 RIMPAC LESSONS LEARNT: MEDICAL

Personnel

1. Medical personnel in the command chain were as follows: the CCTF Surgeon (RAN) onboard CORONADO; the MNF Surgeon (Canadian Army) onboard USS ABRAHAM LINCOLN; and the ATF Surgeon (US Navy) onboard USS BOXER. Despite requests there was no JMSDF Surgeon as the BIF Surgeon and CCTF had no visibility of medical issues in BIF forces. Having medical personnel incorporated into the various commands worked well, ensuring that medical issues were considered.

2. Recommendations:
a. Each force should have a surgeon on staff;

b. The availability of a BIF Surgeon should be established and confirmed early.

3.
Ashore, the MIDPAC medical organisation was supplemented with personnel from Canada and Australia and provided a 24 hour patient tracking system, relieving the load on the Fleet Liaison medics at MAKALAPA medical clinic and Tripler Army Hospital. MIDPAC also produced a daily signal giving updates of all patients ashore and made contact with individual countries’ liaison staff ashore to smooth patient transfers to home countries.

4.
Recommendations:

a. The ashore medical organisation should be continued;

b. RIMPAC countries should continue to supplement MIDPAC staff for the exercise.

Health Support Plan

5.
The health plan for RIMPAC was promulgated as Annex Q of the OPORDER. It was extensively revised for RIMPAC 2000 and included a flow chart to simplify the process of obtaining medical support ashore or at sea; a “RIMPAC Health Card” for copying and distribution to ships companies, giving emergency medical information for all nations; and a comprehensive list of contact details for all personnel in the medical organisation. This contact list was not completed until after the exercise had started as ships and units were slow to allocate e-mail accounts, causing communications problems. 

6. Recommendations:

a. The medical casualty flow chart, “RIMPAC Health Card”, and contact details should be included in future health plans;

b.
Contact details should be made available well in advance to avoid changes to this essential information after the exercise has started.

Signal Formats

7.
The health plan included examples of medical radio and signal formats: these differed from standard US signals and were not well understood by other nations. The radio format for reporting casualties was confusing and hard for English speaking nations to understand, let alone those countries, which do not have English as their first language. The need to signal medical movements from ship to ship to shore was not understood by US and other countries and made patient tracking difficult. There is no need for a daily spot status report from echelon 2 facilities unless there have been changes.

8.
Recommendations:
a. The radio format for reporting casualties should be revised and simplified.

b.
The need for medical movement signal to be raised whenever a patient moves from one unit to another must be emphasised early.

c.
Echelon 2 facilities should only raise a spot status report to notify changes.

Medical Support at Sea

9.
Echelon 2/Level 3 afloat was available on USS ABRAHAM LINCOLN and USS BOXER. Their physical location and tasking during the majority of the exercise precluded their use as Primary Casualty Reception Ships and real world casualties were flown ashore to Tripler Hospital. BOXER is designed to support an Amphibious Operation but is unable to act as a main medical platform for a war at sea, having communications deficiencies. She was unable to track patient movement or easily communicate with MNF, BIF or CCTF. For the exercise scenario this was a significant deficiency and would have meant that casualties from sea engagements would often have been more than 150 miles from initial wound surgery and stabilisation. The notional USNS MERCY was brought into play to rectify this but needed protection from naval units, tying up valuable assets.


10. Recommendations
a.
The ARG should not be the task force medical manager. This should be delegated to major commands who pass information to CCTF.

b.
If a hospital ship is necessary, commands should be briefed as to the protection it would need.

c.
The inability of the ARG to provide comprehensive echelon 2 care to the fleet should be emphasised.

Communications

11.
The ability to use telephone, signal, radio, and secure or insecure e-mail varied and despite the apparent multiplicity of communications methods there were significant problems in arranging medical movements and tracking patients. The Coalition Wide Area Network (CWAN) included medical pages, and should have allowed easy casualty tracking. By the end of the exercise CWAN, although experimental, was working well but the medical section was not. This was a problem with the design of the medical pages and restricting access rather than with the network as a whole and caused replication and data entry problems. The presence of at least 6 different command nets enhanced the radio communication differences across commands. A dedicated medical regulating net should have eased this but it rarely worked.    The most useful communication method was unclassified e-mail, which worked throughout the exercise.

12.
Recommendations:

a.
CWAN has the potential to be the best way to share medical information and the problems with restricted access, replication, data posting and the design of the medical pages should be fixed.

b.
The need for a dedicated medical regulating net should be reviewed.

RIMPAC Afloat Casualty Exercise 2000 (RACE 2000)
13.
RACE 2000 was designed to test the ability to move casualties around the Area of Operations. It involved pre-positioning casualty mannequins in stretchers, with their personal and injury details, onboard ships before they left Pearl Harbour. Ships had between two and four mannequins each, which were inserted during the Work Up and Tactical Phase. Work Up phase RACE 2000 events were pre-scripted and linked to EOD events, using the same helicopter that brought an EOD team to return mannequins to the afloat echelon 2 platform. There were four events and three worked well: during the fourth the helicopter could not find the ship. During the tactical phase ships with mannequins were instructed to request a medivac when they were deemed hit and out of the action by the exercise control cell. This did not work well. Commanders gave these casualties little priority and only 4 out of 24 were moved.

14.
Recommendations:

a. The RACE event should be repeated. Work up scenarios should be similar to those used in RIMPAC 2000.

b.
Tactical phase casualty movement should be revised: ships should be told they cannot return to the exercise until casualties have been evacuated to an appropriate platform; and some ships should have larger numbers of mannequins (between ten and twenty) to add realism to the scenario.

