP, ovavle andP. .Pt; .. vi~ax and.the gametocytes ~fP. falcipamm; It is safeexcept in people with G6PD deficiency who
1J:;~~" , a bable to\severe haemolysis.
t!j~f, :. DOSAGE: 1)Normal subjects .. 15 mg dailyfor2 weeks.:
~:f: -..';' 2) Nonnalsubjects infectedwith the Chesson variantofP. vivax (pNG), 21mgdaily for
!'.tJ: 2 weeks. . . ,

3) G6PD deficient subjects, iftreatment is essential, 45mgonce a week for 6 weeks is
safer thanconventional\dosing.

8) PYRIME'fH.A1\.fiNE:·Antifolic acid drugwhich'is rarelyusedalonebutwhich is a core
component ofFansitJar andMaloprim,

9) QU1NJNE: This,~e earliest antimalarial remains the cornerstone oftheraPy forfalciparum
malaria. It is powerfully active againstthe bloodforms ofall Plasmodia andthegametocytes of the

,~ ,non-falciparum species. It doesnot destroy hyPnozoites. In someareas,particularly partsof SE
:t':;~ - Asiaand Brazil, -low grade resistance bas beendescribed in multiply drug resistant species ofP.
;:t " falciparum. Side-effects includenausea, conduction defectsand whenused parenterally,t ,: ' hypotension.. Quinine has majorelectrophysiological cardiaceffectsincluding conduction defects
i,~, ' and torsade de pointes. Extreme care is required if1be patient is usingcardiac drugs. A very
;:' ., important side-effect is release ofinsulin from the islets'cellsofthe pancreas exacerbating the
{; " " .. spontaneous hypoglycaemia found in severe fa)ciparum malaria.' ."
~H ''< ',>, ~n ~Ilu.....~ ~il't~1I.,.1-. •. th dru . I infus~:";:~1:·~ ,,',:.;;;C~~Ifusmg ,e, gmtravenousy,l e
fi~: ';J. ' " over4 hours in 500mJ 5%dextrose. For severely ill patients from the Thai-Cambodia border, the
'~ , " .initialdoseshould be 20mglkg. Switchto oraJING administration as soon as possible. Ifthis isnot

possible by3 daysreduce the IV dose to Smglkg. Usea loading doseof5mglkg ifthepatient has
takenmefloquine within the last24 hours.



Falciparwn malaria is lethal to the foetus and mother, even in previously immune subjects as the
pregnancy impairs the immune response to the parasite. Pregnancy complicates therapy because of

. thepotential injurious effects of drugs upon thefoetus, A point to fembmber is the falciparum . .
malaria is VASnYMORE DANGEROUS TOMOlHER ANDBABY 1HANANTIMALARIAL
DRUGS, DONOTTHEREFORE BEAFRAID TOTREAT THE MALARIA. Avoid doxyc} cline
andfansiciar. Chloroquine is safe in non-falciparum infections and quinine in falciparum malaria.
Tendays o(tberapywillbe needed to prevent relapse. HYPOGLYCAEMIA is a majorriskin
pregnant women with falciparu.m malaria. ,'.. ,~ ~.

.',

•
APPENDIX 2: MALARIA INPREGNANCY. .'
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