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MEMORANDUM FOR: Personnel Assigned, Attached, or OPCON to the 555th FST 

SUBJECT: Command Safety Policy

1.
Our team is expected to perform a wide variety of tasks in both combat and operations other than war. Many of the tasks are strenuous and potentially risky to include air operations, amphibious operations and sling-load operations to name a few. Every task must be performed with safety in mind. Each soldier and every leader must assess the risks and tolerate only reasonable risks in the performance of our mission.

2.
Our goal is no losses of manpower, money or equipment due to unsafe acts or negligence. Accidents due occur but we must attempt to eliminate them. Leaders will be tasked with providing a safe working environment for all soldiers of this command. Disciplined behavior and work habits are the only way to accomplish this goal. Apathy, complacency and inattention to detail have killed soldiers in the past. I will not accept this.

3.
The units we are expected to support are aggressive in their spirit and mission. These attributes are at the heart of the fighting soldier yet we are also expected to not waste lives or damage equipment that we need to accomplish our mission. Every individual in this unit regardless of rank or specialty is responsible to me and to everyone else to ensure that unsafe acts are stopped and/or reported. Use common sense in preventing accidents!

4.
I have an obligation to our families to ensure that every soldier returns home in good health and uninjured. Our mission cannot be accomplished if our team equipment is damaged or destroyed. I will ensure that safety is a priority in planning our missions. I need your help in preventing accidents and injuries. Think safety, act safely, and insist on safety for yourself, your fellow team members and especially for your family’s sake!

5.
“HEAL WITH STEAL!”

PART I. - MILITARY TRAINING

CHAPTER I.

GENERAL INSTRUCTIONS.


It is necessary, however, to remember that while these are the objects with which he is maintained, the interests of the Army require something even more than professional scientific knowledge from an officer of the R.A.M.C., because it is impossible for him to carry out his duties efficiently without a certain general knowledge of military science, especially as regards the administration of an army in the field.


For example, the work of officers of the R.A.M.C. includes the professional supervision of sanitary precautions, the collection of the sick and wounded, the compilation of records (general and professional) regarding them, certain arrangements in connection with the transportation of sick and wounded from the front, the discipline and maintenance of combatants under their charge, and the replenishment of medical and surgical requirements. Such duties bring the officers of the R.A.M.C. into close touch with the general work of the Army. Moreover, in addition to their professional work, they have executive duties to perform, in their capacity as officers of the R.A.M.C. units forming part of the Army. For example, they are as much concerned as officers of other units in the provision of food, clothing and other requirements to their men, in the care and management of transport allotted to them, in arranging their camps and movements, and fitting their units into their allotted places on the line of march, and, generally in exercising the same functions as officers of other units, with the sole exception of actual combatant work. 


As regards actual tactics, while officers of the R.A.M.C. are not charged with combatant duties, they are very intimately concerned in the combatant work of the other branches, and the efficient performance of their duties on the battlefield demands some knowledge of the general principles on which military operations are conducted. They must, for example, be capable of understanding from an operation order what is likely to be required of them.

ROYAL ARMY MEDICAL CORPS TRAINING

1911

WAR OFFICE, LONDON
555TH FST TACTICAL DISCIPLINE STANDARDS

1.
This unit is a combat service support medical unit in direct support of or attached to forward combat units. As such, the 555th FST will be expected to maintain the same standards of tactical discipline as the unit being supported. Our goal is to be quieter, darker and better at our METL tasks than any other medical unit in the U.S. Army.

2.
The field uniform of the 555th FST will be BDU’s, Kevlar helmet, LCE/LCV, chemical protective mask, individual weapon, identification tags, individual knife (optional), and Geneva Convention card. The patrol cap will be worn only at the commander’s order during deployment operations. No “drive on” rags will ever be worn in the field. Sleeves will be worn down unless specified by the commander. The commander, XO or the team NCOIC, based on heavy labor, temperature or mission may modify this uniform. 

3.
When road marching, if the unit stops longer than 1 minute, all soldiers will move to the sides of the road/trail, disperse and find cover/concealment. If staying longer than 2 hours, hasty fighting positions will be constructed. 

4.
On road convoys, if the unit stops longer than 1 minute, the vehicles will move to the sides of the road/trail in a herringbone pattern and the occupants will dismount and find cover/concealment. The drivers will remain in the vehicles to monitor any radio messages or hand signals. If staying longer than 2 hours, the vehicle hoods will be raised and mirrors turned inward. The decision will be made on erecting camouflage nets based on METT-T.

5.
Sensitive items will never be left unattended. Sensitive items include individual weapons, protective masks, compasses, night vision devices, radios, secure communications equipment and SOI’s. All M16’s will either be carried by the individual soldier or placed at stack arms or racked with a guard. All 9-mm pistols will be secured to the soldier’s LCE/LCV with a lanyard. SOI’s will be secured to the responsible soldier with a lanyard and classified communication equipment will be secured. Sensitive items will be accounted for at a minimum of each morning and each night. Other accountings are mandatory after enemy contact, MASCALS, prior to and after any unit movement, air operations and prior to ending any exercise.

6.
The LCE/LCV and Kevlar helmet do not have to be worn inside the tent and while performing direct patient care or performing vigorous activity. It will be worn whenever outside the tent(s) to include going to the latrine.

7.
All equipment will be maintained daily including vehicles, generators, communications equipment, NVG’s, weapons and medical equipment. Operators will perform daily PMCS according to -10 manual standards. Radio checks will be performed at least twice daily to prevent SINCGARS timing shifts.

8.
No one will sleep inside or under any vehicles or trailers. During hours of darkness, all vehicles will use ground guides until on major roads or trails and when passing through checkpoints. No vehicles will be moved until either the driver or TC have performed a PMCS and performed a 360-degree walk around of the vehicle.

9.
When vehicles use blackout drives, the driver will wear NVG’s and the TC will wear them around the neck.

10.
Field sanitation, light/sound discipline and litter disciplines are the hallmarks of professional units. The leaders in the unit will rigidly enforce these standards. Everyone will be expected to use proper field sanitation to include handwashing prior to meals. Tent flaps and vents will be closed and a 360 walk around of the tent(s) will be performed at dusk to ensure light discipline is maintained. Only red lenses will be used outside the tent at night unless there is an emergency. On prolonged deployments, meals will be consumed outside the tent(s) and trash bags will be utilized. This will prevent rodent/insect problems inside the tents. The trash bags will be emptied daily at a minimum.

555th FST Mission

The 555th Forward Surgical Team is a 20 personnel team that is 100% mobile and is designed to perform up to 30 life or limb-saving surgeries in a 72 hour period. It uses 2 McVicar operating room tables, drawover anesthesia and cold chemical sterilization as some of the key elements to perform this mission. It is not designed to perform elective or definitive surgeries. It is configured so that it can be split into 2 relatively similar teams of approximately 9 personnel each based around 1 resuscitation bed and 1 OR table. This configuration is not suitable for prolonged operations but is useful for unique situations and Special Operations.

Mission Statement:

The 555th Forward Surgical Team provides far forward initial resuscitative surgery in a brigade’s area of operation.

On order, deploy within 72 hours.

Mission Essential Task List:

· Conduct Strategic Deployment and re-deployment by air or sea

· Relocate and establish surgical facility within an area of operation

· Establish Medical Detachment Area of Operation

· Perform Combat Health Support

· Defend Assigned Area

FST Capabilities:

· 3 General Surgeons

· 1 Orthopedic Surgeon

· 2 Operating tables/ teams

· 2 Nurse Anesthetists

· 4 Ventilators

· 8 ICU/ Postoperative recovery beds

· Surgical capabilities:

· Limited neurological trauma

· Thoracic trauma

· Non-bypass cardiac trauma

· Abdominal trauma

· Vascular trauma

· Extremity trauma

Support Requirements:

The unit deploys with sufficient supplies for 72 hours of continuous surgical / medical operations and is not able to support itself in prolonged surgical / medical operations beyond 72 hours.  Additional assets required that the team cannot provide themselves are as follows:

· Communication

· Security

· Maintenance and medical maintenance

· Water (beyond UBL)

· Fuel (beyond UBL)

· Food (beyond UBL)

· Evacuation

· Patient holding

· Class VIII re-supply

· Blood Products

555TH FORWARD SURGICAL TEAM
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Strategic Deployment
DEPLOYMENT PROCEDURES

1) PURPOSE: To establish procedures and assign responsibilities for the deployment of the 555th Forward Surgical Team.

2) REFERENCE: 36th Medical Evacuation Battalion TACSOP

3) APPLICABILITY: This SOP applies to all personnel assigned or attached to the 555th Forward Surgical Team.

4) GENERAL: The III Corps deployment guidelines as set forth in FH Reg. 55-2 will be the basis for deployment of the 555th Forward Surgical Team.

a) All personnel will maintain the Rucksack, A and B bag (Duffel bags) at a high state of readiness at all times. They will be packed in accordance with the 555th Forward Surgical Team packing list (see Appendix A). Extra items may be packed at individual discretion but must fit into the two prescribed bags. On some missions, a carry on bag may be allowed but must fit under an airline seat.

b) Because of the high state of readiness of the 555th Forward Surgical Team, all personnel need to be able to be notified within 24 hours of an EDRE. If leaving the immediate area provide to the Chain of Command a valid phone numbers that the team member can be reached at. They must telephonically check in by phone once daily.

c) Team members must provide an accurate address and working phone number to the XO and 1SG to be included in the team alert roster. The roster must be maintained at home and at the normal place of duty in case of EDRE alerts.

d) In the event of an alert, the following items will be part of the message:

i) H-hour (to allow determination of the estimated time of departure)

ii) Level of alert:

(1) Level 1 – Telephonic alert only

(2) Level 2 – Report to the unit area in duty uniform

(3) Level 3 - Report to the unit area in field uniform with equipment as designated

(4) Level 4 – Report to the unit with field uniform and all equipment as issued by the CIF for full deployment

iii) Time and place to report

iv) Special equipment or instructions

e) The team members will call the next person on their call roster chain. If someone is not contacted, that name will be passed on to the next person in the chain.

f) At the end of the chain, the last person will contact the CQ of the 61st Area Support Medical Battalion to complete the chain.

g) All personnel will report to the unit NLT the specified time and sign in for accountability and wait for further instructions.

h) The unit is capable of deploying easily within 72 hours and under special circumstances within 18 hours.

ALERT PROCEDURES

N-HOUR SEQUENCE
N – HOUR:
ALERT

N to N+2:
Unit commander initiates alert roster



100% of assigned personnel report to unit with equipment and sign in



Report Personnel Status (PERSTAT) to higher HQ

N+2.5:

Drivers and TC’s dispatch vehicles and begin load plans



Commander, XO and 1SG report to higher HQ to receive mission brief



Establish FST Tactical Operations Center (TOC)

N+4:

Dispatch vehicle to Darnall to P/U 40 units of blood and narcotics



Dispatch vehicle to Ft. Hood ASP to P/U basic load of ammo



Submit second PERSTAT and SITREP to higher HQ

N+6:

Commander issues Warning Order to FST



FST staff begins mission analysis



Review SRP packets



Commander/1SG conducts PCI checks



Issue meals (MRE) by section

N+8:

Submit third PERSTAT and SITREP to higher HQ



Fill/kill Class VIII shortages



Local purchase special items/ shortages



Report to CIF for additional equipment issue



Issues complete Operations Order to team
N+10:

Draw sensitive items (secure speech, NVG’s & weapons) from arms room

N+12:

Family Support Group meeting/brief



Sleep plan initiated with HHD 61st ASMB 1SG/CQ

N+20:

100% Recall – team personnel report to unit



Mission update/FRAGO



Convoy briefing/ inspection

N+24:

Convoys departs for marshalling area

SOLDIER READINESS PROGRAM

The Soldier Readiness Program prior to prolonged deployment requires the following items:

1) Individual readiness items:

a) Military identification card

b) Military identification tags (Dog-tags)

c) Geneva identification card

d) Family readiness group information

e) SRP

i) Dental

ii) Medical

(1) Immunizations

(2) Medical record screening

(3) Pre-deployment screening

iii) Legal

(1) Power of Attorney

(2) Will

(3) SGLI

555TH FORWARD SURGICAL TEAM
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ESTABLISHMENT OF THE SURGICAL FACILITY 

PRIORITIES OF WORK: Upon arrival, the following items will be accomplished in the following order:
1. Coordinate with Advon/quartering party for location of facility

2. Establish perimeter security

3. Erect DRASH tent system with camouflage net draped over the center

4. Download Medical Equipment Set (MES) chests

5. Sections establish areas within the tent; priority is:

a. ATLS

b. OR

c. ICU

d. HQ section

6. Electrical power distribution & generator

7. Report to higher HQ that FST can receive patients

8. Erect camouflage net

9. Communications established- FM radio and landline

10. Hasty defensive positions dug in

11. Establish M-8 alarm 150 meters upwind

12. Establish LZ

13. Range cards & perimeter sketch

14. Trench tent

15. Erect OE-254 antenna

16. Establish sleep area/plan

17. Field sanitation sites established

18. Report to higher HQ that FST is fully operational

FST SITE OVERVIEW
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MASCAL OPERATIONS/TRIAGE

A mass casualty (MASCAL) exists any time the patient load exceeds the treatment capability of the FST and the Forward Support Medical Company (FSMC) or other supported unit. 

1.
Upon notification of a MASCAL, the triage officer of the FST will report to the triage area designated by the FSMC to assist with evaluating and selecting the Urgent Surgical casualties for the FST.

2.
The triage officer normally will be the senior medical officer in the ATLS Section who will normally be responsible for the resuscitation of the casualties before they are moved to the OR.

3. The alternate triage officers will be:

a) The senior nurse 66H8A

b) The medical-surgical nurse 66H

4. The other physicians and nurse anesthetists will be preparing the OR for the upcoming surgeries.

5. The patients will be triaged and a rank order of the casualties established. The order of precedence is:

a) Loss of life

b) Loss of limb

c) Loss of eyesight

6. The first two casualties will be moved to the OR tables for resuscitation and two other patients will be moved to the ATLS beds for stabilization until the OR tables open up. All other Urgent Surgical patients will either be stabilized in the triage area or in the treatment tent of the FSMC until OR space is available. The only other alternative is to attempt evacuation of these casualties if evacuation assets are available and the flight time is not excessive, risking the patients’ life.

7. All unstable patients will be operated on first and all other patients will be evacuated to other surgical facilities (CSH, regional hospitals or home station facilities). If the patient is delayed due to lack of evacuation capability, then surgery will be performed after all unstable patients have received surgery. In general, the surgeries performed will not be the definitive surgery unless time and circumstances permit. The intent of field triage is to provide the greatest good to the greatest number.

8. The following color codes and categories of triage patients will be used:

a) IMMEDIATE:
RED

b) DELAYED:
BLUE

c) MINIMAL:
GREEN

d) EXPECTANT:
ORANGE

e) Other color combinations may be necessary based upon the supported unit’s TACSOP.

9. Expired casualties will be separated from living casualties out of direct line of sight and managed by the Battalion S-4.

10. The FST XO and the FSMC commander will coordinate for rapid evacuation of the post-surgical patients preferably by air as soon as possible.

11. The FSMC commander may need to activate the MASCAL plan within the BSA to marshal the necessary assets for the MASCAL.

12. Elements to be coordinated include a control element, security of the triage area, limiting access to only essential medical personnel, organizing the various teams, releasing SITREPs and potentially, news release information for the S-5/PAO.

13. Non-standard casualty evacuation assets may be needed to include HUMMWV’s, 5-ton trucks, HMMET cargo trucks, CH-47 or other “slick” helicopters.

14. Constant assessment is needed in maintaining adequate Class VIII supplies and blood.

15. Trauma mass casualty packets should be used to quickly process and account for all the patients and their equipment. A running log will be maintained of all casualties triaged, treated and dispositions.
555TH FORWARD SURGICAL TEAM
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       10 DEC 2002

SUBJECT:  Admission and assessment of the patient requiring immediate life saving intervention.

PURPOSE:  To establish general guidelines for care of the critically ill or injured patient requiring immediate life saving intervention.  To outline procedures and prioritize the sequence of nursing care given to the trauma and or critically ill patient.

SCOPE:  All assigned and PROFIS personnel.

REFERENCE:  FM 8-10-25, Employment of Forward Surgical Teams, November 1996

PROCEDURE:

1.  Patients admitted to the Forward Surgical Team (FST) should have been triaged from the medical company and determined to have a life, limb or sight emergency.  The designated medical officer will reassess the patient and determine the required course of action.

2. All sensitive items will be removed and given to the MSC officer for proper disposal.

3. All clothing will be removed and placed in a plastic bag along with any other personal items.  The bag will be tagged with patient's name and SSN and will accompany the patient.  Notation of these items will be placed on the SF 558.

4. The designated nursing staff will perform an initial assessment following the A, B, C, and D's of trauma care.  Performing appropriate interventions as indicated by the patient status.

1. A- Airway if the patient is not breathing or has respiratory distress immediate intervention is required at that time.  Reposition the head (remembering to always maintain C-spine stabilization).  Place an oral airway and proceed with Basic Cardiac Life Support (BCLS).  When a physician/anesthetist is present, the patient will be intubated as the physician/anesthetist determines necessary.

a. O2 via mask at highest litter flow available via the O2 concentrator.

b. Or if intubated manually bag/value patient until a ventilator is available.

c. Once the airway has been stabilized proceed to next step.

2. B- Breathing:  Assess whether patient is breathing by 

a. Watching for the rise and fall of the chest

b. Listening for air to escape from the mouth on expiration.

c. Auscultate the lungs bilaterally for equal breath sounds and note any abnormal breath sounds that may be present.

3. C-Circulation:  Accomplished by inspection, palpation and auscultation.

a. Inspect from head to toe for any signs of bleeding.  If bleeding is present intervene by placing a field dressing over wound and applying pressure.  Elevating above the heart if possible.  A tourniquet should be placed as a last resort to control bleeding.  If a tourniquet is present only the physician is allowed to remove it.

b. Check for presence and equality of pulses in all extremities.

c. Note skin color and temperature.  Be alert for pale, cool, moist skin (most likely indicates hypo tension and shock).

d. Immediately take patients blood pressure and continue to take blood pressure at least every 5 minutes until patient is taken to the OR or transferred further to the rear.

e. Two large bore IV accesses (one with blood tubing if it is possible that the patient may need a blood transfusion) should be available and IV solutions of .9NS or LR (crystalloid) should be infusing.  (Wide open rate for patients' in hypovolemic shock).  IV Fluids should be warmed and a pressure bag or manual pressure applied to facilitate fluid infusion. 

f. Raise feet above the level of the heart and keep head flat to assist with venous return to the heart.

4. D-Disability (brief neurological assessment) Assess patient's response to verbal and /or painful stimuli.

a. Speak to the patient:  If he oriented to person, place and time?

b. Does he respond to voice but not fully oriented to person, place or time?

c. Apply painful stimulus: squeeze the patients' hand.  Does he respond to painful stimuli but not to voice?

d. If the patient does not respond to voice or painful stimuli the patient is UNRESPONSIVE.
e. Assess pupils for size, shape, equality and reactivity to light.

1. If there is a Neuro disability present, notify the physician.

2. If the patient is responsive neither to verbal or painful stimuli, consider the need for hyperventilation.

5. Continual reassessment of the patient while in the EMT section will occur at least every 15 minutes and after every intervention.

6. A 2 man litter team will be designated to transfer the patient to the OR, accompanied by the Surgeon.
DEWEY R. COLLIER

CPT, AN

Chief Nurse
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        6 DEC 2002

MEMORANDUM FOR RECORD

SUBJECT: Standing Operating Procedures for Discharge of Patients to Holding Area

1.
Purpose: To provide a standard criteria for discharging patients to a general patient holding area to await evacuation.

2.
Goal: To have a criteria that facilitates patient movement while ensuring continuation of appropriate post-op care.

3.  References: 


The Lippincoff Manual of Nursing Practice. (5th Ed.). Philadelphia, J.B. Lippincoff Company, 1991.


Manual of Critical Care Procedures. Pennsylvania Springhouse Corporation, 1994.


FM 8-10-25, Forward Surgical Team


FM 8-10, Health Services Support in a Theater of Operations


FM 8-10-1, The Medical Company

4.
Responsibility: The surgeon is primarily responsible for the discharge of the patient to the holding area after surgery.  However, all personnel assigned to the FST  post anesthesia care/ICU section  will be able to adequately assess and evaluate patients for discharge to the holding area. The REACT scoring system will be used as a guide.

5.
Adaptations to Care: The described procedures will be followed as much as time and patient condition allow. Adverse tactical situations may require radical modification to protect patient and care giver.

6.
Procedure:

a. Post-operative Assessment:  A score of 9 or above from the REACT scoring system will be criteria for discharging post-op patients to the holding area.

(1) Respiratory



Needs ventilator






0



Spontaneous respiration present but needs artificial airway

1



Spontaneous respiration present and needs no support: and

2



Respiratory rate  at least 10/min

(2) Energy



Does not move legs, even with stimulation



0


Moves legs; cannot keep head up




1


Moves legs; can keep head up





2

(3) Alertness


Awakens only when vigorously stimulated



0

Awakens only when gently stimulated




1


Seldom dozes, usually awake





2

(4) Circulation


Systolic blood pressure is less than 80 mm Hg or



0


either the radial or ulnar pulse is weak



Systolic blood pressure is between 80mm Hg 



1



and preoperative resting level and the radial and ulnar pulses are strong



Systolic blood pressure is a preoperative resting level or


2



 higher and the radial and ulnar pulses are strong

(5) Temperature


Axillary temperature is less than 950  F (350  C)



0


Axillary temperature is 950  F to 960  F (350C to 35.50 C)


1


Alillary temperature is higher than 960   F (35.50 C)


2

*Note: Interpreting a REACT score

A score of  10 indicates the client is fully recovered from anesthesia.

A score of  9 indicates the client is experiencing residual anesthetic effects such as mild drowsiness or moderate hypotension. The client can be transferred cautiously.

A score of  8 or below indicates the client should remain in the recovery room unless being transferred to the intensive care unit.

Nursing Intervention:

(1) Assess patient utilizing REACT scoring system

(2) Document REACT score on post-op flow sheet

(3) Coordinate with holding nurse/medic prior to transfer of patient if possible.

(4) Facilitate movement of patient

(5) Ensure patient administration of the patient transfer.

DEPARTMENT OF THE ARMY
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SUBJECT:  Documentation and Forms For Triage, EMT, OR, PACU Sections

1. PURPOSE:  To identify the forms and documentation required for each section of the FST

2. SCOPE:  All assigned and PROFIS personnel.

3. REFERENCE:  FM 8-10-25, Employment of Forward Surgical Teams, November 1996

1) Depending on the tempo of the patient care situation, complete documentation may not be feasible.  The FST Manual outlines all forms that should be utilized in the field scenario.  This memorandum identifies the essential forms from the list in the manual and discusses what the minimum standard will be per section.

2) Patient charts will be prepared with the following forms ((The US Field Medical Cards (DD 1380) will be kept separate in the EMT section)):

SF 558 Emergency Care and Treatment

SF 509 Progress Notes

SF 539 Abbreviated Medical Record

SF 531 Anatomical Figure-Medical Record

DA 4256 Doctors Orders

DA 5179 Preoperative/Postoperative Nursing Documentation  (The DA 5179-1 Intraoperative Document may be used as a substitute and more recommended)

DD 602 Patient Evacuation Tag

3) EMERGENCY MEDICAL TREATMENT Section:  Most patients should present with a US Field Medical Card (DD 1380).  This card should have documentation identifying what treatment the casualty received prior to presenting to the FST.  This card should be maintained as a permanent part of the patient record and sent with MEDEVAC.

i.)  The completion of a new/additional US Field Medical Card (DD 1380) would be an appropriate form for the EMT section to use in certain situations.  These include the following:


A)  A MASCAL scenario in which there are an high influx of patients as one time that does not allow time for extensive treatment and monitoring in the EMT section and therefore does not require much space for documentation.

B) Outside the EMT Section, in the triage area.  It would be appropriate to use an additional Field Medical Card on a casualty during care in the Triage Area prior to presenting to the EMT section for more definitive care and assessment.

ii.) If the above criteria is not met and a US Field Medical Card is not indicated, the EMT section will use the EMERGENCY CARE AND TREATMENT form (SF 558).  Included on this form will be the anatomical figure for quick and easy identification of injuries. 
iii.) If the EMT section runs out of room to chart due to intensive management of a casualty under their care, they will use the Medical Progress Note (SF 509) to continue charting and complete the record for their section.  If this form is used, a  note will be made on the SF 558 –to SEE PROGRESS NOTES FOR CONTINUATION.  The first line written on the progress note will also state that is a continuation from the SF 558.  

iv.) The SF 509, then can be used by other sections for “overflow” charting also.

v.) All documentation should stay with the patient record to include all Field Medical Cards and any other documentation used.

4) THE OPERATING ROOM Section:

Although the FST is a team approach and documentation may overlap from one section to another, the following forms will primarily be utilized for pre-operative and intraoperative care and are located in the patient chart/packet:

DD 1924 Surgical Checklist

DD 5179 Preoperative/Postoperative Nursing Document (substitute with DD 5179-1 Intra-operative Document)

SF 517 Clinical record-Anesthesia

5) THE PACU/ICU:

Again, there may be overlap in documentation from one section to another.  The following forms will be primarily utilized by the PAUC/ICU and are located in the patient chart/packet:

SF 509  Progress Notes

DA 4256 Doctors Orders

Standing Orders SOP for PACU/ICU (not an official document)

               Patient Evacuation Tag (DD 602)

6) The following documentation will be kept on file for use when necessary:

i. US Field Medical Card (DD1380) 

ii. Hospital Report of Death (DA3894)

iii. Patient Evacuation Tag (DD 602)

iv. Blood OR Blood Component Transfusion (SF 518)

v. Radiologic Consultation Request/Report (SF519-B)

vi. Hematology (SF 549)  If a spin hematocrit is completed, it does not have to be done on a hematology slip and can just be annotated in the patient’s chart. 

vii. Urinalysis (SF 550)

viii. Extra copies of ALL forms identified for the patient chart above.

ix. Because the Surgeons and Nursing Staff will use the Progress Notes (SF 509) as a continuation of charting, it is recommended that several extra copies be kept on hand of these.

7) The SF 509 (Progress Notes) can be used by any section for overflow charting and in theory should be charted chronologically from one section to another.  In other words, where one section left off charting on the progress note, the next section would begin charting so that optimally there are not multiple progress notes separate for each section.

8) The PAD Officer or Executive Officer will be responsible in requisitioning and maintaining the above documentation on file and will ensure that at least 30 charts/patient packets are ready for use.

DEWEY R. COLLIER

CPT, AN

Chief Nurse

EVACUATION
1.  IN ADDITION TO METT-T THE FOLLOWING FACTORS SHOULD BE CONSIDERED WHEN PLANNING CASUALTY EVACUATION:


- THE BRIGADE’S PLAN FOR EMPLOYMENT OF COMBAT TROOPS


- EXPECTED AREAS OF PATIENT DENSITY


- EVACUATION RESOURCES AVAILABLE


- LOCATION AND TYPE OF MTFS AVAILABLE


- TERRAIN AND ROAD NETWORKS


- WEATHER CONDITIONS


- LOCATION OF CASUALTY COLLECTION POINTS


- LOCATION OF AMBULANCE EXCHANGE POINTS


- PRIMARY AND ALTERNATE ROUTES OF EVACUATION


- LINES OF PATIENT DRIFT

2.  THE PRIMARY MEANS OF EVACUATION IS BY GROUND AMBULANCE. THE PREFERRED MEANS OF EVACUATION IS BY AIR AMBULANCE WHEN CORPS ASSETS ARE AVAILABLE.

3.  PATIENTS WILL BE EVACUATED BY THE MEANS OF TRANSPORT WHICH MOST NEARLY MEETS THE TREATMENT DEMANDS OF THEIR WOUND, KEEPING IN MIND THE RESTRICTIONS OF METT-T.  PATIENTS WILL BE MOVED NO FURTHER THAN NECESSARY TO OBTAIN THE MEDICAL CARE WHICH WILL RETURN THEM TO DUTY.  THE DETERMINATION OF CASUALTY DESTINATION IS MADE BY THE TREATING ELEMENT.

4.  THE MEDICAL COMPANY IS RESPONSIBLE FOR EVACUATING FROM THE COMBAT TEAM’S MEDICAL PLATOONS.  THE KEY TO SUCCESSFUL EVACUATION IS THE MEDICAL COMPANY REMAINING IN PROXIMITY OF AND MAINTAIN COMMUNICATION WITH IT’S SUPPORTED ELEMENTS.

5.  AMBULANCES WILL NORMALLY BE PREPOSITIONED FORWARD TO FACILITATE RAPID EVACUATION BASED ON METT-T. 

6.  ARMY MEDICAL DEPARTMENT AIRCRAFT AND GROUND AMBULANCES WILL ONLY BE USED FOR THE MOVEMENT OF PATIENTS, MEDICAL PERSONNEL, MEDICAL SUPPLIES AND EQUIPMENT. 
7.  ALL MEDICAL UNITS WILL MONITOR AND CONDUCT MEDICAL EVACUATION USING THE DIVISION DESIGNATED MEDICAL EVACUATION FREQUENCY.  THIS FREQUENCY WILL BE PUBLISHED IN THE OPLAN\OPORD.

8.  PRIORITY OF EVACUATION/MEDICAL CARE WILL ALWAYS BE CONDUCTED ACCORDING TO TRIAGE CATEGORY REGARDLESS OF ORIGIN.  HOWEVER, WITHIN TRIAGE CATEGORIES THE PRIORITY IS AS FOLLOWS UNLESS OTHERWISE STATED IN OPLAN/OPORD:


A.  US SERVICE PERSONNEL


B.  ALLIED SERVICE PERSONNEL


C.  ENEMY PRISONERS OF WAR


D.  US CIVILIANS


E.  ALLIED CIVILIANS


F.  INDIGENOUS PERSONNEL 

9.  PRIOR TO ALL OPERATIONS AN EVACUATION PLAN WILL BE ESTABLISHED AND REHEARSED THAT WILL INCLUDE THE FOLLOWING AT A MINIMUM:


A.  PRIMARY AND ALTERNATE CHANNELS TO BE USED IN SUBMITTING MEDEVAC REQUESTS.


B.  PRIMARY AND ALTERNATE ROUTES.


C.  METHODS OF EVACUATION AVAILABLE.


D.  LOCATION OF ALL MEDICAL TREATMENT FACILITIES AND THEIR CAPABILITIES.


E.  ACTIONS AND ASSETS AVAILABLE IN THE EVENT OF A MASCAL SITUATION.

10.  EVACUATION CATEGORIES:


A.  URGENT: SHOULD BE EVACUATED AS SOON AS POSSIBLE AND WITHIN A MAXIMUM OF TWO HOURS IN ORDER TO SAVE LIFE, LIMB OR EYESIGHT.


B.  URGENT SURGICAL: MUST RECEIVE FAR FORWARD SURGICAL INTERVENTION TO SAVE LIFE AND STABILIZE FOR FURTHER EVACUATION.


C.  PRIORITY: SICK OR WOUNDED REQUIRING PROMPT MEDICAL CARE WITHIN A MAXIMUM OF FOUR HOURS.


D.  ROUTINE: SICK OR WOUNDED REQUIRING PROMPT MEDICAL CARE WITHIN A MAXIMUM OF 24 HOURS. PSYCHIATRIC PATIENTS SHOULD BE PLACED INTO THIS CATEGORY.


E.  CONVENIENCE: PATIENT FOR WHOM EVACUATION BY MEDICAL VEHICLE IS A MATTER OF MEDICAL CONVENIENCE RATHER THAN NECESSITY.

11.  MEDEVAC REQUESTS WILL BE SUBMITTED BY THE THE MOST DIRECT MEANS AVAILABLE TO THE SUPPORTING MEDICAL UNIT.  MEDEVAC REQUESTS ARE SUBMITTED USING THE NINE-LINE FORMAT AND BREVITY CODES AS REQUIRED.  ALL MEDEVAC REQUESTS WILL BE SUBMITTED BY SECURE MEANS.
MEDEVAC REQUEST

LINE 1.  Location of Pickup Site: ________________________________

LINE 2.  Radio Freq/Call Sign of Pickup Site_______________________

LINE 3.  Number of Patients by Precedence:________________________






A=Urgent






B=(Urgent Surgical






C=Priority






D=Routine






E=Convenience

LINE 4.  Special Equipment Required:____________________________






A=None 






B=Hoist 






C=Extraction Equip 






D=Ventilator

LINE 5.  Number of Patients by Type:____________________________






L + #  (Litter)






A + #  (Ambulatory) 

LINE 6. Security of Pick up Site:__________________________






N=No Enemy in Area






P=Possible Enemy in Area






E=Enemy in Area/ Approach 


     
     



With Caution






X=Enemy in Area/Armed Escort Required 

LINE 7.  Method of Marking Pickup Site:_________________________






A=Panels






B=Pyrotechnic Signal






C=Smoke






D=None






E=Other

LINE 8.  Patient Nationality and Status:___________________________






A=US Military






B=US Civilian






C=Non-US Military






D=Non-US Civilian






E=EPW

LINE 9.  NBC Contamination:___________________________________






N=Nuclear




B=Biological 





C=Chemical
EPW CASUALTIES

1.  EPWS WILL BE EVACUATED THROUGH MEDICAL CHANNELS WITH THE SAME PRIORITIES AS US PATIENTS, WITH THE FOLLOWING CONSIDERATIONS.


A.  EPWS WILL REMAIN UNDER ARMED GUARD AT ALL TIMES DURING EVACUATION.  GUARDS FOR EPWS BEING EVACUATED THROUGH MEDICAL CHANNELS WILL BE PROVIDED BY APPROPRIATE NON-MEDICAL UNITS.


B.  WHEN POSSIBLE EPWS WILL NOT BE EVACUATED IN THE SAME VEHICLE AS US OR ALLIED PATIENTS.


C.  EPWS WILL BE SEARCHED PRIOR TO EVACUATION AND PRIOR TO ADMISSION TO ANY MEDICAL TREATMENT FACILITY.  WHILE IN A US MTF THEY WILL BE SEARCHED DAILY.


D.  IMMEDIATELY UPON ADMITTING AN EPW TO THE MTF THE TREATMENT PLATOON MUST NOTIFY THE COMPANY CP.  THE COMPANY CP WILL THEN IMMEDIATELY NOTIFY THE CI/IPW TEAM OPERATING IN THE BSA.  THE CI/IPW TEAM WILL BE PERMITTED TO SEE THE PATIENT AS SOON AS IS MEDICALLY POSSIBLE.

2.  REPORTING OF EPW CASUALTIES:


A.  EPW CASUALTIES WILL BE REPORTED THROUGH THE COMPANY CP IMMEDIATELY TO THE BATTALION TOC.  THE REPORT WILL PROVIDE AT A MINIMUM; NUMBER OF EPWS, RANKS IF KNOWN, UNIT IDENTIFICATION IF KNOWN, AND DOCUMENTS AND MATERIALS CAPTURED.


B.  CAPTURED DOCUMENTS AND MATERIALS WILL BE TAGGED WITH A DIVISION FORM 25 AND TURNED OVER TO THE S2 OR TACTICAL COMMANDER.
EPW
DOCUMENTS / EQUIPMENT

1.  CAPTURED PERSONNEL:

     A.  IMMEDIATELY NOTIFY THE COMPANY CP.

     B.  RECORD ALL INFORMATION PERTAINING TO THE EPWs CAPTURE.  IMMEDIATELY TAG THE EPW AND HIS EQUIPMENT.

     C.  SEARCH, SILENCE, AND SAFEGUARD CAPTURED PERSONNEL.  ALLOW EPWs TO KEEP PERSONAL AND PROTECTIVE ITEMS SUCH AS WEDDING RINGS, EYE GLASSES, PROTECTIVE MASKS, CLOTHING, HELMETS, AND RAIN GEAR.

     D.  SEGREGATE THE EPWs INTO THE FOLLOWING CATEGORIES, BY SEX:

           1.  OFFICERS

           2.  NON COMMISSIONED OFFICERS

           3.  JUNIOR ENLISTED SOLDIERS

           4.  DEFECTORS

           5.  CIVILIANS

     E.  SPEED THE EPWs TO THE COLLECTION POINT.
     F.  DO NOT ALLOW THE EPWs TO EAT, SMOKE, DRINK, OR REST UNTIL THEY HAVE BEEN DELIVERED TO THE COLLECTION POINT IN THE BSA.  ALLOW THE EPWs MINIMUM FOOD AND DRINK DURING EXTENDED DELAYS.

     G.  ISOLATE RECOVERED FRIENDLY PERSONNEL AND REPORT TO THE CP.  DO NOT ASK QUESTIONS CONCERNING ESCAPE AND EVASION.

     H.  SCREEN REFUGEES WITHIN YOUR CAPABILITIES.  EVACUATE CONFIRMED RECOVERED ALLIED CIVILIANS THROUGH REFUGEE CHANNELS.  NOTIFY THE CP IMMEDIATELY.

2.  CAPTURED DOCUMENTS AND MATERIALS:

     A.  DOCUMENTS.

           1.  IMMEDIATELY REMOVE ALL DOCUMENTS AND PLACE EPW TAGS ON THEM.

           2.  CAPTURED SOIs/CRYPTOGRAPHIC DOCUMENTS ARE CLASSIFIED SECRET.  IMMEDIATELY DELIVER THESE ITEMS TO THE COMPANY CP.

     B.  EQUIPMENT.

           1.  PLACE CAPTURED EQUIPMENT UNDER GUARD UNTIL ARRIVAL OF THE TECHNICAL INSPECTION TEAMS.

           2.  RADIO FREQUENCIES FOUND ON CAPTURED RADIOS ARE CLASSIFIED SECRET AND MUST BE IMMEDIATELY REPORTED TO THE COMPANY CP. 

MEDIA GUIDANCE

1.  YOU DO NOT HAVE TO TALK TO THE MEDIA IF YOU DO NOT WANT TO.

2.  ALWAYS PROTECT CLASSIFIED INFORMATION, DO NOT GUESS OR SPECULATE ON THINGS THAT YOU DO NOT KNOW ABOUT.

3.  DISCUSS ONLY MATTERS ABOUT WHICH YOU HAVE DIRECT KNOWLEDGE; IF YOU DO NOT KNOW... SAY SO!

4.  DO NOT DISCUSS OPERATIONAL CAPABILITIES, EXACT NUMBERS OR TROP STRENGTHS, NUMBERS OR TYPES OF CASUALTIES, TYPES OF WEAPONS OR FUTURE PLANS.

5.  DO NOT ANSWER “WHAT IF” QUESTIONS OR RENDER OPINIONS.

6.  NEVER LIE TO THE MEDIA.

7.  DO NOT PROVIDE THE ENEMY WITH PROPAGANDA BY SNIVELING OR COMPLAINING THOUGHTLESSLY TO THE MEDIA.

8.  BE POLITE BUT FIRM WHEN DEALING WITH THE MEDIA.

9.  NOTIFY THE COMPANY CP IMMEDIATELY WHEN YOU LEARN THAT THE MEDIA IS IN THE AREA; DO NOT LET THEM INTO THE BSA.  A REPRESENTATIVE FROM THE BATTALION CP WILL ESCORT THEM INTO AND AROUND THE BSA.

10.  YOU HAVE THE RIGHT AND OBLIGATION TO DEFEND YOURSELF AND UNIT.

11.  POSSIBLE QUESTIONS AND ANSWERS:


Q: HOW IS THE MORALE IN YOUR UNIT?


A: GOOD, WE ARE HIGHLY TRAINED AND MOTIVATED.


Q: WHY ARE YOU HERE?


A: WE ARE HERE TO IMPLEMENT THE PROVISIONS OF A UN MANDATE.


Q: HAVE YOU SUFFERED ANY CASUALTIES?


A: NO.  (DO NOT DISCUSS NUMBERS OR NAMES)


Q: HOW MANY SOLDIERS AND WHAT TYPES OF EQUIPMENT DOES 
     YOUR UNIT HAVE?


A: ENOUGH TO PERFORM OUR MISSION.

PRE COMBAT INSPECTION CHECKLIST

 GENERAL VEHICLE CHECKS:



1.Proper vehicle load plan


12.  No class III leaks

2.Fuel level (at least ¾ full)

13.  Fire Ext. on-hand and serviceable

3.Emergency POL packed


14.  Fluid levels checked

4.Water can full and potable

15.  Lights/Blackout drive functional

5.MREs loaded



16.  Overnight bag loaded

6.First Aid kit loaded and functional
17.  Spare tire good

7.TM/-10 on hand


18.  Vehicle warning triangle on-hand

8.BII/OVM loaded and serviceable

19.  Seat belts worn and serviceable

9.Vehicle radio loaded and operational
20.  Camo Nets and poles loaded

10.9-line MEDEVAC request posted
21.  5988E done to standard

11.Maps on-hand, oriented


22.  Strip map on-hand






23.  Proper dispatch and military license






24.  Check Internal Commo with CVCs 







(tracks)

1.
INDIVIDUAL SOLDIER CHECKS:
1.Packing list – 

-Marne Standards

-NBC gear

-ID tags/ ID card/ Military License

-Water in canteens

-Appropriate MOPP gear worn/carried

2.Sensitive items – 

-Weapon (with cleaning kit)

-NVDs

-PLGGR

-ANCY-D

3.Do they know the mission, situation, detailed plan?

4.Do they know the challenge and password and commo call signs and freqs?

 MEDICAL EQUIPMENT SETS:

1.Medical equipment properly serviced and calibrated, with documentation (DA 2404s)

2.Date-sensitive medications and supplies are current.

3.QA/QC book is current and accurate

4.All MTOE authorized MESs are on-hand

5.Medical gases on-hand and serviceable

CLASS VIII:
1.Adequate Days of Supply (DOS) on-hand

2.Date-sensitive medications and supplies are current.

3.Medical gases on-hand and serviceable

4.Accountability of controlled substances is maintained

FIELD SANITATION:
1.Field San kit is up-to-date and serviceable

2.Individual filed san protection is issued (bug spray, sunscreen)

3.Unit field san team trained and functional

4.Waste disposal procedures and facilities have been established

MEDICAL TREATMENT FACILITIES (ATLS, PATIENT HOLD, BASs):

1.All necessary tentage and camo is on-hand and serviceable

2.Procedures for medical waste are established and disseminated

3.Plan for proper water supply is in place

4.Patient protective measures are in place (bunkers, shelters)

5.Patient Decon Site is pre-planned and ready to execute (location and equipment)

6.Signs for functional areas clearly visible

7.Patient tracking and accountability strictly maintained 

8.Sleep / Rest cycle implemented for 24 hour operations

1.
GROUND AMBULANCES:
1.All assigned MESs on-hand and operational

2.Medical equipment properly serviced and calibrated (documented)

3.Authorized medical gases on-hand and serviceable

4.QA/QC for date sensitive medications on-hand and accurate

5.Strip maps to servicing MTFs on-hand in each vehicle

6.NVGs on-hand and serviceable

7.PLGGR or GPS on-hand and serviceable

8.Commo equipment on-hand, FUNCTIONAL, and set to proper frequencies

9.Vehicles marked with appropriate medical markings (IAW Geneva Convention)

COMPANY PACKING LIST
	ITEMS
	      WORN
	  ALICE PACK
	      A BAG
	         B BAG

	1.   Belt, Trousers, Co  tton Web              
	           1
	 
	 
	 

	2.   Boots, Combat, Leather/Jungle 
	           1
	 
	            1
	 

	3.   Card, ID 
	           1
	 
	 
	 

	4.  Gortex, Jacket 
	           1
	 
	            1
	             

	5.  Insignia, Grade 
	           1
	          2
	 
	 

	6.  Notebook w/Pen or P7encil 
	           1
	 
	 
	 

	7.  Necklace, Pers, ID Tag 
	           1
	 
	 
	 

	8.  Ear Plugs w/Case 
	           1
	 
	 
	 

	9.  Socks, Cushion Sole, OG-409 
	           1
	         2
	           3
	              1

	10.  Tag, Identification, Pers 
	           1
	 
	 
	 

	11.  BDU Set, Coat and Trouser, Camouflage 
	           1
	         1
	            2
	 

	12.  Undergarment, (Male/Female) 
	           1
	         2
	            3            
	              1

	13.  Undershirt, Brown, Cotton 
	           1
	         2
	            3 
	              1 

	14.  Band, Helmet, Camouflage 
	           1
	 
	 
	 

	15.  Belt, Pistol 
	           1
	 
	 
	 

	16.  Canteen, Water 
	           1 (1qt)
	          1 (2qt)
	 
	 

	17.  Case, Field, First Aid w/Insert 
	           1
	 
	 
	 

	18.  Cover, Canteen 
	           1 (1qt)
	          1 (2qt)
	 
	 

	19.  Cover, Helmet, Camouflage
	           1
	 
	 
	 

	20.  Cup, Canteen 
	           1
	 
	 
	 

	21.  Helmet, Kevlar 
	           1
	 
	 
	 

	23.  Mask, Protective 
	           1
	 
	 
	 

	24.  Load Bearing Vest BV) 
	           1
	 
	 
	 

	25.  Glove, Insert Wool   
	           1
	 
	1
	 

	26.  Glove, Shells Le0ather 
	           1
	 
	 
	 

	27.  Magazines 
	            7
	 
	 
	 

	28.  APFU, Complete w/ vest & shoes
	           
	 
	 
	             1

	29.  Field jacket, Liner 
	 
	 
	 
	             1

	30.  Carrier, E-Tool eeeEEntrenching Tool 
	 
	          1 
	 
	 

	31.  Entrenching Tool 
	 
	         1 
	 
	 

	32.  Field Pack, Alice w/Frame 
	 
	         1
	 
	 

	33.  Cap, Camouflage 
	 
	         1 
	 
	 

	34.  Cleaning Kit KEquipment, Weapon 
	 
	         1 
	 
	 

	35.  Parka, Wet Weather 
	 
	         1 
	 
	 

	36.  Poncho 
	 
	         1
	 
	 

	37.  Toilet Articles 
	 
	         1 
	 
	  If required

	38.  Towel, Bath     
	 
	         1 
	           3
	 

	38.  Washcloth
	
	         1
	           3
	

	40.  Trousers, Wet Weather     
	 
	         1 
	 
	 

	41.  Bag, Waterproof     
	 
	         1 
	 
	 

	42.  Sleeping Bag complete w/ mat    
	 
	         
	                1
	              

	43.  Bag, Laundry     
	 
	         
	            1
	              1

	44.  JLIST Complete w/ overshoes


	 
	         1
	 
	 

	45.  Sewing Kit 
	 
	         1 
	 
	 

	43.  Individual Weapon oWSpecial Weapon 
	1
	 
	 
	 

	47.  Decon Kit, Skin, M2911
	                  1
	 
	 
	 

	48.  Liner, Poncho 
	 
	 
	 
	 

	49.  Polpropylene, Drawers CW     
	 
	         
	1
	             1

	50.  Mat, Sleeping     
	 
	 
	1
	

	51.  MOPP Suittrt((Complete
	
	
	
	              1

	52.  Shelter Half w/Poles (3); Pins (5); Rope (1)     
	 
	 
	 
	              X

	53.  Net Mosquito
	
	
	
	              1


	54.  Body Armor 
	 
	1
	
	

	55.   30 day supply of meds
	
	
	
	X

	56.  MRE 
	 
	2
	
	

	57.   Lock w/ 2 Keys
	 
	
	1
	1

	58.   Baby Wipes
	 
	1
	
	1

	59.  Clothes Pins


	
	
	
	1

	60.  Shoe Kit


	
	1
	
	

	61.  Insect repellent
	
	1
	
	

	62.  Sunscreen
	
	1
	
	

	63.  Glasses
	
	X
	
	

	64. Neck-Gator
	
	1
	
	

	65.  Sweater, Wool
	
	1
	
	


OPTIONAL PERSONAL EQUIPMENT

1. Heavy Duty Plastic Bags:  Line each Duffel Bag with one

2. Personal Hygiene
a. Baby Wipes
b. Laundry Soap-powder
c. Razors/ Blades
d. Lotion
e. Hair clippers
f. Deodorant-unscented
g. Mirror
h. Toothpaste
i. Shower shoes
j. Female Hygiene products-30 day supply
k. Shampoo/ Conditioner
l. Discomfort Meds-Motrin, Tylenol, etc.
3. 550 Cord

4. Clock w/ alarm

5. Ziploc

6. Plastic drinking Cup/ Coffee Cup

7. Spices- Saly/pepper

8. Reading Lights

9. Writing Paper, Pen, Pencil, envelopes, ect.

10. Religious Articles

11. Pictures

12. Camera w/ Film

13. Resource Books

14. Can/ Bottle opens

15. “D” Ring- for Gloves

CONVOY COMMANDER’S BRIEF
A.  SITUATION

      1.  FRIENDLY FORCES

      2.  ENEMY SITUATION

B.  MISSION

      1.  TYPE CARGO

      2.  ORIGIN

      3.  DESTINATION

C.  EXECUTION

      1.  GENERAL ORGANIZATION OF THE CONVOY

      2.  TIME SCHEDULE

      3.  ROUTES (Primary and Alternate)  (GIVE OUT STRIP MAPS)

      4.  CONVOY SPEED

      5.  CATCH-UP SPEED

      6.  VEHICLE DISTANCE (INTERVAL)

      7.  LOCATION AND TIME OF REST/MEAL HALTS

      8.  EMERGENCY MEASURES

           a.  BREAKDOWN AND ACCIDENT NOTIFICATION/CONTROL MEASURES

           b.  USE OF HIGHWAY WARNING KITS

           c.  SEPARATION FROM CONVOY

           d.  AMBUSH - ACTIONS OF CONVOY PERSONNEL

           e.  MEDICAL SUPPORT EN-ROUTE

D.  ADMINISTRATION AND LOGISTICS

      1.  CONTROL OF PERSONNEL

      2.  REFUELING OF VEHICLES

      3.  SERVICING OF VEHICLES

E.  SAFETY

      1.  HAZARDS OF ROUTE AND WEATHER CONDITIONS

      2.  DEFENSIVE DRIVING PRINCIPLES

      3.  COMPLIANCE WITH CIVIL TRAFFIC REGULATIONS

      4.  OBEDIENCE TO CIVIL AND MILITARY POLICE ESCORTS

      5.  CRITICAL POINTS ALONG ROUTE. (SPECIFY ACTIONS TO TAKE)

      6.  SEAT BELT WILL BE WORN AT ALL TIMES WHILE OPERATING OR 
RIDING IN A VEHICLE EQUIPPED WITH SEAT BELTS.

      7.  HEADLIGHTS???

F.  COMMAND AND SIGNAL

      1.  LOCATION OF CONVOY COMMANDER

      2.  DESIGNATION AND LOCATION OF CONVOY NCOIC / ASST. CMDR

      3.  CHECK ALL COMMO MEANS / WHICH VEHICLES HAVE COMMO?

      4.  MARCH CREDITS OBTAINED / PUT ON VEHICLES?

      5.  OTHER SIGNALS

      6.  RADIO FREQUENCIES AND CALLSIGNS FOR:

           a.  EACH VEHICLE WITH COMMO:




i.    LEAD – 




ii.   MIDDLE – 




iii.  REAR – 

           b.  MEDICAL EVACUATION SUPPORT


e.  TRAIL VEHICLE

      7.  CHALLENGE AND PASSWORD = ____________________

G.BACK BRIEF:

1.Convoy Speed?

2.Convoy Interval?

3.Challenge and Password?

4.Actions on OBJ?

5.Actions on Breakdown?

CONVOY COMMANDER’S CHECKLIST
1.  RECONNAISSANCE

     a.  SIZE OF MARCH UNIT/SERIALS

     b.  ROAD CONDITIONS ALONG ROUTE


(1)  HIGHWAYS, SECONDARY ROADS


            (2)  TOWNS AND CITIES

            (3)  BRIDGES


(4)  CRITICAL TURNS, DISTANCES BETWEEN THEM


(5)  HALT AREAS 



a.  LOCATION

     

b.  TIME AND DURATION


(6)  POINTS OF CONTACT ALONG ROUTE FOR MEDICAL AND MAINTENANCE 
2.  CONVOY CLEARANCE

          (1)  TIMELY SUBMISSION TO PROPER AGENCY

          (2)  CLEARANCE NUMBER CHALKED ON SIDE OF VEHICLES

          (3)  CLEARANCE NUMBER REMOVED UPON COMPLETION OF MARCH

3.  VEHICLE MARKINGS

          (1)  CONVOY FLAGS ON APPROPRIATE VEHICLES

          (2)  FLASHING WARNING LIGHTS ON FRONT AND REAR VEHICLES AND OVERSIZED VEHICLES

4.  COMMUNICATIONS

(1)FIRST AND LAST VEHICLES CAN CUMMINCATE WITH EACH OTHER, REDUNDANT COMMO?

(2)TRACK VEHICLES INTERNAL COMMO – GOOD?

(3)COMMO GOOD WITH RECOVERY AND MEDICAL VEHICLES

(4)COMMO GOOD WITH HIGHER HQ’s

5.  VEHICLE INSPECTIONS

(1)LOAD PLANS

(2)TRAILERS HOOKED-UP PROPERLY

(3)SEATBELTS, FIRE EXTINGUISHERS

(4)DISPATCH, PMCS DONE PROPERLY

6.  SOLDIER INSPECTIONS

(1)APPROPRIATE MILITARY LICENSE

(2)MARNE STANDARDS, NBC GEAR, SENS. ITEMS

(3)DOES HE/SHE KNOW THE MISSION?

COMMUNICATIONS

1.
Priority of establishment of communications upon arrival is as follows:

a) FM with OE-254 antenna

b) MSE (DNVT telephone)

c) Field phone (TA 312 telephone)

d) Hand-held radio network

e) Messenger/courier

2)       Priority method of transmitting information within the team is:

a) Hand held radio

b) Landline

c) FM 

d) MSE

e) Messenger

NOTE:  Don’t use FM when landline or hand held radios are available (i.e. for admin. traffic). Keep FM free for sensitive traffic such as MEDEVAC requests or comm. with other units.

3) The following guidelines apply to FM and hand held radio systems:

a) Team FM nets will not operate non-secure without explicit approval from the commander.

b) Whenever possible, frequency-hopping mode/secure will be used on SINCGARs.

c) Grids will not be discussed over hand held radios.

d) Chatter on hand held radio is inevitable, but will be kept to a minimum. Chatter on FM is not acceptable.

4) The pro-words of “Flash—Flash” require immediate clearing of all traffic on the net for transmission of orders or reports.

5) Team net calls will be proceeded by the pro-words “Airborne-Airborne-Airborne-Message Follows –Break.” Section leaders will immediately prepare to copy. The initiator will transmit the message. If no further response is required, the initiator will end with “out” following the message. If an acknowledgement of the message is necessary, then the initiator will end with “over”, indicating that a response is required. After the message , sections will acknowledge “ This is (call sign), Roger Out” in the following sequence:

a) HQ Section

b) ATLS Section

c) OR Section

d) ICU Section

7. While augmenting Medical Companies, WD-1 wire communication will run from FST CP to C Company TOC TA-312 switchboard. When possible, wire will also run to FSB TOC.

8. Additionally, MSE wire will run to the SENN or MSE drop when available.

9. A decision to change to an alternate team frequency will be made by the commander or XO in his absence. The team code word to change to the alternate frequency is “SHUFFLE.” The code word will be said three times. All sections will switch to the alternate frequency and conduct a radio check with the FST CP.

10. Directional Finding (DF) of our position can occur because of chatter on the net, or improper radio procedures. Below are some radio procedure pointers:

a) Radio Checks- “Six, this is Five, Radio Check Over.”

“Five, this is Six, Roger Out.”

b) Instead of using the pro-words “ This is,” abbreviate to “Six, Five Over.”

c) THINK BEFORE YOU TALK. If it can go over landline or MSE, do it. If message can wait until you see them next, wait until then.

d) Avoid “ Be Advised,”(by calling them, you are advising them).

e) Limit radio checks to twice daily. (If you can hear traffic and others are responding to you…your radio works).

f)   UNIT CALL SIGNS

NICKLE 1:
OIC ATLS SECTION

NICKLE 2:
OIC OR SECTION

NICKEL 3:
OIC ICU SECTION

NICKLE 4:
OIC ANESTHESIA

NICKLE 5:
XO

NICKLE 6:
CO

NICKLE 7:
TEAM NCOIC

NICKLE 11:
NCOIC ATLS SECTION

NICKLE 21:
NCOIC OR SECTION

NICKLE 31:
NCOIC ICU SECTION

555TH FORWARD SURGICAL TEAM
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Advance Trauma Life Support

555th FORWARD SURGICAL TEAM 

BLOOD MANAGEMENT SOP

1) Reference:


a) Darnall Army Community Hospital Transfusion Services SOP Manual.

b) Potter, PA and Perry, AG, ed.: Fundamentals of Nursing, 2nd Ed. Mosby, St. Louis, 1989 pp. 1064-1065.

c) Widman, FK, ed.: Standards for Blood Banks and Transfusion Services, 15th Ed., AABB, Bethesda, MD, 1993, pp. 64-70.

2) Purpose:
To establish a standard operating procedure for the management of blood products. 

3) Scope:
This SOP is applicable to all personnel in the 555th Forward Surgical Team.

4) General:


a) Rapid surgical intervention for unstable trauma patients is the primary mission of the 555th Forward Surgical Team.

b) Blood transfusion is a critical component of the treatment of hemorrhage secondary to trauma and/or surgery.

c) Proper management of blood products is crucial to minimize risks of transfusion and wastage.

5) Standard Operating Procedure:

a) Acquisition of blood products will be on a mission specific basis and coordinated through a local DOD agency or other approved agency. In urgent situations, blood will be requested through Darnall Army Community Hospital (DACH) by local purchase. The preferred mechanism is request through the Med Group S-4 to ASWBL. Blood requested through these channels will be available within 24 hours by air delivery.

b) Blood will be stored in the DLA-50T system. The DLA-50T is a solid-state refrigerator; NSN 4110-01-287-7111, designed to store biomedical supplies, drugs and blood products. This refrigerator is highly portable, weighing 68 lbs., and can be powered by 12/24 volts DC or 110/220 volts AC. It can store 37 units of blood and has a separate battery powered alarm with an operating range of 2 degrees C to 6 C.

i) While blood is stored in the refrigerator, the unit must be in an accessible location to include the movement. The unit should be connected to a reliable AC primary power source. Back up power supply should be immediately available, either AC or 12/24 volt DC.

ii) A thermometer should be placed within the refrigerator and checked twice daily to verify proper operation and blood temperature.

iii) When possible, available back up refrigeration systems should be identified or sources of ice to be utilized in the event of refrigerator failure.

c) Transportation of blood in ice coolers:

i) If the refrigerator is inoperable, inadequate or inappropriate for mission requirements, commercial coolers or a Collins box may be used.

ii) Use sufficient bagged wet ice to protect the blood products. The volume of ice should be equal to or greater than the volume of blood to be cooled. Do not use dry ice!

iii) A single layer of paper towels should be placed between ice bags and units of blood to prevent hemolysis.

iv) Seal the cooler with tape and label with date and time.

v) New ice must be added every 8 hours.

d) Issue of blood from cooler:

i) Open cooler, place thermometer between two units of blood and return to cooler, then close the lid.

ii) After 15 minutes, remove thermometer and read; discard blood unit if temperature is above 10 C. Blood reading between 6 C and 10 C is questionable and should only be used in urgent situations when no other blood is available.

6) Inspection:

a) Blood will be inventoried and inspected twice daily to verify count, expiration date and condition.

b) Units of blood with discrepancies such as abnormal color, zone of hemolysis, clots or leaks will be discarded as biohazardous waste.

7) Issue:

a) Blood transfusion will be done only on the order of a physician.

b) If possible, blood transfusions will be supervised by a RN. 91C personnel may monitor transfusions.

c) If an unused unit of blood exceeds 10 C, it should be discarded due to the risk of bacterial overgrowth.

d) The 555th Forward Surgical Team will transfuse blood only under emergency situations and has no organic blood crossmatching or typing capability. Type O negative blood will be transfused with type O positive blood used only if O negative is unavailable. 

8) Transfusion:

a) Inspect the unit of blood for clots, color, hemolysis, date and type.

b) Establish one I.V. (preferably two) using an 18 gauge or larger catheter. Preferably use normal saline solutions although lactated ringer solutions may be utilized in emergency conditions.

c) Obtain baseline vital signs and record them.

d) Begin transfusion at two to five ml per minute for the first 15 minutes. Under emergency conditions, this rate may be ignored. Stop transfusion if a reaction occurs and notify the physician. Continue to provide supportive care and medications as needed.

e) Monitor vital signs every five minutes for the first 15 minutes of transfusion and every hour thereafter. Observe for flushing, itching, dyspnea, hives, elevated temperature or rash.

f) Document procedure clearly in the medical record or on the Field Medical Card.

g) If a blood-warming device is used, it should not heat the blood beyond 42 degrees C.

h) If a pressure system is used, it should not exceed 300 torr.

9) “HEAL WITH STEAL!”

Prepared by SSG Lester D Bryant, 26 September 2002.

555TH FORWARD SURGICAL TEAM
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ANESTHESIA SECTION

555 TH FORWARD SURICAL TEAM

FORT HOOD, TEXAS 76544

AFVG-MG-MA-FST                                                                                                                   26 Sept 2002









SOP 1.0

PURPOSE: To provide guidance for the administration of anesthesia rendered in the 555th FST.

REFERENCES:  Table of Organization and Equipment (08518L200); FM 8-10-25 Employment of Forward Surgical teams.           

SCOPE: All Anesthesia Providers

GENERAL: 

A.  Mission

To provide anesthesia for immediate surgical casualties (30 pts /72 hrs), emergency resuscitative/airway management and post-operative ventilation management for FST casualties.

B.   Personnel

Two Certified Registered Nurse Anesthetists

C.  Equipment

Six Number 3 chests divided into A and B sets, including the following non-disposable items:

· 2 Drawover Anesthesia Vaporizers
· 2 Propac Monitoring Systems
· 2 Capnography Monitors
· 2 Suction Apparatus
· 2 Oxygen Concentrators
· 1 Flynn System
· 1 Fluid/Blood Warmer
· 1 Level One Blood Delivery System
D.  Precombat Inspection/Checklists
· Electronics/batteries
· Basic Class VIII disposable medical supplies
· Medications/Narcotics
· Push Pack Supplies
E.  Load Plans

HUMMWV #1



HUMMWV#2


Alpha (A) Team
Bravo (B) Team

66F5P
66F5P


61J5P
61M5P


66E5P
91D30


91D20
91D10

(3) “A” chests
(3) “B” chests

(1) Oxygen concentrator
(1) Oxygen concentrator

(1)  Flynn system
(1) Fluid/Blood Warmer
F.  Work Priorities
· Two functional anesthesia stations within 1 hour of arriving at location.

· Assist operating room personnel with equipment set-up.

AFVG-MG-MA-FST                                                
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G.  Diagrams
                                                                     ANES

ATLS                                   BED #1                                    BED #2                                   ICU

H.  Patient Flow
Patient # 1 will be litter carried to OR Bed # 1 from ATLS - Patient # 2 will be litter carried to OR Bed # 2 from ATLS ; as each patient’s surgery is done ,they will be litter carried to the ICU. As an OR Bed comes available the next surgical patient will be placed in that OR Bed.(See diagram above for direction of flow).

I.  Patient Admin/Equipment
SF517 Anesthesia Flow Sheet, SF514 Blood Product Administration and Field Medical Card will all be filled out by the anesthetist during a surgical procedure.

J.  Blood Products
Refer to FST SOP - Blood Product Administration.

K.  Medical Biohazardous Waste
· Universal Precautions as standard of care.

· Red Bags for contaminated wound dressings and disposable equipment.

· Sharp Containers for all needles and scalpels.

· Laryngoscope blades will be cleaned with betadine and rinsed with sterile solution and dried between patients.

· Refer to FST SOP for disposal of biohazardous waste.

L.  Resupply/Narcotic Control
Class VIII disposable medical supplies will be reconstituted by a prepackaged PUSH PACK after depletion of existing Class VIII supplies; if coexisting with C Company of FSB, Class VIII resupply will come from S4 logistics of the FSB.

Narcotics Box will be picked up from DACH In-patient Pharmacy. Monthly inventory sheet checked .

Narcotics will be kept in a double locked box in the anesthesia section once at deployment location. Inventory will be taken daily with both anesthetists ( or other registered nurse ) present. Narcotics will be reconstituted by the closest MTF with pharmacy capabilities. The narcotics will either be flown in by air ambulance or arrive by ground ambulance and be directly signed over to an anesthetist.

M.  Area Defense
Refer to FST SOP - Unit Defense Plan.

AFVG-MG-MA-FST                                                                                                                   26 Sept 2002

       N.    Recovery Priorities
· Class VIII disposable medical equipment resupply.

· Turn-in narcotics to DACH pharmacy (monthly expiration date inventory ).

· Medical maintenance of durable nondisposable equipment.

· Calibration of anesthesia equipment (if necessary).








YONG U CHOI

MAJ, MC 

Commanding

Anesthesia Section

555TH Forward Surgical Team

Fort Hood, Texas 76544
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SOP 2.0                                                   

PURPOSE: To provide quidelines for the use of the Ohmeda Portable Anesthesia Circuit (PAC).

REFERENCES: Ohmeda. (1990). Ohmeda universal PAC: Operation and maintenance manual. West Yorkshire, England, U. K. : Author.

SCOPE: All Anesthesia Providers

GENERAL:

1.  This SOP outlines procedures for the Ohmeda Portable Anesthesia Circuit (PAC) during deployments and FTX’s of the 555th Med Det (Surg).

2.  The Ohmeda PAC will be utilized by the Certified Registered Nurse Anesthetists assigned to the 555th Med Det (Surg) who have undergone familiarization training for drawover anesthesia.
3.  The pre-use check list described in the Operation and Maintenance Manual for the Ohmeda PAC will be used to conduct an inspection prior to its use. This inspection will include both low and high pressure leak tests. The inspection will be documented on the anesthetic record (SF517).
4.  The following monitors will be used during all procedures when the drawover device is utilized:

Blood pressure monitoring


ECG


Pulse oximetry


Precordial, pretrachael or esophageal stethoscope

5.     The care and maintenance of the Ohmeda PAC will follow manufacturer’s guidelines in the Operation and Maintenance Manual.

YONG U CHOI

MAJ, MC 

Commanding

Anesthesia Section

555TH Forward Surgical Team

Fort Hood, Texas 76544

AFVG-MG-MA-FST                                                                                                           
26 Sept 2002


SOP 3.0

PURPOSE: To provide guidelines for Total Intravenous Anesthesia (TIA)

REFERENCES: Barash, PG, Cullen, BF, Stoelting, RK :Handbook of Clinical Anesthesia. Philadelphia, JB Lippincott, 1993.

SCOPE: All Anesthesia Providers

GENERAL: 
1.  This SOP outlines procedures for Total Intravenous Anesthesia during deployments and FTX’s of the 555th Med Det (Surg) (Abn).

2.  Total Intravenous Anesthesia will be used by the Certified Registered Nurse Anesthetists (CRNA) assigned to the 555th Med Det (Surg).

3.  TIA will included , but will not be limited to, the following classes of medications:


Sedative/hypnotics


Induction Agents


Narcotics


Muscle relaxants


Reversal Agents


Anticholinergics


Antiemetics


Narcotic Antagonists

4.  A list of available drugs to the 555th Med Det anesthesia section is attached, Appendix 1. The combination or technique will be the choice of the CRNA. Many different combinations can be utilized to achieve the same anesthetic effect.

5.  TIA will be administered piggy back with an IV pump or a drip meter ( i.e. , master flow dial) through a main fluid intravenous line. Patient should have a second intravenous line for fluid replacement purposes.

6.  TIA can be used for simple mask, laryngeal mask airway or endotrachael intubation anesthesia.

YONG U CHOI

MAJ, MC 



Commanding

Anesthesia Section

555th Forward Surgical Team

Fort Hood, Texas 76544
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 SOP 4.0

PURPOSE: To establish guidelines for the ordering, maintenance and distribution of controlled substances contained within the narcotic contingency load of the 555th FST.

REFERENCES: DACH Narcotic Control SOP.

SCOPE: All Registered Nurses and Physicians assigned to the 555th FST

GENERAL: 
1. A narcotic contingency load for the 555th FST is located in the DACH Inpatient Pharmacy vault, (basement of DACH).

2. Keys for the narcotic boxes are issued and secured with a DA 5513-R Key Control Log maintained by the 555th FST.

3. The following individuals are assigned to the 555th FST and are authorized to maintain and draw the narcotic contingency load located at the DACH Inpatient Pharmacy. A DA form 1687 (signature card) is maintained on file at MAMC for authorizing pickup of the narcotics.

a. Russell Carrol

b. Dewey Collier

c. Patricia Keibler

d. Robert Wood
4. Narcotics will be ordered by a Certified Registered Nurse Anesthetist or Physician using DD form 1289 (prescription pad) and turned in to MAMC Inpatient Pharmacy. A DA form 3949 (narcotic control sheet) will be maintained for each narcotic in the contingency load.

5. During deployment, narcotics will be counted daily and documented on a DA 3949-1 by two registered nurses. Any narcotics administered will be signed out on a DA form 3949.

6. The following is a list of the controlled substances contained within the narcotic contingency load:

NSN


NAME


UI

COUNT
6505-01-348-2464

Sodium Pentothal

Single Kit
      20      
      6505-00-855-6979

Meperidine 50mg/ml
10/box

      50

6505-00-855-6984

Meperidine 100mg/ml
10/box

      50

6505-01-C20-3070

Morphine 10mg/ml
10/box

    200

6505-01-073-1316

Fentanyl 50mcg/ml
10/box

      60

6505-01-241-5747

Midazolam 5mg/ml
10/box

      40

6505-01-211-6803

Tylox capsules

100/bottle
    200

555TH FORWARD SURGICAL TEAM

“Heal with Steal”
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Survivability SOP 

DEFEND ASSIGNED AREA
	1.  POSITIONING.  The medical company defensive perimeter is normally placed inside the BSA, and not on the perimeter.  The company has no organic crew served weapons, and is not authorized to employ them due to Geneva Convention restrictions.  Company sections must coordinate to ensure hasty fighting positions are established 360 degrees around the company perimeter.  Hasty fighting positions should be established within the first six hours of occupation.  These positions must be incrementally improved daily throughout the duration of the mission.  A section’s perimeter should be at least 35 meters (hand grenade range) from its vehicles, operational areas, and sleep areas.

2.  FIGHTING POSITIONS.  Fighting positions are normally arranged in a “Lazy W” configuration.  Positions must be mutually supporting; i.e., a direct attack on a single fighting position must be able to be supported by direct fire from two other positions.  Distance between positions will take maximum use of terrain and weapon system for dispersion.  They will be outside of hand grenade range of one another.  Depth is achieved in the “Lazy W” by alternately staggering positions along the perimeter. 

     As time permits, hasty fighting positions should be improved on continuously, the ultimate goal being a one or two man fighting position constructed to standard.

3.  RANGE CARDS.  Range cards will be prepared for each position.  Range cards will be placed by that position’s firing stakes.

4.  Section sector sketch.  Each platoon will have a sector sketch to include the following:


a.  All positions identified by weapon type.


b.  All dead space to their front.

              c.  All wire and other obstacles.

              d.  Adjacent section positions to left and right.

              e.  Supplementary positions.

              f.  Identify magnetic north

              g.  Distances to all obstacles and/or significant features in their area of coverage

              h.  Magnetic azimuth of left and right boundaries

NOTE:  Each platoon will turn-in initial sector sketches within three hours of arrival and update as required by priorities of work.

5.  All elements will adhere to the following:



(1)  Keep troops in proper uniform (Marne Standards, NVDs, etc.,).



(2)  Personal gear/weapons within reach at all times.



(3)  Conceal range cards and other relative objects.



(4)  Maintain effective light and noise discipline:  no fires, smoking or lights from EENT to BMNT.   





AIR DEFENSE
1.  GENERAL: PLATOON LEADERS DIRECT THE EMPLOYMENT OF NON-AIR DEFENSE WEAPONS AGAINST HOSTILE AIRCRAFT AND ENSURE THE PROPER USE OF PASSIVE AIR DEFENSE MEASURES:


A.  CAMOUFLAGE


B.  DISPERSION
C.  MOVEMENT CONTROL
D.  COVER

2.  FIRE CONTROL: ALL AIR DEFENSE FIRES ARE CONTROLLED THROUGH THE FOLLOWING WEAPONS CONTROL MEASURES:


A.  WEAPONS FREE: ENGAGE AIRCRAFT NOT POSITIVELY IDENTIFIED AS FRIENDLY.


B.  WEAPONS TIGHT: ENGAGE AIRCRAFT POSITIVELY IDENTIFIED AS HOSTILE.


C.  WEAPONS HOLD: DO NOT FIRE EXCEPT IN SELF DEFENSE.

3.  AIR DEFENSE WARNINGS: INDICATES THE PROBABILITY F AN AIR ATTACK.  THE AIR DEFENSE WARNINGS ARE:


A.  RED:  ATTACK IS IMMINENT / IN PROGRESS.


B.  YELLOW:  ATTACK BY HOSTILE AIRCRAFT IS POSSIBLE.


C.  WHITE:  ATTACK BY HOSTILE AIRCRAFT IS NOT PROBABLE.

Passive Air Defense

1.  Use covered and concealed routes and stationary 
positions

2.  Cover glass and camouflage vehicles; do not 
skyline or outline

3.  Maintain COMSEC and air guards

4.  Specify visual and audible air warning signals in 
unit SOP

5.  Enforce noise, light, litter discipline
NBC Alarms and Warning Systems

1.  Any individual witnessing NBC attack or monitoring a chemical alarm or detector will alert the unit via voice, radio or field phone. 
2.  Vocal alarm: After masking, shout “GAS” for chemical or biological agents or “Fallout” for nuclear contamination and/or strike metal against metal. 
3.  Visual alarm: Extend both arms horizontal to the ground with fists clenched facing upwards.  Rapidly move the fists to the head and back as many times as necessary to alert the other soldiers. 
As the NBC threat increases:

1.  Close tent flaps.

2.  Roll and zip windows on vehicles and tents.

3.  Turn off and close ECUs and heaters.

4.  NBC teams meet at predesignated position.

5.  Patient Decon Team meets at predesignated position.

6.  Increase MOPP level as directed.

7.  Put on M9 paper.

8.  Bring all equipment under overhead cover.

9.  Ensure that patients, civilians and EPWs have protective equipment.

NOTE: Any personnel caught outside during a NBC attack should remain outside until they have deconed, so that they do not contaminate the hospital. 

NBC 1 REPORT – OBSERVER’S INITIAL REPORT

ALPHA:_________________________________________________________


(STRIKE SERIAL NUMBER – IF KNOWN)

BRAVO:________________________________________________________


(POSITION OF OBSERVER)

CHARLIE:_______________________________________________________


(DIRECTION OF ATTACK FROM OBSERVER)

DELTA:_________________________________________________________


(DATE/TIME OF ATTACK)

ECHO:__________________________________________________________

              (ILLUM IN SECONDS [NUKE], TIME ATTACK ENDED [CHEM])

FOXTROT:______________________________________________________


(LOCATION OF ATTACK) 
GOLF:__________________________________________________________


(MEANS OF DELIVERY – IF KNOWN) 
HOTEL:_________________________________________________________


(TYPE OF BURST)

INDIA:__________________________________________________________


(NUMBER OF SHELLS)

JULIET:_________________________________________________________


(FLASH TO BANG TIME IN SECONDS) 
KILO:___________________________________________________________


(CRATER PRESENT OR ABSENT)

LIMA:__________________________________________________________                                                                   (CLOUD HGT –TOP OR BOTTOM – 5 MIN AFTER BLAST) 
MIKE:__________________________________________________________

(CLOUD HGT –TOP OR BOTTOM – 10 MIN AFTER BLAST)

NOTE:  LINE ITEMS B, D, H, AND C OR F SHOULD ALWAYS BE REPORTED; OTHER LINES MAY BE USED IF INFO IS KNOWN. 
MOPP Levels
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M9 Detector Paper

Note: M9 paper detects only LIQUID agents.
Always wear protective gloves when touching M9 paper.  Do not place detector paper in or near your mouth or on your skin.
1. If you are right handed attach M9 paper to MOPP gear on the right upper arm, the left wrist, and around the right ankle.
2. Left handed soldiers place the M9 paper on the opposite arm, wrist and ankle as right handed soldiers.
3. Notify your supervisor if any color changes appear on detector paper.

M8 Detector Paper

Note: M8 paper detects only LIQUID agents.

1.  Locate liquid contamination.

2.  Tear out one sheet from the book of M8 paper.

3.  Blot (do not rub) the M8 paper on the suspected liquid agent.  Do not touch the liquid with your gloved hand.  You may want to put the paper on the end of a stick or another object. 
4.  Observe the paper for a color change.

5.  If there is a color change, compare the color on the paper to the inside front cover of the booklet. 
6.  If any other color is present or if there is no color change, the liquid cannot be identified using the M8 detector paper. 
Keep on your protective clothing and mask even if the liquid cannot be identified. 
7. Report the results of the test to your supervisor.

Unmasking Procedures

Without Detection Kit (M256 or M256A1):

1. In a shady area, have one or two soldiers take a deep breath, hold it, and break their mask seals for 15 seconds with their eyes open.

2. 2.  Have them clear and reseal masks.  Observe them for 10 minutes for symptoms.3.  If no symptoms appear, have the same soldiers break their mask seals, take two or three breaths, clear and reseal their masks.  Observe them for 10 minutes for symptoms.4.  If no symptoms appear, have the same soldiers unmask for 5 minutes and then remask.  If no symptoms appear in 10 minutes it is safe to give the all clear signal and unmask. 
4. Continue to observe the soldiers in case delayed symptoms develop.

With M256 or M256A1 Detector Kit:

1. Test with the detector kit.

2.  If the test is negative, have one or two soldiers move to a shady area, if possible,  and unmask for 5 minutes.  Have the soldiers remask.  Observe them for 10 minutes for symptoms. 
3.  If no symptoms appear, it is safe to give the all clear signal and unmask.

4.Continue to observe the soldiers in case delayed symptoms develop.

The Chemical Agent Monitor (CAM)

Start Up:



1.  Ensure inlet cover cap is on. 

2.  Switch on.

3.  When read, set mode (G or H).

4.  Place inlet cover cap on back.

5.  Fit filter stand off (inlet collar).

6.  Check with confidence tester.

555TH FORWARD SURGICAL TEAM
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       Miscellaneous

RECOVERY STANDARDS

2) Purpose:
The purpose of this SOP is to outline the recovery of the 555th Forward Surgical Team after training exercises or deployments.

3) Objective:
To ensure the team’s quick return to a high state of readiness for deployment.
4) Standard Operating Procedure:
a) Phase 1: Phase 1 will be completed prior to the team leaving the training area or field site. The team will complete the following tasks prior to departure:
i) Account for all personnel and equipment.
ii) Conduct a serial number inventory of all sensitive items (weapons, NVG’s, ANCD, radios, COMSEC and classified documents) present and compare to those present on arrival.
iii) Perform an initial inspection of all personnel and equipment for brass and ammunition/pyrotechnics.
iv) Complete an initial cleaning of weapons and secondary equipment.
v) Sweep tent(s) and other canvas items prior to rolling/folding.
vi) Load all vehicles IAW published load plans.
vii) Police the site and properly clear the training area.
viii) Report the completion of these tasks to the team Commander or XO and request permission to depart the training area.

b) Phase 2: Phase 2 will be conducted either on the day or night of return. The emphasis is on accounting for and securing the team’s personnel and equipment. The team will complete the following tasks prior to release of personnel:

i) Account for all personnel and equipment.

ii) Inventory all sensitive items using the property book/master hand receipt as a guide.

iii) Wipe down and secure all weapons.

iv) Wipe down and secure all sensitive items in their appropriate locations.

v) Wash down and refuel all vehicles.

vi) Conduct after-operation PMCS’s.

vii) Close out all dispatches.

viii) Brief personnel on the schedule for the next four days.

ix) Report completion of these tasks to the team Commander, XO and request to release the personnel.

c) Phase 3: Phase 3 will be completed by the end of the duty day on day 2 of recovery:

i) Inspect, clean and inventory all medical equipment and other equipment.

ii) Complete cleaning of all weapons and other sensitive items.

iii) Recharge all electronic medical equipment and turn-in for technical inspection to Medical Maintenance.

iv) Update all shortage annexes to hand-receipts.

v) Turn-in all unserviceable equipment and tools and reorder as necessary.

vi) Conduct TA-50 inventory and DX equipment as necessary.

vii) Document all field losses and initiate Reports of Survey as necessary.

viii) Submit award recommendations as appropriate.

ix) Clean storage bays and supply room.

x) Report completion of all these tasks to the team Commander or XO and request to release the unit from Recovery Phase.

5) The team recovery plan is normally executed over a 48-hour period. It may require longer or shorter periods of time depending on the length of deployment/exercise but must always be completed.

6) “HEAL WITH STEAL!”
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