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1. INTRODUCTION 

Fundamental changes in the international security environment have created 
strategic shocks resulting in growing instability within the post-Cold War world order. 
These shocks have also caused greater public discontent and increasing challenges 
to governance. While technological innovation may offer opportunities to address 
global problems, the confluence of political, economic social, technological, legal, 
and environmental trends is also redefining the global security context and 
contributing to disorder and uncertainty.  

In addition, there are enabling elements crucial to success, but outside the direct 
control of the military structure, such as strong and sustained public and political 
support. Military leaders will need to inform and advise key stakeholders within 
Nations to ensure that these necessary enabling elements are in place, thereby 
setting conditions for success in future operations. 

Health service and medical support is a critical force enabler and significantly 
contributes to the overall success of operations by preserving and restoring the 
health of the forces. This concept identifies the requirements for medical support in 
the context of global trends and modern warfare. It describes how to establish a 
system of health-care services in support of NATO’s principle missions of collective 
defence and crisis management whilst strengthening cooperative security.  

1. Purpose  

The FMSC aims to stimulate thinking about medical support across domains, 
echelons, geographic boundaries, organizational affiliations and nationalities. It 
intends to encourage the sharing of ideas, information and even resources between 
health services.   The purpose of this NATO concept is to serve as an overarching 
capstone document providing the foundation for follow on concepts related to the 
different components and functional areas of medical support.  The strategic vision 
of the FMSC is to enable health services throughout the Alliance and its partners to 
cooperate effectively by coordinating their efforts and capabilities wherever they are 
required.  

2. Scope 

This concept is applicable to NATO Headquarters, both NATO Command and NATO 
Force Structures and supporting agencies from the political-strategic level to the 
tactical level. It is also applicable to Alliances’ members and partner nations’ 
Headquarters and planning directorates, specifically medical directorates.  

It acknowledges the central role and participation of regional and national health and 
crisis response organisations, non-governmental organizations (NGOs), and 
international organisations in the planning and provision of health services for future 
operations as it is these organisations that have highly defined contextual knowledge 
of their specialist and geographical area. 

The FMSC encompasses the entire spectrum of health services, across the full 
range of military operations in order to:  
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1. address the challenges of modern warfare related to medical support in the 
context of an increasingly unpredictable and complex global security environment.  

2. Identify the Alliances operational requirements for medical support from basic 
activities and current operations (BACO) to the maximum level of effort (which 
equates to two major joint operations and six smaller joint operations conducted 
simultaneously in different areas).  

3. outline the performance criteria for health services and NATO medical forces 
across the entire DOTMLPFI spectrum for the development, allocation and 
sustainment of the required medical support capabilities. 
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2. BACKGROUND / CONTEXT  

1. Global Security 

As the NATO Strategic Foresight Analysis (SFA) indicates, global security is 
changing in multiple, yet connected, areas at an exponential rate. Rapid 
development of innovative technologies might have major socio-economic, 
environmental and political impacts. The potential for disruption has increased, 
driven by second and third order effects of technological advancements and 
innovation The global security environment is more and more characterized by 
complexity, uncertainty, instability and pervasive information:  

 

 

A confluence of these factors may potentially cause a multiplication of their political, 
human, socio-economic or environmental effects and may result in a major 
disruption.   
The outcomes will be very challenging to predict and likely create problems of great 
magnitude.  
Trends, events, decisions and actions in one region can have effects across the 
globe; the so-called Butterfly, or Lorenzo effect .  1

Predictable and normal developments might unexpectedly reach a tipping point as a 
result of interactions amongst several factors.  
Existing and foreseeable problems, such as mass migration and climate change, 
may not be adequately addressed due to complexity and short-termism or a lack of 
unity and consensus, even though potentially serious consequences are expected.  

 Lorenzo Effect reference. 1

3

1) Power politics and competition between major powers may intensify, increasing 
the likelihood of confrontation and conflict in the future, thus highlighting the 
importance of commitment to collective defence. 
2) The demand for resources will increase with population and economic growth 
particularly in developing countries. The existing burden on national economies 
will grow due to the rise in competing demands for limited resources. Increased 

10) Changes to the climate impose stresses on current ways of life, on 
individuals’ ability to subsist and on governments’ abilities to keep pace and 
provide for the needs of their populations.  
11) Environmental issues are dominated by climate change and its far-reaching 
and cross-cutting impacts. The demand for natural resources is increasing. Water 
and food security are growing concerns along with losses to bio-diversity. 



A strategic shock could be the result of a rapid, unanticipated, less predictable event, 
but also the consequence of the earlier than expected arrival of a dangerous 
waypoint along a trend line or of an insufficient reaction to a foreseeable 
development.  

The global power shift continues toward multi-polarity. The growing number of 
stakeholders combined with increasing polarization, regionalization and 
fragmentation continues to increase the potential for disorder and uncertainty in 
many aspects of world affairs. The growing complexity of relationships and 
interdependencies has created the perception of losing control and sovereignty and 
dissatisfaction with current policies.  Decision-makers will face greater challenges 
when attempting to create unity among Allies and Partners whose constituents may 
be more inclined to pursue their own agendas. The growing role of non-state actors 
and super-empowered individuals in domestic and international affairs has amplified 
the difficulty of addressing potential instability situations. 

.  

2. Modern Warfare 

Although it is impossible to predict with absolute certainty what the future will be like, 
the NATO Framework for Future Alliance Operations (FFAO) indicates that the 
Alliance should anticipate:  

 

Based on these factors, the FFAO identifies what future forces must BE to keep the 
military edge and prevail in future operations and what they must DO to achieve the 
three principle tasks of the NATO alliance and effectively respond to instability 
situations. The characteristics identified in the FFAO for what forces should be apply 
equally to health services. These are;  
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• a greater likelihood of conflict between peer or near-peer adversaries;  
• radical, ideologically motivated adversaries who are global in scope and 

employ an indirect approach;  
• a greater role of super-empowered individuals and non-state actors that 

produce hard to predict effects;  



 

What the Alliance, its forces and health services should do must be synchronized 
and coordinated in a holistic fashion and acknowledge potential synergies, 
dependencies as well as second and third order effects:  

 

3. Challenges and Implications for Medical Support  

Related to the five thematic areas used in the SFA, the following challenges and 
implications for medical support could be identified:   
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Political Challenges and Implications. Political and ideological differences have 
great potential to block mutual efforts for developing coherent partnerships and 
enhancing cooperation between humanitarian, military, governmental and private 
sector commercial actors. For decades, nations have been developing their defence 
structures and capabilities with the dual purpose of defending their nation and 
contributing to collective defence; They have prioritized and developed their military 
medical capabilities primarily against their own national security requirements and 
commitments (their national ‘agenda’) and through interoperability and 
standardization activities, contributed and operated as part of a combined joint force.  

Unfortunately, international organizations, such as NATO, European Union (EU), and 
the UN, often suffer from internal, institutional and interagency rivalry, and from 
disagreement and fragmentation between their member states.  

Political actors are primarily driven by national interests, military actors by political 
direction and strategic orders and private sector actors by economic benefit. The 
imperative for civilian organizations is to ensure unimpeded humanitarian access to 
the civilian population at risk.  While some may be willing to engage in dialogue with 
armed forces at all levels, most if not all will preserve their independence of decision-
making and action. In their relations with military medical forces, non-governmental 
humanitarian organizations will always try to ensure their activities are not perceived 
as a contribution to the military effort, as this may jeopardize their humanitarian 
access. Particularly non-governmental organizations, whose protection depends 
upon the maintenance of perceived impartiality will aim to achieve a clear delineation 
between their activities from those carried out by military forces.  

All parties however, civilian as military, have a common interest in achieving a better 
unity of efforts, coherence and cooperation based on international law and 
multilateral agreements.  

Human Factors.  It will often be impossible to clearly distinguish the parties and 
actors involved. The active actors include regular military formations, humanitarian 
organizations, local authorities and commercial businesses, but also irregular forces, 
terrorist groups and criminal networks, the parties affected encompass the local 
population, minorities and displaced people. Diverse adversary actors will employ 
traditional as well as unconventional and hybrid strategies; some will not discriminate 
between combat and medical forces as targets and some will not even refrain from 
intentionally attacking civilians. Mass migration may be used as an opportunity by 
hostile actors to destabilize the security environment.  

Provision of effective health care and medical support relies on the availability of 
highly qualified personal specifically trained for their role. There is a growing deficit 
for medical personnel in civil health systems as well as military medical services 
throughout the Alliance due to demographic changes. Forces are becoming smaller 
as fewer people produce more fighting power; consequently, there is a larger loss of 
capability if an individual becomes unfit for duty. Organizational measures to ensure 
the provision of medical services put a higher burden on the shoulders of the medical 
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personnel available, which is associated with a risk of creating even bigger deficits 
on the long term due to overstress and exhaustion.   

Science and Technology.  Interconnectedness may open up the potential for more 
interactions between trends resulting in a boost in technological innovation. Rapid 
development of innovative technologies might have major socio-economic and 
political impacts. The potential for disruption has increased, driven by second and 
third order effects of technological advancements and innovation. Technology has 
improved the methods and standards of medical care in clinics and hospitals as well 
as on the battlefield, however it could not accelerate the healing processes or 
upgrade the resilience of human physiology against the threats of technological 
advanced weapon systems. In addition, modern medical practice is becoming 
increasingly reliant on technology in diagnostics and treatment. The progress in 
medicine results in higher public expectations concerning the outcome while it gets 
more and more challenging to provide the respective standard of care under warfare 
conditions.  

Economics and Resources. Throughout the Alliance, partners have found it 
increasingly difficult to recruit and retain medical professionals, and medical 
equipment has been more difficult to fund from restricted budgets. For many nations, 
medical shortfalls have become a severe limitation upon their operational capability, 
thus also limiting the freedom of action for the alliance. All healthcare sectors, 
military and civilian, are competing for often the same medical talent, supplies and 
technologies. Furthermore, they are competing in the context of increasing fiscal 
pragmatism. Military, governmental and humanitarian actors, nations and 
organizations may demand for the same supplies at the same time. The need for 
medical supplies and pharmaceuticals may exceed the factory capacities of the 
producers. Inappropriate utilization of antibiotics for economic benefits is causing the 
evolution of drug resistant micro-organisms and reducing effective treatment options. 
Additionally increased transport capacities will be needed for the troops and their 
supplies but also for the evacuation of displaced people and casualties, while lines of 
communication, supply chains and evacuation routes are at risk to be compromised 
or interrupted. 

Environment Evolving security threats at NATOs southern and eastern borders as 
well as incidents tipping the fragile balance of international relationships but also 
man made or natural disasters as well as disease outbreaks may result in casualty 
rates exceeding the capacities of military and civilian health services, particularly of 
those close to the impact zone. A sudden large-scale man-made or natural event 
could result in serious damage, widespread death, and injury that exceeds national 
response capacities, both military and civilian. Concurrent small-scale events may 
have an effect similar to that of a large-scale incident.  

Climate change will likely increase the frequency and impact of natural disasters.  An 
outbreak of a disease may spread over a wide geographic area affecting an 
exceptionally large proportion of the population that exceeds national civil and 
military response capacities. The modern battlespace geometry is complex and 
rapidly changing from a linear alignment to one that is more multidimensional. 
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Frontlines become more and more indistinct and safety may not increase with 
distance to these frontlines. Instead there will be areas with different threat levels 
which may continuously vary and rapidly shift from low to high.  

Areas of strategic interest and lines of communication must be considered prioritized 
targets; supply chains and evacuation routes will therefore likely be compromised or 
interrupted and medical treatment facilities temporarily isolated. The less predictable 
and safe the operational environment, the faster medical capabilities must be able to 
relocate and the smaller should be their footprint. A range of potential hazards may 
affect the health of the force or the population at risk:    
 

4. Direction and Guidance  

The Political Guidance 2019 (PG19) defines the Alliances level of ambition which 
equates to two major joint operations and sicx smaller joint opeations at the same 
time in different areas. The spectrum of operations will encompass territorial defence 
as well as crisis response, peace support, stabilization and reconstruction, 
humanitarian assistance and disaster response. Health services must be capable 
and prepared  
- to provide the necessary medical support capabilities and capacities  
- in large-scale conventional conflicts and high intensity combat but also in hybrid, 

asymmetric and unconventional warfare,  
- worldwide, over extended lines of communication and extended periods  
- under challenging climatic, geographic, socio-cultural, economic and political 

conditions.  

Red Zone n o n - p e r m i s s i v e 
environment

very high or direct threat

Amber Zone s e m i - p e r m i s s i v e 
environment

m o d e r a t e t o h i g h 
indirect threat

Green Zone secured or permissive 
environment

low to moderate threat

Blue Zone F i r m B a s e - s a f e 
environment

no to low threat
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Chemical threats, such as conventional chemical agent threats plus toxic 
industrial chemicals, riot control agents and chemical hazards derived from 
pharmaceuticals.  

Biological threats, such as live organisms, toxins and biological hazards 
deliberately employed to harm the PAR.  



The Military Committee publication, MC 326/4 - Principles and Policies of 
Medical Support identifies the following 10 principles of medical support which 
provide the background and mandate for delivering effective and efficient medical 
support from which this concept derives its scope.   

I. Medical support is to be provided in compliance with humanitarian, 
ethical and legal standards such as the Law of Armed Conflict/Law of War, 
the Geneva Conventions and the Oslo Guidelines published by the United 
Nations Office for the Coordination of Humanitarian Affairs (UN OCHA) but 
also with the respective national regulations for both the military and the 
clinical profession. 

II. Emergency care of acute life threatening conditions should not be 
denied within the capability/capacity of the military medical resources 
deployed. Emergency care up to life, limb or function preserving surgery 
should be provided to all patients that require it only restricted by the primary 
task to ensure medical support to the assigned military population at risk. 
Medical support for non-combatants/civilians should limit periods of 
hospitalization of patients to the minimum necessary to ensure an effective 
capacity to accept and treat new patients is maintained. Medical support for 
non-combatants/civilians should return the lead for provision of treatment to 
the host nations’ health care system as early as possible. 

III. Medical confidentiality is to be ensured, sensitive clinical information is 
not to be communicated to any individual or organization that does not 
have a medical need-to-know. The quality of medical records (or medical 
information) has a significant impact on the quality of care. In a multinational 
environment medical documentation requires common standards concerning 
language, key information and formats to be interoperable throughout the 
theatre of operations and in all national contingents.  Clinical records, 
including post-mortem reports and evidence related to deaths in theatre, must 
respect medical confidentiality and be accurately maintained for the use of 
official national or international audit and boards of inquiry.  

IV. Medical support is to be provided under the primacy of clinical need. 
Clinical need is to be governing the priority, timing and means of a patient’s 
medical care and evacuation. The headquarters’ medical staff must ensure, 
that commanders have the required evidence on which to base their decisions 
and a clear understanding of the medical risks they are responsible for. If 
commanders take the clinical need of a patient ‘at risk’, this should be formally 
detailed in the theatre risk register (or other appropriate document) and every 
reasonable effort should be made to mitigate the risk.  

V. Medical support should always strive to achieve a standard of care 
equating to internationally accepted best medical practice. Particularly 
when high numbers of casualties require medical care, it may be necessary to 
avoid initiating complex or comprehensive clinical procedures as this would 
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tie-up valuable clinical resources. The general principle of doing the most for 
the most may be the best use of finite resources 

VI. Continuity of care should be ensured from lower to higher levels of care. 
Casualty care should be provided in a progressive manner, from self and 
buddy care to definitive treatment, rehabilitation and return to duty. However, 
the continuum of care is a medical organizational pattern and not a linear 
pathway that has to be followed in a sequence. Roles of care may be 
bypassed due to patients’ needs and operational factors 

VII. Timeliness of treatment should be ensured according to clinical 
evidence. Accumulated data from previous campaigns and operations, as 
well as recent academic publications on battlefield trauma identified that the 
risk of death or permanent impairment can be reduced significantly, if severely 
injured or wounded personnel receive: 

• Life-saving first response measures to control severe bleeding and 
maintain airway, breathing and circulation within 10 minutes after injury, 
wounding or onset of acute symptoms;  

• Advanced resuscitation and pre-hospital emergency care within 1 hour 
after injury, wounding or onset of acute symptoms;  

• Life, limb and function preserving surgical and resuscitative care not 
later than 2 hours after injury or wounding.  

Although these timelines are primarily expressed for battle casualties in 
critical condition, the 10 minute timeline for first aid and the 1 hour timeline for 
advanced resuscitation should be considered for every acute medical 
emergency, irrespective if it is trauma related or not. Based on experience 
from recent operations, the average time to be calculated for life limb and 
function preserving surgical interventions is approximately 2 hours for each 
patient. Further surgical, resuscitative, diagnostic and specialist care 
capabilities may be necessary to stabilize the patient for strategic evacuation. 
These should be available within 2 hours of tactical evacuation from damage 
control surgery.  

VIII. Patient welfare should always be ensured. Health is a key force multiplier 
of fighting power; only a healthy force can function at, and sustain, maximum 
effort.  Health is not merely the absence of injury or disease; in its widest 
sense it includes physical and mental well-being.  In an operational context, 
health is the ability to carry out duties unimpeded by physical or psychological 
problems. Medical care is an important, however not the only, element of 
maintaining health and welfare. Other service functions (personnel - J1, 
operations - J3, and logistics - J4), also have important responsibilities and 
contribute in this area. Particular issues will be health care counselling, 
communication with the command staff and relatives, management of 
personal affairs, psychological support, social and spiritual welfare. 
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IX. Medical support should be based on cooperation of all parties involved. 
Differing interests, policy, standards and legislation must not prevent or 
hamper the cooperation of medical services.  

X. Medical support should be compatible. Medical forces should be prepared, 
equipped, trained, and ready for deployment as the forces they support.  

5. Risks, Gaps and Shortfalls  

The 2018 MC endorsed Bi-SC Risk Assessment identified a range of potentially 
critical gaps and shortfalls which expand through all components of medical support, 
i.e.,   

• Medical Support Management – Command,Control and Consultation 

• Medical Information and Intelligence  

• Force Health Protection  

• Military Health Care 

• Medical Evacuation   

• Medical Logistics.  

The identified risks relate to civil military interaction, host nation support and 
contracting but also to medical force generation and strategic planning. The gaps or 
shortfalls in every single component of medical support may each have a critical 
impact on:  

• the reliability and credibility of the Alliance’s medical support system  

• its network interoperability with partners  

• it’s awareness of health threats and health related  

• the necessary agility and  

• resilience to effectively address and mitigate these threats.   

Together the identified gaps and shortfalls constitute a risk necessitating immediate 
and long-term mitigation at highest priority. The Bi-SC risk assessment constitutes  

a. the baseline to identify future medical support requirements in the context of 
political, environmental and human developments, science and technology as 
well as economics and resources  

b. the starting point for further capability development in the context of modern 
warfare challenges 
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3. THE PROBLEM 

In the context of global security, NATO must be prepared for a rapid transition from 
performing Baseline Activities and Current Operations (BACO) towards fighting two 
Major Joint Operations (MJO) and six smaller joint operations simultaneously in 
different theatres.  

No health service alone, military or civilian, humanitarian or private sector, 
governmental or international, could deal with the casualty rates potentially resulting 
from a major operation or disaster. Even combined, health services may only be able 
to achieve an acceptable standard of care if they enhance, synchronize and 
coordinate their efforts with each other.  

Additionally, modern warfare is shaping the battlespace geometry from a predictable, 
linear alignment to one that is much more multi-dimensional and may rapidly change. 
Lines of communication, supply chains and evacuation routes will potentially be 
disrupted, medical treatment facilities temporarily isolated, casualty care and 
evacuation as well as the resupply of medical capabilities compromised. 

High public expectations driven by science and technology and emerging capability 
gaps and shortfalls driven by demographic, political and economic developments 
throughout the Alliance, determine the future standards and spectrum of medical 
support. Unlike in recent campaigns peacetime health care standards will probably 
not be sustainable in future operations while competition for resources between 
medical services is likely to increase. An analysis of the problem has identified the 
following problem set.  

❖ How to ensure medical support for crisis response, cooperative security and 
collective defense from BACO to the maximum level of efforts (MLE)?  

❖ How to prepare, coordinate, inform, protect, project and engage health services 
in the context of global security and modern warfare?  

❖ How to facilitate the necessary credibility, networking, awareness, agility and 
resilience of health services?   
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4. CENTRAL IDEA: A COMPREHENSIVE HEALTH SERVICES 
NETWORK  

Analysis and assessment of the problem indicate the following:  
The credibility of health services depends on their reliability of providing an 
acceptable standard of care, which according to MC 326 equates best medical 
practice.  
Effective and efficient networking translates into information exchange and mutual 
support as well as the harmonization and synchronization of medical support efforts.  
Awareness relies on mutual and common understanding of perspectives and 
interests, principles and policies, roles and responsibilities.  
The agility of health services is determined by their scalability and organizational 
structure.  
The resilience of health services increases with their capability reserves and their 
partnerships for cooperation and burden sharing on a persistent basis.  

To prepare health services for the future security environment and modern warfare, 
NATO must facilitate interoperability and cooperation across domains, echelons, 
geographic boundaries, organizational affiliations and nationalities.  
To coordinate medical support efforts NATO must acknowledge the roles and 
responsibilities as well as cultural or political differences of health services and 
establish respective organizational structures and processes throughout the Alliance.  
To inform partner health services NATO must enable them to connect and share 
data, ideas and perspectives.  
To protect the Alliance and its partners from health threats, NATO must assist health 
services to share and exchange the respective information, knowledge and 
capabilities.    
To project health services NATO must promote solutions enhancing the agility, 
resilience, sustainability, range and effect of medical capabilities across the Alliance.  
To engage health services NATO must harmonize and synchronize their efforts and 
enable them to mutually supporting each other.  

The long term strategic vision of this concept is therefore to establish a medical 
support network connected by virtual and physical lines of communication. Such a 
multidimensional and variable network will much better facilitate the necessary 
coherence between health services. Based on shared awareness, mutual trust and 
common understanding it will enable them to establish genuine partnerships while at 
the same time maintaining their sovereignty, autonomy and independence.  

Other than the traditional linear organization of medical support, a network with flat 
hierarchical structures will allow faster decision making and greater agility  and assist 
health services across domains, echelons, geographic boundaries, organizational 
affiliations and nationalities to share information, coordinate their efforts and 
activities, cooperate and mutually support each other.  It will form the foundation for:  
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❖ Facilitative leadership and greater autonomy, thereby enabling faster decision 
making and responsiveness;  

❖ Better interoperability, thereby enabling an exchange of medical assets and 
capabilities and enhancing resilience and adaptability;  

❖ Better harmonization and synchronization of efforts, thereby enhancing 
effectivity and economy of scale.  

Health services that are interconnected and cooperating in such a network on a 
regular day-to-day basis will therefore be much more resilient to strategic shocks 
because they can share the burden and coordinate their efforts.  Persistent 
cooperation would also enable health services to faster adjust to sudden large-scale 
incidents and transition from Baseline Activities and Current Operations (BACO) 
towards the maximum level of effort  through shared awareness and established 
synchronized procedures. This is in line with the Partnership Initiative of the Brussels 
2017 summit which identified partnership as a methodology to strengthen the 
Alliance.  

Preconditions for such a network would include strategic direction and guidance 
without those nations and organisations will be guided by their own goals and 
policies. A key principle is to include civilian health services into a common strategic 
vision in the event of large-scale warfighting or the range of instability situations 
described in the strategic foresight analysis (SFA).  

Another precondition is interoperability. Regulatory frameworks for health care 
personnel, equipment and pharmaceuticals are some important areas of medical 
interoperability that must be in place for success. Knowledge of existing capabilities 
and organisational culture is an important determinant of success and to that end a 
common and shared understanding, with open passage of information will be 
required.  

Of course willingness to participate and to partner on behalf of all agencies, military 
and civilian alike, and to share in the burden of medical support cannot be taken for 
granted; it must be earned, nourished, developed and protected with a long term 
view for it to be a success.  
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5. SUPPORTING IDEAS 
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The central idea above embraces five supporting conceptual approaches. Each of 
these ideas oulined below could be applied as a stand alone option. Partners may 
decide based on their distinct individual preferences which of these notions they wish 
to utilize. However the five conceptual ideas are supporting each other and will have 
much greater effect if applied in conjunction. Each brings a competitive advantage to 
the alliance whilst in concert, together they make the comprehensive health services 
network a viable concept for future medical support. These supporting ideas have 
interlinking characteristics and interdependencies and together deliver a more robust 
and resilient integrated health care support to future warfighters.  

1. Pooling and Sharing   

Provision of effective medical support relies on the availability of limited specialist 
resources, in particular, on highly qualified personal specifically trained for their role. 
In addition, modern medical practice is becoming increasingly reliant on technology 
in diagnostics and treatment. All healthcare sectors, military and civilian, are 
competing for often the same medical talent and technologies. Furthermore, they are 
competing in the context of increasing fiscal pragmatism.  

For decades, nations have been developing their defence structures and capabilities 
with the dual purpose of defending their nation and contributing to collective defence; 
They have prioritized and developed their military capabilities primarily against their 
own national security requirements and commitments (their national ‘agenda’) and 
through interoperability and standardization activities, contributed and operated as 
part of a combined joint force.  

Traditionally, nations have assigned medical assets and treatment facilities to the 
units they deployed: Role 1 medical support capabilities to provide medical support 
at battalion/frigate level or below and in support of HQs, Role 2 capabilities for 
brigades or equivalent units. With few exceptions, only Role 3 capabilities could be 
assigned as theatre assets and were applicable for common funding. The deployed 
medical capability packages had a defined design and configuration, and the 
supported units determined the position of the medical capabilities assigned to them.  

In regard of the global security trends, the emerging gaps and shortfalls identified by 
the 2018 BiSC risk analysis for medical support as well as the increasingly non-linear 
but multidimensional alignment of the modern battlespace and the challenges of 
modern warfare, the traditional approaches for the generation and allocation of 
medical support capabilities seem no longer appropriate.   

By way of example, in 2010 NATO nations agreed that the Alliance must seek to 
increase multinational capability solutions and in 2012, launched the ‘Smart Defence’ 
initiative. Pooling and sharing of operational medical support capabilities was 
identified as an area to be developed. The conceptual idea of pooling and sharing 
aims to facilitate burden sharing, enhance the economy of scale for limited resources 
and allow greater flexibility in the allocation of medical capabilities.  

Pooling in this context means, that medical assets or capabilities are not assigned 
to provide medical support to a specific unit or formation anymore; instead medical 
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assets and capabilities from different providers will form a multinational medical unit 
or medical task force, that will ensure medical support for all forces operating in its 
area of responsibility (or in a broader sense to a designated population at risk). 
Pooling of medical assets and capabilities will permit nations to detach assets or 
capabilities from a parent unit and employ them with sister unit assets or capabilities 
in an interoperable format. Pooling will also allow to address gaps and shortfalls 
more effectively. On the other hand, it requires the willingness of nations to share the 
responsibility for the health of their forces with NATO commanders to the extent that 
they transfer the necessary command and control authority to the medical task 
force / medical unit commander.  

Sharing means that capabilities or assets from one provider deliver medical support 
to partner forces on the basis of mutual agreements. By the way of sharing, nations 
may utilize available assets and capabilities from partners instead of duplicating 
existing capabilities for their own forces.  

Pooling and sharing may facilitate a more efficient utilisation of scarce resources and 
improve operational flexibility and adaptability but requires mutual trust, 
interoperability and the willingness of nations to grant or delegate the respective 
responsibilities and coordinating authority. The challenge is that the same 
capabilities from different providers are built on different standards, different 
credentials, different equipment and different protocols or procedures, even different 
policies. Nations have various options to assure the required spectrum of medical 
capabilities is provided to their forces through pooling and sharing.  As a:  

Customer, they compensate other providers ensuring the required spectrum of 
medical support.

Module Provider, they may offer their available modules to participate in a 
collective medical support system in cooperation with a Medical Lead nation (MLN) 
for a mission or with a Medical Framework nation (MFN) for the formation of a 
standing medical unit or facility.

Medical Single Nation (MSN), they may provide the required spectrum of medical 
support to their own or to other Nations forces by national means only. This 
includes manning, equipment and RLS of the required assets, facilities and units, 
readiness, coordination and sustainment.

Medical Role Specialist Nation (MRSN), they may offer to provide specific 
capabilities for all or part of the multinational force within a defined geographical 
area over a defined period. This includes coordination, interoperability and 
integration, availability, readiness and sustainment of the respective modules or 
assets, manning, equipment and RLS.
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2. Modularity   

The conceptual idea of modularity is to divide medical support capabilities, such as a 
Role 2 into functional capability components. Taking the example of a Role 2 these 
components could be emergency care, the surgical team, or the diagnostics 
component.  In this way nations can offer up components or modules of a capability. 
One nation may provide the emergency care module whilst another the surgical 
team and another the diagnostics component. This idea has been exercised in 
previous campaigns, both in Role 2 and Role 3 medical treatment facilities and whilst 
not new is a key supporting idea of future medical support. So far, the modular 
approach has been used primarily in secondary health care but this concept seeks to 
extend the modular idea to include the full range of medical support:  

• Medical Support Management Modules 
• Medical Intelligence and Information Modules 
• Force Health Protection Modules 
• Primary Health Care Modules 
• Secondary Health Care Modules 
• Medical Evacuation Modules 
• Medical Logistics Modules 

The benefits of the modular approach are that smaller nations are able to contribute 
meaningfully, with single assets or teams instead of a full spectrum capability. 
Modularity enables a better scalability of medical support and a mission tailored 
configuration and enhancement of medical facilities, irrespective if those are 
provided by a single nation or in a multi-national effort. Modularity also allows niche 

Medical Lead Nation (MLN), they will coordinate and provide all capabilities 
required to assure an agreed spectrum of medical support to all or a part of a 
multinational force within a defined geographical area over a defined period of 
time, through integration of complementary contributions from other providers. This 
includes establishing a multinational C5I2 architecture capable of integrating, 
connecting and coordinating medical contributions within the medical support 
system and along the chain of command, Intelligence, FP and FHP, RLS and 
medical logistics.

Medical Framework Nation (MFN), they must maintain all essential capabilities of 
medical support and provide a framework for other Allies to plug in with distinct 
capabilities on a permanent basis, for the creation of a standing collective end to 
end medical support system or a standing multi-national integrated medical unit. 
This includes facilitating the coordination and cooperation of the grouping, 
alignment of the requirements and contributions, capability development, program 
and project management, development of an agreed grouping procurement 
strategy and plan, standardization, interoperability, training and evaluation 
activities.
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capabilities to be added to standard capabilities. For example adding a neurosurgical 
capability to a trauma surgical facility allows improved survivability through more 
timely neurosurgical intervention without the requirement for patient movement. It 
also allows to enhance the capacity of treatment facilities by adding patient holding 
modules.  

Howewer, national caveats, technical and operational limitations must be considered. 
Particularly highly specialized or technically advanced modules such as a CT-Scan / 
MRI, Oxygen Production or a Pharmacy will probably not be able to operate outside 
a secured base or safe environment. Maritime medical assets may not be able to 
operate in a land environment, vice versa.  

Modularity in a multinational context calls for a greater interoperability agenda. 
Tactical level interoperability is well established but strategic interoperability requires 
more streamlined regulatory and governance frameworks. Modularity will always 
require formal agreements and arrangements between the participating nations and 
organizations detailing the respective tasks and responsibilities. The tasks and 
responsibilities may be different for each mission and even change during an 
operation, but in principle:  

a. One authority has to assume responsibility for each medical capability (asset, 
facility, or unit) and to assure command, control, communication, computers, 
and intelligence (C4I), real life support, mobility, shelter and protection as well 
as the integration of all modules constituting the respective capability.  

b. One provider has to assume responsibility for each capability module, its 
performance and interoperability.  

c. All medical professionals within the combined joint end to end medical support 
system are responsible for the quality of practice they provide. They must 
ensure accordance and compliance with the legislation and policy of their 
mandating nation/organization at all times.  

Areas such as credentialing , validation  and medical negligence are examples of 2 3

areas that require further attention. A unified pharmaceutical regulatory mechanism, 
to include the use of blood and blood products is required if patients from one nation 
are to be managed and treated by another. To take advantage of the modular 
approach, the following principles are to be considered:   

The modular approach builds on capability modules each with a capability-specific 
standard functionality and output. 

 Credentialing is the action of agreeing a clinician’s National credentials as a bone fide and 2

acceptable to deliver health care to another nation’s personnel. 

 Validation is the process of determining if a clinician or a clinical team is performing to the required 3

regulatory and policy standards
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3. Joint Interagency Multinational Public (JIMP) Interaction 

The changes in global security cannot be addressed by the efforts of any one nation 
or organisation alone and the challenges of modern warfare not resolved by the 
current NATO medical support organization. The SFA indicates, that throughout the 

Each module represents a functional capability which cannot be split, but 
personnel, training, equipment and supplies from different providers, nations and 
organizations, military or civilian, can be used to create a collective functional 
capability. 

Modules must be able to cooperatively work in concert with other modules 
irrespective of their origin and assure compatibility with equipment & supplies, 
communication and information technology, power and water supply from other 
providers. 

Personnel of modules assigned to a medical unit must be able to effectively 
integrate, overcome language barriers and cultural differences and operate with 
equipment and supplies from other modules or providers. 

Limitations (technical as well as professional, legal, political or operational) must be 
clearly defined before a module is assigned to a medical unit. 

Dependencies between modules must be considered. Specific modules cannot be 
deployed from a medical unit without adverse impact on other modules. 

Modules are selected on the basis of capability requirements, operational 
requirements, mission characteristics and risks to form or enhance a medical 
capability. 

The type and number of modules forming a medical capability must be adjustable 
to mission specifics and operational requirements. 

Modules / contributions can be combined to form medical assets, facilities or units 
in different configurations, both structural and capability-based. 
For each medical capability a standard set of modules defines the minimum 
capability requirement.  

All modules can be used to augment, enhance or to complement the standard 
minimum requirement defined for the respective capability according to mission 
needs and operational requirements.
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Alliance neither military nor civilian health services have the capabilities and 
capacities to respond to large-scale events or to deal with the casualty rates to be 
expected during major combat operations. In addition, neither civilian nor military 
health services cooperate on a day to day basis to be prepared accordingly. Instead 
competition for the respective resources and fragmentation between different health 
services are increasing.  

Experiences and lessons from recent crisis response operations, (e.g., International 
Security Assistance Force - ISAF) indicate, that it requires effective multilateralism 
and a federated mission network combining and coordinating all available civil and 
military instruments in a comprehensive approach to resolve and stabilize the 
situation.  The goals of military and civilian organisations are co-dependent: without 
security, development cannot happen, and without development, lasting security 
cannot be sustained. Moreover, political, security, economic and social spheres are 
interdependent: failure in one risks failure in all others.  

Depicting the challenges of modern warfare, the FFAO underlines the importance, to 
better coordinate planning and management of political, security, development, rule 
of law, human rights and humanitarian actions across domains, echelons, 
geographic boundaries, organizational affiliations and nationalities. There is broad 
consensus that inconsistent policies and fragmented programmes entail a higher risk 
of duplication, inefficient spending, a lower quality of service, difficulty in meeting 
goals and, ultimately a reduced capacity for delivery. Unfortunately, consistency as 
well as cohesion across domains, echelons, geographic boundaries, organizational 
affiliations and nationalities are currently the exemption rather than the rule:  National 
agendas are not effectively coordinated in the majority of governments. International 
organizations often suffer from internal, institutional and interagency rivalry, and from 
disagreement and fragmentation between their member states.  

Furthermore, conflicting political, legal, ethical principles cannot always be resolved 
and may result in dilemmas and ideological gaps between governmental, military 
and humanitarian partners potentially blocking their efforts for better coherence. The 
humanitarian dilemma reflects a tension between the partiality involved in supporting 
a political transition process and the impartiality needed to protect humanitarian 
space. The human rights dilemma relates to the tension that arises when 
international organizations feel compelled to promote peace by working with those 
who may have unsatisfactory human rights records, while still retaining the role of an 
’outside critic’ in the process. The local ownership dilemma relates to the need for 
rooting peace processes in the host country’s society and political structures without 
reinforcing the very structures that led to conflict in the first place.  

Addressing differing strategic goals and policies, national legislative barriers and 
conflicting mandates is a vital but very complex endeavour. A starting point is the 
acknowledgement that diversities do exist – in mandates, strategies, approaches 
and practices. National interests, for instance, often obstruct coherent policies and 
practices at both strategic and operational levels. Humanitarian organisations, like 
the ICRC, MSF and UNHCR, have specific mandates that may not always be 
compatible with the goals of those engaged in the political or security sectors. 
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Therefore, coherence and the partnership relations between actors are likely to vary 
depending on the goals, projects and objectives. Options for interaction are: 

a. Cooperation. Cooperating partners retain their organisational independence, 
but are willing to stretch relatively far in organising activities with others.  

b. Coordination. Coordination describes the activity taking place between 
actors with different mandates, or between those who require strong 
organisational independence (e.g. being politically neutral) but who 
nonetheless share some similar interests or strategic vision, and thus see the 
need for a degree of coordination with others.  

c. Coexistence. Coexistence, however, describes the relationship between 
actors with limited ambitions concerning cooperation, for example in the case 
of sceptical or even opposing political and military forces. They may not be 
directly hostile but could resist activities that interfere in their sphere of 
interest.  

To avoid a duplication of efforts, interfering with the plans of others, and the 
consequent waste of energy and resources necessitates at least information flow 
between the actors, increasing situational awareness (including the consideration of 
second- and third-order effects) and enhancing the capacity for ‘strategic’ planning 
and intelligent decision-making. Promoting the ’need to share’ principle and 
encouraging proper classification markings will enable the exchange of information, 
help de-conflicting programmes and activities, and ensuring the safety of the local 
population and IO/ NGO personnel. Specific policies on sharing of medical 
information must be developed in concert with the local medical authorities.  

Cohesion beyond coexistence and shared awareness is an enormous challenge 
regarding interoperability, funding, mutual trust and consent, but opens great 
opportunities for burden sharing, achieving economies of scale, cooperative 
capability development, efficient resource management and an effective coordination 
of efforts.  

Joint cohesion would benefit from better cross-service coordination particularly in 
the areas of concept and capability development, procurement and resourcing. 
Sharing a joint common budget may help to reduce competition and rivalry between 
different services.  

Interagency cohesion could be supported by civil-military exchange programs on 
the national and multi-national level. Military reservists with a civilian peacetime 
occupation may play a vital role in facilitating mutual understanding between civilian 
and military capabilities. On the national level plans to improve resilience against 
environmental disasters as well as to prepare for collective defence need to be 
developed.  Interagency coherence could also be enhanced by delegating budgetary 
and management authority downwards, thereby giving the in-theatre staff the 
necessary leverage to engage with other actors and adjust plans and programmes 
accordingly. Accountability would naturally have to follow increased responsibility for 
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the actors in the field. The Provincial Reconstruction Teams (PRTs) in Afghanistan 
were an example for successful JIMP cooperation, enabled by delegated budgetary 
and management authority.  The PRT model may also be considered, to enhance 
national resilience.  

Multi-national cohesion necessitates a balance between national and Alliance 
requirements. To be considered in this context are: force structures; legislation; 
educational requirements; cultures; political perspectives; operational procedures, 
and technical compatibility. The principle of ‘collective responsibility’ encourages 
nations to corporately bear the operational burden. Standardization, cooperation and 
mutual assistance enables nations to share in the provision and use of operational 
capabilities and resources; this promotes effectiveness and helps minimize 
duplication of effort and the deployment of redundant contributions. Multi-national 
coherence can be achieved through bi- or multi-lateral exchange programmes, the 
establishment of multi-national (medical support) units on a permanent basis as 
outlined by the Framework Nation Concept (see above), cooperative concept and 
capability development,  common procurement and resourcing programmes  

Public cohesion requires close cooperation with humanitarian organizations and 
local actors.  While humanitarian organisations need to coordinate their efforts with 
other actors, including military and political ones, there is a need to recognise the 
importance of observing the Humanitarian Principles and protecting the 
Humanitarian Space in all situations. Humanitarian objectives should always be 
autonomous from political, economic, military or other objectives, to ensure that the 
sole purpose of humanitarian aid remains to relieve and prevent the suffering of 
victims of humanitarian crises. Humanitarian aid is never a crisis management tool. 
We must balance the need to maintain a humanitarian space in a conflict situation 
with the need for security. Local ownership and inclusion of local actors into 
leadership mechanisms may help to create long term stability and to develop exit 
strategies for international actors. Sustainable solutions cannot be achieved without 
local actors taking over responsibility and ownership of the stabilization and 
reconstruction process once security is established.  

None of us underestimates the difficulty of the challenge, but the consequences of 
failure will be unforgiving, and if we are determined to achieve comprehensive 
cohesion, we must:  

a. accept the necessity of coordination (on national level) and being coordinated 
(on international level) 

b. better harmonize and synchronize the efforts of different health services, 
military as civilian, on national level  

c. establish a vivid day to day cooperation between military medical services and 
their counterparts in civilian health care systems, disaster response 
organizations, government departments and agencies and define the 
respective relationships, roles and responsibilities on national level  

d. establish the legal and technical framework for information sharing  
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e. facilitate the development of exchange programs and genuine partnerships 
between nations, their civilian and military health services and their respective  
facilities, institutions, units and headquarters  

f. considerably invest more efforts into generating new ways to enable, 
empower and facilitate the active participation and leadership of the broadest 
possible cross-section of partner host nation local health care providers  

g. establish the necessary organizational structures and administrative 
processes at national and international level 

To balance national and organizational, political and humanitarian, public and private 
interests and influence and to acknowledge resources, legitimacy, expertise, 
experience and skills, the following roles and responsibilities should be considered:  

International Organizations (such as UN, NATO or EU): international organizations 
harmonize national approaches to achieve commonly agreed goals; promote 
understanding, and establish standards to achieve interoperability. They define 
capability demands in accordance with their LoA, coordinate the contributions of their 
members, and identify capability gaps and shortfalls and the measures to address 
them, if necessary through common funding or contracting of private sector 
commercial medical providers. They must establish organizational structures 
enabling the coordination of medical support between different services, healthcare 
authorities of their member and partner nations, civilian governmental and non-
governmental organizations and private sector healthcare providers. Such 
organizational structures include headquarters, offices, committees, working groups, 
and expert panels. International organizations must provide a communication and 
information system connecting all partners and services, clear guidance on legal 
issues, such as the liability for and the scope of medical practice and facilitate 
interoperability through standardization.  International Organizations have the central 
role in: 

• Coordinating capability development and allocation;  

• Facilitating pooling, sharing and funding of capabilities;  

• Concept and doctrine development;  

• Coordinating education and training 

• Assessment and evaluation of medical support capabilities.  

National Governments are responsible to coordinate the cooperation of military and 
civilian health services at national level. They are responsible for all necessary legal 
arrangements such as memoranda of understanding, technical agreements and 
status of forces agreements with other partners; for establishing an interface with the 
international organizations and continuously keeping contact with the respective HQs 
medical staff at strategic, operational and tactical level. Nations providing medical 
contributions are responsible for:   
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• Consistence and compliance of their national clinical standards, practices and 
procedures with relevant agreed common policies and guidelines;   

• Availability, readiness, resilience and sustainability of their contributions;  

• Interoperability, connectivity and adaptability of their contributions;  

• Evaluation of their medical support capabilities prior to deployment.   

Humanitarian Organizations are primarily providing health services to civilian 
populations in need. They are responsible for establishing an interface with the 
international organizations and continuously keeping contact with the respective HQs 
medical staff at strategic, operational and tactical level; for clearly communicating 
their policies, cultures, capabilities, structures, and functional organization; for 
coordinating their medical support activities with all other partners and for 
compliance of their services with relevant domestic, host nation and international 
law.  

Public and Private Sector Medical Services are primarily providing medical 
support within a regional / local medical support system of the local population. On 
the basis of legal agreements, specific public or private sector medical capabilities 
can be used to complement the medical support network, as long as this doesn’t 
have a negative impact on the local public healthcare system. Nations as well as 
organizations can contract private sector providers to fill capability shortfalls or gaps 
in medical support or to provide specific complementary capabilities. However, the 
contracting authorities have to ensure, that this doesn’t have a negative impact on 
the public health care system. The ultimate responsibility for the services provided 
remains with the contracting authority.  

4. Forward Projection of Medical Services 

Forward deployment and resupply of treatment facilities as well as the rearward 
evacuation of casualties for further treatment relies on open lines of communication 
and safe aerospace corridors. Where lines of communication are at risk and air 
superiority cannot be assumed as it may likely be the case in modern warfare, 
strategies are needed to facilitate prolonged casualty care and to enhance the 
autonomy of health care providers. A potential solution could be, to project advanced 
casualty care capabilities forward where delays in the continuum of care or high 
casualty rates are to be expected. This could be done in different ways:  

Forward deployment of medical emergency care capabilities: The idea to deploy 
medical emergency care capabilities forward is not new. Particularly surgical and 
critical care capabilities were developed for forward deployment independently by 
several nations. But even medical specialist teams, trained and equipped to support 
special operation forces have their limits concerning forward projected functionality 
and holding capacity. Procedures to stabilize patients in critical condition cannot be 
performed “on the run”. Even experienced professionals trained to perform under 
extreme conditions need time and a working environment allowing them to practice 
their skills. To operate side by side with the forces they support necessitates that the 
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respective medical emergency care capabilities have a commensurate level of 
protection and mobility. The higher the threat level and the higher the level of care 
they are expected to provide, the harder this is to accomplish. Only few and selected 
medical specialists will be able to achieve and maintain the respective professional 
and tactical skills for operations close to or beyond the frontlines. Forward 
deployment of medical emergency care capabilities beyond a certain point will be too 
time consuming and ineffective to be considered as a practicable option to support 
the majority of combat operations.  Allowing to deploy only those components which 
are absolutely essential, the modular approach (see above) may help to reduce the 
footprint of medical capabilities and to enhance their agility. Modularity therefore 
appears to be an opportunity to effectively facilitate a forward deployment of medical 
emergency care capabilities within reasonable operational limits. Similarly upskilling 
generalist or less qualified and experienced practitioners in specific skills is to be 
considered.  

Forward delivery or prepositioning of medical supplies: The further forward 
medical capabilities need to deploy, the lighter should be their footprint, which often 
results in a very limited patient holding capacity and sustainability. Technical 
solutions to enhance sustainability whilst maintaining a light footprint include oxygen 
generators or concentrators (replacing bottled pressurized oxygen), solar and fuel-
cell power supply, as well as resupply by autonomous systems (drones). Approaches 
to enhance the resilience of forward deployed capabilities against material shortfalls 
and to simplify the resupply process embrace the establishment of commonly 
approved supply lists and (ideally commonly procured) stockpiles. The importance of 
Blood forward is also recognised and the facilitation of plasma (in whatever form), 
the walking blood bank and solving cold chain issues are all fully acknowledged as 
key enablers.  

Last but not least contingency protocols need to be developed and practised 
allowing emergency care providers the administration and utilization of medical 
supplies and pharmaceuticals (including blood products) not approved by national 
authorities. In extremis an off label use of pharmaceuticals and medical supplies 
should be considered and authorized. Any utilization of unapproved medical material 
requires reasonable knowledge on their appropriate application, effects and side 
effects and the respective training to handle them. A unified Medical Logistic concept 
to include all of the above issues will be in preparation over 2020.  

Forward delegation of professional authority: The qualification of medical 
emergency care professionals is time consuming and so are education and training 
of forces able to operate far forward or beyond enemy lines. Most medical specialists 
cannot be trained to operate in such environments, which necessitates to enable 
personnel with the respective operational skills to perform emergency care 
procedures beyond their usual scope of practice. In this context the administration of 
blood products and narcotics by embedded medics should be considered, as well as 
surgical emergency interventions or the utilization of advanced emergency care 
technology such as Extracorporeal Membrane Oxygenation (ECMO) by forward 
operating medical emergency response teams. This would necessitate the 
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development of commonly approved contingency procedures and their 
implementation in education and training as well as waivers from national 
professional legislation. It would also require willingness and confidence of the 
primarily responsible specialists and professionals to delegate the respective 
procedures downward, and the willingness and confidence of caregivers to execute 
them as well as mutual trust of the approving authorities, the responsible 
professionals and the empowered providers. An option for decision makers to keep 
at least some kind of control while delegating professional capability forward to less 
qualified personnel  is the utilization of telemedicine.  

Forward projection of medical expertise by telemedicine: Telemedicine is a 
complementary option to facilitate a forward projection of medical expertise. It 
enables professional experts to provide guidance to the providers at the forward end 
of the line, which may facilitate better trust and confidence on both sides: 
professional specialists can keep (some kind of) control and the providers can ask 
for assistance when they are facing problems or are not sure what needs to be done. 
However, telemedicine depends on advanced technology, i.e. real time data transfer 
at a high rate and crystal clear high definition imaging which require a respective 
bandwidth, data transfer security and network stability. To be safe and effective, 
telemedicine needs to be based on SOPs which must be developed in coordination/
conjunction with  medical experts, technical specialists and the medical providers on 
the far forward end and include backup contingencies (see above) in case of 
connectivity problems. These SOPs must be established in respective education and 
training (E&T) programmes which involve both, the medical experts and the 
emergency care providers. As for the other options to project emergency care 
forward, the responsibilities and other legal and professional requirements need to 
be clearly defined for the utilization of telemedicine before it can be realized.  

Forward projection of specialist diagnostics and care by telementoring and 
remote controlled robotic systems: Robotic assisted surgery is established for a 
number of surgical procedures, however the vision of experienced specialized 
surgeons performing their skills on patients hundreds of miles away with the help of 
remote controlled robotic systems is still science fiction. It would require extremely 
reliable and secure data transfer technology. It would require specialized and 
respectively trained personnel which is bringing the robotic systems in the right 
position to the patient and in case of a system malfunction is capable to perform 
contingency procedures. Even if restricting specialist diagnostics and care by remote 
controlled robotic systems to very few procedures (such as control of critical 
bleeding) the resulting requirements for technology and personnel will probably not 
allow to project robotic assisted specialist care far forward in the near future.  
Technology, connection of robotic systems and patients, life tissue research, SOP 
development, bandwidth, data transfer security, stability, Qualification of forward 
assisting personnel, E&T programmes, backup contingency SOPs (see above), 
responsibilities. 
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5. Multidimensional Medical Support Management  

Health services all over the world work side by side but exchange and cooperation 
are the exception rather than the rule due to differing interests, perspectives, 
cultures, policies and principles. Global strategic trends indicate that there is a 
growing need for mutual assistance and the development of genuine partnerships 
between health services as well as for the coordination and harmonization of medical 
support activities in planning and execution. Modern warfare necessitates greater 
agility and faster decision making while at the same time increasing the complexity of 
the operational environment. The Alliance must therefore encourage partner 
governments and organizations to understand and utilize NATO as a framework for 
innovation, exchange and cooperation. To effectively facilitate the provision of 
medical support, NATO must ensure: 

• analysis and identification of weaknesses, risks, gaps and shortfalls related to 
medical support  

• assessment of opportunities to mitigate them  

• development of a long term vision and a plan to realize it   

• coordination of capability innovation and advancement  

• information and communication management 

• resource management  

• operations management 

Based on a traditional military command and control architecture, the current NATO 
medical support organization cannot sufficiently facilitate the necessary cohesion 
between health services across domains, echelons, geographic boundaries, 
organizational affiliations and nationalities. Leadership and management of health 
services must acknowledge global health and security trends across the political, 
human, technological and environmental domain as well as the increasingly 
multidimensional and unpredictable nature of modern warfare but also the diversity 
of partners and their attitudes.  

Leadership traditionally has been thought of as “doing the right thing” while 
management has been defined as “doing things right.” The challenges medical 
support is facing and the need for a better coordination of health services 
necessitate combining these two distinctions with an emphasis on “doing the right 
thing…right.” 

To successfully manage diversity and take advantage of it, means to actively engage 
all parties involved, so their talents and contributions are fully leveraged or the 
collective expertise and capability of individuals in a group is utilized to determine the 
right course of action and to then build a template for acting on the choices they 
make. This management approach is based on shared consciousness and teamwork 
beyond institutional, national or organizational borders: all partners understand what 
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needs to be accomplished, are empowered to execute and contribute if necessary, 
thereby synchronizing their efforts and coordinating their actions with each other.  

Shared consciousness can only be created by sharing information and building 
genuine relationships. Everyone in the organization needs to have a holistic 
understanding of the organization’s goals and the way how to achieve them. The key 
to increasing shared consciousness is trust and connectivity between otherwise 
separate elements of an establishment by encouraging members to forge 
relationships with members of other teams. Everyone doesn’t need to know 
everyone but if everyone knows a couple of people it’s likely there will be at least one 
connection in your own group to every other team. 

Once a shared consciousness gives the team the knowledge to do what is right, 
anyone in the organization can take action without needing approval as long as they 
provide all contextual information to leaders. Leaders can then take an eyes on 
hands off approach to management and instead of executing they can focus on 
fostering an environment conducive to shared consciousness and empowered 
execution. Team members empowered to act without approval will be more careful 
about doing the right thing.  

There are no perfect organizational structures in place to facilitate such 
management. What works best for a partner nation or organisation will depend on its 
constitutional set-up and the prevalent rules of the game. Likewise, there is no ’one 
size fits all’ approach to crisis, as the structures must be adapted to local realities to 
be successful. A golden rule is that form must follow function. The focus should 
always be on the practical effect. ’What is being achieved’ as opposed to ’who is 
achieving it’ should be the ultimate approach for all. The organizational architecture 
to support this approach may resemble to a multidimensional team of teams with a 
common goal: to facilitate medical support. Each of the teams has its own purpose 
and limitations. Within each of the teams, individuals have a defined role and 
responsibility based on their knowledge and skills. Within the team of teams, each 
team has a defined role and responsibility based on its collective capability. The 
mission defines the capability requirements. Those requirements are different for 
each mission and may rapidly change. The configuration of the teams may vary 
accordingly: A new requirement may necessitate the configuration of a new team, 
which will be formed of individuals from other teams with the respective expertise 
and capability. Each individual may have a role and responsibility in different teams.  

Leadership in this context aims to bring together different approaches, take the best 
of all, enable unity and synergy of efforts, eliminate competing or conflicting activities 
and enable opportunities for burden sharing and economy of scale. It must facilitate 
effective management through:   

• establishment of mutual and common understanding  

• balance of interests  

• harmonization of plans and policies  

• compatibility of standards and procedures 
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• coordination of efforts.  

Such Leadership is based on a top down hierarchical approach but other than in 
traditional management models, role and position no longer exclusively distribute 
power; instead, capability does. Capability depends on resources. The more 
resources partners have available, the higher their capability. In very practical terms 
leadership capability is also a question of personal qualities, competence and skills. 
Different characteristics or phases of crisis, might require different skills and profiles. 
From the NGO perspective, leadership is seen as required or desirable by the 
community on the ground and capability associated with variables such as 
experience in the area, cultural awareness, and relations with the local community. 
Besides capability, legitimacy is a foundation for leadership. Host country authorities, 
if legitimate, should ideally provide such leadership. In situations with a weak or 
collapsed state, senior representatives of international organizations or leaders of 
regional intergovernmental organisations if perceived impartial, may be the most 
credible and accepted authority.  
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6. REQUIREMENTS  
To exploit the conceptual ideas described above medical support requirements must 
be defined acknowledging global health and security trends, the characteristics of 
modern warfare and strategic risks. These requirements will enable the Alliance and 
its partners to identify future capability gaps and options to address them through 
individual or common efforts.  

In the future medical services must co-operate in a federated network and be more 
responsive to global health and security threats and strategic shocks than current 
health services. Integrated capability and force development will help to mitigate the 
risks resulting from capability gaps and shortfalls and the challenges of modern 
warfare.  Predictive medical analysis is key to extracting information from existing 
data sets to determine medical patterns and predict future trends.  

The growing sophistication and specialization of military medicine will generate a 
greater demand and wider variety of medical capabilities in theatre. The growing 
trend toward smaller deployments, conducting a variety of missions with different 
medical requirements from engagement to combat, requires a “pick list” of medical 
capabilities for tailored support and economy of force. Without compromising support 
to Nation-unique missions, these capabilities need to be further developed 
cooperatively and optimized to support NATO health service operations across the 
contingency spectrum.  

NATO must provide the organizational framework, a respective communication 
information and data exchange system as well as the political and theoretical 
foundation, nations the necessary resources. All partners must ensure availability, 
readiness, and sustainability of the required medical support capabilities. Multilateral 
agreements and standardization are key for an effective utilization of medical 
resources through pooling and sharing. However, where shortfalls and gaps cannot 
be addressed by the nations, NATO will need to develop, allocate or sustain the 
respective capabilities through common funding.  

6.1. System Requirements  

The comprehensive health services network must facilitate the Alliance and its 
partners across domains, echelons, geographic boundaries, organizational 
affiliations and nationalities to: 

• balance diverse expectations, perspectives and interests but also gaps and 
shortfalls with the available resources  

• harmonize attitudes, efforts and standards  

• exchange data, material and personnel  

• share resources, information and immaterial values  
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Particularly civil military interaction at political, strategic, operational and tactical level 
is crucial to effectively address global health and security trends, the challenges of 
modern warfare and the identified capability gaps and shortfalls.  

6.2. Service Requirements  

Besides their organizational or national agenda, medical services participating in the 
Alliances medical network must be able to support NATO missions and therefore 
optimize their degree of multilateral coherence. This coherence begins with a base 
level of interoperability in which capabilities from more than one nation can operate 
together to accomplish assigned tasks at a NATO theatre-wide scale. The level 
advances when partners establish exchange and cooperation in defined areas on a 
regular basis and finally bond through multilateral partnerships for capability 
development, pooling and sharing. An additional challenge is the increasing need for 
a better coordination and cooperation with humanitarian non-governmental 
organizations (NGO), and host nation, regional or local partners who may have 
different perspectives, policies and standards than those agreed within NATO. Within 
the network, health services of all partners must be willing and capable to coordinate 
their efforts with others and being coordinated. They are encouraged to establish 
exchange programs, cooperation and partnerships with each other on a regular 
basis and to synchronize capability development and allocation. Individually and 
together, they must be prepared to rapidly respond to strategic shocks as well as to 
changing conditions and emerging threats in the operational environment. NATO 
health services should be able to:  

• support widely dispersed forces across the full range of military operations 
even in austere and contested environments including anti-access or area 
denial situations  

• provide medical support for diverse populations at risk or multinational forces 
conducting concurrent operations in multiple theatres or in multiple locations 
within a single theatre  

• ensure an appropriate level of care  

• deploy medical capabilities over long distances rapidly reconfigure and 
aggregate/disaggregate their capabilities.   

6.3. Capability Requirements 

Advanced technologies, new diagnostic tools, innovative treatment protocols, and 
increased specialization have dramatically increased the capabilities of medical care. 
Greater medical capability tends to generate increased medical requirements. 
Medical support capacities and capabilities should be adaptable to changes in the 
deployed forces’ strength or the mission specific risks and allow to meet peak 
casualty rates in excess of expected daily rates. While medical capabilities may not 
be interchangeable between partners, they may be interoperable and, in some 
cases, interdependent. Interoperability across domains, echelons, geographic 
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boundaries, organizational affiliations and nationalities implies a level of 
standardization and commonality of technology, procedures, and a mutual lexicon. 

Medical forces should be prepared, equipped, trained, and ready for deployment as 
the forces they support. Accordingly medical support management capabilities, 
medical communication and information system capabilities, force health protection 
capabilities, primary health care and secondary health care capabilities as well as 
medevac and medical logistics capabilities should be configured, designed, 
developed and allocated for the respective specific operational environment:   

Red Zone – Medical Support Capabilities must be able to operate side by side 
with the troops they are assigned to support in a remote, hostile, combat or non-
permissive environment. This necessitates commensurate tactical skills (such as 
Survival, Evasion, Resistance, and Escape (SERE)), mobility and protection. Red 
zone medical support capabilities should be able to deploy or evacuate by vertical 
airlift or surface transport on demand.  Their footprint must be aligned with mission 
requirements and the respective operational threats, however capabilities may 
aggregate and cooperate. Along the continuum of care, red zone medical support 
capabilities ensure treatment and evacuation of casualties from the point of incident 
to an appropriate medical treatment facility in the Area of Operations (AOO).  

Amber Zone – Medical Support Capabilities must be able to operate in a semi 
permissive environment. This necessitates mobility and protection compatible to 
that of the troops they are assigned to support. Amber zone medical support 
capabilities should be able to deploy or evacuate by vertical airlift and surface 
transport within 2 hours of notice.  Their footprint must be aligned with mission 
requirements and the respective operational threats, however capabilities may 
aggregate and cooperate.   Along the continuum of care, amber zone medical 
support capabilities ensure treatment and evacuation of casualties from locations or 
medical treatment facilities in a semi permissive environment to an appropriate 
medical treatment facility in the AOO. 

Green Zone – Medical Support Capabilities must be able to operate in a 
permissive environment in the AOO. Appropriate protection and Real Life Support 
(RLS) must be provided by the assigned troops. Green zone medical support 
capabilities should be deployable by airlift and surface transport within 12 hours of 
notice. Along the continuum of care, green zone medical support capabilities ensure 
treatment and evacuation of casualties at and between secure(d) medical treatment 
facilities in the AOO or in an otherwise permissive operational environment. 

Blue Zone – Medical Support Capabilities cover the full spectrum of medical 
support. This includes highly specialized and sophisticated areas of expertise and 
technology. Along the continuum of care, blue zone medical support capabilities 
ensure evacuation and treatment of casualties to and at firm base medical treatment 
facilities.   
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Annex A provides an initial medical support capability requirements proposal, from 
which further implications for DOTMLPF-I could be deducted. However, this is not an 
exhaustive or authoritative listing. 
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7. IMPLICATIONS TO MEDICAL CAPABILITY DEVELOPMENT 
The gaps and shortfalls identified for medical support through the Bi-SC  risk 4

assessment of June 2018 and the resulting capability requirements listed above, 
necessitate any effort, to  

Across the Doctrine, Organization, Training, Materiel, Leadership, Personnel, 
Facilities, and Interoperability (DOTMLPF-I) spectrum the following implications are 
to consider:  

1. Doctrine 

Doctrine evolves as its political and strategic foundation changes in the light of new 
developments in science and technology, concepts, and the insights of strategic and 
operational analysis to deliver critical knowledge to the point of need that is concise, 
accessible, and up to date. Doctrine should facilitate coherence and cooperation, 
provide orientation and guidance and clearly define the respective roles and 
responsibilities of all parties involved. It should enable partners to establish mutual 
and common understanding, to harmonize their standards and procedures and 
coordinate their efforts.  NATO Medical doctrine must facilitate effective  

• planning and coordination of casualty care and evacuation and of the 
respective resources and capabilities;  

• data, information and communication management; and  

• casualty prevention and force health protection.  

Medical doctrine should provide the foundation for medical education, training, 
exercises and evaluation (ETEE), capability development and burden sharing, 
capability allocation and force generation, capability coordination and enhancement 
as well as the administration of casualty care and medical supplies.  

NATO medical doctrine as well as all content related to medical support in any kind 
of doctrinal publication, must be coherent with NATO policy, Allied Joint Doctrine, 
international and humanitarian law and for that purpose approved by the COMEDS 
Medical Standardization Working Group / Medical Standardization Board.  

2. Organization 

The NATO medical support organization must acknowledge differing perspectives, 
policies, interests, and cultures of partners and facilitate effective coordination across 
domains, echelons, geographic boundaries, organizational affiliations and 
nationalities. What works best for each partner nation or organisation will depend on 
its constitutional set-up and the prevalent rules of the game. Likewise, there is no 
’one size fits all’ approach and organizational structures must be adaptable. A golden 

 The two NATO strategic commands – Allied Command Operations and Allied Command 4

Transformation
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rule is that form must follow function. The focus should always be on the practical 
effect: ’what is to be achieved’ as opposed to ’who is achieving it’.  

To ensure the necessary level of readiness, agility and flexibility, interoperability, 
mutuality, resilience and sustainability, medical support capabilities, whether in whole 
or part, should constitute a medical support system  

• Operating as a network of services and providers, which when combined and 
coordinated, may produce a healthcare effect that is greater than the sum of 
the individual parts; 

• Comprising inherently agile components which can be reconfigured to perform 
multiple roles/tasks across the spectrum of conflict; 

• Able to seamlessly integrate maritime, land and air medical assets / facilities;  

• Balancing the clinical requirement and the tactical situation; 

• Providing layered incremental clinical capability that can be tailored/targeted, 
both in terms of time and space, according to the needs of the patient.  

Applying the conceptual ideas described in the chapters 4 and 5, a permanent 
structured cooperation between nations and organizations in a flexible network of 
health services incorporating differing organizational approaches would allow for 
national and organizational preferences on one side and achieve coherence 
throughout the Alliance and between its partners on the other. Modularity, pooling 
and sharing however, will require a flat hierarchical organization which allows 
effective and direct coordination of capabilities and assets within a defined area of 
operations. Medical capabilities need to be collected in a multinational medical unit 
(MMU) or a multinational medical task force. The figure below shows the 
corresponding medical command, control and consultation (C3) organization.  
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3. Training 

Appropriate care and interoperability in multi-national, combined joint operations 
depend on common understanding, proper communication and harmonized 
procedures. Cohesion of medical services and coherent medical support build on a 
learning process which needs to be supported by respective education, training 
exchange and exercise programs.  This is even more important, as training and 
education particularly of healthcare providers, medical professionals and physicians 
are a national (or even provincial) responsibility and usually defined by national 
(provincial) standards and regulations.  

To facilitate ETEE cohesion amongst all partners, NATO must define the demands 
for medical education and training, match the requirements with E&T solutions and 
ensure that the E&T solutions identified are delivered in the most effective, efficient 
and affordable manner: 

Education: Based on doctrine and agreed standards, education creates the 
foundation of mutual and common understanding. Education should generate, 
update and consolidate knowledge of roles and responsibilities, processes and 
procedures as well as on technical and practical aspects related to collective 
resilience. This knowledge should encompass the specific duties of commanders 
and their forces, of governmental institutions, humanitarian and local actors, the 
respective actions they are expected to carry out and the resources they are 
supposed to use.  

Training should facilitate the practical application of theoretical knowledge and 
expertise acquired through education and experience and to develop and maintain 
the necessary skills and proficiency. Medical support related training should 
encompass the execution of the respective processes, the performance of 
procedures, planning and coordination of actions and the operation and utilization of 
equipment and supplies.  

Exercises should be conducted to improve and evaluate the execution of plans and 
contingencies for evacuation and treatment, data and information management, the 
coordination and performance of the required actions within the framework of a 
comprehensive, coherent and integrated approach as well as the administration, 
allocation and utilization of resources. Following the principle “train as you fight”, 
medical support should be an integral part of all exercises during the pre-deployment 
training of allied forces. Deploying forces must be familiar with the TTPs that will be 
used in theatre prior to deployment. Medical personnel must be involved in the 
exercise design and scenario development process to ensure appropriate medical 
training objectives are included. The exercising medical capabilities should not be 
tasked to provide real life medical support to exercising personnel, only to ensure 
that the medical training goals are not compromised as a result. 

Evaluation: The purpose of medical evaluation is to identify weaknesses, gaps and 
shortfalls in medical support, as well as in medical education and training and to 
support the certification of medical units.  The evaluation of medical courses and 
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trainings may contribute to a common understanding of NATO medical support. 
Training facilities may request an evaluation by the MILMED COE to assure the 
training provided meets NATO requirements. The evaluation of medical units and 
treatment facilities ensures, that each capability provided meets NATO standards as 
agreed by the member Nations, irrespective of how it is delivered or by which 
profession. Nations are responsible for the evaluation and certification of the units 
they contribute to a multinational force. The commander is responsible for the 
certification of the force as a whole.  The MILMED COE can provide expertise and 
training in medical evaluation on request.  

Preparation for future operations requires training opportunities for adaptive, 
integrated learning that translates through an appropriate mix of live, virtual, 
constructive, and gaming environments connected though a coherent medical 
education, training, exercise and evaluation (ETEE) network.  Training scenarios 
must portray realistic threats that require forces to develop competence in complex 
environments through a broad range of missions characterized by complexity, 
uncertainty, continuous transitions between operations, protracted time, information 
overload, and adaptive enemies. Coherent or at least compatible ETEE standards 
need to be developed and adopted by all training facilities within the health services 
network organization:  

First Aid and Basic Hygiene Training for All Military Personnel.  First aid on 
operations comprises life-saving skills, essential to all military personnel for the 
purpose of self and buddy care. Stopping accessible serious bleeding and providing 
the ability to breathe are the first steps to successful resuscitation and stabilization 
and can significantly improve the likelihood of survival and the outcome of treatment 
for the injured, wounded or sick.  Additionally, all military personnel should have 
some understanding and training in basic hygiene and force health protection 
measures to prevent and limit the development and transmission of infectious 
disease in a deployed environment.  

Advanced Medical Training for non-medical Military Personnel. Selected military 
personnel of forces operating in a setting where access to medical treatment might 
be hampered, should be trained to independently perform sick call and advanced 
field care adjusted to a potential austere or remote environment. This may require 
specific waivers or endorsement by national authorities.  

Training of Healthcare and Medical Personnel. Education and training standards 
for healthcare and medical service personnel of NATO forces should be accepted by 
all troop contributing nations. In addition, education and training of NATO medical 
service personnel should meet NATO agreed standards where they exist. Training 
standards for healthcare personnel in military operations should assure 
interoperability and a standardized output of medical capabilities. Medical teams 
should be trained and exercised for the environment in which they are operating. In 
particular emergency care and surgical teams ought to be trained in performing life, 
limb and function saving techniques and procedures of damage control resuscitation 
(DCR) and damage control surgery (DCS) outside a hospital environment under 
tactical conditions with the respective limited equipment. Depending on their 
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function, the requirements of the units they support and the operational environment, 
selected medical personnel should be trained in specific medical and military skills. 
Personnel leading medical units or serving in a medical staff function should be 
trained, exercised and experienced accordingly. This includes but is not limited to 
critical incident management, leadership, organization, coordination and planning 
skills in the context of the fundamental medical support principles described in MC 
326/4.  5

4. Materiel 

Medical support relies on the availability of medical equipment and supplies. Medical 
supplies include but are not limited to pharmaceuticals (such as blood products, 
vaccines, antidotes, narcotics and antibiotics), medical gases, instruments and 
technical equipment, implants, splints and prosthetics, casts, dressings, bandages 
and tourniquets. They have some unique characteristics:   

a. Protected Status.  Medical supplies are protected under the terms of the 
Geneva Conventions, when properly marked and separately stored and 
distributed from combat supplies. 

b. Regulatory Aspects.  The accounting, administration and use of medical 
supplies, in particular controlled drugs and blood products, are governed by 
national and international regulations as well as the reverse supply chain and 
the constraints on clinical waste that cannot be disposed in theatre. The 
consumption and controlled disposal of medical materiel must be recorded for 
legal, environmental and asset control reasons.   

c. Handling Requirements.  Tight controls and specialized management are 
required for medical supplies due to the technical and perishable nature of the 
materiel, especially, its often limited shelf life and its sensitivity to storage, 
transport and environmental conditions.  

d. Complex functionality.  The availability of medical equipment and materiel, 
even of seemingly insignificant items can be of vital importance. The medical 
logistics system must contain expertise for the possible and likely implications 
of material medical support shortfalls and delays and be able to respond to 
short notice clinical demands. Small items often have complex functionality 
and bring large capability.   

The NATO medical logistics network must ensure that medical resources are 
available when needed or  made available on short notice, even when production 
capacities are depleted or exceeded, lines of communications compromised and 
supply chains interrupted.  This necessitates establishment and maintenance of 
backup capacities and a certain degree of independence from private sector 
commercial industrial procurement. NATO members and partners need to appoint or 
establish appropriate contingency production and storage facilities for a national 

 Critical incident management is described in more detail in 3.10 and AMedP-1.10 MEDICAL 5

ASPECTS IN THE MANAGEMENT OF A MAJOR INCIDENT/MASS CASUALTY SITUATION 
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disaster or collective defence response and to build up and maintain the respective 
stockpiles. The corresponding arrangements should be coordinated to avoid 
shortfalls and overlaps as well as a competition for resources. NATO must facilitate 
the management and coordination of medical logistics within the health services 
network and provide the respective structures, platforms and software for mutual 
exchange and cooperation as described and outlined above (see section 6.3.2, 
Medical Resource Management).  

NATO must align its medical equipment and supplies modernization and sustainment 
processes across the requirements, programming, and acquisition communities, to 
include the industrial base, commercial or government off-the-shelf solutions and 
well as rapid prototyping. This does not only encompass materiel solutions, but also 
the necessary training and instruction, the respective training support programs, 
quality assurance systems, maintenance and repair capabilities, as part of 
modernization and sustainment plans. Technology may help to project and utilize 
resources more effectively. However the more sophisticated technical solutions and 
systems are, the greater is their vulnerability and the harder they are to sustain. 
Related to resilience, this necessitates to plan for contingencies and backups. Other 
important areas of work include the use of blood in operations and CBRN antidotes 
that require specific activity to deliver capability.  

5. Leadership 

To achieve coherence, leadership must respect the sovereignty and interests of all 
actors involved while at the same time managing their interdependencies. The higher 
the number and diversity of actors, the bigger the challenges for coordination and 
leadership. Major parties in terms of resources and manpower will likely claim more 
influence based on their relative engagement, government authorities based on 
political and legal legitimacy. From the NGO perspective, leadership is seen as 
required or desirable by the community on the ground and may reflect variables such 
as experience in the area, staffing levels, and relations with the local community. In 
very practical terms leadership is also a question of personal qualities and skills. 
Different aims and objectives as well as different conditions and environments, will 
require different leadership skills and profiles.  

Facilitative leadership must enable the health services network to achieve more than 
just the sum of independently developed national medical support capabilities. It 
must synergize, harmonize and synchronize the efforts of all partners to develop and 
enhance medical support capabilities by coordination. It must maximize opportunities 
for pooling and sharing, enable effective resource management and common 
procurement. It must provide clear direction and guidance while at the same time 
passing authority down the chain of command.  This requires a management style 
where everyone could understand the leadership’s thought process and contribute if 
necessary.  Such shared consciousness can only be created by sharing information 
and building genuine relationships. Everyone in the organization needs to have a 
holistic understanding of the organization’s goals and the way how to achieve them. 
The key to increasing shared consciousness is to build trust and connectivity 
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between otherwise separate elements by encouraging their members to forge 
relationships with members of other teams. Everyone doesn’t need to know 
everyone but if everyone knows a couple of people it’s likely there will be at least one 
connection in your own group to every other team. Once a shared consciousness 
gives the teams the knowledge to do what is right, anyone in the organization can 
take action without needing approval, as long as they provide all contextual 
information to leaders. Leaders can then take an eyes on hands off approach to 
management and instead of executing they can focus on fostering an environment 
conducive to shared consciousness and empowered execution. Team members 
empowered to act without approval will be more careful about doing the right thing.  

Genuine relationships and shared consciousness enabling comprehensive and 
facilitative leadership cannot be established on short notice. Organizations, nations, 
agencies and all other actors must create and practice coherence and cooperation 
on a regular permanent basis, constitute the respective structures and arrangements 
and coordinate their plans and actions. 

6. Personnel 

Personnel assigned to a medical unit must be able to effectively integrate, overcome 
language barriers and cultural differences and operate with equipment and supplies 
from other providers.  Qualified medical personnel cannot be made available on 
short notice, neither can medical personnel be mass produced. It requires a certain 
mind-set and personality to help and care and not to turn and walk away, where 
hardship and misery accumulate, casualties suffer and death and danger are at the 
doorstep. It needs knowledge, skills and confidence to do the right things and 
provide the appropriate treatment and care even in distress and chaos. To develop, 
maintain and update the respective knowledge and skillset necessitates motivation, 
time and effort. Gaps and shortfalls in medical personnel are the most challenging to 
fill, while at the same time having the most critical impact. The conceptual ideas of 
modularity, pooling and sharing as well as the forward projection or downward 
delegation of medical care may help to utilize resources more efficiently and 
enhance the reach of medical professionals, however, efforts to regenerate medical 
personnel must be improved throughout the Alliance, administrative processes 
simplified and management structures optimized (see 7.2 – Organization).  

7. Facilities 

Medical facilities comprise mobile assets as well as permanent installations. The 
mobility, protection, footprint and functionality of medical capabilities must 
correspond to their task and the environment in which they provide their services. 
Medical support facilities must evolve towards higher variability, mobility and 
autonomy. Every single NATO medical facility is part of a network and must 
coordinate its performance accordingly. In case a facility is compromised or breaks 
down, all connected facilities have to adjust to compensate or address this situation. 
If identified essential and of common interest and approved eligible, medical facilities 
may benefit from common funding. Medical support facilities comprise:  
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• Medical Treatment Facilities (MTFs) – medical aid posts, field clinics, field 
hospitals, military hospitals, hospital ships and trains, private sector clinics 
and hospitals contracted for military healthcare, civil-military clinics and 
hospitals, civilian hospitals identified in advance for possible future military 
healthcare in a wartime scenario, intermodal temporary hospitals 

• Pharmaceutical and Medical Supplies Production Facilities – military 
pharmacies, , NATO assigned pharmaceutical and medical supply production 
facilities, private sector production capacities  

• Maintenance Facilities  

• Stockpile Facilities -  medical supply warehouses 

• Research Facilities  

• Training Facilities – schools, training centres, academies 

• Medical Administration Facilities – HQs, offices 

• Evacuation Assets – ambulances, busses, trains, hovercrafts, boats, ships, 
helicopters, planes 

8. Interoperability  

Interoperability requires that NATO medical policy be holistic and coherent and 
necessitates coordinated and sustained efforts in four areas: communication, 
coordination, standardization and cooperation. A consistent and coherent approach 
to interoperability should be achieved through constant and comprehensive 
coordination between all relevant stakeholders. Medical solutions to interoperability 
shortfalls should be implemented at the earliest cost-effective time in the capability 
life cycle. Optimising the cost-benefit ratio will determine a reasonable level of 
ambition for interoperability. Continuity of medical efforts to achieve interoperability is 
a continuous process.  

To avoid a duplication of efforts, interfering with the plans of others, and the 
consequent waste of energy and resources necessitates information flow and 
exchange between all parties, increasing situational awareness (including the 
consideration of second- and third-order effects) and enhancing the capacity for 
‘strategic’ planning and intelligent decision-making at least. Exchange of information, 
knowledge, expertise, experience and resources between organizations, nations, 
agencies and actors is essential to harmonize understanding, skills and procedures 
and to establish and maintain mutual trust and interoperability.  Institutional 
exchange may be facilitated through liaison or coordination elements in the 
corresponding organizational structures, professional exchange through respective 
bi or multilateral programs and cooperation agreements. Differences in legislation, 
policies, principles, accreditation and admission need to be acknowledged and 
efforts undertaken to resolve or overcome them.  

Promoting the ’need to share’ principle and encouraging proper classification 
markings will enable the exchange of information, help de-conflicting programmes 
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and activities, and ensuring the safety of the local population and international 
organization (IO)/NGO personnel. Specific policies on sharing of medical information 
must be developed in concert with the local medical authorities. Addressing national 
legislative barriers and conflicting mandates is a vital but very complex endeavour. A 
starting point is the acknowledgement that diversities do exist – in mandates, 
strategies, approaches and practices. National interests, for instance, often obstruct 
coherent policies and practices at both strategic and operational levels. Multinational 
or international organisations, such as the International Committee of the Red Cross 
(ICRC), Médecins Sans Frontières / Doctors Without Borders (MSF) and United 
Nations High Commissioner for Refugees (UNHCR), have specific mandates that 
may not always be compatible with the goals of those engaged in the political or 
security sectors. A common strategic framework as a reference point would 
contribute to a meaningful division of labour with less gaps and overlaps.  
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8.  RISKS TO ADOPT / IMPLEMENT THIS CONCEPT  
The implementation of this concept requires substantial changes in mind-set and 
policy. It will demand for serious efforts and commitment to overcome the existing 
problems and differences and to achieve the necessary level of cooperation. None of 
us underestimates the complexity of the challenge, but the maxim is unforgiving. If 
we are serious about future warfare medical support, we must considerably invest 
more resources and efforts and exploit new ways to enable, empower and facilitate 
the active participation and leadership of the broadest possible cross-section of 
actors. 

SACEURs risk mitigation plan indicates, that not implementing this concept will result 
in critical capability gaps and shortfalls. Not only will the health and the fighting 
power of the force decrease rapidly without the necessary medical support, also the 
health of the civilian population will be at risk throughout SACEURS entire AOR.  

9. CONCLUSION  
NATO operations are inherently complicated and will occur in fast-paced, contested 
operating environments. This document provides the foundation for Concept 
Development and Experimentation to identify the operational requirements for further 
capability development  in areas such as  

• Medical Support Management,  

• Casualty Care and Evacuation  

• Medical Logistics  

• Force Health Protection 

This is not a policy, neither a doctrine document but a finalised 
contemporary culmination of thought and analysis facilitating further 
discussion. It is intended to assist NATO nations and partners as a 
compass for force generation and capability development and to inform 
civilian partners of the way ahead for NATO future medical support.    
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ANNEX A – MEDICAL SUPPORT COMPONENT CAPABILITY 
REQUIREMENTS   

Requirement # 1: Force Health Protection and Casualty Prevention  

Diseases and non-battle injuries (DNBIs) will be an ever-present risk to personnel 
that very often generate the greatest burden of morbidity upon the deployed force.   
Force Health Protection and Casualty Prevention Capabilities must be available prior 
to deployment and must continue well into the post-deployment period.   

a. Preventive Medicine and Veterinary Services: Force health protection 
should promote or conserve physical and mental well-being, reduce or 
eliminate the incidence and impact of disease, injury and death and enhance 
operational readiness and combat effectiveness of the forces. Force health 
protection should therefore be able to counter the debilitating effects of 
environment, occupational health risks, environmental and industrial hazards 
(EIH), disease related, chemical, biological, radiological, nuclear (CBRN) 
threats and selected special weapon systems. This requires preventive 
medicine, environmental health and veterinary service capabilities for the 
anticipation, prevention and mitigation of infectious, endemic, environmental, 
physio-chemical, occupational, industrial, and operational health risks, the 
prevention of zoonotic disease transmission, for food and water safety and 
field sanitation. The required preventive medicine, environmental health and 
veterinary service capability spectrum should facilitate: 

• To identify risks and threats from terrain, climate, endemic disease, 
industrial and occupational hazards to the health of all personnel 
deployed in a specific area of operations; 

•  To identify necessary preventive measures and advising commanders 
on their implementation, to include the development of a theatre policy 
on immunization and prophylaxis measures, acclimatization and 
appropriate training of all personnel, especially on measures to prevent 
food, water and vector-borne diseases/intoxications; 

• For advising on and auditing the quality of water and food sources;  

• For auditing and supervising implemented measures;  

• For performing vector and pest control; 

• To gather epidemiological and other medical data and information; 

• For advising commanders on the overall health risks and threats, and 
the limitations they may place on the campaign by their impact on force 
readiness. 

b. Health Readiness and Health Promotion: Addressing life-style related 
health risks such as obesity, bad physical condition, drug consumption, 
nutrition failures or unhealthy habits from a macro to a micro perspective, 

A-  1
NATO UNCLASSIFIED



health readiness and health promotion should sustain and enhance the well-
being and operational readiness of the individual soldier to the total force. 
Health readiness and health promotion capabilities must cover the following 
spectrum:   

1) Mental Health. Mental health encompasses the readiness and 
resiliency to deal with the stress of deployments. Mental health 
promotion facilitates the development of knowledge, skills and a mind-
set that soldiers and military personnel need to function in and cope 
with the stressors of a military environment.  

2) Behavioural Health. Behavioural health promotion focuses on stress 
management, combat stress control, sleep discipline, nutrition, suicide 
prevention and surveillance, responsible sexual behaviour, alcohol and 
drug abuse prevention, and tobacco cessation programs. 

3) Physical Health. Physical health is not limited to only physical fitness, 
but includes an array of areas that ensures the total needs of the fit and 
ready body are addressed. These include soldier physical training, 
injury prevention, ergonomics, oral health, nutrition, and weight 
management. 

c. Health Surveillance, Disease and Casualty Reporting. Health Surveillance, 
Disease and Casualty Reporting provide key indicators of the forces health 
status and an estimate of its impact on manpower and working day losses. A 
comprehensive disease and non-battle injury analysis can produce more 
effective preventive medicine measures, including recommended policy on 
immunisation, prophylaxis and personal health education. It can also be a 
driving factor in the size and capability of medical resources required in 
different scenarios. Surveillance and reporting may also identify CBRN 
weapons involvement. Deployment health surveillance capabilities are 
required as a sentinel warning system to trigger further investigation, 
implement preventive countermeasures or other command actions needed to 
reduce the adverse impacts of health threats. The required health surveillance 
capability spectrum comprises the routine standardized tracking of disease 
and injury incidence. This includes:   

• identifying the population at risk; 

• identifying and assessing potential occupational and environmental 
health (OEH) hazards;  

• documenting occupational, environmental, chemical, biological 
radiological and nuclear health risks or exposures;  

• monitoring real time health outcomes and reporting of disease and 
non-battle injury (DNBI) and battle casualty (BC) rates during the 
deployment in a timely manner;  
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• investigation of suspected disease outbreaks or clusters of illness 
amongst deployed personnel.   

Requirement # 2: Casualty Care  

Casualty care must acknowledge the timelines determined by human physiology and 
correspond to the mission, the operational environment, the force/PAR and the risks 
the force/PAR may face.  

a. Self and Buddy Care. All military personnel (medical and non-medical) 
should be trained and equipped for initial self and buddy care of sudden 
illness or injuries to ensure, that life-threatening conditions can be addressed 
effectively within 10 minutes after injury or onset of acute symptoms until 
professional treatment can be provided.  

b. Primary Health Care. Damage control resuscitation should follow the 
provision of first aid ASAP (as soon as possible) but not later than (NLT) 1 
hour from injury or onset of acute symptoms.  Medical emergency response 
capabilities for primary emergency care and to facilitate medical evacuation 
must be hold at readiness and placed accordingly in the AOO. Capabilities for 
patient holding, and non-emergency care of diseases and non-battle injuries 
(DNBIs) should be provided at the respective forward operating base (FOB) or 
in an at least semi-permissive environment. Where access to casualties or 
evacuation to respective medical capabilities is not possible, emergency care 
professionals must expand their skills by empowering first responders to 
perform the necessary emergency care procedures.  

c. Secondary Health Care. Medical service personnel qualified, trained and 
equipped for surgical and advanced resuscitative emergency care should be 
deployed close enough to the troops they are supporting, to complement pre 
hospital emergency care by life limb and function preserving surgical and 
resuscitative procedures within 2 hours after injury or insult. Further surgical, 
resuscitative, diagnostic and specialist care capabilities necessary to stabilize 
the patient for strategic evacuation should be made available within 2 hours of 
tactical evacuation after initial damage control surgery treatment. Where 
access to the respective capabilities or to casualties is not possible, specialist 
care providers must expand their skills by empowering emergency care 
providers on scene to perform the necessary specialist care procedures.  

d. Definitive Health Care. Deployable health care capabilities to facilitate 
rehabilitation and return to duty should be provided in the area of operations. 
Non deployable capabilities or time consuming treatment should be provided 
at firm base locations.   

Lines of communication and access to treatment facilities may be compromised or 
blocked, supply and evacuation chains interrupted. The organizational pattern of 
casualty care in modern warfare must therefore rather constitute a network of 
virtually and physically connected fixed and mobile medical capabilities in changing 
configuration, than a linear alignment of treatment facilities.  In a maritime or future 
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battlespace environment, even technically advanced or sophisticated medical care 
capabilities may be constantly moving, but require shielding and protection. 

Requirement # 3: Medical Evacuation 

The transfer of casualties during military operations is influenced by factors such as 
the operational environment, the weather, and the length, safety and quality of 
evacuation routes. Medical Evacuation (MEDEVAC) is the process of moving any 
person who is wounded, injured or ill under continuous medical supervision and care 
to or between medical treatment facilities. Medical evacuation is an integral part of 
the continuum of care and conducted during military operations by designated assets 
able to provide in transit care in accordance with prevailing medical standards at the 
same or a higher level as provided by the originating unit. Casualty evacuation 
(CASEVAC) is the movements of casualties not employing dedicated or designated 
medical capabilities.  Dedicated MEDEVAC assets should primarily transport 
patients requiring immediate and continuous care. 

Timely evacuation should be to the most appropriate medical treatment facility 
primarily based on clinical imperatives, but also tempered by the operational 
environment, noting that the most appropriate facility may not necessarily be the 
closest. Operational imperatives (such as the casualty load in major joint operations) 
may necessitate lateral patient transfer or bypassing medical treatment facilities, but 
also to consider contingency and emergency plans and procedures for prolonged 
casualty care and casualty evacuation.  

The medical evacuation system should be able to continuously assure:  

• Evacuation of patients during day and night, in difficult weather and sea 
conditions, terrain and operational circumstances.   

• Provision of appropriate emergency and critical care throughout the 
evacuation. 

• Patient flow management and disposition to the most appropriate medical 
treatment facilities. 

• Real time/near real time patient tracking through the entire continuum of care.  

Medical evacuation assets should be designed and equipped for the environment in 
which they are operating. Assets evacuating casualties from the point of incident 
must be able to conduct combat, water or mountain rescue operations accordingly. 
Medical evacuation crews operating in non- or semi-permissive environments must 
be vertical airlift capable. Medical evacuation teams should be equipped and trained 
to provide the same level of care as it is provided by the originating medical 
treatment facility, which might include in-transit intensive care.  

Requirement # 4 Medical Information and Data Exchange  

Sharing and exchange of data and information is essential to establish a common 
understanding and unity of efforts. International humanitarian law as well as national 
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legislation and policy regarding the protection and sharing of medical information 
must be respected; these may differ between contributors.  No data or information 
are to be used to take any advantage of medical vulnerabilities of any party as this 
would be a serious violation of fundamental ethical and legal conventions and likely 
have deleterious effects. Medical personnel will ensure that documentation of 
medical treatment is noted on official medical records and medical confidentiality is 
respected. All reports between medical units should be copied to the respective 
national medical authority in accordance with the applicable troop contributing 
nations’ law. NATO must define the reporting requirements and standards that 
should be met by all partners. NATO must facilitate the respective arrangements and 
provide a communication and information system compatible with its corresponding 
logistic and operational data management systems and supporting automation 
across the progressive spectrum of medical care and evacuation.  

At political-strategic level this system should support medical services to 
synchronize capability development and force generation. It should support nations 
and organizations to find partners for funding, development, allocation and 
sustainment of capabilities and enable them to advertise capability projects and 
offers. It should allow nations and organizations to advertise their capabilities or ask 
for personnel, equipment and supplies. It should facilitate multilateral support 
arrangements and help partners to address capability gaps and shortfalls by mutual 
assistance and cooperation. It should also enable NATO to identify and prioritize 
projects and capabilities eligible for common funding. It should encourage and 
facilitate cooperation in science and technology. It should provide nations and 
organizations and their scientific institutions the opportunity to find partners for 
research projects or to publish new scientific evidence and findings but also to 
advertise new technologies for sharing.  It should provide nations and organizations 
the opportunity to advertise trainings and exercises, to request evaluation and 
accreditation of their trainings and training facilities, to explore training and exercise 
opportunities, to harmonize their training programs, to establish mutual exchange 
programs between their medical treatment and training facilities, to invite or request 
instructors from other partners and to share training facilities. It should provide 
nations and organizations the opportunity to access NATO medical documents 
(depending on their classification) but also to share publications, evidence and 
experiences related to health care and medical support. It should provide 
transparency of the readiness status of all assigned capabilities and enable 
commanders and their staff to timely identify gaps and weaknesses within the 
medical support network and to coordinate the respective shortfall management 
measures where necessary in coordination/conjunction with all contributors. 

At the operational level it should enable the full range of medical staff functions 
including planning, management and coordination, sustainment and force health 
protection. It should facilitate sharing of medical intelligence and information (MI2) 
and ensure its content is timely, easily accessible to all NATO members’ medical 
staff, comprehensive and reliable, which means specific, accurate and up to date. It 
should facilitate casualty rate estimation, casualty reporting and disease 
surveillance, patient tracking and patient flow management. It should provide 
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medical information and intelligence (MI2), status and readiness reports, lessons and 
experiences, requests and offers. It should provide casualty rates related to different 
scenarios (including CBRN, major combat, disaster response) environments 
(including urban, arid, tropical, alpine, polar) and tasks. Factors such as mission 
characteristics and the operational environment the level and nature of activity, 
acclimatisation, training and living conditions of the deployed personnel as well as 
the analysis of expected sources of diseases and non-battle injuries have to be 
taken into consideration. Initial planning figures or generic casualty rates based on 
historical and current data should be available as a backup or contingency solution in 
case of a malfunction or breakdown of technical estimation tools. It should enable 
patient evacuation coordination staff to communicate with medical treatment facilities 
and capabilities, medical units and assets. The tool must provide patient evacuation 
coordination staff information on:  

• The clinical need of the individual patient. 

• The operational and natural environment.  

• The availability of medical capabilities for forward, tactical and strategic 
medical evacuation.  

• The variant and range of medical evacuation platforms. 

• The location and capacities of medical treatment facilities, their specialist 
capabilities, medical equipment status and staffing levels. 

• The current bed occupancy status at each medical treatment facility including 
any surgical backlog. 

• The location, number and clinical condition of patients. 

• The tactical situation associated risk to patients or evacuation assets. 

It should continuously display and update the medical operational picture and 
provide a dynamic overlay, which is highlighting the medical support coverage in the 
area of operations and determining the location of medical assets on the ground, 
their capabilities, capacity and readiness status. It should enable the coordination of 
medical capabilities and assets within the medical support network and support the 
coordination of casualty care and patient evacuation across the continuum of care. It 
should provide an overview of medical supplies identified mission essential and of 
the stockpiles and production capacities available. It must encompass 
pharmaceuticals such as antibiotics, antidotes, narcotics and blood products, 
medical equipment and materiel. It should enable medical units and treatment 
facilities to request (re)supplies as well as commanders and their staff to coordinate 
the respective medical logistics. It should also enable contributing nations and 
organizations to advertise or request medical supplies. 

At the tactical level it should enable treatment facilities and evacuation assets real 
time communication and data transfer with each other and with the patient 
evacuation coordination staff. This includes audio and visual data. Information and 
data must be transmitted in standardized formats. Hardware and software of senders 
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and receivers must be compatible. It should support quality assurance and the 
registration of casualties. It should enable all partners to localize a specific patient 
and monitor his treatment within the continuum of care in accordance with medical 
confidentiality. Challenges such as language barriers, communication and 
information systems compatibility or differing national tracking processes must be 
considered. It should expedite casualty care by telemedicine, advanced imaging and 
remote controlled robotics. The system requirements for data transfer comprise 
appropriate connectivity, capacity, buffer and bandwidth. Patient tracking, 
telemedicine, advanced imaging as well as robotics in support of resuscitation and 
surgery may create high volume data peaks to be managed. Medical data protection 
demands appropriate classification and cyber security technologies which effectively 
safeguard data storage and transfer and allow unimpeded network access to all 
authorized parties. To ensure secure data and information management in case of a 
connectivity disruption, system breakdown or a compromise of data safety, 
appropriate contingency and backup capabilities should be in place. 

Requirement # 5 Medical Logistics 

Medical logistics needs to enable the provision and sustainability of medical support 
under all operational conditions at commonly accepted standards and to ensure the 
availability, replacement and maintenance of resources in the area of operations by 
coordination. Medical logistics should improve the ability to provide and synchronize 
NATO medical logistics and infrastructure in support of ACO’s plans and priorities. It 
should facilitate interoperability and interchangeability of medical supplies, medical 
equipment and pharmaceuticals including blood products.  

Medical logistics must be straightforward and reliable, cost-effective, simple and 
capable of providing the required medical equipment and supplies rapidly, and 
theatre-wide. Medical logistics should ensure that adequate stocks of medical 
supplies and equipment are available to NATO health services even when 
production capacities are depleted or exceeded, lines of communications 
compromised and supply chains interrupted. The more sophisticated technical 
systems are, the greater is their vulnerability and the harder they are to sustain 
which necessitates to plan for contingencies and backups. 

Requirement # 6: Medical Support Management   

Health services management and administration should ensure unity of efforts 
among all partners inter connected within the global health services network. Health 
services management and administration should facilitate mutual support and 
collaboration, harmonization and synchronization, readiness, resilience, and 
sustainability. The scope of health services management and coordination 
encompasses:  

a. Medical Planning. Medical planners must identify health threats, gaps and 
shortfalls and provide ideas how to address them. They must analyse all 
mission essential factors and their implications on health and medical support. 
Factors to be considered include:  
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• Situation (history of events, culture, interests)    

• Parties involved (authorities, organizations, forces, local population)  

• Environment (terrain, climate, pollution) 

• Infrastructure (LOCs, ports, airports, railways, power grid, industry, 
economy, hospitals)  

• Mission (intent, LoA, goals, end state, tasks)  

These factors determine the potential hazards (chemical, biological, 
radiological, nuclear, explosive, environmental, endemic or trauma – 
CBRNE3T; see section 2.3), the population at risk, the casualty rates to be 
expected and the essential services (housing, water, power, transportation, 
healthcare, welfare, communication, education, security, law) available or 
required. Medical planning must embrace and harmonize input, planning 
considerations and contributions from all partners from political to tactical 
level. It should respect international law, commonly agreed policy and 
standards but also national and organizational positions, limitations and 
caveats. Medical support plans should be based on a comprehensive risk 
assessment, professional advice and political-strategic direction and 
guidance. The headquarters’ medical staff must ensure, that decision makers 
have the required evidence on which to base their decisions and a clear 
understanding of the medical risks they are responsible for. Medical planning 
should contribute to defence planning and operations planning in accordance 
with strategic political-military direction. Medical planning requires processes 
that ensure the necessary cohesion and involvement of all partners and 
between all levels. These processes must also ensure a continuous 
evaluation of plans and that the respective plans can be adapted or adjusted 
at all times.  

b. Medical Capability Development and Force Generation. NATO needs 
medical support capabilities tailored to the Alliance’s level of ambition to 
conduct large-scale conventional operations and high intensity combat, to 
operate worldwide over extended lines of communication and extended 
periods in challenging climatic, geographic, socio-cultural, economic and 
political conditions as well as to engage in hybrid, asymmetric and 
unconventional warfare.  

Nations are responsible to ensure the required availability of land, sea and air 
medical support capabilities and a level of care equating best medical 
practice. They are developing their defence structures and capabilities with 
the dual purpose of defending their nation and contributing to collective 
defence; They prioritize and develop their military capabilities primarily against 
their own national security requirements and commitments (their national 
‘agenda’) and through interoperability and standardization activities, contribute 
to and operate as part of a combined joint force. Each member state’s 
national security/defence strategy and policy has implications for the provision 
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of healthcare and the diversity within the Alliance necessitates a balance 
between national and NATO requirements. To be considered in this context 
are: force structures; legislation; educational requirements; cultures; political 
perspectives; operational procedures, and technical compatibility. In the 
modern security and battlespace environments this appears no longer to be 
appropriate. 

NATO must provide the framework for cooperative capability development 
and must coordinate the capability development and force generation 
activities of all partners. This encompasses the establishment of 
organizational structures such as HQs, Committees, Working Groups, Expert 
Panels, Agencies and Offices, arrangements defining the respective 
Programme of Work (PoW), responsibilities, authorities and relationships but 
also the availability of the necessary IT (see above).  

Nations should harmonize their medical support procedures and capability 
development activities with each other to ensure the respective 
interoperability and quality of treatment and to avoid capability gaps, shortfalls 
or unnecessary overlaps.  Coordination should facilitate pooling and sharing 
and enable partners to develop and sustain common capabilities based on 
multilateral agreements.  

c. Medical Resource Management. Medical support relies on the availability of 
human, materiel and financial resources. Shaping medical support for the 
challenges of the future security environment and modern warfare 
necessitates a shift from crisis response towards collective preparedness and 
resilience.  

Human Resources. Medical resource management should enhance the 
readiness for disaster response and collective defence by coordination of 
community and military services, involving all partners, partner organizations, 
agencies and services.  

Material Resources. Material resources for medical support include 
pharmaceuticals, technical equipment, instruments, stretchers, gases, and 
medical supplies but also vehicles, shelters, power, fuel and water. The 
medical logistics systems needs to ensure the sustainability of the medical 
support network under all operational conditions, and must be considered as 
part of the overall movement, transportation and storage plan. National 
responsibility over planning and executing effective medical logistics system 
remains the guiding principle for operational support; however, NATO 
commanders may exercise their authority to assure best possible coordination 
of national activities in this area. Economy of scale may result from 
coordinated supply to commonly funded multinational assets. Medical 
resource management should ensure procurement, storage, movement, 
distribution, maintenance and disposition of medical supplies even when 
supply chains are compromised and it should enhance the Alliance 
independence from commercial procurement.  To ensure the availability of 
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critical supplies (such as surgical instruments, technical equipment, casts and 
dressings) and pharmaceuticals (such as narcotics, antibiotics, antidotes, 
vaccines and blood products) even when consumption rates exceed the 
production capacities of commercial providers, NATO members and partners 
need to appoint or establish respective contingency production facilities. The 
corresponding arrangements should be coordinated to avoid shortfalls and 
overlaps as well as a competition for resources. To ensure timely availability 
of vaccines in case of outbreak scenarios or of effective treatment options for 
pathogens resistant to antibiotic or antiviral pharmaceuticals, NATO medical 
support requires research facilities and laboratories to rapidly develop the 
respective medical products and drugs. To ensure the availability of critical 
pharmaceuticals and medical supplies (such as narcotics, antibiotics, 
antidotes, vaccines and blood products) even when consumption rates 
exceed the resupply capacities or lines of communication are compromised or 
interrupted, a decentralized network of storage facilities needs to be 
established by all partners and the respective stockpiles built up and 
sustained. The corresponding arrangements should be coordinated to avoid 
shortfalls and overlaps as well as a competition for resources. NATO must 
provide the framework for the necessary mutual assistance and cooperation. 
NATO should define common standards and coordinate medical logistics. Any 
nation providing medical material or pharmaceuticals is responsible for 
appropriate storage and transportation until the point of transfer. All materiel 
must clearly be marked with the nation of origin in plain text, the national flag 
or a NATO stock number. The required information on medical supplies, 
including instructions for storage or transportation (expiration, humidity or 
temperature) and the date of production and expiry should always be visible. 

Financial Resources. To ensure availability and readiness of medical support 
capabilities identified essential and to enhance the Alliance ability to address 
identified shortfalls requires to redefine the principles for common funding 
accordingly. On the one hand not all capabilities assigned as theatre assets 
require common funding; on the other hand, capabilities and projects of 
common interest or identified capability gaps and shortfalls should be 
considered eligible for common funding.  Medical support capabilities and 
projects which qualify for common funding should be identified and prioritized 
through the NDPP. Proposals for common funded projects and capabilities 
may be made by COMEDS and its working groups (WGs) and expert panels 
(EPs), ACO and ACT. In addition all partner nations and organizations may 
request common funding for capabilities and projects of common interest.   

NATO must identify the respective demands, gaps and shortfalls and 
coordinate the necessary measures to address them. To avoid a competition 
for the same resources and achieve a unity of efforts in the management of 
shortfalls, civil-military cooperation needs to be enhanced and exercised, 
liaison elements and exchange programs established in and between the 
respective agencies, headquarters and offices.  NATO must provide the 
organizational structures and IT to facilitate the necessary cohesion and 
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coordination. Technology may help to utilize and distribute resources more 
effectively.  

d. Approval and Accreditation. Legislation, regulations and responsibilities 
related to medical logistics may differ between partners. Common coordinated 
approval of essential medical supplies and pharmaceuticals such as narcotics 
antibiotics, antidotes or blood products should facilitate quality assurance and 
standardization and cross-service interchangeability of such supplies. 
Respective processes, legal, professional and technical arrangements are 
required. Pharmaceuticals, medical equipment and supplies approved for 
application may be used by medical providers of all participating 
organizations, nations and institutions. The respective statements, lists or 
assortments may also be used to determine the supply requirements for 
coordinated or common procurement and the capacities for mutual agreed or 
common funded stockpiles.   

Processes and arrangements are required to confirm the qualifications of 
health care providers and to grant them permission and responsibilities within 
their scope of practice. Such processes should empower healthcare 
specialists and professionals to expand their reach, by approving other 
healthcare providers within their area of responsibility to perform certain 
procedures, apply contingency protocols or administer specified 
pharmaceuticals. The accreditation of commonly agreed standards should 
also enhance interoperability and coherence between medical personnel from 
different nations or organizations.  

e. Medical Asset and Capability Management: Medical asset and capability 
management coordinates and directs the provision of health services to the 
force and the population at risk. Or in other words: to bring medical support to 
the force. This includes the coordination of assets and capabilities, personnel, 
equipment and supplies within an area of responsibility from allocation 
through deployment, action, relocation to redeployment, but also the 
exchange of modules between medical units as well as a the modular 
enhancement of medical capabilities.  

f. Casualty Care and Evacuation Management. Casualty Care and 
Evacuation Management should ensure that all casualties receive appropriate 
care as fast as possible through effective coordination of medical capabilities 
and assets. It directs casualties through the continuum of care or ensures that 
each patient is brought to appropriate treatment facilities.  The following 
factors are to be considered:  

• The clinical need of the individual patient; 

• The operational and natural environment;  

• The availability of medical capabilities for forward, tactical and strategic 
medical evacuation;  
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• The variant and range of medical evacuation platforms; 

• The location and capacities of medical treatment facilities, their 
specialist capabilities, medical equipment status and staffing levels; 

• The current bed occupancy status at each medical treatment facility 
including any surgical backlog; 

• The location, number and clinical condition of patients; 

• The tactical situation associated risk to patients or evacuation assets. 

Patient Flow Management is a dynamic process, directing, controlling and 
coordinating the transfer of patients from the point of injury or onset of disease 
to definitive treatment facilities. The flow of casualties should follow the 
continuum of care in a progressive manner. However, this is a medical 
organizational pattern and not a linear pathway that has to be followed in a 
sequence.  The casualty care and evacuation system should be capable of 
providing timely and accurate tracking information throughout the continuum 
of care and to monitor patient movement activities. It should integrate 
transportation, medical treatment and logistics and coordinate medical 
evacuation requirements with surface transport and airlift capability. Medical 
evacuation of patients with known, suspected or highly contagious infections 
may be severely impeded due to international health regulations or nationally 
imposed restrictions of movement even if patient movement would be 
required to safeguard the force. Close coordination is necessary to ensure a 
comprehensive monitoring and management of all demands and capacities 
for and of patient treatment and movement. 

Casualty Care Management must ensure effective cooperation within and 
between medical support capabilities. NATO must facilitate the harmonization 
of procedures between all partners and appoint a leading authority for each 
capability responsible for coordinating casualty care and quality assurance. 
Providers have to assume responsibility for the performance and 
interoperability of their contributions. All medical professionals are responsible 
for the quality of practice they provide. They must ensure accordance and 
compliance with the legislation and policy of their mandating nation/
organization at all times.  
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ANNEX C – ABBREVIATIONS AND ACRONYMS  
ACT  Allied Command Transformation 

ACO Allied Command Operations 

AECC Aeromedical Evacuation Control Centre  

AOO Area of Operations 

AOR Area of Responsibility 

BACO Baseline Activities and Current Operations 

BC Battle Casualty 

C4I Command, Control, Communication, Computers, and Intelligence 

C5I2 Command, Control, Coordination, Communication, Computers, 
Intelligence, and Information 

CBRN Chemical, Biological, Radiological, Nuclear 

CBRNE Chemical, Biological, Radiological, Nuclear and Explosive 

CBRNE3T Chemical, Biological, Radiological, Nuclear, Explosive, Environmental, 
Endemic and Trauma 

CCDR Combatant Commander 

CCJO Capstone Concept for Joint Operations 

CCMD Combatant Command 

CCP Casualty Collection Point 

COMEDS Chiefs of Medical Services  

CONOPS Concept of Operations  

CSU Casualty Staging Unit 

DCR Damage Control Resuscitation  

DCS Damage Control Surgery 

DNBIs Diseases and Non-Battle Injuries 

DoD Department of Defense 

DOTMLPF-I Doctrine, Organization, Training, Materiel, Leadership and education, 
Personnel, Facilities, and Interoperability 

E&T Education and Training 

EIH Environmental and Industrial Hazards 

EP Expert Panel 
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EPINATO 2  NATO-sponsored health surveillance database for epidemiological data 

ETEE Education, Training, Exercise and Evaluation 

FDA Food and Drug Administration 

FHP Force Health Protection 

FOB Forward Operating Base 

FOC Full Operational Capability 

FP Force Protection 

GFM Global Force Management 

GIHS Globally Integrated Health Services 

GIO Globally Integrated Operations 

HQ Headquarters 

HN Host Nation 

IFAK Individual First Aid Kit 

ICRC International Committee of the Red Cross  

IO International Organization 

IOC Initial Operational Capability 

IT Information Technology  

JCHS Joint Concept for Health Services 

JCIDS Joint Capabilities Integration and Development System 

JIMP Joint Inter-Agency Multi-national Public 

JFC Joint Force Commander 

JMLIS Joint Medical Logistics and Infrastructure Support 

JOA Joint Operations Area 

JOC Joint Operations Centre 

JPME Joint Professional Military Education 

JTTS Joint Theatre Trauma System 

LI Lessons Identified 

LL Lessons Learned 

LOCs Lines of Communication 

MEDEVAC Medical Evacuation 
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MEDINT Medical Intelligence 

MFN Medical Framework nation  

MI2 Medical Information and Intelligence 

MJO Major Joint Operation (MJO) 

MLE Maximum Level of Effort 

MLN Medical Lead Nation  

MORE Medical Rules of Eligibility 

MRSN Medical Role Specialist Nation 

MSF Médecins Sans Frontières / Doctors Without Borders  

MTF Medical Treatment Facility 

NGO Non-Governmental Organization 

NMLT National Medical Liaison Teams 

NPCC National Patient Coordination Centre 

NSE National Support Element 

NTM Notice To Move  

OEH Occupational and Environmental Health 

PAR Population at Risk 

PECC Patient Evacuation Coordination Cell  

PHC Primary Health Care  

PHEC Pre-Hospital Emergency Care 

POI Point of Incident  

PoW Programme of Work 

PRT Provincial Reconstruction Team 

RA Requirements Authority 

RLS Real Life Support 

RSOI Reception, Staging, Onward Movement, and Integration 

SHC Secondary Health Care  

SMO Senior Medical Officer (SMO) 

SOP Standard Operating Procedure 

TCN Troop Contributing Nation 
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TTPs Tactics, Techniques and Procedures 

UN United Nations 

UNHCR United Nations High Commissioner for Refugees 

U.S. United States  

WG Working Group 

WHO World Health Organization 
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ANNEX D - GLOSSARY  
Biosurveillance. The process of gathering, integrating, interpreting, and 
communicating essential information related to all hazards, threats, or disease 
activity affecting human, animal, or plant health to achieve early detection and 
warning, contribute to overall situational awareness of the health aspects of an 
incident, and to enable better decision making at all levels. (National Strategy for 
Biosurveillance, July 2012)  

Denied Area. An area under enemy or unfriendly control in which friendly forces 
cannot expect to operate successfully within existing operational constraints and 
force capabilities. (JP 3-05)  

Domain. A sphere of activity or influence. (Joint Concept for Health Services [JCHS])  

Force Health Protection. The ability to sustain and protect the health and 
effectiveness of the human centerpiece of the American military. Force Health 
Protection is composed of activities that promote human performance enhancement; 
provide for a healthy, fit, and protected force; engage in health surveillance; 
encompass casualty management; and enhance mission set preparedness and 
support to Homeland Defense/Civil Support operations. (Force Health Protection 
Concept of Operations [CONOPS])  

Health Services. Medical capabilities designed to perform, provide, or arrange the 
promotion, improvement, conservation, or restoration of human mental and physical 
well-being that may be utilized to support the National Military Strategy and the 
readiness of the Joint Force. (JCHS)  

Health Service Support. All services performed, provided, or arranged to promote, 
improve, conserve, or restore the mental or physical well-being of personnel, which 
include, but are not limited to, the management of Health Services resources, such 
as manpower, monies, and facilities; preventive and curative health measures; 
evacuation of the wounded, injured, or sick; selection of the medically fit and 
disposition of the medically unfit; blood management; medical supply, equipment, 
and maintenance thereof; combat and operational stress control; and medical, 
dental, veterinary, laboratory, optometric, nutrition therapy, and medical intelligence 
services. (JP 4-02)  

Health Service Delivery. The ability to build healthy communities by managing and 
delivering the TRICARE  health benefit. This ability includes clinical preventive 6

medicine, clinical diagnostics, treatment, rehabilitation, and reintegration. (Health 
Service Delivery CONOPS)  

Health System Support. The ability to organize and execute key capabilities 
required to support and continuously improves Health Service Delivery and Force 
Health Protection in fulfilment of the Military Health System mission. It includes 

 TRICARE is a health care program of the United States Department of Defense Military Health 6

System providing civilian health benefits for military personnel, military retirees, and their dependents, 
including some members of the Reserve Component. TRICARE is the civilian care component of the 
Military Health System.
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activities associated with the education, research and development, C-2 Health 
Services contract development, Health Services contract management, and 
partnership development among health service organizations outside the Military 
Health System. (Health Readiness CONOPS)  

Interoperability. Systems, units, and forces shall be able to provide and accept 
data, information, materiel, and services to and from other systems, units, and forces 
and shall effectively interoperate with other U.S. Forces and coalition partners. (DoD 
5000.01)  

Node. Physical location for delivering health services. These can be fixed (e.g., 
MTFs, clinics, mission partner facilities) or mobile (e.g., deployable/modular 
capabilities). (JCHS)  

Operational Level of War. The level of war at which campaigns and major 
operations are planned, conducted, and sustained to achieve strategic objectives 
within theatres or other operational areas. (JP 3-0)  

Synchronization. The arrangement of military actions in time, space, and purpose 
to produce maximum relative combat power at a decisive place and time. (JP 2-0) 
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