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CHAPTER 9

HEALTH SERVICE SUPPORT PLANNING

Section I. INTRODUCTION

9-1. General
a. The objective of military medicine, to con-

serve fighting strength, dictates that patients be
examined, treated, and returned to duty as far
forward (as early in the phased health service sup-
port system) as possible and that health service
support resources be employed to provide the
utmost benefit to maximum personnel in support
of the mission. When a wide disparity develops
between the patient workload and the treatment
capability, it may become necessary to concentrate
that capability upon those patients who can be
returned to duty immediately and those for whom
resuscitation can be accomplished with a mini-
mum expenditure of personnel, supplies, and time.
Planning for health service support is a dynamic
process. Detailed planning principles are discussed
in FM 101-5, FM 101-10-1, and FM 8-55.

b. The health service support system is a single,
integrated system that reaches from the forward
areas of the combat zone (CZ) in the theater of
operations to the Continental United States
(CONUS). This system entails the effective medical
regulation of sick, injured, and wounded soldiers
in the shortest possible time to the treatment fa-
cilities capable of providing the required treat-
ment. The sick, injured, and wounded are regulat-
ed and evacuated without regard to lateral or rear
boundaries.

c. Nonmilitary personnel who accompany
combat forces or who function within a theater of
operations (e.g., press, contractors, Logistic Assist-
ance Representatives, and Red Cross personnel)
are authorized treatment in military medical fa-
cilities and evacuation as specified in AR 40-3.
Medical assistance to other civilians is provided
within the limits of available health service re-
sources. The civil affairs organizations have the
basic responsibility for working with and through
civilian health agencies, thus providing the normal
link between the civil-military operations (CMO)
officer, his subordinate units, and the appropriate
command surgeon.

d. Although graves registration and return to
duty of personnel from medical facilities are very
important, they are not health service support
functions. The prompt and timely performance of
both of these functions by nonmedical units pre-
vents possible adverse impact on the operational
effectiveness of medical treatment facilities.

9-2. Principles of Field Medical Support
a. Continuity. The principle of continuity is to

provide optimum care and treatment to the sick,
injured, and wounded in an uninterrupted
manner. Continuity in care and treatment is
achieved by moving the patient through a progres-
sive, phased health service support system, extend-
ing from the forward area of the CZ to the area as
far rearward as the patient’s condition requires,
possibly to CONUS. Each type of health service
support unit contributes a measured, logical incre-
ment appropriate to its location and capabilities.

b. Control. The principle of control is to insure
that all health service support resources are de-
ployed accurately and on time, and that the scope
and quality of medical treatment and care meet
the professional standards and policies of the
Army Medical Department (AMEDD). Capability
to provide professional care and treatment at vari-
ous levels in the system is achieved through unin-
terrupted control by medical personnel in the de-
ployment of medical units, personnel, facilities,
equipment, supplies, and evacuation means at the
right places and times for accomplishment of
health service support plans. Reliable, timely, and
accurate communications are also essential and
indispensable to health service support in order
that patient-related data can be received promptly
at medical command and control elements, so that
evacuation means can be dispatched for patient
pickup and directed to deliver the patient to the
most appropriate destination. Communications
means must be adequate and available to each
medical organization. The health service support
system includes the operations of a medical com-
munication subsystem. Medical communications
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serve a time-sensitive product—the patient; there-
fore, speed and simplicity are demanded and the
communications procedure cannot be delayed by
competing priorities.

c. Proximity. The principle of proximity is to
keep morbidity and mortality to the minimum by
prompt acquisition of the casualty into the health
service support system. Health service support re-
sources are employed as close to the area of
combat operations as the time/distance factors
and the tactical situation permit. Patients are
either transported to the medical treatment facili-
ty, or the treatment facility is moved to the pa-
tients.

d. Flexibility. The principle of flexibility is to be
prepared to shift health service support resources
to meet changing requirements. Changes in tacti-
cal plans or operations make flexibility in health
service support essential. Since all health service
support units are used somewhere within the thea-
ter and none held in reserve, the medical com-

mander makes alternate plans for redistribution of
health service support resources as required.

e. Mobility. The principle of mobility is to main-
tain close health service support of maneuvering
combat forces. Medical units must have mobility
equal to or greater than the units they are sup-
porting. The mobility principle is applied to the
health service support system as a whole. For ex-
ample, if one unit is immobilized, a similar unit
may be leap-frogged past it. An immobilized unit
may be given priority in evacuating its patients as
they become stabilized, and its resources may be
moved by echelon.

f. Conformity. The principle of conformity is to
provide health service support to the sick, injured,
and wounded soldiers at the right time and place.
In application of the principle of conformity, the
health service support planner analyzes the com-
mander’s tactical plan of operations to determine
the health service support requirements, and plans
the required support to conform to tactical oper-
ations.

Section Il. UNIFIED COMMAND MEDICAL PLANNING

9-3. Health Service Support in Unified
Commands

a. The commander of a unified command has
the authority to coordinate logistics and adminis-
trative support of component forces, including
health service support of the unified command
(Joint Chiefs of Staff (JCS) Pubs. 2 and 3). This is
in addition to his vested authority as a command-
er, including his strategic and operational respon-
sibilities.

b. A unified command surgeon is designated for
each unified command. Liaison is established be-
tween the unified command surgeon and each
component command surgeon. The duties of the
unified command surgeon are normally advisory,
planning, and supervisory as they pertain to the
overall health service support of the command.
His normal responsibilities include;

(1) Insuring that hospitalization and evacu-
ation facilities provided by the components meet
health service support requirements of the unified
commands and that there is no unnecessary dupli-
cation of facilities.

(2) Assisting in the formulation of the theater
evacuation policy.

(3) Coordinating and supervising the activities
of the Joint Medical Regulating Office (JMRO)
when established. The JMRO is primarily respon-
sible for the evacuation of casualties out of the
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theater of operations through coordination with
the US Air Force (USAF).

(4) Coordinating component services’ preven-
tive medicine activities.

(5) Coordinating provisions for medical assist-
ance to civilians.

(6) Preparing patient estimates and the medi-
cal portions of support annexes to unified com-
mand plans.

(7) Coordinating joint utilization of medical
areas/facilities and all cross-service medical ar-
rangements.

(8) Coordinating and supervising the activities
of the Joint Blood Program Office (JBPO) when
established.

(9) Establishing medical training policies for
joint operations.

(10) Planning and coordinating the medical
portion of joint exercises.

(11) Monitoring medical supply and medical
equipment maintenance procedures of the compo-
nent commands.

c. Each military department operates its portion
of the overall hospitalization system in a unified
command and each determines its requirements in
accordance with service policy. Hospitals in the
unified command may be jointly staffed and used
or they may be staffed by one service and used by
all. Medical care of military patients of unified
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commands in civilian and allied military facilities
is restricted to emergencies. Enemy prisoners of
war (EPW) receive medical care in accordance
with the provisions of the Geneva Convention of
12 August 1949. Medical care of civilian casualties
in occupied areas is also provided in accordance
with the provisions of the Geneva Convention. The
general doctrinal organizations and practices of
the medical components of the Army, Navy, and
Air Force are outlined in FM 8-8.

d. Each of the component services is responsible
for providing or arranging for the provision of the
logistical means required to accomplish the medi-
cal mission, to include all hospitalization and evac-
uation support in an area occupied or used exclu-
sively by that component. Each component main-
tains command blood programs which are coordi-
nated by the JBPO. Responsibility for technical
control over medical activities necessary for proper
patient care, records, disease prevention, training,
budgeting; and determination of requirements for
and the supply and maintenance of medical mate-
riel is exercised by component commanders
through their surgeons.

(1) Joint use may be made of dental facilities
and services.

(2) The US Army is designated as the DOD
Executive Agent for providing military veterinary
services worldwide throughout the armed services
and DOD agencies. These veterinary services in-
clude the wholesomeness (including the presence
or absence of NBC contaminants) and quality as-
surance inspection of food (except on US Air Force
bases), laboratory examination of food products,
preparation of directories of sanitarily approved
sources for subsistence, procurement, sanitary in-
spections of establishments supplying food to DOD
components, complete medical surgical care of gov-
ernment-owned animals, and prevention and con-
trol of animal diseases communicable to man (zo-
onosis control).

(3) The US Air Force operates Theater Blood
Transshipment Centers (BTC) which are strategical-
ly located to receive all blood arriving from
CONUS. The BTCs store blood for the Quad-Serv-
ices. Each component arranges for pickup of their
share of the blood from the BTC IAW the respec-
tive JBPO OPLANS.

e. In joint operations, each component command
is primarily responsible for all hospitalization and
evacuation personnel and facilities required for its
own support; medical supply and maintenance
support for its medical equipment; medical units
for the interim care and treatment of its patients
and those of other services as required; care, treat-
ment, and hospitalization of EPWs and designated

civilians in areas of assigned responsibility; and
operation and support of joint use of facilities
when assigned.

(1) All medical evacuation by land, including
inland water transportation within assigned geo-
graphical areas, is the responsibility of the Army
component. Aeromedical evacuation within the
Army CZ (except in areas supported by Air Force
airlanded logistics support) is the responsibility of
the Army component for short distances and
USAF for longer distances.

(2) The Navy/Marine Corps component com-
mand is responsible for sea transportation for
evacuation of patients from oversea areas to
CONUS; providing offshore hospitalization for
joint use as directed by the unified commander;
and aeromedical evacuation within the Navy/
Marine Corps component command area of respon-
sibility.

(3) The Air Force operates an intratheater and
interheater aeromedical evacuation control
center, which consists of aeromedical staging, aero-
medical evacuation inflight, medical crews, and li-
aison teams to support aeromedical evacuation
from the CZ and within and between the commu-
nications zone (COMMZ) and CONUS.

9-4. Joint Health Service Support
Planning

a. The tactical mission assigned to the combat
forces is the basic consideration of all health serv-
ice support planning. Medical preparation and
planning is specifically designed to support the
tactical operations. Among the most important fac-
tors used for sound health service support:

(1) A health service support estimate of the
situation.

(2) Coordination of health service support
planning peculiar to the medical service of each
component; with elements within each service;
plans involving joint action among the services;
and those involving planning with allied forces.

b. The health service support estimate of the
situation follows the process prescribed in the
Joint Operations Planning System (JOPS) where it
is called medical estimate. The estimate is an ex-
amination of all factors which will influence the
accomplishment of the mission. The object is to
arrive at a sound decision for the proper course of
action to be adopted. The fundamental steps in-
clude:

(1) Consideration of the command mission.
(2) Consideration of the medical situation and

all factors affecting health service, analysis of the
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workload, requirements and means available, and
development of medical courses of action.

(3) Evaluation of various courses of action, in-
cluding outstanding features, controlling limiting
features, and comparative advantages and disad-
vantages.

(4) Assessment of the enemy’s potential for
inflicting physical damage including the use of nu-
clear, chemical, and biological weapons and his
ability to impede or prohibit evacuation of friendly
personnel. Enemy health conditions may affect the
health of our own forces and are indicative of
requirements for the care of EPWs and civilian
detainees.

(5) Evaluation of friendly capabilities includ-
ing strength, combat effectiveness, position, weap-
ons, and plan of action. These are weighed against
the enemy capabilities to project casualty data
used to determine estimated workload.

(6) Consideration of the environment in which
the operation is to take place, which can impact
greatly upon the requirements and capabilities of
medical service units. The availability and condi-
tion of road nets, landing strips, railroads, harbors,
and other geographic features directly influence
the ability to evacuate patients and influence con-
struction of facilities. The climate can cause frost-
bite, sunburn, trenchfoot, heat prostration, or
other ailments. It can also interfere with land and
air evacuation as well as contribute to the deterio-
ration of medicines, drugs, and medical equipment.
Information concerning the types of diseases,
sources, frequency, severity, and current results of
preventive measures are needed to plan disease
control measures. Other potential sources of dis-
eases are insects, animals, vegetation, and the san-
itary aspects of the preparing, handling, and serv-
ing of food and similar information about water
supplies.

(7) Making a preliminary estimate, including
the probable number of patients, the types of pa-
tients, their distribution in time and the areas of
greatest patient density from the information in
preceding paragraphs. The computation of hospital
bed requirements; the number and types of medi-
cal units needed; additional transportation needed
to evacuate patients, move medical units, or sup
plies; and the amount and kinds of medical mate-
riel requirements are calculated from the estimat-
ed patient load. Included also are requirements for
medical disposition, intelligence, environmental
health, dental, veterinary, and EPW support.
These computed requirements are evaluated in re-
lation to organic capabilities of major combat
forces, medical units that have been made avail-
able, supplies on hand, and the capability for re-
plenishment.

(8) Recommending medical support. After de-
termining the courses of action open to him, the
probable effect of the enemy capability on the suc-
cess of each course of action, and weighing the
advantages and disadvantages of each, the health
service support planner (staff surgeon) determines
that course of action which will contribute the
most to accomplishment of the mission and recom-
mends to the support commander what medical
support should be provided and the employment of
medical units.

c. Evacuation policy:

(1) The theater patient evacuation policy is
established by the Secretary of Defense with the
advice of the JCS and upon the recommendation of
the theater commander. The period of time stated
in the theater evacuation policy will commence for
the patient on the date of initial admission to any
hospital within the theater of operations. The total
time spent in all hospitals, both in the CZ and/or
the COMMZ, for treatment of a single episode of
illness or injury should not exceed the number of
allowable days of noneffectiveness stated in the
theater evacuation policy. Patients who, in the
opinion of a responsible medical officer, cannot be
returned to duty within the period prescribed, are
evacuated on the first available transportation if
the patient’s medical condition permits.

(2) Subordinate commands may establish in-
tratheater patient evacuation policies within the
limits of the theater patient evacuation policy and
subject to approval by the theater commander. For
example, a short evacuation policy usually is es-
tablished for CZ hospitals so as not to impair their
mobility or their capability to accommodate surges
of patients. Intratheater patient evacuation poli-
cies must be flexible and changed as dictated by
the tactical situation. Intratheater evacuation poli-
cies may differ among the hospitals depending on
their location, facilities, staffs, and the types of
patients received.

(a) During static situations. During a slow-
moving or stabilized situation, when patients are
hospitalized at a fairly constant rate, CZ policies
may be changed to permit longer retention of pa-
tients who do not require specialized treatment in
a COMMZ general hospital.

(b) During heavy combat. When heavy combat
causes a large number of patients, the intratheater
patient evacuation policy must be reduced to make
beds available for current and anticipated needs.
As a result, fewer patients admitted for treatment
are retained. In addition, the displacement of hos-
pitals will temporarily reduce the number of beds
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available for patients and requires that more pa-
tients be evacuated to the COMMZ.

(3) Evacuation policies are primarily used for
patient management and medical resource alloca-
tion planning. They will affect numbers of patients
returned to duty within the various levels of hospi-
talization and direct impact on:

(a) The number and type of medical units
required in COMMZ to support the CZ.

(b) The amount of medical materiel require-
ments.

(c) The volume and type of transportation.

(d) The rate of patient returns to duty.

(e) The theater personnel replacement re-
quirements.

(f) The amount and timing of engineering
support.

(g) The number of hospital beds in CONUS
to support the theater.

(4) The shorter the theater evacuation policy,
the fewer the number of hospitals that will be
required in the theater and the greater the
number of hospital facilities that will be required
in CONUS. Since a shortened evacuation policy
means a greater flow of patients from theater to
CONUS, the personnel replacement and transpor-
tation requirements will be increased.

(5) All available forms of transportation must
be considered together with the details of patient
handling. While it is DOD policy that patients of
the Armed Forces will be evacuated by aircraft
when air transportation is available and feasible,
the planner must also consider surface medical
transportation such as field and bus ambulances,
trains, and ships. Convalescent patients and those
others requiring evacuation outside the area will
be transferred to other units leaving the area. The
efficiency of medical support operations depends
on the effective distribution of patients to those
facilities that are capable of providing the required
treatment in the shortest possible time.

d. Based on the health service support estimate,
the planner must determine what medical prac-
tices, procedures, and policies are best adapted to
the area of operations or to the operation (see
Chapter 2, FM 8-55). Generally, existing standing
operating procedures (SOP) can be used, but it
may be necessary to devise entirely new proce-
dures. These procedures cover insuring that per-

sonnel involved in the operation are physically fit;
preventive medicine requirements; the routing and
controlling of evacuation movements and the loca-
tion of evacuation facilities; professional care re-
quirements and the location and employment of
various types of hospitals to include times of open-
ing, closings, movement, changes in personnel and
equipment; the amounts and types of medical sup-
plies needed; location of supply installations and
maintenance facilities; sources of blood products
and substitutes; records control; amounts and
types of medical training required; and other pro-
cedures as required.

e. Based on the health service support estimate,
the medical procedures, and the resources allocat-
ed, the health service support planner determines
the number and types of units available, and allo-
cates responsibilities to each major unit. Along
with the determination of units required, the plan-
ner must also provide for adequate replacement of
personnel, especially those possessing critical
skills. He must also plan for providing the right
skills at the right place and time, based on
changes in the tactical concept of operations.

f. The health service support estimate is used by
the base development planner and the logistics
planner to determine the construction effort re-
quired to provide hospitals and other facilities for
medical care of the forces. In a large landmass
theater of operations, the number of hospitals re-
quired to provide fixed-bed requirements may be
considerable. The capabilities of the engineers to
construct hospital plants may well influence evac-
uation policy by phase.

g. Another major factor for consideration in
planning the hospitalization program for a theater
of operations is that of phasing the hospitals into
the theater. This requires long-range planning.
Hospital units must be organized and trained and
be ready for shipment at the time required. This
requires full coordination between the theater of
operations commander and the zone of interior
commander who must provide the hospitals. The
time element is dependent upon the accumulation
of patients, which in itself is dependent upon the
phased buildup of theater strength, a determina-
tion of the strengths to be supported, and a
planned increase of the evacuation policy. As the
theater buildup is accomplished, the evacuation
policy normally will be increased until the opti-
mum policy is reached.
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Section Ill. SERVICES WITHIN THE HEALTH SERVICE SUPPORT SYSTEM

9-5. Dental Services
a. Dental Support. Dental personnel are located

throughout the theater to provide dental care and
thereby prevent unnecessary evacuation of individ-
uals who require either emergency or definitive
dental treatment. The control and technical super-
vision of these personnel are accomplished by
Dental Corps officers in command or staff posi-
tions.

b. Unit Dental Support. Unit dental support is
twofold. It provides emergency treatment neces-
sary to return dental patients to duty as quickly as
possible or to prepare them for further evacuation.
It also institutes as many preventive measures as
possible to reduce the dental patient load. This
support is provided by dental personnel organic to
divisions, separate brigades, and Special Forces or-
ganizations.

c. Hospital Dental Support. Hospital dental sup-
port is provided by dental personnel organic to
each hospital and convalescent center. These per-
sonnel may provide definitive treatment capability
for inpatients, staff members, and patients re-
ferred from area dental detachments.

d. Area Dental Support. Area dental support,
provided in the CZ and COMMZ by dental person-
nel listed in the Table of Organization and Equip-
ment (TOE) 8–670, Dental Service Detachments,
provides definitive dental treatment to all person-
nel in a given geographical location. The level of
treatment is contingent upon resources, time,
types of procedures, and number of personnel to be
treated. Priority of treatment in rear areas is
given to personnel in divisions or brigades retrain-
ing, regrouping, or in reserve. Command of area
dental support units usually remains with the
dental headquarters to which the units are as-
signed.

e. Dental Staff Officers. Dental staff officers are
assigned by TOE to medical commands (MEDCOM)
and medical brigades and are included on the staff
of the theater Army surgeon.

9-6. Veterinary Services
Veterinary services are an integral part of health
service support within a theater of operations.
They include assuring food wholesomeness, food
hygiene, safety, and quality assurance inspections;
sanitary inspection of food processing, storage, and
distribution facilities; control of animal borne and
foodborne diseases; assistance in the preventive
medicine program; complete medical and surgical
care of military-owned animals; and preventive
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medical aspects of civic action programs. They also
entail inspecting, monitoring, and testing subsist-
ence and food producing animals contaminated or
suspected of being contaminated with nuclear, bio-
logical, and chemical agents. When directed, they
participate in other activities. For veterinary serv-
ices to be effective:

a. The organization, doctrine, training, and
equipment must be adequate to support the entire
theater under all conditions and in any environ-
ment.

b. The services, either routine or emergency,
must be available as far forward as operational
requirements and the tactical situation permit.

c. The veterinary units must respond quickly to
rapidly changing tactical situations.

d. The veterinary personnel must emphasize the
preventive aspects of their duties, such as reducing
the deterioration and spoilage of subsistence and
the incidence of both animal borne diseases, and
disease and injury in military animals.

e. Area veterinary services are provided by vet-
erinary detachments and items (TOE 9-680) allo-
cated to support geographical areas in both the CZ
and the COMMZ.

f. Veterinary staff officers are assigned to the
staff of the surgeon of the theater Army
MEDCOM and of the major medical brigade head-
quarters supporting the corps.

9-7. Preventive Medicine Services
a. Preventive medicine services enhance unit ef-

fectiveness by reducing individual soldier’s expo-
sure to disease and other environmental hazards.
These services normally are provided at all levels
of health service support in the CZ and in the
COMMZ. They are dependent upon the develop
ment of command interest and support. Preventive
medicine services entail:

(1) Assistance in the control of arthropod and
rodent vectored diseases, including technical con-
sultation, entomological surveillance, and rein-
forcement of the tactical unit’s organic pest man-
agement capabilities.

(2) Assistance in the control of waterborne dis-
eases including water quality surveillance of water
purification and storage facilities and technical
consultation in the treatment of water under all
field conditions.

(3) Assistance in the control of foodborne dis-
eases, including surveillance of ice and dining fa-
cilities.
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(4) Professional supervision of immunization
and drug prophylaxis activities for the prevention
or suppression of communicable diseases.

(5) Assistance in the control of excessive occu-
pational exposures to such hazards as ionizing and
nonionizing radiation, toxic gases, noise, and cli-
matic extremes.

(6) Assistance in the identification and investi-
gation of disease outbreaks and advice on appro-
priate preventive and corrective measures.

(7) Technical advice on medical aspects of nu-
clear operations.

(8) Education of troops in appropriate hygienic
practices and the training of field sanitation
teams.

(9) Technical consultation concerning the se-
lection and development of bivouac sites, canton-
ment areas, refugee camps, and EPW compounds.

(10) Technical consultations in the renovation
or repair of public utilities of towns and villages
located in the area of operations.

(11) Professional and technical advice to com-
manders at all levels on measures to reduce nonef-
fectiveness from disease and injury.

(12) Surveillance of military environments in
general to detect and identify actual or potential
health hazards and to formulate suitable means
for minimizing their effects.

b. Unit preventive medicine countermeasures
and field sanitation team services are the responsi-
bility of the unit commander (AR 40-5). Area serv-
ices are provided by preventive medicine detach-
ments organized under TOE 8–620 and provide
services that are beyond the capability of unit per-
sonnel due to their complexity, scope, or special-
ized nature. Special environmental conditions may
be the overriding considerations in tactical health
service support planning and may have immediate
impact on the number, composition, and target
dates for arrival of preventive medicine teams/
detachments and supplies needed to implement
control measures.

c. The theater Army surgeon’s section and the
MEDCOM headquarters include a preventive med-
icine staff officer. In addition to serving as a tech-
nical advisor, the preventive medicine officer also
may assist the surgeon in staff supervision of the
activities of assigned and attached preventive med-
icine detachments. Other assigned preventive med-
icine personnel normally include medical ento-
mologists, sanitary engineers, environmental sci-
ence officers, nuclear medical science officers, and
preventive medicine specialists.

d. Equipment retrograde is a program designed
to reuse and/or rebuild salvageable equipment and

materiel from the theater of operations which re-
sults in substantial supply economy of critical and
high-demand items. The US Department of Agri-
culture (USDA) and the US Public Health Service
(USPHS) are required to inspect all international
cargo consisting of such equipment which enters
CONUS. A military program is established in the
CZ and the COMMZ to provide this inspection for
equipment cargo loading points. This is accom-
plished in conjunction with representatives of the
USDA and USPHS. Inspectors are normally pre-
ventive medicine specialists who are trained and
certified as military quarantine inspectors and are
normally provided from available preventive medi-
cine assets.

9-8. Medical Laboratory Services
Within the theater of operations, medical (clinical)
laboratory services are provided in all hospitals,
convalescent centers, dispensaries, division medi-
cal companies, and separate medical treatment
companies. The capabilities within these units
vary from only one medical laboratory specialist in
a dispensary to a pathologist and Medical Service
Corps (MS) clinical laboratory officers in a large,
sophisticated clinical laboratory in a general hospi-
tal. Laboratory requirements which are beyond
the capability of a unit laboratory are forwarded
to the next larger medical treatment facility or to
designated separate laboratories, specialized lab-
oratories and, on occasion, contract laboratories.
Included in laboratory services are all of those
tests with their related activities that identify and
evaluate risks to human health. Most of the spe-
cialized laboratory testing is accomplished by med-
ical laboratory detachments organized under TOE
8-650.

9-9. Blood Bank Services
a. Blood bank services are provided in the thea-

ter of operations to support US military and, as
directed, allied military and indigenous civilian
medical establishments. These services are thea-
terwide and coordinated with the Joint Blood Pro-
gram Office (JBPO) which interfaces with the
DOD Military Blood Program Office (MBPO) in
CONUS. Blood bank services encompass the provi-
sion of volunteer blood donors by all commands in
accordance with their respective command blood
programs. Included in the functions of the blood
bank services are the following: providing medical
technical services to evaluate prospective donors
and collect blood from suitable donors; testing and
classifying the blood for transfusion; providing pro-
tective conditions during transport and storage;
providing pretransfusion testing to insure suitabil-
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ity for the specific patient; and preparing and/or
maintaining data and reports for assessing and
managing the services provided. Some blood is pro-
vided from within theater resources, however, the
majority of blood requirements will be provided
from CONUS.

b. Each service within the theater is expected to
maintain a capability for self-support of its own
forces. In joint operations, the JBPO is established
on a full-time basis under the supervision of the
joint surgeons. (See FM 8-8 for details of the func-
tions of the MBPO in joint operations.) The thea-
ter Army blood program officer normally serves as
the Army representative in this agency and func-
tions as its chairman when the Army has the pre-
ponderance of forces in the theater. Specialized US
Army Blood Bank units and blood bank units/
personnel from other services provide for control,
collection, processing, storage, and distribution of
blood products in support of the theater blood re-
quirements. All theater blood activities are man-
aged and coordinated by the JBPO.

c. Blood processing detachments (team NA, TOE
8-620) normally are attached to the blood bank
service headquarters (AJ TOE 8-620) on the basis
of one per three blood collecting detachments
(team NB, TOE 8-620). These detachments receive,
process, and store blood collected in the COMMZ.
Blood collecting detachments (NB) are attached to
the blood bank service headquarters detachment
on the basis of one per 80,000 personnel supported.
These detachments normally are employed only in
the COMMZ and normally collect blood from non-
combatants (NEO), combat support and combat
service support personnel. NC detachments are as-
signed to the Blood Bank Service Headquarters
Detachment and normally attached to another
medical unit for administrative/logistical support.
Blood distribution detachments (team NC, TOE 8–
620) are allocated on the basis of one per 100,000
personnel supported. NC detachments normally
are attached to the blood bank service headquar-
ters detachment and are used for the movement of
blood on relatively short trips to and from air-
fields, to and between the central blood bank and
its subcenters, between blood collecting and stor-
age facilities and, on a limited basis, to medical
facilities along the route. When conditions such as
long distances (excess of 88 kilometers) or travel
over rough roads are required or expected, plans
must be made to move blood by air, except when
the tactical situation, weather, or other conditions
prevent air movement. Plans for air movement
must be considered when allocating available air-
craft resources for mission assignments. Air ambu-
lance units provide emergency transportation for

blood products and blood substitutes, and routine
transportation on a backhaul basis. Specific blood
distribution systems are developed for the unit by
the unified command components and the JBPO.

d. The resources of the theater Army medical
laboratory detachments are available to provide
technical assistance, as required. A qualified pa-
thologist normally functions as the transfusion
consultant to the theater Army surgeon.

9-10. Medical Supply, Maintenance, and
Materiel Management

a. The medical commodity (class VIII in the
classes of supply structure) consists of the neces-
sary materiel for use in medical, surgical, veteri-
nary, dental, optical laboratory, and allied disci-
plines.

b. Medical materiel is a highly specialized cate-
gory of supply used primarily by professionally
qualified medical personnel of the Army Medical
Department. Medical items generally have no ap-
plication beyond the care and treatment of pa-
tients. The ultimate purpose of the products of a
medical supply system is the patient for whom the
effort was expended in the first instance. The diag-
nosis, treatment, and prescription of medication
for the patient is solely the responsibility of the
attending physician. It is necessary that the medi-
cal supply system provides timely and effective
response to the doctor-patient requirements. The
medical supply system must be adequate to meet
the needs of the service, and the system must be
capable of rapidly adapting to a large increase in
patient load in the event of a national emergency
with a minimum decrease in efficiency and no
compromise in the doctor-patient relationship. The
successful operation of the medical supply system
is directly dependent upon its close integration
with the total medical effort and its supervision by
appropriate command surgeons.

c. Providing medical materiel support (medical
supplies and equipment, biomedical equipment
maintenance, and optical fabrication) is an inte-
gral part of the patient treatment and evacuation
system. The medical materiel support units re-
sponsible for distribution of the support are under
the command and control of the medical brigade
at the corps or CZ level and of the medical com-
mand at the theater Army or COMMZ level. These
units are established in areas of customer concen-
tration and/or in proximity to air, rail, or sea
terminals and major road nets. To the maximum
extent, patient evacuation transportation should
be used for the backhaul of medical materiel.
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d. The theater Army surgeon advises the theater
Army commander in the development of the medi-
cal supply and maintenance system, recommend-
ing policies and establishing priorities. He plans
and supervises technical inspections of this system,
determines theater requirements for medical
equipment and supplies, and he exercises staff su-
pervision over the requisition, procurement, stor-
age, maintenance, distribution, and documentation
of these supplies and equipment. If the require-
ment to support other components in a joint serv-
ice operation arises, this contingency should be
coordinated with the component concerned and
the support provided on an area basis. Require-
ments for civilian communities and related admin-
istration are developed in cooperation with the As-
sistant Chief of Staff, Civil Military Operations.

e. The COMMZ MEDSOM battalions are as-
signed to the Medical Command (MEDCOM),
under the command and control of the MEDCOM
Commander. They are allocated on the basis of
one per Corps supported. Major customers include
field, station and general hospitals located in the
COMMZ. The COMMZ MEDSOM battalion has
the dual mission of providing health services logis-
tics support to medical units located in the
COMMZ as well as providing support to the Corps
MEDSOM Battalion. The COMMZ MEDSOM Bat-
talion performs the functions of receipt, storage
and shipment of Class VIII materiel, biomedical
equipment maintenance, medical grade oxygen
and water, and single and multivision optical fab-
rication. Resupply of the COMMZ MEDSOM bat-
talion is normally from CONUS sources through
Air Lines of Communications (ALOC).

f. The Corps/Combat Zone MEDSOM battalion
is under the command and control of the Corps
Medical Brigade/Medical Group. It provides area
support to medical and nonmedical units operating
within its Corps boundary and is allocated on the
basis of one per Corps or equivalent supported
element. Major customers of the CZ MEDSOM bat-
talion include divisions, Combat Support Hospitals
(CSH), Mobile Army Surgical Hospitals (MASH),
and Evacuation (EVAC) hospitals, and an area
medical laboratory. The CZ MEDSOM battalion
performs the following functions: receipt, storage
and issue of medical materiel; biomedical equip-
ment maintenance; single vision optical fabrica-
tion services; medical oxygen and medical grade
water. Resupply is from the COMMZ MEDSOM
battalion or direct throughput shipments from
CONUS.

(1) The supply and service division of hospitals
located in the Corps area stock approximately 10-
15 days of Class VIII supply. The supply and serv-

ice division of hospitals provides medical resupply
support activities to their respective hospitals and
may be tasked to provide area support for Class
VIII supply to medical and nonmedical units. The
supply and service division also provides medical
equipment maintenance support to hospital activi-
ties.

(2) The division medical supply officer (DMSO)
of the medical battalion/main support battalion
provides medical supply and biomedical equipment
maintenance support to the Army division. The
DMSO maintains a prescribed load to support sets,
kits, and outfits (SKO) contained in the unit and
division level treatment facilities. The load may
consist of items contained in those unit and divi-
sion level SKOs and other items that are demand
supported. In the absence of demand history, the
items/quantities contained in the Medical Instru-
ment and Supply Set, Resupply Set No. 1 may be
used as an initial start point. This set is not nor-
mally requisitioned or issued as an end item, and
if used as a basis for estimation, must be modified
based on the unit mission, organic storage and
transportation capabilities, and the potential for
timely resupply. The DMSO receives replenish-
ment through line item requisitioning and back-up
biomedical equipment maintenance support from
the supporting CZ MEDSOM Bn.

g. Biomedical equipment maintenance per-
formed in the theater will conform to the three
level maintenance concept. Biomedical mainte-
nance performed at the Corps MEDSOM battalion
will be Intermediate Forward and will concentrate
on repair and return, employ contact teams and
maintain limited float of critical items. The
COMMZ MEDSOM battalion will provide biomedi-
cal maintenance support to the medical units in
the COMMZ and backup support to the Corps
MEDSOM battalions. The COMMZ MEDSOM bat-
talion will provide Intermediate Forward, Interme-
diate Rear and Sustainment level medical mainte-
nance and will concentrate on repair and return to
stock for the corps and repair and return to sup-
ported medical units in the COMMZ. An expanded
maintenance float of designated items will be
maintained at this level.

9-11. Optical Fabrication
Optical fabrication support will be found through-
out the theater. Division level support will be lim-
ited to fabrication of semi-finished prescription
single-vision lenses and spectacle repair services to
all assigned or attached units. Optical fabrication
requirements beyond the capability of the Division
will be provided by the Corps/COMMZ MEDSOM
battalions on an area basis. The Corps MEDSOM
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battalion will provide single vision fabrication and
spectacle frame repair. COMMZ MEDSOM battal-
ions will provide single and multivision spectacle
fabrication and spectacle frame repair to the
COMMZ on an area basis and backup to the Corps.

9-12. Medical Food Services
Medical food services are provided at each level of
health service support within a theater of oper-
ations; TOE hospitals provide the full range of
medical food services for patients. These services
include preparing and serving regular and modi-
fied diets, assessing the nutritional needs of pa-
tients, and providing nutrition education to in-
clude dietary counseling of patients. The Chief of
Medical Food Service is responsible for coordina-
tion of patient and staff ration acquisition through
the Class I supply system.

9-13. Supplies for a Theater of
Operations

a. Medical supplies for a theater of operations
are acquired primarily from the Defense Personnel
Support Center (DPSC). All requisitions for medi-
cal materiel from Army oversea activities are
routed through the Defense Automatic Addressing
System (DAAS) for establishment of essential con-
trols and the expedition of status information to
the requisitioner.

b. Medical supplies to satisfy the initial support
requirements of a–

(1) Mature theater come primarily from prepo-
sitioned war reserve stocks in the theater. These
stocks are intended to fill the void created by the
lag in establishing the functional pipeline from
CONUS or other sources outside the theater.

(2) Developing (contingency) theater come
from the medical units, to include the MEDSOM
battalions, preplanned basic load and any existing
prepositioned war reserve stockpiles. (To deploy
with the necessary class VIII materiel, the planner
must possess a detailed understanding of each con-
tingency plan and the type and number of units
that his unit may be tasked to support.) The cur-
rent standard resupply sets are not intended to be
requested as a single stock number (end item) for
resupply but serve only as planning and manage-
ment tools for the medical logistician to be used to
satisfy initial support requirements. When the lo-
gistics pipeline is established, line item requisition-
ing supports the theater.

c. In establishing MEDSOM units, the following
should be considered:

(1) The general locations of medical materiel
activities are chosen along the proposed axis of
advance with consideration given to the tactical

and strategic effort, the location of ports, and the
major usable transportation facilities. When select-
ing specific locations, however, one must consider
such factors as adequate dispersion because of the
nuclear threat, defensibility of installations, local
roads, disposition of troops, rail sidings, adequacy
of local communication facilities, existing build-
ings and structures, utilities, and the availability
of local labor. According to the Geneva Conven-
tion, medical stocks must be stored and distributed
separately from other classes of supply to be con-
sidered protected materiel under the provisions of
the Geneva Convention.

(2) Medical supply installations should be near
railheads, ports, airfields, and highways to mini-
mize hauling. As transportation means are always
at a premium, economical and full use of available
transportation is essential. Plans are developed for
using the most efficient and economical transpor-
tation means. To minimize the rehandling and re-
shipping of medical supplies, it is desirable that
shipments from debarkation ports or beaches be
made directly to forward areas whenever possible.
Bulk quantities of medical supply items can easily
be assembled at the port or beach area, document-
ed, marked, and loaded for shipment to forward
supply installations. Shipment of medical supplies
should always be made by the best available
means. Throughout distribution is used where pos-
sible.

(3) Storage facilities for medical supplies
should provide 100 percent covered storage when-
ever possible. Existing buildings should be used to
the greatest extent possible to provide adequately
covered, refrigerated, secure, and controlled hu-
midity and temperature storage. Requirements for
utilities must be considered. Preservation and
packing procedures as prescribed in TB MED 1
must be followed.

(4) Medical supply installations must remain
flexible to meet changing situations. The threat of
nuclear attacks and the rapidly changing military
situation make it necessary that alternative medi-
cal supply plans, procedures, and operations be
formulated. In certain instances, it may be advisa-
ble to establish duplicate records, especially when
automated procedures are used, to serve as a
backup system. Medical supply levels of installa-
tion in forward areas should be kept at a mini-
mum to permit relocation of such installations
whenever necessary to provide adequate medical
support to the mobile supported units.

(5) Overall space requirements are determined
from supply control data and from experience fac-
tors for handling medical supplies. Detailed space

9-10



FM 701-58

requirements should be based on specific assign-
ments of support missions, supply levels to be car-
ried, area and troop served, and types of supplies.
Medical unit commanders and staff officers should
have an appreciation of storage problems, particu-
larly those pertaining to covered storage if they
are to establish appropriate policies covering stor-
age of medical supplies. Consideration must be
given to large volume, special handling, and docu-
mentation.

(6) Maximum utilization of storage space is
basic to economical supply operations. Such factors
as accessibility of stored medical supplies, and
maximum protection from deterioration, fire,
weather, theft, rodents, and enemy action must be
considered in ascertaining efficient storage proce-
dures.

(7) Efficient methods should be employed to
minimize unnecessary shipments, transshipments,
and rehandling of medical supplies. So far as possi-
ble, shipments of medical supplies should be ac-
complished in one move and as far forward as
possible. Movement of supplies through successive
supply installations should be avoided.

(8) Closely allied with the handling of medical
supplies is the control of physical inventories. In-
ventories will be conducted in accordance with
ARs 710-2 and 40-61.

(9) Employment of proper medical supply prac-
tices requires that continuous care be exercised in
the surveillance of all medical supplies, and in
particular, of the deterioration type items. Items
must be stored and cared for according to cargo
classification. Deteriorating and potency type
items must receive special consideration in the ro-
tation of stocks.

(10) Medical supply activities will be located in
areas where maximum security is provided. Such
locations will be incorporated into plans for the CZ
and COMMZ.

d. With certain restrictions, specified items and
categories of items of medical supply are author-
ized for procurement locally within the theater.

Procurement of certain medical supplies from non-
United States sources in oversea areas is not au-
thorized unless specific prior approval of The Sur-
geon General is obtained. Consideration in the pro-
curement of medical items from local sources
should include manufacturer technical know-how,
sterilization techniques, raw material availability,
and production capabilities. Because of the nature
of most medical items (mainly drugs and surgical
instruments), sound judgment must be exercised.
The high standards established by the US Govern-
ment make it difficult to consider the use of manu-
facturers in many areas of the world as possible
sources of drug supplies. Drug standards vary in
different countries, and hence, foreign drugs are
used only in emergencies. In practice, locally pro-
cured materiel is identified and segregated from
similar items of US manufacture. Quality control
procedures must be followed as prescribed in TB
740-10, AR 40-61, SB 8-75-9, and the Medical
Unique Master Data File (MUMDF).

e. Representative samples of medical supplies
and equipment captured from the enemy must be
forwarded through command channels to medical
intelligence personnel for evaluation and exploita-
tion. When materiel cannot be evaluated, medical
intelligence specialists can be requested to make
onsite evaluation. The capturing units evacuate all
the remaining captured supplies and equipment to
designated collecting points where they are stored,
maintained, and distributed in accordance with
policies. Captured medical materiel will not be
used for treatment of US personnel without specif-
ic approval of the command surgeon and until
inspected by competent medical personnel. Since
captured medical personnel are familiar with such
equipment and supplies, captured materiel is of
particular value in the treatment of EPWs and
civil affairs requirements. Compliance with SOPs
of the command with respect to captured enemy
materiel is vital because of both intelligence value
and potential value as issuable assets.
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