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ABSTRACT

AN EXAMINATION OF THE RESPONSE OF U.S. ARMY RESERVES (COMPO 3)
MEDICAL UNITS DURING THE COVID-19 PANDEMIC, by Rodney Hayward, 98

pages.

The activation of the U.S. Army Reserves, was part of the Department of Defense
support to the Federal Emergency Management Agency’s whole of government response
to the COVID-19 pandemic. The U.S. Army Reserve (COMPO 3) and the Army National
Guard medical units supported communities across the U.S. in their fight against
COVID-19. U.S. Army Reserves and National Guard units supported the Federal
Emergency Management Agency (FEMA), and other government agencies as directed by
providing direct patient care as well as critical resources. The current activation
framework, while adequate for previous pandemics may not be adequate to handle a
pandemic that affected everything in the nation. Given the unique capabilities and
activation rates of the United States Army Reserve medical units, they may be best
equipped to handle pandemics. The research explored how the U.S. Army Reserve and
the Army National Guard medical unit’s activation rates contributed to the whole of
government response as well as examined how activation rates could be managed for
future pandemics and natural disasters.
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CHAPTER 1

INTRODUCTION

Introduction

Pandemics result from the emergence of a virus or pathogen that is new to the
human population.' This can also occur when a virus that has undergone a mutation
allows it to jump from one species to another species, called cross species transmission.
Through cross species transmission, viruses can spread very quickly to humans across the
globe via urbanization, public transportation, air travel, or through other forms of
transportation as the world is interconnected. When a person’s immune system does not
have the ability to fight off viruses that have undergone cross species transmission then
the virus can spread quickly throughout a population. An example using the COVID-19
Pandemic is that the SARS-CoV-2 is the virus and COVID-19 is the disease it causes.
When not properly controlled, the disease itself can spread rapidly to unsuspecting
human populations resulting in a pandemic.

Influenza is a zoonotic virus that affects many species of birds and mammals.
Zoonotic means that the virus is able to jump from animals to humans.? The
hemagglutinin (HA) protein is found on the surface of the influenza virus particle and is
responsible for binding to receptors on animal cells.® Once this binding occurs infection
ensues.* Hemagglutinin can be the target of the host’s immune system and “thus for
influenza to spread in a new host, the HA protein must acquire the ability to bind to the

new host’s cells.”> Once in the new host, the HA protein mutates and changes to evade



the host’s immune system. Pandemics occurs when a virus enters the human body and the
human body does not have prior immunity to this virus.®

Unfortunately, pandemics occurred quite often in the past and are not new. Two
pandemics will be briefly discussed for context which are the 1889 Flu Pandemic and the
Hong Kong Flu. The 1889 pandemic was caused by a H2-like virus, which affected
people 11 to 20 years of age.” Out of the 18 virus subtypes, only “H1, H2, and H3 have
been known to cause influenza pandemics, suggesting that these subtypes are capable of
sustained transmission in humans.”® Although H1 and H3 viruses have cocirculated in
humans since 1977, H2 influenza viruses have not circulated in humans since 1968 thus a
large segment of the population would likely be susceptible to infections should a H2
influenza virus reemerge.’ The virus affected males more than females; however, the
overall mortality rate was relatively low.!'? The first wave was in the spring of 1889, the
second wave peaked in the spring of 1891, which was over a year after the first wave, and
the third wave peaked early in 1892.!' The 1889 Flu Pandemic took three years to spread
across the world.

The Hong Kong flu was the first opportunity to observe a vaccination response in
a large part of the population as tests of the virus showed it to be unlike any previously
found in humans. Deaths from the 1968’s Hong Kong flu were predominantly in people
65 years and older. '? The virus spread across Asia, the U.S., and then onto to Europe.
Disease severity and mortality rates were low as interventions, such as school closures or
quarantines, were unnecessary. Control of the Hong Kong flu was based on a

combination of vaccinations, hospitalizations for complicated cases, and an antibiotics to



regiment to treat pneumonia. '* These control measures limited the severity; however, the
virus also continues to circulate around the world as a seasonal influenza A virus. ' Five
flu pandemics have occurred in the past: (1) the 1889 flu, (2) the 1918 Spanish flu (HINI1
virus) that killed 40 million people worldwide (675,000 in U.S.), (3) the 1957’s Asian flu
(H2N2 virus) that killed around 1.1 million worldwide (116,000 in U.S.), (4) 1968’s
Hong Kong flu (H3N2 virus) that killed around 1 million people worldwide (100,000 in
U.S.), and (5) the 2009 HIN1 (HIN1) flu pandemic that killed over 575,400 people

worldwide (12,469 in the U.S.) (table 1). !

Table 1. U.S. vs Worldwide Pandemic Deaths

Pandemic U.S. Deaths Worldwide Deaths
1918 Spanish Flu 675,000 40,000,000
1957’s Asian Flu 116,000 1,100,000
1968’s Hong Kong Flu 100,000 1,000,000

2009 HIN1 12,469 575,400
COVID-19 Pandemic 572,190 3,308,508

Source: Created by author using data from Centers for Disease Control and Prevention,
“Influenza (Flu): 2009 HIN1 Pandemic (HIN1pdmO09 Virus),” U.S. Department of
Health & Human Services, June 11, 2019, https://www.cdc.gov/flu/pandemic-
resources/2009-h1n1-pandemic.html; Centers for Disease Control and Prevention,
“United States COVID-10 Cases, Deaths, and Laboratory Testing (NAATS) by State,
Territory, and Jurisdiction,” U.S. Department of Health & Human Services, accessed
March 16, 2021, https://covid.cdc.gov/covid-data-tracker/#cases_totalcases.

The severity of an influenza infection is determined by how many cells the virus

infects before being stopped by the body’s immune system. '® Therefore, a virus can
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infect more cells, either because it replicates exceptionally well or because it infects cells
not normally targeted by influenza. !’ The severity of a pandemic, then, will be
determined by the inherent virulence of the virus and by the immune status of the
population. Once the body produces antibodies to the virus, the inflection will slowly
cease in the body. '®

Due to the severity of the 1918 Spanish Flu Pandemic, the U.S. Public Health
Service closed gyms, theaters, restaurants, banned funerals, and prohibited religious
gatherings. Isolation and quarantine orders were also given. Masks were also required to
wear anytime outside of one’s home. This mitigation strategy was very similar to the
COVID-19 Pandemic mitigation strategy. “Many public health officials resisted and
delayed community mitigation measures under pressure from civil authorities who
believed morale, and subsequently wartime productivity” could suffer if mitigation
strategies were put in place. '’

Figure 1 is a newspaper article from Seattle Daily Times that illustrates the
mitigation strategies used during the 1918 Pandemic. Medical care during the 1918
pandemic was in its infancy as flu viruses had not been isolated, influenza could not be
diagnosed from other respiratory ailments, influenza vaccines had not been developed,
and antibiotics for the treatment of secondary bacterial infections had not yet been
discovered. 2° Respirators did not exist and intensive care units were not available until
the 1950s. This lack of medical interventions increased complications and the death rate

from the virus.



Help Bar Deadly Influenza From Seattle

By DR. J. D. TUTTLE, By SURGEON GENERAL RUPERT BLUE
State Health Commissioner ; U. S. Public Health Service

First there is a chill, then fever, headache, backache, redden-
ing of the eyes, aches all over the body and general prostration. Per-
sons 10 attacked should go to bed at once and call a physician.

Don't get into crowds, don't cough or sneeze withoul using a
handkerchief, get plenty of fresh air, and when the symptoms of a
rold appear isolate yourself as far as possible from others.
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Figure 1. Newspaper Article in 1918 Illustrating Public Health Notices

Source: UNC Gillings School of Global Public Health, “1918 Pandemic,” University of
North Carolina, Chapel Hill, NC, April 4, 2018. https://sph.unc.edu/files/2018/04/
COMM _going viral digital program hero image 11.jpg.

The 1918 Spanish Flu Pandemic had two spikes. The first spike was during the
spring as the virus spread slowly and deaths were few. However, the second spike
happened in the fall, as people developed a deadly pneumonia that caused severe
bleeding in their lungs when compared to spring. 2! The higher death rates in the fall
were attributed to a mutation (mutation in the hemagglutinin) that helped the virus
adaptable to the human body it attacked the alveoli of the lungs. Alveoli are tiny air sacs
in the lungs that take up the oxygen a person breathes in (figure 2). Figure 2 shows a
healthy alveoli compared to alveoli with pneumonia. The pneumonia alveoli are inflamed
and fluid filled which led to death by suffocation as the lungs could no longer exchange

oxygen. The Spanish Flu swept across the world killing 20 to 50 million people making it



the one of the deadliest epidemics in modern history. > The number of deaths is highly
debated but epidemiologists stated that around 20 million people died at the low end and
40-50 million died at the high end.?* Due to commerce, travel, and people able to
traverse the world in a matter of days, the flu was worldwide in six months and killing

around 10,000 per week at the height of the pandemic in some U.S. cities. ?*
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Figure 2. Shows a Healthy Alveoli Compared to Alveoli with Pneumonia

Source: Micah M., “Respiratory,” Chegg Inc., accessed January 19, 2021,
https://www.chegg.com/flashcards/respiratory-d97fe432-59¢2-4b87-aa2t-
2b0e451c¢8322/deck.

Coronaviruses are a large family of viruses that can cause illness in animals or
humans. In humans, coronaviruses normally cause respiratory infections.?*> The family of
coronaviruses “range from the common cold to more severe diseases such as severe acute
respiratory syndrome (SARS), Middle East respiratory syndrome (MERS), and COVID-

19.”26 The Coronavirus Pandemic (COVID-19) was caused by a new coronavirus first



identified in Wuhan, China, in December 2019.2” SARS-CoV-2 was a new coronavirus
never before seen in humans. The exact source of the virus has not been identified;
however, it is believed that the emergence of this virus was from an animal reservoir
which is believed to be a bat.?® COVID-19 is primarily transmitted from person-to-
person through respiratory droplets. Respiratory “droplets are released when someone
with COVID-19 sneezes, coughs, or talks.” 2 A person becomes sick when infectious
droplets land in the mouth, nose, or inhaled into the lungs. As of May 11, 2021 COVID-
19 the United States had 32,571,814 cases and 579,366 deaths. **

Viruses constantly change through mutations that produce new variations of the
virus over time. In May 11, 2021, there were three variants of the SARS-CoV-2 virus: the
United Kingdom (UK) variant, the South African variant, and the Brazilian variant. 3!
“These variants spread more easily and quickly than other variants, which could lead to
more cases of COVID-19.”3% If COVID-19 cases increased due to the “variants it could
strain health care resources, lead to more hospitalizations, and potentially lead to more
deaths.” %

In the wake of the COVID-19 Pandemic in the United States, hospitals suffered in
areas that were not the epicenters of the COVID-19 outbreaks.** As state and nation-wide
lockdowns ensued, civilian hospitals saw fewer patients. This lower patient load caused
many health care workers to travel to COVID-19 hotspots to provide assistance, which
included a significant number of furloughed healthcare workers. ** Hospitals in COVID-
19 hotspots needed healthcare workers to support the surge in COVID-19 cases. Due to

this demand, thousands of healthcare workers “took temporary jobs” in COVID-19



hotspots to either gain employment from “being furloughed” or just wanting to help. >
The United States had an abundance of available healthcare workers because “governors
shut down elective procedures to conserve hospital capacity and protective gear.” >’

Healthcare workers across America, especially nurses, “have been flooded
through Facebook messages and emails with recruitment advertisements, some promising
up to $13,000 per week including travel expenses with lodging expenses for temporary
jobs at hospitals in COVID-19 hotspots.”* In March to July 2020, the COVID-19
hotspots in the United States were Alabama, Arizona, Arkansas, California, Delaware,
Florida, Georgia, Idaho, lowa, Kansas, Louisiana, Mississippi, Nevada, North Carolina,
Oklahoma, South Carolina, Tennessee, New York, Texas, and Utah.** National Guard
and U.S. Army Reserve Units were activated in the states listed above.

The activation of the U.S. Army Reserves was part of the Department of Defense
support to the Federal Emergency Management Agency’s whole-of-government response
to the COVID-19 Pandemic. One of the reserves’ main missions was to “maintain a force
that could mobilize rapidly and skillfully at any moment to respond to a crisis or situation
or to defend America’s interests at home and abroad.”*’ U.S. Army Reserve Composition
(COMPO) 3 members are normally referred as “Citizen Soldiers as they are medical
professionals, first responders, and entrepreneurs who run their own businesses.”*! In
March 2021, the U.S. Army Reserve had about “two thirds of all the medical
professionals in the Army.”** This was around 8,000 reserve medical professionals
(enlisted and officer) working in 119 different medical units throughout the United

States.* The U.S. Army Reserves also dedicated around 3,000 Soldiers to aid the fight



against the COVID-19 Pandemic. ** “These “citizen-soldiers” consisted of both Army
National Guard and Army Reserve units, represented a force available for rapid
activation in times of national need.”** This research explored one primary research

question and two secondary research questions.

Problem Statement

The rapid spread of COVID-19 within the United States resulted in a significant
reduction of available health professionals and first responders in providing adequate
assistant to hospitals and patients. The activation of the U.S. Army Reserves was part of
the Department of Defense support to the Federal Emergency Management Agency’s
(FEMA) whole-of-government response to the COVID-19 pandemic. *® The U.S. Army
Reserve (COMPO 3) and the Army National Guard (COMPO 2) actively supported the
fight against COVID-19. COMPO 3 supported Federal Emergency Management Agency
(FEMA), and other agencies as needed by providing direct patient care and critical
resources. *’ The activation of citizen soldiers could have impacted the continuity of
healthcare and public safety in some areas when COMPO 2 and 3 personnel were

activated to serve in other areas.

Primary Research Question

How should the Army Reserve monitor and manage U.S. Army Reserve
personnel activations when activating those personnel could adversely impact civilian

responses to crises like COVID-19?



Secondary Research Questions

How did the Army National Guard monitor and manage U.S. Army National
Guard personnel activations when activating those personnel could adversely impact
civilian responses to crises like COVID-19? What was the impact of not activating any or

more U.S. Army Reserve units to support the initial COVID-19 response?

Significance

In order to adequately answer the research questions towards a better
understanding the capabilities of medical units in both the Army National Guard and U.S.
Army Reserves had to be examined. It was also significant to understand how units are
activated and how the unit’s activations affect the surrounding medical capabilities of the
surrounding area. As confirmed earlier, the coronavirus (SARS-CoV-2) belongs to the
same family of viruses that “cause severe acute respiratory syndrome (SARS) and Middle
East respiratory syndrome (MERS), as well as the four human coronaviruses associated
with the common cold.”*® The first reported case of COVID 19 was in Hubei Province,
China on November 17, 2019 but it was not recognized as it was new virus; however, in
December eight more cases appeared in the province.* On 11 March 2020, after reported
cases in over 114 countries affecting approximately 118,000 people within a three-month
period, “the World Health Organization (WHO), declared the novel coronavirus (SARS-

CoV-2) a global Pandemic.”*°

Assumptions

Medical units in the U.S. Army National Guard and the U.S. Army Reserves have

the same capabilities. These medical units including active duty (COMPO 1) are

10



composed of physicians, physician extenders, and ancillary support such as pharmacy,
lab, and x-ray specialists, and administrative specialists such as planners, logisticians, and
patient administration. When a medical unit was activated to provide medical support
during a pandemic both the National Guard and Army Reserves medical units performed
the same functions (i.e., provide medical care) to support the local population where they

were deployed.

Definition of Key Terms

The following terms are defined as part of this thesis and are described below.
This is how the terms are used in the context of this thesis.

Centers for Disease Control and Prevention (CDC): “Works 24/7 to protect

America from health, safety and security threats, both foreign and in the U.S.”3! To
accomplish the CDC’s mission, “CDC conducts critical science and provides health
information that protects our nation against expensive and dangerous health threats, and

responds when these arise.” 32 As the nation’s health protection agency, “CDC saves lives

and protects people from health threats.” >3

Coronavirus (SARS-CoV-2): On February 11, 2020 “the World Health
Organization announced an official name for the zoonotic disease causing the 2019 novel
coronavirus outbreak which was first identified in Wuhan China.”>* COVID-19 is a
disease caused by a novel coronavirus—a new coronavirus strain that has not been
previously found in people. “Symptoms include respiratory problems, fever and cough,
and can lead to pneumonia and death. Like SARS, it is spread through droplets from

sneezes.”>>
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Epidemic: “An outbreak of disease that spreads quickly and affects many

individuals within a population, community, or region at the same time.” >

Influenza (Flu): “Is a highly contagious viral infection of the respiratory passages

causing fever, severe aching, and often occurring in epidemics.” >’ Influenza (flu) is a
contagious zoonotic respiratory illness caused by influenza viruses. It can cause mild to
severe illness. “Zoonotic diseases are caused by germs that spread between animals,
mainly mammals and birds.”*® Flu infections have “led to hospitalizations or deaths.” >
There are two main types of influenza (flu) virus: Types A and B. “The influenza A and
B viruses that routinely spread in people (human influenza viruses) are responsible for
seasonal flu epidemics each year.”

Pandemic: “A pandemic is the worldwide spread of a new/novel disease.”®' An
influenza pandemic occurs when a new influenza virus emerges and spreads around the
world, and mostly affect people with weak immunity systems, or people who are not
immune to the virus. ®* “Viruses that have caused past pandemics typically originated
from animal influenza viruses.” %

Medical Unit: An U.S. Army Reserve or U.S. Army National Guard medical
assets that can execute medical operations across the full spectrum of combat healthcare

service and support. *

Mobilization (Partial): Declared by the President in time of national emergency. *°

“No more than 1,000,000 reservists can be on active duty and can lasts 24 consecutive

months or less.” %

12



Mobilization (Full): Declared by Congress, in time of war or national emergency.

67 “No limit on numbers of soldiers called to active duty and can last for the duration of

war plus six months.”

COMPO 1 (Active Duty): Active duty means full-time duty in the active military

service of the U.S. Title 10.%° It allows the President to “federalize the National Guard
forces by ordering them to active duty in their reserve component status or by calling
970

them into Federal service.

COMPO 2 (U.S. Army National Guard): “Any governor or the president himself

can call on the Guard at a moment’s notice.” ! “The National Guard are the only United
States military force that operates across both State and Federal responses, leveraging
State Active Duty (SAD), Full-Time National Guard Duty (Title 32) and Active Duty
(Title 10).” ’? “Full-time National Guard Duty means training or other duty, other than
inactive duty, performed by a member of the National Guard.”” Title 32 allows the
Governor, “with the approval of the President or the Secretary of Defense, to order a
»74

member to duty for operational Homeland Defense activities.

COMPO 3 (U.S. Army Reserve): The Army Reserve is the Army’s pool of extra

resources and personnel. Reserve Soldiers perform critical Army jobs on a part-time
basis. “Army Reserve Soldiers serve part time, allowing them to work a civilian job while
» 75

still maintaining many of the benefits of military service.

World Health Organization (WHO): “WHO is the directing and coordinating

authority on international health within the United Nations (UN) system.”’® The World

Health Organization “set standards for disease control, health care, and medicines;

13



conducts education and research programs; and publishes scientific papers and reports.””’

One major goal of “WHO is to improve the access to health care for people in developing

countries and in groups who do not have adequate health care.”’®

Limitations

A limitation of this research was the use of open-source information to conduct
this research and information classified as For Official Use Only (FOUO) material had to
be omitted from this research. Therefore, in order to keep the work available to all
interested parties, unclassified information was used. Particular unit names or locations
were not mentioned due the classification of certain activities. The active-duty medical
units’ response was omitted in this research. The COVID-19 Pandemic is an ever-
changing environment in the U.S. and things change daily; however, all items written
were up to date when published. This research may not account for all of the U.S. Army
National Guard medical units or U.S. Army Reserves medical units tasked to support the

COVID-19 Pandemic.

Delimitations

This research was restricted to only the medical units in the U.S. Army Reserve
and the U.S. Army National Guard. These medical units responded to the bulk of the
COVID-19 responses in the United States. By only covering U.S. Army Reserve and the
U.S. Army National Guard medical units restricted the topic enough to establish a
conceptual framework of support. This research was therefore be manageable within the
time constraints established through the Master in Military Arts and Science (MMAS)

program.
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Significance of Study

This research could improve how and when U.S. Army Reserve and the Army
National Guard respond to future pandemics. Included are what capabilities the medical
units used to curve the spread of COVID-19 as well as how the medical units aided the
local population in testing patients, treating patients, and medical logistics assistance.
This research discussed what happens in local communicates when the government
activated U.S. Army Reserve and the U.S. Army National Guard healthcare professionals
in response to national emergencies. The activation could limit the local community
medical response by moving them out of the local community to move them to another

location in the state, continental U.S., or the world.

Summary and Conclusions

The purpose of this research was to study how should the Army Reserve monitor
and manage U.S. Army Reserve personnel activations when activating those personnel
could adversely impact civilian responses to crises like COVID-19? This is a topic is of
immense importance as it not only affected the military but the communities where the
reserve Soldiers worked and the areas that they had supported when activated. As the
U.S. continued to battle the COVID-19 Pandemic, military medical units aided in the
fight and curved infection rates in the locations where they are activated. When Army
Reserves responded domestically or abroad the activation could possibly hurt the local
community as well as COVID-19 relief efforts from which the Soldiers where activated.
In this scenario, Soldiers would leave their civilian jobs in their local community to aid in

the response efforts in another location. Additionally, the activation location and
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deployment location could have had low COVID-19 cases that the activated medical
units could not contribute to curving infection rates or did not have a signification

contribution in activated locations.
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CHAPTER 2

LITERATURE REVIEW

The purpose of this literature review was to evaluate the existing literature that
related to how should the Army Reserve monitor and manage U.S. Army Reserve
medical personnel activations when activating those personnel could adversely impact
civilian responses to crises like COVID-19? The research examined a wide range of
sources to obtain the necessary information in order to understand the activation
procedures that the U.S. Army Reserve and the U.S. Army National Guard medical units
use to activate its medical units. The research also examined how the civilian responses
were impacted. Establishing a set of peer reviewed documents and articles were essential
to determine what the U.S. Army Reserve and the U.S. Army National Guard medical
capabilities were as well as what happened when the personnel were taken from their
civilian jobs to respond to COVID-19 Pandemic. This review will begin with federal
oversight documents, force structure pertinent to COVID-19 Pandemic call up, the role of
the Department of Defense during a pandemic, and end with an overview of the case
studies used in the study.

The review illustrated the relationship between medical units’ activation and the
gaps left in the civilian sector when they were taken away. This chapter examined
unclassified resources to support the research’s primary question: how should the Army
Reserve manage U.S. Army Reserve personnel activations when activating those
personnel could adversely impact civilian responses to crises like COVID-19? The

chapter also addressed the secondary research questions: How did the Army National
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Guard monitor and manage U.S. Army National Guard personnel activations when
activating those personnel could adversely impact civilian responses to crises like
COVID-19? What was the impact of not activating any or more U.S. Army Reserve units
to support the initial COVID-19 response?

The world as we knew it had changed as it had not witnessed a pandemic on this
level since the 1918 Spanish Flu. COVID-19 is a communicable disease caused by a
coronavirus (SARS-CoV-2) that was first identified as the cause of an outbreak of
respiratory illness in Wuhan, Hubei Province, People’s Republic of China.! The COVID-
19 Pandemic spread throughout the world at an accelerated rate as people can travel
throughout the world in a matter of 8-16 hours. In order to curve the infection rates, in
March 2020, the President of the United States Donald J Trump signed Executive Order
13911, which delegated to the Secretary of Homeland Security to respond with health and
medical resources to control the spread of SARS-CoV-2 within the United States.? There
were a wide range of symptoms of COVID-19 and symptoms can appear 2-14 days after
exposure to the virus.* The symptoms of COVID-19 are: “fever or chills, cough,
shortness of breath or difficulty breathing, fatigue, muscle or body aches, headache, new
loss of taste or smell, sore throat, congestion or runny nose, nausea or vomiting,
diarrhea.”* “The loss of taste or smell and shortness of breath” are key as they distinguish

COVID-19 from the common cold and the seasonal flu.>

Federal Oversight

President Trump, authorized Selected Reserve and Certain Members of the

Individual Ready Reserve of the Armed Forces to Active Duty through an executive
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order. ® This order allowed the activation of the U.S. Army Reserves and the declared the
COVID-19 Pandemic a national emergency as the threat that the novel (new) coronavirus
known as SARS-CoV-2 posed to our Nation’s healthcare systems was significant.’ This
executive order was a key document as the reserves cannot be activated without the
approval of the President or Congress.®

Around March 2020, President Trump and the State Governors convened to
discuss the pandemic as well as name the Federal Emergency Management Agency
(FEMA) as the lead for the recovery mission.” FEMA led federal operations on behalf of
the White House Corona Task Force, who oversaw the whole-of-government response to
the pandemic. ' All 50 states, the District of Columbia, and five territories, had opted in
and had received the notification of an emergency declaration for the COVID-19
Pandemic.!' During the meeting, the U.S. Public Health Service was tasked to build a
drive thru COVID-19 testing model that most states had begun to utilize, medical
supplies were prioritized, and they formulated a coordinated response plan. This started
the foundation of the response through coordinated efforts, which produced a unity of
effort for the COVID-19 Pandemic response in the United States.

President Trump authorized federal support for governors’ use of the National
Guard to respond to the COVID-19 Pandemic and to facilitate economic recovery in their
respective states. This allowed the federal government to maximize their assistance to
governors and for National Guard units to remain under State control. '* Federal
Emergency Management Agency (FEMA) also fully funded the emergency assistance

activities associated with preventing, mitigating, and responding to the threat to public
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health and safety posed by SARS-CoV-2.!* The U.S. Government recognized that
pandemics can take a huge toll on a States’ resources and the recovery package allowed
the States to focus on economic recovery and COVID-19 mitigation. As a result of
executive order “activated U.S. Army National Guard units around the country were able
to provide critical support to Governors as the Governors worked to address the needs of
their populations who were more vulnerable to the effects of COVID-19, including those
in nursing homes, assisted living facilities, and other long-term care or congregate
settings”. !4

On March 27, 2020, President Trump “authorized the activation of units and
individual Service members in the Selected Reserve and certain members of the
Individual Ready Reserve (IRR) to active duty to augment forces for an effective
response to the coronavirus outbreak.”'® This was a Partial Mobilization, to activate units
in order “to augment forces for the effective response to the coronavirus outbreak.” '®

The Reserve activation mission was a top priority of the DoD that was intended to
strengthen the COVID-19 Pandemic response. !’ Activations had to “advance U.S.
national security without increasing the risk to the health of the DoD community, or
inadvertently diminishing the nation’s virus response.” '* The Defense memorandum
directed subordinate forces to lean forward “to anticipate demands in emerging COVID-
19 hot spots.” ! U.S. Army Reserve units were identified based on five criteria:

1) Ability to deliver high quality health care in order to mitigate the
impact of the COVID-19 outbreak on the DoD and the American people: 2) De-
confliction with all States current and planned use of the National Guard through
coordination with the National Guard Bureau: 3) The impact to federal, state and

local capabilities particularly for removing personnel from or placing into
COVID-19 hot spots areas: as well as activating Reserve Component members
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serving in the local healthcare system or the Department of Veterans Affairs: 4)
Identification of Individual Ready Reserve and Retired Reserve through a call for
volunteers in priority specialties: and 5) Advanced screening of activated Reserve
Service members for SARS-CoV-2 infection. 2°

Number three was a critical component as activating reserve personnel who are
serving in a local healthcare system could diminish the capabilities of the healthcare
system to serve the local population and service potential SARS-CoV-2 patients. The
Secretary of Defense also authorized the following: “1) the activation of members of the
Selected Reserve, Individual Ready Reserve and the Retired Reserve, 2) increased
screening of the Ready Reserve to determine deployability and availability, and 3)
activated Individual Mobilization Augmentees.”?!

In order to preserve the DoD medical capability and capacity the Defense Health
Agency (DHA) had the following tasks:

1) the augmentation of DoD military treatment facilities when local
healthcare systems were at or near capacity, 2) have medical personnel that were
deployable as they had to support military operations or augment local healthcare

systems, and 3) to be able to augment non-military healthcare systems with
scalable medical personnel. ?

These were the basis of the Individual Mobilization Augmentee Program which was
designed to aid in “military contingencies, pre-mobilization, mobilization, sustainment,
and demobilization operations.” >

The Secretary of Defense implemented a stop movement directive and force
health protection guidance in order to “preserve force readiness, limit the continuing

spread of the coronavirus, and the preservation of the health and welfare of Service

members, DoD civilian employees, their families, and the local communities in which
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they live.” 2* This was implemented to slow the spread of SARS-CoV-2 throughout the
military.

The National Guard Bureau and State leaders issued guidance that required units
to maintain their deployability while minimizing the risks of SARS-CoV-2 to National
Guard members. 2 Guidance stated that “asymptomatic and symptomatic National Guard
Soldiers who had a potential exposure to SARS-CoV-2” required a 14-day quarantine. 2

The military produced documents, intended to help the “DoD minimize risk to
military personnel, risk to dependents, and to ensure the readiness of the force was able to
continue to execute missions as well as to continuation of support to the U.S.’s domestic
and international partners.” >’ Building a more lethal force not only included protecting
the force from SARS-CoV-2, but also ensuring resources remained focused on the

protection and continued readiness of the force.

Force Structure Pertinent to COVID-19 Call Up

The U.S. Army Reserve Medical Command (AR-MEDCOM) was capable of
providing medical, dental and veterinary services as well as providing assistance to civil
authorities during an emergency or disaster. ?® Medical units in the U.S. Army Reserve
have the same capability as active-duty medical units (table 4). One exception was the
Medical Readiness and Training Command who provided and resourced the “joint, multi-
national collective training” to medical units for contingency while sustaining the
modularity of ready medical forces.”?° In 2020, the AR-MEDCOM had 8,000 Soldiers in
119 medical units located throughout the United States, and had 3,000 Soldiers mobilized

to aid in the COVID-19 Pandemic. *° The AR-MEDCOM was able to do the following:
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“1) backfill medical professionals to military medical facilities, 2) the augment civilian

medical facilities, 3) conduct blood support, 4) conduct veterinary support, and 5)

maintain the proficiency of low-density, high-demand medical specialties.” !

The U.S. Army Reserve Medical Command “was a direct-reporting unit to the
United States Army Reserve Command and was a medical force provider for Forces
Command (FORSCOM), as well as to the U.S. Army Medical Command
(USAMEDCOM).” 32 AR-MEDCOM was based in Pinellas Park, Florida, with the
following subordinate units:

1) U.S. Army Medical Department (AMEDD) Professional Management
Command (APMC) at Forest Park, Georgia, 2) Central Medical Area Readiness
Support Group (CE-MARSG) at Fort Sheridan, Illinois, 3) Medical Readiness and
Training Command (MRTC) at Fort Sam Houston, Texas, 4) Northeast Medical
Area Readiness Support Group (NE-MARSG) at Fort Wadsworth, New York, 5)
Southeast Medical Area Readiness Support Group (SE-MARSGQG) at Nashville,
Tennessee, and 6) Western Medical Area Readiness Support Group (WE-
MARSG) at San Pablo, California. **

The MARSGs were broken into four geographic regions as units medically responded to
problems in their geographic areas: “1) The Eastern MARSG has five battalion sized
units, 2) the Western MARSG has four battalion sized units, 3) the Southeastern MARSG
has six battalion sized units, and 4) the Northeastern MARSG has two battalion sized

units.” 3

The Role of the Department of Defense during a Pandemic

The DoD was the supporting agency to the Department of Health and Human
Services (HHS) under the direction of FEMA to respond to pandemics. In response to the
COVID-19 Pandemic, President Trump declared two national emergencies under the

authority of the Robert T. Stafford Disaster Relief and the Emergency Assistance Act.
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The Robert T. Stafford Disaster Relief and Emergency Assistance Act of 1988
empowered the Federal Emergency Management Agency (FEMA) to direct how the U.S.
government responds to disasters and is designed to assist state and local governments
during disasters. The Stafford Act allowed the “government to gather additional resources
to deal with the coronavirus and allowed states to request up to 100% federal cost-share
for expenses related to mitigation efforts.” > Robert T. Stafford Disaster Relief Act
allowed the federal government, with the help of FEMA to support the Department
Health and Human Services (HHS), by supporting operations that prevented and
responded to the spread of COVID-19 using the National Guard. *® Under the Robert T.
Stafford Disaster Relief and Emergency Assistance Act the President can declare a state
of emergency or major disaster in the affected state either based on a governor’s request,
or through an emergency declaration from the President. Once a declaration by the
President or governor is made, the President then directed the DoD to assist with relief
operations by providing essential services like food, water, and shelter to victims or
providing resources to aid in recovery efforts.

The National Strategy for Pandemic Influenza Implementation Plan specified that
the DoD’s role during a flu pandemic comprised of: “assisting in disease surveillance;
assisting partner nations through military-to-military assistance; protecting and treating
U.S. forces and dependents; and providing support to civil authorities in the U.S.” 3’
National Guard units were guaranteed to respond to domestic issues and recovery efforts
as they are one of the main units States call upon to help during domestic incidents. 3

During the mobilization of National Guard and Reserve units to a pandemic, response
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and recovery efforts could be slowed when medical personnel were pulled out of local
hospitals. This could undermine local response efforts where they are already engaged in
patient care in their local community. *°

The composition of the U.S. National Guard consisted “of 54 separate National
Guard organizations: one for each state, and one each for Puerto Rico, Guam, the U.S.
Virgin Islands, and the District of Columbia.” *° There was one exception as “the District
of Columbia National Guard was an exclusively federal organization and operated under
federal control at all times.” *! “If Reserve Component medical personnel were required
to respond to a pandemic, the military had to use Reserve forces first, so National Guard
forces were able to complete their state-based missions.” *> When Reserve and National
Guard medical personnel are activated they may get pulled from their jobs supporting
their local community where they were already engaged in the response effort thus
diminishing state and local response efforts. ** An additional concern was that “National
Guard personnel, consisted of a large portion of a state’s emergency response force.” **
Therefore, if they were taken then the state’s emergency response were severely
diminished.

“There remained major concerns that if COVID-19 spreads widely in a
community, it will overwhelm the local health care system’s ability to care for non-
COVID-19 patients.” ** This would create a COVID-19 Pandemic hotspot as the health
care facilities would be at or near patient capacity. If a large outbreak (surge) occurred
the ability of the health care system to endure an additional hazard and “support the

delivery of medical care” would be severely diminished. *® If a hotspot had National
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Guard and Reserve medical personnel who left the local community then that health care
system’s ability to care for patients would also be greatly diminished. However, if the
hotspot had reserve medical augmentees then the medical capacity could be expanded to
absorb the influx of patients.

When Soldiers deploy outside of their immediate locations, the staffing and
capability shortage could “result in reduced medical treatment facility capabilities,
reduced capacity to provide health care services, longer wait times, and some services
may not be offered as frequently.” *’ Thus, “the medical treatment facility capabilities
were dependent on the number and type of Soldiers” that resided in the facility. * When
the medical treatment facility lost personnel, it could decrease its capabilities and the
facility would have to rely on the Reserves or medical personnel from another medical
treatment facility to fill the shortages. *

U.S. Northern Command (USNORTHCOM) “area of responsibility encompassed
the continental United States, Alaska, Canada, Mexico and the surrounding water out to
approximately 500 nautical miles.” > “USNORTHCOM planned, organized and executed
homeland defense and civil support missions, but had few permanently assigned forces;
USNORTHCOM was assigned forces whenever necessary to execute missions, as
ordered by the president or secretary of defense.”>! U.S. Army North (ARNORTH) was
the Army’s component of U.S. Northern Command (USNORTHCOM). ARNORTH
“provided the command and control of the Department of Defense homeland defense
efforts as well as coordinated defense support of civil authorities” when called upon for

challenges that threaten the homeland. 3> When Reserve or National Guard Medical Units
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were in a title 10 status, they were assigned to USNORTHCOM. Appendix A outlines the
medical capabilities of all medical units in the Army to include Reserve and National
Guard medical capabilities from ATP 4-02.55 (table 4). >} National Guard and Reserve
medical units have the same capabilities as active-duty units. The level and type of
medical units used were at the discretion of the commander of the units and depended on

what type of mission the medical units were charged to support.

U.S. Army National Guard Response to the COVID-19 Pandemic

Every state in the U.S. and territories to include Puerto Rico, Guam, and the U.S.
Virgin Islands had activated their National Guard in response to the COVID-19
Pandemic. >* National Guard Soldiers had built mobile COVID-19 test sites to relieve
some of the burden of screening emergency room patients for coronavirus at local
hospitals. In addition to supporting testing sites and local hospitals, National Guard units
assisted in patient transports, supplied medical logistics, screened for COVID-19 at
airports, conducted food distribution, and constructed alternate care sites to prevent the
inundation of local hospitals. > National Guard Units also supported local personal
protective equipment training and assisted in respirator testing. >* Around 44,500 U.S.
Army National Guard troops were “activated across the nation to assist efforts to respond
to, mitigate, and control the COVID-19 Pandemic.” >’

The National Guard can be activated in three ways. State active duty (Title 32)
occurs when the “governor activates state Guard members in support of a particular
mission” and the state must bear the cost, as guard units remained under the governor’s

command. *® Title 10 status was when the “federal government activated the Guard” and
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the federal government bears the cost. > During this type of activation all “activated
Guard units are placed under the control of the secretary of defense and the president,
with an active-duty military officer in the chain of command.” ®° Title 32 status is when
the National Guard is “activated by and remains under the control of the governor, but the
federal government bears all cost.” °'*® During the COVID-19 Pandemic response efforts

the U.S. used Title 32 to activate the National Guard.

U. S. Army Reserve COVID-19 Response

The U.S. Army Reserves mobilized 3,000 Soldiers in response to the COVID-19
Pandemic of which 1,200 Soldiers were medical professionals. ® In response to the
COVID-19 Pandemic the Reserves created 15 Urban Augmentation Medical Task
Forces. The task force mission was to “provide an expeditionary, deployable, and
scalable medical staff (85 personnel) to urban areas to assist with low acuity, medical
care in support of the Joint Force Land Component Commander (JFLCC) COVID-19
response.” ®* “The Army Reserve provided forces as the force provider to the JFLCC to
meet global challenges, and provided support to the FEMA-led national COVID-19
response.” * In order to create the Urban Augmentation Medical Task Forces (UAMTF),
the Army relied on the medical personnel from the Reserves. > Activated medical
personnel from the Reserves “were vetted to ensure they were not already engaged in the
battle against coronavirus in their own communities.” % “UAMTF consisted of 85
medical personnel, including clinical and administrative staff, operational medicine,
infectious disease, preventive medicine, nursing, respiratory therapists, clinical

psychologists, occupational therapists, dieticians, pharmacists,” and their support staff. ¢’
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Due their expeditionary missions, “the UAMTF did not have any equipment, any ability
to distribute medicines, or an intensive care unit capability. °® “Urban Augmentation
Medical Task Forces were designed to support patients who received COVID-19
treatment and to augment hospitals” that were in COVID-19 hotspots. ** “The COVID-19
mobilization of the U.S. Army Reserves was one of the largest domestic mobilizations in
Army Reserve history.” 7 Medical units in the Reserves provided direct patient care,
screened patients, completed COVID-19 testing, and supplied hospitals in COVID-19
hotspots with medical supplies. ’! This allowed the once inundated hospitals to see non-

SAR-CoV-2 patients and freed up bed space.

Overview of Case Studies

DoD Response to the 2014-2016 Ebola Epidemic in West Africa

“On March 23, 2014, the World Health Organization (WHO) reported cases of
Ebola Virus Disease (EVD) in southeastern Guinea.” ’? In response, the United States had
applied a whole-of-government response to the epidemic and deployed around 3,000
troops to combat the outbreak. > Operation United Assistance was the official name of
the DoD response to the Ebola Epidemic in Africa.’ In response to the Ebola Epidemic,
“the Defense Secretary Chuck Hagel signed an order authorizing the mobilization of
approximately 2,100 Army Reserve and Army National Guard Soldiers to support
Operation United Assistance.” ° “The Michigan National Guard started a relationship
with Liberia in 2009 through participation in the State Partnership Program” and
deployed to Guinea to combat the outbreak but was used mainly for theater opening

activities. ' During the outbreak, the National Guard was not involved in the patient care
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of Ebola patients and they only served as advisors. The 34™ Infantry Division (34" ID) of
the Minnesota Army National Guard was initially activated to support the Ebola
Epidemic as well the reserves but was recalled before their deployment began. ’’ The
recall was due to the risk of the force potentially contracting EVD and new infection rates

were starting to decrease. ’®

DoD Response to Hurricane Katrina (2005)

The Hurricane Katrina response relied on the National Guard as over 50,000
National Guard Soldiers were activated to support recovery efforts. ”® Activated troops
came from Texas, Arkansas, Alabama, Florida, Virginia, Louisiana, and Mississippi. %
Although the U.S. Reserves, played a small role as far as activation units in numbers
compared to the National Guard; their impact rippled through communities in Mississippi
and Louisiana. Army “Reservists who responded to Katrina were mainly volunteers and
only represented a relatively small portion of the response when compared to the
National Guard and active component.” 8! “While National Guard forces from Louisiana
and Mississippi provided the bulk of the military support in the first days after landfall,
most of the Guard response to Hurricane Katrina came later from Guard units outside of
the affected states.” %

Medical Units from the National Guard played a major role in the Katrina
response. National Guard medical units like the Louisiana Medical Command
(MEDCOM), treated injured citizens and filled the medical gap until civilian medical
resources could be utilized. 3* At the Super Dome, “National Guard medical personnel

had more than 500 patients under their care”, but “lacked the equipment and medicines to
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effectively care for many of the patients there.” ® Civilians that needed higher levels of
care increased substantially as recovery efforts progressed, eventually exceeding the
medical capacity. ®° “A sustainment battalion restored the Bywater Hospital in New
Orleans to operational condition,” which allowed the battalion’s medical staff to use its
facilities to treat injured Soldiers and civilians. 3¢ At the Louisiana Convention Center, the
National Guard medical units provided direct patient care and “treated stranded

citizens.” ¥’ Medical units with the National Guard from Puerto Rico provided critical
medical teams who were able to provide surgery to civilians who were in need. 3¢ The
Area Support Medical Battalion for the Mississippi National Guard “helped survivors get
medical assistance” and became a liaison for connecting “people needing medical care in
Mississippi to those who could provide it.” ®° The “Field Artillery Regiment’s medical
unit treated more than 1,200 people over a 4-day period, filled more than 700
prescriptions, immunized around 400 people,” and were able to treat people who had a
variety of illnesses. °° This further demonstrates that National Guard Medical Units saved
many lives while enhancing response efforts. What was not known was how the

mobilization affected the States where medical units where activated.

DoD Response to 2009 HIN1 Pandemic

During the 2009 HIN1 Pandemic, the National Guard and Reserves were not
activated to combat the outbreak as the medical system could handle the additional
patient load. °! Although Soldiers from the Medical Reserve Corps did volunteer to help
in their local communities. °* Fortunately, there was not a significant outbreak in the U.S.

Responses where all preventative in nature as the virus “progressed slowly” through the
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population. > A vaccine to the virus was soon produced in 2009. Thus, “the DoD
implemented a preparedness policy, including a stringent vaccination program and
guidelines on providing health care during public health emergencies.” ** The HIN1 virus
was highly susceptible to antiviral therapy through the use of Tamiflu and Relenza that
the civilian sector was able to handle the local cases. > As a result, the hospitals were
able to cope with load and DoD was able to focus on vaccinations and preventive

measurcs.

Summary

Federal oversight documents, force structure pertinent to COVID-19 Pandemic
call up documents, the role of the Department of Defense during a pandemic documents,
and an overview of the case studies documents used in the study helped answer the
primary research question. The primary research question is how should the Army
Reserve monitor and manage U.S. Army Reserve personnel activations when activating
those personnel could adversely impact civilian responses to crises like COVID-19? The
literature review also helped answer the two secondary research questions. How did the
Army National Guard monitor and manage U.S. Army National Guard personnel
activations when activating those personnel could adversely impact civilian responses to
crises like COVID-19? What was the impact of not activating any or more U.S. Army

Reserve units to support the initial COVID-19 response?
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CHAPTER 3

RESEARCH METHODOLOGY

Introduction

In determining how should the Army Reserve monitor and manage U.S. Army
Reserve personnel activations when activating those personnel could adversely impact
civilian responses to crises like COVID-19, this research utilized comparative case study
methodology to analyze evidence emerging from case studies. According to James
Creswell, “the case study approach as a qualitative research method provides a detailed
description of the setting or individuals, followed by an analysis of the data for themes or
issues.” ! This research analyzed the activation and response of U.S. Army Reserve and
National Guard medical units.

This chapter describes how the data was presented and analyzed in chapter 4. The
primary question of this research study was how should the Army Reserve monitor and
manage U.S. Army Reserve personnel activations when activating those personnel could
adversely impact civilian responses to crises like COVID-19? The two secondary
research questions were how did the Army National Guard monitor and manage U.S.
Army National Guard personnel activations when activating those personnel could
adversely impact civilian responses to crises like COVID-19? The other secondary
research question was what was the impact of not activating any or more U.S. Army
Reserve units to support the initial COVID-19 response? This research was new as no
one has looked at how the Army Reserves monitor and manage activations when

activations could adversely affect the civilian response to the COVID-19 Pandemic.
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Research Design

This research followed a qualitative design from Qualitative Inquiry and
Research Design: Choosing among Five Approaches by John Creswell; the method to
accomplish this goal was primarily a document review. As described by Creswell, this
qualitative analysis took a “multiple case study approach.” > The research design was
selected because the conclusions drawn from the method was based on the relationship
between the variables (pandemic response) and literature review; instead of quantitative
data (numbers). Given the limitations of this research, it is not possible to compile
enough quantitative data in order to draw meaningful conclusions. The disadvantages of
this qualitative research design were that the bias of the researcher could play a role in the
conclusions; in addition, the conclusions drawn by this research were subject to
interpretation as they were subjective in nature. As a mitigating step, the subjectivity was
reduced by conducting a thorough review of the literature available at the time and the
identification of any gaps in information that aided in answering the research questions.
Despite these shortfalls, the aim of this research was to present an unbiased view to the
primary and secondary research questions, as well as to draw conclusions based on the
literature reviewed.

“A multiple case approach occurs when a researcher selects multiple case studies
to illustrate an issue which allows a researcher to selects multiple cases to show different
perspectives on an issue.” > “A multiple case study design uses replication, in which the
researcher replicates the research procedures for each case but is careful to not generalize
from one case to another because the contexts of cases can differ.” * In order “to be able
to generalize the researcher needed to select representative cases for inclusion in the
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qualitative study.” > In this approach, “the researcher built a theory composed of
identifying variables (or themes) that are interrelated, followed by the development of an
explanation for the outcome.” ® “Case study research methods were designed to allow
researchers to understand the how and why of contemporary events, problems and
situations in ways that did not require control over those events or problem.”’

The data collection in this multiple case study research was mainly from journals,
books, and articles. The type of analysis of the data was an “embedded analysis as only a
specific aspect of the case study was addressed.” 8 This research examined how should
the Army Reserve monitor and manage U.S. Army Reserve personnel activations when
activating those personnel could adversely impact civilian responses to crises like
COVID-19. Each case study started “with a chronology of events of the activities of the
case.”? A case study was then followed by key issues around the U.S. Army Reserve
activations and the medical capabilities provided in the case study. This multiple case
study analysis presented “a detailed description of each case and themes within the case
(within-case analysis) followed by a thematic analysis across the cases (cross-case
analysis).” '° An interpretation of the meaning of the case studies was addressed.

The research design “established a series of steps that will guide the review
process to allow a detailed analysis” of the case study. !! The first step was the review of
unclassified data that was available and to determine if the quality of the data may be
useful in answering the research question. The second step focused the analysis and
generated sub questions that facilitated the research process by focusing in on key

concepts. The third step categorized the information using a hierarchical method that
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allowed a detailed analysis of Guard and Reserve response, activation rates, and the

contributions of medical units during the pandemics/disasters.

Background Document Review

The background document review consisted of an analysis of pandemic/disaster
response documents, activation rates, the response of the medical units, and what impact
medical units had on the environment where they were deployed too as well as the
response to the local area where they were activated. This research conducted a
hierarchical review of documents starting with the major national documents and
statements regarding activation criteria. The research moved to conduct an analysis of
National Guard and Reserve documents that resulted from activation, the capabilities of
medical units, how the medical units supported the pandemic/disaster, and if there were
any negative effects of the activation of medical units in the local activation area. The
purpose behind the hierarchical review was to explore the relationship between activation
rates of the medical units, activation criteria, medical unit capabilities, and impacts of
activating medical units in the local community. This research assumed that military
medical units deployed with full medical equipment sets (MES) and with enough supplies
to support the mission. The design of this methodology can be utilized for each of the
case studies discussed.

This research compared four case studies. Each case study examined the medical
response of U.S. Army National Guard and U.S. Army Reserves during the 2014-2016
Ebola Outbreak, Hurricane Katrina (2005), the 2009 HIN1 Pandemic, and the COVID-19

Pandemic. The impact of adding or taking away U.S. Army Reserves and U.S. Army

48



National Guard medical units from the local community was also compared for each of
the pandemics. The objective was to understand and compare case studies in order to
understand how activating medical units could adversely impact civilian responses to
crises. Data collection consisted of articles, journals, U.S. Army Reserves websites, U.S.
Army National Guard websites, and government documents. The case study analysis
consisted of reading and comparing the four case studies. When the case studies were
compared a positive (+) or negative (-) response was attributed to how medical units of
each of the three entities (National Guard, reserves, and local community) responded
(table 2). Additionally, the impact the National Guard and Reserve medical units had
positive (+) or negative (-) have on the local community was analyzed, also depicted in
table 2. The three variables in this research were the National Guard medical units’
response/activation, U.S. Army Reserve medical unit response/activation, and the

response of the local community medical capability.

Table 2.  Case Study Comparison Chart (Template)

Cases Study Examples National Guard Reserves Response Local Medical
Response Community Impact

Hurricane Katrina (2005)

2014-2016 Ebola Outbreak

2009 HIN1 Pandemic

COVID-19 Pandemic

Source: Created by author.
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Case studies were compared using positive (+) or negative (-) responses which
were attributed to how medical units of each of the three entities (National Guard,
Reserves, and the local community) responded to the pandemic and what impact the did
the National Guard and Reserves have on the community. Positive impacts were
classified as helping the community combat the disease and not negatively impacting the
medical capabilities of the local community. Negative impacts were classified as not
helping the community for National Guard and Reserve medical units. On the civilian
side negative impacts was classified when the local hospitals reached their medical
capacity for local the community and could no longer medically support the local
community. If the National Guard or Reserves were not activated then this was
represented by an asterisk (*) to symbolize non-activation. If the units were not activated,
then they would not have any effect on the local community other than the normal effect
from their daily activities.

In order to maintain the integrity and credibility of the research, the principal
sources of information regarding activation were case studies, research reports,
government documents, and after-action reviews. The four case studies provided facts
and timelines associated with each pandemic response, without opinions or biases.
Research reports provided relevant facts, then presented findings and recommendations
based on the event. After action reviews provided findings and recommendations from all
entities involved to ensure the results of the analysis were not affected by any personal
bias of the author. The secondary research questions also evaluated how Army National

Guard monitored and managed U.S. Army National Guard personnel activations when
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activating those personnel could adversely impact civilian responses to crises like

COVID-19.

Summary

This research utilized comparative case study methodology to analyze evidence
emerging from the case studies to subsequently examine how should the Army Reserve
monitor and manage U.S. Army Reserve personnel activations when activating those
personnel could adversely impact civilian responses to crises like COVID-19? In
addition, this research examined two secondary questions: (1) How did the Army
National Guard monitor and manage U.S. Army National Guard personnel activations
when activating those personnel could adversely impact civilian responses to crises like
COVID-19? What was the impact of not activating any or more U.S. Army Reserve units
to support the initial COVID-19 response? The other secondary research question was
what was the impact of not activating any or more U.S. Army Reserve units to support
the initial COVID-19 response? The importance of activation rates and medical units’
contributions to the mission and their local communities are the foundation of this
research. The goal of this research was to analyze the importance of activation rates,
activation criteria, medical unit capabilities, and impacts of activating medical units in the
local community. The aim of this methodology was to present an unbiased analysis of the
importance of activation rates, activation criteria, medical unit capabilities, impacts of
activating medical units in the local community assist in, and addressing any gaps that

may exist. A description of the results of this research is contained in the next chapter.
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CHAPTER 4

ANALYSIS

Introduction

This research utilized comparative case study methodology to analyze evidence
emerging from the case studies to subsequently examine how should the Army Reserve
monitor and manage U.S. Army Reserve personnel activations when activating those
personnel could adversely impact civilian responses to crises like COVID-19?7 As
described by Creswell, the researcher “built a theory composed of identifying variables
(or themes) that are interrelated, followed by the development of an explanation for the
potential outcome.” ! The three variables in this research were the National Guard
medical units’ response/activation, U.S. Army Reserve medical unit response/activation,
and the response of the local community medical capability.

Military and local community was assessed on what impact did either activation
(positive or negative) had on the local community. Positive impacts were classified as
helping the community combat the disease or crisis and not negatively impacting the
medical capabilities of the local community. Negative impacts were classified as not
helping the community for National Guard and Reserve medical units. On the civilian
side negative impacts were classified when the local hospitals reached capacity for the
local community and could no longer medically support the local community.

This topic was of immense importance as every organization within the United
States has been affected by the pandemic and every organization has made decisions

about how to adjust to the COVID-19 Pandemic. The pandemic affected the communities
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where the Reserve and National Guard Soldiers work as well as areas that they may have
to deploy if activated. This research could be helpful to National Guard units, Army
Reserves units, and the local communities that they reside in when not activated. This
also could assist medical and civilian planners in understanding the consequences as well
as the second and third order effects from activations.

Pandemic response documents and executive orders guided the U.S.
government’s response to the COVID-19 Pandemic abroad and domestic. The ultimate
goal medically was to preserve lives, mitigate human suffering, and maintain U.S.
interests when deployed. The primary research question was to explore how should the
Army Reserve monitor and manage U.S. Army Reserve personnel activations when
activating those personnel could adversely impact civilian responses to crises like
COVID-19. The response and activation rates played an essential role in the protection of
our country, utilization of U.S. Army National Guard medical units, and how activations
can affect local communities during pandemics.

The research method utilized was a document review analysis focusing on the
pandemic response of U.S. Army National Guard and U.S. Army Reserves medical units.
This analysis assessed how should the Army Reserve monitor and manage Army Reserve
personnel activations when activating those personnel could adversely impact civilian
responses to a crisis. The research was limited in nature due to its dependence on
document review, non-classified documents, the most current pandemic/epidemic related
documents at the time, and the inability to conduct a field analysis based on time

limitations.
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Case studies were compared using positive (+) or negative (-) responses which
were attributed to how medical units of each of the three entities (National Guard,
Reserves, and the local community) responded to the pandemic; in addition, to what
impact the did the National Guard and Reserves have on the community. Positive impacts
were classified as helping the community combat the disease or crisis and not negatively
impacting the medical capabilities of the local community. Negative impacts were
classified as not helping the community for National Guard and reserves units. On the
civilian side, negative impacts were classified when the local hospitals reached their
medical capacity for local the community and could no longer medically support the local
community. If the National Guard or Reserves were not activated then it was represented
by an asterisk (*) which would symbolize non-activation. If the units were not activated
then they would not have any effect on the local community other than the normal effect
from their daily activities.

The primary research question asked how should the Army Reserve monitor and
manage U.S. Army Reserve personnel activations when activating those personnel could
adversely impact civilian responses to crises like COVID-19? The answer to this question
was found through an examination of various pandemic response documents. The DoD
responded to the COVID-19 Pandemic by creating task forces, headquartered from U.S.
Army North. These task forces consisted of medical units that have deployed across the
nation to support efforts to care for those affected by the pandemic, to help curve
infection rates, and to augment civilian medical services when it exceeded capacity. The

Army Reserve and National Guard Soldiers had assembled field hospitals and fully
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supported all COVID-19 mission assignments that were approved by the Federal

Emergency Management Agency.

2014-2016 Ebola Outbreak

Scientists do not know where the Ebola virus came from but it is hypothesized
that it originated from either bats or primates. > “Ebola spread through direct contact with
blood, body fluids, or through tissues of infected animals and people.” When a person
comes into contact with an infected person or animal the virus gets into the body through
broken skin or mucous membranes in the eyes, nose, or mouth. > “A person can only
spread Ebola to other people after they develop signs and symptoms of the disease.” *
The West African Ebola Epidemic of 2014-2016, was considered the largest Ebola
outbreak in history. > By the time the Zaire ebolavirus, the virus that causes Ebola was
identified it had already spread to the capital of Guinea. ® “After 49 confirmed cases and
29 deaths, WHO officially declared an outbreak of Ebola Virus Disease (EVD)” in March
2014.7 Due to inadequate medical capabilities and public health, Guinea could not
contain Ebola within its borders. ® Ebola quickly spread to Guinea’s “neighboring
countries, Liberia and Sierra Leone” population centers. ® The high population density of
the people in the area exponentially increased the chances of viral transmission.

During the Ebola epidemic, the DoD worked in direct support of the U.S. Agency
for International Development (USAID) in West Africa. U.S. Agency for International
Development was the principal agency to extend assistance to countries recovering from
disaster. During the Ebola response, the U.S. military forces had two missions; “to

support USAID in overall U.S. government efforts and to respond to Department of State

56



requests for security or evacuation assistance.” ! Around July 2014, Active-Duty
Soldiers began to deploy to West Africa, to support USAID and State Department
missions. '! “Soldiers constructed 12 Ebola treatment units in Liberia; trained local health
care workers on how to care for Ebola patients, and taught preventive medicine measures
on how to curve infection rates.” 1

“The Army had identified 15 National Guard and Reserve units” to deploy in
support of the Ebola crisis in Africa. !> Army Reserve and National Guard leadership only
selected units that were capable of properly responding and assisting the Ebola epidemic
in addition to not being scheduled for a deployment. '* This process ensured that only
mission essential units would support the epidemic instead of entire battalions or
brigades. Medical capabilities were medical logistics, medical advisement teams, and
preventive medicine, as units could only advise and not conduct direct patient care. '°
“The Chairman of the Joint Chiefs of Staff (CJCS) recommended that DoD support: 1) be
limited to DoD-unique activities, and 2) not include direct patient care.” '® Mobilization
orders were eventually canceled as the number of new Ebola patients in Liberia were
declining and USAID was able to meet the needs of the mission using internal resources.
Since the Reserves or National Guard medical units were not activated nor did they
deploy to Western Africa to combat the epidemic, therefore a positive or negative
attribution cannot be added. !7 In this case study the National Guard and Reserves
received an asterisk (*) since they were not activated (see table 3). Medical units in the
local community received negative attributions, as they were unable to control the

outbreak. Ultimately, the demand for medical care overwhelmed the available medical
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system’s capacity and Ebola patients could not find treatment. '* When the Ebola
Outbreak inundated the local medical system’s capacity, it needed outside help to treat

patients, and outside help to slow the spread of the virus. '

Table 3. Case Study Comparison Chart
Cases Study Examples | National Guard | Reserves Response Local Community
Response Impact (state)

Hurricane Katrina (2005) + + -
2014-2016 Ebola * * -
Outbreak

2009 HIN1 Pandemic * * +
COVID-19 Pandemic + + +

Source: Created by author.

Hurricane Katrina (2005)

Hurricane Katrina was a Category 3 storm that made landfall on August 29, 2005.
Winds from Hurricane Katrina ranged from 70—170 miles per hour (mph) and the storm
killed an estimated 1,800 people. 2° The hurricane also had “a 10-28-foot storm surge that
would reach as far as 12 miles inland and destroyed cities like Gulfport and Pascagoula,
Mississippi.” 2! Hurricane Katrina storm surge “pushed water from the Gulf of Mexico
into Lake Pontchartrain which exerted enough pressure along the Industrial Canal levees
to cause them to fail in three places.” ?? Failure of the levees caused an inundation of New
Orleans, the surrounding parishes, and “displaced around a million people in the Gulf
Coast region.” > Hurricane Katrine caused an estimated “$160 billion in damage” which

was “one of the costliest disasters in U.S. history.” 2*
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In the aftermath of the hurricane, the governors of Mississippi and Louisiana
activated the National Guard units in their states. The Mississippi and Louisiana Army
National Guard units were the first military units to respond to the disaster. As National
Guard units from various States across the U.S. (Texas, Arkansas, Alabama, Florida,
Virginia, Louisiana, and Mississippi) began aiding in relief efforts, these units remained
“under the command of their respective governors” not the governors of Louisiana and
Mississippi. 2> Activation occurred under State Active Duty then shortly transferred to
Title 32 status, which allowed guardsman to remain under the control of their respective
governors; however, the federal government paid the bill. 2

Due to the extensive damage from Hurricane Katrina, President Bush enacted the
Robert T. Stafford Disaster Relief and Emergency Assistance Act. Initially, “National
Guard Soldiers conducted search and recovery missions; helped restore order; established
supply distribution points; and cleared debris from public buildings and roadways.” %’
Aviation units were able to provide helicopters for conduct medical evacuations as well
as for search and recovery missions during relief operations.

The Reserve units participated in the Hurricane Katrina relief efforts but National
Guard units provided the bulk of the response. 2* Medical units provided medical
assistance to rescued citizens and to homeless citizens in tent cantonments across
Louisiana and Mississippi. The National Guard units reopened inactive hospitals so
civilian and military healthcare workers (National Guard and Reserves medical units)

could provide medical treatment to the sick and injured. 2 This process allowed medical

teams to treat injured citizens and fill the medical gap until civilian medical resources
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were able to handle the patient load. At the Superdome, which was designated as a
“special needs shelter . . . citizens who needed special assistance, such as oxygen or
refrigeration for medicine, could get medical support there.” ** However, medical units at
the Superdome were not able “to provide medical care to people who were in constant
need of medical attention.” 3!

At the Superdome, medical units were capable of handling routine outpatient
medical care but did not have the capability to provide inpatient medical care. The
recovery effort at the Superdome was led by Louisiana’s Medical Command
(MEDCOM), with augmentees from various states National Guard Medical Units and
Reserve Medical Units. >? Both National Guard and Army Reserves medical units saved
countless lives, prevented further human suffering, and provided medical relief to the
communities in which they supported. Medical units “provided on-the-spot medical
evaluations and medical treatment for stranded citizens.” 3* This exponentially aided in
recovery efforts.

Both the National Guard and Reserves received all positive marks as they both
positively affected the communities that they were deployed too. ** What was not known
was what effect the deployment had on the communities from which the National Guard
and Reservist deployed. Aside from combat tours in Iraq and Afghanistan medical units
were readily available to support whatever mission they were tasked to support. The
medical units in the local community received negative attributions even though they
used every available resource to aid in recovery efforts and to save lives. As Hurricane

Katrina flooded and destroyed medical assets as well as other infrastructure. ** This

60



destruction inundated the local medical system’s capability to provide medical care and

the local community needed outside help to treat patients or care for patients. *®

2009 HIN1 Pandemic

In April of 2009, an influenza A (HIN1) virus emerged. The HIN1 virus was also
called the “Swine Flu early on,” as it regularly causes outbreaks of influenza in pigs. 3’ “It
was first detected in the United States, in April 2009 and spread quickly across the United
States.” 8 This was a new HINI1 virus that was not previously identified in people. In late
April 2009, CDC started working to develop a vaccine to combat the HIN1 virus. WHO
declared HIN1 a pandemic in June 2009 as the virus continued to spread around the
world and the number of countries reporting cases of HIN1 increased. *° In the U.S.,
cases of HIN1 had been reported in all 50 states. ** Around June 2009, “the United States
had the highest number of HIN1 cases of any country worldwide, although majority of
the people who became ill recovered on their own.” !

The U.S. Army Reserves and National Guard were not activated for the response
as the U.S. did not declare the pandemic a national emergency. A small number of
“young people had an existing immunity (as detected by antibody response) to the
(HINT) virus, but nearly one-third of people over 60 years old had antibodies against this
virus, likely from exposure to an older HIN1 virus earlier in their lives.” *?

In comparison to other pandemics, the HIN1 virus was not more contagious or
virulent than the seasonal flu. ** The DoD implemented preventive medicine measures

based on the CDC’s guidance on how to curve HIN1 infection rates in order to limit the

exposure of the virus in the military. Complications from the HIN1 was most commonly
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found in elderly or immunocompromised people. Antiviral therapy using “oseltamivir
and zanamivir were used” to reduce the symptoms and duration of illness. ** This same
concoction of antiviral medication was also used to treat the seasonal flu. Preventive
medicine measures consisted of “covering the nose and mouth when sneezing, washing
hands often with soap and water, using alcohol-based sanitizers when handwashing was
unavailable, avoiding close contact with people who were sick, and if a person was sick
with flu like symptoms they should stay home from work.”

%5 In order to combat the HIN1 Pandemic the DoD implemented a stringent
vaccination program and guidelines to providing health care during public health
emergencies. Around the summer of 2009, the Department of Defense acquired enough
doses of the HIN1 flu vaccine to vaccinate all military members. *® Therefore, in this case
study the National Guard and Reserves received an asterisk (*) as they were not
activated. The medical units in the local community received positive attributions as they
used every available resource to combat the spread of the HIN1 virus (table 3). In this
case study, the local medical community was able to treat and care for patients without

outside help. *’

COVID-19 Pandemic

SARS-CoV-2 was a new respiratory virus that was first identified in Wuhan,
Hubei Province, China. This new coronavirus had not been previously identified nor seen
in humans. The transmission of the SARS-CoV-2 virus is similar to how influenza, the
common cold, and other respiratory diseases spread. A person can catch SARS-CoV-2 by

“inhaling viral particles from a person who has the virus or by touching a surface or
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object that has virus particles on it.” *® In order to get a person sick with the SARS-CoV-2
virus, the virus had to be exposed to mucus membranes that are located in the mouth,
throat, or nose. When compared to known coronaviruses, SARS-CoV-2 is more
contagious than other respiratory illnesses like the 2002—-2004 SARS Outbreak (SARS-
CoV-1) and has a higher death rate than SARS-CoV-1.* People have more
complications from COVID-19 than other known flu and coronaviruses as COVID-19
symptoms can be long lasting. °° Due to globalization and the infection rate of SARS-
CoV-2, the virus spread from China to the rest of world in a matter of months.

In order to combat the spread of COVID-19 in the United States the CDC
recommended that citizens increase their hand washing and use of alcohol-based
sanitizers, frequently clean and disinfect surfaces, and wear masks. >! States also followed
suit and then recommended other interventions like social distancing, isolating sick
people, cancelling public and large private gatherings, advising schools to close, the
closure of child care facilities, and the closure of workplaces and public buildings.
Around March of 2019, restaurants, malls and movie theaters were closed, and people
were told to stay home unless they were going out for essential needs like buying
groceries.

“WHO declared the novel coronavirus outbreak a public health emergency of
international concern” in January 2020. 32 In response to the COVID-19 Pandemic, the
United States declared COVID-19 a national emergency on March 13, 2020 and
developed a whole of nation approach to fighting the COVID-19 Pandemic within its

borders. * The DoD was directed to work with interagency partners like the Federal
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Emergency Management Agency (FEMA), the Centers for Disease Control and
Prevention (CDC), and the Department of Defense Military Health System (MHS) in
order to support and protect the Army as well as the American people. As a result, the
National Guard and Army Reserves were activated. Governors across all 50 states and
U.S. territories mobilized components of their Army National Guard to assist in their
state’s response to the COVID-19 Pandemic. National Guardsmen were activated under
Title 32 status and remained under the command and control of their respective
governors but were federally funded by the Department of Defense (DoD). >

Due to the COVID-19 Pandemic, hospitals throughout the United States were
reaching patient capacity (intensive care unit beds). As the U.S. economy slowly shut
down due to all of the closures, unemployment skyrocketed, and food banks across the
United States were overwhelmed with requests. > The National Guardsmen have helped
at testing sites, food banks, and call centers where they conducted contact tracing. >°
Reserve and National Guard medical units built temporary medical stations during the
onset of the pandemic. >’ At the medical stations, the “guardsmen worked with doctors
and nurses at community testing sites” in COVID-19 hotspots and with the help of their
resources the local community was able “to expand their testing capabilities.” >

National Guard medical units helped ease the inundation of local hospitals in their
state by screening emergency room patients for SARS-CoV-2 at hospitals. > COVID-19
testing sites allowed regular patients to be separated from possible SARS-CoV-2 cases,
as all SARS-CoV-2 potential cases were directed to mobile sites. Mobile testing sites

allowed a safe and efficient screening system with limited contact in an outside
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environment. This allowed the communities to have ample access to testing and helped
the over burden health system treat more COVID-19 patients. In addition, it allowed
SARS-CoV-2 free patients to be seen at their local hospital.

Reserve medical units’ activation was vetted by senior leaders at regional Medical
Commands to ensure activated units did not have Soldiers who were already engaged in
patient care against “COVID-19 in their own communities.” ®* This prevented medical
capabilities being taken away from local communities to be moved elsewhere in the U.S.
as the only medical Soldiers that were activated came from communities with low
infection rates. Army Reserves mobilized Urban Augmentation Medical Task Forces
(UAMTF) to COVID-19 hotspots “to support coronavirus relief efforts and curb the
spread of disease” in COVID-19 hotspots. ¢!

As more people were exposed to SARS-CoV-2, the U.S. Army provided medical
support and hospital capacity to help States and other national agencies contain the virus
and curve infection rates. Medical professions in UAMTF augmented local hospitals that
were inundated with COVID-19 patients. ®> There they treated citizens who were
hospitalized due to COVID-19 complications or treated acute symptoms that resulted
from the SARS-CoV-2 virus. Protecting the health of the Army and the American people
were the medical units’ top priorities. The Army Reserve medical units had a robust
response medically as most of the medical professionals reside in the reserves. > Medical
units from the National Guard and U.S. Army Reserves were extremely important during

the pandemic as Army health care professionals are adequately equipped, trained on the
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latest equipment and technology in order to deal with emergent health issues that
Soldiers, dependents, retires, or civilians may encounter.

Similar to the Katrina Response, both the National Guard and Reserves received
positive marks as they both positively affected the communities where they were
deployed (refer to table 3). % They also helped ease the burden on the health system
where they were activated, saved countless lives, and bolstered the support of the military
in local communities. Medical units bolstered the support of the military, as the
community trusted them to provide care, information, and to direct them to needed
services. Medical units at testing sites preserved the medical capacity of hospitals by
allowing non COVID-19 symptomatic people seek the care they needed. Initially the
local medical community as a whole in the U.S. received a negative mark as numerous
cities in the U.S. were COVID-19 Pandemic hotspots and the pandemic placed a severe
strain on health systems. ®> After the initial wave, the medical professional in the local
community received positive attributions as they were able to manage their medical
capacity. Hospitals were able to “conduct some elective care, conduct telehealth, and

virtual care” as COVID-19 infection rates started to decrease.

Summary

Using a detailed literature review, National Guard and Reserve medical units’
responses, and National Guard and Reserve activation criteria as the foundation of this
research helped establish the criteria for recommendations that could help increase
medical support to future pandemics. The primary research question was how should the

Army Reserve monitor and manage U.S. Army Reserve personnel activations when
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activating those personnel could adversely impact civilian responses to crises like
COVID-19? Based on the analysis of the case studies activations should be closely
monitored to ensure activations do not degrade medical civilian responses. It is
recommended that activations be managed at the highest level and use mission command
to ensure subordinate commands scrub their formations so Soldiers that are currently
responding in the civilian sectors are not tasked to respond to a pandemic outside of their
local area. Both the Army Reserves and National Guard managed activations in order to

prevent the degradation the civilian response in their local communities.
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CHAPTER 5

CONCLUSIONS AND RECOMMENDATIONS

Introduction

Throughout the last 30 years, U.S. Army Reserves and National Guardsmen have
been activated to respond to pandemics and natural disasters. The activation for Nation
Guard medical units were control by governors but they can also be federalized by the
president when a national emergency is declared. Even though the National Guard was
federalized during the COVID-19 Pandemic, they still remained under the control of their
respective governors. Reserve activation normally results from federalization due to
natural disasters or as a response to anything that can damage U.S. interests. Mobilized
U.S. Army Reserve Soldiers fell under U.S. Army North during their mission for Defense
Support of Civil Authorities (DSCA) events. U.S. Northern Command, through U.S.
Army North, controlled reserve activation and was committed to aid in the whole-of-
government approach to the COVID-19 Pandemic. Medical units under U.S. Army North
fell under a regional Medical Command (Deployment Support). After activation, Reserve
and National Guardsmen medical response was tailored to the event or disaster that they
were responding too. This focused their efforts and made their response able to support

whatever mission they were given.

Findings

The primary research question was, how should the Army Reserve monitor and
manage U.S. Army Reserve personnel activations when activating those personnel could

adversely impact civilian responses to crises like COVID-19? The current activation

72



criteria offered the best response to date based on tactics, techniques, and procedures
(TTPs), as well as from lessons learned from previous activations. As discussed in
chapter 4, the way that activations were managed and broken down offered an adequate
response to pandemics. Through the activation of U.S. Army Reserves civilian hospitals
were augmented with nurses, medical planners, doctors, physician assistants, and they
were able to deliver critical medical supplies to hospitals in hotspots. Urban
Augmentation Medical Task Forces were also formed to mobilize Soldiers with an array
of medical expertise to COVID-19 hotspots across the United States in order to curve
infection rates.

Secondary questions were based on preliminary impressions of the problem that
needed to be researched. Was there a system in place to make timely decisions about
individual activations? What should/could that system look like? How did the Army
National Guard monitor and manage U.S. Army National Guard personnel activations
when activating those personnel could adversely impact civilian responses to crises like
the COVID-19 Pandemic? What was the impact of not activating any or more U.S. Army
Reserve units to support the initial COVID-19 response? During the research process it
became apparent how activations were managed. Activations for the U.S. Army Reserves
were managed at the Secretary of Defense and U.S. Army North levels. The governors,
National Guard Bureau, and potentially the Secretary of Defense managed activations for
National Guard units. If the pandemic or natural disaster surpasses the national threshold
for the Reserves or threshold for the state, then the National Guard and Reserves would

be activated. Through mission command, commanders had a check and balance system to
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ensure that if their Soldiers are responding to a national emergency in their community,
they would not be activated. Instead, a unit with the same capability or other Soldiers
within the unit were used who were not tasked with supporting their local community.
This process was a potential mitigation measure to prevent the local medical
communities’ mission from being degraded and not taking away from the capability of
the national response.

The activation of more U.S. Army Reserve medical units could seriously degrade
the medical capability of the local medical response to combat COVID-19 in hotspots.
This activation would take needed medical assets away from local hotspots to move to
another hotspot. Activation rates were under the premise that medical assets were not
being activated to respond to a hotspot in their local community, as the activation process
should not have allowed a Soldier/unit to be activated if they are actively responding to
the pandemic. U.S. Army Reserve medical units were activated from a variety of
locations to respond to hotspots across the continental United States. This did not degrade
any medical capabilities in their local community.

The study observed that activations enhanced the COVID-19 response as it
allocated desperately needed resources to communities that would have otherwise not had
the resources to support the local population, thus they truly made a difference in
communities across the U.S. These resources included setting up robust testing sites,
providing COVID-19 screenings, making medical supply deliveries, setting up alternate
care facilities, increasing hospital capacities, helping in nursing homes, and augmenting

clinics. National Guard medical units have been critical to the statewide response to
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SARS-CoV-2 as it allowed them to respond to the COVID-19 Pandemic in their local
communities as well as in other states. Governors of states with COVID-19 hotspots
welcomed the help from National Guardsmen from states who did not see many COVID-

19 cases. This activation made a difference in communities across the U.S.

Recommendations

Overall findings led towards three recommendations for the research problem.
First, the activation process needed a closer look as the COVID-19 Pandemic was new to
the world. It is recommended that activations be screened at two levels. This may sound
redundant but the method would allow the command to know if providers/medical
professionals work at multiple hospitals as well as verifying that the Soldiers are working
in the hospitals. In addition, this would also help when the mobilization window is short
as it will increase the accuracy of data presented to the leadership. Alternately, U.S.
Army North along with MEDCOM could conduct data verification that compares what
the Soldier personally reports to local hospitals or medical center employment data. If
their employment records matched, then the Soldiers would not be activated with their
unit and if it did not match with employment records then the Soldiers would be
activated. Some Soldiers may have slipped through the cracks but since takes time for
after action reviews to be conducted in activated units, the information would not be
available for some time.

Secondly, National Guard medical units could also be utilized more especially
since they are overseen by governors as the bulk of the medical response was from the

U.S. Army Reserves. Thirdly, medical units from the National Guard and U.S. Reserves
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could do joint training in order to have a unity of effort for a medical response instead of
conducting two separate responses. The research did not indicate that the National Guard
and Reserve medical units were working together. This joint effort would achieve a unity
of effort which could result in a more robust response. Again, this may come out in future

studies through after-action reviews.

Areas for Further Research

In order to better understand the impacts of activation, it is recommended that
research on the impact of active-duty medical units on the COVID-19 Pandemic is
warranted, as this was not covered in this research. Active duty, medical providers from
medical treatment facilities all across the U.S. deployed to COVID-19 hotspots to
augment inundated hospitals and clinics. This could be compared to the reserve and
National Guard medical units’ response to tailor a DoD response for future pandemics. In
this scenario the National Guard could continue to take the lead, followed by the U.S.
Army Reserves, and Active-Duty would serve as an advising role. If all three
components, government agencies, and non-government agencies are working together
achieving a unity of effort which would reduce the duplication of effort across the DoD.

Another area that needs to be researched is what effect did civilian travel nurses,
doctors, and other medical assets have on COVID-19 hotspots. Civilian medical
providers traveled across the country to help COVID-19 hotspots or to find work. ! If the
civilian hospitals were not in a COVID-19 hotspot then it was not making money as
hospitals were not giving civilians the option for elective surgeries, which generated a

signification portion of hospital revenue. This forced, out of work medical providers to
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travel to COVID-19 hotspot to seek employment opportunities or to help citizens
suffering from COVID-19 complications. > Researching traveling medical professionals’
impacts on the local economy and their response to the COVID-19 Pandemic maybe
worthwhile. Traveling medical professionals’ response and the military medical unit
response could be compared and contrasted in future studies to see which set best met the
needs of the community as well as how responses could be improved for future

pandemics.

Summary

Furthermore, it would be practical to research the relationship that existed
between military medical units and FEMA. During national disasters FEMA always
heads the response. > What was not clear was the continuity of the responses between
FEMA and the military. FEMA and military medical units could practice responding to
notional events in order to tailor or package response teams to be activated for an event.
These response teams could be designed to fit future pandemics, epidemics, or national
disasters. This would combine entities like FEMA and military medical units’ resources
for a more robust response. The response teams could improve the operational
relationships with civilian and military partners at the local, state, regional and national
levels. As the world has not seen a pandemic on this level since the 1918 Spanish Flu
Pandemic. * In order to be prepared for future pandemics, after action reviews have to be
conducted with lessons learned implemented during the next response. A pandemic or

natural disaster is destined to occur again in the future. As a country, we must be
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prepared and ready to preserve our nation’s interest, protect the citizens of the U.S., and

plan in detail a whole of government response.

! Ebert, “Medical Headhunters Drawing Thousands of Nurses to Virus Hotspots.”
2 Ibid.

3 U.S. Congress, House, FEMA s Natural Disaster Preparedness and Response
Efforts during the Coronavirus Pandemic.

4 Shortridge, “The 1918 ‘Spanish’ Flu,” 384-385.
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APPENDIX A

RESERVE AND NATIONAL GUARD MEDICAL CAPABILITIES

Appendix A outlines the medical capabilities of all medical units in the Army to include
Reserve and National Guard medical capabilities.

Table 4.

Reserve and National Guard Medical Capabilities

Organization

Capabilities

Field Hospital (32 bed)

1. Operating up to 72 hours with its initial basic load of supply.

2. Hospitalization for up to 32 patients consisting of one (1) ward providing intensive nursing care
for up to twelve (12) patients and one (1) ward providing intermediate nursing care for up to twenty
(20) patients.

3. Surgical capability, including general, orthopedic, and obstetrics-gynecological based on two
operating room tables capable of providing 36 operating room hours per day.

4. Provides a medical materiel set radiology, computerized tomography which enables the hospital to
perform computerized tomography examinations.

Hospital Augmentation
Detachment (Surg 24
Bed)

1. Augmentation of surgical capability for thoracic, orthopedic, and oral maxillofacial surgery based
on two (2) operating room tables for a total of thirty-six (36) operating table hours per day.

2. Augmentation of hospitalization with up to 24 patients consisting of two (2) wards providing
intensive care nursing

Hospital Augmentation
Detachment Medical (32
Bed)

1. Augmentation to the Field Hospital with hospitalization for up to 32 patients consisting of one (1)
ward providing intensive care nursing for up to 12 patients, requiring the most intensive
monitoring/care, and one (1) ward providing intermediate care nursing for up to twenty (20) patients
2. Emergency dental care and essential dental care designed to prevent potential dental emergencies
3. Augmentation to the Specialty Clinic of the Field Hospital with added psych, community health
nursing, and PT capabilities

Hospital Augmentation
Detachment (ICW 60
Bed)

Hospitalization for up to 60 patients consisting of three (3) wards providing intermediate nursing
care.
(3) ICWs (each ICW consists of 20 beds).

Medical Detachment,
Minimal Care

1. Augmentation of the hospital to which attached to provide hospitalization and minimal nursing for
up to 120 patients.

2. The minimum care detachment provides nursing, physical therapy, and occupational therapy
services.

Hospital Augmentation
Team, Head & Neck

1. Provides initial and secondary ear, nose and throat surgery.
2. Provides initial and secondary neurosurgery.
3. Provides initial and secondary eye surgery.

Medical Team, Optometry

1. Medical Team, Optometry consisting of six personnel that can be divided into two teams
(Optometry Teams A and B).

2. Provide optometry support limited to eye examination, spectacle fabrication, frame assembly, and
repair services to brigade and non-brigade units in the area of operations as far forward as possible
3. Initial diagnosis and management of eye injuries.

4. Examinations to detect, prevent, diagnose, treat, and manage ocular related disorders, injuries,
diseases, and visual dysfunctions.

Dental Company (Area
Support)

1. Far Forward operational dental care to small and forward deployed troop concentrations. This
section is

composed of 3 Forward Support Treatment Sections. Each section is composed of 6 Treatment
Teams for a total

of 18 forward treatment teams for area support.

2. Operational dental care, consisting of emergency dental care and essential dental care.

3. Reinforcement and reconstitution of the BCT and Armored Cavalry Regiment dental assets.
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Medical Detachment,
Combat &
Operational Stress
Control

1. When provided logistical and administrative support by a hospital, holding/restoration capability of 50
soldiers for up to 3 days.

1. Neuropsychiatric care, triage and stabilization.

2. The COSC Medical Detachment has the capability to deploy a Forward Support Section supporting a
division as required. The supported unit provides command and control for the forward support section.
Both support sections have the capability to break down into six 3-man teams.

Medical Detachment,
Preventive Medicine

1. Direct pest management.

2. Direct medical entomology consultation.

3. Collection of water and ice samples for CBRN surveillance.

4. Food service sanitation inspections of field feeding sites.

5. Monitoring of water and field ice production and distribution.

6. Collection of water, soil, and air samples from sources that may pose environmental, occupational, or
industrial hazards to troops for definitive analysis.

7. Training and certification for field sanitation team and food service personnel.

Area Medical
Laboratory

1. Analytical, investigative and consultative capabilities to identify CBRN threat agents in biomedical
specimens and other samples from the AO.

2. Data and data analysis to support medical analysis and operational decisions.

3. Medical laboratory analysis to support the diagnosis of zoonotic and significant animal diseases that
impact on military operations.

Medical Detachment,
Veterinary Service
Support

.Role 1 and 2 veterinary medical and resuscitative surgical care.

. Level 1II comprehensive canine veterinary medical/surgical care.

. Food safety, quality, and sanitation inspections.

. Levels I and II food microbiological and chemical laboratory diagnostics.

. Endemic zoonotic and foreign animal disease epidemiology surveillance and control.

Medical Logistics
Company

. Class VIII support (based on Class VIII consumption rate of 1.20 lbs per person per day).

. Processing (receive, classify, and issue) of up to 13 short tons of Class VIII supplies.

. 220 field level medical maintenance and repair man-hours per day.

. Storage for up to 51 short tons of Class VIII supply.

. Capability to deploy one Early Entry team, three medical maintenance contact repair teams, and three
forward distribution teams.

N AW =k W —

Medical Detachment,
Blood Support

1. 72-hours, limited self-sustainment during initial operations.

2. Receives and stores up to 5,100 refrigerated and/or frozen blood products from CONUS or MTFs.

3. Establishes the theater blood distribution plan within the JOA, including storage levels and locations,
and the schedule of re-supply.

4. Collects, processes and tests whole blood and apheresis platelet from the available donor pool when
needed.

Medical Logistics
Management Center

1. Reviews and analyzes demands, and computes Theater Army requirements for Class VIII supplies,
medical equipment, medical equipment maintenance, and optical fabrication
2. Monitors the operation and mission command of Medical Logistics units in all areas of operation.

Medical Team, 1. Emergency treatment to receive, triage, stabilize and prepare 30 incoming casualties for surgery over a
Forward 72 hr period
Resuscitative & 2. Post-op care manages 8 patients > 6 hours post-surgery.
Surgical 3. Two resuscitative and surgical elements, capable of supporting split based operations, each consisting
and of administration/supply, surgical and resuscitative sections (10 personnel). In this configuration the
Medical Team, FRST provides emergency treatment to receive, triage, and prepare 12 incoming casualties for surgery
Forward over a 72-hour period; provides the required surgery and continued postoperative care for critically
Resuscitative & wounded/injured patients with organic MES. Postoperative care can manage 4 patients over 6 hours post-
Surgical (ABN) surgery.
4. Two surgical elements, capable of supporting very short duration (24 hours) operations, consisting of
only a surgical element (6 personnel). In its smallest configuration, the single surgical element provides
emergency treatment to receive, triage, and prepare 4 incoming casualties for surgery; provides the
required surgery and limited continued post-operative care for those critically wounded/injured patients
over a period of 24 hours with its organic MES.
5. Surgical augmentation of Role 3 MTFs surgical capability.
1. A single-lift evacuation of 96 litter patients or 192 ambulatory
Medical Company, 1. A single-lift evacuation of 96 litter patients or 192 ambulatory patients.
Ground Ambulance 2. Reinforcement of Brigade medical company evacuation assets.

3. Vehicle refueling support for the HHD, Multifunctional Medical Battalion when collocated.
4. Reinforcement of Brigade medical company evacuation assets.
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Medical Company (Area 1. Patient holding for up to 40 patients per ASMC.

Support) 2. Emergency dental care, pharmacy, and mental health support

3. Evacuation of patients from units within the ASMC’s AO to the treatment squads of the ASMC

4. Treatment of patients with disease and minor injuries, triage of mass casualties, initial
resuscitation/stabilization, advanced trauma life support, and preparation for further evacuation of'ill,
injured, and wounded patients who are incapable of returning to duty within 72 hours

HHD, Medical Battalion 1. Provides command and control, staff planning, supervision of operations, medical and general
(Multifunctional) logistics support as required, and administration of the assigned and attached units.

2. Task organization of medical assets.
HHC, Medical Brigade 1. Provides command and control of theater medical units providing Army Health System support for

BCTs, Division/Corps, Joint and Multinational Forces.

2. Coordination with the MEDCOM (DS) Theater Patient Movement Center or supporting Theater
Patient Movement Requirements Center for medical regulating and medical evacuation from MMBs
and hospitals to supporting Theater Army Units (MTFs) and CONUS.

HHC, MEDCOM 1. Command and control of theater medical units.

(Deployment Support) 2. Coordination and integration of strategic capabilities from the sustaining base to units in the
Theater AO.

Medical Company, 1. Treatment of patients with DNBI, COSR, triage of MASCAL, ATM, initial resuscitation and

Brigade Support Battalion | stabilization, and preparation for further evacuation of patients incapable of returning to duty.
2. Ground evacuation for patients from the BAS and designated CCPs to the BSMC.

3. Medical laboratory and radiology services commensurate with Role 2 MTFs.

4. Patient holding for up to 20 patients able to return to duty within 72 hours.

Legend
AO - area of operation PT - physical therapy

ICW - intensive care ward Surg - surgical

HHD- headquarters, headquarters detachment DNBI - disease and non-battle injury
COSC - Combat & Operational Stress Control CONUS - continental United States
BCT - brigade combat team JOA - joint operations area

CBRN - chemical, biological, radiological, and nuclear MTF - medical treatment facility
ABN - airborne HHC - headquarters, headquarters company

FRST - forward resuscitative surgical team ASMC - medical company (area support)
ATM - advanced trauma management HHD- headquarters, headquarters detachment
BAS - battalion aid station MASCAL - mass casualty

BSMC - brigade support medical company MEDCOM - medical command

MES - medical equipment set MMB - medical battalion (multifunctional)

CCP - casualty collection point

Source: Created by author using data from Headquarters, Department of the Army, Army
Techniques Publication 4-02.55, Army Health System Support Planning (Washington,
DC: Army Publishing Directorate, 2020), https://fas.org/irp/doddir/army/atp4-02-55.pdf.
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