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WARNING ORDER

SUBJ/CHARLIE GOLF ONE WARNING ORDER//

POC/M. L. VINEYARD/LCDR/N01M3/-/DSN (315)474-4150/COMM

(808)474-4150/UNCLAS EMAIL (LOWER CASE) U01M3@CPF.NAVY.MIL//

RMKS/1. SITUATION. FROM 19-30 APR 98, KB PRIME WILL BE CONDUCTED IN

THE SOCAL OPAREA AS THE THIRD AND FINAL PHASE OF THE LARGER UMBRELLA

EXERCISE KERNEL BLITZ 99 THAT ENCOMPASSES URBAN WARRIOR (UW), FLEET

BATTLE EXPERIMENT ECHO (FBE E) AND LITTORAL LIGHTNING ACTD.

2. MISSION. IN APRIL 1999, NAVY/MARINE CORPS MEDICAL ASSETS SUPPORT

EXERCISE KERNEL BLITZ THROUGH CHARLIE GOLF ONE(CG1).

3. EXECUTION

A. COMMANDER'S INTENT. I INTEND TO PROVIDE APPROXIMATELY 1450

MEDICAL PERSONNEL DURING CHARLIE GOLF ONE IN SUPPORT OF OVERARCHING

GOALS AND OBJECTIVES OF KERNEL BLITZ PRIME. I SEE THIS AS AN

OPPORTUNITY TO EVALUATE AND TRAIN TO THE FOLLOWING WARTIME MISSIONS:

(1) PROVIDING HEALTH SERVICE SUPPORT IN A THEATER OF OPERATIONS.

(2) IMPROVING OVERALL MEDICAL READINESS.

(3) GETTING USNS MERCY UNDERWAY WITH AN ARG UNDER ITS GENEVA

CONVENTION RESTRICTIONS.

(4) STANDING UP A RESERVE FLEET HOSPITAL.

(5) TESTING THE NEW M+1 MANNING OF AN AMPHIBIOUS PLATFORM.

(6) MANAGING THE FLOW OF A SUITABLE NUMBER OF CASUALTIES THROUGH THE

SYSTEM AND COORDINATING THAT FLOW TO AVAILABLE MEDICAL FACILITIES

WITHIN THE COMMAND AOR.

(7) TIMELY EVACUATION OF PATIENTS - SPECIFICALLY AVAILABILITY OF

TRANSPORTATION ASSETS (ROTARY AND FIXED WING) (DEDICATED AND

OPPORTUNE).

(8) PROVISION OF COMMS TO SUPPORT MEDICAL REGULATING REQUIREMENTS. 

(9)AUGMENTING ALL PLATFORMS BY ACTIVATING THE MEDICAL AUGMENTATION

SYSTEM PROGRAM.

(10) PROVIDING AN ORDERLY SYSTEM FOR COLLECTION. STORAGE, AND

DISTRIBUTION OF BLOOD PRODUCTS BY ACTIVATING THE BLOOD PROGRAM. 

(11) UTILIZATION AND REFINEMENT OF TELEHEALTH AND ITS ABILITY TO

PROVIDE REALTIME SUPPORT. 

(12) COMMAND AND CONTROL OF MEDICAL UNITS ASHORE AND AFLOAT. 

B. CONCEPT OF OPERATIONS. CHARLIE GOLF ONE IS A THREE PHASE

OPERATION.

(1) PHASE I (PLANNING).  PHASE I BEGINS WITH PARTICIPATION IN THE

KERNEL BLITZ PRIME INITIAL,MID AND FINAL PLANNING CONFERENCES. IT

INCLUDES AN INVENTORY OF AVAILABLE ASSETS TO SUPPORT CG1 AND THE

DEVELOPMENT OF AN ANNEX Q AND SUPPORTING OPTASK MEDICAL SUPPLEMENT.

SUCCESS IS DEFINED AS THE CONFIRMATION OF VIABLE MEDICAL MISSIONS IN

SUPPORT OF CG1.

(2) PHASE II (PRE-EXERCISE). THIS PHASE INCLUDES ALL PREPARATIONS

FOR DEPLOYMENT OF NAVY AND MARINE CORPS MEDICAL ASSETS, TO INCLUDE

VERIFICATION OF SUPPORTING SITES AND STRUCTURES, FORMULATION OF A

MEDICAL CONTROL AND EVALUATION GROUP, DETERMINATION OF CASUALTY FLOW

AND SUPPORT REQUIREMENTS. SUCCESS IS DEFINED AS COMPLETION OF ALL

MISSIONS PRIOR TO THE BEGINNING OF THE EXERCISE.

(3) PHASE III (EXERCISE). THIS PHASE ENCOMPASSES ALL MEDICAL SUPPORT

TO THE EXERCISE, REAL OR SCRIPTED AND EXECUTION OF ANY MISSIONS

SCHEDULED FOR COMPLETION AS PART OF THE EXERCISE. IT INCLUDES

SENDING MEDICAL AUGMENTEES TO PROVIDE MANNING FOR THE 250 BED

CONFIGURATION OF THE USNS MERCY, FOR A 100 BED CONFIGURATION OF A

RESERVE FLEET HOSPITAL, FOR THE NEW M+1 MANNING OF ONE OF OUR

AMPHIB'S, FOR AUGMENTATION OF THE FIRST MEDICAL BATTALION AND FOR

RESERVE BACKFILL OF OUR MTF'S.

C. COORDINATING INSTRUCTION

(1) DEPLOYMENT MILESTONES

(A) 20 OCTOBER       WARNING ORDER SENT

(B) 15 NOVEMBER      DRAFT OPTASK AND ANNEX Q

(C) 15 NOVEMBER      DRAFT MEDICAL MSELS

(D) 16-19 NOVEMBER   MID PLANNING CONFERENCE (SDIEGO)

(E) DATE TBD         FINAL PLANNING CONFERENCE

(F) 15 JANUARY       MEDICAL AUGMENTATION REQUEST SENT

(G) 18 APRIL         NLT REPORT DATE FOR MED AUGMENTS (AFLOAT

FORCES)

(H) 19 APRIL         ACTIVATION ORDER FOR USNS MERCY - FOS FOR CG1

(I) 22 APRIL         USNS MERCY ONLOAD

(J) 23 APRIL         USNS MERCY UNDERWAY

(K) 29 APRIL         USNS MERCY RTP

(L) 30 APRIL         MEDICAL LESSONS LEARNED HOTWASH - USNS MERCY

(M) 19-30 APRIL      KERNEL BLITZ PRIME/CG1  

4. ADMINISTRATION AND LOGISTICS

A. ADMIN.

B. LOGISTICS

(1) CONCEPT OF OPERATIONS. CASUALTY TRIAGE AND MOVEMENT THROUGH FIVE

ECHELONS OF CARE FROM CORPSMAN, BAS/STP TO CRTS OR SURGICAL COMPANY

TO USNS MERCY OR FLEET HOSPITAL TO MTF.  PT MOVEMENT TO INCLUDE

GROUND TRANSPORT, SHORE TO SHIP USING MARINE CORPS ROTARY WING

ASSETS, SHIP TO SHIP USING ARMY ROTARY WING ASSETS AND SMALL-BOAT

EVAC USING LCAC'S. USE OF C-130'S FOR REPATRIATION OF PATIENTS WOULD

BE OPTIMUM. NO AFLOAT PATIENT MOVEMENT ON DDAY. CASUALTY EVACUATION

WILL VARY ACCORDING TO BATTLE INTENSITY.  20% OF 2500 ASSAULT FORCE

WILL PRODUCE 490 CASUALTIES OVER 5 DAYS.

(2) BILLETING. AS MEDICAL OPERATIONS WILL BE CONTINUOUS THROUGHOUT

THE FIVE DAYS OF THE EXERCISE - BILLETING WILL BE THE RESPONSIBILITY

OF THE PLATFORM TO WHICH MEDICAL AUGMENTEES ARE ATTACHED.

(3) TRANSPORTATION. TRANSPORTATION TO AND FROM THE EXERCISE WILL BE

THE RESPONSIBILITY OF THE PARENT COMMAND.

(4) GENERAL GUIDANCE FOR MEDICAL AUGMENTEE ARRIVALS. ALL AUGMENTEES

WILL BE MET AT THE AIRPORT BY THE GAINING COMMAND AND TRANSPORTED

DIRECTLY TO THEIR APPROPRIATE EXERCISE PLATFORM. PLATFORM SPECIFIC

ORIENTATION WILL BE PROVIDED BY THE GAINING COMMAND WITHIN 24 HOURS.

5. COMMAND AND SIGNAL

A. COMMAND. 

(1) CINCPACFLT SURGEON IS THE OFFICER CONDUCTING THE

EXERCISE, COMTHIRDFLT SURGEON IS THE ON-SITE COORDINATOR.

(2) RADM(S) DURET SMITH WILL HEAD THE CEG. USNS MERCY WILL HAVE TWO

FIVE MBR TEAMS WHILE THE USS BONHOMME RICHARD, THE FLEET HOSPITAL,

THE SC AND THE MASF(IF AVAILABLE) WILL HAVE ONE FIVE MBR TEAM APIECE. CEG TEAM MAKEUP WILL CONSIST OF AC/RC PERSONNEL.

B. SIGNAL. COORDINATE ANY COMMO REQUIREMENTS AT THE MID AND FINAL WITH THE EXERCISE N6.

CEG COMPOSITION

LNNR
BILLET


GRADE
NAME
 
CMD

LOCATION
SEX

001
CECG DIRECTOR

O-7
RADM D Smith
DepSurg CPF
USS ESSEX
M

002
TEAM LEADER
(MC)
O-6
CAPT Ragland
CNSP

USNS MERCY
M


003
MC MEMBER

O-6
CAPT Demarest
Reserve

USNS MERCY
M


004
NC MEMBER 

O-4
LTC Buchanan
Army Res
USNS MERCY
F


005
NC MEMBER 

O-6
COL Thornton
Army Res
USNS MERCY
F


006
NC MEMBER 

O-5
CDR N. Gilman
Reserve

USNS MERCY
F


007
NC MEMBER

O-6
CAPT C. Janus
Reserve

USNS MERCY
F


008
TEAM LEADER
(MC)
O-6
CAPT Barry
BUMED

USNS MERCY
M


010
NC MEMBER 

O-6
COL Hall

Army Res
USNS MERCY
F

011
NC MEMBER 

O-5
CDR J. Palmer
Reserve

USNS MERCY
F


012
NC MEMBER 

O-5
CDR Springfels
Reserve

USNS MERCY
F


LNNR
BILLET


GRADE
NAME
 
CMD

LOCATION
SEX


016
TEAM LEADER
(MC)
O-6
CAPT Hamilton
Reserve

FHOTC

F


017
MC MEMBER

O-5
CDR Senko
Reserve

FHOTC

M


018
NC MEMBER 

O-5
LTC Evans
(Army Res)
FHOTC

F


019
NC MEMBER 

O-5
CDR Laubscher
Reserve

FHOTC

F


020
NC MEMBER

O-3
LT Shiraishi
Reserve

FHOTC

F



022
NC MEMBER 

O-5
CDR Atchison
Reserve

FHOTC

F


023
NC MEMBER

O-3
CPT Foster
Army Res
FHOTC

M


024
IDC


E-8
HMCS R. Williams CPG3

FHOTC

M


025
NC MEMBER

O-6
CAPT Halter
Reserve

FHOTC

F


LNNR
BILLET


GRADE
NAME
 
CMD

LOCATION
SEX
028
TEAM LEADER
(MC)
O-6
CAPT Andrus
Reserve

1 MEF/ FFRS/SC
M


029
MC MEMBER

O-6
CAPT Liston
NMC Ports
1 MEF/ FFRS/SC
M


029A
MC MEMBER

O-6
CAPT Kelley
Reserve

1 MEF/ FFRS/SC
M


030
MC MEMBER

O-6
CDR Snyder
NMC Ports
1 MEF/ FFRS/SC
M


031
NC MEMBER 

O-5
CDR M. Miller
Reserve

1 MEF/ FFRS/SC
F


032
NC MEMBER

O-5
CDR B. Barendse
NOMI

1 MEF/ FFRS/SC
M


033
IDC (FMF)

E-9
HMCM Hernandez
Reserve

1 MEF/ FFRS/SC
M


LNNR
BILLET


GRADE
NAME
 
CMD

LOCATION
SEX


037A
TEAM LEADER (MC)
0-5
CDR Jaeger
Reserve

1 MEF/TC/INS
M


038
TEAM LEADER (MC)
O-6
CAPT Serfustini
Reserve

1 MEF/TC/INS
M

038A
NC MEMBER

0-1
ENS Marsh
Reserve

1 MEF/TC/INS
F

039
IDC MEMBER

E-7
HMC Hollen
MEF HQ Grp
1 MEF/TC/INS
M


LNNR
BILLET


GRADE
NAME
 
CMD

LOCATION
SEX
041
MC MEMBER

O-6
CAPT Jeffries
MFP

1 MEF/TC/INS
M


042
NC MEMBER

O-3
LT Reisdorf
Reserve

1 MEF/TC/INS
F


043
IDC MEMBER

E-6
HM1 Graham 
HQ Bat 1MRDV
1 MEF/TC/INS
M


LNNR
BILLET


GRADE
NAME
 
CMD

LOCATION
SEX
046
TEAM LEADER (MC)
O-6
CAPT J. Young
SWMI

USS ESSEX
M


047
MC MEMBER 

O-5
CDR J. Gregory
Reserve

USS ESSEX
M


048
NC MEMBER 

O-5
LTC Larson
(Army Res)
USS ESSEX
M


049
MC MEMBER

0-6
CAPT Hartzman
NMRI

USS ESSEX
M


050
NC MEMBER

O-4/5
CDR D. Burke
SWMI

USS ESSEX
F


051
IDC 


E-8
HMCS Jimenez
CPG3

USS ESSEX
M


CEG LOI

SUBJ/KB PRIME 99/CHARLIE GOLF ONE CONTROL EVALUATION GROUP LETTER OF LOI AND REPORTING INSTRUCTIONS//POC/VINEYARD/LCDR/N01M3/DSN 471-9998/COMM (808) 471-9998//RMKS/

1. GENERAL INFORMATION AND OVERALL GUIDANCE. KERNEL BLITZ PRIME 99 AND THE MEDICAL PORTION, CHARLIE GOLF ONE (CG1) WILL BE AN EXCITING AND CHALLENGING EXERCISE ESPECIALLY FOR THE MEDICAL PARTICIPANTS.  WE ARE DOING SEVERAL THINGS DIFFERENTLY THIS YEAR, NOT THE LEAST OF WHICH IS THE USE OF SOPHISTICATED MANNEQUINS TO ENHANCE TRAUMA CARE SIMULATION.  WE ALSO HAVE ADDED SOME US ARMY RESERVE MEMBERS TO THE CEG TEAMS AS THEY ARE THE EXPERTS IN THE USE OF THE MANNEQUINS AND THE EVALUATION SYSTEM WE WILL USE. I AM LOOKING FORWARD, AS I’M SURE YOU ARE, TO AN INTERESTING AND REWARDING TIME THIS APRIL.

2. ORDERS

A.FOR KERNEL BLITZ PRIME, NAVY RESERVE FUNDING WILL BE “AT” FUNDS THROUGH COMMANDER, NAVAL SURFACE RESERVE FORCES NEW ORLEANS (N39). ADT FUNDING IS AVAILABLE FOR THOSE INDIVIDUALS THAT HAVE ALREADY USED THEIR AT. TCN’S WILL BE ASSIGNED BY N39. POINT OF CONTACT IS CINCPACFLT SURGEON’S OFFICE, LCDR VINEYARD/HMC DRISH AT 808 474-4150.FUNDING FOR THE EXERCISE WILL BE TO AND FROM THE PLATFORM.

B. FUNDING FOR ACTIVE DUTY MEMBERS NOT IN THE SOCAL AREA WILL BE THROUGH THEIR PARENT COMMANDS UNLESS OTHERWISE DETERMINED BY THE CINCPACFLT SURGEON’S OFFICE. POINT OF CONTACT FOR LINE OF ACCOUNTING WILL BE HMC WEAVER/HMC DRISH AT 808 471-9998. FUNDING FOR THE EXERCISE WILL BE TO AND FROM THE PLATFORM. 

C. ARMY RESERVE FUNDING WILL BE ADT FUNDS.

D. AF RESERVE FUNDING WILL BE ADT FUNDS.

E. DEPARTURE AT COMPLETION OF EXERCISE. AT THIS POINT, IT IS PROJECTED THAT ENDEX WILL BE 29 APRIL OR EARLY 30 APRIL. FOR THOSE MAKING FLIGHT ARRANGEMENTS PLEASE TRY TO MAKE YOUR FLIGHT ARRANGEMENTS AFTER 1300 30 APRIL 99 TO ALLOW TIME FOR A HOTWASH/LESSONS LEARNED FROM 1000-1200 AT SURFACE WARFARE MEDICINE INSTITUTE, PILLAR ROOM, BLDG 500, 7TH DECK PT LOMA.  REQUEST THAT ALL CEG TEAM LEADERS PLAN ON STAYING THROUGH COMPLETION OF HOTWASH. ALL OTHER MEMBERS MAY LEAVE AT EARLIEST CONVENIENCE.

3. TRANSPORTATION

A. 20 APRIL – REPORTING DATE FOR CEG MEMBERS.  ALL MEMBERS ARRIVING FROM OUTSIDE SOCAL WILL BE PICKED UP AT THE AIRPORT USO BUILDING AND TRANSPORTED TO BOQ PT LOMA.  PICKUP TO BE COORDINATED THROUGH CPF SURGEON’S OFFICE. CPF INTENDS TO PROVIDE TRANSPORT AT LEAST HOURLY FROM SDIEGO USO TO PT LOMA BOQ BETWEEN THE HOURS OF 1000 AND 2200 20 APRIL ONLY. 

B. 21/22 APRIL – FOR THOSE CEG MEMBERS UNABLE TO OBTAIN BOQ RESERVATIONS AT PT LOMA - RESIDING AT ASWTC, ADMIRAL KIDD CLUB, DAILY TRANSPORTATION TO AND FROM PT LOMA SURFACE WARFARE MEDICAL INSTITUTE WILL BE PROVIDED.

C. 22 APRIL – CEG TEAM FOR USS ESSEX WILL BE TRANSPORTED AT APPROXIMATELY 1530 FROM PT LOMA PIERSIDE IN THIRD FLEET VANS.  CEG TEAM FOR MERCY WILL BE PICKED UP AND TRANSPORTED NLT 1800 FROM PT LOMA PIERSIDE IN TRANSPORTATION ARRANGED BY USNS MERCY POC, CDR MIKE WISE, (619)556-3292, USNS MERCY SUPPO. CEG TEAMS FOR USS CORONADO, FHOTC AND MEF WILL BE TRANSPORTED NLT 1800 TO FHOTC AND MARINE CORPS TRAINING SITES ON CAMP PENDLETON IN THIRD FLEET VANS AND ANY ADDITIONAL POV OR RENTALS AVAILABLE.

D. 29/30 APRIL – ENDEX 

E. USNS MERCY SUPPO WILL ARRANGE TRANSPORTATION FOR MERCY MEMBERS TO RETURN TO PT LOMA UPON COMPLETION OF EXERCISE. PROJECTED FOR EVENING OF 29 APRIL 99 OR MORNING OF 30 APRIL 99. THIRD FLEET WILL ARRANGE VANS FOR ALL OTHER TRANSPORTATION OF PERSONNEL TO RETURN TO PT LOMA UPON COMPLETION OF EXERCISE. 

4. TRAINING

A. REPORTING INFORMATION FOR TRAINING:

THERE WILL BE A TWO DAY TRAINING SESSION HELD ON 21, 22 APRIL 99, IN POINT LOMA, AT THE SURFACE WARFARE MEDICINE INSTITUTE, PILLAR ROOM, BLDG 500, 7TH DECK, FROM 0800-1700.  MEMBERS SHOULD EXPECT TO ARRIVE NLT TUESDAY 20 APRIL 99. PT LOMA BOQ/BEQ PREFERRED IS DIRECTLY ACROSS THE STREET FROM THE TRAINING.

B. UNIFORM OF THE DAY WILL BE YOUR PLATFORM SPECIFIC UNIFORM DURING THE ACTUAL KERNEL BLITZ EXERCISE. 

C. THE FOLLOWING AGENDA APPLIES:
21ST MORNING


WELCOME/INTRODUCTION: MAYO, RASMUSSEN


KB99 OVERVIEW: RASMUSSEN


CG1 OVERVIEW: RASMUSSEN


CEG TEAM CONCEPT: RASMUSSEN


CASUALTY INSERTION, CLINICAL PERFORMANCE, TEACHING, ADMIN SUPPORT EVAL

(PAPERWORK, BLOOD, O2), MSEL INJECTION, ACCOUNTABILITY


TECHNICAL OVERVIEW OF THE COMMS: RASMUSSEN


CEGS AFLOAT: JEFF YOUNG


CEGS ASHORE: MARTY SNYDER


INSERTION TEAMS: SERFUSTINI

21ST AFTERNOON


MMT&E: CONGLETON/CAMP PARKS


LESSONS LEARNED: SERFUSTINI

22ND MORNING


PLATFORM-SPECIFIC WORKGROUPS

22ND  AFTERNOON


MSEL INJECTIONS

DEPART TO CEG TEAM LOCATIONS
5. BERTHING/MESSING FOR 20/21 APRIL AND 29 APRIL:

A. 20/21 APRIL - PT LOMA BEQ RESERVATIONS NUMBER (619) 553-7531. BOQS ARE AVAILABLE THROUGH PT LOMA (619 553-9381),OR NEAR THE AIRPORT AT THE ADMIRAL KIDD CLUB (619 524-0557)ON THE AWS TRAINING CENTER. SWMI HAS ASSISTED CINCPACFLT SURGEON’S BY SETTING UP RESERVATIONS AT PT LOMA. FOR LATE ADDITIONS TO THE TEAM, INDIVIDUAL CEG TEAM MEMBERS WILL BE REQUIRED TO MAKE THEIR OWN LODGING ARRANGEMENTS WITHIN 30 DAYS OF REPORT DATE.

B. 29 APRIL – ANTICIPATED EARLIEST ENDEX. CINCPACFLT SURGEON’S OFFICE WILL ATTEMPT TO SET UP RESERVATIONS AT PT LOMA. IF UNABLE, INDIVIDUAL CEG TEAM MEMBERS ARE REQUIRED TO MAKE THEIR OWN LODGING ARRANGEMENTS WITHIN 30 DAYS OF REPORT DATE.
6. REPORTING INFORMATION BY PLATFORM:

FOR KERNEL BLITZ PRIME AFTER COMPLETION OF TWO DAY TRAINING SESSION IN PT LOMA.  ALL MEMBERS WILL BE TRANSPORTED FROM PT LOMA TO THEIR RESPECTIVE UNIT TO MEET THE REPORT NLT DATES – NO RENTAL CARS REQUIRED.

A. USNS MERCY:

1. AFTER TRAINING, REPORT NLT DATES: 1800 22-30 APRIL 1999

2. UNIFORM OF THE DAY IS WASHED KHAKI’S. SEE THE LIST BELOW FOR REQUIRED AND RECOMMENDED ITEMS WHILE ONBOARD THE USNS MERCY.

REQUIRED: 

        SEABAG 

        2 LOCKS

        1 SET WINTER BLUES      

        1 SET DRESS BLUES/APPROPRIATE SHOES, WHITE HAT IF APPLICABLE 

        4 SETS WASH KHAKI/DUNGAREES

        STEEL TOED, LEATHER SHOES

        2 TOWELS, WASHCLOTHS

        SHOWER SHOES

        JACKET (WORKING OR KHAKI)

        BALL CAP (REQUIRED FOR DUNGAREES)

        NETTED LAUNDRY BAGS (1 LARGE, 1 SMALL)

        PERSONAL TOILETRIES(DEODORANT, SHAVING CREAM, SOAP, SOAP DISH, ETC. 

        2 PAIRS OF GLASSES AS APPLICABLE 

IF ON PRESCRIPTION MEDICATION, ADEQUATE SUPPLY IN ORIGINAL CONTAINER.

     RECOMMENDED:

        ATHLETIC GEAR AND SHOES

        FLASHLIGHT WITH EXTRA BATTERIES

        SMALL SEWING KIT

     PROHIBITED:

        CORFAM OR OTHER FLAMMABLE SHOES

        CNT UNIFORMS

        ALCOHOLIC BEVERAGES

        WEAPONS

        CELLULAR PHONES (UNLESS OTHERWISE ADVISED) 

        FOOTLOCKERS

3. MESSING WILL BE PROVIDED FROM 1600 22 APR 99 TO 1300 30 APR 99. OFFICERS AND ENLISTED CEG TEAM MEMBERS WILL BE CHARGED FULL MESS CHARGES. THE MEAL COST WHILE EMBARKED ON MERCY WILL BE $6.15 PER DAY.  WE WILL COLLECT IN ADVANCE FOR ALL MEALS WHEN THE TEAM ARRIVES, REGARDLESS OF WHETHER A PARTICULAR MEAL IS ACTUALLY CONSUMED (PER STANDARD NAVY POLICY).  PREFERRED METHOD OF PAYMENT IS BY PERSONAL CHECK,PAYABLE TO U.S. TREASURY. 

B. FHOTC:

1. AFTER TRAINING, REPORT NLT DATES: 1800 22-30 APRIL 1999.

2. UNIFORM OF THE DAY IS CAMOUFLAGE WITH BOOTS THAT ARE WELL BROKEN IN. BERTHING WILL BE ON THE COMPOUND IN SEAHUTS.  WE WILL ISSUE 782 GEAR, MATS AND SLEEPING BAGS. 

3. MESSING WILL BE A COMBINATION OF HOT CHOW AND MRE'S. ALL PERSONAL CARE ITEMS NEED TO BE BROUGHT WITH THEM. MEMBERS WILL BE PICKED UP NLT 1800 ON 22 APRIL 99.  AT THIS TIME, FHOTC TRAINING STAFF WILL PROVIDE AN OVERVIEW OF THEIR TRAINING GOALS FOR THE EXERCISE AS WELL SAFETY ISSUES RELATED TO BEING ON THE COMPOUND. POC AT FHOTC IS LT D. O’HARE, ACADEMICS DIRECTOR/TRAINING OFFICER, DSN 365-7117 EXT 214, COM 760 725-7108, FAX:  DSN 365-7108, E-MAIL: PEN1DNO@PEN10.MED.NAVY.MIL.

C. USS ESSEX

1. AFTER TRAINING, REPORT NLT DATES: 1800 22-30 APRIL 1999.

2. UNIFORM OF THE DAY WASHED KHAKI’S. . SEE THE LIST BELOW FOR REQUIRED AND RECOMMENDED SEABAG WHILE ONBOARD USS ESSEX. 

        2 LOCKS 

        4 SETS WASH KHAKI/DUNGAREES

        STEEL TOED, LEATHER SHOES

        2 TOWELS, WASHCLOTHS

        SHOWER SHOES

        JACKET (WORKING OR KHAKI)

        BALL CAP (REQUIRED FOR DUNGAREES)

        NETTED LAUNDRY BAGS (1 LARGE, 1 SMALL)

        PERSONAL TOILETRIES(DEODORANT, SHAVING CREAM, SOAP, SOAP DISH

        2 PAIRS OF GLASSES AS APPLICABLE 

IF ON PRESCRIPTION MEDICATION, ADEQUATE SUPPLY IN ORIGINAL CONTAINER.

     RECOMMENDED:

        ATHLETIC GEAR AND SHOES

        FLASHLIGHT WITH EXTRA BATTERIES

        SMALL SEWING KIT

     PROHIBITED:

        CORFAM OR OTHER FLAMMABLE SHOES

        CNT UNIFORMS

        ALCOHOLIC BEVERAGES

        WEAPONS

        CELLULAR PHONES (UNLESS OTHERWISE ADVISED) 

        FOOTLOCKERS

3. MESSING WILL BE PROVIDED FROM APPROXIMATELY 1600 22 APR 99 TO 1300 30 APR 99. THE MEAL COST FOR ALL OFFICER CEG TEAM MEMBERS, WHILE EMBARKED ON USS ESSEX, WILL BE $7.00 TO $12.00 PER DAY.  WE WILL COLLECT IN ADVANCE FOR ALL MEALS WHEN THE TEAM ARRIVES, REGARDLESS OF WHETHER A PARTICULAR MEAL IS ACTUALLY CONSUMED (PER STANDARD NAVY POLICY).  PREFERRED METHOD OF PAYMENT IS BY PERSONAL CHECK, PAYABLE TO U.S. TREASURY. ENLISTED WILL HAVE FULL MEAL CHARGES COLLECTED FROM PAY.
D. USS CORONADO

1. AFTER TRAINING,REPORT NLT DATES: 1800 22-30 APRIL 1999.

2. UNIFORM OF THE DAY WASHED KHAKI’S. . SEE THE LIST BELOW FOR REQUIRED AND RECOMMENDED SEABAG WHILE ONBOARD USS CORONADO.

  2 LOCKS 

        4 SETS WASH KHAKI/DUNGAREES

        STEEL TOED, LEATHER SHOES

        2 TOWELS, WASHCLOTHS

        SHOWER SHOES

        JACKET (WORKING OR KHAKI)

        BALL CAP (REQUIRED FOR DUNGAREES)

        NETTED LAUNDRY BAGS (1 LARGE, 1 SMALL)

        PERSONAL TOILETRIES(DEODORANT, SHAVING CREAM, SOAP, SOAP DISH

        2 PAIRS OF GLASSES AS APPLICABLE 

IF ON PRESCRIPTION MEDICATION, ADEQUATE SUPPLY IN ORIGINAL CONTAINER.

     RECOMMENDED:

        ATHLETIC GEAR AND SHOES

        FLASHLIGHT WITH EXTRA BATTERIES

        SMALL SEWING KIT

     PROHIBITED:

        CORFAM OR OTHER FLAMMABLE SHOES

        CNT UNIFORMS

        ALCOHOLIC BEVERAGES

        WEAPONS

        CELLULAR PHONES (UNLESS OTHERWISE ADVISED) 

        FOOTLOCKERS

3. MESSING WILL BE PROVIDED FROM APPROXIMATELY 1600 22 APR 99 TO 1300 30 APR 99. THE MEAL COST FOR ALL OFFICER CEG TEAM MEMBERS, WHILE EMBARKED ON USS ESSEX, WILL BE $7.00 TO $12.00 PER DAY.  WE WILL COLLECT IN ADVANCE FOR ALL MEALS WHEN THE TEAM ARRIVES, REGARDLESS OF WHETHER A PARTICULAR MEAL IS ACTUALLY CONSUMED (PER STANDARD NAVY POLICY).  PREFERRED METHOD OF PAYMENT IS BY PERSONAL CHECK, PAYABLE TO U.S. TREASURY. ENLISTED WILL HAVE FULL MEAL CHARGES COLLECTED FROM PAY.
E. 1MEF

1. AFTER TRAINING, REPORT NLT DATES: 1800 22-30 APRIL 1999.

ALL CG-1 CEG TEAM MEMBERS MUST REPORT TO THE 1ST MEDBN SUPPLY BLDG #140210 CAMPEN CA NLT 1900 22 APRIL 99.  CEG TEAM MEMBERS ARE REQUIRED TO HAVE DOG TAGS, AND MEDICAL AND DENTAL RECORDS WITH THEM UPON REPORTING. 782 GEAR WILL BE ISSUED BY THE MEDBN UPON ARRIVAL. 

2. UNIFORM OF THE DAY WILL BE CAMOFLOUGE AND BOOTS. ALL CEG TEAM MEMBERS MUST REPORT WITH THE FOLLOWING:

        2 PAIR OF BOOTS, WITH 2 SETS OF BOOT BANDS AND POLISH KIT

        2 COVERS, CAMOUFLAGE

        2 SETS OF COLLAR DEVICES, PLUS ONE EXTRA RANK DEVICE

        2 PAIRS OF CAMMIES (BLOUSE AND TROUSERS)

        1 FIELD JACKET CAMOUFLAGE


  1 FLASHLIGHT


  PT GEAR

        6 GREEN OR BROWN T-SHIRTS

        1 SWEAT SHIRT GREEN OR GREY

        6 PAIRS OF GREEN OR BLACK SOCKS

        6 PAIRS OF UNDERWEAR

        2 TOWELS

        2 WASH CLOTHS

        SHOWER SHOES

        SOAP, SHAVE GEAR, AND SUN SCREEN

3. MESSING WILL A COMBINATION OF HOT CHOW AND MRE'S FOR THOSE ATTACHED TO THE SURGICAL COMPANY. INSERTION TEAMS AT EDSON RANGE, IF THEY HAVE TIME AND ARE NOT IN THE FIELD, MAY BE ABLE TO EAT IN THE EDSON RANGE GALLEY. COSTS ARE ESTIMATED AT $7.00 - $12.00/DAY AND MUST BE PAID AT THE TIME OF THE MEAL.

7. PLEASE NOTE THAT ALL CEG TEAM MEMBERS WILL BE LIVING AND WORKING IN AUSTERE FIELD CONDITIONS. APRIL WEATHER IN SOCAL AREA IS UNPREDICABLE AT BEST AND ALL MEMBERS THAT WILL BE ATTACHED TO FIELD UNITS MUST BE PREPARED FOR COLD WEATHER AND PACK APPROPRIATELY.

CEG TRAINING AGENDA

Wednesday, April 21

0900 – 0910
Introduction and Admin: LCDR Rasmussen

0910 – 0930
Welcome: RADM(s) Mayo, RADM Smith

0930 – 0945
KB99 Overview: Rasmussen

0945 – 1000
Casualty Management Overview: Rasmussen

1000 – 1015
Break

1015 – 1100
Control Evaluation Groups (CEGs) : RADM Smith, CAPT Serfustini, LCDR Rasmussen-(Casualty insertion, casualty direction, clinical evaluation, pre-stages, teaching, admin support evaluation, Master Scenario Event List injections (MSEL), daily reporting, casualty accountability, CEG communication).

1100 – 1115
Communications: LCDR Rasmussen

1115 – 1145
Administration and Lessons Learned System: LCDR Vineyard

1145 – 1300
Lunch

1300 – 1500
MMT&E Overview and Evaluation Practicum: Mike Congleton and RTS-Med

1500 – 1600
Lessons Learned from Kernel Blitz ’97: CAPT Serfustini

1600 

END

Thursday, April 22

0900 – 1130
CEG Platform-specific workgroup planning (daily routine and MSEL injection)

a.
Mercy

b.
Fleet Hospital

c. 
Essex

d.
Surgical Company

e.
Edson Range / Insertion Teams

1130 – 1300
Lunch

1300 – 1330
CEGs Afloat review

1330 – 1400
CEGs Ashore and Insertion Teams review

1400 

Depart to CEG team locations.

LESSONS LEARNED GENERAL GUIDELINES

SUBJ/KB PRIME 99/CHARLIE GOLF ONE LESSONS LEARNED REPORTING FORMAT.

1. AS ALWAYS THE EVALUATION OF AN EXERCISE IS ONE OF THE MOST, IF NOT THE MOST, IMPORTANT ASPECTS OF AN EVOLUTION. THIS EXERCISE WILL BE UNIQUE IN MANY WAYS AND THE CINCPACFLT, THIRDFLT AND IMEF SURGEONS OFFICES HAVE PUT FORTH TREMENDOUS EFFORTS ON BEHALF OF KERNEL BLITZ PRIME IN ENSURING ITS SUCCESS. WE WELCOME HONEST, FRANK EVALUATIONS AND SUGGESTIONS REGARDING ANY ASPECT OF THE EXERCISE. 

2.THE CONDUCT OF AN OPERATION IS A VERY COMPLEX UNDERTAKING. OFTEN, AS AN OPERATION OR EXERCISE UNFOLDS, WE FIND BETTER WAYS OF PERFORMING TASKS, SAFETY ISSUES THAT NEED TO BE ADDRESSED, DEFICITS IN PLANNING, AND OTHER DEFICIENCIES OR SHORTCOMINGS IN POLICY, TRAINING OR EQUIPMENT. UNTIL 1991, THERE WAS NO FORMAL METHODOLOGY FOR COLLECTING AND DISTRIBUTING INFORMATION FOR LESSONS LEARNED WITHIN THE FLEET. THE NAVY LESSONS LEARNED SYSTEM WAS ESTABLISHED IN LATE 1991 FOR THE PURPOSE OF COMPILING AND DISSEMINATING NEW KNOWLEDGE AND SOLUTIONS ABOUT PROBLEMS OR ISSUES. SINCE 1996, NAVY MEDICINE HAS INTEGRATED MEDICAL/DENTAL LESSONS LEARNED INTO THE ESTABLISHED NAVY LESSONS LEARNED DATABASE (NLLDB).

3. PURPOSE. TO FULLY INTEGRATE NAVY MEDICINE INTO THE NAVY LESSONS LEARNED SYSTEM (NLSS)AND TO AMPLIFY OPNAVINST 3500.37B BY PROVIDING GUIDANCE FOR SUBMITTING LESSONS LEARNED RESULTING FROM KERNEL BLITZ PRIME/CHARLIE GOLF ONE. IT IS OUR INTENT TO PROVIDE READY ACCESS FOR MEDICAL AND NON-MEDICAL PERSONNEL ASSIGNED TO OPERATIONAL PLATFORMS A SYSTEM TO PRESENT LESSONS LEARNED ISSUES.

4. DEFINITION. A LESSON LEARNED IS INFORMATION EXPRESSLY AND SPECIFICALLY CONTRIBUTING TO THE VALUE OF THE NAVY’S ESTABLISHED BODY OF KNOWLEDGE. TO QUALIFY AS A LESSON LEARNED, AN ITEM MUST REFLECT A “VALUE ADDED” TO EXISTING POLICY, ORGANIZATION, TRAINING, EDUCATION, EQUIPMENT OR DOCTRINE SUCH AS, BUT NOT LIMITED TO, ONE OR MORE OF THE FOLLOWING:

A. IDENTIFY PROBLEM AREAS, ISSUES, OR REQUIREMENTS AND, IF KNOWN, SUGGESTED RESOLUTIONS.

B. IDENTIFY THE NEED FOR SPECIFIC, ASSIGNABLE, AND ACCOUNTABLE ACTION ON THE PART OF A COGNIZANT NAVY COMMAND.

C. MODIFY EXISTING POLICY OR DOCTRINE, TACTICS, TECHNIQUES, AND PROCEDURES.

D. PROVIDE INFORMATION OF GENERAL OR SPECIFIC INTEREST IN OPERATIONS PLANNING AND EXECUTION.

5. OBJECTIVES. TO PROVIDE A RESPONSIVE METHOD FOR IDENTIFYING DEFICIENCES AND INITIATING CORRECTIVE ACTIONS.

6. GUIDELINES. ALL LESSONS LEARNED WILL BE SUBMITTED TO THIS OFFICE, AS OFFICER CONDUCTING THE EXERCISE FOR KBP/CHARLIE GOLF ONE, THROUGH THIRD FLEET, WHO WILL CONSOLIDATE ALL LESSONS LEARNED RECEIVED FROM PARTICIPATING UNITS, REVIEW THE LESSONS TO ELIMINATE INAPPROPRIATE ITEMS AND THEN ENSURE INPUT OF APPROVED LESSONS IN A TIMELY MANNER INTO THE NAVY LESSONS LEARNED DATABASE. LESSONS LEARNED SHOULD BE SUBMITTED THROUGH THE NAVY LESSONS LEARNED SYSTEM USING THE NAVY INSTRUCTIONAL INPUT PROGRAM, IF AVAILABLE. IF THE LESSON LEARNED IS SUBMITTED VIA THE NAVAL MESSAGE SYSTEM, EACH ACTIVITY IN THE OPERATIONAL CHAIN OF COMMAND AND THE APPROPRIATE MANAGEMENT SITES SHALL BE INFO ADDRESSEES. ENSURE THAT THE FOLLOWING PLADS ARE INCLUDED ON ALL LESSONS LEARNED SUBMITTED FOR CHARLIE GOLF ONE - CINCPACFLT PEARL HARBOR HI//NO1M//, COMTHIRDFLT//N3/S//, AND BUMED WASHINGTON DC//27LL//. IF THE LESSON LEARNED IS SUBMITTED IN LETTER FORMAT, THE USER SHOULD SEND IT THROUGH THEIR APPROPRIATE IMMEDIATE SUPERIOR IN COMMAND, ATTACHED TO AN EMAIL, AND SEND A COPY TO CINCPACTLT SURGEON’S OFFICE. LETTER FORMAT HARDCOPY WILL ONLY BE SUBMITTED IF NO OTHER METHODOLOGY IS AVAILABLE. IF A GRAPHIC ILLUSTRATION EXISTS WHICH EXPANDS ON INFORMATION CONTAINED WITHIN A PARTICULAR LESSON LEARNED, IT SHOULD BE FORWARDED IN HARDCOPY FORMAT PREFERABLY ATTACHED TO THE EMAIL AS WELL. 

7. EMAIL SUBMISSION FORMAT. ALL LESSONS LEARNED WILL CONTAIN THE FOLLOWING AND BE SUBMITTED AS AN EMAIL ATTACHMENT TO VINEYAML@CPF.NAVY.MIL/VINEYAML@CPF.NAVY.SMIL.MIL, U00SC3F@CORONADO.NAVY.MIL, AND SBROOKER@US.MED.NAVY.MIL :

A. OVERALL CLASSIFICATION(UNCLASS/SECRET/TS)
B. EXERCISE NAME:

C. COMPLETION DATE:

D. SUBMITTING COMMAND:

E. OBSERVER:

F. TEL: DSN AND COMMERCIAL

G. TITLE:

H. OBSERVATION:

I. DISCUSSION:

J. LESSON LEARNED:

K. RECOMMENDED ACTION:

L. COMMENTS: 

8. AT A MINIMUM, THIRDFLT SURGEON’S OFFICE, CPF SURGEON’S OFFICE, SWMI,MTF USNS MERCY, FHOTC, I MEF SURGEON’S OFFICE, GPMRC, RTS-MED FT GORDON AND INDIVIDUAL CONTROL EVALUATION TEAM LEADERS SHOULD CONSOLIDATE LESSON’S LEARNED AND ENSURE THAT THE FOLLOWING MISSION AREAS ARE EVALUATED AND ISSUES SUBMITTED THROUGH PROPER CHANNELS:

A. PLANNING

B. PRE-DEPLOYMENT

C. ACTIVATION

D. EMPLOYMENT

E. PT MOVEMENT AND MEDICAL REGULATING

F. APPLICABILITY OF CURRENT HSS DOCTRINE

G. CASUALTY MANAGEMENT

H. TRAINING

I. READINESS OF AUGMENTEES

J. UTILIZATION AND APPLICABILITY OF TECHNOLOGY/SYSTEMS

K. MMT&E

L. SUPPLY/LOGISTICS

M. REPATRIATION

N. REDEPLOYMENT

9. REQUEST ALL LESSONS LEARNED BY SUBMITTED NO LATER THEN 15 DAYS AFTER COMPLETION OF KERNEL BLITZ PRIME.

10. WE AT CINCPACFLT SURGEON’S OFFICE APPRECIATE YOUR PARTICIPATION IN THIS YEAR’S EXERCISE AND LOOK FORWARD TO WORKING WITH YOU IN THE FUTURE. THANK YOU FOR YOUR TIME AND PARTICIPATION.

INSERTION TEAM

LESSONS LEARNED

1.  Overall Classification:

 

Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:       
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Communications
7.  Observation: Early identified communication problems

· Communication should be operational prior to beginning of exercise

· Relay studies not done

· Cellular phones only partially operational

· Poor overall communication

8.  Discussion:

· Communications should be operational at least two days prior to beginning of exercise. Minimally communication should be set to go when the ships set sail.  Communications were not up and functional.

· Relay and retrans station studies to check frequencies should be done prior to arrival of CEG teams.  Communication signs with call signs and frequencies should be checked and ready.  Relay frequency studies were not done until 23 April 99 (Friday) at 1500, which was 6 hours behind scheduled check.  If these relay studies would have failed, would there have been new frequencies available?

· Communication overall was poor.  There were no extra batteries for the radios, after two hours out in the field many of the radios were no longer operational.

· Cellular phones were only partially operational depending on location.  Their benefit for field operation, on Camp Pendleton, was non-existent.

· First radios were unable to communicate with each other.  They were never tested and they were incompatible.  

9.  Lesson Learned: Communication was poor requiring more effort and better liaison work between all parties involved.  There needs to be more preparation to insure all systems are set and “go” prior to arrival of the evaluation teams.  Cellular phones are difficult in mountain regions to create quality communications between troops and you need improved radio systems.  Keeping communication equipment operational for duration of exercise specifically concerning batteries for radios.

10  Recommended Action: To set communication systems up prior to commencement of exercise.  Decrease reliability of cellular phones. Sharpen the use of radio systems by making them more operational providing operators from the start to the end.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Casualty Management
7.  Observation: Algorithm Security and Review

8.  Discussion:  

· CEG teams need to have the opportunity to review algorithm cases before KB begins for preparation and testing.  The first page needs to be echelon 1 set up.  Mannequines and other cases for each algorithm need to start at echelon 2.

· Navy officers were in charge of medical CEG operations, yet viewing the algorithm was believed to be a breech of security.  In this situation, viewing the algorithms several days to months prior to exercise start was essential.  This would create an effective learning environment and allow for appropriately revising algorithms to meet training needs.  The lack of ability created undue and unneeded chaos.

· Algorithms need to be in closed binders for easy retrieval and entry.  This would also prevent loss of algorithms during casualty movement.

9.  Lesson Learned:  Reviewing and revising algorithms would be more beneficial in assuring more meaningful and realistic training to meet circumstances.

10. Recommended Action: Modify algorithms for echelons 1 and 2. Provide CEG members with a list of casualty topics prior to the start of KB.  Recommend placing algorithms in closed binders.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5. Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned: 


MMT&E  

7.  Observation: Better scenarios needed

8.  Discussion: More scenarios that are related to combat medicine and casualties and less civilian trauma management are essential.  To incorporate 5 echelons of care, it is essential to have more medical treatment and less trauma treatment.  Many of the scenarios were applicable, but only in controlled environments.

9.  Lesson Learned:  Scenarios that are more realistic create a more realistic response from the first responder provider.  For example, ectopic pregnancy in the field does not elicit appropriate responses from parties involved.


10. Recommended Action: Allow medical staff to come up with or review more realistic scenarios.  On the outside of patient scenario binder include history that a conscious patient would give.  Providers could review the information until a CEG team member was available for the scenario review.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Planning
7.  Observation: Increase number of live actors

8.  Discussion:  For purposes of reality and feedback, live actors are a must for the initial period of KB exercises.  Live actors are more easily able to create an environment that simulates D-day, helping to create the intensity that is intended.  Live actors are easier to distribute and transport.  Given all the confusion that is created with the beginning of an operation of this magnitude live actors help to lesson the problem.  Minimal helo and sea assets are made available to medical at initial KB.  Small numbers for opportunity lift should be in the plan.  D-Day for medical would be better at D+2.

9.  Lesson Learned:  N/A

10. Recommended Action:  To use 100% live actors on D-Day and to proportionally use more live actors to mannequins early.  Recycling live actors the first couple of days at echelons 1&2 would be a suggestion so more numbers may not be needed. Put more mannequins at echelon 3 than echelons 1&2. Push actors back in D+2 and D+3 for echelon 3.  D-Day and D-1 should use mannequins or internal live actors at sea. 

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Transportation
7.  Observation: More transportation is required to successfully and effectively manage CEG team members and insertion sites.

8.  Discussion: For mobility purposes, it would have been essential to have one allotted HUM-V for each CEG team.  Four 5-ton trucks were available however, five 5-ton trucks would have helped operations to run efficiently with less overlap.  To improve realism and training, the CEG team at the insertion point should be in touch with one individual with each unit for coordination of forces entering from sea using a HUM-V and 5-tons bringing replacement casualties.

9.  Lesson Learned:  Better transportation would have allowed for more meaningful training rather than turning away opportunities for teaching as transportation would not be available for later.  Coordination for insertion at unit level is needed.


10.  Recommended Action: To have more vehicles available.  One vehicle for each CEG insertion, one for roving CEG insertion team, and five 5-tons for same size operation.  HUM-V trace and one CEG coordinator is needed with units.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Planning
7.  Observation: LCAC crew were unaware of medical evacuations.

8.  Discussion: After reviewing with each one of the LCAC crews, it was noted that none of them were aware of medical evacuation.  Even though CEG team members initiated outstanding liaison on the beach with LCAC crews, Beach Masters made medevac possible because it was not planned.

9.  Lesson Learned:  If LCAC crews were given an LOI to inclulde LOO medevac evacuations would have gone more smoothly.


10.  Recommended Action: Ensure the LOI’s and OPORDs include LCAC mission for medevac.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned: 


Transportation  
7.  Observation: Transporting patients via LCAC is limited unless the casualties are walking wounded.

8.  Discussion: LCAC after off-loading equipment is not designed to carry back casualties to the ship.  Maximum of 2 stretchers can go in the troop compartment with 1 casualty up front.

9.  Lesson Learned:  LCAC is an ineffective lift of opportunity unless they are walking wounded.


10.  Recommended Action: To dedicate not designate LCAC for medical evacuation as soon as possible.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Casualty Management
7.  Observation: Mass casualty needs to be inserted into the matrix.

8.  Discussion: The line officers expected mass casualties to be inserted into training.  CEG was required to create a mass casualty scenario to meet demand.

9.  Lesson Learned: Mass casualty is expected and needs to be a part of KB exercise.


10.  Recommended Action: Insert mass casualty scenario at C+3 when medical is primary focus.  Should include echelon 1,2 and 3 with medevac support.  Better if done during hours of darkness. 

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Supply
7.  Observation: Supplies for training at echelon 1 needs to be included with the budget for KB.

8.  Discussion: To provide realistic and effective training of real time medical procedures, proper supplies need to be instituted to maximize utilization.  For example, to teach proper bandaging required hands on utilization of supply and expenditure.

9.  Lesson Learned: Inappropriate supply budgeting related to ineffective training.


10.  Recommended Action: Allot adequate amount of expendable medical supplies for training purposes at echelon 1. 

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Transport training and Logistics
7.  Observation:  LCAC personnel are not trained nor familiar with transportation of casualties.

8.  Discussion: LCAC personnel stated that they are not adequately trained on how to load or carry casualties.  In real operations there probably will be inadequate personnel to do this operation.

9.  Lesson Learned: More training is needed for personnel on LCAC with more opportunities for medical evacuation.


10.  Recommended Action: Ensure LCAC personnel receive appropriate training in casualty care and are included in training evolution of KB.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Supply and Logistics
7.  Observation: BES corpsman by TO&E did not have unit 1.  FSSG forward is inadequately equipped with 35/36.

8.  Discussion: LSB corpsman for the BES were unable to perform required operational duties without a unit 1 and appropriate AMAL supplies.

9.  Lesson Learned: Apparently, BES doctrine does not adequately support mission requirements.


10.  Recommended Action: BES doctrine must provide adequate medical support such as unit 1 and unit 5 (Molle) and AMAL.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG)


Insertion Team

5.  Observer:




CAPT Anthony Serfustini

6. Title of Lessons Learned:  


Transport training and Logistics
7.  Observation: When LCAC with PTU is employed, no medical asset or support accompanied.

8.  Discussion: There was no personnel, no supplies and Beach BES personnel could not accompany casualties.  As a result, casualties did not receive care from beach to CRTS.

9.  Lesson Learned: When LCAC PTU is used, medical personnel and supplies must accompany them to the beach.


10.  Recommended Action: Patient movement doctrine should include emergency medical management capability.  When LCAC PTU is employed, it must be augmented with medical support.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG) Insertion Team
5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Training
7.  Observation: The CEG team and augmentees orientation was inadequate.  There was no coordination from CEG team members

8.  Discussion: A mission statement of tactical operational statement was not stated.  Also, need a tactical overview to orient personnel to maps, training sites and overall exercise.  An overall CEG team briefing is needed as well as individual CEG briefings.  Coordination of time is needed between each CEG team to interact, coordinate and troubleshoot.

9.  Lesson Learned: Without adequate CEG orientation, training and coordination of appropriate personnel will not be optimal.


10. Recommended Action: Have at least 1 CEG team member from previous KB evolutions from each specific platform

· CEG team orientation should include the following:

· Day 1

· Morning

· Welcome aboard, introduction to teams, opportunities to get acquanted, overview of operational plan to include tactical, medical mission.

· Medical orientation – overview of major scenario play specific to individual platforms.  Major play insertions should be made available to sit

· Afternoon

· Brief from after actions from previous year.  Previous CEG members should review this

· Day 2

· Morning

· Meet with other CEG’s for discussion, meet individual CEG personnel. Discuss accountability, medical evaluation and scenarios.

· Afternoon

· MMT&E presentation, review algorithms for members not familiar with combat casualty care training concepts.

· Video/cassette sessions from previous KB’s, medical evacauations, etc.

· End of day

· Each CEG team leader discusses important issues fro the 2 days.

· Day 2 members to report to platforms

· D-1 Platform – check communications, vehicles and terrain

· Dday

· Insertion team will have minimal casualty play and minimal opportune play.  Sites will have internal play.  Insertion team to round at echelon care at Surgical Company, STP, FHOTC and opportune lifts for everyone

· External play is on land and external at sea.  Opportune play from land to sea
· D+1: Medical plays Dday will give ample time for platform to rehearse

· D+2 to D+4: Full medical play

· D+4-D+5: Retro, rememploy casualties

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG) Insertion Team
5. Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Planning
7.  Observation: The data Tracking sheet was very cumbersome and buwsy.  It was not tailored to what was required and included unnecessary detail and did not have adequate space to document required information.  Daily sticks were listed on separate sheets.

8.  Discussion: Data sheets did not provide enough space to write required information and additional reports were incorporating information from 3 data sheets.

9.  Lesson Learned: Various platforms were overrun at times with casualties and were difficult to stick.  The current forms were not CEG member friendly.


10.  Recommended Action: Incorporate one sheet to include patient number, algorithm number, case number and original triage number for each patient.  Include clinical data sheets that allow more space for documenting information tracked.  Triple space lines instead of single space.  Have one sheet per stick that would include the above information and space for documenting tracking of data for the current KB.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG) Insertion Team
5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned: 


Planning 
7.  Observation: 2/5 BAS contaminated (NBC).  Line took them out of the play.  The 2/5 requested STP support, but they did not support because it was not in the original script.

8.  Discussion: It took 20 hours to launch STP with much resistance from higher echelon medical.  The line continued to call over the communications lines for support.  Additional requests for STP support from multiple sources resulted in launch of STP and appropriate play 20 hours later.

9.  Lesson Learned: The line, when engaged in medical training free play, must be supported by medical.


10.  Recommended Action: Medical must be prepared to support free play from the line.  The script should only be a guide for the exercise.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG) Insertion Team
5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned: 


Planning 

7.  Observation: Decision by line NBC officer was that medical assets were contaminated.

8.  Discussion: In a sequence of medical play, the BAS received casualties that were exposed to a radiation source of contaminant.  Technical analysis by the Marines determined radiation exposure or possible contamination occurred. As a consequence, the BAS was isolated and become non-functional.  This was an appropriate play which the line initiated and carried out.  Higher echelon medical did not support.

9.  Lesson Learned: Do not be so stuck to the script.


10.  Recommended Action: Scenarios should be allowed to have free play.  Scenarios should allow for contaminated BAS.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG) Insertion Team
5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned: 


Planning
7.  Observation: Current configurations of CEG insertion teams were not adequate for the exercise. Current teams consist of 2-3 person teams and the Senior Medical Officer and Senior HM who served as roving CEG coordinators.

8.  Discussion: 24 hour operation require 3 full CEG insertion teams.  The SMO and Senior HM led insertions throughout the night and the next day.  Senior enlisted personnel with advanced operational experience – preferably from recon/SEAL community.

9.  Lesson Learned: Inadequate coverage for needs of platform insertions.


10.  Recommended Action: Three full 3-member CEG insertion teams are needed plus a SMO and Senior HM to act as roving coordinators.  It is essential for CEG insertion teams to have senior HM’s from recon/SEAL community.

11. Comments:  None

1.  Overall Classification:



Unclassified

2.  Exercise/Operation:



KERNAL BLITZ ’99

3.  Completion Date:



30 APRIL 1999

4.  Submitting Command:
Casualty Evaluation Group (CEG) Insertion Team
5.  Observer:




CAPT Anthony Serfustini

6.  Title of Lessons Learned:  


Safety
7.  Observation: Safety equipment – goggles, gloves, gator, earplugs, and sunblock were not provided for the operation.

8.  Discussion: Personnel were exposed to dust, blowing sand, sun, excess noise and outdoor equipment and did not have the appropriate safety gear.

9.  Lesson Learned:  Personnel were exposed to environmental irritants due to lack of necessary safety equipment

10.  Recommended Action: Supply goggles, gloves, ear plugs, sunblock, gators to personnel exposed to environmental irritants.

11. Comments:  None

1st FSSG

LESSONS LEARNED

1. Overall Classification:


Unclassified


2. Exercise Operation:


Kernel Blitz Prime – 99

3. Completion Date:

05 May 99

4. Submitting Command:


1st FSSG (FWD)

5. Observer:


LCDR D.E. Gibson, MSC, USN, HSSO





(760) 725-5955/6311/6710 (DSN: 365)

6. Title of Lessons Learned:                                  Medical Logistics (MEDLOG) Co




   Representation

7.    Observation: Lack of MEDLOG Representation and no Class VIII resupply play

8.    Discussion: It was determined late in the planning process that the supply detachment being fielded by FSSG (FWD) did not include a MEDLOG representative. Provisions were initiated by the Supply Officer to have MEDLOG spreadsheets and simulate class VIII line-item resupply as required. Provisions were made to test the administrative handling and even though FSSG units used class VIII, no class VIII resupply requests were submitted.  Plans should have been made to actually test the medical resupply system by requesting and sending class VIII through the supply system.  We also missed the chance to field a MEDLOG detachment with supply.  

9.  Lesson Learned: Need to plan for full spectrum MEDLOG plan in future exercises to include fielding a MEDLOG detachment and actually sending medical resupply through the supply system.

10. Recommended Action: Plan / execute medical resupply and ensure MEDLOG representation in future exercises.

11.. Comments: The Company Commander of MEDLOG was TAD during this evolution, but has been invited to the next large field operation so she can observe the Class VIII system in action and discuss particulars with the end users.
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title of Lessons Learned: 


Focus on Exercise Planning
7. Observation: Several key 1st FSSG medical players did not devote enough time during the pre-deployment phase of the operation.   
8. Discussion: Op tempo and heavy normal work responsibilities stretched a few of the key medical personnel very thin. The area that gave was planning for an exercise that was months and weeks away.  Several of the lessons learned from this exercise deal with issues that were either overlooked in the planning process or had been tasked , but not followed up on.  Though none of the issues at hand were show-stoppers, they did make the evolution harder than it needed to be and came back to haunt them during the execution phase of the operation.  
9. Lesson Learned: Take heed, remember that 95 percent of battle is fought during the planning process – devote efforts accordingly.

10. Recommended Action: Provide work area for assigned personnel out their normal work environment following chop date to facilitate a focused effort. 

11. Comments:  Some planning initiatives (based on the game) were all together skipped – medical intelligence gathering and reporting and working G/S-1 casualty estimates.  Procedures and links need to be practiced prior to every exercise.  
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(760) 725-5955/6311/6710 (DSN: 365).

6.Title of Lessons Learned: 

Command and Control (C2) of Deployed 




Medical Units

7.  Observation: There was confusion relating to C2 and medical responsibility of FSSG medical units

8.  Discussion:  Within the 1st FSSG (FWD) there were four separate and distinct medical groups: Medical Support Operation Center (MSOC), Health Services Detachment (HSD), Shock Trauma Platoon (STP), and Surgical Company (SC).  It was clear that the MSOC (including the medical regulating cell) was responsible for the overall planning and medical operations and worked directly for the Commanding Officer.  It was also clear that the SC was responsible for echelon II care and that the SC detachment commander reported to the Commanding Officer.  What was not as clear was the C2 and roles of the HSD and STPs.  The HSD was responsible for providing actual echelon I care to FSSG (FWD) and to provide convoy HMs as needed.  The HSD also provided the 5 HMs to the Landing Force Shore Party (LFSP) to establish a Beach Evacuation Station (BES) during the initial assault.   The STPs provide a mobile medical capability able to establish or enforce a BES or reinforce a Battalion Aid Station (BAS).  The confusion surrounded C2 of the STP and HSD and their responsibilities.  In the early planning process at FSSG (FWD) the HSSE took on some of the administration responsibilities for the HSD and this lead to confusion for the Marines and the medical personnel assigned.  During the course of the exercise many of the medical units were requested to perform actions that should have been directed to another medical unit or asked questions that should have been addressed by another of the medical units.  There was also confusion on the role of the active duty STP that was going to fall-in on the LSFP HMs.  This confusion also lead to problems with routine administrative issues such as proper morning reporting (who reports who to who?).  Because the SC was left out of some of the HSD and STP planning, the HSSE had to assume a partial C2 role for much of the exercise which impacted both MSOC and SC operations.  Primary roles and responsibilities were worked out prior to D-day, but the coordination and C2 could have been much easier.

9.   Lesson Learned: Ensure that C2 and unit responsibilities are understood early in the planning process and that a clear demarcation line between staff coordination functions and medical execution functions be established.

10. Recommended Action: 

(1) That we follow the example we have established in Garrison – that all medical units that perform direct medical care (e.g., BES (LFSP HMs), HSD, STP, SC) fall under the preview of the SC detachment commander and that the staff planning and coordination functions remain with the OIC, MSOC.  

(2) The HSSE needs to ensure established roles and responsibilities (including accountability) are clearly briefed to key medical and Marine personnel. 

11. Comments:  Review of other after-action reports indicate that some of the roles never were figured out.
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Medical Support Operations Center (MSOC)



Staff Training

7. Observation: Performance and situational awareness could have been significantly enhanced within the MSOC by participation of its staff in some of the Navy’s planning and operations courses prior to deployment  

8. Discussion: The MSOC was fortunate in that several of the staff had significant operational experience, but only one member had been through many of the Navy courses that deal with expeditionary health service support.  Arrangements were made for medical regulating training prior to the exercise, but there are numerous other courses that would have been beneficial to the MSOC staff (including radio communications).  

9. Lesson Learned: Criteria and training requirements need to be developed for each Health Service Support Element (HSSE) and MSOC position.
10. Recommended Action: That HSSE update position descriptions to include commensurate training requirements and establish aggressive follow-up plan to ensure personnel receive appropriate courses.  

11. Comments: Spot training also will be developed for deployed pre-startex down-time  
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6. Title: 


Security Clearances for Medical Support 



Operations Center (MSOC) Personnel
7. Observation: A couple of MSOC staff did not receive interim security clearance until just prior to deployment  

8. Discussion: Though many of the Health Service Support Element (HSSE) staff do not deal with classified material on a daily basis, MSOC operations are conducted in a secure environment and all personnel need to heave a secret clearance prior to assignment (including personnel assigned to the medical regulating cell).  
9. Lesson Learned: Requests for security clearance needs to be part of HSSE check-in as 1st Medical Battalion personnel are assigned to the medical regulating cell.
10. Recommended Action: Requests for security clearance needs to be part of HSSE check-in and as 1st Medical Battalion personnel are assigned to the medical regulating cell.
11. Comments:
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Medical Support Operations Center (MSOC) 



Reference Library
7. Observation: The MSOC did not have ready access to all the reference material desired

8. Discussion: It is an ongoing Health Service Support Element (HSSE) project to ensure that the MSOC has the most current and relevant operational references.  Advent of reference CDs and access to the internet has increased the relevance MSOC deployable library and lessened its overall weight.  However, during this evolution some reference material needed was not readily available which overly complicated some routine staff actions.      

9. Lesson Learned: Need to ensure MSOC deployment checklist is updated after each MSOC deployment and reviewed/updated periodically and as references change.

10. Recommended Action:  Update MSOC deployment checklist and ensure review and update policy is in MSOC SOP

11. Comments:
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       (760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


       Medical Augmentation Program (MAP) Provider 



       Credentialing

7. Observation:  MAP Provider credentialing was hurried and almost not accomplished due to time constraints 
8. Discussion: Provisions for accomplishing credentialing was discussed early in the planning process, but lack of adequate follow up led to a hurried evolution at the twelve hour. It was also discovered that the Health Service Support Element (HSSE) did not have established provisions for granting unit specific (Health Service Detachments (echelon 1), Shock Trauma Platoons (STP), and Surgical Company) privileges to providers.

9. Lesson Learned: Leaders need to follow-up on assignments and credentialing procedures need to be developed by HSSE 

10. Recommended Action: That HSSE develop unit specific privileging criteria and  procedures for the credentialing of MAP providers to include adding a paragraph to MAP requests asking for appropriate credentialing information.  

11. Comments:  
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6. Title: 


Granting Continuing Education Credit (CME) & 




Continuing Education Units (CEU)

7. Observation:  CMEs and CMUs were not granted to those medical personnel assigned to the Surgical Company

8. Discussion: It was recommended early in the planning process that provisions be made to grant CMEs and CEUs.  Lack of adequate follow-up and an administrative roadblock lead to this issue being overlooked to just prior to deployment.  

9. Lesson Learned: Leaders need to follow-up on assignments and action officers need to bring project difficulties to the person who assigned action.   

10. Recommended Action: Look at requesting approval of CMEs and CMUs early in the planning process

11. Comments: Have directed that research be done for possible retroactive granting of credit.

1. Overall Classification:

Unclassified

2. Exercise/Operation:

Kernel Blitz Prime – 99


3. Completion Date:

05 May 99


4. Submitting Command:

1st FSSG (FWD)


5. Observer:


LCDR D.E. Gibson, MSC, USN, HSSO





(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Call Signs for Medical Support Operations Center 



(MSOC) and Beach Evacuation Station (BES)
7. Observation: The OPTASK Medical Supplement for KB did not assigned a medical regulating (MEDREG) call sign to the MSOC and did assign one to the BES. 

8. Discussion: The impact of this was not realized until the operation got under way.  The MSOC did not anticipate its interactive reliance on the MEDREG net during the operation work-ups.  MSOC adopted the call sign of the USS Pearl Harbor and was able to communicate on the MEDREG net.  Since the USS Pearl Harbor was not involved in the medical portion of the exercise they did not object.  The BES did not require a MEDREG call sign because per doctrine they do not use the MEDREG net.  This discrepancy should have been identified in the planning process.
9. Lesson Learned: Need to review the communication plan closer and ensure the MSOC is tied in to the MEDREG nets.

10. Recommended Action: Review the communication plans and ensure MSOC is tied in to the MEDREG nets.

11. Comments:  Need to also check E-mail descriptors – they described the MSOC as MEDDETCDR Afloat.
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Deployment of Medical / Dental Records
7. Observation: Requirement to deploy medical / dental records should have been identified earlier 

8. Discussion: This requirement should have been anticipated and specified in the plan.  I feel this is fall-out from being in “exercise” mode versus planning in “real world” mode.  A conscious effort was made to think real world and not get pulled into the complacency of exercise planning, however this issue was planned for an exercise and not real world.  Assignment of the Health Service Detachment (HSD) medical officer (MO) was relatively late in the process.  It is felt that the MO’s active involvement may have foreseen this oversight.     

9. Lesson Learned: Planning needs to remain focused and provisions made to collect medical / dental records prior to deployment and identify key medical participants as early as practical.

10. Recommended Action: Ensure plan calls for collecting and maintaining medical / dental records and identify key medical participants as early as practical.

11. Comments: Solution developed by LT Huber for this evolution was very reasonable.  This item is also being addressed in the HSD after action report.
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        (760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


       Pre-deployment Medical Screening
7. Observation: Pre-deployment medical screening was not completed.
8. Discussion: This requirement should have been anticipated and specified in the plan.  Though it is the Marine’s and Sailor’s home battalion’s responsibility to maintain D-status on personnel assigned, it is unreasonable to assume all personnel chopped to FSSG (FWD) were 100 percent deployable.  Medical screening should have been accomplished as part of check in.  Assignment of the Health Service Detachment (HSD) medical officer (MO) was relatively late in the process.  It is felt that the MO active involvement may have foreseen this oversight.

9. Lesson Learned: Ensure plan calls for pre-deployment screening and identify key medical participants as early as practical.

10. Recommended Action: Ensure plan calls for pre-deployment screening and identify key medical participants as early as practical.

11. Comments: This item is also being addressed in the HSD after action report.
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Unit Ones with all Hospital Corpsman
7. Observation:  That not all the Hospital Corpsmen deployed with Unit Ones and some that did were separated from them when they were required
8. Discussion: It was reported (and observed) that not all HMs deployed with a Unit One as required in the deployment LOI.  Some of the HMs assigned to the HSD hit the beach without their Units Ones because they had staged them on one of their vehicles and the vehicle was off loaded on another beach leaving these HMs without the tools of their trade for several hours.  Currently, there is no Medical Battalion (MED BN) T/E to support this requirement.  It is a held belief by many medical planners that HMs are HMs first and technicians second.  Under that premise, each HM should have a T/E Unit One so they can be deployed where needed.  This also marries with the 1st FSSG’s initiative to place all medical assets (except, HSSE, MEDLOG & NAVPERS) under MED BN.     
9. Lesson Learned: That 1st FSSG T/Es need to be adjusted to include a Unit One for every HM assigned and that HMs deploy with their Unit Ones and the HMs need to keep them on their person.

10. Recommended Action: That 1st FSSG T/Es need to be adjusted to include a Unit One for every HM assigned and that HMs deploy with their Unit Ones.

11. Comments:

1. Overall Classification:

Unclassified

2. Exercise/Operation:

Kernel Blitz Prime – 99


3. Completion Date:

05 May 99


4. Submitting Comand:

1st FSSG (FWD)


5. Observer:


LCDR D.E. Gibson, MSC, USN, HSSO





(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


More Intense Medical Evacuation (MEDEVAC) 



Training for Line Marines and Sailors

7. Observation:  Several MEDEVAC requests went to the wrong agency and/or were in the wrong format 

8. Discussion: This has been a constant an ongoing issue in most exercises.  Guidance is provided on format and routing of MEDEVAC requests, but the word is still not getting consistently passed down to the Marine and Sailor in the field.  Several ideas were suggested at the twelfth hour on how to increase awareness, but it was too late to initiate.  Later discussion with some of the units that did not have problems with requesting MEDEVACs revealed that they had taken extra time with their personnel and provided them pocket cards detailing procedures and format.  Discussions with some of the Wing Marines indicated that there is a lot of unfamiliarity with the MEDEVAC system within their own ranks.  
9. Lesson Learned: Need to provide guidance (& suggestions) to line on how to increase effectiveness of the MEDEVAC system at the user level. 
10. Recommended Action: Detail this requirement in the Health Service Support Element’s (HSSE) Health Services Detachment (HSD) Commander’s SOP and Planning Check-list 
11. Comments: I MEF has drafted a paper “The Anatomy of a MEDEVAC” which details the “how” & “who” of getting casualties moved.  This document will also be included in the HSSE HSD Commander’s SOP. 
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6. Title: 


Standard Operating Procedures (SOP) for Landing 



Force Support Party (LFSP) Medical

7. Observation: There were no SOPs for how medical was to function as part of the LFSP

8. Discussion: The senior HM that deployed with the LFSP and established the initial beach Evacuation Station (BES) was very experienced and pulled it off, but there was a lot of time spent reinventing the wheel.  Though each amphibious landing is different, there are a number of issues and requirements that remain constant.  It would have been helpful for the LFSP HMs to have had written guidance on LFSP medical activities prior to hitting the beach.     
9. Lesson Learned: The Health Service Support Element (HSSE) needs to convene a working group of the key personnel involved in this (and other like) evolution(s) and develop a SOP.  

10. Recommended Action: Convene working group and develop SOP

11. Comments:  This could just be a chapter in the HSSE health services detachment commander’s SOP.  Also need to include provisions for convoy coverage. 
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6. Title: 


Phase Ashore of the Medical Support Operations 




Center (MSOC)
7. Observation: There was no MSOC representation in the Beach Support Area Operation Center (BSAOC) 

8. Discussion: The coordination hub of combat service support (CSS) is the Combat Service Support Operations Center (CSSOC).  The MSOC is the medical coordination arm of the CSSOC.  During amphibious operations CSSOC functions are phased ashore.  During this operation a BSAOC was established ashore without MSOC representation.  Though this did not create a problem during this evolution it was theorized that if CSSOC communications had been cut it would have left the BSAOC without medical expertise and 1st FSSG (FWD) medical units without medical coordination.  That situation could have been serious considering two of the MSOC functions are to coordinate ground casualty evacuations and blood.  Also during the course of the exercise several medical issues arose which were misdirected.  Though none of the issues were serious and all were handled professionally by the personnel involved it would have decreased the confusion factor considerably to have had a MSOC representative in the BSAOC. 

9. Lesson Learned: Plan to phase MSOC operations ashore earlier than is currently specified in the HSSE MSOC SOP 

10. Recommended Action: Plan to phase MSOC operations ashore beginning with a representative within the BSAOC and changing current HSSE MSOC SOP to reflect a more aggressive phase ashore timeline.

11. Comments:
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6. Title: 


Availability of Surgical Company (SC) Table of 



Equipment (T/E)
7. Observation: SC did not deploy with their full T/E 

8. Discussion: It was discovered when verifying SC’s blood holding capacity that they deployed with only two of their blood refrigerators.  Since we were simulating blood we simulated the missing blood refrigerators.   
9. Lesson Learned: SC needs to deploy with full T/E.

10. Recommended Action: That the SC commander ensures that SC is at full T/E prior to deployment. 

11. Comments:
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6. Title: 


Collocating Patient Evacuation Officer (PEO) with 



the Direct Air Support Center (DASC)
7. Observation: Placing the PEO within the DASC was very successful

8. Discussion: The concept of placing a medical regulating (MEDREG) cell from the Medical Support Operations Center (MSOC) headed by the PEO within the DASC is not original, in fact it is doctrinal.  Review of documentation from the major exercises where the MSOC has participated revealed that the PEO in the DASC aspect had not been exercised and no operating procedures existed.  Working strictly from a doctrinal perspective and using lessons learned from UFL-98, a MEDREG T/O was developed, basic guidelines for conducting ashore medical regulating were developed, and liaison was made with the Wing.  The Wing was very supportive of this effort, based primarily on the knowledge of a few of their officers who had tried to operate a DASC without a medical regulator. A four person team was assembled (1 Naval Officer and 3 Navy enlisted) and attached to the DASC.  Though not in the plan (as understood by the DASC personnel and the medical planners) air control phased ashore early on in the exercise.  Having a fully functioning MEDREG cell within the DASC ensured that medical evacuations and patient movements were appropriately and expeditiously handled.  This exercise facilitated the flushing out our strawman standard operating procedures (SOP) for MEDREG operations and opened up a mutually beneficial relationship with the Wing that has already materialized into invitations for our MEDREG cell to exercise with them monthly when they exercise DASC operations.       
9. Lesson Learned: Collocate the PEO and MEDREG cell with the DASC

10. Recommended Action: Collocate the PEO and MEDREG cell with the DASC and continue developing MEDREG procedures for the smooth evacuation and movement of casualties 

11. Comments:
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6. Title: 


Procedures for Accomplishing Ground Casualty 




Movement & Dispatching Medical Units

7. Observation: Specific procedures were not established prior to startex

8. Discussion: Though the general concept of how ground casualty movements and medical unit (i.e., STPs) dispatching were going to be accomplished was discussed between the Medical Support Operations Center (MSOC) and the Combat Service Support Operations Center (CSSOC) watch officers specific procedures were not established.  These procedures were developed in concert with the CSSOC watch officers during the course of the exercise and utilized. 
9. Lesson Learned: Need to work to a finer level of granularity on these type issues prior to deployment.

10. Recommended Action: MSOC needs to insure the procedures developed during this exercise are captured in the MSOC SOP and disseminate /practiced during work-ups in future exercises

11. Comments:  Procedures to include: dual notification by CSSOC (RTRS & radio/phone), notification of direct ambulance dispatches by MSOC, coordination with landing team liaison officers, and predeployment briefs.
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6. Title: 


Use of Medical Regulating (MEDREG) Nets
7. Observation:  There were evolutions during the exercise that used the primary MEDREG net that should have been handled by other means  
8. Discussion: The MEDREG control net one became the primary MEDREG net early on in the exercise and was being used exclusively for patient movements, reports, and inquiries.   The net was also used nightly for the medical fireside chat.  The net was also used for a rather lengthy patient consult (attempt was made to change frequencies for that evolution, but it still happened on the primary MEDREG net).  These evolutions should have been conducted either on another net or by another means.  Loss of the net during these evolutions basically curtailed play and there was still ongoing exercise play during those periods.
9. Lesson Learned: Plan alternative modes of communications for actual consults and hotwash activities

10. Recommended Action: Plan alternative modes of communications for actual consults and hotwash activities

11. Comments:
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Validation of Medical Support Operations Center 



(MSOC) Table of Organization (T/O)
7. Observation: KB-99 provided an opportunity to validate the MSOC T/O developed during Ulchi Focus Lens-98

8. Discussion:  An MSOC T/O was developed during UFL-98 that called for two watch sections consisting of one watch officer, one watch Chief, and two clerks.  Based on space constraints and limited time-frame of exercise it was decided to cut the MSOC T/O to one watch officer and two sections of one watch chief and one clerk.  The watch chiefs and clerks stood single man watches from 1900 to 0700.  This was acceptable for the short-term but could not be maintained.  Coordination accuracy is paramount and not having the second clerk to maintain the MSOC log while the other clerk monitored the radio jeopardized that accuracy.   

9. Lesson Learned: Deploy with validated MSOC T/O.

10. Recommended Action: None

11. Comments:

1. Overall Classification:

Unclassified

2. Exercise/Operation:

Kernel Blitz Prime – 99

3. Completion Date:

05 May 99

4. Submitting Command:

1st FSSG (FWD)

5. Observer:


LCDR D.E. Gibson, MSC, USN, HSSO




(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Echelon I Medical Coverage for 1st FSSG (FWD)

7. Observation: The HSD did not provide organic echelon I medical coverage to all of the 1st FSSG (FWD) locations 
8. Discussion: During this operation 1st FSSG (FWD) was spread across numerous ships and in different shore locations.  There were four main concentration areas of 1st FSSG (FWD) personnel – USS Pearl Harbor (CSSOC), USS Denver (during transit), Red Beach (after landing), and at Oscar Two (surgical company and distribution).  Though all locations had access to medical support only the USS Denver (during transit) and Red Beach (after landing) had organic echelon I (HSD) support.  
9. Lesson Learned: Need to plan for HSD HMs to be deployed to all locations that have significant 1st FSSG (FWD) assets.

10. Recommended Action: Plan for HSD HMs to be deployed to all locations that have significant 1st FSSG (FWD) assets.
11. Comments:  Note, T/O for HSD was sufficient to cover convoy duties.

1. Overall Classification:

Unclassified

2. Exercise/Operation:

Kernel Blitz Prime – 99

3. Completion Date:
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1st FSSG (FWD)
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(760) 725-5955/6311/6710 (DSN: 365).

6. Title: 


Medical Augmentation Program (MAP) Shortfalls
7. Observation: Surgical Company (SC) did not receive 24 (professionals) MAP personnel and getting the ones we did get was a very painful and arduous evolution
8. Discussion: MAP planning for this evolution started well over a year before the exercise and we still did not get the MAP personnel we needed or the ones that are assigned to our platform.  One of the keys to being able to field an effective and efficient SC is to have a staff that has trained and worked together.  It is one of the intents of the MAP to fill platform billet line numbers with specific personnel so they participate in unit training (which this was).   We did not get all the professionals required and many of the MAP personnel we did get were from other platforms.  It is hoped that the new policy of assigning MAP personnel to their augmentation billets by BUPERS will alleviate some of these problems.   
9. Lesson Learned: None from our level, we did everything possible to avoid this problem from occurring.

10. Recommended Action:  Follow through on provisions of established MAP.

11. Comments:  This issue is also covered in the SC’s lessons learned.

1. Overall Classification:

Unclassified
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5. Observer:
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6. Title: 


Theater Medical Core System (TMCS) Access Codes
7. Observation: TMCS access codes were not distributed prior to deployment
8. Discussion: The Medical Support Operation Center (MSOC) was unable to get the TMCS access codes prior to deployment (codes not available).  These codes were finally secured from one of the other medial facilities just prior to startex.
9. Lesson Learned: Access codes need to be established earlier so they can be distributed prior to deployment.

10. Recommended Action: Establish and distribute access codes to key players prior to deployment.

11. Comments:
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6. Title: 


Theater Medical Core System (TMCS) Interface at 



Landing Force Support Party (LFSP)
7. Observation: The beach evacuation station (BES) and health services detachment (HSD) did not have TMCS capability once STP 1 redeployed
8. Discussion: Technical input equipment was deployed to facilitate TMCS theater wide.  This equipment was deployed based on the exercise play.  Case in point – casualty input devise was assigned to STP1 who was to reinforce the LSFP BES due to the BES’s extensive play during the early phases of the operation.  The LFSP BES actually established with the input devise and turned over operation to the STP once they were ashore (a few hours later).  When the STP redeployed (as scripted based on the casualty flow) they took the input devise with them leaving the BES and HSD without that capability.  This was not an issue during this exercise, however all medical units need to be considered should this technology be adopted.

9. Lesson Learned: Ensure all medical units have the same tracking technology. 

10. Recommended Action: Ensure all medical units have the same tracking technology.

11. Comments:
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6. Title: 


Tie Theater Medical Core System (TMCS) Patient 



Tracking Function to Unit Capabilities

7. Observation:  TMCS did not provide the “time sensitive” information that my commander needed
8. Discussion:  TMCS provided the Medical Support Operations Center (MSOC) a level of patient visibility that has never been enjoyed before.  The command and control reports (spot status, blood, etc) also provided a level of situational awareness that was new to the MSOC and very beneficial.  However, when it came right down to getting timely information to the commander the MSOC had to rely on the old method of making direct contact with the units to get the current situation.  The spot status report contains most of the information the commander wants, but most times the information on TMCS was hours old.  It was suggested by General Kelly (CG 1st FSSG) that it would be a beneficial if TMCS could interface the casualty tracking function with the unit capability information, i.e., as a casualty is admitted into a facility the bed availability would automatically decreases by one and as a casualty is discharged for movement to the next echelon the bed availability would increased by one, etc..   
9. Lesson Learned: Timeliness of TMCS information needs to be examined.

10. Recommended Action: That TMCS contractors look into feasibility of this concept.

11. Comments:
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6. Title: 


Cellular Telephone for Surgical Company (SC) 



Commander

7. Observation: No cellular phone was issued to the SC commander 
8. Discussion: There were times during the exercise that issues needed to be discussed between the Medical Support Operations Center (MSOC) and the SC that were inappropriate to be discussed on the medical regulating net and other means of communications were down.  A cellular phone connection would have been helpful
9. Lesson Learned: Issue a cellular phone to the SC Commander.

10. Recommended Action: Issue a cellular phone to the SC Commander.

11. Comments:
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6. Title: 


1st FSSG Blood Request Routing 

7. Observation:  There was confusion on the proper routing of blood requests within 1st FSSG (FWD) units 
8. Discussion: Blood requests, like other reports during this exercise were to be submitted both via TMCS and by established methods.  This dual reporting requirement coupled with a mistake in the Medical Appendix of the 1st FSSG OPORDER resulted in confused blood request procedures for the first day of the exercise.  TMCS allows direct submission of blood requests to the Blood Supply Unit (BSU).  Established methods require 1st FSSG units to submit blood requests to the medical Support Operations Center (MSOC) for consolidation prior to submission to the BSU.  By the second day procedures were in place and working well.
9. Lesson Learned: Be very clear on reporting requirements in the OPORDER and attempt to verbally brief all involved prior to deployment 

10. Recommended Action: Draft clear guidance on reporting requirements in the OPORDER and attempt to verbally brief all involved prior to deployment

11. Comments:
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.

6. Title: 


Integration of a Blood Supply Unit (BSU) 

7. Observation: Though it was great having BSU play, there is a lot of room for improvement
8. Discussion: The use of a BSU in an AO is doctrine, but has not been exercised in numerous years (at least in exercises that the 1st FSSG participated).  It was a great addition to the overall usefulness of the exercise to have the BSU in the theater and should be integrated at every opportunity.   Discussions with the Blood Officer during the planning process indicated that this was going to be a first for those personnel actually establishing the BSU.  A few observations from a BSU user – Duel hatting a platform Blood Officer as the head of the BSU may not be a bad idea, but everyone needs to understand the different roles and responsibilities.  During KB, the BSU was established onboard the USNS Mercy and after passing a blood request to the BSU I was informed that I should ask the Fleet Hospital for blood since they were closer. The blood people on the USNS Mercy just thought I went to them for blood because they were the Mercy.  It was clear that there was a lack of understanding on the role of the BSU.  Locating the BSU on the USNS Mercy limited its effectiveness due to restricted modes of distributing blood to medical platforms.  With the USNS Mercy underway access is basically limited to air (small boats along side are possible but impractical).  If air is down, then so is the theater blood supply.  Situating the BSU on the ground opens up multiple distribution options (ground, sea, or air).  There was also a blood request that could not be filled because the BSU did not have enough blood.  Blood requirements should have been factored and prepared for – all the information was available to plan the BSU play – e.g., the number of medical platforms (four) and a good casualty estimate (insertion plan).  It was discovered that the “MEDTRE FAC MERCY // OIC //” released simulated blood shipment messages during the course of the exercise.  Two problems; these messages were released by the Mercy and not the BSU, and 1st MedBN was an addressee (not participating in exercise), but not the 1st FSSG (FWD) who was.          
9. Lesson Learned: That BSUs should be exercised at every opportunity to ensure both internal and external procedures are fine-tuned and users have the opportunity to interact with this capability.

10. Recommended Action:

(1) Integrate BSU play in future exercises

(2) Bring BSU officer into the exercise planning group

(3) Locate BSU on the ground as opposed to being sea based (as operations ashore permit)

(4) If BSU collocated at an MTF, keep its identity separate

(5) BSU needs to review list of operation participants and ensure they have good PLADs

l. Comments:
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6.  Purpose.  For the Kernel Blitz Prime-99 (KB’99)/Charlie Golf One (CG-1) Exercise, the Medical Support Operations Center (MSOC) MEDREG (Medical Regulating) CELL was primarily tasked to spearhead the deployment, integration, as well as collocation, of the Landing Force  (LF) MedReg function within the DASC (Direct Air Support Center), according to Naval Task Force  MEDREG doctrine; and to follow-on, conduct and perform the primary MedReg functions and duties of the Medical Regulating Control Officer (MRCO), where the Scheme of Maneuver would permit the phasing-in of OPCON ashore to the CSLF (Commander Southern Landing Force) from the  CSATF (Commander Southern Attack Force).

Secondly, to clarify that the MEDREG function IS NOT  intended to re-invent or take away the DASC’s efficient routing of dedicated air assets to AeroMedevac requests at the Echelon 1 and 2 Levels of Care but rather to complement and allow for sound decision points by the Landing Force, Patient Evacuation Officer (LF PEO) in the streamline of routing or diversion of air assets and/or Lifts of Opportunity (LOOs), regulating casualties through the Continuum of Care, beyond Echelon 2, immediately after it became practicable for the MRCO’s  Operational Control (OPCON) of the MedReg function to be phased ashore.

7.  Objectives.
   a.  The MEDREG CELL will perform and conduct a tactical emplacement of communications and operations set-up with the DASC in the 41 Area.  The MEDREG CELL will deploy and assist  in deploying a DASC. 

  b.  Perform a 2-person, 24-hour MedReg Net Operator/Monitor  duties during the MEF FWD LEVEL exercise, using proper radio procedures and protocol.

  c.  Familiarize with the User Control Device (UCD), a state-of-the-art communication device used to link ground and air combat elements, for operating and monitoring the MedReg Net.  Normally a 2-week training session, the MedReg Cell will participate in 2 field Communication Exercises (COMMEXs ), prior to KB’99/CG-1, with the DASC,  Marine Air Support Squadron 3 (MASS-3) to meet competency requirements in the care, usage and handling of the UCD.

 d.  Participate in a 3-day COMMEX with the MRCO-USS ESSEX, 21-23 April 99, and other MedReg Teams (MRTs) assigned to the Surgical Company, Fleet Hospital and with the MSOC aboard the USS PEARL HARBOR.

 e.  Assist the MRCO with recommendations for optimal and expeditious transport of all casualties through the Continuum of Care (above Echelon 2)  and/or expediting blood requests via the MedReg Net (MRN), using any and every available LOOs supported by ground or air assets.

 f.  Monitor, update and mainatain all MEDREG status boards via spot status requests and/or through requests from the MRCC, aboard the USS Essex; and be preparedto take over MRCO functions immediately and seamlessly as soon as MEDREG OPCON phases ashore.
 g.  Develop a Standing Operating Procedure (SOP) as a practical guide for LF Medical Regulating (not  limited to flowcharts, suggested Air Support Request Format, job descriptions/roles, logbook procedures, radio etiquette, et.al.).

 h.  Develop a distinct and dedicated Assault Request Form that meets both the air support request requirements of the DASC and MEDREG.  For the  MEDREG CELL, this serves as a crucial, real time source document for tracking aeromedevac requests.

  i.  Identify problem areas, issues and/or  requirements from the CG-1/KB’99 Exercise; observing and reporting those experiences that are value-added and that which give opportunity to update or change the existing Task Force MedReg policy or doctrine.

8.  Observation - Problem Areas, Issues or Requirements.  Numerous concerns where posed during the conduct of the CG-1 Exercise and the following are observations collated by the LF PEO that were deemed relevant for future planning and pre-deployment phases having to do with Task Force Medical Regulating.

a.  Problem Areas - “What Didn’t Work”.
    (1)  Communication Assets.
         (a)  The HF variability and reliability to establish adequate comm link  between or from the site/location of the  PEO-DASC relative to the location of the MRCO was questionable- and perhaps a VHF link configuration would have been more suitable for the entire MedRegNet. For instance, nearly the entire D+1,  Barefoot could not establish an intelligible comm link w/  Fleet Hospital and more importantly, with the MRCO aboard the USS ESSEX.  The LF PEO had to rely on either the USS PEARL HARBOR or USS CORONADO to get to the MRCO for expediting requests over the net for blood or guidance for casualty movement beyond Echelon 2.  

    (2)  Command and Control.
(a) Because there was no phased-in OPCON on D+1, and as soon as it became apparent that there were no available green or blue air assets, it was unclear who had ultimate control of ground evacuation initiatives, being the next best fallback for repatriation of casualties through the Continuum of Care.  This was clarified relatively soon into D+1 by OIC,MSOC.   MSOC had taken control to expedite this ground effort, ferrying  casualties via “high backs” to Fleet Hospital.  LF PEO, at this point, still having weak in comm links with USS ESSEX, was under the assumption that MRCO had relinquished this MedReg Control piece  to MSOC.  This was a contingency planned for and worked nonetheless by OIC, MSOC.

         (b)  DASC OIC observed that there seemed to be an apparent lack of Command and Control delineated in the MedReg Net for instance, the “turning away of an LOO, CH-53 at the 1/7 BASwas turned away in lieu of inbound UH-60’s during D+2 late afternoon, wasn’t explained by the cognizant authority and PEO was unable to justify the diversion of this LOO in particular.”  In the end, the UH-60’s did not arrive and another CH-53 was directed for the pick-up instead.  It must be understood that as soon as TACC OPCON is phased ashore, the DASC has ultimate authority forward of the LOD (Line of Departure) to direct CAS (Close Air Support) and LOOs - but since TACC OPCON was not clearly phased ashore, the DASC had no direct authority to divert air assets forward of the LOD.

         (c)  Air Control ashore was never  assumed completely by the DASC ashore, disabling the capabilities of the PEO to assist MRCO for LOOs - a major setback for planned expeditious movement of casualties outside the AOO.

      (3)  Communications Between the PEO/DASC/RAS Surgeon/Air Officer.
         (a)  Both sides (DASC & MEDREG) not altogether familiar with each other’s technical jargon, further straining communication efforts.  Despite efforts on both sides to reach out to understand each other’s role, importance and responsibilities, neither component fully understood the other’s functions,  The members of the MedReg Cell within the DASC had difficulty grasping the MEDREG role within the “green side” Scheme of Maneuver - it was until D+2 that issues started to clear up as to what each team member was responsible for.

     (4)  Operations Flow Within the DASC.
        (a) Changes Scheme of Maneuver particularly affecting air assets avaiability were not clear nor communicated adequately between the DASC and PEO due to poor HF comm links, adding to delays in routing sorties and partial oversight to continuously share information as optempo increased (for eg. the DASC’s ATO versus the Casualty Mangement Script-ATO) that had significant or adverse bearing  for both sides of MedReg and DASC operations. 

(5)  Data Link Configuration for TMCS/E-mail.  The SAIC and MEDREG CELL underestimated the configuration of TMCS due to its 52 K-band width requirement discovered late into the exercise.  Meanwhile, the TMCS laptop was reconfigured to no avail since the DASC was operating on a 46 K-band width; while technical difficulties were attributed to a faulty NIPRNET line.    

The planned contingency was for the LF PEO to perform surrogate reporting via the Surgical Company, should OPCON be passed ashore - as well as a possible retrograde of the DASC MedReg Cell to Surgical Company by direction of the OIC,MSOC.

    (6)  Training.

         (a)  The DASC was critical of “blue side” MRN radio etiquette throughout the KB’99 Exercise - surely the Casualty Management Exercise became the focal COMMEX for the MEDREGNET, which at that point should have already been polished.  Additonally, the non-synchronized set-up of the MedReg Net site at the DASC at 41-Area, Las Flores during the pre-assault, made the DASC’ s MedReg Cell unable to participate.  Most MedReg “players” were able to perform radio checks and test transmissions. Therefore didn’t allow for our much needed MEDREG COMEX.
        (b)  This, being the first time a MedReg Cell was collocated with the DASC, there was a common ground perception that recent didactic training did not prepare us enough for applied doctrine.  Additionally, despite repeat debriefs, the operational doctrine of MEDREG in DASC Ops was not fully understood by the Marine Corps Team at the DASC. The reverse was true for the MedReg Cell up to D+1.  Th e DASC Ops, MEDREG Ops, and Radio Protocols/Etiquette were likewise problem areas for both sides and the apprehension to institute configurations late into the exercise had virtual impact on the effectiveness of the MedReg efforts within the DASC.

        (c)  There was a general feeling that the MedReg classes and conference were not altogether effective as they did not address the practical “realism”  of “rules of thumb” given a MedReg situation, for instance, the move to resort to “ground evacuation to the Fleet Hospital” and the question “What do you do, if you get a ground evacuation request given circumstances that may oppose an air evacuation alternative?” 

The LF PEO overlooked the MSOC as the functional resource for “ground mobile assets” coordination. While common sense, flexibility and the proverbial “adapt-and-overcome” attitude was our norm, the MEDREG doctrine at D+1 seemed to have failed with limited or no rotary-wing support for casualty movement.

  b.  Issues - “What Didn’t Work”
    (1)  Lack of Dedicated Air Assets (Green/Blue)  Before KB’99 kicked off, 12 dedicated sorties where identified but due to a policy from higher command directing that only “green” helos could “dust off” ashore.  Yet during D+1, the issue of relying on LOOs taken away from the “green” exercises being conducted was uncertain - although agreed upon between the DASC and the PEO as a fallback to support the CG-1 Casualty Evacuation Exercise, did not materialize due to questionable phased-in control to the DASC from the TACC and directives from higher command.   This led to a contingent, yet hard-up ground repatriation from the Surgical Company to Fleet Hospital, and the consequent 28 fatalities or DOWs (Died of Wounds) as per CEG (Control Evaluation Group) appraisal;  the end result of a failed air evacuation plan by 1800 of  D+1. (at the Surgical Company and at the Regimental Aid Station located at Red Beach Canyon).

    (2)  Manning Issue in MRTs  Organic personnel to the Surgical Company, STPs,etc. that received MRT training and who were originally billeted for the MRTs (MedReg Teams) were switched out to fill other billets gapped by MAPPsters.  PEO gave an on-spot debrief to the 8-personnel team on Scheme of Maneuver, MedReg Indoctrination and contingency plans based on scenarios - for eg.  (a) should the DASC not come on-line, the LF PEO and his MedReg Cell would relocate to the Surgical Company, by direction of the OIC,MSOC, and supplement MedReg activity from there.  (b)  Anticipating failed air assets and support, activate ground assets to Fleet Hospital - 3 “high backs” (ie. M997 HUMMVs)  and have 2 “high backs” in reserve for pick-ups from the RAS or BES (Beach Evacuation Station).  (c)  Assume an appropriate LZ since notional LZ  at the time Surgical Company was stood up, etc.

   c.  Requirements - “What Didn’t Work”
     (1)  LF PEO’s administrative oversight of laptop configuration for TMCS plus the mismatch of MASS-3’s NIPRNET capability against the demands of  the TMCS program caused the pull-out of the laptop during D-day.  Ongoing technical difficulties such as faulty NIPRNET lines, server shutdowns,etc. were variables difficult to control.  This was anticipated and procedures have been in place  to go “manual method” for facilities status boards,etc. 

     (2)  VHF and HF data lines, although add-ons, were not utilized for the MedReg effort at the DASC.  

     (3)  The HF voice net, in our opinion, was very unreliable and unrealistic for this era of modern equipment and state-of-the-art technology.  VHF voice nets were ideal for this exercise.  Because of the intermittent availability of the MedReg Net, Barefoot was barely able to exercise its liason duties from D+1 to D+2.

     (4)  K-BAND WIDTH requirements were not anticipated by MEDREG and our team did not request guidance from MASS-3.  Looking back their S-6 input had definite bearing on the planned EDP architecture.  The MASS-3 /S-6 Officer explained that TMCS required a 52-K band width and MASS-3 uses the 46-K band width for its operations and field exercises.

     (5)  NIPRNET E-MAIL was obtained for the DASC-MEDREG but became inoperable due to a fouled NIPRNET line - a consequent attempt  to fix it and a plan to re-load TMCS was aborted by the S-6 Officer, MASS-3, by direction of Rear Moon on D+1 as it would cause the DASC to shut down for 2 hours.

9.  Lessons Learned “Value-Added”  and  “What Worked”
  a.  Communication Assets – “What Worked”.  

      (1)  Although NIPRNET E-Mail and TMCS were not available, the UCD was an invaluable tool communicating over the MEDREG NET.  Also, we were given an extra headset so that while 1 was operating the voice net, there were 2 who were monitoring it - “an extra pair of ears makes a difference” in an environment where timely communication and clarity thereof is critical, under variable HF conditions.  Our appreciation to MASS-3 for their sensitivity to logistical and operational needs for MedReg to function in the DASC.  From an operartional standpoint, MASS-3 had more ownership in making MEDREG within the DASC work.

      (2)  Our E-mail connectivity demands were not compromised.  We shared E-mail to communicate to the USS ESSEX, USS PEARL HARBOR and USS CORONADO. The DASC-OIC/S-2 made sure our e-mail got out when we requested it.

      (3)  Cell Phones were the most reliable instrumentation throughout the CG-1/KB’99 exercise; and spot status reports with Surgical Company, for instance, took less than 3 minutes compared to 20 minutes of negotiation on the MedReg Net (MRN).   Also, the PEO cell phone was optimized when getting to the MRCO, for PEO recommendations awaiting decision - whenever the MRN was “tied up” with blood requests, etc. or whenever our HF voice comm with the USS ESSEX altogether deteriorated.  Cell phones are an ideal technology for exercises of this scale but not justified as realistic instrument for “wartime” MedReg.

    b.  Logistics Coordination – “What Worked”.  

     (1)  With effective precursory planning by the HSSO and early liason with the MASS-3, the DASC OIC and its unit went above our expectations for assuming care and responsibility of the MEDREG Team throughout the FDPE cycle.   “We almost felt like Marines ourselves”.  Our food and transportation to and from Red Beach Canyon were covered, including the numerous official trips back and forth to SurgicalCompany at 41-Area Las Flores.

     (2)  Our team had configured our operational set-up to address/satisfy the portability and simplicity of the manual recording/reporting system,in the event that software capability failed - in which case, it did.  This 3-ring binder set-up was convenient versus the large, hanging status boards due to the limited DASC “Drash” tent space.

  c.  Communications Between the PEO , DASC-OIC, RAS Surgeon & Air Officer on D+1 -“What Worked”.  The LF PEO and the MedReg Cell took advantage of every situation within the DASC where MedReg doctrine seemed “flawed”, as perceived by the “green side of the house” (such as our shortcomings in Radio etiquette and protocol, the variability of the “variability of the CEG free play versus the scripted play, the confrontation, no blue air assets available for the entire D+1 etc.) and flip it into opportunities for constructive discourse with the DASC OIC, RAS Surgeon and RLT Air Officer to better understand the “partnership roles” played by the DASC and the LF PEO in lieu of operational MedReg doctrine, thereby propagating the learning curve, cooperation to mutual operational gain, and making the “in-house” MedReg activity work within the DASC.

  d.  Training “What Worked”.  

      (1)  The MEDREG classes provided timely conceptual groundwork and a good overview of Task Force MedReg.  To some extent, the training proved beneficial to real life decision-making situations, in the course of CG-1 Exercise.

      (2)  On-the-spot PME by the LF PEO to  an assembled MedReg Team (MRT) at the Surgical Company prior to D-day also proved beneficial for the “geometric progression” of MedReg familiarization.  A minor SOP was developed by the PEO for the Surgical Company MRT to get their scaled-down version of the LF PEO/MedReg duties anticipating delays for the DASC to come on-line at D+1.

     (3)  Realizing that many of the MAPsters were unfamiliar with MEDREG, the LF PEO coordinated on-site, spot  debriefs to the MAPsters from both the DASC-OIC and LF PEO prior to D-day gave an appreciation for some realism into the system of accessing Marine air assets and their air-ground support doctrine, relative to expeditious LOOs.  A satisfactory level of sensitivity to the  nature of cooperative effort and communication/information requirements essential to successful aeromedevac, was garnered from an interactive MAP audience.

10.  Recommended Action and Discussion- “What We Could’ve Done Better”
  a.  The small, yet significant breakthrough of the LF MEDREG functions in the DASC was attributed to the all-out support by the Marine Corps component, MASS-3.  Without their technical leverage, support, and experienced staff, the successful split sortie AreoMedevac mission on D+2 would not have materialized.  This little victory of sorts will pave the way for future LF MEDREG play in future combined exercises of this scale.  The DASC’s partial phased-in TACC  capability gave opportunity for them and MEDREG to emulate a first-time, DASC  series of in-house AeroMedevac sorties, diverting 2 CH-53 LOOs and evacuating 36 casualties to the appropriate  receiving Echelons of Care in a span of  approximately 75 minutes - with 1 CH-53 weaving through hostile territory with escorts.

  b. Include S-6,MASS-3 in all sourcing and planning meetings to guarantee technical and operational support for TMCS, E-Mailconnectivity, laptop/printer configurationsand more importantly, a minimum of 3 MEDREG Net lines into the UCD (User Control Device). Although NIPRNET was not available, MEDREG-DASC was able to retrieve all information monitored via the single UCD alloted to MEDREG.  It is both versatile, highly functional and user-friendly.

  c.  At the minimum, maintain current UCD Configuration (i.e. 1 UCD, 1Voice Headset and 1 Monitor Headset).  However, 2 UCDs are feasible for the CG-1/KB’99 scale of operations.  Or  if using 1 UCD, have 3 to 5 voice lines available for Voice Net monitoring.  

  d.  Realizing the shortcomings of communication assets (HF) and underutilization of VHF, the urgency to plan and address the necessary T/E thoroughly is imperative.  These comm systems should also be adequately tested in the rear through simulation/COMEX/ radio checks prior to deployment in field. 

  e.  Fostering healthy working relationships with Marine Corps components no matter how bleak the situation may seem is paramount to the Navy-Marine Corps Team mission.  It weighs heavily toward future cooperation as well to mutual benefit.  Both sides’ ability to shake off complacency and pursuing joint paradigm shifts away from“the normal way we do business” is already value-added to existing professionalism in this unique operational environment.  We all must have the ability to accept change(s), impartially evaluate these change(s) through a standard of continuous exercise until we get it right.  This is complimentary of the “Train as We Fight” motto at 1st FSSG.

  f.  Face-to-face meetings with, other than the planned COMMEX, for all MedReg Team Players prior to the KB’99 Exercise, would have been very beneficial.  Expectations, requirements and roles to be played would be adequately addressed by the more experienced and senior personnel in Task Force MEDREG.  Mock Commex in class is not a waste of time but it brings realism to actual communication of medevac or blood requests or status reporting.  This should be included in the MedReg block of instruction and not just a mere reading assignment.  PRACTICE MAKES PERMANENT.
  g.  The invaluable precursory work by the HSSO/MSOC wiith MASS-3 and continued liason thereafter was effective and pivotal to laying groundwork for LF MedReg within the DAS for this KB’99/CG-1 Exercise.

  h.  Joint Training from the start between MASS-3 personnel and   MedRegCell in order to have a better appreciation and understanding of eachother’s background, role and specialty in the Casualty Evacuation System using Air assets.  For eg., have the MedReg Team members attend and complete the 2-week UCD training, monthly radioman PMEs and drills.  On the other hand, recommend that the important DASC crew billets (ie. Senior Air Director,DASC-OIC, TAD-Fixed Wing,TAD-Rotary Wing and TAR/HR operators) attend and expose themselves to MEDREG Doctrinal Courses and Patient   Conferences.  Also, this training helps break down the differing “jargon environments” greatly avoiding gross miscommunication to “helo” pilots,etc. - for instance, the TAD-Rotary Wing would know and not insist on “field hospital” confused with “Surgical Company”, as there is no such thing [except] for “Fleet Hospital”.

  i.   That a Medevac request received fromthe TAR/HR Net, needs only 5 basic things:  Aeroevac type, LZ /pick-up coordinates, No. of Patients picked up, escorts if required, call sign or LSE at pick-up site and most importantly grid of drop zone/LZ in receiving facility - in order to get  a mission diverted to expedite AeroMedevac requests.  The DASC/ASR form can be later completed given the time to do it.

  j.  The minor SOP for LF MedReg and Surgical Co. MedReg and  flowcharting the MedReg function within the DASC provided for clarity of MedReg purpose to assist  in routing Medevac requests, above Echelon 2 level, rather than the perceived duplication of DASC efforts.  The MedReg piece was considered a link to the Medevac process within the DASC’s flow of operations and not  a cause to re-invent a system that the DASC had already streamlined.

  k.   All training objectives of the MedReg Cell in support of the CG-1/KB’99 Exercise have been met and a consensus of satisfaction was gained among MRT (MedReg Team) members including the MRT at the Surgical Company which performed above the level of expectation for this exercise.  Their inexperience was not a limiting factor but rather a jumpstart to grasping the basic tenets Task Force Medical Regulating and a strong desire to complete the Medical Regulating mission. A strong recommendation was to include a block of instruction covering MedReg mission essentials, doctrine and practical application in all MAPP training - to serve as a review and update for those who have completed the MedReg Course and to provide a timely brief for a systematic management and transport of casualties beyond the Echelon 2  Level of Care.

l.  As a contingency, have additional ground ambulance assets factored into Surgical Company’s T/E to provide for mass transport of casualties during overload or for Medevac to Echelon 3 (Fleet Hospital).  There were limited assets and the shortfall of “blue” air assets dedicated to Medevac was not altogether anticipated.

In summary, Task Force MedReg doctrine has not gone into specifics, unable to address point-by-point practical  applicability to field situations.  Recommend that block of instruction be structured to follow a “practical guide to MedReg”.  It is highly recommended that this manual should have service-wide authority and accesibility.  In this era of “jointness”, uniformity in training and application of MedReg doctrine is imperative to all branches of service.  Furthermore, it is recommended that all E-6 and above, attached to operational forces and/or platforms, be mandated to attend the MedReg Course and LFSMPC to fortify their conceptual framework and familiarity with MedReg operational environment prior to delployment in exercises.

USS ESSEX

LESSONS LEARNED

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  
Pitfalls In Casualty Management Aboard An Lhd
7.  Observations:  The Main Triage area on an LHD can accommodate only four patients at one time.  In addition,  supplies and equipment (i.e. oxygen, intubation equipment, etc.) were not available to begin resuscitation either on the Hanger Deck or Flight Deck Triage 

8.  Discussion:  The casualties received onboard USS ESSEX during the four days of the exercise had a ratio of multiple trauma to DNBI of about 80:20.  Thirty of these casualties arrived through the Well Deck and were collected on the Hanger Deck for initial triage.  Because resuscitation supplies/equipment were not available on the Hanger Deck to care for these acutely injured casualties, and due to the fact that a logjam quickly developed in Main Triage, lives were potentially lost.

9.  Lesson Learned: Because of the space limitations in Main Triage aboard an LHD, resuscitation of acutely injured patients must take place in initial triage locations (i.e. Hanger Deck and Flight Deck Triage).  

10.  Recommended Actions:  Pre-stage equipment and consumables for the resuscitation of casualties in Flight Deck Triage and provide transportable containers with supplies for the Hanger Deck.  Additionally, ensure that staff train for these casualty scenarios.

  Comments:

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ’ 99

3.  Completion Date: 



 30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  
Difficulty Tracking And Accounting For Casualty-Actors And Mannequins
7.  Observation:  The tracking system for casualty-actors and mannequins made accountability difficult and time consuming. 

8.  Discussion:  The variety of numbers and names on the mannequins’ heels, dog tags, Smart cards, uniform pockets and MMT&E algorithms was a source of great confusion.  Excessive man-hours were consumed checking and double-checking mannequins and mustering and accounting for Marine casualty-actors.  (This, of course, reflects the confusion of real life when patients would come in without identification.  However, in  this exercise the naming and numbering inconsistencies were counter- productive).  In addition, there was a steep learning curve for medical department personnel working with the Smart cards.

9.  Lesson Learned:  A more simplistic system for casualty tracking/accountability needed to be in place. 

10. Recommended Action:  Provide for a more user-friendly tracking system and better training of medical department personnel.

11. Comments:  It was the consensus among medical department personnel and evaluators that casualty-actors are preferred over mannequins.   

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  




Deglycing Frozen Blood
7.  Observations:  (1) During the deglycing of frozen blood, there was a loss rate of 16% of the units,  (2) round-the-clock deglycing of blood is extremely  labor intensive, (3) the paper work associated with blood transfusion is extremely time-consuming and (4)  in general, ship lab capabilities are degraded when blood deglycing is necessary.   

8.  Discussion: At the request of the CEG Leader and the Southern Task Force Surgeon, the Medical Technologist (LTJG Nunuz, MSC, Blood Bank Officer) and three HM Lab Technicians deglyced blood for 24 hours using two of the five deglycing machines onboard the USS ESSEX during casualty play.  At the end of this drill, 40 units of blood were available for transfusion and eight units were lost due to contamination, clotting, and/or breakage.  It was also observed that the tracking and labeling of specimens, and the paperwork required for Type and Crossmatch (T&C) of  blood  became a full-time job for at least one Lab Technician.  Additionally, because of the intensive resources required to deglyce blood, there was a delay in performing ordered lab tests.  

9.   Lessons Learned:  There is a significant loss rate during the deglycing of frozen blood and the deglycing process  is extremely labor intensive.

10. Recommended Actions:  (1) Continue to study and collect data on the deglycing process using other platforms, (2) provide for more deglycing drills/practice  for Lab Technicians, (3) cross train other HMs for blood deglycing and (4) ensure all medical personnel are properly versed in the paperwork required for the T& C of blood and blood transfusion.

11.  Comments:

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  
Identification Of Key Players In The Medical Department
7.  Observation:  The Triage Officer and other key people in charge (ICU, Ward, Flight Deck Triage, Hanger Deck, etc.) were difficult to identify.  

8.  Discussion:  Previous experience on the USS TARAWA during KB ‘97 demonstrated that when the Triage Officer wore a red hat, he was more easy to identify and inevitably more accessible.  Even though the individual who was Triage Officer changed daily or more frequently, the hat itself (like the conch shell in Lord of the Flys) symbolized authority.  This means of clearly identifying individuals should be extended to other key positions (eg, Triage Officer, Surgical Prioritizer, ICU/Ward Charge Nurse, Supply PO, etc).

9.  Lesson Learned:  Confusion is enhanced by difficulty in identifying key personnel.

10.  Recommended Action:  Provide colored/labeled hats for Triage Officer and other key personnel.

11.  Comments:

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  
Lack Of Effective Communication  System
7.  Observation:  A considerable amount of time and effort is expended trying to “track down” medical personnel and pass on important information to them.  Additionally, there is no efficient and effective way for personnel to pass on patient status and location during a Mass Casualty. 

8.  Discussion:  The USS RUSHMORE (LSD 47) has solved this communication problem through the use of inexpensive belt-clip-on cellular phones and leaky coaxial cable.  All khakis onboard this “Smart Ship” carry cell phones and can be immediately contacted where ever they are from anywhere on the ship.  

9.  Lesson Learned:  Casualty management and the overall efficiency of the medical department can be improved with the purchase of relatively simple communication technology already in use on other amphibious ships.

10.  Recommended Action:  Duplicate the leaky co-axial cable/cellular phone technology on large-deck amphibious ships, or at least in the medical departments of these CRTS’s.

11.  Comments:

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  
Shortfalls In Staffing And Training To Support Trauma Casualties
7.  Observation:  Based both on the current mix of medical staff aboard an LHD and the limited trauma training/experience of these personnel, the medical department was unable to adequately perform its mission of echelon 2 resuscitative care.

8.  Discussion:  The casualties received onboard USS ESSEX during the four days of the exercise had a ratio of multiple trauma to DNBI of about 80:20.  The surgically intense nature of these casualties found the medical department wanting in surgeons skilled in trauma.  The current billeting plan for CRTS Medical Augmentation Plan (MAP) allows for general surgeon billets to be filled with non-general surgeons (i.e. gynecologists, urologists, etc.) – individuals who require intense mentoring by an experienced trauma surgeon.  In addition, non-surgical Medical Corps Officers, Nurse Corps Officers and Hospital Corpsmen are inadequately trained in trauma patient management.    

9.  Lesson Learned:  In order to provide sustained trauma mass-casualty patient management on a large-deck amphibious ship, medical personnel (and especially the surgeons) need more trauma training.

10.  Recommended Action:  At least one of the three general surgeon augmentation billets should be filled with an individual  highly skilled (by experience and training) in trauma management.  All of the other Medical Officers should have current ATLS (or equivalent) training  and Nurse Corps Officers should have ACLS and Trauma Nurse Care Course (or equivalent) training.

11.  Comments:

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  




Tracking Of Consummables
7.  Observation:   An efficient  mechanism for tracking the levels of consumables during a real-world contingency or prolonged exercise with hundreds of  simulated casualties is lacking.    

8.  Discussion:  During this exercise, the Supply Petty Officer had a very difficult time keeping track of  the stock levels of supplies.  In a real-world contingency, the consequence of this would be inadequate re-supply and a degradation of medical readiness.

9.  Lesson Learned:  The efficient and accurate tracking of supplies is essential for medical readiness and is lacking on the CRTSs.

10.  Recommended Action:  First, set up an parallel “exercise” SAMS database and SAC 207 account identical to the ship’s actual SAMS database and SAC 207 account and do data entry and accounting during the exercise on the “exercise” system as would be done in a real-world operation.  This would perhaps provide useful data on consumption as well as training.  Secondly, ensure that the responsibility for tracking supplies is department-wide.  Third, develop technology  such as bar-coding which would improve the efficiency and the effectiveness of consummable tracking aboard ship.  

11.  Comments:

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ 99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  
Smartcard Technology And Theater Medical Casualty System (Tmcs)
7.  Observation:  Smartcard technology and the Theater Medical Casualty System (TMCS) was not helpful in tracking patients on the CRTS.

8.  Discussion:  Though it may have had some limited benefit for the CATF Surgeon and the Medical Regulating Control Officer, TMCS added no value to the process of tracking casualties within the USS ESSEX  Medical Department.   In fact, it added additional steps.  As noted elsewhere, patient tracking onboard this ship consisted of  stubby pencils/clipboard and post-its stickers on a whiteboard as well as phone-talkers in various locations.  It was labor intensive, time-consuming, and subject to error.  There will be Medical Department buy-in to TMCS when it helps them locally do their jobs better.  For example, portable scanners at the patient entry points on the ship (Flight Deck Triage or Hanger Deck) could quickly (and unobtrusively) harvest patient demographic data for the ship’s LAN as well as for TMCS.  There could be benefit to multiple areas in the ship simultaneously.  For example, the ship’s Admin Department would have a running tally of exactly who was on board (Alpha Roster, Daily Diary, etc).  There could be benefit for the  Supply Dept (meals, linen, etc), the LFOC (USMC personnel accountability, replacement of fallen shooters, etc) and other interested parties.  The Medical Department would see direct benefit.  In a Medical Department with scanning technology available in key medical areas, the patient Smartcard could be used could be used to identify and track the patient through the department.  Arrival in key spaces (OR, ICU, Ward, Flight-Deck Evacuation Station) would be noted.  Logjams, overload, and, most importantly, lost patients would be avoided. 

9.  Lesson Learned:  The use of TMCS was time-consuming and did not enhance the tracking of casualties.

10.  Recommended Action:  Ensure that TMCS and Smartcard technology add direct benefit to the Medical Department (or at least not add work or consume personnel resources).  Provide portable scanners at casualty entry points.

11.  Comments: 

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  




Utilization/Applicability of Technology
7.  Observation:  Patient tracking during mass casualties was inefficient and inaccurate. 

8.  Discussion:  The Medical Department used flow markers and 3x5 post-its on a white board and clipboard and stubby pencils to track patients through the department.  The process was labor intensive and required phone talkers in Flight Deck Triage and Main Triage, OR’s, ICU/Ward.  Despite the best efforts of skilled people, tracking errors were made.  A tracking system with failsafe backup and a means to double check accuracy is necessary.  Currently, the flight-deck and well-deck crews (Combat Cargo/Debark Control) do a good job of accounting for arriving and departing non-casualty personnel by means of manifests.  Something similar for the Medical Department to identify the exact number of casualties arriving or departing by helicopter or by vessel needs to be devised.  A casualty carried out of the medical department does not mean that the casualty has left the ship.  During the exercise, an episode of “lost patients” occurred when casualties carried from the Medical Department to the flight deck were “lost” when the helicopter scheduled to evacuate the patients was cancelled.  These patients had an excessive wait in the evacuation area before they were re-admitted to the Medical Department because the medical department was unaware they had not actually departed ESSEX.  

9.  Lesson Learned:  Current methods of tracking patients and of establishing accountability are inadequate.

10.  Recommended Action:  Designate person(s) in Flight Deck Triage and Hanger Deck to acccount for arriving and departing casualties.  Use Smart cards, bar-code technology, digital photography or other means to reduce data-entry workload.  

11.  Comments:  Theater Medical Casualty System (TMCS) was not helpful to the CRTS is establishing a census nor in tracking the patients.  (See Lesson Learned on TMCS & Smartcard Technology)

1.  Overall Classification:  



UNCLASSIFIED

2.  Exercise/Operation:  



KERNEL BLITZ ‘99

3.  Completion Date:  



30 APR 99

4.  Submitting Command:  


ESSEX CEG

5.  Observer: CAPT Jeffrey M. Young;  Tel: DSN 553-0097 / Commercial (619) 553-0097

6.  Title:  




Trauma-Training Requirement
7.  Observation:  The CEG team observed that the ship’s medical department personnel and augmentees lacked expertise in trauma management and the augmentees themselves expressed similar concerns in their post-exercise critiques.   

8. Discussion:  Better preparation of surgeons for Echelon 2 surgical decision–making (to include triage) and post-op management of critically-ill patients is needed with at least one surgeon possessing expertise in trauma care to “head-up” the team.  In addition, nurses, corpsmen and other embarked physicians require more trauma training.   

9.  Lesson Learned: In order for medical personnel aboard a CRTS to adequately care for a large number of trauma casualties, more trauma training/experience is necessary. 

10.  Recommended Actions:

a. Navy surgeons need additional time at civilian trauma centers and in Intensive Care Units that manage trauma patients.  Furthermore, at least one surgeon on the platform must be very well versed in trauma care so as to provide guidance for those other surgeon whose clinical time is spent on non-trauma care.

b. Non-surgeons should have current ATLS training at a minimum.  

c. NC officers selected for CRTS MAP should have ACLS training, Trauma Nurse Care Course training, and scheduled critical care experiences (ER/ICU, etc).

d. Provisions must be made to expand HM patient care experiences (i.e. programs with civilian medical centers, ERs, paramedic groups, etc.).

11. Comments:

1.  Overall Classification: 



UNCLASSIFIED

2.  Exercise: 




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



Fleet Surgical Team 1

5.  Observer:




HM1 Gueverra

6.  Title of Lessons Learned:                                        Utilization and Applicability of Technology/Systems
7.  Observation: 1. The TMCS swipe card was good for training only.  Not for real war scenarios because the card itself is big and if mutilated, bent, torn, the swipe card may not fit in the swiper.  2. TMCS system still relies on word and ICU tracking system for accountability and tracking.  This system is also not designed for in patient status in case pt. changes status (i.e., stable to serious/very serious to dead).  3. TMCs has no bar coding incase it bends or twists.  In real war, I will not carry a creditcard size for identification.  A dog tag size is sufficient.  Normally everyone carries two dog tags, one around the neck and the other in the boot.  Marines are like this.  You can lose one and there will still be another one in their body.  4.  TMCs computer operator constantly needing a number which that number can be utilized from other Dept.  TMC’s program need to have a design not just triage only.

8.  Discussion: 

9.  Lessons Learned:

10. Recommended Action:  1. Swipe card has to be the same size as the dog tags with triple ways to read that card.  Suggestion: a.swipe it; b. Bar code it; c. Metal strip like a controller card (just insert to a PC slot). 2. Bar code: for scanner-if the swipe card is damaged or bent.  3.  Metal strip or pins (small pins)

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




CDR T.C. Stewart

6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Triage area in LHD class is unsuitable for mass casualty situations.     

8.  Discussion:  Maximum of 4 casualties can be triaged at one time in the LHD class triage area.  The hanger boy is more suitable for triaging large numbers of casualties.  Pt’s may be moved from flight deck via aircraft elevators and carried up from well deck.  An expectant area is easily set up in the hanger boy.

9.  Lessons Learned:  Insufficient room in LHD Triage area for large number of casualties.

10. Recommended Action:  1) Set up area in Hanger Boy next to forward aircraft elevator as triage area.  2) Prepare and stow 2 Mass casualty carts in Hanger Boy 3) Stuck mass casualty cards with immediate resuscitative equipment only.

11. Comments:  See drawing on back.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




CDR Stewart

6.  Title of Lessons Learned:                                        Utilization & Applicability of Technology/Systems
7.  Observation:  No planning board in place to provide big picture of available or / word/ ICU resources.

8.  Discussion:  Triage area requires big picture at all homes.  A makeshift board was constructed based on input from personnel who had previously used similar boards.  Board requires information regarding available OR’s, #ICU/ward Bed available, Blood available, Personnel awaiting or, #Isolations Beds available, pt’s in Triage area, pts expectant, decreased, medevzced.

9.  Lessons Learned:  Solid, global information is required at all times to possible accurate sitreps.  All personnel must be familiar with planning board and how to use it.  Loss of main persons controlling planning board must never impact on flow of information.  Any persons must be able to step in. 

10. Recommended Action:  Standardized format for planning/control bard be developed and implemented for all PCRTS.  All personnel be triaged on how to use and update board.  Board should be of any erase type for ease of use.  Pt date should be on white 3 X 5 cards and taped to bard for ease of movement from one area to another on the board.

11.  Comments: Drawing on back.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




LT Cullen

6.  Title of Lessons Learned:



7.  Observation:  Currently all instruments are packed together (set of all kelly together as example).  Army decide all sets needed, how sets to be build (currently we only have total #’s of inst, not how many of what in each set) and set in genesis pairs (allows movement of sets from flach sterile to room.) 

8.  Discussion:

9.  Lessons Learned:

10. Recommended Action:  Every or should be configured the same regarding supplies and instruments-should be able to read up on the same shelf in each or find the identical supplies.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




CDR Stewart

6.  Title of Lessons Learned:


Supply/Logistics
7. Observation:  7033 AMAL

Inappropriate suture mix for chest/abdominal surgery.  No way to determine what sets can be configured from instrument mix.

8. Discussion: 
 1) No Betadine (povidine) Scrub

- Replaced w/ Hisbiclens + Phisobex




 2) Plier Bone Nail Extractor, Kuntscher     

· L515-01-138-8417

-k-nail is not on Amal

-Obsolete nail





-Why still on AMAL

3) Cerwest collar  6515-01-150-7842

4) L00 Items present on AMAL: Adapter Isoflurane, adapter Halothane, Monitor Respirators, Laryngoscope system, Gastroscope Flexiable, Bronchoscope flexible, Camera flexible scope, video camera system. 

*all of the flexible scopes require cleaning and disinfecting. No supplies on AMAl for cleaning or disaffection.

5) No plaster on Amal for costs: 2”,3”,4”,6”

6) No plaster splints on AMAL: 3”,4”,6”

7) No rope or weights for other fractions.  No traction set-up for beds.

8) Insufficient bondage Scissors on AMAL

· 6515-00-363-8840 u/I EA QTY

9) Inappropriate suture mix on AMAL 

Suture 6515 class

00-067-8243 3-0  Tie non Abs

00-159-4845 3-0  Single Arm  non Abs

00-403-2967 5-0  Plastic

00-734-4342  0    Single arm Abs

00-763-9605 4-0  Silk Tie

00-783-6949  1    Single Arm Abs

00-960-8192 3-0  Non abs

00-982-7505 6-0  Non abs

01-133-8779 4-0  Abs, plastic

01-139-9109  0    Single Arm Non Abs

01-178-3894  1    Non Abs ob/gyn

01-178-3898  Non Abs ob/gyn

01-194-7247 1-0  Abs

01-212-7418 5-0  Non Abs, Plastic, Single                                  

        





   Arm

01-222-8498 4-0  Abs, Urological

01-231-1496 4-0  Abs

01-259-4271  0    Non abs

01-372-0165  0    Abs, Plastic surg

01-075-8288  2-0  Non Abs silk 

10) Homeostatic Clips on Amal however no clip appliers

*6515-01-255-4310  clip, homeostatic, small

*6515-01-316-5023  clip, homeostatic, lg, lrg clip design

*No clip appliers on AMAL, no medium clips on AMAL

9. Lessons Learned:  Suture mix world not support surgically intensive casualties.  No standardized instrument count sheets for sets.

10. Recommended Action:  Complete AMAL review.  Obtain standardized set count sheets from or/cms panel for Depmeds.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Hermann

6.  Title of Lessons Learned:

7.  Observation:  Shortage of general trauma surgeons, probably an excess of internists.  Combat casualty situations need more surgeons.

8.  Discussion:  Surgeons are more useful in these situations for triage and pre-op/post-op care, in which internists are not well trained.

9.  Lessons Learned:

10. Recommended Action: M + 1 needs more personnel emphasis on surgeons, and less on internists.  Take away two internists and replace with two general surgeons.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




CDR Gregory

6.  Title of Lessons Learned:                                        Utilization & Applicability of Technology/Systems
7.  Observation:  Manual documentation of all lab work was the consuming _____ especially for blood bank for the SF 518.  It took one full tire 850g to process the paperwork by themselves.

8.  Discussion:  We had a line standing at the door at sometimes 3-4 people dap.  The bottleneck occurred at the transfusion log for data entry.  That delayed the release of blood and also kept corpsman stranded while awaiting for blood.

9.  Lessons Learned:  The  need for increase staffing in the future. 8, labtechs or glabtechs and 2 quad zero corpman.

10. Recommended Action:  Increase staffing 8 labtechs, or 6 labtechs and 2 quad zero corpsmen to also include one tab officer.  Incorporate computers through medical: 2 in the lab for data input and also interface your instruments with the computer.  So you can reduce the error rate in transcription and also alleviate need for manual entry. 

11.  Comments:  Use available resources on hand or that can easily be bought. PC are very inexpensive.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:






6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Numerous patients show up with similar illness due to similar exposure (i.e radiation injury)

8.  Discussion:  Case provided may be similar or identical in case of mass casualty with similar exposure.

9.  Lessons Learned:  One can expedite patient case by providing pre printed order sheet that can be copied with the blanks in allergy and name/ss# section.

10. Recommended Action:  In cases of similar exposure (i.e. radiation/ GI illness, etc) with massive number of patients a preprinted form of order can expedite patient’s care. 

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Joseph Califano

6.  Title of Lessons Learned:



7.  Observation:  1) We don’t have any pericardial catheters.  If we did a poicardiocentesis we would want to put a cathets in or else tamponage would just recur.

 

2) Caseac dryes that should be on board:






1)Lorenox-(sqhepsin) ENOXAPARIN SODIUM






2)Plasix






3)IV Amiodourone 

8.  Discussion:  

9.  Lessons Learned:

10. Recommended Action:  Get several (3-4) pericousdial cathters.  Should also have a lot of central lives.   Get lovenox, planx and ameodorane on board.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:






6.  Title of Lessons Learned:                                        PT Movement and Medical Regulation
7.  Observation:  Need on established reporting system to avoid severe redundancy. 

8.  Discussion:  Other MTF’s were interesting, seemingly out of curiosity when casualties were being handled between other echelons of case, causing a lot of net traffic when these other echelons were trying to clarify or complete patient movement.  Also, being a novice at this, there was a clear picture of what had been or was transpiring nor was the info clearly, readily available by way of a big wax pencil board to track.

9.  Lessons Learned: see above

10. Recommended Action: see above

11. Comments:  All the classroom time would be better served with hands on or walk through. Disbar with all the speakers except use pertinent to us and events or drills that would take place.  Theory and reality are two different things.  The group should immediately be broken down into training groups all with a clear goal of training and continuos improvement in mind.  IT, KB wasn’t as good as it could be.  However it certainly wasn’t a waste of time to remedy work of mouth from some of the troops.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




LCDR Herrmann

6.  Title of Lessons Learned:

7.  Observation:  No mechanism exists for autotransfusion of blood on ship, for example taking it out of a pleur-evac from a patient’s chest tube, and giving it back to the patient.  This is now standard in emergency rooms, and a good and rapid source of blood.

8.  Discussion:

9.  Lessons Learned:

10. Recommended Action:  Add autortransfusion packs for collecting blood from pleurvacs and transfusing it.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:






6.  Title of Lessons Learned:

7.  Observation:  Its too hard to examine patients in the upper racks on the wards.

8.  Discussion:

9.  Lessons Learned:

10. Recommended Action:

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




CDR Stewart

6.  Title of Lessons Learned:


Training
7.  Observation:  No SOP for the sterile processing

8.  Discussion:  Sterile processing is the heart of any surgical area.  An SOP is needed to show correct flow of the clean and dirty sets, how to clean and prepare sets.  IN addition the SDP provides guidance on how to autoclave equipment and sets parameters of Time, temperature, and pressure which insure sterility.

9.  Lessons Learned:  No SOP exists

10. Recommended Action:  Develop standardized SOP for all surgically capable platforms.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Luis A. Nunez

6.  Title of Lessons Learned:
Utilization & Applicability of Technology/Systems
7.  Observation:  Noted no SOP in place for transfusion reactions.  Blood bank offers had to go my memory.  No set guidelines or protocol.

8.  Discussion:  If a transfusion reaction came to occur there would be no SOP to follow.  So each time this occurred you could possibly add or replace a step.

9.  Lessons Learned:  Need to obtain a SOP>

10. Recommended Action:  Contact blood bank and ask for a copy of their SOP and forms used to for transfusion reactions and then draft a version which applies to the ESSEX.

11. Comments:  Strong MSC lab officer leadership is needed. Guidelines for transfusion must be in place.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




H. Lac

6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Communication is essential when human + other resources are scarce.

8.  Discussion:  In cases of mass casualty, the resources can be drained tremendously.  One of the irreplaceable one is human resource.  Communication is essential.  A physician cannot be called to triage when that physician is needed elsewhere for patient care and the arrived of new patients to triage is underdetermined.

9.  Lessons Learned:  Communication to the physician that he/she is in stand by status for jog change (caring patients-triage), then when patient arrives, radio call should be made to let the physicians be as needed elsewhere instead of sitting.

10. Recommended Action:

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




LAC

6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Massive patient flow through in short period of time.

8.  Discussion:  Due to constant flow of patients, it is difficult to provide care to all patients at one time.

9.  Lessons Learned:  1. Utilize nursing expertise 2. Corpsmen can take care of critical patients. 

10. Recommended Action:

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




LCDR Herrmann

6.  Title of Lessons Learned:



7.  Observation:  Accurate estimates of ship’s medical supplies to use as go-by for Kernel Blitz exercise weren’t available.  This makes valid conclusions based on the exercise difficult.

8.  Discussion:

9.  Lessons Learned:

10. Recommended Action:  For future similar exercises, the medical department should be instructed to inventory all supplies, both consumable and non-consumable.  This needs to be done months in advance.

11.  Comments:  Supply usage during exercise can then be done just by checking-off items as they are used, and it becomes readily apparent as supplies run out.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




CDR STEWART

6.  Title of Lessons Learned:


Utilization & Applicability of Technology/Systems
7.  Observation:  3 stryker turning frames on board USS ESSEX.  No traction capabilities.  2 personnel from M + 1 familiar w/ styke fram.

8.  Discussion:  Stryke from typically used for cerreal/ spinal injury.  Cerical fraction requires rope, weights, and weight holder.  Personnel augumentry M + 1 must have of least 1 person trained w/ M + 1, strykes world have been useless.

9.  Lessons Learned:  Weight holder, rope, + weight be maintained with each stryke frame.  Screen M + 1 personnel ahead of time for knowledge of strykes frame usage.

10. Recommended Action:

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Luis A. Nunez

6.  Title of Lessons Learned:



7.  Observation:  Noted #SOP in place for many of the procedures they are performed in the laboratory.

8.  Discussion:  I noted during the exercise that many SOP were not available for usage.  Also that weeks had gone by there were no recorded temps for refrigerators for blood bank product and reagents.

9.  Lessons Learned:  Need SOP for consistency of patient care and documentation of quality control on instruments and reagents.

10. Recommended Action:  Record temps daily and on a month basis a senior person LPO or LCPO not the tech. must sign as reviewed by and date.  This will catch any shift or trends.  Also perform spot checks as to maintain integrity.  Secondly the Naval medical at San Diego will gladly give the technician copies of the SOP so this person can edit and change to conform to the ships specifics needs.

11.  Comments:  These SOP are a must.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Padgett

6.  Title of Lessons Learned:


Supply/Logistics

7.  Observation:  minimal or an adequate supplies to perform even the most basic care for facial trauma.

8.  Discussion:  1) If a plating system is considered and recommended it should at least have a variety of plate sizes (2.0 & 2.4) 2) An external fixer is recommended for facial fractures which are open or caused by GSW.

9.  Lessons Learned:

10. Recommended Action:  1)Need a better or more complete facial plating system 2) Need a trauma drill to handle the drill bits and one that can handle K-wires/ pins.  3) Need a facial fixation set i.e. “Joe Hall Morris” with extra pins.  4) Need 24 gauge and 26 gauge wires

11.  Comments:  This requested equipment is the least amount needed to provide fast and adequate treatment until the patient can be moved to a tertiary facility.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




H. LAC

6.  Title of Lessons Learned:


PT Movement and Medical Regulation
7.  Observation:  Under manageable situations, patient flow is controlled because of preestablished system.  When being overwhelmed and someone decides to by pan the system i.e. moving patients through different route and without informing the accepting facility (i.e. ICU/WARD).  This creates confusion.  Confusion leads to ineffective way of providing patient care.

8.  Discussion:  

9.  Lessons Learned:  Once a system is established, one needs to follow that system because everyone has learned to cooperate and function in that manner.  The only way to effectively alter the current plan is to get training for plan 8 due to anticipation.

10. Recommended Action: standing orders

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




LCDR Herrmann

6.  Title of Lessons Learned:



7.  Observation:  Ship’s medical department purchasing over and above AMMAL is generally directed at supplies they would use routinely on a routine deployment, not in combat situation.  For example, they buy size 28 Fr chest tubes for pnenmthoraces, not size 40 for gunshot wound trauma, and antibiotics stocked in bulk are P.O E-mycin!  Tetracycline for acne, not IV cephalosporing are anaerobid coverage for abdominal trauma.

8.  Discussion:

9.  Lessons Learned: 1)Limited funds are put to use for the most immediate needs, and potential future needs suffer. 2) Ships medical priorities don’t consider the priorities of a surgical team.

10. Recommended Action:  1) AMMAL should cover the long term future needs of potential combat casualties.  Ships medical can purchase for everyday needs. 2) Fleet surgical team either needs their own block of supplies for casualty care, or they need to have some input into the ships medical department purchasing.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Nunez

6.  Title of Lessons Learned:


Planning
7.  Observation:  As blood bank officer we took an inventory of the supplies needed to desycenze blood.  Note on board 653 units a) Quad packs-enough for 54 bunts b) Bowl sets-enough for 1,140 units c) 0.2%, 0.9% NACL 2.0 liter bags processing solution.  Good for 370 units.

8.  Discussion:  Noted only enough 0.2% glucose, 0.9% NACL solution to process 370 units.  We could not meet our needs.  Also these bags exp 6.98.  Bowl set exp in 199.

9.  Lessons Learned:  Inventory of all lab supplies including blood bank represents should be done a monthly or BI monthly basis as to reduce the rate of exp reagents.

10. Recommended Action:  Take a complete inventory and compare it to your AMMAL of what is needed.  Discard all expired reagents and restock.

11.  Comments:  This lab needs a quarterly inspection of its spaces by a MSC, Lab officer to ensure some sort of guidelines are being followed.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer




LT Nunez

6.  Title of Lessons Learned:


Utilization & Applicability of Technology
7. Observation:  Please see attached document

8.  Discussion:  Question:  how many units can two technicians dedycenize in 24 hrs. using 2 hermeneutics model 115 cell-washing systems.  See attached.

9.  Lessons Learned:  Staffing for USS ESSEX platform not sufficient for the laboratory during Arial time conflict.

10. Recommended Action:  Staff lab with 8, 8506 advanced laboratory technicians and are MSC lab officers.  Or 6 advanced lab techs and two quad zeros.  The paperwork involved is time consuming which takes away from deglycering of blood units and from same analysis. 

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Herrmann


6.  Title of Lessons Learned: 



7.  Observation:  Degradation of shipboard medical supplies: Ship’s storerooms reach temperatures >120 F, and items like sterile gloves and NG tubes dry and crack or break.  Alcohol and betadine swabs dry out inside their packets, etc.  IV tubing also seems particularly susceptible.

8.  Discussion:  

9.  Lessons Learned: Some types of consumable such as those above, maybe in stock but prove to be useless when retrieved from storerooms for use. 

10. Recommended Action:  Storerooms either need some form of better temperature control, or items need to be stored in such a way that they aren’t affected by temperature.  Ex.  Buy betadine by bottle, not swab.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




LCDR Kelly

6.  Title of Lessons Learned:


Readiness of Augmentees
7.  Observation:  Anesthesia observations:  1) O2 supply and N20 supply limitations  2) Volatile agent (Forane, Halothane) limitations  3) Number of Anesthesia augmentecs (m+1)  4) AMMAL training concerns  5) Leg block needs

8.  Discussion:  1) as well documented, or + N20 supply on ship is limited.  This was discussed at length in hot washes.  N2O supply would run out fordethon or, forcing us to use 100% or to run cases- Thus, without N2O, O2 uselydion would increase.  Refilling of or and N2O supply would be a critical issue in event of a high number at of ____.  2)

9.  Lessons Learned:

10. Recommended Action:

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Padgett

6.  Title of Lessons Learned:


Employment
7.  Observation:  Justification for the presence of maxilla facial surgeon on the augmentation team for this platform.

8.  Discussion:  The OMFS is well trained in Head + Neck training with a fair amount of general surgery and anesthesia training.  In the triage area the OMFS is one of the best assets to assess and treat airway compromise and to evaluate the extent of head and neck trauma as well as general trauma.  In addition, they are very comfortable around the cranium and can provide burr holes for intracranial hemorrhage as well as stabilize orbital, midface and mandibroken trauma and fractures.  I believe the OMFS is valuable asset to this augmentation team.

9.  Lessons Learned:

10. Recommended Action:  Maintain a position on this augmentation platform for an oral and maxillofacial surgeon.

11. Comments:  It has been a pleasure serving with this team.  Thank you for the experience.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:






6.  Title of Lessons Learned:

7.  Observation:  Not enough Ortho equip available on standard wartime AMAL.

8.  Discussion:  The Ortho supplies were used up after only 3 casualties making my role as the only Ortho surgeon on this platform virtually useless.  The care that I would have had to give would have been substantial.

9.  Lessons Learned:  40-60% of wartime injuries are going to be orthopedic in nature.  In order to care for their injuries an Ortho surgeon needs equipment (i.e. external luxation devices, plates + screws, power driver, and lots of casting material).

10. Recommended Action:  Current AMAL supply should be multiplied by 10 to complement 1 ortho surgeon.  Each additional surgeon should increase the supply by another factor of 10.

11.  Comments:  It rapidly became amazing to me how useless I was in this exercise due to a lack of supply.  An ortho surgeon shouldn’t even be on board if there isn’t an adequate supply of hardware.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




L’Huillier

6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Triage boss should not be in charge, need med boss.  Why does this platform have two triage areas (flightdeck + main triage)?  This seems redundant and wasteful.   The area where patients are unloaded should be the only triage.  The area in main medical should be called “treatment area.”  Also, the triage boss does not have the time to be in overall command.  He would have no or very little patient contact.  Along with the Med boss there needs to be an admin assistant to keep track of patient numbers and info.  This would allow for better tracking and patient flow.

8.  Discussion:

9.  Lessons Learned:  

10. Recommended Action:  CEG staff as well as ESSEX medical staff should observe structured mass casualty drill.  Mias Miramar medical department has a statewide recognized mass casualty response plan.  Many good ideas could be gathered. 

11. Comments:  The M+! crew needs to be given more responsibility earlier in the mission.  Too much downtime is bad.  

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Hmcs Woodcock

6.  Title of Lessons Learned:


Planning
7.  Observation:  Too many times in the course of planning this exercise, promises were made and not kept due to whatever circumstances.  The one that impacted this department significantly was the availability of a funding source to which we could charge the use of supplies used during this exercise.

8.  Discussion:  There is no easy way to provide accurate data to say what number of supplies are required if we don’t actually generate the rec and pull that item and use it.  Now the supply P.O will have to ertragin lato to the ats degree for many of the items used or requested.

9.  Lessons Learned:  Funding for the use of consumables should be in place long before the exercise starts.

10. Recommended Action:  Take the numbers from this KEB99 exercise and apply them to a budget for the next RB.  Also to that and other 10-15 assuming that all the m+1 personnel show and there are enough personnel to man 4 OR’s.

11. Comments:  You should not expect any platform to die into their OPTAR for an essence of this size.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Woodcock

6.  Title of Lessons Learned:

7.  Observation:  Not enough stretcher beaners

8. Discussion:  The command had major difficulty supporting this exercise from a stretcher beaner perspective.  Give the overall shortfall of manning Navy wire it is not a surprise that job assignments of a lower priority such as stretcher beaners would be the first to go away.  We should have at least 40.  For this exercise we had 12 that showed up consistently.

9.  Lessons Learned:  Hard to maintain and manage good casualty flow to main triage without adequate numbers of stretcher beaner.

10. Recommended Action:  Pull personnel in the surrounding space to assist.  From the larger perspective…increase pay!

11. Comments:  We were successful in elating the aid of those crewmembers in the triage bay.  Thanks

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Woodcock

6.  Title of Lessons Learned:


Casualty Management

7.  Observation:  Poor planning for managing the deceased.

8.  Discussion:  With the numbers of dead experienced on the first day, a more definitive plan needs to be put in place other than stashing bodies in a empty beaner that is not “empty.”  Refrigerated space in the morgue is insufficient and with the #’s we saw, the reefer decks would also be impractical considering the amount of food we mount out when marines are embarked.  Given the present situation where the mery is not ready to accept casualties or dead, one can see how quickly the small problem can become a logistical and habitability nightmare.

9.  Lessons Learned:  Plan for numerous dead and space to put them.

10. Recommended Action:  For exercise purposes, another platform or a dedicated pre-arranged berthing would be great.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



USS ESSEX

5.  Observer:




Hmcs(sw) Woodcock

6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Initially, bringing pt’s from the well deck was a logistical problem for well deck control.

8.  Discussion:  Casualties were transported off the LCAC to the top of the first ramp.  Triage took place there, lousing the area for expeditious staging of vehicle for the next LCAC.

9.  Lessons Learned:  More triage

10. Recommended Action:  Move the triage area to the top of the ramp leading the hangar bay.

11. Comments:  We implemented this after the first LCAC wave and it worked well.  Combat cargo transported casualties directly to the triage area, avoiding the need for triage personnel to dress out in float carts.  It was much easier for the triage personnel to do assessments without the noise hazard.

FLEET HOSPITAL

LESSONS LEARNED

1. Overall Classification:  


Unclassified

2. Exercise/Operation: 
  


KERNAL BLITZ’99

3. Completion Date:          


30 APRIL 1999

4. Submitting Command:  


CEG TEAM FLEET HOSPITAL

5. Observer:       
   


CAPT HAMILTON, CAPT HALTER, CDR 

LAUBSCHER, CDR  SENKO, CDR ATCHISON, LT SHIRAISHI, HMCS WILLIAMS

6. Title of Lessons Learned:  


Planning
7. Observation:  

· Student and Enlisted CEG Team Member Rapport

· Poor communication between various Echelons of Care   

· Lack of knowledge regarding functional area packing lists and description of that                product.

· CEG Team Role Confusion

· Lack of  CEG team members and lack of individuals who are knowledgeable in          

      various functional areas specifically an MSC officer.

8.    Discussion:     

· Excellent interaction between lone Senior Enlisted member of the CEG Team and Junior enlisted as well as officers

· Communication between various Echelons of care was either non existent, sporadic,or of poor quality.

· Education regarding packing lists prior to the exercise were minimal or non existent

· Role clarification between the CEG Team members, the FHOTC Staff and the        

                     Student HQ staff was not identified.  There was a boundary control issue initially 

                     causing fear and miscommunication on job roles.  There was a potential perception 

                      that the Senior officers on the CEG team would be too intimidating to facilitate 

                      training and evaluation

· Insufficient number of CEG members assigned consistent to exercise requirements.      

                     No member assigned knowledgeable of ancillary services.

9. Lessons Learned: 

· Need more Senior Enlisted on CEG team to promote evaluation and training to Junior personnel who value that individual as a creditable resource.

· Need working communication lines and identified alternatives as back up.

· Packing lists are not available at the RESCEN detachments and people were not familiar with functional team supplies.  At FHOTC the IOL list were difficult to identify and rectify the codes with the product description.  SKs are not familiar with medical equipment

· Identify roles from the beginning and clarify boundaries to prevent confusion, fear, and overlapping or oversight with the FHOTC staff and introduce CEG team members to student body with role identification 

· Inconsistency in training requirements with number of assigned CEG team 

                      members appropriate for the exercise and experience required.

10. Recommended Action:

· Increase number of Senior Enlisted

· Insure viability of communication equipment and develop contingency plan

· Provide packing list availability at the detachment level either on hard or by utilizing the web page for FHOTC prior to AT

· Clarify roles from the onset and identify boundaries

· Assign appropriate experience and numerical match of CEG team members in exercise

1.  Overall Classification: 



UNCLASSIFIED

2.  Exercise/Operation:                     

KERNAL BLITZ’99

3.  Completing Date:                         

30 APRIL’99

4.   Submitting Command:                

CEG TEAM FLEET HOSPITAL

5.   Observer:                                     
CAPT HAMILTON, CAPT HALTER, CDR LAUBSCHER, CDR SENKO, CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.  Title of Lesson Learned: 


Pre-Deployment
7.  Observation:  A.  Lack of knowledge regarding use of hospital forms

                     B.  Lack of knowledge of Enlisted regarding clinical trauma care

8.   Discussion:    a.    All personnel expressed and demonstrated lack of knowledge regarding use of 

                                    standard forms

b. Enlisted personnel expressed and demonstrated lack of knowledge in the clinical

trauma management setting

9.  Lesson Learned:    a.    Improve comprehension of appropriate form use prior to mobilization

b. Improve knowledge base in the clinical management of trauma

10. Recommended Action:     a.    Pre-deployment training at the detachment level on use of forms prior to                 

                                                     the exercise. Provide download capabilities per FHOTC’s web page. 

                                                     Standardize all forms through the tri-service

b. Create a C4 type class especially for Enlisted

1.  Overall Classification: 



UNCLASSIFIED

2.  Exercise/Operation:                     

KERNAL BLITZ’99

3.  Completing Date:                         

30 APRIL’99

4.   Submitting Command:                

CEG TEAM FLEET HOSPITAL

5.   Observer:                                     
CAPT HAMILTON, CAPT HALTER, CDR LAUBSCHER, CDR SENKO, CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.  Title of Lesson Learned: 


Movement and Medical Regulating
7,   Observation:    A.    Inconsistency of tracking methods

B. Inter Echelon verbal and non verbal  communication deficiencies

C. FH internal communication deficiencies

8.    Discussion:      a.    Two systems of tracking utilized TIMIS and OFIS caused confusion between KB

                                       and FHOTC scenarios.  Several numbers allocated to patients on 

                                       admission  i.e. SSN, case #, algorithm #, chart # caused difficulty tracking within 



           the hospital system.  The transmission of data was not consistently assigned to a 

                                        specific numbering system

b. Algorithms missing or on wrong patients. Treatment data on patients missing or illegible from the BAS.  TIMIS swipe cards were sometimes missing on arrival, taken on initial arrival in CR at the FH and/or not assigned to the appropriate patient.  Communication between Echelons was missing or frequently substandard.  Contingency plans were not clearly defined.

c. FH internal communication was weak between departments causing a disruption in flow.  Some deficiencies were based on the above, or from unclear or unfamiliar communication pathways within the departments.

9.      Lesson Learned:    a.    Clearly identify which system is being utilized  (TIMIS/OFIS) and with what 

                                               owner ( MMT&E/FHOTC).  Inter mixing of patient bases causes confusion 

and tracking difficulties.  Establish consistent numerical tracking system pre scenario.



            b.    Method for assigning TIMIS cards and algorithms to patients needs work,  

                   There is now guarantee that the TIMIS card will remain one with the soldier 

                   during a battlefield scenario and during the initial triage evolution without 

                   effecting cares or flow.

             c.    No established communication policy within hospital

10.    Recommendation:    a.    Don’t mix scenarios.  Establish tracking methodology within the FH prior to 




      becoming operational.




b.   Develop action plan based upon reality and the element of confusion during 

battle or triage.  Develop and identify viable contingency plans for communication between Echelons

           


 c.    Establish policy and train to it.


1.   Overall Classification:      


UNCLASSIFIED

2.    Exercise/operation:           


KERNAL BLITZ ’99

3.    Completion Date:              


30 APRIL 1999

4.    Submitting Command:     


CEG TEAM FLEET HOSPITAL

5.    Observer                            


CAPT HAMILTON, CAPT HALTER, CDR 

LAUBSCHER, CDR SENKO, CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.    Title of Lesson Learned:    


Casualty Management
7.    Observation:    A.   Heavy load of casualties at beginning of exercise

          B.    Algorithms stopped upon arrival to OR

          C.    Assignment of students to algorithms

8.     Discussion:      a.    Initial heavy load caused confusion and did not promote casualty management     

                                        training

b. Limitations of algorithms impeded casualty management training. Nursing 

Scenarios were based upon proposed findings in OR or in other functional areas.

c. Exposure to triage within the first 48 hours of the exercise built confidence. 

Switching roles improved moral, reinforced triage principles, and  provided a patient perspective to the student

9.    Lesson Learned:    a.    Lack of previous training or experience combined with an initial heavy

                                             flow does not facilitate casualty management

b….Lack of scenarios that flowed beyond the entrance to OR impeded casualty 

                                              management

           c.   Recognize need of student to see the patient from the patient’s eyes to 

                                              facilitate casualty management

10.   Recommendations:     a.    Increase patient flow after the first 24 hours.

b. Develop scenarios that carry through to discharge, evacuation, or death

c. Afford students the opportunity to assume algorithm facilitator role.

1.   Overall Classification:      


UNCLASSIFIED

2.    Exercise/operation:           


KERNAL BLITZ ’99

3.    Completion Date:              


30 APRIL 1999

4.    Submitting Command:     


CEG TEAM FLEET HOSPITAL

5.    Observer                            


CAPT HAMILTON, CAPT HALTER, CDR 

LAUBSCHER, CDR SENKO,CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.     Title of Lessons Learned:    


Training
7.     Observation:     A.    Knowledge deficit of FHOTC instructors 

                          B.     Knowledge deficit of students on battlefield medical conditions, ballistics, and          

         triage

                           C.    Expert knowledge base of students on clinical management of trauma

                            D.    Impaired learning during exercise

8.     Discussion:    a.    Several FHOTC instructors displayed a lack of knowledge regarding their      

                                     functional 

                                      team equipment and set-up.

b. Many students unfamiliar with principles of triage, treatment and nature of ballistic 

   injuries, and medical conditions associated with combat as noted in the after

   action medical report generated during Vietnam.

c.  Large percentage of students with expertise on various departmental  

                                        medical , surgical, orthopedic, neuro, nursing, ancillary service, etc. therapeutics

d.  Lack of debrief following shifts did not afford lessons learned training

9.    Lesson Learned:    a.   Lack of trained resource does not promote training



         b,    All students need the opportunity to obtain education on ballistics, triage, 



                and battlefield medical conditions.

                                      c.    Students can serve as expert instructors

      

         d.    Debriefs promote training

10.   Recommendations:    a.    Train the trainer

b. Provide access to training either before, during, or after the scenarios to all 

SELRES at FHOTC or at home through such modalities, as the NET, video tele education, or hands on classes. 

c. Utilize  students as class instructors

d. Debrief at the functional area after each portion of the exercise and develop an action plan.

1.   Overall Classification: 



UNCLASSIFIED      

2.   Exercise/Operation:    



KERNAL BLITZ’99

3.    Completion Date:       



30 APRIL 1999

4.    Submitting Command:    


CEG TEAM FLEET HOSPITAL

5.    Observer:     




CAPT HAMILTON, CAPT HALTER CDR 

LAUBSCHER, CDR SENKO,CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.    Title of Lessons Learned:    


Utilization and applicability of technology
7.    Observation:    A.   Lack of E-mail / communication ability

B. CEG communication difficulties

C. TIMIS system difficulties

8.    Discussion:    a.    There should be an opportunity to have E- mail in the student environment as   

 onboard ship i.e. Hot mail account, to gain access to resources. No knowledge of             

 current affairs within the compound

b. Poor comm lines for the CEG team leader afforded little opportunity to relate with 

    other platforms

c. TIMIS system demonstrates accountability of swipe cards with appropriate

patients.  In real time battle scenarios data entry requires more time and time is critical to treatment.

9.    Lesson Learned:    a.    E- mail capabilities are need for resource management and Navy News      

                                             provides integration both into the scenario and the Navy as a whole

                 b.   Need a viable primary source of communication and a viable contingency plan

                                c.   TIMIS needs work and requires time Garbage in garbage out is a result of                   

                        misuse.  What is the contingency plan for medical regulating should           

                        the system fails?

10.   Recommended Action: a.    Provide E-mail and Navy News resources

b. Establish viable primary comm lines appropriate to the platform and 

Contingency plans                      

                                                c.    TIMIS needs modifications.

1.   Overall Classification: 



UNCLASSIFIED      

2.   Exercise/Operation:    



Kernal Blitz’99

3.    Completion Date:       



30 April 1999

4.    Submitting Command:    


CEG Team Fleet Hospital

5.    Observer:     




CAPT HAMILTON, CAPT HALTER CDR 

LAUBSCHER, CDR SENKO,CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.    Title of Lesson Learned:    


MMT&E
7.    Observation:    A.    Role of CEG team members not clearly identified

B. Conflict of reporting methodologies between MMT&E and managers of the CEG 

teams.

C. Lack of clarity of  tools and application to exercise

D. Algorithm books not user friendly

8.    Discussion:    a.     Roles obscure.  Observation vs. facilitator and evaluator.  What are the limitations? 

                                      on control of scenarios.  Role identification caused confusion between FHOTC 

  
                        instructors and CEG team members

b. MMT&E is an expensive contracted service.  The use of their tools did not appear to 

                                      be encouraged vs. that of the JULLS.  This caused confusion over the relationship 

                                      of the MMT&E brief to the recovery of data.

c. Emphasis on JULLS.  With the complexity of the MMT&E tool it was abandoned.

d. Algorithms in book to bulky to use and carry around those on victim’s chest easy to use.

9.    Lessons Learned:    a.    Define roles clearly along with boundaries at the start for all the platforms.  

                                              There may be some differences.

b. Waste of money if we do not use the information and data collection tools of 

                                                the MMT&E program.

c. See ( b )

d. Abandon the book except at the moulage preparation site

10.   Recommended Actions:    a.    Clarify roles prior to the various platforms

b. If you desire to keep the many viable aspects of MMT&E attempt to 

        rework the tool to incorporate the information gleaned from JULLS

1.   Overall Classification: 



UNCLASSIFIED   

2.   Exercise/Operation:    



Kernal Blitz’99

3.    Completion Date:       



30 April 1999

4.    Submitting Command:    


CEG Team Fleet Hospital

5.    Observer:     




CAPT HAMILTON, CAPT HALTER CDR 

LAUBSCHER, CDR SENKO,CDR ACTHISON, LT SHIRAISHI, HMCS WILLIAMS

6.   Title of Lesson Learned:    


Supply
7.    Observation:    A.   Personnel’s lack of knowledge of supply listings in their functional units

B. FHOTC supply stores not sufficient to the needs of the functional areas

C. Difficult to interpret supply format

D. Laboratory blood supply issue

E. Supply of current diagnostic equipment incongruent with current medical management practices

8.    Discussion:    a.    Functional areas did not know what consumables were available.

b. When an item was requested from supply for a listed item it was occasionally out of

stock.

c. Supply format is difficult to interpret.  Some item descriptions provided little or no 

       information as to size or quantity.   A CEG member noted this recently   

       assigned to Croatia.  This lack of clarity impinges on casualty management

d. The blood supply issue has the potential of impacting casualty management and

and outcomes.  Relying on flights of opportunity to provide our blood supply impacts the mission.  Frozen blood helps, but preparation for use is time consuming.

e. High tech equipment for multi diagnostic applications is limited and does not meet 

        the current medical practice guidelines for therapeutic interventions

9.    Lessons Learned:    a.    Functional areas need to know what consumables would be available. 

                                              Appropriate ordering would generate the line of accounting that the FH needs 

                                              to keep operations running.

b. Need to have all supplies appropriate to that functional area

c. Need a workable user friendly supply list

d. FH needs its own dedicated aircraft and a method of obtaining blood quickly.

e. FH needs hi tech equipment that is multi purpose, user friendly, and reliable.

10.    Recommended Action:    a.    Supply listing of consumable supplies to each functional area and the 

                                                         the designated DH for home review

b. Increase the FHOTC budget for consumable supplies

c. Reformat the supply list to reflect accurate descriptions and quantities.

Accomplish this through a combined medical /supply model

d. Supply a dedicated aircraft.  Set up a blood log of all FH personnel to 

        Facilitate donation of specific blood types.

e. Research multi purpose diagnostic equipment applicable to both the 

        FH environment and current therapeutic interventions

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Capt. Hamilton

6.  Title of Lessons Learned:


MMT&E
7.  Observation:
Nursing algorithms are missing from MMTE, NSG, & others.

8.  Discussion:
2nd and 3rd  P.O. day pt care is missing from K.B. Evaluation Morbidity on the ward is as important as in casualty receiving.

9.  Lessons Learned:
Spectrum of documented care rendered needs to extend beyond casualty receiving to include care rendered on ward.

10. Recommended Action:
Obtain & use nursing algorithms and document them in K. B. records.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




HMCS Williams

6.  Title of Lessons Learned:


MMT&E
7.  Observation:
Patient tracking computer

8.  Discussion:
Probably a good tool for “slow tracking” of patients. In the K. B. environment this would be a hindrance.

9.  Lessons Learned:
Following algorithm on paper was easier than using the tracking “computer”.

10. Recommended Action:
Stick with paper until a better system is devised.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FOHTC

5.  Observer:




HMCS(SW/AW) Williams

6.  Title of Lessons Learned:


Planning
7. Observation:  1) Explanation of Reporting Guide.  2) Accommodations

8. Discussion:  1) Reporting guides not well explained during CEG training session at Point Loma.  2) Accommodations were very well planned (782 gear, berthing, transportation to FOHTC)

9. Lessons Learned:  Need to ensure understanding of reporting requirements and how to complete forms during CEG training.

10. Recommended Action: N/A

11. Comments: Nice orientation to FOHTC

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




C. Shirashi

6.  Title of Lessons Learned:  


Planning
7.  Observation:  Good repor with Enlisted Educator

8. Discussion:  Several often noted the invaluable education that was being done by Senior Chief.

9. Lessons Learned:  Need more senior enlisted on CEG team.

10. Recommended Action: Increase # of CEG Senior enlisted.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Capt Halter

6.  Title of Lessons Learned:


Planning
7.  Observation:
Poor communication

8.  Discussion:
From FHOTC to KB staff to Mercy to ESSEX to Fleet Hosp.  Whether via e-mail, telephone, radio, “carrier pigeon” or what ever, there needs to be a consistent and reliable communication system in place.

9.  Lessons Learned:
As above otherwise casualties (& staff) can suffer.

10. Recommended Action:
Develop consistent and reliable communication system (with at least one contingency plan)

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P. Laubrcher

6.  Title of Lessons Learned:


Planning
7.  Observation:
Lack of personnel knowledgeable of each functional area i.e. lab, x-ray, pharmacy

8.  Discussion:
CEG team light on numbers and individual knowledge of functional ancillary services.  Without support of these areas and supply chain the patient flow will be adversely affected.

9.  Lessons Learned:
Ancillary services integral to the patient flow because of the supply chain.

10. Recommended Action:
Increase CEG numbers to be inclusive of MSC expertise in lab, x-ray and pharmacy.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR Atchison

6.  Title of Lessons Learned:


Planning
7.  Observation:
There seems to a communication gap as to the role of the CEG members to the FHOTC blue hat staff.  LT O’Hare seems to be rather nervous re: our being here and exactly what our role is here.

8.  Discussion:
Capt. Hamilton will be meeting again with LT. O’Hare in the AM to clarify our role.

9.  Lessons Learned:
There needs to be communication with open channels both ways prior to the exercise.

10. Recommended Action:
Already taken-mtg again to discuss our role.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Capt Hamilton

6.  Title of Lessons Learned:


Planning
7.  Observation:
CEG team role confusion

8.  Discussion:
Despite explanation of role as teachers, CEG is identified by receiving command as being in control of the exercise.

9.  Lessons Learned:
Fear of the unknown hinders learning

10. Recommended Action:
Introduce CEG team members to Command staff and FHOTC faculty; need to be at command well before first casualties come in. Use less senior personnel.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




HMCS Williams

6.  Title of Lessons Learned:


Planning
7.  Observation:
There are not enough CEG team members assigned to FHOTC

8.  Discussion:
Casualty receiving is overwhelming for eight CEG team members (4) on day shift (4) on night shift to provide continuous coverage.

9.  Lessons Learned:
To properly evaluate and train, we must have and adequate number of controller/evaluators to maintain patient flow.

10. Recommended Action:
Need at least 12 CEG team members to FHOTC

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:

6.  Title of Lessons Learned:


Planning 

7.  Observation:
Inadequate number of CEG members

8.  Discussion:
Upon arrival at site and in the beginning to work through algorithms and plan for 24 hour coverage during CASEX, we found we could have used at least 2 more team members (minimum on 2 more)

9.  Lessons Learned: Start with minimum adequate number of evaluators.

10. Recommended Action:
Assign correct number of personnel, get orders, and assure arrival of full team.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR Atchison

6.  Title of Lessons Learned:


Planning
7.  Observation:
I spoke with the student FHOTC Supply Officer and asked for a list of the supplies available for a FHOTC.  He did not know where to find the list, neither did the blue hat. We searched together and found a brown booklet with a list of supplies, pharmacy, tent items, etc.

11. Discussion:  The supply officer later told me this really was the official list.  We couldn’t identify this at 1st, because the folder was unmarked.  We couldn’t decipher a lot of the codes or the supply lists + the descriptions were so brief, we wouldn’t have been able to order supplies, so it will be difficult for the staff to order supplies.

9.  Lessons Learned:  This is the same problem that we had in Croatia 5 yrs ago!  This was my 2nd biggest problem in Croatia, + it is apparently still a large problem.  Also, need to mix HM’s with SKs, as most SKs do not know medical supplies (again same problem we had in Croatia).

10. Recommended Action:  Lengthen description line for supply items, so staff know what they are ordering and compounding the supply work load as well.  Mix Sks with Hms, so they can teach each other.

11.  Comments:  The supply Officer thought they could/would have to look up these items or the computer to get a better picture of what was being ordered.  From my perspective, this would be very time-consuming for the supply staff.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer: 




Halter

6.  Title of Lessons Learned:


Pre-Deployment
7.  Observation:  Points met always accurately triage + given proper 1 degree and 2 degree assessment

8.  Discussion:  Because of the high volume of patients (casualties) the CEG members were unable to keep up with the patient flow + provide adequate information + teaching.  This was because the CEG teams were too small.

12. Lessons Learned:

10. Recommended Action:  More CEG members OR less casualties.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR Atchison

6.  Title of Lessons Learned:


Pre-Deployment
7.  Observation:  Training with paperwork, forms, chits added to the confusion + frustrations of the 1st 24-48 hrs. of play.

8.  Discussion:  

9.  Lessons Learned:  Pre-deployment training or the “paper shuffle” part of the care is a must.

10. Recommended Action:  Minimal forms/ chits should be used, + standard Tri-service paperwork should be used, or in real life we will be caring for paper harts and not patients. 

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR Atchison

6.  Title of Lessons Learned:


Pre-Deployment

7.  Observation:  The FHOTC students would really like to have a packet of the hospital form + request chits prior to their deployment, so they would be familiar + “trained up” or the paperwork  end of the hospital work, so they can be spending more time + energy or the tasks at hand, suck as clinical care.

8. Discussion:

9. Lessons Learned:

10. Recommended Action:  Pre-deployment training or hospital paperwork done at home unmarred prior to exercise.

11. Comments:  Several of the nurses in the exercise also addressed this with me.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR P.Laubrcher

6.  Title of Lessons Learned:


Pre-Deployment
7.  Observation:  Lack of understanding regarding use of standard hospital forms

8.  Discussion:  Students discussed their lack of familiarity with forms + lack of them for teaching at REVCENS

9.  Lessons Learned:  Improve familiarity at Center side

10. Recommended Action:  FHOTC include the capability to down load forms on their web page.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




C. Shiraishi

6.  Title of Lessons Learned:


Overall morale
7.  Observation:  The overall morale is good – Enlisted is very helpful

8.  Discussion:  The Enlisted seem to help the officers keep up morale and vice versa.

9.  Lessons Learned:  C-4 and more tri service should include more enlisted staff for communication and continuing of casualty care.

10. Recommended Action:  Explain C4 to do multi force with enlisted exercise.  “Create new class for field trauma all level of staff”

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Halter

6.  Title of Lessons Learned:


Movement and Medical Regulating
7.  Observation:  Tracking of patients in Hosp. confusing-

8.  Discussion:  Several different methods utilized by Admin. For tracking pts: algorithm number, case #, chart #, SSN.  Results in lab + xray being reported in correctly, patients tracked inaccurately.

9.  Lessons Learned:

10. Recommended Action:  Use/ method for tracking patients- consistent.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




HMCS Williams

6.  Title of Lessons Learned:       


PT Movement and Medical Regulating
7.  Observation:  Communication prior to patient movement from Echelon II to Echelon III.

8.  Discussion:  Today we received multiple casualties from the surgical company without warning, and on multiple occasions. 

9.  Lessons Learned:  As a CEG evaluation it was very hard to determine what was actually done by the surgical company because the paperwork (Algorithms) were missing or mixed with the wrong patient.

10. Recommended Action:  All medical units FDHTC, Surg. Company, etc should use Radio’s (PRC 77, land lines) to communicate transport of causalities to you facility when possible.  The resources are in place already.  A heads up is always nice for medical personnel.  Patients arriving from a surgical facility with scribbled notes can be very confusing to a triage situation.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Hamilton

6.  Title of Lessons Learned:


PT Movement and Medical Regulating
7.  Observation:  Cards on chains can be lost when striped.

8.  Discussion:  at FHOTC 7 pts were “lost” when the manikin was separated from his swipe card.

9.  Lessons Learned:  Data entry must be swiped and pt should not be moved without a card on.  PT movement will not be accurate.

10. Recommended Action:  Do not mix “swipe card” pts with pts not part of the exercise.  OR devise a more permanent way of attaching the card to the pt.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:





6.  Title of Lessons Learned:


PT Movement and Medical Regulating
7.  Observation:  USNS Mercy + the ESSEX were unable to take casualties because of problems with transports.

8.  Discussion:  Because of the above, casualties initially slated to go to the Mercy or ESSEX were diverted to the Fleet Hospital, at times deluging the FH, resulting in suboptimal triage, pt movement, teaching etc.  Casualties were diverted without informing us.

9.  Lessons Learned:  To make KB “work” as planned, everything needs to work.  If something isn’t working, whether anticipated or not, a contingence plan(s) must be in place.

10. Recommended Action: as above

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:


6.  Title of Lessons Learned:


PT Movement and Medical Regulating
7.  Observation:  pt flow from department to department.

8.  Discussion:  Need to have working groups with communication diagram.

9.  Lessons Learned:  Triage

10. Recommended Action:  Need for pre-Deployment line of communication keep with the Diagram.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR Atchison

6.  Title of Lessons Learned:


Casualty Management
7. Observation:  Too many FHTOC pts. inserted in the 1st 12 hrs. of the exercise, + inundated + frustrated various functional areas of the hospital.  

8. Discussion:  They were not prepared for this level of major trauma.  But…they took it upon themselves to get organized, have in services, organize their charting process + training up on major trauma.

9. Lessons Learned:

10. Recommended Action:  Slow the pt. flow on day 1 so they can get their feet wet, + pick up the speed form there. 

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Foster

6.  Title of Lessons Learned:


Casualty Management 

7.  Observation:  Patient play in the functional areas was hampered by a lack of casualty status information post CasRec/ OR.

8.  Discussion:  Without some form of consistent guidance RE: Patient status the CEG members/ FH staff are left on their own to take the scenarios in any direction or level of care/ treatment.

9.  Lessons Learned:

10. Recommended Action:  Provide MMTBE Nursing Algorithms for the functional areas.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:

6.  Title of Lessons Learned:


Casualty Management
7.  Observation:  Success with having students run the algorithms

8.  Discussion:  On a prolonged casually exercise such as KB99 once the providers and team in casualty receiving have mastered the cases let them switch notes, run the algorithms and the initial triage.

9.  Lessons Learned:  Title nurses were excited to do the pre mang/secondary survey.  The Dentist got a lot out of running triage.  Morale was high!  Interest great!

10. Recommended Action:  Contender for the future casualty play

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR P.Laubrcher

6.  Title of Lessons Learned:


Training
7.  Observation:  Radiology tech expressed lack of confidence in knowledge base of blue hat in charge of his iso- Blue hat not knowledgeable of equipment and its set-up.

8.  Discussion:  Some blue hats new to FHOTC.  Little lead time for increasing knowledge base.

9.  Lessons Learned:  FHTOC students need and desire proper familiarization with equipment.

10. Recommended Action:  If FHTOC staff lack specific knowledge on certain areas could it be possible to augment them with silrik knowledgeable in the area.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P. Laubrcher

6.  Title of Lessons Learned:


Training
7. Observation:  Lack of knowledge regarding medical conditions and disease entities seen in wartime as noted in the lessons learned from Vietnam.

8.  Discussion:  Treatments and training directed at battle related injuries especially those of a ballistic nature extremely little attention paid to other medical problems not normally seen in a MD office as noted in Vietnam L.L

9.  Lessons Learned:  Increase those types of scenarios and educated at centers pre-deployment.  

10. Recommended Action:  Recommend use of FHTOC web page for down load of materials concerning disease entities or use of Guard Net in the states for televideo education.   For approximately $2000 one could capture 7 states + their associated REVCEN.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Shiraishi

6.  Title of Lessons Learned:


Training
7.  Observation:  To have training with the exercise.

8.  Discussion:  The people asked for more lecture on triage.

9.  Lessons Learned:  I think the people got more out of education with the exercise.

10. Recommended Action:  To have de brief with exercise.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P. Lauber

6.  Title of Lessons Learned:


Training
7.  Observation:  Large knowledge base of SELRES

8.  Discussion:  SELRES noted only those who came prepared with lectures but many others prevented a host of lectures applicable to deployment.

9.  Lessons Learned:  Blue hats + CEG members are not the only training resources to be relied on.  Use of students increases trust, educates those less informed, builds cohesiveness among members.

10.  Recommended Action:  Continue use of SELRES population for education.

11. Comments:  Bravo Zule to all those who taught and to those who volunteered.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Foster

6.  Title of Lessons Learned:


Training
7.  Observation:  No set time each shift to allow for an after action report by the Fleet Hospital.

8.  Discussion:  Individual units in training mode need to be able to take time out from the exercise to evaluate themselves and make chances.

9.  Lessons Learned:  Unity growth is slowed/hampered without the ability to evaluate their won effectiveness in a timely manner.  During training units need to identify lessons learned and implement changes/improvements.

10. Recommended Action:  Allow individual units the ability to stop patient play and review their progress.  This should be for each shift and after significant training events such as a mass casualty.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




HMCS Williams

6.  Title of Lessons Learned:
Utilization & Applicability of Technology/Systems
7.  Observation:
Email/Communication capability

8.  Discussion:
There should be a capability in place for the students to send/receive email in this training environment.  (Hotmail account).  OR Navy News Messages for the students to keep up with current events.

9.  Lessons Learned:

10. Recommended Action:  For Email: in pre-deployment planing tell students to set up a hotmail account for sending receiving messages.  Designate 2 or 3 computers for email.  Navy news:should be passed around like the POD.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P. Laubrcher

6.  Title of Lessons Learned:
Utilization & Applicability of Technology
7.  Observation:  Communication within the exercise extremely limited

8.  Discussion:  Communication lines did not function- Progression of scenario in question

9.  Lessons Learned:   Challenge is to work on the technology issue and develop alternatives to primary communication lines fall.

10. Recommended Action:  Develop liable alternative that could be activated when technology failed.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




T.Senko


6.  Title of Lessons Learned:


MMT&E
7.  Observation:  Overall role of CEG team’s a lot clearly defined

8.  Discussion:  There appears to be a conflict between MMT&E and the overall role of the CEG teams as defined by CDR Rasmussen

9.  Lessons Learned:  Different groups have different goals for the CEG teams.

10. Recommended Action:  Better communication between KB coordinator and the MMT&E group.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P. Laubrcher

6.  Title of Lessons Learned:


MMT&E
7.  Observation:  MMT+E clarity of forms + relevance of data exercise not fully understood.

8.  Discussion:  Nearly 11/2 hrs. required by team to clarify data collection tool and methodology of collecting.  Came to consensus on how to use + developed own training.

9.  Lessons Learned:  Communication improved on form use and true relevance to training.

10. Recommended Action:  Improve form + decrease prevention time of MMT&E to relevance and example of form use.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Halter

6.  Title of Lessons Learned:


MMT&E
7.  Observation:  Lecture on data sheets to be submitted was confusing.

8.  Discussion:  The above lecture did not address who (which CEG team) needed to submit which forms + now to complete them.

9.  Lessons Learned:  Our team went to the field without a clear understanding of what to do with these forms.

10. Recommended Action:  Deliver a concise, informative, and clear lecture on this topic.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Hamilton

6.  Title of Lessons Learned:


Supply/Logistics
7.  Observation:  Unable to get blood rapidly in emergency blood loss. 

8.  Discussion:  No former blood organic to FH program.  Comm & transportation are sketchy at best.  Blood is available from locally assigned personnel to be used as emergency blood bank.

9.  Lessons Learned:  Set up blood log of all FH personnel so that donation of specific blood types can be facilitated.

10. Recommended Action:  Institute blood log for FH personnel.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Foster

6.  Title of Lessons Learned:


Supply/Logistics
7.  Observation:
Functional areas did no know what supplies (consumable) would be available in their area or the FH.

8.  Discussion:  Student learning and patient care compromised by a lack of information.

9.  Lessons Learned:  Functional areas need to know what consumable supplies would be available.

10. Recommended Action:  Issue each functional area a list of consumable supplies that would be assigned to that area as well a use of all consumables available to the FH.

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




CDR Atchison

6.  Title of Lessons Learned:


Supply/Logistics
7.  Observation:  FHTOC supply was receiving requests for both real + simulated supplies; + didn’t have real supplies to dispense + this was very confusing for the staff.

8.  Discussion:  Also, they were not playing supply from the perspective of actually having functional areas of the hosp. order supplies + equipment when they were running how (of pretend supplies) so the usage was not appreciated + no one had to try to order supplies from outside of the conned.  In a real life situations this would be a major issue + should be played out in these types of exercises.

9.  Lessons Learned:

10. Recommended Action:

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




Shiraishi

6.  Title of Lessons Learned:


Supply/Logistics
7.  Observation:  The difficulty with supply

8.  Discussion:  What could be done with clearing up information of supply  AMAL.

9.  Lessons Learned:  

10. Recommended Action:  Use easier format. 

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P.Laubrcher

6.  Title of Lessons Learned:


Supply/Logistics
7.  Observation:  Limited ability for definitive diagnosis leading to improper or suboptimal treatment i.e ultra round capability

8.  Discussion:  Improve diagnostic capabilities with a machine that had multipurpose capability of use + cost. 

9.  Lessons Learned:  Potential complication secondary to trauma, viral illness or organic diseases not easily treated with current dx limitations.

10. Recommended Action:  To suggest all purpose ultrasound purchase such a H.P. Mac Vue

1.  Overall Classification:



UNCLASSIFIED

2.  Exercise:




Kernel Blitz 99

3.  Completion Date:



30 April 99

4.  Submitting Command:



FHOTC

5.  Observer:




P.Laubrcher

6.  Title of Lessons Learned:


Supply/Logistics
7.  Observation:

8.  Discussion:

9.  Lessons Learned:

10. Recommended Action:  Correction of previous ultrasound request.  The ultrasound machine with universal capabilities is the H.P. Image point.

USNS MERCY (T-AH 19)

LESSONS LEARNED

CLASSIFICATION: Unclassified


DATE: 27 April 1999

1.  JULLS Number: 01 Medical Treatment Facility, USNS MERCY (T-AH 19)

Observer:  CAPT J. Benjamin, Jr., MSC, USN
DSN: 526-3276









COMM:  (619) 556-3276

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; C status; T status; R status; Training; Readiness

4.  TITLE:  Inability to Assess FOS Personnel Readiness
5.  OBSERVATION:  The sourcing command (NMC San Diego) was unable to provide the Contingency and Training status for Full Operating Status (FOS) augmenting personnel as directed by BUMEDINST 6440.5A.

6.  DISCUSSION:  Medical Treatment Facility MERCY deployed staffed at the 250 bed level.   COMSCINST 3500.9 directs MERCY to report C & T status on a monthly basis and prior to deploying.  NMC San Diego reports training and readiness in accordance with the proposed draft of BUMEDINST 6440.5B. .  Differing requirement in these instructions provide a significant change in reporting the readiness of augmenting FOS personnel.

7.  LESSON LEARNED:  NMC San Diego should provide MERCY with records and data to determine C and T status in accordance with BUMEDINST  6440.5A or keep appropriate records in an Excel file format of  documented training and physical qualifications for deployment of all FOS augmenting personnel for 250, 500, and 1000 bed levels.  

8.  RECOMMENDED ACTION:  BUMED and  COMSC review proposed draft instruction prior to implementation.  BUMED assess and report ongoing C and T status for all bed levels on a monthly basis to CNO 931 and the ship in accordance with BUMED/COMSC Memorandum of Agreement of 1993 in the format required under the existing instruction (BUMED 6440.5A)

9.    COMMENTS: NMC San Diego’s MMPO Officer does not have a readily retrievable process in place to determine the readiness of augmenting FOS personnel.  Mobilization records are not being maintained on FOS personnel.  All health, dental and service records are not being sent on augmenting personnel, who have orders assigning them to the platform.

CLASSIFICATION: Unclassified


DATE: 27 April 1999

1.  JULLS Number:02  Medical Treatment Facility, USNS MERCY (T-AH 19)

Observers:  CAPT  J. Benjamin, Jr., MSC, USN
DSN: 526-3276   

      COMM:(619) 556-3276

 
      CDR M. Bianco, MSC, USN
            DSN: 522-9308   

                                                COMM:(619) 532-9308

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Blood; Inventory Blood Bank; DBSS

4.  TITLE:  Requirement for upgrade to Defense Blood Software System(DBSS).

5.  OBSERVATION:  CINCPACFLT Blood Bank Officer and  the KERNEL BLITZ  99 exercise coordinator required MERCY to serve as a casualty receiving platform and  Blood Supply Unit/Area Joint Blood Program Office  for the exercise. 

6.  DISCUSSION:  MERCY only has version 1.03JE version of DBSS.  It is exceedingly time consuming, requires extensive user experience, and is no longer centrally supported  for maintenance and user training.   Version 3.0 is a Windows NT based system.  This upgrade allows interfacing with the Composite Health Care Computer System (CHCS), which streamlines tracking and reporting of patient testing, an essential function in a major casualty receiving facility.  Without V3.0, patient demographic and testing data must be entered into two separate computer systems requiring inefficient use of manpower and space.  Moreover, V3.0 provides transfusion safeguards.

7.  All echelon 2 units storing and transfusing blood require installation of the DBSS hardware and software to maintain accurate tracking of blood products.  This is exceedingly important in regards to compliance with federally mandated infectious disease look back programs involving blood transfusions.  The system allows uploading and downloading of blood unit inventories as the blood is moved throughout the operational theater.

8.  LESSON LEARNED: Installation of DBSS to echelon 2 and MERCY will provide an excellent communication network for monitoring the use of blood products in an operational environment.

9.  RECOMMENDED ACTION: BUMED and NMIC install hardware and software for all platforms with central funding.

CLASSIFICATION: Unclassified


DATE: 27 April 1999

1.  JULLS Number:03  Medical Treatment Facility, USNS MERCY (T-AH 19)

Observer:  CAPT Kathleen A. O’Farrell., MC, USN  DSN: 522-7180

 

    




       COMM:  (619) 532-7180

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Simulated Casualties; Medical Planning; ATO; MEDEVAC.

4.  TITLE:  Inadequate ATO assets available to transport casualties, blood products, and medical supplies. 

5.  OBSERVATION:  MERCY deployed for KERNEL BLITZ 99 at the 250 bed level, but was not challenged during the full course of the exercise due to a lack of air assets to transport casualties.

6.  DISCUSSION:  KERNEL BLITZ 99 called for air assets to transport casualties and supplies to challenge the training of medical personnel at the 250 bed level.   MERCY received  the major portion of its required number of casualties  on D-Day.  Every other day of the exercise,  MERCY fell well below the required number of casualties to test the ship and personnel fully in accordance with the ROC/POE at the 250 bed level.

7.  LESSON LEARNED:  Inadequate planning for transportation of casualties or unwillingness to devote air assets for this purpose does not present the war fighter and medical personnel with an accurate assessment of the challenges required in a real world scenario.

8.  RECOMMENDED ACTION:  Plan for the availability of more air assets strictly devoted for medical transport and brief war fighters on requirements for lifts of opportunity.

9.  COMMENTS:  This is a repeat of a lessons learned from KERNEL BLITZ 97.   The air assets available for that exercise were actually better than KERNEL BLITZ 99.  CINCPACFLT Control Evaluation Group evaluators again placed discharged patients and/or pre-positioned casualties into the casualty reception process on MERCY in an attempt to challenge and train medical personnel.

CLASSIFICATION: Unclassified


DATE: 27 April 1999

1.  JULLS Number:04  Medical Treatment Facility, USNS MERCY (T-AH 19)

Observers:  CAPT  John Zarkowsky, MSC, USN
DSN: 325-5909   

COMM: (202) 658-5909


      CAPT  J. Benjamin, Jr., MSC, USN
DSN: 526-3276   

COMM: (619) 556-3276

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Geneva Convention; Hospital Ship; NIPRNET; Encryption.

4.  TITLE:  ASSESSMENT-Employment of encrypted communication equipment on a Hospital Ship.

5.  OBSERVATION:  MERCY required installation of NIPRNET as a communication asset for transmission of medical data via the Theater Medical Core Services in-transit patient tracking visibility system.

6.  DISCUSSION:  CINCPACFLT N6 requires encrypted installation of NIPRNET using two KIV 7’s.    CINCLANTFLT does not require encryption of NIPRNET for any of its ships.  Encryption of NIPRNET on MERCY violates the rules in the Geneva Convention of 1949, which does not allow installation of any secret/encrypted communication equipment.

7.  LESSON LEARNED:  During this training exercise this may not be an important issue, but during an actual activation of MERCY this will  be a major show stopper if we cannot track patients. 

8.  RECOMMENDED ACTION:  Remove encrypted communication equipment  on MERCY and place NIPRNET in an unclassified format similar to what CINCLANTFLT requires.

9.  COMMENTS:  Pacific Region Network Operation Center located in Hawaii has advised that they do not object to an unencrypted NIPRNET access.   It still requires CINCPACFLT approval and coordination with INTEC Corporation (808) 471-0901.   MERCY would have to create a firewall to control the dial-ups via computer automation , eliminating the need for manual intervention.  

CLASSIFICATION: Unclassified


DATE: 27 April 1999

1.  JULLS Number:05  Medical Treatment Facility, USNS MERCY (T-AH 19)

Observers:  Chief Mate Michael Leahy

DSN: 526-3304  

COMM: (619) 556-3304


      CAPT  J. Benjamin, Jr., MSC, USN
DSN:  526-3276 

COMM: (619) 556-3276

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Patient Transfer; Seaborne Transfer.

4.  TITLE:  ASSESSMENT-Superb Evaluation and Test of  Seaborne Patient Transport Access.

5.  OBSERVATION:   Operational military planners and Military Sealift Command Civilian Mariners aboard MERCY were able to coordinate and test MERCY’s starboard and port side port patient hoist systems in accordance with the ship’s ROC/POE at a sea state of 4 to 6 ft swells.

6.  DISCUSSION:  Seaborne patient access aboard MERCY is available from the forward portion of the ship on both port (40ft above waterline) and starboard (12 ft above water line) sides.  Patient access by the port side is accommodated by the use of a moveable boxed frame carriage extending from the side port door (20ft)  to  prevent  damage.   The steel framed carriage holds two litters and is lowered to the small craft below by winch cable.  The entire litter carriage is guided up and down by two additional wire cables to check any oscillation of the litter.

 Patient access by the starboard side port is accommodated by the use of a moveable H-frame extending down from the door below the waterline to fender small craft from the ship and exposed side port door hinges.  The starboard side port is rigged using single-man flotation equipped stretchers authorized in NWP 3-50.1(SAR Manual).

7.  LESSON LEARNED: With proper planning, training and consideration of sea state, both  patient hoist systems can be used safely to transfer patients from small craft.

8.  RECOMMENDED ACTION: Continue to exercise patient hoist during MERCY training exercises.

9.  COMMENTS:   MERCY would like to continue to conduct ongoing patient transfer using seaborne  access for multiple patient transfers involving (40-50) patients to compute transfer rate and to test endurance of equipment/personnel.

CLASSIFICATION: Unclassified


DATE: 27 April 1999

1.  JULLS Number:06  Medical Treatment Facility, USNS MERCY (T-AH 19)

Observers:  LT M. Breckenridge, USN

DSN: 522-9476   

COMM (619) 532-9476


      CAPT   J. Benjamin, Jr., MSC, USN   DSN: 526-3276   

COMM (619) 556-3276   

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Communications: Army helicopters; VHF.

4.  TITLE:  ASSESSMENT-Inability to use VHF to communicate with Army helicopter.

5.  OBSERVATION:  During MERCY’s landing of the first Army helicopter there were initial communication issues that were later resolved.

6.  DISCUSSION:  The Army helicopter had radio problems and requested to establish communications via VHF and FM frequencies.  MERCY does have VHF frequencies, but no FM.  The Navy normally uses UHF.   MERCY has 4 radios capable of UHF/VHF, but the tower MERCY’s tower only has 2  red phones, one was being used to monitor the MEDREG net and the other for UHF for Navy helicopter.  The HCO did not know MERCY had VHF available at the time.  This fact along with the problems the Army helicopter pilot was having caused the problem.  

7.  LESSON LEARNED: During joint operations ensure all communications are addressed prior to start of exercise.

8.  RECOMMENDED ACTION: MERCY will install an additional red phone for VHF monitoring in the tower.

9.  COMMENTS:  The Army helicopter radio in question was later repaired and communicated with MERCY’s tower via UHF frequency.  MERCY successfully landed Army helicopters during the entire KERNEL BLITZ’ 99 exercise without further incident.

CLASSIFICATION: Unclassified


DATE: 28 April 1999

1.  JULLS Number:07 Medical Treatment Facility, USNS MERCY (T-AH 19)

Observer:     CAPT K. A. O’Farrell, MC, USN
DSN:  522-7180

 

    




      COMM:  (619) 532-7180

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Training; Supplies; Medical Consumables; AMAL.

4.  TITLE:  ASSESSMENT-Limited use of consumables for casualty exercise.

5.  OBSERVATION:  There was insufficient quantity and/or unavailability of some types of medical consumables for training purposes.   Personnel would like to have a 1:1 ratio of medical consumables for each patient.  For example, to open a different IV bag for use on each patient.

6.  DISCUSSION:   Approximately 3 months prior to the exercise, clinical department heads were requested to submit a list of consumable medical items required during the exercise.  Most departments responded fully, however, several departments submitted additional requests as late as 2 days prior to the exercise and after-action reports indicate a lack of pre-planning.

A total of 127 line items were requested during the exercise with a 97% fill rate of Authorized Medical Allowance Lists (AMAL) approved line items and twelve percent (15) of line items were for non-AMAL items were not available.

7.  LESSON LEARNED: Clinical department heads need to be involved much earlier in the planning stages in assessment of required medical consumables.  Policies should be developed outlining non-essential AMAL/Non-AMAL items essential for training.

8.  RECOMMENDED ACTION: Develop and fund a separate medical consumable training AMAL for each bed level (250, 500 or 1000) with central funding.

9.  COMMENTS:  This is cost prohibitive and the value must be weighed against the fact that medical personnel are already familiar with the medical consumables they use every day at Naval Medical Center San Diego.  Secondly, MERCY conducts an annual surge table top logistics exercise to ensure that the Prime Vendor can deliver the AMAL of supplies upon activation

CLASSIFICATION: Unclassified


DATE: 28 April 1999

1.  JULLS Number:08 Medical Treatment Facility, USNS MERCY (T-AH 19)

Observer:   CAPT K. A. O’Farrell, MC, USN
  DSN:  522-7180

 

    




  COMM: (619) 532-7180/7575

2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Casualty Actors: Mannequins; 

4.  TITLE:  ASSESSMENT-Limited availability of live casualty actors.

5.  OBSERVATION:  The number of mannequins to live casualty actors was 2:1.  The staff lost the opportunity to interact with live casualties, i.e. (vital signs, ordering meals, interview, etc.)  The mannequin patients tended to be ignored after the first day of admission.  Secondly, the evaluation teams stopped at 2400 nightly and the night shift personnel were not challenged.

6.  DISCUSSION: Live casualty actors increase the realism.  They project continuous needs, including the need to ambulate, talk, eat, and use the bathroom.  Additionally they provide realistic vital signs, changing needs, and the opportunity to role play.

7.  LESSON LEARNED:  Increasing the number of casualty actors would provide a greater degree of realism.  Challenges to medical personnel should continue around the clock.  

8.   RECOMMENDED ACTION: Add more live casualty actors and use high tech mannequins that can simulate vital signs, lung sounds, and provide training for Foley catheter insertion.   Request that the evaluation teams plan scenarios which challenge ward medical personnel  between 2400 and  0700, well as during daytime hours.

9.  COMMENTS:  The use of mannequins increases the artificially of the medical exercise.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Medical Information; CHCS; Bar Coding; User.

4.  TITLE:  ASSESSMENT- Success of Bar Coding in Composite Healthcare Computer System (CHCS)

5.  OBSERVATION: Use of CHCS can be more effective and efficient with the implementation of bar coding.

6.  DISCUSSION:  MERCY identified excessive CHCS keyboard use by providers as a major barrier to timely provision of patient care in the trauma environment.  Given the intense time constraints of casualty care, use of a keyboard to enter patient registrations and orders was deemed to be inefficient and unreliable.  A methodology was developed to create data input bar codes using codes 3 of  9 and Code 128A to represent orders and patient names.  This technical innovation dramatically reduced data input time requirements, increased user (especially provider) effectiveness, and reduced errors due to typographical inaccuracy.

7.  LESSON LEARNED:   Use of bar coding technology warrants further investigation and development for military trauma management. 

8.  RECOMMENDED ACTION:  MERCY submit a point paper to BUMED and COMSC recommending advanced development and implementation of the bar coding  technology. 

9.  COMMENTS:  Increased provider satisfaction was noted and was found to be directly related to smoother patient flow in a time sensitive trauma management environment.

CLASSIFICATION: Unclassified
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Medical Information; TMCS; Bar; Data Enter; User Interface.

4.  TITLE:  ASSESSMENT- Navigation within the Theater Medical Code System (TMCS)

5.  OBSERVATION:  TMCS requires extensive keyboard input despite the use of PIC cards.  Many fields are duplicated without using previously entered data as an editable default.  The pull down menu is not alphabetized and does not react to keystroke entry in a user friendly fashion.  Use of tabbed format is visually disturbing, because the appearance is one of multiple open windows.  The user interface is not 100% accessible requiring a combination of using a mouse and a keyboard.   The blood tracking data input in TMCS different somewhat from the standard AJBPO handbook format, and, therefore, creates different reports from those requested.

6.  DISCUSSION: While the database form design is highly subjective, TMCS appears to run contrary to the principles of ease of use.  The use of tabbed pages creates confusion.  When the user is saving  the information,  it appears the page where the save button resides is in the background. 

7.  LESSON LEARNED: Visual appeal is important, but must be secondary compared to ease of use.  The major obstacles/objections concerning use of any information system is the requirement for data entry (typing).  

8.   RECOMMENDED ACTION: Revisit the design of the user interface.  Provide keyboard activation to all pull down boxes and ensure they are alphabetized.  Make active buttons more obvious and investigate additional methods of data entry to include bar coding.  Include standard AJBPO data points in the TMCS blood tracking module.

9.   COMMENTS:  While many of the functionalities of TMCS have value (specifically facility reports), MERCY’s  ability to use TMCS as a tool is severely limited by costs associated with transmission of data.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Medical Information; CHCS;  MASCAL; Medical Software..

4.  TITLE:  ASSESSMENT- Composite Healthcare Computer System (CHCS) Mass Casualty Functionality

5.  OBSERVATION:  CHCS MASCAL functionality is not usable.

6.  DISCUSSION:  When entering a patient via the MASCAL functionality, garbage characters are place in the patient file in ADT orders.  This renders the patient inaccessible and cause the user’s computer to dump the CHCS session every time the patient is accessed for order entry, accessing, transfer or disposition.  

7.  LESSON LEARNED: MASCAL functionality is still not operational.

8.  RECOMMENDED ACTION: Address the lack of utility of this product with vendor and insist on a fix to ensure both lab based and operational testing.

9.  COMMENTS:  With enough bandwidth, data in the CHCS database can generate reports that will eliminate the need for any new in-transit patient visibility system such as TMCS.  However, transmission of data using IMMARSAT or C-Band antennae is cost prohibitive.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Medical Information; Decedent Affairs; CACO.

4.  TITLE:  Identification and Care of the Dead

5.  OBSERVATION:  Simulated deceased patients arrived with no identification or documentation.  This prevented MERCY from exercising the Care of the Dead program.

6.  DISCUSSION: Upon arrival, the remains were searched for weapons.  We had expected to find identifying information (i.e. toe tag) on the remains.  No identification was found.  Additionally, scenarios for cause of death were not present.  The anticipated PIC cards for entry into the TMCS data base did not accompany the body bags as briefed.

7.  LESSON LEARNED: Identification of remains and cause of death should be documented as soon as possible.  Documentation pertaining to cause of death should be forwarded with the remains.

8.  RECOMMENDED ACTION: Remains should be either indicated as unidentifiable or identified.  Scenarios should be developed for Care of the Dead procedures.

9.  COMMENTS:   The body bags did allow the highly successful testing of port and starboard seaborne access doors and hoists in the transfer of patients to MERCY via small boats.  

CLASSIFICATION: Unclassified
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Public Affairs.

4.  TITLE:  Inadequate time to properly orient media to USNS MERCY (T-AH 19)

5.  OBSERVATION:  The time provided for MERCY to properly orient the media representative to the crew and for the ship to communicate key command messages was inadequate.

6.  DISCUSSION: Media visits were scheduled ashore, aboard ESSEX, and aboard MERCY, in that order, on 25 April, the primary day of the exercise.  The visits ashore and aboard ESSEX ran late, resulting in the media arriving aboard MERCY more than 45 minutes late, leaving only 2 hours on board MERCY.  C3F Surgeon and C3F PAO insisted on giving a half-hour basic KERNAL BLITZ 99 brief upon arrival, despite the late running schedule.  This left inadequate time to orient the media to the hospital ship and it upstaged the hospital ship, the MTF Commanding Officer, and Ship’s Master.

7.  LESSON LEARNED: C3F Medical portion of the brief should be given on the flag ship or ashore, at the beginning of the day, and planned out in advance giving proper notice to all parties concerned.

8.  RECOMMENDED ACTION: Special consideration should be given to the fact that MERCY is a national asset, she only participates in an exercise of this magnitude once every 2 years, and she goes to sea only once each year.   Every opportunity should be given to ensure that MERCY is heavily marketed and that she receives adequate time to show off her crew and capabilities in a major joint exercise such as KERNEL BLITZ 99.  

9.  COMMENTS: None additional.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Medical Planning; Simulated Casualties.

4.  TITLE:  Inadequate Clinical Complexity of Simulated Casualties

5.  OBSERVATION:  The clinical algorithms presented by the simulated casualties and mannequins were exceptionally poor, both for pre-positioned and for transferred simulated patients.  True clinical algorithms were in the possession of the evaluation team, but were not distributed until long after patients were entered into evaluation on board MERCY.  

6.  DISCUSSION: MERCY was prepared to receive up to 250 casualties, but only received 80 via medical evacuation and pre-positioned 100.  The ship expected the 100 pre-positioned casualties scenarios provided by the Control Evaluation Group (CEG) team.  Scenarios were available from the CEG team, but were not provided until requested by ship’s personnel.  This resulted in a delay in game playing .   Scenarios  were nearly all surgical trauma and were well known to MERCY personnel from KERNAL BLITZ 97.  

7.  LESSON LEARNED: Determine in advance whose responsibility it will be to create and to enact patient care scenarios.  Provide new, complex scenarios involving both surgical trauma and non-trauma medical conditions.  

8.  RECOMMENDED ACTION: Plan for more extensive casualty reception simulation with more complex casualties and trained observers (CEG ) that challenges  the full gamut of clinical areas.

9.  COMMENTS:  Patients transferred from ESSEX to MERCY arrived in many cases without records.  Records arrived later or were separated from the patient on arrival and throughout evaluation in Casualty Receiving.  The absence of records on more than 15 patients caused the MERCY to repeat extensive surgical resuscitation and operative management that had already been done on ESSEX and caused an unnecessary back up in the MERCY’s operating rooms.  
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Training; Clinical; Non-Medical.

4.  TITLE:  Superb Medical and Non-Medical Training.

5.  OBSERVATION:  During the first four days of activation for  KERNEL BLITZ 99, MERCY had a four day fast cruise of fire fighting and damage control training.  During this period and throughout the exercise over 2,000 hours of documented training given in CME lectures, occupational medicine seminars, GMT lectures, and ACLS recertification challenges.   Additionally, special training sessions were provided to orient all staff  members to all medical equipment that is specific to the MERCY.

6.  DISCUSSION:  The CME lecture series was widely acknowledged as “The best ever” by physician, nurse and corpsmen attendees.  Equipment used for presentations worked well and was available for all lectures and non-medical departmental training.  Designation of training spaces in advanced made a significant improvement in training. Funds for CME and for ACLS recertification were saved by smart use of shipboard time.

7.  LESSON LEARNED: Physician involvement in all phases of training is a must.  Requiring scheduled training for all departments, both medical and non-medical ensures success.  Extensive training in CME can be done successfully while underway.

8.  RECOMMENDED ACTION: Establish formal Planning Board for Training (PBFT) made up of Reduce Operational Status and Full Operational Status personnel from all departments to plan for similar training throughout the upcoming two year training cycle..  

9.  COMMENTS:   None additional.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Blood Supply Unit; Blood Shipment; Blood Inventory.

4.  TITLE:  Requirements of fully operational blood supply unit (BSU) and Area Joint Blood Program Office (AJBPO).

5.  OBSERVATION:  C3F designated MERCY as theater BSU and regional blood manager for KERNEL BLITZ 99 without supporting resources.  The Blood Bank Officer aboard the MERCY received no additional information or direction in preparing for this exercise.   Attempts to simulate movement of blood products from MERCY to other platforms failed due to lack of air transport.  

6.  DISCUSSION:  The BSU is responsible for blood receipt, storage and distribution in theater.  It is required to provide a five day storage supply of blood products based on MTF proposed requirements and blood reports.  The hospital ships have no air resources and must rely on the availability and willingness of medical regulating and combat helicopters to deliver blood where it is needed.   

Additionally, the hospital ship are assigned as a casualty receiving ships.   Available manpower may not be adequate to simultaneously handle large scale internal blood needs and distribution of blood for theater assets.

7,  LESSON LEARNED:  ABSU requires dedicated transportation asset availability to provide dependable blood support.  The AJBPO must be involved throughout in the exercise planning meetings to identify resources, capabilities, and needs and to coordinate plans with other platforms.

8.  RECOMMENDED ACTION: Involve blood bank specialists in initial operational planning stages and throughout the planning cycle for major exercises.  Provide the BSU with its own separate manpower and air support.

9.  COMMENTS:  None additional.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; Blood Reports; Blood Shipment Messages.

4.  TITLE:  Standard format required for blood reports/blood shipment messages.

5.  OBSERVATION:  Inconsistent direction and format for blood reports and blood shipment messages.

6.  DISCUSSION:  Voice message and standard message traffic guidance on blood reporting is inconsistent and promotes confusion.  The Administrative Support Center had outdated guidance for blood messages.  The Theater Medical Core Services Web based in-transit patient tracking visibility program prototype deviated slightly from the Joint Program handbook format.

7.  LESSON LEARNED: Different reporting information for blood usage/shipment is required for

various message reporting formats.  The Joint Program Handbook  format requires message codes that do not provide a specific breakdown by ABO/Rh type.

8.   RECOMMENDED ACTION: Update instructions and references to eliminate unnecessary data and confusion in reporting and interpreting blood related information. 

9.  COMMENTS:  None additional.
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2.  EXERCISE:  KERNEL BLITZ’99
EXERCISE DATES: 18-30 April 99

3.  KEYWORDS:  Hospital Ship; MSELs; Training; Damage Control; Fire Fighting.

4.  TITLE:  No Major Scenario Events Lists (MSEL) Implementation.

5.  OBSERVATION:   MERCY did not receive a MSEL that tested the capability of the medical staff and crew response in a combat environment or to a real world degradation of its MTF capability.

6.  DISCUSSION:  KERNEL BLITZ exercises serve as the Fleet Exercise for MERCY.  Previous platform training involved challenges to both casualty reception and our ability to fight the ship.  MERCY expected to be tested in all areas of readiness.  By 27 April 99, the exercise seemed over as far as the introduction of further game playing.   MERCY responded to MSELs during KERNEL BLITZ 97.

7.  LESSON LEARNED: MSELs should be coordinated with the MTF casualty reception plan and inserted in the appropriate situation.

8.  RECOMMENDED ACTION: CEG team membership should include expertise in damage control and fire fighting.

9.  COMMENTS:  None additional.
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6.  Title of lesson learned    
Training
7. Observation:

Many personnel understandably feel uncomfortable performing medical duties or procedures for which they had little or no training or which were outside their areas of expertise.  

8. Discussion: 

As the practice of medicine has evolved and progressed toward increased specialization, operational platforms may lack the appropriate mix and number of providers to give optimal care for the sick and injured.  In wartime, and based on current hospital ship staffing levels, personnel may very well have to perform procedures, monitor patients, and take independent actions for which they have not been formally trained nor for which they have clinical privileges in peacetime medical treatment facilities.  For example, gynecologists may have to perform procedures usually accomplished by general surgeons; nurses may have to insert chest tubes or be team leaders in cardio-pulmonary resuscitations; and, corpsmen may have to monitor patients on ventilators.  In addition, staff may need cross-training to function in areas requiring their designators and NEC’s.

9. Lesson Learned: 

Members of the medical team assigned to hospital ships need additional training to assume responsibilities not generally required in medical treatment facilities during peacetime.

10. Recommended Action:

1) A training program should be established at all medical treatment facilities that act as sources for personnel sent to hospital ships. 

2) The bulk of the initial training can be accomplished at primary duty stations; it can be perfected during the movement of the hospital ships to their deployment stations.  These skills should be practiced and coordinated in medical exercises such as Kernel Blitz.

3) All Nurse Corps Officers should have completed the Trauma Nurse Care Course prior to being assigned to the platform.

4) Use mid-level providers (i.e., nurse practitioners and physician assistants) to provide medical care in areas other than the critical care setting (e.g., care of casualties on the general wards and in sick call).

5) Staffing for patient care must reflect acuity of casualties and qualifications of staff.  

6) In particular, all levels of providers (physicians, nurses, nurse practitioners, physician assistants, and corpsmen) require exposure and experience in the treatment of burns.

11. Comments:

To ensure team development and training to accomplish strategic objectives:

1) A thorough review of the training plan for all members of the medical team assigned to hospital ships should be completed prior to each deployment.  

2) This review should identify additional wartime procedures and duties that can be taught to personnel not normally trained to do them in a peacetime situation.  
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6.  Lessons Learned/Issues Specifically For MTF Mercy

The CEG team offers this for your consideration as you continue your quest for excellence.  Many were suggested by MTF staff and all are respectfully submitted with great appreciation for your outstanding work.

FACILITY RE-CONFIGURATION/UPGRADE ISSUES: 

1. Strongly recommend significant redesign of a space for care/management of CBR patients – nothing even approaching adequate currently exists.  Isolation room(s) with anteroom and proper ventilation for contaminated cases are also needed, requiring alterations to the physical plant.

2. Hydraulic doors should be installed along dominant patient movement pathways, e.g., between Casualty Receiving (CasRec) and the Operating Room (O.R.), Operating Room to Post Anesthesia Care Unit (PACU), etc.

3. Communication networks (?hardwire, phone, intercom) are recommended between all individual operating rooms and the Main O.R. Control Desk., CasRec, Radiology, Blood Bank, etc.

4. More telephone lines are required into the O.R. main desk.  Currently there is a single phone line available in the OR for both incoming and outgoing patient information and communications.  Under full operating capabilities, this would be unsafe.  Additional phone lines or other communication modalities should be installed between the O. R. and other main areas of the MTF.

5. Casualty Receiving privacy curtains?  (considerable concerns with patient privacy/dignity issues but not many answers).

6. Recommend installation of a rotating beacon or some other type of visual signal in CasRec to warn of imminent arrival of patients (activated as elevator begins descent from flight deck receiving area).

7. Recommend that a window be installed to provide personnel access to Blood Bank in hall between Casualty Receiving (CasRec) and O.R. – Current design of work station in passageway obstructs patient flow

8. Recommend sunken, drained vice raised floor in casualty receiving bays nearest patient access elevator.  Current design makes equipment movement (e.g., portable X-ray machines, cast cart, etc.) difficult and potentially unsafe during rough seas.

9. Communications from each trauma bay to central desk would increase efficiency (telephone?).  Consider some type of signaling system for required assistance.  Current design of raised colored ring on bay columns to attract Triage Officer’s attention could be adapted to call for X-ray, runner, etc.

10. Current storage for patient overbed trays under top bunks on patient wards have potential as “head knockers” - safety issue for patient in lower bunk 

11. Limited redesign of trauma bays to include worktop space – consideration of CHCS terminal at each station.

12. I.V access and maintenance for patients in top bunks is a concern, as are other treatment issues.  Careful consideration of patient placement on the wards is a must.

13. Strongly recommend that additional sinks be installed in the ICU spaces.  Currently, each ICU contains a single sink which must be used by all personnel caring for up to twenty patients.  This is inadequate from an infection control standpoint.

POLICY/DOCTRINE ISSUES:

1. Establish policy and doctrine for Echelon III platforms with respect to CBR casualties.

2. 2000 hours daily CEG team communications did not work well (fireside chats) – lots of time expended for little return.

3. If policy and/or doctrine for management of Prisoners of War exist, they were not employed during course of exercise.  

4. On 4/25/99 the numbers and flow of casualties to USNS MERCY were unrealistic.  Twenty-four stretchers with 20+ critically wounded were dumped from a single helicopter.  Total number of casualties managed this day exceeded 100.  This was a set up for failure – most strongly recommend that this unrealistic expectation not be placed on MERCY again.  (This one time it was acceptable to test the limits of the “finely oiled machine”, but people will not build on what might be perceived as failure.)

5. Charts and algorithms must accompany all patients at all times – this problem originated external to MERCY but resulted in degraded patient management/training opportunities.  

6. Develop policy/procedure for care of the dead and include this as part of the drill – "dead" manikins were stacked in corners or under beds during this evolution.

7. CEG Team indoctrination course – much more time needs to be spent on care and feeding of manikins so that they are not damaged and unavailable for future use (e.g., no tape directly on manikin).  Ship’s company needs same training.

8. Recommend soliciting input from participants as to whether more live patients or more manikins should be used in future exercises.  Reactions to this question among CEG team members were mixed.  

9. Take steps to improve realism – particularly important for more junior personnel.  Use all equipment, including disposable supplies – benefits of more realistic training should be worth expenditure.  Include universal precautions as appropriate.  Add bandages and wounds.  Manikins may be more useful in these situations – allows for undressing, checking for ordinances, etc., without violation of privacy for “live” casualties.  

10. Consider designated lift resource for MERCY and other medical platforms

11. Ship’s company need to be informed on reason and importance of VIP visits.  Many expressed frustration that VIP’s were “interfering” with exercise.

12. Several MTF staff members requested that special activities planned by the MSC cadre be announced with an appropriate place to view.  For example, several would have been interested in viewing the launching of the life boats but were unaware that it was occurring.

PATIENT CARE/SAFETY ISSUES:

1. Use of safety straps needs to be emphasized, particularly since this is an “afloat” hospital with rolling, pitching, etc.  Particular requirements of transport of both patients and materiel in a shipboard environment should be emphasized. 

2. “Patients” were observed on litters in CasRec with siderails down and no personnel in attendance.  Staff should be reminded that this is a safety hazard.

3.  A single Staging/Holding area for patients requiring surgery ASAP would be better than current plan of using multiple areas including ICUs, wards, and/or CasRec area, particularly for unstable patients.  Patients need constant attendance by a qualified surgeon who should care for and repeatedly triage these patients, prioritizing them on a regular basis for O.R. access.  This is a significant redesign in patient flow and staffing that should be considered due to dynamic nature of trauma patients. 

4. Trauma bays immediately adjacent to elevators need to be cleared to make room for additional incoming casualties ASAP even if none are currently expected – not acceptable to use as a pre-op holding area.  

5. Patient reassurance needs to be given – carefully and guardedly.  Staff needs to be reminded to practice caring, compassion, dignity and respect.  Patient privacy/dignity issues need to be at least addressed.

6. Use of standard x-rays in Radiology Department should be considered for some patients depending on severity of injury.  Flow of radiographic use was from portable X-rays in trauma bay to C-T scan resulting in backlogs. Use of standard techniques in radiology suite where appropriate will improve patient flow. 

7. All belongings of patients need be checked for weapons or ordinance (at least a mock check) outside the ship’s skin, after which some type of tag or labeling device should be applied so that all personnel can easily see that this luggage has been properly examined.  Policy regarding this may be in place but was not carefully followed or universally known by MTF personnel.   

8. Recommend single appropriate antibiotic to be given as prophylaxis for all trauma cases as is the practice at some trauma institutes.  This avoids miscalculation of dosages and reduces inventory.  Question was also raised with respect to universal administration of tetanus booster to all casualties.  

9. Standing orders are recommended for efficiency of patient flow.  Pre-op surgery check-off sheets were either not available or staff was unaware of need for such an item.  These are articularly important if number of casualties requires placing one group of patients on a unit that usually handles another, e.g., surgical patients on a medical unit.

STAFFING ISSUES:

1. As medical and nursing education has changed and progressed towards increased specialization, the MERCY staffing requirements may not have the appropriate mix of providers to give optimum care for the mission.  For example, can an Ob-Gyn Surgeon be used interchangeably with a General Surgeon?  Can a specialty unit corpsman be used to push IV narcotics and give patient transfer reports instead of a nurse?  More real-life, more real-time cross training at the primary supporting facility may be indicated to better prepare people for multiple area taskings. 

2. Unrealistic nighttime ICU staffing was observed, i.e., 9 ventilator patients and only two nurses.  Occasional patients were observed that had not been seen by their physician in 48 hours.

EQUIPMENT ISSUES: 

1. Recommend that limited surgical instruments be immediately available in CasRec, e.g., limited laparotomy set with some vascular clamps.

2. Recommend immediate availability of hand-held Doppler ultrasound unit in CasRec.  Was requested several times requiring someone to obtain it from O.R. spaces.

3. Develop an acceptable, easy to use medical record, preferably in form of flow sheet with minimal number of loose pages.  Need areas to enter test results, etc.  Numerous patients were received as transfers without results of tests/studies-radiology exam results were particularly mentioned by MTF personnel.  Is voice transcription a possibility?  Army may have a superior product already in use.  

4. Need Ambu bag physically in place with all ventilators in case of power failure.  Staff was unable to verify that sufficient numbers exist in the current inventory.
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6.  Title of lesson Learned    
Casualty Management
7.  Observation:

Training opportunity was degraded by absence of patient scenario/algorithm and/or treatment record as casualties were accessed into or transferred within the healthcare delivery system.  Absence of these critical elements led to provider and CEG team frustration.  Frequently, the entire prior named elements had to be improvised in order to continue the training/educational process.  This was less than optimal.        

8.  Discussion:

Maximization of the learning opportunity is dependent on carefully constructed and pre-planned patient care scenarios and associated algorithms.  Apparently, less than optimal prior planning resulted in few casualties being matched with these critical elements.  It is also possible that scenarios and related algorithms were lost in transit.  Similarly, patient treatment records, which were essential to continuity of patient care, were either lost during the transfer of the patient or had not been generated prior to the transfer. 

9.  Lesson Learned:

Absence of scenario, algorithms, and patient treatment records degraded learning opportunities.  In real life, this could translate into unnecessary patient risk.   

10. Recommended Action:

Develop methodology to ensure patient scenarios, algorithms, and patient treatment records accompany each casualty at all times.

11.  Comments:  None  
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6.  Title of lesson Learned:    
Casualty Management

7.  Observation:

Good record maintenance and, in turn, casualty flow, were hampered by lack of adequate area and/or worktop space to make entries into the medical records.  Similarly, CHCS terminals were not efficiently placed to facilitate order entry and other charting functions.  Physicians and nurses were noted trying to make chart entries while standing in aisles and while in transit from one location to another.  Some of the resulting entries were too short and/or unreadable.    

8.  Discussion:

The maintenance of the medical record is a fiduciary

responsibility of all providers.  Adequate time and resources must be allocated to this function to meet accepted standards of care.  Technology is currently available to enable this responsibility.        

9. Lesson Learned:

Improved patient care documentation will result from appropriately located terminals, desks and/or counters.  Similarly, application of current technology could improve record maintenance.  

10. Recommended Action:

(1) Convene working group to study appropriate placement of terminals, desks and/or counters to facilitate charting functions. 

(2) Convene working group to study feasibility of abbreviated medical record, electronic medical record, voice transcription, and other modalities to improve medical record maintenance.

11.  Comments:  None

1. Overall Classification

UNCLASSIFIED
2. Exercise/Observation


Kernal Blitz ’99

3. Completion Date


30 April 1999

4. Submitting Command


USNS MERCY

5. Observers



COL Joyce Thornton, AN, USAR

(941) 590-7507 Thornton@fgcu.edu

COL Jacqueline Hall, AN, USAR

(404) 321-6111 ext. 6007 hall.jacquelinec_@atlanta.va.gov

LTC Avis Buchanan, AN, USAR

(803) 935-6808

LTC Tempie Evans, AN, USAR

(803) 776-4000 ext. 6167

evans.tempiem_@columbia-sc.gov 

6. Title of Lessons Learned:
Casualty Management
7. Observations:

Confusion regarding status of casualties and realism of exercise.

8. Discussion
1) At the flight deck, the wounded were taken off helicopters, triaged and transferred to Casualty Receiving (CasRec).  Many of the mannequins arrived with moulage.  However, the live casualties did not arrive with any moulage, making it difficult to triage without seeing wounds.  The live casualties would give their diagnoses when asked by triage person and then they were triaged accordingly.  As a result, there were no assessments done in which the triage personnel used their skills at observation to determine further definitive care/treatment.

2) Questions arose regarding the loading of helicopters arriving from other platforms, i.e., Were they loaded according to priority so that the most severely injured were unloaded first on board the MERCY (understanding that conditions can change in flight)?  Also, it was unclear if the casualties were from a Casualty Receiving and Treatment Ship (e.g., USS ESSEX) where they had received definitive treatment or arriving directly from the Battalion Aid Station - casualties are assessed and triaged differently depending on their point of origin.  In addition, all should have arrived with a medical treatment card but many did not.

3) Pre-staging of casualties with appropriate records was not completed prior to the arrival of the first casualties despite prestaging of 100 casualties being a known part of this exercise.  MTF personnel thought that CEG team members would have the prestaging paperwork and CEG team members assumed that the MTF had this information prior to the start of the exercise.  This created confusion and lack of care, compounded when the first transferred casualties arrived at approximately 0800 vice the 1300 listed on the schedule.

4) Wards receiving transfer casualties from OR and ICU: The ward was called and given diagnoses but little additional information.  The team on the ward assigned the casualties according to the level of care indicated by the diagnosis.  However, without evidence that something had been done for these sailors and marines, it was difficult for ward personnel to see the reality and treat casualties accordingly.

5) Even though many of the mannequins had advanced treatment capabilities and were user friendly (e.g., NG and endotracheal tubes could be inserted), none came to the ward with these in place.  It appears that the staff perceived that the use of supplies was discouraged.  There was also a lack of realism when casualties were placed in ward beds still in their uniforms.  There were no visible wounds, dressings or anything that encouraged the corpsmen and nurses to treat this person as a real causality when they were transferred from the OR or ICU.

6) Summary:  Much strength was noted in the ability of MTF personnel to adapt to some difficult situations.  There were also opportunities for improvement.


Strengths:  
· Adequate staffing in the triage and casualty receiving areas.

· Staff were very efficient and qualified

· Well organized teams with a real team spirit

· Strong leadership

· Adapted quickly to sometimes frustrating situations

· Learned quickly to handle situations which could interfere with training

· Great overall performance

Windows of Opportunities:

· Anticipate the movement of casualties quickly, especially from triage area

· Unload casualties from helicopter according to priority of care

Windows of opportunity for the input of casualties into the system

· Casualties should be moulaged according to diagnoses

· Casualty algorithms should accompany the injured at all times.

· Medical Treatment Cards should accompany all casualties coming from the Aid Stations.

· Supplies and equipment should be made available to use during exercises so corpsmen can practice those skills needed.

9.  LESSONS LEARNED

1) Difficult to treat casualties when they come with no visible wounds

2) MTF staff needs to be briefed on the use of the mannequins

3) Pre-load the wards and have adequate documentation when exercise starts

4) When personnel participate as “live” casualties, treat them as “real” casualties to include removal of uniform and treatment of “wounds” to create more realism in the play.

10.  RECOMMENDED ACTION:

1) Adequate briefings so that MTF personnel know the rules of the exercise and expectations

2) Create more realistic casualties to stimulate greater opportunities for treating injured personnel (proper moulage in relation to appropriate diagnosis

3) Provide the necessary equipment/supplies so that the MTF personnel may become competent with all equipment needed to provide quality care.

11.  Comments:  None
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6. Observation:

Mannequins were often not cared for in a manner that met observer expectations.  

7. Discussion:

Mannequins are a valuable aid to education.  They must be cared for as if they were human beings and deserve all of the respect due the uniform that they wear.  They should be treated with dignity, respect, caring, and compassion.  They should not be carelessly stacked and care should be taken that they are not damaged, e.g., they should not have tape or other adhesive placed anywhere on the surface.  If the mannequin is “dead”, it should be processed in the same manner as a human being so that decedent procedures can be practiced.  Failure to properly respect the mannequins dressed in Army uniforms was offensive to some.  

8. Lesson learned:

The mannequins used in mass casualty training must be treated exactly as if they were human beings.  Following the training experience, the mannequin must be carefully repatriated and protected until returned to its owner so that no damage occurs.  

9. Recommendation:

Training directed to ALL participants on proper etiquette towards, and care for, mannequins. 

10. Recommended Action:
1) Provide written information on proper care of mannequins to both CEG members and MTF personnel prior to commencement of exercise.

2) Reinforce that mannequins are to be treated as “real patients” from arrival to final disposition. 

11.  Comments:  None
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6.  Title of lesson learned    
Pre-deployment

7. Observation:

The two-day training session held at the Surface Warfare Medicine Institute on 21 and 22 April 1999 did not adequately address the Control/Casualty Evaluation Group (CEG) Team functions and responsibilities.

(1) There seemed to be two differing philosophies at the meeting relating to responsibilities of the CEG teams. One philosophy was that the team was to fully stage the patient care scenarios and evaluate the quality/appropriateness of medical care.  The second philosophy had the teams assessing patient flow through the system to include communications, continuity of care, and appropriate patient prioritization.

(2) Secondly, the format provided for recording data/information was confusing making it unclear as to what was expected. 

(3) Finally, when we arrived on our platform, MTF personnel had preconceived ideas of CEG team responsibilities that were different from any previously presented to the CEG team members.  

8. Discussion:

There were many good and interesting presentations at the training session but they failed to adequately address the responsibilities of the CEG teams – particularly, platform-specific responsibilities.  None of the CEG team members assigned to MERCY had prior CEG team experience on that platform.  No guidance was given as to how CEG team members were to carry out their functions given the number of patients (casualties) expected.  Far too little information was provided on exactly how to use the Mass-Casualty Medical Training & Evaluation (MMT&E) system and what relationship, if any, MMT&E had to Joint Uniform Lessons Learned (JULL).  

9. Lesson Learned:

Training for CEG teams needs to be platform-specific with clear directions as to exactly what responsibilities are assigned to the members.  In addition, platform personnel should be aware of the rationale for, and responsibilities of, CEG team members.  

10. Recommended Action:

(3) Allot one half day to providing overview of exercise to CEG team members (to be provided by subject matter experts).

(2)
Allot one day to platform-specific training for CEG team members.  Team members need to know exactly what their responsibilities are and how to carry out their duties.  

(3) Provide training on the use of the MMT&E system.  Information on how MMT&E is to be integrated with JULLs is also important.

(4) Inform platforms of the functions and responsibilities of CEG teams

11.  Comments:  None
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6.  Title of lesson learned    Supply

7. Observation:

Members of the medical team aboard the hospital ship were limited in the amount of consumable supplies that they could use during the exercise.

8.  Discussion: 

Training was less realistic on the hospital ship because the medical team could not practice throughout the exercise using actual supplies.  For instance, personnel could not perform simulated procedures using universal precautions nor could they use the available equipment that is required to treat battle casualties.  Familiarization in peacetime with the equipment and supplies that will be used in a wartime situation is vital to optimal care of the sick and injured.  The stated goal for supply consumption was to use expired materials for simulated training.  Additionally, consumables for 30 patients were procured prior to the exercise.  However, the simulated model of patient care was to be used in this exercise (e.g., using tongue blades labeled as supplies).  All levels of staff expressed dissatisfaction that they didn’t have the necessary supplies for realistic training.  Also, shipboard personnel did not have adequate time to become familiar with the AMAL and supplies available for use.

9.  Lesson Learned: 

Specific training objectives must be identified prior to the exercise so that the operational platforms can plan, purchase and use the required consumable supplies needed for realistic, simulated patient treatment.

10.  Recommended Action: 

Exercise planners should provide relatively specific training goals to the hospital ship so that the ROS crew, FOS crew and MTF’s supply officer can collaborate to identify requirements for adequate levels of equipment and supplies.  Additionally, once the level of supplies is identified, the hospital ship should be funded to purchase whatever is needed for the exercise.

11.  Comments: 

By playing the exercise scenario in the above manner, the hospital ship can accurately predict the amount of supplies needed for treating expected casualties, driving overall ship’s AMAL requirements.
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6. Title of Lessons Learned:  Casualty Management

7.  Observation:  CHEMICAL/BIOLOGIC/RADIATION/ENVIRONMENTAL EXPOSURE (CBRE)

In the description of the Mass-Casualty Medical Training & Evaluation (MMT&E), a major component regarding management of personnel sustaining CBRE injuries was described.  The following observations regarding this component were made during the exercise:

a.
A CBRE team was deployed on a periodic basis to the Flight Deck for the scenario of decontamination of exposed/contaminated patients.  To my knowledge this represents the entirety of this area of training.

b.
During the exercise, no patients arrived in Casualty Receiving with any scenario regarding CBRE exposure.

c. There was no specific training in the care and management of radiation exposed casualties

d. There was no specific training in the protection of Medical/Non-medical personnel from chemical agents below decks.

e. There was no specific training in the protection of Medical/Non-medical personnel from biologic agents below decks.

8. Discussion:

In the current environment the wartime risk of casualties sustaining CBRE injuries is real.  This aspect of medical management requires a high index of concern and should occupy an appropriate area of training of all medical/non-medical personnel.  Chemical agents are a real risk to both casualties and medical care givers and need specific decontamination procedures both on-deck and on-board. Radiation injuries represent a unique injury profile and require specific management based on exposure and effect.  The salvage of highly exposed individuals may require the specific management of bone marrow transplant procedures out of theater.  The current concerns of the present day biologic agents is primarily bacterial.  There is a real risk of exposure/contamination and infection of personnel by both bacterial and viral agents.  In addition to specific medical management and treatment of exposed casualties, protection of personnel requires identification and isolation of exposed personnel to prevent additional casualties.

9. Lesson Learned:


a.
Limited training occurred for medical personnel regarding CBRE casualties    

b. Specific care and management programs for radiation exposed casualties need to be developed for on-board management with some plan for identification of highly exposed patients and the possibility for the need for out-of-theater transfer for bone marrow transplant.

c. On board decontamination below decks of chemical and biologic casualties with specific training in protective gear.

d. Development of protocols for isolation and treatment of biologic exposure with specific emphasis on protection of medical personnel.

e. A review of current on-board ventilation mechanics to prevent widespread exposure of biologic agents to all on-board personnel. 

10.  Recommended Action: 

Review of medical readiness and management of CBRE casualties with appropriate emphasis in the training evolution for both medical and non- medical personnel. 

11. Comments:  None

USS CORONADO

LESSONS LEARNED

NH CAMP PENDLETON

LESSONS LEARNED

MISCELLANEOUS RECOMMENDATIONS

SURGICAL COMPANY

1.  Topic:  Initial Planning

Discussion:  The Surgical Company Commander was often looked at as the Medical Planner for KB 99.  The actual Medical planning cell was from the G-4 HSSE.  The fact that the G-4 rep was often an E-7, and the Surgical Company Commander was an O-2, the lead element assumed that the officer present was the lead planner.

Recommendation:  Continue to educate all concerned regarding the different roles of the Medical Department within the 1st FSSG.

2.  Topic:  The Surgical Company in a stand alone environment

Discussion:  The Surgical Company was in a “stand alone” environment for 6 days during this exercise.  This made for some logistical challenges regarding morning reporting as well as many maintenance requirements that occurred while 1st FSSG(FWD) was at sea.

Recommendation:  Place a small slice capability of Maintenance Detachment and S-1 ashore with the Surgical Company.

3.  Topic:  Computer Assets

Discussion:  S-6 at Forward signed out 7 laptop computers and did not issue the Surgical Company one.  The Company Commander was forced to retrieve Medical BN assets in order to establish NIPRNET capabilities.

Recommendation:  Ensure that all units/detachments are issued appropriate ADP assets.

4.  Topic:  Flood lights

Discussion:  Flood lights are listed on a Surgical Company T/E.  In accordance with the intent of the Commanding Officer of 1st FSSG(FWD), ORM and safety were the first order of business.  When advised to “turn lights outward” it was decided that course of action would illuminate the position of the rear area security team.  Furthermore, the Surgical Company would never be 1000 meters behind the front line, but more realistically be established in a benign environment.  Upon turning off the lights, a member fell and broke her arm.

Recommendation:  In a training environment, where safety is paramount, keep the flood lights on.

5.  Topic:  Cell Phones

Discussion:  During the CG-1 portion of the exercise, it appeared that much of the communication was via cell phone.  The Surgical Company played an integral part in this exercise…yet had no cell phone.

Recommendation:  Issue cell phones to the key players for CG-1.

6.  Topic:  Inexperienced Ward Corpsman

Discussion:  Many of the Corpsmen assigned to 1st Medical BN have no ward experience, and are expected to fill a ward corpsman position while assigned to a field unit.  Additionally, many of the augmentees have no ward experience.

Recommendation:  Establish an OJT program for the HM’s to become more proficient…make it mandatory if need be.

7.  Topic:  Ground MEDEVAC

Discussion:  On occasion, patients were evacuated by ground without authority from the Medical Regulating Officer.

Recommendation:  Maintain situational awareness and adhere to the MEDEVAC policies.

8.  Topic:  NIPRNET

Discussion:  The ability to run telemedicine and NIPRNET through the same cable/system proved to be ineffective.  This rendered the NIPRNET inaccessible about 90% of the time.

Recommendation:  Have the telemedicine contractors establish their own link or net.

9.  Topic:  Mannequins

Discussion:  While more accessible, the mannequins used for the CG-1 portion proved to less than adequate.  The litter bearer requirement for the mannequins is 2 people with no fatigue factor.  The mannequins weighed approximately 80 pounds.  A marine and his/her gear is close to 180 pounds.  Also, working over the mannequins, the professionals often lost their bedside manner…knowing there would be no patient reaction.

Recommendation:  Use more live actor casualties.

10.  Topic:  Augmentation Billets

Discussion:  There were many shortfalls in the augmentation billets requested through HSO.  Many of the professional billets were not filled, which depleted the capabilities of the Surgical Company.  With the staff on hand, only 4 of the 6 Operating beds (2 out of the 3 operating rooms) were functional.

Recommendation:  Fill all billets requested through HSO to adequately test the “go to war” capability.

11.  Topic:  Air MEDEVAC

Discussion:  The Surgical Company has no T/O line number for a Landing Signal Enlisted/Officer.  There is also no established requirement for smoke or a panel marker.  In this exercise, the Air MEDEVAC pilots were comfortable with the grid coordinates.  In a more restrictive environment, smoke or panel markers may be required.

Recommendation:  Medical BN needs to purchase panel markers for future exercises.

12.  Topic:  Helicopter Litter Training

Discussion:  Many of the HM’s assigned to KB99 had no idea how to move patients to and from helicopters with spinning rotors.

Recommendation:  Coordinate quarterly training with “live” helicopters.

13.  Topic:  Maps

Discussion:  There were no maps in the Surgical Company.  Due to the artificiality of the exercise being at Camp Pendleton, all of the drivers knew all of the routes.  In a real world scenario, the Surgical Company would not have been adequately prepared for ground MEDEVAC.

Recommendation:  Ensure appropriate maps are taken to the field for each exercise.

14.  Topic:  Shock Trauma Platoon(STP) Exercises

Discussion:  On 2 separate occasions, the STP was launched without additional security vehicles.

Recommendation:  Always send security with the STP.

15.  Topic:  Mission Change

Discussion:  It was clear that the missions of the STP and Group Aid Station(GAS) were changed at the last minute.  As briefed, the STP was scheduled to return to the Surgical Company at D+1 and the GAS was supposed to arrive on the beach for “real world” incidents.  The GAS was instructed to participate in the CG-1 casualty play instead of leaving that requirement to the STP.  This led to mass confusion between those two entities on the beach.  Additionally, the STP did not return to the Surgical Company until the evening of D+2

Recommendation:  Do not change the scenario so late in the game.

16.  Topic:  Amphibious Landing

Discussion:  The personnel attached to the Surgical Company need the opportunity to see the amphibious landing in order to understand the Marine Corps order of battle.  This demonstration would help with the full understanding of what it means to sustain the combat effort.

Recommendation:  Add the Amphibious Landing to the training schedule for future Kernal Blitz exercises.

17.  Topic:  SOP’s for Functional Areas

Discussion:  The Surgical Company staff failed to take SOP’s to the field.  These documents are necessary for establishing policy and procedure in order to run an effective unit.

Recommendation:  Take SOP’s to all field evolutions.  Continue to revise current SOP’s.

18.  Topic:  Continuing Medical Education Units

Discussion:  It would benefit the staff if a credentialing policy was established for field medicine training to include quarterly MAP training.  All eligible personnel would be granted a set number of CME’s.

Discussion:  Research the possibility of credentialing future field medicine exercises.

19.  Topic:  Recovering items used for CG-1

Discussion:  Many items used for CG-1 were unaccounted for after the exercise…specifically litters and straps.

Recommendation:  Use different colored litters and straps for future exercises.

20.  Topic:  Blood Bank Block

Discussion:  The Surgical Company failed to take the Blood Bank Block to the field.  This is a vitally important block and needs to be taken on all exercise evolutions for familiarization purposes as well as embarkation considerations.

Recommendation:  Take the Blood Bank Block on all field evolutions.

21.  Topic:  Retrograde:

Discussion:  A solid retrograde is as important as an embark plan.  1st FSSG(FWD) had no established retrograde plan until the 19th of April.  No input was solicited from the Detachment Commanders and no LOI was published.  The retrograde plan had all gear returning to TSB and then was forwarded to parent battalions.  This added one full day of work that could have been avoided had all gear been pushed to parent battalions directly from the field.

Recommendation:  Establish a solid retrograde plan prior to stepping off for any evolution.

22.  Topic:  SST Functional Area

Discussion:  SST moved approximately 150 patients throughout the exercise.  Patient flow went well and staffing seemed adequate with the exception of using SST corpsmen as litter bearers.  Teams worked well together.  Set up was good with immediate and delayed separated on either side of the SST, 5 beds each.

Recommendations:

a.  Staffing - HM’s from SST should not be used as litter bearers. Need to establish a litter bearer platoon from available Marines.  There should be a minimum of 4 RN’s (6 would be better) and 4 PA’s in the SST functional area.

b.  Equipment/Supplies:

1)  Recommended Equipment--space blankets, slide boards/rolling boards, nylon stretchers that can be washed/decon’d, prescription delivery pack, hypothermia thermometers, pediatric AMAL for humanitarian mission, rubber aprons, LP kit, status board/markers, area space fans, UV lighting (antibacterial), replace Hare Tx splints with Thomas half rings and disposable air splints, anoscope (lighted), otos/opthalmoscopes, upgrade defibrillator to a small and battery powered one - current one is antiquated, crichothyrotomy sets, blanket warmer, MAST trousers/or splits for pelvic fractures, 4 sinks, curved Kellys, head lamp for each staff member with battery replacements, battery operated laryngoscope with extra bulbs and batteries, instructional manuals for all equipment, suction machines - battery or foot powered, locking container for narcotics, trays/containers for crash kit/IV kit, adjustable stools, Oxygen wrenches, clip boards.

2)  Recommended Supplies--100 each of disposable handle/blade scalpels, #s 10, 11 and 15, percutanious long line (IV) placement kits (20 each), 18, 16, 14g angiocath’s (several hundred each), oxygen tubing face masks, nasal cannula, lab-card test for malaria, sterile gloves (all sizes), burn specific dressings, ABD dressing, cold cream (to remove war paint), zip-ties, pens/papers, face shields, paper gowns, spinal needles, chart paperwork, hard copy reference material (professional reference) PDR, ATLS, TRAUMA Texts, spray bottles, cleaning supplies, nasal airways, pediatric ET tubes.

3)  Recommended Drugs--Ancef, Cipro, Levofloxoracin, Nerve agent guidelines for pharmacy intervention, hem occult cards, easy cap (END tital CO2 monitor, disposable)

c.  X-ray Machine--there was not much room to accommodate the unit in the SST area.  Lead shields and aprons must be made available to protect the staff.

d.  Pharmacy--needs to be centralized rather than functional area specific.

e. AMAL Boxes that fit together to form shelves, or make shelving units etc.

f.  Pager system for required players, i.e., Physicians, Chaplain, Combat Stress, etc.

g.  SMART cards need to be compatible with triage numbering system.

h. Training scenario was insufficient to predict actual consumable supplies needed/consumed.

23.  Topic:  Operating Rooms

Discussion:  Items missing--Not able to setup all 6 OR tables because AMALs were incomplete.  Many items missing, i.e., Anesthesia machine, Bovie machine.  Have Bio Med Repair Techs to keep equipment functioning. Must find way to clean OR shelters’ floors when performing multiple surgical cases as the build up of blood and body fluids make the floor very slippery and decreases the sterility of the OR.  Need metal grates or something in front of each OR door to cut down on amount of dirt tracked into Ors.  

OR nurse must be involved from the start of the setup of the OR. SOP needs to be developed on field sterilizer for training of OR personnel.  Each OR should be setup identical for ease of function.  Was not able to find additional light bulbs for overhead light in the OR’s.  No sterile water or distilled water for use in small autoclaves.  Nurse sent to exercise who was OR nurse was sent to fill Nurse Anesthesia billet.  Not enough exam gloves.  Head light for surgeon didn’t have light source.  Many of the outlets in ORs didn’t work i.e. had ‘short’ in them.  

Recommendations:

a.  Assigned Personnel-- at least one of the 6 OR nurses must be an 0-5. 14 OR techs are needed to be used in the OR and to run CSPD

b.  The OR tables and equipment must be situated to ensure sterile technique is maintained when patients are moved into/onto OR tables.

c.  OR Equipment—Acquire new OR tables with arm boards and safety straps.  OR lights must be more compact and brighter  Suction mechanism needed.  One Bovie per OR table.  Bair Huggers, patient warming devices for each OR table.  Mega Dyne bovie ground pad to replace the disposable one in can now  New device for grounding patient that remains on OR table and can be used up to 18 months Chairs/stools for anesthesiologists.

d.  Additional items recommended--instrument cleaner, brushes, peel package for sterilization of single items, self retaining retractor, Ioban surgical drapes for use as dressing over open and packed wounds.  Renografin/contrast for doing angiograms.  Bigger drains for draining wounds (Andersen, Lg Malocots).  Larger size (24 Fr - 30 Fr) Foley Cath’s to use as drains.  Reusable TA, GIA Guns for stapling bowel, lungs, etc. with the reloads needed.  Sterile disposable back table covers.  Skin stables.  4X8 plain gauze sponges.  Sterile gloves in sizes 

6 ½ , 7, 7 ½, 8.  Heavy gloves for cleaning instruments.  Light weight OR back tables for sterile instruments.    

24.  Topic:  Combat Stress Platoon

Discussion:  

a.  Casualties--the ratio of combat stress casualties to wounded-in-action was unrealistically low.  Based on historical data and predicted casualty rates in future combat operations, the ratio of combat stress to WIA is expected to be approximately 1:3.  The ratio in KB 99 was 1:100.  This low ratio fails to adequately test the ability of the Surgical Company to manage patient flow in an actual combat situation. 

b.  Supplies - combat stress casualties are expected to occur in a ratio of 1:3 to wounded-in action in future sustained combat operations (Belenky, 1990). The majority of these troops will be successfully returned to their units after a brief period of treatment (24-72 hours).  Although the treatment of combat stress is not material intensive, certain basic supplies are needed in an AMAL designated for combat stress platoon.

Recommendations:  Include a sufficient number of combat stress casualties in future exercises to reflect the predicted ratio of one combat stress casualty to every 3 WIA.  (In KB 99, this would have resulted in 40 combat stress casualties vice the 2 that were actually included).  It is requested that an AMAL be designated for combat stress platoon with the following supplies:  Benadryl (50 mgs), Ativan (1mg), [medications contained] Haldol (Intramuscular), Restraints (vinyl; 2 sets) for temporary control of combative patients, 15 pillows, 15 blankets, 3 folding chairs, 15 cots, 1 box of standard form 600’s, log book, blood pressure cuff and stethoscope.

25.  Topic:  The Medical slice attached to LFSP was not mission capable for 6 hours after landing.

Discussion:  

a.  The Group Aid Station(GAS) personnel were embarked on the USS Denver.

b.  The GAS organic and consumable supplies were embarked on the USS Bonhomme Richard.

c.  There was a 6 hour difference between the landing of the GAS personnel and the GAS supplies.

d.  During this time, the only medical capability the GAS had available were the corpsmen’s unit ones and two trauma bags.

e.  The unit ones and trauma bags were brought by personal discretion.

Recommendations:  

a.  The GAS personnel and supplies should be embarked on the same ship.

b.  The GAS personnel and supplies should be made part of the same landing serial.

26.  Topic:  Unit ones and trauma bags are no longer issued to corpsmen.

Discussion:  The unit ones and unit fives brought to KB 99 by the GAS were personal gear.  As personal gear, the units were irregularly stocked and actual supplies varied widely among individual HMs.  These units’ replacement, a modular field first aid kit is not yet widely available.

Recommendation:  Until the new units become available, reissuing unit ones and/or unit fives with a standard supply would ensure HMs have a minimum capability for casualty treatment in the field.

27.  Topic:  GAS personnel were assigned to augment the Beach Evacuation Station for KB ‘99.

Discussion:  The BES accompanies the first wave to deal with immediate casualties.  The BES IDC and one additional corpsman came from the Shock Trauma Platoon.  Three of the five corpsmen came from the GAS.  Discussions with the corpsmen revealed there was little unit cohesion.  The STP landed as part of the second wave.  The GAS landed as part of the fourth wave.  The GAS had no direct accountability for its own personnel on the beach until all medical assets had landed.

Recommendations:  The BES should not be made up of personnel from multiple detachments.  The BES should be made up by personnel of the first medical detachment to hit the beach to assure rapid personnel accountability and unit cohesion for mission accomplishment.

28.  Topic:  The GAS mission upon landing was unclear because the STP remained in place longer than in the original plan.

Discussion:  Upon landing, the GAS was to fall under the LFSP.  The GAS was to assume the location of the STP, releasing the STP to move forward with the Regimental Landing Team (by doctrine) or to link up with the surgical company (as planned for KB ‘99).

When the STP remained in place, co-located with the GAS, the LFSP was unsure of the mission and potential tasking of the GAS.

With the STP present, the LFSP was unsure of its own mission regarding medical regulating/medical evacuation.  The chain of command between the STP and the GAS was unclear when the two were co-located.

Recommendation:  The STP should be used to augment the GAS in the event of overwhelming casualties.  The channels for medical regulation and evacuation should be pre-planned and distributed prior to embarkation to include the LFSP and GAS with and without STP collocation.  The chain of command between the STP and the unit it augments needs to be clarified.

29.  Topic:  During the mass casualty drill at the BES, the GAS and the STP were not well integrated.

Discussion:  The GAS was augmented by the STP for a mass casualty exercise.  The GAS corpsmen were utilized exclusively in triage and stabilization when casualty receiving was taking place.  The STP corpsmen remained in the evacuation and holding areas, not participating in triage or stabilization.  The M.O.’s and P.A. (1 GAS M.O., 1 STP M.O. and P.A.) worked in the stabilization area. The evacuation station, manned exclusively by STP personnel, was limited by the libretto and by the need of the shore party to have  medical regulating liaison on the evacuation site.

Recommendation:  Clarify the role of the STP when it is augmenting an existing GAS to ensure proper integration of personnel for greater efficiency.  STP medical regulator should be able to form liaison via radio.

30.  Topic  Pharmacy 

Discussion:  In Pharmacy AMAL equipment block 629, vials for outpatient meds are enclosed.  However, there are no labels to affix onto the vials.  Therefore, patients will have no directions or other pertinent info on their vials of meds. Block 630 (Pharmacy consumable) has only outpatient drugs, but most echelon 2 casualties use inpatient drugs such as IV abx, which are supplied in the OR, SST and Ward AMAL blocks.  When the OR, Wards or SST run out of inpatient meds, they go to the pharmacy which does not carry the inpatient medications. Many of the drugs carried in block 630 are drugs that are seldom used today.

Recommendation:  Add labels to 629 blocks.  In addition, add reference material into block 629 such as PDRs, Drug Facts and Comparisons, etc.  Revise block 630 and include more drugs tailored for female usage since more and more are going to the field.  If each functional area is provided a Formulary of all drugs in the Surgical Company and their location, each area would know where to go for their meds.

31.  Topic:  Site location, camp layout, scheduling of trash collection, scheduling of chemical toilet cleaning, water distribution to include source of fresh water for drinking and refilling of water bladders for showers, and environmental issues were already discussed or planned by other individuals.

Recommendation:  Involve the Environmental Health Officer or Preventive Medicine Representative during the initial planning phase.  

32.  Topic:  Hazardous Materials:

a.  Calcium Hypochlorite (HTH 70%) granules stored in original container, inside of a can, located on side of camp with label and marked off with caution tape. 

b.  Fuel spills: Utilities instructed to cover with soil, bag it, and dispose per reference (b).

c.  Batteries:  C and D size batteries were placed into containers, labeled off limits with caution tape and set aside to be properly discarded upon return from the field.

d.  Biomedical Waste: A Biomedical waste shed was created, covered by cammie netting, labeled, and marked with caution tape.

e.  Recycle Program: Consisted of collecting cardboard, metal, plastics, paper, and wet garbage.

f.  Solid waste: Chemical toilets provided and contractor cleaned.  No major health concerns.  Scheduled for cleaning twice per week, but were done at least three times per week.

g.  Gray water:  Shower discharge: Twenty-four shower stalls available.  Water supplied by two 3,000 gallon and one 2,000 gallon water bladders.  Water ran constantly for 1.5 hours per day during the shower hours starting on April 19th.   Personnel would receive minor electrical shocks when any metal was touched.  Reported to Utilities crew. Two soakage pits were dug prior to arrival with Environmental Security on site.  Troughs were approximately 25’ long, 10’ wide and 3’ deep.  Monitored everyday, no major problems.  No breeding of mosquitoes and no foul odors noticed.  Approximately 27,000 gallons of water was utilized for showers. 

h.  Lister bags: Utilized as hand washing stations.  Pumped hand soap available along with soap on a rope.   Set up at chemical toilet locations.  Filled using water from water bulls every day.  Approximately 400 gallons of water was used for hand washing and absorbed into the ground under each lister bag stand.

i.  Fresh water: Provided by four 400 gallon water bulls.  One bull transported into camp from Reservists.  Filled several times throughout the week.  The only functional water fill station aboard Camp Pendleton was located at School of Infantry.

j.  Sand bags and pallets were placed under all water sources to promote absorption and prevent injury to users. No major problems were encountered.

k.  Safety Risk Management: The red lights at night do not produce enough light to see.  Mishaps did occur to include one broken arm due to a fall at night. (Slipped on plastic).

l.  Pest Control:  Spraying is unauthorized in this area.  No major problems noted.  Two baby rattlers, one garter, and one California king black snake encountered with no bites.  One deceased black widow found inside chemical toilet.  Numerous pincher bugs and several miscellaneous beetles and spiders noted.  Several bites were seen at sick call and resolved with local treatment.  Velvet Ants (wingless wasp) were identified and can produce painful stings which may have been the bite wounds seen at sick call.  Colony of bees noted in the gulley across the road from Motor-T.  LT Novak (Entomologist) determined they were not a threat as long as we stayed cleared.

m.  Heat Stress Control Program: Monitored everyday and posted at the Admin tent.  Water breaks were enforced, leading to no major heat stress or illness cases.

33.  Topic:  Open trash dumpster attracted birds, flies, and other pests.  

Discussion:  The grounds around the dumpster were constantly having to be policed due to scattered trash carried off by the birds.  Improvised lids were created using three wooden crate covers.  These covers turned up missing after the full dumpster was replaced by an empty dumpster. Dumpster was emptied on April 19th and 26th.

Recommendation:  Utilize dumpsters with appropriate lids.

34.  Topic:  Chemical toilets.

Discussion:  Sixty chemical toilets were located on site prior to our arrival.  From 14 April to 18 April, there were 60 port-a-johns available for use.  Availability of a forklift to relocate the toilets was limited.  It was later discovered that there was a double order and 30 units were hauled out on 19 April.  The remaining 30 units were strategically placed around the parameter of the camp.  An accurate schedule for cleaning was never produced.

Recommendation:  Have someone from Preventive Medicine on site upon arrival for proper placement of units.  Toilets need to be cleaned at least three times per week.

35.  Topic:  Not enough food was supplied by the 22 Area chow hall for two of the nights.  Spoons were the only available utensil,  and no drinks other than coffee were provided.

Discussion:  Food was supplied by 22 area galley.  Hot meals were served for breakfast and dinner from 17-22 April.  Meals Ready to Eat (MRE’s) were available from April 14-17 and 23-28.  No foodborne outbreaks or illnesses were reported.

Recommendation:  Ensure the original paperwork supports your number of troops and duration of deployment.

36.  Topic:  Hand soap pumps failed to pump out soap when the containers were less than half full.

Discussion:  The liquid pumped soap was great to have until the pumps failed.  The soap was thick and gritty.   Bars were hung at each hand washing station. 

Recommendation:  Utilize a textured soap that is not so thick to prevent plugging.  Review what brands of soap are available in our system.

37.  Topic:  Sanitization of water canteens prior to issue.

Discussion:  The canteens are cleaned upon return to supply and then left sitting in the warehouse until needed.  There is no cleaning or rinsing before used.

Recommendation:  Have a clean GI can with lid filled with chlorinated water to dip canteens into before using.  The can should be placed near a water bull and made available to personnel throughout the field exercise for cleaning of their canteen.  The water should maintain at least 50ppm free available chlorine (FAC) and be monitored by the Preventive Medicine staff.

38.  Topic:  No water was available at the warehouse for MAP personnel during gear issue.

Discussion:  Water bull was on site approximately two hours after arrival.

Recommendation:  Place appropriate water source at the warehouse during check in procedures.

39.  Topic:  Training aids were not up and running by the first training day.

Discussion:  All means of audiovisual equipment was available.

Recommendation:  Check all equipment prior to the first training day and have someone who knows how to work all the equipment standing by for each guest lecturer.

40.  Topic:  No sick call capabilities for the MEDBN personnel setting up the camp. How would this be handled in a real time situation? 

Discussion:  Sick call opened on 19 April by an Independent Corpsman (IDC).  Several cases of hayfever, allergies, and sore throats were reported within the first 24 hours and personnel had to return to the rear for treatment putting a burden on transportation and manpower.  

Recommendation:  Review the orders that prevented us from having a functional sick call upon arrival out into the field.

41.  Topic:  No infection control supplies in the AMAL cans for the wards or isolation tent, not enough personnel to staff the tent, and no negative/positive pressure available within the tent.  

Discussion:  Ward three was being utilized as the isolation and expectant ward.  This fact was overlooked several times and other patients were assigned to this ward.  A biomedical waste shed was created for disposal of waste.

Recommendation:  Review the AMAL list and ensure adequate infection control items are placed into the system.  A GP tent is not going to work as an isolation tent because the issue of positive and negative pressure can not be maintained.

42.  Topic:  Tents are not up to standards for full tactical mode.

Discussion:  The tripled tent used for training had opened gaps and no door closure on one side.  Internal lights can be seen through the tents.

Recommendation:  Replace tents with newer and improved tents better designed to keep the light in and dust out.

43.  Topic:  Inadequate Nuclear, Biological, and Chemical (NBC) training.

Discussion:  There is not enough emphasis placed on NBC.  Providing the MAP personnel with the MOPP gear and Mask long enough to go through the gas chamber is not going to train them on how to do patient care while wearing all their gear.  NBC is reality and we are far from being prepared, especially in the medical field.  NBC training at this time only consisted of three hours of lecture covering only the very basic information and a trip to the gas chamber in which there were several undocumented failures.  I was told that we do not have enough gear to issue out to each member. What would have happened if the flags went up during Kernel Blitz and we were all informed to pack our gear because we were heading out?

Recommendation:  Provide more time for teaching the material and conduct drills.  Have gas attacks, alarms sounding, and put more stress on this issue.  All members attached to an operational platform should be required to have their parent commands provide them with their gear that fits and on hand for any training or real time use.  Medical Battalion should not be responsible for providing all the gear for all MAP. 

USS ESSEX (LHD 2)
1. TMCS

Concerns:

(a) Separation of Smart Card from solider to process card.

(b) Bottleneck in triage awaiting Smart Card Processing.

(c) Mandates expectants and the dead come through triage to be Smart Card processed

 
Recommendations:

(a) Hand held processor that would allow one person to “swipe” card while still on patient.  Rapid, can do many persons in just a few minutes.  Mobile, can be far from main PC unit.

2.  HAND HELD SABER RADIOS

Concerns:

(a) Batteries rapidly extinguish.

(b) “Walk over” by others on other radios not associated with triage. 

Recommendations:

(a) Dedicated saber radios are an indispensable asset for triage.

(b) Keep plenty of batteries on hand.

3. LCAC’S FOR PATIENT TRANSPORT

Concerns:

(a) Difficult to transfer litter patients in and out of LCAC.

(b) Well Deck is sub-optimal for triage, requiring patients to be transported up two levels to do triage in the Hanger Bay.

Recommendations:

(a) LCAC’s are sub-optimal for patient transport.

(b) LCAC’s should not be used for Litter Patients.

(c) LCAC’s can be used for Walking Wounded 

4. M+1 MANNING

Concerns:

(a) Two few Anesthesiologists.

(b) Many surgeons of odd specialties (Maxillo-facial, OB/GYN).

(c) Two few Corpsmen

Recommendations:  

(a) Organize M+1 by teams.  One team would consist of a surgeon, anesthetist, OR nurse, and two or more corpsmen.  Operational requirements and capabilities would determine the number of teams.

5.   ORTHOPEDICS


Concerns:

(a) Orthopedic Surgeon with no Ortho AMAL.

Recommendations:

(a) Though an Orthopedic Surgeon is critical for the PCRTS considering the number of Ortho casualties expected, the role of the Orthopedic Surgeon needs to e defined to determine if an Ortho Block is needed and its contents.

6. MASS CONSUMABLE FUNDING

Concerns:

(a) There was no financial allocation for the use of mass consumable items.

(b) Utilization of mass consumables would allow for realistic triage/mass casualty play.

Recommendations:

(a) Funding of at least $10,000.00 to allow for use of   consumable medical supplies to be used to conduct exercise and provide more realistic consumption of supplies and training.
7. MANNEQUIN USE
Concerns: 

(a)   Weight too little to simulate stretcher-bearer burden.

(a) No interaction with health care providers.

(b) Difficult to store.

(c) Mannequins foster no “esprit de corps” that live actors do.

Recommendations:

(a) Utilize live actors when possible.

COMPHIBGRU THREE

1. Topic: M+1  Augmentation

Discussion:   M+1 manning coordination needs to be centrally controlled.   Too many outside organizations involved with the decision process of who will be filling the billets, etc.  All sponsoring commands must fill billets and minimize personnel replacement and cancellations.  Much confusion resulted in too many commands influencing the M+ 1 manning.  Accurate rosters are critical to berthing assignments, man-overboard accountability and life raft assignment.  Several critical billets were not filled.  Some due to cancellation for legitimate reasons and some for sponsoring command convenience.   The M+1 manning aggregate was 71 personnel with 13 shortfalls.   Surgical specialists,  anesthesia , critical care nurses made up the preponderance of shortfalls.

Recommendation:  Ensure that HSO coordinate with the MTF’s providing personnel and only the HSO coordinate with the gaining command.   Hold commands accountable for personnel not reporting and/ or provide alternate to fill the billet required.  M+1 training needs to occur before becoming a part of the overall exercise.  Intense training 2-3 days prior to execution of KB-99 resulted in unnecessary fatigue.   Overall training was good; however, it did have a significant impact in personnel enthusiasm. 

2. Topic:  Medical Regulating Doctrine

Discussion: By doctrine, medical regulating is defined as the movement of casualties from echelon II and beyond.  However, KB99 demonstrated that the MRCO, CATF Surgeon , and CLF Surgeon must know about, and influence, the entire patient flow beginning at echelon I.  Not only is it critical for efficient movement of patients to available facilities, but the operational Navy and Marine commanders expect medical to have visibility starting at echelon I 

Recommendation:  Medical regulating doctrine, per se, should be replaced with a Navy/Marine coordinated patient movement doctrine closely aligned with air control agencies ashore and afloat.

3.    Topic:  Medical Regulating


Discussion:   Overall medical regulating personnel performed admirably.  The communications connectivity was excellent throughout the exercise.  This was a direct result of the close coordination in the planning phases with the various communication staffs prior to execution   Numerous requests for regulation of casualties from Echelon II ground facilities to Echelon III ground facilities were received.   This coordination should have occurred at the MEDREG level on the ground.  i.e. Surgical Co. and Fleet Hospital     

Recommendation:  Strongly recommend locating a liaison from LF MRCO in LFOC to assist with the coordination of casualty movement

4.  Topic:   Casualty mix during exercise

   Discussion:  The casualty mix during this exercise was not proportionate to the scenario. At least 90% of the casualties received were surgically intensive with inordinate numbers of multiply wounded patients.  There were very few DNBI casualties during the scenario.  Because of the unrealistic patient mix, we were not able to ascertain the true capabilities—and more importantly, the limitations—of the various medical platforms.

   Recommendation:  Recommend that casualty mix of walking wounded and DNBI casualties are more realistic.   The mix of the casualties should be determined by reliable historical data. 

5.   Topic:   Oxygen capabilities on LHD

   Discussion:   Although not scenario driven,  it was determined that oxygen tanks (H cylinders 1650 gal) could be transported to USNS Mercy for refill.  The Combat Cargo Officer and 1stLT coordinated the feasibility of accomplishing this objective.  The 02 cylinders could be palletized and flown to USNS Mercy via Helicopter by one of two methods:  1)  on pallet inside the aircraft ,or  2)  palletized and sling loaded under the aircraft.  Communication with USNS Mercy indicated that they have the capability to re-band and palletize the tanks for return.  The O2 can be safely transported via Helo without concern for pressurization changes  in altitude.  Estimate that Helo’s performing this mission would not exceed 5000 ft. in altitude. 

   Recommendation:  Recommend that this logistical challenge be tested to verify the feasibility of conducting such a replenishment.  Also recommend testing the production of 02 onboard the Mercy to calculate the amount of 02 which can be produced in a given period of time (advertised as 200 “H” tanks per day).  If the Mercy were not available for re-supply, oxygen would quickly become a critical limiting factor in the ability of the LHA/LHD to medically support the ARG/MEU mission.  Therefore,  the OBOGS (Onboard Oxygen Generation System) must be installed onboard the LHA/LHD platforms.  This would produce Oxygen to 93% purity and allow the more pure grade 99.3% in tanks for use in the Operating rooms.  The OBOGS could easily meet routine O2 uses for casualties requiring less than 93% concentration.  Multiple other functional areas of the ships use this system for welding, etc.  Medical department should explore the opportunity to become a user of existing capability onboard if feasible.  

6.  Topic:   Class VIII Supply

   Discussion:   The actual usage rate of  most consumable supplies was not fully tested.   The confusion of availability of supplies for actual usage vice simulated usage hampered the ability to accurately count, track and re-order supplies. The amount of supplies that would have been consumed during a conflict of this magnitude would have required a minimum of three personnel to track notionally the usage of supplies.  Furthermore, the training value could be enhanced remarkably by actually breaking out and consuming supplies.  Ultimately, the ability to save lives during actual conflict would be improved significantly.

   Recommendation:  Recommend that future planning include funding upfront for the expenditure of supplies.  The platform could get ahead of the procurement process  by having pre-authorized DD1348’s  prepared for quick re-supply.  They could be prepared at each functional worksite and be delivered to the Supply Petty Officer at a pre-determined stock point.  This would greatly assist the accurate supply usage rate.  

7.  Topic:  Died of Wounds (DOW) casualties

Discussion:   The actual capacity of the morgue onboard the USS Essex is twelve.  The coordination between the MAO and the FSO resulted in identifying an alternate refrigeration capability in the forward storage area capable of holding approximately 1000 bodies.   Reporting DOW casualties presented an additional challenge.  The medical department would attempt to obtain any identification of the casualty if possible.  The requirement for message traffic to the units/commands of the individuals would be notified if information was available.  If not, a general message would have to be generated simply notifying ALCON of the location of unknown personnel onboard platform xxxx.  The remains would have to be transported to the US Air Force for identification of remains.  Movement of remains becomes a supply department logistical challenge.  The point of actual transfer of responsibility from medical to supply is unclear.

Recommendation:  This needs to be exercised.  The identification of casualties  (DOW) returning to ship could be a significant event.  Detailed guidance for dealing with potential mass DOW needs to be defined for the fleet.  There is ample guidance for handling individual deaths at sea, however, nothing could be found for the larger scale event of unidentified DOW’s.

8. Topic:  Changes to Pre-exercise plan

Discussion:  Various constraints during the exercise necessitated changes to the pre-ex plan.  On several occasions, changes were made by the CEG team ashore or by the exercise control group on the USS Coronado which seemed reasonable and prudent to them; however, minor changes resulted in great difficulty for the operational forces afloat, both medical and line.  Inordinate time and energy were expended trying to identify why changes had been made which were not supportable because of other operational exercise constraints.  As a result both the exercise play and the credibility of the medical department suffered significantly.

Recommendation:  Once the exercise begins, the senior CATF Surgeon afloat (for KB99 referred to as Southern Attack Force Surgeon) in coordination with the CLF Surgeon, must have bottom line approval authority for any changes to the pre-ex plan.

9.  Topic:   TMCS

   Discussion:  The Theater Core Medical System (TMCS) worked during KB-99.  The data fields were not all inclusive for the level of use by the SAF Surgeon and MRCO.  The system has potential, however, it needs refinement.  During KB-99, information was not quickly accessible or easily navigated from field to field.  

   Recommendation:  Recommendations for improvement were passed to the tech reps.  When changes are incorporated in the existing system, it should be further fielded for testing and evaluation.  Recommend test bed onboard large deck amphibious ships.
FLEET HOSPITAL

1. ROLE OF CEG TEAM

Concerns:

(a) Use student CEG members to help with peak flow

(b) Facilitators
(c) Bedside teachers/lecturers
(d) Needed larger team at FHTOC
(e) With proficiency, let students run CEG and cross train other areas (wards,prep/hold)
(f) “Real time” hard to enforce without using consumables
(g) Mannequins
· Mismatch numbers and algorithms

· Prefer human patients
· Lost paperwork
· Lost smart cards
· More capability for our platform – no needles
(h) Moulage for live Marines was time consuming
(i) Use uniform identifiers for all CEG team members
(j) Need more enlisted on CEG team
(k) Need ancillary services CEG team members
(l) Must have Tri-Service members
2. MMT&E

Concerns:

(a) Change two day training

(b) Books are heavy
(c) No inter-operative OR algorithms
(d) Obtain nursing algorithms
(e) Stuff continuum of care into brown envelopes (nursing algorithms or critical care)
(f) Resuscitation to Rehab
(g) Need eye algorithms
(h) Need isolation algorithms
(i) Augmenting algorithms cause confusion
(j) Correct Parkland formula (on algorithm, 4 ml vice 400 ml/kg. Etc)
3. KERNEL BLITZ PRIME

Concerns:

(a) Communications needs to work

(b) Redundant algorithms
(c) Live weapons on training compound
(d) Train as you fight (supply issues)
(e) Need more consumable to actually play correctly – this affects real time patient flow and patient care sustainment training
(f) Complete supply cycle
(g) Need more SF forms at FHOTC
(h) Too much blood initially at start of CASEX – not realistic
(i) Improve Tri-Service visibility
(j) Improve blood play at the treatment facility
4. MISCELLANEOUS
Concerns:

(a) Identified need for Burn Training

(b) Develop a Tri-Service Pocket Translator
(c) Landing Force Staff Medical Planners Course should be required for all CEG members
(d) Purchase MMT&E for each Reserve Fleet Hospital
