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MEDICAL OPERATIONS DMOC/MSB





	The DMOC, along with the division surgeon, is the primary division-level Combat Health Support (CHS) planning element.  It develops and maintains the medical troop basis to ensure task organization for mission accomplishment.


	CHS needs of the division and changes in the tactical situation require coordination between the DMOC and the MSB.  The DMOC and MSB interact through command and medical channels. Communications through medical channels pertain to medical support operations, coordination, evacuation, resupply, and personnel and equipment status reports.  The DMOC interfaces with the MSB S2/S3 for employment of MSB medical assets and status reports on the tactical situation.  The DMOC also interfaces with the support operations section of the MSB for—


-  CHS planning.


-  Tasking of MSB medical elements.


-  Backhaul of patients using nonmedical vehicles or aircraft.


-  Corps medical assets attached to the division.


METHOD OF OPERATIONS


PLANNING





	The DMOC, with the support operations sections of the MSB, the FSBs, and the medical company commanders, plans medical operations in the division.  MSB medical planners concentrate on support in the division rear, reinforcement of FSBs, and evacuation from the BSAs.


Considerations for the employment of medical assets in the division include:


-  The division commander’s plan.


-  The anticipated patient load.


-  Expected areas of casualty density.


-  Medical resources available.


	Planning must be proactive rather than reactive.  The planner must be able to plan for responsive support to each element supported, or rapidly change plans if needed.  Within their limits, CHS personnel may have to defend themselves and the patients under their care.  The MSB medical company must be able to defend against a Level I threat and to survive NBC strikes while continuing to support the operation.  CHS must be included in rear operations and area damage control planning.








Offense





	CHS during offensive operations is normally characterized by higher casualty rates, lengthened evacuation routes, and an increased requirement for mobility of medical elements.


Casualties will occur in uneven numbers on the battlefield and AXPs must be planned and executed in concert with the tactical operation. Communications will be more difficult due to increased distances and dispersion of elements.


	MSB and FSB medical elements should be pre-positioned according to the division/brigade CHS plan and expected needs.  The DMOC and MSB must continue to coordinate CHS as various phases of the offense begin.  When the tactical situation or unexpected events force changes to the CHS plan, the DMOC staff aggressively coordinate the changes with the MSB and other medical elements as quickly as possible. Medical treatment assets must be mobile and/or pre-positioned forward.  These assets may be echeloned to provide for continuous support.


Defense





	CHS during defensive operations is more difficult than in the offense.  Casualty rates are lower, but enemy action and the initial direction of maneuver to the rear complicate patient collection and evacuation.  Increased casualties among medical personnel reduce capabilities.  Medical personnel have less time to reach patients, complete emergency treatment, and remove them from the battlefield.  Insecure ground routes may permit evacuation only periodically.  


	The MSB medical company may need to stay highly mobile to support areas of high casualty density as the battle develops.  The DMOC must disseminate threat information on evacuation routes to the MSB and to all medical evacuation assets. Ambulance exchange points for ground and air ambulances may help to bypass threat forces or reduce evacuation time.


Retrograde





	Medical support in retrograde movements may vary widely.  It depends upon the operations, the enemy reaction, and the situation.  Firm rules for all retrograde operations are difficult to set, but planners must consider certain factors:





-  Time is extremely important in retrograde operations.  With less time available, the DMOC and division surgeon must evaluate the capability to collect, treat, and evacuate all patients.


-  The enemy may disrupt command, control, and communications.  SOPs should delineate measures to counteract factors impeding evacuation.  Evacuating patients directly from the BAS to corps hospitals can enhance MSB mobility.








-  Sorting of patients is critical.  Planners must consider the type of transportation available for evacuation.  Seriously wounded patients are evacuated as quickly and comfortably as possible.  Proper sorting and rapid evacuation of patients lessens the need to set up complete medical clearing stations.


-  When a patient’s condition precludes movement or when the patient load exceeds the means to move them, the tactical commander must decide whether or not to leave patients behind.  The surgeon must ensure that the tactical commander understands the need to reach a timely decision in this regard.  Medical personnel and supplies must stay with patients left behind.


-  Planners must identify locations for successive positions.  Generally, movement is toward existing medical elements.  Initial locations may be farther to the rear than in other types of operations.  For continuity of support, medical personnel occupy and prepare the next rearward location before closing the forward facility.


-  The rate of movement, the distance involved, and the tactical situation determine the frequency of displacement.  MSB medical units must move before there is danger of involvement in the action of forces conducting the retrograde.


	A rearward passage of lines requires detailed planning between surgeons of the units concerned.  Planning must cover casualty collection points, AXPs with corps assets, and class VIII resupply.  Medical elements must remain mobile.  This permits their rapid movement without the need to abandon patients.  The medical planner can help maintain mobility by keeping battalion aid stations free of patient accumulation.  He also can keep the patient load low by coordinating evacuation with supporting medical elements and by anticipating increases in patient loads.


	The CHS plan for support of both divisions during the passage of lines stipulates that the passing division transports its own patients to the rear.  It may transfer critically sick or injured patients to the division in place to expedite treatment.  This technique preserves the mobility of medical assets in the division assuming the covering force or defensive role.
























































MEDICAL OPERATIONS IN THE BRIGADE AREA





Planning


At the TF level the medical platoon leader, battalion surgeon, and S1 conduct  combat health support planning. The battalion medical platoon provides CHS for the TF.  The FSB medical company provides backup support to the TF.


	The brigade S1, in coordination with the FSB support operations officer, brigade surgeon, and staff, develops the brigade's CHS plan. The plan includes locations of AXPs, treatment teams, patient decon sites and Class VIII resupply procedures.


	Only echelon I and II medical care are normally performed in the brigade area.  Echelon I includes immediate lifesaving measures and trauma management. It is performed by self-aid/buddy-aid, combat lifesavers, medics, physicians, and physician assistant up through the battalion aid station level. 


-  Self-aid/buddy-aid is the lifesaving care given to an ill, injured, or wounded person by a non-medical soldier.  All soldiers are expected to know the lifesaving measures discussed in FM 21-11.


-  Advanced first aid is performed by the combat lifesaver.  The combat lifesaver is a member of a combat, CS, or CSS unit who is not a medic but has received medical training beyond basic first aid.  This function is an additional duty for the soldier.


	Echelon II provides all the capabilities found at echelon one plus initial resuscitative treatment, dental, laboratory, x-ray and patient holding capabilities.  Medical companies provide this type of care. Echelon II also provides stabilization and care for injured soldiers not expected to return to duty and allows for their rapid evacuation.  Both echelon I and II  attempt to maximize return to duty of soldiers at the lowest possible level.


	Echelon III care includes echelon I and II plus resuscitative surgery. It is provided by the MASH, CSH, or FST.  This care involves preoperative care, qualified surgical teams, general anesthesia and postoperative care.  The medical company providing echelon II care, augmented by an FST, becomes an echelon III facility.


Forward support and mass casualty management


	Early medical intervention and sorting, and continuing evaluation of patients are necessary to minimize mortality and morbidity.  Forward medical support is critical to meet this need.  Forward support is provided by medical company treatment elements working at BASs, reinforcing treatment capabilities before expected casualty-generating operations.  It includes the positioning of tracked ambulances with battalion combat trains to maintain contact with the BAS during movement.  Also, it involves establishing predetermined AXPs to reduce ambulance turnaround time and fuel consumption of tracked ambulances.











	In mass casualty situations, the principle behind medical management changes from treating the worst cases first to providing the greatest good to the greatest number.  At no time is the abandonment of a single patient contemplated.  The categorization and scope of treatment are based on clinically sound criteria on what can be done to save the lives of as many casualties as possible.  As each patient moves from one treatment station to another (BAS to division clearing station) his condition is continually evaluated.  Once medical assets are no longer overwhelmed by the number of casualties, treating the worst first again becomes the overriding principle.





Organization


The medical platoon is organized with a treatment squad, an ambulance section, and a combat medic section. This organization facilitates rapid evacuation of casualties.


	The platoon headquarters and the treatment squad operate the BAS, located in the combat trains. The BAS can provide echeloned support by deploying a forward treatment team under the supervision of the task force physician assistant or battalion surgeon.


	The ambulance section operates from the company trains and from the BAS. Tracked ambulances and crews habitually support the same company teams.


	Each company team of the task force receives a company combat medic team.





Functions and Responsibilities


Maneuver Company Combat Medic/Evacuation Teams.  Primary responsibilities are as follows:


Establishes a casualty collection point (CCP).


Provides emergency and resuscitative medical treatment for sick and wounded.


Provides medical evacuation.


Screens, evaluates, and treats minor illnesses and injuries. Notifies 1SG of those requiring evacuation to the BAS.


Operates under control of company team 1SG.


Trains unit personnel in combat lifesaver skills.


Provides trained combat lifesavers with medical supplies as required.





BAS.  This facility has medically trained personnel to stabilize patients for further evacuation, to apply immediate lifesaving or limb saving techniques, and to treat minor wounds or illnesses and return patients to duty. The BAS can operate two treatment teams independently up to 24 hours if the tactical situation dictates.





Medical Evacuation.  Evacuation is the responsibility of the next higher level of medical support. In this case, the FSB medical company is responsible for evacuation of patients from the BAS. Patients are evacuated no farther than is necessary and returned to duty as soon as possible.


	Medical evacuation within the task force to the BAS is routinely done by the medical platoon ambulance section.


	Evacuation from the BAS to the FSB medical company is done by the ambulance platoon of the FSB. Generally, tracked ambulances evacuate patients to an AXP located between the combat trains and the BSA on a high speed route. Patients are transferred to wheeled ambulances there for further evacuation. This procedure expedites return of the tracked ambulance forward as well as providing a faster means toward the rear. FSB ambulances can go farther forward if required. Aeromedical evacuation is used as much as possible, consistent with METT�T and the patient's condition.

















�
MEDICAL LOGISTICS BATTALION


(FORWARD)





1.  Description:  The Medical Logistics Battalion (MEDLOG BN), (Forward) is staffed and equipped to provide medical logistics to the forward support platoons and corps level medical units.  The battalion is composed of a headquarters detachment, logistics support company, and distribution company.  The distribution company consists of two forward support platoons that can be deployed to provide medical logistics to the forward employed medical units and the divisions.





2.  Mission:  To provide Class VIII supplies, optical fabrication, biomedical equipment maintenance support, and blood storage and distribution to divisional and non-divisional units operating in the corps.





3.  Assignment:  The MEDLOG BN is assigned to the medical brigade (corps).





4.  BOA:  One per corps or one per three division equivalent sized units.





5.  Capabilities:





     a.  The headquarters and headquarters detachment provides command and control, staff planning and supervision of operations, and administration of assigned or attached units engaged in providing class VIII supplies, optical single lens fabrication, biomedical equipment maintenance support, and blood storage and distribution.  In addition, the units insure that the subordinate units provide class VIII based on a consumption rate of 1.9 pounds per man per day; achieve theater stockage objectives of 60 days; and 10 days of supply in each supported corps medical unit.





     b.  The logistics support company provides class VIII supply, optical single lens fabrication, and biomedical equipment maintenance support to maximum force of 160,252 troops.  It receives, classifies, stores, and issues up to 148.6 short tons of class VIII supplies daily.  In addition, the company provides direct support biomedical equipment maintenance on an area basis, and provides blood processing, storage, and distribution within the corps and to divisional medical units.





      c.  The distribution company is capable of deploying two forward support platoons in support of corps or divisional medical operations.





6.  Limitations:  The battalion is limited by its organic mobility and its dependence upon other units for general and life support.





7.  Area of operations:  This unit is located in the rear of the corps area normally from the corps rear to the corps center.


�
8.  Special consideration:





     a.  The unit must locate near good road, rail, and air routes.





     b.  The battalion is dependent on external transportation support for rapid, single lift mobility and pushing of class VIII supplies to supported units.





     c.  The battalion should be programmed for echeloned deployment if it is to provide logistical support to the initial medical units within the corps.





     d.  The MEDLOG BN (forward) can be used to reconstitute the division medical support section (DMSO).





9.  Personnel:





     OFFICERS                         	  18


     WO                                   	         1


     ENLISTED                     		232





     TOTAL                               	251





�
MOBILE ARMY SURGICAL HOSPITAL


(MASH)





1.  Description:  The Mobile Army Hospital (MASH) is a 30 bed facility that can function independently, providing resuscitative surgery, advanced trauma life support (ATLS) stabilization, preoperative and postoperative nursing care.  The echelonment and supportability of the MASH is enhanced by its capability to divide and operate as two separate surgical units; a 20-bed Hospital Unit Surgical Main (HUSM) and a 10-bed Hospital Unit Surgical Forward (HUSF).  MASHs are currently being replaced by the FST (augmentation to a division) concept.





2.  Mission:  Provide hospitalization for those non-transportable patients who require far forward surgical and/or medical treatment to stabilize them for further evacuation.





3.  Assignment:  The MASH is a combat zone hospital only and is normally assigned to the corps medical brigade and attached to one of the corps medical groups.





4.  BOA:  The basis of allocation for the MASH is currently one per two division employed.





5.  Capabilities:  The MASH is 100% mobile with organic vehicles.  When combined, the unit has three operating tables and is staffed to provide 60 table hours per day.  The hospital can provide up to 30 acute care beds for pre and postoperative nursing care.  The unit has an emergency treatment section that can operate 3-4 resuscitation litters at one time.  In addition, the unit has limited pharmacy, laboratory, and radiological capabilities.  The hospital can support itself and its patient population with medical administration and logistics, food service, and maintenance services.





When deployed forward the HUSF has one operating table staffed for 24 table hours per day, one EMT that can maintain 1-2 resuscitation litters and a ten bed acute care ward.  The HUSF has no organic logistical capability and must depend upon collocated units to provide these services.





6.  Limitations:  The MASH is dependent upon corps or divisional support units for a variety of functions.





When deployed forward the HUSF must be collocated with a divisional medical company (MSMC/FSMC) for triage and all support functions.  In addition, the HUSF can operate for 48 consecutive hours and then must stand down for crew rest and resupply.





7.  Area of operations:  The MASH is deployed as far forward as tactically feasible.  It can operate within the division's AO and can collocate with the main support medical company.  The HUSF can be deployed as far forward as the forward support medical companies in the BSA.


�
8.  Special considerations:





     a.  The MASH is staffed and equipped to treat unstable NRTD patients only.  Any deviation from this mission, without personnel and equipment augmentation of the unit, will dramatically decrease the ability of the hospital to deliver far forward surgical care and will also severely limits its rapid mobility capability.





     b.  The decision to deploy the HUSF should remain with the medical brigade/medical group commander only to insure that coordinated CHS is provided for all the corps.





     c.  The MASH is currently the only hospital that can be deployed in C130 aircraft.





 9.  Personnel:





     OFFICERS                             	 45


     WO                                             0     	


     ENLISTED                            	 64





     TOTAL                              	129





**NOTE:  The MASH is being deactivated and replaced by the Forward Surgical Teams.       





�



COMBAT SUPPORT HOSPITAL





1.  Description:  The Combat Support Hospital (CSH) is a 296�bed combat zone hospital that is equipped and staffed to provide treatment and stabilization for all classes of patients within the Corps. The CSH consists of a Hospital Unit Base (HUB) and a Hospital Unit Surgical (HUS).  The unit is currently DEPMEDS equipped.





2.  Mission:  To provide hospitalization for all categories of patients within the combat zone. 





3.  Assignment:  The CSH is assigned to the corps medical brigade and attached to one of the medical groups.





4.  BOA:  Two combat support hospitals for each division employed .





5.  Capabilities:  The unit is 15% mobile with organic assets. It has 296 beds; 96 Intensive Care; 140 Intermediate Care; 40 Minimal Care; and 20 Neuropsychiatric.  The hospital has two fully equipped Emergency Medical Treatment areas, a Medicine Clinic, and a Physical Therapy Section.  Surgical capabilities include four two�table operating rooms staffed for 144 table hours per day with specialties in general, orthopedic, thoracic, otolaryngology, urology, oralmaxillofacial, and gynecology.  In addition, the hospital provides full pharmacy, laboratory, radiology, logistical, administrative, and nutritional services.





6.  Limitations:  The hospital is dependent upon corps units for a variety of support functions.  The 15% mobility of the units requires extensive external transportation and material handling equipment (MHE) for single lift movement.  The HUS is totally dependent upon the HUB.





7.  Area of operations:  The CSH is deployed in the corps area normally from the corps center to the corps rear.





8.  Special considerations:








a.  The CSH is the only hospital designated to admit all categories of patients.  It is at the CSH that return to duty (RTD) and non�return to duty (NRTD) patients are separated for evacuation out of the corps to either the field (RTD) or general (NRTD) hospital.





     b.  The hospital requires a minimum of 32,193 square meters of flat ground for establishment.  In addition, engineer preparation of the site may be needed.


    


     c.  The unit requires several days to establish the hospital and become 100% operational.  The length facility is dependent on the proficiency of the unit, the tactical situation, and whether the unit is required to take patients during the establishment phase.





     d. The HUS should never be considered as the “jump unit” for the hospital.  It is not staffed or equipped for independent operations and should it be deployed independently then a large support package of personnel and equipment from the HUB must accompany the HUS.





     e.  Protecting the CSH requires additional resources outside the CSH.  Remember, there are no offensive weapons internal to this unit because of the Geneva Convention.  Additionally, the MTOE only authorizes 5O% of it’s personnel weapons.    





9.  Personnel:   OFFICERS - 174,  WO - 2, ENLISTED - 428;      TOTAL	 - 604





THE FORWARD SURGICAL TEAM 





1.  Description:  The 20 person Forward Surgical Team (FST) operates in conjunction with level II medical units for up to 48 hours to provide urgent, initial surgery for otherwise non-transportable patients.    





2.  Mission:  To provide a rapidly deployable urgent, initial surgical service forward in a division’s area of operations.





3.  Assignment:  





     a.  In the corps, the Forward Surgical Team (FST) will be assigned to a medical brigade/group.  Employment of the FST will be by direction of the medical brigade/group.  The DMOC Chief identifies the requirement for forward surgery within the division in accordance with technical parameters established by the division surgeon.  The DMOC interfaces with the FST through the medical brigade/group in accordance with the standing operating procedures established by the medical brigade/group.  





     b.  The Air Assault and Airborne Divisions will have FSTs that are organic to the MSB, in the Division Support Command (DISCOM).  The Support Squadron of the 2D Armored Cavalry Regiment will also have it’s own FST.  These FSTs are the same as the corps FSTs to allow for the modular medicine concept.  





4.  BOA:  One per division.





5.  Capabilities:  





     a.  Provides surgical capability for up to 48 hours using two operating room tables staffed for 24 operating room table hours per day.  





     b.  Emergency treatment to receive, triage, and prepare incoming casualties/patients for surgery; the required initial surgery; and continued post-operative care for up to 20 critically wounded/injured patients over a period of 48 hours with its organic medical equipment sets.      





     c.  100% mobile and transportable by C130.





     d.    The FST requires 1 hour set-up time to become fully operational.     





6.  Special considerations:





     a.  The FST is dependent upon the unit to which it is attached for food service, water distribution, security, religious and administrative services, unit maintenance for vehicles, generators and communications equipment, patient administration, coordination of medical  evacuation, and resupply of nonmedical classes of supply.  





    b.  Currently not capable of operating in a chemical contaminated environment.    





7.  Personnel:  





OFFICERS                     10


ENLISTED                     10





TOTAL                           20


    

















 








  



















































































MEDICAL UNIT PLANNING FACTORS








FUEL CONSUMPTION (in gallons per day)


					


Hospital	�
Mogas�
Diesel�
�
�
�
�
�
MASH - 30 bed�
130�
514�
�
MASH - 60 bed�
190�
460�
�
CSH - 296 bed	�
730�
1,384�
�
FLD HOSP - 516 bed�
714�
997�
�
GEN HOSP - 476 bed�
1,124�
1,624�
�



FUEL STORAGE (in gallons) with equipment on base TO&E





Hospital	�
Fuel	�
�
�
�
�
MASH - 30�
1,800�
�
MASH - 60	�
1,800�
�
CSH	�
4,200�
�
FLD HOSP	�
4,200�
�
GEN HOSP	�
4,200�
�



OPERATIONAL SPACE REQUIREMENTS





Hospital	�
Dimensions�
Area Occupied�
�
�
�
�
�
MASH - 30�
130m x 89m�
11,570 sq m�
�
MASH - 60	�
153m x 105m�
16,065 sq m�
�
CSH	�
219m x 147m�
32,193 sq m�
�
FLD HOSP	�
313m x 196m�
75,810 sq m�
�
GEN HOSP	�
263m x 275m�
72,325 sq m�
�



WATER CONSUMPTION (patient & staff in gallons per day)*





Hospital	�
Operations�
Laundry�
Total�
Wastewater**�
�
�
�
�
�
�
�
MASH - 30�
2,240�
1,890�
4,130�
3,682�
�
MASH - 60	�
4,270�
3,570�
7,840�
6,986�
�
CSH	�
12,180�
11,650�
23,830�
21,394�
�
FLD HOSP	�
13,730�
13,660�
27,390�
22,356�
�
GEN HOSP	�
16,750�
16,720�
33,470�
30,120�
�



** Estimated. Assume that 80% of patient care and staff water requirements become wastewater and all of laundry water requirements become wastewater.


MEDICAL TREATMENT WATER CONSUMPTION; ECHELON I & II (GAL/PATIENT) *





Patient Care Activity�
Consumption�
�
�
�
�
Ambulance wash down�
1.00�
�
Litter wash down�
1.00�
�
Medical instrument wash�
.25�
�
Medical treated hand wash�
.25�
�
Patient wash�
1.00�
�
Total �
3.50�
�



* It is recommended that only potable water be supplied to medical facilities.





- The per capita, Echelon I & II, water planning factor is .40 gal/man/day (when the number of facilities is not known).





- Potable water planning factors for medical operations are applicable to, and remain constant for, all theater climatic environments.  The most accurate planning requires knowledge of intensity, casualty rates, and evacuation policy. 





WATER STORAGE CAPABILITIES (in gallons) with equipment on base TO&E





Hospital	�
Storage	�
�
�
�
�
MASH - 30�
3,400�
�
MASH - 60	�
3,650�
�
CSH	�
16,300�
�
FLD HOSP	�
16,700�
�
GEN HOSP	�
16,700�
�



POWER REQUIREMENTS (in kilowatts)





Hospital	�
Total KW�
�
�
�
�
MASH - 30�
128�
�
MASH - 60	�
644�
�
CSH	�
824�
�
FLD HOSP	�
1,385�
�
GEN HOSP	�
1,952�
�















BLOOD REQUIREMENTS (in units of blood per day)





Hospital	�
Units�
�
�
�
�
MASH - 30�
79�
�
MASH - 60	�
82�
�
CSH	�
113�
�
FLD HOSP	�
8�
�
GEN HOSP	�
130�
�



CHS OXYGEN REQUIREMENTS (daily)





CSH Unit�
liters/day�
�
�
�
�
OR table hours (HUB)�
96,768�
�
OR table hours (HUS)�
193,536�
�
�
�
�
ICU beds on ventilators (HUB)�
191,601�
�
ICU beds on ventilators (HUS)�
266,112�
�
�
�
�
Pneumatic instruments�
17,340�
�
�
�
�
Total Daily Requirement�
843,117�
�



INFECTIOUS WASTE (lbs per day & cubic ft per day)





Hospital	�
lbs per day�
cu ft per day�
�
�
�
�
�
MASH - 30�
90�
30�
�
MASH - 60	�
180�
60�
�
CSH	�
888�
296�
�
FLD HOSP	�
1,512�
504�
�
GEN HOSP	�
1,428�
476�
�



ESTIMATED AIRCRAFT REQUIREMENTS (Strategic deployment)





Hospital	�
C-5A�
C-141�
�
�
�
�
�
MASH - 30�
2�
9�
�
MASH - 60	�
3�
10�
�
CSH	�
11�
�
�
FLD HOSP	�
5�
14�
�
GEN HOSP	�
7�
29�
�
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