1-13 ARMOR MEDICAL PLATOON

FIELD SOP

I.  GENERAL.


A.  PURPOSE


This SOP establishes policies and procedures for medical support of 1-13 Armor Battalion during tactical operations, to include medical treatment and evacuation at the company level and operation of the Battalion Aid Station (BAS).


B.  SCOPE


This SOP is designed to be a guide.  In no respect will it be used as a substitute for good “Common Sense.”  It is understood that modifications may be necessary to facilitate operations in specific combat situations.


C.  APPLICABILITY


This SOP will be carried/used by all Officers and NCOs of the Medical Platoon.  It will be issued to attached/OPCON unit leaders who will ensure key personnel within their units are familiar with the provisions of this SOP.


D.  RESPONSIBILITIES


Execution of this SOP is the responsibility of the entire chain of command.  The Field Medical Assistant and Medical Platoon Sergeant are responsible for making modifications as needed.


E.  REFERENCES


The primary references for this document are FM 8-10-4 (Medical Platoon Leaders’ Handbook), FM 8-10-6 (Medical Evacuation in a Theater of Operations), and the 1-13 Armor TACSOP.

II.  COMMAND AND CONTROL

A.  ORGANIZATION


1.  The Medical Platoon is organic to Headquarters and Headquarters Company of the 1st Battalion, 13th Armor Regiment.  The Platoon is authorized 27 enlisted personnel and 3 officers (Bn Surgeon, Field Medical Assistant, and Physician’s Assistant).  The Battalion Surgeon is a PROFIS physician and is also the Medical Platoon Leader.  In the absence of the Battalion Surgeon, the Field Medical Assistant (a Medical Service Corps officer) serves as the Medical Platoon Leader.


2.  The platoon is organized under the modular medical support system and consists of a headquarters section, treatment squad (two teams), ambulance section (four squads), and a combat medic section.  Each ambulance squad consists of two teams.  The combat medic section contains 4 dismounted medics which are normally attached to the maneuver companies. The treatment squad may operate as one BAS or split into a Forward Aid Station (FAS) and Main Aid Station (MAS).


3.  The platoon has 13 vehicles:  8 M113, 2 M577, 2 M35A2, 1 M998.  The treatment squad consists of the M577s and M35A2s (one per team), each of the eight ambulance teams consists of one M113, and the M998 is used by the field medical assistant for a command and control vehicle.  One M113 is normally under the tactical control of each CO/TM First Sergeant to provide evacuation to the BAS.


B.  CHAIN OF COMMAND


The chain of command in the platoon is as follows:  Battalion Surgeon (Medical Platoon Leader), Field Medical Assistant, Physician’s Assistant (PA), Platoon Sergeant, Treatment NCO, Evacuation NCO, other NCOs by date of rank.

III.  PLATOON ORGANIZATIONAL STRUCTURE


A.  PLATOON HEADQUARTERS SECTION


1.  The headquarters section, under the direction of the Battalion Surgeon, provides for the command, control, communications, and logistics for the platoon.  The platoon headquarters is manned by the field medical assistant and the platoon sergeant.  The platoon headquarters is normally located with the BAS (MAS if the treatment teams are split) and includes the plans and operations functions performed by the field medical assistant.  When the headquarters section is located away from the BAS the platoon sergeant remains with the BAS.


2.  The platoon headquarters monitors the Bn Administration and Logistics (A/L) and Bn Command Nets.  When a platoon net is available, the headquarters serves as the net control station of that net.  The primary net for Medical Platoon traffic is the A/L net for casualty evacuation, situation reports, and reporting BAS movements.  The Bn Command net is monitored to maintain situational awareness.


B.  TREATMENT SQUAD


1.  The treatment squad is the basic treatment element of the Medical Platoon.  This squad is staffed with the Battalion Surgeon, PA, the treatment NCOs, and two medical specialists.  An additional medical specialist is attached to the Platoon Headquarters and serves as the field medical assistant’s driver.  The Battalion Surgeon and platoon sergeant are normally with the MAS while the PA and treatment squad leader are located with the FAS.  A soldier from the S-1 section is normally attached to the FAS and MAS during combat operations in order to track casualties.


2.  The amount and type of medical equipment available in each treatment team limits the capabilities of the surgeon and PA to stabilizing treatment.  The primary focus of treatment at the BAS is stabilization of casualties for further evacuation to higher levels of health service support.  Teams are interchangeable and neither has a greater ability to treat casualties with the exception of NBC casualties.  The FAS contains the patient decon and treatment sets and is the only team able to treat NBC casualties.  The BAS normally does not operate in split configuration for more than 24 hours at a time.


3.  Each treatment team employs the same radio configuration in the M577 as the Platoon Headquarters.  The FAS and MAS maintain situational awareness and can take over the functions of the Platoon Headquarters when required.


C.  AMBULANCE SECTION


1.  The ambulance section provides evacuation within the battalion.  Each ambulance has the mission to collect, treat, and evacuate the sick and wounded to the nearest BAS or ambulance exchange point (AXP).  The section is led by the ambulance section sergeant who is normally the senior NCO in the section.


2.  Each ambulance is manned by one aid/evacuation NCO and one medical specialist/ambulance driver.



a.  The aid/evac NCO is the ambulance commander and performs:




 - Triage and advanced EMT procedures casualties




 - Preparation of casualties for movement




 - En route patient care




 - Coordination with supported CO/TMs




 - Supervision of operator level vehicle maintenance


b.  The medical specialist/ambulance driver operates and maintains the ambulance and all onboard equipment.  He assists the aid/evac NCO in the care and handling of patients.


c.  Specific duties of the ambulance team are to:



 - Maintain contact with supported units



 - Find and collect casualties



 - Initiate or complete the Field Medical Card (DA 1380)



 - Evacuate litter casualties to the BAS



 - Provide Class VIII resupply to combat medics and combat lifesavers



 - Serve as messengers within medical channels



 - Return to the BAS periodically for resupply and training



 - Fill the role of company medic when a dismounted combat medic is not present


3.  Each CO/TM will normally have one ambulance team assigned to it.  If heavy casualties are expected, an additional ambulance may be placed with a CO/TM.  Teams are under the tactical control of the 1SG while located with the unit.  The same team should be consistently assigned to the same company to build familiarity between the medics and 1SG.  Each ambulance has one FM radio which will monitor the company net while attached to the unit.  While enroute to the BAS the ambulance will monitor the battalion A/L net in order to communicate with the BAS.


D.  COMBAT MEDIC SECTION


1.  The combat medic section provides the farthest forward medical care. Combat medics will periodically return to the Medical Platoon for refresher medical training and Class VIII resupply.  A close relationship must exist between the combat medic and the ambulance which supports the CO/TM.  The Platoon Sgt. is the NCOIC of this section.


2.  Each CO/TM receives one dismounted combat medic who normally is collocated with the 1SG.  The combat medic is under the tactical control of the 1SG but is still part of the Medical Platoon.



a.  Duties of the Combat Medic include:




-  Treat and stabilize casualties




-  Perform triage at the CO/TM Casualty Collection Point




-  Ensure combat lifesavers receive CL VIII resupply




-  Provide training to combat lifesavers as time permits




-  Advise 1SG on medical issues 



b.  In case of personnel shortages, the combat medic positions will 


remain unfilled and ambulance teams will assume these responsibilities.

IV.  EMPLOYMENT OF THE MEDICAL PLATOON


A.  ROADMARCHING


1.  During movements involving roadmarches, the BAS normally travels with the Combat Trains Command Post (CTCP).  The S-1/S-4 will lead the order of march with his M577A2 and M998.  The Medical Platoon will follow and bring up the rear of the convoy.


2.  The Field Medical Assistant will lead the medical platoon in the M998 and remain in radio contact with the CTCP on the A/L net.  The rest of the platoon will fall into the following order:



a.  FAS M577 (Trmt NCO)



b.  M35A2



c.  Any M113s



d.  M35A2



e.  MAS M577 (Plt Sgt)


3.  If only one M577 is in the convoy it will be the last vehicle.  Since the M35A2s do not have FM radios they will always be positioned between two other vehicles. Vehicles will maintain proper distance (at least 50m) and speed (20 mph) at all times with a catch up speed of 25 mph.  Distances will increase and speeds decrease at night or during limited visibility (i.e. dusty road conditions).  During any halt longer than  60 seconds, all vehicles will assume a herring bone formation at the edge of the tank trail.  The drivers of the M577s will act as air guards during a halt.  


4. The trail vehicle will call off check points to the lead vehicle as each is passed.  Radio communication must be maintained between the lead and trail vehicle at all times.  If a vehicle suffers a mechanical problem the convoy will either halt if the vehicle can be repaired quickly or leave another vehicle with it and radio  the UMCP for assistance. 


5.  Before each roadmarch, a convoy safety brief will be given by the senior person present.  The safety brief will include proper speeds and follow distances.


B.  ESTABLISHING THE BATTALION AID STATION


1.  At full strength the BAS will contain the treatment section, and four M113 ambulances.  Two M113 ambulances from the Forward Support Medical Company (C Med) will normally be attached to the BAS to provide rearward evacuation.  During split operations each aid station will consist of one M577, M35A2, and one half of the M113s.  The general guidelines for establishment of the BAS are located in FM 8-10-4.


2.  The BAS will be arraigned in several configurations depending on METT-T, number of vehicles, and whether or not the BAS is operating in split mode.  In open areas the entire BAS is normally arraigned in a circular perimeter with the MAS forming a semicircle facing the enemy and the FAS facing in the opposite direction.  This allows the FAS to jump without the MAS having to readjust its configuration significantly.  The vehicles should be dispersed (50m intervals) to minimize the effect of artillery or air attack.  When present the M998 is situated in the center of the perimeter.

The M35A2 is positioned near the M577 to facilitate resupply to the treatment squad and any ambulances that are dropping off patients.
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In areas offering improved cover and concealment, vehicles should be positioned in order to prevent observation from the enemy.  The BAS can be arraigned in a linear configuration in a treeline or placed in several nearby low areas.  The following must be taken into consideration:



a.  Access to evacuation routes/lines of patient drift



b.  Cover and concealment without hampering communications



c.  Support for tactical operations



d.  Avoidance of likely target areas



e.  Availability of helicopter landing sites



f.   Flow of traffic through area (one way)



g.  Area for patient decon and treatment (if necessary)


3.  BAS establishment checklist



a.  Field Medical Assistant positions his vehicle



b.  M577s take up positions with other vehicles filling out the 


rest of the perimeter



c.  PSG adjusts vehicle positions



d.  Field Med Assistant verifies location and gives net call on A/L 


frequency to notify each CO/TM 1SG, specialty platoon PSGs, and CTCP 


of new position.



e.  One way traffic flow established, ground guide (M35A2 driver) 


regulates vehicle traffic



f.  Treatment NCO sets up tailgate medicine within 10 minutes




-  Trauma and Sickcall chests open for use




-  two litter stands assembled with litters




-  erect extension if time and mission permit



g.  MEDEVAC LZ designated and marked with VS-17 panel



h.  M-8 alarms deployed



i.  Triage area established (Dime method)




-  Delayed (yellow marker, right side of M577)




-  Immediate (red marker, rear of M577)




-  Minimal (green marker, left of M577)




-  Expectant (black or no marker, front of M577)



j.  Evacuation area established near C Med M113




-  Urgent (red marker)




-  Priority (yellow marker)




-  Routine (green marker)



k. Dirty dump and morgue established 75-100 m away from BAS



l.  PSG makes sector sketch and designates fields of fire



m.  Security and sleep plan established and executed




-  one person on radio watch




-  at least one roving guard at all times


C.  CONDUCTING STAND TO


1.  Stand to is conducted 30 minutes prior to first light (BMNT)


2.  All medics will wake up 30 minutes prior to stand to


3.  At stand to:



a.  All soldiers awake and dressed



b.  Personal gear stowed properly



c.  Pre-combat checks complete



d.  TC in front of vehicle with weapon



e.  Vehicles started simultaneously by PSG’s direction



f.  Sensitive item check conducted and called to CTCP


4.  Stand to will normally last 30 minutes (METT-T dependent)


D.  DISESTABLISHING BAS


1.  The BAS will be disestablished in the reverse order as it was established.  At least one M577 will maintain tailgate medicine until 5 minutes before moving out.


2.  All casualties will be evacuated to C Med before the BAS relocates.  If this is not possible, one M113 will remain with the casualties to provide medical care until all casualties are evacuated.


3.  The CTCP will be notified when the BAS is no longer receiving casualties.  During split operations, only one aid station will jump while the other continues to receive casualties.  If the BAS jumps from a location where deceased soldiers are located in the morgue, the CTCP will be notified of the location for later pick up.

V.  PLATOON OPERATIONS

A.  KEY PERSONNEL AND RESPONSIBILITES


1.  Battalion Surgeon/Medical Platoon Leader



a.  PROFIS position (assigned to MEDDAC)



b.  Medical advisor to the Battalion Commander and serves as a 


special staff officer



c.  Responsible for Health Service Support (HSS) in the Battalion



d.  Supervises all medical treatment and training



e.  Final authority within the platoon involving all medical matters



f.  Operates the BAS (MAS when split)


2.  Field Medical Assistant



a.  Performs all logistical/admin functions within platoon



b.  Provides command and control during tactical operations



c.  Coordinates HSS operations with Medical Company



d.  Participates in battalion orders drills and helps the S-1 and S-4  


write CSS annex to Bn OPORD



e.  Becomes Medical Platoon Leader in absence of Battalion 


Surgeon


3.  Physician’s Assistant



a.  Primary medical assistant to the Battalion Surgeon and becomes 

platoon medical authority in his absence



b.  Operates FAS during split operations



c.  Responsible for sickcall operations at BAS


4.  Platoon Sergeant



a.  Assists in the performance of logistical functions 



(administration, maintenance, training, and supply)



b.  Performs triage at BAS



c.  Becomes platoon medical authority in absence of Battalion 


Surgeon and Physician’s Assistant



d.  Coordinates for daily LOGPAC


5.  Treatment NCO



a.  NCOIC of treatment and combat medic sections



b.  Assumes duties of PSG in his absence



c.  Responsible for medical equipment and supply



d.  Performs triage at FAS


6.  Evacuation Section Sergeant



a.  NCOIC of evacuation section



b.  Coordinates allocation of ambulance assets



c.  Responsible for attached C Med ambulances



d.  Tracks ambulance maintenance and CL VIII resupply


B.  PREPARATION FOR OPERATIONS


1.  After receiving the battalion OPORD, the Medical Platoon Leader issues a warning order.  The platoon will begin preparations for the mission by checking load plans and ensuring all elements are fully stocked with CL VIII.  The platoon leader will issue an OPORD which will contain all information required to support the tactical operation.  Medics will backbrief the platoon leader to ensure they have a thorough understanding of the mission.


2.  Precombat inspections (PCI) will be conducted to ensure the platoon is prepared for the mission.  The platoon leader and platoon sergeant will use the PCI checklist (Appendix A) to inspect personal gear, vehicle status, mission knowledge, and medical equipment.


3.  Rock drills and rehearsals will be conducted to familiarize all medics with the execution of the mission.  Rock drills are conducted with either sketches on paper or by using a terrain model and items (rocks, blocks of wood, etc.) to simulate vehicles.  Rehearsals involve all personnel walking through the operation to ensure they understand their part of the mission.  Modifications to the plan may occur based on the results of the rehearsal.


B.  TRIAGE AND EVACUATION


1.  Triage is conducted several times on the battlefield to assess a casualty’s status.  The initial triage is conducted at the site of injury.  Casualties are triaged based on the DIME method.



-  Delayed:  wounds may be severe but condition will not rapidly 


deteriorate if left untreated 



-  Immediate:  serious wounds which must receive prompt 



treatment in order to preserve life or limb 



-  Minimal:  minor injuries that do not threaten life, limb or 


eyesight



-  Expectant:  major trauma, recovery unlikely even with extensive 


medical treatment  


2.  The order of treatment is Immediate, Delayed, Minimal, and Expectant


3.  When the casualty is evacuated he is labeled as litter or ambulatory and placed into one of the following categories based on the extent of the injuries:



a.  Urgent: highest priority, requires definitive care (treatment from 

a PA or doctor) within one hour to save life



b.  Urgent (Surgical):  only used for MEDEVAC, same as 



Urgent but requires immediate surgical treatment not found at BAS or 


Forward Support Medical Company (FSMC)



c.  Priority:  requires definitive care within two hours in order to 


prevent further deterioration in status



d.  Routine:  requires evacuation within six hours



e.  Convenience:  casualties with non-life threatening injuries 


which can be evacuated as time allows


4.  Litter casualties must be evacuated lying down (preferably on a litter) and may not sit up.  Field expedient litters (sleeping bags, blanket and poles, etc.) will be used when litters are not available.  Improper evacuation of litter casualties risks further injury.  Ambulatory casualties may be evacuated seated (e.g. in a Humvee) without suffering further injury.  Consult FM 8-10-6 for the maximum numbers of litter and ambulatory casualties that may be loaded onto different vehicles.


5.  The evacuation flow starts at the point of injury.  M113 ambulances will evacuate casualties from the company’s Casualty Collection Point (CCP) or point of injury to the BAS.  If the casualty requires further evacuation after treatment at the BAS, the C Med M113 ambulance will evac the casualty to the Ambulance Exchange Point (AXP) where M997 wheeled ambulances will take the casualty to the FSMC.  Air ambulances (MEDEVAC) may fly as far forward as the BAS and are able to evacuate casualties to division and corps level medical facilities (MASH, CSH, or Field Hospital).


6.  The Mortar platoon, Support platoon, TOC, and UMCP will self evac all casualties to the nearest BAS or AXP.  The Scout platoon will self evac to the nearest CO/TM where M113 ambulances will evacuate to the BAS.  Personnel in the Field Trains Command Post (FTCP) will self evac to C Med.


7.  During mass casualty (MASCAL) situations, additional nonmedical evacuation assets (2.5 and 5 ton trucks, HEMMTs) should be requested from the CTCP.  The Battalion Sergeant Major will normally take charge of these vehicles and facilitate their employment.


8.  Medical vehicles should never be used to transport deceased personnel, that is a function for the S-4 to coordinate.  Transport of ammunition or combatants in medical vehicles is in violation of the Geneva Convention.


C.  MEDCIAL TREATMENT AT THE BATTALION AID STATION


1.  The primary function of the BAS is to provide stabilizing medical treatment for casualties requiring further evacuation.  Neither the Battalion Surgeon nor the PA have the proper equipment to perform more comprehensive health care.


2.  The organization of the BAS is designed to treat the maximum number of personnel in the shortest time possible.  Each person has a specific function to ensure a smooth and continuous operation.  All personnel must be cross trained to perform multiple functions.



a.  Ground guide:  Usually M35A2 driver, ensures one way traffic 


flow through BAS.  Directs vehicles where to drop off casualties and 


where to pick up CL VIII resupply.



b.  Senior Medic:  Serves as triage officer, ensures casualties are 


placed in proper holding area according to the DIME method (see above).



c.  S-1 Representative:  Logs casualty information and relays to 


CTCP.  Also assists medics with non medical tasks (e.g. carrying litters).



d.  RTO: Remains inside M577 to monitor radio and maintain 


situational awareness.  Informs BAS of incoming casualties.



e.  Surgeon/PA:  Primary healthcare provider responsible for the 


treatment of casualties.



f.  C Med medics:  Transport casualties to AXP and relay CL VIII 


requests to C Med personnel.



g.  Other medics:  Perform several functions to include assisting 


the Surgeon/PA, loading and unloading casualties, tending to casualties 


awaiting treatment or further evacuation, restocking medical chests from 


M35A2 supplies, and manning ambulances.



h.  Ambulatory casualties:  Assist medics with non medical tasks 


(e.g. carry litters, ground guide vehicles) in accordance with injuries


3.  Casualty flow through the BAS must be efficient in order to treat the maximum number of soldiers.  The casualty will follow the following steps through from arrival to departure.



a.  Casualty is unloaded at triage area (near M577).



b.  After triage, casualty is placed in proper area next to the M577 


according to the DIME method.



c.  Medics bring casualty to treatment area at rear of M577 where 


Surgeon/PA provides stabilizing treatment.



d.  After treatment casualty is placed in the evacuation area 



according to UPR status.



e.  C Med medics take casualty to AXP for evac to the FSMC.


4. Sickcall operations will be conducted during the morning or as the tactical situation permits.  Combat medics or ambulance crews will conduct sickcall in the company area.  Soldiers requiring further care are evacuated to the BAS.  Elements without medical support (Mortars, TOC, CTCP) may report directly the BAS for sickcall.


D. MEDICAL SUPPLY


1.  Due to limited organic transportation assets, the BAS carries a 3-5 day supply of CL VIII based on low to medium intensity conflict.  MASCAL situations will significantly shorten the amount of time these supplies will last.  Medical supplies must be carefully monitored to ensure the BAS has adequate quantities to provide HSS to the battalion during combat operations.  


2.  Tracking of CL VIII is essential to maintain sufficient levels at all times.  The Treatment NCO is responsible for maintaining a 3-5 day supply of CL VIII.  The medics assigned to each M35A2 track the medical supplies on hand for their aid station.  The key areas where medical supplies are consumed include:



a.  Treatment of soldiers during sickcall at the BAS



b.  Treatment  of casualties at the BAS during tactical operations



c.  Resupply of combat lifesavers, combat medics, and ambulances


3.  An accurate inventory list will be maintained of all CL VIII on hand.  This list will be updated daily or as time permits between tactical operations.  Supplies will be cross leveled between aid stations after split operations are conducted.  When possible all battalion medical assets should be resupplied (per packing lists) before conducting an inventory.  This will ensure shortages are accurately reflected.  


4.  Medical supplies are ordered from C Med using the appropriate forms.  During tactical operations blank paper may be used to quickly request supplies but this should be the exception.  Requests can either be sent through the C Med evacuation channels or given directly to the C Med treatment platoon leader (located in the Brigade Support Area).  Expect a 24 hour turn around time for all orders and plan accordingly.  The Treatment NCO will maintain a document register of all ordered medical supplies.  The status of each item (ordered, delivered, back ordered) should be noted to prevent duplicate orders from being issued.

VI.  SUPPORT OF TACTICAL OPERATIONS

A.  GENERAL


1.  During tactical operations the BAS will normally operate as a FAS and MAS (split operations). Split operations provide maximum flexibility and survivability of medical assets on the battlefield.  After the battlefield has been cleared of casualties, the aid stations will consolidate and cross level equipment and supplies. The Field Medical Assistant will position himself in order to have maximum command and control, usually with the element which is moving to a new location.


2.  Movement during split operations is usually conducted in leapfrog fashion.  One aid station will remain stationary and treat casualties while the other is moving to a new location to better support the battalion.  This will result in the FAS and MAS alternately moving forward of each other (“leapfrogging”) to remain close to the battle. Supported units must be notified on the A/L net when an aid station relocates so that casualties are evacuated to the proper location.  The capabilities of each aid station are identical and they can be interchanged at any time.  The MAS is normally collocated with the CTCP before the battle and the FAS follows behind the trail CO/TM.  


3.  Both aid stations may be placed on line for optimal coverage of the battalion.  This sacrifices mobility for increased treatment capability.  This is normally used when heavy casualties are expected and distances covered are minimal.  Each aid station will provide treatment for the two CO/TMs to its front.  Medical care is based on an area coverage basis, however, and casualties may be evacuated to either aid station.


B.  OFFENSIVE OPERATIONS


1.  Offensive operations are characterized by mobility and concentration of firepower.  The battalion’s main effort will be given an additional ambulance.  Combat vehicles will usually advance more quickly than the aid stations and maintaining proper distances (3-5 km) is difficult.  If the momentum of the attack slows, the Medical Platoon Leader must have good situational awareness to prevent the BAS from moving too far forward and exposing the unit to hostile fire.


2.  Before tactical operations commence, the MAS will be located with the CTCP and the FAS will be positioned near the trail CO/TM.  Once units begins to cross the LD, the FAS will follow approximately 3 km behind the trail CO/TM.  After casualties are received, the FAS stops and prepares to treat casualties.  While the FAS is treating casualties, the MAS will leapfrog ahead of the FAS.  The Medical Platoon Leader will designate locations on the ground (checkpoints on the map) where the FAS and MAS will occupy as they move forward.  Each aid station will have a set of primary and alternate checkpoints to use while moving forward.  On order, each aid station will disestablish and move to the next checkpoint.  By leapfrogging, aid stations are able to stay within 3-5 km of the combat units.   Net calls on the A/L frequency alert First Sergeants and evacuation assets which locations have aid stations that are able to treat casualties.


3.  Breaching operations pose special problems for the medical platoon.  High casualties can be expected while breaching an obstacle and the battalion may experience casualties on both sides of the obstacle.  The Assault element will be given an additional ambulance.  Ambulance crews must know the locations of corridors through the obstacle in order to expedite evacuation.  One aid station will establish on the near side of the breach while the other prepares to cross through to the far side.  Once the far side is secure, the second aid station will go through the breach and set up.  The near side aid station will then go through the breach after the majority of the battalion is on the far side.


C. DEFENSIVE OPERATIONS


1.  During the defense, units exchange mobility for cover and concealment.  The reduction in mobility allows the BAS to remain closer to the line companies and keep evacuation distances short.  Detailed planning of evacuation routes is also possible.  CO/TM ambulance crews will construct sketch maps of friendly battle positions to allow them to quickly locate casualties during the battle.  


2.  The aid stations may be placed on line in order to maximize the amount of medical treatment while minimizing evacuation distances.  Aid stations are placed in areas providing good cover and concealment from the enemy.  They can be well hidden provided friendly units are aware of the location.  Since aid stations will not move frequently, defensive measures such as individual fighting positions will be constructed to counter enemy units operating in rear areas.


3.  Mass casualty situations are likely to develop as enemy forces seek to overwhelm the defending unit.  Additional evacuation assets will be required.  Medical supplies should be kept at high levels to deal with the increased patient load.


D.  COUNTER RECON OPERATIONS


1.  Before a tactical operation, the battalion may send one CO/TM forward to act as the counter recon element.  This action is intended to disrupt enemy scouts from finding the disposition of friendly units.  Casualties may be incurred during skirmishes between enemy and friendly units, usually at night.  The FAS is attached to the counter recon CO/TM to provide far forward medical support  Evacuation may be difficult due to darkness and the presence of enemy units in the area.  After the CO/TM conducts passage back through friendly lines, the FAS is collocated with the MAS.



E.  NBC OPERATIONS


1.  One of the most difficult environments in which to perform tactical operations are those that are contaminated with nuclear, biological, or chemical weapons.  Casualties may occur due to combat or exposure to contaminates.  Before casualties may be treated they must be decontaminated.


2.  The medical platoon has one NBC patient decon and NBC patient treatment medical set.  This set is located with the FAS.  Unless additional augmentees are procured from the battalion, split operations will have to cease in order to allow the BAS to have enough personnel to perform NBC decon and treatment.  If an uncontaminated area is not available or if the BAS is contaminated, decon and treatment can not take place.  Contaminated casualties will then be evacuated rearward for decon and treatment.


3.  The minimum number of ambulances should be used to evacuate contaminated casualties.  Once an ambulance is contaminated it can not be used to transport noncontaminated casualties until it has been thoroughly decontaminated.  For this reason MEDEVAC will not be utilized for NBC casualties.  Clean and dirty evacuation routes will be clearly marked for ambulances to follow.

APPENDIX A:  PCI CHECKLIST

(include checklist here)
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