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At the gutset of Operation esert Shield, the Army
Medical Department (AMELDD) quickly lized that 1L wouwld be
raguired to olav a2 critical role 1 2 operation.
Throughout the crisis, however, si icant challernges arose
along the path of preparation. Th MEDD 13 organiz=ed with,
roughlvy, seventy—+five percent of 1ts forces in the rezaerve
Zanponents., Much of the call-up ordered bv the Fresidesnt
was for medical wunits and persaonnel . It is because of this
zi1gmiticant weighting in the reserves of the medical assets
that many 0of the 1ssues were identified. It 1s also true
that the wuse of the unigue Frasidential Call-up authority
surfaced some of these issues.

This paper focuses on 1ssues that presented themselwves
he process of responding to the crisis untolded. They

Deplovabilitv criteri1a of the Reserve Component
ann2t s Clarity of readiness status of units being

and, Command and control of medical assets in
o Each issue is very broad in and of itsel+, but 1s
further narrowed in the discussion to the relationships
between law or policy and the realities of the units
attempting to execute those policies. The methodoloay for
the collection of issues consisted of interviews with
1 2aders, consultants, and officers within the Oftice of the
Surgeon General, U.5. Army, and at the Headguarters, U.S.
Army Health Services Command and the Academy of Health
Sciences, U.5. Army. A literature review was conducted of
the legal and policy documents relating to the Fresidential
Zall-up authority and the implementation of that Executive
Drder. The review included existing and developing AMEDD
doctrinal literature to draw comparisons to the events as
thev occurred.
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IMTROOUCTION

On August 2, 1990, United States citizens awokie to the
news that [rag had 1nvaded the tinv country of Kuwait and
had brutally put down anv opposition. Irag' s official
statement sa1d that the EHuwaltil government was overthrown by

re soluti1onaries who asked Irag for help .l

fAs time passed, & mvriad of political actions untolided
1n the [rag-tuwailti situation. By the seventh of August,
Fresident Bush ordered U.5. combat troops to Saudi Arabia to
counter the possibility of an Iraagi invasion there and to
ass1st the Saudis in their defense. Three davs later, the
Arab League, in an historic move, voted to send troops to
Saudi Arabia, thereby forminaga a Coalition force against
Irag. Only Libya and the Paiestine Liberation Organization
(FL3J) openly backed the Iragis. By the fourteenth of
August, the Fentagon announced that more than twenty
thousand troops were deploved to Saudi Arabia and that
consi1deration was being given to a call-up of reserve
forces.< On Augqust 22, 1990, the Fresident issued an
Executive Order directing a limited call-up of reservists.
Secretary of [Defense [Dick Cheney issued his directive to the

services which began the most extensive expansion of the

Armed Forces in forty years.3

The Fresident’s decision to deploy forces to Saudi

Arabla activated Dperation [Desert Shield. The UJ.S. Central




Command from Maclill Aie Force EBas

L]

Florida was desianated

T2 za2ni1or J.3. headguarters, wlith General H. Norman

th

Crwar2bopf 1n command.

From these much discussed and lti1ttle expected actions,

tirha United States and 1ts Department of Defense found 1tseld

1]

1N many vary naw situations. leployments had occurred;

aommanad ajl1anments had been ordered; reserves had been

)}

activated; but not at this magnitude.

~my Medical Department Ferspectilvsa

At the outset of Operation [Desert Shield, the Army
Medical Department (AMEDD) aquickly realized that 1t would
play a critical role in the operation. The AMEDD is an
integral part of the logistical team providing needed combat
service support during a deployment. But, the challenge
and 1mportance of health service support i1ncreases
z1ani1ficantly when the possibility of lethal combat becomes
reatl . Throughout the crisis, however, significant

zhallenges arose along the path of preparation.

Much of the call—-up ordered by the Fresident was for
medical units and personnel, because the AMEDD is organiczed
with, roughly, seventyv-five percent of its forces in the
resarve components. With the execution of the Fresidential
Ca -up authority, many reserve-connected i1ssues were

identified.
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Many 1=sues were 1dentified during Operation Desert

zhi214d, but this discussion tocuses on three issues that

-

surfacsd as the Corisis unfolded. They are: deplovyabi1l i1ty
criteria of the Reserve Component personnel ; clarity of
reajdiness status of Lunits being activated; and, command and

Zontrol of medical assets 1n theater, Each 1ssue 15 verw
broag 1n and of i1tself, but the focus will be on the
relationships between law, policy, oOr doctrine and the

realities of the units attempting to execute those policies.

The methodologay for the collection of 1ssues consisted
2t intervisews witn l2aders, consdlitants, and officers within
the Office of the Surgeon General, U.5. Army, and at the
Headguarters, U.5. Army Health Services Command and the
Acagemy of Health Sciences, U.5. Army. A literature review
was conducted o+t the legal and policy documents relating tQ
the FPresidential Call—-up authority and the implamentation ot
tnat Executive Order. The review included existing and
developing AMELD doctrinal literature to draw comparisons

hetween stated doctrine and the events as they occurred.
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pepBILITY CRITERIA FOR _RESERVE COMFONENT FERSONNEL

Title 14, Spction &71. of the United States Code (10
J.3.C. 571 reqguires that all nembers of the armed forces
conplete ftha basic training reguirements for their service
prior to assignment to active duty on land outside the

nited sStates and 1t territories and possessions. The 1aw

ui

i+

ine a minimum length for this basic training

-+,

Joes no de
during peacstime, but states that "....1n time of war or

nal smergency declared by Congress or the Fresidesnt,

t

Matil

2 per1od o2Ff regquired basic training (or 1ts eguivalant)

T
TJ

mavy not be l1ess than twelve weeks. " 4,3

When the Fresidential Call-up was announced, the
Assistant Secretary of Defense, Force Management and
Fersonn=l , turther directed that i1ndividuals who had not
compl eted twelve weeks of training or the equivalent would

not be .ctivated.6

Within the AMELDD, there are considerable numbers o+t
officers who do not meet the twelve week traininag
requirement, if the requirement is defined in literal terms.
Those literal terms are generally understood to mean twelve
weeks of military related training conducted under an
approved program of instruction at a branch or service
schoo!l responsiblie for training and preparation of the

otficer for branch gualification. This considerable number
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of D+tricers are, however, already racognized as fully
+unctioning members oFf their reserve units and very

nac2ssary Lo those units tor mission capabi]ltf.7

A complicating factor 1n the process of calling up
units and personnetl from the recerves 1s the limitation the
iaw places on the Fresident or Secretary of Defense acting
1in s behai+t. The limitation 1s that when a unit 13
Zzatl=d, thoss members of the unit who are not 2li1gibl=s for
cali—-uo,., 2r For mission performance, must be released and
mnav not be recalled. Two specific actions resuwlt from this
limitation. First, the Armv, 1n this case the AMEDD, must
be verwv porecise 1n the manner ot s=2lecting units ftor
call —up. A specific unit may be doctrinally required, but
the Army must det2rmine exactly what capabilities will be
received, betore i1ssuing the call-up order, so as not to
lnse the opportunity to gain those skills. Secondlivy, the
Army amust then determine how to insure that the most

advantageous process 1s used for each unit .9

Operation Desert Shield revealed several xamples of
situations in which these policies must be reviewed for
possible changes to facilitate a smoother response during
crisis action. The basic training definition for AMELD

oftilcers 1s one such example.
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Because the AMEDD has reguirements for a wide vari=2ty
ot medical specialtiss, there are very detailed descriptions
Of KM@ DEeCOmNLI3310M1ng reguirements +or these2 specialties.
Most o+ these descriptions provide for clear qgualifications
i 3 skl area, such as degree completion or certification
in ] specialty. Also, the AMEDD frequently wuses thecse
crilteria tor direct commissioning determinations.

Neverthel 2ss, the precommissioning professional training
constltutes the necessary oreparations for officers with
professional degrees to be brought into the a&rmy as
qualified practitioners. Tharefore, th2 AMEDD does not need
twel ve weeks to provide sufficient additional training for
these otficers to be branch gualified. The Surgeon GSeneral
ot the Army reqguested an exception to the policy guidance
+rom the Secretarv of [Detens2 to allow activation of the
reserve component AMELD personnel who do not meet the twelve
wesk training requirement. The thrust of this request was
the equivalency determination for precommissioning
professional training. The Surgeon General also reguested
authority to deploy such individuals following completion of
minimum deployability training of two weeks. The Surgeon
General recommended that a ten week eqguivalency be granted
tor the precommissioning training, thereby leaving a two
week requirement to complete necessary military subjects for

deplovability. 7

Fage 6




Ev miad-December ., 1990, the request of the Suraeon
meneral had receirved approval at the army stat+ and
Zecraetary oFf the Armv lavels, but was awailting approval at
trhe Jdrf1o2 of the zsecretary o+ [etense (030D lavel . In the

iNt=r1im, Uni1gus procadurss were reguiread to 1nswure that

i

azploving unitts were not decimated by a3 severe loss of

stat+ .

In the abszence of a policy exception. the Army
Ofticials tollowed the existing proceduwes to meet mission
reauirements. This necessitated at least threes specific
actions. First, based on the Secretary of thelﬁrmy approval
and the assumption of 2SO0 approval , the '"services basic
training" requirement was defined as two weeks, with ten
wesks equivalency for precommissioning training. This did
not violate Title 10, because fhere was no declaration of
war or national emergency, but it did presume the ability to
3ain approval for the equivalency definition prior to a
declaration by the Fresident or the Congress. If the
approval was not granted, the law would stand as writtan and
many health care protessionals would be ineligible for
sorvice on active duty until completion of th2 minimum
training reguirements, In the jargon of the Fentagon stat+,

thi1s would be a "war—-stopper”.

Secondly, the Army determined which officers in units

baeing alertad required deployment training. These officers
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i

ware assigned o a derivative unit 1dentification code (UJIC

of thelr parent unit. The derived unit was brought to

it
—
[t

2 duty for tralning, wnder 190 J.s.C. 975b which

provides for o uap to fa1ft

[H]

en days of training per vear., to

acslve the =ogulraed two weeks of deplovment tralninag.

-

Lpon completion of the training, the personnel of the

derivabtlyvas wnlt now met the guidance of the Secr

1]
it
1
3
¢
J
-+,

Lt

18
bl

rze and weres activated under 10O .S5.C. &72b to i0in

[

ThE1r parent wunit.,

=3 the third action required, an amendment to Titls 1o
was proposed that would grant the Service Secretaryv the
authority to determine the length of basic training, as
opposed to the specified length of time currently defined bv
I aw . This seems to be a reasonable request, since much oFf
Title 13 grants policy determinations to the Secretary of
Tefense, who can delegate authority to the Service
secretaries. The proposed amendment was not presanted to
Congress before adjournment in 1990, and must be prepared

for presentation to Congress at the 1991 session.!?
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CLARITY OF READINESS STATUS OF ACTIVATED UNITS

Dy

army Regulation 220-1 AR 220-13 13 the Armv ' s

impl amentation document that satistiss the Joint Chiets of

taf+ (JC3) requirements for readliness reporting 1n JCS

Li)

Fublication &. The objectives stated in the regulation ars
to provide a cwerent status o+ units to th2 National Command
Suthorities (NCA), the JUS, HRDA, and all levels of the Army
zhain of command and to provige specific indicators to HOUDA.
These indicators are intended to portray conditions and
trends, 1dentitv factors which degrade unit status., show the
difference in current assets and wartime requirements, and

assist 1n the allocation of resources.!l

The regulation 2xplains in 1ts concept paragraph, that
" tnit Status Reports are designed to measure one aspect of
unit readiness, the status of resources and training at a
given point in time. The report should not be used in
1solation to assess overall unit readiness or the broader
aspect of Army readiness."!< The regulation goes on to say
that while providing a timelyv =single source document for
assessing unit status, the reports do not contain all of the
information needed to manage resources. It 15 this portion

of the concept that is often lost in the routine uses of the

Jnit Status Report data.
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During the sx2cut1on of the

L

ctivations +or ths

i

Fregidenti1al call-up. the Armyv Surgeon Gene2ral ‘s stafs
monitored the situations of 311 medical wunits. On= of the
ini1ti12al checks was the wunit s=tatus level as reported on the

Unit Status Report. lini1ts reporting C-3 or better were
cansi1dered to be sufficiently ready for activation anda, 14

necessary, deplovment.

Army Dfficials were w2ll aware of the =2guicment
short+alls 1n many reserve component medical units,
particularly those hospitalization units which were to be
ajuipped with the Deployable Medical Systems (DEFMEDS) .13 4
plan was developed almost immediately to speed up the
delivery 24 necessary materiel tpo accommodate the

dJeplovment.

Likewisa, training status levels were accepted as
accurate since they reflected the commanders assessment and

nmot a series of specified calculations.

Initially, there was confidence that the personnel
status levels would also represent accurate and acceptable
resource levels of personnegl, but several problems were
euperienced that raised doubts with either the requirements
of AR 220-1 or with the svstem as executed by the

commanders.,
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The aermeral guestion 13 whether or not AR 220-1 and the
Unit Status Report provide a sufficiesnt level of detail to
rnow th2 actual capability of a unit and, therebyv, make the

dJetermination that the wunit 1s deployment ready or mission

i
it
i

zapabli=a? The Unit L3 Report ssems to bes wusaed as 1f it
ware a sufficient determinant of mission capability. Mar

sav that since the report 13 the commande2r’'s assassment, it

should certainly repressnt a factual, accurate statement orf

misz1on capabillityv.

e

rpnother view 1s that AR ZIZ0G-1 describes a concept and
13 1ntended as an i1ndicator, but operators, because of the
pressures ot time and mission, quickly give the repcort a
broader, stronger meaning. The commander submitting the
report has applied the guidance of the regulation and has
r2ported 2 general indicator of readiness. The =xamples
that follow should point out how compliance with a reporting
requirement can camouflage a unit’s need for significant

actions prior to being mission capable.

As hospital units were alerted for deployment, several
were +ound to have substitute surgical specialties filling
their physician slots. (Certain specialties may substitute
for others because they possess similar skills. However,
the substituted officers must be capable of performing the
reguired tasks.) At the mobilization station, the units

were identified as not being mission capable. This example
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=t A proper peacetime assessnent by the commander 13 +12wed

munn di1tterentlty 1n the asssssment of potential combat

W

CEADIN23S ., The true readins=ss ot the unit likely falls

betw2sn the conparative poles and, 1 viewad at an

I
]
it
'™
<
11

Tombart trriage si1te, all surgical capabilities are critical
£2 provide nlission suaoport, While substitution of certair

pecialtiss for a general surgeon i1s correct gndsr

1
=
]

Y]
—
B!
u
it

Certaln conditions, 1t mav be suspect when an ocoportunit -

T
-
[H]
+
i
+
0

1t

2 aptaln the requirsd specialty.

~

A osecond difticulty with the reported readiness levels
was found 1n medical units requiring the 71C, Fractical
Nurze Specialist (91C 15 a designator code for a military
Dcoupation specialty, or MOS). ™Many units were critically
zhort ot the 21C specialty, but had anm excess of other
2nliszted medical specialties, usually the 914 Madical
specialist. Therefore, the units were reporting an
acceptable level in both available strength and MOS
gqualified strength. Because the shortages lumped themselves
1nto one specialty, the level of detail was nmot zufficient

when oniv the Unit Status Report readiness levels were usad.

This issue in Operation Desert Shield mav be less an
issue ftor change of AR 220-1, and more an issue for
adjustment of the flexibility of the Fresidential call-up
authority. The regqulation provides sufficient detail +or

olanning, but changes may be required in other areas to
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21 low +or actilons that inust be taken at the mobilization
ztaci1on. Under the Freosidential call-up authority, only the
taiectaed Ressrve mav b2 called,., The Individual Mobilization
Augmanta2e  [MA) program 13 an excellant vehicle to 1dentify
Cack+1l! personnel for known mobilization reguiraments,
because it falls under the Selected Reserve and would be
aval1laole und2r conditions such as those in Jperation Desert

Shistd., Aauthority to activate the Individual Readv Reserve

{IFRR) , Whicn would also provide an individual pool  of
specialties, cuw- rently comes with the declaration of partial
mobilization. Another alternative to better allow for the
personnel cross—leveling required 13 to propose changes in
the jaw (Title 19) to allow actions under Fresidential

authority to activate the IRR.
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COMMAND AND CONTROL OF MEDICAL FORCES

Mo topic 1 the Army Medical Departmernt aenerates mors

e than command and control o+ medical

T+

n

nal rezpon:

I

MG

[H]

1L

ues of

-t are the 1s

1]
ut

fircaes, Wrapoed within that subyg
Medical Department control of medical functions, such a3
madical evacuation and medical 1ogi1stics;g tactical
commanders use of medical forces: physician versus
nomn-ghysician command billets: and, application of h=2alth

ervice support doctrine to best achieve the medical

1]

Ml1s53510N.

Two 1ssues within this category surfaced during
Operation Desert Shield. First is the long standing 1ssue
ot command selection for medical units. The second is the
determination of the appropriate and necessary level of
—ommand headquarters to command and control units at various

levels of the theater.

Command Selection for Medical lUnits

Throughout its history, th~ Army has maintained a
policy of Medical Corps (physician) commanders for medical
units having a patient treatment mission. Other AMEDD
offi1cers have been placed in command of organizations
without a direct medical treatment mission, such as medical
supply, evacuation, dental, and laboratory units. For more

than two decades, the physician policy has been modified to
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o:ac2 Mzdizal Service Corps officers (non-phvsician

trators) 1n command of these units during peac=time,

wi
(1

mini

th

place them with a phvsiciarnm when the wnit 1s

i1
VT
i
3
1]

ctiv2ly re2cE1ving patients (presumably, 1N wartime) . This
mod1t1C-ation has besn made to retain the averall polizy of

phvsician command, but f£o accommodate both a shortage of

1]
1

phvslzians and the necessity to k2ep physicians 1n contact

i

with patients. In Operation Lesert Shield, l'arge rnumberz of
madiZal units were deployved to Saudi Arabia and were
oreparing +or possible combat casualties. Execution of the
—ommand policy was not wuniftorm and the questions that have

been present for many years must be raised again.

No lTess than six battalion—-equivalent units deployed to
rtne operational area with Medical Service Corps commanders,
who mad trained and organized the units to respond to their
l2adership. All of these officers were selected for command
by a Department of the Army selection board and were slated
tor a two vear command. Shortly atter arrival in the area,
tive of these officers were replaced in command by
physicians in accordance with the policy in AR 600-20,.

These physicians had been assigned to the units through the
Frofessional Officer Filler System (FROFIS) and were
essentially unfamiliar with the operational policies,

procedures, or personnel issues within the unit. In the




—~2mal1ning iinl1t, the senior conmander =lacted not to repliacs

Ehs Ccommandar .

There are manvy 2moti1on-nased assessments that are

IOMBEC1INas nage Cconcerning the leadesrship abil it ie:

in
J
+
1t
u )
|1

2ffi1o2rs who are called upon to assume commandc Lnder hthese
condilitiocns or Lhe ensulng morale of the units 1n which zwch
TNANges occur., Those assessments are speculative and

araqumentative and serve to add little to the di

ui

TUS310N.
The reality is that the otficers appointed perfsorm to the
Dp2st of their abilities and that the unit personn2s]l work tao
the best of their abilities to support the appointed
commander. The policy o+ command replacement and command

selaction 1s, however, seriously +1awed.

The questiornz., then, are several. Does a policv of
phvsician commanders for active treatment facilities remain

neces

it

sary? I+ so0, then shouldn‘t the physician command the
ani1t full time? Loes the current policy affect morales in
the units 1nvolved? Does the current policy deal fairly
with the commanders involved? Is the current policy the
best policvy to produce mission ready units when required?
Are non—-physician officers, given anciliary training and
artensive experience, able to incorporate the

medical —specific advice of a staff physician when necessary
tor the welfare of the patient?” And, can a non-phvsician

nfficer with specific preparation for command better execute
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tha oritical leadersnip actions o+f Ccommand to the gresater

1

ntenafit 9Ff the unit and the overall nissi1on™

The

I
[11]

lection of commanders 135 an 2xtremelv 1mportant
aecl1s10on and not all officers are capable of command. The
questicon Ot physician 2r non-physician 15 far l=2ss 1mportant
than the guestiaon ot tundamental knowledge of operational
Togncepts of the Arnmy 1N the tield, knowladge of health

s@rvice support Jdoctrine and capabillities, and the mettls

2Ng training to be a commandcer. The officers who meet those
Criteria should be the commanders o+ medical units oragaring
for and executing combat missions. AN appropriate policy
change would result in all qualifi=d AMEDD officers
comp=2ting for selection to command medical wunits and
ramaining in command until the normal completion of the

assignment .

Such & policy should include all branches of the AMELD
and wouwld be similar to an existing policy in the Navy. The
policy would select only the best gqualified commanders and
would not be involved in branch gquotas or representation.

It would seek to place outstanding commanders in units and
remove the necessity of replacing a proven commander during

possibly the most crucial period of a unit’s history.

The policvy change described oresumes a rational

appraoach to command of medical units. It describes a system
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N which <he gualiti1cation to command and anm undercetarnding
z+ the madical m1iss10n ar2 the principal attripbutss, withoot

Z1f1C ~=23ard to a medical degree.

[H]

L

Eat=lalc

. Nowever, an 2]l2ment of the 1ssu2 OoFf command

11 medical units that does not 1t this r-tiormal model . it

2lates Lo the 1dea that in medicine, the physiciam 1s

totallv responsible for the treatment and healing of the

it

atient and, thus, must be 1n charge of all aspects of th

W

[

treatment . This thought process has 1led to the belief that
3 phvsici1an should not be subordinate to a2 non-phvsSicliam in

2 unlt having a patient treatment m1551on.14

The Army 135 left with a paradox of supporting a policv

2+ physician command, but not providing sufficient

it
i

oreparation for command. The requirements for phvsicians

£
Y

+111 clinical treatment positions preclude the assianment
phvsizi1ans to command during other than deplovment
zi1tuations. Conversely, the Army provides extensive
training and preparation +or command to members of the
Medical Service Corps, but retains the policy of replacement
by a physician upon deployment and assumption of the patient
treatment mission. These situations are directly related to
the belief that a phygfician must make the command decisions,
since those decisions may relate to a medical decision

wilithin the unit.
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Non—opnhvsicians, and =2ven some phvsicians, have great
Jiffi1culty accepting the premisze that a physician 13
regquired for the decisions of command. Manv view the office
ot bhe commander and the accompanying staff as executing the
functi1ons of command and control ; not direct medical
rreatment. As 1in a1l military organizations, knowledge ot
the te2chnical mission 13 necessary, but the Lrue guestion 13
what ie2vel of technical knowledge is required by the

Zzommander of a medical treatment uwunit?

This 1ssue from Operation [Desert Shield mandates a
close review of the lona standing policy of physician
command of medical units. The policy of changing a unit
commander at a critical time in mission execution does not
serve the best interests of the unit. Similarly, even 1f 1t

det=rmined that a physician is required to be in the

-
I}

command position, the commander must be fully prepared to
ayecute those duties. Mission accomplishment must be the

focus, with a minimum of distractions.

Command and Control Headquarters

A second issue regarding command and control has also
surfaced from Desert Shield. The issue, which clearly 1s a
decision properly considered by the warfighting commander

but provides an excellent platform for discussion and
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cammand and controal for the medical units in the theater.,

“arly i1n the Dessrt shi2ld deplovment, the Army forcs
conzlEtea of ne Corps with anm Army headquarters for overall

Cominand . During tnis phase of the operat:ion, tha &rmy

"

zommander Fad a Surgson for staff advice on health servicas,
~h2 Corps commander had a staff Surgeon, and withim the
Torps Support Command (COSCOM) there was a Medical EBrigade

meadguartars to command and control all deploved medical

units.,

th zi1tuation developed and the force structure

u

U

&
matured, additional doctrinal i1nterpretations were necassary
to accommodate the demands of the battlefield. Medical
doctrine. and probably all military doctrine, +or Echelons
apove Corps (EAC) is relatively untested. Many are well

ftaught i1nm the concepts of the doctrinme, but 1t has been

rarely exacuted to insure i1ts validity. Desert Shield
aquickly became one of those rare opportunities to i1mplement

the doctrine and evaluate its effectiveness.

When the decision to enhance the forces in theater was
made, the medical planners recognized that support for more
than one Corps and for echelons above Corps would be

necessary in the theater*.15
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The doctrinal support +or a situation such a thi

Wl
1l
-
1]

i

for & Medical Brigade to be assigned to 2ach Corps and for a

Madizal Command (MEDCOM) to control the medical forcos at
2chelons acove Corps. The MEDCOM 13 a large headqguarters,
designed to operate at the Theater Army lavel. It zan

command and Control varving numbers and types of units,

depending on the assigned mission and composition of forces

supported. pNormally, the MELICOM commander «lso serves as

Y
vt

the Theater Army Surgson. The MEDCOM commander 13

autHorized as a Major General ., 15

Although the requirement exists, no MEDCOM has been
approved 1n the overall Army torce structure +for the
Southwest Asia scenario. There is, however, a Medical
Erigade 1in the structure in place of the unresourced MEDCOM.
Additionally, a Medical Brigéde to support the second

deploying Corps was available through the Capstone program.

The Army commander decided to request that the Medical
Brigade for the second deploying Corps not be activated,
requesting, instead, that an active duty Medical Group
perform the Corps medical command and control function. AN
additional request was for staffing of a provisional Medical
Group, under the command of the Theater Surgeon, to provide
the echelons above corps medical control. Later, following
recommendations from the Army statf, the Theater Army did

request the deployment of a Medical Brigade headquarters to
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upport the second deplovina Corps =lements, but continued

i

ndleraeal deplovments to staff the provisional Medical

reoup . Hecause of the sarlier request not to activate and
U 202Nt meEssage 2xchanges, the reserve Medical Eriaads
wlth a capsztone zl lgnment to the deploving Corps had been

released +trom alert, and could not be recalled under the
current authority. Instead, the medical brigade with the
EmD mission was activated and deployved 1n support of the
Corps.  SubsequeEnt discussions resulted in the evenfua]
titling of the provisional arganization as a MEDCOM, but

without reguesting deplovment of a unit with a corresponding

a result, the theater wa= organized for nedical

I
l'l

tatf.

1D

i

command and control with a m-ovisional Medical Command at
2chelons above corps, commanded by a Colonel: a doctrinal
Medical Brigade at one Corps (albeit not the capstone unit) .
commanded by a Brigadier General; and a Medical Brigade at
the othetr Corps, commanded by a Colonel. The approach was

workable, but represents a significant departure from

apportunity to verify doctrinal recommendations.

Army Medical Department doctrine supports the
2stabl ishment of a MEDCOM under these circumstances, but not
in name alone. A MEDCOM is required because ot the growth
of the projected medical structure. An Executive Summary,

crepared +or the Army staff, supports this 1dea. “In
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zddition Lo p2Erforming doctrinal medical support functions,
Fha army has numerous trili-service responsibilities: direct

ot to the hospital ships for aeromedical evacuation,

i

i

L

Ui

th

M
o
1t

2r si1ngle—-item manager +or Class VIII (medical supplvy
and maintenance) and theater veterinary support.

ce.Effeztive orchestration of the Armv’s medical system v

-
—

pyacyte® these th

1T

ater responsibilities can only be

accompl ished by an in—theater Medical Command." 19

43 stated =arlier, the determination ot the appropriate

1i

and necessary la2vels of command and control 1s solelyv the

purvisw of th

il

oN—-site commander. Examination of the issue,
Fow2ver, Can provide insights to why certain choices were

made and 1mprove decisionmaking abilities in the future.
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COMCLOS TONS

Sparation Desert Shisld crovided many comp! 1ocatsd

LEE2aE3 that will serve to improve the Hromv Iin the futurs,
The lizvesz 2lzcusced here were gathered and developesd prior
con o actions resulting atter the January 15, 1991, deadline

+or the departure of Iragl forces from BEuowalt, The +futurs

]

masy provide many different 1ssues of 2gqual or greater

b

tmportancs, but during the establishment phase for the
madical forc=ss, the i1ssues presented here were, and are,

important.,

The armyv must pursu=s the amendment of Title 10, U.S.C.
to allow the Secretarv of Detense to determine the minimum
pasic training requirements tor certain specialties. Such
an amendment will allow important policy determinations to
be made prior to call-up or mobilization of units or

personnel .

The Army should develop an expanded use of the IMA
program to provide backfill capability for specialties
required in mobilizing units., This expanded capability
would be available under the Fresidential Call-up authority
and would offset many of the shortfalls experienced during
Operation [Desert Shield. This additional capability would
benefit the reserve units activated under such authorities,

because it would allow the cross—leveling of specialties
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~NlThouh e mecessity of calling additional units or

sziinting perszonnel from their assi1gned organization.

znoeld the expansion 2F the IMA not fulfill all of the
s2gulirenents for personnel cross-leveling, then additional

) lati1on should be proposed to allow activation of the

1

=

U1}

Individual Ready Reserve (IRR) during the use of the
Fresidentia]l authority to call up to two hundred thousand

reservists to temporary active duty.

The2 Army should allow a1l Army Medical Department
branches to compete for command of medical units and select
the most gualified to be commanders. The selected officer
should then remain in command throughout the normal command

tour and not be replaced during preparation for combat.

Non—-medical commanders should receive more training in
medical doctrine to insure greater capability in requesting
appropriate medical units. Established doctrine for
determining the appropriate command and control headquarters
for medical units was not followed during Operatiaon [Desert
Shield. Because of the expansion of the medical force in
the theater, use of that doctrine to request establishment
of a Medical Command might have provided a greater
flexibility in the management of the echelons above corps
forces. At a minimum, the available capabilities of the

current force structure were not put to full use and,
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Tonsaguent! ,, an oppartunity to s2valuate the sppropriatenes

i
+
1

a3tapl isned doctrine was missed. E«pansion of the

Li
s
n
t

~1nal suposure at both the Command and Stat+f Colleags

ana the senior Service Colleges level 13 necessary.

ih
<
il

The esecution of Operation [lesert Shield was an
arrremel y complex and challenging operation. Support by the
fArmy 1in the fi1eld and the agenci=s, -—ommands, and

Headguarters, Department of the Armvy in the Uni1ted State

and Eurocpe was superior. That i1ssues were 1dentified 13 1in
na WAy &an 1ndication of shortfall or tallure. To ths
contrary, the identification of issues i1s the first step
toward an =sven better execution of mission on future

operations.
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