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Canada’s Military Commitment to the Gulf War
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In peacetime there is a tendency to overlook the combat medical support system. Consequently, medical support programs fall
prey to personnel cuts and out-year funding. The Gulf War, with its initial horrific casualty estimates, provided a much needed
stimulus to attract the attention of both military and political pundents on the requirements of the medical services. While After
Action Reports are still being received and collated. initial analysis indicates that availability and accessability of adequate and
effective medical support remains a significant motivator and potential war stopper in combat operations.

This article provides an overview of Canada's military commitment to the Gulf War, outlines the medical support posture
which was adopted to both meet national requirements and assist allied forces in the general medical support effort. It also briefly
discusses some interoperability issues which have come to light. The most significant of these issues is the growing challenge of
maintaining the continuum of patient care in the face of potential variance in clinical protocols from nation to nation.

Challenge

There is little doubt that the Gulf War,
with its initial horrific casualty esti-
mates, provided a much needed stim-
ulus in attracting the attention of both
military and political pundits to the re-
quirements of the medical services.
As we are all very much aware, inter-
est in the military took a sharp de-
cline following the dramatic poilitical
changes in Eastern Europe and the
reunification of Germany—the new
political priority was to exploit the
peace dividend. The result of this new
order was that Canadian military pro-
grams, including those aimed at de¢
veloping an enhanced operational med-
ical support capability, were placed
on the back burner; force reduction,
including personnel cuts and base clo-
sures, took on a new significance.

Canadian activity in support of
the United Nations’ operation in the
Kuwait/Persian Gulf area of opera-
tions was conducted under the um-
brella of a national initiative named
Operation Friction.

As Operation Desert Shield unfolded,
the situation in which NATO members
of the coalition suddenly found them-
selves was further complicated by the
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requirement to conduct combat opera-
tions in an environment which was in
direct contrast to that faced in Central
Europe. The capability to operate in
the desert, particularly in a climatically
hostile chemical and biological war-
fare (CBW) environment, had not
been a planning consideration for
NATO forces. Furthermore, with the
decreased threat in Europe, virtually
all funding for CBW-related systems
procurement had been dramatically
reduced. Commitment to operations
in the Gulf with its overt CBW threat,
therefore, created an overwhelming
demand to field effective detection
and protection systems and, even
more importantly, to develop and in-
troduce state-of-the-art medical pro-
phylaxis and pretreatment modalities
for immediate use. Suddenly priorities
had changed, and it was very evident
that the demand to meet this new
political objective would require more
than just “renewed commitment” to
military spending. To effectively meet
the many medical challenges within
the imposed time frame would require
a concerted international collaborative
effort of enormous proportions.

Commitment
Many nations, including Canada, of-
fered immediate military assistance to
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mount a massive United Nations sanc-
tioned military blockade. The initial
Canadian Forces commitment was a
navy task group, comprised of two
destroyers and a replenishment ship,
to participate in the multi-national
Persian Gulf blockade. A crash effort
was initiated to upgrade ship-board
air defense and surface action capa-
bility of the assigned ships, because
their normal NATO role was as anti-
submarine patrol. Comprising less
than 10% of the coalition naval force,
Canadian ships conducted 25% of
the interdiction operations in the Guilf.
During Desert Storm, the Canadian
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Figure 1. Elemarts of 15t (Cdn) Fald Hospital were co-located with 32nd (UK) Fald Hosgital
approximately 80km from the rag-Saudl Araths Neutral Zane.

Task Group commander functioned
as commander of the Combat Logistic
Force supporting the coalition naval
forces in the Guif. As part of a recipro-
cal support arrangement with the US
Navy, a Canadian surgical team was
also deployed aboard the hospital ship
LISNS Mercy. Canada made this offar
of assistance when it became appar-
ent that US Navy resources would be
stretched in meeting the requirements
of a growing allied contingent.

The navy task group was followed
by an air task group, compnsed of
a CF 18 fighter squadron, a CC 137
air-to-air refueler, an airfield support
squadron and a mechanized infantry
company for airfield security dutias,
all of which were based in Qatar.
Tesk group fighters were employed
initialty, in conjunction with US
Marine Corps aircraft, in providing a
Combat Air Patrol (CAP) over tha can-
tral Persian Gulf. This was expanded,
with minor aircraft modifications and
a change in armament, to include bat-
tlefigld interdiction and ground attack
during Desert Storm.

As the contingent graw so did the
requirament to coordinate the em-
ployment and support of Canadian
resources. A joint headquarters, sup-
ported by a signal squadron with
long-range communication capability,
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was subsequently established in Al
Manamah, Bahrain, to provide a na-
tional command elament for the de-
ployed navy and air task groups.

The major land force component
assigned to the operation was a 100-
bed field hospital deployed in support
of the 1st (UK) Armoured Division.
Cther Guif-related overseas commit-
ments included the provision of evac-
uation and heavy transponation units
in support of US military activities in
Germany.

Medical support for deployed Canad-
ian forces was provided either by or-
ganic medical establishments, primarily
level one and twao care, or obtained
from a combination ol host nation or
allied faciliies and/or resources, The
navy task group had a limited level
three capability with a surgical team
deployed aboard the replanishment
ship; during tha pariod prior 1o the
poutbreak of hostilities the team was
employed in tha Bahrain Defence
Forces Hospital. The fiald hospital
was obviously salf-sufficiant for level
one through three medical support
with back-up provided by the British
forces. Mational back-up for forces
deployed to the Gulf was provided by
the medical resources of Canadian
Forces, Europe in Germany.

Plans for the evacuation of casual-

ties included the utilization of both
national and allied resources. The pa-
tient flow from the theatre would have
been through enher Canadian/US facil-
ities in Germany or British facilities in
Cyprus and/or England. Arrangements
ware in ploce to accoess civilian hos-
pital bads in Canada had the patient
flow exceeded the capacity or capa-
bility of military medical facilities.
Medical resupply, with the excep-
tion of the field hospital, was through
the Canadian Forces medical supply
system extending in theater from a
forward medical equipment depot in
Germany which provided direct sup-
port ta the Canadian contingent. Tha
field hospital was supported by British
Forces Middle East for all but non-
commaon usar items, which wera sup-
plied through the national system.

Cooperation

While the initial focus of the Canadian
medical eflort was directed toward
supporting our own forces, our atten-
tion turned toward assisting our allies
as preparation for battle continued.

In responsa to a New Year's Eve re-
quest from the United Kingdom for
assistance in providing care for British
military and Iragi prisoner-of-war
casualties, Canada also agreed to
commit its only 100-bed field hospital.
This commitment was possible as
Canada had not committed land
troops to the Guif. In addition to the
narmal unit complement, a sizeable
logistic element was added for as-
sured salf-sufficiency and an infantry
company, complete with light armaored
vehicles, was added to act as stretcher
bearers and 1o provide parameter de-
fense. Due to a rapidly approaching
“H hour,” it was decided to deploy
two Advance Surgical Centres by air
to co-locate with a UK field hospital
in direct support of the 1st Armoured
Division; each Advance Surgical Centre
was comprised of two surgical teams
with appropriate pre- and post-operative
support. Thae balance of the unit equip-
ment, including a sizable logistic ele-
ment and an armored infantry com-
pany, was deployed by sea. Arriving
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in Saudi Arabia as the land battle
commenced, the main field hospital
elemant barely got into the assembly
area before the cease fire was de
clared. Fortunataly, the two Advance
Surgical Centres had already been
deployed forward, and they did see
action during the land battle. While
tha surgical workload was obviously
misch lighter than anticipated, thosa
casualties treated prowvided our med-
ical staff with an excallent introduc-
tion to the more dramatic aspects of
military medicine. Tha workload pro-
vided a cross-section of battlafiald
trauma.

A diminished security threat and
light casualty flow permitted reassign-
ment of the field hospital's infantry
company to assist overwhelmed British
Forces in guarding the thousands of
prisoners of war being returned from
the front,

In response 1o a request from the
US European Command for assistance
in augmenting US resources replacing
assets taken out of Europa and sant
ta the Gulf, Canada agreed to deploy
gvacuation elements from Canadian
Forces Base Lahr to Ramstein Air
Force Base. Ramstein was designated
as one of three asromedical evacua
tion hubs in Germany to receive and
provide in-transit staging for patients
&n route to the continental US or trans-
ferred to supporting European military
or civilian Tacilities. The Canadian sup
port element consisted of both ground
avacuation and treatment companies;
evacustion resources included savan
Mercedes ambulance buses which
were equipped (including & perma-
nantly installed central oxygen sys
tem) and manned to transport twalve
high dependency patients. Canadian
avacuation assets conducted 78 sep-
arate ground evacuation missions
during the seven week deployment,
carrying BO2 of the 1482 patients pro-
cessed for evacuation through the
J16th Aeromedical Staging Facility.

It total there were over 650 Canad-
ian Forces personnel involved aver
s#as in a broad range of medical sup-
port activities. While lass than 20%
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of the overall medical services person-
nal strength was involved, BO% of
the Canadian Forces surgical capabil-
ity was either deployed or committed
in diract support of the Gulf War.
Regrettably, no Resarve Force med-
ical personnel were deployed over-
seas; however, a number of Reserve
specialist medical officers were em-
ployed as replacements for deployed

personnel. Very sarly in the planning
process. it baecame abundantly clear
that we would be unable to sustain
our established commitments in a pro-
tracted operation without the activation
of the reserves. Unfortunately, aven
with this resource, the availability of
essential medical specialists would
have still posed a critical shortfall. In
light of the current economic atmos-

Figure 2. While the workioad was forfunately bghter than rvhady estsmated, Canadian Sungical
Feams were Exposed o aspects of mlilary medicing nol sapener el & DesCaiTe praclics

Figure 3. 152 [Cian) Field Hospital Advance Surgical Centres augmented 32nd 1LK]
Figid Hosprtal to handie enticpated Alied and POW patmnt loads
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phere, it is difficult to attract and
retain personnel, particularly highly
skilled medical professionals, in the
reserves.

Canada entered into bilateral agree-
ments/arrangements with the UK, US,
Denmark and Australia covering a
number of reciprocal medical and gen-
eral support services. Throughout the
operation, we were confident that an
effective interoperability base was in
place for mutual medical support.

Post-war multinational involvement
continued to see Canadian Forces in
Southwest Asia: an air transport flight
and a medical element were deployed
to provide assistance to Kurdish re-
fugees in Southeastern Turkey, and
an engineer regiment was engaged in
clearing field defenses in Kuwait.

Observations and Issues

While the voluminous post-operation
reports have yet to be fully analyzed,
there are a few interoperability issues
regarding medical support in multina-
tional operations which were readily
identified and considered. We all ap-
preciate the long-standing interoper-
ability concerns regarding medical
supply equivalents, patient tracking
and reporting, equipment compatibil-
ity and stretchers (litters; however, a
new issue identified as “continuum of
care” has emerged. Multinational
operations present a growing chal-
lenge to the medical services in main-
taining the continuum of patient care
in the face of potential variance in
clinical protocols from one nation to
another; the incompatibility of drugs
or treatment modalities are obvious
examples. While this thankfully did
not have an impact on Canadian med-
ical support operations during the Gulf
War, the potential was definitely pre-
sent. A few specific examples of cases
where medical care could have been
influenced by the application of inno-
vative procedures or technology are:
therapeutic/surgical devices which
accompany the patient, such as ex-
ternal fixation devices; CW prophylac-
tic and/or treatment regimes (NATO
countries, for example, use five dif-
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ferent nerve agent antidote oximes,
not all of which are compatible, in six
different autoinjector systems and sev-
eral have no fielded anticonvulsants);
antibiotic prophylaxis and/or treatment
regimes; computer-based medical rec-
ords not uniformly available in NATO;
computerized radiographs/filmless x-
rays; and innovations in burn manage-
ment, such as the early use of cerium
nitrate and flamacerium cream, which
necessitates a change in approach to
debridement.

To expand on this observation using
the last issue as an example, when
the war ended, the Canadian Forces
were weeks away from introducing
the use of cerium nitrate cream in the
primary management ot burns. Clin-
ical research has demonstrated that
a dramatic improvement in mortality
and morbidity will occur in seriously
burned casualties if the cream is ap-
plied in repeated low doses over con-
tinuous days. Changes to a treatment
protocol lacking cerium nitrate would
seriously compromise these signifi-
cant therapeutic advantages.

Although it may not be feasible to
achieve universality of application
with respect to the products of evolv-
ing medical technology, every effort
must be made to exploit these devel-
opments for military application in a
unified coordinated manner. As 21st
century medicine descends upon us,
the Gulf War has shown that inter-
operability cannot be achieved by for-
mal standardization of resources and
policies alone, but must be accom-
panied by a willingness to participate,
cooperate and collaborate at all levels
of scientific and biotechnological en-
deavor.

CONCLUSION
Over the past four decades, consider-
able progress has been made within

the NATO alliance to achieve a greater

degree of interoperability, with stan-
ardization of procedures and/or equip-
ment as the goal. Commonality of
commodity is probably the single
greatest advantage that the Medical
Services have in any multinational

operation. Within NATO, casualty evac-
uation and medical resupply are han-
dled in a relatively standardized man-
ner, although the means may vary
greatly from nation to nation. While
there were definite peaks and valleys
in the medical support forum during
the Gulf War, it must be acknowl-
edged that the muitinational effort
of the Guif War benefited immensely
from the interoperability and standard-
ization achieved through 40 years ex-
perience in the NATO alliance. Our
next cooperative challenge will hope-
fully be nothing more sinister than
routine multinational medical exer-
cises but perhaps with a renewed
interest in the continuum of medical
care and the subtle implications of
new medical technologies as they are
introduced into a military setting. It is
obvious that if the patient care con-
tinuum is to be enhanced, we must
concentrate on what is achievable
and affordable. In this regard, it may
be time to consider an expanded and
more generalized information forum
covering all aspects of medical re-
search and development. [
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