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Abstract

Introduction: The German Field Hospital in Kabul, Afghanistan, role 3 for ISAF, was a hospital where used to work about 170 personnel of 7 to 8 nationalities depending on the period. The fact that a French anesthesiologist and intensivist was nominated for the job of clinical director from November 2005 to February 2006 represented a challenge in the difficult topic of coalition teamwork. Solutions are proposed.

Material and methods: In 2005-2006, in the German hospital of Kabul used to work together personnel mainly from Germany, but also from Denmark, France, Hungary, Portugal, Slovenia and Afghanistan.

Beside his or her job as a medical doctor, a specialist, the clinical director has different roles to play. On the first hand, on the inner side of the hospital: he or she supervises the technical activity of the hospital and the duty lists, organizes the reception in case of mass casualties, decides if local national patients can be accepted in the structure regarding the availability of means and technical abilities and acts as an interface between the administrative command of the hospital and the clinical actors.

On the other hand, he or she has also a function regarding the outer side of the hospital as he or she is the privileged correspondent for the doctors from roles 1 and 2 as well as for Afghan doctors.

Results: These activities lead to a permanent interaction with the multinational surroundings and therefore necessary coalition teamwork.

Main identified problems are difficulties in communication, most of the time due to lack of a mastered common language.

Then come cultural problems because of differences in education and ethical considerations.

The military background adds national constraints through differences of doctrine regarding the role of deployed personnel, in particular with the implication in medical help to local national populations and authorization or not to go out of the compound, what conditions the taking part in outhospital interventions for instance or international meetings for education and cohesion.

Discussion: Solutions to consider could be a better linguistic training for all military people likely to be deployed, the extension of programmed exchanges of personnel from different countries members of NATO, in peace condition, for instruction periods allowing the growing used to methods of work from other teams and development of adaptability skills, the use of simulation, generalization of procedures for practice standardization within NATO and performance of repeated exercises “down range” to let manpower take their place in real conditions of coalition teamwork.

Conclusion: Coalition teamwork raises numerous problems we must overcome to improve interoperability that is essential to optimize the operational capabilities of our multinational teams.

1.
Introduction

The German Field Hospital in Kabul, Afghanistan, was a role 3 for International Security Assistance Force (ISAF) in the area of operations Kabul. In this hospital used to work about 170 personnel of 7 to 8 nationalities depending on the period. As a habit, the clinical director of this German structure was a German doctor, most of the time a surgeon. The fact that a French anesthesiologist and intensivist was nominated for this job from November 2005 to February 2006 represented a challenge in the difficult topic of cooperation. This experience highlighted problems raised by the differences between the actors of this “forced melting pot”. Solutions are proposed to enhance feasibility and quality of coalition teamwork.

2.
Material and methods

2.1  Missions

In 2005-2006, the German Field Hospital of Kabul was a cosmopolitan organization which received, as main mission, to provide medical care to German soldiers and allied ISAF/Operation Enduring Freedom (OEF) soldiers. Depending on the available resources, its second level mission was toward German citizens, people belonging to Governmental (GO) or Non Governmental Organizations (NGO), people working for international companies and international expatriated citizens, then toward local nationals.

2.2  Personnel means

In this German Field Hospital used to work together about 170 personnel mainly from Germany, but also from Afghanistan, Denmark, France, Hungary, Portugal, Slovenia and on a limited period of time and small number of manpower basis, sometimes also from other nations. Afghan workers were the interpreters and cleaning people, and the other personnel split to cover the large range of hospital and medical evacuation tasks: doctors, nurses for the Intensive Care Unit, ward and medical evacuation unit, X-ray and laboratory technicians, operating room and sterilization personnel, a pharmacist and his assistants, a dentist and his assistants, a veterinarian and his assistant, armored vehicle drivers, administrative and technical maintenance personnel.

2.3  Clinical director’s roles

As previously mentioned, the clinical director was usually a German surgeon. In November 2005, a French anesthesiologist and intensivist was nominated for this job. Beside her tasks as a medical specialist, she had different roles to play.

2.3.1  Inner side of the hospital

On the first hand, she supervised the technical activity of the hospital: she was responsible for the program in the operating rooms and ward occupancy with vacant bed management to make sure the hospital could always fulfill its 1st mission and provide care to soldiers. In relation with the Medical Rescue Coordination Center (Med RCC), she decided if local national patients could be accepted in the structure regarding the availability of means and technical abilities. She checked or helped the production of duty lists, organized with the Medical Incident Officer (MIO) the reception and course of patients when mass casualties occurred, was appealed as an adviser for various medical or organizational problems and acted as an interface between the administrative commanding staff and the clinical actors of the hospital.

2.3.2  Outer side of the hospital

On the other hand, she also had a function regarding the outer side of the hospital as she was the privileged correspondent for role 1 general practitioners from different nations and role 2 other specialists, as well as for GO or NGO people needing information or support and Afghan doctors working in local national medical structures.

3.
Results

This large range of activities entailed a permanent interaction with the multinational surroundings and therefore necessary coalition teamwork. It highlighted problems raised by the differences between the actors of this “forced melting pot”.

3.1  Communication

3.1.1  Language

Main identified problems are difficulties in communication, most of the time due to lack of a mastered common language.

We will not list the problems brought up by non-understanding of the patients. For instance, not knowing their past medical history and allergies or not being able to explain what is to be done may have hazardous consequences for them. The need for a translator is obvious.

As far as NATO teams are concerned, English language is recognized as the international language but each country has its own policy regarding foreign languages education, in term of age to begin to learn and which language to promote. So, even regardless of the capabilities of each person to become skilled at a foreign language, national differences in study induce a bias. Nevertheless, every level of patients’ care requires a good comprehension between members of the team. This condition turns out to be more vital though harder to meet when stress (critical status of the patient(s) in emergency or threatening situation for the team) impairs one’s ability to speak a foreign language. This issue becomes even more acute in a noisy environment and/or when telephone or radio communications are needed.

3.1.2  Network

Despite ongoing battlespace digitization, communications among medical teams rely too often on cell phones and so local networks which are unsuitable for medical confidential data, not proper in term of intelligence and insecure because they are down when things go bad or don’t cover all the appropriate areas.

Moreover, multinational situation complicates the task because each nation may have its own network and it sometimes makes it hard even for the joint operation center.

3.2  Cultural issues

After communication come cultural problems because of differences in education and ethical considerations.

These differences induce divergences in the ways of analyzing difficulties, taking decisions and solving problems that may lead to conflicts between personnel, especially when a multinational team takes care of wounded people from motherland of part of the team or if death is involved.

Depending on where they are from, people can be taught to act or react differently regarding the situation. In some places it can be dogmatic to obey, “whatever the orders are” and in other places, questioning and proposals can be authorized from subordinates or younger fellows. The attitude of personnel from second location can seem very disrespectful for a leader from first location and non-understanding or misinterpretation of behavior due to cognitive biases is a root cause for errors.

3.3  Military background - National supremacy

Though they work in the same team, under the aegis of NATO, individuals from different countries don’t have the same rules enacted by their government regarding their role when they are deployed. These differences in doctrine add constraints for coalition teamwork.

Most of NATO members’ medical teams have a direct implication in medical care provided to local national populations when they are deployed, for force protection reasons and because it keeps the whole group in dynamics of daily cares, not just waiting for “something to happen”. If part of the team doesn’t have authorization for this implication, it impairs the team functioning.

As another example, for security reasons, a number of countries may not allow their citizens to go out of the compound except for exceptional proven critical missions; otherwise they involve their own responsibility if they are hurt. It means, for instance, they are reluctant to take part in a duty list for outhospital interventions, so other nationalities are oftener on call. In the same way, regularly international meetings are organized for education and cohesion purpose. Usually these conventions are successively hosted by the different national camps, what appears to be an obstacle for the attendance of personnel who don’t have country consent to exit their working structure.

4.
Discussion

More and more, theatres of operations involve multinational teams because the task demands complementarity of certain units but also because mutualization of means lightens the weight of constraints on a single nation.

Because of the high number of theaters to cover and scarcity of personnel in our armed forces, it seems difficult to envisage a recruitment that would only qualify for deployment personnel with recognized faculties of adaptability.

Nevertheless, as coalition teamwork trends toward an increase but trips over above-mentioned obstacles, solutions must be developed to improve quality of interactions so that a multicultural distributed group of juxtaposed individuals may become more effective as a cohesive team.
4.1  Linguistic training

One of the major problems in coalition teamwork is a common mastered language, so linguistic training for all military people likely to be deployed should be considered as a crucial issue.

Nations should apply a resolute policy to enhance English practice since the beginning of enlistment in initial military courses. In the framework of NATO, certification process could insert items checking the efforts to spread linguistic training.

4.2  Periods of instruction abroad

Even if we master a common language and so understand the words we are speaking, our cultural differences still are likely to hinder the performance of our multinational team.

It seems interesting to extend the already experienced and bilaterally appreciated programmed exchanges of personnel between different countries, members of NATO, in peace condition, for instruction periods. On one hand it allows the trainee to grow used to methods of work from other teams and to develop adaptability skills, on the other hand it also teaches the welcoming team to share and receive behavioral informations. All this requires on both sides human qualities as an open mind and tolerance, but even in case of a high level of these qualities fails, to go through this kind of experience (for the person who is immersed in a foreign environment as well as for the welcoming team) leads to a better mutual comprehension that often lacks in multicultural teams made up with individuals who seldom or never have been confronted with the necessity to adapt to diversity.

4.3  Simulation

When a situation is potentially dangerous, occurs too seldom to be taught in real life, or involves major stakes so that we don’t want it to fail, simulation is useful for training. In medicine, simulation uses a wide range of tools (from basic partial body mannequins to very complex full-scale simulators or even real actors in a sort of role-playing game, with an intermediate step utilizing a computer) and covers a wide range of situations (from how to insert an intra-venous line or read an EKG to leadership training or crisis management).

Team-cognition is a key component to achieve mission goals in distributed multicultural operations. Simulation-based training systems are designed (among other aims) to optimize team efficacy by training in cognitively-based skills such as situation assessment and decision making, using complex and degraded situations, enhancing a shared understanding of the task, the equipment and the teammates. These programs could be developed at a NATO level.

4.4  Standardization

A source of team performance hindering is a discrepancy in practice.
Generalization of procedures for practice standardization within NATO would entail a more harmonious way of working that would lower the impact of individual differences. Nevertheless, we know how difficult it is to implement such a process in a national team, so we can imagine how difficult it is to apply it on an international basis with the supplementary difficulty of diversity of theatres and possible situations.

4.5  Exercises

Once individuals are deployed, they must adapt quickly to their new team to ensure the mission.

Performance of repeated exercises “down range” to let manpower take their place in real conditions of coalition teamwork entails team getting into its stride. Exercises must be as realistic as possible and their needed frequency is in inverse ratio to the mission level of activity, while taking also mandate turnover into account.
5. Conclusion

Coalition teamwork raises numerous problems we must overcome to improve interoperability that is essential to optimize the operational capabilities of our multinational teams. Main thrusts to implement from now on are linguistic training, international exchanges in peace time and exercises during deployment, and those to keep working on are simulation and standardization because we still need more studies to complete these tools and assess the best way to make good use of them.
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