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FOREWORD QAP 82

The American, British, Canadian and Australian (ABCA) ArmiesMedical Interoperability Handbook
(MIH) was developed and is maintained by the ABCA Quadripartite Working Group on Health
Service Support (QWG HSS).

The ABCA program isthe primary interoperability forum involving the armies of the United States,
United Kingdom, Canada, and Australia. New Zealand has observer status. QWG HSS is the
working group withinthe ABCA program that addressesHSSissues. Theworking group comprises
HSS representatives of participating armies and its principal activity involves the progression of
standardi zation taskson HSSissuesidentified and prioritized by armies. Standardizationisachieved
through the devel opment and maintenance of Quadripartite Standardization Agreements (QSTAGS)
and Quadripartite Advisory Publications (QAPs). Other ABCA activitiesinclude Special Working
Parties (SWPs) and Information Exchange Groups (IEGs) on specific HSS issues, the maintenance
of a Standardization List (STANLIST) and Reciprocal Use of Material (RUM) loans. In addition,
ABCA exercises are conducted on a regular basis to practice and evaluate standardization and
interoperability among participating armies.

QWG HSS meets annually to progress standardization tasks and discuss key HSS interoperability
issues. Each meeting includes areview of the MIH. Users of the MIH in participating armies are
encouraged to send comments and suggestions for amendment to their QWG HSS National Point of
Contact (NPOC).

The custodian of the MIH isthe U.S. Army Medical Department Center and School.
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INTRODUCTION

DEcLARATION OF ACCORD

The American, British, Canadian, and
Australian (ABCA) Armies agree to use the
Medical Interoperability Handbook (MIH) as
a staff officer guide (aide-mémoire) and as a
doctrinal development reference for ABCA
Health Service Support (HSS) operations. The
subscribing Armies further agree to consult
and, when possible, achieve mutual agreement
regarding changes affecting the MIH before
introducing such changes. The MIH are
reviewed at each Quadripartite Working
Group, HSS meeting. The MIH hasbeen given
the Quadripartite Advisory Publication (QAP)
number 82 and may be revised or cancelled by
agreement of the subscribing Armies. TheMIH
may be released to the North Atlantic Treaty
Organization (NATO).

AlM

The aim of the MIH isto—

Create and maintain, on along-term basis, a
compendium of fundamentalsto enhance
interoperability for health servicesin the
field.

Provide HSS planners of each national force
with a condensed narrative and graphic
description of each nation’s HSS that
supports the Army in the Theatre of
Operations (TO).

Provide field commanders and staff officers
with information pertaining to health services
that are deployed to support tactical
organizations.

ScoPE

This handbook addresses the Army field HSS
systems of participating nations, with emphasis
on the support to units operating in the TO

and on the cooperation of the Armies in the
field.

The handbook also provides an overview of the
HSS system of each Army, including medical
units, their functions, and their methods of
support. Specifically, the HSS functions of
medical treatment, patient evacuation, dental,
Veterinary (VET), Preventive Medicine
(PVNTMED), mental health (to include Combat
Stress Control [CSC]), medical laboratory,
optometric/optical and pharmaceutical services,
medicd intelligence, and Health Service Logistics
(HSL) (to include blood and blood products
management) are described.

Also, the concept of HSSinaNuclear, Biological,
and Chemical (NBC) environment is presented.
For the purposes of this manual, theterm “role”
is used to describe the phased system of health
caredelivery inthe TO (e.g., far forward careis
provided at the Role 1). Theterm “level” isused
to describethelevel of command (e.g., division,
regiment, or corps).

Chapter 1
Contents
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HSS Mission

HSS plays a key role in developing and
maintaining combat power. Its mission is to
maintain the health of the Army, thereby
conserving fighting strength.

PrinciPLES OF HSS

Conformity. The HSS plan must conform to the
tactical plan of operations. It must also conform
tothehighest level of medical care standardsand
ethics.

Proximity. HSS must be provided as soon as
possible to reduce morbidity and mortality.
Medical Treatment Facilities (MTFs) must be
located asfar forward as possible, however, they
must not be positioned so far forward as to
interfere with combat operations or be subjected
to enemy harassment.

Flexibility. TheHSSplan must provideimmediate
response to changes in the tactical situation.

Mobility. Medical units must maintain close
contact with the manoeuvring combat € ements
they support. Therefore, they must have
transportation compatible with the combat units
they support.

Continuity. Triage, treatment, and evacuation
must be continued until the patient reaches an
MTF capableof providing definitivecarefor their
condition. No patient isevacuated further to the
rear than the extent the physical condition/injuries
justifies or the operational situation warrants.

Force Protection/Prevention. Significant
conservation of manpower can be achieved by
measures designed to promote health and prevent
disease and injuries. Some health hazards may
be caused by geography or the environment, in

addition to the more traditional communicable
and noncommuni cabl e di seases.

Command and Control. Command and Control
(C2) of HSS must be exercised at the highest
level possible.

RoLeEs oF MebicaL CARE

The ABCA Armies have agreed that the HSS
systemisbased on thefollowing roles of medical
care.

Role 1. Role1 careisthat which isintegral to
the unit and includes the acquisition, treatment,
and evacuation of wounded, injured, or sick
soldiers from forward areas of the battlefield.
First-aid (self and buddy aid) and enhanced first-
aid (combat lifesaver skills) are provided by the
soldier, hisbuddy, or anonmedical soldier trained
in enhanced first-aid skills in the field, and by
medically trained soldiers, physicians, and
Physician Assistants (PAS) at unit-level MTFs.

Role2. Role 2 HSS exists between the unit level
and hospitals at Role 3. It provides collection,
triage, treatment, and evacuation or Return to
Duty (RTD) of casualties, aswell asroutine sick
call on an area support basis.

Role 3. Role 3 care includes the provision of
Initial Wound Surgery (IWS), hospitalization for
medical treatment, and nursing care.

Role 4. Role 4 care includes the provision of
specialized surgery, hospitalization, and
rehabilitation.

HSS FuncTioNs

HSSiscomprised of functional areasthat provide
a continuum of medical care from the point of
injury rearward to definitive and rehabilitative
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careinthe sustaining base. Thesefunctional areas
include:

Medical Treatment and Area Medical Support.
In the forward areas of the battlefield, Roles 1
and 2 medical treatment are provided by medical
personnel organic to the manoeuvre element or
on an area support basis by asupporting medical
element. Medical care at these roles includes
Emergency Medical Treatment (EMT),
Advanced Trauma Management (ATM), initial
resuscitative surgery, and routine sick call.

Patient Evacuation and Medical Regulating.
Patient evacuation providesthe links between the
roles of care on the battlefield. It provides
continuous medical treatment while the patient
is being evacuated rearward to the facility best
suited to carefor their medical condition. Patient
evacuation is accomplished by the higher role
evacuating from the lower role. Evacuation
encompasses:

Collecting the wounded.
Performing triage (sorting).
Providing an evacuation mode.
Providing medical care en route.

Anticipating complicationsand being ready
and capabl e of performing emergency
medical intervention.

Medical regulating isthe coordination and control
of moving patients to the MTFs best suited to
providetherequired specialty care. Thisfunction
ensures the efficient and safe movement of
patients through the phased health care delivery
system.

Hospitalization. The hospitalization capability is
found at Roles 3 and 4 within the TO and within
each nation’s sustaining base. Hospitalization
capabilities of the member nations are discussed
in their respective chapters.

PVNTMED Services. Historically, Disease and
Nonbattle Injuries (DNBIs) have rendered more
soldiers combat ineffective than actual battle
casualties. Therefore, the medical threat must
be recognized, analyzed, and measures taken to
combat its effects. The medical threat that
accounts for the vast majority of combat
noneffectiveness can be reduced to the six broad
categorieslisted below.

Communicabl e di seases.
Vector-borne diseases.
Food- and water-borne diseases.

Diseases, trauma, or injuries caused by
physical and mental unfitness.

m Environmental illnesses/injuries(e.g., heat,
cold, atitude, and wet).

m  Occupational illnesses/injuries(e.g., caused
by carbon monoxide, solvents, noise, blast,
and overpressure).

Commanders at all levels of command must
ensurethat PVNTMED programsare established
and executed.

Dental Services. Dental support is arranged in
roles, reflecting an increase in capability at each
succeeding role. The functions of each lower
role of dental support are contained within the
capabilities of each higher role. In the forward
areas, dental treatment is directed toward the
relief of pain and management of infection and
oral trauma. At the next role, care isfocused on
the treatment necessary to keep the soldier
functioning in hisunit without further evacuation
and correcting potential dental emergencies. A
preventive dentistry program and a more
definitive dental care can aso be providedinthe
TO.

VET Services. VET support is an integral part
of the HSS within the TO. VET services within
the TO include—

1-3
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Inspection of food, animals, food production,
processing, and storage facilities.

Prevention of food-borne and zoonoti ¢ diseases.

Maintenance of a directory of approved food
sources for Armed Forces procurements.

Examination of food and food-producing animals
inan NBC environment.

Care and treatment of government-owned
animals.

Care and treatment of animals associated with
humanitarian assistance, disaster relief, and
nation-building operations.

Performance of mobile VET laboratory
operations.

Mental Health Support. Mental health support
includes a system-oriented program to control
stressors and stress behaviors, Neuropsychiatric
(NP) triage and care, stabilization of seriously
disturbed or disruptive cases, and restoration and
reconditioning of Combat Stress Reaction (CSR)
casualties.

HSL to Include Blood Management. HSL
encompasses medical supply and re-supply,
medical equipment maintenance, optical
fabrication and assembly, blood and blood
products management, and management of
medical gases.

Medical L aboratory Services. Medical |aboratory
resources are used to analyze body fluids and
tissues to determine disease processes or to
identify microorganisms. Equipment and
personnel are limiting factors in the scope of
servicesthat can be provided. The sophistication
of laboratory servicesincreasesat each successive
role of care.

Pharmaceutical Services. Role 1 does not have
pharmacy specialists assigned. Medications are
contained inthe Medical Equipment Sets(MESS).
The MESs are dispensed by treatment personnel.
At some Role 2, and at Roles 3 and 4, pharmacy
specialists provide dispensing support to both
inpatients and outpatients, prepare Intravenous
(1V) additive products, perform inventory
control, and safeguard controlled substances.

Medical Intelligence Support. Medical
intelligence is the product resulting from the
collection, evaluation, analysis, integration, and
interpretation of all available general health and
bioscientificinformation. Medical intelligenceis
obtai ned through intel ligence channel sand other
sources. Itisused to evaluate the medical threat
in the Area of Operations (AO) in order to
establish appropriate preventive and treatment
programs. The medical threat also includes the
level of compliance with International
Humanitarian Law, specifically the Geneva
Convention and additional protocols, regarding
the respect and protection of medical personnel,
MTFs, and vehicles.

CommAND AND CONTROL

National Command. A national commander

commands all of his elements, including the
supporting combat HSS system. For C2
purposes, the commanders normally delegate
command of their assigned HSSresourcesto their
senior HSS officer. It is necessary, therefore, to
provide the HSS component of the force with a
properly organized and functional C2 system. At
each level of command, the senior HSS officer
must possess the right to direct access to the
commander on matters affecting the health of the
command. Full command of the national combat
HSS components of the ABCA Forceisretained
by each national component commander.
However, operational command of national HSS
resources may be delegated to the senior HSS

1-4
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officer to facilitate overall coordination of
resourcesinthe TO. The C?relationshipsof these
components are clearly defined at the time the
Force is raised. Their relationships must be
embodied in the command directives issued by
the authority creating the Force to each national
component commander, as well as to the Force
Commander.

Senior HSS Officer. The senior HSS officer is
responsible to the Force commander for the
overal planning and coordinating of HSSfor the
Force. These dutiesinclude the following:

Advising the Force commander on the health of
the command.

Advising the Force commander and his or her
staff on matters affecting the delivery of health
care to the Force.

1-5

Developing, preparing, and coordinating
health services policy, procedures, and support
plansin conjunction with commanders of each
National Health Service (NHS).

Exploiting medical intelligence data and
information derived from national and other
Service sources.

Coordinating requirementsfor the requisition,
procurement, storage, maintenance,
distribution, and documentation of Host Nation
(HN) HSS resources.

Monitoring the HSS activities of each NHS,
including the employment of NHS resources,
encouraging interoperability where
appropriate, and disseminating the Force' sHSS
plan to the commanders of each NHS.
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HEeALTH SeErRvVICE SuPPORT PLANNING

Health Service Support (HSS) planning is a
deliberate process aimed at developing asystem
that provides for the best available use of HSS
resourcesin agiven situation.

Consideration should be given to aspectssuch as
the operational situation (including the
commander’ soverall mission) and basic medical
threat information (including endemic diseases
and climate appropriate to the theatre of
operations [TQ]). Other issues applicable to
specific operations should be identified and
considered. HSS organizationsare uniqueto each
individual nation; an overview of comparisonis
provided in the chapter Annex, Figure 2-1.

Thefollowing factorsarenormally critical aspects
of HSS planning:

= Mission and type of operation.
m  QOperational concept or plan.
®  Anticipated duration of the operation.

= Evacuation policy from the Combat Zone
(C2) and fromthe TO.

m  Sdection and consderation of theHSS aim.
= Medica threat assessment.
m  Medica surveillance.

= Provision of the overall casualty estimate by
the staff and itspossible effectson theddivery
of health care.

= Availability of resources and restrictions, if
any, on their employment.

m  Staff checks.

m  C2 resources, requirements, and limitations
as appropriate.

= Any factors that might be applicable to a
particular situation or operation.

= Timely preparation and issue of orders.

MEeDIicaL THREAT

The medical threat isacomposite of ongoing or
potential enemy actions and environmental
conditions that might act to reduce the
effectiveness of the ABCA Coalition force
through wounds, injuries, diseases, or
psychological stressors. The medical threat isa
composite of the following:

®  |nfectiousdiseases.

= Extremeenvironmental conditions.
= Conventional warfare.

®  Biological Warfare (BW).

®m  Chemical Warfare agents (CW).

m  Directed-energy weapons.

m  Blast effect weapons.

= Combat stress.

®  FHameandincendiary systems.

= Nuclear warfare.

Chapter 2
Contents
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M EDICAL SURVEILLANCE

Health Surveillance. Health surveillance isthe
process of monitoring the incidence and
prevalence of Battle Casualties (Bcas) and disease
and nonbattle injuries (DNBIs) in deployed
forces. Itinvolvesthe systematic observation and
identification of threats to the health of those
forceswith aview to intervention.

Theobjective of headlth surveillanceisto minimize
preventable injury, illness, and wounding in
deployed forces. Theusesof health surveillance
datainclude:

Advice to commanders on the general health
status of their forces.

Early identification of changing or emerging
health threatsin a TO, such as:

= QOperational threats posed by the enemy’s
warfare systems and weaponsincluding those
with ballistics, blast, fragmentation, and
incendiary effects, as well as nuclear,
biological, chemical, directed energy, and
nonlethal weapons.

= Environmental threats posed by the specific
environment of the TO including disease,
climate, terrain, fauna, flora, and industrial
pollution.

= QOccupational threats posed by the warfare
systems and equipment of ABCA Armies
including radiation, heat, noise, vibration,
toxic gases, excessive physical loads and
effort, sensory overload, mental and physical
exhaustion, disorientation, isolation, and
other psychosocia and physiological factors.

Development and ongoing review of medical
countermeasures, including the TO policy on
vaccination, prophylaxis, and microbial
pre-treatment.

Prioritizng the most effective use of scarce HSS
resources, including the rapid and appropriate
tasking of preventive medecine (PVNTMED) /
environmental health assets.

Updating TO and national health intelligence
databases.

Providing human factors information, which can
be used to reduce vulnerability through improved
warfare system design.

Quantifying theeffectsof preventableinjury, illness,
and wounding in deployed forces (e.g., dayslost).

Petient Estimates. Patient estimatesare an essential
aspect of overal HSSplanning. Thefollowing are
key factorsin determining these estimates.

Patient estimates determined from the Bcas
forecast which are provided by the operational
staff, in appreciation of thetactical or operational
situation. A casualty is any person lost to the
organization by reason of having been declared
dead, wounded, injured, diseased, interned,
captured, retained, missing, Missing In Action
(MIA), beleaguered, besieged, or detained. A
Bcas is one who becomes a casualty as a direct
result of hostile action.

Patient estimates are derived from the overall
casualty estimate by forecasting the numbers of
casualties requiring medical care. The estimate
isnormally expressed as apercentage of theforce.

Information required to calculate patient
estimatesincludes:

= Force strength.

®m  Typesof casualties.

m  Rateof casualty arrival.
m  Battleintensity.

= Numbersof casualties.
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There are two elements of the patient estimate:
DNBIs and Bcas rates.

DNBI rate. The DNBI rate for casualties who
become none effective dueto diseaseor injury is
assessed by the HSS staff using information
provided in the medical intelligence brief and is
usually expressed asa percentage of the deployed
force.

Bcas Rate. The Bcas rate varies depending on
the enemy and own force composition, the aim
of the ABCA Forces, tactics, and the types of
weapons employed. Only the G3 (Operations)
staff has access to these variables and thus is
responsible for determining Bcasrates.

CSR Casualty Rates. Combat stress reaction
(CSR) casualty rates for non-Bcas are adopted
for each battle intensity level as a result of
consultation between the G3 staff and the HSS
planners.

Other Casualties. Inaddition to those casualties
sustained by the ABCA Forces own troops,
consideration must be given to the rates of other
casualties; for example, enemy and civilian
casuatieswho may beadmittedto ABCA medical
treatment facilities(MTFs).

Killed-to-Wounded Ratio. For patient estimates,
thisisthemost significant element of casuatiesnot
considered as patients, aong with the MIAs or
Enemy Prisoners of War (EPWSs). For Bcas in
conventiona warfare, the killed-to-wounded ratio
isbetween 1:4 and 1.3; 20-25 percent of BcasKilled
In Action (KIA). Planning rates for NBC or
combined NBC and conventiona warfare havenot
yet been determined. Themortdity rateof patients,
those who die after entering the HSS system, in
conventional warfareis between 2-4 percent.

Differences in Casualty Rates. There are
presently considerable differencesin casualty

and patient rates utilized by nations. Rates
acceptablefor planning by ABCA Armies must
still be developed for specific operations. This
is particularly necessary for ratesin an NBC
environment.

Further details on calculating patient estimates
can be found in the Annex to this chapter
(Tables2-1 and 2-2).

MEebpicaL EvacuaTioNn AND MEDICAL
REGULATING

Medical Evacuation. An ABCA medical
evacuation system is heavily dependent on the
use of aircraft as a means by which casualties
and patients are evacuated within and from the
area of operations (AO). Aeromedical
Evacuation (AIREVAC) remains the preferred
means, thereby reducing morbidity and mortality.
In some cases, ground evacuation is the only
available means due to the lack of air resources,
theair threat, or the weather. Tactical or strategic
AIREVAC isamogt certainly the primary means
of evacuating patients from the TO. In some
cases, alternative means for the evacuation of
patients will be appropriate and could even
be preferred.

Theprinciplesto beapplied in either casearethe
same and should be bornein mind when planning
a medical evacuation system. The medical
evacuation system is outlined in Tables 2-3
and 2-4.

Basic Considerations.

m  Tactical commander’s Operation Plan
(OPLAN).

®  Anticipated casualty |oad and expected areas
of patient densities.

®  Patients medical condition.
® | ocation, type, and status of available M TFs.
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= Protection of personnel, vehicles, and units
under the provisions of the Geneva
Convention.

= Ajrspace C2.
= Road network and engineer barrier plans.
®  Westher conditions.

Priorities.

Priority I (Urgent). This priority is for those
casuatieswhose lifeisimmediately threatened.
Rapid evacuation, urgent resuscitation, and/or
surgery are required to save life.

Priority Il (Priority). These casualtieshavelife
or limbin seriousjeopardy. Evacuationto allow
early resuscitation and/or surgery isrequired.

Priority Il (Routine). Thispriority isfor those
casualties whose life or limb is not in serious
jeopardy. Evacuation should be effected as soon
aspossible.

Categories. AIREVAC is divided into the
following three categories:

Forward AIREVAC. Forward AIREVAC isthe
airlift of casualties between points on the
battlefield to and between MTFs in the CZ or
between pointsinthemaritime AO. Inoperations
wherethe boundaries of the CZ arenot clear (i.e,
most operations other than war), the forward
AIREVAC is conducted between points in the
AOQ as designated by the Force commander.

Tactical AIREVAC. Tacticad AIREVAC is the
airlift of patients from the CZ to points outside
the CZ, but within the Communications Zone
(COMM2Z).

Strategic AIREVAC. Strategic AIREVAC isthe
airlift of patients from the COMMZ to points
outside the AO and between points within the
support areas.

Evacuation of Patients. The primary focus of
medical evacuationisto provide enroute medical
carewhileproviding the safe, efficient movement
of acasualty from the point of wounding, injury,
or illnessto aRole 3 MTF. In manoeuvre units,
an individual who becomes a casualty either
moves from the point-of-injury on hisown or is
moved by other members of his unit. In many
cases, litter bearers are available to carry the
casualty to aunit MTF or a Casualty Collecting
Point (CCP). Those unitswith organic casualty
collection vehicles available may employ them
to remove casualtiesto therear asfar asthe unit
aid post. From this point a Role 2 medical unit
assumes responsibility for further ground
evacuation.

Request for Evacuation of Casualties. The
medical evacuation request isused for requesting
support from evacuation unitsusing both air and
ground ambulances. The essential elements of
the request must be given. They are:

= Unit requesting evacuation.

m | ocation of pick-up site (grid coordinates,
references, or similar identification).

m  Call sign/frequency at pickup site.
= Number of patients by precedence.
= Natureof injury or illness.

m  Special equipment requirements (extraction
equipment or aventilator).

= Number of patients by type (litter,
ambulatory).

®  Security at the pick-up site.

= Method of marking the pick-up site.

®  Patient nationality and status.

= NBC contamination/decontamination.

Selection of Patients for AIREVAC. The
following criteria should be applied when
assessing whether patients should be evacuated
by air:
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= A|IREVAC is necessary as a lifesaving
measure, e.g. it is likely that shock will
result from a prolonged or rough surface
evacuation.

®  Prognosis.

®  Patients who urgently require specialized
treatment.

m Patients who are liable to suffer
unnecessary pain or discomfort or whose
condition is likely to deteriorate unless
evacuated by air.

Medical Regulating. The following six
principles apply specifically to medical
regulating:

Conformity. Medical regulating plans must
conform with the appropriate operational and
administrative plans and should conform with
standards of medical practice.

Economy. Dueto thelikelihood of scarcity of
medical resources, these assets must be used
efficiently and economically.

Coordination. Close coordination between
medical headquarters, MTFs, and evacuation
resources must be established. Close
coordination between the operational and
administrative staff and the medical services
must therefore also be assured.

Flexibility. Plans must be flexible to meet
changes in casualty rates, availability of
resources, and the tactical situation.

Communications. During evacuation, good
communications are essential to enable
maximum flexibility and economy in the use of
resources. Alternate means of communication
are essential.

Smplicity. Aswith all plans, asimple medical
regulating plan is most likely to succeed.

MEDIcAL TREATMENT

The ABCA ArmiesHSSinaTO must be ableto
ensure continuity of patient management in order
to conserve manpower effectively and efficiently.
Achieving the desired degree of patient
management is dependent upon the successful
interoperability of treatment principlesand clinical
policies.

Patient Management. Patient management is a
continual process of medical care. While optimal
patient management isnever compromised unless
dictated by the combat situation, it isnecessarily
a balance between many conflicting factors,
including:

®  Treatment requirements.

®  Evacuation requirements.

®  Resourcesavailable.

= Timeavailable.

= Environmental and operational conditions.

Patient and Casuaty Management Concept.

The patient management concept should:

Provide effective first-aid and life-sustaining
proceduresimmediately following aninjury or at
the onset of anillness.

Protect patients from further injury, including
environmental and weapons effects.

Document basic details of theillness or injuries
sustained and the treatment given to each patient.

Treat patientsasfar forward aspossibleand return
to duty (RTD) as many patients as possible.

Evacuate patients asrapidly aspossiblefrom the
point-of-injury to an MTF for resuscitation and
additional lifesaving measures. Patients with
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extremely serious injuries must be afforded the
necessary treatment promptly.

Evacuate patientsfollowing resuscitation to Role
3 MTFsfor initial wounded surgery (IWS) and
subsequently to hospitals in the rear or outside
the TO. There, definitive surgery, long-term
nursing care, and other specialist services are
available consistent with the Force evacuation

policy.

The fundamentals of patient management in the
forward areasinclude:

First-aid. Self-aid or buddy aid must be carried
out promptly by nonmedical soldiers who are
sufficiently trained to respond effectively to the
situations most likely to be encountered in the
context of the battlefield environment. When
available, combat lifesaverswho arenonmedical
soldiers trained in enhanced first-aid skills can
provide additiona care until medical personnel
arrive.

Triage/Sorting. In order to do the greatest good
for the greatest number of patients, effective
triage is used to establish priorities for the
treatment, evacuation, and RTD of soldierson a
continuous basis. It isparticularly important in
the Forward Combat Zone (FCZ) due to the
expected shortfalls in resources and the need to
RTD patients as soon as possible.

Emergency Medical Treatment. Emergency
Medical Treatment (EMT) focuseson theinitial
trauma life support (stabilization) of the patient
and isinitiated by trained HSS personnel as far
forward asfeas ble (within platoon and company
positions) and as soon as possible after a
wounding or the onset of illness. EMT iswithin
the capability of Role 1 MTFs. Such care
includes:

= Maintenance of cardiorespiratory function.

m  Control of hemorrhage.

= Prevention of shock through vascular volume
replacement.

m  Relief of pain.

m  Control of body temperature.

m  Application of dressingsand splints.
®  Protection from the elements.

Sustaining Care. Sustaining careensuresearlier
efforts towards stabilization are not
compromised. Sustaining care is provided en
route during evacuation by amedical vehicleand
in MTFs along the evacuation route. Sustaining
careiswithin the capability of Role2 MTFs.

Initial Surgery. Initial surgery isthat urgent life-
and limb-saving, hemorrhage and infection
control, or resuscitative and stabilizing
intervention, which must be expeditiously
performed asfar forward asthetactical situation
permits. IWSiswithin the capability of Role 3
MTFs.

Mass Casualties. A mass casualty situation
occurs when large numbers of casualties have
been produced simultaneously or within a
relatively short period of time and when agreat
disparity exists between the number of patients
and the available HSS resources (personnel,
facilities, equipment, supply, evacuation means,
and time). Mass casualties may result from any
type of warfare or from other incidents. Problems
may occur from disruptions in the supply,
communications, and transportation systems.

Alter Sandardsand Scope. When casualtiesare
produced in numbers that exceed rated
capabilities for conventional warfare, medical
units must be prepared to alter the standards and
scope of medical treatment they ordinarily
provide. Thesedterationsin situations of medical
disparity must be made with the objective of
providing the greatest good for the greatest
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number of patients. The responsibility for
authorizing use of mass casualty procedures is
that of the senior medical commander, who must
be constantly aware that the situation is afinite
one and must be prepared to return to
conventiona methods as soon as possible.

Treatment. Mass casualty treatment prioritiesfor
triage are:

= |MMEDIATE. This group includes those
soldiers requiring lifesaving surgery. These
procedures should not be time-consuming
and should concern only those patients with
high chances of survival. Examplesinclude,
but are not limited to, respiratory obstruction,
accessible hemorrhage, or emergency
amputation.

= DELAYED. Thisgroupincludesthose badly
in need of time-consuming surgery, but whose
general condition permits delay in surgical
treatment without unduly endangering life.
To mitigate the often critical effects of delay
in surgery, sustaining treatment such as
stabilizing IV fluids, splinting, administration
of antibiotics, catheterization, gastric
decompression, and relief of pain will be
required. Examples include, but are not
limited to, large muscle wounds, fractures of
major bones, intra-abbdominal and/or thoracic
wounds, and less than 50 percent burns to
the Total Body Surface Area (TBSA).

= MINIMAL. Thesecasuatieshavereatively
minor injuries and can effectively care for
themselves or can be helped by nonmedical
personnel. Examples include, but are not
limited to, minor lacerations, abrasions,
fractures of small bones, and minor burns.

= EXPECTANT. Casualties in this category
have wounds that are so extensive that even
if they were the sole casualty and had the
benefit of optimal medical resource
application, their survival would be unlikely.
During amass casualty situation, thistype of

casualty requires an unjustified expenditure
of limited resources that are more wisely
applied to several other more salvageable
soldiers. The expectant casualty should be
separated from the view of other casualties,
however, they should not be abandoned.
Above all, one attempts to make them
comfortable by whatever means necessary
and to provide attendance by a minimal but
competent staff. Examples of this category
include unresponsive patients with
penetrating head wounds, high spina cord
injuries, mutilating explosive wounds
involving multiple anatomical sites and
organs, second and third degree burns in
excess of 60 percent TBSA, profound shock
with multipleinjuries, and agonal respiration.

M anagement of Combat Stress Reactions (CSR).
CSR is a term which encompasses an array of
reversible effects caused by the stresses of
combat. It referstothetemporary psychological
upset causing an inability to function normally
(normal function includes the ability to engage
the enemy and survive).

CSR encompassesthe terms Battle Fatigue (BF),
battle shock, critical incident stress, as well as
older terms such as shell shock, war neurosis,
neuropsychiatric (NP), Not Yet Diagnosed
(NYD) (nervous), and combat exhaustion. The
incidence of CSR is related to many factors
including length, type, and intensity of battle.

CSRis a normal reaction to a very abnormal
situation and does not constitute a psychiatric
iliness, although if incorrectly managed, may
become one. It should also be noted that CSR
may present itself as depression, neurosis, or
psychosis. Thepractica definition of apsychiatric
patient is, therefore, considered to be a CSR
casualty who has exceeded the policy limit for
treatment and continues to have significant
symptomatol ogy.
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Role 1. CSR cases could be held within the
company/unit areawherethey would receiverest
and short periods of meaningful work under
direction of unit personnel followed by RTD.
Brigade/division CSR management teamswould
visit unit holding areas to provide assistance to
unit personnel and to prescribe treatment when
required. The team advises on the evacuation of
cases not responding to management at thislevel.

Role 2. Those cases not responding to unit
management or who are evacuated for tactical
reasons, would befurther managed inthe brigade/
division Stress Recovery Centre (SRC) or
equivelent. SRCs are normally located within
thedivisiona area

DENTAL SERVICES

Denta supportinthe AO isnecessary to conserve
manpower. Nonbattle dental casualties may be
reduced significantly if dental preparation was
undertaken on troops prior to their deployment,
if field hygiene was maintained, and if adequate
dental support and appropriate treatment levels
areavailableinthe AO.

Provision of Dental Services. Dental treatment
isprovided at each role of carein the following
manner:

Role 1. Only dental first-aid is provided at this
facility by organic medical personnel.

Role 2. Professional dental personnel will be
established and provide restricted dental
treatment.

Role 3. Dental treatment is provided on an area
or hospital basis.

Role 4. Comprehensive dental treatment (e.g.,
maxillofacial surgery) may be provided with the
augmentation of specia personnel and equipment.

Extensiveoral rehabilitation which either requires
care beyond the scope available at Role 4 or
which cannot be accomplished within the holding
policy requires evacuation from the TO.

Dental Fitness. Denta fitness classifications
should be simple and readily understood by
military commanders. These classifications
should assist in the appreciation of the
deployment preparation standard of troops. To
minimizeearly and avoidable manpower [ossfrom
dental causes, troops entering the AO should be
dentally fit. Minor or chronic treatment that can
be postponed without detriment to the serving
member or the military requirement should not
precludeindividua deployment.

Additional Duties. Fromtimeto time, operationa
congtraints may restrict the provision of dental
sarvices. During these periods, dental personnel
may be all ocated to nondental tasks appropriate to
their training. These tasks might include unit
responsibilities or augmentation of other medical
support. To maximize the potentia for successful
employment of dental personnel, training
appropriate to these additional duties must be
identified and undertaken. Asfar aspossible, this
training should be completed prior to deployment.

Host Nation Fecilities. Host Nation Support (HNS),
where applicable, may be used to facilitate the
provison of dental support to the ABCA Force.
Conversdly, theABCA Forcemay need to supplement
HN resources aspart of acivil ad program.

HEeALTH SERVICE DOCUMENTATION AND
REPORTING

Medical Situation Report. To ensuretimely and
accurate reporting of medical information within
a TO to all levels of command, participating
ABCA Armies agree that forces under their
command will usethe Medical Situation Report
(MEDSITREP) format at Table 2-5.
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Proper medical documentation facilitates
effective HSS by providing the following:

Medical records of the clinical condition and
treatment of each patient so that continuing
treatment may be related to past events.

Information used to notify the patients' next of
kin.

Information to units for the preparation of
personnel strength returns.

Accurate assessments of pension entitlement.

Satistical records for planning and historical
purposes.

Materialsfor medical research.

Information that may be used in tracking patients
whose whereabouts are unknown.

Field Medical Card (FMC). In order to ensure
successful first-aid and further treatment of a
patient when first receiving medical attention,
simple basic medical records are needed in a
written form (FMC). Details of the FMC are
contained in Table 2-6.

Patient Evacuation Tag. The Patient
Evacuation Tag is used to identify patients

being moved through the medical evacuation
chainin strategic-level evacuation means. The
Patient Evacuation Tag also identifies medical
treatment provided en route between MTFs.
Details of the Patient Evacuation Tag are
contained in Table 2-7.

Reporting on Allied Patients. For the purpose
of providing information regarding the patients
of other allied nations, the need is recognized
for reportsto be provided by medical facilities
which admit and treat patients of another nation
(reports concerning allied personnel under
treatment). Detailsof the reporting procedures
are contained in Table 2-8.

Medical Report of Cause of Death. Thisreport
of cause of death provides documentation
regarding deaths and their causes. Details on
this report are provided in Table 2-9.

Medical Warning Tag. Thistagisworn by all
members of an ABCA Force who have
conditionswhich amedical authority considers
significant. These conditions may not bereadily
apparent when the member is comatose or
otherwise unable to communicate with medical
personnel. Conditions for which the medial
warning tag may beused arelisted in Table 2-10.
This is not an exclusive listing and can be
modified as appropriate by member nations.
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Figure 2-1

Comparative HSS ABCA Units
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Patient Estimation Process for the Forward Combat Zone

Table2-1

Battle Patient Estimate

Battle
Force Casuaty . . Total Non .
Strength X Rate = (FieraStE)altles X :Dr:r?gity = Casudty - Patients = Eztt:emn;te
(Note 1) (Note 2) &y (Note 3) Estimate (Note 4)
Stress Reaction Patient Estimate
Battle

Force Casualty . .
Strength X  Rate Casualties X Intgnsny = Total Casualty/Patient Estimate

Per Day Period
(Note 1) (Note 2) (Note 3)
Nonbattle Patient Estimate
Force Casualty Casudlties Davs
Strength X  Rate Per D (Nagte 3) = Tota Casualty/Patient Estimate
(Note 1) (Note 2) &y
Notes

1 Force Strength

2 Casualty Rate

3 BattleIntensity Period

4 Nonpatients

Total troops at risk for the estimate.

For battle and stress reaction patient estimates, this is provided by the G3
staff. It isexpressed asadaily percentage of the force strength for each of the
four levels of battle intensity (severe, moderate, light, and minimal). For
nonbattle patient estimates, this is provided by the health services as one
overall rate regardless of the battle intensity.

For battle and stress reaction patient estimates, this is expressed as the
number of days predicted for each battle intensity level and is provided by the
G3 staff. For nonbattle patient estimates, it is the entire period of the
estimate.

Thisincludes all other casudlties, e.g., KIAs, or MIAs.
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Table 2-2
Patient Estimation Process for the Rearward Combat Zone

Battle Patient Estimate

Battle

Force Casualty . . Total Non .
Strength X Rate = g:rs%alat;es ll:)net ﬁgzty = Casualty - Patients = Eﬁ:?nnetlte
(Note 1) (Note 2) (Note 3) Estimate (Note 4)

Stress Reaction Patient Estimate

Force Casualty Casualties Davs

Strength X  Rate Per Da (Nc);te 3) = Total Casualty/Patient Estimate
(Note 1) (Note 2) Y

Nonbattle Patient Estimate

Force Casualty Casualties Davs

Strength X  Rate Per Da (N(>)/te 3) Total Casualty/Patient Estimate
(Note 1) (Note 2) Y

Notes

1 Force Strength

2 Casualty Rate

3 Days

4 Nonpatients

Total troops at risk for the estimate.

For battle and stress reaction patient estimates, this is provided by the G3
staff. Itisexpressed asadaily percentage of the force strength. Only one rate
is provided because multiple battle intensity levels are not considered
rearward of the FCZ. For nonbattle patient estimates, the casualty rate is
provided by the health services.

The number of days considered in the estimate.

Thisincludes all other casualties, e.g., KIAs, or MIAs.
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Table 2-3
Medical Work Load Requirements Data

In determining HSS work load requirements, the following data is recommended:

1. Total casualty - Estimates for battle.
estimate St
including ress.
DNBI casualties.
2. I nitial - FCZ.
evacuation . RCZ.
policies for
TO.
3. Return to duty To be determined for specific military operations.
rates
4 Evacuation - Numbers of casualties by evacuation priority between Roles 1 and 2 MTFs
data, to include and rearward of Role 2 facilities.

Numbers of walking, sitting, and litter patients from the battle area to Role
1 MTFs, Role 1to Role 2 MTFs, and rearward of Role 2 facilities.

Nature and capacity of vehicles required to evacuate given numbers of
casualties.

5. Hospitalization - Numbers of patients admitted to Role 3MTFs.
data, to include

Numbers of surgical patients at Role 3, particularly those requiring immediate
lifesaving intervention.

Numbers of nonsurgical patients admitted to Role 3.

Average patient stays and patient accumulation/decumulation factors.
Numbers of patients admitted to Role 4.

Dispersion factor.

Role 4 bed guidance, as a percentage of committed troops.

6. Surgical work - Anatomical distribution of wounds.
load data, to A ’ - o
include verage time per surgical procedure.

Operating Room (OR) average hours operating, per day.

Medical materiel consumption rates for essential commaodities.
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Table 2-4
Patient Estimation M ethodology and M edical Staff Data

Patient estimates are derived from the formula depicted in Annex Tables 2-1 and 2-2.

1 Patient To identify medical work load and establish HSS resource requirements, the
Estimation following staff data, with respect to clinical work load, may be employed for
planning purposes for conventional warfare.
Evacuation To be determined for specific military operations.
policy:
Return to duty To be determined for specific military operations.
rates: The mgjority of casuaties returned immediately will

be Bcas with minor injurieswho are treated at Role
1. Historically, of those casualties returned to duty
within 0-3 days, approximately 77 percent are
expected to be stress reaction casuaties. Patients
who can not be returned to duty within 90 days
(aprox 14%) consists primarily of those unfit for
further service, as well as patients who Died of
Wounds (DOW) after admission to MTFs.

Patient The rates between the forward area and Role 2
evacuation data: MTFs are adjusted for the varying battle intensity
levels.
2. Dispersion The dispersion factors reflect beds which are not available because of the
Factors types of illness or injury, fluctuations of disease, or geographical location of

the patients. The dispersion factor for planning HSSto ABCA Forcesis 1.25,
or an alowance of 20 percent.

3. Anatomic The distribution of wounds as a percentage of total woundsis:
Wound

T Head, face, and neck—15 percent.
Distribution

Thorax—10 percent.
Abdomen—~6 percent.

Upper extremities—28 percent.
Lower extremities—41 percent.

4, Surgical Work  Surgica work load datais as follows:

L oad Data One surgeon can perform 12 surgical proceduresin a 24-hour period.

Each OR operates 24 hours per day.
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Table2-5
Medical Situation Report (MEDSITREP)

@

@

(©)]

1.  Purpose To inform higher levels of command of the HSS situations during time of peace, tension, and
war.
2. When Exception Report Submitted as soon as possible after the occurrence of a HSS incident of
Transmitted (Peace). significance.
Daily Report Submitted initially as soon as the reporting medical unit is operational.
(Tension and Thereafter, the report is submitted with an as-of-Date, -Time, -Group
War). (DTG) of 2359Z.
3. Method of -
Transmission Radio, teletype, or computer message format or by hand.
4, Precedence At discretion, but not higher than IMMEDIATE.
2 glacal;sr,ilfti)éation CONFIDENTIAL (higher as appropriate).
6. Content EXAMPLES: MEDSITREP AS
OF DTG (23592)
Medical seen since last report. 190
Evacuation evacuated beyond the unit since |ast report. 80
Satus: Number of returned to duty since last report. 10
patients who have died within the unit since last report 64
presently held in the unit. 36
ES;';ECS:W' ce Rgport significant shortages of minimum e.ssential supply items,  013/032/091/093
oo using class group code numbers at Appendix A.
Stuation
WHospital Satus @Number of operational beds. 100
®Number of available beds. 12
Significant personnel shortages (by rank/specialty). MAJGEN SURG -1
Significant major equipment deficiencies. X-RAY MACHINE -1
Mass Casualty Cause. NIL
Stuation Location (name/grid reference).
Number of casualties.
Unit(s) affected.
Epidemic Disease code (Appendix A). NIL
Stuation Location (name/grid reference).
Number of patients.
Unit(s) affected.
NOTES:

Only hospital facilities will report at paragraph 6C of the MEDSITREP. Nonhospital/medical units which have a
holding capacity are not included.
Hospital beds are termed "operationa” if they are supported by the necessary equipment and personnel to provide
treatment appropriate to the role of the medical unit.
Hospital beds are termed "available" if they are operational and not occupied by patients (operational beds less the
number of in-patients equals the number of beds available).
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Table 2-6
Field Medical Card

The FMC will contain certain basic information and will be enclosed in an envelope of stout paper or other
strong material, waterproof, and of a convenient size.

1. Provisions should be made to facilitate reading the name without opening the envelope. This can
be accomplished by providing space on the outside of the envelope or by using a transparent
material.

2. Each Army shal provide its own cards and envelopes. The basic information required is standard
for all ABCA Armies. The FMC should contain the following minimum information:

Regimental/personal service number.
Rank or grade.
Surname.
Other names.
Unit.
Nationality.
Religion.
Date of casualty or illness.
Nature of casualty or illness.
Time.
Diagnosis.
= Treatment given, dosage, time given and date.
= Morphia
= Antibiotics.
= Tetanus.

Tourniquet applied, yes/no, time, and date.

3. The patient's transportation category (evacuation precedence) should be handwritten either onthe FMC
or on the envelope whenever patients are being evacuated and Patient Evacuation Tags are not
available.
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Table 2-7
Patient Evacuation Tag

1.  Thehospital/medical unit preparing patients for evacuation by land/air/seais responsible for initiating a Patient
Evacuation Tag. When a patient's departure is postponed, dates and effective entries on the tag are corrected
by the Originating Medical Facility (OMF).

2. Thetagisaffixed to the clothing of each patient to be evacuated. Thetag will bein three copies or parts. the
basic tag, the embarkation copy/part, and the disembarkation copy/part. The two last copies/parts should be
perforated, detachable, and marked "DETACH ON EMBARKING" and "DETACH ON DISEMBARKING".
The basic tag is to be printed on stiff paper and remains attached to the patient throughout the evacuation.

3. At the beginning of the patient's evacuation, the OMF prepares the tag. While in transit, if the patient enters
MTFsfor brief periods between stages of the journey, the basic tag will be preserved and reaffixed to the patient
before his departure. When embarking on the next stage of the evacuation, the MTFs are referred to as
"remaining overnight facilities," "holding facilities," or "disembarkation facilities."

4.  The patient evacuation tag should contain the following minimum information:
" Nameand initials.
Regimental/personal service number.
Rank or grade.
Nationality.
Evacuating unit. (Enter the designation and geographical location of the OMF.)
Diagnosis. (It should be brief and provide only such detail asis required for continuous medical care en

route.)
Type of casualty, to be noted as follows: = Bcas.
=  Nonbattle Accident/Injury (NBA/NBI).
= Psychiatric.
=  Sick/Disease (S/D).
= Other cases.
Transport category, to be noted as follows: = Lying.
= Sitting (waking wounded or ambulatory).
= |solation.

= Under observation.

= Special cases.
Ship/aircraft designation and type (to be completed by transportation authorities).
Number of cabin, bunk, or seat.
Date (of signature of the tag).
Signature (of the authorized evacuation officer, either medical or administrative).

5. Thereverse side of the basic tag contains details to be filled in where necessary at any stage of evacuation as
follows:
" Diet recommended (whether regular or specia [if special, describe]).
Treatment recommended en route (enter information necessary for the guidance of medical personnel
during the evacuation).
Treatment and progress record (space provided for information regarding examination and treatment
carried out en route).
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Table 2-8
Reporting on Allied Patients

1

Policy Every medical formation/unit in aforce may admit, treat, transfer, and discharge members of the
other ABCA Armies. Each of these MTFs has the responsibility of notifying the appropriate
national authority of information concerning casualties of that nation, either directly or through
the reporting nation's staff channels.

2.

Procedures The procedures prescribed in this table will be followed by the ABCA Armies for reporting the
required information:

- Medical treatment facilities which administratively admit patients will prepare daily separate
lists, covering the period 0001 hours to 2400 hours, of admissions, transfers, and discharges of
personnel to each ABCA Army serving in the Force.

- These reports are numbered and are forwarded to designated medical authorities.

- Patients considered by the appropriate medical authority to be Very Seriously 11l (VSI) or
Serioudly Il (SI) will be reported on special reports. All variation to the reports, as well as
deathsin MTFs, will be reported by the fastest means to the next higher headquarters. For death
cases, the cause of death will be included. Definitions of VS| and Sl are:
= Very Serioudy Ill. A patient is VS when theillnessis of such severity that lifeisimminently

endangered.
= Serioudy Ill. A patient is considered S when theillnessis of such severity that thereis cause
for immediate concern, but there is no imminent danger to life.

- The loss of hand(s), foot (feet), limb(s), or eye(s) is also reported to the next higher
headquarters.

3.

HSS Roles of A comparative figure of the medical installations existing within the ABCA Nationsis shownin
Notification Figure 2-1.

4.

Patient Reporting  The minimum information to be reported to the parent nation is:
- Designation and nationality of medical unit issuing report.
- Serial number and date of issue of report.
- Personal identification number (to be shown for each patient).
- Rank/grade (to be shown for each patient).
- Surname and initials or forenames (to be shown for each patient).
- Unit or regiment (to be shown for each patient).
- Nationality of the casualty's unit/regiment.

- Diagnosis to include whether the patient isVSl or Sl and whether the loss of hand(s), foot (feet),
limb(s), or eye(s) has occurred.

- Category: = Bcas.
=  Nonbattle accident/injury.
= Psychiatric.

»  Sick/disease.
= Other cases.
- Date of: = Admission.
= Transfer out.
= Discharge.
- Unit to which transferred or discharged (show nationality of unit).
- |f deceased, the entry isto state DIED and the date of death is given.
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Table 2-9
Medical Report of Cause of Death

1 In the case of death of a member of ABCA Forces, if examined by a medical officer, that medical
officer should determine the cause of death. Further, areport to the parent nation of the deceased is
required.

2. The format for this report is provided below:

Cause of death.
Approximate interval between onset and death.
Disease or condition directly leading to death.

WAntecedent causes morbid conditions, if any, giving rise to the above cause, stating the
underlying condition last.

Other significant conditions contributing to the death, but not related to the disease or
condition causing it.

@Any additional information required by individual nations will be entered here. The
format reproduced above must not be altered.

NOTES

DThis does not mean the mode of dying, for example, heart failure. It means the disease,
injury, or complication which caused death.

@Full instructions for the completion of the form are contained in the World Health
Organization (WHO) pamphlet on medical certification of cause of death.
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Table 2-10
Medical Warning Tag
1. Thefollowingisalist of possible conditions for which a medical warning tag may be worn. Thislist

is not mandatory and may be modified at national discretion.
- Allergy to medications.
Sensitivity to biological products.
Sensitivity to immunizing agents.
Convulsive disorders.
Diabetes mellitus.
Absence of akidney.
Use of long-term medications (such as anticoagul ants).
Sensitivity to anaesthetic agents.

DThe information appearing on the medical warning tag will include the wearer's:
Last name, first name, initials of other names.
Regimental/personal service number.
Condition(s) affecting the wearer.

The medical warning tag is to be made of a sturdy, heat resistant material. The shape, size, and color

of thetag isleft to national discretion.

It is recommended that the tag be not less than 50 mm by 25 mm and be of a distinctive color.

The medical warning tag is to be worn around the neck in addition to the identity tag or disc.

An example of an acceptable medical warning tag is provided below:

THOMAS, JOHN W.
12349876 United Kingdom
ALLERGY

PENICILLIN

NOTE

also be shown.

M The use of abbreviations should be avoided. The country to which the wearer belongs should
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HeaLTH ServiICE LoaisTics

General. The Health Service Logistics (HSL)
system must be able to support ABCA Forces
effectively on any type of battlefield and, in
addition, be prepared to provide essential HSL
to the civilian population, including refugees.
In forward areas, frequent moves and
rudimentary conditions mitigate against
sophisticated and highly technical medical
instruments and dictate the requirement for
rugged, easily operated and maintained medical
equipment.

The broad heading of health services materiel
includesthe following:

Medical equipment. (e.g., surgical instruments
and panniers).

Major items. (e.g., X-ray machines).

Consumable medical items. (e.g., blood,
pharmaceuticals, dressings, and medical gases).

HSL System. All units must be provided HSL
through a system that is highly responsive,
economical, and manageable. The primary
objective of the HSL system is to ensure the
optimum standard of health services is not
jeopardized by the user’s lack of essential
items. The type and quantity of medical
materiel in atheatre of operations (TO) varies
according to the nature and scope of the
operations.

Nature of HSL. The nature of health service
materiel and their use by health professionals
dictatesthat asfar aspractical, the HSL system
be a dedicated and integral part of health
service support (HSS), under the command or

technical control of the senior HSS officer at
the highest level consistent with the operational
situation.

Medical Logistics Units. Medical logistics
units are established as far forward along the
patient evacuation routes as is necessary to
control the storage and distribution of medical
materiel. Inthismanner, the system followsa
more direct path to user units. This produces
asystem that isresponsive to the medical units,
thereby ensuring that patient care is not
prejudiced because of alack of specificitems.
Finally, medical logistic unitsare ableto obtain
protection under the provisions of the
International Humanitarian Law, specifically
the Geneva Convention and additional
protocols, when appropriately marked. With
the HSL system established along patient
evacuation routes, evacuation platforms can
be used for both delivery and backhaul of
medical materiel.
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PrinciPLES OF HEALTH SERVICE LoGISTIC
OPERATIONS.

Principles. Themost significant principlesof an
effectiveand efficient HSL system include—

Responsivenessto the operational situation. This
requires the capability to support fluctuating
demandsand priorities.

Mobility to complement the rapid movement of
combat forces.

Survivability under adverse operational and
environmental conditions.

Economy to ensure conservation and judicious
application of available suppliesand services.

Smplicity in HSL plans and systemsto provide
continued support under rapidly changing
conditions.

Health Service Materiel Requirements. Health
service materiel requirementsinclude:

Authorized Stock. The authorized stocks of
hedlth servicesmateriel held by unitsareidentified
in appropriate equi pment tables and scales.

SockinForward Areas. A limited rangeof health
service materiel items are authorized in the
forward areas of a TO, with a more
comprehensive range of items available in rear
areas. Transportation and supply systems must
have the capacity to provide high priority and
broad based response to sudden and/or large
increases in demand. Dependent upon National
Policy, blood is supplied for Role 2 and higher
use.

Flexibility. Flexibility must be maintained in
locating health service materiel by planning
alternate locations and keeping minimum stock

levels in forward areas. Health service stocks
must be stored and distributed separately from
other classes of supplies in order not to
compromise the protection afforded by
International Humanitarian Law, specifically the
Geneva Convention and additional protocols,
when appropriately marked.

Review and Adjustment of Sock. Holdings are
to be constantly reviewed and adjusted based on
the Force OPLAN. Central to the HSS estimate
required for any operation is the calculation of
theMedica Materiel Requirement (MMR), which
isthetotal TO requirement needed over and above
unit holdings to sustain the Force during specific
operations. The MMR applies the factors of
casualty estimates, casualty treatment regimes,
holding, and evacuation policy.

The MMR for any health service commodity is
estimated using the following formula:

MMR = CTR X Total Patient Estimate

Casualty Treatment Regimes. Formalized and
standardized Casualty Treatment Regimes
(CTRs) are essential for the calculation of the
MMR. In producing CTRs, modern surgical
and clinical procedures are modified by
consensus to meet the dictates of logistics
economy and simplicity under wartime
constraints. Consultants and specialists
produce optimum CTRsthat can be applied to
specific patient conditions at each role of care.
Continuous revision and review are required
to ensure that the most up-to-date clinical
practices are reflected.

Evacuation Policy. The ABCA Armies have
individual variations in both their medical
evacuation systems and evacuation policies.
Evacuation policy affects the distribution of
health services materiel based on the length of
stay at each role of care.
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Casualty Estimate/HSS Requirements. The HSS
staff is responsible for calculating patient and
work load estimates to produce an MMR.

Equivalents of HSM. The ABCA Armies have
agreed to cross-reference health service materiel
stock numbersupto andincluding Role4 Medica
Treatment Facilities (MTFs) in the following
NATO supply classes:

6505 Drugs, biologicals, and official reagents.
6508 M edicated cosmetics and toiletries.
6510 Surgical dressing materials.

6515 Medical and surgical instruments,
equipment, and supplies.

6520 Dental instruments, equipment, and
supplies.

6550 In vitro diagnostic substances, reagents,
and test kits and sets.

HSL Operations.

Motor Ambulances. Design features of new
motor ambulances are standardized to allow
patients of any of the ABCA Nationsto becarried
inany ambulance.

Stretchers. Stretchers produced for ABCA
Armies must conform to standardized
dimensions. Approved stretcher dimensionsare
given for frames, supports, and handles and are
included in national doctrines. Restraining aids
are to be supplied with each stretcher.
Information on stretcher standardization is
contained in QSTAG 5109.

Container Color Coding. A standardized system
of color coding containers of HSL materiel has
been adopted by the ABCA Armies.

Maroon triangles are placed on diagonally
opposite corners of each top, side, and end.

Geneva Convention emblem is placed in the
centre on the top and sides of the container.

National identification is placed at one end of
the top.

Field Dental Equipment. Standardized lists of
minimum essential items of supplies for
emergency field dental treatment, including
drugs, medication, and equipment, have been
agreed upon. Thislist is designed to provide
emergency carefor maintaining frontlinetroops
and to prepare patients for transfer to the rear
areas under combat conditions.

Storage and Transport of Labile HSL Materiel.
Labile HSL materiel may become either
physically or chemically unstable dueto storage
or movement under adverse environmental
conditions.

The major factors influencing the storage and
stability of labile medical and dental materiel
are temperature, humidity, and exposure to
sunlight. These factors can affect the potency
period of labile materiel. The stated expiration
date is applicable only if prescribed optimum
storage and movement conditions have been
maintained. If labile materiel is subjected to
elevated temperatures, accelerated chemical
degradation and reduction of potency,
particularly of therapeutic drugs, usually
results. Storage requirementsfor HSL materiel
are included in Restriction Codes (REST
CODE) annotated for each individual item.

Perishable and thermol abile medical and dental
materiel has been broadly classified into four
categories. Each of the four categories hasits
own handling procedure:
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Freezeltem. Itemsinthiscategory includeitems
requiring constant freezing below minus (-) 5°C
during both storage and movement.

Refrigerated Item. Thiscategory includesitems
requiring constant, controlled refrigeration within
the range of 2°C to 8°C during storage and
movement.

Thermolabile Item. Items in this category
includesitemsrequiring refrigerated storagewith
limited unrefrigerated shipping time.

Perishableltem. Thiscategory of itemsincludes
those requiring storage below 35°C. In transit,
temperature should not exceed 43°C. This
temperature rangeincludes sensitive medical and
dental equipment.

HSL Materiel Management.

HSL Materia management includesthefollowing
components:

Inventory Manager. Inthe AO, amedical logistics
unit serves as the TO HSL inventory manager.
Under the command of the TO medical command,
it provides the responsive support essentia to the
functioning of the Armies’ HSS system by the most
effective and economical means.

upport Services. Materiel and allied servicesin
support of medical unitsengagedinaTO may be
provided direct from the Armies own countries
or appropriate offshore bases. The Lines of
Communications (LOCs) to a TO may include
water, land, and air routes together with necessary
terminass transshipment, and trangportation agencies.

Didribution of Materiel. Materiel and medical
peculiar repair parts required to support the
delivery of heath care are normally furnished
within the TO asfollows:

Requests. Requests are routinely sent to the
rear by vehicles, trucks, ambulances, and
aircraft, although electronic means, such as
radio, line, or teletype, may also be used.
Supplies are dispatched forward by the most
appropriate means.

Support. A communications zone (COMM Z)
medical logistics unit supports a similar
organization in the combat zone (CZ).

Direct Exchange. The principle of direct
exchange of fast-moving items, such as
stretchers, blankets, pillows, and splints, is
employed to minimize distribution problems
within the medical evacuation system.

Any equipment received with a patient is
returned to the nation originating the patient
evacuation as soon as possible. At thetime of
the arrival of the patient, if the situation
demands, functionally similar nonconsumable
equipment are provided to the originating
medical facility (OMF) by the receiving unit.

Handling. The handling of nonexpendable
items of medical or dental property is, in
general, to conform to national procedures.
Nevertheless, each nation is to undertake to
segregate, as soon as possible, nonexpendable
items of HSL materiel belonging to another
nation and return them to that nation.

Exchange Points. Equipment exchange points
where items of medical equipment are sorted
and exchanged with owner nations are to be
arranged as circumstances require.

Reporting _Unsatisfactory Materiel.
Standardized procedures have been adopted for
reporting unsatisfactory HSL materiel between
ABCA Armies. Defective or unsatisfactory
HSL materiel is classified into three types —
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Typel. Materiel which has been determined by
useor test to be harmful or defectiveto the extent
that it has caused or may cause death, injury, or
illness.

Typell. Materiel other than equipment whichis
suspected of being harmful, defective,
deteriorated, or otherwise unsuitable for use.

Type lll. Equipment which is determined to be
unsatisfactory because of malfunction, design, or
defects attributable to faulty materiel,
workmanship, and/or quality inspection or
performance.

Types | and Il are to be reported by the fastest
means available. If reported orally, the report
should be confirmed immediately in writing or
by formal message. Type Il complaints are
normally reported by formal messages or in
writing.

Maintenance. Preventive maintenance of HSL
materiel iscarried out at the user level by medical
personnel with assistance asrequired by personnel
of other technical services.

Materiel Subject to Capture by the Enemy. HSL
materiel is afforded a protective status by the
Geneva Convention and may not beintentionally
destroyed.

Enemy HSL Materiel. HSL materiel captured
from the enemy is considered to be neutral and
protected property and is not to be intentionally
destroyed. Such equipment is handled in
accordance with national procedures.

ABCA Armies HS. Materiel. When the capture
of ABCA Armies HSL materiel by enemy forces
is likely, the materiel should not be purposely
destroyed. Itemsthat cannot be evacuated should
be abandoned; such abandonment isacommand
decision.

BLoob, BLoob ProbucTts AND |V FLuIDS

One of the most important (if not the most
important) medical treatment items on the
battlefield is blood. Resuscitation and
stabilization of a wounded soldier who has
hemorrhaged more than two units of blood is
difficult, if not impossible, without blood
replacement. An 1V may be utilized to temporarily
expand the vascular system but does not provide
thelife-sustaining, oxygen-carrying capacity that
Red Blood Cell (RBC) replacement provides.

Forward Use of Blood. Since blood is one of
the most perishable medical commoditiesin the
field, its use far forward is often precluded by
the lack of refrigeration and other equipment
necessary to maintaintheviability of RBCs. Until
oxygen-carrying blood substitutes or synthetic
blood is available, nonoxygen-carrying
resuscitation fluidswill continueto serveasaless
than an ideal casualty stabilization treatment.

Blood Requirements. Adequate resuscitation
before IWSismandatory and requires blood and
blood products. Theimportance of bloodisnoted
by the fact that nearly 50 percent of deaths on
thebattlefield (killedin action [KIA] and died of
wounds [DOWs]) are the result of shock
associated with blood loss and the inability to
replace blood promptly and adequately.

National Resuscitation Policies. ABCA Armies
have differing blood supply policiesin the AQ;
the availability of resuscitation fluids and blood
and blood products is depicted in the chapter
Annex, Table3-1. Thebasic availability of blood
and blood products is enumerated to ensure an
understanding of other systems, inthe event of a
combined service deployment. Matters
relating to organization, transportation, and
communications, in connection with blood supply
inthefield of operations, remain theresponsbility
of each of the participating armies.
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Minimum Essential Characterigtics. TheQSTAGs
detail the minimum essential characteristics for
equipment and requirements for blood and blood
products (see Appendix B and C).

Equipment.

= Nonpowered blood shipping
(transportation) containers within the TO.
(Normally this container isused for
shipment of RBCs. With a proper
conditioning medium, fresh frozen plasma
and frozen or liquid platlet concentrate can
be shipped in the container.)

= Blood donors and transfusion equipment.

= Collapsibleplastic containersfor blood and
blood components.

Requirements.

Cross-servicing requirements.
®  Medical requirementsfor blood donors.
= Blood group identification.
m  Packaging of blood.

Essential Equipment Characteristics.
Agreed minimum essential characteristics of
field medical equipment are listed in
QSTAG 990.

Colorsfor Self-Injection Devices. Colorsfor
self-injection devices and/or containers to be
employed by ABCA Armiesare standardize as
depicted in Table 3-2.
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Tables 3-1 through 3-2

Commonalitiesad Variantsin

Table3-1

Resuscitation Fluids and Blood Products

ROLES 1-4 United States United Canada Australia
Kingdom
ROLE RESUSCITATION FLUIDS
1 Ringer's Lactate X X X plus plasma
volume expander
(synthetic)
2 Ringer's Lactate X X X X
PlasmaVolume
Expanders (synthetic)
3 Ringer's Lactate X X less plasma plus plasma
Plasma VVolume protein volume expander
Expanders (synthetic) solutions (synthetic)
Plasma Protein Solutions
4 Ringer's Lactate X X X X
PlasmaVolume
Expanders (synthetic)
Plasma Protein Solutions
ROLE BLOOD PRODUCTS
1 - - - -
2 Whole Blood (O) Lesswhole -- -- --
Red Blood Cells (O) blood
3 Whole Blood (O) Lesswhole Lessred cell Lessfresh Less fresh frozen
Red Blood Cells (O) blood andred | concentrates frozen plasma
Red Cell Concentrates cell and platelet plasma
) concentrates | concentrates
Fresh Frozen Plasma
Platelet Concentrates
4 Whole Blood (O) Lesswhole Lessred cell X X
Red Blood Cells (O) blood andred | concentrates
Red Cell Concentrates cell and platelet
) concentrates | concentrates
Fresh Frozen Plasma
- Platelet Concentrates
NOTE: (O) = O Blood Group for all categories, except for the United States at Role 3, where O =

ABO Blood Groups.
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Table 3-2
Self-1njection Devices
CONTENT COLOR
Morphine > Bright Red
Atropine or an equivalent > Bright Yellow
Oxime or an equivalent > Light Brown
Antidepressants or an equivalent > Orange
Nerve Agent Anticonvulsant > Grey

NOTE: When the contents of the containers and/or self-injection devices are a mixture of the
drugs above, two or more circular bands of each of the appropriate colors are used.
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HEALTH SERVICE SUPPORT IN A NUCLEAR, BIOLOGICAL,
OR CHEMICAL ENVIRONMENT

NBC THREAT

The ABCA Armieshealth service support (HSS)
in atheatre of operations (TO) must be capable
of treating patients produced by nuclear,
biological or chemical (NBC) warfare, terrorist
actions, industrial waste, and accidents while
remaining effective. The NBC environment has
acritical impact on the HSS system, one of the
key problemsisthe management of theincreased
number of patients caused by these situations.
Asaresult, itisimperativethat the ABCA Armies
HSS system maintain standardized procedures
and materiel to permit them to function at the
highest level of efficiency possible in an NBC
environment.

Nuclear Weapons. Tactical nuclear weapons
continue to become more refined, including
increased delivery accuracy.

Enhanced Radiation Weapons. Enhanced
radiation weaponsincrease theratio of radiation
injured patientsto blast and burn injured patients.

Biological Weapons. Biological weapons are
comprised of biological agentsor toxins, derived
to produce casualties in man or animals, and to
cause damage to plants or materiel. A toxinis
an organic protein poison, initially isolated from
living organic sources, including microorganisms
that may subsequently be manufactured by
chemical synthesis.

Chemical Weapons. Chemical weapons are
chemical substancesintended for usein military
operationstokill, serioudy injure, or incapacitate
human beings because of their physiological
effects. Chemical agents may be used together
asmixtures. The development of new chemical
agentsof increased toxicity or lethality isfeasible.

LeveLs oF CoNFLICT

High-Intensity Conflict. High-intensity conflict
involves military operations between regular
forces in which the full range of resources and
weapons could be used from the outset. It is
anticipated that there could be a proliferation of
the number of nations possessing nuclear
capability. If nations possessing this capability
areinvolved directly in conflict or arein support
of a nonnuclear aly, there is the possibility of
nuclear use.

Mid-Intensity Conflict. Mid-intensity conflict
involves military operations between
conventional regular forces. The conflict
normally has limited political and territorial
objectives within restricted geographical
boundaries and a limited range of available
resources and weapons.
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Low-Intensity Conflict. Low-intensity conflict
includes military operations against irregular
forcesin guerillawarfare, insurgency or rebellion
situations, and military support to civil authorities
under conditions of civil disturbances or
peacekeeping. Whileitisunlikely that the level
of conflict itself involves NBC weapons, the
proliferation of chemical weapons, especialy in
the time frame under consideration, makes the
likelihood of terrorists or irregular forces
obtaining them morefeasible.

COUNTERING THE THREAT

To counter the threat posed by NBC weapons
and to manage expected mass casualty situations
if these weapons are used, the HSS system must
rely on improvementsin the following areas:

®  Vaccines, prophylaxis, pretreatment,
antidotes and treatment to counter the
effects of NBC agents.

= Patient handling/evacuation and
decontamination systems.

®  Protection (e.g., facilities, material, and
personnel).

= Mobility onthe battlefield.

= Communicationsincluding automatic data
processing and storage.

= Medica intelligence and medical threat
datacollection capabilities.

= Enhanced capabilitiesto enabletherapid
detection and identification of NBC
contaminants and agents on patients, within
facilities, and on medical materiel.

HSS CoNCcEPTS

Operational Environments. Sustained operations
are conducted day and night in all geographical
and climatic conditions, with an inevitable effect
on the individual and a corresponding increased
demand on the HSS system. NBC weapons may

be used in periods of high operational intensity ,
possibly of short duration with intervening
periods of low-intensity conflict, providing an
opportunity for recovery. The geographical
environmentsinclude:

m Arctic.

= Jungle.

m  Desert.

= Temperate.

= Mountain.

= Urbanterrain.

Environmental Considerations. Tactical nuclear
weapons, including an enhanced radiation type,
would be used on high density troop
concentrations for maximum effect. The HSS
system must be prepared to operate in and cope
with the specific requirements of each
environment and the operational procedures
must reflect the unique environmental
considerations.

Chemical Warfare Environment. The success of
the HSS system to function effectively ina CW
environment and to successfully treat the
maximum number of casualtiesisdirectly related
to the preparations made in advance. Medical
treatment must be provided in protected areas
or while dressed in protective equipment. The
numbers of casualties expected may well exceed
the capabilities of the available HSS resources.

Biological Warfare Environment. Biological
weaponsareuniqueintheir ability toinflict large
numbers of casualties over a wide area with
minimal logistical requirements and by means
which can bevirtually untraceable. Thedifficulty
in detecting biological warfare (BW) agentsand
protecting personnel, especially when the onset
of illness is delayed from the time of
dissemination, makethisclass of weapon difficult
to defend against.
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NBC Weapons. The threat of the enemy use of
NBC weapons, especially chemical agents, may
not be related to the degree of industrialization
of the adversary country. Chemical weapons may
be used by an adversary country as both a
battlefield force multiplier and as an equalizer
against alarger opposing force.

HSS PrINCIPLES

HSS Operations. HSS operations have the
responsibility of conserving theforcesmanpower
by preventing injury and disease and maximizing
the early return to duty (RTD) of the sick and
injured. The HSS system incurs additional
responsi bilities, hazards, and encumbranceswhen
operating in an NBC environment. These health
serviceresponsibilitiesinclude:

Assistance and guidance to tactical commanders
on casuaty prevention and the capability of certain
NBC casualtiesto continue effective operations.

Providing vaccines, prophylaxis, pretreatment,
and antidoteswith adequate instructionsfor their
use to tactical commanders.

Planning for the use of command-provided
casualty decontamination personnel.

Management and treatment of conventional and
combined injury patients, including unusually
large numbers of NBC patients.

C2 of medical unitsin an NBC environment.

I nteroperability planning for collecting casualties
and evacuating and treating patients, including
thediversion of patientsfrom one ABCA Nation
to the medical treatment facilities (MTFs) of
another ABCA nation.

Training, including interoperability training
scenarios.

PREVENTION

Preventive Medicine. Preventive medicine
(PVNTMED) isthe primary health servicestask
in all TOs. PYNTMED has an increased
significance in a biological and/or chemical
environment. Vaccines and prophylaxis are the
mainstays of prevention in the biological
environment. Contamination control of MTFs
and the protection of patients and medical
materials becomes an important role for health
services. HSS should include the provision of
comprehensivefield laboratory servicesby at least
one ABCA Nation on an interoperability basis.
Thismay provide assistance with the following:

| dentification of biological organismsand toxins.

Identification of unknown chemical agents
detected but not identified by the usual field
analysiskits.

Expert advice on the means of containment and
the removal or destruction of NBC
contamination.

Medical Intelligence. The medical intelligence
system must monitor disease outbreaks around
the world, especially in areas of anticipated
operations in order to provide information for
vaccine development.

Development. Medical intelligence must also
remain responsiblefor predicting likely biological
agentsand for providing information for vaccine
and antitoxin development. Vaccines againgt a
number of potential BW agentshave been devel oped
whileothersare till under development.

Knowledge. Close liaison must be maintained
between national and international health
agencies, tactical commanders, and the
intelligence/NBC staffs of higher HQs.
Knowledge of enemy immunization programsand
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CW training may assist in predicting which
chemical and biological agents could be used.

Vaccines, Prophylaxis, and Pretreatment.
Prophylaxisand pretreatment are employed prior
to the use of CW and BW agents. An acceptable
system of vaccines, prophylaxis, and pretreatment
produces protection with minimal side effects
while having an optimal storage and shelf life.

Vaccines. Vaccines providelong-term protection
and are used either once or infrequently. The
development and use of arange of vaccines and
possible therapeutic drugs against agents and
ionizing radiation represents the emerging
medical defense system.

Prophylaxis. Prophylaxis uses drugs against
biological agents during pre- or post-exposure.
Prophylaxis would most likely be administered
when the intelligence reporting indicates the
enemy intends using chemica warfare (CW) and
BW agents.

Pretreatment. Pretreatment requiresregular and
repetitive administration for a constant level of
protection. Existing ABCA nerve agent
pretreatment cons sts of acarbamate administered
orally prior to the enemy chemical attack.

CasuaLTY CARE AND M ANAGEMENT

First-Aid and I nitial Medical Treatment.

Prior Treatment. It is anticipated that an oral
antiemetic will be employed prior to or
immediately after exposure to radiation in an
effort to prevent or reduce early nausea and
vomiting. The use of other immediate measures
to counter the effects of radiation exposure are
limited in the forward area. Therapeutic agents
are under development to retard the effects of
radiation and enhance wound healing, but these
are not expected to be used asfirst-aid measures.

Battlefield Treatment. On the NBC battlefield
there are inadequate numbers of medical
personnel, therefore, first-aid and paramedical
training haveincreasing importance.

Nerve Agent Poisoning. Nerve agent poisoning
requirestheimmediate administration of atropine
and oxime.

Atropine. Atropineis administered until signs
of atropinization are achieved. When the casualty
is not masked, the respirator must be adjusted
for himor her by the nearest available soldier. If
the casualty suffers severe exposure or poisoning,
atropine protectsonly partially against convulsion
and the resulting brain damage. Currently, the
drug of choiceishbenzodiazepinefor antagonizing
the convulsive action.

Oximes. Oximesvary by nation:

®  United States (US)—pralidoxime chloride.

®  United Kingdom (UK)—pralidoxime
mesylate.

®m  Canada (CA)—hagedorn (HI-6).

m  Australia (AS)—to be confirmed.

Other Treatment. There remains no specific
treatment available for preventing the effects of
mustard gasand no specific treatment for mustard
lesions. Thekey tofirst-aid andinitial treatment
of cyanideis speed. Intravenous sodium nitrite
and sodium thiosulfate sequester the cyanide,
which combines with cyanide ions that are
excreted. Someincapacitant poisoned casualties
respond to physostigmine in repeated doses.

Biological Agent Attack. It is likely that a
biological agent attack will be completed before
theunit commander, or hisor her medical advisor,
isawarethat it hastaken place. The problem may
betheinability to distinguish between an epidemic
of natural originand aBW attack. An artificialy
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induced epidemic would be expected to peak in
afew hoursto avery few days as contrasted to
naturally occurring epidemics. Manisamong the
most sensitive biodetector currently available.
Theonset of illnessfollowing toxin exposure may
range from minutes to hours, possibly a day or
two. Some potential BW agentsaretransmissible
among humans and spread by personal contact
after theinitial attack.

Initial Care. Initial resuscitation frequently
determines survival, especially among those
casualties with combined injuries. Not only
must the NBC injury receive prompt, adequate
first-aid and initial resuscitation, but the
conventional battle wounds must also receive
forward care. The HSS system must, therefore,
ensurethat MTFsand personnel (battalion/unit
aid stations/combat medical corpsmen) are
adequately trained and available. In some
instances within the NBC environment, it may
not be possible to evacuate patients quickly,
causing units to hold and stabilize them until
they can be evacuated.

Patient M anagement.

Evacuation. Evacuation in an NBC
environment may be nonexistent because the
normal means and routes are often severely
disrupted. Therefore, plans for the transport
of casualties in nonmedical vehicles must be
developed. Priorities for evacuation have to
be effectively employed. Once decontaminated
and provided with initial emergency medical
treatment (EMT), casualties/patients require
protection from further contamination. Means
such as casualty bags (AS, UK, CA) or patient
protective wraps (US) must be available to
protect the patients during evacuation.
Furthermore, treatment may haveto be continued
during evacuation, so the evacuation vehicles
must have minimal drugs and equipment to
sustain patientswhilethey are being transported.

Triage. To provide the greatest good for the
maximum number of casualties, effectivetriage
must be established. Theprinciplesof triage must
be understood, with personnel capable of
effectively applying them, particularly in mass
casualty situations.

Treatment. Treatment of radiationinjury (beyond
antiemetics) in the far forward areas may be
available in the near future. Antitoxins and
antibiotics are available to counter the effects of
some biological agents. Drugs may be available
to ameliorate the effects of nerve and blood
agents. Research is required to devise more
effective treatment proceduresfor lesions caused
by blister agents.

The effectiveness of the treatment of patients
suffering from chemical contamination is
dependent on timely decontamination. This
means that decontamination capabilities must be
available to the HSS system at all roles of
treatment.

Treatment Regimes.

Nuclear Warfare. Nuclear flash (burns and
blindness), initial/residual ionizing radiation
(fallout), and blast createtheinjuriesand medical
problems resulting from nuclear warfare. An
increasein the number of patients suffering from
psychological stress, as well as those suffering
from a combination of both psychological and
physiological injuries, can be expected.

Additional Burdens. Due to likely intense
concentrations of biological agents of unknown
originand their virulence, the effects of biological
weapons offer problems outside those
encountered in normal operationsand invariably
result in a mass casualty situation. A massive
logistics burden isimposed dueto the quantities
of drugs and antitoxins required. An additional
requirement to hold patients forward or in

4-5



Chapter Four

QAP 82

Health Service Support in an N BC Environment

segregated areas to isolate the disease also
increasesthelogistics burden.

Chemical Contamination. The problems of
patients suffering from chemical contamination
are likely to be difficult to resolve, particularly
those which occur as aresult of the use of nerve
agents. Patients may require respiratory
assistance.

General Care. Inadditionto the problems caused
directly by NBC weapons, there are associated
areas that must also be addressed. These areas
includethefollowing:

= A riseinthe number of heat-related injuries
because of the need to wear and work in
protective clothing.

= A higher number of stress reactions.

= Thetreatment of al conventional injuriesin
aNBC environment and the problems
associated with synergistic effects of
combined injuries.

HSS PLANNING FACTORS

Advanced Planning. Inorder that amass casualty
situation does not compl etely overwhelmthe HSS
system, it is essential that adequately prepared
and practiced plansare available. Planning must
include accommodation requirements, either in
the field or by converting existing buildings to
health servicesuse. Theaugmentation of medical
units with personnel and equipment for
decontaminationisessential. Theremust beplans
prepared that prevent contamination from being
extended rearward if units withdraw as the
tactical situation dictates.

Increased Personnel. Operations must copewith
the devastation caused by nuclear attack, mass
casualty situations, initial/residual radiation
(fallout), and chemical/biological agents. The
management of casualties caused by nerve agents
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posesformidable problems. Additionally, the use
of blister agents (such as mustard) has the
potential of saturating the HSS system with
patients requiring extensive hospitalization and
creating significantly increasing medica personnel
requirements for their care.

Clothing Contamination. The number of patients
dependson the state of training and preparedness
of the force and the length of warning given
before full individual protection is established.
With nuclear fallout, contamination of clothing
isinevitable. With chemical agents, it cannot be
assumed that clothing is contaminated, as this
depends on the persistency of the agent involved
and the length of time since contamination
occurred.

Initial Decontamination. To maximizethe HSS
capacity to manage the anticipated patient load,
it is essential that as many MTFs remain
uncontaminated for as long as possible. When
contaminated patients are received at a medical
unit, it is necessary to remove them from their
individual protectionfor triage and treatment. For
thisto occur, decontamination is carried out and
the patient is moved to a contamination-free
environment.

DECONTAMINATION

Decontamination Personnel. Decontamination
of patientsistotally beyond the capacity of health
service units. Medical personnel staffing is
insufficient to both treat and decontaminate
patients. Decontamination personnel must be
provided from non-health service resources. They
should, whenever possible, be earmarked for
those dutiesin advance and trained for their tasks.

Development and Effectiveness of

Decontaminates. Decontaminateswhich rapidly

neutralize chemical or biological agents must be
developed and remain readily available in
quantities or in bulk while placing a minimal
burden on the logistics system. For radioactive
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material, the only effective decontamination is
removal. Itisessential that decontamination be
effective before patients are moved into a
Collective Protection shelter (COLPRO).

Patient Care. Judgment must be exercised in
decontaminating the walking wounded who do
not EMT. Oncetheir protective clothing has been
removed they may haveto be placed in a patient
protectivewrap (or casualty bag) which converts
them to a litter patient. Likewise, stable litter
patients who do not require urgent treatment
should be considered for evacuation without
removing individual protective equipment.
Decontamination should be selective forward of
the hospitals.

CoLLECTIVE PROTECTION

COLPRO Shelter. If aninjury orillnessrequires
immediate attention, the patient should be moved
into a COLPRO shelter after prompt and
compl ete decontamination.

Protective Environment. COLPRO provides a
protected environment where the patient can be
adequately examined, resuscitation can proceed
inanorderly fashion, and the health care provider
can function unencumbered by exhausting
protective clothing and mask.

Location. A COLPRO shelter can either be a
free-standing mobile module, a field shelter
especially adopted for this purpose, or an existing
building modified to keep out contamination. The
COLPRO shelter, in most places and climates,
needs to be environmentally controlled for
temperature and humidity in order that the
patient’ s condition stabilizes prior to evacuation.

Other Protection. If a COLPRO is not
immediately available then other measures, such
as a patient protection wrap or casualty bag, are
necessary to protect the patient from further

contamination until space is available or the
patient can be evacuated out of the contaminated
area.

Contamination Monitors. Contamination
monitoring is necessary to conserve manpower
and to avoid unnecessary decontamination.

Arrival Monitors. Monitors must, therefore, be
availableto scan patientson arrival to determine
whether or not they are contaminated. If clear of
contamination, the patients can passdirectly into
a COLPRO shelter. Separate monitors to detect
radioactive contamination and CW and BW
agents are required. These monitors should be
availablewithin the current timeframe.

Shelter Monitors. Insidethe COLPRO shelter, a
monitor or detector isrequired that can be set at
apredetermined threshold which activateswhen
theintegrity of the shelter isbreached by |eakage
from the outside or by entry of a contaminated
patient. Individual protection can then be donned
until integrity isrestored.

Line Monitors. Monitors are also required to
protect the line between contaminated and
uncontaminated areas and to verify when
complete decontamination of equipment and
vehicleshas been accomplished.

ComMAND AND CONTROL

Medical Units. The requirement for health
services to directly control medical unitsin the
TO and the evacuation of patientsis essential.

NBC Environment. In an NBC environment,
this assumes even greater significance. For
maximum efficiency, unitsand vehiclesmust be
kept free from contamination for as long as
possible. To accomplish this, it is necessary to
have greater flexibility in rapidly changing
evacuation routes and units receiving patients.
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Staff/Cell Liaison. Close liaison must be
maintained with operations staffsand NBC cells
to ensure that the HSS plan conforms to the
operational plan. At times, it may also be
necessary to depart from the normal evacuation
chain and to use adjacent MTFsor to bypassunits
in the evacuation process.

Evacuation. Because all modes of evacuation
are likely to be severely disrupted in NBC
operations, an efficient system of control to enable
coordination and use of al available transport
resources (land, seaand air) is essential.

Medical Units. Tofacilitate patients' evacuation
both intra- and inter-theatre, dedicated
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communications nets are required for medical
commandersto effectively and efficiently control
deployment of medical units and to maintain a
functional patient evacuation and regulating
system.

Nonmedical Personnel. Additional nonmedical
personnel are required for patient
decontamination operations. These personnel
require training in decontamination and basic
patient handling procedures. In some
situations, within the constraints of the Geneva
Convention, thismay involve using civiliansas
well as military personnel if the strategic
situation does not allow their evacuation from
the AO.
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UNITED STATESARMY COMBAT HEALTH SUPPORT
ORGANIZATIONS AND FUNCTIONS

GENERAL

This chapter provides the field commander and
his staff with anarrative and graphic portrayal of
the United States Army’ s Combat Health Support
(CHS) system. It aso includes a discussion on
the roles of care that are required to meet
emergency wartime requirements.

THEATRE OF OPERATIONS

CHS within the theatre of operations (TO) is
organized into roles of carethat extend rearward
throughout the TO. The capability of eachroleis
designed to:

= Meet the characteristics of the operational
environment.

= Play aspecific partin the progressive (phased)
treatment, hospitalization, and evacuation of
the wounded, injured, or ill soldier.

Roles. Each higher role of care containsthe same
treatment capability asthose rolesforward of it,
plus new capabilitiesthat differentiateit fromthe
lower role of care. The organization of health
service support (HSS) resources enables higher
roles to reconstitute lower roles and to provide
CHS on an area support basis. Timely, efficient
evacuation playsan important rolein acarefully
devel oped treatment sequence. Responsibility for
patient evacuation is from the higher role to the
lower one.

Evacuation. Maximum effort is devoted to
stabilizing patients and evacuating them to the
rear. Patients who cannot return to duty (RTD)
within the stated TO evacuation policy are
evacuated to the Continental United States
(CONUY) or facilitiesin aneutral country, using
qualified medical personnel and medical
evacuation platforms. Patients from Allied

countriesevacuatedto U.S. facilitiesare provided
withthesame careasU.S. patients. Attheearliest
possible time, but not prior to complete
stabilization, patientsaretransferred to facilities
operated by their country. Transfers are
coordinated by medical liaison teams.

Communications Zone. Asamajor command of
the Theatre Army (TA), the Medical Command
(MEDCOM) provides Role 4 (COMMZ-level)
CHS. The type and number of medical units
assigned to the MEDCOM depend upon a
number of factors, such as:

®  Size, composition, and location of forcesto
be supported.

= Type of operations being conducted.
= TO evacuation policy.

Combat Zone. CZ CHSisprovided by Roles 1,
2, and 3 (also referred to as unit-, division-, and
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corps-level CHS). Themedical brigade provides
Roles 1, 2, and 3 on an area basis in the corps
and providestechnical control over division and
nondivisional medical treatment facilities(MTFs).
The type and number of medical units assigned
to themedical brigadeisdependent uponthesize
of the corps, type of operationsbeing conducted,
and the corps evacuation policy.

PRrRINCIPLES OF EMPLOYMENT

CHSin Offensive Operations.

CHSResources. Maximum emphasisis placed
on locating CHS resources as far forward as
the tactical situation permits. Medical units,
particularly those of the divisions, Forward
Surgical Teams (FSTs), and Combat Support
Hospitals (CSHs), arrange for medical
evacuation of their patients to maximize beds
availablefor their anticipated patient work loads.

CHS Evacuation. Battalion Aid Stations (BASS)
advance with the support manoeuvre battalion to
provide CHS on a continuous basis. The BAS
provides only that emergency medica treatment
(EMT) and advanced trauma management (ATM)
necessary to stabilize patientsfor further evacuation
to the rear. Ground ambulance teams from the
divison medical companiesarepre-positioned with
those of the BAS and evacuate patients to the
supporting Role 2 facility (clearing station). To
enhanceambulanceturnaround timeandtomaintain
the BASs mobility, Ambulance Exchange Points
(AXPs) designated by the supporting medical
company may be established along the evacuation
routes between the BASs and the medical
companies. Corps air ambulances supporting the
division are used to the maximum extent to evacuate
patients.

Medical Companies. Themedical companies of
the Forward Support Battalion (FSB) initially
move as far forward as the tactical situation

permits, reducing the length of evacuation routes
from the supported BASs. The medical
companies establish the minimum-sized MTFs
required to meet the anticipated patient work
load. Ground ambulancesfrom the corps medical
evacuation battalion are pre-positioned with the
medical companies to evacuate patients to the
CZ hospitals as soon as they are treated and
stabilized. Corpsair ambulances are used to the
maximum extent to evacuate patients. When
medical evacuation routes become excessively
long, asin the case of deep operations, medical
companies move forward by Role to provide
continuous CHS. The Main Support Medical
Company (MSMC), Main Support Battalion
(MSB) can reinforce FSB medical companies
when required.

CHS in Defensive Operations.

Sectors. BASs that support the covering force
establish minimal MTFs or provide EMT and
ATM from their treatment vehicles. Maximum
use is made of patient collecting points. FSB
ground ambulances are pre-positioned with the
covering force BASs in their sector of
responsibility. Sectors are determined in
coordination with the corps surgeon and are
based on the overall corps Operation Plan. Air
ambulance assets are used to the maximum extent
feasible. Non-medical transportation is used
when necessary to transport casualties during
mass casualty situations.

Ambulance Location. BASs supporting units
employed in the Main Battle Area (MBA)
establish minimal MTFs or provide EMT and
ATM from their treatment vehicles. Because of
possible interruption in the lines of
communication (LOCs), Combat Health
Logistics (CHL) materiel isstockpiled forward.
BAS staffing may be augmented with division or
corps assets. Minimum medical company
ambulancesare pre-positioned. Oncetheenemy’s
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main effort is determined, ambulance assets are
allocated. Air ambulance evacuation is the
preferred method. Non-medical transportation
assets may be used for soldiers sustaining
minimal injuries.

Forward Position. During the covering force
battle, medica companiesmay deploy an el ement
forward along the Forward Edge of the Battle
Area (FEBA) to support the covering force.
Treatment platoons from the MSMC may be
moved forward and temporarily assume the FSB
medical company’ s area support mission within
the Brigade Support Area (BSA). As the
covering force hands of f the battle to brigadesin
the MBA, FSB medical companies deployed
along the FEBA withdraw and assume their
original BSA mission. Forward support and main
support medical companies position further to
the rear than normal. This positioning allows
sufficient manoeuvreroomif enemy penetrations
occur. Corps ground ambulances are pre-
positioned with medical company resources for
rapid patient evacuation. Once the main attack
avenue and areas of greatest patient densitiesare
determined, CHS assets, particularly air
ambulances, arereall ocated.

CHS in Retrograde Operations.

Rear Position. Orientation of MTFsisto therear
inasplit or Rolemovement. Minimum facilities
are established.

Delay Position. The BAS splits and relocates
one element rearward of the successive delay
position. The remaining element continues to
provide EMT and ATM from the treatment
vehicle to the forces fighting in the delaying
action. At apredesignated timeor asthetactical
situation dictates, the CHS responsibility is
handed off to therear element. Division medical
company ambulances are pre-positioned with
BAS elements, with the mgority of theresources

allocated to the element in contact. Non-medical
transportation is used to transport the less
serioudly injured soldiers. Air ambulances are
used to the maximum extent possible.

Bypass Position. Medical companies role
elements to locations to the rear of successive
delay positions, taking patients awaiting
evacuation. Timingiscritical inthat arear el ement
must be operational prior to the closing and
withdrawal of the forward treatment element. If
the operation issuch that the medical companies
continuoudly operatein asplit mode and |leapfrog,
the eementsmoving to therear evacuate asmany
patients as possible when they bypass other CHS
elements. CHS elements provide only that
emergency treatment necessary to stabilize
patients for further evacuation. Corps ground
ambul ances are pre-positioned with the medical
companiesto expeditiously evacuate patientsand
maintain mobility. Aeromedical evacuations
(AMES) are used to the maximum extent possible.
Non-medical transportation assets are used to
transport the less seriously injured soldiers.

CHS of Other Operations.

Movement to Contact. BASsprovide CHSfrom
their treatment vehicles. Sufficient medical
company ambulances are pre-positioned forward
to evacuation patientsand maintain BAS mohility.
MTFs of a minimum size are established when
required. If feasiblegeographically,asingleMTF
may support more than one brigade. Corps
ground ambulances are pre-positioned forward
to evacuate patients and maintain mobility.

Wthdrawal. CHS issimilar to that provided in
the delay, except that units normally withdraw to
assembly areasrather than subsequent defensive
positions. A manoeuvre element left in contact
isused to deceive the enemy. Because of enemy
pressure and possible loss of freedom of action,
every means of transportation to the rear may be
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used for patient transport. Treatment may be
limited to that performed by the combat medic.
Because overwhelming odds may preclude the
evacuation of al patients, thetactical commander
must stay apprised of thesituation. If thedecision
is made to abandon patients, medical personnel
and supplies must remain to care for them.

Pursuit. Thedelivery of CHSismuch likethat
of a movement to contact. Ambulances are
positioned well forward to rapidly evacuate
patients generated by suddenly occurring
contact. BASs and clearing stations are
echeloned forward to intercept patients being
evacuated to the rear for treatment. After
necessary emergency treatment, and if medical
evacuation routes are open, the patient is
transported to a CZ hospital by accompanying
corps ambulances.

If isolated, the patient is carried forward with
the medical company to its next treatment site.
Less seriously injured soldiers may be
transported by non-medical vehicles if
dedicated medical evacuation vehicles are not
available. Halts at assembly areas and phase
lines are used to coordinate security for ground
ambulance convoys moving to the rear or for
patients being evacuated by air ambulance.

River Crossing. Combat health support must be
provided during the:

= Preliminary Phase: Advancetotheriverline.
March collecting pointsare established a ong
the main approaches to the crossing site.

= Phasel: Crossing of theriver and the capture
of theinitial objective. BASsare established
to render routine support in the area of each
crossing. Ambulances are advanced as near
totheriver aspossible. Medical platoon aide/
evacuation teams cross with the assault
troops and establish ajump treatment element
on the far bank.

®m  Phasell: Operationsincident to the seizure
of the intermediate objective. Medical
company evacuation elements provide
evacuation on both banks of theriver. MTFs
displace forward to a point nearer theriver.

m Phaselll: Attack to gain the bridgeheads.
Divisonmedica companiesare moved across
the river and resume normal operations.

Mountain Operations. Patient evacuation is
hampered by terrain and is primarily dependent
upon air ambulances and litter teams. MTFsare
more closely located to the supported units and
there is a need for many non-medical litter
bearers. Also because of limited evacuation
routes, medical units may be required to support
on an area basis as opposed to being in direct
support of specific units.

Passage of Lines/Relief in Place. The
participating division surgeons coordinatefor the
unitsin placeto accept theinitial patients of the
attacking unit in order to allow the treatment
elements of the latter to maintain mobility and to
initially locate further forward. The ensuing
combat mission of the passed unit dictates the
extent to which this cross-support can be
provided. A withdrawing unit evacuates patients
from aunit it withdraws through.

MEeDICAL TREATMENT

There are numerous medical treatment units
operating at the various roles of care as part of
the U.S. Army CHS system. In the TO, these
units and hospitals are numbered and are
designed, organized, staffed, and equipped
according to regularly established Tables of
Organization and Equipment (TOE) that
prescribe the normal mission, organizational
structure, and personnel and equipment
authorizationsfor amilitary unit. Atany point
in the CHS system a patient can be RTD when
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his condition permits. U.S. Army CHS units
include:

Command and Control. Themajor C?unitsin
the TO arethe MEDCOM, the medical brigade,
and the medical group.

Headquarters and Headquarters Company,
MEDCOM. The mission of the Headquarters
and Headquarters Company (HHC),
MEDCOM is to provide C?, administrative
assistance, technical supervision, and
consultation servicesfor assigned and attached
units in the TO. A wiring diagram of a
MEDCOM is depicted in the chapter Annex,
Figure 3-1. Thebasisof allocation for thisunit
isone MEDCOM per TA. This organization
isassigned to the TA and provides:

C2 of units providing CHSinthe TO.

®m  Task organization for all TO CHS assets
to meet the patient work load. Medical
assets are designed by duty functions and
are interchangeabl e throughout the TO to
meet work load requirements.

m  Advice to senior commanders on the
medical aspects of their operations.

m C2, staff planning, supervision of
operations, and administration of the
assigned and attached units. These
functions include coordination for
employment, patient evacuation, supply
and equi pment management, administrative
services for the HQs, and coordination
between medical units operating in the
MEDCOM’s Area of Responsibility
(AOR).

®m Medical regulating and evacuation
scheduling for patient movement to and
between assigned and attached MTFs.

m  Consultation services and technica advicein
PVNTMED, environmental health, medical
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entomology, epidemiology, radiological
health, sanitary engineering, nursing,
dentistry, VET services, neuropsychiatric
services (NP) and socia work, medicineand
internal medicine, surgery, dietetics,
optometry, and pharmacy to supported units.
PVNTMED consultative services include
assessment of the medical threat, evaluation
of TOPVNTMED program, technical advice
on medical aspects of NBC and directed-
energy weapons, and staff coordination of TO
PVNTMED services.

® NP and social work services include the
recommendations for regulating the combat
stressed soldier, psychiatric consultation,
alcohol and drug prevention/control
programs, and providing advice on the
coordination of operations of the combat
stress control (CSC) medical companies in
the MEDCOM’s AOR.

m Dietary services and technical assistance
include advice on nutrition in relation to
health and fitness and medical food service
consultation.

®m  Veterinary (VET) services and technical
adviceinclude status of approved sources of
food for local procurement, status of food in
storage, incidence or prevalence of zoonotic
diseases, and whol esomeness determination
of NBC-decontaminated food.

®m  Adviceand assistanceinfacility Steselection
and preparation.

m  Supervisionof ClassVIII and general supply
usage and resupply movement.

= Unit-level vehicle, communications,
weapons, and power generation equipment
mai ntenance advice and management.

®  Food service personnel for dining facility
support for the HHC, MEDCOM.

HHC, Medical Brigade (corps or COMMZ).
Medical brigade commanders have the ability to
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task-organize CHS assets to meet the patient
work load. The medical assets are modularly
designed by duty functions and are replicated
throughout the TO to meet these requirements.
Wiring diagramsof themedical brigadeare shown
inFigures5-2 and 5-3. Themission of theunitis
to provide C?, administrative assistance, and
technical supervision of assigned and attached
medical units. This company is assigned to the
Corps Support Command (COSCOM) or the
MEDCOM.

Thisunit isallocated asfollows: HHC, medical
brigade (corps)—one per corps.; HHC, medical
brigade (COMMZ)—0.2 per Area Support
Medical Battalion (ASMB); 0.2 per HHC,
medical evacuation battalion; .0.2 per hospital.

Generally, thereisone medical brigade allocated
per three to seven battalion-sized units. At full
strength, this unit provides:

m  C?20of dl medica unitsinitsAO.

®m  Task organization of CHS assetsto meet the
patient work load demand. CHS assets are
modularly designed by function and replicated
throughout the TO.

®  Advice to senior commanders on the CHS
aspects of their operations.

= Medical regulating of patient movementsto
and between assigned and attached M TFs.

= Coordination with MEDCOM and/or TO
Patient Movement Requirements Centre
(TPMRC) for all medical regulating for
evacuation fromthemedical brigadefacilities
to supporting MTFs in the COMMZ and
CONUS.

®  Consultation servicesand technical advicein
PVNTMED, environmental health, medical
entomology, radiological health, sanitary
engineering, nursing, dentistry, VET services,
and NP and socia work to supported units.

m  Advice and assistance in facility site
selection and preparation.

= Control and supervision of Class VllII
(medical) supply and resupply.

Medical Group. The mission of the medical
group is to provide C? and administrative
supervision of assigned and attached corps
medical units. Themedical group isassigned to
themedical brigade. Asageneral ruleof thumb,
there are three medical groups per corps. The
commander of the medical group can task-
organize his medical assets to meet patient
workloads. Thisunit’scapabilitiesinclude:

m C2, staff planning, supervision of
operations, and administration of the
assigned and attached units which include
ASMBSs, hospitals, evacuation battalions,
CSC units, dental battalions, and
PVNTMED detachments. The command
of the assigned medical units includes
coordination for employment, patient
evacuation, supply and equipment
management, and various other HQs
requirements. This command coordination
exists between its units and other medical
elements operating in the medical group’s
AOR. Units of the medical group may be
task-organized to support close, deep, and
rear operations.

®m  Medical regulation for evacuation and the
scheduling of medical group facilities in
coordination with brigade MRO to
hospitals assigned to other medical
brigades. Thisincludes coordination with
the Division Medical Operations Centre
(DMOC) to regulate the patient evacuation
fromthedivision’'sAO. It aso coordinates
with the medical brigade all medical
regulating for further evacuation from the
medical group facilities to the supporting
MTFsinthe COMM Z.
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®  Consultation servicesand technical advicein
PVNTMED, environmental health, sanitary
engineering, nursing, mental health, and
facility site selection and preparation to
supported units. PYNTMED consultative
servicesinclude:

+ Assessment of the medical threat.
¢ Evaluation of TOPVNTMED programs.

¢ Technical advice on medica aspects of
NBC and directed-energy weapons.

+ Staff coordination on employment of TO
PVNTMED assets.

= Mental health consultation, to include
monitoring the distribution and treatment of
NP and Battle Fatigue Casualties (BFC),
alcohol and drug misuse, the prevention and
reconditioning programs, and the supervision
of themedical company (CSC) inthemedical
group’s AO.

= Supervisionof ClassVIII and genera supply
usage and resupply and movement.

HOSPITALIZATION SYSTEM

The current hospitalization system is composed
of three hospitals and a Forward Surgical Team
(FST). Thethreehospitalsarethe CSH, theField
Hospital (FH), and the General Hospital (GH).
TheCSH, FH, and GH aredesigned using afour-
module concept. This concept includes the
Hospital Unit, Base (HUB); Hospital Unit,
Surgical (HUS); Hospital Unit, Medica (HUM);
and Hospital Unit, Holding (HUH). The HUB
can operate independently, is clinically similar,
and is located in each hospital as the initial
building block. The other three mission-adaptive
modules are dependent upon the HUB. This
capability may be further enhanced by medical
detachment augmentation.

Role3Hospitalsand Organizations. TheCSH, FST,
and Medical Company, Holding are at thisrole.

Combat Support Hospital. The mission of this
296-bed hospital isto stabilize patientsfor further
evacuation and to RTD those soldiers who fall
within the corps evacuation policy. Thishospital
iscapable of handling all typesof patientsandis
normally employed in the corpsarea. The CSH
is assigned to a medica brigade and may be
further attached to a Headquarters and
Headquarters Detachment (HHD), medical

group.

The CSHsareallocated 2.4 per division or 4.223
per 1000 occupied beds in the CZ. At full
strength, this unit provides:

®m  Hospitalization for up to 296 patients. This
consists of eight wards providing intensive
nursing care for up to 96 patients, seven
wardsproviding intermediate nursing carefor
upto 140 patients, oneward providing NP care
for up to 20 patients, and two wards providing
minimal nursing carefor up to 40 patients.

m  Surgica capacity based on eight Operating
Room (OR) tables for asurgica capacity of
144 OR table hours per day.

m  Consultation services for patients referred
from other MTFs.

®  Role 1 CHSfor organic personnel.

®  Pharmacy, clinical laboratory, blood banking,
radiology services, and nutrition care services.

®  Physical therapy support to patients.

®  Medica administrativeand logistical services
to support work loads.

= Dental treatment to staff and patientsand ora
surgery support for military personnel in the
immediate area, plus patientsreferred by the
area CHS units.

Forward Surgical Team. The FST is a 20-person
team providing far forward surgical interventionto
stabilizenontrangportablepetients. Thisteam collocates
withamedica company when operationd.
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Medical Company, Holding. The medical
company, holding, providesaholding capability
within the CZ for up to 1 200 minimal care
patients and provides minor medical treatment
and rehabilitation for patients being held. The
medical company, holding, is assigned to a
medical brigade. If amedical brigadeis not yet
established, it isassigned to the senior medical C?
HQsinthecorps. Thisunitisalocated onthebasis
of .50 per 1 000 inpatientsin the CZ. Therule of
thumbis4 per afivedivision corps. Thisunit—

= Provides five holding platoons, each
capable of operating aholding facility with
240 supplemental cots for minimal care
type patients. Platoons are organized
consisting of six holding squads, each
having a capacity of 40 patients, and one
treatment squad.

= May be employed by platoon to expand
hospital minimal care ward facilities.

= May be employed by platoon in conjunction
with CSC squads to hold combat fatigue
casualties.

= May beemployed to augment United States
Air Force (USAF) Mobile AME Staging
facilities(MASFs).

= May be assigned responsibility for
providing limited area CHS.

Role 4 Hospitalization Units. The GH
and FH are at thisrole. The FH may also be
employed in the CZ. The CSH and medical
company, holding, may also be deployed in the
COMM Z to support rear operations or
contingency operations.

Field Hospital. The 504-bed FH provides
hospitalization for general classes of patients
and reconditioning and rehabilitating services
for those patients who can RTD withinthe TO
evacuation policy. The majority of patients
within thisfacility arein the reconditioning and
rehabilitating category. The FH is normally

5-8

located in the COMM Z, however,
circumstances may direct that this hospital be
employed inthe corps. The FH isassigned to a
MEDCOM. It may be further attached to a
medical brigade.

FHs are allocated two per division, or 1.462
per 1 000 occupied beds in the COMM Z. At
full strength, thisunit provides:

m  Hospitalization for up to 504 patients. It
consists of two wards providing intensive
nursing care for up to 36 patients, seven
wards providing intermediate nursing care
for up to 140 patients, one ward providing
NP care for up to 20 patients, two wards
providing minimal nursing care for up to
40 patients, and seven patient support
sections providing convalescent carefor up
to 280 patients.

®  Surgical capability based on two OR tables
for asurgical capacity of 24 OR table hours
per day.

m  Consultation servicesfor patients referred
from other MTFs.

® Role1 CHSfor organic personnel.

= Pharmacy, clinical laboratory, blood
banking, radiology, and nutrition care
services.

®  Physical and occupational therapy support.

® Medical administrative and logistical
services.

®m  Dental treatment to staff and patients and
oral surgery support for military personnel
intheimmediate area, plus patientsreferred
by area CHS units.

General Hospital. The 476-bed GH provides
stabilization and hospitalization for general
classes of patients. The GH serves as the
primary conduit for patient evacuation to
CONUS or other safe haven. The GH is
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located inthe COMM Z. The GH isassigned
to a MEDCOM and may be further attached
toamedical brigade. The GH isallocated one
per division supported or 0.829 per 1 000
occupied beds in the COMM Z. At full
strength, this unit provides:

®m  Hogpitalization for up to 476 patients. It
consists of eight wards providing intensive
nursing care for up to 96 patients, sixteen
wards providing intermediate nursing carefor
up to 320 patients, one ward providing NP
care for up to 20 patients, and two wards
providing minimal nursing care for up to 40
patients.

= Surgical capability based on eight OR tables
for asurgical capacity of 144 OR table hours
per day.

= Consultation services for patients referred
from other MTFs.

= Role1 CHSfor organic personnel.

= Pharmacy, clinical laboratory, blood banking,
radiology, and nutrition care services.

®=  Physical and occupational therapy support.

= Medica adminigtrativeand logistical services.

= Denta treatment to staff and patientsand oral
surgery support for military personnel in the

immediate area, plus patientsreferred by the
areadental companies.

Medical Company, Holding. The staffing for a
medical company, holding mirrors the GH
staffing.

Various Hospital Configurations. As stated
earlier, all of the hospitals are configured using
various combinationsof modules. The CSH and
the GH consist of a base component which is
clinically similar in al hospitalsand one or more
mission-adaptive component(s) to meet work
load requirements. The components are the
HUB, HUS, HUM, and HUH (see figure 5-3).

Surgical Service Teams. The mission of these
teamsisto provide surgical augmentation to CZ
and COMM Z hospitals. These teams are
assigned to aMEDCOM, medical brigade, or a
medical group and may be further attached to
subordinate hospitals as required.

Medical Team, Head and Neck Surgery. This
team provides initial and secondary
maxillofacial and ear, nose, and throat surgery
in support of TO hospitals. This team is
allocated one per division in the CZ and one
per corps supported in the COMM Z.

Medical Team, Neurosurgery. This team
providesinitial and secondary neurosurgery in
support of TO hospitals. Thisteamisallocated
one per division in the CZ and one per GH in
the COMMZ.

Medical Team, Eye Surgery. This team
providesinitial and secondary ophthalmologic
surgery in support of TO hospitals and
consultative services as required on an area
basis. Thisteam isallocated one per division
in the CZ and one per corps supported in the
COMM Z.

Medical Service Teams. The mission of
medical service teams is to provide medical
augmentation to CZ and COMM Z hospitals.
These teams are assigned to a MEDCOM, a
medical brigade, or a medical group and may
be further attached to subordinate hospitals as
required.

Medical Team, Pathology. Thisteam provides
investigative pathology support. Thisteam is
allocated to the COMM Z on the basis of one
per corps supported from the COMM Z.

Medical Team, Renal Dialysis. This team
provides renal hemodialysis care for patients
with acute renal failure and consultative
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serviceson an areabasis. Oneteamisallocated
per TO.

Medical Team, Infectious Disease. Thisteam
provides infectious disease investigative and
consultative services to the hospital to which
attached. One team is allocated per corps.

ComBAT HEALTH LoaisTics SUPPORT

The CHL missionisan essentia part of theoverall
CHS system. CHL’smission isto provide:

= ClassVIII supplies and equipment (medical
materiel to include medical-peculiar repair
parts).

m  QOptical fabrication.

= Medica equipment maintenance and repair.

®m  Single-Integrated Medical LogisticsManager
(SIMLM) for joint operations.

= Blood management for Army, joint, or
combined operations.

®  Contracting support.

CHL Organizations. The CHL organizations
which provide this support include:

Forward Medical Battalion. Themission of this
organization is to provide Class VIII supplies,
optical fabrication, medical equipment
mai ntenance support, and blood storage and
distributionto divisiona and non-divisional units
operating in the supported corps. This unit is
assigned to amedical brigade and isallocated on
a basis of one forward Medical Logistics
(MEDLOG) battalion per corpsor threedivision
equivaent-sizeforce. Thecapabilitiesof thisunit
are to:

= Provide C2, staff planning and supervision
of operations, and administration of assigned
or attached unitsengaged in providing Class
V111 supplies, optical singlelensfabrication,

medical equipment maintenance support, and
blood storage and distribution.

®=  Provide Class VIII supply based on 10 days
of supply for the supported corps.

= ProvideClassVIII supply, optical singlelens
fabrication, and medical equipment
mai ntenance support to amaximum force of
160 252 troops.

®  Recelve, classify, and issueup to 122.4 short
tons of Class V111 supplies per day.

®  Provide storage of up to 1 224.0 short tons
of Class VIII supplies.

= Provide unit and intermediate direct support
medica equipment mantenanceon anareabas’s.

®  Provide for blood processing, storage, and
distribution within the corps and division
medical units.

Rear Medical Battalion. The mission of thisunit
is to provide Class VIII supplies, optical
fabrication, medical equipment maintenance
support, and blood storage and distribution to
roles above corps units and corps-level forward
MEDLOG battalion. This unit isassigned to a
MEDCOM and is alocated on the basis of one
rear MEDLOG battalion per three corps
supported. This unit:

®m  Provides C?, staff planning and supervision
of operations, and administration of assigned
or attached unitsengaged in providing Class
VIIl supplies, optical multivision lens
fabrication, medical equipment maintenance
support, and blood storage and distribution.

= ProvidesClassVIII supply support based on
aTO stockage objective of 60 days, of which
50 days are found at the rear MEDLOG
battalion.

m Provides Class VIII supply, optical
multivision lens fabrication, and medical
equipment maintenance support to a
maximum force of 653 000 troops.
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®  Receives, classfies, stores, and issues up to
276.9 short tonsof Class V111 suppliesper day.

= Provides storage for up to 16 614 short tons
of Class VIl supplies.

= Provides unit maintenance support for
medical equipment to supplement additional
units not otherwise provided such support.

= Provides for blood processing, storage, and
distribution within the roles above corpsand
provides backup blood support for the
forward MEDLOG battalion.

= Provides direct support maintenance for
medical equipment located in roles above
corps and backup support to corps.

Theatre Medical Materiel Management Centre.
The Theatre Medical Materiel Management
Centre (TMMMC) provides centralized, TO-
level inventory management of Class VIII
materiel according to the TA surgeon’s policy.
One TMMMC is assigned to the MEDCOM as
an attached unit to the reer MEDL OG battalion.
This unit is allocated to the MEDCOM on the
basis of one per MEDCOM. The capabilities of
this unit are to:

= Monitor the operation of MEDLOG units
under the jurisdiction of the TA.

= Monitor the receipt and processing of Class
VIl requisitions from MEDL OG units.

= Review and anayze demands and compute
TO requirements for Class VIII supplies,
medical equipment, optical fabrication,
medical equipment maintenance, and blood
processing, storage, and distribution.

= Monitor and evaluate the work load,
capabilities, and asset position of the
supported forward and rear MEDLOG
battalions, and recommend cross-leveling of
work load or resources to achieve
compatibility and maximum efficiency.

= |mplement plans, procedures, and programs
for medical materiel management systems.

®  Provide medical materiel management data
and reports required by the MEDCOM and
TA surgeon.

®  Function as the management interface with
CONUS-base Class VIII national inventory
control points and service item control
centres.

®  Provide management of critical items and
analysisof production capabilities.

Medical Detachment, Logistics Support. This
unit is assigned to forward or rear MEDLOG
battalion and is allocated as required. The
mission of thisunit provides Class V111 supply,
optical fabrication, and medical equipment
support functions and tailors the capabilities
of forward or rear MEDL OG battalions where
work load or special operations require an
increment of lessthan abattalion size unit. The
mission of thisunit isto:

= Provide augmentation to the unit of
attachment for Class VIII, optical single-
vision lens fabrication, and medical
equipment maintenance support.

®m  Receive, classify, and issue Class VIlII
supplies.

= Fabricate optical single-vision lens
spectacles and protective mask inserts.

®m Provide intermediate direct support
mai ntenance for medical equipment.

MEDIcAL L ABORATORY SERVICES

Theatre Army Medical Laboratory. The
Theatre Army Medical Laboratory (TAML) is
a 75-person unit that provides medical
laboratory procedures and data for the
evaluation of environmental issues, including
health of soldierswithinthe TO. These services
require skilled personnel and sophisticated
high-technol ogy equipment.
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The TAML has the ability to send specidty teams
forward into the corps area to handle unique
problems. Although staffing for the TAML is
austere, it is adequate to allow for 24-hour
operations. It hasthe capability to analyze:

®m  Samples to assist in definitive treatment of
biologica and chemica agent effects.

= [Food, water, and other environmental samples
and specimensfrom animalstoassist VET and
PVNTMED personnel in identifying and
ng NBC agents.

The TAML hasthefollowing limitations:

® |t is dependent upon appropriate eements of
TA for hedth, finance, religion, mess, legd,
personnel, and administrative services and for
organizational, communications-electronics,
and vehicle maintenance.

® |t has limited mobility. Organic vehicles are
required for day-to-day administration and
logistical functionsand for task organi zation of
teams.

The TAML has the capability to perform:

= |nvestigative biochemical and toxicological
anayses.

= Microbiological
characterization.

®m  Serological testing related to disease diagnoses
and prevention.

m Analyses of food items suspected of
contamination.

®  Detection and diagnoses of zoonotic diseases.

+ entomologicd andysesandlimited pesticide
adequacy assessments;,

+ epidemiologica andyses,
+ evduation of environmental and clinica
samplesfor NBC contamination.

identification and

The TAML hasthe following sections.

m  HQssection.

®  Biochemistry section.

m  Anatomical pathology section.
= Microbiology section.

m  VET laboratory section.

= Entomology section.

®  Epidemiology section.

Medica Laboratory Servicesin RolesAboveCorps.
Unlikelaboratoriesorganicto hospitals, the TAML
performs functions with a much broader scope
related to the health of the force asawhole. The
TAML performs sample analysesto determinethe
processof diseaseor to evaluate contamination from
NBC agents. To accomplish these analyses, the
laboratory requires high technology identification
kits and monitoring devices. Because of dangers
inherent in analyzing contaminated samples, strict
protection procedures are implemented by the
laboratory. Oncetheidentificationismade, samples
areforwarded to CONUSfor confirmation. Samples
which are beyond the analytical capabilities of the
TAML areforwarded totheappropriate higher level
laboratoriesfor more detailed analyses.

VETERINARY SERVICES

Medical Detachment, VET Service (HQs). The
mission of thisunitisto provide C?, administrative
assistance, and technical guidanceto assigned and
attached VET unitsintheTO. Thisunitisassgned
to amedical brigade (corps or COMM 2), or this
unit may also bedirectly assgnedtoaMEDCOM.
One unit is allocated per four to eleven VET
detachment-sze units. Theservicesof VET service
(HQs) include:

®  Providing C? of al VET functions within the
AOandimplementing VET policiesestablished
by the medical brigade.
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®  Establishing communications and directing
necessary coordinationwith supported logistical
organizations of all uniformed Services and
other federa agencies for al VET activities
withinthe AO. Thisincludesthe procurement
of subsistence for Department of Defense
(DOD) personnd and animals, including dogs
that serveasMilitary Working Dogs(MWDs).

= Coordinating VET support for military units
with government-owned animals.

= Coordinating required VET support with HN
publichedthofficids.

= Monitoring and evaluating environmental and
zoonotic diseases, and food safety data to
include those foods exposed to NBC agents.
Apprising the medica brigade commander of
those factors posing a potential adverse effect
ontheoveral CHSmisson.

Medical Detachment, VET Service. Themission
of this unit is to provide VET services for al
branches of the uniformed Services throughout
the TO. Thisunitisassignedtoamedical brigade
(corps or COMM Z). The unit may be placed
under the C?of the medical detachment, VET
service, HQs. Thisunit may also beassignedto
aMEDCOM.

Thisunitisalocated asone per every 70 000 Army
personnel in the CZ, one per every 140 000 Army
personnd inthe COMM Z, and one per every 140
000 U.S. Navy (USN), U.S. Marine Corps
(USMC), and U.S. Aiir Force personnd inthe TO.
Theseservicesinclude:

®  Sanitary inspections of approved food source
facilities.

= Procurement and surveillance inspections of
foods.

®  Environmental and zoonotic disease
aurveillance.

= VET carefor government-owned animals.

m  Nation assistance, humanitarian assistance,
and disaster relief operations.

s VET PVNTMED.
= Public health functions.

m  \Wholesomeness determination of food in an
NBC environment.

The capabilities of thisunit include:

®  Providing C2of al VET functionswithinthe
AO and implementing VET policies
established by the medical brigade until such
time that the TO progresses to a level
requiring assignment of the medical
detachment, VET service (HQS).

=  Providing a highly flexible organization
consisting of six mobile VET survey squads
which can operate independently and
maintains 100 per cent visibility within the
VET survey squad at al times. Squads can
be task organized across squad lines or
subdivided to meet a variety of functional
scenarioswithinthe stated mission. They are
equipped to meet the travel requirements
dictated by the assigned mission.

®  Providinginspection servicesfor commercia
food sources in support of procurement
organizations, publication and distribution of
adirectory of approved establishments, and
inspection of all government food storage
facilities.

®  Providing inspections of all food at the time
of receipt. Performing surveillanceinspection
of all foodsin storage and at the time of issue
or resade.

= Monitoring and evaluating environmental and
zoonotic diseases, and food safety data, to
include data on foods exposed to NBC
agents. Apprising the medical brigade
commander of thosefactorsposing apotential
adverse effect on the overall CHS mission.

®=  Providing limited VET care to DOD units
with government-owned animals and VET
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support for nation assistance, humanitarian
assistance, and disaster relief operations.

®  Establishing communications and directing
necessary coordination with supported
logistical organizations of all uniformed
Services and other federal agencies.

®=  Coordinating VET support for military units
with government-owned animals.

m  Coordinating required VET support with HN
public health officials.

Medical Detachment, VET Medicine. The
mission of thisunitisto:

= Provide definitive comprehensive VET
medical careto government-owned animals.

= Provide VET support for nation assistance,
humanitarian assistance, and disaster relief
operations.

m Conduct VET PVYNTMED to control
zoonotic diseases.

= Conduct public health functions in support
of the overall CHS system.

Theunitisassigned to amedical brigade (COMM
Z). It may be placed under the C? of the medical
detachment, VET service (HQs) or VET service.
This unit may also be assigned to aMEDCOM.
It is allocated one per seven military police
companies (heavy security) and MWD sections
and one per 200 dogs in support of all branches
of the uniformed Services.

This unit provides.

m  Comprehensive VET medical care to
government-owned animals. This includes
long-term hospitalization for MWDs.

= Comprehensive VET medical carein support
of nation assistance, humanitarian assistance,
and disaster relief operations.

= A mobile team deployable to high-casualty
areas for short durations.

®  Procurement of military animals, to include
MWDs.

Medical Detachment, VET Service (Small). The
mission of this unit isto provide VET services
for al branches of the uniformed Services and
other federal agenciesthroughout the TO. These
servicesinclude:

®  Sanitary inspections of approved food source
facilities.

®  Procurement and surveillance inspections of
foods.

m Environmental and zoonotic disease
surveillance.

m  \Wholesomeness determination of food in
NBC environment.

= Limited VET care for government-owned
animals.

®  Nation assistance, humanitarian assistance,
and disaster relief operations.

s VET PVNTMED.
= Public health functions.

Thisunitisassigned to amedical brigade (corps
or COMM Z). It may be placed under the C2 of
the medical detachment, VET service or the
medical detachment, VET service (HQs). This
unit may also be assigned to aMEDCOM.

Thisunit isallocated one per every 10 000 Army
personnel inthe CZ; one per every 20 000 Army
personnel in the COMM Z; or one per every
20000 USN, USMC, and USAF personnel in
the TO.

The unit:

®  Providesinspection servicesfor commercia
food sources in support of procurement
organizations, publication and distribution of
adirectory of approved establishments, and
inspection of all government food storage
facilities.
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®  Provides inspections of all food at time of
receipt.

= Performssurveillanceinspection of all foods
in storage and at time of issue or resale.

= Monitors and evaluates environmental,
zoonotic disease, and food safety data, to
include data on foods exposed to NBC
agents. Apprises the medical brigade
commander of thosefactorsposing apotential
adverse effect on the overall HSS mission.

= Provides limited VET care to government-
owned animalsin DOD units.

= Provides VET support for nation assistance,
humanitarian assistance, and disaster relief
operations.

= Maintains 100 per cent mobility within the
unit at all times to meet the travel
requirementsdictated by theassigned mission
to the combat units.

m  Establishes communications and directs
necessary coordination with supported
logistical organizations of all uniformed
Services and other federal agencies.

= Coordinates VET support for military units
with government-owned animals.

®m  Coordinatesrequired VET support with allied
or HN public health officials.

PVNTMED DETACHMENTS

Entomology. The mission of this medical
detachment is to provide PYNTMED support
and consultation in the areas of entomology,
disease and non-battleinjury (DNBI) prevention,
field sanitation, sanitary engineering, and
epidemiology to minimize the effects of vector-
borne diseases, enteric diseases, environmental
injuries, and other health threats on deployed
forcesinthe CZ and COMM Z.

This unit is assigned to a medical brigade or a
medical group, and is normally attached to an
ASMB. Oneunitisallocated per 66 000 personnel

and oneper 100 000 enemy prisonersof war (EPW).
Thisunit:

®  Provides surveillance and control of disease
vectors and reservoirs in assigned areas, to
include areaand ageria spraying.

= Monitors vector control, field sanitation,
water treatment and storage, waste disposal,
and DNBI control practices of units in
assigned areas. Providesadviceand training
as necessary.

®  |nvestigates and evaluates vector control,
sanitation, water supply and waste disposal
practices, and other environmental health-
related problems. Recommends corrective
Mmeasures as necessary.

m  Collects medical datato assist in evaluating
conditions affecting the health of the
supported military and civilian population.

®  Conductsepidemiological investigations.

= Collects environmental samples and
specimens and performs selected analysesor
evaluations to assist in assessment of the
medical threat.

m Coordinates NBC-related biological
specimen collection and specimen evaluation
with treatment, NBC, laboratory, and
intelligence personndl.

®  Divides into three teams, as necessary, to
perform assigned missions.

®  Monitorscasualties, hospital admissions, and
reports of autopsy for signsand confirmation
of chemical or biological warfare agent use.

Sanitation. The mission of this unit is to
provide PYNTMED support and consultation
in the areas of DNBI prevention, field
sanitation, entomology, sanitary engineering,
and epidemiology to minimize the effects of
environmental injuries, enteric diseases,
vectorborne disease, and other health threats
on deployed forcesin the TO.
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This unit is assigned to amedical brigade or a
medical group. It is normally attached to an
ASMB or other medical units. One unit is
allocated per 28 000 personnel and one per
50 000 EPW. This unit:

= Monitorsfield sanitation, water treatment
and storage, vector control, and DNBI
control practices of unitsin assigned areas.
Provides advice and training as necessary.

®  |nvestigates and evaluatesfield sanitation,
water supply and waste disposal practices,
and other environmental health-related
problems. It recommends corrective
measures as hecessary.

®  Provideslimited control of disease vectors
and reservoirsin assigned areas.

= Collectsmedical datato assist in evaluating
conditions affecting the health of the
supported military and civilian population.

®=  Conducts epidemiological investigations.

= Collects environmental samples and
specimens and performs sel ected analyses
or evaluationsto assist in assessment of the
medical threat.

m  Coordinates NBC-related biological
specimen collection and specimen
evaluation with treatment, NBC,
laboratory, and intelligence personnel.
Monitors casualties, hospital admissions,
and reports of autopsy for signs and
confirmation of chemical or biological
warfare agent use.

Medical Battalion, Area Support. PYNTMED
support is also provided by the PYNTMED
section of the ASMB. Organizationally, the
ASMB includesaPVNTMED sectionidentical
to that found in the divisional CHS structure.
The sectioniscapable of providing PYNTMED
support and advice similar to that described
above for the sanitation PVNTMED
detachment.

This section’s staffing permitsit to have amore
extensive capability than the PYVNTMED
detachments in epidemiological (infectious
disease) investigations and sanitary engineering
support. Support provided by thissectioninthese
areas is in coordination with PYNTMED
detachments and other medical or non-medical
unitswithinthe ASMBs.

This section assumestechnical supervision of the
attached detachments to coordinate assignment
of specific missions, asPVNTMED detachments
are normally attached to an ASMB.

PVNTMED detachments are attached to, rather
than being organic to, the ASMB. The ASMBs
are allocated based on medically related
requirements. PVNTMED support isnormally
allocated based on the anticipated medical
threat.

DENTAL SUPPORT

Dental support is arranged into roles, reflecting
anincreasein capability at each succeedingrole.
Thefunctionsof each lower role of dental support
are contained within the capabilities of all higher
roles. Therearesix dental unitsthat offer oneor
more of the following care.

®  Generd care.
®  Specialty care.
= Emergency care—expedient dental treatment

directed toward the relief of pain and
management of infection and oral trauma.

®  Sustaining care—routine dental treatment to
prevent future dental emergencies using the
modular dental equipment availableto Role 2
dental support personnel.

Medical Battalion. The mission of the medical
battalionisto provide maintaining, sustaining, and
emergency dental care on an area basis within
aTo.
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This unit is normally assigned to the senior
medica HQsintheTA or corpsarea(MEDCOM,
medical brigade, or medical group). This unit
provides:

= Maintaining, sustaining, and emergency dental
care on an area support basisinthe TO.

= Mobiledental treatment teams.
m  Fidddental clinics.

m  Dental treatment modules to reinforce or
reconstitute the unit dental modules when
necessary.

= Dental treatment modules performing dental
services for small or forward troop
concentrations.

= Prosthodontics support to troops, dental
units, and facilities.

= Emergency medical augmentation to the
ATM capabilities of other M TFsduring mass
casualty situations.

This organization basis allocation of the
organizational componentsis:

= OneHHD, medical battalionisallocated per
three to eight subordinate dental service
organizations.

=  One medical company is allocated per
20 000 US Army troops supported.

= One medical detachment is allocated per
8 000 US Army troops supported.

= Onemedical team, prosthodonticsisallocated
per 40 000 troops supported.

Headquaters and Headquarters Detachment,
Medical Battalion. The HQs provides C? to
assigned and attached dental organizations. The
operations and administrative section provides
administrative, logistics, and personnel support
to the HQs. It also provides technical guidance
on medical equipment maintenance and Class
VI supply.

This unit is organic to the medical battalion.
Thisunit:

= Provides C? three to eight assigned or
attached units.

®  Furnishescurrent information concerning the
dental aspects of the CHS to higher HQs.

= Plans and allocates dental resources
(personnel and equipment) to ensure
adequacy of dental treatment to all units
within the assigned area of responsibility.

®  Provides technical expertise, coordination,
and support to subordinate units for
accomplishing their medical equipment
maintenance and Class V111 supply.

Medical Company. This unit provides
maintaining, sustaining, and emergency dental
care on an area support basiswithinaTO.

Thisunitisorganictothemedical battalion. This
unit provides:

= Maintaining care on an area basis for
20 000 troops.

m  Sustaining care on an area basis for
30 000 troops.

= Onefield dentd clinic.
m  Dental treatment modules to reinforce or

reconstitute the unit dental modules when
necessary.
= Unit maintenancefor HHD, medical battalion.
m Up to six dental treatment modules
performing dental services for small or
forward troop concentrations.

®  Prosthodontics support to troops, dental
units, and hospitals.

= Augmentation to the ATM capabilities of
other MTFs during mass casualty situations.

Medical Detachment. This unit provides
maintaining, sustaining, and emergency dental
care on an area support basiswithinaTO.
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This unit is assigned to the medical battalion.
Thisunit provides—

=  Maintaining care on an area basis for
8 000 troops.

®m  Sustaining care on an area basis for
12 000 troops.

= A fielddental clinic.

m  Dental treatment modules to reinforce or
reconstitute the unit dental modules when
necessary.

= Up to three dental treatment modules
performing dental services for small or
forward troop concentrations.

= Augmentation to the ATM capabilities of
other MTFs during a mass casualty
situation.

Medical Team, Prosthodontics. The
prosthodontics augmentation teams may be
attached to dental companies or hospitals to
assist in providing maintaining dental carewhen
required by the patient work load. Thisteam
can provide fixed and removable
prosthodontics support.

The team is normally assigned to the medical
battalion with further attachment to the medical
company or an existing hospital organization.
This unit provides additional fixed and
removable prosthodontics support for up to
40 000 personnel.

Role 3 Hospital Dental Support. Thissupport
isprovided by the dental service organicto the
HUB. The dental service consists of an oral
surgeon, a comprehensive dental officer, an
enlisted preventive dentistry specialist, and an
enlisted dental specialist. The dental service
provides oral and maxillofacial surgery
specialty care and consultation, as well as
maintaining dental carefor hospital personnel.

ComBAT STRESs CONTROL SERVICES

Medical Company, CSC. The mission of the

medical company, CSC is to provide combat
stress casualty prevention, treatment, and
management on an areabasis.

The unit is assigned to aMEDCOM or medical
brigade. 1t may be further attached to amedical
group. Thisunit provides:

= Planning and staffing advice to C2 HQs
regarding the stressors affecting the troops
such as combat intensity and sleep
deprivation; their mental readiness, morale,
cohesion, and the potential for and status of
treatment of battle fatigue and other NP, as
well as alcohol or drug abuse casualties.

® A preventive section (with psychiatrists and
socia work officers and enlisted) that may
divide into six 4-person CSC preventive
teams, each providing consultation, NP
triage, recongtitution support, and medical
supervision and RTD coordination for
restoration and reconditioning programs.

® A restoration section (with psychiatric nurses,
clinical psychologists, occupational therapy
officers, plus enlisted) that may divide into
four 11-person CSC restoration teams, each
providing stabilization and restoration or
reconditioning for up to 50 BFCs, plus
consultation, reconstitution support, and NP
triage support.

®  Thepreventiveand restoration teamsmay be
employed separately, but more commonly are
combined into task-organized sectionsto staff
restoration or reconditioning facilities.

m  The CSC teamsare 100 per cent mobile and
can provide austere shelter, heat tray packs,
and water for field hygiene for a limited
numbers of BFCs. These teams depend on
the units to which they are attached for
logistical and communicationssupport. Large
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restoration or reconditioning centresrequire
augmentation with patient holding assets.

= A company is allocated to the corps on the
basis of one medical company, CSC per two
divisionsfor high-intensity conflict and one
per four or five divisions for mid-intensity
conflict. The HQs section of the medical
company, CSC, usually collocates with its
higher medical HQs or with the headquaters
and support company (HSC) of an evacuation
battalion or ASMB which provides staff
coordination, communication, and logistical
support. Depending on availability and phase
of conflict,aCSC company or elementsthereof
may aso be assigned to the COMM Z.

Medical Detachment, CSC. The mission of the
medical detachment, CSC, isto provideforward
combat stress casualty prevention, treatment, and
RTD.

Thisunitisassignedto amedical brigade. It may
be attached to a medical group or to a medical
company, CSC. It is routinely attached to the
M SB operational control to the Division Mental
Health Section (DMHYS). At full strength, this
unit provides:

= Planning and staff advice to C2 HQs
regarding the stressors affecting the troops
such as combat intensity and sleep
deprivation; their mental readiness, morale,
cohesion, morals, and spiritual welfare; and
the potential for and status of treatment of
BF and other NP casualties including
substance abuse casualties.

= A preventive section that divides into three
CSC preventive teams; each provides
consultation, combat NP triage,
reconstitution support, and medical
supervision and RTD coordination for
restorationin aBSA.

®  One CSC restoration team that provides
stabilization, restoration, and reconditioning

for up to 50 BFCs, plus consultation,
reconstitution support, and combat NP triage
support, usualy inthe Division Support Area
(DSA).

= One medical detachment, CSC, is allocated
per division or alocated per two to three
separate brigade-sized forces not otherwise
provided CSC support.

AREA MEDICAL SUPPORT

Medical Battalion (Support Command, Corps,
or COMM 2Z). Areamedical support in the CZ
and the COMM Z is provided by the ASMB.

The ASMIB provides CHS for Roles 1 and 2 and
medical staff advice and assistance, as required,
for al assigned and attached el ements of the corps
and COMM Z.

The ASMB is assigned to the medical brigade or
the medical group depending on the density of
CHSorganizationsinaTO. Thisunit provides:

®  CHSplanning, policies, support operations,
and coordination of CHS in an AO within
the CZ or the COMM Z.

m  Advicetocommandersand their staffsonthe
health of their commands.

m  Current information concerning CHS to
higher HQs.

® Role 2 MTFs for receiving, sorting, and
administering medical treatment for all classes
of patients.

m  Reinforcements, reconstitution, or
replacement of Roles 1 and 2 CHS assets.

®  Ground evacuation for patients from Role 2
treatment squads to the area support
treatment squads and from other unitsin the
CZ or the COMM Z operating in this
battalion’sAO.

= Management of HSL materiel and supervision
of maintenance on medical equipment.
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= | aboratory, pharmacy, and radiologica services
commensuratewith Role 2 medical treatment.

= Emergency denta care, toinclude stabilization
of maxillofacia injuries, sustaining dentd care
designedto prevent or intercept potentia denta
emergencies, and limited preventive dentistry.

= Menta heath services and management of
combat stress casualties.

= Eye examinations, management of ocular
injuries and diseases, spectacle frame
assembly using presurfaced single-visonlenses,
and repair services for CZ or COMM Z unit
assigned in this battalion's AO. For greater
optical fabrication and resupply of the optical
MESs, requisitions are supported by the
forward MEDL OG battalion.

= PVNTMED consultation and support.
= Patient holding for up to 160 patients.

The ASMB isallocated using abasis of .014 per
1 000 troops supported in the corps (generaly is
.75 per division) and .018 per 1 000 troops
supportedinthe COMM Z (rule of thumbisthree
per COMM Z). Figure 5-3 depicts the
organization of an ASMB.

HSC, ASMB (Support Command, Corps, or
COMM Z). Themission of theHSC isto provide
C? for the ASMB and to provide Roles 1 and 2
CHSto units assigned in the battalion’s AO.

TheHSCisorganictothe ASMB. Itisallocated
onabasisof HSC per ASMB. Thisunit provides:

m  C2 of organic or attached units to include
CHS planning, policies, and support
operations within the battalion’s AO.

®  |[nformation to commanders and their staffs
on the health of their command.

®=  Current information concerning CHS to
higher HQs.

®  Allocation of CHSresources (personnel and
equipment) to ensure adequate medical
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treatment to all assigned or attached units
operating in the battalion’sAQ in either the
corps or COMM Z.

Triage and treatment to patients generated
inthe HSC AOR.

Evacuation of patientsfrom unitswithinthe
HSC’ s AOR to the treatment squads of the
HSC.

Treatment squads which are capable of
operating independently of the HSC for
limited periods of time to provide EMT,
ATM, and sick call medical support to
forces involved in combat or to perform
reinforcement, reconstitution, or
replacement to forward medical units.

CHL support, to include medical resupply,
medical repair parts, and medical
mai ntenance support to units assigned or
attached to the battalion’s AOR. The
Medical Supply Office (MSO) of the HSC
maintains a 3-day stockage level. Resupply
of the MSO is by line item requisition to
the supporting forward MEDLOG
battalion.

Three days of supply level for all
subelements of the HSC upon deployment
and during routine operations.

Laboratory, pharmacy, and radiological
services commensurate with Role 2 medical
treatment.

Emergency dental care, to include
stabilization of maxillofacial injuries,
sustaining dental care designed to prevent
or intercept potential dental emergencies,
and limited preventive dentistry.

Mental health and CSC services, toinclude
preventive consultation, NP triage,
stabilization, and restoration of small
numbers of BFCs. It also coordinates
operations of attached CSC unit teams.

Optometry support limited to eyeexaminations,
spectacleframeassembly utilizing presurfaced
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sngle-visonlens, andrepair servicesfor corpsor
COMM Z unitsassignedinthe battalion’ sAO.
For greeter optical fabrication and resupply of the
optica medica equipment sets, requisitionsare
supported by theforward MEDL OG battdion.

= PVYNTMED consultation and support and
coordinating operations of attached
PVNTMED detachments operating in the
battalion’sAO.

®  Patient holding for up to 40 patients.

®  Qutpatient consultation servicesfor patients
referred from Role 1 CHSfacilities.

= Unit-level maintenance for the battalion’s
wheeled vehicles. The consolidated
maintenance section uses contact teams to
provide unit maintenance to assigned
subunits. Performsunit-level maintenanceon

organic communication and electronic *

equipment of the HSC.
= Unit-level administration for e ements of the

battalion. u

= Food service support to staff and patients of
the HSC and to other medical elements
dependent upon the HSC for field feeding
support.

AreaSupport Medical Company, ASMB (Support
Command, Corps, or COMM Z). The mission
of the Area Support Medical Company (ASMC)
isto provide Roles 1 and 2 CHSto unitsassigned
inthe ASMC’'s AO.

TheASMICisorganictotheASMB. ThreeASMCs
are alocated per ASMB. Thisunit provides:

®  Treatment of patients with disease and
minor injuries, triage of mass casualties,
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initial resuscitation and stabilization, ATM, and
preparation for further evacuation of ill,
injured, and wounded patients who are
incapable of RTD within 72 hours.

Treatment squads that are capable of
operating independently of the ASMC for
limited periods of time.

Evacuation of patientsfrom unitswithinthe
ASMC’sAO to the treatment squads of the
ASMC.
Emergency medical supply and resupply to
units operating within the AO of the
ASMC.

Three days of supply level for all elements
of the ASM C upon deployment and during
routine operations.

Laboratory, pharmacy, and radiological
services commensurate with Role 2 CHS
treatment.

Emergency dental care to include
stabilization of maxillofacial injuries,
sustaining dental care designed to prevent
or intercept potential dental emergencies,
and limited preventive dentistry.

Patient holding for up to 40 patients per
ASMC.

Outpatient consultation services for
patients referred from Role 1 CHS
facilities.

Food service support to staff and patients
of the ASMC and to other CHS elements
dependent uponthe ASMC for field feeding
support.
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Figures5-1 through 5-5
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Figures5-1 through 5-5
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BRITISH ARMY COMBAT HEALTH SUPPORT
ORGANIZATIONS AND FUNCTIONS

GENERAL

Thischapter portraysthe United Kingdom Health
Service Support (HSS) system operating within
the ABCA Armies.

THEATRE OF OPERATIONS

HSSwithinathegatre of operations(TO) isorganized
intorolesof carewhich extend, normally rearward,
throughout the area of operations (AO) providing
a progressively higher role of medical care. The
capability of each roleisdesigned to:

®m  Suit the characteristics of the particular
operational environment.

m  Toplay aspecificroleintheprogressive phased
treatment, evacuation, and hospitdization of the
sck and wounded.

Roles. All areas within a TO have Role 1 and 2
support while Role 3 support isusualy only found
in the rear areas. The HSS organizations are,
however, sufficiently flexible to allow arear area
facility (hospital) or function (surgery) tobemoved
forward. The respongbility for evacuation isfrom
higher to lower roles such as when the more
rearward units collect from the forward units.

Evacuation. All dlied casudtiesand sick or injured
enemy prisonersof war (EPWS) receiveexactly the
same treatment as UK personnd. Allied patients
are transferred back to their own national system
assoon aspossible.

MEebpicAL TREATMENT

Generd. Medica careltreatment isorganized into
roles of support which are designed to provide
continuous care and protection for al military
personnel (including alied, EPWs and affected
civilians) entering the casudty evacuationchain. All
military personnd are taught basic first-aid during

training and are subject to annual revision and
retesting. They dl carry first-aid dressings, sef-
injectable morphine, and drugsfor prophylaxisand
firg-adforinjuriesdueto CW agents. All treetment
during hodtilitiesis standardized through officialy
laid down regimes known as casualty treatment
regimes (CTR) and issued to medical staff at every
role of care.

Role 1 Medical Care. Role 1 medica careincludes
the Company/Squadron Aid Post and the
Regimental Aid Post (RAP).

Company/Sguadron Aid Post. All casudtiesshould
self-adminigter first-aid or have it administered by
their buddy. The casudty is then evacuated by a
company (squadron inthe caseof an armoured unit)
ambulance (thesearetracked vehiclesin armoured
or mechanized infantry units) manned by one or
more of the company’s medical assstants. The
ambulancemay go to the Company Aid Post (CAP)
where the medical assistant checks first-aid,
particularly splintage and dressings, and may start
anlV infuson. It may alternatively go directly to

the Regimental Aid Post (RAP).
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RAP. The RAP, commanded by the Regimental
Medicd Officer (RMO), hasasmal staff and two
vehicles (tracked in armoured/mechanized units),
oneof whichisanambulance. TheRAPisusually
reinforced by amed-sect from the supporting Field
Ambulance (Fd Amb). This section is transported
in two vehicles (tracked in armoured/mechanized
divisons). As well as enhancing the treatment
capability of the RAP, these vehicles aso provide
direct communications with the Fd Amb. At the
RAP, first-aid is refined or modified while
resuscitation is begun or continued (including IV
infusion, chest drainage, and intubation) and the
casudty isallocated apriority for evacuation.

Role2 Medical Care. The main Role 2 medical
treatment facility (MTF) is the dressing station
(DS), which is provided by the Fd Amb. In
addition to the Fd Amb organic to every UK
brigade, there are two more Fd Ambs allocated
to the division asreserve/manoeuvre units under
the control of thedivisiona Commander Medical.
At the DS the casualties are centralized, further
resuscitated, and sorted into prioritiesfor further
evacuation. If chemical agents have been used,
the casualty is decontaminated at this point.
During mass casualty situations, the DSiscapable
of processing up to 100 casualties an hour for 6
hours; its standard rate is 60 per hour under
normal conditions. The DSisfully mobile and
can moveat 1 hour notice, athough 4 hours notice
is preferable. There are no laboratory, x-ray, or
aurgical facilitiesat the DS (except inthe parachute
or armobileFd Ambs), dthoughfied surgica teams
(FSTs) can be moved forward if warranted.

Role 3 Medial Care. Role 3 careisprovided by
a field hospital (FH). The FH normally has
200 beds, and four general surgical teams, and a
variable number of specialty surgical teams. The
FH is configured into four 50 bed Hospital
Squadrons which allows modularity, enabling
sub-unit deployment if necessary. FHs are
generally deployed in the Divisional Rear Area
and behind theforward divisions.

Role4 Medica Care. TheNational Health Service
(NHYS) isresponsiblefor the definitive treatment of
casudtiesevacuated tothe UK ingeneral war. The
patients, however, remain under theadminigtrative
control of the Army Medicd Services(AMS) and
arereturned to them for rehabilitation

Battleshock Rehabilitation Units. Battleshock
Rehabilitation Units (BRUs) are deployed
throughout the combat zone (CZ). Inthe forward
divisons, the BRUs are formed from the Field
Psychiatric Team (FPT) that isdeployed with each
of thedivisona Fd Ambs(two per divison). They
provide a period of rest and activity for those able
toreturnto duty (RTD). ThecorpsBRU islocated
in the RCZ and provides definitive treatment for
those not recoveringinthedivisona BRU. Those
casudties not recovering within 3to 5 daysin the
corpsBRU areevacuated to ahospital ascasudties.

EvacuaTioNn AND M EDICAL REGULATING

Point-of-Wounding to RAP. Theresponsibility for
evacuation from point-of-wounding to the RAP
rests with the battlegroup CO. He ensures that
the unit ambulances are distributed to the CAPs
and the RAP. There may also be a number of
ambulances from the supporting Fd Amb med-
sect availableto assist with evacuationtothe RAP
from the forward areas.

RAP to Dressing Station. The Fd Amb is
respons blefor bring thewoundedtothe DS. Some
ambulancesare pre-positioned with RAPswhilethe
remainder are pooled at the Forward Squadron
(Fwd Sgn) HQ which controls ambulance
deployment. When a pre-positioned ambulance
leavesthe RAP it isautomatically replaced by one
from the Fwd Sgn, thus maintaining a supply of
empty ambulances in forward areas. If tracked
ambulancesarerequired, they transfer casualtiesto
a wheeled ambulance at an AXP. The AXP is
controlled by the Fwd Sgn HQ.
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Dressing Station to Field Hospital. This is a
divisional responsibility and isaccomplished by
the ambulance regiments Royal Corps
Transportation (RCT). The RCT deploysone or
more squadrons to each division; the Fwd Sgn
HQ deploys to the rear of the divisiona area,
and itstroopswith someof itsambulances deploy
forward to the DS. An ambulancethat |eavesthe
DS for the FH is automatically replaced by an
empty one from the ambulance squadron HQ,
whilethe original ambulance returnsto Fwd Sgn
HQ after it has unloaded its patients at the
hospital. This ensures that there is always a
supply of empty ambulancesin forward aress.

Field Hospital to Evacuation Hospitals, Ports, or
Airheads. Thisevacuationisaccomplished by a
mixture of ambulance regiments, ambulance
trains, helicopters, and aircraft. The exact mix of
these evacuation platforms depends on the
particular terrain and operational scenario in
which the troops are deployed.

Aeromedical Evacuation (AIREVAC). Theuse
of AIREVAC at all roles is preferred as it
increasestheresponsivenessand flexibility of the
system. AIREVAC within the CZ is provided
primarily by helicopters, although Fixed-Wing
(FW) aircraft may beusedif suitableairfiel dsexist
andtherearelargedistancesinvolved. AIREVAC
out of the TO to definitive care in the UK is
accomplished by FW aircraft. Elements of the
Roya Air Force (RAF) Medical Services are,
therefore, normally deployed at evacuation
airheadsto coordinate thisinter-theatre transfer.

ADDITIONAL MEDICAL SERVICES

Dentd Services. Routinedental support isprovided
by Dental Corps personnel in Fd Ambs and in
hospitals. Maxillofacia surgeons are deployed in
selected field and general hospitals to provide
specialist treestment asrequired. Dental officersnot
required asdentistsinwar are employed as Combat

Anaesthetic Support Officers(CASOs) in hospitals.
Dental technicians not required to perform denta
services in war are employed as transfusion
assistants and act as supervisors for casualty
decontaminationteams.

PVNTMED Services. All personnd are taught
elementary hygieneduring basictraining. Refresher
training is provided yearly. TheRMOisthe CO’s
adviser on PVNTMED, although a specified
number of regimental officersand other personnel

indl unitsaregivenfurther trainingin specificduties
(e.g., rodent control, water purification, and maaria
prevention). Providing specialized PYVNTMED
consultation and support isaRole 2 responsbility.
Eachdivisond Fd Amb and somebrigade Fd Ambs
have environmental health officeswhich consist of
anumber of environmental health inspectors and
assgtants. The section provides speciaist advice
and some assstancein:

= Rodent and sanitary control.

®  Dignfestation and disinfection.

®  Food sanitation and water potability.

= PVNTMED aspects of NBC operations.

®  Sdection of bivouac Sites, refugee camps, and
enemy prisoner of war (EPW) compounds.

Laboratory Services. Laboratory facilities are
found in hospitals only. Specialized laboratory
servicesremain in the UK inwar.

Blood Supply Services. All hospitals have blood
doragefaciliiesandasmal locd bleeding capability.
The Field Medicd Equipment Depots (FMEDS)
have organic blood supply sections that store and
issueblood. Supply totheTOisviathe Army blood
supply depot inthe UK, to airheads detachmentsat
arfields, by air to airhead detachmentsin the TO,
tothe FMEDSs, and thento the hospitals. Transport
isininsulated polystyrenecontainersor indectricaly
operated containersthat can hold up to 3,000 units
of blood each.
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Pharmaceutica Services. TheUK doesnot employ
separate pharmaceutical services; rather, each
medical organizationisrespongblefor providinga
pharmaceutical service. The supply of drugs,
dressings, and medical equipment is the
responsibility of Fd Amb quartermasters, hospital
pharmacists, and qualified pharmacy techniciansin
themedical supply organization.

MEebicaL M ATERIEL AND SUPPLY

Generd. Hedth servicesmaterid support (logistics)
is an integral part of the HSS system. Included
under the broad heading of medica materie is
medica equipment (e.g., surgical instruments and
panniers), mgjor items (e.g., X-ray machines), and
consumable medica items (e.g., pharmaceutica,
dressings, blood substitutes, and medica gases).
The medical materiel support units are under the
control of themedical commander a eachlevel and
areestablished forward d ong the patient evacuation
routes to control the storage and distribution of
medical materiel. The medical materiel
replenishment system is managed separately from
thegenerad supply system, sothat patient evacuation
transportation can beused for both thedelivery and
the backloading of health servicesmateridl.

Medical Materiel Resupply. Replenishment of
materid isdone by the next rearward MTF and/or
an field medical equipment depot (FMED) using
returning evacuation transport, both air and ground.
To minimize depletion of forward stocks, the
principle of property exchange applies throughout
the evacuation system for fast moving items like
blankets, stretchers, and splints. They resupply the
hospitals and Role 2 units, which in turn, are
responsible for resupply to the forward divisions.
Resupply isdirected forward to thefield ambulance
(Fd Amb) dressing station (DS) by the ambulance
squadrons. The DS resupplies forward deployed
units by using their returning ambulances for
backhaul of supplies.

SocksHeldin TO. Fd Ambshold 7 daysof supplies
while the hospitals maintain 10 days of supplies.
Each FMED holdssufficient scocksto bring dl units
initsareaup to 20 days of supplies.

Maintenance of Specialized Medical Equipment.
The Roya Electrical and Mechanical Engineers
(REME) provide specialized medica equipment
technicians who are assigned to al hospitas and
FMEDSs. The technicians are responsible for
maintenance of any specidized medica equipment.

CoMMUNICATIONS/L 1AISON

Communications.

Medical staff at HQs establish and maintain
communicationswith:

" G1—G4 HQdementsintheir own HQ.

m  Medica staffsin the next higher and lower
level HQ.

®»  Medicd gaffsinadjacent HQsat thesameleve.

m  Medical gaffs of the same level HQ of other
national forces operating in their areas.

Liaison.

Allies. Theprovisionof HSSisin principleanationa
responsibility. However, QSTAGS, other bilatera
or multilateral agreements, and published doctrina
literature state that alied nations provide HSS to
patients of other nationson the samebasisthat they
would provide for their own personnel. These
agreementsinclude but are not limited to:

®  Mutud assstancein patient careand evacuation.

®  Trandfer of patientsto National Health Services
(NHS) facilitiesor instalations.

®  Mutud asd stancewith hedth servicesmaterid.

®  Coordinated actionsin communi cablediseases
and vector control.
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= NBC protection.
®  |nformation and support by liaison teams.

Implementation. The implementation of these
agreementsiseffected by the senior health services
commander who, where necessary, details liaison
teams. The transfer of casualties belonging to
another member nationtotheir own nationd MTFs
may be delayed, with the mutual consent of the
countriesinvolved, until the patient has arrived in
the UK.

HSSINn A NBC ENVIRONMENT

General. There aretwo particular aspects of HSS
operations in a chemica environment that should
be emphasized:

PVNTMED. The medica authorities continue to
assst in devel oping measures to negate the effect
of CW (prophylaxis, protection, and procedures)
and to advise commandersof the problemsinherent
in CW (such asthe adverse effects of some of the
prophylacticsand potentia heat Stressarisng from
some personal protective equipment).

Treatment of Chemical Casualties. The Medical
Services must be able to manage both chemical
casualties and those casudties with conventional
woundsthat have been contaminated by CW agents.
Treatment of conventional injuries must still
continue; thiswill be particularly difficult in front
line units where there is no collective protection
(COLPRO). Wounds require dressing and IV
infusions need inserting while breaches in the
individua protection suits must be repaired. The
RAP and DS have a series of drugs to treat the
effect of chemical agents but there may be cross-
reactionswith other drugsadministered (particularly
some anaesthetic agents). Chemical agents may,
therefore, result in avery complex clinical picture
and physicians are assigned down to DS leve in

order to advise on genera management. Positive
pressure ventilation must be available in forward
areas. All ambulances are being fitted with
multioutlet ventilatorsand aground roleversionis
in servicewith the Fd Ambs and hospitals.

Management intheField. A casudty isgiven both
conventional and chemical first-aid. If necessary,
he or sheisplaced in an NBC casualty bag or half
bag (the latter alows the casudty to wak) and
evacuated to the RAP and then to the DS. At the
DS, thecasudty ismonitored for contaminationand,
If necessary, is decontaminated. If resuscitationis
required and the DSitsdlf isin acontaminated area
the casudlty is transferred to the mgjor trestment
area, whichisinsde an inflated COLPRO shelter,
before being placed inside a casualty bag for
evacuation to the hospital. The hospita also has
COLPRO to protect its essentid areasif it issted
In acontaminated area.

Evacuation. Once the enemy has used chemicd
agents, dl ambulances forward of the DS or those
definitely known to be operating in acontaminated
area are presumed to be contaminated. Strict
controls may be imposed from the rear of the
divisional area to prevent any “dirty” vehicles
spreading contamination to hitherto clean areas.
These drict controls lengthen and complicate the
evacuation plans.

VETERINARY SERVICES

The UK VET sarvice is not currently part of the
Army Medical Service (AMS). The Roya Army
Veterinary Corps(RAV C) isheaded by the Director,
Army Veterinary and Remount Service (DAVRS)
in the Ministry of Defense (MOD). Inwar they
can provide VET hospitals, remount depots, mesat
inspection sections, and animal purchasing
commissions by the redeployment of personnel
from peacetime establishments.
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CANADIAN ARMY HEALTH SERVICE SUPPORT
ORGANIZATIONS AND FUNCTIONS

GENERAL

Thischapter portraysthe Canadian Army Health
Service Support (HSS) system operating within
the ABCA Armies and the roles of support.

THEATRE OF OPERATIONS

The CA HSS system within a theatre of
operations (TO) is organized into roles which
extend rearward throughout the area of
operations (AO). The capability of each roleis
designed to:

®  Meet the characteristics of the operational
environment.

m Play a specific role in the progressive
treatment, evacuation, and hospitalization of
sick and injured personnel.

Roles. The responsibility for evacuation of
patients is from higher to lower (the more
rearward role collects from the forward role).
The organization for all aspects of HSS is
designedto beflexible. Thehigher rolesof HSS
provide replacement personnel to forward health
services unitswhen required. Roles of HSS for
the CA Brigade Group (Bde Gp) areillustrated
in the Annex to this chapter, Figure 7-1.

Evacuation. Owing to the anticipated high
casualty rates in a general war, heath services
doctrine is designed to provide sustaining care
and evacuation to those sick and injured who
cannot bereturned to duty (RTD) quickly. Enemy
prisoners of war (EPW) are treated in the same
manner as other patients and are evacuated out
of the combat zone (CZ) as soon as possible.
Patients are cared for and evacuated through the
combined HSS system until they can safely be
transferred to their own national system. Strategic
evacuation can be accomplished by national,
allied, or acombination of resources.

Communications. Thecommanding officer of the
field ambulance (Fd Amb) is also the Brigade
Surgeon (Bde Surg) and is the health services
adviser to the Bde Commander.

Combat Zone. The CZ HSS is provided by a
two-tier system: the unit and the Bde Gp. Each
role has its own evacuation resources and is
responsiblefor evacuation from forward medical
treatment facilities (MTFs). The Fd Amb
provides Role 2 support to units of the Bde Gp
and Role 1 support to unitswithout organic health
serviceselements.

PRrRINCIPLES OF EMPLOYMENT

General. The HSS system employed during all
phases of war is designed to provide patient
treatment facilities as far forward as possible,
rapid evacuation of patients, and sufficient health
services materiel to support the operation. HSS
at Roles 1 and 2 provides patient management
and lifesaving treatment for the sick and injured.
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HSSin the Advanceto Contact.

General. Health service unitsare deployed before
the attack in accordance with the overall
operational plan. Prior deployment permits the
uninterrupted HSS of forces moving in the
advance to contact. When the vanguard forceis
battalion size or larger, organic health services
resources are normally reinforced by supporting
close support elements.

Unit Medical Platoon. A unit Medical Platoon
(Med PI), commanded by a medical officer, is
organic to all combat arms units. The unit Med
M receives additional HSS from the Fd Amb
which may include Medical Company (Med Coy)
elements and ambulance resources. Patientsare
evacuated to a designated casualty collecting
point (CCP) or to the nearest treatment element.
The unit Med Pl normally carries out tailgate
treatment. In fast-moving operations, patients
may be “nested” along the evacuation route, to
bereceived by theadvancing Unit Medical Station
(UMS).

Fd Amb. Patients from the advancing force are
normally evacuated directly to aBrigade Medical
Station (BMS). Supporting air ambulances are
used whenever possible. The establishment of
the BMS is dictated by factors such as terrain,
weather, and road networks. Such facilitiesmay
be established by one or more platoons of the
Med Coy of the Fd Amb.

Medical Company. Health services facilities
should be sited well forward during the advance-
to-contact phase, however, should the distance
become too great between the MTFs, aFd Amb
Med Coy may move elementsforward in support
of the advancing formation.

HSS in the Attack.

General. The attack normally produces the
heaviest patient work-load. HSS elements must

maintain close contact with the attacking forces.
HSS elementsare normally located on the flanks
of the attacking forces. Patients are evacuated
in order to clear forward MTFs, ensuring
evacuation does not cross aroute designated for
combat traffic.

Unit Med PI. Toenhanceitscapabilities, theunit
Med Pl of the attacking battalion may be
augmented from the Fd Amb. Company medical
assistants must continue to provide emergency
medical treatment (EMT) to patients awaiting
evacuation when companies are temporarily
isolated from their HSS. The Med Pl uses unit
resources to transport casuaties from the CCP
to the UMS.

Fd Amb. Elements of the Fd Amb deploy to a
designated arearear of theforward brigade being
supported. The Ambulance Company
commander establishes apool of ambulances at
an Ambulance Relay Point (ARP) along the
evacuation route to provide a flexible time
element during evacuation.

Bde Surg. The Brigade Surgeon (Bde Surg) may
allocate a greater number of hisor her resources
insupport of manoeuvreformationson the attack.
Thecontrol of air anbulancesand their priorities
of evacuation depends on availability and the
tactical situation.

HSS in Retrograde Operations.

General. HSSin retrograde operations may vary
widely depending upon the operations and enemy
reaction. Elementsmoving to therear must carry
their patients with them. Combat units moving
to the rear may bring patients in batches and be
required to drop them off at thefirst MTF.

Evacuation. Successful evacuation of casualties
on mission support requests (M SRs) requiresthe
operational commander to include ambulances
on the list of priority movements. Special
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emphasison proper sorting and rapid evacuation of
patientslessensthe need for establishing complete
medical stationsen route. Additionally, formation
commanders make the decision asto whether or
not patientsareto beleft behind. Health services
personnel and suppliesareleft with patientswho
cannot be evacuated.

Unit Med Pl. The unit Med Pl may have
ambulance resources attached from the Fd Amb
to transport patients rearward. In some cases,
patients are left at designated CCPs to be
evacuated by an element of the Fd Amb. The Fd
Amb may assign amedical section and ambulance
resources to the rear of the main body. These
elements collect patients at collecting points
designated in the formation HSS and evacuate
them to the next brigade medical station (BMYS).

Bde Surg. The Bde Surg establishes as many
MTFs as required along the evacuation route.
Evacuation is directed to a CCP along the main
withdrawal route. The HSS plan should include
the requirement for MTFs to leapfrog to ensure
that the next rearward location isalways occupied
by a facility prepared to function before the
forward location closes down. Should the
OPLAN include the rearward passage of lines,
the HSS plan for both formations should specify
that the passing formation shall transport itsown
patients to the rear.

Wthdrawal Preparation. The Bde Surg ensures
that the preparation for the withdrawal includes
distribution of extra consumable health services
supplies and nonexpendable exchange items to
each health servicesunit or element. Thisspecia
allotment is required to overcome abnormal
isolation of treatment elements and the
intermittent operation of the evacuation system
in the withdrawal. The Bde Surg allocates a
greater portion of ambulance resources forward
and coordinatesthe contingency plansto augment
evacuation with nonmedical transportation. All

availableair ambulancesareused to reducethetime
between injury and treatment.

HSS in the Defence.

General. Defensive operationsarevaried actions
to prevent, resist, repulse, or destroy an enemy
attack. The fundamental forms of defense are
mobilewith no fixed front and static areadefense.
HSS during the defense must be flexible and
mobile due to the depth and dispersion of the
mobile defense. Planning must ensure that the
different zonesof operations have sufficient health
servicesresources, including reserves, until areas
of casualty density are defined.

Unit Med Pl. Theunit Med Pl iscentrally located
for protection and for shorter evacuation routes.
The normal evacuation sequence is maintained
with unit resources bringing the patients to the
Unit Medical Station (UMS). Ambulancesfrom
the Ambulance Company collect the casualties
from the UMS and transport them to the BMS.
Theunit Med Pl ismobile and can providebasic
tailgate support.

Fd Amb. The Fd Amb establishes one or more
BMS'sto therear to avoid interference with the
reserveforce. The CO initially send out staging
facilities formed from sections of the Med Coy
until casualty densitiesare established. A reserve
of ambulancesisretained until the direction and
scale of the enemy attack is known.

Bde Surg. The Bde Surg assessestheimportance
of the reserve combat forcesrole in the defense
and includes that assessment in the HSS plan.
Some of the resources from the Fd Amb are
withheldinitialy, for immediate commitment in
support of the reserves or to upgrade the BMS.
Should the evacuation system be disrupted,
surgical and patient holding teams are detached
forward fromaFH to forman Advanced Surgical
Centre (ASC) at the BMS.
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HSSin Parachute Operations.

Role 1. The parachute companies of the light
infantry battalions have organic HSS. Evacuation
vehicles are light and have the capability to be
air-dropped, along with pallets of health services
supplies. Company medical assistants treat
patientsat the Drop Zone (DZ) and leave markers
to identify their locations. Casualties are moved
to a CCP or UMS by stretcher-bearers in
nonmedical vehicles, as required. During the
initial assault phase, patientsrequiring evacuation
fromthe airhead are gathered on thelanding strips
in the brigade area and are airlifted to MTFsin
the CZ or COMM Z.

Role 2. Once an airhead has been established,
the supporting Fd Amb employsamedical station
near thelanding zonelocated centrally intheforce
sector. The Fd Amb may be reinforced by other
close support or general support health service
resources to assist in holding, stabilizing, and
loading patients.

HSS in Other Operations.

Assault River Crossing. To provide treatment
and reduce cross-river evacuation, elements of
the Fd Amb cross as soon as operations allow.
Maximum use of aeromedical evacuation (AME)
resources prevent excessive build up of patients
infar-shoremedical stations. Near-shoremedical
stations are placed as far forward as the assault
operations permit.

Operationsin a Special Environment.

= Mountain. HSSischaracterized primarily by
the difficulties encountered in movement.
Theinaccessibility of certain regionsrestricts
evacuation and treatment capabilities. AME
isthe primary meansfor safeand rapid HSS.

= Coldweather and arctic. Combat troopsand
HSS personnel should have training,

experience, and self confidenceintheir ability
to work in adverse weather conditions.
Through practice and experience, many cold
weather injuriescan be prevented. Provisions
are made for heated shelters at frequent
intervalsalong the evacuation route. Special
over-snow vehiclesfor surfaceevacuation are
required when air transport is not feasible.
Heated panniers are used to protect health
servicessupplies.

Fighting in Built-up Areas. These operations
are dominated by the influence of man-made
features concentrated along natural terrain
corridors which offer the defender an in-depth
system of battle positions. This leads to
communication and transport difficulties,
resulting in the separation and isolation of units.
Normal organic health servicesresourcesand area
support are augmented with personnel,
equipment, and increased health services supply
levels. Personnel are assigned to restore public
facilities to aleviate some of the HSS required
for civilian casualties.

Unitsand Formations Detached to Other Nationa
Forces.

Attached Units. When aunit or formation of one
nation is attached to another nation’s forces, it
should be sdlf-sufficient. Problemsthat may occur
with incompatible systems or communications
must be resolved prior to the operation. The
Senior Medical Officer of the detached unit must
liaise with the commander of the health services
unit towhichtheunitisattached. Any additional
transportation required by the detached unit is
provided by its parent formation.

Evacuation. Doctrinal differences in patient
evacuation between the nations may cause abreak
inthe evacuation system. Thissituation must be
resolved prior to the commencement of the
operation.
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MEebicaL TREATMENT

Medicd careltreatment is organized into roles of
support. It isdesigned to provide continuous care,
protection, and hospitalization of all military
personnel, both allied and EPW, and affected
civilians. Treatment begins at the point-of-injury
with buddy aid or sdf aid. All military personnd
aretrained in combat first-aid. Treatment facilities
may be bypassed at any timeduring the evacuation
processdepending onthe patient’ scondition. Hedth
servicesorgani zationg/trestment facilitieswithinthe
CA treatment and evacuation system are;

Unit Med Pl. The unit Med Pl (Figure 7-2) isan
integral medical element in mgjor units, capable of
providing Role 1 treatment fromaUMS. Patients
areinitialy givenfirst-aid/buddy aid, then collected
together, sorted into priorities for treatment and
evacuation, provided with EMT, and prepared for
evacuation. Animportant part of this preparation
includes the prevention and treatment of shock.
Treatment at thisroleincludesthe beginning of 1V
fluid adminigtration, the control of hemorrhage, and
the establishment of an airway.

Fd Amb. The Fd Amb is the main close support
hedlth servicesorganization. TheFd Ambistallored
to provide Role 2 support to a Bde Gp. The Fd
Amb Med Coy (Figure 7-3) has four
Med PlIs, each of which iscapable of operating a
BMS. One or more of the Med Pls may deploy
forward to maintain appropriateinterval sbetween
staging facilities.

Medical Sections. Each Med Pl hastwo medical
sections, each of which may operate a staging
facility. Patients requiring resuscitative and
stabilizing treatment before proceeding further
intheevacuation chainistreated at thisrole. The
BMS has a limited evacuation policy of up to
72 hours capability which is dictated by its
required mobility and the tactical situation. An
ASC may be located at the BMS from a FH to
provide surgical support as required.

EvacuaTioN AND M EDICAL REGULATING

Ground Evacuation. Evacuation of patients is
normally accomplished by the next higher role of
HSS. However, theunitisresponsiblefor moving
patients from the point-of-wounding to aUMS,
where Role 2 evacuation elements from the Fd
Ambtakeover. Thekey tothisevacuation system
is the strict control of ambulance movement
through an ambulance shuttle system.
Ambulances must not be permitted to sit idly in
the rear areawhile patients accumulate in either
the UMS or the BMS. Patients are transported
to the BMS for stabilization or resuscitation if
required, or to aRole 3 treatment facility should
immediate lifesaving surgery be required.
Figure 7-4 shows how evacuation resources are
utilized and Figure 7-5 depicts a medical
evacuationinaCZ.

AME. The use of ar evacuation is the preferred
method of evacuation as it increases the
responsiveness and flexibility of the system. The
primary mission of the air ambulance units is to
provide AME for selected patients. Thesecondary
missionisto provide emergency movement of HSS
personnel and equipment and the uninterrupted
delivery of blood and medical supplies.

AME within the CZ is provided primarily by
helicopters. Patient destination isbased on patient
needs and the location of supporting MTFs.

Medical Regulating. Medical regulating within
aTo:

Controls, reports, coordinates, and processes
requests for patient movement to patient
treatment facilities. It is most effectively
accomplished when it functions from the HQ
which controls the evacuation means and the
destination MTF. Thus, medical regulating to
Role 3 MTFs supporting the CA Bde Gp would
be accomplished by allied resources.
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ADDITIONAL MEDICAL SERVICES

Dental Services. A dental platoonisintegra tothe
Fld Amb, providing Role 1 and 2 dental support to
thebrigadegroup. Thedenta servicespromoteand
maintain ahigh standard of oral hygiene. During
combat, dental emergencies, including both disease
and trauma are treated on a continuing basis.
Treatment of maxillofacia woundsisundertakenin
cooperation with the medical servicesat MTFs.
Prior to and after combat, routine dental treatment
isprovided to eliminate dental diseaseand restore
optimum function. The Dental Platoon provides
paramedical assi stance during periods of intense
combat when medical resources are likely to
become overextended.

PVNTMED Services. The CA Forcestrain its
personnel inpersona hygiene, and providesbasic
preventive medicine (PVNTMED) training in
environmental and occupational hazards.
Included in each major Role 1 field unit is a
PVNTMED technician to provide:

Advice on PYNTMED matters to the unit.

Technical supervision of PYNTMED measures
used in the unit.

Control of vector-borne and food-borne di seases.

Professional supervision of communicable
programs such asimmunizations.

Testing of water sources and recommending of
methods of purification.

Technical adviceon PYNTMED aspectsof NBC
operations.

Technical consultation concerning selection of
bivouac sites, refugee camps, and EPW
compounds.

Technical supervision of thedisposal of al forms
of waste.

Laboratory ServicesRole3. Laboratory services
are ageneral support resource and are therefore
not included in the CA ABCA structure.

Blood Bank ServicesRole 3. Blood bank services
are ageneral support resource and are therefore
not included in the CA ABCA structure.

Optometric/Optical Services Role 3.

Optometric/ optical services area a general
support resource and are therefore not included
in the CA ABCA structure.

Pharmaceutical Services. The CA HSS system
does not employ separate pharmaceutical units.
The medical materiel support for each unitisan
integral part of the HSS system and is managed
by pharmacists. The pharmacistin Role 2 facilities
provides specialty services in Health Service
Logistics (HSL).

HeaALTH ServicE LoaisTics

General. Health services materiel support is
an integral part of the HSS system. Included
under the broad heading of medical materiel is
medical equipment (e.g., surgical instruments
and panniers), major items (e.g., x-ray
machines), and consumable medical items (e.g.,
pharmaceutical's, dressings, blood substitutes,
and medical gases). The HSL units are under
the control of the medical commander at each
role and are established forward along the
patient evacuation routesto control the storage
and distribution of medical materiel. The
medical materiel replenishment system is
managed separately from the general supply
system, so patient evacuation transportation
can be used for both delivery and backloading
of health services materiel.
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Medicd StoresResupply. Replenishment of materiel
isnormally done by the next rearward treatment
facility and/or a HSL facility using returning
evacuation platforms. To minimizethedepletion of
forward health services stocks, the principle of
property exchangeappliesthroughout theevacuation
systemfor fast moving items(e.g., litters, blankets,
andsplints). Thefollowingistheunit health services
materiel resupply procedure:

Unit Med Pl. TheUnit Med Pl holdsabasicload
of 3dayssupply and receivesresupply fromthe Fd
Amb.

Fd Amb. TheFd Amb holdsabasicload of 3 days
supply, plus 1 day of resupply for each Med P
supported, and receives supplies from a
supporting HSL facility. Thus atotal of 4 days
of health services materiel is held organic to the
Bde Gp.

Medical Equipment Preventive Maintenanceand
Repair. Health services units are capable of
providing routine preventive maintenance for
medical equipment. Equipment beyond their
capability is backloaded to a supporting ABCA
health services maintenancefacility.

CoMMUNICATIONS/L IAISON

Communications.

Medical HQ. Medica HQ establish and maintain
communications from higher to lower HQs and
to left to right adjacent HQs at the same level.
Additionally, these HQ have the capability to
establish communicationswith airmobile rescue
operations and the Medical Services of other
allied unitsand national forces.

Combined Force. When operating as part of a
combined force, the communication electronic
instructions are exchanged, radio and field
telephone systems are checked to ensure

compatibility, and HQ communications staffs
coordinate and ensure that sufficient frequency
and band spectrum are available.

Liaison.

Allies. The provision of HSS isin principle a
national responsibility. However, it has been
agreed that ABCA nations provide HSS to
patients of other nationson the same basisasthey
would provide for their own personnel. The
agreements include but are not limited to:

® Mutual assistance in patient care and
evacuation.

®  Transfer of patientsto national health services
(NHS) facilitied/installations.

m  Mutual assistance with health services
materiel.

m  Coordinated actions in communicable
diseases and vector control.

= NBC protection.
®  |nformation/support by liaison teams.

Implementation. The implementation of these
agreements is affected by the health services
commander who, where necessary, detailsliaison
teams. For other member nation’s casuatiesin
the CA system, transfer of patients to national
medical facilitiesor install ations may be delayed
until arrival in continental North America

Communications Between ABCA Armies
Medical Services. CA has a mixture of secure
and unsecure setssimilar tothe U.S. The UK has
a grid system covering their AO that allows
automatic re-routing of transmissionsoutsidethe
grid system. CA radio communications systems
are generally unsecured in Health services
facilities in the forward combat zone (FCZ).
However, CA is capable of providing secure
communications as required.
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HSSiNn AN NBC ENVIRONMENT

General. Thetasksof the health servicesinNBC
environments are the same as in conventional
warfare. HSS elements carry out the same
functions with significant modifications which
include:

= Management of patientsto minimize disease
and injuriesfrom NBC weapons.

= Provision of HSS under mass casualty
situations.

®  Protection of health services personnel.

Treatment. Basic buddy/self aid isstill essential
in NBC environments. Initiating wound
dressings, 1V fluids, pain management, and the
reduction of shock can still be managed in the
forward areas, taking into account the time
needed to partially decontaminate patients.
Compl ete decontamination at formation facilities
allowshealth services personne to carry out more
comprehensivelifesaving medical treatment.

Management in the Field. Decontamination of
patients using formation resources is required
before any significant treatment or evacuation can

takeplace. Partid decontamination may berequired
inorder to giveemergency trestment, with complete
decontaminationtofollow. Health servicesresources
are not used to decontaminate other unitsor those
casuatieswho are capable of doing so themselves.
The NBC full or half bags may be used as far
forward asthe UM Sfor partially decontaminated
patients. An NBC decontamination unit may be
attached to a
Fd Amb. This unit normally carries certain
specialty items such as detection devices,
COLPRO, NBC suit shears, electronic heart
sensor for use outside of the suits, and blood
pressure clamps. It may asoincludean enlarged
treatment facility with COLPRO.

Evacuation. Ambulances forward of the BMS
or in an area of NBC attack are presumed to be
contaminated. Patientsbeing evacuatedin clean
vehicles must remain protected against
recontamination or chemical attack. Ambulance,
both tracked and wheeled, should have the
capability of providing this protection through
positive pressure and filtered ventilation.
Evacuation may have to be curtailed during a
biological attack in order to restrict the spread
of contamination.
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AUSTRALIAN ARMY COMBAT HEALTH SUPPORT
ORGANIZATIONS AND FUNCTIONS

GENERAL

This chapter portrays the Audralian (AS) Army
Hedlth Service Support (HSS) system operating
withinthe ABCA Armiesand therolesof support.

RecIMENTAL AiD Post (RAP)

Role. A RAP providesRole 1 medical support to
its parent unit.

Characterigtics. The size of the RAP varies with
thetypeand size of theunit of whichitispart. Inan
infantry battalion, the RAPisstaffed by themedica
platoon of the administrative company.

Tasks. Themedica platoon of aninfantry battalion
hasthefollowing tasks:

Maintenance of health within the battalion.
Treatment of the minor sick.

Collection, documentation and provision of
essential first aid to casudties.

Preparation of casudties for evacuation from the
battalion area.

Capahility. A RAPiscapable of providing Role 1
medical support to its parent unit.

Allocation. All mgjor units have aRAP. Smaller
unitsnormaly have someintegral medica support.
Where thisis not the case, personnd utilize other
medica unitsfor Role 1 medical care.

Organization. SeeFigure8-1inthe Chapter Annex.

BRIGADE ADMINISTRATIVE SUPPORT
BatTtaLioN MEDICAL COMPANY

Role TheBrigade Adminigtrative Support Battalion
(BASB) Medica Company is a Role 2 sub-unit

which provides collection, evacuation, and
treatment of casualties. The BASB Med Coy
also provides advice to supported commanders
on measures designed to promote health and to
prevent disease in independent brigade
operations.

Tasks. The tasks of the BASB Med Coy in
independent brigade operations are:

Evacuating casualties from unit medical
establishments (RAPS).

Acting as a RAP for local units without a
Regimental Medical Officer (RMO) on
establishment.

Treating and RTD those personnel who are fit
for duty.

Holding minor sick and injured, when necessary.
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Preparing patients for further evacuation.

Providing technical supervision of preventive
health personnel assigned in support.

Capabilities. BASB Med Coyscan provide Role
2 medical support to an independent brigade.
However, to remain effective during prolonged
periods of intense activity it requires:

Rapid and continual evacuation from treatment
sections.

Augmentation of personnel, equipment,
evacuation transport, and stretcher and blanket
pools at evacuation loading and unloading
terminals.

Guaranteed re-supply of medical stores.

Characteristics. Thecharacteristicsof the BASB
Med Coy are asfollows:

Itisnot administratively self-contained.

It is amobile sub-unit with the capacity to hold
75 patients on stretchersfor short periods of time.

Theunit hasno surgical capacity, but it may foster
a Parachute Surgical Team (PST) for short
periods pending deployment of afield hospital
(FH).

Thetreatment sections can operateindependently
and includelimited diagnostic facilities, but when
deployed, sectionsrequire administrative support.

The evacuation section with its ambulance
vehicles provides a limited casualty evacuation

capability.

A health officer isincluded in the establishment
to advise units on preventative health measures.

Organization.  See Figure 8.2.

FiELb AMBULANCE

Role. A field ambulance (Fd Amb) isa Role 2
unit which provides collection, evacuation and
treatment of casualties. It provides advice to
supported commanders on measures designed to
both promote health and to prevent disease in
operations other than independent brigade
operations.

Characteristics. A Fd Amb is a mobile, self-
contained unit with the capacity to hold
75 patients on stretchers for short periods. This
capacity may be varied by the attachment or
detachment of treatment sections. Other major
characteristicsincludethefollowing:

The unit has no surgical capacity. However, in
exceptional circumstances, it may foster asurgical
element for short periods pending deployment of
aFH.

Thetreatment sections can operateindependently
and include limited diagnostic facilities. When
deployed, sectionsrequire administrative support.

The evacuation section with its ambulance
vehicles provides a limited casualty evacuation

capability.

A health officer isincluded in the establishment
to advise units on preventative health measures.

Tasks. Fd Ambs are responsiblefor:

Evacuating casualties from unit medical
establishments (RAPS).

Acting asaRAPfor local unitswithout an RMO
on establishment.

Treating and return to duty (RTD) those
personnel who are fit for duty.

Holding minor sick and injured when necessary.
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Preparing patients for further evacuation.

Providing technical supervision of preventive
health personnel assigned in support.

Capabilities. Fd Ambs can provide Role 2
medical support to abrigade, however, toremain
effective during prolonged periods of intense
activity it requires:

Rapid and continual evacuation from treatment
sections.

Augmentation of personnel, equipment,
evacuation transport and stretcher and blanket
pools at evacuation loading and unloading
terminals.

Guaranteed re-supply of medical stores.

Organization. See Figure 8-3.

FieLo HospiTAL

Role. A FH is a Role 3 medical unit which
provides first formal surgery, including initial
wound surgery (IWS), and hospitalization for the
Serioudly IlI (SI) in the Joint Force Area of
Operations (JFAO).

Characteristics. A FHisamobile, self-contained
unit without sufficient transport to move itself.
Other major characteristicsof aFH are:

Themedical company contains both medical and
surgical elements. It has four treatment sections
and an intensive care section totaling 110 beds.

The treatment sections may be detached or
supplemented from other sources, varying the
total bed capacity. Care must be exercised to
ensurethat the effectiveness of the hospital isnot
diminished by detaching components.

The unit hasthree operating teams. In emergency
situations, one may be detached to support other
field medica units.

The diagnostic facilities (pathology and x-ray)
are available and can be included in any
detachment to support another field medical unit.

The unit does not have the ambulance resources
to participate in the casualty evacuation plan.

Tasks. FH areto:

Receive casualties evacuated from Fd Ambs,
BASB Med Coy and other sources.

Treat and care for sick and injured patients so
that they can be RTD, or stabilizethem for further
evacuation.

Provide a limited central sterilizing service for
other field medical establishmentsand alaundry
servicefor hospital lines.

Act asaRAPfor local unitswithout an RMO on
establishment.

Provide support to Fd Ambsand BASB Med Coy
by augmenting them with surgical and patient care
facilitiesin exceptional circumstances.

Provide dental services.

Capabilities. In conjunction with aFd Amb, the
FH can provide support to abrigade under norma

activity rates.

Organization. See Figure 8-4.

ForwaRD GENERAL HoOSPITAL

Role. A Forward General Hospital (FGH) is a
Role 4 medical unit, which provides
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comprehensivemedical and specialist servicesin
the AO.

Characteristics. A FGH is a salf-contained unit
capable of deployment. Its other major
characteristics are:

It has acapacity of 300 bedsfor the more S| and
injured.

It may be augmented, after deployment, to atotal
capacity of 500 beds.

It istransportable, but not self-mobile, requiring
logistic support for movement.

It can be accommodated in amix of expandable
shelters, tentage, and fixed buildings.

Tasks. FGH are to provide comprehensive
medical and specialist surgical treatment within
a JFAO, prepare casualties for evacuation, and
provide a specialist referral service for other
medical unitsand aRAP for local units without
an RMO on establishment.

Capability. FGH are capable of providing medical
and specialist surgical support inan JFAO.

Allocation. One per brigade deployed.

Organization. See Figure 8-5.

ForwaRD SurGicaL TEAM

Role. A Forward Surgical Team (FST) isaRole
3 medical unit, which providesforward surgical
support in the JFAO.

Characterigtics. A FST isalightly scaled rapidly
deployableunit with thefollowing characteristics:

It is normally attached to a level two medical
facility such as a Fd Amb or BASB Med Coy,

and it relies on the host unit to provide
administrative and logistic support.

It has limited pathology and x-ray services, and
it has no evacuation capacity.

It can recelve and treat small numbersof surgical
casualties on an ongoing basis or manage a
casualty surge for a period not normally
exceeding 24 hours.

It can perform up to 12 IWS operations or
resuscitate up to 36 priority one or two casuaties
in a24-hour period.

Casualties treated by an FST normaly require
subsequent evacuation to, and further treatment in
aFH.

It is deployable by air, land, or sea.

Tasks. A FST providesleved threemedicd facilities
to independent brigade operations where lines of
communication (L of C) extend casualty evacuation
timesto level threemedical care, beyond normally
accepted limits. Tasks are likely to include triage
and resuscitation, IWS, short term post-operative
holding, treatment of post-operative surgical and
emergency medical patients, and preparation of
patientsfor evacuation.

Allocation. FST can beallocated on the basis of
one per independent brigade deployed.

Organization. See Figure 8-6.

PARACHUTE SurcicaL TEAM

Role. A PST providesRoles1 and 2 medica support
to an independent parachute battalion group.

Characteristics. A PST is an airborne lightly
scaled unitwhichisrapidly deployableby air, land,
or sea and has the following characteristics:
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Itismedically self-sufficient for periodsof up to
72 hours but requireslocal administrative support
for itsmembersand patientsand, therefore, would
normally be attached to the battalion RAP or
collocated with admini strative support elements.

For planning purposes its surgical section is
capable of performing up to 70 operationsin a
72-hour period.

It has the capacity to hold and treat up to 70
surgical and medical patients for short periods
pending their evacuation from the battalion AO.

It has limited sterilizing, radiography, and
pathology capability.

It hasonly limited mobility using organic vehicles.
Tasks. A PST provides:

Level three medical support to an independent
battalion group, including triage and
resuscitation, IWS, post-operative holding and
treatment, holding and treatment for medical
patients, including the minor sick.

Level two medical support to an independent
battalion group by assisting the battalion’s
medical platoon with the evacuation of casualties
withinthe battalion AO and augmenting the RAP
in the treatment of minor sick and injured.

Allocation. A PST is alocated on the basis of
one per parachute battalion group.

Organization. See Figure 8-7.

PrevenTiveE M EbICINE COMPANY

Role. A Preventive Medicine Company (PMC)
assists in the conservation of manpower by
promoting the prevention of disease through

study, evaluation, and control of environmental
factors affecting the health of troopsin a JFAO.

Characteristics. A PMCisaspecidist unit staffed
and equipped to provide professional technical
advice and preventive/remedial measures
associated with the promotion of health and
prevention of disease. Further characteristicsare
that:

The PMC ismobile and self-contained.
The hygiene sections can operate independently.

The laboratory section has the capacity to carry
out occupational health and entomological
investigationsand analytical chemistry.

The field epidemiological section can conduct
surveysand investigate specific health problems.

Tasks. A PMC undertakes tasks which include:

Surveying and investigating in its area of
responsibility.

Advisingonlocal health problemsand supervising
sanitary engineering works necessary for disease
control.

Collecting, collating, analyzing, and
disseminating health intelligence, in conjunction
with formation medical staff.

Investigating the presence and local habits of
disease-carrying insect and animal vectors, and
supervising and assisting with measuresfor their
control, with special emphasison malaria.

Investigating and advising on matters related to
occupational health.

Conducting research when appropriate.
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Assisting with the instruction of units in the
principles and practice of health and disease
preventioninthefield.

Capabilities. Thecompany can provide Preventive
Health Support (PHS) of atechnical nature within
the JFAO.

Allocation. PMC are dlotted on the basis of one
per brigade within the JFAQO.

Organization. SeeFigure8-7.

BRIGADE ADMINISTRATIVE SUPPORT
BatTtaLiON DENTAL COMPANY

Role. A dentd company providesuptolevel three
denta support to abrigade sized formation.

Characterigtics. The dental company is highly
mobileand versatileinitscapability todeliver denta
care at different health support levels. It requires
adminigtrative fostering by the unit or formation
supported. Individual dental sections may be
deployed in support of smaler units or battalion
Sized groups.

Tasks Thetasksof adentd company areto establish
and maintain dental health, minimize the loss of
manpower through dental causes, and assist the
medical servicesinemergency or disaster Stuations.

Capahility. The dental company can provide up to
level three dental support, dependent onitsscaling
of dental equipment.

Allocation. One dental company is allocated
per brigade. Dental sections are allocated one
section per 1 000 dentally fit troops or one
section per 650 dentally unfit troops. Dental
sections are usually collocated with elements
of the BASB but may be deployed with other
units or formations being supported.

Organization. See Figure 8-9.

STRESS M ANAGEMENT TEAM

Role. A Stress Management Team (SMT)
provides psychological adviceto commanders
and their staffs within aJJFAO.

Characteristics. A SMT isnot administratively
self-contained, but is capable of operating with
other health support units or elements, and has
limited diagnostic capability but can provide
immediate crisis counseling.

Tasks. A SMT istasked to provide advice and
assistance in the identification and management
of combat stressreaction (CSR), psychological
assistance in the treatment of medical
casualties, the education of personnel in the
prevention of CSR, and conduct debriefingsin
accordance with Critical Incidence Stress
Management (CISM) procedures.

Organization. A SMT is comprised of one
officer and four Other Ranks (ORS).



QAP 82

Chapter Eight Annex Figure8-1through 8-9
HQ Regimental Medical Officer (RMO)
|
Medical Section Hygiene Section
Med Asst - 8 Stretcher Bearer Section Health Asst - 1

Stretcher Bearers - 19

Figure 8-1
Organization of the RAP of an Infantry Battalion

1 Offr
HQ 2 ORs
Treatment Sections Dental Sections
2 Offr/ 19 ORs 1 Offr / 3 ORs

Evacuation Sections

12 ORs

Figure 8-2
Organization of aBASB Med Coy
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X3 Treatment Dental Personnel Logistics
Sections Sections Sections Sections
2 Offr 1 Offr 2 Offr 2 Offr
19 ORs 3 ORs 19 ORs 19 ORs

Evacuation Section

12 ORs

Figure 8-3
Organization of aField Ambulance
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HQ 2 Offr
4 ORs
43 Offr . 4 Offr e
87 ORs Medical Company 67 ORs Administrative Company
HQ 3 Offr HQ 1 Offr
10R
Personnel Logistics
Section Section
1 Offr / 7 ORS 3 ORS
X3 X4
Path Op Team Dent ICU X Ray/Physio Treatment Outpatients
Section Clinic
2 Offr g 82 r 1 Offr 6 Offr 3 Offr
9 ORs s
2 ORs 10 ORs 3 ORs 4 Offr 3 ORs
11 Ors
Figure 8-4
Organization of aField Hospital
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HQ 2 Offr
10R
| |
Administrative Wing 7 Offr Clinical Wing 88 Offr
‘ 115 ORs 171 ORs
[ \ \
Personnel Logistics Preventive Medicine
3 Offr 3 Offr 1 Offr
26 ORs 83 ORs 6 ORs
[ [
Surgical Services 58 Offr Medical Services 20 Offr
88 ORs 48 ORs
| |
HQ 1 Offr HQ 1 Offr
| |
\ \ \ |
Op ICU Wards CSSD Medical X3
Theatre Wards 19 Offr
22 Offr 19 Offr  (X3) 5 Offr 1 Offr 48 ORs
24 ORs 6 ORs 16 ORs 10 ORs
|
Clinical Support Services
‘ ‘ ‘ \ A&D 10 ORs
X Ray Path Pharm Physio RAP Office
2 Offr 3 Offr 1 Offr 4 Offr 1 Offr
6 ORs 8 ORs 5 ORs 6 ORs
Figure 8-5

Organization of aForward General Hospital
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4 Offr/ 6 ORs

3 Offr/ 7 ORs

Ward Section

Theatre / ICU Sect

1 Offr
HQ | 4O0Rs
[
Figure 8-6

Organization of aForward Surgical Team

Triage / Resus Sect

2 Offr / 2 ORs

HQ 1 0Offr/ 1 OR
\
[
Surgical Sect Ward Sect Evacuation Sect
6 Offr / 4 ORs 2 Offr/ 5 ORs 4 ORs
Figure 8-7

Organization of a Parachute Surgical Team

HQ 2 Offr
15 ORs

Field Hygiene Section

Laboratory Section

Epidemiological
Section

4 ORs

X4

3 Offr/ 5 ORs

Figure 8-8

HQ |1
9

1 Offr/ 2 ORs

Organization of a Preventive Medicine Company

Offr
ORs

Dental Sections

1 Offr
3 ORs

Figure 8-9

Organization of a Brigade Administrative Support Battalion Dental Company
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APPENDIX A QAP 82
DISEASE CODES

Thisappendix providesalisting of the disease codes used by the ABCA Armies. When using these
codes, al three digits are to be used.

Table A-1. Disease Codes

DISEASE CODE DISEASE CODE
Cholera 001 Rubella 056
Typhoid and paratyphoid 002 Yellow fever 060
fevers

Other salmonellainfections 003 Dengue 061
Bacillary dysentery 004 Viral encephalitis (unspecified) 065
Bacterial food poisoning 005 I nfectious hepatitis 070
Amoebiasis 006 Epidemic parotitis 072
Other enteric infections 008 Mononucleosis 075
Pulmonary tuberculosis 010 Epidemic louse-borne typhus 080
Plague 020 Rickettsioses 082
Tularaemia 021 Q-Fever 083
Anthrax 022 Malaria 084
Brucellosis 023 Relapsing fever 087
Melioidosis 024 Syphilis 090
Diphtheria 032 Blennorrhea (gonorrhea) 098
Scarlet fever 034 Venereal ulcers 099
Erysipelas 035 L eptospirosis 100
Meningococcal infection 036 Schistosomiasis 120
Tetanus 037 Pediculosis 132
Acute poliomyelitis 045 Scabies 133
Smallpox 050 Influenza 487
Chicken pox 052 Other (if this codeis used, give details) 989
Measles 055
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LEGEND:

X = Ratified

- = Non-ratified

R = Ratified with reservations
Blank = Not participating

4 XIANHAddV

Serial QSTAG TITLE SUB- CUSTODIAN STATUS DATE PARTICIPANTS RELATED RESUME REMARKS
NO. No. TASK ARMY SIGNED A N AF DOCUMENTS
(a) (o) () (d) () @ &) ) ) )] K)
1 230 Morphia Dosage us Current 23 Jan 85 us XX X Associated No Amdt 1 dated 27 Feb 90
(ed 2) UK X X X with
CA X X X STANAG
AS XX X 2350
NZ X- -
2 236 Medical Gas G8e(1) us Current 8 Apr 71 us XX X Associated No Amdt 3 dated 14 Aug 89
Cylinders UK X X X with
CA X X X STANAG
AS XX 2121
NZ X- -
3 245 Minimum H31(4) us Current 10 Scp 85 | usx X Associated No STANAG under review
Requirements for (Ed 2) UK X X X with
Water Potability CA X X X STANAG
and Long Term AS XX X 2136
Use NZ X- -
4 248 Identification of us Current 27 Scp 88 us x X Associated No This QSTAG has not been
Medical Materiel (Ed 2) UK X X with amended since the issue of
to Meet Urgent CAX X STANAG Ed 2 in Scp 88.
Needs ASX R 2060
Nz X- -
5 287 Procedure for AS Current 15 Jul 87 us XX X Associated Yes
Reporting and (Ed 3) UK X X X with
Initial Disposition CA X X X STANAG
of Unsatisfactory AS XX X 2907
Medical Materiel NZ X- -
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A&D
ABCA
ABO
ALP
AIREVAC
AMS
AO
AOR
ARP
AS
ASC
ASMB
ASMC
ATM
AXP

BAS
BASB
Bcas
Bde Gp
Bde Surg
BF
BFC
BMS
BRU
BSA
BW

C2

CA

CAP
CASO
CCP
CHL
CHS
CISM
CMG
COLPRO

PART 1.

GLOSSARY QAP 82

ABBREVIATIONS AND ACRONYMS

admission and discharge
American, British, Canadian, and Australian
A, B, and O blood groups
ambulance loading point
aeromedical evacuation

Army Medical Service

area of operations

area of responsibility
ambulance relay point
Australia

advanced surgical centre

area support medical battalion
area support medical company
advanced trauma management
ambulance exchange point

battalion aid station

brigade administrative support battalion
battle casualty

brigade group

brigade surgeon

battle fatigue

battle field casualty

brigade medical station
battleshock rehabilitation unit
brigade support area
biological warfare

command and control

Canada

company aid post

combat anaesthetic support officers
casualty collecting point

combat health logistics

combat health support

critical incidence stress management
Canadian Medical Group

collective protection
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Glossary Part I. Abbreviationsand Acronyms
COMM ZzZ communications zone
CONUS continental united states
COSCOM corps support command
CSC combat stress control
CSH combat support hospital
CSR combat stress reaction
CSsD central sterile stores depot
CTR casualty treatment regimes
Cw chemical warfare
Cz combat zone
DAVRS Director, Army Veterinary and Remount Service
DMHS division mental health section
DMHS division mental health section
DMOC division medical operations centre
DNBI disease and nonbattle injury
DOD Department of Defense (US)
DOW died of wounds
DS dressing station
DSA division support area
DTG date time group
DZ drop zone
EMT emergency medical treatment
EPW enemy prisoner of war
FCZ forward combat zone
FEBA forward edge of the battle area
FGH forward general hospital
FH field hospital
Fd Amb field ambulance
FMC field medical card
FMED field medical equipment depot
FSMC forward support medical company
FPT field psychiatric team
FSB forward support battalion
FSH forward surgical hospital
FST forward surgical team (US); field surgical team (UK, N2Z)
FW fixed-wing
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Fwd Sgn forward squadron
G1 Assistant Chief of Staff, G1 (Personnel)
G2 Assistant Chief of Staff, G2 (Intelligence)
G3 Assistant Chief of Staff, G3 (Operations)
G4 Assistant Chief of Staff, G4 (Logistics)
GH general hospital
HHC headquarters and headquarters company
HHD headquarters and headquarters detachment
HN host nation
HNS host nation support
HQ headquarters
HSC headquarters and support company
HSL health service logistics
HSM health services materiel
HSS health service support
HUB hospital unit, base
HUH hospital unit, holding
HUM hospital unit, medical
HUS hospital unit, surgical
ICU intensive care unit
IEG information exchange group
SO International Organization for Standardization
IV Intravenous
IWS initial wound surgery
JFAO joint force area of operation
KIA killed in action
LOC lines of communication (US)
L of C lines of communications
MASF mobile aeromedical staging facility
MBA main battle area
Med A medical assistant
MEDCOM medical command
Med Coy medical company
MEDLOG medical logistics
Med Pl medical platoon
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MEDSITREP medical situation report
MES medical equipment set
MIA missing in action
MIH Medical Interoperability Handbook
MMR medical materiel requirement
MOD Ministry Of Defence
MRO medical regulation office
M SB main support battalion
MSMC main support medical company
M SO medical supply office
MSR mission support request (US)
MST medical support team
MTF medical treatment facility
MWD military working dog
NPOC national point of contact
NATO North Atlantic Treaty Organization
NBA nonbattle accident
NBC nuclear, biological, and chemical
NBI nonbattle injury
NHS National Health Service
NP neuropsychiatric
NYD not yet diagnosed
NZ New Zealand
OMF originating medical facility
OPLAN operations plan
OR operating room
OR other rank
PA physician assistant
PHS Preventative Health Support
PMC preventive medicine company
PST parachute surgical team
PVNTMED preventive medicine
QAP Quadripartite Advisory Publication
QSTAG Quadripartite Standardization Agreement
QWG Quadripartite Working Group

Glossary-4
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RAF Roya Air Force
RAP regimental aid post
RAVC Royal Army Veterinary Corps
RBC red blood cell
RCT Royal Corps Transportation
RCZzZ rear combat zone
REME Royal Electrical And Mechanical Engineers
REST CODE restriction code
RMO regimental medical officer
RTD return to duty
RUM reciprocal use of materiel
SD sick/disease
Sl serioudly ill
SIMLM single integrated medical logistics manager
SMO senior medical officer
SMT stress management team
SRC stress recovery centre
STANLIST Standardization List
SWP special working parties
TA theatre army
TAML theatre army medical laboratory
TBSA total body surface area
TMMMC theatre medical materiel management centre
TO theatre of operations
TOE tables of organization and equipment
TPMRC Theatre Patient Movement Requirements Centre
UK United Kingdom
UMS unit medical station
us United States
USAF United States Air Force
USMC United States Marine Corps
USN United States Navy
VET veterinary
VSl very serioudly ill
WHO World Health Organization
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PART II. DEFFINITIONS

Advanced Trauma M anagement The resuscitative and stabilizing medical or surgical treatment provided to
patients to save life or limb and to prepare them for further evacuation
without jeopardizing their well-being or prolonging the state of their
condition.

Ambulance Control Point The ambulance control point consists of a soldier (from the ambulance
element) stationed at a crossroad or road junction where ambulances may
take one of two or more directions to reach loading points. The soldier,
knowing from which location each loaded ambulance has come, directs
empty ambulances returning from the rear. The need for control points is
dictated by the situation. Generally, they are more necessary in forward
areas.

Ambulance Exchange Point A location where a patient is transferred from one ambulance to another en
route to a medical treatment facility.

Ambulance L oading Point This is a point in the shuttle system where one or more ambulances are
stationed ready to receive patients for evacuation.

Ambulance Relay Point This is a point in the shuttle system where one or more empty ambulances
are stationed ready to advance to a loading point or to the next relay post to
replace an ambulance that has moved from it. As a control measure, relay
points are generally numbered from front to rear.

Ambulance Shuttle System The shuttle system is an effective and flexible method of employing
ambulances during combat. It consists of one or more ambulance loading
points, relay points, and when necessary, ambulance control points, all
roles forward from the principa group of ambulances, the company
location, or basic relay points as tactically required.

Brigade Support Area A designated area from which combat service support elements from the
division support command and corps support command provide logistics
support to the brigade. The brigade support area normally is located 20 to
25 kilometres behind the forward edge of the battle area.

Casualty Any person who is lost to his organization by reason of having been
declared dead, wounded, injured, diseased, interned, captured, retained,
missing, missing in action, beleaguered, besieged, or detained.

Combat Service Support The assistance provided to sustain combat forces, primarily in the fields of
administration and logistics. It includes administrative services, chaplain
services, civil affairs, food service, finance, legal service, maintenance,
combat health support, supply, transportation, and other logistical services.

Combat Zone 1. That arearequired by combat forces to conduct operations.
2. Theterritory forward of the Army rear boundary.

Communications Zone The rear area of the theatre of operations (behind but not contiguous to the
combat zone) which contains the lines of communication, establishments
for supply and evacuation, and other agencies required for the immediate
support and maintenance of field forces.
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Division Support Area

Evacuation Policy

First-Aid

Initial Wound Surgery

M edical Treatment Facility

M edical Warning Tag

Passage Of Lines

Patient

Physician Assistant

Triage

An area normally located in the division rear area positioned near air
landing facilities and along the main supply route. The DSA contains the
Divison Support Command (DISCOM) command post, headquarters
elements of the DISCOM battalions, and those DISCOM elements charged
with providing backup support to the combat service support elements in
the brigade support area and direct support units located in the division
rear. Selected corps support command elements in the division may be
located in the DSA to provide direct support backup and general support as
required.

A command decision indicating the length in days of the maximum period
of non-effectiveness that patients may be held within the command for
treatment. Patients, who, in the opinion of the responsible medical officers,
cannot be returned to duty status within the period prescribed are evacuated
by the first available means, provided the travel involved will not aggravate
their disahilities.

Urgent and immediate lifesaving or other measures which can be
performed for casualties (or performed by the victim him or herself) by
non-medical personnel when medical personnel are not immediately
available.

Urgent life- and limb-saving, haemorrhage- and infection-controlling,
resuscitative, and stabilizing surgical intervention which must be
expeditious and performed as far forward as the tactical situation permits.

Any facility established for the purpose of providing medical treatment.

A tag, worn around the neck, displaying the wearer's name, service number,
and any significant medical conditions.

Passing one unit through the position of another, as when elements of a
covering force withdraw through the forward edge of the main battle area,
or when an exploiting force moves through elements of the force that
conducted the initial attack. A passage may be designated as a forward or
rearward passage of lines.

1. A sick, injured, or wounded soldier who receives medica care or
treatment from medically trained personnel.

2. A casualty is reclassified as a patient when he is received for definitive
treatment at a medical facility which provides at least Second Role, usualy
Third Role care. Definitive treatment usually involves the provision of
initial wound surgery which enables stabilization of the patient's condition
and provides definitive diagnosis of his condition.

A hedth care provider who through training and clinical experience has
become proficient in the general management of certain patients. He or she
is aso proficient in the care of outpatients and, in the military version, is
often used in field medical facilities.

The medical sorting of patients according to the type and seriousness of
injury, likelihood of survival, and the establishment of priority for
treatment and/or evacuation. Triage ensures that medical resources are
used to provide care for the greatest benefit to the largest number. The
categories are:
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MINIMAL—those who require limited treatment and can be returned to
duty;

IMMEDIATE—patients requiring immediate care to save life or limb;

DELAYED—patients who, after emergency medical treatment, incur little
additional risk by delay or further treatment; and

EXPECTANT—patients who are so critically injured that only complicated
and prolonged treatment will improve life expectancy.

Glossary-9
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