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FM 8-10

MEDICAIL FIELD MANUAL
MEDICAL SERVICE OF FIELD UNITS

- {‘This manual supersedes FM 8-10, November 27, 1340, and FM
8-1B6, February 25, 1941.)

CHAPTER 1
GENERAL
Paragraphs
BeCTION I. General characteristics of medical service ._____. 1-11
II. General tactical consideratfons_ ______..________ - 12-1b
SEcTION I

GENERAL CHARACTERISTICS OF MEDICAL SERVICE

B 1. STtatus oF MEDICAL DEPARTMENT.~—. The Medical De-
partment js one of the services of the Army. It has the gen-
eral functions of administration, supply, evacuation, and hos-
pitalization.

b. The Medical Department includes the Medical Corps,
the Dental Corps, the Veterinary Corps, the Medical Admin-
istrative Corps (and, in time of war, the Sanitary Corps), the
Army Nurse Corps, enlisted men of the Medical Department,
and civilian employees.

¢. For further details see FM 85, FM 100-10, AR 40-5, and
AR T00-10,

B 2. PuNCTIONAL ORGANIZATION AT PRESENT.—The medical
service of the United States Army is organized into five func-
tional echelons. These are, from front to rear: unit medical
service, division medical service, army medical service. and
the medical services, respectively, of the theater of operations
and of the zone of the interior., The first three of these
echelons serve mobile tactical units and are, therefore, made
up exclusively of mobile medical units. The last two echelons
pertaln to territorial commands and the medical installations
thereof are, for the most part, ixed. The corps, which is a
tactical unit occupying, in the chain of command, a position
between the division and the army, has few medical responsi-
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2-4 MEDICAL FIELD MANUAL

bilities. Hence its medical service is, for all practical pur-
poses, in the same medical echelon as that of the division.

B 3. GENERAL DOCTRINES,—¢. Commanders of all echelons are
responsible for the provision of adequate and proper medical
care for all neneffectives of their command.

b. Medical service is continuous.

¢. Sick or injured individuals go no further to the rear than
their condition or the military situation warrants.

d. Sorting of the fit from fthe unfit takes place at each
medica]l installation in the chain of evacuation.

e. Casualties in the cgombat zone are collected at medical
installations along the general axis of advance of the units
to which they pertain.

f. Medical units must possess and retain tactical mgbility
to permit them tg move to positions on the battlefield and
to enable them to move in support of combat elements.

g- Mobillty of medical installations in the combat Zone is
dependent upon prompt and continuous evacuation by higher
medical echelons.

. The size of medical installations increases and the neces-
sity and ability to move decreases the further from the front
line these units are located.

i. Medical units must be disposed so as to render the
greatest service to the greatest number.

N 4. GENERAL MissioN.—a. Medical—The general mission
of the medical service {s to contribute to the success of
military operatlions by application of technical knowledge
to two major military problems:

(1) Conservation of mobilized manpower.—Militaty man-
power is conserved by the physical selection of personnel to
insure that only the relatively fit take the field; by the pro-
tection of troops against preventable hazards to health and
fitness; and by the prompit and effective care of the sick
and injured so that casualties may be converied promptly
into replacements..

(2) Prevention of adverse effects of unevacuated casualties
upon combal efficiency—The accumulation of casualties
within any combatl unit restricts its movements; and lack of
proper facilities for the care of the wounded has always
exerted a serious debPressing effect upon soldiers. These ad-
verse influences can be prevented only by the prompt and

2



MEDICAL SERVICE OF FIELD UNITS 4-6

orderly evacuation of casualties from forward areas in a ~
manner calculated least to interfere with other military re-

quirements and most to promote the morale and courage

of remaining effectives.

b. Dental.—Dental service is an integral element of medical
service. It contributes to the conservation of mobilized man-
power by the prevention of dento-oral disease, and by the
treatment or correction of such disease, injury, abnormality,
or deficiency. In combat dental personnel assist in first
ald, evacuation, and other general functions of the medical
service.

¢. Veterinary.—The mission of the veterinary service is the
consérvation of the animals of the Army, and of mobilized
manpower insofar as it is influenced by the quality and sani-
tary condition of foods of animal origin.

B 5. GENERAL RESPONSIBILITIES.—The general responsibilities
of the medical service are—

a. The evacuation, care, and treatment of sick and injured
men and animals in all situations.

b. The initiation of measures to insure the health of troops
and animals,

¢. The supervision of all public health measures in oc-
cupied territory and among prisoners of war or other persons
who may constitute a poitential danger to the health of
troops or animals.

d. The procurement, storage, and distribution of medical
supplies.

e. The preparation, classification, and preservation of rec-
ords of sickness and injury for the information of higher
authority, for use in future planning, and to assist in the
adjudication of claims for disability, with justice both to the
Government and to the individual.

/. The training of all Medical Depariment personnel and
supervision of the training of all personnel in hygiene and
first aid.

g. The submission of timely information and feasible
recommendations to fhe proper authorlty upon all matters
within the scope of medical service.

B 6. ADMINISTRATION.—See FM 101-5.
a. Genergl—All functlons of medical service which are
associated in any way with command responsibility are ad-

3



/] MEDICAL FIELD MANUAL

ministered through command channels. Other functions are
administered through Medical Department channels.

b. Distribution of medical service—(1) Attached medical
personnel—(a) Medical personnel are attached by Tables
of Organization to eacH unit of an arm or a service, except
medical, larger than a battalion, and to separate battalions
and other units of comparable size. In special cases they
may be attached temporarily to units smaller than a battalion.

(b) Veterinary personnel are attached to units whose
animal strength is sufficient to justify their employment.

(2) Medical units—All tactical units of combined arms
and services include units of Medical Department troops,
such as medical regiments or battalions, surgical and evacu-
ation hospltals, medical depots, and veterinary companies
and hospitals. Territorial commands may include any of
the foregoing and, in addition, such other Medical Depart-
ment units as hospital trains and ships, and fixed hospitals,
both medical and veterinary.

(3) Egxemptled Medical Department activities.—In addition
to the Medical Department activities in tactical and terrij-
torial commands there are certain others that are exempted
from such jurisdiction and that function directly under the
control of The Surgeon General. This class of medical units
and installations comprises general hospitals in the zone
of the interlor, special service schools of the Medical De-
pariment, and other similar activities of a technical char-
acter that may be specifically designated by the War
Department,

c. Medical command.—(1) An officer of the Medical Corps
is provided on the staff of every unit to which medical troops
are attached, of every unit of combined arms and services,
and of every territorial command. This officer, the unit or
area surgeon as the case may he, commands all Medical De-
partment troops not assigned or attached to subordinate
units of the command, He is responsible to his commander
for initiating and recommending the necessary measures for
the proper medical, dental, and veterinary service of the
command, and for carrying out these measures in accordance
with the decisions of the commander.

(2) Surgeons of commands are designated generically as
the *“surgeon,” and specifically by the designation of the

4



MEDICAL SERVICE OF FIELD UNITS 6-8

command to which each pertains: for example, the sur-
geon, communications zone; the surgeon, Second Army; the
surgeon, bth Division; the surgeon, 9th Field Artillery. 'When
provided as assistants to the surgeon, the dental officer and
veterinary officer so provided are' known as the dental
surgeon, and the veterinarian, respectively, of the cornmand.

N 7. StvrrLYy.—q. General—The Medical Department is
charged by law and regulation with the procurement, storage,
and issue of the items of special supply used in the care and
tregtment of the sick and injured, and of first-gid packets,
foot powder, and litters for the use of gll troops. Items of
general supply required by the Medical Department are
furnished by the Quartermaster Corps; and all items of
special supply, other than those procured by the Medical
Depgrtment itself, are furnished by the supply arm or
service concerned.

b. Property exchange —In transferring a patient from one
medical agency to another, there is frequently certain medi-
cal property that cannoi be separated from him without
causing suffering or injury, such as blankets, splints, tour-
niguets, and litters. To prevent rapid gnd unnecessary de-
pletion of the equipment of the transferring agency, the
receiving agency turns over af once to the transferring
agency a like number of the same items of medical property
that it received with the patient. This procedure is termed
“property exchange” and is employed in all Medical units
from the battalion medical section to the general hospital.

N 8. PrEvENTION OF DisEase aNp INJURY.—. The prevention
of disease and injury is one of the most important functions
of medical service. Every contact and activity of the soldier
which may affect his physical fitness is a proper concern of
the surgeon. The prevention of injury is as important as,
and generally less difficult than, the prevention of disease.

b. Physical condition is a critical factor in the combat
efficiency of troops. Military history offers numerous ex-
amples of battles that were lost and campaigns that failed
solely because of sickness among the personnel. The physi-
cal strain in modern warfare has increased the importance
of physical condition. Situations arise in every war in which
the health of troops must be temporarily subordinated to

5



8-9 MEDICAL FIELD MANUAL

military necessity; but consistent disregard of the health of
troops will, as it always has in the past, lead to disaster.

¢. The Medical Department investigates problems of mili-
tary preventive medicine and gives special instruction in this
field to its officers,. However, because of the rights and
responsibilities of command, the Medical Department cannot
effect the necessary measures for prevention of disease and
injury except within its own organizations. ‘The responsi-
bility of a unit surgeon extends only to keeping the unit com-
mander fully informed of the sanitary situation with appro-
priate recommendations for the correction of any defects.
For further detalls see FM 840 and FM 21-10.

N 9. Evacoation—¢. Evacuation is the process of moving
¢asualties from one medical installation to another farther
to the rear. The term “chain of evacuation” is applied to
the entire group of successive agencies and installations en-
gaged in the collection, transportation, and hospitalization
of the sick and injured. The forward terminus of a chain
of evacuation 1s usually at an aid station; and the rear
terminus at a general hospital,

b. Of all the tasks of the Medical Department, the most
difficult, and in combat the most important, is the evacuation
of casualtles, Commanders of all echelons must compre--
hend the magnitude and the importance of this function.
The operation of evacuation of casualties is of the nature
of a major withdrawal. In operations against strong re-
sistance as many as one-fifth of all troops engaged, and a
much greater proportion of certain elements, may require
evacuation within a relatively short period. Under the most
favorable circumstances the numbers involved would make
the task difficult; but the true proportions of the problem
are revealed only by the other factors that must be combated
in the operation. These are—

(1) The withdrawal must be made against a constant
forward flow of troops and supplies, and interference must
be kept to the minimum,

(2) Evacuees are unorganized, and they must be gathered
as individuals from all units of the force. They are not self-
supporting but require individual care and treatment through
all stages of their withdrawal. A large proportion are unahle
to walk and must be carried each time they are moved.

6



MEDICAL SERVICE OF FIELD UNITS

+ "i-ltq- u{-("k‘w— “Fl“i-“{—\"i-uk"i-\
“ORE =V Ry X
cou., !{_"coux "‘l‘ oo —*—cou.x
~'-J J;"' xx '
A GBI L L B
x "-‘2 &
z ’%URG 5'—-CLR CLR@
.;(x—--"/
0 X
,l:” §LI.|_/7{

Division Medical Service..
EVAC Corps Medical Service
Army Medical Service

T

Fieure 1.—Chains of evacuation within the army (schematic),




9-10 MEDICAL FIELD MANUAL

(3) In forward areas especially, evacuation must be carried
on at times under the most trying conditions of weather,
terrain, and combat. Conditions which seriously impede all
movement may increase the numbers to be evacuated.

H 10. HosrrraLizaTiox —a. Casualties require care and treat-
ment from the time they are received by the Medical De-
partment until their final disposition. Many measures ap-
plied as first aid are of value in definitive treatment; and it is
impossible to fix a point where emergency treatment ends
and curative treatment begins. However, somewhat arhi-
trarily the term “hospitalization” Is restricted to care and
treatment in those medical Installations designed and
equipped to uUndertake major procedures in the definitive
treatment of the siek and injured.

b. Hospitals are classified as “fixed” and “mobile.” Fixed
hospitals include general hospitals and station hospitals;
and mobile hospitals comprise evacuation hospitals and sur-
gical hospitals. However, regardiess of its designation, a
mobile hospital that cannot be evacuated of its patients be-
comes in effect a fixed hospital.

c. As soon as the medical service receives a sick or injured
person who requires hospitalization, it is confronted with g
choice between two alternatives. It must either move the
patient to & hospital, or & hospital to the patient. Two factors
govern the choice. First and most important is the military
gituation at the time, and second, the condition of the patient.

(1) It is obviously impracticable to undertake definitive
treatment of sick and injured in areas subjected to intense
hostile action. Aside from the element of danger, minor
fluctuations in battle lines would expose patients and per-
sonnel to capture. In combat, then, the patient, regardless
of his condition, must be moved to the hospital.

(2) On the other hand, every casualty evacuated must be
replaced; so the evacuation of one man requires movement
of two. The administration and operation of the replace-
ment system are burdensome at best; and every replacement
spared lessens the overhead required for this service. Fur-
thermore, a replacement is rarely as valuable immediately
to an organization as the veteran whose place he took Tf
a casUalty can be made ready within a few days t0 resume his
place in his organization, it may be more economical to move

8



MEDICAL SERVICE OF FIELD UNITS 10-11

the hospital to him than to move him to & hospital. To
evacuate all casualties under all conditions so far to the rear
that replacements must be furnished is both uneconomical
and undesirable. So, when the military situation permits, pa-
tients that will be fit for full duty within a short time may
be retained within the division in a clearing station estab-
lished by a division medical unit normally engaged in evacua-
tion. It must be remembered, however, that diviston medical
units must never be allowed to become immobilized with pa-
tients. Their primary function is evacuation in combat; and
they must be free to discharge this function whenever combat
is imminent.

d. The objective of all hospitalization is 10 refurn a mazx-
imum number of casuallies to full duty within a minimum
time. Such individuals because of previous training and
experience are the most wvaluable of all replacements.
Agencies charged with procurement of personnel should
regard the disposition wards of hospitals as a preferred
source,

¢. A certain proportion of casualties recover without being
fit for milltary duty. These must be classified, and such as
are able returned to limited service. Those entirely unfit
for further service are retained only untili maximum im-
provement has been reached, when they are discharged
from the service. The medical service of the Army cannot
properly extend its facilities to individuals of no potential
military usefulness; and, recognizing this, the Government
has created other medical agencies to fulfill its obligations
to the disabled.

B 11. Basic CONSIDERATIONS.—. Responsibilily—Command-
ers are responsible for the medical service of their commands,
Whether the command be large or small, and whether the
exercise of the functions of command be complex or simple,
the commander must be the controlling head. Decision as
to a specific course of action in any given case is the responsi-
bility of the commander alone. It is the task of the staff to
furnish the commander with such information, data, and
advice as he may require in reaching his decision. (See
FM 100-5.) The authority to prescribe tasks for medical
service involves a responsibility to provide adequate means
for the accomplishment of those tasks. Like units in other
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arms and services, medical units are designed to carry usual
or normal loads. In exceptional situations they require
reinforcement,

b, Medical organization.—(l) Since the responsibility for
medical service rests with unit commanders, medical organi-
zation must parallel tactical organization.

(2) The effectiveness of medical service frequently is a
function of time rather than of thoroughness. Primitive
measures, instituted early, often contribute more to the sav-
ing of life or limb than more elaborate measures after a
delay, This requires that facilities for primary care and
treatment be provided within small tactical units,

(3) Bick and injured are not cargo to which the ordinary
rules of logistics can be applied. They are perishable; they
must be prepared for evacuation; and they reguire constant
care and treatment en route. 'To effect this a suitable in-
gtallation to receive them must be located at each point in
their journey from front to rear where either the character
of the transport changes or the responsibility for evacuation
passes to another agency, Motor transport has altered the
relationship between time and space; but the relationship
between time and the ability of a sick or injured man to
withstand transportation remains unchanged.

c. Medical pians and operations—Decision is a funciion of
command; but it is a staff function to elaborate the details
necessary to carry the decision into effect. Medical service
must be planned and operated in conformity with the spe-
cific plans and general policies of the commander; and med-
ical plans must be coordinated with other parts of plans.
This requires that the surgeon be kept informed of the plans
and intentions of the commander, (See FM 100-5.)

d, Continuity of medical service—Medical service must be
continuous, When an organization Is mobilized it requires
a function medical service. Medical units in sufficient num-
bers must be given the highest priority in any mobilization
or concentraton. Sickness occurs during each hour of the
day and night, regardless of the location or employment of
troops. In combat, the necessity for organized evacUation
arises the instant contact is gained. (See also pars. 13d,
and f£.)

e. Concept of patleni—The peculiar relatlonship between
patient and physleian that distinguishes the civil practice of

10
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medicine is incompatible with an efficient military medleal
service, In civil practice each patient {s an entity, and all
other consideraticns are subordinated to the alleviation of
his individual disability. This concept of medical responsi-
bility is obvicusly unsuited to the special conditions that
obtain in war. Medical means, always limited, must be so
distributed as to render the greatest service to the greatest
number. The devotion of a disproporticnate amount of time
and effort to one casualty ecan only result in the neglect of
many other casualties. The interests of the individyal
casualty must be subordinated to the interests of the mass
of casualties. This is by no means to infer that military
medical service should be disinterested or unfeeling. It is
rather to insist that it can be really effective only when it
is impartial apd economical; and, until he fully accepts this
point of view, the value of a medieal officer is sericusly
impaired.

f. Sorting of casualiies—No patient must be permitted to
proceed farther to the rear than his physical condition
warrants, or the military situation demands. The sorting of
the fit from the unfit is a most important function of every
medical agency from the aid station to the general hospital.
Every case evacuated without sufficient reason imposes an
uninecessary burden upon three agencles: his organization,
which must go short-handed until he is replaced; the re-
placement system, which must procure, equip, train, and
transport a man to take his place; and the medical service,
which must provide an additional berth in ambulances and
trains, an additional bed in a hospital, and additional per-
sonnel to eare for him. The problem created by one such
case is not impressive, but the multiplicatlon of these cases
by indifferent sorting of casuaities will place a strain upon
administrative agencies that may jeopardize the success of
the cperations. Unnecessary evacuation of patients is of
the nature of subsidized straggling. The mere fact that
an {llness or injury exlists 1s not enough to justify the evacu-
ation of the ease, The illness or injury either must be
incapacitating in faet or of such character that serious
consequences may follow if the soldler be returned immedi-
ately to full duty. This decision Is often difficult when there
is little time for observing the case; and the benefit of all

11
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reasonable doubt must be given the case. However, with
proper attention pald to the sorting of casualties, the number
of cases evacuated unnecessarily can be greatly reduced.

g. Concentration of casualties—There is an optimum de-
gree of concentration of casualties. It is both uneconomical
and inefficient to undertake the care and treatment of the
sick and injured in small groups. Successive medical
echelons collect casualties from two or more installations in
their front until the limit of efficiency in concentration is
reached. From this point medical service is expanded by
installing parallel chains of evacuation.

h. Abandonment of casualties—Abandonment of living
casualties to the enemy is always destructive of morale even
when it is not inhumane. In warfare against uncivilized
peoples it is not considered even in desperate situations; and
this has often been a limiting factor in operations against
barbarous tribes. In rapid retrograde movements it is fre-
quently impossible to evacuate gll casualties with the facilities
at the disposal of the medical service. In such a situation
one or & combination of only three courses of action is
possible: the speed of the movement may be retarded to
permit evacuation with the facilities at hand; the medical
service may be reinforced; or the casualties may be abandoned
to the enemy altogether with a detachment of medical troops
sufficient for their care. This is a command decision, It
ic the duty of the surgeon to present to the commander the
data necessary for him to arrive at his decision, but the
commander alone must decide whether or not to abandon
his casualties in whole or in part.

SEcTION 1T
GENERAL TACTICAL CONSIDERATIONS

" M 12. COMMAND AND STAFF RELATIONS OF SURGEON.——d. With
commander —The commander is responsible for his medical
service. 'The surgeon is the special staff officer charged
with keeping the commander informed as to the conditions
and capabilities of the medical service, and with elaborating
the details necessary to carry the decision of the commander,
as it affects medical matters, into effect. (See FM 100-5.)
As in the case of any staff officer, the cormmander may utilize

12
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the services of the surgeon in a purely advisory capacity,
or he may delegate to the surgeon authority to act in the
commander’s name, within established policies, in affairs
that fall properly within the jurisdiction of the medical serv-
ice. The general responsibilities of the surgeon to his
commander are—

(1> To inform ahd advise the commander upon all matters
that affect the health of the command and the care of the
sick and injured. The commander is charged with having
ever before him a conception of the physical state of his
command, Of certain factors governing physical state, the
surgeon alone can inform him. (See FM 160-5.)

(2) To submit to the commander plans for the training
and employment of medical units. Responsibility for the
medical service includes the responsibility for its training.
Every command that has a medical service comprises other
subordinate elements, To act effectively a command must
operate as a coordinated whole. The medical plan is a part
of the administrative plan of a command, and must be fitted
with the other subordinate plans. For this reason medical
plans must be submitted for the approval of the commander,
(See FM 8-55.)

(3) To exercise supervision for the commander over the
technical aspects of the training and operation of the medi-
cal services of subordinate elements. This is purely a staff
function and does not encroach upon the prerogatives of sub-
ordinate commanders. It is the duty of the surgeon to fol-
low up the execution of the instructions issued by the com-
mander which apply to any phase of medical service. He
may call for such technical reports from surgeons of subor-
dinate units as are necessary in supervising the execution
of the work with which they are charged, (See PM 101-5.)

(4) When in addition to his staff duties the surgeon com-
mands a medical unit, his responsibilities to his commander °
are the same as those of any subordinate commander. (See
FM 100-5.)

b. With general staff—The diversified activities of the
medical service require the surgeon to deal with all sections
of the general staff or, in commands lacking one or more
general staff sections, with the stafl officers discharging such
general staff functions. Insofar as the surgeon is cencerned

<
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12 MEDICAL FIELD MANUAL

with any of the matters listed below, he deals with the gen-
eral staff sections indicated.

(1) G-1 section.—(a) Sanitation; measures for the con-
trol of communicable diseases of men and animals.

(h) Medical problems associated with prisoners of war,
refugees, and inhabitants of occupied territory.

{¢) Personnel matters, and replacements for medical units.

(d) Reports of human casualties.

(e) Employment of prisoners of war to reinforce the
medical service.

(2) G-2 section—(¢) Nature and characteristics of
weapons, missiles, gases, and other casualty-producing agents
employed by the enemy.

(b)) The character of the organization and operation of
the medical service of the enemy, especially as it relates to
new methods which may deserve study and trial.

(¢) Communicable diseases in enemy forces,

(d) Supply of maps.

(3) G-3 section.—{(@) Current information of the tactical
situation; future plans.

(b) Mobilization and training of medical units; training
of all personne] in military sanitation and first aid.

(¢) Signal communications in medieal installations.

(4) G—4 section—{(a) Tactical dispositions of medieal units.

(8 Supply matters, both general and medical.

(¢} Movement of medical units.

(d)} Evacuation by higher echelons.

(e) Reinforcement of the medical service by a higher eche-
Ion.

(#) Hospitalization,

(g} Shelter for medical troops and installations.

(k) Coordination of nonmilitary welfare and relief agencies
in medieal Installations.

(i} Traffic control and restrictions affecting medical ve-
hicles. ; |

() Reports of animal casualties.

(k) Animal replacements for medical units.

(D Al other matters which have not been specifically al-
lotted to andther general staff section, or wherein there is
doubt as to which section has jurisdiction.

14
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c. With special staff—The expenditure of much time and
energy may be spared the general staff by the close coopera-
tion of the surgeon with other members of the special staff.
In war, time is ordinarily too precious to be wasted in pon-
derous methods of formal staff procedure. Informal agree-
ments among special staff officers, succinctly submitted for
approval when necessary, promote efficiency as well as foster
the friendly personal relations that are so essential to the
smooth functioning of a staff. The more important contacts
of the surgeon with other special staff officers will be in con-
nection with— .

(1) Engineer—{(a) Water supplies; sewerage systems.

{b) Road construction and maintenance in and around
medical installations.

(¢} Construction, repair, and maintenance of roads and
structures used by the medical service.

{d) Preparation of signs.

{e) Camouflage.

(> Maps.

(2) Quartermaster—(g) Disposition of the dead at medical
installations; the sanitary aspect of the disposition of all dead.

(b) Bathing, delousing, and laundry facilities for all troops.

(¢) Clothing for gassed cases, and other patients returning
to duty.

(d) General supply of medical units. -

(e} Procurement of land and existing shelter for medical
troops and installations.

(f} Procurement and operation of utllities allocated to
the Quartermaster Corps. (See FM 100-10.)

(¢g) Transportation, land and water; motor and animal
transport of medical units.

(3} Chemical warfare officer—{(a) Gas defense of medical
troops and installations; gas masks for patients.

(b) Types of gas nused and methods of identification.

{c) Toxicology and pathology of new gases.

(4) Adjutant general.—{(g) All officla]l correspondence
through command channels.

(b) Personnel matters.

() Pcstal service for medical units and installations.

(6) Signal officer—Signal communication for medical in-
stallations.
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(8) Judge adwvocale—{(a) Questions of military and civil
law.

(b) Administration of justice in medical units.

(7)) Headguarters commandant and provost marshal.—{(a)
Physical arrangements for the surgeon’s office.

(b) Custody of sick and injured prisoners of war.

(¢) Disposition of stragglers and malingerers in medical
installations.

B 13, GENERAL TacTIcAL DOCTRINES OF MEDICAL SERVICE—
From the mission, characteristics, and responsibilities of the
medical service flow certain doctrines governing the employ-
ment of medical units. The more jmportant ones are stated
below, not for the purpose of limiting the initiative of medical
officers but to furnish guides for plannihg and operating a
medical service. Situations will arise wherein the rigid ap-
plication of one or more of these rules may be inexpedient.
Officers and men of all grades are exXpected to eXercise a
certain independence in the execution of tasks assigned to
them and to show initiative in meeting situations as they
arise. However, the exXperience of the many battlefields in
which these doctrines were refined is too impressive to permit
them o be dismissed lightly. (See FM 100-5.)

a. Medical service must be flexible. Allotment of medical
means is based upon the military situation and the tactical
plan obtaining at the time. Changes in the situation may re-
quire an immediate redistribution of medical means. An
adequate reserve is the most positive assurance of flexibility.
So long as the commander retains a reserve of combat ele-
ments, a commensurate reserve of medical means must be held
to sipport them when they are committed. When his medical

. reserve has been exhausted, or depleted to the point of inade-
guacy, It is the first concern of the surgeon to reconstitute
a suitable reserve from units already committed. If this is
impossible, he must seek reinforcement, Mobility is another
very lmportant elernent in flexibility.

+ b, Mobile medical units must retain their mobility. The
gssence of medical support is in the maintenance of contact
with combat elements, Medical units should retain com-
plete mability as long as possible by establishing their sta-
tions only partlally untll the demands of the situation re-
quire the commltment of their entire means. Once entirely
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committed, the only way the mobility of a medical unit can
be preserved is by prompt evacuation. An immobilized med-
ical unit can eontinue its support only in g “stabilized” situ-
ation. In the advance it must be replaced with another unit.
In a retrograde movement it must be abandoned.

¢. The zone of responsibility for evacuation assigned to any
medical unit lies to its front rather than to its rear. No
echelon of medical service is given a responsibility for evacu-
ation that extends farther than its rearmost medical install-
ation. This is based upon two considerations:

(1) The commander being responsible for evacuation, his
responsibility may not be properly extended farther than the
rear boundary of his command.

(2) The usefulness of a medical unit ceases when it loses
contact with the elements it is supporting. It is manifestly
impossible under all circumstances for a unit to maintain
contact in two opposite directions. Since contact with for-
ward elements is essential to medical support, the responsi-
bility for Contact must be confined to that direction.

d. In combat the necessity for medical operations arises
the minute contact is gained. Casualties begin to accumulate
as so0on as troops come under fire, and their care and prompt
evacuation is as important then as it ever will be. Medical
units should be disposed in marching columns in a manner
that will facilitate their entry into action without delay; and
the surgeon must keep abreast of tactical developments in
order to be prepared to initiate combat medical service at once.

e. Preferential medical support is givenn to combat elements
with decisive missions. This accords with the tactical pro-
cedure of placing the bulk of the means with the decisive
effort; but there is another reason for such a distribution of
medical means. The task of the medical service is greatly
influenced by the frontages occupied by, and the movement
under fire of combat troops. In general, the decisive effort
is expected to make maXimum progress. 7This usually re-
quires a denser concentration of troops than on other parts
of the front, and more movement under fire. 'These two
factors will produce a greater proportion of casualities than
will occur in other parts of the command. (See also par 14.)

F. The operation of no essential medical installation may
be terminated until its functions have been assumed by an-
other agency. Evacuation is a continuous function, and one
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that cannof be suspended while adjustments are being made;
nor can adjustments be made sharply. A reasonable time
must elapse after the opening of the new installation before
the old one is closed, in order that casualties alleady en
route to the old one may be received. The length of this
time lag will depend upon the agencies to be advised of the
change, and the length of time required for them to divert
their casualties to the new installation.

¢. The support required by a forward medical unit is de-
termined by the number of casualties and the rate at which
they can be collected. Neither element is governing, and
they must be considered together in & medical estimate of
the situation and in the allotment of medical means. (See
par. 17.)

k. Medical problems are highly correlated with tactical
problems. The same hostile fire that stops combat troops
_retards or prevents the movement of casualties. Tetrain
that is difficult for troops to traverse is even more difficult
over which to move wounded. Weather that embarrasses
. tactical operations usually increases the number of sick to
be evacuated.

i, The milltary sifuation, terrain, communication, and avail-
ability of means govern the choice of transport by which
casualties are moved. They must be moved by the safest,
most comfortable, and most efficient transport avallaple.
Near the immediate front, litters carried by bearers are
ordinarily the only feasible means. Wheeled transport is
substituted for manpower as soon as the situation permits.
If there is an insufficient number of ambulances, other vehicles
returning to the rear must be pressed inte service. As sogh
a5 practicable, hespital trains, hospital ships, or airplane

. amhbulances are substituted for individual vehicles,

. 8l 14. DISTRIBUTION OF CASUALTIES IN TIME aND Spack.—a. Gen-
eral —Experience tables sefting forth the distribution of
casualties by units by days of combat do not present an
accurafe picture of the distribution of these casualiies in
the smaller unifs in time and space. If a division suffers
12 percent casualiies in one day of combat, it is not to be
inferred either that each subordinate unit of the division
suffers equally or that % percent of the casualties occurs
each hour of the 24, or even that 1 percent occurs each hour
of daylight. A company may be almost destroyed in an hour;
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a battalion may lose 50 percent in a day; and other units
may have no battle casualties. This irregular distribution
of casualties in time and space may place an insuperahle
burden on certain medical agencies at gz time when others
are relatively unoccupied. This fact is an important con-
sideration in medical planning.

b. Areas of casualty density—Since units suffer unequally,
it follows thatf casualties rarely are distributed evenly over
a babtlefleld. They tend to be concentrated in ‘“areas of
casually density.” The probable locations of areas of cas-
ualty density can be deduced from an analysis of the tactical
plan in connection with a study of the terrain. They will
be found where the heaviest concentration of fire can be
brought to bear upon the densest distribution of troops.
This situation ordinarily obtains in those areas of major
tacticai importance, for here the commander masses his
combat means and here the enemy must oppose to the limit
of his strength. Troops moving under fire usually suffer
heavier losses than those remaining in position. In the
offensive the main attack is expected to advance more rapidly
than secondary attacks. Also, there is ordinarily a greater
concentration of {roops in the main attack. For these rea-
sons, unless no formidable opposition will be encountered, a
higher casualty rate is to be anticipated in the zone of the
main effort. It is therefore essential that the surgeon be
given adequate information of the enemy situation and the
plan for, the employment of the unit to enable him to allot
his medical means so that continuous preferential support
may be given to troops in the probable greas of casualty
density. This information must be available to the surgeon
in time to permit medical units to be moved to battle positions
before the actlon begins.

c. Natural lines of drift of wounded—Seeking treatment
for their injuries, wounded men who are ghle to walk make
thelr way to the rear. Some follow the only route they
know, which is the one over which their organization ad-
-vanced, even though it is exposed to hostile fire. Others
instinctively avold enemy observation and fire, particularly
machine-gun flre, by followizng ravines, stream beds, and
other deflladed byways. These routes are known as the
natural lines of drift of wounded, and must be considered
in the location of all medical installations pear the front.
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B 15. EvacuaTioN Lac.—It is a practical impossibility to pro-
vide for the wounded soldier, an uninterrupted journey from
the front to the fixed hospital in the rear. Delays are inevi-
table. Some are inherent in the system, others arise from
exigencies of the military situation. The summation of such
delays is known as the “evacuation lag.” This is a factor of
the_greatest importance in the logistics of the medical plan,
It tends to immobilize medical installations in the combat
zone as well as to retard the rate of evacuation. The more
important causes of evacuation lag are—

a. Delays due to enemy action—Hostile fire may seriously
interfere with or completely prevent all primary evacuation
from the field or from aid or coliecting stations for con-
siderable ‘periods of time. In position warfare where combat
troops are protected by strong defensive works in open ter-
rain, it is freguently impossible to remove casualties from
aid stations except under cover of darkness.

b. Delays due to military requirements.—The movement
of troops and supplies may halt the movement of wounded.

c. Difficulties in transporiation by manpower—Litter bear-
ers may have to carry casualties for long distances. This
movement may be under heavy fire, requiring circuitous routes
or frequent halts. This is a most laborious task, and fatigue
soon reduces the tempo of the work.

d. Treatment en route At each medical installation from
front to rear patients are given such treatment as may be
necessal'y to save life or limb, or better to prepare them for
further movement. Certain patients are nontransportable
for a time because of surgical shock, either from the injury
or from necessary surgical procedures.

e. Transporiailion in convoy~—To promote efficiency
through better control, ambulances are operated in convoys
whenever the situation permits. This is habitual in rear
of the division, and occasionally may be practiced in forward
areas. Convoys arrive intermittently and evacuation is irreg-
ular. Hospital trains and ships and airplane ambulances also
arrive at intervals.

f. Irregular distribution of casualties in time and space.——
See paragraph 14.
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CHAPTER 2

MEDICAL SERVICE OF THE DIVISION

Paragraphs
Secrion 1. General __ ___ . ___... = 16-26
TII. Attached medical personnel ____________________ 27-39
BT cllcolie B k. SENEEEN B A S 40-51
IV. Ambulance evacuatlon__.___________.___ ________ 52-60
VgClogiiihbe g el ey T 81-T1
SECTION I
GENERAL

B 16. DEFINITIONS.—The medical service of a division con-
sists of two echelons: the attached medical personnel and the
division medical service. The operations of attached medical
personnel are controilled by subordinate unit commanders (see
sec. IT). The division medical service is operated directly
under division control. In the several types of divisions it
consists of—

a. Square infantry division.—A division surgeon’s office and
one medical regiment (square divislon and army).

b. Triangular infaniry division—A division surgeon's office
and one medical battalion (triangular division and corps).

e. Cavalry division.—A division surgeon’s office and one
medical squadron.

d. Armored division.—A division surgeon’s office and one
medical battalion (armored division).

B 17 GENERaL ProCEDURE.—The following general procedure
governs the organization and operation of division medical
service:

a. Close support of attached medical personnel—Attached
medical personnel furnish a contlnuous medical service to
the subordinate units of the division. However, both the
scope and the capacity of this service are limited, and prompt
evacuation of noneffectives Is vital to the effective operation
of unift medical detachments.

b. Mobility—Since the impetus of evacuation Is from the
rear, support of a forward element is impossible unless the
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FIGURE 2—Medical service of square division (schematic).
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supporting echelon is equally mobile; and relatively ineffective
unless the supporting echelon has greater mobility. The mo-
bility of collecting units must be comparable to that of the
battalions or squadrons they are designed to support. The
mobility of clearing units must be comparable to that of
brigades or similar units. When, in the interest of the sick
and injured, the mobility of a medical unit must be sacri-
ficed to technical requirements, as in the case of evacuation
hospitals, the mobility of the service rendered by such units
is maintained by Increasing their number and displacing them
by echelon as the need arises. (See par. 13.) The mobility
of a medical unit is not to be measured solely by the speed
at which it can cover ground with its equipment and personnel
loaded on transport. Rather it is to be measured by the speed
with which it can perform its functions in one place, then
suspend, load, move, and begin functioning in another place.
The following factors must ail be considered:

(1) Each trip in evacuation is a round {rip, whether such
a trip be made by a litter squad, an ambulance, or & hospital
train. Consequently the evacuating agency must traverse
at least twice the distance traversed by the combat troops
it is supporting.

(2} The time required in establishing and clesing its in-
stallation and in gaining contact with combat elements
must be charged against mobility.

(3) During the time that a medical unit is unable
promptly to dispose of the casualties in its care, it is com-
pletely immonkile. Consequently the mobility and efficiency
of its supporting echelon is a most important factor in the
mobility of every medical unit.

c. Flexibility —It must always be remembered that any
tactical operation may, without much advance warning, de-
part from the initial plan, either as the result of enemy
counteraction or of a decision of the division commander
to exploit newly discovered weaknesses or errors on the part
ofi the enemy. The medical service must, therefore, be able
to meet without delay such sudden changes in the tactical
situation; and, as in the case of combat elements, an adequate
reserve is a most important contributor to flexibility. The
use of standing operating procedures (see FM 8-55) must
not be permitted t0 encourage rigidity in medical service,
either in planning or in execution.
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d. Economy of force—No more troops should be com-
mitted, and no more installations should be established, than
are required for the task at hand or for the obvious needs
of the immediate future. Once committed, considerable time
is required to make a unit available for other employment;
and the establishment of a station immobilizes that unit
for g period, the length of which will depend upon the
elaborateness of the station and the number of casualties
therein.

e. Decentralization of control—Until the advent of com-
bat elements of very great tactical mobility—notably mech-
anized units—the question of the advisability of partially
decentralizing the control of second echelon medical service
through the attachment of fractions of the division medical
service to subordinate combat elements of the division, arose
only when a part of the division, such as a reinforced
brigade or an infantry-artillery combat team, operated at
such g distance from the bulk of division medical installations
that a ‘centrally controlled second echeion medical service
was impracticable or impossible. In such situations it has
been customary to attach to the distant force a suitabie
detachment of the division medical service. This detach-
ment, operating as a unit controlled by the commander of
the distant force, provides such second echelon medical
service as its organization permits. However, in the rapid
moving attacks of mechanized forces, and particularly when
these are staged at some distance from supporting foot
troops which might be counted upon to assist in the collec-
tion and evacuation of the casualties of the mechanized
force, the problem js quite different, In such situations it
will frequently be impossible for divisional! medical service
{o establish and maintain the close contact with attached
medical personnel that is essential to the evacuation of
combat elements. While the ultimate solution of this par-
ticular problem must await further trials in the fleld, and
possibly in combat, preliminary study indicates that it will
frequently be necessary to reinforce unit medical detach-
ments with personnel and ambulances of the division medi-
cal service and at the same time pass down to subordinate
unit commanders the responsibility of collecting their own
casualties and evacuating them to some designated central
axis where the division medical service can take them over,
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In this connection it is well to remember that once in an
ambulance a casualty ordinarily can be delivered to the
division clearing station about as quickly as he ¢an be trans-
ferred from one ambulance to another, and with consider-
ably less discomfort to him, if not less danger to his life
or limb.

B 18. MgaNs aND GENERAL METHOD—Before going deeper -into
the consideration of the operation of the medical service, it
would be well to follow the wounded man, from where he lies
on the battlefield, through the various echelons of medical
service in the combat zone, and review the means provided
in the division for the accomplishment of the task.

a. Unit medical service—(1}) The unit medical service
(attached medical) consists of the detachments of medical
personnel with combat and service units of a command. The
composition of these detachments is found in section II.
They are integral parts of their units. These detachments
establish battalion and regimental aid stations for men and
animals of the units to which they belong.

(2) When soldiers gre wounded on the battlefield, medical
aid men of the battalion medical section, who have followed
the troops closely in the actiod, render them first-aid treat-
ment. Litter bearers pick them up later and carry them to
battalion or regimental aid stations where they receive treat-
ment and are returned to the front, or are held for further
movement to the rear. The disabled animals of the unit
are held together at the unit veterinary aid station by an
analogous procedure. This medical personnel constitutes the
unit medical service. L

(3) The battalion medical service is the foundation stone
upon which rests the whole medical organization for the care
of battle casualties, for if casualties are not collected at the
aid stations, they must lie on the field until they are found
by litter bearers sent up later to search them out. This delay
minimizes their chances of recovery and complicates and
slows down the whole system of evacuation.

b. Division medical service.—This service is provided under
second echelon service by either the medical regiment, squad-
ron or battalion. For the organization and methods of em-
ploying these medical units reference should be made to
FM 8-5 and sections III to V, inclusive.
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B 19. OreaNizaTION—a. General.—All division medical serv-
ices include a division surgeon’'s office and a division medical
unit comprising a unit headquarters, a headquarters and serv-
ice element, a collecting element (or elementis), and a clear-
ing element (or elements), but the detailed organization of
a division medical service varies with the type of division of
which it is a part. The basic organizations of the several
types of division medical units are shown in figures 32, 4, and 5.
For details see Tables of Organization and FM 8-5.

b. Ambulance organization.—In all division medical units,
except the medical regiment of the square infantry division,
ambulance elements are integral parts of collecting units.
The ambulance elements of the medical regiment, however,
are organized into autonomous companies and the companies
into a battalion. (See also par. 52.)

¢. Veterinary elements.—Veterinary elements are included
only in the division medical service of the cavalry division.

M 20. EQUuIipMENT.—a. Classifieation—The equipment of an
organization is divided into individual eguipment and or-
ganizational equipment.

b. Individugl equipment—All officers of the Medical
Dental, and Veterinary Corps, and all enlisted men of the
Medical Department carry on their persons special equip-
ment for the first-aid treatment of sick and injured men or
animals. This equipment is specialized to meet the needs
of medical, dental, and veterinary service. Corresponding
with the degrees of technical training, the individual equip-
ment of officers is more elaborate than that of noncommis-
sioned officers; and that of the latter is more elaborate than
the individual equipment of privates.

c. Organizational equipment—The equipment of an organi-
zation is both general and special. The general egUipment
is that used in the general functions common to all mili-
tary organizations, and the special equipment is that pro-
vided for the special functions of the unit, The special equip-
ment of medical units is largely medical equipment.

(1} Headquarters companies—Headauarters detachments
and headquarters ahd service companies have no medical
equipment. Their functions are administrative rather than
being concerned with the care of patients. The division
medical gupply sections of these companies carry a small
rolling reserve of medical supplies for the entire division.
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The companies are equipped with motor transport and with
special equipment required for its maintenance.

(2) Collecting companies~—The special equipment of &
collecting company consists of a limited amount of tentage
for the shelter of casualties; chests of instruments, medi-
cines, dressings, blankets, and simple foods for the emer-
gency care and treatment of the sick and injured; and lit-
ters upon which to transpcrt those unable to walk. While
this equipment is designed only for simple techniecal pro-
cedures, it is ample enough for the company to initiate com-
bat and to furnish replacements of dressings to battalion
aid stations in its front until the division medical supply
system can be placed in operation. The company has the
necessary motor vehicles to transport its equipment.

(3) Ambulance companies and sections—Ambulance units
have a supply of litters, blankets, and splints solely for prop-
erty exchange. They have no unit medical egquipment for
their own use. Their special equipment consists largely of
ambulances.

(4) Clearing companies and platoons.—The special equip-
ment of clearing units includes tentage for the shelter of,
and cots and chests of instruments, medicines, dressings,
blankets, and foods for the temporary care and emergency
treatment of the sick and injured. While the medical equip-
ment of these units is somewhat more elabgrate than that
of collecting units, it is sufficiently simple to be readily
transportable, but too limited to pravide for involved tech-
nical procedures. Motor transport is provided for personnel
and equipment.

W 21. InsTaLLATIONS.—When a medical unit establishes its
temporary installation for combat and is ready to function,
it is sald te be at station. The installation is deslgnated
generically as a station, and specifically by the function it
performs: for example, aid station, established by sections
of medical detachments; collecting station, ambulance sta-
tion, and clearing station,

# 22. DivisioN SURGEON.—a. General—The senior officer of
the Medical Corps assigned to a division is the division sur-
geon. The fact that this same officer is also the commander
of the divislon medical unit must not be permitted to obscure
the sharp distinetion between his functions in the two ca-
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pacities. As division surgeon, he is a special staff officer of
the division commander, and all his duties and responsibil-
ities are staff functions. As commander of the division med-
fcal unit, his functions are exclusively those of command.
He may not evade any of the responsibility of either status
by relinquishing one to devote his attention to the other;
but he may delegate to assistants in both capacitles authority
to act in hils name within the limitations he Imposes. He
is accounted for on the returns of the division medical unit.

b. Duties and responsibilities (see also par. 12) —The
duties and responsihilitles of the division surgeon are—

(1} To keep the division commander and general staff
group constantly informed as to the conditions and capabii-
ities of the medical service, and to assist the division com-
mander in the exercise of such of his command functions as
pertain to the medical service.

(2) To keep the surgeon of the next higher echelon
informed of the medical situation within the division.

(3} To elaborate the medical details necessary to carry
the division commander’s decisions into effect. This is
medicel planning (see FM 8-55).

(4) To initiate measures for the prevention or reduction
of disability and death in the command. Such of these
measures as involve command responsibility are initiated In
recommendations to the division commander, but such as
pertain only to technical procedures in the care and treatment
of sick and injured may be initiated by direct instructions
to the medical officers concerned. The scope of this re-
sponsibility includes-—

{(a¢) Prevention and control! of communicable and defi-
ciency diseases. (Sge FM 8-40.}

(h) Improvement of physical condition by any practicable
measures.

(c) Prevention of nonbattle injuries. The records and
experience of the medical service are most important guides
to the reduction of this source of disabillty.

(d) Reduction of battle injuries and of the mortality
resuiting therefrom. This responsibility does not encroach
upon the well-defined responsibillty of the chemical warfare
officer for gas defense. Rather, 1t supplements it; and the
surgeon must cooperate with him in reducing morbidity from
toxic gases. In addition, the reduction of mortality in
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gassed patients is an exclusive responsibility of the surgeon.
As regards other casualty-producing agents, both morbidity
and mortality from missiles sometimes may be influenced
favorably by the initiation of preventive measures.

(5) To initiate measures for the prevention of disease
among, and the medical care and treatment of, prisoners
of war and inhabitants of occupied territory.

(6) To advise the division commander upon the training
of all medical personnel in the division, and to prepare for
his action programs for all aspects of medical training within
the division.

(7) To procure, store tempoerarily, and distribute all medi-
cal supplies required by the division; to study the medical
supply requirements and make suitable recommendations to
the division commander concerning policies governing medi-
cal supply. {(See par. 26.)

(8) To prepare and forward consolidated reports and re-
turns of the sick and injured and to furnish this information
to other staff officers of the division who are concerned
therewith.

(9 To make the necessary technical inspections, for the
division commander, to insure that his instructions pertain-
ing to the medical service, including the medical aspects of
training, are being carried out.

c. Division surgeon’s office—{1) General.—The division
surgeon's office consists of the commissioned and enlisted
personnel provided to assist the senior medical officer of the
division in his staff functions. It is not to be confused with
the command post of the division medical unit. The per-
sonnel of the division surgeon’s office are not a part of the
divisfon medical unit although, when circumstances permit,
they may be attached thereto for quarters, rations, and gen-
eral administration. e

(2) Location—The division surgeon’s office is a part of,
and located with, the rear echelon of division headguarters.
This is not to say that the division surgeon’s station is in-
variably in his office. Both his staff and command func-
tions require his presence elsewhere during a large part of
the time; and, especlally during combat, he will be unable
to discharge his responsibilities if he remains so far to the
rear. Rather, this office is the administrative agency of the
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division surgeon, to be operated by one of his assistants at
such times as the duties of the division surgeon require him
to be absent from the office.

(3) Personnel.—(a) Division surgeon.—Although in charge
of the office, the division surgeon is carried on the roster of
the division medical unit (see a above}. The division sur-
geon is provided with administrative and technical assistants.
Both the number and the special qualifications of such
assistants may be changed from time to time (see current
Tables of Organization) as the sitWation indicates. The
complement of such assistants now provided is listed below,
and, while each is provided for a certain technical specialty,
all are available for any duties that the division surgeon may
require of them.

(b)) Assistant to division surgeon.—This officer is a general
administrative assistant. The division surgeon may employ
him either as an executive assistant or in liaison with other
sections of the division headguarters.

(c) Medical inspector.—A specialist in field sanitation and
epidemiology is provided to supervise, under the division sur-
geon, all functions of preventive medicine. For further
details see AR 40-270.

{(d) Dental surgeon.—The senior officer of the Dental Corps
assigned to the division is the division dental surgeon. He is
charged with direct supervision, under the division surgeon,
of those functions that pertain to the dental service, He
advises and assists the division surgeon in dental training,
operations, and supply.

(e) Veterinarian—The senior officer of the Veterinary
Corps assigned to the division is the division veterinarian.
He is charged with direct supervision, under the division
surgeon, of those functions that pertain to the veterinary
service. He advises and assists the division surgeon in vet-
erinary training operations and supply, and, in addition, he
supervises veterinary sanitation and the inspection of forage
and foods of animal origin. In those divisions not provided
with a veterinary service, this assistant to the division surgeon
is omitted.

(f) Enlisted personnel—Noncommissioned officers and pri-
vates are provided for technical and clerical assistance, and
as messengers and orderlies.
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M 23. VETERINARY SERVICE.—{. General—Except in the horse
cavalry division, which includes a complete veterinary serv-
ice, the veterinary service of the division is limited to the
division veterinarian and his assistants who are charged with
the inspection of foods of animal origin issued for consump-
tion by the troops.

b. Veterinary uniis of cavalry divisions—(1) Functions—
The combat functions of a division veterinary unit are to
evacuate veterinary aid stations and clear the division of
animal casualties. In other than comhat situations, there
is the additional function of temporary care of such disabled
animals as will be fit for full duty within a short time.

(2} Collection and evacuation —~The collecting elements of
a division veterinary unit evacuate the regimental veterinary
aid stations, and conduct the animal casualties to the divi-
slon veterinary clearing station. They operate, within their
special field, in a manner similar to the joint action of col-
lecting and ambulance elements in the field of human casual-
ties. There is, however, one notable difference; the veterinary
collecting elements establish no veterinary collecting sta-
tion. Animals are prepared for evacuation within the veter-
inary aid stations; and the responsibility of the veterinary
collecting element is limited to the delivery of these animal
casualties to the veterinary clearing station.

(3} Clearing —-The clearing element of & division veterinary
unit establishes and operates a veterinary clearing station,
at which are concentrated the animal casualties of the divi-
sion. ‘Those requiring further evacuatlon are here trans-
ferred to a supporting veterinary unit of a higher echelon.

M 24. REINFORCEMENT.—¢. There would be an extravagant
waste of such means much of the time if auxiliary units were
designed to carry peak loads. Medical units, like all auxiliary
units, are designed to carry normal loads. 'The medical load
varies widely with the situation; and when it becomes heavier
than the designed capacity of the medical service, the com-
mander is confronted with a choice between two courses of
action: to operate his medical service at decreased efficiency,
or to reinforce it.

b. The source of reinforcements for the medical service may
be within or without the division. The division medical
service may be reinforced with units from higher echelons or
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from the GHQ reserve; and the medical requirements should
be considered when other augmentation of division means,
such as in artillery, is planned. In certain situations, and
particularly in emergencies, it may he necessary to reinforce
the medical service from sources within the division. This
was done frequently in the first World War. Some of these
sources are prisoners of war, impressed civilians, and, as a
last resort, other troops of the division.

B 25. Surrort BY HicHeEr EcHELONS.—. Sources—The army
is the normal source of support of division medical services.
For all practical purposes, the administrative responsibilities
of the corps are limited to those in connection with corps
troops. :

b. Evacuaiion—Except in unusual situations wherein the
division is compelled to evacuate its own casualties beyond
its rear boundary, the responsibility of the division for
evacuation terminates when casuailties reach the division
clearing station. Further evacuation is a responsibility of
a higher echelon. Division clearing stations normally are
evacuated by ambulances of the army medical service. Ar-
rangements with the army for evacuation are made by the
division through command channels. This is a G—4 function.
The schedule may be arranged for evacuation at fixed hours,
or it may provide for evacuation on call by the division.

¢. Surgical hospitals—(1) Definifion.—Surgical hospitals
are mobile army units, designed for the express purpose of
supporting division medical services,

(2) Functions.—They furnish special facilities for immedi-
ate surgical ald to such casualties as require it; and they
hospitalize all casualties whose condition Is too serious to
permit further evacuation with safety. Such patients are
known as noniransporiables. In addition, when the division
clearing station 1t is supporting must be moved, the surgical
hospital may take over and care for all the casualties of the
former until they can be evacuated.

(3) Location.—A surgical hospital 1s located as near as
practicable to the division clearing station that it is to
support. The ideal location is one in Immediate proximity,
50 that nontransportables may he removed from the elearing
station to the surgical hospital by litter squads. Suitable
buildings are to be preferred, although the unit is equipped
with tentage.
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(4) Establishment—A surgical hospital must retain its
mobility until the situatfon has crystallized sufficiently to
indicate its best location. It is established after the division
clearing station is in operation, but before the necessity to
move the clearing station arices.

(5) Operation.—A surgical hospital rarely is operated
under division control. It is usually operated under army
control, but the operation of surgical hospitals may be de-
centralized to corps.

N 26. Drvisiox MEeplcal. STPPLY.—@. Responsibility~—The di-
vision surgeon, under the division commander, is responsible
for the medicai supply of the division. The division medical
supply officer is his assistant in direct charge of medical
supply.

b. Organization for division medical supply—(1) Division
medicel supply officer—This officer serves in three distinct
capacities:

(a) He commands the headquarters detachment or head-
guarters and service company of the division medical unit.

(b) He is the unit supply officer of the division medical
unit. In this capacity, he is a staff officer of the commander
of the division medical unit. For his functions in connection
with unit supply see FM 8§-5.

(¢) He is the medical supply officer of the division. In
this capacity he is an assistant of, and responsible only to,
the division surgeon. Within standing operating procedures
and policies laid down by the division surgeon, he takes
direct charge of the medical supply of the division, thus
relieving his chief of the details incident to this function.
He must look to the division surgeon, however, for basic
decisions concerning medical supply.

(2) Division medical supply section—In each headquarters
detachment or headquarters and service company of a divi-
sion medical unit, is a group charged with division medical
supply. This group performs all functions associated with
the procurement, storage, and distribution of medical supplies
for the division. It is not to be confused with the unit supply
group of the same company, which is concerned only with
the supply of the division medical unit. (See FM 8§-5.)

c. Procurement—The division normally procures medical
supplies from an army medical depot. They may be shipped
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to the railhead, or trucks of the division medical unit may
be sent to the depot for them, One, or both, of two admin-
istrative procedures may be followed:

(1) FPormal or informal requisitions—The division medi-
cal supply officer prepares, for the division surgeon, requisi-
tions upon the proper depot.

(2) By drawing against credits—Credits may be estab-
lished, in one or more depots, for the division by higher
althority. The division mey then draw, without further
approval, against such credits until they are exhausted or
discontinued.

d. Storage—Except in permanent or semipermanent
camps, the division operates no medical depot. The medical
supply group does, however, carry in vehicles, a small rolling
reserve of medical supplies against emergencies and {0 mini-
mize the normal lag between reguirement and distribution.

e. Distribution.—(1) Division medical distributing points.—
The headquarters detachment or headguarters and service
company of the division medical unit ordinarily establishes
one principal medical distributing point, and may establish
secondary points. The principal distributing point is jocated
at a convenient site, usually adjacent the clearing station in
combat, and-in the bivouac of the division medical unit at
other times. Other medical dumps may be established at
collecting stations.

(2} In other than combat sttuations.—(a) Requisitions
by subordinate elements of the division—Each unit supply
officer submits requisitions for the medical supplies required
by his unit. This includes the unit supply officer of the divi-
sion medical unit who, in one capacity, submits a reguisition
that he himself, in another capacity, will eventually fil.
This is a paper transaction between the two supply groups
of his company, and is necessary because of differences in
accountability between the two echelons of supply. The
approval of requisitions is a command function. The division
surgeon reviews all requisitions for medical supplies and
makes appropriate recommendations to the divislon com-
mander. The latter may delegate his authority to the division
surgeon to act upon such requisitions under such policies as
he may lay down, .

(B Accountability and responsibility —The division medi-
cal supply officer is accountable and responsible for no medical
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property other than the rolling reserve or that in his depot,
when established. Upon receipt of suppllies from a depot,
he ships them to unit supply officers and drobs them from
his accountability. On the other hand, unit supply officers
are accountable for all property issued to their respective
units. It is this difference in property accounting that makes
necessary the separation of unit supply from division medical
supply . within the headquarters detachments or headguarters
and service companies of dlvision.medical units.

(¢) Delivery—Medical supplies may be dellvered to unit
trains at the railhead or at the division medical dump, or
they may be delivered to unit distributing points by vehicles
of the division medical unit.

(3) In combat.—The method of distribution of medical
supplies in combat is most informal. Every consideration
is subordinated to the objective of keeping medical units
supplied. The division medical dump is established as
soon as the clearlng statlon is located. It is stocked ini-
tially with the rolling reserve. Auxiliary dumps may be
established in the vicinities of collecting stations, or the
stocks of collecting units may be augmented to enable them
to supply forward unlts. Requests for sitpplies are sent to
the rear by litter squads and ambulances; subplies are
dispatched forward by trucks, ambulances, and litter squads.

SgceTioN I
ATTACHED MEDICAL PERSONNEL

W 27. MepIcAL DETACEMENTS —a. Tables of Organization pro-
vide for each regiment and separate battalion of every arm
and service, except medical, a detachment of medical troops.
The term “attached medical,” applied to these detachments,
may convey an erroneols impression of their relationship to
the organizations they serve. By definition, both a battalion
and a regiment are uniis composed organically of the troops
of a single arm or service. For this reason any component
of a hattalion or a regiment made up of troops of ancther
arm or service must he atiached rather than agssigned. How-
ever, the medical detachment of a unit occupies the same
relative position in the unit as a company, troop, or bhattery.
- b. These medical detachments are the feundation upon
which 1Is erected the entire structure of field medical service.
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They provide the primary medical care and treatment without
which the value of the more elaborate arrangements in the
rear would be considerably lessened. The ultimate recovery
of a sick or injured man often depends upon the care and
treatment given him in forward areas than upon the more
refined procedures of fixed hospitals.

¢. It must be remembered that the Medical Department
has no command control of unit medical detachments. The
surgeon of the next higher echelon exercises only technical
supervision over their medical operations and training; and
it is the unit commander who, alone having the necessary
authority, is responsible for the general and tactical efficiency
of his medical detachment,

d. The efficiency of his medical detachment should, then,
be a matter of concern to the unit commander. Upon that
will depend the comfort, if not the lives, of a large proportion
of his command when in the fleld. Indifference to the selec-
tion and training of the attached medical personnel may
result in an indifferent medical Service when the test of
battle is applied.

8 28. OrRcaNIZATION OF MEDIcar DETACHMENTS.—For details
see FM 8-5.

a. General—A unit medical detachment is organized into
a headquarters, a headquarters section, and a number of
battalion sections corresponding to the number of battalions
in the unit. The medical detachment of a separate battalion
is organized into a headgquarters and a battalion section.

b. Headguarters—The headquarters includes such person-
nel as are gssighed exclusively to the overhead for command
and administration. In most detachments the headquarters
will be limited to the detachment commander, since all
other personnel normally on duty in the headguarters must,
in combat, be made available for other duties.

c. Headquarters section.—The headquarters section com-
prises the personnel for—

(1) The detachment administrative overhead, exclusive of
the detachment commander; and for the operation of the
unit surgeon’s office.

(2) The medical service of the unit headquarters and
of such companies as are not parts of battalions, such as
the headguarters company, the service company, the main-
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tenance company, etc. Ordinarily this includes a regi-
mental aid station group; and, if the character of the unit
served so indicates, and the headquarters section is of suffi-
cient size, a litter squad may also be organized. Company
aid men are not usually furnished to the nonbattalion
companies.

d. Battalion sections.—(1) A hatialion medical section pro-
vides medical service for a battalion at such times as it is
impracticable to operate the medical service for the regiment
as a unit. Its internal organization depends upon the charac-
teristics of the troops it serves. Ordinarily it includes an aid
station group and company aid men, two of the latter for each
company of the battalion. To the battalion sections of regi-
ments of infantry, and of artillery normally supporting in-
fantry, are added one or more litter squads, but the hatialion
(or squadron) sections of highly mobile units, such as cavalry,
horse artillery, and armored regiments, are too small to
permit permanent litter squads. When litter squads are re-
quired in such sections, they must be constituted by limiting
the company (troop or battery) aid men, or by withdrawing
some of the aid station personnel, or both.

(2) The battalion section is a subordinate element of the
regimental medical detachment, and not of the battalion
it normally serves. It is mot organized for administration
and, if detached from the regimental detachment, must im-
provise such organization, In the interest of eficiency, a
battalion section should be allocated habitually to the same
battalion, but situations may arise when exceptions to this
rule are indicated. When in the presence of the enemy, and
when battalions are separated from the remainder of their
regiments, battalion sections should be attached to their ,
respective battalions. However, such attachment is of tem-
porary character, even though it endures indefinitely.

e. Velerinary section—-When veterinary service is pro-
vided a unit, the personnel engaged therein are organized
into the veterinary section of the-unit medical detachment.
This section is commanded by the senior officer of the Veteri-
nary Corps present for duty therewith, who is also the unit
veterinarian. It occupies & position in the unit medical de-
tachment comparabie to that of any of the other sections.
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N 29. SUPPLY OF MEDICAL DETACHMENTs.—d. In other than
combat situations, the detachment commander (unit sur-
geon) is responsible for the supply of the detachment. For
detalls see FM 8-5.

b. In combat, the urgency of supply demands that methods
he both simple and flexible, Supplies other than medical
are procured as directed by the unit commander for all sub-
ordinate elements of the unit. Battalion surgeons and of-
ficers in charge of regimental aid stations procure medical
supplies in any one of the following ways:

(1) By informal request sent to the medical unit in direct
support, ordinarily a collecting company. Such supplies will
be delivered by litter bearers or ambulances going forward.

(2) By informal request sent to the nearest medical dump.
Delivery may be made by ambulance and litter hearers, hy
transport of the medical supply agency, by transport of the
medical detachment or section, or by any combination of
these means.

(3) In emergencies the detachment commander may direct
the transfer of a part of the combat equipment of one medical
section to another.

(4) In the same manner as set forth in a above.

(5) By any combination of the methods outlined ahove.

¢. When there 1s property accountability, nonexpendable
property, procured from agencies other than the unit sup-
ply officer, must be reported to him as soon as practicable in
order that he may account for it in the prescribed manner.

d. For the system of exchange of medical property evacuy-
ated with a patient, see paragraph Tb.

8 30. DISPENSARIES—4. A dispensary is an establishment for
the routine treatment of slightly sick and injured that are
not incapacitated for duty. It is established only when the
unit it serves is not exposed to battle casualties. This rela-
tive freedom from enemy action permits the use of more diver-
sified equipment in a dispensary than in an aid station. (See
par. 31.)

b. Considerable time and effort may be conserved for other
important activities, such as tralning, if the principle of
economy of force be applied in the routine care of the sick
and injured. In a compact area one dispensary may serve
the entire regiment; and the personnel therefor may be taken
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from the various sections and rotated so as to interfere least
with other requirements. Dispersion of the elements of the
regiment, however, will require the operation of one or more
hattalion dispensaries in addition to the regimental dispen-
Sary.

¢. The hour, or hours, at which sick call will be held is
prescribed by the unit commander upon the recommendation
of the unit surgeon. Patients not fit for full military duty
are retained in the dispensary until evacuated by the division
medical service.

d. A prophylaxis station should e operated at all times in
connection with a dispensary. Regardless of the fatigue of
the troops or the isolation of the camp or hivouac, the neces-
sity therefor wiil usually he apparent.

¢. Under ordinary circumstances one chest, MD, No. 2 is
sufficient equipment for a dispensary.

M 31. Arp StaTioNs.—a. General—An aid station is an instal-
lation for the first-aid care and treatmeni of the sick and
injured, established under combat conditions by a section of
a unit medical detachment.

(1) Regimental aid station —The regimental aid station
is established. by the headquarters section. It ordinarily
serves the regimental headquarters and such companies as
are not parts of battalions, and is in the same echelon of
evacuation as are battalion aid stations. This is to say, that
rarely are casuallies evacuated from a battalion aid station
to the regimental aid station. Other employment of this aid
station varies with the situation. It may take over the casual-
ties of a battalion aid station that 1s forced to move before
it can be evacuated. It may be established in the area of
the regimental reserve so that when the reserve is committed,
the medical personnel of the reserve may be free to accompany
it without the delay incident to the dlsposal of casualties. In
other situations the regimental aid station may not be estab-
lished, the personnel of the headquarters being used elsewhere.

(2) Battalion aid station.—A battalion aid station is estab-
lished by a battalion section t0 serve a battalion, including
detachments.

(3) Veterinary aid station—Since there is but one veter-
inary section in a regimental medical detachment, ordinarily
only one veterinary aid statlon is established by the veterinary
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section. This serves all animals in the regiment. For veter-
inary service with cavalry see paragraphs 23 and 37.

b. Location.—Because of the greater importance of other
requirements the physical features of the site of an aid sta-
tion will vary from a comfortable building to & few square
yvards of ground without shelter from the elements, .
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FroureE G6—Ome arrangement of aid station. (Arrangements vary
with characteristics of site.)

(1) Desirable features—It will rarely be possible to find
& site that satisfies all requirements but the following features
are desirable in an aid station site:

(¢} Protection from direct eneiny fire.

(b) Convenience to troops served.

{¢) Economy in litter carry,

(d) Accessibility to supporting medieal troops.

(g) Proximity to natural lines of drift of wounded,

{f) Facility of future movement of the station to front
or rear.

(g) Proximity to water,

(h) Protection from the elements.

(2) Undesirable features——The {following features are
highly undesirable, and are to be avoided whenever possible.
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(a) Exposure to direct enemy fire,

(b) Proximity to terrain features or miiitary establishments
that invite enemy fire or air action, such as prominent land-
marks, bridges, fords, important road intersections, battery
positions of artillery and heavy weapons, ammunition dumps
and other distributing points.

(¢) Proximity to an exposed fHank.

Defilade Defilade Road

Lines of drift. Watker Overhead cover Collect'ng'
No undergrowth) Station

FieUurRe T—Desirable atd station site (looking toward front).

(3) Type location —The location of an aid station will vary
within wide limits, depending upon the situation. No defi-
nite rules can, or shouild, be laid down, but the following may
be offered as a general statement of the type location of an
aid station of an infantry battalion in the front iine: a cen-
trally located site, from 3 to 800 yards in rear of the front line,
combining as few undesirable features with as many desirable
features (listed above) as can be had in the terrain available.
" ¢. Functions.—The functions of an aid station are—

(1) Reception and recording of casualties.

(2) Examination and sorting of casualties; returning the
fit to duty. .

(3) Dressing or redressing of wounded; treatment lim-
ited to that necessary to save’ life or limb and to prepare
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patients for evacuation for short distances; administration
of narcotics and prophylactic sera.

(4) Prophylaxis and treatment of shock and exhaustion
with hot foods and drinks.

(5) Temporary shelter of casualties, when practicable.

¢6) Transfer, at the aid station, of evacUees to the support-
ing medical echelon. -

d. Genergl procedures of operation.—(1) The aid station
of a unit is established only when movement of the unift
is unsteady, very low, or halted altogether (see (3) below).

(2} An aid station must keep at all times in contact with
the unit it Is supporting., It must be moved, by echelon
if necessary, as soon as movement of the combat elements
makes its location unsuitable.

(3) Only such part of an aid station is established as im-
mediate circumstances require, or for which need can be
foreseen. Rapid forward movement of combat elements is
usuzlly associated with small losses, and casualties can be
collected by litter sguads info small groups along the axis
of advance and given first aid. Such casualties can he evac-
uated promptly by the medical unit in close support, thus
relieving the need for an established aid station and per-
mitting the medical section to keep up with the combat troops.

(4) An aid station is not the proper place for the initia-
tion of elaborate treatment. Such measures will retard the
flow of casualties to the rear and immobilize the station.
(See ¢(3> above.)

e. Organization ~-~The organization of an aid station will
depend upon the unit and the situation. In generzal, the
functions of recording, examination, sorting, treatment, and
disposition must be provided for in every situation. These
will require one or more medical officers, assisted by non-
commissioned officers and enlisted technicians. The alloca-
tion of personnel to these functions is a responsibility of the
section commander.

1. Equipment (see FM B8-5) —The equipment of an aid
station is limited to the Iinstruments, medicines, foods,
blankets, and litters necessary for the emergency care and
treatment of casualties, and especially battle injuries. It
is divided into loads that, when necessary, can be transported
by hand. It is sufficiently compact to be transported on
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one vehicle of the light cargo type used in the unit, or on
pack animals. At the same time it is ample enough to
initiate and sustain combat until replenishment can be made
by the division medical service. It is combal equipment,
and the transport carrying it travels with that part of the
unit train which carries spare ammunition and other
matérie] essential in combat.
g. Veterinary aid staiion.---See paragraph 37.

M 32. ILatTEr SquUaps.—a. Litter squads consist ordinarily of
four bearers each, fewer being unable, except in very short
carries, to withstand the fatigue.

b. Litter squads operate directly under the control of the
section commander unless, in an unusual situation, they be
formally attached to a combat element. The section com-
mander, after an estimate of the situation, allots to each
squad a sector to cover or a combat element to support. They
follow (or, in stabilized situations, take post in the vicinity
of) the combat elements, maintaining as close contact with
them as is consistent with reasonabie assurance of sufficient
safety to accomplish their tasks. When in the vicinity of the
combat elements, they should, by veice or informal signals,
maintain communication with company aid men. They re-
move nenambulant casualties, except the dead, which they
tag, and direct the ambulant to the aid station, administer-
ing such first aid as is necessary. When necessary they
search the field for wounded.

c. Evacuation by means of litter squads is very slow—a
round trip of 500 yards in each direction requiring, under
best conditlons, at least twenty minutes; and, at such a dis-
tance, 8 sqguad cannot be expected to maintain an average
greater than two trips per hour. So long as the bulk of
fighting was done by foot infantry, litter squads were a prac-
ticable, and often the only practicable, means of primary
evacuation of the field. They are still necessary in the com-
bat of foot troops, including the action of cavalry dismounted
and of artillery in position. However, in fast-moving attacks
such as those of armored forces, litter squads are too slow
for any service other than ambulance loading or short carries
to aXes of evacuaticn, and the greater part of their functions
must be discharged by vehicles.
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B 33. Company (Troor or BaTTERY) AID MEN.—a. These are
enlisted men of the medical detachment, usually privates,
first class, or privates who are attached, when the situation so
indicates, to a company, troop, or battery for the purpose of
administering first aid as near as possible to the scene of the
injury and hefore litter squads, or other agencies, cah arrive.
When s0 attached, a company aid man remains at all times
with that company, bivouacking with it, messing with it,
malching with it, riding with it on transport, and accom-
panying it into action.

b. The average allotment is two aid men per company or
comparable unit, but this is by no means an invariabie rule.
Larger units, such as certain antiaircraft batteries, normally
are allotted three aid men each. The detachments of cer-
tain service units are too Small to permit more than one
aild man per company, and, in some situations, the usual
allotment of aid men may have to be reduced to provide
more litter squads or to reinforce the ald station group.
Whenever a unit normally rating aid mmen is se dispersed
in small detachments that aid men would be able to Serve
only a small proportion of the unit, it usually will be more
profitable to employ such medical enlisted men in other duties.
The allotment of aid men is an element of the medical plan,
arrived at after an estimate of the situation and requiring
the approval of the unit commander.

B 34. RECIMENTAL SURGEON.—a. Designation.—For the official
title of surgeons of regiments see paragraph c. Generically,
and when referred to in less formal language, they are known
as “regimental surgeons.”

b. Status and functions.—(1) The regimental surgeon has
a dual status. He is a staff officer of the regimental comn-
mander and he is in immediate commmand of the regimental
medical detachment. Such of his functions as pertain to the
health and medical service of the command are exercised
in his capacity of a staff officer. Those that are associated
with the administration, training, and operations of the
medical detachment are command functions. While cer-
tain of his duties involve both staff and command functions,
the distinction between the two must be clearly recognized.

(2) He is responsible for the organization of the detach-
ment, and the assignment of commissioned and enlisted per-
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sonnel to the several sectlons. He ceonduets so much of the
training of the detachment as is not given in conjunction
with the training of the combat elements of the regiment.
He establishes and operates the regimental dispensary, and
supervises the operation of battalion dispensaries. He makes
the required medical inspections and keeps the regimental
commander informed of the medical situation in the regiment.

(3) The regimental surgeon, as detachment commander,
has the same supply responsibility as a company commander
(see par. 29). As a staff officer of the regimental com-
mander, it is his duty to inforin the regimental commander
of any deficiencies in items of medical supply issued to, and
used by, the combat elements of the regiment.

(4) As the regiment spproaches combat, his duties as a
regimental staff officer assume increasing importance. Hea
learns of the plans for the distribution and employment of
the units of the regiment, of the opposition the various
elements are expected to meet, and of the terrain over which
they will operate. From this information he makes a med-
iecal estimate of the situation, deducing the probable areas of
casualty density, and from this he indicates the areas to be
reconnoltered for the sites of such ald stations as he con-
trols; and advises the pattalion surgeons in the preparation
of thelr own medical plans. He does not, however, interfere
in the tactical disposition of battalion sectlons that are
attached to battalions except that, as a regimental staff
officer, it is his duty to advise the regimental commander
of faulty medical dispositions adversely affecting the unit
medical service. He prepares the regimental medical plan
and submits it to the regimental commander; if the regiment
has a veterlnary service this will include the veterinary
plan. (See par. 37.)

(5) His methods of influencing the medical service within
the battalions include such steps as establishing the regi-
mental aid station for the purpose of relieving cne or more
battalion sections of the necessity for early establishment; re-
inforcement of one or more battalion sections with personnel
from the headquarters or from other battalion sections: and
securing medical supplies prior to combat and distributing
them to the several sections in aceordance with their needs
as he foresees them,
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(6) During combat the regimental surgeon is concerned
with reports of the progress of the fight. From these he
visualizes the needs of the various medical sections and
takes steps to assure replacements or relnforcements of per-
sonnel and replenishment of supplies. He keeps in touch
with the forward planning of the regimental staff. When
the regimental commander contemplates a special mission
for one of the battalions, the surgeon can clear that battalion
of wounded by directing the regimental aid station to move
to the vicinity, or he may request special priority in the
evacuation of the aid station of that battalion.

{7 One of the most important duties of the regimental
surgeon in combat is keeping the medical unit in direct sup-
port of his regiment informed of the situation in his front.
He should, as early as possible, inform the supporting unit
of actual or contemplated changes in the tactical dispositions
of his regiment, and of any other contingency that will affect
the evacuation of his aid stations.

(8) The regimental surgeon is provided with one or more
comrmnissioned assistants. To such he may assign part of
his duties, but none of his responsibilities. (See pars. 35, 36,
and 37.)

c. Regimental surgeon’s office—(1) While the twe functions
are not to be confused, ordinarily the same overhead will
operate both the detachment CP and the regimental sur-
geon’s office. These personnel are taken from the headquar-
ters section, and are available for other duties in combat.

(2) In combat, the unit surgeon’s office should be imme-
diately adjacent the unit CP in order that he may keep in con-
stant touch with the situation. While he should not remain
in his office at all times, when he leaves he should leave
therein a responsibie assistant.

M 35. BarrarioNn SurRcEoN.—g. Definition and designation.—
(1) Except in the case of separate battalions (see par. 39),
surgeons are not provided as permanent staff officers of
battalion commanders. When medical personnel are at-
tached to a battalion, the senior officer of the Medical Corps,
so attached, is the battalion surgeon. His official title is
“the surgeon,” followed by the designation of the battalion,
for example, The Surgeon, 2d Battalion, 4th Infantry.
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(2) When a battalion section is not attached to a battalion
for duty its commander has no staff functions. His com-
mand functions are comparable to those of a platoon com-
mander; and he is, in addition, a general assistant of the
regimental surgeon.

b. Duties and responsibilities.—The staff functions of a
battalion surgeon are comparahble to those of a regimental
surgeon (see par. 34). His command functiohs are not as
extensive. The battalion section has ho normal administra-
tive or supply functions, and assumes these only when il is
impracticable for the detachment headquarters to undertake
them. The supply responsibility of the section commander
is limnited to keeping the detachment commander informed
of the status of the battalion section eguipment and, in
combat, the emergency procurement of supplies as outlined
in paragraph 29. The duties and responsibilities of the
battalion surgeon In combat are:

(1) He obtains, from the battalion commander, the avail-
able information and tactical plan of the battalion. He
makes a medical estimate of the situation and, when prac-
ticable, a reconnaissance of possible aid station sites. He
submits the medical plan to the battalion commander.

" {2) He makes the necessary dispositions of the battalion
section.

(3) He establishes the aid station when and where indi-
cated, supervising its operation and personally assisting in
the care and treatment of casualties whenever necessary.

(4) He supervises the employment of the litter squads.

(5) He keeps in contact with the battalion commander,
and the forward planning of the battalion staff, and projects
his own plan to correspond.

(68) He makes, or causes to be made, the necessary recon-
naissances, when practicable, for relocation of the aid station,

(7} He keeps the battallon commander informed of the
medical situation, and makes the necessary recommendations
for reinforcement of the medical service.

(8) He furnishes information to the regimental surgeon,
and to the medical unit in immediate support, of the situa-
tlon in his front with such reguests for special support or
immediate evacuation of his casualties ag may be necessary.

(3 He performs such other dutles as the battalion com-
mander may require. .
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B 36. DENTAL SERVICE-—a. Organization.—(1) Personnel of
the dental service, both commissioned and enlisted, ordi-
narily are assigned to the detachment headquarters. The
gsenior dental officer is the unit dental surgeon. As an assist-
ant of -the unit surgeon, he supervises the dgnta.l service of
the unit.

(2) Each dental officer is assigned, for duty, one enlisted
assistant, who is at his immediate disposal for technical
tralning and employment. Additional enlisted men may
be sallocated to the dental service. Enlisted men of the
dental service are trained in the general duties of the medical
soldier and are available in combat for any duty that may
be required of them.

b. Equipment.—The unit equipment of & medical detach-
ment includes a portable dental dispensary for each dental
officer authorized by Tables of Organization. In addition, all
dental officers and dental assistants carry individual equip-
ment of a technical nature.

c. Employment—(1) In other than combat situation—
(a) The functions of the dental service are: dental inspection
and classification of all troops in the unit; supervision of
the instruction in oral hygiene; and the treatment or cor-
rection of dento-oral diseases, injuries, abnormalities, and
deficiencles.

(b) Dental officers operate one or more dental dispensaries,
ordinarily combined with regimental or battalion dispen-
saries. They may be attached temporarily fo battalions that
are located in areas inconvenient to the regimental dis-
pensary.

(2) In combat—While the technical training and skill of
the dental service is to be utilized in its own field whenever
indicated, the functions of first aid, emergency care, and
evacuation of casualties become the paramount responsibility
of the medical service in combat. The dental personnel are
employed in combat as any other personnel of the medical
service. They may be used in the regimental ald station, or
attached individuslly to any battalion section.

B 37, VETERINARY SERVICE.—(, Organization—(1) Veterinary
service is included in the medical service of only those units
in which there are animasals.

(2) By reason of its distinctive fleld of endeavor, the vet-
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erinary service is granted the degree of autonomy required
for the proper discharge of its functions. The personnel of
the veterinary service, both commissioned and enlisted, is
organized into the veterinary section of the regimental medi-
cal detachment.' The senior veterinary officer commands this
section and, as the unit veterinarian, he is an assistant of the
unit surgeon.

(3) The veterinary section depends for supply and admin-
istration upon the detachment headquarters; and the re-
sponsibility of the section commander in these matters is
the same as that of a battalion section commander. (See
par. 35.)

b. Equipment—The veterinary section is provided unit
dispensary and combat equipment, in addition to the indi-
vidual equipment of its officers and enlisted men, sufficient
for the routine care and treatment of slightly sick and in-
Jured animals and for the first-aid treatment and evacuation
of hattle casualties among animals. Transportation, either
pack or wheeled, is furnished for the unit equipment.

¢. Employment in other than combat situations.—The prin-
cipal functions of the veterinary section in other than combat
situations are—

(1) Care and treatment of slightly sick and injured ani-
mals, complete recovery of which within a reasonable time
is expected.

(2) Classification of other disabled animals into salvage-
able and unsalvageable, arranging for the evacuation of the
former and destroying the latter.

(3) Inauguration of measures for the prevention and con-
trol of communicable diseases in animals.

(4) Sanitary supervision of stables, corrals, and picket
lines. .
(5) Supervision, for the commander, of the shoeing, fitting
of equipment, and general care and handling of animals.

(6) Sanitary inspection of forage and of foods of animal
origin issued for consumption by the troops of the unit.

d. Employment in combat.—(l) General —With the excep-~
tion of continued freatment of slightly disabled animals, all
functions outlined in c¢ above, must also be discharged in
combat; bhut, as In the case 0f medical service, they are
subordinated to the care and dispositlon of battle casualties.
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(2) Unit veterinarian.—The unit veterinarian, when com-
bat is imminent, makes such reconnaissance as is practicable
for suitable sites for a veterinary aid station (or stations),
and recommmends one or more to the uynit surgeon. The latter
coordinates the requirements of the veterlnary service with
other requirements, selects a site (or sites) for the veterinary
aid station(s) and includes such in the unit medical plan.
The unit veterinarian establishes and operates the veter-
Inary aid station. He directs the veterinary service of the
unit. He furnishes necessary information to the unit sur-
geon, and to the veterinary unit in immediate support of his
aid station.

(3) Veterinary aid station.—(a) Organization —Qrdinarily
only one veterinary aid station is established for each regi-
ment or unit of comparable size, When a battalion or squad-
ron is operating at such a distance as to make evacuation
difficult or impossible, the veterinary section may be split and
may operate two veterinary aid stations. In small veterinary
sections, all personnel are required for the operation of the
_ veterinary aid station. In Iarger sections It may be advan-
tageous to attach, temporarily, veferinary aid men to squad-
rons or battalions and, in mounted cavalry action, one to
each troop. (See par. 33.)

(b) Location—Insofar as they apply to the care, treatment,
and evacuation of animals, the characteristics of a location
for an aid station, as given in paragraph 31b, are desirable
for the location of a veterinary aid station. Areas of animal
casualty density may be expected where animals are most
numeraus.

(¢) Functions.—The functions of the veteérinary aid station
are: reception and recording of animal casualties; first-aid
treatment of sick and injured animals; prompt return to
organizations of such animals as are fit for further duty;
collection for evacuation of salvageable animals that are
temporarily incapacitated for duty; destruction of all non-
salvageable animals; and transfer, at the veterinary aid
station, of animal evacuees to the supporting veterinary
echelon. The veterinary aid statlon must not become immo-
bilized by undertaking definitive care of disabled animals.
Such animals as cannot be returned to duty or prepared for
immediate evacuation must be destroyed.
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B 38. MEDICAL DETACHMENTS OF UNITS OF VARIOUS ARMS AND
SERVICES.—. (General—The basic functlon of a medical de-
tachment, regardless of the unit to which it is attached, is
to provide primary medical care and treatment. However,
while the function is invariable, the methods of discharging
that function depend upon the situations created by the
tactical employment of the unit which, in turn, are governed
by the special characteristics of the unit or the general
characteristies of the arm or service to which it belongs.
These variations in situations and methods reguire appro-
priate modifications of the internal organization of the sec-
tions of unit medical detachments.

b. Infantry—(1) Rifle units—(a) The characteristics of
infantry that inflience the organization and employment of
its medical service are:

1. The battalion is the basic tactical unit. It may op-
erate over relatively large areas and occupy front-
ages varying between 500 and 3,000 yards.

2. Normally, infantry is exposed to the fire of all types
of weapons and to air action; and usually the bulk
of hostile fire is directed at infantry.

3. The casualty rate of infantry is higher than that
of any other arm or service.

4 Infantry must be able to maneuver and to fight

' over all kinds of ground.

(b) The medical detachment of an infantry rifie regiment
must, therefore, reflect these characteristics in—

" 1. Ability to provide, when indicated, an autonomous
medical service to each hattalion.

2. A higher ratio of medical personnel to combat per-
sonnel than in detachments of units of any other
arm or serviee,

3. A means of primary evacuation from the flield which
can function on any kind of terrain over which
infantry can fight—-litter squads.

4. Mobility at least equal to that of the infantry rifle
regiment, whether transporied in trucks or march-
ing on foot.

(2) Armored divisions.—The infantry regiments in armored
divisions combine normal infantry operations with ability to
fight, under proper conditions, from moving vehicles. This
additional characteristic indicates that the usual unit medical
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‘service of an infanlry regiment should be augmented with
some more rapid means of primary evacUation than litter
squads. The addition of cross-country ambulances to the
materiel of such detachments will satisfy that requirement.

c. Cavairy—(1) Horse cavalry—(a) The characteristics of
horse cavalry that influence the organization and employment
of its medical service are:

I. The squadron is the basic tactical unit. It is a
smaller organization than the infantry battalion.

2. The essence of cavalry action is maneuver. All serv-
ices with cavalry must be highly mobile.

3. Cavalry frequently operates at considerable distances
from supporting troops.

4. The casualty rate is, in general, less than that of
Infaniry. Cavalry is not designed to assault
strongly defended positions nor to make a deter-
mined defense against strong attacks by infantry.

5. Cavalry fights mounted and dismounted.

6. Animals are the principal means of transportation
of horse cavalry.

(b) The organization and employment of medical detach-
ments of units of horse cavairy follow, in general, those
of medical detachments of infantry units. The smaller size
of the detachments and the rapidity of movement and dis-
persion of the elements of cavalry units make the coliection
and evacuation of casuslties difficult. The only favorable
factor is that casualties are rarely as heavy as In infantry
units. The principal features of medical detachments of
cavairy units that distinguish them from those of infantry
units are:

1. Litter squads—The small size of the squadron sec-
tlons permits not more than one litter squad per
section if an aid station is operated, and even this
squad must be constituted at the expense of half
the troop aid men and by withdrawing one other
man from the aid station group. If no ald sta-
tion is established, additional litter squads may
be constituted. However, the use of cavalry
mounts in primary evacuation will partially offset
the need for litter squads.

2. Aid station—It 1s rarely feasible to establish an aid
station in a mounted action, and it may not be
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practicgble to establish one in a rapidly moving
dismounted action. PFirst aid {s rendered on the
field; wounded troopers able to ride are directed
to the rear, while those unable to ride are as-
sembled along the axis of movement to be evac-
uated by a supporting echelon.

3. Evacuation—Evacuation may be difficult. The
operations may be at such a distance, or move-
ment be so rapid, that supporting medical eche-
lons cannot maintain contact. Lines of com-
munication may be interrupted. In these events,
casualties must either be carried with the com-
mand or abandoned—in the latter case, in friendly
hands if possible. To lessen the dependence of
medical detachments upon supporting echelons,
and to facilitate the removal of casualties from
the field, one motor ambulance is provided for
the detachment of each regiment of horse cav-
alry. In situations where adequate support of
unit medical detachments is difficult or impossible,
such detachments should be reinforced with addi-
tional ambulances from the division medical

! service,

4. Veterinary service.—The medical detachment of a
regiment of horse cavalry includes a veterinary
section,

{2) Mechanized units.—See g below.

d. Field artillery—(1} The characteristics of field artillery
that infiuence the organization and employment of its med-
ical service are:

(@) The battalion is the basic tactical ynit. When it is a
part of a large force of artillery, the area assigned the bat-
talion is relatively small and, within the battalion area, the
batteries are usually echeloned only sufficiently to avoid too
compact a target. (See FM 6-20.)

(b) When in position, field artillery units are rarely ex-
posed to small-arms fire.

(c) The casualty rate is less than that of infantry and
casualties tend to occur at irregular intervals. The damage
to its matériel makes it desirable, in the absence of other con-
siderations, for an artiltery unit to change its position when
effective fire is brought to bear against it.
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() A battalion position 1s a relatively fixed arrangement.
Artillery does not maneuver while actually engaged. Change
of position is a definitive operation, and tactical employment
ceases during movement, :

(e) The majority of artillery positions are farther to the
rear than collecting statlions.

(2) The organization and employment of medical detach-
ments of field artillery units reflect these characteristics in—

(a) Litter squads—With two exceptions, battalion medical
sections in field artillery units do not include permanent
litter squads. The compact battalion position makes the dis-
tances between battery positions and the aid station rela-
tively short, and casualties can be carried this distance by
battery aid men, with or without assistance from artillery
personnel. The organic ambulances (see (¢) below)} may be
used for this purpose if distances are great and their use
is practicable. Searching of the field for wounded is rarely
required. The two eXceptions are the battalion medical
sections of the division artillery, triangular division, and of
the 75-mm gun regiments, each of which is iarge enough to
permit the detail of one litter squad.

(b) Aid siation sites.—The general requirements of site
for an aid station are the same as those of infantry. How-
ever, the location of the aid station with reference to other
elements is governed by different considerations. It should
be conveniently located, either within or immediately adja-
cent the battalion position. It may be on any edge of the
position, including the forward edge. The terrain may be
such that satisfactory protection can be had near the center
of the position,

(c) Evacuation of aid stations—The fewer casualties and
the relatively preater stability of the aid stations permit
casualties to be better prepared in fleld artillery aid stations
for evacuation than is ordinarily feasible in the aid stations
of infantry units. For this reason, as well as the fact that
it would frequently require a forward movement of casualties,
the casualties of a field artillery ald station rarely pass
through a collecting station but are evacuated directly to
the clearing station. Field artillery aid stations may be
evacuated on cail by ambulances of the division medical unit
(see sec. IV). However, motor ambulances are organic equip-
ment of all medical detachments of field artillery units, allotted
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on the basis of one per battalion medical section. With this
equipment the medical detachments of field artillery units
may evacluate-their own aid stations. It would be difficult
to defend, in the light of modern field medical service, this
practice of dividing the responsibility for the evacuation of
field artillery units between the unit and the division (or
other comparable) medical service. Like many other prac-
tices, it appears to have survived largely as a custom. When
the Ambulance Corps was first created in the Army of the
Potomac, in 1862, for reasons that were sufficient at the time,
exception to the general rule of the control and employment
of ambulances was made in the case of field srtillery units;
and an organic ambulance was assigned to each hattery.
Most of these reasons have long since ceased to apply, but
the tradition persists.

(d) Veterinary service.—In units of horse, horse-drawn, and
pack artillery, a veterinary section is a component part of
the unit medical detachment.

e. Anfigircraff artillery.—Procedures laid down for the
medical service of field artillery apply, in general, to the
medical service of antiaircraft artillery. (See parggraph d
ahbove.) Unless antiaircraft artillery is plentiful, the dis-
persion of the units will ordinarily be greater than in the case
of field artillery, with reference both to battalions and to
batteries within a bhattalion, This dispersion adds to the
difficulties of medical service, but this disadvantage is some-’
what offset by the lower casualty rate. Antiaireraft units
also may profit by incidental medical service furnished by
other units in the immediate vicinity. The larger batteries
are provided with three battery aid men instead of the usual
two.

f. Combat engineers—-(1) Characferistics—Combat engi-
neer units function primarily in engineering missions, but
they may also engage in combat in the role of infantry.
Both bhattalions and compganies are smaller than their
infantry prototypes.

(2) Organization —The organization of the medical detach-
meni of a combat engineer unit is designed to serve the unit
in its primary function. Battalion sections are small, and only
one company ald man is furnished each companhy in the
usual situation. The employment of the detachment de-
pends upon the employment of the engineer unit.
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(@) In engineering missions.—The unit is frequently dis-
persed, even companies and platoons being separated. The
scattered elements obtain incidental medical service from
other units in their vicinities, and regimental or battalion
dispensaries are operated at the headquarters,

(b) In combat missions.—The medical service is exactly
ke that of infantry. The small size of the detachment makes
it necessary that it be reinforced, particularly with ltter
bearers, when it engages in combat. Ordinarily, the only
source of reinforcements will be the engineer unit.

g. Armored units.—(1) The characteristics of armored units
determining the organization and empl