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Introduction: A joint embedded health engagement team (EHET)
was created and executed as a test of an alternative health en-
gagement method during Operation Continuing Promise 2011.
This article relates the personal observations of team members.

Materials and Methods: The EHET was integrated into the host
nation’s public health system to collaborate in direct patient care,
contribute to comprehensive preventive health, and achieve in-
tellectual exchange between professionals of similar disciplines.
Team members recorded their personal observations, noting par-
ticularly how they worked with the partners and how the EHET dif-
fered from other methods of health engagement.

Results: EHET resulted in greater satisfaction on behalf of the
host nation and US health professionals, detailed insight into

local operations and health system understanding, deeper em-
pathy and respect for similar challenges despite differences from
US and US Department of Defense health system practices.

Conclusions: The EHET afforded deep insight by team mem-
bers into ways to partner with hosts to target better health
outcomes and meaningful partnership for potential long-term
geopolitical impact. EHETs of longer duration, or recurrent in-
sertion, in a single location will achieve greater long-term bene-
fits because of greater health system and cultural understanding
that can be attained. EHETs will be a more effective health en-
gagement tool in building partnerships, building capacity, in-
creased security cooperation, and enhance medical readiness
while using US military resources to support legitimate health
needs either in a military to military or military to civilian setting.
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“Whenever possible, we will develop innova-
tive, low-cost, and small-footprint approaches
to achieve our security objectives.”!

eam member and participant observa-
tions can deliver valuable insight into
the effectiveness of an activity or proj-
ect. Certainly, documentation of such quali-
tative assessment through survey questions
or narratives can reveal important informa-
tion for future action. This qualitative aspect
was a significant consideration in the forma-
tion of an embedded health engagement team
(EHET) intended to improve foreign assis-
tance and health outcomes for global humani-
tarian and security cooperation activities.
Since health activities are centered on
human interaction and relationships, some
observation or qualitative assessment must
be included to truly determine short-term
local buy-in and long-term outcomes. The
following observations include the di-
rect narrative perspectives of team mem-
bers from a multidisciplinary primary care
EHET that add experiential depth to prior
assessment of the pilot test of such teams
during Continuing Promise 2011, a 9-
country series of health engagement activ-
ities employed from the USNS Comfort.?
The embedded team consisted of US Air
Force (USAF), US Navy (USN), and non-
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governmental organization (NGO) person-
nel working directly in a primary care clinic
of the Costa Rican public health system.

This is small sample of a few team mem-
bers who responded to a simple, open-
ended prompt to record their impression of
the EHET concept and experiences. Docu-
menting this information should highlight
the importance of seeking similar qualita-
tive mission data for future health engage-
ments. Standardized questionnaires have
been used to evaluate health activities and
have provided valuable analysis and rec-
ommendations that have advanced US De-
partment of Defense (DoD) global health
engagement.’ Captured narrative observa-
tion from the EHET pilot study is a comple-
mentary qualitative method that supports
the concept of small, well prepared, cul-
turally competent, EHETs tailored to work
within a partner system rather than out-
side of it will achieve greater mutual bene-
fit, including the application of better, more
equitable health and health system prin-
ciples.* In this embedded manner, health
care professionals may readily contribute
to host nation health sector plans and goals
while achieving military objectives, polit-
ical goals, and mutual strategic interests
through both military-military and military-
civilian applications.
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OBSERVATIONS AND REFLECTIONS
Family Physician (Maj, Second Physician,
USAF)

“Overall, the experience I had with the em-
bedded team was truly rewarding. I hope this
becomes a tool used to augment humanitar-
ian missions. There is no way to truly un-
derstand a systems strengths and weakness
except by being embedded in the clinic or
hospital. For 3 days I worked alongside a bi-
lingual physician at a local family practice
clinic. The clinic did full spectrum family
practice, including prenatal care. The doc-
tor saw between 25 and 35 patients each day
plus covered urgent care during lunch. Paper
charting was used although the clinic is look-
ing into electronic records. The clinic was
very efficient. All team members were very
aware of their roles and did their jobs with a
smile and worked well together.

“Most patient encounters took between
10 and 15 minutes although the patient
might stay around for IV therapy, intramus-
cular pain medications, or other treatments
that were carried out by the nursing staff.
There was a small procedure room and pro-
cedures would be performed on the same
day they were identified. The nursing staff
would set up everything, and in between pa-
tients the provider would complete the pro-
cedure. On the first day I mostly shadowed,
but in the afternoon, I was asked to consult
on some of the more complicated patients
with diabetes mellitus or hypertension. On
the second day I shadowed a health care pro-
vider who did not speak English and through
an interpreter he asked for my input. In the
afternoon the nursing staff asked me to dis-
cuss the treatment of abscesses. I discussed
techniques of incision and drainage and im-
portance of packing and proper wound care,
worked with one of their wound care nurses
on packing of several wounds, and consulted
on a patient with a venous stasis ulcer.

“We identified an educational opportu-
nity for the nursing staff. On the third day I
brought a US certified wound care special-
ist and 1 gave a Microsoft PowerPoint pre-
sentation on venous stasis ulcers and proper
wound care. The nursing staff and clinic were
very receptive and asked if we would develop
a patient-based educational presentation. The
wound care specialist spent the afternoon giv-
ing hands-on demonstrations in the wound
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care clinic, and I taught technique for exci-
sional biopsy of skin tags and moles to phy-
sicians. One of the host physicians arranged
for more consultations on more of the clinic’s
complicated patients, which included a staff
member and a relative.”

Medical Technician (MSgt, E-7, Indepen-
dent Duty Medical Technician, USAF)
“The first day I was assigned to work with the
‘auxiliaries,” nurses working in the urgent care
area at the clinic. Their urgent care area had
limited equipment and supplies and included
equipment such as mercury thermometers, a
few stethoscopes and 1 blood pressure cuff.
Their duties consisted of screening patients,
starting Vs, giving injections and breathing
treatments. They also had a minor surgery
room where the nurses helped.

“During the observation of the placement
of an IV catheter, I noticed that they were
using a port and attaching a needle to the IV
tubing and leaving the needle attached to the
patient. I asked them about their procedure
and incidents with needlesticks since they
had to be pretty accurate in getting the nee-
dle through the port. The nurse stated there
were a significant number of cases of needle-
sticks. The following day, we brought 18-g,
20-g, and 23-g IV catheters, saline locks, sy-
ringes, and our team’s junior physician and
I instructed the nurses how to set up an IV
without using the needle port.

“The third day at the clinic, I assisted in
checking in patients (blood pressure, weight,
interviews). I also helped run the immuni-
zations clinic, assisting in giving both pedi-
atric and adult immunizations. Since there
was only 1 nurse on shift that day, we multi-
tasked and also gave injections prescribed by
the providers, such as medroxyprogesterone
and dexamethasone. By far, this was the most
rewarding part of the mission. I really felt as
though we were part of the team and believe
we truly made a difference.”

Administrator (LTC, Medical Service
Corps, USN)

“I learned many items from our visit to Clin-
ica Dr. Francisco Quintanas Area de Salud 4
Chacarita. I reviewed the business plan con-
tained in two 1.5-inch hardbound books.
Their business plan outlined the popula-
tion served, projections for upcoming year,
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and contracts. Area 4 served 21,344 peo-
ple (11,197 men and 10,147 women). The
business plan reviewed historical encoun-
ter information (ie, average patient is seen
2.6 times annually, 203,285 laboratory tests
were performed in 2010, no radiology capa-
bilities) and contained metrics for key pro-
grams for upcoming year (eg, vaccinations,
women wellness) that seemed similar to US
Healthcare Effectiveness Data and Informa-
tion Set (HEDIS) measures.

“Our partners discussed financing of the
health care they provide, including money
flows to and from the government, the work
center, and the employees. The business plan
contains contract information and costs for
maintenance, utilities, personnel, and other
issues that would be typical for US-based op-
erations as well. Housekeeping, some of the
secretaries, and security staff are not employ-
ees—they are contracted personnel. Money
is shifted to meet unexpected needs (ie, in
2009/2010-HINTI influenza was unantici-
pated). Money was taken from other pro-
grams to meet the need.

“Within the Area 4 clinics there are
94 personnel, including 15 physicians.
They have a document that is similar to our
Activity Manning Document, which out-
lines personnel billet code, name, and spe-
cialty. The Asistentes Técnicos de Atencion
Primaria are the personnel who conduct
home visits and are a unique capability—
we do not have an exact equivalent in most
US health care systems. Pregnant workers
are released from work 1 month prior to the
due date and are expected to return to work
3 months postdelivery.”

Medical Logistics (Capt, Medical
Service Corps, USAF)

“Costa Rica is still growing in aspects of na-
tional health care but has a reliable system
in place it seems. Similar to many of the
countries visited, it has great capacity for
building, but is challenged to increase its
infrastructure. In 2011, part of this was due
to a recent economic decline in the nation
and its health care sector. They have inter-
action both with other regional clinics man-
aged under the same national health system
construct (Caja Costarricense del Seguro
Social) as well as with private practices and
specialty services. The clinics are open only
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daytime business hours. Only the regional
hospital is open 24/7 for emergent care.

“Supplies are distributed to the regional
clinics primarily from San José (the capi-
tal and largest city), but also there are some
smaller warehousing of clinical materials lo-
cated around the region. One of these ware-
houses was in Puntarenas where our clinic
was located. To get better information for fu-
ture supply chain management support we
would need to speak with the central distri-
bution/suppliers of all nationalized clinic-run
entities. What our partners did teach is that
at a higher, national level the clinics are stan-
dardized with what they will carry and need
to keep on-hand depending upon the clinic
classification (ie, level 1, 2, or 3).

“Equipment is purchased similar to the
DoD method: Requests are submitted toward
the end of the year, the administration prior-
itizes the lists, and then buys what they feel
is most beneficial to the clinic with the re-
sources available. Our hosts stated that before
the end of the year, it is very difficult to prior-
itize needs other than some of the items that
they ‘always need’ because they are unlikely
to receive items very low on their list. The
hosts stated that they would be very inter-
ested in having a chance to receive any excess
US military equipment from their priority
lists if there was a mechanism to do so. In fu-
ture EHET missions, advance coordination
would need to occur to see if (locally compat-
ible) equipment needs could be met through
the Defense Reutilization and Marketing Of-
fice (DRMO). Alternatively, an embedded
team focused on Biomedical Equipment re-
pair could work alongside partners such as at
this clinic to develop a sustainable preventive
maintenance and equipment testing program.
Advance coordination on equipment status
would foster improvement for resourceful
partner clinics such as Chacarita, with tar-
geted involvement from US military biomedi-
cal equipment technicians.”

DISCUSSION

These 4 firsthand accounts from a multi-
disciplinary, primary-care focused, EHET
offers multiple preliminary evidence of
the value of this small-scale embedded ap-
proach. The accounts are responses to an
open-ended prompt for personal impres-
sions and key thoughts as part of an EHET.
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Three of the advantages gleaned from these
accounts are greater personal satisfaction,
detailed insight into local operations and
health systems, and deeper empathy and re-
spect for common challenges despite health
system differences compared with the US
military health system.

These advantages are critical to afford the
US military personnel the ability to more ef-
fectively execute engagement goals, such as
meeting health needs in humanitarian assis-
tance, advancing interoperable capacity for
security cooperation, or achieving targeted
training to enhance US medical operational
skills. The greater personal satisfaction was
evident in the team member responses that,
despite mission stops in 7 prior countries,
“This by far was the most rewarding part of
the Continuing Promise 2011 mission” and
“I hope this becomes a tool used to augment
humanitarian missions.”

The descriptions by both the administra-
tor and the logistician on the intimate details
that the hosts shared with them is a testa-
ment to the rapid trust engendered by the
embedded approach. There was a trust to
share information as a result of acknowl-
edged local strengths and legitimate interest
in local challenges. Peer appreciation was ev-
ident; although they did not speak the same
literal language, they spoke the same profes-
sional language, which was apparent even
through the use of an interpreter.

A third advantage, evident from these
written exchanges is a regular acknowledge-
ment that health system issues, pursued pro-
cesses, and desired outcomes are similar
between different systems. There may be sig-
nificant differences in actual resources and
infrastructure, but some of the bureaucracy is
similar. This last insight is essential to grasp
in order to seek capacity building and in-
teroperable solutions toward common goals;
empathy is needed to encourage local owner-
ship and sustainability while respecting local
challenges and different problem-solving ap-
proaches and processes.

CONCLUSIONS

The EHET concept afforded deep insight
by team members into ways to partner with
their hosts to target better health outcomes
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and meaningful partnership for potential
long-term geopolitical impact. Long dura-
tion embedded teams, or recurrent inser-
tion, in a single location will achieve greater
long-term benefits because of greater health
system and cultural understanding. EHETSs,
once accepted and refined from prototype
to standard employment tool, should prove
to be a more effective tool in building part-
nerships, building capacity, and increased
security cooperation by using US military
resources to support legitimate health needs
either in a military-military or military
-civilian setting.” These firsthand accounts
provide preliminary evidence that embed-
ded teams may be a critical and needed tool
to “ensure that military health engagement
is appropriate, constructive, effective, and
coordinated with other actors.”®
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