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From:  
Officer in Charge, Fleet Surgical Team Three

To: 
Commander In Chief, Pacific Fleet     


Via:     
(1) Commander, Amphibious Squadron One

   
(2) Commander, Amphibious Group Three

           
(3) Commander, Naval Surface Force, Pacific Fleet

Subj:  
POST-DEPLOYMENT CRITIQUE FOR WESTERN PACIFIC (WESTPAC) 99

Ref:   
(a) CINCPACFLTINST 5450.5A

  
(b) COMNAVSURFPACINST 6000.1G

      
(c) COMPHIBGRUTHREEINST 6440.1D

Encl:
(1) ARG/MEU Medical Assets


(2) Telemedicine Cost Savings Analysis


(3) FST Officer Training Roster


(4) FST Enlisted Training Roster


(5) Environmental Considerations


(6) Medical and Surgical Admissions


(7) Length of Stay for Inpatient Admissions


(8) Surgical Clinic Procedures


(9) Operating Room Procedures


(10) Anesthesia Utilization


(11) Medevac Statistics


(12) Sexually Transmitted Disease Summary

1.  ORGANIZATION.  Per references (a) through (c), this document and enclosures (1-12) are submitted as the after action critique for the PELELIU Amphibious Ready Group (PARG) Arabian Gulf Western Pacific deployment from 21 Jun 99 to 21 Dec 99.  The ARG consisted of Commander Amphibious Squadron One (COMPHIBRON ONE), 11TH Marine Expeditionary Unit, Special Operations Capable (11th MEU(SOC)), USS PELELIU (LHA-5), USS RUSHMORE (LSD-47), USS OGDEN (LPD-5), and various Naval and Marine Support Elements.  Enclosure (1) summarizes medical personnel assigned to the ARG.

2.  PERSONNEL.  Fleet Surgical Team Three (FST-3) augmented COMPHIBRON ONE aboard the USS PELELIU (LHA-5) for deployment.  As required by references (a) through (c), the Officer in Charge OIC) and the Division Officer were assigned to COMPHIBRON ONE and the remainder of FST-3 was assigned Temporary Additional Duty (TAD) to USS PELELIU’s Medical Department. 

3. ADMINISTRATIVE/GENERAL 

  A.  Medical Informatics.  Extensive use of medical informatics was made by the Peleliu ARG.  Examples include the use of email to consult with specialists, attachment of digital imagery to email, videoteleconferencing (VTC) between ships in the ARG for review of x-rays, use of VTC between ships to conduct Continuing Medical Education (CME) courses, and use of VTC with shore based Psychologists.  FST-3 Web pages were also developed on both Nonsecure Internet Protocol Routed Network (NIPRNET) and Secure Internet Protocol Routed Network (SIPRNET).  Medical Conops, threat assessments, and medical recommendations for current operations were posted on the SIPRNET page.  Regular phone communication via line of sight systems between ships and satellite links to shore was also invaluable in maintaining a high level of quality care.  To do this successfully the requirements are:

1. NIPRNET and SIPRNET access with email and web browsing for gathering

      medical intelligence and disseminating information to the ARG.

2.  Capability to obtain high resolution digital imagery for patient consultations.

3.  Opportunity to utilize existing VTC facilities.

4.  Phone, email, and VTC connectivity between ARG ships

To maximize the benefits from this technology, considerable coordination must be made in the predeployment period.  This includes ensuring the right equipment is embarked, ensuring equipment compatibility and connectivity, and establishing routing and protocols to send email and VTC sessions.  Coordination of VTC routing and schedules can be particularly complicated.  Failure to do thorough planning usually will make utilization during the deployment too difficult to be successful.  

Medical Intelligence:  Extensive use of Armed Forces Medical Intelligence Center (AFMIC) information on SIPRNET was utilized in addition to the AFMIC CD-ROM, INTERNET medical sites, local military commands, and embassy medical personnel.

Telemedicine Initiatives:  Current available technology was successfully leveraged to provide a higher level of healthcare directly to deployed shipboard personnel with less inconvenience, while at the same time reducing lost man hours and TAD expenses associated with medical consultations (enclosure 2).  Email was sent via the Internet.  Digital imagery was obtained on a digital camera provided by the 3rd Fleet Surgeon.  Videoteleconferencing was conducted over the existing secure VTC system.  TAD travel funds saved totaled $11,000 in addition to 700 saved man-hours.  An added benefit for patients requiring Medical Evacuation (MEDEVAC) is validation of the requirement to be returned to stateside facilities for further specialty care by the specialist that will eventually be providing the services. The opportunity is available to provide VTC capability directly into the medical department, leveraging off of current installations, with relatively minimal costs.  This would allow for a much more extensive range of options for collecting images, both still and video.

Issues:

  - Routing for email consults, tracking, and consultants available for this modality were initially not well defined, and will probably need to be redefined.

  - Clear guidance for the process to initiate VTC’s , the appropriate routing, and coordination in-between all the component commands is lacking.  This became a considerable point of debate among the users with multiple formats and procedures proposed, but no one final solution ever clearly identified. 

Recommendations: 

  - Ensure policies for email consults and VTC’s are clearly promulgated prior to deployment for all projected areas of operations, ideally early in the predeployment phase so the system can be tested during predeployment workups.

  - Provide good quality digital camera capable of high-resolution digital images to each deploying ARG.

  - Ensure the Commander Amphibious Task Force (CATF) Surgeon and Medical Regulating Control Officer (MRCO) have good connectivity with telephone lines as well access to the NIPRNET and SIPERNET.

Issue:  Embarking Marine units have requirements for computers and informatics support, but do not always bring those resources with them.

Recommendations: Embarking Marine units should bring any required computer hardware and software required during the deployment.  If they are unable to do so this requirement needs to be coordinated with the ship prior to embarkation.

  B. Medical Regulating.

Issue:  Attempts to establish a medical regulating net between the Marine Health Services Detachment ashore and ARG ships during predeployment and deployment operations consistently failed utilizing both High Frequency (HF) and Very High Frequency (VHF) frequencies.  Communication in-between the ships was established and maintained.  The reason for the inability to establish communications with the forces ashore was never clear despite a considerable amount of attention focused on the situation.  Information concerning actual casualties had to be relayed via the MEU satellite command net.  During priority operations the command net would be unavailable to transmit medical regulating information and would require a medical regulating net.    

Recommendation:  The ARG/MEU must establish and aggressively troubleshoot a medical regulating net with sufficient expertise during workups and throughout the deployment so that it is available when required.   

Issue:  The location of a Medical Regulating work station is not fixed and must be negotiated each deployment.  Coordination of flight information and operational information with the medical needs ashore are required for a successful medevac evolution. 

Recommendations:  Commander, Amphibious Group Three (CPG-3) should standardize and designate Medical Regulating work stations for all LHA and LHD class ships with the required space and connectivity.  Medical Regulating work stations should be located in (or in close proximity to) Landing Force Operations Center (LFOC) due to the necessity of close coordination with the MEU Air Officer, ACE Operations Officer, and LFOC Watch Officer. 

Noteworthy items:  As the Navy Marine Corps team develops the network centric battlespace, there is considerable potential for improvement and advances in medical regulating.  InterARG email can be utilized in place of some reports over the Medical Regulating Net.  NetMeeting can function in place of an actual medical regulating net to communicate patient information and movement requirements.  This would improve information flow because it is rapid, legible, complete, and the messages can be printed out.  The Command and Control PC (C2PC) computer program can be utilized to determine the geometry between ships and units ashore, useful in real world situations to assist the Medical Regulator in determining appropriate routing of patients.   Both of these programs currently run on SIPRNET.

  C. Berthing.  

Issue:  Through prior berthing space modifications there is insufficient crew berthing to accommodate Naval Support Elements (NSE) on board USS PELELIU.  Upcoming modifications for women at sea could further negatively impact this situation.  

  - FST enlisted personnel were berthed in troop spaces versus ship crew berthing, the OIC was moved to a troop stateroom.  There was no prior coordination between the ship and embarking Marines concerning berthing which resulted in multiple moves, having a negative impact on Team morale and quality of life.  The FST is embarked for an entire year working side by side with the ship’s crew; they rate equivalent berthing to that of the ship’s company.  

  - There is no berthing plan to accommodate the 60 plus medical personnel that might augment the ship if M+1 manning were instituted while Marines are still embarked.  

  - During workups and the deployment, any time the ship had extra personnel embarked, they were typically berthed in medical because of a lack of alternative berthing. 

Recommendations:

  - The ship should have berthing configured to accommodate NSE’s.  If this is not possible they should coordinate berthing with Marines prior to D-180 so when NSE’s embark, their assigned berthing will not change once the Marines embark.  

  - A contingency plan should be in place for M+1 berthing with the Marines still on board.

  D.  Requirements for female personnel ashore.

Issue:  Several MEU(SOC) missions can require the use of female personnel (Noncombatant Evacuation Operations- NEO, Humanitarian Assistance Operations- HAO).  The MEU may not have sufficient (or any) female personnel to perform these tasks.  Manning on board ships does not take into account missions ashore.  Female medical personnel, often requested, are in unique one of a kind billets.  Movement of these personnel ashore can have a negative impact on the ship’s ability to accomplish its’ assigned missions.

Recommendations:  MEU manning should be reviewed early in workups and female personnel requirements identified.  If the MEU is unable to support this requirement and it is an expectation for ships to support, early identification of female personnel should be made with appropriate associated equipage and training.

  E.  ARG Medical Meetings.

Issue:  Successfully providing medical services to an ARG during a deployment requires extensive prior coordination to ensure adequate supplies and procedures are in place.  This requirement was successfully met by this ARG’s medical personnel by scheduling regular meetings during the predeployment workup period including Environmental and Preventive Medicine Unit (EPMU), CPG-3, and 11th MEU briefs.  Even with this there was occasional confusion concerning reporting requirements and supplies.

Recommendations:  Have regular predeployment ARG medical meetings including Marine medical units and dental officers.  Carefully review all requirements and ensure everyone has a solid understanding of the issues.  Emphasize coordination between Navy and embarking units so that all required or desired supplies are available.  Technically correct template examples of required message traffic is helpful.

  F.  Training/Qualifications.

A CME program was conducted ARG wide, allowing for 13 hours of CME.  Seven hours were relayed via VTC to the USS Ogden and USS Rushmore.

All hospital corpsmen were provided clinical and operational training classes in order to further expand their skills and knowledge in a variety of areas.

FST 3 Officer and enlisted training rosters are depicted in enclosures (3) and (4).

Prior to deployment 4 officers were qualified Surface Warfare Medical Department Officers, during the deployment an additional 8 became qualified.  Prior to deployment 6 enlisted medical personnel were qualified Enlisted Surface Warfare Specialists, during the deployment an additional 23 became qualified. One member was a qualified Enlisted Aviation Warfare Specialist prior to deployment, another 3 became qualified during the deployment.

  G.  Quality Assurance. 

Monthly random chart reviews were performed on all 3 ships throughout the deployment.  No significant problems or substandard care was noted.

  H.  MEU Medical Planner.

Issue:  The MEU Medical Planner billet is filled by a Chief Hospital Corpsman with no medical planning experience.  The MSSG Health Services detachment commander was deployed on another ship.  They were unable to provide much assistance in predeployment preparations or planning medical aspects of operations during deployment.

Recommendation:  Fill MEU Medical Planner billet with a trained medical planner.  Alternatively assign the MSSG Health Services detachment commander that role as a secondary duty and assign him to the flagship.

  I.  Fleet Surgical Team Assignment.

Issue:  Currently the Team is split during deployment, the OIC and MRCO being attached to the PHIBRON, the rest of the team to the ship.  However, the OIC and MRCO continue to provide oversight and administrative support for the Team during this time.  This situation adds unnecessary logistical and administrative complications.  FST’s are the only NSE split between 2 commands on one ship.

Recommendation:  Maintain unit integrity and assign the entire FST to the PHIBRON.  Team members can otherwise be assigned duties with and be integrated into the ship’s medical department without any change from how they are now.  

4. PREDEPLOYMENT PREPARATIONS AND ISSUES.  

Overall, a high level of integration between all the medical elements in the ARG was

attained with an associated high level of medical readiness.  Specific issues and recommendations are noted below.

A. FST Manning.  

Issues:  The Internist billet was gapped towards the end of predeployment work-ups.  A TAD replacement came on board for the first half of the deployment, the assigned Internist did not report on board until 30Aug99.  The assigned General Surgeon had orders releasing him during the first few weeks of the deployment.  His replacement was gapped until at least a month later.  He would have then had to turn around and return stateside to take board exams necessitating a relief to be flown out to the ship and back. The final solution was to TAD a surgeon from one of the other FST’s to make the deployment with only 3 days notice prior to departure.  The end result was personnel deploying without the benefit of predeployment training and experience, as well as increased expenditure of TAD funds.

Recommendation:  Ensure all team members are on board no later that D-180 prior to a deployment with a rotation date no earlier than the end of deployment.  This can be accomplished either through adjustment of rotation dates or resource sharing with other FST’s.

Issue:  LHA’s are only manned with one Radiology Technician.  While the FST supports the ship with Laboratory Technicians and a Respiratory Technician, there is no Radiology Technician assigned.  The ship has two X-ray suites as well as 2 portable X-ray units.  The Radiology technician can easily be overwhelmed in high volume or multiple casualty situations.  

Recommendation:  Conduct an efficiency review of Fleet Surgical Teams to determine the potential requirement for a Radiology technician billet to be part of the surgical team activity manning document. 

  B.  Commander Landing Force (CLF) Surgeon.

Issue:  Current MEU(SOC) Command Element structure as deployed does not include a CLF Surgeon.  Typically the Battalion Landing Team (BLT) Medical Officer fills in this role.  We were fortunate in having a BLT Medical Officer that was experienced, having extended his tour to make this deployment.  Other MEU’s may not be so fortunate.  The CATF Surgeon may not have background experience with the Marines, which could compound the problem.  Additionally, the BLT Surgeon goes ashore for most of an exercise and is unavailable to coordinate and advise on medical issues aboard ship.  Lack of experience and availability can potentially have a negative impact on MEU operations.

Recommendations: Assign a medical officer familiar with Marine operations to the MEU Command Element to act as the CLF Surgeon.

  C.  NSE Medical Readiness.

Issue:  Medical readiness requirements can differ between the MEU and NSE’s.  Specifically for our deployment this pertained to Japanese Encephalitis Vaccine (JEV) immunization and permethrin treatment of green utilities which the MEU had done but which NSE’s were not required to do.  This became an issue when we were diverted to support Operation Stabilise.

Recommendations:  COMNAVSURFPAC, with input from the cognizant EPMU’s, should ensure medical readiness requirements for NSE’s mirror those of the MEU to support exercises and contingency operations in both 5th and 7th Fleets.

  D.  NEO Supplies.

Issue:  Support of a NEO is one of the key missions for an ARG.  Current instructions (OPNAVINST 3120.32C, CNSP 6000.1G) no longer contain recommended medical and non-medical supplies.  Currently there is no clear guidance on what should be carried and by which units.  Without an official requirement and guidelines for supplies, there is no validation or consistency in what might be taken on a deployment.  It can also be difficult to obtain funding for these supplies and determine where the funding should come from.

Recommendations: COMNAVSURFPAC, in coordination with the 1st Marine Expeditionary Force (I MEF), should develop a specific list of required supplies unique to the support of NEO operations, ashore and afloat, that should be carried on board each ship.  This should also take into account the current reality of split ARG operations.  Ideally this should be a TYCOM rotating block.

  E.  Chemical Biological Radiological (CBR) Medications.

Issues:  

  - There is a discrepancy between COMNAVSURFPAC requirements for anticonvulsants on board naval vessels for the crew (10mg Valium for 10% of the crew) and that required by CENTCOM (10mg/100% of crewmembers).  

  - There is no specific funding provided for this requirement at either level.

  - Currently there is an opportunity to crossdeck the Valium procured by the Peleliu Supply Department for this deployment to the Supply Department of the next large deck deployer.  The same should be coordinated for the two smaller ships.

Recommendations:  

  - This requirement needs to be reviewed by COMNAVSURFPAC, both by mission type (CRUDES vs. Amphibious) and as a Primary Casualty Receiving and Treatment Ship (PCRTS).  

  - Concurrence of requirements between COMUSNAVCENT and COMNAVSURFPAC needs to be coordinated.

  - Anticonvulsant supplies should be incorporated into the COMNAVSURFPAC rotating CBR medication block.
  F.  Influenza Vaccine Order.

Issue:  We successfully coordinated the shipment of influenza vaccine for the Marines while deployed as part of the Naval Hospital Camp Pendleton order.  This required considerable coordination during the predeployment period and resulted in a substantial  savings to the ships.

Recommendations:  For ARGs that are deployed when influenza vaccine is shipped, ensure close coordination with Naval Hospital Camp Pendleton to ensure a portion of their shipment is sent to the deployed ships on which Marines are embarked.

  G.  Anthrax Vaccination Program.

Issue:  This was the first ARG to initiate and complete the initial anthrax vaccination series prior to deployment.  This was a very successful endeavor, in large part to an extensive educational program, going well beyond what was required at the time.

Recommendations:  This becomes less of an issue as total force vaccination comes on line, but the basic tenant of a solid educational program remains valid and should be continued.

  H.  Supplies.

Issue:  Required supplies on order prior to deployment in some cases did not arrive to the ship until towards the end of the deployment, and in some cases were delivered just before deployment but with expiration dates occurring during the deployment.

Recommendation:  If the supply system is unable to fill required items prior to deployment Prime Vendor acquisition should be allowed.

  I.  Ultrasound training.

Issue:  Ultrasound machines have been placed on all large deck amphibious ships.  No training, certification, or credentialing for their use had been coordinated prior to our deployment.

Recommendation:  COMPHIBGRU THREE and COMNAVSURFPAC should determine certification and credentialing requirements for use of ultasonography as well as identify acceptable training programs.  

  J.  Diving Medicine Training.

Issue:  During a deployment a considerable amount of diving operations occur between the embarked Marines, SEALS, and EOD.  The are no Medical Officers typically trained in diving medicine deployed with an ARG.  We were fortunate in that the BLT Surgeon was also a qualified Diving Medical Officer and his expertise proved invaluable. 

Recommendation:  Identify a Medical Officer for the deployment to receive additional training in diving medicine at the Hyperbaric Medicine course in Panama City, Florida.  

5.  EXERCISES.

Collection of medical intelligence, participation in mission planning, and development of medical Concept of Operations (CONOPS )/ OPTASK Medical documents was performed by the CATF Surgeon with assistance from the BLT Medical Officer.  MEDEVAC planning and coordination was performed by the CATF Surgeon with the assistance of the Medical Regulating Control Officer.  Site visits to host nation medical facilities with potential for receiving casualties were performed by the CATF Surgeon.

Site visits of host nation facilities are crucial to verify current helicopter pad conditions, location, telephone numbers, and to raise awareness that exercises are being conducted in the vicinity and they may have casualties routed to them.

Many individuals and some units, prior to deployment, purchased backpack style water bladders (Camelbacks).  These were invaluable in ensuring adequate hydration of personnel and undoubtedly prevented additional heat casualties.  Their use is highly encouraged.

  A.  Iron Magic, United Arab Emirates (UAE)

This was a bilateral exercise with US and UAE Naval, ground and air forces.  Coordination and plans were made to provide medical support for UAE Naval forces, but no emergent requirement for services emerged.  A corpsman was crossdecked for one day to one of the vessels to provide first aid training.

One member of the ground forces ashore developed symptoms consistent with a stroke during the exercise requiring a long range MEDEVAC to a previously identified civilian hospital at night.  He was subsequently transferred back to the ship for further transfer to the United States.  Upon further testing confirmation of the diagnosis of stroke was made.  There were no other significant medical occurrences during this exercise.

Issue:  This exercise was conducted in the hottest part of the Gulf during the hottest time of the year, less than one week after entry of the Peleliu ARG into the Persian Gulf.  Forced hydration of personnel was rigorously followed, work-rest cycles were emphasized, and most operations occurred at night during the coolest available hours.  Even with these precautions, due to a lack of acclimatization and the extreme temperatures, there were a number of heat exhaustion cases.  Temperatures became so high that shipboard manning did not allow for observation of the standard allowable stay times and still accomplish assigned missions.  Ground personnel were unable to escape from the heat that exceeded black flag conditions 24 hours per day.  Physical readiness testing is prohibited under these conditions in 5th Fleet but we require much more of our personnel during training exercises (Enclosure 5).  Beyond recommending hydration and conducting nighttime operations during the coolest hours, there is no further promulgated medical guidance for operations in extreme environments short of not performing the assigned mission.

    There is no guidance for allowable flight time limits for helicopter flight crews operating under extreme temperatures at low altitude without air conditioning.  

    This leaves Line commanders without any additional medical guidance to ensure the safety of their personnel when conducting required operations in a high risk high heat environment.

Recommendation: 

- Task the Naval Operational Medical Institute with developing additional medical guidelines for personnel operating under extreme environmental conditions afloat, in the air, and on the ground.  

- Coordinate exercise dates and ARG deployment schedules to allow for a minimum of three weeks acclimatization prior to the start of any exercise during the summer months in the Persian Gulf region.  Consider shifting exercise dates out of that timeframe.

  B.  Red Reef, Saudi Arabia
This was a bilateral exercise with US and Saudi Arabian Naval, ground and air forces.  Coordination and plans were made to provide medical support for Saudi Arabian forces, but no emergent requirement for services emerged.  Several members of their forces were treated at the battalion aid station for minor injuries and heat exhaustion.

This exercise was conducted in a hot part of the year (October), but by this time temperatures were cooler and ARG personnel had become acclimatized to the local conditions.  Hydration of personnel was rigorously enforced, work-rest cycles were emphasized, and many operations occurred at night. No further heat casualties were noted.  Enclosure (5) summarizes the environmental data and working conditions.

A site visit to the naval hospital in Jubayl revealed a clean relatively modern facility with a wide range of services.  Many staff spoke passable English.  Of particular note they had a large new hyperbaric chamber staffed with 3 physicians trained in the West in hyperbaric medicine.  It was determined the helicopter pad was too small and had too many obstructions nearby to be safely utilized by CH-46 aircraft.  An alternate site was identified nearby (the parade grounds adjacent to Eastern Fleet Headquarters).  A full report of the facilities including GPS coordinates of the parade ground were submitted to the 5th Fleet Surgeon.

During the exercise one member of the EOD forces afloat involved in mine clearance operations developed symptoms consistent with an arterial embolism requiring a MEDEVAC to the previously identified naval hospital.  Treatment in the chamber was begun within one hour of his surfacing.  He successfully underwent treatment, experienced no further problems, and was subsequently transferred back to the ship.  There were no other significant medical occurrences during this exercise. 

6.  OPERATIONS.

OPERATION STABILISE:  USS Peleliu was redeployed early from the Persian Gulf to support Operation Stabilise providing helicopter heavy lift support for International Forces East Timor (INTERFET) operations.  Coordination with INTERFET was accomplished to assist with MEDEVAC’s and emergency surgical services, but no actual missions of this type were performed.  Limited medical support was provided to the United States Forces International Forces East Timor (USF INTERFET) dispensary in Dili.  Exchange of medical personnel between the Australian field hospital and the Fleet Surgical Team were arranged to tour facilities and discuss interoperability.  No significant illnesses or injuries were experienced during this operation.  One British officer was seen and treated for a sprained ankle.  Two patients required MEDEVAC back to the United States for further treatment and were transferred via military air to Darwin, Australia and subsequently by commercial air to San Diego.

7.  PORT VISITS.

A Medical CONOPS was promulgated prior to each port visit.  CONOPS included identification of the medical guardship, watchbills, points of contact, phone and pager numbers, and designation of the civilian medical facilities that would be used for emergencies.  

SmartPacs were distributed for port visits as well as exercises.  They included information on procedures for notification and guidance for casualty disposition.  The SmartPac also included phone numbers, addresses, and coordinates for local medical facilities, ambulance service phone number and military contacts available for assistance in the host nation.  

The PHIBRON Medical watch consisted of a Medical Officer, Dental Officer, Administrative Officer, and Nurse Officer.  These were rotating watches made up of the respective personnel from the ARG/MEU.  The general surgeon and nurse anesthetist were kept on pagers in the event of an emergency, allowing them to enjoy some liberty in port while maintaining the ability to provide urgent surgical services to ARG personnel.  The Administrative Officer and Nurse Officer also kept pagers.  The CATF Surgeon had an international cell phone that functioned in all ports.  The cellphone proved to be invaluable in maintaining situational awareness of developing medical situations and to coordinate care.

There were significant problems with getting pagers to work and determining the appropriate phone number dialing sequence to utilize phones and pagers.  It is strongly recommended that pagers and phones to be tested while the husbanding agent and port husbanding agent are still onboard to ensure operability and understanding of local dialing procedures.  Subsequently this information needs to be documented in very clear precise instructions.     

Local phone numbers along with hospital conditions and services can frequently change.  Actual verification of all published information prior to a port visit is required.

Transportation was required in almost every port to take multiple patients to local doctors and hospitals.  Often this took a considerable amount of time.  Vans were also utilized as substitute ambulances in countries where the local ambulance service was significantly substandard or nonexistent.  It is highly recommended that a dedicated medical van be designated, or shared with another NSE that would have low utilization of a van.

  A.  Pohang, Korea.  Facility identified to be used in case of an emergency was St Mary’s Hospital.    United States Forces Korea has a medical Liaison, and can be contacted for assistance.   Services were not required during the port visit.  

  B.  Singapore.  Mount Elizabeth’s Hospital was the facility of choice in Singapore.  They were utilized for CT scans and lab work.  Mt Elizabeth has a contract with U.S. forces to see patients with valid military ID card – without requiring a deposit.  

Supporting services were provided through the Medical representative of COMLOGWESTPAC.  They were exceedingly helpful and assisted in making all required appointments as well as arranging lab and imaging studies.

C.  Phuket, Thailand.  Bangkok Phuket Hospital appeared relatively modern and clean.  Few staff spoke English and services were basic although they reportedly have a CT scanner.  Patients evaluated there eventually required return to the United States for further in depth evaluation.

  D.  UAE. 

Dubai- Rashid Hospital.  An older facility but relatively clean.  They had neurosurgical capability and did have a functional CT scanner.  They also had a helicopter pad near the Emergency Room capable of accomodating a CH-46.  This was our designated backup hospital for neurosurgical cases while operating in the vicinity of Dubai.  Appointments for specialty services are made through the husbanding agent. 

Dubai- American Hospital.  A newer clean modern facility with a full range of services.  Many of the physicians are western trained and English is commonly spoken.  Quality of care was considered to be good.

Abu Dhabi- Al Mafraq Hospital.  A somewhat newer facility, clean, and with a full range of services.  This was our backup hospital for trauma and nerosurgical cases while operating in the vicinity of Al Hamra, UAE.  It also had a helicopter pad near the Emergency Room that could accommodate a CH-46.  We did require their services for a stroke patient and he received good treatment.  

  E.  Doha, Qatar.  Hamad General Hospital was designated as the local referral facility. No medical services were required.

  F.  Bahrain.  All patient evaluations and consultations need to be routed through the Naval Support Activity Clinic.  NSA staff scheduled appointments for specialty services in the local community.  Communications via email and phone were essential in scheduling appointments.  Coordination must be made with the schedule of the logistical CH53 flights transporting passengers between the ships and Bahrain in order to limit excessive travel per diem charges. 

During the time of our deployment it was the policy of the NSA clinic to see every patient referred for consultation prior to making appointments in town with specialists, often the same day.  This process appeared to be unnecessarily redundant for an ARG with equally trained specialists and coordination of work-ups with specialists in San Diego.  We requested they take this into consideration with future ARG’s and consider making referrals directly.

Although there are procedures in place to track patients through the clinic such as message traffic and email, this ARG experienced considerable problems in obtaining current, accurate information on the status of patients being evaluated.  Flight information on MEDEVACs, patient appointment dates, and expected dates of return for patients was not readily accessible.  

  G.  Guam.  Consults and services required while the USS OGDEN and USS RUSHMORE were in Guam were provided by the Naval Hospital.  These were coordinated through Fleet Liaison who provided outstanding service.

  H.  Australian Ports.

Cairns- Cairns Base Hospital.  The preferred facility because of a pre-existing billing arrangement, it provides a full range of services.  No services were required during this port visit. 

Brisbane- Royal Brisbane Hospital and Princess Alexandra Hospital.  Both are full service tertiary care facilities.  Royal Brisbane Hospital was utilized for several patients when services were required.

MacKay- Mater Hospital.  A small community hospital with all major specialties represented, but not 24 hours per day except for Emergency Room services.  Utilized for a patient requiring an appendectomy.

MacKay- MacKay Base Hospital.  All major specialties represented and full services available.  

8. EXTRAORDINARY EVENTS.
  A.  As noted under the section pertaining to Iron Magic, one servicemember suffered a stroke requiring MEDEVAC back to the United States where he was subsequently placed on limited duty.
  B.  During the transit between Hawaii and San Diego one sailor was killed in an accident onboard USS PELELIU when his head became trapped in a package conveyor system. 

9.  LOGISTICS.

  A.  Medical logistics were tenuous at best with resupply during deployment minimal.  Some items on order a couple of months prior to deployment did not arrive until near the end of the deployment.  An urgent shipment of refrigerated medical supplies with very specific instruction for shipment to Australia was routed to Bahrain.  For required medications not on AMMAL and difficult to obtain overseas, the most expeditious method to obtain them was to have them prescribed in San Diego and mailed to the ship.  High usage items far in excess of AMMAL were topical antifungals and steroids, and condoms.

B. It is recommended that the following items be added to the current AMMAL:  

1. Small K wires with sharp drill points on both ends 

2. Bowel preparation material such as CO-LYTE or  Magnesium Sulfate

3. Dermatome (Brown or Paget), with skin mesher and palatic template carriers with 1:1, 1:2, and 1:3 ration expansion.

4. Glucometer (for LPD and LSD class ships, quicker and more cost effective than running a chemistry panel when only glucose determination is required).

10.  STATISTICS.  USS Peleliu was the PCRTS and admitted 20 medical patients and 13 surgical patients to the inpatient ward (enclosures 6 and 7) during the deployment.  The surgical staff performed 104 procedures in the surgical clinic and 68 operating room procedures (enclosures 8 and 9).  Sixty-six of the operating room procedures required anesthesia (enclosure 10).  There was one death as previously noted.

A total of 113 consults were tracked.  Consults in host nation facilities and military facilities were made for 56 Marines and Sailors.  Fifteen patients were transferred either ship to ship or shore to ship.  Thirty were MEDEVACed to San Diego (enclosure 11).  Six VTC consults were performed and consultation obtained on an additional 25 by email.  One servicemember required redeployment back to San Diego due to pregnancy.

Sexually transmitted diseases that were followed and treated in the PELELIU ARG include gonorrhea (GC), non-gonococcal urethritis (NGU, presumably chlamydia), genital herpes (HSV, syphilis, venereal warts (HPV), and others (epididymitis).  One positive HIV case was confirmed prior to returning to San Diego.  (Enclosure 12).

11.  SUMMARY.  This was a very successful deployment characterized by a high level of medical readiness.  The Navy and Marine medical components formed a cohesive well trained team.  Available technology was innovatively utilized to provide a high level of care to the Sailors and Marines of the Peleliu ARG.  A number of issues have been identified that deserve further evaluation and consideration.  Most significantly these would be:

  - Development of a standardized NEO supply block for deploying ARG’s. 

  - Development of medical guidelines for operations in extreme (high temperature) environments.  

  - Review requirements for Valium as a nerve agent anticonvulsant on Naval vessels with coordination between USNAVCENT and Type Commanders (TYCOMs).  Incorporate this into the rotating TYCOM CBR block.

12.  COMMAND ADDRESS/ CONTACT INFO:
CDR Bruce C. Meneley

LT Judith Walker

(619) 556-5195


(619) 556-5195

fst3@cpr1.navy.mil


cpr1fst31.peleliu.navy.mil

fst3oic@nosc.mil

Fleet Surgical Team Three

Commander, Amphibious Group Three

Naval Station, PO Box 368201

3985 Cummings Road, Suite 4

San Diego. California 92136-5289
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Copy to:

CNO (N0931)

Commander, United States Naval Forces, Central Command

Commander, Seventh Fleet

Commander, Fifth Fleet

Commanding General, I MEF

Commander, 11th MEU(SOC)

Commanding Officer, USS PELELIU
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