The Army Medical Department (AMEDD) is currently engaged in a Medical Reengineering Initiative (MRI) that has the primary goal of keeping up with the rapid transitions underway in the Army.  The MRI is The Surgeon General’s on-going redesign process for converting the entire Combat Health System force in order to support the Army’s Interim Force and provide an organizational bridge to the Objective Medical Force. MRI is a reorganization of the field medical force structure, and is not a modernization effort...but the Army will continue to modernize as the MRI force reorganizes. The MRI is concerned with the reorganization of the Echelons Above Division and Echelons Above Corps deployable medical units consisting of the following medical functions: 

· Hospitalization

· Command and Control

· Dental

· Medical Logistics

· Preventive Medicine

· Combat Stress Control

· Area Medical Support

· Veterinary

· Evacuation

· Laboratory

The MRI will:

· Reorganize the echelon above division and echelon above corps medical units 

· Improve on modularity of field medical units 

· Enable split-based operations 

· Provide scalable capability packages 

· Provide manning for information management/information technology enablers 

· Reduce the theater medical footprint 

The following are excerpts taken from and article on the Association of the United States Army (AUSA) web page written by Lt. Gen. James B. Peake in June 2003:

“We are improving flexibility, scalability and deployability of the medical force through the Medical Reengineering Initiative (MRI). The MRI Combat Support Hospital incorporates 84-bed and 164-bed hospital companies. It is capable of breaking out a smaller package of up to 44 beds that is 100 percent mobile with organic transportation and more tailorable to the mission, thereby reducing its footprint on the battlefield.

Medics of the new military occupational specialty (MOS) 91W (Health Care Specialist) are trained to better treat casualties at the point of injury and for longer sustainment of patients during evacuation. More than 3,500 field medics have graduated from the 16-week 91W course at the AMEDD Center and School. All 91W soldiers will be qualified as emergency medical technicians. Former 91Bs and 91Cs are receiving additional training; with a goal of 35 percent of active component 91Ws and 25 percent of reserve component 91Ws fully qualified this fiscal year.

The 507th Medical Company (Air Ambulance) and the 126th Medical Company (Air Ambulance) took our most advanced casualty evacuation helicopter, the HH-60L Black Hawk, to support operations in Southwest Asia and Afghanistan this spring. These aircraft allow for the more effective treatment of casualties during evacuation. Features include a digital cockpit, on-board oxygen generation system, external electric hoist, advanced communications, improved litter support system, medical suction and electrical power for medical equipment.

We currently have nine HH-60Ls and expect nine more to be delivered in fiscal year 2004. In addition, Detachment 1, 146th Medical Company (AA) of the Tennessee Army National Guard has four UH-60Qs, which are UH-60A helicopters with the same medical equipment package as the HH-60L.

The medical evacuation vehicle (MEV) variant of the Stryker will provide ground evacuation of casualties for the Interim Force. The Stryker MEV can carry four litter patients or six ambulatory patients while its crew of three medics provides basic medical care. It can ride in a C-130 aircraft, has the speed and mobility to keep up with the fighting forces, and provides better communications and more room for equipment than the M-113 ambulance. The first of these vehicles was delivered to the brigade combat teams at Fort Lewis, Wash., in March.

Developers at the U.S. Army Medical Materiel Development Activity and the AMEDD Center and School are designing lighter, more efficient shelters to house field hospitals, and the Telemedicine and Advanced Technology Research Center is examining lightweight portable equipment for use in deployments. When these are available, we will be able to get a hospital or FST to the battlefield with fewer C-130 flights and then set up and go into operation much more quickly. 

Some of our field hospitals now have equipment to produce medical-quality oxygen. A hospital can use about nine tons of oxygen cylinders per day, so the one-ton oxygen generator is a big reduction of our logistics footprint. Even lighter generators are being developed.

Dentists now are testing the dental field treatment and operating system, which reduces weight for a dental unit by about 2,700 pounds and can operate off a Humvee battery.

The threat of chemical or biological weapons is a constant consideration on the modern battlefield. We have developed and fielded new chemically and biologically protected shelters to secure our medical units in a contaminated environment and to allow efficient decontamination of casualties for treatment.

The U.S. Army Medical Materiel Development Activity also has developed a multichamber autoinjector that allows a soldier to self-inject two nerve agent antidotes with one injection. It is smaller, easier to carry, easier to use and puts the drugs to work faster than the MARK I Nerve Agent Antidote Kit.”

Lt. Gen. Peake’s article can be read in its entirety at: http://www.ausa.org/__852569B2007822AA.nsf/ 0/97C0318E5AAE044385256D2D0057DA8F?.  
This process will not only change the equipment that medical units are using, but doctrine of its use as well.  It is important that we, as OC/T’s, are aware of when our supported units will field new MTOE equipment.  For more information about the MRI you can view timelines, briefings and papers at: http://mrimedforce.belvoir.army.mil.   

