Expeditionary Medicine Working Group Meeting 15 April 2004

Attendees:

CAPT Thompson - NWDC

CAPT Kirshner- NMLC

CAPT Zambito – Hdqtrs USMC

CAPT Cox - Hdqtrs USMC

CAPT Hansen - CFC

CAPT Reed – BUMED M3F

CAPT Mitchell- NEHC 

CDR Mitchell – OPNAV 931

CDR Puckett - MCCDC

OPENING COMMENTS:

CAPT Anzalone stated that he would be briefing the SG and Flags in April with the final report of the working groups findings and IRT the deliverables set forth in the charter: 

List 

List of Capability based modules with equipment and personnel packages-Status-Ongoing

Recommendation for restructuring deployable medical capabilities. Status-April 04, 931 briefed FH restructuring plan to SOUTHCOM CoS, BG Lehnert (former 1st FSSG CO, OIF); NOMI (NLL) ; RADM Burkhard (MTF) and RADM Adams (CFFC)—all concurred with plan to modularize the FH

Naval Force Health Protection for the 21st Century “White Paper” currently in for  signature by the Commander of NWDC and MCCDC.  Status-Document is complete.  MCCDC sent for review by SME’s on 21 April.  Expect to be signed by CG, MCCDC and CO, NDWC NLT June 2004.
Ben Paris from Booz Allen Hamilton briefed the various scenarios from the SSC study. Results of this scenario show that the 25-bed configuration may be too small for a large amount of our operations.  

50 Bed model facilities were too small for several of the scenarios they ran. These scenarios where based off real world events.

Based upon discussion by the group on the BAH presentation, we need the following to be include in any future slides:


-Listing the medical capabilities and when they arrive IRT the scenario


-A summary statement on what conclusions our leadership can derive from the data


-Clearly define PAR’s and ensure that they are reasonable based upon the real world operational deployment, i.e. casualties based upon a full USMC BSSG rather what would be at risk.

NEW BUSINESS

It is agreed that there needs to be a continuum between the USMC Surgical Company/Level II and any Naval/Navy Medicine level III capability as well a determination of the interface with the FRSS and FH capability.  Also agreed upon was the need for the establishment of and integration of the 10 and 25 bed FH and FRSS/STP clinical competencies and tactical expertise needed based upon the environment and risk. In the future, NOMI through FHOTC and then the Naval Expeditionary Medical Institute will integrate training.

-CAPT Kirshner requested that the members be given the chance to review any briefs before being presented externally.  

- An important issue that was brought up was if NAVMEDLOGCOM/FHSO have any flexibility IRT the bed size of the EMF’s?  The consensus was that there is flexibility based upon  FHSO’s production expertise and recommendations.  They will use a plug and play approach and will be flexible IRT the requirement for BOS.

- CAPT Whitmeyer and CAPT Anzalone stated that the new FH must have its medical capabilities delineated and logistics and personnel are critical.

- CAPT Anzalone discussed his meeting with RADM Burkhardt IRT the productivity studies underway at NAVMEDCEN Portsmouth in an effort to quantify the real cost of readiness and deployments.

- We all agree the requirements for the FH program should be done via modeling and simulation and by using the PC’s and Task Time Treater Files done by JRCAB/NHRC.  We also agree that we need to develop a CONOPS for the FH.

CAPT Kirshner requested that the WG be briefed on the Time Task Treater Files

CDR Puckett recommended that BAH revise the brief to include the specifics of the capabilities of the EMF.  He wants consistentency IRT JS guidance. He also asked for the development of the CONOPS.

There was agreement that we need to have a decon capability.

There was agreement that we need to work this requirement through the CDP by development of an ORD and CONOPS and that the FH needs a Program Manager.  These processes will drive the POM for personnel.

There was agreement that the WG and NWDC will take responsibility for the combat developments process.

CDR Cook reported that a CDP working group will finalize the process and will be reported to the next WG meeting.

CAPT Hansen indicated that requirements will be vetted through CFFC.

The group felt that it cannot deliver what the SG wants based upon the timeline.  The fielding of a new capability needs to follow the Combat Developments process and will take years rather than months.

CAPT Anzalone accepted this conclusion and will brief the SG.  He will also discuss the transition from the EXMED WG to the Expeditionary Medicine Executive Council under the NeXWEIPT.

The meeting adjourned at 1120.

