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This study has been approved by the Coummanding General, United
States Army Combat Developwments Cownmamd, for publication aud diatri-

bution. It does not necassarily have tha epprovel of Headquarters,
Department of the Army,

The conclusions and recommendations are based upon information
gathered snd analysis performed primerily by the United Suus Army
Co-.wvat Developments Command Medical Service Agency.

The contents of this study will be used as approved guidance
within the United States Army Combat Developments Comsand and until
expressly notified otherwise, for the preparation of studies and the
formulation of combat developments objectives and actions relative to
subject of study during the 1965-1970 period,
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*  Thig study evaluates the need fot a 200-bed combat suppolf¥! Jl:
hospital based on a justification and concept of operations provided
by The Surgeon General, Department of the Army. e
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1. This study evaluates the Qud for a 200-bad combat support
hospital based on a justification snd concept of operations provided
by The Surgeon General, Department of the Ar-y

2. The combat support hospital and the current combat sqne 'l!l
hospitals and their asugmentation capsbilities are described.

3. A comparative snalysis of the curreat combat ssue TOX hospi-
tals and the proposed 200-bed combat suppert hapiul h provided.

4. A general discussion of holpttlltutul 1- thl ‘esisbat zome is
furnished in the study.

5. A4n evaluation of the 200-bed combst support hospital is made
through the application of computer simulation tpchmiques. '

6. The principal conclusions are as follows:

a. The 200-Bed Combat Support Zospital, TOR 8-123T, can sup-
port an independent brigade to include its cowbat snd combat service
support elements.

b. There is a requiremest for this unit in the. fhld -sr-y
medical service organization.

c. Two 200-bed combat support hospitals.could be Nl;nnutod
for one of the two 400-bed evacvatiou hospitals now allocated to field
army for the support of & division,

d. The 400-Bed Bvacuation Hospital, T0K £-581, is too large
from sn economical standpoint, ana the 50 -Bed Surgical Hospital, TOR
8-571, 1is too swall and specialized for the support of tn independent
brigade task forcs,
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HEADQUARTERS
URITED STATES ARMY COMBAT DEVELOPMERTS COMMAND
FORT BELVOIR, VIRGINIA 22060

CDCCD-C 30 Augast: 1965

SUBJECT: Combat Support Hospital

TG: Commanding General
US Army Combat Developments Cosmand
Combat Service Support Group
Yort lLee, Virginia 23801

1. References:

a. USACDC Pamphlet 71-3, 1 July 1965, Action Comtrol
Rumber 0079.

b. TOE 8-123T, Combat Support Hospital, 200 ded,

2. TOE 8-123T has been developed by this command a=d wzs ap-
proved by Department of the Army on 27 November 1964. It is now being
published for use in the troop test programmed as shown in referance
la, above. The justification and concept of operations for this hos-
pital is inadequate for use as a basis to conduct a troop tes: at
this time,

3. To properl— aasess the need for a 200 bed combat support
hospital request tha. the justification and concept of operations as
provided by The St:icgeon General, copy sitached at inclosure 1, be
examined and that they be used as a basic guide to develop doctrine
for the employment of the hospital. REs.-ntial Elements of Aualysis
are attached at inclosure 2. Your analycis should fnclude recoomerda-
tions vegarding the requirement for a troop test or field evaluation
and the fiscal year and quarter the evalustion should be conducted, if
required.

4. Fo:: 87-1-R is attached at inclosure 3. This project is
identified as USACDC Action Control Number 6213 and supports tue
Llollowing:

a. Army Concept Program Army 70

b. Army Missions 1. Bug> Tntensity Warfare

vi
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CDCCD-C 30 August 1965
SUBJECT: Combat Support Wispitat )
2. Mid Intensity Warfare
3. Low Intensity Warfare -1
c. Phase Doctrine
d. PMunctions Service Support

FOR THE COMMANDER:

3 Incl /s/ BEXRY A, HUNT
as /t/ BENRY A, BUWT
Major, ACC
Aset Ad} Gen
CSSG-DD (30 August 1965) 1st Ind

Headquarters, US Army Combat Developments Command Combat Service
Support Group, Fort Lee, Virginia 23801 8 September 1965

T0: Commanding Officer, US Army Cowbat Developsients Command Msdical
" " Service Agency, Fort Sam Houston, Texas 78234

1t is requested that you submit to this headquarters information
as required by basic correspondence,

POR THE COMMANDER:

3 Incl /s/ DOROTHY M. GORLICKI
re /t/ DORNTHY M, CORLICXI
Captain, GS
Act Asst AG
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PEICE aF THE SURGED: CSEHERAL

Y

WASHTHGTON 2%, i1,

VRN - 23 Jonuwry 31963
f SURJEGY:  TOE 8-123, Combnr Support Hens! ol
3

£ Commanding General

United States Army Combat Developmrats Command
Fort Belvoir, Virginia

1. Reference letter, MEDDD-PT, OTSG, DA, 7 February 1962, to
Cormanding General, United States Continenrnl Army Command, subject~
“Heview of TOE (Peeder for Reports Control Symbol (8CPO-78(R-1))
{copy attached).

2. The attached proposed TOE is forwarded for ipbroﬁal and
publicacion.

§ 3. The TOE prepared by the Office of The Surgeon General has

i veon dtaffed for review and comments Co the mujor Army commends

' world-wide. Pertinent comments and recommendations wete ilplcncnted
: in congonance with current DA regulatione and OTS8G policy.

4. In consonance with the request contained in referenced
Lerter, request subject Ot be published as a Tentative Table for
puspose of organizing an. tow ing the organizational and operational
canabiiities of the subject unic,

5. Subject to actuaxl testing of the proposed unit, it Le not
; invended that the proposed hospital replace the current Mobile Army
; Surpglcal Hospital (TOE 8-571D) or the Evacuation Hospital (TOE 8-581D).
: tIntil completely tested, this type unit might very well supplement or
complement our current Field Army Hospiltels and appears particularly

A Best pvailable GopY
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MEDDD-PT 23 January 1963i; .

SUBJECT: TOE 8-123, Combat Support Hospital

adaptable for employment in support of less than division size task
forces or thé proposed air assault division.

FOR THE SURGEON GENERAL:

2 Incl /s/ WIBERT L. BIMKLZY
as [t/ WUBERT L. BIMKIFY
€olonel, MC

Pirector of Plana, Supply
and Operations
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JUSTIFICATION FOR COMBAT SUPPORT HOSPLTAL R PR
C o u~<1t-a?y el i

' ¢ e aty rodpiye
1. The current cohcepts of brigade-size task forces, operatiig

as part of a combat division orsindependentl’ and, nidelywﬁispggse@,m.
creates a problem in providing hospitalizatica for patients genex&ubd
within the combat elements.
. i

2, The evacuation hcspital is too large in capacity to be pla,ed
in support of a brigade-size force. The mobility of the revised evacua-
tion hospital, approximately 50 percewnt which is designed to provide
surgical support to the combat elements 1s in disparity with that of
combat elements of divisions and separate brigades. The hospitalizstion
unit of the field hospital is derigned to provide support to troap
concentrat ivns in the communications zone. With its lack of mobility,
administrative support, and surgipal carability, in general, makes i¢
unsuited to support, without augmentacion, the combat elements,

3. With the lack of a TOE hospital to provide hospitalization
support to the compat elements within the current context of current
concept of operations, the combat support hospitel was designed to
meet this requirements,

32 The proposed combat support hospital is designed to provide
hospitaliration for 100 medical and 100 surgical patients at full
strength, At reduced strength the hospital has a capability for 60
surgical patients and 60 medical patients, At full strength the
hospital can support 7500 troops in conventional-ty e warfarxe envirca-
ment and at reduced strength, 4500 troops. In a nuclear war envirore
ment, the hospital can support 4000 troops at full strength and 240U
troops at reduced strength. Thus, the capability of the hospital is
such that it can support economically a task force of less than division
slze,

5. It is anticipated that the combat support hospital may eve:itu-
ally replace the evacuation hospital and the surgical hospital in tue
combat zone.

6. Although the combat support hosp .tal will require additional
personnel to provide the same number of beds as now provided by the
surgicai  spital and the evacuation hospitals in support of a division,
flexibility of support is achieved by the introduction of this hospital
into the medical support system. This hospital, with its mobility and
capabil. . for general type hospitalization, can be placed in support
of a brigade, in an area immediately to the rear of the brigade and
thus bring ho -italization support closer to the point of Injury thereby

redueing the ¢.. uaticn distance from division-level treatment facility
to hospital, .... its degree of mobility, assuming a reduction of
x ¥
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patient backliog and the capabllity of evacuatfon elements to
evacuate the hospital's patients to the rear, the‘hospital can
respond more readily to the movement of combat elsments. In addition
to functioning in a direct support role, the combat support hospital'
in the field army rear area can be utilized to receive- patients from
hospitals in the forward field .arwy area. Because of. its mobility
and size, the combat support hospitals can be utilized wore readily. in
a leap~-frogging role.

7. Disadvantages of the comhat support hospiial are:

a, Increased personnel spaces requ..ed to provide same number

of beds now provided by existing TOE,
b. Increased authorization of transportation means required.

8. The advantages of the combat support hospital are as follows:

a. Capability to provide general hospitalization support
economically to a force smaller than a division operating independently
or as part of a divi-ion,

b. Iﬁcreased flexibility of support.
c. Mobility equal to that of combat division.

d. Capability to provide hospitalization support for both
medical and surgical patients to widely dispersed combat elements,

9. Although the necessity for maximum utilization of personnel
must be considered, the primary consideration is the capability of the
unit to provide the required support in the appropriate environmwent.
Initially the combat support hospital will require more personnel to
provide the same number of t Js now provided by existing TOE; however,
it is anticipated that decrease in noneffective rates through earliex
hospitalization and increased responsiveness to the combat situation
will compensate for the additional spaces required.

xi
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2. Assignment. To field ‘arwy, tnhpmdent corps or uuﬁ forvds
Normally attached to nudquarm- and Beadquarcers neuehant. Madtcd)
Croup (708 8-122). S

3. Capabilities. .

a. At full strength, provides the following for 100 wedical
and 100 surgicel patients:

(1) Emexgency and supportive treatment for patients of
all categories.

(2) Definitive treatment for certain categories of
patients.

= (3) Prepares patients for evacustion to definitive
treatment facilities located out of the combat ares.

(4) 1Initial diagnosis and temporary trestment of
psychiatric patients awaiting evacuation.

b. At reduced strength, operates a hospital facility as
stated in 3a, above, for 60 surgical and 60 medical patients.

c. This unit is not adaptable to Type U organization.

d. This unit requires area type Quartermaster lasundry suppott
(1 Laundry Section from TOE 10-107) and litter besrer lupport (1 see-
tion from TOE 8-129). :

4, Basis of Allocation. One per 10,000 troops supported in'cohf
ventional warfare; one per 5000 troops supported in nuclear warfare;
one per separate brigade or task force as required.

5. Category. This unit is designated a Category II uait.

6. Mobility.

a. One hundred percent mobile.

b. One hundred percent air trlnsportable in cargo-carrying
fixed-wing aircraft.

xii
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7. Concept of Raployment .

a. This unit furnishes total theater hospitalizatiom support
requized by a US Army combat force up to the point of introduction
into the theater of operations of communications zone type hospitals.
Subsequently its operations srs confined to field sarwy support.

b The hospital provides emergency and supportive treatment
for all categories of patients. 1t provides defiaitive care for those
less seriously ill/injured patients whose recovery can be completed
vithin the limits of the force/combst zone evacwation policy and the
professional capabilities of its staff. Although qualitative caspsbil-
ities of certain elements of the professiomal staff msy be incressed
by attachment of appropriate professicnal service tesms (TOE 8-500),
care must be exercised to avoid creating an unbalamce in overall hos-
pital capadility which way arise due to the increased worklosd thus
placed upon other professionsl and ancillary elements which are not
augmented. Such unbalance may affect overall capsbilities to such an
extent that inefficient use of medical resources results.

¢. Commitment of a normal allocation of bospital units
should permit maintenance of a five-day evacuation policy in the as-
sault area. However, the force evacuation policy is highly flexible
(as envisioned in psragraph 246b, ™ 8-10) with complete reliance
placed on the ability of the intra-theater evacuation system to sccom-
wmodate fluctuations in patient workload rather than on reinforcing the
hospital capability from the base of operations.

4. while this unit may be the only type hospital cemmitted
initially to the area, complementary treatment support is provided by
the nondivisional clearing company.

e. The hospital should be established as cloae to the sup-
ported element as is permitted by the tactical situstion, transportation
net, local texrain, and lines of communication.

f. The hospital receives patients froa primary treatment
facilities aid statior- and dispensaries, divisional and nondivisional;
clearing stations, divisional and nondivisional; and by direct admis-
sion. Patients requiring further evacuation normslly are transferred
to medical holding facilities at appropriate traasportation terminals
for movement out of the combat area. The hospital also msy transfer
certain patients to nondivisional clearing stations for completion of
definitive treatment or to a convalescent center.

g. The hospital's capebility for handling neuropsychiatric
patients is restricted to the functions of establishing an initisl
diagnosis and providing the temporary treatment and physical restraint

xiid
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needed for paychotics snd those patients sufferfng from major
neu-opeychiatric disorders who must be eavacuitad out 'af the aréa.

Other neuropsychiatric patients are trented in spuul mtopsychi-uxc
centers.

h. The hospital has Eull mit-hvol *tuiuuem apu“lity
When it receives augmentations of wedical specialty teams, 1 wey -
require administrative augmentation.

8. Organization.

a. The hospital is orgamized into s hospitsl hesdquarters)
supply sand service bremch; surgiesl service; wmedicsl service; dunl
service; and phtney lahornmy and X-xay. lmiee.

b. The hospital hesdquarters comsists ot the fouma;
elements:

(1) The command section functioms h-clodo the exercise
of command and certain special staff functions. Its staff taucludes the
hospital commander; chief nurse; executive officer, who is also opera-
tions and informstion officer; sergesnt major; ome clerk typist, wbo
is also the informstior specialist; gemersl clerk; and n.llt truch
driver. it :

(2) The persomel and achinhtratin section is respon-
sible for the enlisted detachment and the detachment of patients; per-
forms all administrative duties pertaining to the hospital personmel
and the detachment of patients and operates the hospital's mail and
distribution system. 1Its staff includes the headquarters unit commander,
who is also the adjutant; personnel and education officer; first sex-
geant; detachment clerk; personnel sergeant; personnel adminiatrative
specialist; and clerks (one clerk is the education specialist); and a
mail delivery clerk.

(3) The medical registrar section performs all adminis-
trative functions involved in admission and disposition of patients,
such as initiating wedical records and prepariag reports, completing
medical records prior to the disposition of the patients; dispatsing of
patients by returaing them to duty or by further evacuation; and is
responsible for maintaining a depository for patient's fumds and
valuables. 1Its scaff includes the medical registraz, who is.also
detaclment of patients commander; admission and dispesitiom~clerks;
and a medical records clerk. :

c. The supply and service branch is an amalgamation of
hospitai supply and logistical service functions under the overall
direction of the hospital supply officer,

xiv
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(1) The supply section is ulmﬂiié for ‘wedical and |
general supplies for the hospital and for Wedical equipment mainten-
ance. The section provides clothing #ad equipment for the hospital
operating personnel znd for patismts returning to duty sud opérstes s
pstient's baggage (clothing) Eacility. Its staff {scludes the hospital
supply officer, who is also the motor officer; m!y sergesats;
medical supply specialist snd clerk; and a medicsl qutmt rqnirha

(2) The service section is respoasible for the repair amd
utility support of the hospital facility, which inciudes the prévision
of communication service, electrical power, motor trameport asd main-
tenance, and wster supply. This section irncludes the carpenmter, utilicy
mechanic, powerman with helper, cosmunications persommsl, motor sergeent,
and vehicle mechanics.

(3) The food service section {s responsible for the pro-
curement, storage, and preparation of food. Its staff includes the
mess officer and sufficient enlisted mess personnel to provide food
for the pstients and the hospital persomnel twenty-fdur hours daily.

d. The surgical service is responsidle for emsrgenty and
resuscitative surgery for 100 patients at full strength and 60 patients
at reduced strength, operations of s.urgical wards, and a centralized
materiel facility. The centralized materiel unit preperes, stores, and
isaues supplies used in the operating rooms snd sterile supplies used
throughout the hospitsl. Sufficient personnel and esquipmert sre pro-
vided to o; 2rate a maximm of four surgical teams simulteneously for
one shift, one preoperative and two postoperative sections, one shoek
section, and three surgical wards.

e. The medical service provides disgnostic service and treat-
ment to medical patients and limited consuiiatiou service and treatment
to neuropsychiatric patients. Patient capacity is 100 at fuli strength
and 69 at reduced strength. Sufficient persomacl and equipment are
provided at full strength to oparate five medical wards, including a
neuropsychiatric ward.

f. The dental service includes one oral surgeon with an
enlisted assistant. The service provides diagnosis and treatment to
hospital patients who require oral surgical procedures.

g§. The pharmacy, laboratory, and X-ray service provides
diagnostic radiology service; laboratory exsminetions; and consultation
service; and pharmacy service. This service operstes the morgue and
hospital blood bank.

9. Communications. Telephones are provided for communication
within the hospital proper. Insofar as is practicable, trumk rervice

Xv
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to medical instaliations and other co::ando is navi hy suitching
through the army area cuu-nnitat{ons systen. Tcle

ptovided primarily for -wdical reporting puréoues

iter, e.
medical evacuation nissiuna, -uy ‘also” be used to co-quﬁgzaé 2§$
»,%

higher headcuarters. The cipher machiné provides a
cation for classified medical reports as ﬁell as -ii:i;%; c?f
AN/GRRS is authorized as a receiver in the oc-l alert ‘it:¥:¥ nﬁg,
A wire communication chart is attached as Appendix A *

10. Movement. The 200 bed combat support ﬁqnpit;l is full{ ]
mobile, using only its organic vehicles. It has :nfficicﬂt voh éi@i
to move all its authorized personnel, materiel, petsoane L,
impediment simultaneously. The unit is fully sir trlncgortable in
cargo-carrying, fixed-wing tactical aircraft. o e hza

11. Vehicle Juszification. This hospital should be established
as close to the supported clement as is permitted by the tactical
situation, transportation net, local terrain, and lines of comsunication.
The physical location dictates that it must be able to displace For-
ward or to the rear without delay in order to provide medical support
which is sufficiently responsive and flexible to fulfill the require-
ments of the tactical situation, The proposal gives this hozpitnl the
capability of movinz all its personmnel, organizattbn, and pereonisl”’
equipment 7 one 11ft, using only its organic. ttansportation. ,ThiJ
is considered by The Surgeon General, Department of the Army, as' '

constituting the minimum acceptable capability for this hospital,
The proposed authorizations fulfill the requirements to ttlgztgtt 196

personnel and approximately 49 short tons of equipment as shi Bﬁ!aw.
PERSONNEL m e
3 trk 1/4 ton @ 3 pers--------essscemceccamessnenesenes 9
1 trk 3/4 ton-essee cvewmcnicncecccaccanna. e -- 3
1 trk tank water 2-1/2 ton~eme=ccccacaccacaccoas R e A
2 trk 2-1/2 ton w/wn (dvr and asgt)-----cecmceoa cemmmee G
8 trk 2-1/2 ton (dvr and agst)~ee=--=ceccececcc-a R ()
7 trk 2-1/2 ton @ 22 pers (incl dvr and asst)----------ISd
1 trk 2-1/2 ton @ 8 pers (incl dvr and asst)-~ecace<s -8
196
EQUIPMENT o LT
Trailers "
3 1/4 ton @ .25 S§/Temccancan- .75
1 3/4 ton @ .75 S/T=-wce-=n -- .75
15 1-1/2 ton @ 1.5 §/T=mm====v 22,50
Trucks r‘
10 2-+1/2 ton @ 2.5 §/T=wnmwaw=- 25.00 ’

xvi
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wle Justdleavion for Geaericors. Two 30 OEW amd twoe 5 KW
Cocovaters kave bres lnelwlcd to provide power fur Xeray machines,
poofespiopnl equipment, and liphts., 1t ls estizmaced that 69, 500

: in the hospitale's total el ciricel requizemon?. : =
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COMBAT SUP;ORT HOSPITAL, 200-BED
AN WO EM  AGG

0

Fs 25

RS 21
CADRE 8

1 14l 196
I 113 155 -
1 25 38

HOSPLTAL HEADQUARTERS

0 AN EM AGG

FS 5 1 18 24

RS 5 1 17 23
CADRE 4 1 5 10

—

SURGICAL SERVICE
0 AN EM AGG
Fs 12 21 58 91
RS 9 15 44 68
CADRE 1 2 5 8

DENTAL SFRVICE

0 EM AGG

FS 1 1 2

RS 1 1 2
CADRE 1 0 1

SUPPLY AND SERVICE BR
0 WO EM AGC
Fs 1 1 32 34 |
R$ 1 1 29 31
CADRE 1 1 10 12

MEDICAL SERVICE
0O AN EM AGG
FS 5 7 23 35
RS 4 4 16 24
CADRE 1 1 2 4

PHARMACY, LABORATORY AND
X-RAY SERVICE

0 EM AGG

FS 1 9 10

RS 1 6 7
CADRE 0 3 3
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ESSEFTIAL ELEMENTS OF ARALYSIS

1, Are personnel and equipment authorized in TOE considered
adequate for the stated mission and cspebilities of the upit?

2. Is there a requirement for this unit in the Field Army
Support Command a3 portrayed in COSTAR 11t

3. 1Is there a requirement for this unit in the Medical Command
as shown in TASTA?

4. Can the Combat Support Huspital replace any existing TOE
hospital? 1f so, which hospital(s)? Cai that type hospital ve
elimingted from the force structure?

5. How should the hospital be deployed--ss a single unit, or can
it be split into sections operating independently as a field hospitel?

6. What is the preferred method of moving this hospital in
combat while operational in order to maintain its support of a combat
force? Should it displace in phases, or should it be replaced by a
second hospital while clearing ita p-tients and readying for a move?

7. What capabilities for patient care does this hospital have
that existing TOE hospitals used within the field army do not have?

8. Traditionally; the Army has been required to support mercy
wissions throughout the world using means available without regard to .
"normal" mission of the unit concerned, How can this hospital be used ok |
to support "meicy" missions resulting from disasters such as tornhado, B |
hurricane, or insurrections?

9. Can the 200-Bed Combat Support Hospital be used to support .
airmobile operations? 1I1f so, describe methods of deployment, ‘
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1. Problem. To analyze the concept of operation of a 200-bed
combat support hospital develéped by The Syrgeop Genersl, Department '
of the Army, and to determine if such g hospits] is required in the
medical support system for the army in the field.

2, Assumption The present concept for thé employment of an
independent brigade task force will not change d.astically ih present
and future time frames, '

3. Facts Beariug on the Problem., See Annex A, 'Description of
the Combat Support Mospital, Current Combat Zone TOE Héspitals, and
Augmentation and Expansion Capabilities.” T

4, Discussion.

a. General, The objective and scope of this study is to
analyze the conceptual data for a 200-bed combat support hospital.
Based upon the analysis, cperational doctrine will be developed so
that this tentative unit can be evaluated and & determination made as
to whether the unit will be used in the medical support systeém for the
army in the tield.

b. Based upon the conceptual dats, the primary corsideration
for the employment of this hosdpital {is 1n‘cdnventgona1—type warfare

in support of less than divisfon-size task forces, specifiéally brigade-
size task forces (approximating a strength’ ol 7?00) in an independent
action, S Hee e '

¢. In the past, the Field Hospital, TOE 8-510 (see Annex D),
though lacking mobility and the necessary capab#}ity, has been uscd
in the support of different size forces (i.e., Pominican Republic).

The field hospital requires a great deal §f augméntation to moet Lhese
requircnents. u ~ .

d. The organizational strycture of the 400-bed Evacuation
Hospital, TOE 8-581, is not economically suited to the support of an
independent brigade-size task force. 'The ynit is 'designed to function
as one complete hospital facility. Employment of the entire unit ip
support of an independent brigade-size task force would be wasteful.
¥iagment .- the hospitol lor this purpose would be equally wasteful,
since the rema’ving p.rvion of the unit would lack sufficient personnel
and equipment to fuact 'on in a hospital role. Since the independent

P 0
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brigade-size task force will contlnue to be a priuncipal maneuver
clement, provision sust be made for its hoapitsl support.

e, The Surpical Hoapital (60 beds), TOE 8-571, ix a special-
purpose-type hospital prov.ding resuscitative surgical procedures, [o
is presently the only hospital that is by TOE 100 percent .nobile in
organic vehicles. It is not in the normal chain of evacuation. It is
allocated on the basis of one per division., This unit is small and too
specialized to adequately support an independent brigade-size tazk
force.

f. The 200-bed combat support hospital at full strength has
100 medical and 100 surgical beds. It Is also by TOE 100 percent
mobile in organic vehicles., It can support an independent brigade with
the perscmnel and equipment .uthorized in TOE 8-123T (see Annex E),

g. Some consideraticn szhould be given to the possible substi-
tution of two combat support hospitals for one of the two 400-bed
evacuation hospitals in the support of the division in high iIntensity
warfare, using the one remsining 400-bed evacuation hospital toward
the rear of the combat zone. The two 200-bed combat support hosoitals
can operate as closely to the combat units of the division as possitle
without interfering with combat operations. This change provides a
considerable improvement in the ability of the Army Medical Service to
furnish uninterrupted medical support and treatment as far forward as
the tactical situation permits. THe 100 percent mobility of the 200-
bed combat support hospital gives it an increased capability to conform
to specific strategic and tactical plans.

h, The 200-bed combat support hospital also provides a
greater capability to support our forces in conventional warfare. Using
the same allocation as indicated above for high intensity warfa:e, one
400-bed evacuation hospital and two combat suppor. hospitals per
division, the same advantages indicated for high iatensity warfare are
accrued,

i. A question arises as to whether the combat support hospital
can replace any existing TOE hospital, Can the surgical hospitai, for
example, be eliminated from the force structure? It is felt that until
such time as the combat support hospital is fully field evaluated and
the air ambulance capability is fully responsive, the deletion of this
TOE hospital would be premature. On the other hand, however, the combat
support hospital could supplant the 400-bed evacuation hospital on a
two for ome basis,

5. Conclusions.

a., The 200-bed Combat Support Hospital, TOE 8-123T, can
support an independent brigade to include its combat support and combat

service supr rt strength,
2
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b. There is a requirement for this unit in the field zmny‘
medical service organization.

c. The 400-bed Evacuation Hospital, TOE 8-581, sz too large S
from an econcmical standpoint, and the 60-bed Suvgical Hospital, e
TOE 6-571, 1is too small and specialized for the support of an inde~

pendent brigade task force, .

d. Two 200-bed combat support hospifals could be ubstituted
for one of tne two 400-bad evacuation hospitals now allocated to field :
army for the support of a division, i

6. Action Recomnendad.

a. The combat support hospital be added to force struccures.

b. The combat support hospital be allocated to support inde-
pendent brigade forces up to a strength of 10,020 troops.

¢. The combat support hospital be fleld evaluated during 3d
Quarter, Fiscal Year 72,
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ANNEX A

DESCRIPTION OF THE PROPOSED COMBAT SUPPORY HOSP ITAL,
CURRENT CUMBAT ZONE TOE HOSPITALS,
AND AUGHENTATION CAPABILITIES - !

-

1. General.

a. There are presently authorized for employment in the
combat zope in a theater of operatioins two TOE~type hospitals--Evacua-
tion Hosgital, TOE 8-581, and Surgical Hospital, TOE 8-571.

BT R LGRS D NIRAL e ¢ o

b. The hospitals listed above are classified as nonfixed faci-
lities, They require littie prior planning and construction in order
to become operational and are characterized by their varyiity degrees
of mobility under conventional concepts cf employment,

2, Organization Description,

a. FBEvacuation hospital, semimobile,

(1) TOE 8-581 prescribes the normal wission, organizational
structure, assignment, capabilities, basis of allocation, category,
obility, and authorization of personnel and equipment for the evacuation
hospitai.

(2) 1Its primary mission is to provide hospitalization for
all classes of patients within the combat zone.

- (3) By virtue of its classification as a Category II unit,
it may be assigned limited secondarv missions when the nature of the
orimary mission is such that the untit is not employed full time in
preparation for, or accomplishment of, the primary mission,

(4) The evacuation hospital is authorized on the basis of
two per division and is assigned to the field amrmy. Its prescribed
mobility is 50 percent.

. (5} Stated capabilities of this hospital, when employed
with professional complement, are tnat it provides the following:

(a) Hospitalization for 400 and 320 patients of all
classes at fuil and reduced astrengths, respectively,

(b) Limited outpatient service to the military
population in the immediate vicinity of the Hospital faclility.

A-1




(c). Prépara§ion-0f¢ﬂqttentsnfbr'evacuation to
other medical facilitiea.
- N T T TY R IR A
(d) Auqce:e mdimk cmament« £pr-gn expanded
capacity of 600 patienta in an swergency for. a limited time only.

(6) The organizational structure of this hospital is
depicted at Figure A-1. It is composed of a hospital; headquarters
section, the administrative services, and the prcfessional services.

(7) The hospital headquarters section includes personnel
required to exercise command, administrative and professional .control
of the operation of the hospital. This section fumctions under the
direct supervision of the hospital cowmander (MC) who is assisted by
the executive officer (MSC), adjutant (MSC),,phieﬁ nurse, and a.ser~
geant major. ; ey
(8) The administrative seivices 1nc1ude all the nonpro-
fessional activities of the hospital. Administrative sexvices are
apportioned to the administrative branch, regist¥ar braﬁ”h unit
headquarters, supply and services branch, and food, service branch.

(9) The professional services of the evacuation hospital
consist of surgical, medical, dental, nadiological, pharmacy, and
laboratory services.

(10) Personnel aqsigned to the hospital includes 98 '
officers, of which 57 are ANC's; ). Warrant Nfficer; and 214 enlisted
men (Total: 313). ;

b. Surgical hospital.,

¢)) TOE 8-571 is the authority for the_‘ éurgical kiogpi,tpl.

(2) The prescribed normal mission of this hospital is to
provide lifesaving resuscitative surgery to prepare critically injured
patients received from division medical elemeats for extended evacuation.

(3) This is a Category II unit and, as such, may‘ﬁe .
assigned limited secondary missions whem it is not employed full time
in preparstion for, or accomplishment of, the prximary mission.

(4) This unit is assigned to the field army on the basis
of one per division, Its prescribed mobility is 100 percent.

(5) The surgical hospital, at full strength, is capable
of providing the following for a maximum of sixty patients:

A-2
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f?% 5
6«) ‘ﬁ#uuu(ftéthFvsur;éfy'1idﬁﬁé¢lnal treatment
necéiiary "9 prepare critically injured patiente for extended avacua-
tion to othér medical facilities for definitive treatment..
S

Nw“m(}:w) Pag%ent holding facilities for patients ready

for evacuation. The ho g element also can operate independently
for short periods while the rest of the unit displaces to establish a
new facility.

c) At

edacedjltrength this unit provides facilities
for a maximum of 40 patfen

a. m"ﬁ:‘ﬁ e

(d) Thio u‘it cpn ;gvide its own pe¥sonnel services -

when augmented. .ol ’ %

e ORI undt requites the addition of professional
service team detachmeats of TOE 8- 500 wﬁen increased treatmenL capabili-
ties are required, and {s dependent upod a8 direct or general support
unit for laundry secrvice, . % L

(6) The orgenization strucfure is depicted at Figure A-2,
it is composed of the hospital headquatfers:; supply and service section;
preoperative and shock section; operatidg section; poStogéretive sec~
tion; pharmacy, laboratory and X-ray sectton, and a h&fﬂiug section,

(7) Theé hospital headquarters iﬁcludes Ehe. petsonnel
required tb exercise command and adminidtrative and pfoféssional con-
trol of the operation of the hospital. :This section functions under
the direct supervision of €he hospital éommander (MC), who is assisted
by a medical operations officer (MsC), sedical ndmiuiattatiﬁe nssistant
(MSC), chief nurse, auu a’ First sergeant.

(8) The administrative services include all the nonprofes-
sional activities of the hospital., Administrative services are appor-
tioned to the hospital headquarters and the supply and service section,

(9) The professicnail oervﬁces of the surgical hospital
consist of the preoperative and shock section; operating section; post-
operative section; pharmacy, laboratory, and X-ray section; and a
holding section.

(10) Personnel assigned to this unit includes 33 officers,
of which 15 are ANC's, and 86 enlisted men (Total: 119).

c¢. Combat support hospital.

(1) TOE 8-123T, 25 August 1965, is the tentative authority
for the combat support hospital.

A-4
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(2) The proacribed mission of this hospital is to :
provide primary hospitalization to all catrggg_es of pa;\onts gznerated
in the supported force. (‘

(3) This is a Category il’. uatt arid as such, may be
assigned limited secondary missions wlen it is mot employed full time
in preparation for, or accomplishlent of, the ﬁt y mission.

(4) This unit 1s to be nsigped bo field army on
i the basis of one per separate brigade or tlsk ﬂorc its prescribed
H mobility is 100 percent,.. = :

“ i

(5) The comb&: W&WM&I strength 1is
capable of providing Eﬂe foaluwing for 200 medical ?nd 100 surgical
patients: :

‘

:
? ,,‘ H :
3 0

i
i
3

(2) E';'elzgelicy and Quppottive; tred tment fdr* all
patients, -~ i ‘ 0

(b) Definitive treatment forayagients who can be
expected to return to duty within the time ftame of’ the evacuation
policy. ‘ ‘

(c) Prepatation of patients for ivaqaahion to ‘
definitive treatment facilitie&&locaced\onﬁ305 th‘m@dliat atea. ;

(d) Initial,diagn01is and temporgry tceaxnent of : ‘ 1
psychiatric patients awaiting further disposition. § J . i

(e) Temporary holding facility while unit displeces |
to a new location. f e f

(f) At reduced strength‘opetates a hospital facility
for 60 medical and 60 surgical patients. <

(g) This unit is not adaptable tg Type B organi-
zation. It requires area-type laundry. support.

(h) Except when a personnel services section is
authorized, the unit is dependent upon an AG personpel service company Lo
for support.

(6) The organizational structure is dépicted at Figure
A-3, It is composed of the hospital headquarters, the administrative
services, and the professional services.

(7) The hospital headquarters section includes personnel
required to exercise command, administrative, and professional control
of the operation of the hogpital. This section functions under the

A-b
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direct supervision of tae hospital commander (MC); who is assisted
by the executive officer (MSC), chief nurse, operacions of ficer (MSC),
and a sergeant major, by

» K

(8) The administrative services inclnde all the nonpro-
fessional activities of the hospital. Adminis:fatiVe services are appor-
tioned to the unit headquarters, administrative brafich, registrar
branch, supply and services branch, and food servicé branch,

(9) The professional services of the combat support
hospital consist of the surgical service; medical service; radiclogical,
pharmacy and laboratory service; and the dental service,

e

;4

(10) Personnel assigned tc.the hospital includes 60 offi-
cers, of which 31 are ANC's; 1 Warrant Officer; and 154 enlisted men
(Totai: 2195).

3. Hospital Augmentation,

a. The field organization of the Army Medical Service, in addis
tion to fixed strength units, also includes cellular or specialist g
teams authorized by TOE 8-500D, "Vedical Seryice Orgamization," Deparx- .
ment of the Army, Washizgton, D.C., 1 Februaty 1965.

"!",

b. The purpose of these teams is to provide a means for -
augmenting units organized under fixed tables where increhments of less
than company-size are needed to increase the capability of the fixed.
strength unit, and to make possible the rapid ‘formation of a medical
unit to meet a special requirement not currently provided for in fixed '
TOE's. These teams (TOE cells) éach include the personnel and eqguip-
ment required for the performance of a specific function.

¢. The capabilities of cellular or specialist teams vary with.
their composition, size, and grouping. Unless specifically provided
lor in Lo basic organlzation, these teams are dependent upon the
organization to which assigned or attached for wess, administration, and
motor maintenance services,

d. Essentially, these teams are comprised of skilled personnel
to perform a specialized function and are equipped only with that
equipment needed to perform their mission. In essence, this means
special instruments, individual equipment, and necessary transportation
are required.

4. Summary.

a. The surgical hospital and evacuation hospital are employed
in the combat zone and are nonfixed medical treatment facilities,

A-8
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b. A brte(‘ descrfpti%« of the ‘ ;
increase the wedical cire capabilities of tﬁcse Twspitals s aiwn.

c. Additionally, the orgmiz&tion and empioyment of the 200- g
bed combst support hospital is discussed, Augmentution for this hoapit:éi
is provided for in ihe gsame manner as for the 400-bed evacuation
‘hospital and the surgicai hospital,

A-9
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COMPARATLVE ANALYSIS OF CURRENT COMBAT zowk for nbstithis = -
AND TiE PROPUSED 200-BED COMBAT SUPPORT HOSPITAL

1. CGeneral, .

a. The narrative description of current TOE cétbat zome |
hospitals and the proposed 200-bed combat support hospital set forth
in Amnex A, as well as the information to bé developed in this annex,
reflects features common tc these type organizations es well as the
differences between them. C ‘

b. The comparison will encompass the mission, area of opera-
tion, type of patient care, patient source, mobility, bed capacity,
type of beds, and petsonnel allocation and utilization. The comparative
analysis should contribute toward a determnination as to whether a need
exists for the 200-bed combat support hospital in the force structure.

2. Mission Comparison.

a. Figure B-1 depicts the miseions of the combat zone
hospital organizations.

MLSS iONS
EVACUATION HOSPITAL SURGICAL HOSPITAL 200-BED COMBAT
SUPPORT HOSPITAL
Provides hospitaliza- Provides resuscitative sur- Provides primary
tioa for all classes gery and medical treatment hospitalization
of patients within necessary to prepare criti- to all categories
the combat zome. cally injured patients, of patients
received from divisional generated in the
medical elements for epported force.,

extended evacuation,

FIGURE B-1

b. The evacuation hospital is the only unit presently assigned
to a field army that provides hospitalization for all classes of
patients.

c¢. The surgical hospital provides a special typc of paticnt
care and treatment.
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d. The éfoﬁ&héa 200-bed ccﬁﬂgg”supﬁbrt hospital would alse
provide hospitalization for sl) classes of patients,

3. Operational Factcrs (?1g§rc B-2),

a. Certain information concerning the operations of the aforc-
mentioned hospitals is significant. The normal location of the facility,
type of patient care rendered, source of parients, facilities to which
the hospital evacuates, and mobility of the unit are salieﬁt consider~
ations which will contribute to a valid comparison.

b. The evacuation hospitel and surgical hospital are the ghits
presently within the comoat zone which normally furnish hospitalization
to combat troops. The surgical hospital provides hospitalization and
treatment to a specific category of patients. These patients are
essentially all surgical "nontransportables."” This faéility has only
a minimzl medical treatment capability.

c¢. By eliminating the surgical hospital from consideration as
an available source of hospitalization for all classes of patients, it

is evident that only the evacuation hospital provides this capability
in the combat zone.

4, Activities and Functions,

a. Flgure B-3, page B-4, is presented to determine thoge
activities or functions common to ‘all three hospitsls belng considered,

b. The following is obvious from a study of Figure B-3:

(1) Command, administrative, and most patient care
activities are common to all these hospitals.

{(2) 1Identical services are provided within the command
activity.

(3) Identical type services within the administrative
activity are provided.

(4) Laundry service is not provided iun the surgical
hospitai and combat support Lospital,

(5) Dental carc is provided, cxcept in the surgical
hospital,

(6) Nurging care is provided in all hospitals.

B-2
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OPERATION INFORMATION
FACTOR FOR EVACUATION SURG {CAL COMBAT SUPPORT
COMPARISON HOSPITAL HOSPITAL HOSPITAL
Normal Size 400 Beds 60 Beds 200 Beds
Zone cof Combat zone, field Combat zome, Combat zoné;
Uperations army area division area brigade or
' division, rear
area
Source of Division or other Battalion aid Battalion aid
Pat fents clearing stations, stations and stativns and
suirgical hospital, division clear- clearing
unit and area dis-~ ing stations stations
pensaries, aid
stations in vicinity
Evacuate to Supporting medical Supporting Supporting
facilities medical medical
facilities facilities
Type of Primary resuscita- Resuscitative Primary resus-
Treatment tive and definitive 1life saving sur- citative and
care, depending gery for criti- definitive cara,
upon the tvpe and cally injured depending upon
source of patient patients the type and
received and the source of
evacuation policy patient received,
mobility require-
ments and the
eyacuation solicy
n Normal Yes ko Yes
Chain of
Evacuation
FIGURE B-2
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COMMOR ‘TYPE ACTIVLTIES AND FﬁNCTIOHS
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Gonsnana - : “‘;“ o
Provides Command Control
Provides Administrative Control
Provides Professional Control

Administrative
Unit Administration
Personnel Management (by aug caly)
Supply

General

Medical
Maintenance

Vehiculax

Medical Egquipment
Utilities
Housekeceping
I'ransportation
Food Service Assigned Personnel
Laundry
Communications
Chaplain

Medical Administratiovn
Aimcs Patients
Maintains Medical Records
Discharges Patiemnts
lransfers Patients

Medical Care and Treatment
Medical
Surgical
Dental
Nureing Care
Ad juact Services

Laboratory

X-ray

Pharmacy
Perform Traige
Prepare for Evacuation
Dietary Service
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5. Perscmel Gonaidcmtiona-
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a. The personﬂgl gquqgitigu.qf A hnqpxcﬂl<4q significant, ST

and forms a comparative element wiich may he of consequence in attempt- v

ing an evaluation ot the 2(0-bed cpmbat support hospitai. .

ss¢<

b. Figure B-4 roflccta medigal servicc blanch perqnnncl
authorization by unit.

c. Personnel allocation does pot provide sufficient informa-
tion with which to evaluate an *tganizatjoa, , While it does(§$ve goae
indicattcn of persomnel available to accomplish the mission, it does
not indicate their utilization. Utilizatiop of assigged personnel is

a significant factor of considerable consequence to the oxganizatipn.

Figures B-5 and B~6 provide & teaaouabls idea of how the suthorized
porsonnel are used. . C ot

st te

d. Comparison of staffing ratins. The staffing gatiog of
the surgical hospital, evacuation hospital, and combat support hospital
iudicate that the smaller the hospital .and the more gpecialized, as in
the case of the surgical hospital, the more expensive it becomes from
the standpoint of personnel staffing. 1In both the surgical hospital
and the combat support hoapital, the number of personnel authorized by
TOE are greater than the number of patients to be supported.

PERSONNEL ALLOCATION

NORM | TOTAL OFFICERS WO ENLISTED -
UNIT BED | PERS _
CAP | AUTH [TotallMC ANC IMSC |CH Total [NC |[Other
Evac Hosp 400 313 |98 {30z 157 {8 |1 |1 214 130 | 184
Surg iHosp 60 119 {33 (14f- |15 {3 L |- 86 (10| 76
Cbt Spt Hosp| 200 215 | 60 1812 {31 |8 |1 154, {19 | 135

FIGURE B-4

e. The number of administrative personnel to total assigped
personnel compaves favorably (33 percent in the evacuation hospital and
combat support iicspital, and 29 percent in the surgical hospital).

6. Summary ot Annex B. The comparative analysis of the factual
data concerning each hospital reveals the following:

a. The evacuatior hospital is the only unit presently assigned
to field army that provides hospitalization for all types of patients.

B-5
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‘b, The surgtcnl hospital pmvides care M 2
special class of ‘patients’ (c’ritﬁfa‘tly fﬁjufeﬂ)" F
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c. The proposed combat suppoit hospital would Wise provide
hospitalization for all types of patients.

St o

d. Medical and surgical care is provided in sl1 thyee ' *
hospitals; however, analysis of authorized personnel und their utili-
zation indicates that there are variations fn the éxttnt of nedical
and surgical care that can be provided, ' ;‘ v

(L | e S S

e. On the surface, from the standpoint or“persohnel require-
ments, it appears more economical to operate’ large hospitals wlerever
possible. However, the surgical component 'df any Hospital is ‘tké most
expensive element in both materiel and personnel; therefore, équal
surgical capabilities at these different size nospitals will result
in approximately equal costs.

PERSONNEL DISTRIBUTION - SELECTED FUNCTIONS

EVAC HOSP  CBT SP: WOSP  SURG WOSP

Number of Beds 400 200 60

Total Personnel 313 215 119

Patient Cave Personnel (207 (145) (85)

Agministrative Persomnel (106) 33%  (70) 33% (34) 29%
RATIOS

EVAC HOSP _ CBT SPT HOSP _ SURG HOSP

Total Personnel to Patient .78/1 1.07/1 2/1

Patient to Patient Care Person- 1.9/1 1.3/1 L70/1
nel

Patient (Bed) to Doctorx 13,3/1 11.1/1 4.3(1 *

Patient (Bed) to Nurse 7.i71 0.4/1 4f 1%

Patient (Bed) to Enlisted Man 1.8/1 1.3/1 .70/1

SOURCE: Tables of Organizaticn and Equipment

*Includes CO
**Includes Chief Nurse

FIGURE B-5
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DISTRIBUTION OF FEDICAL . BEWRALL AR
no!'tssmm. MEDICAL mvm

EVAC GBT SPT  SURG

DESIGNATION BR_MOS HOSP  HOSP - HOSP
Generzl Duty - Medical Officer MC 3100 10 5 4
Anesthesiclogist MC 3115 2 1 1
Internist MC 3139 2 J 1
GCeneral Surgeon MC 3150 5 Y 5%
Ophithalmologist MC 3125 1
Orthopedic Surgcon MC 3153 2 1 1
NMouvrogurgeoa MC 3131 1 1 1
Thoracic Surgeon MC 315F 1 1 1
Psychiatrist MC 3129 1 1
Urologist MC 31il 1
Radivlogist MC 3306 2 1 1
Tissue Pathologist MC 3325 1
Hospital Commander MC 3506 1 1
Dental Officer DC 3170 1 1
Oral Surgeon K 3171 1t 1
Chief Nurse ANC 3430 1 1
Neuropsychiatrist Nurse ARC 3437 1 1
Operating Room Nurse ANC 3443 9 7 6
Anesthetist ANC 3445 3 3 2
General Duty Nurse ANC 3449 19 11 4
Medical Surgery Nurse ANC 3448 22 8 2
Clinical Laboratory Ofticex MSC 3314 1
Pharmacist MSC 3318 1
*One acts as commanding ofiricer

F1GURE B-6
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1. General.

T R ) . ’:; ot Xy s
a. The provision of hospitslization. in.the combat some is
n{luenced by many factoxs. The following-list, «clwg'h sot all-

n»lusive, is couaidered to be of major Qi;uﬁeme.s ivtena tmam
P s ) R LR S 4
4] ‘l‘roop lt:reng*b oumrtot S T
byt : P R
é) !inim of supporud trosps. i . ¢

[ERE . 1’{'(

(,33' kobable p&ti.ent ‘lond -in terms of bypn and

v

numbera,

{43 Mobility of trooym nupported. '
{5} lnviton-entll conditionl
(6) Timeliness of required medical care. ..
(7) Evacuation policy.
b. The terms hospitalization and evacustion of the sick and
wounded are correlated. Ome cannot be discussed without consideration
of the other. The continuity of treatment required from the time cof

injury or the onset of disease to final dis,osition can only be

achieved successfully through the timely msrxiage of the honpimlizao
tion and evacuation functions.

2. Combat Zome Hospitalisation,

a. Principle and procedure.

(1) The employment of hospitals in the ¢ ombat zone is
governed by two basic principles--hospitalization is provided as
close as practicable to the troops supported, and the maximum number
of personnel sre returned to duty within the cowbat zone in order to
conserve the fighting strength of the combat units.

(2) Although hospitalization is provided in th: forwerd
aress for patients for whom it i{s essential; nevertheless, long-term
hospitalization of such cases in the most forward units is /wvoided.

(3) Hospitals which are normally found ir the combat
zone are the surgical hospital and the evacuation hospital. Patients

c-1
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generated wichin the division and thé vy service avea ave aormally
transported to the evacuation hospital by field army evacuaticn means.
Nontransportable pstiints: gendrated vithtd :che ‘divisin are provided
emergency resuscitative surgery within the division area at the
surgical hospital and evacuated as soon &s they become transportable.

o uq:,, H
PemUNE St

(4) The provision of hospitalization as close as
practicable to the troops supported is aodcntial for providing the re-
quired service in a timely msmier (e¢.g., an individual letiou;ty’fal“
jured must receive adequite surgical or medical attention esrly if ‘hé!
is to survive). Also, to return the maximum number of personnel to
duty within the combat zone, & facility cepable of retsaining and pro-
viding hospitalization for relatively short-term hospital cases is
required. This snpport is mormally provided by the “svacuation hospi-
tal. In addition, the evacuation hospital provides the necessary
surgical and medical care required for preparing thé long-term patient
for further evacuation from the combat zone.

b. A~cording to current doctrine, the surgical hospital
operates in, or in close proximity to, the division support area. This
hospital is not in the normal chain of medical evacustion. It is a
special-purpose type facility whose primary mission is to provide re-
suscitative surgery for critically injured patients and to prepsre them
for further evacuation. It has a limited medical treatment capability,
but is capable of carrying out all emergency Iifesaving operative pro-
cedures required of a fi21d surgical unit, including major abdominal,
chest, and brain surgery. This facility is designed to operate 50 sur-
gical beds and is 100 percent mobile from the standpoint of authorized
vehicles. 1t is allocated to the field army on the basis of one per
division. The critical factor of .timeliness in providing the service
performed by this facility hac been ‘the detetninant for its being the
most forward hospital in the combat zone.

The proposed combat support hospital is intended to fill

c.
uation hospital's mission for a force smaller than a division.

the evac

3. Mobility.

a. The mobility of all medical treatmant units is very much
impaired the moment they commence operations. Urlike othHer units,
their mobility cannot be measured in terms of thelr organic transport
along, but it is governed by the quantitative and qualitative patient
load. For all oractical purposes, these units have lost a considerable
degree of woblility the minuie they commence admitting patients; and
until the patients have either been returned to duty and/or further
evaruated, the hospital remains, to some degree, immodile. Unless the
situation demends, it would be unwise, for the saske of hospital mobility
alone, to evacuate several hundred patients who can be expected to

Cc-2
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DESCRIPTION AND COMPARATIVE ANALYSES
OF TRE FIELD HOSPITAL

1. General. ) ary

a. The narrative description #nd compsrative analysis of the -
field hospital is presented.becauss if its capability of performing .
numerous missions. - 5
b. The Pield Hospital, ’& 8-510;, normally assigned to the
COMMZ, is also listed as a nonfix¢3 iaclli&y when eaployed on other
than a fixed hospital mission. i

(1) TOE 8-510 is the -g%horxzy for the fleld hospital.

(2) The prescribed normal migsion of this hospital is to
provide hospitalization to troops in the CCMMZ when: temporary hospital
facilities are required. :

(3) This is a Category II unit and, as such, may be as-
signed limited secondary missions when it is not employed full time
in preparation for, or accomplishment of, the ptiu:y mission.

(4) This unit is assigned to “the COMMZ on the basis of
four per COMMZ in support of each field army. 1ts prescribed mobility
is 30 percent. )

(5) The field hospital at full strength {s capable of
providing the following:

(a) Defiritive patient care to troops in the COMMZ
within the theater evacuation policy.

(b) A normal bed capacfty of 400 beds. It may be
divided into three 100 -bed hospitalization units, each of which is
capable of separate independent operatior for short periods of time
only.

(c) At reduced strength this unit provides
facilities for a maximum of 268 patients.

(6) The organizatiopal structure is depicted at Figure

D-1. It is composed of a hospital headquarters, nrofessional comple-
ment, and three identicei hospitalization units.

Dp-1
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{7) The organization of the Mpiﬁ*ﬁegudquntdrs pro- P
vides personnel to accomplish routine sdministiation, supply, and - :
maintensnce funciions for the unit. his section: functions under the .
direct supervision of the hospital .commsnder (MC)3 an executivé officer L
(MEC), who also functions as the adiutsut and $1; @ théplwin;;a detachs - T
ment commander (MSC); = meas offirer. (M8C); a chief Wwursel a medical S
registrar (MSC); a dental officer. (W) ; and a. wediral supply orfiver
(MSC). The first sergeant, sergesnt msior, medical supply seigeant,
1 supply sergeant, chiet sick-wounded report cievk, and 5 Svks stewsrd
; are also included in the hesadquarters elersenmt. . . ..+ & .. .

(8) There are three identical hogpitalisstion umits in-
cluaged in the field hospital. BEach is commanded by & Medical Corps
Officer who is also qualified as a general surgeon.:. A medital adminis-
2 . trative assistant (M5C) performe adminletrative duties, té fmciude the
preparation of medical reports and supzrvising the mess and. rcupply.
Also included in each of the hospitalization units are sn admission and
disposition section, surgical section, medical section; pharmacy and
laboratory sections, and an X-ray section. The hospitalization units
are designed to operate independently for omly short periods of time.

(5, Personnel assigned to the field. hospital incluces
53 officers, of which 34 are ANC's; 1 WO; and 159 2M (Tocal 213).-

2. Compsrative Analysis.

a. Field Hospitals, TOE &-510, are organized and designed to
provide limited tredtment. They provide hospitalization in areas of
transitory troop concentrations or to meet sudden demands for hospital-
ization. In some cases they may be utilized to supplement. general or
station hospitals in order to temporarily provide hospitaliration while
construction for general or station hospitals is underway. In addition,
they may be used to establish holding installatfions at railheads, air-
heads, and river crossing sites, and/ox provide hospitalization for
prisoners of war,

b. The hospitrl is organized to provide three identical
hospitalization units, each of which for short periods of time is
capable of operating a separate 100-bed hospital. The total hospital,
with the three hospitalizaticn units cperating at a single location,
has a rated capacity of 400 beds.

c. From the above description it would appear that this hos-
pital has the desired characteristics for employment in the combat zome.
1ts ability to segment into smaller indepengently operated 100-bed
hospital units would 2ls0o seem to be desirable for the support of
independently operating forces smaller than division size. These
statements become unfounded when one analysea the field hospital in
detail.

b-3
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d. A review of historical actions concerning this hospizal
indicates that in July 1957, the Office of The Surgeon General -~ su:.
initiatea actions to revise the TOE of this hospital "to create: s nous
fixed TOF hospital for use throughout the theater of opsrations.'. -Tha
Field Rospital, TOE 8-510, was ugad as & base unit for this actior bt
cause of the €lexibility inherent in its three hospitalization-untit- -
organizations and its relatively austere staffing and eguipment. The
proposed TOE waa eventually disapproved by Deputy Chief of Staff for
Operations, Department of the Army, because of an incr:ase {n number of
personnel and not in the concept of emplovment.

ey A s SRR A R TR T TR

e. An analysis of the field hospital's patient care capability
in terms of its authorized personnel and equipment reveasls that the
field hospital is austere in every area. A comparison of overall
strengths of hospitals reveals that this unit has far less personnel
than hospitals with similar patient care capacities. The evacuation
hospital, also rated at 400 beds, has 313 personnel as opposed to 213
in the field hospital.

et e RO X

. Examination of the authorized types of personrel provides
an insight a3s to the extent or degree of medical care the field hospite?
is capable of providing. Using the physicians as the "yardstick" for
comparison, we find 30 physicians in the 400-bed evacuation hospital ar
opposed to 13 phyvsicians in the field hospital. 1In addition, s greater
specialty skill level is represented swong the 30 physicians in the
evacuation hospitel.

g. Not only is there a great disparity in the patient care
capabilities of the field hospital when compared with the evacuation
hospital, but the field hospital has only 30 percent mobility in
comparizon to the evacuation hospitalis 50 pevcent mobility.

h. Although the field hospital has the desired capability of
being tailored and employed to support ssveral different size troop
populations, it does this at the expense of duplicating equipment,
administrative functions and personnel. 1In addition, the quantity and
the degrees of medical and surgical csre it provides is sc limited as
to preclude its use as a suitable economical substitute for ihe svacus-
tion hospital in the combat zone. Increasing its organic patient care
capabilities equal to that of the evecuation hospital would only extend

the duplicatfon into the patient care functional areas.

i. Augmentation of this unit, as required through the use of
cellular teams (TOE 8-500), to increase its surgical capability is pos-
sible; however, the ancillary services of preoperative, postoperative,
nursing, centralized material, X-ray, and laboratory, a1l of which are
directiy affected by increased flow of patients, are so austerely
staffed that the unit cannot be considered as being "ideslly sutted”
for supporting these teams.
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a. The £leld hospital (#30-bads) s capeble of performing
numercus missions {n the COMMEZ, vhefs rcquirements fur temporary
hospitalization sre indicated. It has the ability to segment into o
three 100-bed indapendent hospitals. This is desiratle whea considaze
ing the support of different sise forces; bowsver, duplicacion in ’
equipment, administrative functions, and personnel, as reflectsd in
tha TOE, ss well as its limited patient care capabilities precludes
using this hospitel in this capacity for longer than very brief psriods
of time. Revision of the TOE to incresse petiant cive capabilities
would only result in extending the duplicetion into that arca.
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ANNEX B |
COMPUTER-ASSISTED EVALUATION OF PHE "w. « . 't - -
COMBAT SUPPORT HOSPITAL- (200-t ED)
TOE 8-123T

1. Generai Description of an Evaluztion Based on a Oompdter-
Agsigted Simulation.

LTS A IR VA AONSLRNEIEY  goiaaviey

a., An evaluation, using a computer-agssisted simsiation,
results from use of an an.lytical tecknigue in 'which a -model repre+
i . sents a system in operatin under real or imagined conditions, It is
, a step-procees in which each new step ir deperdent on the results of
. the previous step, The mcdel (or descriptive representation presented
mathematically or logi.aily) provides tha vehicle through which simula-
tion of the systen's opszation can-be accompliszhed, The simulation
step in the evaluaticn p_ocess commences when the simulator imposes
an operational situation un the model. The resultant reactions to the
situation sre regulated by the model design and contrclled by the
parameters impored on the mcdel, The results are sismsarized and
compared to begin the aralysis phase ¢f the eviluation. This com-
pleteg the simulation process. -

b. The validity of the evaluation ig 2zeured only when the
summarized resuits zre snalyzed without bias and are considered in
light of the situatior as presented ro the model, Comparison is then
made of the analyzed results, and the most suitable may be chosen ag
the overall evaluation result,

2. Report of the Computer-Agsisted Evaluation,

a. Purpose. A computer-ataisted avaluation of the combat
support hospital was conducted to ¢ mplement the total douctrine and
overall evaluation study effort of this hospital unit. The toteal
study effort is to de_ermine if the unit is compatiblz with the
currert concept of field medical service; if a requirement exists ror
the unic Za current and future troop lists; and if o, how the unit
should be organized, equipped, anda employed., The computer=assiste-
evaluation was designed vo test the organization dond staffing of che
hospital under workloads anticiyated for a 10,000 man task force
commitced to conflicts to the ‘".evel of mid-intencity,

B. Objectlves,

€1} Objective 1. To evaluate the organizatior of the
combat support hrspital tnrough che use of computer simulation
techniques,
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’ (a) Subob;ecti 1. Tb detsrmine if he combat
support hospital- ie adequately staffed to perfarm the mission

specified by TOE 8+122T7, ‘ -

- -
¥ P

(b) Subobjective 2, 'Te determine if the combat

support hospital is organized g0 as to be able to fulfill the require-

ments of its stated capabilities, = ) —d bl
Y (7B &
(2) Objective 2, To determine the leugth of time the
hospital can continue to accumrlate. patienis and still satain the
capability of prcviding continucus medical care‘co‘alz~cacegorids of
patients. : o 4 IR
¢, Rsscniial elemeats of anarysia.= Ty
N (] sl 1 i LR
(1) Does a staffing imbalance exisrt within: the~madical
service of the hospital? vt S
I ¢ 1 ¢
{2) Does a staffing imbalance exist wi-Lin *he surgiﬂal
service of the hospital? ‘ "t :

(3) 1Is the cumulative staffing of the aospital bzfanced?.

(4) Which elements of the hoepital were overtaxed by the
workload distributed by the simulations? .

(5) 1s tte ratio of beds between the vedisal service and
the surgical service (.00 beds each) adequate?

. (6) What ls the maximum number of dayys th: hospital can
continue to accumulate paticnts at the casualty rate specified for
the evaluation without recuiring expsnsion?

pR S AR § |38 30401 N ~322

¢. Meoethodology.

{1) This evaluation of ths combat support hospital
organ.zation was asceomnlished by employing the ccmputer simulation
capat'lities of the USACDC Medical Service Agency'd hospital simule~

icn ﬂOd\.a.. This wodel '“.'vdd\.. od 3 sivulated envircument for he
cOmr +«C Suppori hospifa® ia wilick all 2lements, ‘exclusive of head~ -
qusrters, rece.ved workloads of varying intensity during the period:
cov ered,

(2) The statting of the hospital simulation model was
based on TOF 8-1.3T (ses Chart 1). A workload wes generated by a
daiiy patient admissior rate of 4.1 patients per 1000, applied to a
troop strength supported of approximately 10,000, The averagec .Bdmis-
sions pur day over ihe 15-day simulation period was 38, of which 35
had received prior medical treatment and 3 were direct admissions.
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. Raes ,qa}hzsgxgioni panit». 3&% §}ovided in the task fotce -
trovp list' therefore, ail surglca¥, as well as medicail, care bqyogﬁ o
the capability or the holding policy of the task force medtcal e 7

clesring elcmente was provided by the combat support hospital. .

' - {4) To prevent resupply and evacuaticn problems frem .
contdminatiag the evaluation procezs £’ the organizational{sttucture
of the hospital, it was assumed that field army level zedicdl ratoarcés
were availahle o the task fozce,

(5) _Varving situations vere not required for the orgaa*-
. zational evaluation of the comba: support hospital; therefore, the:
input for the simulation was, in general limited tc¢ a single hosp Ltel
situation for the 15-day period. Specific input for the simulation is
containad in Appendix I,

. . e
Soas 7 LY ’

] (6) The simulations were repeated 1 times, thereby

; providing a 95 percent agsurgnce thaj all the' results of all the .
simulations were within a 10 perceat. deviation oF_ the avera e r’sult
More specificaily, 95 percent of f?e results were equ'l to tﬁe avérage
results plus or minus 10 percent,
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e, Analysis.
(1) Gereral.
(a) This anélysis’of the organization o the combat

support hospital is based on the results of a computer simvlation of
the hospital in operation over a 15-day period,

RSV A AR ¥Rt £ b v Ty
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(b) Results were gained by impcsing a specific
daily workload on the hospital averaging 38 patients per dey, which
in turn created a measurabie workload for each 01 the Hospx:al olenents
being examined,

(c¢) The following gr

roupir3s of slements of ‘the
hospital were used to facilitate the evaluation:

¢

1., Medictl service.,

a. Medicgl treatmect area.

IR |

l-/St:udy, A Method For Evaluating the Relative Effectiveness of Army
Medical Support Systems" (Operatioa: Research Incorporated).
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b. Medicdl wards (four nediéaY and one

ueuropaychiatric), , L ey .
it T3 wtalpere g -
. T N U o i
2. surgleal service, odenls s
a. Surgical area (predperath}e, surgery, . oA
and recovery). s EBgen Pty
L e anmt Ly Yy,

b. Surgical wards (thred pogtoperdtive),’

H R . v <y "

¢ 3. Admissions and dispositiouns, g ' R

. SR . SR SR IR O A P e

: 4, Persornel pool, 7 AT e ' i

¢ - N T 3
(2) Surgical service, ‘ K e . 3

(a) The vork requirement shown above ia paragrapk
2d(1)(b) had the most significant impact on surgery and the surgicéal
wards., Beginming on the fifth day of the evaluationm, the surgical ~
ward censug reached 86 patients and never fell below that number for
the remainder of the evaluation. Prior to the fifth day, the surgical
workload was not significant, as the hospital was without patients at
the start of the problem, ]

(b) The average surgical ward census during day 5
through day 15 was 93.5 paticnts with a range of 86 to 101,

(c) The surgery element, capable of handling three” 1
procedures simultaneously, had an average daily surgical backlog of
1.5 patients. This backlog ranged from 0 to a w.ximum of 6,

(d) The patient census described in the prereding
paragraphs created varyiag reguirements Tor the surgical service i
staff of the combat support hospital, The general surgeons had an
in=surgery average workday of 7.1 hours, ranging from 3,6 hours per
shift to 8.9 hours per shift. The medical-surgical nurses' work
requirement varied from 3,9 hours per shift per nurse to 10.2 and
averaged 7,9 within the surgical area. Work requirements for other
personnel assigned to the surgical area (see Chart 3) were of .o great
consequence,

(e) The surgical ward census created an out-of- !
balanced workload condition for the genmeral mcdical officers, medical- ’
surgical nurses, and the wardmasters (see Chart 4).

(f) A more appropriste diszribution of the work
requirements for the total surgical service of the combat support. ...
hospital is shown on Chart 5. Here the requirements are distribuced
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per qualified treater as compared to the, reduiremen fs

type treater as on Charts 3 and 4, With thiz disszihution, aii,
surgeor:s are required ip the surgical service on;an:avgrage of 9;&
bhours .per 12-hour shift. General medical officevs,istaff nurses (lqaa
operating. room nurses), and wardmasters are demanded iy exgess.of.
their availability. Due to specific space liwitatigmns of .the.computer.
simulation model, the wardmaster's position for this. evaluagion .
included all other enlisted personnel. Therefore, it is feasible
state that certain of the tasks relegated to the vardmaster in the
computer simulation might well be performed by other enlisted personnel
assinged to the surgical service. Thias would result in a more, realistic

o]

[
.

distribution of the duties, which were, of nscessity, assigued tq the
wardmaster for this evaluation. Appropraotely trained perscamch §ive.

not available within the surgical service to consider further distribu~
tion of the workload for the general medical cfficers and the staff
nurses, Therefore, the imbalance discussed above. capnot be compensatad
for with the present staffing of the surgical service.

(3) Medical service.,

(a) The average daily imput to the combat suppoxt
hospital had a lesser impact on the medical service than on the surgical
service., At the beginning of the sixth day of the evaluat ion, the:
patient census became significant when it reached 21 patients in the
medical wards and 11 patients in the medical treatment area. This

census potentially filled 33 percent of the beds allocated to the
medical service,

(b) The patient census increased gradually and con=-
sistently through the fifteenth day of the evaluation, At the close
of the problem, 66 percent of the medical beds were potentially
committed. Forty five patients were occupying beds on the medical
warde, and 21 paticnis were in the medical treatment area,

(¢} At no time during the evaluation was the staff
unable to cop= with the workload created by the medical patients.

Persconnel authorizations exceeded requirenments throughout the 15 days
of the evaluation,

(d) Charts 6 and 7 indicate only a minimum workload
for all personnel of the medical service staff. Chart 1 shows that
the staffing of the medical treatment area, the three medical vards,
and the neuropsychiatric ward is very austere, Thereforc, no personnel
changes are recommended for the medical service without further
investigation of the adequacy of the staffing.
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(e) As int the evaluation of the surgival gervien
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the wardmastes ‘a position facludsd all of the other eniisted parsomtel

assigned to the wedlesi sevvice, Therefore, some of the taska that
were relesated to the wardniaster for the ceeput

medical service, causing & move tvealisetic distribution of the 5uéie§ ’
assigned the wardmastex fOx the evaluasiog

i Ciwe
‘
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(4) Admission and disposition section and the perfon-el
pool., The patient census throughout the 15 days of the evaluation
created an even and well-distributed workload for the hospital admis-
sion and disposition section, as well as the persomel pool, Tne work

requircment increased in proportion to the patient census throughout
the evaluation,

(5) Effect on patient accumulation.

(a) The sccond objective of the evaluation was to
determine the length of time the hospitai can continue to accumulate
patients and still retain the capability of providing continuous
medical care to all categories of patients,

This was achieved by a
second computer run that created a situation for the hospital model

in which no patients were allowed to be evacuated until all hospital
heds were £illed.

(b) The hospital, which started the evaluation
problem withcut patients, had all 200 beds occupied 5% days after the

start of the problem, It is felt that the staffing would be insuffi-

cient to continue operastions for any length of time under these
conditions.

f. Concluslons. Based on thc computer simulation of the
hospital in operations for a 15-day period and considering the patient
density for the problem (4.1 patients per 1000 per day supporting a

10,000 troop strength), it i3 concluded that:

(1) The combal supporti hospital is adequately staffed
to perform its specified mission when patient denzities are less than,

equal to, or slightly greater than those used for the evaluation
problem.

(2) The elements of the combat support hospital that

were examined are organized so as to allow the unit to be able to
meet its stated capabilricices,

E-6

er sisulation might ™
well be performed by certain other enlisted personnel dssignad €3 e -

il

A

%%WW%ﬁMﬁﬁmEﬁm&%&%&ﬁ&ﬁw%&w&v

Loy
v wrslh s roviae mh SRR



=

I

3

24
7

o R, A A WA PR N RS R nquWMWW‘\M&s

(3) When paticuts are regelved at the vate specified in
the evaluation and no gubgequoent evacuation vieurs, the hospital can
continue to accumulate and hold 511 patients received for 8% days,

a

provided the operation starts with a zero bed ceisus,

3. Susmary. .-

5. The organization of the propcsed 200-bed combat support’
hospital was evaluated through the application of computer gimulation
rechniques,

i

b. The main objectives of the evaluation were to determine,
through simulation, if the scaffing of the combat aupgofﬁ'ﬁospftal
was adequate to permit fulfillment of its specified miggion; if 1t
was properly organized to meet {ts stated capabilities; and to deter-
mine the length of time the hospital can continue to accunulate

patieats without a degradation of patient care.

¢. Based on computer simulation of the hospital im operation
for a 15-day period and the capability of the hospital staff €6 cope
with the specific workload careated by the input to the simulation,
it was demonstrated that the combat support hospital is sdequately -
staffed and organized to provide continuous medical care for patient
densities equal to, less than, or slightly greater than those used
for this problem.
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STAFFING ¥OR COMBAT' SUPRORT HOSPITAT.

Medical Treatment Ares

Type Pergonmel , Number

Internist 2
General Medical Officer 1
Head Nurse 1
Medical Surgical Nurse 1
Chief Wardmaster 1
Senior Hospital Medical Assistant 1
Electrocardiogram-Basal Metabolic 1
Rate Specialist
Ward Specialist 2

Medical Wards (4)

Type Personnel Numder
Internist 1
Head Nurse 1
Medical Surgical Nurse 1
General Duty Nursec. 4
Wardmaster 2
Hospital Medical Assistunt 4
Senior Ward Specialist 2
Ward Specialist 4
Ward Attendant 2

Neuropsychiacric Warg (1

Type Personnel Numberx

Psychiatrist

Neuropsychiatric Nurse

General Duty Nurse
Neuropsychlatric Ward Superviser
Social Work Specialist
Neuropsychiatric Ward Specialist
Neuropsychiatric Ward Assistant
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Surgery (Preoperative: Surgery; Recovery) N

; Tvpe_Parsonnel Humber

Chief of Service

Orthopedic Surgeon

Thoracic Surgeon

General Surgeon

anevtchesiologist

General Medical Officers
Anesthetist

Jperating Room Nurse
tedical-8Surgical ¥urae

Chief Wardmaster

Chi~f Operating Rcom Spacialist
Senior Operating Room Speciaiist
Set:ior Hospital Medical Asaistart
Opevating Room Specialist

Ward Specialist

Operating Room Agsistant
Heard-Special ist

Opereating Room Assistant

Ward Assistant

Orthopedic Cast Specialist
Central Materiel Service Personnel

A M= U DD B B SN G N W 0 Pt e LAY T et G B el e

Surgical Ward (g}%

Type Personnel Number

Head Nuree

General Duty Nurse
Wardmaster

Hospital Medical Assistant
Senior Ward Specialist
Lol Qunadaldas

naiLu UV\FLLC R~

Ward Attenclants

o0
o
rr
[
[#}
-

"
2

Admissions and Disge

Tvpe Personnel Number

e e

Medical Reglatrar i
Chief Admissiona and Dispositions Clerk i

o
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%A1l Medical Corps perscnnel are listed under Surgery and were also
availeble to the Surgical Wards,
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PATIENT WORKLOAD DUSTRIBUTION THROUGHOUT HOSPITAL

AT THE END OF EACH SHIFT FOR
15 DAYS OF SIMULATION

/?’/

N

TOTAL S

DAY { SHIFT | ADM | MED TRMT | SURG | MW | SW | EVAC '
1 1 0 0 9 3l i 0 19 )
2 0 2 2 71 1y 5 35
2 1 0 2 7 111 27 5 52
2 0 5 2 113! 461 5 65
3 1 1 3 1 1157 46 11 80
2 0 5 3 {16] 49 1 74
4 1 0 6 7 T13] 571 12 95
2 0 6 6 (17] 73 0 100
5 1 0 6 6 1171 81 19 124
2 0 9 4 118} 82! 10 123
6 1 1 11 6 121 88 i3 140
2 1 11 0 {20] 96| 13 141
7 1 0 12 1 251 92| 16 146
2 0 13 3 129} 89 9 143
8 i 1 15 2 {29 887 13 158
1.2 0 14 2 {30] 88l 11 143
9 1 0 14 7 [33] 91] 11 156 !
2 0 16 1 371101} 11 166 ;
10 1 0 o 2 4111001 19 178
2 0 18 3 {421 971 12 172
11 1 0 20 4 [40] 971 16 177
) 0 19 6 1424 95| 10 172
12 1 0 18 6 |44 1 981 19 185
2 0 21 4 a4 96 21 186
13 1 0 20 6 1301 98] 22 185
2 0 20 2 Jao] 221 20 174
1% 1 0 21 s {41] 93] 12 172
_ 2 0 21 2 f4as] 991 15 181
15 1 0 20 0 5] 991 18 182
2 1 21 1 45 91 0 195
|
ADY; - Admissions !
MED TRMT -« Medical Treatnent ;
3URG - Surgery :
MY - Malical Ward ‘ ¢
sW - Surgical Ward $%:
EVAC - Evacuated During Shift D e
13
=




CHART 4

DALLY WORKLOAD DINTRIBUTION RY Hossmpweat- spEA
FOR THE, TYPE TREATER AVALLABLE
(Expressed ir Hours)

ke 1

Day I 1T 111 iv Vv
1 1.1 8.4 ga | o 5.6
2 3.3 32.4 31.9 ~2 20.5
3 5.3 49,7 50.0 2.9 31.3
- 6.7 51..3 51.6 3.8 34.1
£ 7.8 573 _1 36,8 1. 4.9 -aas.
6 8.5 64,7 64.5 | 9.1 43,7
7 2,2 67.0 66.7 5.5 45.1
8 3.5 60.7 56.7 6.0 42,5
9 o8 64,0 63.1 6.1 4.5
1in n.0 &7 1 60.7 6.4 43.7
11 9.4 61.6 59.0 6.6, 43,3
12t 8.9 63.2 ; 60.3 6.5 43.8
13 - 8.5 64,0 | 61,0 6,3 43.8
14 8.9 67.8 65.5 6.3 46,0
15 2.1 60.9 59.1 6.2 42,5
15-Day
Average o7 55,7 54,5 5,0 37.9
Range 1,19.8 [8,4-67.8 18.0-66.7 [ 0.8-6.6]5.6-46.0

Surgical Ward
Column

I - General Surgeon

II
TII
v
v

- General Medical Officer
= Medical«Surgical Nurse
~ General Duty Nurse

- Wasrdmaster
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TOTAL WORKLGAD DISTRIBUTION
SURGICAL BERVICE
(Fxpreesed tn-Bours)

- Type Treater ““bﬁr Total' ngk].;‘ 4

Available Workload | Treater
General Surgeon 3 + 1 chlef 44,0 11.0
Orthopedic Surgeon 1 4.0 4.0
Thoracic Surgecn 1 - 6.4 6.4
Anestuetist . 3 18.1 6.0
General Medical Officer 4 55.7 13.9

Medical~Surgical

General Duty Nurses 10 155.0 15,5
Operatinrg Room Nurses 5 54.4 - 9,1
3 329 )-—12,4

Wardmas -er

- -

—_—l

o

Average fr all surgeons - 54.4 ¢ 6 = 9,1 hours per ddy
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Medical Treatment Area -

L e

I ~ Internist
Il - General Medical Officer

I1?! « Medical Surgical Nurse

Column

V -~ Hospital Medical Assistant

IV « Wardmaster
VI -~ Psychiatrist
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DAILY WORKLOAD DISRIBUTION HY HOSPYTAL AREA -
FOR THME TYVE TREATER AVAILABLE
(Expressed in Hours)

Day I 17 J:I11X |\ bo- LT
1 0.1 0.0{0.1 1.7 ‘ .
2 0.1 3.1 ;
3 0.1 4.8 {
4 0.0 5.9 !
5 0.1 7.7 di
6 0.1 8.9
7 10.3 , =
8 11.6 "
9 12,6
10 14.3
11 15,2
12 16,0
13 0,1 15.9 . P T o
14 0.1 0.1 16.7
15 0,1 }{0.0]0.1 16.7
15-Day
average | 0,1 ]0.010.0] 10.8 ”
Eg_l'_\xe 0"’0.1 1.751’9&1
Medical Ward
Colunm I « Internist .
IL = Medical Surgical Nurse
111 - General Duty Nurse
IV - Wardmaster
E-16
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CHARY: &

' TOTAL WORKLOAD DISTRIBUTION -

MEDICAL SERVICE

(Expressed -{s Hours)

Rumber | Total [Workload Per

Type Treater Available | Workload Treator
Internist 2 3.2 1,6
General Medical

Officers 1 8.2 8.2
Peychiatrist 1 . 1.5 i 1.5,
Dental Officer 1 2,9 © 2,9
Medical Surgical

Nurges 4 0 0.
General Duty

Nurses 5 0o o
W-rdmaster 3 10.9 3.6
Neuropsyzhiatric .

Rurse 1 5.8 5.8
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DATLY WORKLOAD BLY BT ION BY HOSPYTAIL, AREA
FOR THE TY?E TEBSONREL AVATLABLY
(Expressed {n Hours)

Day 1 11 111 v v : F
1 2,5 5.0i 2,5 3.0 ~ Q-
2 3.6 6.4, 3.2 "4 0.7
3 3.5 6.4. 3.2 3.4 1 10
4 3.6 6.2 3.1 1.4 1.0 T
5 3.8 6.4 3,2 Y4 1S
6 3.8 6.4 3,2 34771 1,6 -
7 4,2 7.0 3.5 3.8 | 1.9 .
8 3.4 5.6 2.8 3.0 |'1.9 S
9 3.9 6.6 3.3 3.6 | 2,0 -
10 4,3 3,2 3.8 7 3FFT Z1
1 &7 6.0 3.0 3.2 2.1
12 4,1 6.4 3.2 3.4 2,5
13 4,3 6.4 3.2 3.4 2.4
14 4,1 6.6 3.3 3.4 2,3
15 3.6 6.0 3.0 3,2 2,5
15-Day
Averape 3.8 6,4 3.2 3.4 1.7
Range 2.5-4,3 [5.0-7.2 2:5-3.6 [3,4-3.8] 0-2.5

Personnel Popl - Column T - Litter Bearaswe
Admissiong II - Medical Registrar
III = Records Clerk

IV - General Medical Officer
Dispositions V « Clerks
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APPENDEX
to
“WNEX K
SPECIFIC INPUT TO THE COMPUTER SIMu ~"TON
Replications = 16 '

Time nteps = 5 minutesr

Printout intervals = 12 hours
Game starts at 0600 hou:s
Walking speed = 2 km per hour

Time first casualty admitted = time O

Time since wounding with prior treatment = % hour to 10% hours
Time since wounding without prior treatment = % hour to 5% hours B

Limit 200 patients in hospital

No greater than a total of 12 patients in preoperat ve, cperating
room, and postoperative

Clerks per patient in admlssions « 2 clerks, 1 medical registrar
Examining physician in adwissions - 1 general medical officer

Medical area examination perscnnel - 1 general medical officer
1 medical assistaat

No supplies or equipment

Personnel required for (exumination) precperative - 1 gen:ccal surgeon
1 anesthetist
1 operating room
specialist

Personnel required for shock treatment =~ preoperative treatment
personnel and 1 general surgeon

Postoperative treaters < ! gencral surgeon, 1 ward specialist

Relel
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Hedical ward treaters: Phasc I: 1 internist, 1 general duty nurze,

1 medical assistant
I1: 1 internist, 1 ; ‘neral duty nurse,

1 ward speci :iist

Exam. nation in surgical ward: 1 general surgeon

Sury.cal ward treaters: Phase 1: 1 general suwgeon, 1 zedical

surgical nuree, 1 wardmaster

II: Phase I, except general duty
nurse replacez wedicalssurgical
nurse (same ng Phase 1)

ITI: Phasé TI, excent genéral-medicai
officer -~ general suvgeon (same
ag Phase (1)

Dispos tions: 2 clerks per patient

Two lahoratory teams

Two extra laboratory teams available; no chance of breaking down;
5() pletes stocked i-iitially; 500 units of fluid stocked initially

Personnel: 5 litter bearers per shift

Medical registrar, 24 hour call in admissions
2 clerks per shift in admissions
1 general medical officer, 24 hour call, admissicns

Medical treatment: 1 internist, chief of service, 24 hour call

1 medical assistant on first shift; none on
second shift

1 general medical officer, 24 hour cali

1 medical-surgical nurse each shift

1 psychiatrist, 24 hour call between ward
and treatment are.

No wardmaster on first shift; 1 on second shift

1 werd ~pecialist on each shift

Surgical treatment: 5 operating rcom speciclists on rcirast shift

4 operating room specialists on second shift

2 general surgeons on each shift

(1 on each shift between warc and treatment
area)

medical-surgical nurse per shift

orthopedic surgeon, 24 hour call

dental officer, 24 hour call

anesthetists per shift

N

E-I-2

-

P

Lam. B




P S

- be

F ™

e e T e TR Pn i PRSI G BT AR S (R I NGO SR e RN Y

.

1 dentul technician, 34 hour” dff° “7 O

2 ward gpecidiiats on first skelt, 1 on second
shift = :

1 wedical asalstant on each ,

1 thoracic surgesn; 24 hour call :-.-» . L&

1 orthopedic cast specialist, 24 hour call

Med.cal wirds: 2 warc attendants per shift

1 internist per shift
medical-surgical nurse per shift
general dvty nurses per shift
wardmasters on first shift; 1 on seccand shift
ward specialists on fizet shift; 5 ¢a sec~nd srlit
psychiatrist
medical assistants per shift

.+ -

N et O N WD e

Surgizal wards: 1 geneiali surgeon per shift from trentmenit area
1 general medical officer per shift
1 general-surgical nurse per shift

11 ward specialists on first shife; 10 on sstond shift

3 general duty nurses per shift

2 wardmasters per  hift

3 medical assistants per shift
Dispositions: 3 clerks first shift; 2 on second shift
Shock treatment time - 15 to 30 minutes per patient
Time to take X-ray - 5 to 10 minutes per patient -~
Time to process X~ray - 10 to 20 minutes per patient
Preoperative examination - 15 to 30 minutes per patient

Time for preparation for operation - % to 2 hours per patient

Time required in postoperative - 20 to 40 minutes per patient

Doctor treatment in postoperative - 20 to 40 minutes per patient

Nurse treatment in postoperative - 20 teo 40 minutes per patient

Time for admissions records processing - 10 to 15 minutes Admissions

10 to 15 minutes Medical Records

Time for disposition records processing - 10 to 15 minutes
Medical ward duration - Phase I - 2 to 3% days

I1 - 1% to 3 days
111 - 1 day

E-I-3
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Surgicai waed durdtion afhu 1 -

<3 5

Surgical
¥ « General scrgeon

Medical-zurgical nurse
Wardmaster

Phase

Ii = General surgeon
General duty nurse
Wardmaster

IiI - General medical officer
General duty nurse
Wardinaster

E-I-4

Medicsl

Interrist - 10 to 15 minutes pe pattent
Cemsre} duty nurse - 15 to 20 ¥.nutes
per paties:

‘Medicil assistant ~ 20 to 25 mf.autes

per patien! -

Incernist - 10 to 15 minutes p.r parieat

General duty nurse - 15 to 20 ..inut:s

per patie.t
Werdumaster - 20 to 25 minutes jer ittent

Wardmaster - 10 to 15 minutes -er putiest
Medical assistant - 15 to 20 #‘nutes
per patien.
dne ward specislist - 20 to 23 minu-es
ner patf-nt
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ANNEX F r =

PRINCIPLEY OF {1ELD MEDICAL SERV CE

-

b

} Purpose. Ti~ pirpoie cf this annex is .o present the

doctrinal prin;?blos of field medical service,

2. Six Principles of Field Medical Service?

a, Conrinuity. Medical service must bi- continvous. Inter-
ruptions in treatment cause increases in morbidiiy and mortality.
Unce begun, treaiment dees not terminate until tie patient has been
returned to duty or discharged from the service, Medlical support for
combat fcrees is organized into leveis--unit, dirision, field army,
communications zone, and zone of interior. Procecdures should be
standardized to assure accomplishment of all regrired treatment and
other melicail functions appropriate at all levet .,

(1 In combat, the necessity for p-oviding medical
service arises vhe minute contact with the enemy is made, since
casualties begin to accumulate as soon as troops .come under fire.

The operation of essential wmedical installations will not be termin-
ated until their functions have been assumed hy mother sgency. A
reasonabie length of time must elapse between ther opening' of a new
instatlatica and the clogsing of the old one. Pa ients already en route
to the old installation may be received. Evacuarion is a continuing
function which cannet be suspended while adjustorats are made,

(2) The hospitalization/evacuation system is based on
the doctrine that suvbordinate elements are proviréd their logistical
support by the next higher cchelon (e.g., supporting levels provide
evacuation in accordance with .the established evacuation policy.

This doctr.ne extends from the responsibility of the zone of intericr
to evacuatc and to hospitalize all long-term patisnts from a theater
of cperati.ms to the responsibility of the battalion medical platoon
to evacuat: patients from the rifle companies of :he battalion. No
level of m'dice]l service is normally given a resp:nsibility for evacu-
ation that ex'ends farther than its rearmost medi(u) installi<tion.

(3) No patient is evacuated farther ¢> the rear than his
physical condition warrants or the military situat-on requires. Every
case evacuited without sufficient reason imposer a.v unnecessary bur-
dea on three agencies-~the man's orgonization, whi h must go short-
handed until he 18 returned «r replaced; the replacement system,
which must procure, equip, train, and transport a win to take his
place; and the medical servicr, which must provide 2vacuation means,

-1
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hospital faciiities, and trained wodical 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 fusther
ti1eatment is, therefore, a most important function of every level of
medical service. In order to plan and operaie the medical service
efficiently, it is necessary to know to what extent putients will be
retained at any given level of medical sevsice. The evacuation policy
of the command designates the maximum period during which patients

may be retained for treatment at the medical facilities within that
comasnd, Pacrients 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 such trdwel
will not aggravate their disabilities.

(4) The employment of medical means wust be simple in
natuwe, particularly in the combat area, In forward areas, the pa-
tient 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 bdy
instituting Jong and complicated procedures. Each level of medical
service employs the simplest standard treatment procedure that will
previde the desired benefits to the patient. Definitive treatment refers
to generally accepted procedures necessary to produce the ultimate re-
covery 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 applicd as medical aid are the first steps to more
detatiled treatment, it is impossible to fix the specific point at which
emergency medical treatment ends and definitive treatment begins. Some-
what arbitrarily, the term hospitalization is used to indicate the
relatively complete medical care and treatment rcovided for serious
vases or those needing carce for a long time, as contrasted with the
emergency treatment ven.<ered 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 tacti-
cal plans and general command policies. The surgeon must be kept 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 com-
mander's plans in a timely manner, the surgeon who is responsible

F-2
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for its dirvection must be able to imfluence the operations of the
medical uwnits which carry out the medical nifssion. Besically, the
mission of medicsl units is to conserve fighting strength by serving
the comsands with which they are associated. There are sevéral vays
in which the medical means available to & command siay be employed to

provide this service (i.e., assigntent, attachment, direct support,
and general support).

(2) Since the objective of military medicine is to con-
serve trained manpower, medical mes.s msust be disposed and employed
to do the 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 botween 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 imme-
diate duty, rather than the more sériously injured, in assigning
treatment and evacuation priorities.

(3) The treatment to be performed at each level of medi-
cal 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
consigtent with the tactical situation. For this reason, medical
units are usually not attached {f their mission can be accomplished
either by direct support or general support.

¢. Proximity. The medical means must be as close to the
casualty as the time/distance factor and the tactical situation per-
mit. BEarly collection, sorting, and evaluation of the patient must
be accomplished to assure that no patient is evacuated farther to
the rear than his physical condition requires nor the military situa-
tion demands.

(1) The speed with which medical treatment cen be in-
stituted 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 msdical treatment facility to
the patient. Two factors will govern the choice~-the military situa-
tion and the condition of the patient. The medical installation must
not be located so far forward as to interfere with combat operations
or to subtject 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 evacta-
tion is provided by litter bearers operating over difficult terrain.

P-3
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{(2) Usually, the best solution will be a coubination
of the two alternatives, In forward aress, close wedical support = -
vill be provided by locating medical treatment facilities ad‘ fsr forward
as possible; moving them when necessary to maintain contact with sops
ported units; and by rapid evacuation of patierts to these facilities.
When the tactical situation precludes movement of the wedfcal ttdit< "
ment facility farther forward, emphasis must be placed om évacustion;
and when evacuation time exceeds that period which is considered
necessary to hold morbidity and mortality to a minimum, 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 poseible so that proper care can be instituted. '

d. Flexibility. Medical service must be flexidble., Unex-
pected change is the rule on the battlaefield. A chenge fn tactical
plans or operations may require redistribution of the medical means.
The medical commander and the medical staff plamer must be in a posi-
tion to shift their medical support to meet the changing circuastances
of the supported units. Alternate plans and plans for reserve are:
essential,

(1) The allotment of medical means is based on the mili-
tary situation and the tactical plan in being at the time. It should
always be rvmembered, however, that any tactical operation may, without.
much advance warning, depart from the initial plan, either because of
enemy countetraction or as a result of the decision of the commander to
exploit uewly discovered weaaknesses or errors on the part of the enemy.
As a consequence, the medical service must be prepared to respond to
sudden changes in the tactical sitvation,

(2) As in the case of combat units, maintaining an
adequate reserve contributes to the flexibility which the medical
service must possess. o more troops should be committed and no more
installations should be established than are raquired for the task at
hand or for the obvious needs of the immediate future. Once committed,
a limitation is imposed on the svailability 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 sad type of patients in it. Vhen his ‘medi-
cal reserve has been exhausted, or depleted to the point of inadequacy,
the first concern of the surgeon is tov reconstitute a reserve from
units already committed. If this is impossible, he must seek rein-
forcements.

e. Mobility. A prime requirement of medical support is
the maintenance of concact with supported troops. Medical troops
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must have the same mehility, physically and .psychologically; @as.the
unlts they support; Moblitty may be rotatned by the:timily ‘and
vapid evacuation of patieats, thur preventing loss of mobillty by
an  overlond of facilities,

3
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AN

t (1) The mobility of a wnit is. mcasured by the extent

to which it csn move its organic personnel and equipment with: its
organic transportation. A fully mobile unit can complete such move--
ment in one trip; a semimobile unit can complete it only by shuttling.
A fixed unit is one which has only a winimm of -adwinistrative ve- . .
hicles and can move only by the use of additional transportation from
some other source, With regard to medical units, mobility has an addi-
tional connotation, inasmuch as a medical treatment facility must be
patient-free before it can be moved.

-
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(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 patir. -, An im-
mobilized medical trecatment unit can continue its suppurt only in a
stabilized situation. In the advance, it must be kept mobile or re~
placed by another wnit. In a retrograde movement, it may necessarily
have to be abandoned., When the mobility of a medical unit is. jeopard-
ized by the accumulation of patients who are not adequately prepared
for further evacuation, it may be necessary to lecave a small holding
detachment with such patients when the main part of the unit is moved
closer to the troops served,

(3) Casualtics are rarely distributed evenly over a
battlefield, They tend rather to be cuncentrated in areas of casualty
density. Since the irregular distribution of casualties may place an
insurmountable burden on ce~tain medical agencies at a time when
others are relatively unoccupied, preference in the allotment of medi-
cal 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
arcas 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 informa-
tion 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
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