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       24 Nov 03

From:
Chief of Naval Operations (N931)

Subj:
EXPEDITIONARY MEDICINE WORKING GROUP MINUTES 

Ref:
(a)  JOINT OPERATIONS CONCEPTS MEMORANDUM  

1. The second meeting of the Expeditionary Medicine Working Group opened at 1412.

2. The following items were covered by CAPT Anzalone:

· Reviewed Force Health Protection (FHP) and the Joint Operations Concepts signed by the Army Surgeon General.  This concept is a radical departure from current practice in that it moves FHP from Focused Logistics (J4) to Force Protection (J3).  The reality is that the concept of jointness is significant and we must focus on interchangeability across the services.

· Reiterated that our current platform centric system is outdated and needs to move to a capability based process.  He mentioned how the Air Force manages their capabilities system with Unit Type Codes (UTC), or buckets of capabilities.  This process will be vetted through the JRCAB.  Additionally, this evolution will need to be introduced to the warfighter for their buy-in.

· Discussed the need to assess validated requirements for surgical care and the need for surgical care where it currently does not exist.  He mentioned EUCOM/NAVEUR and the need for a fly away surgical capability.  One concept is to use Fleet Hospital personnel or OCONUS personnel.  One issue to resolve is the process for back-filling those OCONUS personnel who support the fly away capability.

· Remarked that we need to throw out all of our limitations.  He also mentioned what is going on in HOA as an example of the new ways Naval Medicine is operating with the close collaboration between the FRSS/STP and the EMF-10.  

· Mentioned the Joint Committee On Tactical Shelters meeting that he attended recently and of the needs for us be in coordination with the other services IRT Theater Hospitalization.  He referenced the BASE-X tentage currently being fielded for the EMF+10 and the need for it to be collectively protected.

· Described the PR07 Campaign Analysis meeting that was attended by N931 Staff recently.  He indicated that we have worked on the POM 06 requirement for the MPF (F) and LHA R.  He relayed that the line has given us precisely what we requested IRT medical spaces and capabilities on these two platforms.  Once these platforms are introduced, the fleet commanders will have the surgical capability of the TA-H and FH’s.

· He mentioned that N81 has TMIP on their radar screen.  

· Gave a Naval Reserve update by relaying how RADM Andrus is moving to integrate the reserves into the different platforms and capabilities required to support the warfighter.  We are revalidating THCSSR and will include the reserves to a greater degree.

· Remarked that the C Side in 931 is mapping capabilities through 2023.  He also briefly discussed the FH transformation plan and the change from the current 500-bed configurations to a lighter and more mobile mode.  

· Asked the group for a decision on what to name the FH. All agreed on the Expeditionary Medical Facility (name of capability, i.e. Surgical) +bed size. Example, EMF +10 (surgical).

3.    CAPT Cox made the following remarks:

· Did not pass information on the MED BN reorganization, and remarked that CAPT Zambito is the POC.

4.    CAPT Thompson made the following remarks:

· NWDC is receiving laudatory comments on the joint Naval Medicine FHP document developed with MCCDC entitled “Concept of Naval Force Health Protection for the 21st Century (NFHP21).  This is a positive action that is ongoing. 

· Provided information on the HSV exercise scheduled for 15-16 December at Little Creek.  The HSV will undergo medical experimentation.  An EMF+10 will be onloaded and PHIBGRU and NMCP staff will assess.  The HSV will get underway on the 16th for evaluation of hearing conservation and an FRSS. 

· NMDC is preparing a Navy FHP concept paper that will be signed before Christmas, members will get copy.  The doctrine will incorporate Seapower 21, MC 21 and will given Navy Medicine direction in combat developments.

· NWDC is still collaborating with the War College for war gaming. He mentioned Vanguard 04 and upcoming games on 2 March and 3 April.

5.  CAPT Musashe made the following remarks:

· Reported on the Program Management tasker IRT the FH and PML-500.  He is working with CAPT Kirshner to coordinate the study and a potential move from M4 to M3F.  

· Asked for a definition on the span of control to be done by 931 IRT the FH Program.

6.  CAPT Hansen made the following remarks: 

· CFFC is working with NEHC IRT MNS, ORD for the FDPMU’s. 

· Briefed the FST initiative by CPF and the desire to move all the FST’s under one UIC.  He explained that SURFLANT and PHIBGRP2 are not in favor of this concept. CFFC Surgeon and CPF Surgeon agreed that CPF will conduct a pilot test of this concept.  

· IRT the CRTS Augmentation, HMCS Roach at CFFC is chairing a group of SME’s to  review the requirement of the CRTS M+1 personnel. The WG decided to augment CRTS's with modular/specialized teams to deploy as needed dependent on the type of casualties expected.  Consensus was to front load the first team, however before deciding on the number of clinical providers and specialty mix, it was decided that a separate working group comprised of members from NHRC/OPNAV N931/CPG-2/CPG-3 meet to formulate matrix of projected casualties and the assets needed to care for them.  He reminded the members that the mission of the FST's and M+1 is to augment the CRTS's for war time requirements, thus a change in their ROC/POE must be made.  Pulling from one or the other to support non-wartime missions (MIO's/NEO's etc) degrades both when/if a wartime requirement arises.   

· Recommended that the immediate focus of the WG be the redesign of the FH.  

7.  CDR Puckett made the following remarks:

· Provided an update on the Enroute Care System.  It is a POM intuitive and will be at IOC in FY 04.  CG MCCDC is awaiting approval of the training plan. 

· MCCDC will establish an IPT to develop the requirements document and representation from N931 and BUMED will be invited to participate.

8.  CAPT Cox made the following remarks:

· He sees positive aspects and a natural progression in the efforts of integrating HSS and by blurring the lines between level I and II 

9. CAPT Kirshner was not present.

10. CAPT Brannman made the following comments:

· Explained the history of the development of the FST and expressed a concern that we may repeat mistakes made IRT C2 and lack of responsiveness and continuity if we use a pool of personnel to meet fleet surgical requirements.

· Mentioned that with the onset of the ESG, the CLF and CATF Surgeon separation will be gone and will not be a barrier to true interoperability.

· Remarked that PML-500 fulfills a procurement function for the FH Program.

11.  The following are deliverables and dates for group members:

· Group was asked to think about those issues discussed by the group what we hope to accomplish.

· CAPT Anzalone will discuss the EXMED WG with the SG and will schedule a brief to the ESC on its progress and action.

· The next meeting is scheduled for 12 Jan 1400 at N931.

12.  Point of contact for this matter is LCDR Eric Timmens (N931D1) at (703) 601-1715 or DSN 329-1715.
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