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FOREWORD

This is one in a series of monographs describing and assessing the role of the United

States Army Reserve in winning the war in the Persian Gulf. Countless reports have been written

and numerous books published about the Coalition victory. But, none have appeared that focus

on the Army Reserve's Citizen Soldiers and their valuable contributions to the favorable outcome
of the conflict. This monograph, and the remainder of the series, fills that void.

This report on the role of the Army Reserve in medical support during Operation

DESERT SHIELD and DESERT STORM highlights the unique capabilities of these Army

Reservists and focuses specifically on the activation, deployment, and employment of the units

and individuals of the Army Medical Department. The report discusses the role of Army Reserve

medical personnel representing the full range of medical specialty fields. The report deals with

the employment of USAR AMEDD soldiers in all theaters - CONUS, the Persian Gulf, and

Europe. This is a report of the successful employment of a capability that resides primarily

within the Army Reserve.

Other monographs in this series describe the roles of a variety of Army Reserve units and

individual soldiers. They include military police, civil affairs, engineers, trainers, transporters,

communicators, infantrymen, and strategic intelligence units. Additional monographs will addrL .s

garrisons, trainers, and other areas where the Army Reservists made a significant contribution to

the Coalition Forces victory.

Your comments on this and future issuances are welcome.

FOR THE CHIEF, ARMY RESERVE

GEORGES.
Colonel, General Staff
Chief, Program Analysis and

Evalvation Division
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UNITED STATES ARMY RESERVE
in

OPERATION DESERT STORM

Reservists of the Army Medical Department

The Sara of the 3297th Army Hospital

On 30 August 1990, the 3297th Army Hospital, located in Chamblee, Georgia, just a few
miles Northeast of Atlanta, was called to active duty for Operation DESERT SHIELD. The
mission of the 3297th was to fill the Mobilization TDA authorizations at the Dwight D.
Eisenhower Army Medical Center at Fort Gordon, Georgia. As an augmentation hospital, the
3297th Army Hospital, and others in the Army Reserve structure like it, was perfect as a pool
of skilled medical personnel to fi!l requirements of the hospital it augmented. The 900 members
of the 3297th assembled at their Reserve Centers and received the first of several surprises that
would be in store for them for the next eight months. Contrary to their expectations, all 900
members would not report to Eisenhower Medical Center; only 611 medical personnel and
medical records specialists, about three-quarters of the unit would be going, having been
activated under a derivative UIC. Tne others were not needed at Eisenhower. The home station
for the headquarters and most of the unit is at Chamblee, Georgia, but there are also
detachments at Orlando, Florida and Charlotte, North Carolina.

President Bush's decision on 7 August 1990 to commit US military forces to defend
Saudi Arabia triggered a preplanned response in the Army, so that Active Component medical
personnel--physicians, nurses, and technicians--at the fixed hospitzls in the Continental United
States (CONUS) were ordered to report to the TOE medical units to which they had been pre-
assigned and prepare for deployment to the Persian Gulf. The 3297th Army Hospital is one of
24 TDA hospital units formed specifically to augment the CONUS fixed medical facilities in this
situation.1

The mobilized personnel of the 3297th Hospital reporting to Eisenhower in the first week
of September 1990 found that the preparations to receive them were not adequate. There was
insufficient housing, and medical corps colonels and lieutenant colonels found themselves billeted
in open bays of old school buildings, and in response to their complaints were told "This is
war." They also found that some of them were not needed at Fort Gordon and would serve at
other locations.

For example,Sergeant First Class Mary Aim Ruthrauff, a licensed practical nurse on
Active Guard/Reserve (AGiK) status, wound up at Fort Bliss, Texas. After 5 days at
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Eisenhower, she and an officer nurse and 14 other enlisted personnel were reassigned, told to
drive to their new post, and despite the urgency of the situation, allowed 14 days leave en route.
Upon arrival at Fort Bliss, SFC Ruthrauff and other NCOs had to find housing off post because
the authorities at Bliss did not want senior NCOs to live in the barracks. SFC Ruthrauff and
two other NCOs rented a furnished apartment and went to work at the hospital in their
specialties. After four months at Fort Bliss, about 18 January 1991, SFC Ruthrauff volunteered
to go to Saudi Arabia. She was denied permission by the commander of the 3297th, Colonel
Peter A. Sanchez, on the basis that she was an Eisenhower asset who was only on loan to Bliss.
SFC Ruthrauff returned to Eisenhower in January and worked in the Intensive Care Unit as a
wardmaster until returning to the unit's home station on 18 April 1991. She thought the duty
was good overall but that it could have been improved by some better planning for using the
Reservists.'

Other members of the 3297th did not take the change in plans with such equanimity.
Most of the members of the unit, and particularly senior physicians, had been attracted by the
idea that upon mobilization they would be serving at Fort Gordon, only about 150 miles from
their homes in the Atlanta Area. They expected to be able to travel home on weekends or days
off to see their families and perhaps even to keep their practices going by seeing some patients.3

When they found that they would be used in CONUS but not necessarily at Eisenhower, some
were shocked. 4

Almost all of the original members of the 3297th Army Hospital ended up on active duty.
The members not called up in August were called up in January and February 1991 to augment
staff at CONUS hospitals during the ground war, and while the Active Component personnel
returning from the theater took leave and got settled again at their CONUS stations. About 500
of the members of the 3297th ended up working at 42 different medical facilities in CONUS,
and 15 (1 physician and 14 enlisted personnel) were deployed to the theater as individual fillers.
In effect, the 3297th ceased to exist as a unit as its personnel were farmed out to serve where
needed. In most CONUS medical facilities it was ha.,1 to tell who were the RC personnel and
who were the AC personnel. The use of the Reservists as individual fillers was good for work,
but bad for the soldiers involved. For one thing, the individual Reservists had difficulty getting
help with their unit personnel problems and felt cut-off from their unit.

Back at Eisenhower Army Medical Center, the remnants of the 3297th continued to
function in their original mission. Colonel Sanchez became the Deputy Commander of
Eisenhow,:r for Reserve Affairs and concurrently helped administer his unit and the Reserve
personnel at Eisenhower. This contributed to Reserve soldier accountability. The Reservists
wore the Active Component patch and were integrated into the work of the hospital, but as some
of the original Active Component personnel came back to Eisenhower. there were too many
physicians for the workload. One Reserve surgeon spent six months on active duty without
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touching a scalpel. Early problems with the substandard billeting for all activated personnel had
been corrected by January, and many of the Reservists lived in nearby motels under contract to
the Government. Major Travis Everett, an administrative officer, missed the original activation
and remained at the 3297th Hospital's Home Station working to support the troops at
Eisenhower. Among other things, he sent a number of cooks there on annual training to
augment the kitchen work force. Major Everet: was activated on 31 January 1991 and worked
at Fort Gordon until the entire unit was released from active duty on 18 April 1991.

The members of the 3297th believe that the "whole activation was overkill" because "no
one knew what the casualties would be."' After the release from active duty, some of the
colonels and lieutenant colonels got out of the Reserve because their plans to spend the war close
to home did not work out, and they were unwilling to give up or jeopardize their medical
practices again. Most of the younger doctors, however, are not ready to get out but want to be
utilized better on the next activation. Much of the problem for members of the 3297th stemmed
from a lack of understanding of the mission of augmentation hospitals like thcirs.

The Army Medical Department

Operation DESERT STORM was a major challenge for the Army Medical Department,
and although the challenge was not met exactly the way it was planned, it was met. The long-
standing plan to provide health care support for a major conventional war with the Soviet Union
in Europe had to be adapted to the different demands of a War with Iraq in the Persian Gulf.
The Army's plan called for rapid reassignment of medical clinical personnel from fixed "brick
and mortar" hospitals to deployable hospitals, which would then be deployed to the theater to
provide medical support for the fighting forces. Simultaneously, the fixed hospitals in the
United States would be augmented by Army Reserve medical personnel to provide a capacity
to receive patients evacuated from the theater. At the culmination of the plan there would be
a medical force in the theater ready to receive, diagnose, and then treat or evacuate the
anticipated number of patients to the United States. This is what actually happened, but there
were major differences between the plan and the reality caused by the nature of the War with
Iraq.

The Army Medical Department faces a major problem in reconciling two very different
demands in wartime and peacetime. The wartime medical system has to be able to treat large
numbers of battle casualties with a seamless system that operates smoothly from battalion aid
stations in the combat zone all the way back to the hospitals and medical centers in the United
States. The peacetime medical system has to treat large numbers of ill soldiers, their family
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members, and retirees in fixed hospitals located overseas or in CONUS at major Army
installations or major medical centers. The two missions are quite different--requiring different
skills, different kinds of equipment, and different methods of administering health care.

A Note on Terminology

Terms and abbreviations used by the Army Medical Department require some explanation
for the lay person. The Army Medical Department is the organization that provides medical and
health care services to the Army. The Army Medical Department consists of six branches.
Four of these are self descriptive; the Medical Corps (physicians), the Nurse Corps, the Dental
Corps and the Veterinary Corps. The Army Medical Specialist Corps includes Occupational
Therapists, Physical Therapists, Hospital Dieticians and Physician Assistants. The Medical
Service Corps includes 29 specialties and provides medical unique administrative, field medical,
technical, scientific, and clinical services to the Army Medical Department and the Army.
Additionally, Medical Service Corps officers provide clinical direct patient care services that
include audiology, podiatry, mental health, and optometry. There are two medical specific
Warrant Officer specialties in the Army: the Veterinary Services Technician, responsible for
food inspection and quality assurance, and the Health Services Maintenance Technician,
responsible for managing health facility maintenance requirements. The enlisted career
management field for medical (CMF 91) consists of 32 specialties. Enlisted duties include
medical and dental care, therapy, laboratory testing and analysis, biomedical equipment
maintenance, fabrication and repair of prosthetic devices, medical supply, and hospital food
service. All personnel involved in the clinical treatment of patients will be called Health Care
Providers (HCP) in this report unless a more specific categorization is needed.

The Army Medical Department operates two basic types of Medical Treatment Facilities:
Medical Centers and Army Community Hospitals. There are also clinics, laboratories,
vctcrinary activities, and various associated and supporting facilities. Generally speaking, the
difference between a Medical Center and a Community Hospital has to do with size, number of
specialties, and degree of care available. Each offers the beneficiary population in-patient as
well as out-patient care. Medical Treatment Facilities may be either fixed (brick and mortar)
or operate from temporary shelters in the field. Dispensaries aie smaller facilities offering only
out-patient treatment. Clinics are departments within a hospital, or also may be separate
facilities offering a limited range of out-patient care. All of the facilities at wlich patients
receive medical care will be called Medical Treatment Facilities (MTF) unless a more specific
term is needed.

The basic term used to describe an amount of health care capability is a "bed". A "bed"
is defined as an accommodation in a functioning medical treatment facility that is set up and
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ready in all respects for the care of a patient, 'ncluding space, equipment, material, staff, and
ancillary and support services. So a "bed" includes inherently all of the people and resources
to provide care for the patient in the bed. There are many different kinds of beds: operating,
recovery roc m, intensive care t.,*t, and special care unit. The capacity of a medical treatment
faclity is measurcd by the number of beds it is authorized or actually has available.6

The Peacetime Mission

The peacetime mission of the Army Medical Department occupies most of the time,
attention, and money sirce most of the tihne the Nation is not at war. Medical Treatment
Facilities (MTF), including clinics, medical department activities (MEDDACS), community
hospitals, and medical centers, such as Walter Reed in Washington, D. C., provide medical care
for illness and injuries that occur in the supported population. The primary parpose of the
peacetime medical system is to maintain the health' of the force--keep the soldiers themselves in
good physical condition--primarily to -,ncrease their ability to fight w,-hen necessary, but also to
reduce total health care costs th.-ough preventive medicine and promotion of gooG health
practices. In addition, the Army Medical Depanment in peacetime provides medical care for
the authorized family mcm'rers of scrvice mcrnbcrs--wivc , childrcn, and othcis who mect the
legal definition of dependents. Although there is no legal obligation to do so, the Army also
offers medical care at its medical treatment facilities en a space available basis to retired military
r:r.ronnel and their family members.

Retuirc military personnel and their family membets, as well as family members of active
duty soldiers, may also receive medical care from the private sector undhr an insurrance program
called Civilian Health and Medical Program for the Uniformed Services tCHAMPUS), for which
hey pay a portion of the costs incurred. In order to hold down costs of CHAMPUS, the policy

is that for all in-patient care and some out-patient procedures all eligible personnel must seek
treatment in a military medical facility and be refused for lack of space or capability before they
can be reimbursed by CHAMPUS for private sector services. This policy is designed to achieve
a very nigh rate of utilization of fixed facilities and clinical pcrsonnel in peacetime. Upon
attaining age 65, most CHAMPUS beneficiaries are transferred to the Social Security
MEDICARE program.

Since the soldiers themselves are young and in generally good physical condition, they
do not contribute the bulk of the peacetime workload--except for treatment of injuries due to
accidents from training or day-to-day operations. ? lost of the peacetime workload, therefore,
coasists of civilian type disease and injuries, includi.ig delivery of babies and care for children.
Since the retired population is older than the active du:ty population, caring for retired person.ael
involves diseases of aging and long-term chronic illncss. In pcacctine. the cquipmcnt,
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pharmaceuticals, and the training and certification of clinical personnel are designed for treating
the peacetime patient workload.

The peacetime medical system has to be capable of treating a wide variety of patients in
fixed facilities, and using the very latest in high-technology medical equipment. It is staffed
primarily by fqmily practitioners, obstetricians, pediatricians, internal medicine specialists, and
a variety of surgeons. It consists of many Table of Distribution and Allowances (TDA) units,
each designed to handle a specific workload at a specific location.

The Wartime Mission

In wartime, however, the AMMED must be capable of treating a completely different
kind of patient workload -- primarily combat casualties. Prior to World War II, it is a historical
fact that more soldiers died of disease than from enemy action. But, because of great advances
in preventive medicine, disease-related casualties have been greatly reduced. During World War
I, Korea, and Vietnam, combat exceeded disease by a large margin as the primary cause of
casualties.'

In time of war, however, there is an increase in what are called Disease and Non-Battle
Injuries (DNBI). Injuries increase because the tempo of operations is higher, more vehicles
move faster, more exercises are conducted, and more accidents happen. Disease increases
because soldiers are sent to strange places and new recruits are added to the force. These
increases in medical workload, however, are small compared to the workload anticipated from
combat casualties.

Combat casualties result from enemy action (although a few are caused by friendly fire).
Some casualties are killed outright, but most suffer wounds that may or may no, lead to death,
depending on the quality and timing of medical treatment. One of the primary purposes of the
medical system in support of the Army in the field is to reduce the number of wounded
casualties who die of their wounds. The Army has made remarkable progress in saving the lives
of wounded soldiers who in an earlier time would have died of their wounds. Historically, about
65% of combat casualties are wounded slightly so that they can be treated and releascd, and
about 20% of the combat casualties are killed outfnght. The remaining 15% of combat casualties
are wounded seriously and require medical treatment to survive. The survival rate for seriously
wounded personnel was 57% for World War II, 82% for the Korean War, and 73% for the
Vietnam War. The apparent down-turn for Vietnam is misleading, for very rapid evacuation
by helicopter In that war allowed soldiers who previously would not even have been treated to
be moved quickly to medical f3cilites for life-saving treatment.8
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Battle wounds are caused by pieces of metal (bullets, bomb or shell fragments, or pellets)
hitting the body and tearing the flesh or damaging intenial organs. The medical response to
these wounds is to stop bleeding, treat for shocrt, and repair the damage by surgery. The
definitive surgical procedure is performed is near to the front lines as necessary, .epending on
whether the patient can be moved safely or not. This is done to provide better conditions for
surgery. If possible, the patient is stabilized and evacuated to a medical treatment facility farther
behind the lines, in some cases all the way back to the fixed facilities in the United States before
the final repairs are made.

The wartime medical system has to be capable of moving into a theater of war outside
the United States, operate out of portable facilities (e.g. tents or portable shelters), and use
equipment capable of working under field conditions. It is staffed primarily by health care
providers of various kinds. This system consists of numerous Table of Organization and
Equipment (TOE) medical units of various kinds, linked doctrinally into a single theater-to-
CONUS treatment and evacuation system.

Reconciling Peacetime and Wartime Demands

Faced with two very different sets of demands for facilities, equipment, and personnel
and the reality that two complete sets of medical units would not be possible, the Army had to
find a way to change from a peacetime posture to a wartime posture quickly and efficiently.
The solution was to have two sets of units but one set of active duty medical clinical personnel.
Clinical personnel include all those who actually treat patients: physicians, dentists, nurses,
optometrists, psychologists, radiological technicians, ward masters, and medical aid personnel.
Most of the clinical personnel are officers. A significant number of enlisted personnel who are
essential to the operation of the medical system are provided as fillers. Both TDA fixed medical
units and TOE medical units also include support personnel who do not treat patients, although
some may interact with patients. They include administrators, clerica& personnel, supply and
repair personnel, drivers, and other non-medical personnel. The Army created one set of Active
TDA units for the peacetime mission with a full set of clinical personnel arnd support personnel.
The Army also maintained a set of Active Component TOE units for the wartime mission but
assigned to them only the support personnel. The idea was that the medical clinical personnel
would work during peacetime in the fixed hospitals but would transfer to the field medical units
and hospitals when needed to support combat operations.

The Professional Officer Filler System (PROFIS) was established in the mid-1970s to
pre-assign Active Component clinical personnel to specific TOE medical units so that the change
could be made quickly and easily. The rule for PROFIS was that tihese preassigncd clinical
personnel would move to their TOE medical units when requested--no dclays and no excuses. 9
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Moreover, they would not be replaced by the Active Component when they left.' This
arrangement made best use of Active Army clinical personnel: they would work in fixed
facilities in peacetime and in TOE medical units in wartime.

Even under this arrangement, however, the Active Army had insufficient medical assets
to support the wartime mission. A large number of additional TOE medical units were
maintained in the National Guard and Army Reserve, and these units--unlike those in the Active
Component--had both medical clinical personnel and support personnel assigned to them. The
total TOE Medical units were allocated about 30% Active, 20% Guard, and 50% Army Reserve.
It was also necessary to provide individual medical clinical personnel to backfill the CONUS
fixed MTFs once the Active Army personnel had gone to their TOE units. This was needed
because the hospital beds in t.,.ese fixed facilities would be used to provide treatment for normal
peacetime workload, as well as the long-term care for battle casualties. The Army created in
the Army Reserve a number of TDA hospitals that had the health care providers and some
support personnel needed to augment the fixed hospitals to meet the expected wartime mission.
IMAs and IRR members would backfill the PROFIS losses as they occurred.

The culmination of the plan would find a full set of fully manned Active, Guard and
Reserve TOE medical units in the theater to provide medical support, backed-up by a full set
of fixed hospitals in CONUS manned by predominately Reserve personnel. For a war in the
Persian Gulf, military hospitals already in Germany would provide treatment and act as a staging
area for further evacuation of patients to CONUS, when necessary. The whole system would
be devoted solely to the treatment of battle casualties and DNBI resulting from the war. The
family members az.d retired personnel formerly trated at the CONUS fixed hospitals would be
treated entirely by fhe private sector under the ( '-'AMPUS insurance program.

Health Services Command operates all CONUS fixed facilities, delivers peacetime health
care, and provides treatment during wartime for patients evacuated from the theater. The Army
Forces Command and Unified Commanders have all of the TOE medical units of all components
needed to support wartime operations. As well, Forces Command has the augmentation
hospitals designed to aug.nent the Health Services Command facilities. U. S. Army Europe
would accomplish not only its own peacetime medical mission but, in the case of war in the
Persian Gulf, would also provide care for evacuated combat patients.

At the start of Operation DESERT SHIELD in August 1990, this was the medical support
plan for which organizational arrangements had been made. The plan was based on using a
large number of Reserve Component medical units, so that a call up was necessary to provide
the required capability.
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The p!an did not work as was intended because certain basic war planning assumptions
did not come true. First, the assumption that peacetime family member and retiree workload
would be shifted entirely to the private sector was wrong because the Army leadership directed
that the Army would continue to support these personnel. Second, the assumption that pre-
planned fill of deployable medical units by PROFIS would be adequate proved to be wrong as
additional fillers were required to bring units up to minimum strength. Third, the assumption
that all Reserve Component units, the IMA, and the IRR would be called up in an incremental,
phased build-up was wrong. Only a portion of the Guard and Reserve was called since full
mobilization was never reached and partial mobilization was not declared until mid-January
1991. That placed on the Active and available part of the Reserve medical force structure the
unresourced requirement to support the processing of Reservists to active duty.

Another factor that impeded tlhe medical support plan from working as intended involved
the management of PROFIS. Here we had a nationwide system of obtaining certain skilled
health care providers for our deploying units, and the Reserve backfill for those personnel as
well, and we had no coherent automation system for managing it. There was no software or
data base to sort out who or what we had or where they were assigned. Some personnel wound
up with multiple orders. There was much confusion in this area that can be eliminated with
proper planning and management."

Medical Support for the Army in the Field

The Army system for medical support of the Army in the field starts with the individual
soldier and works back to the large medical centers in the United States. These centers are
equipped with the most modem medical equipment and staffed by expert physician specialists.
The system is designed to minimize loss of life from battle casualties and DNBI. There are five
levels (or echelons) in the medical system: individual and unit care, clearing stations, corps
hospitals, hospitals at echelons above corps in the Communications Zone, and fixed hospitals
in the Zone of the Interior--the Continental United States (CONUS). In the case of the Gulf
War, hospitals in Germany would play the same role as hospitals in CONUS for evacuated
patients. '2

Military medicine is unlike civilian medicine because the circumstances are so different.
Typically, civilian medicine emphasizes performing all of the treatment in the same place bybringing doctors, including specialists, and various equipment items to the same vicinity as the

patient--generally a fixed brick and mortar hospital. The emphasis in civilian medicine is to do
all that can be done right away--that is, apply tne maximum treatment at the outset. This
tendency is limited by caution about trying conservative treatment before invasive surgery, but
the thrust still is to apply maximum appropriate treatment at the outset. A surgeon with a patient
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who has suffered a massive injury to the stomach will perform the complete operation at one
time. In military medicine on the battlefield, the approach is the opposite At the initial stages
the physician does only the minimum required to assure that the patient will live and be capable
of being moved back to another, larger medical facility. The initial stages in medical treatment
are usually limited and lacking in shelter--except perhaps for a tent. A battalion aid station will
consist of a clearing capability with some litters and medical personnel with their own medical
kits. This is not an appropriate environment for complicated surgery, so the emphasis is on
meving the patient back from the front lines--and out of additional danger from enemy fire--to
a larger, better equipped facility where the necessary procedures can be done safely.

Evacuation is a fundamental part of military medicine. The intent is to get the patient
moved away from the front lines as soon as possible. Battlefield evacuation may be
accomplished by individuals carrying a wounded soldier to a medical facility, by stretcher
bearers, or more and more by helicopters. Helicopter evacuation wa. started in Korea and used
widely in Vietnam, so that a wounded soldier could be in a hospital within minutes of the time
the wound was incurred. Rapid evacuation is credited with saving many lives that otherwise
would have been lost, and the military emphasis on rapid evacuation has been adopted
throughout the Nation for rapid evacuation of accident victims to trauma centers. Ground
ambulances are used to move patients from one medical facility to another throughout the theater
of operations and would have played a key role in the Gulf War had it been more protracted
with larger numbers of casualties. Evacuation may also be made by large aircraft from airports
near the combat zone, and these evacuation flights can move a patient directly to large hospitals
in the United States or at mid-points. During the Vietnam War, many combat casualties were
flown directly from medical facilities in the combat zone to Japan, and the plan was to use
Germany as an evacuation destination for the War with Iraq.

The unit provides the first level of medical care. Each soldier is trained in first aid and
self help, such as how to inject himself or herself with an antidote for nerve gas. Combat
battalions and some combat support battalions have medical sections with a physician and several
medical technicians. The battalion surgeon sees troops on routine sick call and in combat
operates a battalion aid station to which many casualties are brought. Aid men are in support
of each combat company and go with their supported units into combat in order to apply
immediate treatment to wounded personnel. Unit personnel evacuate casualties to division
medical companies.

The second level of medical care is at the division level. Within the division support
command, theie are four medical companies--one in each of the three composite forward support
battalions and one in the main support battalion. Each of the forward support battalions includes
also a maintenance company and a supply and transportation company and is designed to provide
a broad range of service support to each of the three combat brigades in the division."3 At the
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time of DESERT STORM almost all of the Army's divisions had reorganized to the multi-
functional organization described above, and only two divisions--the 82nd Airborne and the 101st
Air Assault--had their own organic medical battalions. Emphasis at level two is on emergency
lifesaving measures to stabilize the patients and evacuate them to a higher level of medical care.

The third level of medical care is provided at the corps level by hospitals. Casualties are
brought to clearing stations by the divisional medical companies, evaluated, provided necessary
immediate treatment, and evacuated to a hospital using air and ground ambulance assets of the
medical battalions. Casualties with life-threatening wounds are given immediate resuscitation
surgery in mobile army surgical and combat support hospitals located in the combat zone near
the clearing stations, while those with less threatening wounds are sent to evacuation hospitals.
The emphasis at level three is basic life-saving surgery, stabilization, and rapid evacuation either
to Echelons Above Corps (EAC) medical units or out of the theater.

The fourth level of medical care is provided in the communications zone by field and
general hospitals at EAC. Casualties evacuated from the corps medical treatment facilities are
given definitive care and surgery, and postoperative care. These hospitals also provide
rehabilitation to return patients to duty in the theater. Emphasis at level four is on complete
medical care to heal the patient.

The fifth level of medical care is provided by fixed hospitals in the Zone of the Interior
(CONUS) that have the capability to treat special problems (such as burns) and provide complete
care for patients evacuated from the theater. Emphasis at level five is on definitive long-term
treatment and reconstructive care and rehabilitation. For DESERT STORM, fixed hospitals in
Germany were also planned to be used in this role..

The Army uses six different kinds of hospitals to provide medical care in the theater of
operations. Each is designed to perform a different task in the overall medical system, and each
has different capabilities as shown in Figure 1." Intensive care unit (ICU) beds are for patients
right after surgery; intermediate care ward beds are for patients recovering from surgery;
medical ward beds are for patients with disease and other health problems.
Hospitals at level three emphasize surgery; hospitals at level four provide both medical and
surgical care and recovery.

Hospitals operating at level three are the mobile army surgical hospital (MASH), combat
support hospitals, and evacuation hospitals. The function of the MASH is emergency life-saving
by performing resuscitative surgery so that patients can be moved safely back to another
hospital. The combat support hospital's job is to perform surgery on those patients not needing
life-saving operations and to treat some medical patients, as well as evacuating patients to the
rear, even directly to CONUS. The evacuation hospital performs additional surgery and
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provides short-term care for medical patients, while continuing in the chain of evacuation either
to another hospital in the theater or outside the theater.

Hospitals operating at level four are the field hospital, station hospital, and general
hospital. These generally larger organizations have a capability for final surgery and also for
medium term care of both surgical and medical patients.

Figure 1.

Comparison of Army Hospital Capabilities

Operating ICU IC Ward Med Ward Total
Tables Beds Beds Beds Beds

MASH 4 60 - - 60

Cbt Spt 4 40 80 80 200

Evac 6 40 160 200 400
Levl 4 _ _ _ _I

Field 6 30 180 190 400

Station 5 50 300 150 500

General 8 100 600 300 1,dO0)

Because of the increased mobility of modem warfare, the increased vulnerability of rear
areas to attack, and the faster evacuation of patients made possible by helicopters and aircraft,
all of these hospitals have an emergency surgical capability to receive and treat casualties
received directly from clearing stations.

The functior, total and professional strength, and number of health care providers (HCP)
authorized the non-divisional medical units used for Operation DESERT STORM are shown in
Figure 2. For evacuation units, the numbers and kinds of equipment are shown. In addition,
much specialized medical capability and most of the dental and veterinary capability is organized
into 10-30 person detachments that can be co-located with larger medical units to provide the
exact kind of overall medical support needed.
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Figure 2.

TOE Non-Divisional Medical Units
(August 1990)

Unit Authorized Strength Authorized Officers HCPs or Equipment

Clearing Company 120 10 7

MASH 239 68 64

Cbt Spt Hospital 303 73 60

Evacuation Hospital 402 89 77

Field Hospital 435 124 107

Station Hospital 395 124 106

Gerneral Hospital 707 233 206

Ambulance Co 110 5 36 Ambulances

Air Ambulance Co 200 30 15 Helicopters

Air Ambulance Det 53 10 6 Helicopters

NOTFE: HCP represents officer health care providers and includes all who provide the cinica
treatment of patients.

Rery Call-up for DESERT STORM

Almost 26,000 Army Reserve and National Guard medical personnel were called up for
DESERT STORM, as shown in Figure 3. The total strength of medical personnel in the
Southwest Asia Theater was 22,139, with the Active Army providing 7,807 or 35%. One can
easily conclude, therefore, that this fu.nction was truly integrated as a Total Army effort.
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