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MEDICAL TACSOP, TRAINING AND PLANNING GUIDE

 FOR AVIATION UNITS

1. SCOPE.  This document establishes and prescribes procedures that may be followed by the unit identified and its assigned, attached, or OPCON units or elements.

2. PURPOSE.  This document provides routine tactical operations guidance for     

assigned, attached, and OPCON units.

3. APPLICABILITY.  This SOP may be used as a guideline for medical sections either assigned, attached, or OPCON to an aviation unit or aviation task force.  

4. REFERENCES.  FM 8-10-4, FM 8-10-6, FM 8-10-7, FM 8-10-8, FM 8-10-26, and the Officer’s Basic Course Student Handbook.

ANNEX A (Responsibilities for the medical section within a theater of operations)

1. Advise the battalion S-1 on the medical readiness of the command

2. Operate a battalion aid station

3. Conduct sick call

4. Provide tailgate medicine while establishing and disestablishing the (BAS) to include tactical convoys

5. Train, certify, and re-certify combat lifesavers

6. Conduct task force medical planning during combat operations

7. Maintain communication with the TOC and Charlie MED (level II)at all times 

8. Coordinate medical evacuation with  level II for dirty and clean casualties

9. Request and provide class VIII supplies

10. Assist units and sections in developing CASEVAC plans

11. Conduct and supervise CASEVAC rehearsals with combat lifesaver certified soldiers

12. Provide medical treatment to injured/wounded soldiers including EPWs

13. Enforce field sanitation by checking water sources for proper chlorine residual, ensuring latrines have hand washing facilities, units are utilizing both shower and trash collection points, and dining facilities are conducting operations IAW FM 21-10

ANNEX B (Medical and CASEVAC Planning during Combat Operations) REF: FM 8-10-8
A. Determine the Medical Threat- a composite of all ongoing or potential enemy actions and environmental conditions that may render a soldier combat ineffective.  The soldier’s reduced effectiveness results from sustained wounds, injuries, stress-induced performance deterioration, or diseases.  The elements of the medical threat include the following:

(1) Diseases endemic to the area of operations

(2) Environmental factors (i.e. heat, cold, humidity, and high altitude)

(3) Battle injuries

(4) Biological warfare

(5) Chemical warfare

(6) Directed energy sources

(7) Blast effect munitions

(8) Flame and incendiary weapons

(9) Nuclear weapons

(10)Toxic industrial material / chemicals (to include radioactive material) 

(11)Combat stress and continuous operations

B. Medical Planning- primarily, this should be a significant part of the Military Decision Making Process (MDMP).  Combat Health Support (CHS) plays a key role in developing and maintaining combat power.  The OIC / NCOIC must know the who, what, when, and where of tactical plans to develop flexible, responsive support for the unit that it supports.

The OIC / NCOIC must coordinate with the supporting level II facility for locations of all designated and pre-designated battalion aid stations, ambulance exchange points, and patient decon sites within the brigade or division task force.  This allows flexibility in terms of evacuation on the battlefield.  Meaning, if a soldier is wounded or injured on the battlefield he or she would normally be evacuated to the battalion aid station located within their tactical assembly area unless the soldier is within the proximity of another medical treatment facility.  In this case, the soldier should be evacuated to the nearest medical treatment facility (MTF).  Primarily, this goes back to medical planning and being able to forecast the unit’s needs based on the mission.  The medical OIC / NCOIC should always attempt to secure an updated copy of a Combat Service Support (CSS) matrix of the battlefield.  Attending CSS rehearsals and providing feedback to the unit is paramount to the success of the mission.  Additionally participation of CSS rehearsals at Charlie MED will allow the unit to pre-plan CASEVAC operations from level I to level II.

C. Intelligence Preparation of the Battlefield (IPB)- a concept that medical leaders should be familiar with on the battlefield.  During the process of planning primary and alternate evacuation routes there are several areas that leaders must take into consideration.  In terms of terrain analysis, remember the acronym OCOKA.  Observations and fields of fire, cover / concealment, obstacles, key terrain, and avenues of approach.  Medics must keep in mind that the enemy may consider seizing valuable terrain.  Choke points and likely avenues of approach are examples of key terrain.  When conducting route recons to level II, soldiers must have situational awareness of the battlefield.  Prior to departing the tactical assembly area leaders must brief personnel on challenge / password, current MOPP level, threat con level, weapons control status, the direction of enemy personnel, and ensure that soldiers have all necessary equipment on-hand to accomplish the mission.  Primarily, this is done through pre-combat checks and pre-combat inspections.  For more information on medical intelligence refer to FM 8-10-8.

D. During the planning of CASEVAC operations it is critical to create more than one course of action.  Obviously, the more options the better.  Rehearsals should be conducted with each course of action.  Additionally rehearsals should consist of evacuating dirty casualties from level I to level II, conducting patient treatment and decon operations with a minimum of 2 medical and 8 non-medical personnel, and conducting CASEVAC rehearsals with combat lifesavers who can also augment medics as litter teams.  It is critical that CASEVAC rehearsals are supported and driven by the chain of command (i.e. BN and CO CDRs ).  The NCOIC should coordinate with unit first sergeants for dedicated nonstandard vehicles to assist with evacuation.  Typically, the medical section will not have enough evacuation assets to evacuate a substantial amount of casualties from the battalion aid station to Charlie MED.  Nonstandard vehicles should be pre-designated with assigned drivers.  Medical NCOs should conduct PCIs on assigned drivers ahead of time.  Deficiencies should immediately be reported to unit first sergeants.  Examples include operators not being properly licensed for that particular piece of equipment, no navigational aids are on hand, and night vision devices are missing which should include both driver and TC.  A risk assessment should be incorporated in order to minimize risks.  Additionally, leaders should identify both enemy and environmental hazards and develop control measures to reduce risks.  While training at Combat Training Centers, medical NCOs must remind casualties to wear kevelars while being transported in tactical vehicles.  Each vehicle should have communications with its parent unit, especially, if the vehicle is deploying by itself enroute to level II care.  The purpose of this is in the event something goes wrong, the driver or TC have the capability of contacting the unit.

ANNEX C (Establish and Maintain a Battalion Aid Station) REF: FM 8-10-6 and the ARTEP Manual 17-236-12-MTP
A. Upon entering a tactical assembly area or area of operations the medical leaders must know the priorities of work.  Obviously, security is the number one priority.  Once the security criteria is met the OIC / NCOIC must ensure that communications are established with the TOC and Charlie MED to include knowing the locations, call signs, and frequencies.  Some priorities of work may be done at the same time.  Typically, an aid station should be ready to receive casualties within 15 minutes of occupying their area of operations.  Prior to that the medical section must provide tailgate medicine and have a means to ground evacuate a casualty if need be.

B. Subsequently, triage lanes should be established.  This allows patient flow to be more effective.  There are several ways to setup triage lanes.  The most important aspect would be to erect triage lanes in a manner that would eliminate confusion.  A few methods of establishing triage lanes include the D.I.M.E. method and the linear lane concept.  The acronym D.I.M.E. stands for- Delayed, immediate, minimal, and expectant.  Once a casualty arrives to the BAS, a triage NCO should provide the initial triage of the patients and determine who is the most urgent.  After the triage NCO has assessed the casualty, depending on his or her category the patient should either see a combat medic or physician.  Nevertheless, the triage NCO will make the initial call.  Once a physician treats the casualty, he or she will either return to duty or be evacuated to level II.  Remember, level I does not have patient holding capability.  If evacuated to level II a combat medic should provide en-route medical care by monitoring vital signs, re-enforcing dressings and keeping the casualty stabilized.  Triage lanes should be marked for day and night operations.  Generally, chem lights work great for marking triage lanes at night.  Engineer tape, pylons, #10 cans with letters punched into them, or signs work for daylight operations.  Color coding lanes during both day and night operations is effective (i.e. immediate-red, delayed-green, and minimal-blue).  These are examples of the color coding system.  Medical personnel should be identified at night by a designated chem light color.  Identifying medics with double orange chem lights in helmet bands you will reduce patient handling time and confusion.  At the same time, medical chests should be positioned whereby the majority of the section have access to supplies in the event of a mass casualty situation.  A tent provides excellent protection from the weather, however, should not be included in the 15 minute setup time.  On the other hand, an evacuation staging area for vehicles and casualties are necessary.  At least one medic should monitor the evacuation point.  Mainly to monitor casualties vital signs, re-enforce dressings, and ensure all casualties have a DD Form 1380 (Field Medical Card) attached to their clothing prior to being evacuated to level II.  If at all possible, at least 1-2 trucks should be on standby to include an ambulance.  However, if this is not possible, unit 1SGs should pre-designate a number of vehicles to report to the BAS, in order to assist with evacuation of casualties.  The medical OIC / NCOIC must plan ahead and utilize every resource possible.  For instance, coordinating with unit 1SGs for litter teams.  As mentioned earlier, combat lifesavers should augment medics whenever possible.  Remember combat lifesavers must first fulfill their primary duties.  The medical NCOIC should organize and direct CASEVAC rehearsals with medics and combat lifesavers to ensure synchronization.  Primarily, the medical OIC or NCOIC should brief all medics and combat lifesavers as to what role he or she will play in the event of an attack or accident whereby several soldiers are wounded.  

C. During mass casualty events efforts from all soldiers are important in evacuating sick and wounded soldiers.  An S-1 representative should be present to account for all casualties.  S-1 tracks DD Form(s) 1155s/1156s and request replacement personnel if needed.  One soldier should be designated to monitor radio communications and notify level II if casualties are en-route.  In addition, warn the section of incoming personnel who are wounded.  This allows the medical section to prepare for the worst case scenario.  If at all possible, a non-medical soldier should be designated as a traffic controller.  Meaning, one soldier needs to ensure that there is only one patient drop off point, one entrance and exit for vehicles carrying casualties.  This technique enhances command and control.  During mass casualty scenarios, combat medics should be treating / stabilizing casualties within the triage lanes, assisting physicians, monitoring the radio, or manning the evacuation point.  Once casualties reach the evacuation point they are awaiting transportation from level I to level II.  During CASEVAC rehearsals it is key to train combat lifesavers on how to setup and properly man a casualty collection point (CCP).  A combat lifesaver must take charge at company level.  They are expected to treat, organize, and coordinate evacuation assets within the unit.  Primarily, evacuating soldiers from point of injury to level I.  Combat lifesavers need to be aware of the importance of providing proper treatment and evacuating casualties to a level I facility without causing further injury.  Providing improper treatment and utilizing improper transportation methods are a few factors that could contribute to causing further injury to the casualty.  Dedicated vehicles should be free of equipment in order to prevent loads from falling on casualties.  Dedicated vehicles transporting casualties from level I to level II should have troop straps, water, BII, communications, and appropriate navigational aids.

D. Transporting casualties with weapons should be avoided.  In accordance with FM 8-10-6, a weapon should never leave the division area of operations.  Once a soldier is wounded, the chain of command does not know the level of care that a soldier needs.  Meaning, certain soldiers may be evacuated outside the theater of operations.  Sensitive items should be maintained at unit level and reissued to replacement personnel.

E. Class VIII resupply is supported by level II.  Level I is responsible to resupply all combat lifesavers.  Its imperative that all medical sections deploy to a theater of operations with all authorized equipment.  Refer to the Modified Table of Equipment (MTOE).  A unit supply representative or the S-4 should have access to the (MTOEs).  Prior to deploying it is not a bad idea to stockpile certain items such as I.V. fluids and field dressings.  Keep in mind that Charlie or Echo MED is not a Division Medical Supply Office (DMSO).  This mainly pertains to units who deploy to Combat Training Centers whereby the largest element is a brigade combat team.  In this case, DMSO would not exist.  Forgetting to deploy with all authorized equipment can cause hardships on an entire task force.  Conducting frequent inventories of all sets, kits, and outfits and requesting all shortage items prior to deploying is paramount.

F. Disposition of Remains.  Evacuating KIA(s) to the battalion aid station should be avoided.  As a rule of thumb, never evacuate dead soldiers with the living.  Quartermaster (S-4) handles the deceased and ensures that all bodies are transported to a GREGGS registration site which is normally located within the BSA.  S-1 is responsible for requesting new personnel.

G. Self-Defense and Defense of Patients- when engaging in medical evacuation operations, medical personnel are entitled to defend themselves and their patients.  They are only permitted to use individual small arms.  The mounting or use of offensive weapons on dedicated medical evacuation vehicles and aircraft jeopardizes the protections afforded by the Geneva Conventions.  These offensive weapons can include, but are not limited to- machine guns, grenade launchers, hand grenades, and anti-tank weapons.  Medical personnel are only permitted to fire in their personnel defense and for the protection of the wounded and sick in their charge against marauders and other persons violating the law of war (REF: FM 8-10-6).

H. Enemy Prisoners of War- Sick, injured, or wounded EPWs are treated and evacuated through normal medical channels, but are physically segregated from U.S, allied, or coalition patients.  The EPW patient is evacuated from the combat zone as soon as his or her medical condition permits.  Personal resources to guard EPW patients are provided by the echelon commander.  Medical personnel do not guard EPW patients (REF: FM 8-10-6).

ANNEX D (Maintenance of Equipment and Pre-Combat Checks / Pre-Combat Inspections) REF: FM 8-10-6
A. Leaders are responsible for conducting PCC/PCI on all personnel and equipment.  Undoubtedly, this is a critical step towards accomplishing the mission.  A leader’s job is to check and recheck.  For example, SGT Y ensures that his soldiers are conducting Preventive Maintenance Checks and Services (PMCS) IAW the technical manual.  Later, he decides to conduct spot checks on all the vehicles that he is responsible for.  The following are different examples of PCC/PCI checklists:

B.  Pre-combat checklist for personnel.

      _____ Ensure soldiers are in the correct uniform.

      _____ Ask questions to ensure that soldiers have been briefed on the mission and 

                 situation

      _____ Implement the appropriate MOPP level.

      _____ Check operators for drivers license.

      _____ Brief soldiers on operations safety and environmental injuries.

      _____ Individual equipment is on-hand and stowed properly.

      _____ Identification cards and tags are on-hand and serviceable.

      _____ Work / rest plan (to include crew rest) is implemented.

      _____ Water discipline plan is implemented, if appropriate.

.

C. Pre-Combat Checklist for Vehicles.
_____ Loads are according to load plan; load plan posted in the vehicle.

      _____ Ammunition is issued and properly stored.

      _____ Vehicle fuel tank is topped off.

      _____ Water containers are full.

      _____ MREs are issued and stowed.

      _____ First Aid Kit is present and complete.

      _____ Operator’s manuals and lubrication orders are present for the vehicle, radios, 

                 and associated equipment.

      _____ Basic issue items are present (i.e. first aid kit, fire extinguisher).

      _____ Vehicle dispatch is signed and complete.

      _____ Vehicle deficiencies are annotated on DA Form 5988E

      _____ No deadline deficiencies exist

      _____ Before operation, PMCS has been completed.

D. Pre-Combat Checklist on Communications Equipment.

_____ Radios are operational (communications check completed).

_____ Frequencies are set.

_____ Matching units are operational.

_____ Antennas are tied down in areas where electrical lines are present.

_____ Connectors are clean and serviceable.

_____ TA 312 is on-hand and serviceable, if appropriate.

_____ Batteries are on-hand and charged.

_____ Manpack sets are complete.

_____ Commo wire (WD-1) on-hand and serviceable.

_____ Antennas and remotes are present and serviceable.

_____ Signal operating instructions are available and secured.

_____ Call signs, frequencies, and challenge passwords have been disseminated.

_____ Perform communications check again.

E. Pre-combat checklist for Ground Ambulances.
_____ Authorized MES on-hand.

_____ Medical equipment is complete and serviceable.

_____ Authorized medical gases (oxygen) are on-hand and serviceable.

_____ Authorized medications are on-hand and current.

_____ Packing list is available.

_____ Strip maps and / or road maps are available (with map overlays).

_____ Global positioning system (GPS) is on-hand and serviceable.

_____ Communications equipment is on-hand and serviceable and set to correct frequency.

_____ Medical unit identification markers (in accordance with the Geneva Convention) are displayed.

ANNEX E (Patient Decontamination Procedures) REF: FM 8-10-7
A. Patients should be decontaminated before they receive medical treatment; however, life-or limb-care may be required before decontamination.  They are decontaminated by the patient decontamination team. Decontaminate a litter patient as follows:

NOTE:
1. Bandage scissors are used in this procedure.  They are placed in a container of 5% chlorine solution between each use.

2. To remove thickened agents scrub the scissors with a sponge dipped in 5% solution.

3. Use the M8 detector paper or the Chemical Agent Monitor (CAM) to determine the extent of contamination on each patient before beginning decontamination procedures.  Some patients may have already been decontaminated.

4. For treatment procedures, refer to FM 8-9, FM 8-33, FM 8-285 and the NATO Handbook “Emergency War Surgery.”

B. Step 1:  Decontaminate the Patient’s Mask and Hood.

(1) Move the patient to the clothing removal station.  After the patient has been triaged and treated (if necessary) by the senior medic in the patient decontamination area, he is moved to the litter stands at the clothing removal station.

(2) Decontaminate the mask and hood.  Use the M291 or M258A1 Skin Decontamination Kit; or sponge down the front, sides, and top of the mask hood with a 5% chlorine solution.

(3) Remove the hood.  Remove the hood by cutting the M6A2 hood, or by loosening the hood from the mask attachment points for the quick Doff Hood.  Before cutting the hood, dip the scissors in a 5% chlorine solution.  Then cut the neck cord, zipper cord, and the small string under the voicemitter.  Next, release or cut the hood shoulder straps and unzip the hood zipper.  Proceed by cutting the hood upward, close to the filter inlet cover and eye lens outsert, upward to the top of the eye outsert, and across the forehead to the outer edge of the other eye lens outsert.  Proceed downward toward the patient’s shoulder staying close to the eye lens and filter inlet cover, then across the lower part of the voicemitter to the zipper.  After dipping the scissors in the chlorine solution, cut the hood from the center of the forehead over the top of the head and fold the left and right sides of the hood to the side of the patient’s head, laying the sides of the hood on the litter (FM 8-10-7, figure C-1).

(4) Decontaminate the patient’s protective mask and face.  Using the pads from the M291 kit, the wipes from the M258A1 kit, or a 0.5% chlorine solution, wipe the external parts of the mask.   

(5) Remove the field medical card.  Cut the patient’s US Field Medical Card (FMC) tie wire, allowing the FMC to fall into a plastic bag.  Seal the plastic bag and rinse the outside of the bag with a 0.5% chlorine solution.  Place the plastic bag with the FMC under the back of the protective mask head straps.

C. Step 2:  Remove Gross Contamination.  Remove gross contamination from the patient’s overgarment by wiping all visible contamination spots with a chlorine solution, M291 pads, or wipes from the M258A1 kit.  Decontaminate the mask by:

(1) Using the M291 pad on the exterior and interior of the mask, or

(2) Using the M258A1 wipe 1, then wipe 2 for the exterior of the mask; using wipe 2, then wipe 1 for the interior of the mask.

D. Step 3:  Remove the Patient’s Protective Overgarment and Personal Effects.

(1) Cut the patient’s overgarment.  The overgarment jacket and trousers may be cut simultaneously.  Two people may cut clothing at the same time.  Cut clothing around bandages, tourniquets, and splints.

CAUTION

               Bandages may have been applied to control severe 

bleeding, and are treated like tourniquets.  Only the supervising medic removes bandages and tourniquets.  Splints are only removed by a physician.

(a) Remove overgarment jacket.  Make two cuts, one up each sleeve from the wrist area of the sleeves, up to the armpits, and then to the collar (See FM 8-10-7, figure C-2).  Do not allow the gloves to touch the patient along the cut line.  Dip the scissors in the 0.5% chlorine solution before making each cut to prevent contamination of the patient’s uniform or underclothing.  Keep the cuts close to the inside of the arms so that most of the sleeve material can be folded outward.  Unzip the jacket; roll the chest sections to the respective sides with the inner surface outward.  Continue by tucking the clothing between the arm and chest.  

(b) Remove the overgarment trousers.  Cut both trousers legs starting at the ankle.  Keep the cuts near the inseams to the crotch.  With the left leg, continue cutting to the waist, avoiding the pockets.  With the right leg, cut across at the crotch to and join the left leg cut.  Place the scissors in the 5% chlorine solution.  Fold the cut trouser halves away from the patient and allow the halves to drop to the litter with contaminated (green) side down.  Roll the inner leg portion under and between the legs.

(2) Remove outer gloves.  This procedure can be done with one person on each side of the patient working simultaneously.  If the patient’s condition permits, lift his arms by grasping his gloves and roll the overgarment sleeve material away from the patient as you lift.  While holding the patient’s arm up, grasp the jacket material near the zipper and fold it away from the patient.  Grasp the fingers of the glove, roll the cuff over the fingers, turning the glove inside out.  Do not remove the inner cotton gloves at this time.  Carefully lower his arms across his chest after the gloves have been removed.  Do not allow the patient’s arms to come into contact with the exterior of his overgarment.  Drop his gloves into the contaminated waste bag.  Dip your gloves in the 5% chlorine solution.

(3) Remove the overboots.  Cut the overboot laces and fold the lacing eyelets flat outwards.  If the green overboot is worn, first try to remove the overboot without cutting; if necessary, cut the boot along the front.  While standing at the foot of the litter, hold the heel with one hand, pull the overboot downwards, then pull towards you to remove the overboot over the combat boot heel.  If both overboots are removed simultaneously, this will reduce the likelihood of contaminating one of the combat boots.  While holding the heels off of the litter, have a decontamination team member wipe the end of the litter with the 5% chlorine solution to neutralize any liquid contamination that was transferred to the litter from the overboots.  Lower the patient’s heels onto the decontaminated litter.  Place the overboots in the contaminated waste bag.

(4) Remove the patient’s personal effects.  Remove the patient’s personal effects from his protective overgarment and BDU pockets.  Place the articles in a plastic bag, label with patient’s identification, and seal the bag.  If the articles are not contaminated, they are returned to the patient.  If the articles are contaminated, place them in a contaminated holding area until they can be decontaminated, then return them to the patient.

E. Step 4: Remove the Patient’s BDUs.

(1) Remove the combat boots.  Cut the boot laces along the tongue.  Remove the boots by pulling them toward you.  Place the boots in the contaminated waste bag.  Do not touch the patient'’ skin with contaminated gloves when removing his boots.

(2) Remove inner clothing.  Follow the procedures for cutting away the protective overgarment and rolling it away from the patient.  If the patient is wearing a brassiere, cut it between the cups; cut both shoulder straps where they attach to the cups and lay them back off the shoulders.  Remove the socks and cotton gloves

F. Step 5: Transfer the Patient to a Decontamination Litter.  Three decontamination team members decontaminate their gloves and apron with the 5% chlorine solution.  One member places his hands under the small of the patient’s legs and thighs; a second member places his arms under the patient’s back and buttocks; and the third member places his arms under the patient’s shoulders and supports the head and neck.  They carefully lift the patient using their knees, not their back to minimize back strain.  While the patient is elevated another decontamination team member removes the litter from the litter stands and another member replaces it with a clean decontaminable litter, or a canvas litter with a plastic sheet cover.  The patient is carefully lowered onto the clean litter.  Two decontamination members carry the litter to the skin decontamination station.  The contaminated clothing and overgarments are placed in bags and moved to the contaminated waste dump.  Rinse the dirty litter with the 5% chlorine solution and place it in a litter storage area.

G. Step 6: Skin Decontamination.  

(1) Spot decontamination. With the patient in the supine position, spot decontaminate the skin using the M291/M258A1 kit or a 0.5% chlorine solution.  Decontaminate areas of potential contamination, particularly tears or holes in the protective ensemble; other areas include the neck, wrists, and lower parts of the face.

(2) Aidman care. During clothing removal, insure clothing is cut around bandages, tourniquets, and splints left in place.

(a) The aidman replaces the old tourniquet by placing a new tourniquet ½ to 1 inch above the old one.  He then removes the old one and decontaminates the skin using the M291 pads, the M258A1 wipes, or the 0.5% chlorine solution.

(b) Usually the medic gently cuts away bandages.  The medic decontaminates the area around the wound with the 0.5% chlorine solution.  The wound may also be irrigated with the 0.5% chlorine solution, if needed to remove contamination.  If bleeding begins the medic replaces the bandage with a clean one.  DO NOT use the M291 pads or wipes from the M258A1 kit around wounds.

(c) DO NOT remove splints.  Decontaminated splints by liberally applying the 0.5% chlorine solution to them (including the padding and cravats).  Splints are ONLY removed by a physician.  Check the patient for completeness of decontamination by using M8 detection paper or the Chemical Agent Monitor CAM).

(d) Place contaminated bandages and coverings in a waste bag.  Seal the bag and place it in the contaminated waste dump.

H. Step 7: Transfer the Patient across the Shuffle Pit.  The patient’s clothing has been cut away and his skin, bandages, and splints have been decontaminated.  Transfer the litter to the shuffle pit and place it on the litter stands.  Patient decontamination team members must not cross the shuffle pit.  A third member of the decontamination team assists with transferring the patient to a clean litter in the shuffle pit.

(1) Decontamination personnel rinse or wipe down their aprons and gloves with the 5% chlorine solution.

(2) Three decontamination team members lift the patient off of the decontamination litter.  One member places his arms under the small of the patient’s legs and thigh; the second member places his arms under the patient’s back and buttocks; and the third places his arms under the patient’s shoulders and supports the head and neck.  They carefully lift the patient with their knees, not their back to minimize back strain.

(3) While the patient is elevated, another team member removes the litter from the stands and returns it to the decontamination area.  A medic from the clean side of the shuffle pit replaces the litter with a clean one.  The patient is lowered onto the clean litter.  Two medics from the clean side of the shuffle pit move the patient to the clean treatment area.  The patient is treated in this area or awaits processing into the collective protective shelter.  The litter is wiped down with the 5% chlorine solution in preparation for reuse. 

ANNEX F (Rules for Surviving Minefields and acquiring Casualties) REF: FM 8-10-6
A. As the number of minefields encountered in stability operations increases, it is important that each soldier be trained in and aware of rules for surviving minefields.  Soldiers should consider that all terrain and structures are potentially mined or bobby-trapped.  The rules for surviving minefields are:

(1) If you did not drop it, do not pick it up.

(2) Beware of areas associated with basic human needs.  They could be mined or bobby-trapped.

(3) Leave mine disposal to EOD personnel and combat engineers.

(4) All terrain and structures are potentially mined or bobby-trapped.

(5) Avoid touching or removing foreign objects, no matter how attractive.  They could be mined or bobby-trapped.

(6) Stay on traveled road.  Adjacent areas may be mined.

(7) Do not use the radio while in a minefield.

(8) Immediately report all confirmed or suspected mines.

(9) Mark and avoid unexploded ordinance (UXO) if possible.  Consider them unstable.

(10) Develop and rehearse effective evacuation drills.

B. In convoy movement, some rules of thumb should be considered.  The lead vehicle should be one of the heaviest vehicles in the unit and be hardened against a mine threat.  They provide better protection against mine and UXO threat.  

C. Procedures for removing casualties from minefields must be included in the unit TACSOP.  Medical personnel and units may become involved with minefield extraction operations should they encounter a minefield, or if they are assisting a supported unit.

NOTE

It must be strongly emphasized to all soldiers that rushing to help a mine victim can lead to the rescuer becoming a casualty.

D. Medical personnel should:

(1) Reassure the casualty that help is coming.  Assess the conscious casualty’s medical condition.  Direct self-aid measures, as appropriate.  Advise the casualty not to attempt to move.

(2) Do not panic and create another casualty.

(3) Notify the higher headquarters of the situation and request engineer support.

(4) Extract yourself (if located in the minefield), marking the path as you go.

(5) Reenter along the marked path if one exists.

(6) Clear a path to the casualty

(7) Provide EMT

(8) Once the area is clear, mark it, record it on the map, and report it to higher headquarters.

E.  Medical personnel should anticipate and train for mine explosion injuries.  Ground and air medical evacuation personnel should refine their skills for the care of these patients while en route from point of injury to the supporting MTF.  Unit medics should also train combat lifesavers to more effectively provide enhanced first aid for these injuries.  Mine explosion injuries include:

          (1) Blast injuries with fragments embedded.

          (2) Burns

          (3) Traumatic amputations

          (4) Blunt trauma

          (5) Psychological anxiety reaction

ANNEX G (Non-medical Vehicles used for Casualty Evacuation) REF:FM 8-10-6, Page 10-20

A.  In combat areas, ambulances are often not available, are too few in number, or are incapable of evacuating patients over certain types of terrain.  In these instances, many vehicles available to most units can be used to transport casualties with little or no change in configuration.

B.  To provide timely and responsive evacuation or casualty transport, CHS planners develop proactive OPLANS to meet the challenges of a mass casualty situation.  Contingency plans should identify:

      (1) Non-medical transportation resources

      (2) Non-medical personnel for litter teams

      (3) Evacuation routes

      (4) Ambulance Exchange Points

      (5) Medical personnel resources to provide en route medical care on non-medical vehicles

      (6) Capabilities and locations of MTFs

      (7) Communication frequencies and call signs for Command and Control (C2)

      (8) Procedures for medical equipment exchanges

C.  All available ground vehicles should be considered for augmenting medical evacuation assets in an emergency.  The key to success is identifying the vehicles, drivers, medical personnel, or combat lifesavers who will accompany the casualties.  Coordinating for the release of these assets upon demand rather than waiting for a mass casualty situation to occur is also crucial to the success of the operation.  The primary means of evacuating urgent and urgent surgical precedence patients is by air ambulance.  If ground ambulance is used for urgent and urgent surgical patients, the patients must be checked frequently to ensure their medical condition is not deteriorating and rendering them non-transportable.  The following is a list of vehicles and aircraft with configurations and maximum litter capacities:

      (1) Truck, Cargo/Troop Carrier, M998 (Four-Man Configuration) - Three litters

      (2) Truck, Cargo/Troop Carrier, M998 Two-Man Configuration) - Five litters

      (3) Truck, Cargo, 5 Ton and Truck, Cargo, 2 1/2 Ton- 12 litters

      (4) HEMTT, Cargo, M977- 9 litter

      (5) Semi-trailer, Cargo, 22 1/2 Ton, M871- 16 litters

      (6) Truck, Cargo, Medium Tactical Vehicle, 5 Ton, M1085- 12 litter or 22 ambulatory

      (7) Truck, Cargo, Medium Tactical Vehicle, 5 Ton, M1093- 8 litter or 14 ambulatory

      (8) Truck, Cargo, Light Medium Tactical Vehicle, 2 1/2 Ton, M1081- 7 litter or 12 ambulatory

      (9) UH-60A Blackhawk- 6 litter and 1 ambulatory or 7 ambulatory 

     (10) UH-1H/V Iroquois- 6 litter or 9 ambulatory

      (11) CH-47 (Chinook) - 24 litter or 31 ambulatory

ANNEX H (Field Sanitation) REF: FM 21-10 ,FM 21-10-1, and AR 40-5

A.  Role of Field Sanitation Team.  The role of the field sanitation team is to aid the unit commander in protecting the health of the command; this is accomplished by advising and assisting him in the many duties essential to reducing Disease Non-battle Injury (DNBI).  By means of performing, instructing, supervising, assisting, inspecting, and reporting, the field sanitation team ensures that appropriate field sanitation facilities are established and maintained; that effective sanitary and control measures are applied; and that the Preventive Medicine Measures (PMM) are practiced.

B.  Selection of Team Members.  

     (1) The selection of team members should be made from personnel whose normal duties allow them to devote sufficient time to field sanitation activities.  Personnel whose MOS and training require full time operation under battlefield conditions, such as cooks and mechanics, should not be appointed members of the field sanitation team (FST).

     (2) The field sanitation team must consist of at least two soldiers, one of whom must be an NCO when organic medical personnel are not available (FM 21-10-1, page 1-1).  However, medics will constitute the FST in units having organic medical personnel.

C.  Field Sanitation Team Tasks.

     (1) Inspect water containers and trailer

     (2) Disinfect unit water supplies 

     (3) Check unit water supply for chlorine

     (4) Inspect unit field food operations

     (5) Inspect unit waste disposal operations

     (6) Control arthropods and other animals in unit area

     (7) Train unit personnel in use of individual Preventive Medicine Measures (PMM)

     (8) Monitor status of PMM in unit

D.  The Medical Threat.

     (1) There are four major components of the medical threat to field forces- Heat is the most lethal category of all.  Leaders can minimize the effects of heat by checking soldiers canteens for water, provide cool water and if desired add citrus fruit flavoring after disinfection to enhance consumption (Gatorade), ensuring soldiers drink adequate amounts of water based on the heat category, since thirst is a poor indicator of a body’s need for water; ensuring they consume three meals a day to replace lost electrolytes; and when the tactical situation permits, follow correct work/rest cycles.

     (2) Cold can also be incapacitating on the battlefield.  Leaders can reduce the risk of cold injuries by incorporating weather data into operations planning; enforcing the proper wearing of the uniform, particularly changing wet or damp socks; use canvas or tarps to cover vehicles while transporting troops, access hot rations/hot beverages, ensure soldiers drink water, ensure that soldiers cold weather gear fits properly, frequently rotate guards or other soldiers performing inactive duties, and when the tactical situation permits, providing warming areas.

     (3) Arthropods transmit diseases which seriously affect military personnel and operations.  Leaders must ensure soldiers consume malaria pills, when necessary; insect repellent is used liberally; remind soldiers to avoid handling insects, arthropods, snakes and other animals to prevent bite or injury, and when the tactical situation permits, bednets are used.

     (4) Diarrheal disease can be contracted from contaminated water or food, but in either case it can have catastrophic impact on a fighting force.  Leaders must ensure that soldiers only consume food and water from approved sources; waste disposal and hand washing devices are constructed; and unit dining facilities are operated under sanitary conditions.

E.  PMM for Food/Waterborne Disease/Illness- The FST must plan for safe water consumption by ensuring the unit has an adequate supply of:

     (1) Water purification tablets.

     (2) Chlorination kits.

     (3) Bulk chlorine

Inspect water containers before use.  Check the chlorine residual of water supply before drinking, and at least daily thereafter.  The chlorine residual should be maintained between 2.0 and 5.0 ppm.

F.  Plan For Safe Food

     (1) The FST should ensure food service personnel maintain foods at safe temperatures.

     (2) Inspect food service personnel daily and refer for medical evaluation those with illness and/or skin infections.

     (3) Make sure foods, drinks, and ice purchased from civilian vendors are approved by command medical authority.

     (4) Supervise the mess kit laundry.

     (5) Ensure food service personnel and soldiers use handwashing devices.

     (6) Ensure all food waste is buried or burned daily (30 yards from food preparation area and water source); does not apply to combat training centers.

G.  Plan For The Construction And Maintenance Of Field Sanitation Devices (REF: FM 21-10, Page 106) 
     Select locations for field latrines:

     (1) As far from food operations as possible (100 yards or more).  Downwind and on a slope if possible.

     (2) As soon as the unit moves into a new area, detail soldiers to dig latrines.

     (3) Detail soldiers to clean latrines daily.

     (4) Always provide handwashing facilities at latrines.

     (5) Cover, burn, or bury waste daily.  NOTE:  If portable latrines are on hand the only item that applies is providing hand-washing devices.  Portable latrines are normally maintained by local contractors.

ANNEX I (MEDEVAC REQUEST) REF: FM 8-10-6

      a. The medical evacuation request is used for requesting evacuation support for both ground and air ambulances.

      Line 1: Location of pickup site

      Line 2: Radio Frequency, Call Sign, and Suffix

      Line 3: Number of patients by precedence:

                  A- urgent

                  B- urgent-surgical

                  C- priority

                  D- routine

      Line 4: Special Equipment:

                  A- none

                  B- hoist

                  C- extraction equipment

                  D- ventilator

      Line 5: Number of patients by type:

                  L- number of litter patients

                  A- number of ambulatory patients

      Line 6: Security of pickup site (Wartime):

                  N- no enemy troops in area

                  P- possibly enemy troops in area

                  E- enemy troops in area

      Line 6: Number and type of wound, injury, or illness (Peacetime)

                  (i.e. gunshot or shrapnel).  Report serious bleeding, along with patient blood 

                  type.

      Line 7: Method of marking pickup site

                  A- panels

                  B- pyrotechnics

                  C- smoke signal

                  D- none

                  E- other

      Line 8: Patient Nationality and status

                  A- U.S. Military

                  B- U.S. Civilian

                  C- Non-U.S. Military

                  D- Non-U.S. Civilian

                  E- EPW

      Line 9: NBC contamination (Wartime)

                  N- Nuclear

                  B- Biological

                  C- Chemical

      Line 9: Terrain description (Peacetime)

ANNEX J (Troop Leading Procedures) REF: FM 7-8

    A. Troop Leading is the process a leader goes through to prepare his or her unit to accomplish the mission.  It begins once the leader is alerted for a mission.  It starts again when the leader receives a change or a new mission.  It is recommended that leaders use the following procedures as outlined.  This is one way to ensure that nothing is left out of the planning, preparation, and that soldiers understand the section’s mission and can prepare adequately.

    STEP 1 Receive the mission.  The leader may receive the mission in a warning order, operation order, or a fragmentary order (FRAGO).  He or she immediately begins to analyze it using the factors of METT-T:

                 (1) What is the mission?

                 (2) What is known about the enemy?

                 (3) How will terrain and weather affect the operation?

                 (4) What troops are available?

                 (5) How much time is available (1/3 planning, 2/3 soldiers preparing for 

                      execution)? 

    STEP 2. Issue a warning order.  The leader provides initial instructions in a warning order.  The warning order contains enough information to begin preparation as soon as possible.  One technique to use is the 5-paragraph OPORD format.

    STEP 3. Make a tentative plan.  The leader develops an estimate of the situation to use as a basis for his or her tentative plan.  The estimate is the military decision making process.  It consists of 5 steps: detailed mission analysis, situation analysis and course of action development, analysis of each course of action, comparison of each course of action, and decision.

    STEP 4. Start necessary movement.  The section may need to begin movement while the leader is still planning.

    STEP 5. Reconnoiter.  If time allows, the leader makes a personal reconnaissance in order to verify terrain analysis (site selection) and the use of appropriate routes (both primary and alternates).  When time does not allow, the leader must conduct a map reconnaissance.  In addition, the leader should include any obvious risks that will affect soldiers or the mission.

    STEP 6. Complete the plan.  The leader completes the plan based on the reconnaissance and any changes in the situation.  Review the mission as you received it by the commander, in order to ensure that the plan is within the framework of the commander’s intent.

    STEP 7. Issue the complete order.  Leaders must ensure that subordinates understand the mission, the commander’s intent, the concept of the operation, and their assigned tasks.  Leaders should use the brief-back method in order to ensure that subordinates understand the concept of operation.

    STEP 8. Supervise.  The leader supervises his or her section’s preparation for combat by conducting rehearsals and inspections.

ANNEX K (Risk Management) REF: FM 100-14 
    A.  Risk management is the process identifying and controlling hazards to conserve combat power and resources.  Leaders must be able to apply military operations based on the factors of METT-T (mission, enemy, terrain, troops, and time available).  The following are the five steps of risk management:

     STEP 1. Identify hazards.

     STEP 2. Assess hazards to determine risks.

     STEP 3. Develop controls and make risk decisions. 

     STEP 4. Implement controls.
     STEP 5. Supervise and evaluate.

    B.  Risk decisions should be based upon awareness rather than mechanical habit.  The two types of risk that exist across the wide range of Army operations are both tactical and accidental risks.  The factors of METT-T provide a sound framework for identifying hazards when planning, preparing, and executing operations.  When applying risk management to METT-T during mission analysis, leaders and staffs should look for hazards that affect both tactical and accident risks.  They must identify all hazards that may present significant risks to the mission.  The following explains the concept of applying METT-T to risk management:

     MISSION. First, leaders analyze the assigned mission.  They look at the type of mission to be accomplished and consider possible subsequent missions.

     ENEMY. Commanders look for enemy capabilities that pose significant hazards to the operation.

     TERRAIN / WEATHER.

     Observations and fields of fire- Hazards associated with this usually involve when the enemy will be able to engage a friendly unit and when friendly unit weapons capabilities allow it to effectively engage the enemy.

     Cover and concealment- Hazards associated with cover and concealment are created by the enemy’s ability to place direct or indirect fire on friendly forces.

     Obstacles- Hazards associated with obstacles may be accident or tactical.  They may be due to natural conditions such as rivers and swamps or man-made such as minefields or built-up areas.

     Key terrain and decisive terrain- Hazards are the marked advantage terrain provides to the enemy if they control such terrain or denies its use to friendly forces.

     Avenues of approach- Hazards associated with avenues of approach can affect both tactical and accident risks.  Such hazards include conditions where an avenue of approach impedes deployment of friendly combat power or where it supports deployment of enemy combat power.

     Weather- Weather works hand-in-hand with terrain to create hazards.  To identify weather hazards, leaders and soldiers must assess the impact on operating systems.  In terms of weather, the following are concerns that leaders must take into consideration:  

                     (1) Adverse effects of heat and cold hazards on the performance of soldiers.

                     (2) Effects of climate and weather on maintenance of vehicles and equipment before beginning an operation.

                     (3) Hazardous effects of weather on the five military aspects of terrain (OCOKA).

     TROOPS. Leaders analyze the capabilities of available friendly troops.  Associated hazards impact both the soldier and unit.  Key considerations are levels of training, manning levels, the condition and maintenance of vehicles and equipment, morale, availability of supplies and services, and the physical and emotional health of soldiers.  In terms of mission, the following are factors that may cause a unit to fail:

     Hazards to the physical and emotional health of soldiers.  Inadequate sanitation facilities, water purification capabilities, medical attention, and evacuation capabilities are key hazards that can arise from incomplete logistical planning.  Care of troops requires long-range projections of all classes of supply, with close monitoring of mission changes that could impact availability or depletion of supplies.  When beginning an operation immediately upon arriving in a theater, hazards include not implementing measures to help soldiers overcome fatigue or acclimatize them to the geographical area and associated climate.

     Hazards to task organization or units participating in an operation.  Hazards include how long units have worked together under a particular command relationship.  During stability operations, task organizations may change often.  Hazards include poor communication, unfamiliarity with higher headquarters SOPs, and insufficient combat power to accomplish the mission.

     Hazards associated with long-term missions.  Long-term missions include nation building, peacekeeping, or insurgency / counterinsurgency operations.  Hazards associated with these missions include the turmoil of personnel turnover, lack of continuity of leadership, inexperience, and lack of knowledge of the situation and unit’s operating procedures.  In addition, soldier’s critical-skills tasks start to diminish from not performing METL-related missions.

     TIME AVAILABLE.  The hazard is insufficient time to plan, prepare, and execute operations.  Planning time is always at a premium.  Leaders routinely apply the one-third / two-thirds rule to ensure their subordinate units are given maximum time to plan.  Failure to accomplish a mission on time can result in shortages of time for subordinate and adjacent units to accomplish their mission.

     C. Levels of risks.  Extremely high, high, moderate, and low.
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