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BRI?F 

This  study presents   the  functions,   organization,  and concepts of  operation 
of an Army-wide medical  service within a  theater  of operations  for TASTA-70. 
The Medical  Brigade,   FASCOM,   supports  the  field  army  through  the employment  of 
subordinate control headquarters,  hospitals,   evacuation units,   and other medical 
service organizations.     The Medical Command,   TASCOM,  provides  command,   planning, 
and continuous operation of  the  theater-wide medical  service  by relieving   the 
field army of  its  patients and providing  them hospitalization  in  the  COMMZ. 
TASCOM is  furnished medical  service on an area  basis.     Where  appropriate,   medi- 
cal  service  functions were adapted  to automated   systems.     Type medical   service 
support organizations were  structured  for   twelve,   eight,   three,   and  one  division 
forces. 
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SUMMARY 

1. This study presents  the  functions,  organization,  and  the concepts of 
operation of an Army-wide medical  service within a theater of operations  for 
TASTA-70. 

2. The Army Medical Service Is a supporting service of  the combat ele- 
ments of the Army and Is primarily concerned with the maintenance of the 
health and  fighting efficiency of  the  Individual soldier. 

3. Medical service  In a  theater of operations  Is  continuous and Army 
wide.     It  Is  Interzonal and  Intersectlonal In character;   Interzonal In that 
the efficiency of Its operation depends upon the coordination established 
and maintained between the medical  services of the combat and communications 
zones,  and  Intersectlonal In that  treatment In fixed hospitals and the 
evacuation of masses of patients  In the communications  zone normally cannot 
be  limited  to area boundaries. 

4. 'Die medical brigade of  the FASCOM furnishes  support  to the field 
army  through the employment of medical groups and battalions,  hospltallzatlon 
and evacuation units,  and other medical service organizations.    Medical 
support provided includes continuous  treatment,  hospltallzatlon,  patient 
evacuation,   reinforcement of division medical services;   dental,  veterinary, 
laboratory,   preventive medicine,   and medical supply and medical maintenance 
services. 

5. The medical command of the TASCOM provides  for  the command,  planning, 
and continuous operation of  the  theater-wide medical  service by relieving the 
field army of Its patients and providing treatment facilities  for them In 
the  communications  zone.     Medical  service support of  the TASCOM Is provided 
on an area basis.    The support provided Includes hospltallzatlon,  patient 
evacuation;   dental,  veterinary,   laboratory,  preventive medicine,  and medical 
supply and medical maintenance services. 

6. A  type medical service organization was  structured  for the FASCOM 
and  the TASCOM to support the  theater forces  included  In the basic TASTA-70 
study. 

7. The principal conclusions are: 

a. That the medical service units indicated  In this  study are 
the minimum retired for a theater of operations under the TASTA-70 concept. 

b. That no changes  in medical service career programs or the y 

CONUS  training base are required. 

c. That no new medical service MOS's or medical equipment are 
required  for TASTA-70. 
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HEADQUARTERS 
UNITED STATES ARMY COMBAT DEVELOPMENTS COMMAND 

FORT BELVOIR,   VIRGINIA    22060 

CDCCD-C 15   July  1966 

SUBJECT:     The Administrative Sapport,   Theater Army  1965-1970   (TASTA-70) 

TO: See Distribution 

1. References: 

a. Final Draft Study, TASTA-70, dated 28 February 1966. 

b. Letter, HQ, Department of the Army (AGAM-F(M) (7 June 1966) FOR OS 
DM), dated 8 June 1966, subject as above. 

c. USACDC Draft Study Directive:  Combat Service Support 1975 
(CSS-75) (U). 

2. Purpose.  To assign specific responsibilities and tasks among subordi- 
nate elements of this command, and to prescribe a time schedule for accomplishing 
these tasks, in order to: 

a. Provide a doctrinal plan and organizational basis for the Combac 
Service Support System in the Army in the Field through FY 1970. 

b. Complete and publish a modified TASTA-70 study pursuant to the 
decisions promulgated in reference lb. 

c. Provide for the accomplishment of necessary additional study 
analysis. 

d. Establish a basis for transition and further development of combat 
service support doctrine from TASTA-70 to the Combat Service Support (CSS) 75 
doctrine stidy. 

3. Concept, Scope, and General Guidance. 

a. The final study, "The Administrative Support, Theater Army 1965- 
1970 (TASTA-70)" (ref la), was approved by Department of the Army by ref lb, 
subject to modification as outlined in this letter and inclosures. The study 
will be used as doctrinal guidance for the development of derivative studies, 
Field Manuals (FM), Tables of Organization and Equipment (TOE), data systems, 
combat service support policies, applicable regulations, and instruction in 
service schools. 

b. TASTA-70 will be modified, revised, completed, and published as a 
special Department of Army (DA) Field Manual to be designated FM 54-8-T, The 



CDCCD-C 15  July  1966 
SUBJECT:     The Administrative Support,  Theater Army  1965-1970   (TASTA-70) 

Administrative Support Theater Army   (TASTA-70)   (Test),   on or about 31  December 
1966. 

c. New and revised TOE and TOE changes will be published in an 
orderly transition from the CO-STAR II organizations  to  the new and modified 
organizational structures approved for TASTA-70.     These  include TOE to be avail- 
able in the near future and other TASTA-70 Plan TOE being expedited for comple- 
tion by end CY 66.     This will permit early completion OJ'  the  functional  alignment 
initiated by ROAD 65 and CO-STAR II. 

d. Other FM  (Test)  based on TASTA-70 and  its derivative studies will 
be published and distributed  to all major conmands  by 31 March 1967. 

e. IASTA-70 and doctrinal literature based thereon;  i.e.   FM  (Test)   and 
other FM changes and additions, will be reviewed and updated through biennial 
revision,  beginning  In FY 68.     However, when the basic doctrine study TASTA-70 
IE  completed and published pursuant to reference  lb,   and when tht. CSS 75 doctrine 
study is  initiated,  no further revision of IASTA-70 per  se,  as a study,  will be 
undertaken.     Instead,  CSS 75 will become the doctrine study vehicle for further 
development of new "ind improved doctrinal concepts and organizational structures. 
Any changes from IASTA-70 which are developed in CSS 75  and its derivative 
studies and which may be appropriate for implementation  through FY 1970, will be 
incorporated into Special DA Field Manual TASTA-70   (Test)   other special DA Field 
Manual   (Test),  and in normal FM revisions when specifically approved.     This will 
constitute  the biennial update and revision of TASTA-70 which is mentioned  in 
reference lb.    This arrangement is being coordinated with  the DA staff. 

f. Thus,   the USACDC study, "Combat Service Support  1975   (CSS-75)" 
(ref  1c) will be an evciution of those combat service support concepts approved 
by DA  in TASTA-70.     Accordingly,   certain follow-on actions  outlined herein as 
required for submission in  the TASTA-70 biennial update will be included  in  the 
CSS-75 study.    Time schedule submission dates will be adjusted in programs  to   " 
reflect the date required for  the submission of CSS-75 when the study directive 
for  that study is finalized.     Correlation and USACDC Action Control Numbers 
should reflect that these actions  support "Army Concept Program - Arciy 75." 
See Task 6,  Inclrsure 6. 

g. Certain actions directed by reference  lb require study analysis 
extending beyond the finallzation and publication of TASTA-70.     Some of these 
will be accomplished within CSS-75 or as derivative  studies of CSS-75.     Others 
may be accomplished within the scope of derivative studies of TASTA-70 which 
are already underway.     Some which are initiated within the  scope of TASTA-70 
derivative studies may subsequently be reoriented and continued within 
derivative studies to be directed under CSS-75. 

h.    There ia a requirement to describe clear ty in  terms of specific 
doctrine, materiel requirements,  and organizational structures,  the implica- 
tions of evolutionary ADPE utilization.    This requirement  is covered under 
detailed guidance in Inclosure  10. 
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CDCCD-C 15 Ju v 1966 
SUBJECT:  The Administrative Support, Theater Army 1965-1970 (TASTA-7C; 

i.  The concept of maintenance outlined in AR 750-1 and AR 750-5 - ..' 
be followed in developing detailed doctrine and organization through derivative 
studies, and in providing this doctrine and organization for implementata o:1 :" 
doctrinal literature and TOE. 

j.  Special TOE actions to accomplish necessary transition from CO STAR 
II to TASTA-70 are detailed in Task 9.  Other TOE and FM changes penerated bv 
approval of TASTA-70 and derivative studies will be accomplished through nonr.al 
TOE/FM changes based on biennial review and other revision actions, 

k.  For addit' mal, detailed guidance, see Inclosures 1 through 11. 

1.  The FOUO limitation on dissemination of inform-"tion on IASTA-70 
will remain in effect until further notice.  TOE and FM (except special DA FM 
IASTA-70 (Test) and certain other special DA FM (Test) to be designated) may be 
published without reference to the FOUO limitation on TASTA-70. 

m.  These instructions will be reconciled to the final study directive 
for CSS-75 by this headquarters upon receipt of subordinate headquarters, com- 
ments and prior to finalization and publication of the CSS-75 directi/e on or 
about 31 July 1966. 

4.  Tasks, responsibility, and timing. 

a. To modify, revise, complete, and publish the TASTA-70 studv is the 
responsibility of USACDC Institute of Combined Arms and Support (USACDCTCAS) 
with input and assistance from USACDC Combat Service Support Group (USACDCCSSG' . 
USACDC Combat Support Group and Automatic Data Field Systems Command (ADFSC,' a, 
specified in Inclosure 1 and Appendices A through M thereto.  The final study 
will be publiched as a Special Department of the Army Field Manual to be desig 
nated DA FM (Test). USACDCICAS will forward one clean master copy to the 
Adjutant General, Department of the Army through this headquarters by 
31 December 1966.  When notified that DÄFM TASTA-70 (Test) draft has b^er ar 
proved by Commanding General, USACDC and forwarded to The Adjutant Ce-er^' f': 
publication, USACDCICAS will forward 10 copies of the same docunrnt to each 
major command, three copies to each USACDC group and institutCj aid ore cory * 
each USACDC agency, which reviewed the coordination draft study.  See Task I 
Inclosure 1. 

b. To restudy the C0-.>TAR Il/TASTA-70 repair parts supply system in 
light of the proposal by the DA Logistic Systems Board (Brown Board) that repair 
parts be realigned with ^ "Jintenance at all echelons, is the responsibility of 
USACDCCSSG.  The Study will be conducted within the scope of CSS-75 derivative 
studies.  The results will be incorporated into the CSS-75 doctrine study.  Any 
approved changes will also be incorporated into the first biennial revision of 
Special DA FM (Test) TASTA-70.  See Task 2, Inclosure 2. 

c. Task 3. USACDCCSSG will complete war gaming of low and mid inter,- 
sity conflict and submit results.  Planning for high intensity conflict var 
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CDCCD-C 15 July 1966 
SUBJECT:  The Administrative Support, Theater Army 1965-1970 (TASTA-70) 

games will continue.  See letter, HQ, USACDC, dated 31 May 1966, subject:  Trans- 
fer of Responsibility for USACDCCSSG Evaluation Program, attached hereto as 
Inclosure 3, which defines responsibility and prescribes timing for TASTA-70 war 
gaming actions.  USACDCCSSG and USACDCICAS will provide results of TASTA-70 war 
gaming and summary sheets to this headquarters by 15 October 1966 so as to reach 
Headquarters DA by 31 October 196fj. 

d. Methods of providing support to other services and allies will be 
developed in the CSS-75 doctrine study and its derivative studies, and incorpo- 
rated into the first biennial revision of Special DA FM (Test) TASTA-70 by 
USACDCICAS.  USACDCICAS and USACDCCSSG will submit any recommended changes to 
the CSS-75 study c* rective to this headquarters as soon as possible.  See Task 
4, Inclosure 4. 

e. USACDC Institute of Special Studies (USACDCISS), assisted by 
USACDCCSSG and USACDCCSG will conduct a study of base development. Results will 
be provided to USACDCICAS for inrorporation into CSS-75.  Any new or improved 
doctrine, materiel requirements, and organizational changes recommended for 
implementation through FY 7'   11 be accomplished as current projects and cor- 
related within the Army 70 Concept Progräm.  Doctrinal and organizational changes 
will be incorporated into Special DA FM (Test) TASTA-70, other FM and iOE changes, 
as appropriate.  See Task 5, Inclosure 5. 

f. USACDCCSSG and USACDCCSG, in coordination with USACDCICAS, will 
identify required changes in officer and enlisted MOS structure and submit pro- 
posed changes through that headquarters in accordance with established procedures, 
so as to reach Department of the Army by 31 March 1967. 

g. USACDCCSSG will develop by 30 September 1967 a concept for automatic 
resupply to areas within overseas commands and to theaters of operations for use 
if automated data systems become inoperative.  This will require assistance from 
USACDCCSG and coordination with US Army Materiel Command (USAMC) and ADFSC.  Re- 
sults of this special project will be provided to USACDCICAS for incorporation 
into the CSS-75 doctrine study.  See Tasfc 7, Inclosure. 

h.  Task 8.  Instructional packets.  USACDCCSSG will revise and update 
the TASTA-70 briefing which was presented to major commands during final coor- 
dination, and to the DA Staff, and will publish it in a format suitable for 
local use and local reproduction of visual aids.  Coordinate with USACDCICAS to 
assure consistency with modifications pursuant to reference lb and these instruc- 
tions.  Make appropriate distribution to US Continental Army Command and other 
interested major commands based on direct contact to determine their requirements. 

1.  Task 9.  TOE and FM.  USACDCCSSG, USACDCCSG, and USACDCICAS will 
accomplish TOE and FM follow on actions to TASTA-70 as indicated in Inclosure 8. 

J.  Task 10.  Proposal to redeslgnate TASCOM headquarters as Theater 
Army Reorganization.  This proposal by the DA Logistics System Board (Brown Board) 
will be considered in conjunction with the Theater Army 70 Study.  Separate 
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CDCCD-C 15 July  1966 
SUBJECT:    The Administrative Support,  Theater Army 1965-1970   (TASTA-70 

instructions will be  issued  to USACDCIAS and USACDCICAS.     See TaiJ:  10    In:..Icyjrt 
9.    Responsible office,  Director of Plans,  Headquarters USACDC. 

k. Task 11. Information articles on TASTA-70 for military periodicals, 
USACDCCSSG will furnish assistance to enable USACDC to prepare articles or TASTA* 
70 for publication in the DA Officers Call. Military Review, and Army Digest for 
publication prior to the end of CY 1966. These articles vill emphasize thr» e-,o 
lution of combat service support doctrine and organization, and the flexibility 
of the TASTA-70 structure. The Information Office will publish separate instruc- 
tions on this requirement.    Work should begin on these articles without delay. 

1.     Proposed time phased schedule of actions directed herein is at 
Inclosure 11.     Any comments on timing should reach this headquarters no   Lat^.r 
than 27 July  1966 in order to be considered prior to submission of proposed 
schedule to DA Headquarters. 

5. Administrative Instructions. 

a. New study actions directed herein which are not already incorporatbd 
into a doctrinal or derivative study project within the context of the USACD0 

concept of operations will be accomplished individually and so as to provide 
minimum essential analysis and supporting rationale for logical and sound find- 
ings and conclusions.  No unnecessary scientific support or detailed and elabo- 
rate special study effort not directed herein will be undertaken without program 
approval by proper authority. 

b. Commands and agencies requests for input must be in accordance »1th 
USAODC Pamphlet 71-7, USACDC Data Base Procedures. 

c. Point of contact at this headquarters is Major R. V. Wills, 
Doctrine Directorate, Autovon 851-1450, Ext 4AA48. USACDCICAS and USACDCCSSG 
will forward point of contact to this headquarters. 

6. Correlation.  This action is identified as USACDC Action Contrc . N'jiibe: 
919 and supports the following: 

Army Concept Program      Army 70 

Study "Army 70" USACDC 
Action Control Number      6078 

Army Tasks 1. High Intensity Conflict 
2. Mid Intensity Conflict 
3. Lo* Intensity Conflict Type I 
4. Lov- Intensity Conflict Type II 
5. Air and Missile Defense 
6. Military Aid to US Civil Authorities 
7. Complementing of Allied Land Power 
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CDCCD-C 15 July 1966 
SUBJECT:  The Administrative Support, Theater Army 1965-1970 (TASTA-70) 

Phase Doctrine 

Function Seryice Support 

Effort expended on projects already listed In the USACDC program will 
be reported .under the USACDC Action Control Number as listed in the program. 
The ultimate recipient of a task which does not now or by 31 July 1966 have an 
action control number will initiate the USACDC Form 87 to enter the new project 
in the USACDC program. 

FOR THE COMMANDER: 

/s/D. A. VANTINE 
11 Incl /t/D. A. VANTINE 

1. Finalizatlon of TASTA        ITC, AGC 
as a Special DA FM (Test)     Adjutant General 

2. Restudy of Repair Parts 
Supply 

3. Completion of TASTA War Gaming 
4. Support to Other Services and Allies 
5. Base Development Study 
6. Changes to MOS Structure 
7. Concept for Automatic Resupply 
8. TOE and FM 
9. Redesignatlon of TASCOM Headquarters 

10. Additional Guidance 
11. Proposed Time Phased Schedule 

DISTRIBUTION: 
E plus 
HQ, USACDCICAS (10) 
HQ, USACDCCSSG (10) 
Less HQ, USACDC Coordinator for Liaison (all offices) 

Army Commands 
Miscellaneous 



Inclosure 1.  Task 1.  Flnallzatlon of TASTA-70 as a Special DA FM (Test) 

USACDCICAS with assistance and USACDCADFSC (para 2e and App E) of USACDCCSSG, 
USACDCCSG (para 2f App F) as specified. 

c.  Provide essential chaplain, medical, and military police staff capability 
within the coordinating staff of the major support command headquarters. 

e. Retain medical depots under medical control and exclude medical supply 
from the inventory control centers (IOCS) for the present.  Re-examine this 
matter in CSS 75 and derivative sfudies. 

f. State specialized requirements for variations from the company size 
building block concept where appropriate, such as is required in the medical 
service.  Provide for further study in CSS 75 and derivative studies if required. 
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HEADQUARTERS 
UNITED STATES ARMY COMBAT DEVELOPMENTS COMMAND 

COMBAT SERVICE SUPPORT GROUP 
Fort Lee, Virginia 23801 

CSSG-DS 11 October 1965 

SUBJECT: Supply and Maintenance Command, IASTA-70 

TO:      Commanding Officer, US Army Combat Developments Command 
Transportation Agency, Fort Eustis, Virginia 23604 

Commanding Officer, US Army Combat Developments Command 
Ordnance Agency, Aberdeen Proving Ground, Maryland 21005 

Commanding Officer, US Amy Combat Developments Command 
Quartermaster Agency, Fort Lee, Virginia 23801 

Commanding Officer, US Army Combat Developments Command 
Medical Service Agency, Fort Sam Houston, Texas 78234 

Conmanding Officer, US Army Combat Developments Command 
Communications-Electronics Agency, Fort Monmouth, New 
Jersey 07703 

1. This letter confirms decisions made recently at this headquar- 
ters in conjunction with addressees during the course of developing the 
TASTA-70 draft study. These decisions Implement Department of the Army 
guidance with regard to functlonalization of supply and maintenance. 
Specifically, they affect the Supply and Maintenance Command, TASG0M, 
by placing general support rail and marine supply and maintenance in 
the Supply and Maintenance Command under the management of the field 
depot system. The organizational units affected are TOE 55-247, Diesel- 
Electric Locomotive Repair Company, 55-248 Railway Supply and Car Repair 
Company and 55-157 Floating Craft Depot Supply and Maintenance Company. 
In addition, TOE 55-447, Aircraft Depot Supply Company, has been elimi- 
nated and replaced by a new 29-129 Aircraft and Missile Repair Parts 
Supply Company. TOE 55-158, Amphibian/Landing Craft Maintenance Company 
(DS/GS), remains temporarily in the Transportation Command, TASCOM, 
since the company embraces both direct and general support functions. 
However, this company should be reevaluated during development of the 
Supply and Maintenance Command input study with a view to transferring 
the general support functions of this company to the Supply and Mainte- 
nance Command. 

2. The effect of the above decisions will be incorporated into 
the development of the Supply and Maintenance Conmand input study to 
TASTA-70. Lateral inputs will be submitted to agencies having primary 
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CSSG-DS 
SUBJECT:    Supply and Maintenance Connand,  TASXA-70 

cognizance for a given subject area, and due dates for such inputs 
will be coordinated among the agencies concerned,  as appropriate. 

3. Additionally,  cryptographic and medical supplies will be in- 
corporated into the Supply and Maintenance Command and the field depot 
system.    The control,  organization and location of categories and 
units will be described generally in the referenced study; however, 
the details of the systems supporting these two categories of supplies 
are contained in separate TASTA input studies and may be omitted from 
the Supply and Maintenance Command study, with suitable references. 

4. The elimination of the Headquarters, Field Depot Command Is 
concurred in.    It should be deleted from the Supply and Maintenance 
Conmand input study. 

FOR THE COMMANDER: 

Copy furnished: DOROTHY M.  GORLICKI 
CGUSACDCCAG Captain,  GS 

Act Asst AG 
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HEADQUARTERS 
U. 8. ARMY COMBAT DEVELOPMENTS COMMAND 

COMBAT SERVICE SUPPORT GROUP 
Fort Lee,   Virginia    23801 

CSSG-GZ 22 September 1964 

SUBJECT: USACDCCSSG Input Project Directive: USACDCMSA 65-2, Medic«! 
Conmand, TA8C0M, and USACDCMSA 65-3, Medical Service, FASCOM 
(Input to CS8G 63-6,  TASTA) 

TO: Conmanding Officer 
U.S. Army Combat Developments Command 

Medical Service Agency 
ATTN:    CDCMSA-CD 
Fort Sam Houston, Texas    78234 

1. General.    It Is requested that a study be undertaken which 
will develop medical service support to a theater of operations In 
consonance with the general objectives stated in Chapter 14, Combat 
Development Objectives Guide. 

2. Objective and Scope.    To develop a detailed study of the 
medical service system In a theater of operations for the 1965- 
1970 time period in support of TASTA-70, to include sufficient 
detail to permit (a) costing in personnel and major mission equip- 
ment and (b) subsequent preparation of TOE and FM's.    Study will 
develop organizations, operating system and procedures,  and equip- 
ment requirements to support the medical service. 

3. References. 

a. Conceptual Framawork, USACDCCSSG, 31 July 1963, subject: 
The Administrative Support, Theater Army,  1965-1970 (TASTA-70), with 
inclosures. 

b. FM 8-10, Medical Service, Theater of Operations. 

c. FM 101-10, Organizational, Technical and Logistical 
Data. 

d. Letter, CSSG-GZ, USACDCCSSG,  7 July 1964, subject:    The 
Administrative Support, Theater Amy, 1965-1970 (TA8TA-70). 

e. Study, USACDCGAG,  15 November 1963, subject:     Reorgani- 
zation Objectives, Division, Any and Corps - 1970 (RODAC-70) (U). 
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CSSG-GZ 22 September 196A 
SUBJECT:  USACDCCSSG Input Project Directive: USACDCMSA 65-2, Medical 

Coanand, TASCOM, and USACDCMSA 65-3, Medical Service, FASCOM 
(Input to CSSG 63-6, TASXA) 

£. Study, Initial Draft, USACDCCSSG, subject: The Administra- 
tive Support, Theater Army, 1965-1970 (TASTA-70) (to be published.) 

g. Study, Office, Deputy Chief of Staff for Military Operations, 
HQ DA, subject: Theater Type Corps Force (Objective) FY 1965 (U). 

h. Study Project USACDCMSA 75-1, USACDCMSA, subject: Medical 
Workload Resultant from Combined Effects of Chemical, Biological, 
Nuclear, Improved Conventional and Sophisticated Weapons (U). 

i. Study Project USACDCMSA 62-6, USACDCMSA, subject: A 
Method for Evaluating the Relative Effectiveness of Field Army Medical 
Support Systems. 

J. Study Project USACDCMSA 63-1, USACDCMSA, subject: Effects 
of Varying Evacuation Policies Upon the U.S. Army. 

k. Study, Field Army Requirements for Tactical Conmunications, 
1965-1970 (TACOM) (U), U8ACDCCARNSA 64-6. 

1. Study, Theater Army Communications System Requirements, 
1965-1970 (TACS-70) (U), USACDCEA 64-3. 

4. AssuEiptlons. 

a. The medical service mission will no', change during the 
1965-1970 tine frame. 

b. Initial draft study, reference 3f, above, will be availaule 
as guidance prior to completion of this study in final draft. 

5. Guidance. The following guidance for preparation of the study 
is furnished: 

a. The study will include a determination of the following: 

(1) Organizations, manning tables, and equipment lists 
of FASCOM organisations in support of a RODAC-type field army* 

(2) Organizations, manning tables and equipment lists 
of TASCCM organizations in a conmunications zone supporting two 
RODAC-type field armies. 

(3) A troop list of medical service organisations in 
support of a two-division force. 
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(4) A troop Üst of medic«! service organizations to be 
Incorporated into the 22 Division Force Supplements. 

b. In determining medic«! requirements for control and infor- 
mation, make full use of ADP capabilities currently available or which 
can reasonably be expected to be available within the time frame under 
consideration. 

c. Emphasis will be placed on designing units of both battalion 
and company size whose component elements, or at least one component 
element, may be attached or detached with a minimum of reorganization. 

d. Combat forces supported will consist of units depicted in 
study, Reorg«nl««tlon Objective», Division. Army «nd Corps - 1970 
(BODAC-70) (IQ. 

e. FM 101-10 (unclassified section) will be utilized for 
logistical planning data, including support to other services, and 
will be modified as follows; 

(1) The theater is now «t D plus 6 months. 

(2) The theater medical evacuation policy is 60 days. 

(3) The theater supply level Is 45 days, including 10 
days in field army and In direct support units of 00MMZ and 35 days 
in COMMZ depots. 

f. The study  will, as a minimum, meet the requirements of 
reference 3d. 

g. The study will evaluate the application of the current 
medical support system to the TASTA-70 structure and objectives with 
a view to developing an improved system that Is responsive to user 
«nd comnand requirements and more economical. 

h. Emphasis should be placed on reducing the ratio of 
command, staff, and supervisory units «nd personnel Co operating 
units and personnel. 

1. Quantitative workload data and support requirements will 
be Included In the study to support MTEL and future TOE. 
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J.    MTEL will include all new equipment which Is either under 
development (RDT&E phase) or proposed for development (QPffi or SDR 
established) and which will be available during the time frame 1965- 
1970.    Information on equipment is available,  if required,   from 
USACDCCSSG-FM. 

k.     In addition to meeting the requirements of IASXA-70,  this 
study will be developed to provide the basic operating system for 
CCIS-70. 

1.    Where applicable, provision will be made for Improvement 
of combat service support within theaters of operations and reduction 
of resource requirements in overseas areas by identification of required 
changes in CONUS operating systems and procedures. 

m.    MTEL format will be as    prescribed in Annex E to reference 
3d. 

n.    To insure that the materiel Imp 1 leatiuns of studies developed 
by USACDC are recognized and that appropriate follow-up action Is taken 
to process materiel documents,  the letter forwarding such studies to 
this headquarters will contain the following statement:     "This study has 
been reviewed for materiel Implications.    As a result of this review, 
it has been determined that this study (will)  (will not)  generate new 
materiel objectives or requirements."   Where new materiel requirements 
are involved,  the following additional statements will be added:    "New 
materiel requirements generated by this study are indicated in (para- 
graph) (annex) (appendix) It is recognized that approval of 
this study by Headquarters, U.S. Army Combat Developments Command 
Imposes an obligation on the appropriate proponent group and agency 
to initiate and process the necessary materiel requirements documents 
in support of these requirements." 

o.    Special emphasis will be placed on holding echelons and 
numbers of headquarters to a minimum,  extending the span of control of 
headquarters, standardizing organizational structures and staffing 
patterns for headquarters performing similar functions, and consolidating 
operating units which perform related tasks. 

6.    Administration. 

a.    Coordination.    The draft study will be coordinated with 
the following: 

(1) Appropriate Combat Developments agencies. 

(2) Medical Field Service School,  Brooke Army Medical 
Center,  Fort Sam Houston, Texas. 
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b. Suspense dates: 

(1) Coordinated draft to USACDCCSSG - 1 May 1965.    - 

(2) Draft plan TOE - 30 June 1965. 

(3) Force pluming guide annex (22 division force)  - 
1 Msrch 1966. 

c. Distribution. 

(1) Coordinated draft - 15 copies to USACDCCSSG. 

(2) Final draft - recomnended distribution list will be 
submitted with final draft. 

d. This project is assigned Project Numbers USACDCMSA 65-2 
and USACDCMSA 65-3 and appears in paragraphs 1421a(l) and (6), Combat 
Development Objectives Guide. 

FOR THE OTOMANDER: 

JIM H. HUNT 
Major, GS 
Asst AG 

DISTRIBUTION: 
06USACDCCD-C 
CGUSACDCCA6 
Ea CSSG Agency 
COUSACDCCEA 
Dili MOMOUTH 0 USACDCCEA 
00ÜSACDCKA 
COUSACDCCBRA 
COUSACDCCARMSA 
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MEDICAL COMMAND,  TASCOM 
AND 

MEDICAL BRIGADE,  FASCGM, TASTA-70 

1. Problem.    To develop a  study of the medical service system in a  theater 
of operations  for the 1965-1970  time period in support of TASXA-70,  to include 
sufficient detail to permit costing  in personnel,  major mission equipment,  and 
to permit  subsequent preparation  of TOE and FM's.     Study will develop organiza-  
tlons,   operating systems,   procedures,   and equipment requirements  to support the 
medical  service in accordance with  the  approved principles  of  field medical 
service   (see Annex C). 

2. Assumptions.     The medical brigade will exercise command and control of 
the medical  service in the  field army and a medical command will exercise com- 
mand and  control of the medical  service  in the CC!iriZ. 

3. Facts. 

a. The TASTA-70 concept  is a  logical extension of CO-STAR and develops 
concepts of combat service support within the COMMZ. 

b. Medical service functions are included in the ADSAF program.    Auto- 
matic data processing systems   (ADFS)  will become a part of medical operatins 
procedures where automation will be beneficial  to the Army Medical Service in 
support of combat operations. 

4. Discussion, 

a.     v'eneral. 

(1) The Army Medical Service supports all elements of the Army and 
is primarily concerned with maintaining the health and fighting efficiency of the 
individual soldier. The mission of the medical service in a theater of opera- 
tions is to conserve manpower by recommending, supervising, and implementing 
measures for safeguarding the health of the troops through effective medical care 
and trtstment, ea^ly return to duty, and rapid and orderly evacuation for the 
sick and wounded. 

(2) General responsibilities. 

(a) The evacuation, care, and treatment'of patients. 

(b) The recommending of measures necessary to insure the 
health of troops. 

(c) Assistance to civil affairs in public health matters. 

(d) Establishing requirements and priorities for medical 
supply and maintenance services. 
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(e) The training of medical service personnel and supervision 

of  the   training of all other personnel in hygiene,   first aid,  and military 
sanitation. 

(f) The preparation,  classification,   and preservation of 
records of sick and wounded for  the information and use of higher authority  in 
future planning and for assistance in the  future  adjudication of claims. 

(g) The submission of timely information and recommendations 
upon all matters within the scope of the medical mission. 

(h)    The evacuation,  care,  and  treatment of military animals. 

(i)     The provision of veterinary food  inspection service. 

(j)    The provision of dental service. 

(3)    Medical plans and operations. 

(a) Adequate  and timely planning is necessary for effective 
operation of the theater medical service. 

(b) Medical  service must be planned and operated in conformity 
with the plans and general policies of the commander.     The plans and intentions 
of  the commander must be made known to the medical  service so that timely 
recommendations can be made. 

(c) Effectiveness of medical service  frequently is a function 
of  time.     Simple measures,   instituted early,  often contribute more to combat 
efficiency than more elaborate measures instituted too  late. 

(d) Medical plans are adequate jonly when they provide employ- 
i able and sufficient means within the theater of operations. 

(e) Casualties never adjust themselves  to conform to  the 
nodical means available at a given point at a given time.     Therefore,  planning (' 
must  incorporate measures for meeting unpredictable peakloads. 

(f) Any    medical decision must be based on the constantly 
interplaying factors of  time,  distance, dispersion,  crsualty rates,  distribution 
of units,  evacuation policies,   available methods of evacuation,  availability and 
priority of equipment and transportation,   the time  lag between the requisition 
and development of hospital plant sites,   the necessity for providing a reserve, 
and  the ever-changing strategic and tactical situation.     Not one of these  factors 
is entirely independent of  the other. 

(4)    Functional organization. 

(a)    Levels of Army Medical Service.     Medical service in a 
theater of operations is organized into four functional  levels.     They arc unit, 
division,  field army,  and communications zone medical  services. 
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L     Unit medical  service.     Unit medical service is nor- 
mally provided by medical  service elements which are organic  to units the size 
of a battalion/squadron or higher  of the arms and  services   (except medical). 
Units without organic elements are  furnished unit medical  service on an area 
basis or by the attachment of medical service personnel.     Unit level medical 
service  includes  the provision of emergency medical treatment; establishing and 
operation of aid statJDn(s)   for  the reception,  sorting,  and  temporary treatment 
of patients;  operation of dispensaries for the routine care and  treatment of  the 
sick and  injured;  and medical  staff advice concerning unit  sanitation,  disease 
prevention,   and  the health of  the  command. 

2_.     Division medical service.     This  is a highly mobile 
medical  service which is provided by a medical battalion organic   to the Support 
Command of  Army divisions.     Division level medical  service  includes the evacua- 
tion of patients from unit aid stations   (dispensaries) ;   the operation of division 
clearing  station(s);  and  the furnishing of medical supply and emergency dental 
service  for  the division. 

3^     Field army medical service.     This  level of medical 
service directly supports  the medical service of divisions  and provides all 
hospitalizatlon forward of the army rear boundary.     Medical  support of nondivi- 
sional units  is provided on an area basis.     The medical  service within the  field 
army is  tailored to the mission,   composition of the force,   geographical area of 
operations,  and Includes all functions of medical  service. 

4^.     Communications  zone medical  service.     This level of 
medical  service directly supports  the combat zone by relieving field army medical 
facilities of  their patients and by providing specialized medical  care and  treat- 
ment within large fixed hospitals of the communications zone.    Medical support, 
to Include all medical service functions,   is also provided  to troops of the 
communications zone on an area basis. 

(b)    Area medical service.    This concept of medical service 
involves  the allocation of medical means  to support geographical  areas.     It  in- 

t eludes  the provision of unit,  level medical service to organizations having no 
V. organic medical  service personnel and the provision of required higher levels of 

medical  support.     Under the area medical  service concept,  means are deployed  to 
support nondivisional forces  in the combat zone and all forces of   the communica- 
tions zone.     Medical units required for  this service are allocated on the basis 
of  troop  strengths to be  supported. 

(5)    Treatment and evacuation system  (see Figure 1) . 

(a)    Evacuation  is the  process of removing patients from the 
battlefield or other location and  subsequently moving  them through the evacuation 
system.     The  term "evacuation system"  is applied to the  linear  system of  succes- 
sive units and installations engaged in  the collection,   treatment,   transportation, 
and hospitalizatlon of the sick and wounded.    The most forward installation of an 
evacuation system in a theater of operations is usually an aid station and  the 
rearmost  installation a general hospital.     The forward installations are mobile, 
small,   and numerous.    From the line of contact to the  theater rear, each succes- 
sive medical  installation provides a more specialized  type of medical care. 
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(b)    Major problems of evacuation.     One of  the most difficult 
medical  tasks,  and in combat one of  the most important,   is  the evacuation of 
patients.     Commanders at all  levels must realize  the magnitude and the  import- 
ance of  this function.     The evacuation of patients  is  in  the nature of a major 
withdrawal.     The t&sk is difficult under the most  favorable circumstances be- 
cause of  the numbers  involved and other complicating factors*.     In forward areas 
especially,   evacuation may meet with trying conditions of weather,   terrain,   and 
combat.     Evacuation must be made  against a constant  forward  flow of combat 
troops  and supplies and with a minimum of interference  to  these activities. 
Patients must be gathered as  individuals from the most  forward elements of  the 
combat  forces;  they will require  individual care and treatment through all 
stages of  their evacuation.     Efficient evacuation is expensive in manpower  and 
transportation means.     Throughout  the evacuation system,   property exchange must 
be  carried on in spite of difficulties confronting  such a procedure. 

(8) Hospitalization and patient care. 

(a) The  term "hospitalization"  is used  to indicate  the medi- 
cal care  and treatment provided at a hospital  for  serious  cases-Sr-those needing 
care  for  a period of  time. 

jL.     Objective.    The objective of all hospitalization is 
to return a maximum number  of patients  to duty within a minimum period.     Such 
individuals,  because of previous   training and experience,   are  the most valuable 
of all replacements.    A certain proportion of patients recover without being fit 
for duty with combat or combat support units.     Their disposition will be in 
conformity with theater policies. 

2,.     Classifications.     Hospitals  are classified as fixed 
and non^i.xed.     Fixed hospitals  include numbered general hospitals and station 
hospitals.     Nonfixed hospitals  include mobile army  surgical hospitals and 
evacuation hospitals.     When required,   the field hospital may be used in either 
capacity. 

(b) Concept of patient care.     The highest standards of medi- 
cal practice are demanded at all  times and under all conditions.    The idealism 
that characterizes  the practice of medicine is challenged  to demonstrate itself 
under conditions not encountered  in civil practice.     However,   the peculiar rela- 
tionship between the patient and physician in civil practice under static condi- 
tions  is unsuited to and impractical under  the dynamic conditions  that exist  in 
a  theater of operations and,   in particular,  under mass casualty situations. 
Under dynamic conditions,   medical means,  always  limited,   must be so distributed 
as  to render the greatest service  to the greatest number.     To devote a dispro- 
portionate amount of  time and effort to one patient at  the expense of  the  treat- 
ment of  the mass of other patients  is to subordinate  the common welfare of all 
to one  individual.     It is  important that emphasis be placed on the treatment of 
those conditions commonly encountered in military practice rather than on rare 
and unusual  type cases.     The orderly processes and policies of evacuation are 
not  to be hindered because of  scientific interest  in certain patients. 

(9) Interdependence of evacuation and hospitalization.     Each of 
these  functions is dependent on  the other for  its efficient operation.     Evacua- 
tion and hospitalization raust always be considered  Jointly.     Sick and wounded 



personnel must be properly prepared for evacuation and given constant care and 
treatment en route.    The location of hospitals near good lines of communication 
is most desirable.     So far as practicable,  fixed hospitals will be  located on 
principal axes  of  travel.     The availability of sufficient  fixed beds alone does 
not solve  the problem of the medical  service;  there must also be  sutficient 
means whereby patients can be  transported to these hospitals'and effectively 
distributed among them. 

(10)    Evacuation policy.     In order to plan and operate a medical 
service efficiently,  it Is necessary to know to what extent patients will be 
retained for  treatment at a given level of service.    This is done by considering 
the patient in  the light of the length of time it is anticipated will be required 
to return him to duty.    Thus,   in planning a hospital system,   it is necessary to 
decide,  or assume,   that it will retain for treatment only those patients who will 
return to duty within a given period.     This period,   in days,   is referred to as 
the evacuation policy.     In another sense,   this restriction is  used as an opera- 
tional  tool.     If  the hospitals at a given echelon are  crowded,   the  surgeon re- 
duces  the number of patients retained,   by directing a  lesser evacuation policy. 
The evacuation policy at any  level has a  significant effect upon  the requirements 
of the next higher echelon of medical service, not only from the standpoint of 
hospital facilities,  but also in evacuation means.    This is particularly true at 
the theater  level.     For this reason,   the evacuation policy of a joint theater of 
operations is established by the Secretary of Defense with the advice of the 
Joint Chiefs of Staff,  and upon recommendation of the  theater commander. 

(11)    Medical regulating. 

(a)    Careful control of  the evacuation of patients to hospi- 
tals is necessary  to effect an even distribution of cases;   to assure adequate 
beds for current and anticipated needs;  and to route patients requiring special- 
ized treatment to the proper installations.    Rigid control is maintained over 
the evacuation of patients in need of surgery to prevent surgical backlogs in 
hospital facilities. 

(b)    Close coordination must be maintained between the medi- 
cal service of FASCGM and TASCOM to determine the number and  location of 
patients within the FASCOM awaiting evacuation and the number and location of 
available beds  In the TASCOM.     The medical command commander must also ascer- 
tain the number and location of patients within TASCOM awaiting further evacua- 
tion to the zone of interior.    Availability of this information permits  the 
allocation of beds for the movement of patients to hospitals within the TASCOM. 
The collation of all the above Information facilitates the scheduling of patients 
for evacuation to the zone of interior. 

(12)     Patient accounting and medical statistics. 

(a)    This functional area is that process which provides for 
the collection,  recording,  summarizing,   and reporting of data regarding patients 
undergoing treatment and/or evacuation.     It Includes the responsibility for 
satisfying essential patient data requirements of elements or agencies superior 
to, or in support of, medical treatment facilities in a  theater of operations. 
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(b)     The operational objectives of patient accounting are  as 
follows: 

1^.     To establish a record on each Individual entering a 
medical treatment  facility  that reflects the manner and source from which  the 
patient was admitted and his  specific medical and administrative characteristics 
at  the time of admission. 

2,.     To maintain individual patient records and records 
files by entering all  subsequent changes  in patient  status. 

3^.     To produce timely reports of operational interest. 

4^.     To provide current statistics and information of 
historical nature. 

5_.     To  support Adjutant General personnel strength ac- 
counting procedures on a continuing basis by providing the names and status of 
all  individuals admitted  to medical facilities. 

(13)    Medical  supply and maintenance.' 

(a) Surgeons at each level of command are responsible  for 
recommending policies and determining requirements  and priorities  for medical 
supply and medical equipment maintenance  service. 

(b) In transferring a patient from one medical  installation 
to another there are certain medical properties  that cannot well be separated 
from him.     Such property  includes blankets,  splints,   tourniquets,  and  litters. 
To prevent rapid and unnecessary depletion of  the  supplies and equipment of  the 
transferring unit,   the receiving unit is charged with turning over  to  the  trans- 
ferring unit an equal number of the same  items of medical property.     This  proce- 
dure is  termed property exchange and must be carried out to the fullest extent 
possible.    However,  because of the tactical  situation and other varying condi- 
tions,   there will be occasions when property exchange cannot be accomplished. 
Consequently,   the amount of equipment and supplies required for the property 
exchange system should be considered when determining supply levels. 

(c) The Army Medical Depot   (TOE 8-667)  and the Medical Depot 
(TOE 8-187)  are under  the command management of  the medical brigade and the 
medical command,  respectively.     The medical depots will contain only medical 
supplies and equipment and will be physically located as a separate storage 
location.     Segregation of medical supplies  fiom mixed shipments coming  into  the 
theater will occur at  field depot complexes and will  then be forwarded  to a 
medical depot(s).    Medical depots will perform both a  supply and maintenance 
mission which consists of both general and direct  support.    When required, 
medical depots may be augmented with cellular  supply detachments of TOE 8-500. 
Direct support is provided on a supply point distribution basis.     The medical 
depot located in the combat zone consists of a base platoon and three advance 
platoons.    The base platoon is normally located centrally within  the field army 
service area and has both GS and DS functions.     Advance platoons are  located  in 
corps areas and provide  similar functions  for supported units.    With few 



exceptions, medical materiel is used exclusively by medical units for the care 
and treatment of patients.  Under the G&eva  Convention, and in accordance with 
the rules of land warfare, medical suppii.es, as well as medical facilities, 
patients, and medical personnel are entitled to protection from direct enemy 
action. 

(d) The oversea commander may be responsible for providing 
medical supplies for the prevention and treatment of diseases among the civilian 
population in liberated and occupied areas.  Civil Affairs units are responsible 
for estimating requirements, recommending allocations, and planning for the 
method of distribution of medical supplies to civilians. 

(14) Veterinary service. 

(a) The Veterinary service is concerned with the wholesome- 
ness of subsistence; the control of food-borne and zoonotic diseases; providing 
assistance to the preventive medicine program; and the maintenance of the health 
of military animals. 

(b) Responsibilities of the veterinary service in a theater 
of operations include: inspections and recommendations concerning any possible 
contamination of food supplies and food-producing animals with chemical, biolog- 
ical, and radiological agents; planning for the prevention and control of animal 
diseases transmissible to troops and civil populations; formulation of sanitary 
standards for the handling and storage of food products from the time of receipt 
or procurement in the theater until issued to troop units; recommendations and 
sanitary inspections concerning the operation of theater food processing and 
distribution establishments; the maintenance of technical control over veteri- 
nary units and personnel; and provisions for the evacuation, treatment, and 
hospltallzatlon of military animals. 

(15) Dental service. 

(a) The dental  service in the theater of operations is a 
component of  the Army Medical Service and as such shares  the responsibility  for 
the preservation of the strength and effectiveness of  the  command.     Its mission 
is accomplished by the establishment of dental services  throughout the theater 
in a manner designed to provide effective dental care and  treatment,   and  to pre- 
vent excessive evacuation  to  the rear of  individuals requiring  emergency or 
routine dental services. 

(b) General responsibilities of  the dental  service. 

_!.     To furnish emergency and routine dental care for 
members of  the  command and others  as may be designated by   the  conmander. 

2,.     To conduct  Inspections of  the  command  to determine 
requirements and priorities of dental  care. 

3L     To recommend dental preventive measures designed  to 
reduce the  incidence of dental disease and to supervise  the  training of all 
personnel  In matters of oral hygiene. 

8 
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To coordinate  the dental service with other services 
of  the command. 

5^.     To develop,   prepare,  and recommend plans,   policies, 
and procedures for  the operation of  the dental  service of  the command. 

£.     To prepare,   consolidate,  and evaluate routine and 
special dental reports and records  for  the  information of  the command and higher 
authority,  and for use  in the planning and operation of the dental  service of 
the command. 

7^.     To train all personnel assigned to  the dental service. 

8^.     To recommend policies,  requirements,   and  priorities 
for dental supplies and equipment maintenance  services. 

b. Effect of TASTA-70 concepts on medical training. 

(1) Training.    A careful evaluation of the roles of medical person- 
nel assigned to medical service units  to support the TASTA-70 concept reveals 
that no changes from the current training objectives will be required.     At  the 
present time  there  is no indication that new medical MOS's will be required 
despite  the introduction of automatic data processing equipment  into medical 
units. 

(2) Career patterns. An examination of the medical organizations 
and systems included in TASTA-70 indicates that the current career patterns for 
medical personnel will be adequate. 

c. Materiel requirements for TASTA-70. 

(1) The development of medical organizations and  systems  in sup- 
port of TASTA-70 did not tsc  ire  the addition of new items  of medical equipment. 
However,  normal  technological development of medical equipment will  result in 
the introduction of  some new items    during  the  time frame embraced by TASTA-70. 

(2) It was determined during  the development of  the study that an 
on-line input/output   (I/O)  device for entry into computer complexes would be 
required in selected medical facilities and command headquarters.     Another means 
of communication,   compatible with the  language and format of the  I/O device 
mentioned above,   is required to support  the processing of medical  functions by 
an ADP system  (see Annex F). 

d. Medical  service in the FASCOM  (see Annex A). 

e. Medical  service in the COMMZ   (see Annex B). 

5.     Conclusions. 

a.     That  the medical service proposed in this study and the medical 
troop lists contained in Annex E are the minimum essential required  for a 
theater of operations under the TASTA-70 concept. 



b. That medical career programs do not require revision for TASXA-70. 

c. That no new medical MOS's are required to support TASTA-70.     How- 
ever,   there will be a need for experienced medical service personnel with special 
training In systems analysis  to develop and revise systems designed for the Army 
Medical Service. 

d. That the ADSAF program has not progressed  to  the point where a  firm 
position can be made regarding ADP,  priorities,  and amount of computer time 
needed  to satisfy medical requirements. 

e. That the only new equipment requirements presently known to be 
generated by TASTA-70 are requirements for I/O devices compatible with the ADPS. 

6.     Recommendations. 

a. That the proposed medical service in this  study be approved for  the 
purpose of revising pertinent field manuals. 

b. That the Army Medical Service troop lists  In Annex E be approved as 
the minimum essential medical units required for the designated forces. 
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ANNEX A 

ARMY MEDICAL SERVICE IN FASCOM 

1. Purpose.    This annex will present the general considerations of 
Army Medical Service required for  the field army under the TASTA-70 concept. 

2. General. 

a. Mission.    The mission of the field army medical service is to 
conserve  the  fighting strength through maximum reduction of noneffectlve 
rates and  the provision of the highest possible standard of health services. 

b. Functions of the  field army medical service. 

(1) Furnish preventive medicine. 

(2) Relieve  the divisions of their wounded,   injured,   and 
sick to maintain maximum combat effectiveness and tactical mobility. 

(3) Relieve field army units,  other than divisions,   of their 
wounded,   injured,  and sick. 

(4) Provide evacuation and hospitallzation. 

(5) Effect maximum restoration of personnel  to duty status 
within terms of the evacuation policy. 

(6) Furnish area medical service,  as required. 

(7) Provide medical reinforcement. 

(8) Furnish laboratory service. 

(9) Furnish dental service. 

(10) Furnish veterinary service. 

(11) Provide medical  support for prisoners of war and civilian 
internees,  as  required. 

required. 
(12) Provide medical support for civil affairs activities, as 

(13) Provide medical supply and maintenance support. 

c.  The field army surgeon. 

(1)  Functions, responsibilities, and duties.  The field army 
surgeon Is a special staff officer of the field army commander. He is 
responsible for keeping the commander and the staff informed on the state 
of the health of the command and on the medical aspects of combat 
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effectiveness and combat operations.    As  the principal medical staff 
officer,  he advises  the coranander and the staff on all medical matters. 
His duties normally include the following: 

I 
(a) Developing,  preparing,  and coordinating  the  broad 

medical policies of  the conmand. 

(b) Developing,  preparing,  and coordinating the medical 
portions of Army plans. 

(c) Providing current information on the Army medical 
situation to the surgeons of the next higher and  subordinate headquarters. 

(d) Maintaining close  liaison with the civil affairs 
officer on medical requirements. 

(e) Exercising medical professional and technical control 
of field arm/ medical service activities. 

(f) Reconmending the assignment and reassignment of AMEDS 
personnel in the field army. 

(g) Maintaining a chronological record of medical service 
operations, activities, everts, and other information of historical signifi- 
cance. 

(h)     Furnishing all medical professional consultation 
services  to the field army. 

(1)     Preparing or consolidating medical statistical and 
other reports as required. 

(J)     Recommending policies and determining requirements 
and priorities  for medical supply and medical equipment maintenance 
services. 

(2)     Command and staff relationships.     The field army surgeon 
functions under the general staff supervision of the ACofS Gl and coordinates 
medical matters,  as appropriate, with other members of the general and 
special staff.    On medical professional and technical matters affecting 
the health of the command and combat operations,  he has direct access  to the 
field army commander.     Coordination with the surgeons of higher and subordi- 
nate headquarters  is  through conmand channels,  except for direct coordination 
of professional and technical matters.     Since the field army medical 
service is  intersectional and continuous,  medical staff problems at all 
levels are  interrelated.     Therefore,  in accomplishing the medical mission, 
medical staffs at all levels supplement each other. 

d.    Medical service in the FASCCM. 

(1)     In addition to the medical brigade,  there is a medical 
branch organic  to the ACS/Personnel,  FASCOM. 
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(2) There  Is  no FASCOH surgeon.    The FASCOM commander may, 
at his discretion,  designate either the medical brigade commander or the 
medical staff officer assigned  to the nzedlcal branch,  ACS/Personnel to act 
In this capacity.    When one of the above Is designated the FASCOM surgeon, 
he will assume the functions,  responsibilities,  and duties of a surgeon. 

(3) The medical branch, ACS/Personnel,  consists of a medical 
staff officex, medical plans officer, medical administrative assistant and 
enlisted assistants.    The medical staff officer Is authorized direct access 
to  the commander on medical matters of command Interest. 

(4) The functions of the medical staff officer are to: 

(a) Advise  the  commander and staff on professional 
technical medical matters. 

(b) Develop,   prepare,  and coordinate with the medical 
brigade,   the medical portions of FASCOM plans and policies. 

(c) Make plans and recommendations  for the procurement 
and assignment of medical units  to the medical brigade. 

(d) Exercise technical supervision over medical training 
throughout the command including sanitation, first aid, and hygiene for all 
troops. 

(e) Evaluate and disseminate medical intelligence in 
coordination with ACS/Security,   Plans and Operations. 

(f) Advise and assist ACS/Civil Affairs  in planning 
and coordinating civil public health services. 

(g) Plan and coordinate the medical aspects of rear 
area security and damage control within the FASCOM area of responsibility. 

e. Medical service in the support brigade. 

(1) General.     The staff of the support brigade does not Include 
a surgeon.    Therefore, medical staff services,  as required,  are provided by 
the commander of the medical group supporting the brigade. 

(2) Functions.     In his role as advisor for the support 
brigade comnander,   the medical group commander advises on the health of 
the command,  medical service support requirements,   and provides  Information 
concerning medical professional and technical matters. 

f. Medical service in the corps. 

(1)    General.     Normally,  there are no medical units organic 
to a corps.    The medical brigade provides a medical group with appropriate 
attached medical units  to meet support requirements.     These units provide 
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unit and field army level medical service to the organic and attached units 
of the corps on an area support basis. 

(2) The corps surgeon.  The corps surgeon Is a special staff 
officer of the corps commander.  He Is responsible for keeping the commander 
and staff Informed on the beilth of the command and the medical support 
situation. As the  principal medical staff officer, he advises the commander 
and stuff on the medical aspects of matters affecting operations. His 
duties normally Include: 

(a) Developing medical policies in agreement with 
policies of higher headquarters and implementing procedures to insure 
adherence to these policies within the corps. 

(b) Evaluating, coordinating, and implementing medical 
plans in agreement with plans of higher headquarters. 

(c) Exercising staff supervision of medical service 
within the corps and divisions. 

(d) Coordinating medical support of corps operations 
with the FASCOM medical brigade commander. 

(e) Maintaining liaison with the surgeons of higher 
and subordinate headquarters. 

(f) Processing medical records and reports as required. 

(g) Monitoring medical supply activities with emphasis 
on critical Items affecting medical support of the combat mission. 

(h)  Monitoring AMEDS personnel matters to include 
recommendations for personnel assignment. 

(3) Staff relationships.  The corps surgeon operates under 
the general staff supervision of the corps ACofS Gl and coordinates medical 
matters with other members of the corps staff.  He has direct access to 
the corps commander on professional and technical matters affecting the 
health of the command and on medical matters affecting operations. 
Coordination with the surgeons and medical comnanders of higbe.r subordinate 
and lateral headquarters Is through command channels, except for medical 
professional and technical matters which may be coordinated direct. 

(4) Independent corps operations. 

(a)  When a corps is assigned an independent mission, 
combat service support functions and responsibilities are added.  A 
corps support command (COSCOM) Is organized and tailored to the mission. 
Under these circumstances, the surgeon of the Independent corps must 
assume duties similar to those of the Army  surgeon. 
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(b) Normally, a medical group is tailored to the mission 
and attached to the Corps Support Command (COSCOM) as the operating medical 
command of the Independent corps.  The group conmander with his increased 
staff (See Part B, TOE 8-122) must assume duties and responsibilities similar 
in scope to those normally performed by the medical brigade commander and 
his staff. 

g. Medical service provided the field army by the medical brigade. 

(1) Evacuation and treatment.  Evacuation is the process of 
moving patients to and through successive medical treatment facilities.  For 
each patient that is moved to the rear there must be a replacement brought 
forward; therefore, it is essential that the medical service does not 
evacuate patients that can be rehabilitated in medical Installations of the 
field army. A critical evaluation of the time required for rehabilitation 
of each patient, as opposed to the immobilization of medical installations 
by the accumulation of patients, must be made prior to evacuation from 
combat zone installations. 

(a) From divisions and corps. The responsibility for 
evacuating patients normally passes to the field army at division clearing 
stations; however, field army provides aeromedical evacuation of all cate- 
gories of patients from any point within the division to field army medical 
treatment facilities. Patients requiring evacuation from clearing stations 
are moved as soon as the patlentb condition permits; this prompt evacuation 
is essential to avoid Immobilizing the clearing stations with large numbers 
of patients. Normally, patients are evacuated to mobile army surgical or 
evacuation hospitals by ground or air ambulance units. 

(b) From units of Army troops. The field army medical 
service, with its organic ambulances, collects patients from dispensaries 
and aid stations of units to the rear of division boundaries and transports 
them to mobile army surgical or evacuation hospitals, or, on occasion, to 
field army clearing stations. Patients from field army clearing stations 
normally are taken to an evacuation hospital, an army convalescent center, 
or to units established for the treatment of special type cases. 

(c) Rear termini of field army evacuation system. 
Normally, evacuation hospitals are the rearmost units in the field army 
evacuation system. At these installations the responsibility for evacuation 
passes to the TASCOM commander. However, if a medical holding company or 
some other unit is employed to operate a medical holding facility anywhere 
in the evacuation system, the field army medical service assumes the respon- 
sibility for evacuating patients from hospitals to the holding installation 
even though it may be rearward of the evacuation hospitals. Air evacuation 
of patients from the combat zone to the communications zone is the responsi- 
bility of the Air Force.  Ground evacuation of the combat zone is accomplished 
by COMMZ ambulance companies, rail ambulance trains, or in emergency by 
other type ground transport. 

(2) Evacuation policy. It is not advisable for the field army 
surgeon to recommend a long range evacuation policy for the field army area. 
Certain factors, which may vary from day to day, determine the length of time 
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patients may be held In field army hospitals. Among these factors are 
patient admission and disposition rates, the number of available hospital 
beds within the field army, the capabilities of hospital professional staffs, 
the tactical situation, and the availability of COMMZ transportation and 
hospitals. 

(3) Hospitalization. 

(a) General. The employment of field army hospitals 
in the combat zone is governed by two basic principles: First, hospitali- 
zation is provided as close as practical to the troops requiring it; and 
second, the maximum number of personnel are returned to duty within the 
combat zone in order to conserve the fighting combat strength. Although 
hospitalization is provided in the forward areas for patients for whoai it 
is essential, the hospitalization of all serious patients in the most forward 
units should be avoided. Medical cases should be distributed to hospitals 
according to type and professional capabilities of hospital starfs.  Evacua- 
tion is controlled to effect a distribution of cases so that each patient 
can receive the treatment required. 

(b) Types of field army hospitals.  Combat zone hospitals 
include mobile array surgical and evacuation hospitals.  Facilities for the 
treatment of certain conditions, such as psychiatric disorders, may be 
established by the addition of professional teams and extra equipment to 
medical clearing companies. 

(c) Location of field army hospitals. Field army hospitals 
should be located near the troops to be supported and accessible, both from 
forward and rear areas, by normal means of transport.  Sites are undesirable 
if they cannot be easily evacuated and cannot effectively display the Geneva 
Cross. They should not be located near supply or ammunition dumps, important 
crossroads, or other potential targets of enemy air attack. 

(4) Medical regulating. Medical regulating is the operating 
procedure controlling the evacuation of patients from division and field 
army medical units to appropriate field army hospitals utilizing the most 
effective means of transportation.  The information required for effective 
medical regulating Includes the number and location of patients to be 
evacuated; the locations, vacant beds, and surgical backlog of the field 
army hospitals; and the available transportation. An efficient working 
evacuation system will decrease the number of times a patient is handled 
between the division clearing station and the field army hospital, and 
between one field array hospital and another.  Rigid control of the system 
is maintained especially for the evacuation of patients awaiting surgery. 

3. Current Medical Service Organization and Operations in the FASCOM. 
(See Appendix I to Annex A.) 

4. Proposed Medical Service Organization and Operational Concepts 
in the FASCOM.  (See Appendix II to Annex A.) 
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APPENDIX I TO ANNEX A 

CURRENT MEDICAL SERVICE ORGANIZATION AND OPERATIONS IN THE FASCOM 

1. The purpose of this appendix is to Illustrate current medical 
service organization and operations for the FASCOM uuder ihe  CO-STAR concept, 

2. The Medical Brigade. 

a. Mission.  The mis ion of th". medical brigade is to: 

(1) Provide medical service to the field army through the 
command and control of the operating units of the field army medical service 
system. 

(2) Develop, refine, and implement medical plans. 

(3) Control, direct, and Integrate medical service operations. 

(4) Reinforce the medical service of the Army divisions. 

(5) Perform the overall medical service mission to include 
area medical service.  This includes the functions of patient evacuation; 
care and treatment; medical supply and maintenance; and dental, veterinary, 
preventive medicine, and laboratory services. 

b. Organization for a 12 division force.  (See Figure A-I-l). 
The medical brigade consists of a headquarters and headquarters detachment, 
a number of medical groups and medical battalion headquarters, and the 
medical service operating units of the field army. A personnel services 
company is attached to furnish services for all personnel of the medical 
brigade and attached units.  The medical brigade may be tailored to the 
field army mission. Flexibility of organization is Inherent and permits 
rapid organizational adjustment to changing medical service support 
requirements. 

c. Concept of operations. The medical brigade is a major unit 
of the FASCOM and the medical brigade commander reports directly to the 
FASCOM commander.  Under the direction of the brigade conmander, three 
medical groups, including attached evacuation, hospitalization, and area 
medical service units, normally operate In the forward areas in support 
of the combat corps and divisions. One medical group with evacuation, 
hospitalization, convalescent, medical laboratory, preventive medicine, 
supply, and area medical service units operates to the rear of the three 
forward groups.  The medical battalions of the groups control ground 
evacuation and area medical services, while the group headquarters normally 
retains command and control of the air ambulance companies, hospitalization 
units, and other medical service elements.  Usually the groups operate 
under mission-type orders from the brigade. 
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APPENDIX II TO ANNEX A 

PROPOSED MEDICAL SERVICE ORGANIZATION 
AND OPERATIONAL CONCEPTS IN THE FASCOM 

1. Purpose.    The purpose of this appendix is  to present and discuss 
the proposed medical service system to Include organization,  operational 
concepts,  operating procedures,  and other data to Illustrate how medical 
support will be provided  to the field army under  the TASTA-70 concept. 

2. The Medical Brigade. 

a. The proposed medical brigade organization and mission will 
differ only slightly  from the current CO-STAR organization (see paragraph 
2, Appendix I to Annex A) .    The organizational structure  for a 12 division 
force has been changed by adding three command and control units which were 
necessary to permit Improved span of control.    The concept of operations 
remains unchanged except for the introduction of automatic data processing 
systems which will facilitate medical operations within the field army. 
Mission responsibilities  for medical supply and maintenance are vested 
in the medical brigade.    Medical stock control and Inventory control will 
be accomplished by the Army Medical Depot. 

b. Mission.     To furnish,   through subordinate units,   continuous 
definitive type hospltalization; evacuation;  reinforcement; and dental, 
veterinary,   laboratory,  preventive medicine, and medical supply and mainte- 
nance service to the field army. 

c. Organization for a  12 division force.     (See Figure A-II-1). 
The medical brigade  is  a  functionally oriented organization and is a major 
subordinate element of the FASCOM.    The medical brigade consists of a head- 
quarters and headquarters detachment;  a number of medical groups,  battalion? . 
hospitals,   evacuation units; a preventive medicine service unit;  a convales- 
cent center; a medical laboratory; an army medical depot; and TOE 8-500 
cellular teams.    Medical means are provided which allow centralized control 
with decentralized execution of the medical service mission. 

d. Concept of operations. 

(1)     Command and control. 

(a)     The field army medical brigade headquarters provides 
command,  control,  planning, and continuous operation of  the field army 
medical service.    Execution of  the medical service mission is accomplished 
through centralized control of decentralized operations.    Policies are 
provided for the effective integration of medical activities  in the field 
army and are coordinated with supported units. 

b)     The major subordinate conmand and control elements 
of the medical brigade consist of  three forward and three rear medical 
group headquarters.     The number of units attached to these groups may vary 
according to the requirements of the tactical situation and specific 
missions assigned. 

A-II-1 



o   C o 

v> o 
o 

*t m 
UJ 
►- «o 
o UJ 
UJ o 
* 

t- 

—       ^ 
to 

LU 
Q 
< 
<S> 

cr 
00 

: 

o 
Q 

3 

A-II-2 



■       ' 

(c)     The forward medical groups are concerned primarily 
with the evacuation ad treatment of patients  received from divisions.    The 
rear medical groups are designed to provide a continuous hospital service 
for the field army.     These groups will operate as close as possible to the 
combat units without interferring with combat operations.     In addition, 
all medical groups furnish medical service support on an area basis,  as 
required. 

(2) Hospitalization. 

(a) The evacuation hospital,  400-bed,   is the primary 
unit providing hospitalization to field army  troops.     It provides hospital 
care for all classes of patients    and definitive care  for those patients 
who can be returned  to duty within the prescribed evacuation policy of 
the field army.     In field army,   the evacuation policy is very fluid,  varying 
from hour to hour and day to day in accordance with the  tactical situation, 
manpower policies,  admission rates,  and available beds.     For other patients, 
it will provide the treatment necessary to prepare them for evacuation to 
the general hospitals of the communications  zone.    The flow of patients  from 
divisions,  as well as  from nondivisional units,   into evacuation hospitals 
will be controlled  in such a manner that a patient will be admitted  to the 
hospital most capable of providing the care required at the time needed. 
The hospital's capability is predicated primarily on the surgical backlog 
and the beds available at any given time.     Thus, patients  from one division 
may well be distributed to two or more evacuation hospitals.    This control 
of the flow of patients into hospitals is known as medical regulating. 

(b) The other type of hospital allocated to the  field 
army is the mobile army surgical hospital--a specialized hospital not 
normally in the evacuation chain.    It is designed to provide resuscitative 
surgery and medical treatment for critically Injured or ill patients whose 
lives or  limbs would be endangered by the delay Inherent in moving them 
further to the rear  to evacuation hospitals.     This hospital is  100 percent 
mobile with organic transportation to permit  it to retain close, proximity 
to the division it is supporting.    One surgical hospital will support each 
committed division.     This does not preclude admitting patients received 
from other divisions.     The flow of patients  into surgical hospitals  is 
controlled in the same manner as discussed above for the evacuation hospital. 

(3) Evacuation. 

(a) Field army medical service is responsible for 
evacuating patients from division clearing stations to the hospitals 
of the field army.     Transportation is by ground and air ambulances. 

(b) Ground ambulance companies are responsible  for 
routinely evacuating patients from division and nondivisional clearing 
stations  to the appropriate field army hospital.    Patients evacuated  from 
divisions by ground ambulances will flow into  supporting hospital  facilities 
over relatively  fixed routes. 
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(c)  Air ambulance companies and detachments are 
responsible for evacuating all categories of patients to designated field 
army hospital facilities.  Normally, medical air ambulances will be used 
on an "on call" basis.  Priority will. In all cases, be given to the 
seriously wounded. When available and circumstances permit, aeromedical 
evacuation means will be used more heavily than in thr,  past. Greater 
flexibility and responsiveness Is introduced into the medical evacuation 
system with Increased use of air ambulances. 

(4) Medical service to nondlvlslonal troops. Medical service 
for corps and army troops is provided by the medical brigade on an area 
basis and includes all medical service support functions. 

(5) Medical supply and maintenance. 

(a)  The army medical depot operates under the command 
and control of the FASCOM medical brigade.  This unit provides medical 
supply and maintenance services for all units in the field army area. 
Advance platoons of the depot establish supply points well forward in the 
corps to provide direct support to division medical battalions, hospitals, 
and other units in the area. 

(b)  The medical depot establishes the base platoon in 
the field army service area.  Supply levels of advance platoons will be 
kept at a minimum to permit their relocation whenever necessary to provide 
close and timely service to supported units. Division medical battalions 
submit their supply requirements to the supporting medical supply point. 
Requirements are forwarded by ambulance, other vehicles, or other available 
means of communication.  Normally, medical supply distribution is through 
back haul of medical brigade ambulance elements supporting the division. 
FASCOM medical units and all other nondlvlslonal units obtiin medical 
supply and maintenance services on a direct support basis from the support- 
ing base or advance platoons of the army medical depot.  Unfilled and 
replenishment requirements of advance platoons are transmitted to the 
FASCOM medical 1CP through the CS3 communications system. Distribution 
is accomplished by shipment to advance platoons or throughput to using 
units. Unfilled and replenishment medical supply requirements of the field 
army are transmitted from the FASCOM medical 1CP to the TASCOM medical ICP 
through the CS3 communications system.  Distribution from TASCOM medical 
depots is accomplished by shipments to the army medical depot base platoon 
or by throughput to advance platoons or using units. 

(6) Convalescent center.  A limited convalescent capability 
is provided for the field army to permit a more rapid restoration to 
full duty of those patients who otherwise would be evacuated out of the 
field army area. 

(7) Preventive medicine.  A preventive medicine field service 
unit provides comprehensive preventive medicine support to the field army. 

(8) Medical laboratory. A medical laboratory provides com- 
plete medical laboratory services for the field army.  This unit Includes 
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capabilities for assistance in the identification of nuclear,  biological, 
and chemical agents; medical research;   technical inspection; manufacture 
of diagnostic agents; support of epidemiological studies; and the establish- 
ment of a histopathology center. 

(9)     Dental support to  the  field army  is provided by TOE 8-500 
mobile dental treatment teams operating under the command and control of 
the medical brigade.    Hospital dental services are also provided as well 
as emergency dental service for the divisions by additional Dental Corps 
officers organic  to these organizations. 

(10)     Veterinary service  in the field army Includes  the con- 
trol of food borne and zoonotlc diseases,   treatment hospltallzation,  and 
dispensary service for military animals,   Inspection and supervision 
relative  to food products plus  those preventive medicine activities assigned 
by the responsible surgeon.    These services are provided on an ava basis 
by TOE 8-500  teams consisting of veterinary hospital,  dispensary,   and food 
inspection teams commanded and controlled by veterinary headquarters  teams 
of the Army Medical Service. 

3.     See FM 8-16-1 (TEST), Medical Service.  Field Army,   for description 
of Army Medical Service units,  FASCOM. 

c 
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ANNEX B 

ARMY MEDICAL SERVICE IN THE COMhZ 

I  Purpose■  This annex will present Che general considerations of 
medical service required for the communications zone under the TASTA-70 
concept. 

2. General. 

a      Introduction. 

(1) Medical service  in a theater of operations  is continuous. 
It is interzonal and intersectlonal in character;   Interzonal in that the 
efficiency of its operation depends upon the coordination established 
and maintained between the medical services of the combat and communica- 
tions zones; and intersectlonal in that treatment in fixed hospitals and 
the evacuation of patients cannot be limited to sectional boundaries. 

(2) The communications zone is  the area required for the 
administrative suppo' t of the theater as a whole.     The nature of the 
administrative operations in comparison .;ith the ground combat operations 
of the combat zone Implies a less active role.    However,  from the stand- 
point of the medical service this implication is not based on fact.     This 
is evidenced by the great mass of work of the medical service in the 
communications rone resulting from the rearward movement of patients from 
the combat zone. 

b.    Missions  of COMMZ medical service. 

(1) Relieve the combat zone of its patients.     The combat 
zone must be relieved of its patients in such a manner that the hospital- 
ization units of the combat zone may retain their mobility,  thereby 
retaining close proximity to the forward moving troops of the combat zone. 
Another important function is that of reinforcing the medical service of 
the combat zone when required. 

(2) Medical support to COMMZ troops.    Medical support must 
be provided to Army troops  located in or passing through the communica- 
tions zone. 

(3) Medical support  to PW's and other personnel In COMMZ. 
This mission Involves providing medical support to prisoners of war and 
other personnel as directed by competent authority.     In a large land mass 
theater,  additional missions for the communications  zone could Include 
the provision of medical support not only to Army troops but also to 
U S military personnel of other services,  U S merchant seamen,  civilian 
employees of other U S government agencies,  allied nationals, and indige- 
nous personnel employed by U S military forces. 

B-l 



c.    Major functions  of the COMMZ medical service.     The major 
functions of  the COMMZ medical service are essentially  the  same as  those 
performed by the field army medical service.     They differ only in digree 
and  the magnitude of work to be accomplished.     Treatment  of patients  is 
one of  the major tasks  involved.     It also  is one  that provides  the  greatest 
workload for the medical service.     Hospitalization in the  communications 
zone  is different from that of  the  field army medical  service  in that 
reparative and definitive  type  treatment is available   for all classes of 
patients on a relatively long-term basis.     The  great bulk of  the patients 
provided hospitalization in the communications zone will come  from the 
combat zone.     There  is also a  requirement for area hospitalization service 
and dispensary type care  foi   troops  in the communications  zone.    Dental 
care  is also a part of  the  treatment provided by communications zone 
Army Medical Service.     Treatment is definitive and differs only from the 
combat  zone service  in that the dental clinics and prosthetlcs  laboratories 
are relatively fixed as distinguished from the mobile  units employed  in 
the combat zone.    Another major task requiring considerable medical resources 
concerns  the evacuation of patients  from the combat zone  into hospitals 
located in the communications  zone.    Other major functions  include preven- 
tive medicine,   laboratory service,  veterinary  service,   optical repair, 
distribution of whole blood,   and medical supply and maintenance. 

(1)    Hospitalization. 

(a)     The  theater army COMMZ provides  hospitalization 
for all patients originating in the communications zone and those received 
from the combat zone.     The number and types of hospitals  depend upon the 
location of the communications  zone  in relation to the  zone of interior, 
the extent of the zone,   troop  strength of the  theater,   the nature of 
military operations,   the character of hostile resistance,   and the theater 
evacuation policy.    Hospitals  of the combat zone are characterized by 
their mobility;  those of the COMMZ by their  immobility.     In  the combat 
zone,  mobile and semimobile hospitals can be established  in a matter of 
hours;  they can be established under tentage or other shelter without 
impairment of their functions;   they can be prepared for movement in several 
hours after evacuation of all patients;  they can be transported to a 
new location rapidly;  and they possess  the  flexibility  inherent in semi- 
mobile and mobile units.     In absolute contrast,   general and station 
hospitals in the COMMZ,  except when  located  in existing hospital plants, 
require many weeks for plant development to the stage where they can function 
normally.     They are dependent upon the availability of  engineer technical 
assistance,   labor,  and supplies.     They require extensive and proper 
shelter and utilities.    After once having been e.xtablished,  preparation 
for movement after all patients have been evacuated can only be executed 
with great difficulty,   time-consuming effort,  and a major  loss of fixed 
bed potential.    General and station hospitals  normally  are employed  in 
the more secure areas of the COMMZ and once established,   the only possible 
flexibility existing in these  fixed hospitals  is measured by  the number 
of expansion beds that are provided over and above its  rated patient capacity. 
After development has once been started on a  fixed bed   installation,   it is 
undesirable  to change  its  location because of the time  and expense  involved 
unless major  tactical,   strategic,   or logistical conditions dictate a change 
of  location. 
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(b) Field army hospitals  can be  established without 
appreciable time  lag provided personnel,   equipment,   and transportation 
are readily available.     In the communications  zone,  however,   the extensive 
time  lag existing between planned fixed beds and  fixed beds ready for 
occupancy by patients requires  long-range planning based on the best 
information available regarding the strategic,  tactical, and logistical 
plans of the  theater.     Delay in the implementation of the fixed hospital- 
ization program until the  location of hospitals  is  ideal will increase 
the time  lag necessary  to develop such hospitals and will not provide 
the fixed beds required at the time needed. 

(c) Normally,   field army hospitals "*•-  -lot concerned 
with construction standards,  except as  they may be affected by the 
need for winterization,   insect proofing,   and protection from excess 
heat.    However,   in the  construction of fixed hospitals,  it is necessary 
to develop  long-range design and construction standards and,   in coopera- 
tion witli the engineers,   to provide shelter and utilities.     The supplies 
necessary for the construction of hospital plants  are provided by  the 

( engineers.    At times,   it may be possible  to  locate  fixed hospitals  in 
existing hospital plants,   if sucn plants are of sufficient size;   to 
enlarge existing hospital pit. .ts;  to provide  shelter under tentage;   to 
construct prefabricated buildings;  or to utilize a  combination of these 
methods.    The principle  to be followed  is  that the most adequate snelter 
for the purpose will be made available  for hospitalizatlon. 

(d) Field army hospitals preserve their mobility by 
transfer of patients to hospitals in the communications zone. Since 
hospitals in the COMMZ are the rear termini of the evacuation system 
in the theater, they must be able to absorb a large volume of patients 
and, either by return to duty or evacuation to the zone of Interior, 
reduce their patient load. The only reserve provided is by means of 
expansion beds which is an emergency measure. 

(e) Types of hospitals.     Hospitals in the COMMZ 
, are classified and organized on the basis  of bed capacity,   type,  and 
v extent of medical care performed and mission responsibility. 

1^.     General hospital.     General hospitals are 
fixed Installations designed to provide hospitalizatlon of a definitive 
nature for all  types of patients in a 'cheater of operations.    General 
hospitals receive patients  from field army hospitals,  COMMZ,  station 
and field hospitals,  and by direct admission.    Normally,   the majority 
of their patients come  from the combat zone. 

2.     Station hospital.     Station hospitals are 
fixed hospitals which normally serve a  limited area  to which assigned 
and routinely do not  receive patients  from the combat zone.    They are 
organized and classified according to their patient capacity and are 
extablished at  locations  in the communications  zone where there  is 
sufficient concentration of military personn«1 to  require local 
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hospitalization.     In the establishment of station hospitals,   the samo 
general problems arise as   in the establishment of gcm>rai hospital!). 

3. Field hospital.    Field hospitals are organized 
and designed to provide hospitalization facilities  for 400 patients  in 
areas of temporary troop concentrations and to establish and operate 
medical holding installations.     In some cases  they may be  utilized  to 
supplement general hospitals  in order to temporarily provide hospital- 
ization while construction for the  general hospital  is under way.    Tlie 
field hospital may be divided into  three 100-bed hospiLalization units, 
each of which is capable of  separate,   independent, operations  for a 
limited period of time. 

4. Convalescent center.     Convalescent centers 
in the COMMZ are classed as  fixed  installations.    However,   regardless 
of where units of this type are employed,   they are not charged to the 
theater as  fixed beds.    Normally,   these units are adjuncts   to fixed 
hospitals and are not capable of providing definitive  treatment compar- 
able  to that afforded by hospitals.     The. convalescent  center  in the 
COMMZ has  a normal rated capacity of 1500 patients and may be augmented 
to provide  facilities for an additional 1500 patients.     This center 
provides  facilities where patients may convalesce and receive recondi- 
tioning training prior to return to duty.     It receives patients  from 
other hospitals within the  theater of operations who do not need further 
hospital treatment but v  o require  further reconditioning under medical 
supervision prior to      r to a duty status. 

(f) Abiding units.    There is a requirement for 
facilities  for the care and treatment of patients at each location wnere 
there  is a major change in the mode  of evacuation.     At railheads, 
patients must be collected and held  ready for the arrival of ambulance 
trains which continue evacuation.     To attempt  to move   the number of 
patients required to fill an ambulance train at one  time from scattered 
medical units to the entraining point requires an unnecessarily large 
number of ambulances,  disrupts  the normal operations  of medical units, 
and frequently results  ^.n hardship  for the patients while being held 
in ambulances awaiting the arrival of the ambulance   train.     The same 
considerations hold for airheads and ports of embarkation and debarka- 
tion.     At the rear termini of air,   rail, and water evacuation, mtans 
are required for the recep.ion and distribution of large numbers of 
patients to  the appropriate hospital facilities.     When the route of 
evacuation extends over long distances,  it may be necessary  to establish 
intermediate  installations  to provide rest for the patients while in 
transit.     These  installations  are  known as holding units  and   their 
primary function is  to provide  temporary shelter and emergency medical 
treatment for patients while  they are awaiting transfer.     Units used to 
perform such missions include  field hospitals,  medical clearing companies, 
medical holding companies,  and even general hospitals,   when necessary. 

(g) Hospital  centers.    When praccicable,   hospital 
centers are  formed by grouping two or more general hospitals  under a 
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hospital center headquarters.    This unit provides a command and adminis- 
trative agency to affect a consolidation of functions and to Insure the 
maximum utilization of available medical service personnel and facilities. 
Through centralized control the hospital center correlates and coordinates 
the activities of attached hospitals.     Certain hospitals operating under 
the hospital center may be staffed and equipped  to provide specialized 
treatment.    Thus,   the operating hospital center affords the opportunity for 
increased specialization in the field of medicine  indicated.    This proce- 
dure provides  the additional advantage of fully  utilizing the skills of 
highly qualified professional personnel. 

(2)     Evacuation. 

(a)     Evacuation is one of the major tasks of the COMMZ 
medical service.     Prompt and efficient evacuation is necessary in the 
theater of operations  in order Lo prevent  the adverse effect of unevacuated 
casualties on combat efficiency and to distribute sick and Injured  In 
available hospitals where  they can receive  the highest standards of medical 
care.    Since it  is  fundamental principle of the medical service to evacuate 
patients no farther to  the rear than their condition or the military situation 
warrants,  provision must be made throughout  the evacuation system for 
sorting (triage).     Normally,  sorting takes place  ac each installation where 
there is a change  in the means of transportation or where resn'-   .  bility 
for evacuation is  transferred.    The decision to retain or evacv     , patients 
is based on professional and military considerations.    Evacuation and 
hospltallzation are twin considerations,   and each depends upon the other 
for ultimate efficiency. 

JL.    The availability of sufficient transportation 
by ship,  aircraft,   train,   or vehicle determines   the extent and degree 
to which evacuation can be carried on.     However,   whenever the situation 
permits,   first consideration will be given to evacuation by air.     Except 
for ambulances,   the medical service controls no other transportation 
means for evacuation from the combat zone   to the communications  zone, 
and controls no  transportation means for evacuation from the communica- 
tions zone  to the  zone of interior.    For additional means of evacuation, 
the medical service is dependent upon ehe particular service (Air Force 
or Navy)   controlling aircraft and ships,   or the comnand controlling trains 
or other forms of     transportation.    The requirement for land,   rail,   air, 
and water evacuation means must,   therefore,   be continuously forecast 
so that coordination for  their procurement may be made sufficiently  in 
advance of needs.     Since nia:clnium use must be made of transportation,   suffi- 
cient manpower and ambulances are required within a minimum period of 
time for  the transfer of patients  from one  type  of transportation to 
another,   and from such  transportation to hospitals. 

2.     In the combat  zone,   e"acuatlon Involves  the 
movement of patients by ground and/or air ambulance in a fairly continuous 
flow directly to hospitals, while,   in the COMMZ,   patients are moved 
intermittently by  train,  plane,   ship,  and vehicles.    In the communioations 
zone,  patients are delivered to airfields  and railheads located in the 
vicinity of hospital sites.    For  this purpose,   sufficient numbers of 
litter bearers  and ambulances are required  to unload and transport peak 
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loads of patients expeditiously.     The number of  litter  bearers and ainbu- 
lanc(?tt  required is dependent upon number of patients  to  be movod and 
the distances Involved.     When relatively few patients arrive and distano-b 
are not  too great,   general hospitals may be able  to complete this  transfer 
of patients with their organic means.    However,   evacuation between 
hospitals of the communications  zone and to ports or airfields by  trains, 
planes,   or ships,  entails  peak patient  loads and requires  additional 
litter bearer and ambulance elements.    The  location of field army 
hospitals in the combat zone has relatively little effect on the pattern 
of evacuation in that zone,  while hospitals  in the comnunications zone, 
when once established,   fix the evacuation pattern.     General hospitals 
established without regard  to rail or air service will  continue  to 
jeopardize efficient evacuation as  long as  they are  in operation.   Although 
in many cases  the need  for  fixed beds cannot always  be  delayed to await 
the determination of ideal evacuation patterns,   general hospitals must 
be  located,  so far as practicable,  with due regard  to  this factor. 

(b)     Evacuation from combat zone to communications  zone. 
Normally,  no level of medical service is responsible  for the evacuation 
of patients beyond its  rearmost medical installation.     In the case of 
field army medical service,   the rearmost unit may be  either an evacuation 
hospital or a holding unit.     It is a general principle  that holding 
installations in the combat  zone are initially established and operated 
by field armies in the vicinity of railheads and airfields utilized for 
patient evacuation.    During the  time holding units are established and 
maintained by the  field army,   they are considered medical  Installations 
of  the field army and operate under the control of the  field army comman- 
der.     On the other hand,  when responsibilities  for holding units at a 
particular site have been taken over by the COMMZ medical service,   it is 
considered to be an installation of the COMMZ medi:al service and  is  so 
operated and controlled.     It  is  therefore necessary that units be made 
available in both the combat and COMMZ for  the establishment of holding 
installations capable of properly performing this function. 

1^.     All means of surface transportation may be 
employed in evacuation from the combat zone  to  the COMMZ depending upon 
the geography of the theater.    Where distances are great and railways 
are available,  they constitute  the most efficient means of surface 
transportation.    Ambulance  trains are allocated  to  the COMMZ medical 
service,  and their movement  is controlled by the Movement Control Center 
(MCC) . 

2.    Air evacuation in the  theater of operations 
is  the  responsibility of  the  theater commander.     The Theater Air Force 
Surgeon provides guidance as  to  the types of patients  to be evacuated by 
air.     The Theater Air Force Commander provides  the necessary aircraft  for 
patient evacuation as well as  the medical personnel and equipment needed 
to provide in-flight treatment.     Whenever possible,   patients are delivered 
to airfields convenient to fixed hospitals.    When required to land at 
emergency airfields where there are no provisions for the reception of 
patients,   temporary medical  treatment is normally provided by the Air 
Force  from local resources.     The field army  surgeon and the COMMZ surgeon 
are responsible for the selection of patients  to be evacuated by air from 
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medical  Installations under their control. 

(3)    Medical supply and maintenance. 

(a) The  theater army commander is  responsible for 
the development of supply systems which will insure adequate provision 
of supplies for theater army forces and, when applicable,   for Navy, Air 
Force,   and civil affairs activities.    The development of a medical supply 
system depends on conditions existing in the particular theater;  for 
example,   the system developed on a  large  land mass will differ from that 
required  in ocean areas where  islands and island groups are separated 
by great distances.    The availability of shipping and  the adequacy of 
harbor discharge facilities are other factors which Influence the storage 
and distribution of supplies  to the theater and to using agencies, and 
materially affect the development of a medical supply system. 

(b) The determination of the number,   type,   location 
and mission of medical supply Installations to be established in the 

I COMMZ is generally dependent upon the number of troops  to be served, 
their  locations, and the availability of means for the storage and distri- 
bution of supplies by rail, water, highway, and air.    Medical supply 
installations in the COMMZ are operated by TOE units augmented, whenever 
possible,   by local labor and by prisoner of war labor. 

(c) The distribution of medical supplies and equipment 
is controlled by the medical conmand.    A stock control system is estab- 
lished  to maintain adequate stocks of supplies and equipment in the supply 
system.    Medical supply units  submit,  at designated  intervals,  reports 
which reflect their stock position.     Based on the reports,   transfers 
between medical supply elements  are directed by the medical conmand 
commander,   and periodic requisitions are submitted  through established 
theater channels to CONUS to maintain theater supply  levels.    Local 
purchases of medical supplies  in the theater of operations are desirable, 
wherever practicable,   in order to save time and shipping space.    However, 
any plan for local purchase must be carefully considered from the following 

( standpoints: 

I.    The acceptability of foreign-produced materiel. 

2. The effect on medical proficiency standards 
resulting from the use of equipment which requires special training to 
operate. 

3. Difficulties in the procurement of repair parts 
and replacement items. 

4. Problems of operating a medical supply system 
Involving a large number of foreign-produced nonstandard items. 

5. The possible effect of disrupting existing 
controls on civilian economy. 
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6.     The time necessary  for  the production and deliviy 
of foreign-produced equipment. 

(d) Medical units submit  requisitions directly  to 
designated medical supply elements.     Requisitions  for regulated  items 
(designated item.-  requiring approval of higher headquarters) ,  and for 
items in excess of authorized allowances,   are submitted to the Medical 
Command Commander. 

(e) The Army is responsible  for providing medical 
care and treatment for all prisoners of war and civilian internees.     In 
computing requirements  for supplies and equipment needed  to perform this 
function,   full use  should be made of all available  intelligence data 
pertaining to the  incidence of disease among enemy  forces and estimates 
of the numbers of  such individuals  for whom medical care must be provided. 
It is possible that  the number of prisoners of war and civilian  internees 
will be such as  to require  the establishment and equipment of special 
hospitals  for this purpose.    When authorized,  medical supplies and equip- 
ment captured from the enemy are utilized by combat units or turned  over 
to designated medical supply depots.     Captured  supplies and equipment 
are of value  in the  treatment of prisoners  of war,   since captured medical 
personnel are familiar with such equipment.     It  is essential  that adequate 
samples of all captured medical items be preserved and turned over  to 
technical intelligence elements for inspection and testing. 

(4) Veterinary service.    Veterinary service in the CÖMMZ 
Includes the control of food borne and zoonotic diseases;treatment, 
hospitalization, and dispensary service for military animals;  Inspection 
and supervision relative to food products;  and those preventive activities 
assigned by the responsible surgeon.    These services are provided on an 
area basis by TOE 8-500 teams consisting of veterinary hospital,  dispen- 
sary,  and food inspection units commanded and controlled by veterinary 
headquarters elements of  the Army Medical Service. 

(5) Dental service. 

(a) In the COMMZ,   Dental  Surgeons are assigned as 
staff officers to  the medical comnand headquarters of Hospital Center 
Headquarters and Headquarters Dental Professional Service.     The  latter 
unit is normally attached to subordinate medical headquarters and pro- 
vides command and control of attached dental service units. 

(b) General doctrines: 

1^ Connanders are responsible for the provision 
of dental service for all military personnel of their commands and such 
other persons designated by the comnand or by higher headquarters. 

l^.    Dental service should be so organized and 
deployed to provide optimum service with the  least  inconvenience  to 
the units  supported. 
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3. Emergency dental treatment must be available to 
all  troops at all times. 

4. Routine dental care must be available at all 
times when the tactical situation permits. 

_5,     Continuous preventive dentistry support must 
be available at all times  to maintain the dental health of  the command. 

(c)     TOE dental units are under the command of the 
major medical headquarters  to which assigned.     Operational control of such 
units  is normally a function of the command dental surgeon.     The dental 
surgeon designates mission and allocates resources  for dental support of 
the command.    Control remains  centralized,  but operations are decentralized, 
and becomes the responsibility of dental unit commanders. 

(6)    Whole blood requirements. 

(a) Blood  loss  from a patient with a resultant decrease 
in  the circulating blood volume,   is  the most important cause of shock in 
battle casualties.    Whatever  the contributory cause,   the underlying cause 
of shock in most cases  is  blood  loss.    The regimen of resuscitation is a 
complex affair,  but the principal means is the administration of whole 
blood.     Whole blood has a relatively short shelf life  (approximately 21 
days) .     The collection of whole blood involves many personnel and once 
collected it must be inspected and  typed.    Whole blood requires special 
handling and storage facilities  to  include close  temperature control within 
specified  limits.    Special requirements in transportation are necessary 
to  insure that whole blood arrives at its destination on a timely basis 
and  in satisfactory condition. 

(b) Collection of whole blood from troops on the  line 
should be avoided because of  the adverse effects a  loss of blood would 
have  upon combat troops.     Consequently,  the collection of whole blood 
within the theater of operations should be from service support troops 
with   the greatest volume coming from COMMZ troops.     Heavy requirements 
for whole blood will exist both  in the COMMZ and in  the  field army. 
Consequently,  the plan to provide whole blood for a  theater of operations 
should be  based on the concept  that the handling and use of whole blood 
and other replacement fluids  is a specialized procedure and that to 
collect blood,   to group  it correctly,  and to  transport and preserve it 
safely requires  the services of specially trained personnel.     These 
functions  cannot be delegated  to untrained personnel because any slip, 
however trivial,  in the collection,  processing,  and use of whole blood 
may  result  in severe and even fatal reactions. 

d.    Medical management procedure and systems.     Planning for 
and  the evaluation of  factors concerning medical care  for  the wounded 
in mcdern warfare requires a broad background of factual Information, 
much of  It statistical  in nature.     Past experience  indicates a require- 
ment exists  to develop Improved methods of collecting medical data in 
order  to provide a more definitive matrix of factual data  in  forecasting 
the  needs of the medical service. • 
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the needs of the medical service. 

(1) Patient accounting.     A procedure which provides  for the 
accounting of patients in the hospitalization and evacuation system. 

(2) Medical reports  and  statistics.    Medical reports are 
procedures designed to extract certain information from the patients' 
health and clinical records by the attending medical facilities and  the 
subsequent  sumnarizations of this  information into statistical data. 

(3) Medical regulating is covered in detail in Appendix I 
and Appendix II, Annex B. 

(4) ADPS.    The use of ADPS for medical service operations 
involves collection,  dissemination,   collation,  sumnarizations,   and 
analysis of medical data of a statistical nature to facilitate  decision 
making processes and to provide adequate quantitative and qualitative 
historical data.     (See Annex F,  ADPS  Implementation.) 

3. Current Medical Service Organization and Operations  in the C0MM2. 
(See Appendix I to Annex B.) 

4. Proposed Medical Service Organization and Operations    Concepts in 
the TASCOM.     (See Appendix II to Annex B.)      " 
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APPENDIX I TO ANNEX B 

CURRENT MEDICAL SERVICE ORGANIZATION AND OPERATIONS IN THE COM« 

1. Purpose.     The purpose of this appendix is to illustrate the 
current medical service organization for the COMMZ. 

2. General. 

a. The theater of operations  is normally divided into a combat 
zone and a COMMZ,   the CGMMZ being organized  for the administrative  support 
of the theater as a whole.    Depending on its  size,   the COMMZ may be 
divided only to the  degree necessary to carry out its mission.     The  organi- 
zation is keyed to the plan of operation and  is based on conditions  in 
the theater.    The  territorial organization of CGMMZ might include advance 
sections,  base sections,  and area conmands. 

b. The theater army logistical command  (TALOG)  is responsible 
for operations in the COMMZ.    When circumstances dictate a divided COMMZ, 
the TALOG commander assigns  territorial responsibilities to subordinate 
conmands.    Advance  logistical conmands  (ADLOG)  exercise control over  the 
advance sections;  the base  logistical commands  (BALOG)  exercise control 
in the base sections;  and designated area commands exercise control over 
the subareas. 

c. Logistical command headquarters  are of  three types--Type A, 
Type B, or Type C and are organizations which provide the command and staff 
nucleus for command and control over the various territorial divisions of 
the COMMZ.     Each logistical command must be augmented and tailored to 
meet the task at hand. 

3. COMMZ Medical Service. 

a. Mission.     The mission of the COMMZ medical service is  to 
provide medical support  to the combat zone as  well as  to Army forces 
located in the COMMZ and to elements of other services, when required. 

b. Organization.     The medical organization of the TALOG is 
subject to extreme variation depending upon its  size and location,  nature 
of  the operation,  and  the desires of the TALOG commander.    There are, 
however,  certain principal elements present — the TALOG surgeon,  hospltal- 
ization,  evacuation and other supporting medical units and detachments. 

c. Concepts  of operation. 

(1)     The TALOG surgeon,  as a special staff officer to the 
TALOG commander,   supervises  the redical activities of the entire COMMZ. 
When no sections of COMMZ are established,   operational control of major 
medical units and  installations is vested in the TALOG surgeon.     In this 
Instance,  the TALOG surgeon is an operator as well as a planner and 
supervisor.    When COMMZ sections are established,  many of the detailed 
operations of the medical service are decentralized to the section 
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commanders.     Under these conditions,   the TALOG surgeon may  become primarily 
a planner and a policymaker,  while the  section cotnmanders   through their 
surgeons operate the principal medical units and installations of the COMMZ. 
Decentralization of medical functions  to the section commanders   is  limited, 
however,   to  those activities which do not interfere with  the operation of 
the COMMZ medical service as a whole.     The TALOG commander,   therefore, 
normally  retains control of such activities as site selection for hospitals, 
construction standards,  and medical regulating activities  concerning the 
movement of  large numbers of patients  from the combat  zone and between 
sections  of COMMZ.    There is no  established organization  for the office of 
the TALOG surgeon,  but the size  and composition of the section is  determined 
on the basis of mission and  functions  to be performed. 

(2) Hospltalization. 

(a) The TALOG provides hospltalization for all patients 
originating in the COMMZ and for  those received from the  combat  zone.    The 
number and  type hospitals depends on the  location of  the COMMZ in relation- 
ship  to  the zone of interior,   the  troop strength supported,   the nature of 
the operation,   the character of hostilities,  and the  stated evacuation 
policy.     COMMZ hospitals differ  from those found in the combat zone since 
they are relatively immobile,  require construction which takes a great 
amount of time,  and handle a  larger volume of patients.     These hospitals 
are classified and organized on the basis of bed capacity,  mission,  and 
type or extent of medical care performed. 

(b) The numbered general hospital  is a   1,000-bed 
facility designed to provide hospltalization of a definitive and specialized 
nature.     These hospitals receive patients  from the combat  zone and from 
other hospitals  located  in COMMZ.     The general hospital is  in the normal 
system of evacuation and receives most of the patients  that come  from 
the combat  zone.    Station hospitals varying in size  from 100 to 750 bed 
capacity provide hospltalization  to troop concentrations  in the COMMZ 
and are  really not unlike those  found on any post,  camp,   or station in 
the CONUS,  except for the physical plant occupied.    These hospitals do 
not routinely receive patients from the combat zone.     One other unit, 
the field hospital,  is organized  and designed to provide hospltalization 
for temporary troop concentrations  in the COMMZ.    This hospital has a 
degree of mobility and flexibility and  is designed to operate either as a 
single 40C-bed facility or it may establish three separate hospltalization 
units of  100 beds each.    This hospital  is not in the normal  system of 
evacuation,   since it does not ordinarily receive patients   from the combat 
zone. 

(3) Hospital center headquarters.    The hospital center head- 
quarters  is a command element which e :e.rcises control over  two or more 
general hospitals to effect efficiency of operations and  to permit efficient 
use of specialized professional  skills.     The hospital center serves  to 
reduce  the span of control of the TALOG surgeon or the  BAL0G surgeon 
should general hospitals be decentralized to BAL0G control. 
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(4) Evacuation.    Evacuation units found In the COMMZ are 
lor the most part Identical to those which perform the evacuation role  In 
the combat zone.    Army ground ambulance units are located throughout the 
COMMZ to provide evacuation means to COMMZ troops on an area basis.    The 
p-ir. ipal army medical evacuation means  from the combat zone  to the COMMZ 
.is the ambulance train,  rail.    The bulk of the patients from the combat 
zone are evacuated to the COMMZ by the theater Air Force. 

(5) Medical regulating.    Medical regulating is the operating 
procedure that coordinates and facilitates the patient treatment and evacua- 
tion.     It is a system within the overall sphere of field medical operations 
designed to ensure the efficient and safe movement of patients,  often over 
great distances.     In addition to identifying the patients awaiting evacua- 
tion and the available beds,  transportation means are coordinated so that 
each, patient is moved to the proper treatment facility on a timely basis. 
On a daily basis,   field army hospitals determine the number of patients 
who will not be returned to duty within the prescribed evacuation policy 
and who can withstand transportation to the COMMZ.    A similar determination 

( is made by COMMZ station hospitals.    Also, on a dally basis,  general 
hospitals within the COMMZ report the number of vacant beds in t^-alr install- 
ations.    All the information indicated is submitted through appropriate 
channels to the TALOG medical regulating officer who decides on the 
distribution of Lhe incoming patients to the general hospitals.    Following 
this,   the  transportation means are coordinated which permits  the medical 
regulating officer (MRO)  to schedule  the patients to be evacuated.     Patient 
evacuation instructions are forwarded on a timely basis to all agencies 
concerned as  to the detailed movement schedule.     When the Army Medical 
Service delivers patients to Air Force casualty staging facilities,  the 
Air Force assumes control of the patients until such time as they are off- 
loaded at the destination airfield.    On arrival at the destination airfield, 
the patients are again returned to Army Medical Service control.    At 
destination airfields,   sorting teams  from the hospital center classify 
and direct the movement of patients to designated general hospitals within 
the center.    Normally needed transportation is provided by pooling vehicles 
of units within the hospital center.    When patients are evacuated from 

( the combat zone by ambulance trains,   the Army Medical Service retains 
responsibility for these patients throughout the evacuation process.    Many 
of the patients evacuated to and within the COMMZ will be treated and 
rtturned to duty within the theater.    Others, however, cannot be returned 
to duty and must be further evacuated to  the ZI.     The theater joint medical 
regulating officer (JMRO)   is contacted by  the TALOG medical regulating 
officer and given pertinent information regarding the numbers and  locations 
.if patients requiring further evacuation to the CONUS.    The JMRO is in 
daily contact with the Armed Services medical regulating officer in CONUS 
3.nd coordination is effected for the evacuation of patients out of the 
theater. 

(6) Area medical service.     In the COMMZ, as in the field 
army, primary medical care for units having no organic medical personnel 
is provided on an area basis.    When normal medical support units are unable 
to provide this support, medical teams especially organized and trained 
for special functions are utilized.    These teams may be attached or 
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assigned,  as required,  to  fixed strength units or may be organized into 
composite units to perform their specific missions under varying condition-. 
These units are organized under TOE 8-500 and their capabilities vary with 
the size and grouping of the teams used. 

(7)    Medical supply. 

(a) Two major units provide medical  supply support,  in 
a  theater of operations--the medical depot (COMMZ)   and  the army medical 
depot.    Cellular teams  (TOE 8-500)   providing medical  supply,  optical,  and 
medical equipment maintenance services may be utilized  to augment depot 
capabilities.    COMMZ medical depots  require the assistance of  laborers 
from indigenous or other sources. 

(b) At ports of debarkation,  medical supplies are 
unloaded,   segregated,  and forwarded  to desj.,;nated COMMZ medical depots. 
The depot system in a COMMZ  is a flexible organization.    Normally,  a depot 
is established in the base section of the COMMZ to where  the majority of 
the  items are forwarded from the port.    The medical depot   (COMMZ)   serves 
as a bulk storage plant for  the theater.    Medical depots  (COMMZ)  have  the 
mission of supporting local units  in addition to supporting the combat zone. 

(c) The medical depot  (COMMZ)  may  serve as a receiving 
depot at a port,  as a distribution depot in the COMMZ,   or as a filler depot 
in the advance sectiou of a COMMZ.     It provides,   in addition to medical 
supply support,  depot medical maintenance for COMMZ medical units and 
backup depot maintenance support for the army medical depot.    The optical 
shop  fabricates and repairs  spectacles and the blood distribution section 
distributes whole blood to hospitals in the COMMZ on a daily basis.    When- 
ever possible,  the transport of whole blood is made by air. 

(d) The flow of medical supplies within a theater of 
operations is as follows: 

1_.     Division.    The headquarters and support company 
:  t^v medical battalion has a division medical supply and battalion 

upn'     section.    This section ip also responsible for medical supply 
.jpp' .t xor the entire division.     The SA        the medical battalion is 
responsible for the division medical supply function.     The division medical 
supply point carries a two-day (normally)  supply of fast-moving items. 
Division medical supply points are replenished from medical supply install- 
ations  in the corps or army area. 

2.    Field army.    The army medical depot services 
the  field army and supports  the divisions through  the division medical 
supply point.    The army medical depot consists of a base platoon and  three 
advance platoons and is allocated on the basis of one per  field army.    The 
base platoon of the army medical depots consists of an issue and storage 
section,  a blood distribution section, a general maintenance section,  and 
an optical section.    The base platoon will normally carry five to seven 
day stockage for the field army.     The blood distribution section,  as  is 
also the case with the medical depot (COMMZ),   is  equipped with ^-ton 
trucks and  trailers,  on which are mounted generators  and blood refrigerators, 
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e mission of the blood distribution section is  to effect unit distrlbu- 
t .on of whole  blood  to consuming activities.     Whenever possible and 
feasible,   the  transport of whole blood within the field army will be 
accomplished hy air transport.    The general maintenance section provides 
Eield maintenance of medical equipment  for medical units in their  locale 
pl:s backup support for  the advance platoons  employed.    The optical section 
fabricates and repairc spectacles for the field army.    The advance platoon 
consists  of a storage and issue section,   an optical team,  and a medical 
equipment repair team.     Each advance platoon is capable of supporting a 

■:>rpa.    Normally,   the advance platoon will carry three-days  storkage  for 
the troops supported.     This  three-day stockage at  the advance platoon dees 
not count against  the theater level. 

3.     CC.MZ.     The medical depot  (COMMZ)   provides 
support to  the  field army based on requisitions  submitted from the base 
platoon of the army medical depot.     The medica1  depot  (COMMZ)  has  four 
main supply tasks--requirements,   requisitioning and procurement,   storage, 
ar.d distribution.     The great increase in scope of supply operations  in the 
COMMZ over that of the combat zone is due to two factors.    The first  is 
volume.     The COMMZ medical depot  (COMMZ)  must not only be prepared  to meet 
the demands of one or more field armies and of army units within COMMZ, 
but it must also meet the  supply demands of other services,  allies,  and 
civilians as directed by higher authority.     The second factor is  the 
necessity  for  long-range planning.     While  the medical depot  (COMMZ)  must 
be prepared to meet supply demands of field armies and other users within 
a few days,   it cannot expect to receive supplies from its principal replen- 
ishment source,   the zone of interior,  on the same basis.    Accurate  fore- 
casts of requirements as well as efficient supply control and timely 
requisitioning procedures will insure the ready availability of medical 
si.pplies needed to support theater forces. 

(8)     Dental service.    Dental service teams,  TOE 8-500,   furnis'-i 
all dental care except for that provided by dental service personnel organ!? 
to hospitals,  convalescent centers,  and certain medical dispensaries. 
Dental teams operate on an area basis in either GS,  DS,  or reinforcing-type 
missions.    The  teams  function under the operational control of the staff 
dental surgeon of  the command to which they are attached or assigned.     To 
insure flexibility and economy in use of available units,  control remains 
centralized,  but the operations are decentralized.    When attached to 
subordinate conmands,  dental unit commanders also function in the capacity 
of a staff dental surgeon if an organic staff dental surgeon is not 
authorized.     Complete and definitive dental  treatment is provided  in  the 
COMMZ.    There are  three types of dental units available to furnish support: 

(a) Dental Operating Detachment,  Team KI. 

(b) Dental Service Detachment,   Team K.J. 

(c) Dental Prosthetic Detachment,  Team KK. 
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(9)     Vpterlnary  service. 

(a) Ford  Inspect ior.     The major  qi-arH^v   ^<   s.li^   »iv 
•-1)1 zed   in   the  theater of operations  will  He:   r^c   ived   thi'.'U^h  ; ii   .   -T ■ 

ovpr  the  beaches.    Therefore,   these   Locations are   tie  iritis.     . ; ^v <. "'   : 
ni^.s   for  subsistence  received  in  the   theat».".     \   i-Ti-.f.'      f;   d   i-ft, 
Lion at  poits  ct  entry   is designed   to prevent   .u' si -ttv  j   \x-\    ' .1.'   u r 
consumption  from entering  into  the normal  suppiy channels.     Condemnai: ^" 
ot   unfit  subsistence at  this  point will also  result   i 1 an    conorny ol 
tran.-spo}^. m^ans available   for port  clearance.     In  thrse   siti citions  wl ' r.- 
a  ^adqnarters   transportation  terminal conriand  7 s  ^perati; g  on»3  c>    mere 
subsidiary   installations handling  subsistence,   or  the   frcpe'«   "i  re<j'i 
-.;F - t-   n<  the  tertnlvial ccramand exf>:ei   the  ; ar)-'.   -. -' ;■     i   • " ^     -' 

ary  .sectiüu,   ir.  ..0 necessary  to augi.ier.t  ttiis  sectLo.-.  .)■   •   -  a; ra    "',., 

■ l   veterinary  service detachments.     Normally,   the TAIX)G  «urgeon  autlui. jr 
the staff veterinarian to exercise operational  control   over  veterinary 
detachments  not further assigned or attached  to subcrd'.tate  units.    Wbon 
the number  of veterinary  service deta^hments present  ex'teds   the  «-nan 
of control,   then operational  control  is  exercised  t!.tough a  headquarter? 
veterinary service team.     The number of veterinary  service  detachments 
required to accomplish the TALOG food inspection mission ran be calcula- 
ted by determining the average  daily  tonnage of Class   I  supply  cleared 
from ports  of entry and shipped  to Class  I supply depots.     Normally the 
large veterinary service detachment or multiples of this  detachment 
augmented as  required by  smaller detachments to brlnij   Inspection capa- 
bility  Into  agreement with  inspection requirements,   are  used  to provide 
food  inspection service  In the COMMZ. 

(b) Veterinary animal service.     Veterinary  service 
for TALOG units,  whose animal  strength justifies  8u<h service,   is 
provided by  the attachment of  veterinary personnel  trained   in animal 
care.     Veterinary small hospital detachment teams are provided for the 
care and  treatment of animals  evacuated from the combat  zone  or disabled 
in the COMMZ. 
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APPENDIX II TO ANNEX B 

PROPOSED MEDICAL SERVICE ORGANIZATION AND OPERATIONS OF THE TASCOM 

1. Purpose.     The purpose of this appendix is  to present and discuss 
the proposed medical service system in  the  Theater Army  Support  Command 
(TASCOM)   to  include  organizations,  operational concepts,   and other data  to 
illustrate how medical support will  be  provided  to the  theater of  opera- 
tions  under  the TASTA-70 concept. 

2. General. 

a. The  TASTA-70 concept has  required no major changes   in 
doctrine and only minor changes  in organization for medical service 
support in a theater of operations.    Medical depots remain assigned to 
the Medical Command  under the TASTA-70 concept.     Some concepts  of operations 
and operating procedures have been changed  to foster compatibility with 
the TASTA-70 concept.    The basic change affecting the COMMZ medical service 
support structure  Is in the organizational framework within which the medi- 
cal organization lies and the subsequent overall medical organization 
structure. 

b. Under  the TASTA-70 concept  the area occupied by  the  COMMZ  is 
essentially a time and distance void between the combat force and  its 
sources of manpower and materiel replenishment.    Support activities are 
dispersed laterally and in depth for passive defense and to take advantage 
of terrain and existing transportation nets;  but their fundamental  orienta- 
tion is always perpendicular to the combat zone.    TASTA-70 provides a 
simplified,   flexible,  and responsive  service support system with  increased 
emphasis on the utilization of automatic data processing equipment. 

c. The Theater Army is organized into a TASCOM and one or more 
field armies.     The TASCOM and the field army are on the same  level and 
both commands are assigned all of the combat service support capabilities 
needed  to perform their missions. 

d. The TASCOM is organized into six separate comnands.     Five 
of these, the personnel, supply and maintenance, engineer, transportation 
and medical command are the "mission" commands which directly support 
combat operations. To perform their missions, these commands echelon or 
align theraselv-'s along a perpendicular axis joining the theater base and 
the combat zone. The sixth command, the area support command, is estab- 
lished for the control of subordinate units which burnish direct support 
to the TASCOM, These units primarily support the "mission" commands and 
are organized and oriented to conform to their needs. 

3. The Medical Command.  TASCOM.     (See Figure B-II-1.) 

a.    The TASTA-70 concept centralizes command and control of all 
medical functions  in a medical command with decentralized operations of 
the Army-wide and integrated medical service system of the COMMZ.     The 
medical command,   as one of the major commands of th» TASCOM,  will consist 
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of hospital  centers and medical   groups.     Components of  the  hospital  cente-- 
normally   include general hospitals  and convalescent   centers.     All  other 
medical   units  will normally  operate  under medical   group  control 

b.     Command and  staff  relationships. 

(1) Command   relationships.     The medical  comm/ind  commander 
repo-'s   directly  to  the  TASCOM commander.     The  coordination of  medical 

.-Ti-.id  and  staff matters with  theater army and its  staff  is  normally 
'-roug1-   t^e TASCOM r^inander       Coordination of medical  command  matter;  w;fV 

.cnma-ids   parallel aiK.   subordinate   to TASCOM will also  be  through command 
channeIs. 

(2) Staff  relationships.     In addition  to  the Medical Co'ima'd 
there   is  a Medical Branch organic   to  the ACS/Personnel,   TASCOM. 

(a) There  is  no TASCOM surgeon.     The TASCOM commander 
may,   at  his  discretion,   designate  either  the medical command  commander or 
the medical  staff officer assigned  to  the Medical  Branch,   ACS/Personrel 
to act   in  this  capacity.     When one  of  the above  is  designated   the  TASCOM 
Surgeon,   he will assume  the  functions,   responsibilities  and  duties  .^f a 
surgeon. 

(b) The Med-Lcal  Branch,  ACS/Personnel,   consists  of 
a medical   staff officer,   medical  plans officer,  medical  administrative 
assistant and enlisted assistants.     The medical staff officer  is autho-iz-' 
direct  access  to  the commander on medical matters  of command   interes' 

(c)     The  functions  of  the medical  staff officer  ar^ 
to: 

1. Advise the commander and staff on professior*; 
technical medical matters. 

2. Develop, prepare, and coordinate with the 
Medical Command, the medical portions of TASCOM plans and policies. 

3. Make plans and recommendations for the proru-r- 
ment and assignment of medical units to the Medical Command. 

4. Exercise technical supervision over medical 
training throughout the command including sanitation, first aid, and 
vvgiene for all troops. 

5. Evaluate and disseminate medical intelligence 
in coordination with ACS/Security, Plans and Operations. 

6. Advise and assist ACS/Civil Affairs in planning 
and coordinating civil public health operations. 

]_.    Plan and coordinate the medical aspects of 
rear area security and damage control within the TASCOM. 
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c. Scope  of medical service  support  to TASCCM.     The  develop- 
Tieit of  a medical  service support organization and system for  the  TAS' OM 
requires  consideration of the following medical  functions and procedures; 

(1) Command and control. 

(2) Hcspitalization, 

(3) Evacuation. 

(4) Area medical service. 

(5) Medical supply and maintenance. 

(6) Preventive medicine. 

(7) Medical laboratory. 

(3; Oental  service 

(9)     Veterinary service 

{10)     .-ledical  regulating. 

(11)     Patient accounting and reporting. 

d. Mission.     The mission of the medical command  is  to provide 
•nedlcal  service  support  to  the combat  zone  and  to Army units  and units  of 
other services   located   in the communications  zone. 

e. Concept  of operations. 

(1)     Command and control. 

(a) Medical command.     The medical coninand headquarters 
provides  for the  comnand,   planning,   and continuous  operation of  the  medical 
service of  the TASCOM.     The medical command  is  assisted in this  function 
by hospital centers  and medical groups. 

(b) Hospital center.    The hospital center commands anO 
controls  two or more general hospitals,   a convalescent center and,   when 
required,  other medical service units.    The hospital center headquarters 
correlates and coordinates  the activities of  the attached hospitals and 
bv grouping professional skills,  the center can provide specialized  treat- 
ment   facilities. 

(c) Medical groups.    Medical groups are assigned  to  the 
medical command to effect command,  control,   staff planning,  and supervision 
of operations,   training,  and administration of attached medical service 
units.    The nature of COMMZ medical service requires that medical groups 
be employed  to perform dual mission responsibilities consisting of medical 
support to forces  in the combat zone and medical support to COMMZ troops. 
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Support  to  the combat zone  consists  of relieving  the  combat zone of  its 
patients and reinforcing combat  zone niedical  service.     Generally,   the 
medical groups  located  in proximity  to the  combat  zone will be  charged 
with  this  responsibility and will  furnish area medical  support  to COMMZ 
troops within their zone of  operations.    Medical groups  located well 
within the COMMZ will generally provide medical  support exclusively within 
the COMMZ and will normally  consist of units  furnishing station type 
hospitalization,   short haul  patient evacuation,   patient holding,  and other 
services.     Medical groups may also contain such medical attachments as 
medical  laboratories,  preventive medicine units,   dental units,  veterinary 
units,  medical  intelligence  units  and dispensaries.     Units  are  readily 
reallocated between groups   by action of the medical  command  to accomplish 
shifts  in workload. 

(d)     Medical battalion.    Medical  battalions are assigned 
to  the medical command and  attached  to medical  groups  as  required to per- 
form the mission of evacuation and  treatment.     They  provide command,   con- 
trol,   planning,  supply,   and vehicle maintenance  services  for attached units. 

(2)    Hospitalization.     Hospitalization and treatment facili- 
ties  provide patients with  the  therapy necessary  to  return  them to duty or 
to prepare  them for evacuation to  the CONUS.     Hospitalization is provided 
for  patients  from medical  treatment  facilities   located both  in the combat 
zone and  the COMMZ. 

(a) The  general hospital,   1000-bed,   is  a  fixed  instal- 
ation designed  to provide hospitalization to  include  medical  treatment  of 
a definitive and specialized nature,   observation,   and  studies  of patients 
with  serious and/or complicated  illnesses,  diseases,   injuries,   or combat 
incurred wounds.    This hospital  is  a part of  the  normal evacuation system 
In addition to receiving patients  from the combat  zone,   general hospitals 
also provide treatment for patients  transferred from station hospitals, 
field hospitals, and dispensaries as well as for personnel admitted 
directly  from units   located within  the COMMZ.     This  hospital  is assigned 
to  the medical command  to satisfy  theater fixed-bed   requirements. 

(b) Station hospitals are fixed hospitals which 
normally serve a limited assigned area within the COMMZ.     They do not 
routinely receive patients  from the combat zone.     These hospitals are 
organized and classified according  to their patient capacity (100-200- 
300-500-750)  and are established at  locations in the COMMZ where there 
is a  sufficient concentration of military personnel  to require  local 
hospitalization. 

(c) The field hospital is organized and designed to 
provide hospitalization to troops  In the COMMZ when temporary hospital 
facilities are required.     When completely established  in one  location, 
this  unit can provide hospitalization for 400 patients.    However,   it 
may be divided into three  100-bed hospitalization units,   each of which 
is capable of independent operation for a limited period of  time.     It 
is not  in the normal evacuation system and is normally allocated on the 
basis  of four per COMMZ In support of a field array.     When required,   this 
unit  Is used to provide a hospital facility for prisoners of war. 
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(d)     Convalescent  centers  are designed  to  recondition 
and prepare  for  return to full duty,   those  patients who no  longer  require 
hospitalization.     Convalesccn«. center  beds  are  not charged  against  taeater 
fixed bed  requirements, 

(3)     Evacuation.    Medical  ev.icuation  is  intimately  related 
to patient  treatment and assures  en   route patient care  between points where 
more definitive  treatment is provide-. . 

(a)     Evacuation from  the  combat zone. 

_1.    The evacuation of patients  from  the  combat zone 
to the communications  zone requires detailed planning and  coordination 
between the medical brigade in the  field army and the medical  command  in 
the COMMZ.     The medical command also  coordinates evacuation  requirements 
with the agencies controlling air and  rail  transportation assets. 

a. Evacuation by  the Air Force.     The medical 
comnand commander furnishes  the Air Force  information on  the number of 
patients  to be  evacuated,   their  location in  the combat zone,   and  their 
destination in  the COMMZ.     The Air Force  furnishes  the medical command 
commander an air evacuation schedule which may or may not  prcvide  suffi- 
cient  transport  for all patients  awaiting evacuation.     The medical command 
commander furnishes  evacuation instructions   to the COMMZ medical  facilities 
concerned and   to  the medical brigade.     Patients are transported by Army 
ambulance units  to Air Force casualty staging facilities or Army medical 
holding units  established at airfields   in the  combat zone,   where   they are 
enplaned  in accordance with the air evacuation schedule.     At  the destina- 
tion airfields   in the COMMZ, Air Force casualty staging facilities or 
Army medical holding units receive  and hold  the patients  until  they   are 
transported by Army ambulance units  to receiving hospitals. 

b. Evacuation by Army medical ambulance units. 
Necessary planning and coordination is  accomplished between the medical 
brigade and  the medical command.     Evacuation missions are accomplished 
by ambulance companies of COMMZ medical groups  supporting the combat zone, 
Ground ambulances utilized for this  function are a supplement  to normal 
air and rail transportatian when these means are not available or suffi- 
cient  for  this  mission;,   and when the distances   involved are  not  too great. 

c. Evacuation by rail ambulance  trains. 
Planning and coordination is accomplished between the medical brigade 
and the medical command regarding the numbers and locations  of patients 
to be evacuated from the combat zone.     The medical command requests rail 
engines for the ambulance trains from the TASCQM movement control center. 
The movement control center furnishes the medical command with a train 
schedule regarding pick ur and destination stations.    The medical command 
commander Issues  Implementing instructions to  the COMMZ medical facilities 
concerned and to the medical brigade.    The medical brigade and the medical 
command are responsible for the transportation of patients  to and from 
railheads and  for establishing holding facilities at these locations, 
when required. 
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2.     The concepts of patient evacuation from the 
combat zone have been over-simplified  for  the  sake  of clarity and ready 
understanding of the employment of variouf. evacuation means.     The actual 
accomplishment  of  this  function is complex and requires detailed consider- 
ation and coordination of all  factors  involved.     The operating procedure 
facilitating patient evacuation is medical regulating which will be 
discussed later in detail. 

(b) Evacuation within  the  COMMZ. 

1^     Medical evacuation units  are placed  throughout 
the COMMZ based on population concentrations  for the purpose  of evacuating 
sick or injured  to  an initial  treatment facility and,  when required,   to 
a subsequent  treatment facility  for more definitive  treatment.    Arrangements 
for this service are made between the treatment facilities concerned and 
the medical unit responsible for furnishing evacuation support. 

2^     For patient evacuation to general hospitals 
from any other COMMZ medical treatment facility,  coordination must be 
effected through the medical command.    The planning,   coordination,  and 
execution of patient evacuation within the COMMZ will be accomplished  in 
much the same manner as described above for the evacuation of patients 
from the combat  zone. 

(c) Types of evacuation means available to  the medical 
command. 

1.     Ambulance companies  and detachments.    Ambulance 
companies and detachments  are attached to medical battalions  for control 
purposes and are utilized for evacuation and reinforcement of the combat 
zone and for area support of the COMMZ.    These units are equipped with 3/4 
ton ambulances or ambulances buses, as appropriate. 

2. Helicopter ambulance detachments.    Helicopter 
ambulance detachments are attached to medical groups,  as required, for the 
purpose of furnishing emergency air evacuation of patients to an initial 
treatment facility and for the subsequent movement of critical patients 
between treatment facilities. 

3. Rail ambulance  trains.    Ambulance  trains 
normally evacuate the bulk of those patients evacuated from the combat 
zone by surface means.     Ambulance train units,   less  rail engines and 
crews,  are assign       to the medical command. 

4. Air Force evacuation means.    The Air Force 
has  the primary responsibility for air evacuation of patients from the 
combat zone to the COMMZ.     The Army has no control over the type aircraft 
utilized by the Air Force and can only recommend the scheduling of the 
evacuation operation.     In any event,   the accomplishment of the air evacua- 
tion mission will be  in accordance with the flight schedule published  by 
the Air Force. 
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(d)  Hclding facilities. Holding facilities, eifhsr 
Army or Air Force are intimately related to the evacuation process, yet 
they are also closely associated with the care and stabilization of a 
patient's condition as opposed to the definitive treatment provided in 
hospitals.  Nevertheless, holding facilities are discussed in this study 
in connection with evacuation and treatment because it is the evacuation 
of patients which necessitates the existence of holding facilities.  It 
is a general principle that holding - i^tallations are established and 
operated in the vicinity of railheadt and airfields utilized for evacua- 
tion purposes. 

(4) Area medical service. 

(a) The area support command has no medical units 
assigned or attached i.nd must receive medical support from medical 
facilities of the medical command on an area basis.  This concept of 
medical service involves the delineation of support responsibility by 
geographical area. Medical support for COMZ personnel can be provided 
most economically and efficiently on an area basis by extension of dis- 
pensary services from hospital facilities. Medical units required for 
this service are allotted based upon troop strength. 

(b) To insure adequate medical support to area support 
groups, coordination between the area support command and the medical 
command is necessary. An exchange of information through effective liaison 
will provide the medical commav-- ommander with the extent and location of 
troop concentrations to be supported, and will provide the area support 
command commander with the type and amount of service to be furnished. 
The senior medical commander located within the geographical boundaries 
of an area support group will normally provide medical staff advice for 
the area support group Commander.  Standing operating procedures will 
be developed by the medical comnand and the area support command govern- 
ing the relationship between each area support group commander and the 
senior medical commander in his area. 

(c) Rear area security and area damage control. 
The senior medical commanders located within the boundaries of area 
support groups will normally be responsible for the development of medical 
plans in support of the area support group commander's RAS/ADC plan. 
Once developed, these plans will be coordinated with the medical command 
to insure availability of adequate medical service to accomplish all 
assigned missions. 

(5) Medical supply and maintenance. Management of medical 
supplies will be accomplished by medical commodity managers located with 
the Medical Command, TASCOM and Medical Brigade, FASCOM.  Receipt, storage, 
and issue of medical supplies is performed by the Army Medical Depot 
(FASCOM) and Medical Depot (TASCOM) which are linked by a digital communi- 
cations system to the FASCOM and TASCOM Medical ICF. 

(a) Segregation of medical supplies from mixed ship- 
ments will take place at points of discharge (beaches, ports, or air 
terminals) or at a transportation terminal established at a designated 
inland location. 
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(b)  Throughput of medical supplies designated for the 
field army will be accomplished by the transportation movement control 
center In coordination with the medical command 1CP. 

( 

(c) Medical supplies designated for COMMZ medical 
depots will generally be moved from points of discharge by appropriate 
movement elements of the transportation command.  Medical supplies Tor 
COMMZ medical depots which are not segregated and shipped from discharge 
points, will be shipped to medical depots from the Inland transportation 
terminals having a segregation mission. 

(d) COMMZ medical depots provide both generi! and 
direct medical supply and medical equipment maintenance support.  Addi- 
tional direct support medical supply points may be established, when 
required, with cellular supply detachments of TOE 8-500. 

(e) COMMZ medical units normally obtain needed medical 
supplies and equipment on a supply point distribution basis although 
maximum use is made of back haul medical evacuation means in the distribu- 
tion of medical supplies to using units where possible.  When required, 
movement elements of the transportation command will be utilized for unit 
distribution. Movement of medical supplies into the field army is 
normally accomplished by the transportation command. 

(f) COMMZ medical units submit their medical supply 
requirements to designated medical depots.  Unsatisfied and replenish- 
ment direct support requirements are reported to the Medical Command 
1CP by the servicing medical depot. 

(g) Automatic data processing equipment will be 
utilized to facilitate medical supply operations in the COMMZ.  Inventory 
control of TASCOM medical supply assets is centralized at Medical Command 
ICF. All medical supply support to the combat zone will be as directed 
by the Medical Command ICP.  (See Annex F, ADP Implementation.) 

(6)  Preventive medicine. A preventive medicine field 
service unit provides comprehensive preventive medicine support to 
the COMMZ. 

L 

(7) Medical  laboratory.    The medical  laboratory provide« 
complete facilities to support all medical units of the communications 
zone  to  include:     comprehensive  laboratory facilities;  assistance  in the 
identification of nuclear,   biological, and chemical agents; medical 
research;  technical inspection; manufacture of diagnostic agents;  support 
of epidemiologlcal studies;  and the establishment of a histopathology 
center. 

(8) Dental service.     Dental service in the comnunications 
zone is furnished  through hospital and area dentil facilities.    All 
hospitals,  as well as convalescent centers,  turtr« organic dental services 
for the support of personnel admitted to these facilities.    Dental 
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personnel of medical dispensaries and dental service unics provide area 
dental service throughout the COMMZ based on troop concentrations. 

(9)  Veterinary service.  The veterinary service supports 
the COMMZ by providing treatment and hospitalization for military ani.tiais 
as well as by inspecting and supervising pertinent matters relating to 
food products destined for consumption by COMMZ troops. 

(10) Medical regulating.  (See Figure B-II-2.) 

(a) Medical regulating is the operating procedure that 
coordinates and facilitates patient treatment and evacuation.  It cannot 
be divorced from other medical activities as it is an inseparable part 
of the entire medical service support system. 

(b) Purpose.  The main purpose of medical regulating 
in the theater is to control the movement of patients from the combat 
zone, and from station and field hospitals into general hospitals in 
the COMMZ.  The formal system starts in the hospitals of the field army, 
and in the station and field hospitals of the COMMZ. 

(c) Medical regulating of patients from the combat 
zone. 

jL.  On a dally basis hospital physicians report 
to the registrar the patients requiring evacuation the following day. 
The registrar performs the medical regulating function within each hospital. 
He assembles all pertinent information and transmits a report to the 
controlling medical group headquarters.  This report, in essence, is a 
request for transportation for patients as we1! as a notification of 
the numbers requiring evacuation. The report also Includes numbers of 
patients by diagnostic categories. The categories to be reported are a 
matter of policy and standing operating procedures within the theater, 
and will usually Include, as a minimum, surgical, medical, and neuro- 
psychlatrlc patient categories. These three categories must be included 
«ince they have a definite and predictable Impact on both transportation 
aud hospital bed requirements. The registrar's report also categorizes 
patients as to their transportability, whether they are litter or ambula- 
toiry cases. This factor has a definite bearing on transportation require- 
ments.  Patients may also be categorized as to official status, such as 
US military personnel, US civilians, and prisoners of war.  The medical 
regulating officer (MRO) at each medical group headquarters consolidates 
the information received from hospitals of the group, and submits the 
compiled data to the FASCOM MRO.  The FASCOM MRO consolidates the reports 
for the field army and transmits the data to the TASCOM MRO. 

2.    The TASCOM MRO must know the location and the 
availability of vacant general hospital beds in which patients can be 
placed.  This information is obtained by the TASCOM MRO on a daily basis 
from reports submitted by the general hospitals. The report contains tfcs 
status of beds available at the time of submission plus a forecast of 
dispositions during the following 24 hours. On the basis of this infor- 
mation and known requirements, the TASCOM MRO determines the dlstribuT'.on 

of the Incoming patients to the general hospitals. 
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«   J 

as 
o 
CM 

o 
o 

>- _ z ««!t! 
(O 

X K KK 

O O 
Ul 
QC 

• UJ. 
oo 
OK 

tg 

o 
o 

o 
u. o 

o ae t 

t>>: o 

CO 

o o 

1 oe* 

^rr  
to 

* 
* 

O 

< 2 Qs Z 
ae » z o 
1- — — o 

** * 
* f 

co 

o 

O 

UJ « o   0 

2E-S o 

O Ui o   w 

< >< < > o >   > 
ui at at ^j 

Its 
UJ   u 

II 

< 

a. 

I 

I 
« 

u 
3 
OO 

o 
o 

in \ 

B-ll-11 



3. To assist the TASCOM MRO in developing an 
evacuation plan, all accumulated information is processed through the 
TASCOM PAC computer. Printout data facilitates the preparation and 
implementation of the evacuation plan. 

4. At this point in the procedure one additional 
factor is considered.  The TASCOM medical command t'oes not possess the type 
transportation needed to move large numbers of patients from the combat zone 
to the general hospitals located in the COMMZ.  The TASCOM MRO a^cordinglv 
submits his evacuation requirements to the army movement control center 
(MCC) and/or to the Air Force aeromedical evacuation control officer (AECO). 
The MCC processes this request through Its computer and Issues transport- 
ation instructions to the TASCOM MRO. The AECO at TASCOM headquarters 
is an Air Force officer assigned to an Air Force aeromedical evacuation 
squadron. The mission of the squadron is to control the movement of and 
provide in-transit medical care to patients while under control of the Air 
Force. An AECO is also located at the TASCOM, Medical Command, the FASCOM, 
Msdlcal Brigade, and at each of the brigade's medical group headquarters. 
At each headquarters, the AECO works closely with the MRO and provides 
detailed flight schedules, technical information on aircraft, and patient 
preparation requirements for air movement. 

5. The Air Force provides casualty staging facili- 
ties at each airfield where patients are enplaned or deplaned. Responsibil- 
ities for patients are exchanged at these sites between the Air Force and 
Army.  FASCOM medical brigade evacuation units transport patients to the 
CSF's. The CSF's assume control of the patients, care for them, load 
them into aircraft at on-load airfields and off-load them at destination 
airfields, 

i 

6. The TASCOM AECO forwards the evacuation 
requirements received from the TASCOM MRO to a Theater Air Force agency, 
the Aeromedical evacuation control Center (AECC).  This agency coordinates 
with other members of the Air Force, Army transportation representatives, 
and Navy agencies with respect to forward movement of cargo and personnel 
aboard the Air Force aircraft. Certain of these aircraft are then desig- 
nated to evacuate patients on a back haul basis. Air Force aircraft 
seldom go forward solely for the purpose of returning patients. When the 
AECC secures a firm allocation of aircraft, a detailed flight schedule 
is returned to the TASCOM AECO. The TASCOM AECO disseminates this flight 
evacuation schedule to the TASCOM MRO and to subordinate AECO's. 

2-  The TASCOM MRO then Issues evacuation irjstruc- 
tlons to subordinate MRO's and other medical units concerned. The 
hospital centers must prepare to receive the patients at the destination 
airfields and arrange for their movement to designated general hospitals. 
Field army medical group MRO's notify attached hospitals and direct 
ambulance units to move the patients to the on-load airfield in accordance 
with flight schedules. 
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(d)    Medical regulating of patients within the C0MM2.    The 
same procedures are followed by the station and field hospitals of  the 
COMMZ with regard  to notifying the TASCOM MRO the  locations,  numbers,  and 
types of patients for movement to general hospitals. 

(11)    Patient accounting and reporting.    The medical command 
commander is responsible for the consolidation of medical statistics derived 
from patient accounting and reporting procedures for all theater army forces. 
Included in the  Internal organization of the medical command are  two 
sections that are responsible for the processing of reports related to 
patient accounting and reporting procedures. 

(a) The medical records and statistics section collects, 
processes, and analyzes statistical data concerning the sick and injured. 
This section is charged with the compilation of medical reports for all 
theater army forces. 

(b) The historical section maintains liaison with 
the historical sections of other appropriate agencies; collects and analyzes 
source material for medical histories; collects and prepares illustrative 
material; prepares preliminary historical accounts with complete documen- 
tation; and recommends policies for the collection and compilation of 
historical records. 

f.    ADPS. 

(1) The role of ADPS for field army and COMMZ medical service 
is to provide for rapid transmittal of data. Instantaneous retrieval of 
data, automated preparation of reports, and automation of many other tech- 
niques and procedures previously accomplished by manual means.  Initially, 
this role will be applied to functions pertaining to: 

(a) Patient accounting and reporting.  The process 
which provides for the collection, recording, summarizing, and reporting 
of data regarding patients hospitalized, and/or evacuated in the a -my in 
the field. 

(b) Medical supply and maintenance.  The administrative 
procedures concerned with the procurement, storage, distribution, and 
maintenance of items of medical supply. 

(c) Medical regulating. The aspect of medical opera- 
tions which coordinates and controls the movement of patients to the 
medical facilities which are best able to provide ''-are at a given time. 

(d) Medical Intelligence.  The area of medical service 
concerned with the collection, evaluation, analysis, and Interpretation 
of all available Information which is imnedlately or potentially signifi- 
cant to military planning and which concerns factors that affect the 
health and welfare of man and animals in actual or potential areas of 
operations. 
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(2) The medical service does not,  at  this time,   anticipate 
that the workload to be automated will be substantial enough to warrant 
a sole-user computer system.     It Is anticipated that other computer 
facilities in the field army and COMMZ will provide the medical service 
with necessary computer support.    It is visualized that a type ADPE will be 
required by the medical service to operate and manage  the medical supply 
and maintenance function.     The equipment envisioned  jhould have the 
capability of processing a large volujie of data.    However, equipment 
have a capability somewhat  less than that of a computer would be adequate. 
Input/output devices will provide the means for entry and exit from the 
automated system.    On-line  input/output devices will be required at 
medical command and control headquarters,  medical depots, and hospitals. 

(3) Since computer to computer transmission will be 
available and input/output devices will be directly connected  to a 
computer facility  located  in the echelons of command where the medical 
headquarters or unit Is operating, medical data will be able to flow 
linearly through the successive headquarters and agencies concerned with 
medical service. 

(4) ADP implementation (See Annex F). 

4.    See FM 8-17 (Test) Medical Service,  Communications Zone for 
description of Army Medical Service Units,  TASCOM. 

B-II-14 



( 

ANNEX C 

PRINCIPLES OF FIELD MEDICAL SERVICE 

1. Purpose.    The purpose of this annex Is to present the principles 
of the field medical service as  they form the basis  for all medical service 
doctrine.     It is  important that these principles be clearly understood by 
planners and decision makers  for military medical situations. 

2. Six Prlnicples of Field Medical Service. 

a.     Continuity.    Medical  service must be continuous.     Interrup- 
tion in continuity of treatment will cause an increase  in morbidity and 
mortality.     Once begun,   treatment does not terminate until  the patient 
has been returned to duty or discharged from the service.    Medical support 
for combat  forces  is organized into  levels-- unit,division,   field army, 
communications zone,  and zone of Interior.     Procedures should be standard- 
ized to assure accomplishment of all required treatment and other medical 
functions appropriate at all levels. 

(1) In combat,   the necessity for providing medical service 
arises the minute contact with the enemy is made,   since casualties begin 
to accumulate as soon as troops come under fire.    The operation of essential 
medical installations will not be  terminated until their functions have 
been assumed by another agency.    A reasonable  length of time must elapse 
between the opening of a new installation and the closing of  the old one. 
Patients  already enroute to the old  Installation may be received during 
this period.    Evacuation is a continuing function which cannot be suspended 
while adjustments are made. 

(2) The hospitallzation/evacuation system is  based on the 
doctrine  that subordinate elements are provided their logistical support 
by the next higher echelon;   I.e.,   supporting levels provide evacuation, 
in accordance with the established evacuation policy.    This doctrine 
extends  from the responsibility of  the zone of interior  to evacuate and 
to hospitalize all  long-term patients from a theater of operations  to the 
responsibility of the battalion medical platoon to evacuate patients  from 
the rifle companies of the battalion.    No level of medical service is 
normally given a responsibility for evacuation that extends farther than it-, 
rearmost medical installation. 

(3) No patient is evacuated farther to the rear than his 
physical condition warrants or the military situation requires. Every 
case evacuated without sufficient reason imposes an unnecessary burden 
on three agencies    the man's organization,  which must go shorthanded until 
he is returned or replaced;  the replacement system which must procure, 
equip,   train,  and transport a man to  take his place;  and the medical 
service,  which must provide evacuation means,  hospital facilities,  and 
trained medical personnel to care for him.    The sorting (classifying)  of 
patients  to determine which can be  treated and returned  to duty and which 
must be evacuated for further treatment is,   therefore,  a most  important 
function of every medical installation in the hospitallzation/evacuation 
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system.  In order to plan and operate the medical service efficiently, 
it is necessary to know to what extent patients will be retained at any 
given level of medical service.  The evacuation policy of the command 
designates the maximum period during which patients may  he retained for 
treatment at the medical facilities within that command.  Patients who, 
in the opinion of responsible medical officers, cannot be returned to 
duty within the prescribed time are evacuated by the first available and 
suitable transportation, providing scch travel will not aggravate their 
disabilities. 

(4)  The employment of medical means must be simple in nature, 
particularly in the combat area.  In forward areas, the patient load is 
apt to be too great for the means if treatment must be complete for all 
who need it.  Stations must not be immobilized by instituting long and 
complicated procedures. Each level of medical service employs the 
simplest standard treatment procedure that will provide the desired 
benefits to fhe patient. Definitive treatment refers to generally 
accepted procedures necessary to produce the ultimate recovery of the 
patient. Except for minor injuries and sicknesses which can be treated 
with minor surgery or available medicines, treatment in forward areas is 
usually limited to those emergency measures which will preserve life and 
limb and prepare the patient for movement to a place where the time and 
facilities are available for curative treatment. Since many measures 
applied as medical aid are the first steps to more detailed treatment, 
it is impossible to fix the specific point at which emergency medical 
treatment ends and definitive treatment begins.  Somewhat arbitrarily, 
the term "hospitalization" is used to Indicate the relatively complete 
medical care and treatment frovlded for serious cases of those needing 
care for a long time, as contrasted with the emergency treatment rendered 
at forward aid stations and clearing stations or the outpatient treatment 
provided at a hospital. 

b.  Control.  Control of medical resources must rest with the 
medical commander or medical staff officer having responsibility within 
the command for providing medical service. Medical organization must 
parallel the tactical organization. Medical service must be planned 
and operated In conformity with specific strategic and tactical plans 
and general command policies.  The surgeon must keep Informed of all 
plans and Intentions of the command supported. Medical service must be 
unobtrusive so as not to interfere with tactical operations. 

(1) If the medical service is to respond to the commander's 
plans in a timely manner, the surgeon who Is responsible for Its direction 
must be able to Influence the operations of the medical units which carry 
out the medical mission. Basically, the mission of medical units is to 
conserve fighting strength by serving the commands wit'i which iihey are 
associated.  There are several ways in which the medi'.al means available 
to a command may be employed to provide this service:  assignment, attach- 
ment, direct support, and general support. 

(2) Since the objective of military medicine is to conserve 
trained manpower, medical means must be disposed and employed to do the 
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most good for the greatest number. Maximum medical support must be 
given to the combat elements that have the most important mission. 
When a wide disparity exists between the requirements for medical 
service and the means available to provide such service, it may be 
necessary to favor those patients who can be returned to immediate duty, 
rather than the more seriously injured, in assigning treatment and 
evacuation priorities. 

(3)  The treatment to be performed at each level of medical 
service must be commensurate with the means which can be made available 
at that level. Medical means are not unlimited; therefore, it is 
essential that control be retained at the highest medical level consistent 
with the tactical situation.  For this reason, medical units are usually 
not attached if their mission can be accomplished either by direct support 
or general support. 

c. Proximity.  The medical means must be as close to the 
casualty as the time/distance factor and the tactical situation permit. 
Early collection, sorting, and evaluation of the patient must be accom- 
plished to assure that no patient is evacuated farther to the rear than 
his physical condition requires nor the military situation demands. 

(1) The speed with which medical treatment can be instituted 
is of extreme importance in reducing morbidity and mortality. As soon 
as the medical service receives a patient, it is confronted with two 
alternatives.  It must either move the patient to a medical treatment 
facility, or it must move the medical treatment facility to the patient. 
Two factors will govern the choice:  the military situation and the 
conditlcn of the patient.  The medical installation must not be located 
so far forward as to Interfere with combat operations or to subject it 
to enemy interference which will hinder its operation; yet it must not 
be located so far to the rear that the patient's chances for survival 
will be jeopardized unnecessarily because of the time required to reach 
it.  Thus, a location which provides close medical support in a situation 
where helicopters are available for evacuation is quite different from 
that required for close support when evacuation is provided by litcer 
bearers operating over difficult terrain. 

(2) Usually, the best solution will be a combination of 
the two alternatives.  In forward areas, close medical support providec 
by locating medical treatment facilities as far forward as possible, 
moving them when necessary to maintain contact with supported units, 
and by rapid evacuation of patients to these facilities.  When the tact 
situation precludes the movement of the medical treatment facility far; 
forward, then emphasis must be placed on evacuation; and when cvacuaii 
time exceeds that period which is considered necessary to hold morbidit 
and mortality to a minimum, then the medical treatment facility must be 
moved closer to the patient, or faster, and more efficient evacuation 
means must be provided.  In either case, the patient and the treatment 
facility must be brought together as promptly as possible so that proper 
care can be instituted. 
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d. Flexibility. Medical service must be flexible.  Unexpected 
change is the rule on the battlefield.  A change in tactical plans or 
operations may require redistribution of the medical means.  The medical 
commander and the medical staff planner must be in a position to shift 
their medical support to meet the changing circumstances of the supported 
units. Alternate plans and plans for reserve are essential. 

(1) The allotment of medical means is based on the military 
situation and the tactical plan in being at the time.  It should always be 
remembered, however, that any tactical operation may, without much 
advance warning, depart from the initial plan, either because of enemy 
counteraction or as a result of the decision of the commander to exploit 
newly discovered weaknesses or errors on the parr of the enemy.  As a 
consequence, the medical service must be prepared to respond to sudden 
changes in the tactical situation. 

(2) As in the case of combat units, maintaining an adequate 
reserve contributes to the flexibility which the medical service must 
possess.  No more troops should be committed and no more installations 
should be established than are required for the task at hand or for the 
obvious needs of the immediate future.  Once committed, a limitation 
is imposed on the availability of a medical unit for other employment. 
The establishment of a station immobilizes the unit for a period, the 
length of which will depend upon the elaborateness of the installation 
and the number and type of patients in it.  When his medical reserve has 
been exhausted, or depleted to the point of inadequacy, the first concern 
of the surgeon is to reconstitute a reserve from units already committed. 
If this is impossible, he must seek reinforcements. 

e. Mobility. A prime requirement of medical support is the 
maintenance of contact with supported troops. Medical troops must have 
the same mobility, physically and psychologically, as the units they 
support. Mobility may be retained by the timely and rapid evacuation 
of patients, thus preventing loss of mobility by an overload of facilities. 

(1) The mobility of a unit is measured by the extent to 
which it can move its organic personnel and equipment with its organic 
transportation.  A fully mobile upit can complete such movement in one 
trip; a semimobile unit can complete it only by shuttling.  A fixed unit 
is one which has only a minimum of administration vehicles and can move 
only by the use of addi .onal transportation from some other source. 
With regard to medical units, mobility has an additional connotation inas- 
much as a medical treatment facility must be patient-free before it can 
be moved. 

(2) Medical treatment units should retain mobility as long 
as possible by only partially establishing their stations until the demands 
of the situation require commitment of their total means.  Once entirely 
committed, the only way the mobility of a medical unit can be regained 
is by the prompt evacuation of its patients. An immobilized medical 
treatment unit can continue its support only in a "stabilized" situation. 
In the advance, it must be kept mobile or replaced by another unit.  In 
a retrograde movement, it may necessarily have to be abondoned.  When 

C-4 



the mobility of a medical unit is jeopardized by the accumulation of 
patients who are not adequately prepared for further evacuation, it may 
be necessary to leave a small holdirlg detachment with such patients when 
the main part of the unit is moved closer to the troops served. 

(3)  Casualties are rarely distributed evenly over a battle- 
field. They tend rather to be concentrated in "areas of casualty density." 
Since the irregular distribution of casualties may place an insurmountable 
burden on certain medical agencies at a lime when others are relatively 
unoccupied, preference in the allotment of medical means should be given 
to those areas where the greatest casualty density can be expected.  The 
probable location of areas of casualty density can be deduced from an 
analysis of the tactical plans in connection with a study of the terrain. 
They will be found where the heaviest concentration of fire can be brought 
to bear upon the densest population of troops.  This situation ordinarily 
prevails in those areas of major tactical importance for here the commander 
concentrates his combat power, and here the enemy must oppose to the limit 
of his strength.  It is essential that the surgeon obtain adequate infor- 
mation of the enemy situation and the plan for the employment of the troops 
to be supported so that he can properly allocate the medical service to 
provide continuous preferential support to troops in the areas of highest 
probable casualty density.  This information must be available to the 
surgeon in time to permit medical units to be moved to the battle positions 
before the action begins. 

f.  Conformity.  Conformity with the tactical plan is one of 
the most fundamental elements in the provision of field medical support. 
It is only by analysis of the commander's plan of operation that we 
determine the size and composition of the medical troop list, the degree 
of "Mobility" requirec*, maitain "Proximity," and insure "Continuity" of 
medical service. Medical service must be ever present in the right 
places, at the right time, and in the right amounts. 

c 
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ANNEX D 

STATUS OF EQUIPMENT FOR ARMY MEDICAL SERVICE 

1. Purpose.  The purpose of this annex is to present a list of items 
anticipated for type classification and introduction into field medical 
units by 1970 and to estimate the numbers and types of ADPE required for 
the Army Medical Service under the TASTA-70 concept. 

2. Medical Items Anticipated for tne Anny Medical Service. The Items 
have been listed under new and product improvement headings.  Where appro 
priate, each of these lists are further broken down by QMDO, QMR, and SDR, 

a. New items: 

Medical Unit,  Self-Contained,  Transportable  (MUST).    Action Control 
Number:     6531.    The purpose of this requirement is to provide a missicm- 
oriented medical treatment system which is designed and equipped to 
facilitate rapid establishment and disestablishment,  and  to provide a 
clean,   contamination-free,  controlled environment in which  to treat patient; 
It is anticipated that the MUST will be in the army in the field prior to 
1970. 

SDR 

(1) X-ray Apparatus, Lightweight, Field.  Action Control 
Number: 0034.  The purpose of this requirement is to provide a lightweight 
man-portable X-ray unit which can be used without attachment to an outside 
power source.  It will be capable of using either conventional or Polaroid 
film tor the purpose of producing roentgenographs for the purpose of 
determining the presence of foreign matter or fractures. 

(2) Field Dental X-ray Processing Unit, Self-Contained. 
Action Control Number:  0039.  The purpose of this requirement is to 
provide a lightweight, portable, high b^eed, automatic means for processing 
periapical type dental film.  The device is capable of operating without 
a darkroom. 

(3) Litter Inflatable. Action Control Number:  0040.  The 
purpose of this requirement is to provide a reliable lightweight inflat- 
able litter for use in combat areas.  The litter will be significantly 
improved over the current standard litter because of reduced weight, 
reduced cube when not in use, and improved transportability.  It will be 
particularly suitable for airborne, mountain, arctic, and jungle operations, 
since it will afford the capability of floating patients over water, or 
dragging over snow or ice. 

(4) Oxygen Extractor. Action Control Number: 7486. The 
purpose of this device will be to extract 99.9 percent pure oxygen frcm 
the atmosphere for resuscitation and/or treatment of patients in the 
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field.    This device will greatly reduce or entirely eliminate  the require- 
ment to provide medical oxygen in heavy,   refillable    cylinders,   as  is 
currently the practice. 

(5) X-ray Processing Unit,   Field, Medical X-ray Film.     Action 
Control Number:    0034.    The purpose of this  requirement is  to provide 
a small lightweight portable medical X-ray  film developer to serve as a 
con^anion item for the lightweight X-ray unit. 

(6) Bed Folding,  Hospital,  Field.    Action Control Number: 
0030.    The purpose of this  objective is to provide a  lightweight,  compact, 
and readily transportable bed to replace the beds  in current use.     Those 
in current use weigh approximately 79 pounds and the developmental item 
will weigh less  than 40 pounds.    Also,   the developmental bed will be 
capable of being raised at both the head and  foot sections without disturb- 
ing the feet of the bed which will rest on  the floor surface at all  times. 

(7) Sterilizer,  Pressure,  Fuel Heated,   Lightweight,  Field. 
Action Control Number:    0033.    The purpose of this  requirement is  to 
provide a sterilizer with a weight of approximately  120 pounds  to replace 
that currently in use which weighs approximately 473 pounds.    The develop- 
mental item will be capable of being Leated by an inclosed gasoline heater, 
by electricity    or steamiine. 

(8) Dental Treatment Set,  Field,  Hand Carried,  Fo'-ward Areas. 
Action Control Number:    0037.    The purpose of this set is to provide a 
compact,   lightweight, easily transported case which contains the instru- 
ments and materials necessary to perform emergency and interim dental 
procedures on patient;  remote from dental treatment facilities.    The  set 
will provide capabilities which are far beyond those of the current avail- 
able treatment set. 

(9) Handpiece,  Dental, with Self-Contained Power Units. 
Action Control Number:    0038.    The purpose of this device is to provide 
a lightweight, high speed-low torque,   low speed-high torque,  dental hand- 
piece with a self-contained power unit for use  in conjunction with the 
dental treatment set. 

b.    Product Improvement items: 

OMDO 

None. 

QMR 

None. 

SDR 

None 
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3.    Automatic Data Procegjlng Equipment Anticipated for Army Medical 

Service. 

a. Requirements  for: 

(1) Patient accounting and reporting. 

(2) Medical supply and maintenance. 

(3) Medical regulating. 

(4) Medical Intelligence. 

b. Machine time:    Amount of machine time cannot be determined at 
this time. 

c. Priority:    A priority cannot be determined at this time.    How- 
ever,  a general statement can be made that input, computer utilization, 
and printout delays, which would exceed the time required for manual opera- 
tions,  cannot be tolerated without a corresponding deterioration in the 
medical service furnished the theater of operations. 

d. Identification of equipment required:    The medical service 
concept visualized the utilization of a series of input/output devices 
on a sole-user basis as the means of entry and exit from the supporting 
computer facility.    The automated workload at this time is not substantial 
enough to warrant a sole-user computer system; however,  other computers 
will be used on a shared basis. 

e. Quantities and assignment of ADPE to medical units, FASCOM, 

(1) Evacuation hospitals.    A means of comnunlcation which 
transmits information to its command headquarters in the same language/ 
format required for entry into the ADP system by an on-line input/output 
device.    This will require approximately 24 input/output devices. 

(2) Medical groups.     One input/output device will be 
utilized by each medical group  in the FASCOM.    This will require 6 Input/ 
output devices. 

(3) Medical brigade.    One input/output device will be util- 
ized by the medical brigade.    This will require one Input/output device. 

(4) Army medical depot.    One input/output development will 
be utilized by each platoon.     This will require four input/out devices, 

f. Quantities and assignment of ADPE to medical units, TASCOM. 

(1)    Medical groups.    One input/output device will be utilized 
by each medical group in the TASCOM.     This will require approximately 
three input/output devices. 
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(2) General hospitals.    A means of communication which 
transmits Information to Its command headquarters In the same language/ 
format required for entry Into the ADP system by an on-line Input/output 
device.    This will require approximately 24 inpuc/output devices. 

(3) Hospital centers.    One input/output device will be 
utilized by each hospital center.    This will require approximately three 
Input/output devices. 

(4) Medical conmand.    One  input/output device will be 
utilized by the medical conmand.    This will require one Input/output 
device. 

(5) Medical depot.    One input/output device will be 
utilized by each depot.    This will require approximately three input/output 
devices. 
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ANNEX E 

TROOP LISTS 

1. Purpose. 

a. The purpose of this annex Is Co develop the medical 
troop lists for the field army and the communications zone in a 
theater of operations under the TASTA-70 concept for: 

(1) Twelve division force. 

(2) Eight division force. 

b. This annex will also develop the medical troop lists 
for a theater of operations consisting of: 

(1) A three division independent corps force. 

(2) An independent mechanized division force. 

?..    Methodology. 

a. In the field army, medical units were allocated 
generally on the number of divisions or units to be supported. 

b. The COHMZ medical requirements were computed based on 
the units to be supported end by the number of fixed beds required 
which are functions of admission rates, accumulation factors, evacua- 
tion policy, dispersion allowance, and total troop strength.    For the 
purpose of this study, casualty rates, dispersion allowances, and ac- 
cumulation factors from FM 101-10 and from the statistical division 
of the OTSG were utilized. 

c.    Rates,   factors, and other data utilized to develop the 
COMMZ medical command troop list: 

(1) Theater evacuation policy:     60 days. 

(2) Strengths for each force model: 

(a)    Twelve division force: 

1.     Combat zone:    430,000. 
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2.     COMMZ:    210,000. 

3.-    Theater strength:    640,000. 

(b) Eight division force: 

1,.    Combat zone:    287,000. 

2. CGMMZ:    140,000. 

3. Theater strength:    427,000. 

(c) Three division force: 

,1.    Combat force:    93,500. 

2.    COSCOM:    46,500. 

2.  Theater strength: 140,000. 

(d) One division force: 39,000. 

(3) Formula for computing fixed beds: Fixed beds ■ 
admission rate X troop strength X accumulation X dispersion 

(thousands)      factor       factor 

(4) Formula for 12 and 8 division forces: 

D&HBI  1.62  model force strength  14.67  1.25 
BC     .55  model force strength  25.57  1.25 

(5) Formula for 3 and 1 division forces: 

D&NBI  2.07  model force strength  14.67  1.25 
BC     .37  model force strength  25.57  1.25 

(6) Distribution of fixed beds: 

(a) Eighty percent: general hospitals. 

C*      ' percent: station hospitals. 

d. Command and control medical units were determined based 
on span of coutrol requirements and the distances Involved. 
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3. Troop List for Twelve Division Force. See Appendix I to 
Annex B. 

4. Troop List for Eight Division Force. See Appendix II to 
Annex E. 

5. Troop List for Three Division Force. See Appendix HI to 
Annex E. 

6. Troop List for One Division Force.  See Appendix IV to 
Annex E. 

( 

( 

E-3 



/ 

O «M r^O  >Or».vOor^'-'oomflO«M»3'Omoo%-a,vOv£>cDfMflo 
tnt-t     rn  <J-o<M>-<'a-fOeM<*3<Ntsioto*oo<yvco>d-<tcyicsi^ 

«M <M i-l •n ^ ^H r^ 

iH i-l CM i-t CM i-t CM 

3 

O (M   «O O Ot tH o 
rv ON  ro r^ oo oo r^ 
CM »-4  1-4 ^H in ro m 

>* m »o co en 

CM 
en äs OOCMsfOmOON«* 

r^mvpo>cnaoo«eo 
ct vO o o> ao CM CM Q 

eg 

CO i-l «O^O-^iniriincoeM 
CM 

o 
«M 

i»» •* so IO in o r^ 
vo O O "^ O r>. r^ 

«M «n ^- o« m >i- 
i-i a\ 

CM 

vO vO <s i-i ao 
i-l f-l vt I-I ON 
-* ^t CM i-i i-l 
i-H r» 

2:1 

n     i-'sooNininficn     r-t CM  <f i-l  i-l 
i-« CM 

0) 

w      « 

o 
S 
CO 

i 
I 

4J 

< 

-s- 
CO 

a 
M 
A4 5 

Kg 
Z CO 

Oi-'r-.-tf.^r^r^oo»^^ 
o>ONvofnrnoveMo>inoi-i 

ncMvOOOf^vOcncMOOONCMi-lOO 
i-*<j-oor^cM^i<n^rr-io<ti-<o> 
CM     m      i-icMcn^r^cncMi-ir-i 

H 
H 

O 
O DO 

&& 

U «H 0) -O t3 "O -O TJ   M 

ü oo o     Dhf-i-H     «3 m ä o5 « 3 
CO ü     o «d 4 o ca 

00 .. 
d 4J ^ ,. 

o a a > 
u  01 

_§8 
O,    «l-t i-l  CM 

§5 

M 

§ ° &» 

u 
u 
CJ 

4J 
a M 

4J 
o 
p. 

•Hi-) «Ö «-I "O O'HO.CtO.O.O.O.^OllO        "O 

•H>iH^ .•Hu>'H;s 
QQTJ,0,OTJ'04IT3tt)Äß«tÖB»«d<8X»(deT3Ü 

i 
uWHtdHHHHHOH 
M^CM(M»or»00O\f«»l-»^ 
l^iHt-ICMCMCMCMCMCOflOO 
ir|i-li-4i-4>-li-lr-li-lr-«F-<r<l 
I     I     I      I      I      3      I      I      I      I      | 

coaoooaoaoaoaoaoooaooo 

aOHOMQMMQMHUUH 
OOO^n^mvor-i-ir-ioor«. 
Q<HcMin««ovo«evor^aoo«<nvo 
iniomuiTiinminininminvOvo 
i i i i i i i i i i i i i i 

ooooooooaocooooocooooocooooo 

E-I-l 

^i—A. 



m 

2 

CM en oo P9 CM oo ooooove^o^ui <n«n 
CM 

<* ft «si ^^ oo <-• P^O<0-»(MOvOiAasiA 

H 
CO 
M 

i 

g 

a! s 
CO 

M st mop «s ao ^00        fMCMt-l(M»*r-lj 

i-t  ■-< r-t«*   «n iH i-i>»     covocncotMJOcM 

a 
<M        ^ IT»        O 
«O »*        CM 

stCMCOJ-CNCMCMr-t  PMf-l 
■-•^•-iin^sl-iHrM ^*CJ 

^-      r-i en     in (^^COrHvOvDfOOsOCt 

w 

i 
§ 
H 
co 
g 

I 

i 
o 
fa 
CO 

s 

CO 

g 
CO oo en st lO fN ^ 

i-l CO 
oo ao en r> CM m 

<H <n 
—xr-a  

*i M w •, p. 
St o> Oi 5 « •-• « 
O   «  n 0 <iH i-t no 

Q -H n a « i4 
O 8 4 rM r^ « J S 

H 

H 

00 4 •H   U 

TJ   0) 
U   «   U *M 

4   O -H   4J 
3 ij^l 
1 - O'O' 

4J CO 

« 5 0 
M 

IH ^ |h 

M   *J r-l 

$£& 
arcrcr 
t*i fi sa 

41 
ü 4J u a j* 

4J   4J 

^ 
co p. a i 

is eo co fS a o. 
M f-< iH t-t r-l   3 
^ • * f «5* •O Ü   O   U   O W 
5 -rl •H -H <H 
O "O  tJ  4J  .U -O 

4J as ^«s 
* j i "ä •§ **" ^ ü      -^ 
T3 •< ■« iH -O   d) MM 

60 
K   Ü 

(0   U 
o  < 
a o 
1^. 

O CO 

CO 

s 
?IJjljjJ|!j!JJJj!jjjJi!|jl 

E-I-2 

,«. «.. 



\ 

c 

T
W
E
L
V
E
 
D
I
V
I
S
I
O
N
 
F
O
R
C
E
 
T
H
E
A
T
E
R
 
A
U
M
Y
 
T
R
O
O
P
 
L
I
S
T
 

T
O
T
A
L
 

N
R
 
 
 
 
S
T
R
 

r»      (Mi^eocMNrv^           ir, <t tn ** *£> —> <t        o <t oo <e r* 

1             lOCMftCM^««*^»*«*              ff»fMO*i-lvOfMO^m00vO>*\0 1                               ^  <*   CM                                                                                             ^                   ^          (M  ^( 
T
A
S
C
O
M
 

N
R
 
 
 
S
T
R
 

|                                      IT!                                  ^rHfl                          «NtM 

T
H
E
A
T
E
R
 

A
R
M
Y
 

N
R
 
 
 
 
S
T
R
 

F
I
E
L
D
 
A
R
M
Y
 

M
R
 
 
 
 
 
 
 
S
T
R
 

1         cvinooovo           r^                                       OOOVOCMO«* 

|                             O                                                                             CM             ^-       ^ 

-<   CM   r-l                                                                                                       n                    r-t           i-t  ^-1 

C
O
R
P
S
 
F
O
R
C
E
 

N
R
 
 
 
 
 
 
 
 
 
S
T
R
 

2?S 
<iro(MvOstr»oooNinr-<r-ir^,-»(j\vöoQOchv£>cMvOvtior>.<-<co 
.-i           en           cM-tcn^t-ii-tcMcn^-it-^                 ^pornj"^              j 

a i 
H 
H 
H     ! 
M 

i 
H H 

A
g
e
n
t
s
)
 

X
-
r
a
y
 
D
e
t
a
c
h
m
e
n
t
 

D
e
n
t
a
l
 
O
p
e
r
a
t
i
n
g
 
D
e
t
 

D
e
n
t
a
l
 
S
v
c
 
D
e
t
 

D
e
n
 
P
r
o
s
t
h
 
D
e
t
 
M
o
b
i
l
e
 

D
e
n
 
P
r
o
s
t
h
 
D
e
t
 
F
i
x
»
d
 

C
e
n
t
r
a
l
 
D
e
n
 
L
a
b
 

P
s
y
c
h
i
a
t
r
i
c
 
D
e
t
 

R
e
n
a
l
 
a
n
d
 
E
l
e
c
 
M
e
t
a
b
 

P
r
e
v
 
M
e
d
 
C
o
n
 
D
e
t
 

P
r
e
v
 
M
e
d
 
S
u
r
v
e
y
 
D
e
t
 

D
i
s
p
e
n
s
a
r
y
 

G
e
n
e
r
a
l
 
D
i
s
p
e
n
s
a
r
y
 

G
e
n
e
r
a
l
 
D
i
s
p
e
n
s
a
r
y
 

B
l
o
o
d
 
P
r
o
c
e
s
s
i
n
g
 
D
e
t
 

B
l
o
o
d
 
C
o
l
l
e
c
t
i
n
g
 
D
e
t
 

B
l
o
o
d
 
D
i
s
t
r
i
b
u
t
i
o
n
 
D
 

M
e
d
i
c
a
l
 
D
e
t
 

M
e
d
 
I
l
l
u
s
t
r
a
t
i
o
n
 
D
e
t
 

M
e
d
 
I
n
t
e
l
l
 
D
e
t
 

H
e
l
i
c
o
p
t
e
r
 
A
m
b
 
D
e
t
 

A
m
b
u
l
a
n
c
e
 
D
e
t
 

A
i
r
 
C
r
a
s
h
 
R
e
s
c
u
e
 

A
i
r
 
C
r
a
s
h
 
R
e
s
c
u
e
 

M
e
d
i
c
a
l
 
C
o
n
t
r
o
l
 

M
e
d
i
c
a
l
 
S
u
p
p
o
r
t
 

C
O
M
B
A
T
 

S
V
C
 
S
U
P
 

U
N
I
T
 ^                                                   1 

CO                                                                                                                                                                                  1 

M
T
E
L
/
T
O
E
 

N
R
 

H H H H H H H H H HH *5 fJ H tS M H S H H H £ H H H      i 

T E-I-3 



H 
H 

a 
g i 

■ 

-« 

i 
u 
0 

<M 

« 

a 

s 
« 

1 

g 

1 
s? 

g 

CO 
H > 
M a 

M 
»a 

T
O
T
A
L
 

N
R
 
 
 
 
S
T
R
 

CNI 
ON 
CM 

1        1       • 
N^ W W 

T
A
S
C
O
M
 

N
R
 
 
 
S
T
R
 

o <N      (MMOO^O      <d-<4'<n(Mao\o<4'<-4oooNN          vt ve 
00 ON         O O 00 lO 00        <-* r-l-t   m <& t*. e*) CO ^t o <t              00  00 

t-l            o» 

ON 

•   tr-l 

*                    ^ 

T
H
E
A
T
E
R
 

A
R
M
Y
 

N
R
 

S
T
R
 

F
I
E
L
D
 A
R
M
Y
 

N
R
 
 
 
 
 
 
 
S
T
R
 

o      r«. * •* o o o oo      ^too                                     «*-J-«* NO 00 
oo      NO <n o r^ r* oo i-<      r-te-t                                     -3-«J o> oo NO 
r-i               f-l CN| ON «M CO «O         r-IOQ                                                     ON ON r-l         i-t 

■-I                           ^-l                                                        <|- 

rl 

r-l 

^S /-S /"N 
III 

M          i-l-^-NOOO«MCM          i-l                                                                      OONOi-^i-Hrl 
r-« r-l                                                                                                              i-l 

C
O
R
P
S
 
F
O
R
C
E
 

N
R
 
 
 
 
 
S
T
R
 

1 
      ■ -                                           w                             ■                            .... 

1 

U
N
I
T
 

S
T
R
 

9 
Ot^r^-rf^r^r^OONt^^t  (UcooiNOOoi>.vO(neN40ooNCMfHoo 
ONO\Nor»fOoiCMONmo>-icO'-i<foor>.cMi-ienvtr-io<f'-<o> 

i-i                   i-ii-<i-ii-ii-4v^cM<^v>n      i-itMcn«Ji-icoeMi-ii-* 

H 

M
e
d
 
H
o
l
d
i
n
g
 
C
o
 

H
H
D
 M
e
d
i
c
a
l
 
C
o
n
m
a
n
d
 

H
H
D
 M
e
d
i
c
a
l
 
Bd
e 

H
H
D
 M
e
d
i
c
a
l
 
G
p
 

H
H
D
 M
e
d
i
c
a
l
 
B
n
 

M
e
d
 
A
m
b
 
Co
 

M
e
d
 
C
l
e
a
r
i
n
g
 
C
o
 

M
e
d
 
C
o
l
l
e
c
t
i
n
g
 
C
o
 

M
e
d
 
A
i
r
 
A
m
b
 
Co
 

M
e
d
i
c
a
l
 
D
e
p
o
t
 

P
r
e
v
 M
e
d
 
Sv
c 

U
n
i
t
 

M
e
d
i
c
a
l
 
Sv
c 
O
r
g
 

F
i
e
l
d
 
H
o
s
p
i
t
a
l
 

A
m
b
u
l
a
n
c
e
 
Tr
ai
n,
 
Ra
: 

G
e
n
 H
o
s
p
 
10

00
 
Be
d 

S
t
a
 
H
o
s
p
 
10

0 
Be
d 

S
t
a
 
H
o
s
p
 
20
0 

Be
d 

St
a 

H
o
s
p
 
30

0 
Be
d 

S
t
a
 H
o
s
p
 
50
0 

Be
d 

St
a 
H
o
s
p
 
75
0 

Be
d 

M
o
b
i
l
e
 
A
r
m
y
 
S
u
r
g
 
H
 

E
v
a
c
u
a
t
i
o
n
 
H
o
s
p
 

C
o
n
v
a
l
e
s
c
e
n
t
 
C
e
n
t
e
r
 

M
e
d
i
c
a
l
 
La
b 

A
r
m
y
 M
e
d
 
D
e
p
o
t
 

C
O
M
B
A
T
 

S
V
C
 
SU
P 

U
N
I
T
 I 

M
T
E
L
/
T
O
E
 

N
R
 * 

Mi-irMr>iNor^009tr>.r*.'4'Ooo3(n.d>inNor^r-ii-iOQr>* 
F-.r-i.-tcMrNirMrNirMcnoooo-^CNjiOvONOvOvOtOi^oooNmNO 
utFHr-ti^t-ii-tr-ii-ii-i^icNiiTSinioinminmmmininmNONO 

•   i   i   ■   •   i   i   i   i   i   i   •   i   i   i   i   i   i   i   i   i   •   i   ii             , 
00 00 00 00 CO 00 00 00 00 00 00 00 00 00 00 00 00 CO 00 00 00 00 00 00 00 

E-II-1 

1 



H 
W 
M 
■-) 

a« 

M 
CO 
M 
> 
M 
Q 

s 
u 

s ^f ft oo m»-« o oo 
C4 »-1 -4- r-l   CM 

• Ch  CSI   CM  vO   CM  «Owl    CM  t-l 
«M •* t-t >o m ^ i-lcM   >* CM 

en <^ CM «n co in •■* «Mrs.cMft00vO»*r0>O(»l 

s 
$ 

P6 
at      H 

co s 

<t iTlr-i  m CO «♦ i^      oo oo >j- ooi^  <t r^ 
•-•CM O CM i-l ■-< 

^ r-l  ^H CO  CM f-l iHO CM^CMCMr-ICMi-) 

U 
H 

W 

S CO 
o fa 
to 

8g 

tip« 
CO 

St        .* O CM 
CM C^ FH 

•4-oocMvfooaooo^ oo <i- 
r-l(Mi-lincMCM       ^   CM ^-1 

<♦>     i-i CM      «n l-l«*CM^sf-<l-CMCM%*CM 

M 
H 

I 
i 

oofOsJ-ior^sj-oooo 
t-i     i-i en iH 

en P* CM m 
en ^      t-4 in 

ü 

W 01  o 

co « d a» 

14 
01 
U 

o a 
> « 

CO U 

^cr 
ca at 

o ad «S 
-Ä 

jgösrff 
a a 

0 * 

■O   «0 

« ad 

d co 
3,2.-. 
0 « 
• TJ   Ü 
Q    O  -rl 

ad n £ 

ft 4) 

a« 'J je 

OT o Q o. 
ft 

r*  f* r-t    3 
« « « o* 
U   U   O H 
•H  T<  Tl 
•O  U 4J -O 

a a a a 
u 
»0.0,0. 0.f* 
Q   «   (D   oo   (0 i-( 

o -H o -H a « x Q » a 3 
a co 

•H i-l 1-4 .-4 iH 

«Ulis 
9 , O 
M 33m co co 

oo 
M 

4J 
0) a s 

•D   4J «i   «J   W   4J 
« « « a> at 
> > > > > 

« ai a 
y a 

CO O CO 

*   4J 

^Ä 
00 
M   U 

at o 
O <d 
u u 
9 o 

££ 

g 
CO 

§S9siS3sa££a388ss9a^?issaas6 
vifliiilfiliüüüliiiüil 
 B-II-; — 



n 
i, 

< 

( 

« 1           tMcn^-eoo-*flOrv«n             csicM^^O^o^oOrM^OO 
, f- 1              •*         <-<psO>-<<M>00                 OSJ-M'-"«»!-'*          st^kA**»** 

1                              O                          «-«               ^1        CM                  «n               -*       «^ 1     J cr i 8« 
—i 

1 
3! 1          (*iMr-ooiricM»-ifn(*>            «0p^v0^>*tsiO'-,-*«M»*'*0 

ä 1         ^■tno>*o«*ooo>'n           C'4«S.*OO'X)O*O-*-4">ö0'*              i 
H 

1                      ^                    •-*           M      M             i-<           •-1 

i     co 

1         i-ti-»movmcM^^r-if*i           vctsivO'-«^—IO"1^-^^-^^ 

as      as 
H       H 
H >; to 

oä 
1      H a H oo<t-*o          nj                                    ooo-*ooo« 

M          oo Kf           en                                            oocMooooin               ! w s to 
1      •-* ÜB ;                                         vO                                                                                                               —<                   CM           r-l                                  J 

I      ^ ^ 
a. o 1   3 9 a e H 

CMCM^CT               M                                                      i-IOCSQONOO                    1 
•-4 »-1                                                                                 «M                            »-<                           1 

« w Pi 

| 
ü H 
OS to o 

s & 

u 
CO 

§ SS 
U4 

H _ 
H ä ^ ■^■neM\o-*r>aooN»ni-^«-<^.<-«o\vooooo»oesjvc>*«nr,*<-tfo 
M      ' 
> 

Z H 
B m 

<-l                 CO                  tSi-4tni-lf-tr-ICMtnr-(i-l                          »-lrOi-l<-<                               J 

■v                                                                                                      i 
H 8                   i-« -o           ä                        w 4J a                                              i 
O 4)                           -H   «                 (d         4J                      0)   0)                                                                         ! 
H 
135 
o 

T
r
t
n
m
t
 
D
e
t
 

ts
) 

y 
D
e
t
a
c
h
m
e
n
 

al
 
O
p
e
r
 
D
e
t
 

a
l
 
Sv
c 

D
e
t
 

P
r
o
s
t
h
 D
e
t
 

P
r
o
s
t
h
 D
e
t
 

r
a
l
 
D
e
n
 
L
a
b
 

h
l
a
t
r
l
c
 
D
e
t
 

1 
a
n
d
 
E
l
e
c
 

M
e
d
 
C
o
n
 D
e
 

M
e
d
 
S
u
r
v
e
y
 

e
n
s
a
r
y
 

r
a
l
 
D
i
s
p
e
n
s
 

r
a
l
 
D
i
s
p
e
n
s
 

d 
P
r
o
c
e
s
s
I
n
 

d 
C
o
l
l
e
c
t
l
n
 

d 
D
l
s
t
r
i
b
u
t
 

c
a
l
 
D
e
t
a
c
h
m
 

ll
lu

s 
D
e
t
 

I
n
t
e
l
l
 D
e
t
 

A
m
b
 
D
e
t
 

la
nc
e 

D
e
t
 

C
r
a
s
h
 
R
e
s
c
u
 

C
r
a
s
h
 
R
e
s
c
u
 

c
a
l
 
C
o
n
t
r
o
l
 

ca
l 

S
u
p
p
o
r
t
 

M      i 
U      { 

a 
p wi 
H 

1 - h Ml 
35] C   9»  i»  1.1                UO»>>a.VVOOOT*                1-13               -H-H 
SD| 

^^^SSSSSäSä^S^^SSS^^^^I^^^I 1 
H 5 H ^                                      "1 CO 

IBB 
a U to 

«a    1 PP 

S   3Sadä3Sä:SSSSg3Sg3£$3S£s;SS 
5 1 § llülüilüillüiliaiüii 

E-II-3 

/ 

k_ 



ß oo     lo^^Wvooomo^oo^i-i      nmio^fo      m m <r r>> IH 
r«. 
r«. 

co CM 
S           CM                              •-• r-l 

< ■                                                                               ■         ■                                                                                                                                                   II 
f-l 

1      g 
I                                                                               11                                                                                                                                                   ■        ■ 

fsl        t^^^vO^tMiHi-tr^        i-l         mCMCMCOrJ         fn>Öi-l(Si-4 

0« O      ■rfoo-*«*r--0      f\ -t \o fs      QvO«*ooeo                es»o P4 
£       H 
O        CO 

» 
i-ii-ii-H                vOP"«      oxi-tcvi^fn                CJ 3 y x-«                                            /-»/•N                      CM                                                          /-v 

CO III                                                          1 

^ g 
W         ^                                                                        »^N^                                                                                                                                           *-/ 

r-^         ^  (>l   <~l   (N  i-l  ■-•          »-IrH         r-l          lO«MCM<Oi-<                         r-t»-< 

0« 
«      H 
H  * CO 

<2 

H 
03 

i^g 
W 
»A 

a ö a»         o o « M 05 >5         •*                                  «2 »o     eon 
m 
00 

0t g        CO r^ 

H 9S 

1-4 •* 

<«-N                                                                                                                                                                                ^>/^ 

8 
38g 

+                                                                                                                                                                                    '       * 
r-4                CM«n<*mt-'>-«                                                                                fOvD"-«^ 

ed ^\ ä 
§ H H 

Ü co«.- 0) g 
W S 01 

1 
s 
M 

s 
«3 

on 

T) 

Si 1 
^ O 2 2 
O 4J 

« 
V o H 4) 

M M as Or-)r^Ji^r»>r^ow'^'*co«r»eMvooor^von«Mooo<<M'-ioo 
,-1                            p^,^,^^^        CM         IT»        i-leM(n<*^H«nCMi-4f-« 

CO Z H 

> 
M 
a 

9 CO 

'S                                                                      a 
H 

in
g 

C
o
 

ca
l 

C
o
m
m
a
 

ca
l 
B
d
e
 

ca
l 

G
r
o
u
p
 

ca
l 

Bn
 

Co
 

r
i
n
g
 
C
o
 

e
c
t
i
n
g
 
C
o
 

A
m
b
 
C
o
 

D
e
p
o
t
 

Sv
c 

U
n
i
t
 

Sv
c 

O
r
g
 

sp
 

n,
 
R
a
i
l
 

10
00
 
Be

d 
10

0 
Be

d 
2
0
0
 
B
e
d
 

30
0 

Be
d 

50
0 

Be
d 

75
0 

Be
d 

n
n
y
 
S
u
r
g
 

P c
e
n
t
 
Ct
r 

L
a
b
 

D
e
p
o
t
 g 

r^ 

a 
H 
H 

iHt3T),0'OJ3<Ur-tMi-«4t'-<S«l   «»««««         O   flJ •-"   « 

Ö 
§ 

£llllsj!£S££is:lsäääää£SS£l 

HS g 
I«0 CO 

Q 

8  CO s 

1 
^.   . wWWtkIBdWMWQMQQWÖMOWWQWWWWW 

Wi-t<M«MvOt>*ooo\r^r^^-ooO>-'<*l-*l^vor^rH^oor^ 
r>.f-)f-4cMc>4C4<Mc4<naooO'-icsm«o«o«o>o«or>.aoos>A« 
ioi-<<^f-ii^f-4i-ii-ii-ipHc<4inmmmmmmmmmiom«<o 

gg 
Sc 1   •   1   •   1   •   1   •   1   1   •   1   1   1   •   1   1   ■   a   1   1   •   •   1   1 

aoooooaoaoooaoaooo 00 00 0000000000000000000000000000 

(Vi 

OO 

a 
eu 

>. 

•o 
a» 
as 
<a 
4) 
u o a 

o 
u 

u 

I 
E-III-1 

J 



^ 

j-inwrt.TW .f* 

H 

I 

s 

a 1 

T
O
T
A
L
 

N
R
 
S
T
R
 uitvoo                                        ^■^ve^i-ii-ioor*«-!^         i 

IHI-ICM                                            ,-ieMi-*i-<<npnc«ii-«<»ti-i 

T
A
S
C
O
M
 

N
R
 

S
T
R
 i-i en                                                 .-i           «n 

i-l^i-4                                                             ^4 r^         I-« 1-4 f-4 1-4        rH 

T
H
E
A
T
E
R
 

A
R
M
Y
 

N
R
 

ST
R 

F
I
E
L
D
 A
R
M
Y
 

C
O
S
C
O
M
 

N
R
 
 
 
 
S
T
R
 

^                                                                    f^ vO         r-l i-l               i-l 

^                                                                         ^Ir-IMNfHi-lrSi-l 

CO
RP
S 

F
O
R
C
E
 

N
R
 
 
 
 
 
S
T
R
 

gco 
.^I^M          i-t«n                  f-4f-i          in 

I 
H 

M
e
d
i
c
a
l
 
S
e
r
v
i
c
e
 O
r
g
 

C
o
m
p
a
n
y
 H
e
a
d
q
u
a
r
t
e
r
s
 

Hq
 
U
n
i
t
 R
e
c
e
i
v
i
n
g
 
C
e
n
 

H
q
 
V
e
t
 
P
r
o
f
 
S
e
r
v
i
c
e
 

Hq
 M
e
d
 
P
r
o
f
 
S
e
r
v
i
c
e
 

H
q
 
H
o
s
p
i
t
a
l
 
C
e
n
t
e
r
 

H
q
 
D
e
n
t
a
l
 
P
r
o
f
 
Sv
c 

B
l
o
o
d
 
B
a
n
k
 
Sv
c 

H
q
 

M
e
d
i
c
a
l
 
S
u
p
p
l
y
 D
e
t
 

M
e
d
i
c
a
l
 
S
u
p
p
l
y
 
D
e
t
 

O
p
t
i
c
a
l
 
D
e
t
a
c
h
m
e
n
t
 

O
p
t
i
c
a
l
 
D
e
t
 A
u
g
 

M
e
d
 E
q
u
i
p
 N
A
i
n
t
 
De
t 

M
e
d
 E
q
u
i
p
 M
a
l
n
t
 
D
e
t
 

V
e
t
 
Lg
 
A
n
i
m
a
l
 
H
o
s
p
 
D
e
 

V
e
t
 
L
g
 
A
n
i
m
a
l
 
D
i
s
p
 
D
e
 

V
e
t
 
S
m
l
 A
n
i
m
a
l
 
H
o
s
p
 D

 
V
e
t
 
Sm
l 
A
n
i
m
a
l
 
D
i
s
p
 
D
 

V
e
t
 
Sv
c 

De
t,
 
S
m
a
l
l
 

V
e
t
 
Sv
c 

De
t,
 
L
a
r
g
e
 

S
u
r
g
i
c
a
l
 
D
e
t
a
c
h
m
e
n
t
 

O
r
t
h
o
p
e
d
i
c
 
D
e
t
a
c
h
m
e
n
t
 

S
h
o
c
k
 
D
e
t
a
c
h
m
e
n
t
 

M
a
x
i
l
l
o
f
a
c
i
a
l
 
D
e
t
 

N
e
u
r
o
s
u
r
g
i
c
a
l
 
D
e
t
 

T
h
o
r
a
c
i
c
 
D
e
t
a
c
h
m
e
n
t
 

 
1 

C
O
M
B
A
T
 

S
E
R
V
I
C
E
 

U
N
I
T
 I 

1^ §8888888SSSSg8SS9SSSSSI§8i 

B-111-2 

• 



c 

( 

H 
CO 
M 
.J 

»4 

i 
CO 
& 

i 
S 

1 
pa 

§ 
§ 
M 
CO 
H > 
H 
Q 
H 

T
O
T
A
L
 

N
R
 
 
S
T
R
 

T
H
E
A
T
E
R
 

B
A
S
E
 

N
R
 
 
S
T
R
 N* oo oo iv-           in           p^!-!^      oooo       «Mcsiooor». 

O                                 «n                 ir»CM<*>          CMOS          rHrvfMcO 

.-1 

T
H
E
A
T
E
R
 

A
R
M
Y
 

N
R
 
 
S
T
R
 

F
I
E
L
D
 
A
R
M
Y
 

C
O
S
C
O
M
 

N
R
 
 
 
 
S
T
R
 

■d-        00  vD  fM                O*       t-< rH                                         OeM^OU^»* 

<N                                                                                                                             CM 

i-l«*vOm               iM        i-t r-l                                          Or-lvOrOCM 

C
O

R
PS

  
F
O
R
C
E
 

N
R
 
 
 
 
 
S
T
R
 

U
N
I
T
 

S
T
R
 **<n«MvO>*I^OO  OMO>-*i-lf^i-<WvOO00CT>vOP>Jv0^«O»^i-l<n 

<-'                  CO                  CMi-inr-li-liHcaWiHi-t                          ,_(   (V) ,_(  ,_( 

H 

M
e
d
 
T
r
m
t
 
D
e
t
 
(
C
h
e
m
 
A
g
t
 

X
-
r
a
y
 
D
e
t
a
c
h
m
e
n
t
 

D
e
n
t
a
l
 
O
p
e
r
a
t
i
n
g
 
D
e
t
 

D
e
n
t
a
l
 
S
v
c
 
D
e
t
 

D
e
n
 
P
r
o
s
 
D
e
t
 
M
o
b
i
l
e
 

D
e
n
 
P
r
o
s
 
D
e
t
 
F
i
x
e
d
 

C
e
n
t
r
a
l
 
D
e
n
 
L
a
b
 

P
s
y
c
h
i
a
t
r
i
c
 
D
e
t
 

R
e
n
a
l
 
a
n
d
 
E
l
e
c
 
M
e
t
a
b
 

P
v
n
t
 
M
e
d
 
C
o
n
t
 
D
e
t
 

P
v
n
t
 
M
e
d
 
S
u
r
v
e
y
 
D
e
t
 

D
i
s
p
e
n
s
a
r
y
 

G
e
n
e
r
a
l
 
D
i
s
p
e
n
s
a
r
y
 

G
e
n
e
r
a
l
 
D
i
s
p
e
n
s
a
r
y
 

B
l
o
o
d
 
P
r
o
c
e
s
s
i
n
g
 
D
e
t
 

B
l
o
o
d
 
C
o
l
l
e
c
t
i
n
g
 
D
e
t
 

B
l
o
o
d
 
D
i
s
t
r
i
b
u
t
i
o
n
 
D
e
t
 

M
e
d
i
c
a
l
 
D
e
t
a
c
h
m
e
n
t
 

M
e
d
 
I
l
l
u
s
 
D
e
t
a
c
h
m
e
n
t
 

M
e
d
 
I
n
t
e
l
 
D
e
t
a
c
h
m
e
n
t
 

H
e
l
 
A
m
b
u
l
a
n
c
e
 
D
e
t
 

A
m
b
u
l
a
n
c
e
 
D
e
t
a
c
h
m
e
n
t
 

A
i
r
 
C
r
a
s
h
 
R
e
s
c
u
e
 

A
i
r
 
C
r
a
s
h
 
R
e
s
c
u
e
 

M
e
d
i
c
a
l
 
C
o
n
t
r
o
l
 

M
e
d
i
c
a
l
 
S
u
p
p
o
r
t
 

C
O
M
B
A
T
 

S
V
C
 
S
E
T
 

U
N
I
T
 i 

M
T
E
L
/
T
O
E
 

NR
. 

OP 

SSnflf |88888!8l888S8ii88S8 

E-III-3 



r: 
\ 

SBÄWWWWrayBr.1^  

H 

8 

PÖ CO o 
h 

CO 

s 

( 5 w 

M 

g 

I      M 

8 

00 < -* r-l <!■ ON 
«e en » oo r» in 

i-i <n  i-t 
en ,-, 

•* CM 

/^N 

CM fH CM en I-) r-t »^ 

«* <* r« r^ .* 
«n «n o\ CM r«. 

N en 

vO<t en CM oo eo 
tntrt      en •d' i-e i-t 
<-i CM      en ^ I-I «o 

en 
oo 

CM CM CM 

CM   CM 
in In 
•H CM 

CM .M 

en CM 
en «* 
en ^ CM o 

CM 

a o^ si- o\ in 
CM 

ON 00 00 
r-l  r-t 
i-l vO 

r-l O '"'  CM CM 

4J 
<U 
4) 
xi 
(0 

u 
3 
u 

S 

O »-• p* 
ON ON »O 

4) 
01 

•>*-4,r>.f*.ooNr»^j-cocneMvoooQOvoeneMoooNCMrHoo 
<ntnoNCMONmOi-<^-'»-t-^,oor^cMr^en^r-(o^-i-»o> 

•-tcMfn^i-tencMi-i»-* CM m 

o o <M « "O "O "O TJ t)   60        M 
d ao      iHAqiqiaiüaiMaw 
P^r-J-H«««««    9    WO 

J.   '   '   '   '   •   '   !   '   !   !   •    i   i   •••   i    i    i   i   i   i   i   i 
00000000000000000000000000000000000000000000000000 

E-IV-1 



M 

I 
n 

CO 
M 
> 
M 
a 

I 

8 

H§ 

ac co 

Hsi 

r 

In 

H 
H 

st O i«»(M 

CM CM C4 CM •H CM 

CM m 

^ o« CM IT» eg 

•H O •-4 CM 

ao m^ Scn^^SR^^^^^^^^x» -* f^ i». ^• 

25 
a 

o 

o<^l 
5* 

III 
5p« 

4J   *J 

_ O. a oo  m  a 
II 4J 

H 

P  4J 
M^^f«-" 

4J 

<s 
«s 

^ 

^^■ä 
4J   4J 

8 

«'S 
4J 

> CO o 

4   4J 

9 -H 
a o 
S2 
9  O 

CO 

s 

§88i§SiS88fl8|i9SSSSiSS§S9S 

B-IV-2 



3 

s 

O (M 00 <M  CM . 
CM M        ^ 

CM 

U"» CM CM CM CM       ^ CM CM   CM 

CM 
m 
st 

CM       u-i rv 

m 

2^^* CM 

M «S r 
8g 

In 

H 

I 

m 

•^coc^vo^^aoo,^ 
M «^ CM ^M en ^ S S 2 ^ ^ s ;s ;S :Q r--^ 

s 

I 
4J 

09 U 

00 
a 

•H   4J 

"5— 

1^ 
JO 

U 
^ ^^ 

xi u 

JA (U 

<S<S'40^c& 

C<ü; 
2Ö 

hi 

Xi J3 
to a 
p o 

c c 

c u 
ä M 

4J 

ai 

w o 
•2° 

11 

T3  a) 

s 
00 

> 

»4 Q 

C 

(0   (0   00  00 -H 
w 2 c c 4J 

0)    0)    00    4J   ^ 
a a oo u i^ 
oo to ai v ^ 

Q   Q     O   rH     0) 
^ ^ h o -H ■-J --J a* CJ Q 

^  M -O -o Tj 
g « o o o 
c c p O  O 

m cQ 

(U 
3 
O 
CO 

<s<ss 

c$ ^ « 

« as o to 
§2 

■a.  u 

u 
o 
a 
§• 

U   4J   0) 

^ 3 o» -^ •H FH u a 

Ü W H ^ 

"O "O TJ i-l _ H "O TJ 

CO 

§ 

K H 

S   32aäÖ3Sg:333SS£Sg3££2SSS££ 
§   §§§ll§§§l§§§§§§§g§§§§§§§§ 
e_i C-A   C-i   e_«   t_i   tj   tj   tj   e_-*   *_•   *_.   r-j   e_.r_je_.rj   ft_j   ••_--   »_.*_.»■*   r .   r .   *■ .   r * HHHHHSfHftfSSSf^FS^HH 

a _ 
cd <d 
Hi 0) 
H H 

E-IV-3 



«■«rtwaPu»ftBijKWw*-iM 

C 

ANNEX F 

ADP  IMPLEMENTATION 

1. Purpose. 

a. To describe the TASTA-70 medical service use of ADPE to Include 
the phased evolutionary approach to currently available methods, the Improved 
methods planned for Installation by the end of CY 1968 and the ultimate 
Introduction of the Combat Service Support System (CS3). 

b. To describe an alternate means of processing data to Insure 
continuity of operations In the event of temporary or total disruption of 
automated data processing means. 

c. To describe the approach, both manual and automated, contem- 
plated for performance of the medical service functions shown below.  (The 
medical Intelligence function has been excluded since It Is not a candidate 
for Inclusion into the CS-j portion of the Automatic Data Systems Within 
the Arm/ in the Field program (ADSAF) . This function has been considered 
for inclusion within the Tactical Operations System (TOS). 

(1) Patient accounting/reporting. 

(2) Medical regulating. 

(3) Medical supply. 

2. Basis for ADP Requirements. 

a. Planning for the medical care of wounded personnel in modern 
warfare requires factual information, much of it statistical in nature. 
Experience indicates a requirement exists to develop Improved methods of 
collecting medical data for use in forecasting the present and future needs 
of the medical service. 

b. The following requirements for ADP support of medical service 
functions in a theater of operations were Identified in the TASTA-70 
concept: 

(1) To record, transmit, process, and summarize data in 
support of patient accounting, medical regulating, medical supply, medical 
intelligence, and medical reporting. 

(2) To provide the timely acquisition, processing, and 
reporting of medical data. 

(3) To provide timely information that will help reduce 
the time lag In the treatment and movement of patients. 

c. The general objectives of the automation of selected medical 
service functions are to: 

F-l 
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Information. 

(1) Improve effectiveness. 

(2) Reduce  the response time for retrieving critical 

(3)     Reduce  the administrative workload. 

3.     Discussion. 

a. General.     With the  introduction of CS3 and the TASTA-70 
concept which envisions computers at each nv>jor echelon of support,   it is 
anticipated that medical service  informati n will flow as  illustrated on 
Figure F-l and will be processed as depicted on Figure F-2.    The system 
will include the items of equipment presently specified for CS3 and addi- 
tional items necessary to support medical service functions.     Input/output 
(I/O)  devices will be required to provide the means for entry into and exit 
from the automated system.     In addition,  each major medical treatment 
facility will require a means of communication which transmits Information 
to its command headquarters in the same language/format required for entry 
into the ADP system by on-line I/O devices.     As  a minimum,   the medical 
service will require some  type of on-line  I/O device at command and control 
headquarters, medical depots, and hospitals.    Additionally,  soma type of 
ADP will be required to support the operation and management of the medical 
supply and maintenance function.     The equipment needed for this function 
should be capable of processing a large volume of data. 

b. Patient accounting and reporting. 

(1) Introduction.    Patient accounting begins at the  time 
patients are located by medical service personnel and are brought to,  or 
ent r, a treatment facility where the facts of admission, diagnosis,  and/or 
dictation are recorded.    This recording procedure is repeated each time 
a patient is subsequently received by another treatment facility.    As 
patient information Is collected,   it is consolidated, summarized, dissemi- 
nated locally,  and forwarded to the next higher echelon.    The PAC computer 
at TASCOM maintains a master medical records file containing Information 
received from all the medical treatment facilities in the theater of opera- 
tions.    The master file provides information for statistical reports 
required by the Office of The Surgeon General,   statistical information, 
and a basis for reconstructing facility files at lower echelons.    The 
patient accounting/reporting function Includes  the following: 

(a) The collection and organization of patient and 
facility information. 

(b) Consolidation and summarization of Information. 

(c) Preparation and dissemination of reports. 

(2) Current methods used to process and transmit information. 
As this function applies to medical units of the army in the field,   the 
collection,  organization,  consolidation, and summarization of patient data 
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are presently perfomed using manual methods and procedures.    Dissemina- 
tion and distribution are accomplished by messenger,  electrical  transmission, 
and other available communication means.     (See Figure F-3.) 

(3) Interim techniques planned for installation by the end 
of CY 68.     It is not contemplated  that this function will be  incorporated 
into any of the interim systems being designed or tested;   and until the 
ultimate introduction of CS3, only improvements in the current manual 
methods and procedures are foreseen. 

(4) Introduction of CS3. 

(a)    Automation.     With the  introduction of CS-j,  the patient 
accounting/reporting function will use automated methods.    A standard 
format will be utilized by all reporting elements  to record and report 
accounting data. 

j^.    Source  information required.     The following 
type of  information is collected by recording the Important facts at the 
time of occurrence. 

a. Unit data - (Unit identification,  bed 
capacity,   bed status,  report period.) 

b. Patient data -  (Admission,   diagnosis, 
disposition, name, organization.) 

c. Special data -  (Special selected informa- 
tion which is collected and reported as  it occurs.) 

■■ 

2.    Transmls s ion. 

a. Transmission of oatient information to the 
computer center will be on a daily basis; however, situations will occur 
where it may become necessary to forward the information more frequently. 
Medical reporting elements will transmit patient information to the medi- 
cal command and control headquarters via a means of communication which 
transmits information in the same language/format required for entry into 
the ADP system by on-line I/O devices who in turn will transmit patient 
accounting information to the computer center via an on-line I/O device. 

b. From the FASCOM medical grou) . information 
will enter the system through the appropriate Corps Support Brigade (CSB) 
computer where it will be automatically switched to the Field Army Support 
Command (FASCOM) computer. At this point, the source input information 
is entered into the computer for processing. In TASCOM the medical group/ 
hospital center transmits information directly into the PAC computer 
where it will be processed. The PAC computer provides the processing 
support for two distinct purposes.  It processes theater army medical 
information in the support of intertheater medical service operations and 
provides a master medical records file for the patient accounting and 
reporting function. 
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(b)    Output. 

1. From the FASCOM computer,   the output of the 
patient accounting/reporting function may be divided into three categories: 

a. Reports prepared for the command surgeons 
and major medical commanders. 

b. Summary Information to be transmitted to 
the Personnel Administration Center (PAC)  computer for consolidation and 
dissemina .ion at that point. 

c. Individual patient information to be trans- 
mitted to the PAC computer. 

2. From the TASCOM computer,   the PAC computer 
furnishes reports for the command surgeons, major medical commanders, and 
The Surgeon General prepared from information in the master medical records 
file.    The file data will consist of all the individual patient transactions 
and facility status inputs.    The file will provide an individual history 
of each patient from the time of initial admission to disposition. 

(5)    Summary.    This automated system should provide reports 
that are more current,  accurate,  concise, and comprehensive than those now 
available.    The system also provides for exception reports requiring manage- 
ment attention and special reports formulated from system interrogation. 

c.    Medical regulating. 

: 

, 
(1)    System description.    Medical regulating is the coordi- 

nation and control of the movement of patients to medical facilities which 
are best able to provide the required medical care.    The medical regulating 
performed to govern the flow of patients into field army medical facilities 
is largely informal in nature.    Control of patient evacuation from the 
treatment facilities of the division to hospitals of the field army is 
normally accomplished through "management by exception".    Through the tech- 
nique of mission assignment to operating ambulance units and hospitals, 
the anticipated flow of patients is established.    Using a system of 
periodic and "spot" reports,   the movement of patients  is directed to prevent 
the overloading of hospital facilities and the development of surgical 
backlogs.    Through a system of formal reporting,  the medical regulating 
officers (MRO's)  at medical group headquarters receive requests for evacua- 
tion of patients from each hospital within the group.    The group MRU 
consolidates these requests and forwards them to the medical brigade MRU, 
who in turn consolidates them and forwards them to the medical command MRO. 
When approved and coordinated by the medical command MRO,  the medical 
brigade and group MRO's arrange for the movement of patients to the appro- 
priate air and rail heads.    The medical command MRO controls the movement 
of patients from the combat zone into the COMMZ as well as the movement 
of patients within the COMMZ.    The medical command MRO also consolidates 
requests for the movement of patients to CONUS and forwards the information 
to the Joint Medical Regulating Officer (JMRO)   for appropriate action. 
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The medical regulating function Includes the following: 

(a) Collection and organization of patient and facility 
information which can be provided to the appropriate Medical Regulating 
Officer  (MRO)   in an expeditious manner. 

(b) Consolidation and sunnarizatlon of Information by the 
MRO's who forward it to the next higher echelon. 

(c) Scheduling the movement of patients based on: 

1^    Tactical situation in the combat zone. 

2. Availability of transportation. 

3. Location of treatment facilities. 

4. Current bed status of treatment  facilities. 

_5. Surgical backlog of treatment facilities. 

6.    Medical resources available at each treatment 
facility, 

category. 

withstand evacuation). 

7,.    Number and location of patients by diagnostic 

8.    Locations of airfields and railheads. 

£.    Patient's condition (suitably stabilized to 

10.    Evacuation policy. 

(2) Current methods used to process and transmit information. 
Medical units collect, organize,  consolidate, and summarize Information 
using manual methods and procedures.    The information flows  through the 
system by telephone,  teletype,   radio,  or when available,  punch card 
equipment  (see Figures F-2 and F-3) . 

(3) Interim techniques planned for installation by the end 
of CY 68.     Units of the medical service will continue to collect,  organize, 
consolidate,  summarize and transmit medical regulating information in the 
same manner as presently performed.     It is not planned to Include the 
medical regulating function in any of the interim systems being developed. 

(4) Introduction of CS3. 

(a)    Method.    With the introduction of CS3,   the medical 
regulating function will be performed using an automated method.    Refer 
to Figures F-4,  F-5, and F-6 for information flow. 
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(b)    Data Input. 

1.     Sources.    The originators of input information 
for medical regulating at  the field army level are the evacuation and 
surgical hospitals and,   in COMMZ,  the medical treatment facilities.    The 
most common documents used are medical facility reports,  evacuation 
requests, admissions and disposition (A&D)   information,  and inquiries. 
Input information received through the theater army level computer system 
includes evacuation schedules and  inquizy transactions.     The sources of 
input to the medical regulating function at the PAC computer include: 

FASCÖM computer. 
a.    Reports prepared and received from the 

b.    Aircraft schedules received from the 
Aeromedical Evacuation Control Center (AECC) . 

c 
c. Requests for ambulance train evacuation 

schedules which are entered by the medical comnand MRO and transmitted 
by the computer to the CS3 Movements Control Center (MCC)  computer. 

transactions. 
d.    Management parameter and inquiry 

e.    Source documents from the medical groups 
and hospital centers organic to the medical command; medical facility 
reports; admission and disposition information and Inquiries. 

2, Transmission.    The transmission of source 
information is via a means of communication which transmits information in 
the same language/format required for entry iuto the ADP system by on-line 
I/O devices, or by the inclusion of an input/output capability at the 
hospital level which would permit the entry of data through the appro- 
priate medical headquarters to a central computer for consolidation and 
return.    Admission/disposition and medical facility Information will be 
transmitted as an integral portion of the patient accounting function. 

3. Preparation.    Source information received at 
the medical group headquarters  in field army will be entered into the 
computer system via the group's remote I/O device,  which will be on-line 
to the CS3 Corps Support Brigade (CSB) computer.    The information will be 
switched by this computer  to the CS3 FÄSCCM computer,  where  the processing 
will be accomplished.     In CCMMZ,   the source information from hospitals is 
received at medical group or hospital center headquarters and transmitted 
using on-line I/O devices  to the CS3 PAC computer.    The management para- 
meter transaction is used to enter management controls into the automated 
system.    These controls provide a means for automatically producing 
exception reports and transmitting them to the MRO's for appropriate 
action,  e.g., a parameter setting of 75 percent hospital bed occupancy 
would cause a message to be transmitted to the appropriate MRO for his 
attention when that occupancy level was reached or exceeded.    An inquiry 
is used to initiate the production of a requested report such as a 
medical facility status report. 
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(c) Output. The outputs of the medical regulating 
function at the field army level (FASCOM computer) and COMMZ level (?AC 
computer) may be divided Into three categories: 

1. Reports. 

2. Requests  to be  transmitted  to higher echelons. 

3. Responses  to requests originating at  lower echelons. 

(5)    Sunmary.    This automated system will provide medical 
regulating officers with a more efficient method to manage  the evacuation of 
patients.     Information received can be expected to be more current, accu- 
rate,  concise,  and comprehensive than now available.     Exception reports 
should be more timely and meaningful. 

d.    Medical supply. 

(1) Introduction.    Wherever the term supply  is used herein 
it is termed to mean both supply and maintenance.    The COMMZ medical depots 
provide support to the field army and to the COMMZ.    The army medical depot 
consists of a base and three advance platoons.    The base platoon has the 
responsibility for supporting units within the army rear area and the 
advance platoons.    The advance platoons have the responsibility for support- 
ing units in the corps area.    The army medical depot will operate the med 
medical supply ICF for the field army using an automatic data processing 
device.     It is not anticipated that there will be any requirement for 
support from the CS3 AOSAF system other than communication linkage support. 
Within the COMMZ,  supply operations will be managed at the medical command, 
utilizing the appropriate CS3 computer and communication network. The medi- 
cal supply ICP will be centralized at the medical command.    When only 
one COMMZ medical depot is assigned to the TASCOM,  the  IC*  may be  located 
at this depot.    Each depot and the medical command headquarters will have 
some type of automatic data processing equipment to facilitate medical 
supply and maintenance operations within COMMZ.    The medical supply 
function includes the following: 

(a) Collection and processing of requests for material 
for transmission to the appropriate supply point. 

(b) Inventory umagement and stock control in accord- 
ance with AR 725-50 and AR 711-16. 

(c) Dissemination of data and reports locally and 
to higher and lower echelons  in response to requisitions and requests 
for status information. 

(2) Current methods used to process and transmit information. 

(a)    At the retail level,  there will be no change from 
the current method.    Customers will manually prepare their requests in 
accordance wich AR 725-50 and AR 711-16,   forward them to the supporting 
supply installation by available communication means. 
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(b) Currently, most wholesale level medical supply 
operations, including inventory and stock control, are performed with 
automatic data processing equipment (ADPE) methods and procedures. The 
systems in use are not uniform because the equipment has not been 
standardized. These systems and procedures will continue for the present 
(See Figure F-3). 

(3)  Interim techniques planned for installation by the end 
of CY 68. The array medical depot in field army and the medical command 
in COMMZ will each operate ICF's. Supply operations will be supported 
through the use of an automatic data processing device located at the 
field army medical depot, each COMMZ depot, and the medical command ICF. 
Improvements in the manual preparation and handling of supply requests will 
be incorporated as they occur. 

(4)  Introduction of CS3. 

(a) Data processing. With the introduction of CS3, 
additional automation will be made available to support the medical supply 
function. The CS3 data processing and communicatioi system will assist 
the ICF at the army medical depot and the medical command in performing its 
medical supply management mission. Processing of medical supply and 
maintenance data will be accomplished on the ADF equipment located at the 
army medical depot and COMMZ medical command ICF. The CS-j computer system 
will provide a communications linkage between the sender/receiver and 
the computer performing the processing/storage function. (See Figure F-7 
for Field Army; F-8 for COMMZ). 

(b) Data input. 

1. Sources.    The sources of input information are 
the consuming units,   the field army, and the COMMZ medical depots. 

2. Transmission.    Normally,  source document infor- 
mation will be transmitted via ADPE or by other communication means. 

3. Preparation.    Source information requiring 
computer processing is entered into the system via the remote on-line I/O 
device.    This information is switched to the appropriate ADF center where 
processing is accomplished.    Types of information include the following: 

a. Requisitions for material. 

b. Advice and status documents. 

c. Shipment and receiving documents. 

d. Standard requests for information. 

e. Management parameters. 

f. Other MILSTRIP transactions. 
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GENERAL SYSTEM DESCRIPTION 

A general description of the field army medical supply system is 
provided in Figure F-7 and in the following discussion which is keyed to 
the figure: 

1. Requests for material are forwarded from the medical companies, 
in support of each brigade, to the medical battalion. The means of communi- 
cation may be ambulance or other vehicles or by the existing communication 
network. 

2. Depending on the urgency of the situation and availability of 
supplies, material is either furnished by the battalion supply section or 
the requirement may be forwarded to the advance platoon of the medical 
depot. 

3. Materiel available from the battalion supply section is dispatched 
forward by returning ambulances, or by other vehicles or aircraft. 

4. Requests for replenishment of division stocks, emergency, and 
fringe r .uirements are forwarded to advance platoon of the medical depot 
which has responsibility for corps support.  Such requests can be forwarded 
by ambulances, other vehicles or aircraft, or by normal communications means. 

5. Depending on the urgency of the requirements and the availability 
of stocks, the requirement will either be filled, placed on back order, or 
forwarded to field army medical depot. 

6. Materiel that is available is dispatched to either the medical 
battalion or direct to the medical company.  The material will normally 
be transported either by returning ambulances, other vehicles or aircraft. 

7. Requests for replenishment of hospital supplies, emergency, and 
fringe requirements are forwarded to the advance platoon. Such requests 
can be forwarded by ambulance, other vehicles or aircraft, and other avail- 
able conmunications means. 

8. Materiel that is available is nomally transported to the hospitals 
by ambulances or other medical vehicles. 

9. Requisitions for replenishment of the advance platoon stocks 
and requests that are being referred due to their urgency are forwarded 
to the medical ICP at the field army medical depot via the CS3 communication 
system. 

10.  The ADF support for both inventory control and stock control are 
performed at this echelon for field army medical depot material.  Depending 
on the urgency of the requirement and the availability of materiel, a 
Materiel Release Order (MRO) is initiated, the requirement is place on back- 
order against materiel due in from COMMZ, or the requirement is referred 
to COMMZ for delivery. 
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11. Information transactions such as statue and notice of shipmenr. 
are transmitted to the medical supply advance platoon via the CS3 
communication system. 

12. Materiel Release Orders and other supply type directives are 
transmitted to base platoon via the CS3 communication system. 

13. The base platoon performs the  normal warehouse and maintenance 
functions to accomplish both general and direct support activities. 

14. Requests and Issues to consuming units in the army service area 
are processed in manner similar to that used b} the advance platoon. 

15. Materiel is shipped from the base platoon to either the advance 
platoon, or division rear. Shipment normally is by ambulances or medical 
vehicles. 

16. The base platoon forwards normal supply transactions such as 
reports of receipts, inventories and shipments via the CS3 communication 
system. 

17. Requisitions for replenishment of the field army medical depot 
anc* oLner high priority demands are transmitted to the medical command 1CP 

r ' n the TASCOM computer supporting the COMHZ medical function. 
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GENERAL SYSTEM DESCRIPTION 

A general description of the comnunicatlons zone medical supply 
system is provided in figure F-8 and in the following discussion which 
is keyed to the Figure. 

1. The ADP support for inventory management is performed at this 
echelon for COMMZ medical stocks. 

2. Informational transactions such as status and shipment documents 
are transmitted through the FASCOM computer to the field army medical 
inventory control point. 

3. Materiel Release Orders and other supply type transactions are 
transmitted from the TASCOM medical ICP through the appropriate TASCOM 
computer to the medical depots. 

4. The materiel is normally shipped to the proper destination by 
medical or TASCOM transportation means. 

5. The depot communicates normal supply transactions such as reports 
of shipments, receipts, and inventories to the appropriate TASCOM computer 
and the TASCOM medical ICP. 

6. Requisitions are received from COMMZ medical elements such as 
hospital centers, general hospitals, medical groups, and field hospitals. 

7. Materiel is normally forwarded to the COMMZ medical elements 
by medical vehicles. 

8. Replenishment requisitions and high priority demands are 
transmitted to the CONUS, 

9. Material from the CONUS is shipped to the medical depots. 

10.  Notice of shipment and other routine supply transactions are 
received by the TASCOM medical ICP through the appropriate TASCOM 
computer. 
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(c) Output. The outputs of the medical supply 
functions Include: 

1. Dally status. 

2. Monthly status. 

3. Monthly summary. 

4. Quarterly status and summaries. 

5. Yearly status and suiranaries. 

6. Special or demand reports. 

7,. Status Information to CONUS. 

(5)  Summary.  The above will provide a medical supply and 
distribution system which will be more progressively responsive to theater 
requirements and phased to ADPE implementation. 

e. Interface with CONUS data systems. Current data transmission 
means will continue to be used to connect the various s>sterns. Automatic 
data processing equipment will be used when available. With the intro- 
duction of CS3, the Medical Service will use the communications network 
associated with this system to interface with CONUS. 

f. Alternate methods. Alternate data processing procedures will 
be as indicated below in the event of temporary or total disruption of 
automatic data processing means. 

(1) Until the introduction of CSo, no alternate system need 
be specified for medical regulating and patient accounting/reporting since 
current methods and those planned for the immediate future are performed 
primarily using manual systems, methods and procedures. With the intro- 
duction of the CS3 program, the medical service will rely upon the alternate 
equipment, methods and procedures being developed for the CS3 program. 
In addition, a limited manual capability will be retained. 

(2) The medical supply TCP's in the field army and COMMZ 
will need a manual backup capability to provide continuity of supply 
operations. 

4.  Conclusions. 

a. Until the introduction of CS3, the medical service functions 
of medical regulating and patient accounting/reporting will be accomplished 
using present or Improved manual methods and procedures. 

b. The medical supply system will establish an 1CP at the army 
medical depot for field army and at the medical conmand for COMMZ.  To 
support the medical supply system, automatic data processing equipment 
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will be required for each medical depot and the medical command 
headquarters. 

c. The interface with CONUS data systems will be via existing 
data  transmission means until the introduction of CS3. 

d. The  inclusion of ADPE at the medical depot level will not 
generate temporary TOE changes during the  interim period prior to CS3. 
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