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GENERAY, INTRODUCTION

1. The one and only important function of the Force Medical
Branch was to provide comprehensive medical support to a standard
acceptable to all participating nations in UNAMIR. Despite the
complex nature of UN operations a satisfactory medical support
system was provided during the tenure of the mission. The main
tasks as laid down in the United Nations Operational Support Manual
were:

a. Maintenance of health and prevention of disease.
b. Treatment and evacuation of sick and wounded.
c. Resupply of Medical Material.

The medical branch at BQ UNAMIR, with the help of wvarious
medical facilities deployed in the mission area was largely
successful in carrying out the various medical operations such as
preparation of medical appreciatien and plans, provision of medical
care acceptable to all participating nations in the mission area,
evacuation of sick and wounded within the mission area (CASEVAC)
and outside the nission areas (MEDEVAC), resupply of medical
material and liaison with various agencies. The medical branch was
in addition instrumental in c¢oordinating humanitarian medical
relief to the local population of Rwanda on a large scale in order
to promote health and prevent disease in this war ravaged nation.
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For the medical support operations to be successful there is
a need for sound planning at all stages and good logistic support
system. Although the medical support operations were satisfactory
te a large extent, deficiencies in logistic and administrative
support resulted in various shortcomings and difficulties which
have been brought out in the End of Mission Report submitted by the
medical branch vide our letter No. 4000.4/34/FMO dated 07 Mar 96
(copy attached).

This report will attempt to provide information regarding the
general problems and deficiencies encountered as regards the
medical support operations during the mission.

ATM

2. The aim of this report is to present an overview of the
medical support operations in UNAMIR with special emphasis on
problems relating to deficiencies in planning, logistics and
administrative support with a view to providing recommendations.
The details of the medical support to UNAMIR I and UNAMIR II and
report on other activities carried out by Force Medical Branch have
already been brought out in detail in the attached End of Mission
Report.
SCOPE
2. This report will discuss the following:

a. Casevac.

b. Medevac.

c. Medical Repatration.

d. Medical Liaison.

e. Contracted Medical Service.

£. Administration of Medical Support Operations including

Liguidation.
g. Problenms including logistics and Administrative
deficiencies.

CASEVAC

3. This is the intra-theatre evacuation of seriously ill or

injured patient from the site of injury/illness to an adequate
level 2/3 medical facility. The theatre of operatlop of UNAMIR
encompassed whole terrritory of Rwanda. Different contingents with
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integral level 1 medical support system were deployed in various

sectors. The UN hospital providing level 2 and limited level 3
medical support was functional in capital city of Kigali. Casevacs
were co-ordinated by the Force medical branch in conjunction with

Air Ops and respective contingents in whose theatre the casuality
occured.

Casevac was carried out by road or by air, depending on the
priority of the case, time of injury/illness, distance from the UN
field hospial at Kigali. Triage of casualities was done and
priority was allotted based on severity of injury/illness and
threat to life/limb as under.

a. Priority I -~ Patients requiring urgent resuscitation
immediate surgery.

b. Priority II -~ Patients requiring early resuscitation and
possible surgery.

c. Priority III - All other cases.

Type_of casevac: Casevac could be carried ocut by road or by
air depending on the type of casuality and priority of case.

a. Road evacuation: This was mostly carried out for
Priority 3 cases and any other cases in immediate surrocunding
areas of UN field hospital. However the road evacuation
assets were not adequate as most of the contingents
deployed in UNAMIR were deficient in ambulance vehicles and
resuscitation equipment.

b. Aero-medical evacuation: This mode of evacuation by air
was carried out for all Priority I and Priority II cases from
outlying sectors, AME assets were adequate in terms of
availability of helicopters. However trained AME teams with
sufficient resuscitation equipment were available only when
AUSMED was deployed in mission area. NORMED lacked both the
trained personnel for AME as well as required equipment.

MEDEVAC

4. This entailed inter-theatre evacuation of casualities. In
this mission area, casualities reguiring specialised wmedical care
were flown to Nairobi by fixed wing UN aircraft. Both AUSMED and
NORMED were having limited 1level 3 capability and patients
requiring level 3 medical care were sent to Nairobi Hospital or . Aga
Khan hospital in Nairobi for further management. The medical bills
received from Nairobi hospitals were cleared by Finance branch
after scrutiny by medical branch. The Force Co-ordinating Team
(FCT) based at Nairobi was responsible for reception, transport,
admissions in hospital and other administrative support to the
patients during stay at Nairobi. However there was no medical



officer as member of FCT which resulted in unreliable medical
liaison.

MEDICAL, REPATRIATION

5. It is a medical evacuation back to the patients own country.
This applied to all those who were unlikely to be fit for duty
within the stipulated period of 30 days or those patients requiring
treatment not available in the mission area including Nairobi.
Most of the medical repatriations were carried out by commercial
passenger aircraft flying out from Kigali/Nairobi.

MEDICAL, TI.IAISON

6. The Force Medical Branch established an excellent rapport with
local health authorities, medical authorities in Nairobi, with the
various NGO’s operating in the whole of Rwanda and between the
medical elements of various contingents. This was achieved by
regular visits to various hospitals in Kigali and Nairobi and by
interaction with various NGO’s. The medical officers from various
contingents attended a monthly FMO’s conference where they dould
share their views openly. The FMO also paid staff assisted visits
to various contingents to assess the medical support system in the
concerned sector. This helped in coordinating the medical support,
medical resupplies and allied matters and helped the Force Medical
Branch in gathering medical intelligence so as to re-organise
medical plans where necessary.

The Force Coordinating Team at Nairobi did not have a medical
officer as a member and as such medical liaison suffered a bit.
Presence of a medical officer could have streamlined the procedure
of medevac/medical repatriation and it could have also resulted in
better feedback to the Force Medical Branch on condition of
patients. The Force Medical Branch had to fix up appointments,
arrange for admissions and get follow-up report all on telephone
which was not always very easy.

CONTRACTED MEDICAL. SERVICE

7. As it has been brought out in End of Mission Report, a first
in any UN peacekeeping operations was achieved with successiful
integration of a contracted civilian medical servig:e (NORMED)
within a military setup. The concept of contracted medical service
is a viable alternative to provision of military medical facility
where required. However the contracted facility without self
protection and full self sufficiency can only he introduced into an
already operating mission. The initial deployment of force into a
peace-keeping or peace-making operation must have a integral
military medical support with capability upto level 2/3.

8. It ié essential as well for the civilian medical oranisation

to understand the dependencies and the type of care requlrgd when

determining the total support requirement. As brought out in End
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of Mission report the NORMED was inadequately staffed, lacked AME
assets and carried out frequent turnover of specialist staff.

Besides this there was no understanding on status of NORMED staff
resulting in various administrative problems 1like visa
arrangements, entitlement of CTO/R&R etc. All these factors

require to be considered before employing contracted medical
service in UN operations.

ADMINISTRATION OF MWEDICAL SUPPORT
OPFRATIONS JINCILUDING LIQUIDATION

9. The medical support to UNAMIR was coordinated by Force medical
Branch at HQ UNAMIR. The functioning of AUSMED and NORMED and
various RAP’s of different contingents was supervised and co-
ordinated by medical branch. It entailed appreciation, planning
and operations by the medical branch and final execution by the
field hospital and various RAP‘s. The Force Medical Branch was at
all times comprising of a Force Medical Officer, Medical Operation
Officer, Medical Logistics Officer and Force Health Officer.
During the AUSMED phase the medical branch was manned by officers
from Australia specifically earmarked for the job. 1In post-AUSMED
phase officers from various contingents, staff and even MILOBs were
pooled in to man the Force Medical Branch. The limitations of this
arrangement have been brought out in the End of Mission Report.
The details of functioning of AUSMED, NORMED and various RAP’s are
also included in the same report.

LIOUIDATION

10. The mandate of UNAMIR was finally extended upto 08 March 199%¢
vide UN Security Council Resolution No.1029 (1995) dated 12 Dec 95
and a period of 6 weeks was earmarked for liguidation begining from
09 Mar 96 onwards.

Iin view of non~-extension of mandate beyond 08 Mar 96 and
reduction in the force level from 1800 to 1200, the 95 CMSG ceased
operations on 25 Jan 96 and the contingent was repatriated on 02
Feb 96. The duties of Force Medical Officer and Force Health
Officer were transferred to officers from INDBATT. The NORMED
started furnctioning without the integral support of medical
elements of CMSG. Various contingents deployed in dQifferent
sectors had integral medical support assets.

During the liquidation phase which began on 09 Mar 96 most of
the contingents along with their integral level 1 medical support
system have left for their respective countries. The NORMED which
provided level 2 and limited level 3 medical support to the UNAMIR
from Aug 95 onwards, ceased operations on 25 Mar 95.

'After the departure of NORMED the INDBATT RAP has been tasked

to provide level 1 and limited level 2 medical support to the
remaining components of UNAMIR till INDBATT ceases operations on 10
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Apr 96. During this period 10 units of O Negative blood are being
kept with INDBATT RAP for use in extreme emergencies. Medevac
facilities have been arranged through CAO UNAMIR with Air-Ambulance
services based at Nairobi. Priorities requiring level 2 and level
3 treatment will be evacuated to Nairobi.

Consequent to departure of staff at Force Medical Branch at HQ
UNAMIR on 14 Apr 96 from mission area the Force Medical Branch and
INDBATT will cease operations from 10 Apr 96.

MALAWICOY has a functional RAP with one RMO incharge for
medical support to the company. After the departure of INDBATT,
MALAWICOY will provide medical support to the remaining elements of
HQ UNAMIR in addition to own troops.

The Canadian owned medical eguipment given on loan to UNAMIR
for use by NORMED has been deposited with warehouse for onward
shipment to Canada.

The pricing of medicines returned by various contingents and
medical consumables lying in warehouse was completed with help of
NORMED staff. The list of priced medical consumables along with
date of expiry in a chronological order was forwarded to Medical
Adviser DPKO for disposal orders. As per the orders received from
New York, medical consumables with expiry date beyond Jun 96 have
been earmarked for shipment to other missions. The rest have been
earmarked for transfer to UNDP dispensary at Kigali.

Most of the medical bills received from various hospitals and
consultants at Nairobi for services rendered to UNAMIR personnel
have been cleared by the medical branch with a few bills remaining
outstanding due to non receipt. Finance section has been forwaded
particulars of patients whose bills have not been received so far.

DEFICIENCIES AND PROBLEMS

11. Despite the apparently successful medical support operations
in the mission, a number of deficiencies were noted in various
stages of planning, logistics and administration. Some of the
shortcommings and recommendations have already been enumergted in
the End of Mission Report. At the risk of being repetetive the
deficiencies and problems are listed once again as under:

a. Planning Qf medical support: The level 2 and 3 medical
support to UNAMIR for entire duration of nission was not

adequately catered for. The sudden departure of AUSMED in Aug
95 left .a sudden void with no military medical support
available with level 2 to 3 facilities. This entailed the
requisition of contractual civil medical support in form of
NORMED with its incumbent shortcomings/deficiencies. Even the
NORMED ceased operations almost one month before the departure
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of core group personnel and one of the contingents. This has
resulted in jeopardising the medical security to the remaining
personnel in mission area.

b. Logistics: Various deficiencies noticed in the area
were as under:

(1) Road evacuation assets: Most of the contingents
arrived in mission area without adequate number of road
ambulances or even without any ambulances at all.
Consequently the few available ambulances had to be
redistributed all over Rwanda with a result that UN field
hospital had only 2 ambulances with capability to carry
only one patient at a time.

(2) AME assets: There were sufficient number of
helicopters available for casevac but trained personnel
and requisite equipment for AME operations were not
adequate in number and quantity respectively.
Helicopters did not have night flying capability.

(3) Medical equipment: Many of the RAP’s were lacking
in basic medical equipment on arrival and had to be
supplied with stores received from warehouse, various
NGO’s and other UN agencies. Even the NORMED arrived
with insufficient resuscitation stores and had to borrow
them from 95 CMSG. Some equipment was taken on loan from
Canada by UNAMIR and provided to NORMED.

(4) Medical consumables: The procurement of medical
consumables is a long,time consuming process as it is
clubbed with procurement of non-medical stores and
handled by non-medical personnel. Many of the stores are
received towards the end of their shelf life. Most of
the medical consumables received from UNOSOM were already
past expiry date.

c. Administration: The following deficiencies in medical
administration were noted:

(1) Unstable staff appointments: The Force Medical
Branch saw frequent change-over of key appointemnts at

crucial times. After departure of AUSMED, officers were
pooled in from various contingents, other branches and
from even among MILOBs to man the Force Medical Branch.
The functioning of medical branch suffered as a
consequence and it also resulted in additional workload
for remaining medical officers.

(2) There was a lack of communication between the FCT
based at Nairobi and the Force Medical Branch as no
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medical personnel was a part of FCT.

(3} Lack of proper documentation in the Force Medical
Branch right since its inception resulted in lot of

confusion in providing adequate feed back to UN NY at the
end of mission.

(4) Many of the personnel arrived in mission area
without proper medical examination as per UN norms as a

result of which they had to be repatriated on medical
grounds,

RECOI ATIONS

12. 1In view of the various deficiencies noted it is recommended
that:

a. Uninterrupted 1level 2 and 1level 3 medical support
preferably by a military medical support system should be

ensured at planning stage so that medical security of mission
is not compromised.

b. Various contingent RAP’s should be well equiped with
necessary transportation assets and equipment for road

evacuation as per UN requirements before reporting to mission
area.

c. All helicopters should have night flying capability.
Level 2 to 3 medical facility should have enough number of
trained personnel and enough mnedical equipment for AME
operations.

a. Procurement of mnmedical consumables should be faster.
Ways and means should be evolved to cut down bureaucratic red
tape. For a beginning the procurement section should have a
seperate medical supply system staffed exclusively by medical
personnel for procurement of medical stores. Indiscriminate
procurenent and transfer of medical stores from one mission
area to other mission area should be avoided.

e. The staff at Force Medical Branch should not be made to
function on ad hoc basis. This results in lack of continuity
in providing top class medical support to the mnmission.
Medical personnel with a fair bit of administrative experience
should be appointed on a2 long term basis to staff the medical
branch.

£. In future missions the medical branch should be pgovided
with experienced clerical staff right from inception to
liguidation to ensure proper deocumentation and maintenance of
records.
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g. The Force Coordinating Team should have a medical officer
as member to ensure proper rapport with Force Medical Branch

and to steamline the medical cover to patients going out of
country for medical care.

h. All countries sending troops for UN Missions should be
provided with detailed criteria regarding medical fitness of
troops being inducted in mission area to prevent avoidable
medical repatriation.

i. A detailed proforma with necessary guidelines should be
provided to Force Medical Branch to prepare a satisfactory End
of Mission Report to avoid any ambiguity.

CONCLUSIO

13. The medical support system provided an excellent level 1 and
2 and limited level 3- medical support to the UNAMIR inspite of
various limitations/deficiencies. This was purely because of
dedication and hard work by medical personnel at all levels and
because of excellent support by other branches of UNAMIR. The
deficiencies which have been brought out and recommendations given
may be considered for future missions to assist the medical support
system in those missions in providing highest class of medical
care.

Enclosure:

End of Mission Report - Medical Branch dated 07 Mar 96



NATIONS UNIES

MISSION POUR L'ASSISTANCE AU RWANDA

UNITED NATIONS

ASSISTANCE MISSION FOR RWANDA

HQ UNAMIR MED BR

FILE: 4000.4/34
MED : 105/96
To : See Distribution lﬁf

From: MAJ R KAK _—

FMO

Date: 06 Apr 96

Subject: MEDICAIL SUPPORT OPERATIONS — UNAMIR
FINAI, REPORT

1. Reference para 5(d) of Guidelines for Liquidation of Mission
dated 05 Dec 95.

2. A copy of the subject report is forwarded herewith for your
information, please.

3. Best regards.

Distribution:

A/FC
CoS
CAO
DCO/SP




~ UNITED NATIONS ‘ NATIONS UNIES
ASSISTANCE MISSION FOR RWANDA . MISSION POUR L'ASSISTANCE AU RWANDA
e UNAMIR - MINUAR
HQ UNAMIR MED BR _
FILE: 4000.4/34/FMO 7
MED: 103/96
To: All military and Civilian Personnel
N
From: MAJ R KAK ‘
FMO | O\/W’S (,(}4
Date: 01 Apnl 96
. Subject: ~ MOVEMENT OF INDBATT RAP FROM SOALTEE

C.

1. Please be informed that INDBATT RAP has moved from SOALTEE to UNAMIR Transit

Camp.

2. Effective date all medical problems are to be channeled through either INDBATT or
MALAWICOY RAPat UNAMIR Transit Camp.

3. Allare please requested to take note of the new change.
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MISSION POUR L'ASSISTANCE AU RWANDA

UNITED NATIONS

ASSISTANCE MISSION FOR RWANDA

HQ UNAMIR MED BR

FILE: 4000.4/34/FMO

MED 098/96

To: See Distribution r

From: MAJ R KAK ) M
FMO \Qu/wv

Date: 22 Mar 96

Subject: MEDICAL SUPPORT DURING LIQUIDATION - AMENDMENT

Qeference:

A 4000.4/34/FMO dated 15 Jan 96.

1. Further to instruction contained in ref A, please find an update on instructions pertaining to
medical support during liquidation process.

2. NORMED will continue providing only second line and limited third line medical support till
it ceases operations on 25 Mar 96 midnight (2400 hrs).

3 INDBATT and MALAWICQY will provide first level medical support to their respective
contingents, HQ UNAMIR staff and remaining UNAMIR elements until their departure on 14 Apr
96.

4 INDBATT and MALAWICOY are authorized level one holding policy for two days. Both
c{AP's will ensure a holding capacity of two beds.

5. INDBATT RAP will hold 10 pints of 0 Negative blood for use in case of emergencies only.

6 All cases requiring second or third level medical treatment are to be evacuated to NAIROBI
by first available aircraft.

7. « Dedicated standby aeromedevac aircraft with dedicated AME team to be provided by the
TMG at 60 mins notice to move from 26 Mar 96 onwards.

8. Two expanded first aid kits with a variety of medications and instructions will be issued by
NORMED to Force Medical Branch on 30 Mar 96 for use by Core Group after departure of
INDBATT/MALAWICOY.




Distribution:

A/FC

COS

CAO

DCOS/OPS
DCOS/SP

CO INDBATT

CO MALAWICOY
NORMED

C,B PLANS
ATROPS TRAFIPRO




NATIONS UNIES

MISSION POUR L'ASSISTANCE AU RWANDA

UNITED NATIONS

ASSISTANCE MISSION FOR RWANDA

UNAMIR - MINUAR

HQ UNAMIR MED BR
FILE: 4000.4/34
MED 101/96
To: RMO INDBATT ~

RMO MALAWICOY
From: MAJ R KAK

FMO

/‘"
Date: 28 Mar 96
c Subject: MEDICAL SUPPORT DURING LIQUIDATION

References:
A Air Ops 1047 dated 26 Mar 96.
B. CADO letter dated 27 Mar 96.
1. Copies of references A & B are forwarded under-cover of this letter for your information and

action as appropriate.

2. Kindly acknowledge.

z‘
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UNITED NATIONS @ NATIONS UNIES

ASSISTANCE MISSION FOR RWANDA MISSION POUR L*ASSISTANCE AU RWANDA

UNAMIR - MINUAR

INTEROFFICE MEMORANDUM
DATE: 26 Mar 1996

REF: AIR OPS 1047

TO: Maj R. Kak
FMO
FROM: Neil Gray AT

Air Operations Gfficer
SUBJECT: STANDBY AIRCRAFT FOR MEDIVAC DURING PHASE 3 LIQUIDATION
Reference:  MED BR 4000.4.34 dated 15 Mar 96.
1. Due to the heavy tasking of both UNAMIR contracted fixed wing aircraft
during the withdrawal it is not possible to pre-position an aircraft in Kigali for immediate

aeromedical evacuation (AME).

2. Should there be a requirement for AME during the Phase 3 Liquidation the
following procedures are to be followed:

*Contact in the first instance should be any of the following:

Neil Gray - Air Operations Officer C AR 9,
CS WZ CH 11 (Scanning CH 4, 5, 11) o
Tel 11714  Dffite tel . 11605
' il L FHRm 409 Umuba )

Kel Gleeson - Chief Movcon J &WM} LAl :7—( # e el M).
CS DM CH 11 call #gn Viefer one/
Tel 11719 . .

 Chdmal U]
David Driggers . ,
Air Operations Nairobi Gigiri i Ao5-eance ”jf CHAO, confrel

Tel 62386 ‘
Home 254 2 444512 <9!</ b .




3. If UNAMIR aircraft are available on the ground in Nairobi it will take
approximately 2 Hours to have the aircraft on the ground in Kigali.

4. In the event that the UNAMIR aircraft are both unavailable there are a number
of 24 Hour AME charter companies operating out of Nairobi which can be chartered as the
need arises and will maintain the 2 Hour timeframe from Nairobi to Kigali. A Medical Team
can be provided to travel with the aircraft however the following information will be required
to ensure correct equipment and medics are carried:

Personal Particulars of Patient
**Passport will be required to avoid Immigration problems

Medical Condition of Patient

Any Specialized Equipment required

Any other relevant details.

5. The charter price for a ‘Beechcraft’ size aircraft will be approximately USD
$6,000. The Charter company will Invoice UNAMIR for the AME flight which will be
accounted for and paid against a post facto requisition. The two main companies we would
expect to use are:

African Air Rescue

Wilson Airport

Nairobi

Tel 77374/5/6

Medivac

Wilson Airport

Nairobi

Tel 564487/564412/561643

6. Any further queries should be addressed to Neil Gray at Air Operations. Best
Regards.
cc. CAO

CISS

CMOVCON

AIROPS NAIROBI

FC

COS
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NATIONS UNIES

Vs
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UNAMIR-MINUAR

ai\,_m,/_’ /

TO:

FROM:

‘C SUBJECT:

cC:

DATE: 27 March 1996

Maj. R. Kak, FMO

Susan Matthew, CAO <€\/\ W

Medical support during liquidation

1. Reference is made to your memorandum (MED 098/96) dated 22 March 1996
and to our discussion on 25 March in connection with the captioned subject.

2. In regard to para 7 of your memorandum, I should like to confirm that there
is no dedicated standby aeromedevac aircraft with dedicated AME team at 60 mins
notice to move. UNAMIR has never had such a facility and none was ever agreed
to by the Administration.

3. As I explained during our discussion, if the FMO considers an emergency
situation has developed which requires air ambulance medevac to Nairobi, he should
request CAO to authorize and to arrange for the air ambulance.

4. The CAO may be contacted during working hours on Tel Ext 11005 and out
of working hours at Tel Ext 11167 (Room 419 Umubano Hotel). CAO is also
contactable via radio - Channel 11 callsign "Victor One". In the absence of the
CAQO, the nominated OIC/Administration will authorize and arrange air ambulance
services.

SRSG CISS
A/EFC CGS
COS CFO
DCOS/Ops OIC/PROC
DCOS/Sp OIC/PERS
CO Indbatt BPO/Legal
CO Malawicoy CSO
G3 Plans STO

AirOps Trafipro
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V¥ United Nations @Naﬂons Unief
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/‘.1 INTERQEFICE MEMORANDU M WEMORANDUM INTERIFUW
i
‘0 Ms. Susan Matthew UNAMIR PaiE 15 March 1996
r CAO, UNAMIR—Kigali . ‘ lliacc
Fax 3-3090 1096 KAR 1 A Ty —
THROLKIN g'l:— 1 e )
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]
AN

Ingrid Laux, M. D. ol
fred: Meadical Director . i
ve. Medical Service-NY 3 ;

6 AR 199

1 4
Fax 3-4925 o émm’"’“ | mm————
SUBJLCT: ‘i ! S ACHON s et
DRIRY: < - Acknmadedun
UN Dispensary-Xigali UNAMIR g:}- -~
b‘ '.’ itiilia

1. Thank you for your facsimile of 13.March 1996 containing the
requested information.

‘:: 2, Please be informed that the UN Dispensary serves the staff
of all UN agencies but not the NGOs and the diplomatic corps.

3. Therefore, to serve 600 staff members, one doctor and one
nurse would be sufficient.

Copy to:
Mr. H. Medili
Fax 3-0664

s —




: UNITED NATIONS ASSISTANCE MISSION FOR RWANDA
UNAMIR
P.O. Box 749, Kigali, Rwanda
Tel: 250-84265/6/8/9 Fax: 250-86877 [Rwanda]
Fax: 212-963-3090 [USA]
TELEFAX COVER SHEET

OUTGOING FAX NO: DATE: 13 MARCH 1996

TO: 1. DR. INGRID LAUX FROM: SUSAN MATTHEW
MEDICAL DIRECTOR CAO, UNAMIR
HRM/MEAD/UNHQ-NY KIGALI, RWANDA

ATTN:

FAX:  212-963-0383/0642 REPLY FAX: 212-963-3090

INFO: MEDILI/WALDRUM, FALD FAX: 212-963-0383/2116

SUBJECT: UN DISPENSARY IN KIGALI POST-UNAMIR

c AS EXPLAINED IN TELEPHONE DISCUSSION MATTHEW/LAUX ON 11 MARCH 1996, THE
VARIOUS UN OFFICES AND AGENCIES IN KIGALI ARE REVIEWING THE MEDICAL SERVICES
THAT WILL BE AVAILABLE FOLLOWING THE LIQUIDATION OF UNAMIR AND CLOSURE OF
THE NORMED FACILITY. IT HAS BEEN SUGGESTED THAT THERE MAY BE A NEED TO
INCREASE THE STAFF OF THE UN DISPENSARY (WHICH CURRENTLY STANDS AT ONE
DOCTOR, ONE NURSE AND ONE LABORATORY TECHNICIAN) AND TO EXPAND THE
EXISTING OR MOVE TO NEW LARGER PREMISES.

THE ESTIMATED INTERNATIONAL COMMUNITY IN RWANDA POST UNAMIR IS AS

FOLLOWS:
(I) UN AGENCIES (INTERNATIONAL STAFF ONLY) 275
C (II)  UN AGENCIES (INTERNATIONAL PLUS LOCAL NATIONAL STAFF) 600
III)  UN AGENCIES (INTERNATIONAL AND LOCAL) PLUS NGOs
AND DIPLOMATIC CORPS 1000

WE WOULD WELCOME YOUR ADVICE ON THE RECOMMENDED STAFFING LEVEL OF
THE UN DISPENSARY ON THE BASIS OF THE ABOVE FIGURES. IN ADDITION, YOUR ADVICE
IS REQUESTED ON THE PROPOSAL THAT THE UN DISPENSARY SHOULD PROVIDE SERVICES
TO NGOs AND THE DIPLOMATIC COMMUNITY.

REGARDS.
CC: SRSG
DRAFTED BY: SM/ea CLEARED BY: SUSAN MATTHEW, CAO

NUMBER OF TRANSMITTED PAGES INCLUDING COVER SHEET:




UNITED NATIONS

ASSISTANCE MISSION FOR RWANDA

UNAMIR - MINUAR

NATIONS UNIES

MISSION POUR L'ASSISTANCE AU RWANDA

HQ UNAMIR MED BR
FILE: 4000.4.34
MED 091/96
To: MR NEIL RICHARD GRAY
Air Ops Trafipro
Info: Ag FC
cos
CAO ~
From: MAJ R KAK K - M |
Date: 15 Mar 96
Subject: STANDBY AIRCRAFT FOR MEDIVAC DURING
PHASE 3 LIQUIDATION
1. Further to our discussion today 15 Mar 96 on the above subject it is clarified that there will

be no aeromedical evacuation assets available in the mission area when NORMED ceases
operations on 25 Mar 96.

2. In view of the above you are requested to provide a memo confirming the availability of
aircraft with a dedicated aeromedical evacuation (AME) team wef 26 Mar 96.

C.

4, Please treat as urgent.

Ref A and B are attached as reminder for your convenience.

N2t EME
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UNITED NATIONS \NATION UNIES

ASSISTANCE MISSION FOR RWANDA MISSION POUR L'ASSISTANCE AU R

UNAMIR-MINUAR

s
HQ UNAMIR MED BR
File: 4000.4/34 /FMO
MED : 069/96
TO: CHIEF MCC b
From: MAJ R KAK \azzb

FMO Ot

Date: 24 Feb 96

Subject: STANDBY AIR T_FOR MEDIVAC DURING
PHASE 3 LIQUIDATION

Reference:
A. Medical Support During Liquidation dated 17 Jan 96.
1. With respect to para 9 of the above reference, you are

reguested to confirm if this arrangement has been made as concrete.

2. Forwarded herewith is the copy of the medical support during
liquidation as a reminder. Thank you for the cooperation.

3. Please ack receipt.




MEDICAL SUPPORT DURING LIQUIDATION

o

GENERAL INSTRUCTIONS

1 The overall concept for medical operations for liquidation will be to maintain
second and limuted third line capability untif 25 Mar 96 To ensure an orderlv and
smooth transition of responsibilities, while at all umes maintaimng the aim ot
continuous medical support, the following are issues and timings which wall ensure
compleuon of medical operations, logistics and adrumstration  The FMO wall visit all
RAPs prior to departures for staff and equip checks and formal Med Branch
cresentanons. Thus mstruction should be read in concert with UNAMIR HQ Med Br

Frie 1000 4,34 ssued 09 Jan 96

Malicoy (8 Jan 96), Malawicov (17 Jan 96) and a portion of Ghancoev {28 Jan
“6) will be departing the mussion area 1n Januarv 1996 as per Liquidatien
[nstruction 1/95 These comparues will provide lirmited level one care and
in-transit med support for thetr move to Kigali. Sectors to tum in all medical
consumables in excess of their 30 day requirement. Lnut level emergency

med:cal equipment wall be turned over 1o Movcon on armval at the transit camp

ror inclusion on the return flight  Intenm support prior to their departure wail

be provided by NORMED.

The level one holding policy is to be downgraded to zero except tor \wov and
[ndbatt RAPs who are authorized a two dav holding policy Level rwo.three
holding policy will remain at five days until 15 Mar 96 at which time the
holding policy will be determuned by the FMO

Casevac / medevac capabihity will continue unti} helt support ceases approx 22

Mar 96

L'NAMIR dental support will continue to be provided by NORMED
augmented by [ndbatt.

Warchouse inventory to be ongoing with inventory finalized bv 1> Mar w6
Surplus to requirement medical consumables to be transferred 10 WHO tor
reimbursement and appropriate distnbution NLT 22 Mar 96 Local destruction
of all medical consumables with an expiratory date of 3 Apr 96 or earlier 150

be etfected as coordinated bv AMG

B Disconnnuauon of humanitanan acuvities ind the care of non-entitied
personne! to decrease and eventually cease as determuined by MORMED and

the FMO but no later than 12 Mar 96

P

The final disposition of bio-hazardous waste through Kigali Centrai Hospital ¢
cont:nue untd end mission.

\ere

N
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move from 28 Mar 96 by the TMG.

{2 Following departure of Indbatt 20 Apr 96 remaiming UNAMIR elements to

Dedicated standby aeromedevac aircraft to be provided with a 60 mun notice to

The contract to supply safe blood.svith the Netherfand Red Cross is to continue
unti] 25 Mar 96. Indbatt RAP to hold 10 Units of O Neg blood from closure of
NORMED ull Indbatt departure. Unused Units to Kigali Central Hospital

Expanded first aid kits with a variety of medications and instructions for use by
the Core Group to be issued by NORMED prior to their departure

utilize exasting local facdities for all emergency care and arrangements to

transter them to the Nairobi Uruversity Hospital as soon as feasible to be coord

bv the PAX Team of the TMG

CRITICAL DATES

DATE

8 Jan “a

17 Jan »6

28 fan 9o
22-25 fan 96
22-25 Jan Y6

253-30 Jan 26

53-30 Jan u6

30 Jan 6

23 Jan =

30 Jan 6

30 Jan ©6

QRRs AL O SRy

ACTIVITY
Malicoy departs

Malawicoy departs

UNAMIR/Malicov

UNAMIRNMalawicoy

Elements of Ghancov departs UNAMIR/Ghancoy

EFMO resp to Indbatt
FHO resp to Indbatt

OPD resp to NORMED

FMO

FHO

93 CMSG UMSNORMED

Med Sup resp to NORMED 95 CMSG UMS NORMED

Casevac resp to NORMED  Cdn Casevac Coord NORMED

Expanded first aid kats to
be held by NORMED

road evac resp shared by
NORMED/Indbatt

NORMED admmun selt-

supportive i

95 CMSG UMS cease

5 -,

operations

Pharmacist

NORMED 95 CMSG UMS

NORMED Indbatt

NORMED

95 CMS(r UMS




02 Feb 96

15 Feb 96
23 Feb 96
08 Mar 96
14 Mar 96

15 Mar 96

15 Mar 96

15 Mar 96
1S Mar 96
22 Mar 96
22 Mar 96

22 Mar 96

23 Mar 96

25 Mar 96
25 Mar 96

28 Mar 96

29 Mar 96
14 Apr 96
[7 Apr 56
20 Apr 96

24 Apr 96

95 CMSG departs

SO Med Adrun departs
Nicoy holding policy O days
Nicoy RAP cease ops
Nicoy departs

Limuted Humananan and
non-entitled cars ceases

NORMED Holding Policy
2 Days

Dental sp o Indbatr
Warehouse [nventory tinal
Hels sp ceases

Surplus med sup 10 WHO

Expired Med consumabie
destrucuon

NORMED Hoiding Policy
7ero

NORMED crase 0ps
Med sup resp 1 Indbart

Expanaed First Aud «ats
to be wwven t2 Core Gp

NORMED departs
Indbat: RAP ianted 0ops
Med Br cease 0ps
Indbart departs

Core Croup Jeparts

UNAMIR/95 CMSG
UNAMIR
FMO/Nicoy

Nicoy

UNAMIR Nicoy

FPMO/NORMED
FMO/NORMED

NORMED/Indbatt
Pharmacist/G4 Med Loy
UNAMIR
FMO/Pharmacist/G4 Med Log

Pharmacist/ AMG
FMOMNORMED

NORMED
NORMED/ Tndbatt

NORMED

INAMIRNORMED
[ndbatt

{NAMIR
UNAMIR/Indbatt

UNAMIR -




UNITED NATIONS NATION UNIES

ASSISTANCE MISSION FOR RWANDA MISSION POUR L’ASSISTANCE AU R

UNAMIR-MINUAR

HQ UNAMIR MED BR

FILE: 4000.4/34 /FMO ~
MED : 085/96 )
To : DCOS SP o
From: MAJ R KAK ék/
FMO W
Date: 07 Mar 96

Subject: END OF MISSION REPORT - MEDICAIL. BRANCH

leference:
A. DFC/COS dated 27 Nov 95.

GENERAL

1. This report pertains to the period October 93-December 95.
The Medical Branch is responsible to the Force Commander on all
matters affecting the health of UNAMIR personnel.

ROLE

2. The role of the Medical Branch is the coordination of all
medical support to the Force and to medical humanitarian relief in
Rwanda and the provision of advice to the Force Commander on
matters designed to promote health and prevent disease.

INTRODUCTION

1. The United Nation Assistance Mission For Rwanda (UNAMIR) was
first established on 5 Oct 93 as a peace Keeping mission. Due to
lack of documents the information regarding medical services during
UNAMIR 1 is quite sketchy. The non-availability of any end of
mission reports by AUSMED which was deployed during UNAMIR II and
also lack of documents has put a lot of constraint in preparing
this End of Mission report. Hence this report is not as
comprehensive as it should have been.

2. Briefly put, during the period 'referred to as UNAMIR I the
medical services were provided by various contingents especially
British contingent (BRITCON) and various NGO‘s. During the UNAMIR




II the medical support was mainly provided by AUSTRALIAN contingent
(AS MSF) which operated a field hospital AUSMED and augmented by
medical dets of various contingents. Towards later part of UNAMIR
II the field hospital has been operated by an NGO (Norwegian
Refugee Council) known as NORMED, with support from 95 CMSG.
However, since 26 Jan 96 the NORMED has been functioning
independently.

3. The medical service to UNAMIR continued to change in its area
of responsibilities during the different phases of UNAMIR in

conjunction with the resolutions and mandate of UNAMIR at various
times.

SCOPE
4, The report will cover the following:
a. Medical support to UNAMIR I.
b. Medical support to UNAMIR II (AUSMED Phase).

c. Medical Support to UNAMIR II (NORMED Phase).

d. Humanitarian Activities.
e. Limitations.
f. Lessons Learnt.
g. Recommendations.
ATM
5. The aim of this End of Mission Report is to discuss medical

support to UNAMIR duing the mission highlighting limitations/scopes
including lessons learnt with a view to providing recommendations.

MEDICAL SUPPORT TO UNAMIR T

6. Medical Support to UNAMIR I was provided primarily by
respective contingents but particularly by BRITCON. BRITCON
comprising 23 PFA provided medical support in different areas but
without an established field hospital. The NGO’s assisted in
providing health care delivery to local population. BRITCON
operated a central treatment facility for UNAMIR personnel and
satellite clinics and mobile clinics at various DP camps. A major
part of primary medical care for indegenous population was lost as
a consequence of war. BRITCON therefore provided invaluable
medical services to the local population especially in Sector 4A &
4B (Cyangugu and Butare). BRITCON also helped in provision of
potable water and looking after environmental health aspects.

2




7. With the withdrawal of 23 PFA the following health services
controlled by BRITCON were handed over to various agencies as
follows:

a.- —Central Treatment Facility was taken over by a section of
AUSMED based at Butare whereas MSF continued to provide
treatment for cholera and dysentry cases.

b. 3 of the satellite clinics were taken over by CARE
AUSTRALIA,

C. Musange camp was taken over by TROCAIRE.

d. Kamana and Busange camps were taken over by MERLIN.

e. KIBEHO Camp, the largest DP camp in Rwanda where health

support was coming from BRITCON did not have any reliable
agency to take care of responsibilities of medical support to
refugees.

8. Comments - The medical support during UNAMIR I was not
comprehensive and it was not reliable as far as continuity of
humanitarian medical aid was concerned.

MEDICAT, SUPPORT TO UNAMIR 11 - AUSMED PHASE

9. The main contribution for medical support to UNAMIR II from
Aug 94 to Aug 95 came from Australia. The Force Medical Branch
comprising of FMO, FHO, G3 Med Ops and G4 Med Logistics was manned

by Australians. The field hospital for UNAMIR II was established
in the military wing of CHK and designated as AUSMED. It had a
capacity of 25 beds expandable to 35 beds. The medical staff was
appx 100 personnel with a company of infantry provided for security
to AUSMED. AUSMED provided level 1 to level 3 medical

facilities to UNAMIR II as well as other UN Agencies, NGO’s and
civilians. Two teams of personnel trained in Aero-medical
evacuation (AME) were deployed to carry out casevac/medivac.
AUSMED had the capacity to provide 2 CCP’s(Casualty Collection
Posts) with a holding and resuscitation capability. The CCP’s also
had evacuation assets to augment various RAP’s in conducting health
operations. The preventive medicine team conducted health
inspections, carried evaluation of food and water supplies,
inspected garbage disposal sites and assisted in rodent and vector
control on a force level basis. Besides these activities AUSMED
carried out Humanitarian tasks in term of medical treatment to
local population, training of staff at CHK and provision of
specialist medical advise.




10. In addition to above, all the contingents deployed in Rwanda
had integral medical support in form of RAP’s with capability to
provide level 1 and limited level 2 medical treatment and 48 hr
holding capacity. A few contingents had dental section, limited
pathology capability and road evacuation assets. However most of
the contingents arrived without reguisite eguipment and ambulances
for evacuation purposes and most of evacuations (road and air) were
carried out by AUSMED. The RAP’s provided medical care to their
own personnel and to local population as well in their respective
bn/coy locations and through medical aid posts. Humanitarian
assistance in form of mobile clinics was also provided by various
RAP’s. The statistics of patient turnover during AUSMED phase is at
annexure ’'A’.

11. The medical care to UNAMIR 11 and functioning of AUSMED and
various RAP’s was coordinated by Force Medical Branch at HQ UNAMIR
.Alr evacuation within Rwanda (Casevac) and from Rwanda to Nairobi
or other places (Medivac) was coordinated by FMO in liaison with G3
Alr Ops. Casevac was carried out with the help of civilian
Canadian helicopters and Medivac to Nairobi by L100, C-130 and
Antonov aircraft based at Nairobi. The Force Medical Branch also
coordinated acquisition of medical resupplies for treatment of
UNAMIR personnel and for various humanitarian activities. The FMO
acted as adviser to FC on medical matters and kept him abreast of
medical ops.

12. Comments - AUSMED and various contingent RAP’s provided
excellent medical care to UNAMIR II. There was very close
cooperation between medical Branch at UNAMIR HQ and various medical
units with excellent personnel rapport between the two. This
however resulted in limitd proper documentation. Secondly the
various RAP’s deployed with different contingents did not have
requisite assets for road or air evacuation of highest level.

MEDICAI. SUPPORT TO UNAMTR 1T — NORMED PHASE
AUG 85 TO MAR 96

13. After the departure of AUSMED, a first in any UN peacekeeping
missions was achieved with successful integration of a civilian
organisation (NORMED) within a military set up to provide level 1
and 2 and limited level 3 medical support to UNAMIR. The Norwegian
Refugee Council provided a staff of 28 personnel and requisite
equipment to start a field hospital (NORMED) in combination with 95
CMSG at Trafipro. The deficiencies in emergency resuscitation and
evacuation capabilities were made up for by contributions from 95
CMSG. The NORMED provided full level 1 and 2 and limited level 3
medical care, running a medical and dental OPD in conjunction with
95 CMSG. Due to limited capability the medical treatment at NORMED
was restricted to UNAMIR military and civilian personnel and Brown
& Root staff. The NGO’s, personnel from other UN Agencies and
civilians were provided emergency medical care only. NORMED carried




out humanitarian tasks at various orphanages and civil hospitals in
terms of medical care and training of staff.

14. 95 CMSG was tasked to perform casevac and medivac during this
period. However, after the departure of 95 CMSG this Jjob is
handled by NORMED. -To cut short the evacuation time the Force
Medical Branch organised a few classes and training exercises for
NORMED staff to be familiar with casevac and safety procedures.
Some essential medical equipment for resusitation and evacuation
has been 1lcocaned from 95 CMSG to NORMED (returnable at end of
mission). At present the NORMED 1is capable of carrying out
casevac/medivac without any hindrance. There have however been
frequent changes in NORMED staff, especially the surgeon which has
led to a few constraints in providing highest level medical care to
UNAMIR.

15. The Force Medical Branch at HQ UNAMIR was manned by a team of
officers picked up from various contingents after departure of
Australians. This did not in any way affect the functioning of
medical branch. With their zeal and dedication the personnel at
Force Medical Branch ensured highest level of medical care to
UNAMIR 11.

16. The RAP’s in various sectors continued to function and carry
out humanitarian tasks within the constraints of 1limited
humanitarian medical supplies. The statistics of patient turnover
during the NORMED phase is at Annexure ‘B’.

17. Comments — Due to limited capability of NORMED the access to
the hospital was restricted resulting in less and less number of
patients being seen. The freguent changes of staff, especially the
surgeon adversely affected the functioning of hospital. Lack of
multiple entry visa to NORMED staff hampered their movement to
Nairobi and could have adversely affected medivac procedures.

HUMANTTARTAN ACTIVITTES

18. UNAMIR II provided medical support for humanitarian activiies
through the resources of Force Medical Branch , AUSMED, NORMED and
integral medical and dental posts of various contingents. UNAMIR
health services have provided extensive health care and preventive
medicine throughout Rwanda including primary health care clinics by
contingents medical staff, evacuation and resuscitation care,
emergency and life saving surgery. Preventive medicine assistance
included vector, rodent and pest control, water analysis and advise
on disposal of waste. The main support was in terms of:

a. Medical and Dental treatment to locals and an average
approximately 1000 medical and 60 dental patients per week
have been treated by UNAMIR.




b. Provision of primary health care and hospitalization.
Approx 3000 Rwandese have been treated as inpatients.

c. Limited provision of medicines and ORS - medicins and ORS
packets received from various agencies were disbursed all
over Rwanda. B

d. Teaching of local staff in hospitals/health centres
UNAMIR medical staff is involved in educating medical a n 4
nursing staff in various fields like dressings, sterilization
procedures, resuscitation and surgical techniques.

e. Assistance in immunization programme.

f. Provision of specialised medical care - by staff of
AUSMED/NORMED at CHK on request.

g. Evacuation and emergency medical care - following motor
vehicle accidents, mine blast incidents and serious illnesses.

c LIMITATIONS
19. a. The road evacuation assets were inadequate as most of the

contingents arrived without requisite resuscitation eqgpt and
with limited or no ambulances.

b. Although the air evacuation and medivac assets were
satisfactory in terms of helicopters and other aircraft
availability, there was lack of resources as far as required
medical stores and trained manpower for carrying out casevac
and medivac procedures with highest level of proficiency was
concerned.

c. There was lack of proper liaison between Force Medical
Branch and FCT at Nairobi. The follow up reports on patients
being sent to Nairobi for medical treatment were sketchy at
the best. This sometimes created avoidable problems at both
ends.

d. There was a frequent turnover of specialist staff both
during AUSMED as well as NORMED phase. This resulted in
lack of proper follow up of patients requiring long term

treatment. During NORMED phase there was only one surgeon
available which put a lot of strain on him/her as he/she
could not proceed on leave/R&R/CTO. Other specialised

trades also had only one trained person available leading to
similar problems.

e. Supply of medical consumable and non consumables
including immediate operational medical requirements suffers
a lot of delay before delivery is made resulting is shortages




c

of essential medical stores. The procurement section dealing
with medical resupplies is ill-equipped to assign priorities,
limit gquantities or even decide on type of medical consumables
to be procured.

f. The medical supply system experienced an unnecessary
burden on account of receipt of huge quantities of medical
suppies from UNOSOM, most of which were outdated, spoilt due
to improper storage and being not of any particular use to
this mission.

g. The documentation in medical branch was not adegquate. No
end of mission reports were available for period from Oct 93
to Aug 95. Similarly no statistics were available about the
quantam of work put in by medical support system to UNAMIR.
All reports returns are bunched together 1leading to
difficulty in compiling the data.

LESSONS LEARNT/CONCLUSTON
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