	PARARESCUE CONSOLIDATED MISSION REPORT

	MISSION NUMBER: 
	OPERATION NAME:  

OPERATION ENDURING FREEDOM
	MISSION DATE (s): 

05 DECEMBER 2001

	BRIEF MISSION SUMMARY:

A position occupied by Two SF ODAS was struck by an USAF JDAMS 2000 pound bomb resulting in 32 + casualties both Afgani and American. JSOAC-S launched two MH-53s with one STT + on each aircraft to make a pick up less than one mile from the FEBA and transport patients to HLZ to transload Americans to Two JMAU aircraft and the Afganis to a Naval medical facility. A TF Green Doctor and 18-D accompanied us on our aircraft and the Doctor assumed role as primary triage officer and OSC. Our aircraft transported 8 critical, 5 minor, 1 expectant (all US). 



	ORGANIZATION  (include unit address/DSN/FAX/e-mail)

OPERATION ENDURING FREEDOM

JSOAC – S


	NAME/RANK/DUTIES OF PARARESCUEMEN INVOLVED

Burns / PJ TL

Scott / PJ 

Neilsen / CCT 



	Report prepared by: Burns

	SECTION 1 - NOTIFICATION

	DATE/TIME:

05 December 2001 
	AGENCY/INDIVIDUAL:

 JSOAC-S
	METHOD: 

Runner

	SURVIVOR/INCIDENT INFORMATION

	OBJECTIVE: 

HLZ, NW of Kandahar, Afghanistan
	LAST KNOWN LOCATION: 

HLZ, NW of Kandahar, Afghanistan
	NUMBER OF PERSON(s): 32

	CONTACT PROCEDURES: JSOAC-S was tasked to launch a two ship medevac by the JSTOF



	REPORTED INJURIES: Initial reports on SAT Com nets were of 6-8 casualties resulting from an enemy mortar attack. After launch the number continued to grow until it reached 30-35 with 8 critical Americans.



	SPECIAL INSTRUCTIONS: LZ was reported as secure but was approximately ½ mile from FEBA with active fighting and enemy mortars in AO.

	SECTION 2 - EMPLOYMENT

	TASKING AUTHORITY: JSOTF-N



	METHOD OF DELIVERY: ROTARY WING
	DATE/TIME - TAKE OFF/DEPARTURE: 05Dec01 

	DATE/TIME - ARRIVAL AT SCENE: 05Dec01
	INSERTION METHOD: Air land

	DATE/TIME - INSERTION
	NUMBER OF PERSONNEL INSERTED: 5

	INITIAL EVALUATION OF SCENE: SEE ATTACHED NARRATIVES



	PATIENT 1
	PATIENT 2
	PATIENT 3
	PATIENT 4

	NAME/RANK:

SEE ATTACHED NARRATIVES


	NAME/RANK:


	NAME/RANK:


	NAME/RANK:



	CHIEF COMPLAINT:


	CHIEF COMPLAINT:


	CHIEF COMPLAINT:


	CHIEF COMPLAINT:



	PRIMARY ASSESSMENT:
	PRIMARY ASSESSMENT:
	PRIMARY ASSESSMENT:


	PRIMARY ASSESSMENT:

	SECONDARY ASSESSMENT:


	SECONDARY ASSESSMENT:
	SECONDARY ASSESSMENT:
	SECONDARY ASSESSMENT:



	VITAL SIGNS:


	VITAL SIGNS:


	VITAL SIGNS:


	VITAL SIGNS:



	PATIENT HISTORY:
	PATIENT HISTORY:


	PATIENT HISTORY:
	PATIENT HISTORY:



	ONGOING ASSESSMENT:
	ONGOING ASSESSMENT:


	ONGOING ASSESSMENT:


	ONGOING ASSESSMENT:

	SECTION 2 - EMPLOYMENT (CONTINUED)

	METHOD OF RECOVERY:

ROTARY WING
	DATE/TIME - EXTRACTION: 

05 Dec 01

	EXTRACTION METHOD:

Airland
	NUMBER OF PERSONNEL EXTRACTED: 14

	DATE/TIME - DEPARTURE: 05 Dec 01 
	

	DATE/TIME – TRANSFER

 05 Dec 01
	AGENCY TRANSFERRED TO: 

JMAU aircraft

	SUMMARY OF TRANSFER: SEE ATTACHED NARRATIVES



	DATE/TIME - RECOVERY/RTB: 05 Dec 01 
	

	SECTION 3 - POST MISSION

	SUMMARY OF POST MISSION ACTIVITIES: Stripped aircraft of all Rescue and Medical gear to allow cleaning. Debriefed with Intel, Aircrews, and Team.

	SUMMARY OF EQUIPMENT USED:

Numerous splint and bandaging equipment, 3 bottles of O2, 1 airway intubation kit, numerous wool blankets, 4 IV sets.

	SECTION 4 - LESSONS LEARNED

	LESSONS LEARNED: 

1) Ensure PJ Team Leaders stay with planning cell until time of departure.  Why?

2) LZ/Objective area control paramount. Why?
3) DO NOT ASSUME THE RECEIVING MEDICAL PARTY IS READY. HLZ continued ops as normal, only STS personnel and a SEALs greeted our aircraft after running ½ a kilometer. Our aircraft was parked 500+ meters away from JMAU aircraft. No transportation for patients, No stretcher-bearers at the ramp to meet us. No choke point at triage site for JMAU. JMAU aircraft apparently unaware of size of incident, personnel were over whelmed by our arrival. Airfield ops continued resulting in two USMC CH-46s doing two touch and go dusty landings and dusting out entire transload area.  HLZ was not tasked by higher to dedicate their assets to us and shut down for us.  What could you have done to make this happen?

4) Flexibility the key to mass casualty scenarios.  Why?  What happened to prove this?  Could the MCI have been managed better?

5) Nothing at the scene was what we expected from the situational updates at the objective.  Could this have been alleviated?  How?


	SECTION 5 - APPROVING OFFICIAL

	APPROVING OFFICIAL:

	NAME Malone


	RANK 
	SIGNATURE //signed//

	ADDITIONAL COMMENTS: All STS personnel involved performed in a highly professional manner. Due to their ability to adapt to an ever-changing situation, we were able to control a chaotic situation and facilitate the rescue of all personnel involved.



	SECTION 6 - MAJCOM COMMENTS (Do not fill in at unit level)

	NAME


	RANK
	SIGNATURE

	ADDITIONAL COMMENTS:



	SECTION 7 - HQ COMMENTS (Do not fill in at MAJCOM level)

	NAME


	RANK
	SIGNATURE

	ADDITIONAL COMMENTS:

April 12, 2002 – Mission narratives of team attached.  CMR returned to team leader for clarification on Lessons Learned.




Events of 5 December 2001

Burns, PJ Team Leader 

Alert / Planning / Launch – CSAR Team 1 was alerted to the mass casualty friendly fire incident approximately 0930 AM local. We were not on primary CSAR alert that day, the ACC having assumed alert that morning.  What was known was briefed and Malone took the STS lead planner position for the two-ship medevac. 

I concentrated on preparing and rushing the team to the aircraft for immediate launch with supplemental gear to our regular load out for the mass casualty. Information was limited and changed moment to moment. I was briefed I would be on chalk lead with a TF Green doctor and 18-D medic “John”. The doctor “Mike” was designated overall team leader, he is a trauma surgeon and emergency medical specialist so I deferred to his command. We combined equipment and removed some redundancy. We then developed a generic plan for our arrival, initial triage, load and transport and transload. We then waited what seemed to be a long time to launch. There was delay because of commo fill problems with the aircraft and a delay in towing to start up.  I left without knowing the number of wounded, location of the incident and the security situation at the scene.   I allowed Mike and John to have the ICS chords to up their SA.

 
It was approximately 2 – 2 ½ hours enroute, information was limited at best, the exact number changed due to confusion at the site. Initial triage / loading of the AC / Enroute to transload – I departed the A/C ramp and dropped off two stretchers next to a group of small pick ups on a dirt road. I then went to the A/C picked up two more stretchers and delivered them at the trucks and took charge of loading the patients in accordance with their triage/treatment priority. We loaded so most critical to least would be unloaded at the transload site in that order. After loading and securing 7 Critical / 6 Minor / 1 Expectant head injury. (All Americans and suffering from blast and fragmentation wounds), we departed for Rhino. Enroute Scott and myself treated three criticals each. John treated the remainder with the Doc floating to help all and re-triage for arrival. Flight time was approximately 40 min. 

· #1 Pt was Avpu with prior LOC, Patent airway but with neck trauma and a lac below the L mandible, L upper thoracic trauma with poss. flailed chest and open chest laceration, L axillary blunt trauma with multiple lacs, possible L humerus mid bone Fx, R Ulna + Radius Fx with deformity (splinted) with a blown IV site, numerous minor lacs and abrasions. P 170 / BP 90 palp / R 20 / PO sat 70-75% / skin cool and clammy. Pt vomited immediately after take off, airway was managed effectively.  Received occlusive chest dressing, 15 Liters O2 rebreather mask, intra-osseous Sternal IV site with NaCl TKO, pack L axillary site with kerlex and body splint for L humerus (considered needle thoracentisis, no time for chest tube).  Pt vitals prior to off load P 110 / BP 90 palp / R 16 / PO sat 88 –90 % 

· 2# Pt was Avpu with L upper thoracic trauma with lacerations but no difficulty or pain breathing, blunt trauma to L abdominal area, R radial/ulna Fx (splinted), blown IV site. Stable vitals. PO sat 90+%.  Received occlusive chest dressing, fast secondary inspection, time did not allow new IV.  No significant changes enroute but abdomen became more rigid with guarding. 

· 3# Pt was Avpu with prior LOC, blunt thoracic trauma with pain and some minor lacs. 

Stable vitals. PO sat 90+%.  Maintained watch on breathing difficulties but S/S were not enough to rate needle thoracentesis. No significant changes enroute. 

I obviously spent the majority of my time on Pt #1 because of his condition / vitals and thus recall his treatment most vividly.

     Arrival at Rhino / transload – Upon arrival the doctor departed with the first stretcher with Pt #1 to go the 500 meters to the JMAU A/C. I noticed no greeting party for several minutes until SEALs and  CCT arrived with numerous stretchers. I then controlled the extraction from the A/C of patients IAW the doctors’ new triage sequence by playing traffic cop until the A/C was empty of casualties.

AAR Points

1) Time is of the essence in trauma. The launch was delayed by some minor, thus unnecessary items. The actions at the objective were delayed by no direct hand off from medical authority to medical authority and bad aircraft / vehicle management.  HLZ appeared to be business as usual with two Ch-46s doing dusty training touch and goes and dusting out the transload site. 

2) This mission required at least one more rotary wing and another PJ heavy STT.

3) This type of event while talked about has never been gamed at the theater response level. We were overwhelmed, the JMAU was overwhelmed, and I imagine the system in general was overwhelmed. A hard look should be taken at the ability to muster assets to handle combat mass casualties of VERY forward deployed SOF troops. Mass Cas exercises are always done on bases or simulated A/C crashes not forward deployed SOF troops with massive combat losses. We will probably see this again and a theater level agency with command, transportation and information flow control must take charge to make things move. American lives are at stake.

4) Even with some difficulties I saw great operators doing great things and we did not lose any lives as a result of any action or lack of action on anyone’s part. The system worked but our luck held. 

******************************************************************************************

Mission Narrative of Mass Casualty Evacuation December 5, 2001 

Scott, Pararescue Team Member, CSAR TEAM 

ALERTED:  05 December 2001, CSAR team one turned over alert at 0900 local to ACC. At 1045 local we received word that there were some injured personnel from a JDAM that was dropped on U.S. positions in Afghanistan. Original word was there were 8 injured. TF Green doctor and medic came up to us and told us we would probably be working together. Malone was in the JOC planning while we were loading gear on the HMMWV. CSAR team one consisted of Team leader – Burns, CCT – Neilsen, and myself .

LAUNCH:  When we received launch authority we went to the aircraft. The first thing we did was configure the aircraft. Equipment loaded and configured is as follows: 1 Accessory bag, 1 Hypothermia bag, 1 medical ruck and 1 London Bridge medical pack, 1 120ft 11mm rope and bag with a 10lb weight attached to bottom, 1 mini high angle kit, 4 Israeli litters, 1 Miller board with 1 O2 kit, 1 BVM kit, 1 C-Collar, 1 SAGER (Bilateral Femur FX device), 1 KED, 1 Set MAST Trousers, and 2 wool blankets. Also set up 90ft Fast rope, 1 Forest Penetrator, 1 STOKES stretcher, 9 Army litters placed on hanging stantions on left side of aircraft, and 4 more stacked on the deck of the aircraft. The TF Green doctor and medic had 1 hanging assorted medical bag, 1 pelican case with life pack and O2 in it and 2 more medical bags. We were done configuring our gear so the CSAR team and TF Green got familiar with location and items in each other’s kit. We recognized that the TF Green doctor had medical authority for this situation. We established a medical plan, we would take the 9 most critically wounded and then how ever many we could fit of the walking wounded. We waited 20 minutes after we finished prepping our gear for the crew to arrive. We helped the aircrew load up their gear and then watched the TF Red communicator and the aircrew communicator argue on the crypto fills that we were supposed to use. It took a good while for the aircraft to get towed out to the runway, maybe because the maintenance crew didn’t know the seriousness of the situation. 

ENROUTE:  Takeoff time was 1225 local. TF Green doctor and medic were located in the middle of the aircraft next to first set of hanging litters. The CSAR team leader was also located in this location. The Combat Controller was located left rear, forward of the ramp hinge, facing to the rear of the aircraft.  I was located on the right side, forward of the ramp hinge, facing to the rear of the aircraft. The flight was about one hour and forty-five minutes to the objective. While in route to the objective we prepped some medical gear IE: Oxygen, intravenous kits and battle packs. 

LANDING/ACTIONS AT THE OBJECTIVE:  When we landed it was total dust out. Mike, Eric and myself ran off the bird carrying one Army litter each. When the dust out cleared there wasn’t anybody there. I turned on my 148 MBTR radio so I would have communications with the bird if something happened. The aircraft was located on a gradual slope with the front of the bird sitting up hill. The terrain was rugged. To our right was a dirt road about 300 to 400 meters away. We stood outside the rear of the aircraft for about seven minutes before we saw a row of small pickup trucks coming up the road towards us. When the vehicles stopped we ran up expecting to meet up with some medical liaison personnel. There was none. The first truck had some walking wounded and one litter patient. The first thing I did was check patient responsiveness and ABC’s. Patient Alert and oriented times 2 (Person and place). The patients were in no sort of triage category. The first litter patient I picked up had a number three written on his forehead. I did not know if it meant treatment category 3 or a number system stating this guy is third in line to go. We took this patient out of the truck. He was wrapped in a red sleeping bag. This patient is a team member of mine, a CCT. While in route to the aircraft I radioed and told them on FM 55.75 that the first patient was coming in. When we got on board we loaded him on the second litter hanging from ground up. I carried and evaluated three more litter patients and four total walking wounded forward of the aircraft. Two of the walking wounded helped me carry one of the litters. It was at this point that I decided to stay on the aircraft to start further evaluation/triage on the patients with TF Greens SF medic. That was eight of the total of fourteen patients on this aircraft all of which were Americans. There were eighteen total on the other aircraft. At this point Eric, Gavin and TF Greens doctor carried and loaded the remaining five patients four of which were also litter patients.   I immediately started triaging and evaluating patients.  

· Patient 1 - I established responsiveness. Patient responded with a nod to sternal rub and a loud verbal in his ear. Airway open, patient was swallowing, trachea was midline, which I marked with a permanent marker. Carotid compared to left radial pulse equal and strong beating at about 90 bpm. I made a mental note that there was an IV started on left antecubital space. Bilateral rise and fall of the chest with no apparent distress at about 18 and regular. Blood sweep revealed blood located on right shoulder entry covered with an Asherman chest seal, I looked for an exit wound, there was one also covered with an ACS. There were signs of active but minor bleeding in the wound but I did not want to disturb anymore than I had to due to making the bleed worse. There was positive deformity on right shoulder. Checked radial pulse on right wrist compared to carotid, equal and strong. Continued with blood sweep and I found no other blood but patient did have minor abrasions on right thigh medially. Patient had equal and strong bilateral posterior tibial pulses, which gives me at least a blood pressure of 90 millimeters of mercury systolic. 

· Patient 2 - Patient was responsive to touch but not to verbal or sight. Patient was combative and kept giving me the drink water sign. Airway was clear of obstructions and open, marked trachea, which was midline, carotid and radial pulses right arm equal and bounding. Pulse was 122 bpm and bounding. Chest was atraumatic with bilateral rise and fall at about 28 and shallow. Started blood sweep, blood on posterior portion of cranium with a 3in diameter hole and a 3in laceration extending inferior from the hole. Minor bleeding present. Did not want to pack a head wound with bone fragments and tissue spread throughout so I covered it with two-2X2 gauze wrapped with a 3in ACE bandage. Continued blood sweep. Patient had IV started in right antecubital with blood backed all the way up to the bag. Shut off IV. Partial amputation on left hand with an active bleed. Pt had hemostats and an ACE wrap around them. Took off ACE wrap and reclamped hemostats, rewrapped ACE, took out medium battle dressing and put over top of hand, took 4in ACE and wrapped from side to side then around. I taped around wrap to secure in place. I continued blood sweep, no other blood or wounds. Pt had strong and bounding posterior tibial pulses. 

· Patient 3 - Third litter patient was on the deck of the aircraft behind my feet. I had approximately one-foot width of space between hanging litters and floor litter. John was trying to work on this guy. He was not responsive to painful stimuli, oropharyngeal airway was already in place and his pulse was 170bpmPLUS. Pt had left sided unilateral agonal breathing at a rate of 8/min. John tried to intubate while I applied Sellicks maneuver but pt. would bite down on laryngoscope whenever we tried. Pt was expectant. John had another abdominal injury on a litter all the way forward of the aircraft. 

There were four walking wounded, three of whom were sitting in between the mini guns and one back by first set of litter stantions. 

· Patient 4 - First walking wounded, forward, left side had a right leg injury bandaged and controlled, alert and oriented times three. 

· Patient  5 - Second walking wounded middle sitting on gunners box. Pt had right eye trauma controlled with a medium battle dressing, alert and oriented times three. 

· Patient 6 - Third walking wounded, right side forward limping with minor scratches and bruises controlled, alert and oriented times three. 

· Patient 7 - Fourth walking wounded located right side forward of litter stantions aft of gunner/flight engineer. Pt had right thigh pain and was a bit lethargic. Had him hold IV bag for litter patient. Alert and oriented (Pt was awake but was not talking or acknowledging anything but holding the IV bag). 

John and myself alternated between evaluating the walking wounded. Went back to pt number one  vitals had not changed much since last check. Conducted full head to toe assessment. HEAD: Atraumatic, no obvious deformities or soft spots, no blood or wounds. EYES: Milky (probably from the blast) Pupils PEARL, no raccoon eyes. No Cerebral spinal fluid or blood from the ears or nares, no obvious deviated septum. Mandible/Maxillae intake, teeth and tongue intact with out obstructions. C-2 through C-7 no step down no deviation. Trachea midline with no stoma or med tags. Positive deformity on right side shoulder towards humerus with 1in diameter hole covered with an Asherman chest seal, left side no crepitus or grimace. Chest, bilateral rise and fall but pt has positive pain upon palpation at center of chest, externally appears atraumatic. Abdomen appears atraumatic without rigidity, distension or rebound tenderness upon palpation. Pelvic rock unremarkable and without crepitus or grimace. Positive pain upon palpation of right thigh (abrasion medially), no obvious deformities. Right tib/fib negative pain upon palpation. Entire left leg negative upon palpation. Dorsalis pedis and posterior tibial pulses present equal and strong. PMS intake IE: Capillary refill 2 seconds, positive Babinskys sign bilaterally. Right arm atraumatic but sling and swathed because of possible fracture of clavicle/head of humerus and the positive deformity of the right shoulder. Left arm atraumatic. IV in place located at antecubital space, unknown gauge, negative signs of infiltration. Hung a bag of 6% Hetastarch as per doctors orders (KVO). Right and left arms radial pulses equal and strong, capillary refill 2 seconds and motor sensory present and equal bilaterally. Posteriorally, exit wound right side 1.5 inch in diameter with ACS also in place. Posterior portion of patient appears to be atraumatic and without crepitus and grimace upon palpation. Made sure all patients were covered to prevent against hypothermia. Also spo2 was at 97% and pulses were between 90 and 100bpm. Thought about morphine to help with pain but was unsure if he was already given some. There wasn’t any documentation. I filled out pt tx card. Instead of going through each exact exam I did on each patient I will give only positive findings and treatments. 

Patient number two reestablish responsiveness, same, he was hitting pt above him in the back of the head. ABC’s same, bleeding controlled still on left hand partial amputation. Started another IV, 18G, 6% hetastarch, right bicep kvo. Pt did not tolerate well. A little bleeding from the wound on the back of patient’s head, which later on pt took off again. I tied pt’s left forearm and right wrist together to aid against pulling off head bandage and IV line, also strapped pt to litter and covered up to keep warm. The pt took off the wrist tie off’s, litter strap and barton bandage and pulled himself out of the litter onto the floor. Since the aircraft was in the flare we were getting ready to land I held him there tried to wrap a modified barton and the pt fought me constantly. In between procedures I checked vital signs on the 3 critical patients every 3-4 minutes and checked the walking wounded every 5-7 minutes. This transit to HLZ took 40 minutes.

OFFLOAD AT LZ RHINO:  There weren’t any medical personnel waiting for us when we ran off the bird with the first patient. The JMAU bird was about 500 meters away and it took about 5 minutes for somebody to show up to help transloading patients. SEAL platoon showed up to help. Out of all the Marines and Navy Corpsman that ran and manned that base, none came to help until the SEAL team SCPO Sharbutt told them to. It took about 10 minutes to off load and move patients to the JMAU bird.

FINAL SUMMARY:  This mass casualty situation started out with a report of 8 personnel injured and turned into 32 patients total. This was an overwhelming situation for anybody. Things I would/could change.


1. Communication delays from TF Red and aircraft communicator.  And?…


2. Configuration of litter stantions. Putting them further from each other.  Suggestions?

3. Running off the bird in a combat zone with nobody to meet you.  ???


4. Having a medical representative give us a proper turnover/brief.


5. Setting up a better triage program.   How?


6. Telling the pilot to call the station we are going to and have a transload set up.  How?

Elaborate on 1 – 6.


