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DIVISION P$ICHIATRI, 9th INFANTRf DIVISION 
J anU&r7 - October 1967 

Captain William laker, MC--

CHARACTERISTICS OF THE DIVISION 

One way in which the 9th Infantry' Division ditters frcm other divisions 
1• that there is little spread in DEJl)S dates since moat of the di"ri.sion de­
plo79Cl to Vietnaa within a two month period. This has resulted in many units 
having "line" troops with nine to ten months in-countl"Y', at the same time. 

In the first eight months, we saw a bit of neeything as far as psychi­
atric diagnosis categories go. Most problems being situational, reactive, 
or chronic characterlogical probl•s. In the first three or four months 
nothing seen resembled the classic description of "coabat fatigue." In re­
action to combat stress, we saw brief, acute episodes of anxiet7, often 
aomatized to hn>enentilation and minor functional gastrointestinal symptoms, 
etc. 

COMBAT FATIGUE 

Br August, certain units were in combat nearq eTer,- da.v and a few cases 
or "classic" combat fatigue occurred. Scne were treated b)r battalion sur­
geons as thq had been taught at Ft. Sa and by rq instruction. The surgeons 
said it was neTer a large problem in terms or numbers and the results of 
sedation and rest were almost alwa7s succesatul. 

I saw tram f011r to twelve or these a month from about the fi!'th to the 
ninth month in combat. Most or them treated in the recommended fashion res­
ponded and were returned to duty. Three or four of th•t after recovering 
from acute p91chotic symptoms (hallucination, regression} were still so 
anxious that I recommended a change in duty. 

PSYCHOSIS 

With regard to "true" psychosis, such as schir.ophrenia and manic depres­
siTe psychosis, the incidence has been low and remarkabq constant, at an 
average of one per cent of the case load. There appears to be no relation­
ship to strees and the onset of psychosis ( with the exception or rare cases 
of ce11bat fatigue in which there are brief periods of psychotic s,mptoma). 
But cases diagnosed as schir.ophrenia, for example, were usualq not subjected 
to unusual stress. It has been exceeclingq rare tor a true pqchosis to · 
appear in obvious response to external stress. 

DELAYED ANIIffl', INFUSION, SOORT TIMER> 

During my ninth month in Vietnam ( 10 months for most troops) there were 
several changes in the case load both qualitative and quantitative (98 cases 
in August, 149 in September). There was an increase in number for three 
reasons, in my opinion. 

*Division P191chiatrist, 1st Inf Div, Jan-Oct 67 
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1. In the previous month there had been a drop in case load, 
which in retrospect were picked up in Septa1ber. Part of the reaaon for 
this is that nearly a battalion of the division utilized ships as their 
"base camp" and it was often more difficult for them to refer cases. They 
docked early in September and rotated the units so that certain units just 
coming off of the ships had a baclclog of patients to refer. There were 
other instances where transportation problems (due to roads being closed for 
the elections) created a fluctuation in the rate of referral (low in August, 
high in September). 

2. The infusion program, referred to by troops as the "confusion 
program" was very active during this time. 'lbe idea was for various divi­
sion battalions to exchange troops in order to spread out somewhat the 
DER>S dates. 

Infusion resulted in many anxiety and/or depression syndromes. 
For example, some troops with marginal motivation were kept "straight" by 
loyalty to buddies or fear of "losing face." 'Ibey lost these external con­
trols as a result of infusion to a new unit. Almost invariably the soldier 
felt the new unit was not as good as the old unit. 'lhe;y operated differently, 
therefore, "wrong." 11The officer and NCO do not know what th97 are doing" 
and "They will get us all killed," etc. 

J. This problem from infusion was co-=nbined in many troops with what 
my office people called short timer syndrome. This was generally an infantr,y­
rnan with ten months line duty who wanted off the line because of a feeling 
that he had outlived the odds. There is at least a degree of realism here 
to the extent that a man could look about him and see perhaps only one or 
two other members of the platoon he started off with. It is natural in such 
a situation to feel it is his turn next. Of course, D18JlY' of the missing 
comrades had left because of wounds, reassi~ents, infusion, medical pro­
files, etc. There were individual units which had suffered, in fact, near 
100 per cent casualties and the few survivors of these actions (often a 
s~le action) had most of the fi,-ht scared out of them as a result. For 
example, June 19, there was a large fire fight and hea"VY casualties in many 
udts, but one comJ)!lny had very nearly 100 per cent casualties. Over the 
next few months we saw several of the survivors, many of whom had been 
wounded and returned to duty, who had functioned well up until that partic­
ular experience, but now suffered real anxiety for the first time. The 
syndrome is al90 expressed as, "I am too short to take any chances." or 
the various "war stories" the sort that seeme to strike the most terror and 
rewlsion are the ones where a man is killed just prior to his DEROO date. 

All of the above problems were treated in about the same way as combat 
fatigue, and nearly all improved to at least a degree and returned to duty. 
A number of others represented more striking symptoms apparently from the 
same stresses as described ahove, and these I will now describe. 
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THE TEN K>NTH VETERAN 

The symptoms of this syndrome are so nearly constant, fran one man to 
another, that I feel it is a syndrome produced by the type of stress en­
countered here. It is different from the classic ccmbat fatigue syndrome 
because of the difference in the nature of the stress. The typical case 
is as follows: He is an infantryman, baa been with the division since 
basic training at Fort Riley. He has been in Vietnam ten months. He had a 
normal degree of fear and anxiety during most of that time. Recently there 
has been a considerable increase in anxiety, to a degree impairing marked4' 
his ability to function, often in spite of continued motivation. Refen-al 
notes from battalion surgeons often indicated that the man repeatedly went 
out in the field and •s non-effective and/or had to be evacuated because 
of symptcms. He complains of all the usual "short timer" feelings, or in 
other '1110rds a sense of impending doom. He tears he will "get someone killed" 
by making a mistake, sleeps poorly, has recurrent bad dreams in lllich he 
sees again some specific horror. He has functional anorexia, nausea, and 
often "dry heaves" or cramps. Some have been evacuated with a diagnosis of 
appendicitis. Often there is a fear of artillery noise, even outgoing, 
which seems to be more of a conditioned response than rational fear. For 
example, some or them develop "dry heaves" in response to such noise. One 
interesting case became anxious in the middle or the night when the base 
camp artillery opened up. He ran from hia tent, •ndered in what he re­
garded as an aimless fashion, but he found himself at my office. he broke 
into the building and we found him the next morning sleeping peacefu~ on 
the floor. 

Dm:AMS 

The patient is often more distressed by his recurrent dreams than by 
fear of returnint to comhat. Often patients say they will return to combat 
willingly if only they could sleep without "those dreams." Usually the 
dreams are not fantasy of what may happen, but are "reruns" of something 
that did happen. Examples are quite specific to the individual, such as 
being splashed with a friends brains, etc. The horror and terror caused 
by dreaming each night, one or more times the same dream(s) is just as real 
and uncomfortable to the man as the actual experience, if not more so. The 
past history of these soldiers indicates good to superior duty performance 
and social ad.1ustment. They are a different type than the ones seen in 
earlier months who tended to be character disorders more manipila.tive than 
sick. 

With ventilation, night time sedation, a few days of rest and recrea­
t,ion in the division base camp most of these soldiers improved. The 
principle symptoms to work on are the 1) insomnia-nightmare problem, and 
2) the functional GI symptoms. For the latter, com.bid spansules, compazine, 
pro banthine, donnatol have been helpful. Compazine in the f onn of a coitbid 
spansule given TID 30-45 minutes before meals, being my o'Wl'\ favorite. Most 
important, however, appears to be the treatment of the recurrent dreams. If 
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these are "cured" the soldier seems to be able to function, and to tolerate 
his residual anxiety. Treatment consists or h-s sedation. We used, mainly, 
100-200 mgm Seconal with excellent results. Other drugs worked, too. It 
appears that anything which alters the sleep pattern tends to break up the 
recurrent dream C7cle. In some cases it appeared to help them to talk about 
their dreams but my impression was that mild sedation altered the sleep pattem 
and stopped the recurrent dream. There were some "transference dreams." For 
example, one soldier kept seeing himselr as the o~ unhurt man in his squad, 
going around trying to .find someone not dead nor hopeless:q wounded, teying 
futileq to help some o.f' them. Later I was in the dreams as aort of a "super­
medic," resto~ and protecting lite, ''you were there protecting us, no one 
could hurt us." 

We did not admit these men to the hospital. We aim~ kept them in the 
base camp by giTing them retum appointments for two or tour~. They 
stqed with their detachments or with the replacement center. This was 
partq because we felt they did not need hospitalization, but ma~ be­
cause th97 did better if NOT hospitalized. They could move about, use the 
recreation facilities which we active:q encouraged them. to do. 

There were some of' them, a minority, but an appreciable mnber who a.f'ter 
several days o.f' this 190rt of' treatment had such persistence or symptoms that 
we recOlllllended a change of non-combat duty. This policy came about through 
experience. It they were retumed to duty, usually they were non-effective 
and wuld either be returned to us or removed from combat status by the 
unit. For example, a platoon leader or company CClllll&llder would put the man 
on permanent KP or other base camp duty because after trying him in the 
.field again he regarded the man as a liability. We, therefore, felt it was 
better to ask AG to reassign the man so that the unit would be eligible for 
a replacement. 

In many cases, the increase and/or onset or symptoms is gradual, but in 
many, perhaps the majority, there seems to be some event, e.g., a buddy's 
getting severely wunded which is a "turning point." Usual.q this is the 
thing the recurrent dreams are concerned with. 

SUDDEN ANXIETY 

Another rather infrequent syndrome is a soldier who has probab:q had 
much lees overt or conscious anx:1.ety than normal until he is wounded, often 
a trivial wound, then he is flooded with all the anx:1.ety he has repressed. 
It is sort of a, "lb' God it CAN happen to me!" reaction. 

FATIGUE 

We treated many cases of .fatigue which were not real.q "cambat fatigue" 
with P9Y"chopathology other than as a direct result o.f' simple fatigue. This 
was because some units drove their men very hard and they very simply did 
not have the opportunity to rest. They would come into their base camp 
after a patrol and be assigned to details, bunker guard, etc., and never 
get a day of rest. The guard duty is often poorly planned. I saw a few 
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cases where a man was placed on guard duty vhen he was alread7 euttering 
tram severe sleep depri"Yation. Otten these fatigued men will sleep tour­
teen to sixteen hours or more a dq tor one or more dqa, it gi"Yen the 
opPort.unit7, with marked change 1n energy, opt.hid•, general mental function, 
and 11personalit7." In SC111e unite guard dut7 is t1«> h0'2rs awake, two hours 
sleep, etc. Many aen were just unable to adapt to this unph,-siological 
sleep pattern, and were tberdore fatigued after their night or "rest" on 
guard duty and started out on the next dq's patrol to repeat the cycle. We 
saw some cases 'lflere there were som.e rather marked P97chopathology llhich was 
"cured 11 1n dramatic r ashion by one dq ot sleep. Thia situation iapro'Yed 
after units gained experience, alter I wrote several forceful certificates, 
and after several chats with the IG and division surgeon. 

OTHER MD«>R P.f0Btm6 

There is a "post f&R depression" lllhich is almost uni"Yeraal, wt seldom 
or enough aeveri ty to warrant special attention. Som.etimes it appears to 
be a precipitating event for other reactions, however. 

Sometimes units have apparently tried to "treat" -.nx1,ety and depres­
sion by sending the man on l&R. I do not know how often it 1«>rks, but I 
do lmow that many times it does not wrk and the man, it an,Ything, is more 
apprehensive and/or depressed than before. 

SUMMA.RI 

This is a brief intonnal suaaary ot the types ot reaction seen in res­
ponse to combat stress in the 9th Division, January-October 1967. "Classic" 
canbat fatigue is uncommon. Modified ronns ot stress reaction to cC111bat 
are seen, and it appears the incidence is related to chronic stress or the 
incidence increases rapidq after nine or ten months in canbat. Thia is in 
part related to "short timer" paychology, and perhaps, in part, due to the 
particular personnel infusion practices. Most can be returned to duty in 
48-72 hollrs with sedation, rest, recreation, supportive psychotheraw. Sane 
should be reassigned ltben sympt.oms do not pranptl.)' ranit, rather than sent 
back to a. unit where they are detrimental. 

WHY PUBLISH IN USARI/ MEDICAL BULLETIN 

'lbe value or the USARV Medical &illetin over stateside professional 
rA1blications is that a practical article about wor\k in Vietnam gets rapid 
professional comment, correction, a.nd pertinent additions f1--om other 
professional faced with similar tasks in Vietnam. Some of these comments a.re 
rA1blished, others are passed di"°tly' to the author. This increases the 
value or any article later expanded for rA1blication in the international 
medical literature. 
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INTRJDUCTION 

MEDICAL ASSISTANCE TO THB VIETNAMESE 

LTC Floyd W. Baker, MC * 

'lhe ultimate goal or medical assistance rendered to the Vietnaeae is to 
have the Vietnamese themselves capable of maintaining a aatistactoey level of' 
preventive and therapeutic medicine. Although much has been contributed b.T 
U.S. medical efforts, these efforts, at times, result in only t•poraey relief' 
or a situation and contribute little to the long term improvement in the 
health status or the Vietnamese. 

There are Vietnamese officials who haTe the responsibility for the health 
matters in the area which the, serve. The exercise of this responsibility and 
the use or the resources available within the Vietnamese syst• is essential 
if' progress is to be made. 

The case report which follows is an account of how one epieode was han­
dled so that 'lhe Medical Civic Action Program (MEDCAP) and other U.S. resources 
were used effectively to make progress tow.rd the ultimate goal. The lessons 
learned in this case can be applied in much of' the medical assistance wrk to 
make that support more effective. 

CASE REFO RI' 

On 2 Novanber SGT B, a medic on a district advisory team, leamed or a 
possible plague outbreak in one of the district villages. He infonned the 
District Health Chief who allowed him to notify the nearb,y Air Force base prior 
to conducting any investigation. 

On 3 November SGT B and the District Health Chief visited the village and 
round about thirty persons 111 in one hamlet. They were told that three had 
di~ recently. Word or the outbreak reached the Regional Public Health Office 
and Field Force Headquarters that evening. 

On 4 November the U .s .Agency for International Developnent/Civil Operation 
for Revolutionary Developnent Support (USAID/CO m>S) Assistant Health Officer, 
Region II, and two members of a Free World Force preventive medicine team 
visited the area to evaluate the situation. The Province Health Chief' accODl­
panied the group and took along immunization supplies. Health l«>rkers rran the 
district dispensary joined the group. The following lolls round: 

1. A MEDCAP team from the Air Force base w.s preparing to hold sick 
call and to give immunizations. 

2. A team from a U.S. military hospital was ready to work with the 
Air Force team and to search the hamlet for cases, obtain specimens for labora­
tory study, and administer treatment. 

* Surgeon, First U .s. Field Force. 
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3. SGT B was att•pting to oi-ganize the efforts of the others. 

4. The District Health Chief had not been there that dq but had 
remained in the district dispens&r7 holding routine sick call. He accompanied 
the Regional Health Office team to the hamlet. 

It was decided that the Vietnamese health mrkera, who had accompanied 
the Assistant Health Officer tram the Province Health Chief's Office, would 
begin immunizations, assisted b7' some of the MEDCAP personnel, 'Nhile others 
of both groups held a screening sick call. This effort was begun. The 
Assistant Health Officer, the Province Health Chi et, the District Health 
Chier, members or the regional preventive medicine team and U.S. military 
personnel proceeded through the hamlet to search tor persona llho might have 
plague and to assess the conditions in the hamlet. 

Each time the group found a J»,tient the Assistant Health Ottiqer would 
present the problem to the Province and District Public Health Chiefs and 
have than provide a solution. The tact was stressed repeat~ that this 
was a District - Province - Jf1nistry of Health Probl• and that the solutions 
needed to come tram those responsible for the corresponding health activities. 

The problan of putting the burden of decision on the Vietnamese was 
time consuming, and the progress through the hamlet was quite slow. Fears of 
the patients and the families limited the number of specimens that could be 
obtained and made the patients ver-y reluctant to go to the hospital. Sane 
of the Americans criticized the Assistant Health Officer for taking so much 
time. They advocated. taking the initiative and completing the survey and 
treat.ment quick~ since American resources could do the job much more effi­
ciently. There seemed to be little awareness that the training of the Viet­
namese to run their own health service was necessary. 

After the hamlet survey had been completed, the Assistant Health Officer 
spent about two hours discussing the entire problem or plague control with 
the Province Health Chief, the District Health Chief and the Hamlet Chief. 
By the end of that time the following plan had been decided upon by the Viet­
namese and concurred in by the Assistant Health Officer. 

1. Dusting with 1.0% DDT would start 6 Novsnber by the n.llagera under 
the control and direction or the District Health Chief. 

2. Rat control by killing would be directed by the Village Chief under 
supervision or the District Health Chier. 

J. Health education by the Provincial Health Educator would be 
initiated on 6 November. 

4. A regional public health team, Military' Provincial Hospital Assist­
ant Program a (MILPHAP} representative and the Provincial Health Chief would 
return to the hamlet for follow-up observation and discussion on 8 NoYanber. 

On the return visit on 8 Nov•ber the regional team arrived at the pro­
vince headquarters and learned that the district advisor •s not satisfied 
with the program and had enlisted the aid or the Air Force base and the local 
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support command without coordinating with the MILPHAP team or public health 
personnel. DDT powder had been requisitioned through U.S. channels although 
plenty was on hand at the province headquarters. They had not started to do 
the planned dusting when the team arrived at the hamlet. 

The team found the following: 

1. The villagers had dusted many of the homes by hand, but the amount 
or DDT was insufficient. 

2. Health education posters depicting the danger of rats and fleas 
causing plague were posted throughout the hamlet. 

3. The hamlet inhabitants had an acute awareness of the health 
problem or plague and showed an enlivened interest in establishing protective 
measures. This was in contrast to their actions shown on the previous visit 
at which time little interest was shown in learning what to do other than be 
illlnunized to prevent the disease. 

No new cases of plague were found. 

At the close of the second visit the .following plan had been developed: 

1. Redusting of the village 'WOUld be done on the following day by 
the villagers under the supervision of the GVN/Provincial Sanitarian and a 
Region Public Health Division advisor. 

2. Ministry of Health (MOH) equipnent and supplies 'WOuld be sent 
from Region Headquarters to the province • 

.3. A rat and flea control program planned for the province 'WOuld 
ccmnence the following week. The problems, mistakes, and successes observed 
in the present outbreak would be used as part of the training. It 'WOuld 
provide an excellent example of the need to have a step wise progression and 
integration or efforts. 

4. The district advisor 'WOuld withhold any further civic action 
activities until the need for them was demonstrated by the GVN/MOH/Provincial 
Health Services. 

A third visit was conducted on 12 November 1967. A party of 15 district 
health chiefs and health workers was taken to the hamlet as part of the rat 
and flea control training program which was in progress. Redusting of the 
hamlet was done by villagers recruited on the spot and trained by the region 
sanitarians in the use of hand operated dusters. They learned with ease and 
showed much enthusiasm in the l«>rk, giving evidence that a minimum of advisory 
effort and technical assistance could produce marked advances in this type of 
disease control. 

At this third visit a number of posters on the prevention of plague were 
still in evidence in the hamlet. More were distributed. 

At a fourth visit on 16 November, district health l«>rkers were observed 
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in a training course on rat and fiea control. No new cases of plague were 
found in the village. The hamlet chief and inhabitants continued to be 
interested in measures to protect themselves from the disease. 

DISC'llSSION 

This caae illustrates bow progress can be made in improving the long 
term Vietnamese health status through proper coordination of all resources. 
Assisting the responsible district and province health chiefs develop a 
program and utilizing the hamlet inhabitants and the native health workers, 
suppl•ented where necessary b,y MILPHAP or MEDCAP resources to carry it out, 
has resulted in a higher level of basic health education in the hamlet and 
more skilled Vietnamese health personnel. The task of treating patients, 
bmunizing the hamlet inhabitants and dusting the houses could have been 
accomplished more rapidq and efficientq by the MEDCAP and other civic action 
teams, but such a program would have contributed nothing to the long term 
health of the hamlet, district or province. 

There are many resources within the GVN/MOH/Provincial health systems 
which can be effective. These resources need to be called into plcq as the 
primary means of dealing with Vietnamese health problems. MEDCAP can then 
be used as a suppl•ent to support the Vietnamese efforts by appropriate 
treatment, training and education. 

'lbe MILFHAP ( or FHAP) teams have a primary mission of assisting the 
Vietnamese in their provincial health programs. They lmow lllhere the military 
medical effort is needed to supplan.ent the Vietnamese effort. To be most 
etfectiYe MEDCAP must be coordinated with the Vietnamese programs through, 
the MILPHAP t ea:ms. 

SUMMARY AND OONCimIONS 

Word of an outbreak of plague in a hamlet precipitated prompt,vigorous 
response b,y U.S. Militaey units without prior coordination with the existing 
Vietnamese health serrtces. Had this effort gone unchecked, the majority 
of patients would have been treated; the hamlet residents would have been 
inmmized, and the village would have been dusted quite rapidq. The plague 
out break 'WOuld have been stopped-the tire 'WOuld have been put out. The 
hamlet 'WOuld not have been any better ott however, in its ability to avoid 
further outbreaks nor would the Vietnamese health workers have gained 
proficiency in their ability to handle ruture situations. 

Through the technique or assisting the Vietnamese to analyze the problem 
and provide solutions to be accomplished primariq by Vietnamese, assisted 
onq where necessary by U.S. and Free World Resources, the hamlet inhabitants 
were able to leam something about protecting themselves against the plague; 
and the existing Vietnamese health s;yst• personnel gained experience. A 
contribution was made to the long term improvement in the health status of 
the ccmnunity. 

The following specific lessons w,re learned trom the case: 
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1. Reports of disease need to be investigated at the local level 
before notifying the higher neadquaters. 

2. Well planned measures can result in more efficient and more 
effective results than can hysterical use of all measures at once. 

J. There are many resources within the GVN/MOH/Provincial Health 
systems which can be effective if given a chance and the proper type of 
assistance. 

4. MEDCAP needs to be coordinated through MILPHAP for proper in­
tegration int..o the entire health program if maximum value is to result. 
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PATIENTS REK>VED FR>M EVACUATION FLIGHTS 
FOR ADDITIONAL TREATMENT 

LTC Gene V. Aaby, !«:* 

INT K>WCTION 

Treatment by stages or echelons has proven very ettective in handling 
large nm.hers of ccabat casualitie1. The course of treatment is written in 
chapt,era, each or which is influenced by those preceding but unfortunateq 
the authors probabl,- will not have an opportunity to read the entire script,. 

Feed back information is helpf'ul in judging the results of treatment 
and mq point out the need to modU'y the therapy. Accordingl,-, a group or 
patients was studied who were removed fran the nacuation syats prior to 
their destination. The findings f ol'Jll the basis of this report. 

MATERtALS AND METHOOO 

The USARV Surgeon's Office receives the names and destination of all out 
of country medical nacuees. Those reaoved tor further stabilization at the 
caauality staging facility, Clark Air Force Hospital, are also identified. 
During a three J10nth period 175 names were collected. This represents about 
7.5 per cent ot IRHA cases nacuated via Clark. (Estimates were used to 
obtain this figure; its validity will be determined.) 

The narrative stmlll&ries were reviewed and cases grouped according to 
the 110et important diagnosis or cause for NIIIO'Yal from the evacuation sya­
t•. M&J17 patients had aeTeral problans, but each case was placed in a 
single group. or 175 cases, 79 had documented mdence to justify having 
been pilled off. Th••• are listed by groups in the tables. 

Table I liata the nine groupings and the average n\lllber ot day's of 
hosJd,talisation in USARV and Clark. Signiticantq, the 79 cases required 
an additional 10.l dqs ot boapitaliu.tion prior to disposition. 

Abdpld.nal Surgerz Jeguired (Table II) As a group these were the most 
ill patients; ha-Ying the highest morbidity and 1110rt.alit7 rate (.30 per cent). 
Ot nine cases, seven had infection as the main ccaponent of the canplication. 
Fi-Ye were febrile aboTe 102°J harboring abscesses in the pel'Yis, below the 
diaphral'}I, in the 1«>unda, or had tistulae ot the gastrointestinal tract or 
urinary tract. 

A Richtd hemia caused small bowel obstruction at the colostomy site 
in one case. Thia is a rare CCllllplication of a colostomy. Host USARV sur­
geons haYe not found it necessary to auture the serosa of the colon to the 

--Surgical Consultant, USARV 
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peritonema when pertond.ng colostomie• in adult patients. The ca.a• in quea­
t ion moat l1lceq had an inordinateq large opening created tor the coloataa.J. 
(Steno■i• ot the coloataa;, or iachada of the bowel baa occurred aneral 
times in Vietnam from too tight an exit for the colon.) 

Intra-abdom nal abeceaae■ continues to be one of the aajor COIIJ)lications 
of extensive abdom1n.al 110unda. Masai-ye thoracoabdominal wounds with injury' 
of the diaphragm, liver, and colon on the right, or diaphragm, spleen, and 
colon on the left have a 25-.30 per cent chance or developing a subdiaphrag­
aatic absceas. The incidence of pelvic abaceasea following anere rectal 
wounds ia aleo about JO per cent. Moat abdominal abacea•• have a COIIIIOn 
deaonin&tor: postoperative ooaing, contaaination, and poor drainage. It 
has been noted often that the drain exit is conatricting, thereby' preclwt:lng 
drainage. For rectal wounds the preaacral apace must be adequateq drained. 
Again, the presence ot a drain is not proof ot adequate drainage. Drains 
need careful positioning, an ample exit lft>llnd and ahould be moved when 
drainage stops. 

A more frequent use of aumpe ie reccmaerded; even bilateral S\DJ)e for 
severe pel-Yic wounds. 

Iectal lllOunde with pelrlc fractures are challenging and the 1110rbidity 
is higher than with other abdominal wounds. Postoperative bleeding, fecal 
contamination, loose bone fragments, and urinazy tract injuriee make a 
fertile field for infection and other postoperative ccmplications. Miss­
ing injuries or the bladder, ureter, urethra, and rectum. i• a constant 
threat. If one is uncertain about rectal perforation or it there is severe 
contusion and hematoma or the rect'llll, a colos"t<Jlq is indicated. 

Acute choleqatitia following an extNad.t7 wound is unuaual. Thia case 
did not have cholelithiasia or evidence or cystic duct obstruction. Perhaps 
this represented hematogenous cholecy-stitis. 

The evisceration was not through an explorato17 incision but through a 
large defect in the abdominal wall caused by a missile. Multiple organs 
are usua.lq injured when a portion ot the abdominal wall is ripped away. 
In these cases postoperative bleeding is c0111DOn, fecal contamination ia 
widespread, and the defect is apt; to be closed under tension. An abscess 
and/or fecal fistula is llkeq to develop in this setting. Marle.x mesh 
has been the best substitute tor missing abdominal wall. For massive 
wounds on the right side of the abdomen an ileostotq, resection ot the right 
colon, and a transverse colost.amy should be strongly considered. 

Evisceration throu,gh an exploratory incision has been infrequent. The 
majority of surgeons adhere to the recOD1Dendationa of using retention sutures. 
However, retention suture• are not a substitute for a secure wound closure, 
only an addition. 'nlere is a high incidence or incisional hernias when 
retention sutures alone have been the mainatq ot the wound closure. 

Fortunately duodenal fistula• have been infrequent. ~ candidates 
for the developnent ot the complication have sustained lethal wounds and 
succumb frgm other causes. Inadequate closure or the duodenum, infection, 
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and obetruction are the COD10n caua• ot dwodenal tiat11lae. Decaapnaaion 
ot th• cluodenum. either hT a ••parate duodenoatcnT tube or tranagaatrio tube 
1• an :!aportant prophylactic aeaaure. 

Tb• group ot cu• NqUir1ng abdmd.nal aurg•r.r at Clarie needed an aver­
age ninetNn dq9 hoapitalisation Jrior to diapoait.ion. In retrospect none 
or the caa• were autticient.q stable to ha'V'• been evacuated. The obrious 
qu•tion is, 'Wbtn is a patient reac:17 tor eYacuation?" Following gastro­
int•tinal surgery, patient.• with m.ating or iapending caplicationa will 
almoat in'Yariabq haYe either malfunction or th• GI tract or fever. Accord­
ingq, patients are uaualq not reaq tor evacuation until the GI TRACT IS 
FUJIC'fiOIIHG PIOPBRLY and the;y are AFEBRILI. 

caa .. with acute Joi.gt pathology {Table III) Three ca.a• were in this 
group. One had a fracture dislocation of the elbow and becauae of pain and 
swelling w.s ptlled off the nacuation flight. Surgery was performed at 
Clark with NIIO'V'al of the head ot th• radius. Another patient had a dis­
location of the right shoulder Milich was reduced. The third patient had a 
aept,ic knee joint frca a retained foreign bod7. 

cu .. requiring PP9tation or r_.,J!!t&tion (Table IV) Two cases were 
reaaputationa. The other two cases bad failure ot Y&Scular repairs and 
required amputation at Clark. 

cup with anemia (Table V) Eight cases were in thia category, having 
hematocrits ranging rram 23-29. Four cases from other groups alao were 
anemic making a total of twelve or about 15 per cent of all patients. An 
average of tllO units of blood were given to •ch patient. 'lbe hospital stq 
at Clark for the group averaged 2.9 clqs. 

Cuee with CNS patw,logy (Table VI) Seven cases were pw.l.ed off be­
cause or CNS probl•s. Three were aedical caSNJ two had encephalitis and 
one had t7Phus. One case {II>) had infection toll.owing craniect01J7J rede­
brid•ent or the brain and recloaure of the dura. was necessar.,. Case JM 
had a lethal head injury and died four days after admission. 

Caaea with fever without a cause {Table VII) For this anal.7sis, a 
t•perature above 101 ° was considered significant. Thirt7-tive cases or 
45 per cent or the patients had a t•perature above 101 °. The bulk of these 
had more serious conditions and were placed in other groupe. A specific 
cause tor the fner was not established in five cases. Each had a debride-
11ent and irrigation {W), hOW8Yer, gross infection w.e not described in 
the narrative aunaa:ry. 

Cases with ileua {Table VIII) Eight cases had ileus which were auccess­
tul.q treated by naaogastric auction. An average of 8.25 days or additional 
hospitalization w.a required by the group; indicating that the patients were 
quite ill. As noted prerl.ouly, following abdominal surgery, a non-functioning 
gastrointestinal tract is usually a contraindication for nacuation ( a pro­
tessor or gaatroenterology once r911&rked that "ala>st all serious disorders 
or the gastrointestinal tract ha'V'e sympt,oma related to the aouth or anus.") 
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Ca••• reguiring aa.1or debrid•ent or 11Ult1ple Dltla (Table IX) Thie 
w.a the largest group ot caeea. To be included 1n thia groap extenld.Ye 
necroei• or infection •• tound at eurgel'7 or llllltiple W• ( debrid•ent and 
irrigation) )ll"Oceclure■ were nece■■al"J'. Fifteen of 26 caaea or S8 per cent 
bad a t•perature aboTe 101 °. The finding• at surgery- were generally exten- . 
ei'Ye aucle necrosis, infection, or loo•• necrotic tragaenta ot bone. 
Maggot• were found int-, ca•••• There wre tm death■; one ...., du• to aepeie, 
but the cause ot death in the other caae ,.. unknown. It either repreaented 
an anap,ylac:tic reaction following blood tranatuaion or alYeolar cap1Uaey 
••brane tailure aeconcla17 to oYer-tranetusion. The anrage boepital atq 
wae 9 .6 dqs tor the group. 

Ca•• witb pa]aonu:z patholoq (Table X) Thia group ot case• had a 
coaprcaiaed reepiratol'7 syat•. One had acute statue asthaaticus which 
required anergency treataent, including steroid■• The other eight caaea 
were IIIIA. Four had a tanperature aboYe 101 ° 6 and four bad a pn9'810thorax. 
Three cases required prolonged hoapitalization; tm tor deoortication and 
one required aultipl.e cl.oeed thoracoatomi.ea tor a persistent pneuaothorax. 
The &Yerage boapital ■tq, at Clark, as 13 days. 

SUMMAR! AND HECO!lmNDATIONS 

A au.ll chapter in the atory ot ccabat surgeq baa been present.eel. On•' s 
initial 1apreaaion is 'that careleas surgery is being i:racticed 1n Vietnam. 
The incidence ot oYerlooked injuriea, inadequate debrid•ents, and poor re­
pair■ is inYerael;r proportional to the experience and proteaaional ccapetence 
ot the surgeon. It should be rem•bered, hown'er, that th••• caaes are a 
select group - cases too ill to continue with the nacuation. It ia ea97 
to be critical ot cases admitted tram "else'Ntlere general boapital." Rendering 
the same additional care to one's own cues is called "good ■edicine." 

Approximately 7-8 per cent ot the patient• being nacuated out ot 
country harbor problems, perhaps one-half ot these or 4-5 per cent. ot all 
IlfiA patients are medically unfit tor the trip when being loaded on the 
plane. 

About 75 per cent ot the 79 cases had either a taperature abo•e 101 °, 
ileus, anaia, or comprcaiae or the reapiratoq ayat•. EYacuating auch 
ca1e11 could ha•• been preyented by using the intomation obtained trma a 
thermcmeter, stethoscope, hematocrit or chest x-rq. 

Hopefully- this report has brought knowledge to the ignorant, mm:IJ1+,7 
to the arrogant, and benefit to the patient. 
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PATIENTS ImN'.)VBD AT USAF CLAIIC FOR FUR'ffllR ST4BILIZATIO.N 

TABIE I 

DAIS DAYS 
l«). HOSP R>SP 

mB OF CASK CASIS mw CLARI 

ABDOMDfAL SURGBR!' ~UIRED 9 9.S 19.2 

ACUTE JOINT PA'M>IOG!' J J.o 6.7 

.AMPUTATION OR REAMF{JTATION ~UIRED 4 J.7 9.5 

ANEMIA 8 s.o 2.9 
I-' CNS PAT}l)IOG!' 7 8.7 ll.J '° 

FEVER WITHOUT SPECIFIC CAlBE s 5.2 6.o 

l!EtB 8 8 • .3 8 • .3 

MAJOR DEBRIDEMENT mUIRBD 26 6.J 9.6 

PUOONA R!' PATHOIOOY 9 10.1 13.0 

TOTAIS 79 7.2 10.1 



CASES fl!RUIRING ABOOMI,NAL SURGER! 

TABIE II 

DAYS DUS 
HOSP HOSP 

CASI RAH TIPI OF DIJURf U3AR'I TEMP HCT !'JNDINCB A'JID/OR TRBATMENT AT CI.Ailt CLlllC 

CB SP-4 ABDOMINAL 10 INTESTINAL OBSTJIJCTION: RICHTER 1S HEOOA 24 

DC PFC ABDOMINAL 6 10.3 .31 PELVIC AffiCE.$ 26 

ED PFC EXTRBMITY 10 10.24 ACUTE CHOLBCISTITIS, SUBPHRENIC AOOC!SS 28 

IF SP-4 lECTAL 7 PI&SACRAL ABSCm5, WIDE DEBR'T SACRUM 8 

CN SP-4 AWO.MIHAL s CIOSURB OF PAl?l'IAL EVISCERATION 6 

~ 
SOFT TISSUE 

FR PFC AEIX>MINAL 6 10.3 IAPARlTOMY, DRAINAGE OF PELVIC ABSCBSS 1.3 

MG ABOOMDAL 7 104 URINARI FISTULA, STRISS UU:ER, FUNK ABSCESS 24 
C~T ~: DUE ro SEPSIS 

GL SP-S ABDOMINAL 10 '1006 DUODENAL FISTULA, STRESS UU:ER, N'm:RlSIS A!I>. 
WALL, LA.PAID'lt>MI: J&JUNOS'roMY, SPLINECTOMY, 
EVACUATION H!MA'roMA, ~: DUE TO SEPSIS 
MULTIPLE OOMPLICATIOHS 

DS PFC ABOOMIHAL 25 104 URINARY FISTULA, STRESS tru:IR, PELVIC BLEEDING 15 
DEA'ni: DUI TO SEPSIS, STRESS ULCKR 

NO. DAYS HOSPITALlZID 9.SS ti>. DAYS ll>SPITALIZED 19.22 



QMI M m! OF IIJUR! 
li MAJ ORTHO 

JD SGT ORl'H:> 

ml SP-4 ORTHO 

NO. DA!S }l)SPITALIZED 

N .... 

PG SGT OR'IHO 

DH PFC OR'IB), VASCUW 

TS SGT OR'DIO, V ASCUUR 

EW SP-4 ORDiO 

NO. DAlS ~PITALIZBD 

CASIS WITH ACU'l'I JODT PAT9ll0Gf 

TABIX III 

DAIS 
lllSP 
lBARr ·- nNDp PQR TRIA'lMBIT At QLllJ 

.3 FRACTURE DISIDCATIOlf HKAD OF RADIUS 
THIATNDT; BlCISION OF HEAD 

4 AfflRIOR DISIDCATION RT. S}l)ULDBR 

2 1016 lfX>VAL OF INFICTED FRACISNT LT KNEE 

3 ti>. DAlS ll>SPITALIZED 

CAS~ Rl!QUIRI:t«; AMPUTATION OR R!WCPtrl'ATION 

TABIB IV 

4 101 NEC IDTIC MUSCLE & OONE; RJWIPOTATED 

2 l.oo4 THID~l!:D GRAFT, AMPUTATED LT ARM, D&l 2x 

s AMPUTATID LT LEG, D&I 2x 

4 102 11:AMPU'l'ATION LT I.BG, AMPUTATED RI' FOOT 

J.7 t«>. DAYS ll>SPITALIZED 

DAIS 
lllSP 
cua 

16 

l 

3 

6.7 

2 

14 

8 

14 

9.5 



CASIS WITH AJIBMli 

TABLB V 

DAlS DA!S 
HOSP UBITS leP 

C:YJI ,. TYPE OF INJURr ,l§A.R'l TBNP HCT TQF QL\JJI 

AB SP-4 ORI'HO 8 25 2 1 

ED SP-4 CJmST, SOFT TISSUE s 1016 29 2 4 

II} SGT SOFT TISSUE, ORTHO 3 ? 2 2 

JK SGT SOFT TISSUE 4 27 l l 

WK SFC ORTHO 12 28 2 2 

cs PFC OR'IHO 3 2.3 3 4 

CT PFC SOFT TISSUE, ORTHO 3 24 ? 4 

vw SP-4 CJmST, ABDOMEN 2 24 2 s 
NO. DAYS IDSPITALIZID s.o 2.9 



CASES WI'ffl CMS PATR>IOOT 

TABIX VI 
DAIS DAlS 
HOSP DP 

,A.11 &• T'f PK '2l DrlDBt 111611 TBMP GI P'DIDD'i! BD&B :tlBA'l'IIINT At ,w.m C!AIK 

RB SP-4 t«:>NE 2 1046 ENCEPHALITIS 16 

u: SGT NONE 2 102 CNS A-V MAUORMAnON 20 

PC PFC NONE 10 ENCEPHALITIS 11 

RR SP-4 17 103 MENTAL CONFUSION, DIAGNOSIS: TYPHUS 20 

HD SGT HEAD IHJUR!' 9 1018 21 "BR.UH BlTIIJDING" FR>M HEAD WOUMD, BRUN DIBR'T s 
Bl' SP-4 HEAD INJURY 5 ~T-CRANIECTOMY GRAND MAL SEIZU.Rlii 3 

~ 
flM 2LT SKVE RE HEAD INJURr l6 lO~ SUPPORTIVE TRKA.TMB:NT, DEATH 4 

NO. DAYS Ha;PITALIZED 8.7 NO. DAlS 1-DSPITALIZKD 11.3 

CASES WITH FIVER Wl'fflOUT SPECIFIC CA15E 

TABIE VII 

JA lLT ORI'HO 7 102 32 D&I 5 

RC sar OR1B> J 102 D & I 5 

AH PFC ABDOMINAL, SOFT 5 102 D & I 9 
TISSUE 

BP SP-5 SOFT TISSUE 6 1028 BIOODY DRESSING, D & I 2 

DW SP-4 SOFT nssuB, ORl'HO 103 D & I 9 

NO. DAYS HrePITALIZED 5.2 NO. DAIS HOSPITALIZED 6.o 



CA.SES WITH II.El.5 

TABIE VIII 

DA!S D.US 
HOSP HOSP 

CASI p TIPB OF INJURr U,ARV TEMP FIHDINCB ABD/DR TRIA 'IMENT AT CLA.FIC QLAJiK 

HA SP-4 ABDOMINAL 12 II~US, N G TUBE 4 DAIS 7 

KD PFC ABIX>MINAL 3 IIEUS, OJ:61RVATION 5 

RD lLT ABDOMINAL 5 II.BUS, N G TUBE 2 DAYS 5 

GL SP-4 ABDOMINAL, son TISSUE 12 ILEUS 8 

SM PFC ABDOMINAL 9 1016 IIEUS 6 

~ 
JD PFC AIIX>MINAL 21 ioo2 IIXU3 8 

Ji) PFC ABDCla:NAL 2 ILBW, WOUND ABSCESS 22 

vw SP-4 ABDOMINAL 2 IIXUS, ANEMIA (HCT 24), · TRANSFUSED 2 Unite 
DStI 5 

t«>. DAYS HOSPITALIZED 8.25 M:>. DAIS IDSPITALIZED 8.25 



CASJ!'.S ~UIRING MAtOR DEnRIDEMENT OR HJLTIPLE D&Ie 

TABIB IX 

DAYS DAYS 
HOSP ~p 

CASI m TYPI OF INJURf WARV TIMP HCT FINDINCB AJID/OR TIBATMINT AT CURI CURI 

AA PFC MULTIPLB l«>UNIS 2 l.00 D & I 4X 13 

JA PFC ABOOMDAL, BUT'IOCKS 11 102 l&H:>VAL Nll:ROTIC IIJSCLB AND BONE, D&I 4X 48 

JB SP-4 OR'nlO, VASCUUR 6 FASCIO'lOMI, DBBRIDI DCJVl'IC MUSCLE, D&I .3x s 
RB PFC OR'niO, ''I" NAILDfG 5 101 MUSCLI NECIOSIS, INFECTION, D&I 2x 6 

JC PFC ORl'HO 6 :OONI IIF~TIOII, D&I 4x 19 

BC SP-4 KITRBMITY ' fBll)VAL LARGE FRAGMENT LT THI CII 2 
N 

"' vc SGT SOFT TISSUE 1024 4 lml)VAL l IHCH FRAGMENT RI' ILIUM 2 

HD SC11' 0 Rl'JI), V ASCULA.R 6 10.3 MULTIPLB D&Ie 14 

GF PFC O Rl'II), SOFT TISSUE 7 1016 EXTINSIVE tm:ROSIS, D&I 4x 11 

PG SP-4 MAX-FACIAL 10 .F£MOVE I.DOSE TD'ffl, RIDUCTION MANDIBI.R 27 

PG PFC OR'IHO .3 101 REH:>VE INF~TKD :OONE FRACJmNT, D&I 2x 5 

CH SP-4 ORl'HO 6 102 27 MUSCLI ~eIS, TRAt8F1JSID .3 units 2 

JH SP-4 ORrHO .3 1012 MULTIPLI D&Ia 20 

Ill PFC ORI'II) 2 27 D&I 2x, TRANSF1JSION 5 

WJ PFC AEIX>MINAL, CWT 5 101 w 2x 7 

JI SP-S OR'M> l 101 KSCJDTIC SCAPUU AND lmCLB 9 

.TL SP-4 4 HINATOMA, Im: K>SIS OF FOOT, D&I 2 



~ 
a,,. 

CASI RANK 

IL PFC 

RL PFC 

RM PFC 

CM SFC 

JP PFC 

EW PFC 

Ptl SGT 

AG CPT 

TM SP-4 

CASKS IIQJIRDJG MAJOR DIBRIDIMINT OR NULTIPIB Dile 
(Contimaed) 

DAYS 
HO.SP 

TIP1 OP' Il!,JURf tBARV TE JET PDDDCB AJID/ORTRB.uxpT AT CLlRIC 

CONTUSIONS, SOFT TISSUE 3 102 I 1D ABSCBSS GWTIAL ARIA, 300 cc 

ABIX»mfAL, SOFT TISSUE 13 w, l«)U?fD IDJJl!D WITH "MAGOOTS II 

ORI'HO 6 1016 1'MAGOOTS" IN llDUND, Diel 

ORl'HO s UP? NBCmTIC FOOT >IJSCilm 

ORl'HO 8 FOUL DRBSSINC8, MARKID INFECTION, D&l 

ABDOMIKAL, SPIJfAL CORD 16 103 WOUND ABSCESS, 250 cc, FIEKA.L FAIWRB 

ORTHO 3 1.03 Diel 2x 

ORTHO, AMPUT.A.nON 16 1.04 DBIIUDEM!NT N.ECK>TIC MDSCIB, DEBRIS, MITAL 
D&I 2x, !!Am: DUI TO SEPSIS 

SOFT nssUE ? Diel, DIVEIOPED FEVER AND? ANAPHYLA.CTIC 
REACTIOJr AF'l'ZR BIOOD TRANSFUSIOR, ~ 

NO. DAYS HOSPITALIZID 6.3 NO. DAYS IOSPITALIZID 

DAlS 
ll>SP 
QLlRIC 

7 

2 

7 

2 

5 

21 

3 

5 

2 

9.6 



CASE RA!IC TYPE OF INJUR!' 

RA PFC NONE 

DB PFC CHEST 

U> PFC CHEST, SOFT TISSUE 

EB PFC CH!ST, SPINAL CORD 
~ 

MB SP-4 CHEST, AEIX>MEN, ORTHO 

FM PFC CHEST, HEAD 

MR PFC CHEST 

HW PFC CHEST, CNS 

Bil SP.I. CHE.ST, A B)()MEN ,ORTJI> 

NO. DAIS HOSPITALIZED 

CASES WITH PUIH>NAR!' PATOOIOOY 

TABIE X 

DAIS 
HOSP 
USARV TEMP FINDINCB AND/OR T~ATMENT AT CI.A.RIC 

? ACUTE STA 'l'US AS'fflMATIC~, ST!RIO~ 

12 102'3 OF.CO Rl'ICATION 

6 10.3 DECORTICATION 

5 u,olJ PNEUMOTHORAX, CIOSED THCEACOS'IDMY 

24 1012 RI' :EMPnJU., MULTIPLE CIDSED TOORACOSTOMIES 

11 PNEU>DTHORAX, ASPIRATED 

8 SUSPECTED PNEUMOTHORAX 

6 102 50% PNEUMOTHORAX, CIDSED THORACOS'IOMIES 

9 TH'ORACENTESES, D&I 2x 

10.l NO. DAYS HOSPITALIZED 

DAYS 
HOSP 
CI.AHi 

3 

49 

16 

6 

6 

2 

2 

25 

8 

13.0 



CONT:OOL OF CASUALTY EVACUATION IN VIETNAM 
UTILIZING RADIO COMMUNICATIONS 

Captain Hubert G. Farr, MSC * 

The need for reliable comnunications has been recognized by the tactical 
elements of the Ar-rq for quite some time as evidenced 't:w the slogan "Move, 
Shoot, Cooanunicate." Now the field anny medical service in Vietnam is sim­
ilarly integrating communications with patient care. 

THE FIEID MEDICAL REGULATOR 

Operating in support of highly mobile, separate, brigade-size task 
forces, the 55th Medical Group has developed, through necessity, a non-TOE 
Medical Regulating Section, cam.posed of senior NCO's and specialists (91C40) 
who act as liaison with the bripade medical company or clearing station. This 
liaison NCO or Field Medical Regulator (FMR) is attached to the surgeon of the 
supported unit for duty. It is the FMRs responsibility to: 

1. Establish and maintain contact with 55th Medical Group treatment 
facilities, aeromedical evacuation units (Dust Off element and 903d Aero­
medical Squadron), and the (MOO). 

2. Assure that the physician has assigned an evacuation precedence 
to each patient and in the event a Medical Corps officer is not available, 
assist the supporting medical company in assigning a precedence. 

3. Arrange, coordinate, and direct the evacuation process. As a rep­
resentative of the 55th Medical Group MRO he assumes control for evacuations 
from the division level medical service to fixed treatment facilities at 
field army level as follows: 

a. The Medical Corps officer at the clearing station gives the FMR 
the diagnosis and evacuation precedence of the casualties. 

b. The FMR radios the Group MRO, relaying the diagnosis and the 
evacuation priority. The MOO takes into consideration the diagnosis, possi­
bility of a surgical backlog, distribution of workload, availability of beds, 
and most important of all getting the casualty to the professional team best 
prepared to attend his injury. A destination hospital is decided upon and 
the evacuation of the casualty to that hospital is coordinated with 11Dust­
Off11 or the 903d Aeromedical Evacuation Squadron of the Air Force. (Note: 
Evacuation by ground amrulance to the rear is virtually non-existent in 
Vietnam due to the insecurity of roads, the terrain, and the time factor.) 

c. The MRO radios the name of the destination hospital and the ETA 
of the evacuation mission to the FMR, all within a matter of minutes. 

* Assistant Operations Officer, 5 5th Medical Group. 
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55th MEDICAL GIDUP FMR, SSG HERBER!' WRIGHT, 
COORDINATING THE EVACUATION OF CASUALTIES 
Fll>M THE 4th INFANT.RY DIVISION UTILIZING 
RADIO COMNJNICATIONS. 



LES.SONS LEARNED 

During 1966, the 55th Medical Group suppc,rted ten combat operations in 
11 CTZ ( N) • Evacuations were controlled by placing a field medical regulator 
with the division level medical service, u~ located at the rorw.rd support 
area (FSA). The following significant operations supported by this group 
reveal clearly the need for fast, efficient and reliable radio ccmmunications: 

1. Operation Hooker II (Phase II Operation Heney Cla:,) (U) 12 Juq -
31 July 1966. 

a. Mission - provide medical suppc,rt for the 1st Cavalry Division 
and the 1st Bde, 101st Airborne Division conducting surveillance and ambush 
operations vicinit:, Ban Blech and Cheo Reo. 

b. Remarks - the use or FMRs to coordinate the evacuation of cas­
ualties from suppc,rted units to receiving hospitals was proven necessa:ry and 
feasible during this operation, but the major problem encountered was one 
common to all regulating in Vietnam - poor cOIIIIIUnications. The 55th Medical 
Group recommended that appropriate radio equipnent be made available to accom­
plish the regulating mission. On 25 Sept,•ber 1966, they procured two Frr.-718/ 
FRC-93 (Collins KWM-2A Single side band) radios which gave direct colllllmications 
with the FMR in the support area, and greatl;, facilitated the regulating of 
casualties. 

2. Operation Thayer (Phase I) (U) 1.3 Sept,•ber - 1 October 1966. 

a. Mission - provide medical support for the 1st and 2d Brigades 
of 1st Cavalry Division conducting a search and destroy operation in Northern 
.Binh Dinh Province, Vietnam. 

b. Remarks - During this operation the danger of total reliance on 
aeranedical evacuation lfaS demonstrated. Weather conditians on at least three 
occasions precluded evacuation frca the FSA. All piases of the operation 
were hampered by lack of reliable eo11111unications. 

3. Operation Hawthorne (U) 20 Ma:, - 10 October 1966. 

a. Mission - to provide medical support for the 1st Ca"fal.r7 Dirt­
sion operation in the vicinity of Dak To. 

b. Remarks - during the initial stages the lack of direct radio 
conununications between forward FMRs and the 55th Medical Group FMRs and med­
ical evacuation units, impaired the medical regulating operation. Messages 
between the Group MID and FMRs were transmitted by teletype, a slow and 
laborious process under the circumstances. I&nd lines were not initialq 
available and FM radio relay- through units was utilized. It was found, how­
ever, that relay introduced error and misunderstanding and it should onq be 
utilized as a last resort. 

4. Operation North Carolina (U) 7 October - .3 Decanber 1966. 

a. Mission - provide medical support for the 1st Eattalion 503d 
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Regiment, 173d Airborne Brigade while they furnish Ji)ysical security for the 
logistical complex at DA Nang. 

b. Remarks - this was a standard medical support mission with the 
new concept, of long range direct radio communications being utilized and suc­
cessfully providing direct contact with the FSA. 

5. Current operations. 

The 55th Medical Group acquired additional Rl'-718/FOC-93 (Collins 
KWM-2A) transceivers during 1967, and has supported as many as nine separate 
brigade-size task forces simultaneously. Currently the 55th Medical Group is 
supporting the 1st Cavalry Division (AM), 4th Infantry Division, 173d Air­
borne Brigade, and Americal Division utilizing FMR.s and direct radio com­
munications. The brigade usually operate independently and are subject to rapid 
displacement, creating a need for equal flexibility of medical support. 

55'm MEDICAL GROUP COMMUNICATIONS ROOM 
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Each move requires reestablishing lines of evacuation fran division level 
medical service to field UDJ.1 medical service. In order to meet such a com­
mitment, direct radio coanunications is or the utmost importance in accom­
plishing the mission. 

RADIO EQUIPMENT AND ITS UTILIZATION 

Terrain and distances involved are major con,siderations men radio com­
munication is to be established. 

I 

For short distance and ground to air cOIIIIIUnications (Dust-ott); AN VHC-
46/47 are utilized. This FM transceiver provided reliable short range, tm­
way conm.mications. 

Within the 55th Medical Group the FM transceivers have been utilized to 
facilitate coordination between the hospital and incoming medical evacuation 
helicopters. Their anployment by hospitala has reduced "•iting time" f'or 
professional personnel in the emergency rocm and permitted other personnel 
to be utilized more efticientl,y. Direct CCllll'llD'lications between the Dust Off 
helicopters and the hospital, or a relay by the group station to the hospital, 
gives the hospital a firm arri~al. time when the evacuation craft is with-
in ten to fifteen minutes to touchdown, thus insuring assE111bl,y of the nec­
essary persormel and equipnent to care !or the casualties. 

For long distance camnunications over all types ot terrain and distances 
vary.in~ from several miles to hundreds of miles,the RT-718/FIC-93 (Collins 
KWM-2AJ is being anployed with excellent results utilizing frequencies in the 
7 megacycle range. 

The RT-718 transceiver is W'Jllatched for versatility, dependability, and 
mobility. This transceiver has provided outstanding comnunications throu@Jlout 
55th Medical Group's area of responsibility. The unit is lightweight and 
easily transportable in its CC-2 Samsonite carrying case. 

SUMMARY 

Medical Groups are responsible for coordination of casualty evacuation 
from the division level medical service to field anny level treatment facil­
ities. To accomplish this mission the 55th Medical Group employs FMR.s 
attached to the supported medical unit. These FMRs utilize AN VP.£/46 FM 
transceivers and RI'-718/FRC-93 SSB transceiver to maintain constant communi­
cation with the medical regulating office at group level. 'nlrough the FMR, 
the MID coordinates patient evacuation, distributes the mrkload, and directs 
the casualty to the professional team best prepared to care for his injury 
with the least possible delay. 

The AN VBJ:,/46 FM transceivers have been found to be the most valuable in 
establishing COD'lllunications between hospitals and the incoming 11Dust Off" 
helicopters. Their use in this manner contributes to the efficient utiliza­
tion of available manpower and insures that necessary personnel and equipaent 
will be assembled to care for incoming casualties. 
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The Rl'-718/FRC-93 (Collins KWM-2.A) single side band transceivers provide 
long range conmlD'lications. They have made it possible for the MHO to main­
tain constant contact with the FMR and major treatment facilities. This 
equipnent provides the means b,y which casualties are regulated to the hospital 
and professional team most capable of caring for thElll. Hours and minutes may 
be lifesaving, and conmunications are helping to shorten the "hit to hospital" 
time. · 

CONCLUSIONS 

Adoption of the field medical regulator concept utilizing radio comnuni­
cations throughout Vietnam would facilitate the coordination and control of 
casualty evacuation. 

The field army medical services should have adquate organic cODDnunications 
equipnent capable or fast, reliable long range conmunications (0-500 miles). 

A special course or instruction at medical brigade level to train selected 
field medical regulators should be initiated. This instruction would include 
a review of field army facilities and their capabilities, principles of 
triage and casualty evacuation, and radio communications. 

An awareness program should be initiated within the medical service to 
acquaint comnanders and staff officers with the presence, capabilities, and 
utilization of radio communications in the control of casualty evacuations. 

"HE JUST GOT A ... 
DEAR JOHN TAPE~ 
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A MICR>BIOIOGT aumB FOR ll>SPITAIB AJID DISPBl6.ARIIS 

Colonel Hinton J. Baker, MOIi' 

The follow1ng not•• are a guide to help laboratory •perri■on bladget the 
aicrobiologr effort. of 11111.ted aedical laboratory reeourc•• tor the ao■t ■ean­
ingtal. renlta. 

1. laborato17 renlt■ are pro'ri.ded tor the ■edical officer onq to help 
e■tabliah or d.1■-tabliah a diagnoai• that hae been arri.Yed at b7 a careful 
hietory and JD79ical ene:!nation. If th• patient load 1• nffllbelaing tor 
the doctor it. can be jut u offl'llbelaing for the laborato17. Triage is the 
onq aolut.ion in nch instances and onl7 th• eedical officer can pertol'II the 
triage. The 119dical officer who supeniaee t.he aedical laboratory is r•pon­
aible for establishing th• priori.ti ... laboratory teclmicians must clnelop 
proceclaNII to fit tboae prioritin. 

2. The prioritin for procedu.rea are based on bow aaoh the labot'atory 
renlt will infl11ence the decision ot the ■eclical otticer in care of the 
patient and the iapo:rtance ot that decision. For in■tance, th• re■ut ot a 
malaria ••r on a febrile case intlttencea the deci■ioll tor the kind of theraw 
tar aore than a graa stain of a urethral cliacharge fraa a patient with cbar­
acteri■tic history of acate, burning aeuation on urination ancl a ftJ7 recent 
vethral diacharge. Furtllel'IIOre, a ailldhgnoais of the tner 110uld aore often 
have aerioua oonaequence■ than ai■•Hagnosia of the urethral diaebarge. 

J. A n•b•r of procedures in ■icrobiologr are reccaaended to proYicle 
■eaningtul .reft.lta. 

a. Blood culture ehollld be atreased as iaportant in tnera with 
elnated WI£ or in t7Jlhoidal cues. Th• information deriYed can be lite 
HYing in ■elioidosia. The decision tor blood cultve ahould be reached 
pt"ior to adndniatration ot antibiotics. Extreae ••psi■ ebollld be exerciaecl 
in akin preparation and tran■ter ot th• blood ao that a Tali.cl interpretation 
ia ■ade of growth that appear9. The bottle should not be di■turbecl during 

. inC11bation until viaible growth appeara. Blood culture should be repeated 
aa indicated by nidence of continued aepsia. Re•rding intonu.tion is ob­
tainable in aome febrile cases fl'Clll e,rv,1nat1on ot bu.tty coat or akin leaions. 

b. Urinary tract intection should be detected b7 eollectien of 
Yoided urine {llid-etreaa portion) in aterile glaa• container with coYer. A. 
■terile 6.5 - dia■eter loop is u•ed to place a drop on a clean elide. ilao, 
a drop ot the urine secliaent frca a sterile centrihge tube with stopper 
placed on the sae slide at a point ■arkecl 11S" alao with the 6.5 • ■t.erile 
loop. Th• drope are allowd to dry, fixed with h•t and stained t,r ■ethylene 
blue. Arrr bacteria seen in the unsediaented apeciaen indicate aigniticant 
bactiuria and requ.ire culture. Absence ot bacteria in the sediaent pre­
cludes culture. In ca, .. of recurrent ur1narJ tract intection showing cocci 
in the aediaent, seek to identity enterococci. The results ot culture should 
be consonant with the findings in the stained slide. 

--Comnanding Officer, 9th Med Lab 
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•• V1PPP4 1Dfertd:f - t.h• aoet. serious kind •f wad intectien ia 
eloat.ridial, imolrlng ... ;.. The apeciaena abould be takea trca wunda 
that tmolw ekeletal ••ole and part,1cralarq tho•• u•ciated witll tract'llN 
or coa)ll'Oai.nd arterial blood 911,r.aq. The apeciaen ahDud be taken at tint 
dreaaing aft.er debridaent. linadat• •hoald be wiped allQ' and a dJ7 aterile 
nab pat onto or into the upoaed muol• and lett. tor a per.t.d .r aeoonda to 
be thoroagllq aoaked. Thi• ••b is agitated in 1 al ot cold aterile 1mtrient 
broth 1111til nab content and broth are tboroaghq aixed. Th• nab 1• Vl'llllg 
cl17 on th• aide of th• t•be and raoTed. Uaing a 6.S - aterile loop, one 
drop of the broth aixtlU'e is placed on a clean aUde miah 1• fixed and atain­
ed u 1n th• at.t.acbed cliNction. "'7 blut ended, parallel aided Grall pod­
ti Te bacilli ••n can be aaSllled te be cloatriclia ancl represent. one •U Uon 
per 111llil1ter of th• ,atient•• ••cl• at the point ef ... pling. Thia 1• a 
aigniticant infection and indioati•• of nNd tor t,art.her debrid•ent. Tb• 
ccmtaa!nated broth 1• kept cold 1111tll the elide exur! nation 1a caapleted. 
It Gl"III poaiti•• roda are aND, th• brot.h ia atrealted on egg ,-lk blood agar 
plates and incubated 1n an anaerobic jar. The eloatr1d1a can be identified 
u to apeci•• bT colonial aorpboloa. The type ot baoqai• and reaotion witll 
the egg 791k. St.aJlb7looocoi anA atnpt.ocooci can &ho be identified on this ··-· The lliCl"OOrganiaa of prillary concern 1n -,..s infection• are the 
proteolytic Ora negatiTea, Paeudaa:tna• and Prot••• Theae can be readiq · 
identified on an aerobic BMB plate streaked fn:a the cold broth. Pe!9de-app 
aeruginoaa is particulal'q important 1n th• ecoloa ot the wund tlora 1n 
that it haS an affinity tor periTaacular spac• and caaJll"Olliaes the 'Yital 
exchange between aall ••n•l.s and tian••• 

ill plate• should be streaked. by a standard met.hod to pronde a 
quantitati•e eetill&t.J.on of each bacterial apeci••• Thia eetiaate prorldea 
a key to aaseaaing the significance ot each llicroorgania. ilthcnlgh the 
procedve appears detailed and ccaplicated, the a1Jlpl.icit7 lies in th• pn.-
11&1'1 asaes•ent of the Gra atain fnllll the tianea. The culture att•pt• 
onl1' follow the significant finding• mad• 1n the prlmar,- Graa stain. Hence 
11&117 costl.7 hit aeaningleaa culture att•pt.• are eliainated. 

d. Bpteric infection - ~ t• bacterial infection• or the bowel 
are regularq known to persist 1n our aolclien in Vietn•. 'lbeae are tY)lboid 
and JIU'&typboid. These infections are found aaong casea of FU0 with abd.0111-
inal distresa. The dy11enter1ea, on the other hand, are tar a>re ccaaon but 
of aborter duration. The bacilluT dyaenteri• are aelf-liaiting in Aaericans 
and essential ther&P.1 or tl11id and electrolyte replac•ent is most. freq11111tq 
determined by clinical rather than laboratory findings. The identification 
or t.he cauaatiTe agent ie of use tor dis••• prnantion. Although the iden­
tity of the agent pro•ides ame aatistaction to the PQ'aician, the intona­
tion is rareq a-Yailable to influence decision• on apecitic patient care. 
Since the aajor aiJa or identi1ying th••• agents ia to effect hygiene in 
ailitar, coapounde rat.her than in the indigenous population, theae agents 
associated wit.h aultipl.e ca••• fl"Oll a particular unit are of greatest signi­
ficance. ~ ... en though the caaes are ■een by clitfeNDt doctora, a •yet• 1n 
outpatient aerri.ces or diapenaarin that ~pt,17 reflect• aultiple cases of 
the Nae t7J)8 fn:a the Nae unit can yield -Yalu.able intonaation. However, it 
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i■ onq neceesar., to obtain .tool e•bs fl'GII a repreaentati•• ... p11ng ot can• 
in such outbreak• to identity a aingle cauat1Te agent. Such apecimens ehould 
be placed 1n holding aedia and marked "Di•••• outbreak• t.o aNUI"• reJ»rting 
to all concerned in diaeaee outbreak control. 

With the exception ot an outbreak within a nngle 'llllit, the mat 
efficient •7 to identit;J' bowel pathogens IIIIODg sporadic caae■ is to tN&t 
eyapt,aatical.1,1' tor 48 boura. It 87Jlptou haTe not di■1n1ehed atter that 
tille a careful laboratol7' exem1nat.ion ia indicated tor both intestinal pl'IOtosa 
and bacterial enteric pathogens. More than 80 per c•t of diarrheal cli._.e 
in Vietnaa will abate ll!lder eyaptoaatic theraP7. · Fna thi• large group « 
casn few pathogenic aicrobee can be idtntitied bl' our laboratories. On the 
other hand in cases with persistent sympt,cas tor 48-boura 1n spite of S71lpto­
matic theraPJ the laborato17 can be Tel'J' effective and the renlta re111rding. 
Under the reduced load ot •terial, the laborato17 has the opportunit7 to 
produce the qualit7 1'Drk required. S0111e aigna and 111JlptoaB ot the diaeaae 
in the request will aharpen the focu■ in the search tor a particular t7pe ot 
pathogen. 

e. Spinal fluid ie tir■t exuained by' a Graa stain of the eediaent, 
or an India ink preparation, it indicated ao that an bmediate report can be 
•de. The Graa stain will indicate the media and conditions required tor 
culture and aeneitivit.7 studies. 

If the bacteriological culture facilities are llaited place O.l al 
or the secliaent into a tube of Care,--Bl.air tran■port 11edim and send to the 
9th Medical Laboratozy or to one ot its branches. If no bacteria are aeen in 
the spinal fl.aid, draw an &Cllte phase ■erua specimen and mark t.he case tor a 
repeat sena AID.Pl• in 14-21 dqa. Send both aera and a request tor antibo<!T 
titer tor meningeal diseue to the 9th Med I.ab. 

t. Pnemonia - aake a smear ot the sputum and stain b,y the Gl"llll 
method. Culture the aputa on blood agar and ''aelioidosis" aed11a. Seek to 
identity Pneumococcua pneumoniae, staptqlococcua aureue, Streptococcus !!!!2-
].yticus, Hemophilus inf'luensae or Klebsiella on the blood agar plate. Inter­
pret the culture reaults consonant with findings on the Gra stain. Arrr 
growth on the ''melioicloais 11 ■edi.'81 should be sent ialediateq to the 9th 
Med Lab or its branches tor continu.tion of Pa. PaeudoauJJei. In suspect 
caaea ot Pa, paeudp]lei draw an acute pbaaeserua and send to the 9th Keel 
Lab tor te■t ot Pe. peeudmaJ 11111 antibodies. Draw a serum tor such test 
weekly \Dltil such tentatiTe diagnosis ia abandoned. 

g. Gonorrh• - •ears tor Gram stain ot urethral diacb&rg• should 
be lim:1ted to cases where the histor,y ror gonorrhea 1a at.ndoal or where .the 
patient has tailed to respond to comentional theraw. 'ftlere there is clear 
erldence of continuing infection, rather than reinfection, a nab ot the 
urethral discharge is placed in Care,--Bl.air transport aediua and delinred 
within 12-hours to the 9th Med Lab or to one of its branch laboratories. 
These cultures are useful in SUrTeillance for !!!. gonorrhea atraina reeistant 
to conventional theraw or tor the identification ot other agents ot urethral 
infection. The effort.• deTOted to such studies wuld be -,re aeaningtul than 
routine Graa stains of all urethral discharges. 
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h. Serolodoal etudiff are baaed on the daonatration of an increaae 
in antibodi• tomN 1n reaponse to a epecitic infection. Tbeee antibodie• 
do not reach aipiticant lnel• until at leut ten dq8 after onset. Sera 
uapl.ee collected earlier than this tille are 110st often negati•• tor that 
epiaocle and nch negatiYe reault ha• no diagnostic aigniticance. The request 
•lip abould note date ot oMet ot cliNUe. 

i. Linds!f olffriy techniqae - tor the clearing ot •ears made tna 
wand Ulldat•i 

l. ilr dl7 •ear at roam t•perature 
2. Fix dri• ••r tor one aimrte with 95 per cent etbaaol 
3. Rln•• •ear in chlorotom tor tiYe to ten minute• 
4. Soak tor tiYe to fifteen llinutN in tap w.ter (Tiae Tariff 

with the a01Ult ot bloocl,protein, .tc. in the •ear) 
S. Air dl'J' the --r at roca t•peratuN 
6. Gra etain. Air d17 again 
?. Clear the •ear with a aixt,ure (1:1) ot aethyl Nliqlate 

and a9'.h1'l beuoate. 

Opthna cleariDg nri•• traa tiYe ainut•• to ■ix hours or 1110N, depencling on 
the dtn•it1 or the .... r. Jfonaalq a twent1 ainute clearing will suffice. 
It aore cleari.Dg is needed, return the elide to the lrl.xture1 it the slide 
is oYer decoloriHd, J'Nta1n and clear a,ain. · 

4. Th•• not.ea are •et forth as a guide to JrCffide wit.bin the capa­
bilit1 ot aedioal laboratories in Viet.a• 1dlich could aoet often contritute 
to the welfare ot the indin.clual patient and to the prevention ot disease 
in the popuatien ot aolcliere. C=••nt• are welcomed a11 are contribationa 
to the aproy•.t. ot the guide. 

HEARING AID MAINTENANCE 

Medical units should be familiar with the provisions of AR 40-J, para 
ll2 concerning the repair and replacement of defective hearing aids. Only 
the replacement of hearing aid batteries can be accomplished in country. All 
requests for hearing aid maintenance (other than the replacement of batteries) 
should be forwarded to the nearest evacuation hospital medical supply officer. 
In turn he will detennine the need for repair with the Audiology and Speech 
Center, Walter Reed Army Medical Center. 

All individuals who wear hearing aids should have a spare in their 
possession before departing CONUS. In the event that an individual has only 
one in his possession, arrangments for the procurement of the second one 
should be made in accordance with the procedure outlined above. 
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MElJR)SUOOICAL NURSING IN A COMBAT 1l>NE ll>SPITAL 

Captain Margarethe Hawken, ANC* 

The heart and · the art of nursing as well as the technical •kill and 
lmowledge is of the essence in the field of neurosurgical rmraing, in a 
combat zone hospital. Unlike neurosurgical patients in stateside medical 
facilities the combat 'NOUnded neurosurgical patient usualq has multiple 
wounds requiring the attention of numerous specialists along with the 
neurosurgeon. The 1mltipl.icit7 or wounds must be cared for utilizing a 
hierarchical qstan ot priorities in order to pron.de the patient with the 
best possibilities for surviTal and recuperation. Wounds inflicting in­
sult to back or extremities usual.q haTe a lower position on the priority 
scale than ll0unds to the brain, cheat, abdolllen or circulato1"7 97stem. The 
responsibility tor assessing the· needs ot the patient lies with the attend­
ing medical officer who, in turn, depends greatq upon the nursing staff to 
keep him Wonned or any change or deterioration in the patient I s condition. 
Such surveillance extends from the maaent the medical helloopt,er del1Ters 
the "NOunded man, W0JD&11 or child to the heliport at the 24th Encuation Hos­
pital to the time the patient leaTes the hospital. The Jl&jorit7 of patients 
are further nacuated by air to CONUS or in the ease of Vietnamese patient• 
to their homes. Even in the case of cirlliana the majority of llDunds are 
inflicted by mortar tra~ents, mines, booby traps and sc:aetilllea by Tebicular 
accidents not directly the result or enemy actions. 

It 1• imperative that besides the speciall1' selected nursing statr on the 
neurosurgical ward the nurses in attendance in the ••rgenc7 roca, pre-op 
ward, operating roe111, and sometimes nen on the general postoperative or ort.ho­
pedic ward be cognizant or the total needs of the patient with neurosurgical 
problems. Basic principles of pre- and postoperative care are the same tor 
all surgical patients-a patent airway, control of hemoritaage, prnention or 
treat.ment of shock, 11aintenance of proper fluid an:l electro11te balance, proper 
hygiene, and prnention ot infections or turt.her tra1D&tic insult to the bod7. 
In addition, the neurosurgical assessment or the vital signs include a mental 
status classification, careful o bsenation for signs or s,aptcas of increased 
intracranial pressure, irrational and nen Tiolent beha'Yior, and lnel or 
degree of ,consciousness. 

The terrain in which the solider finds himself when tramia is inflicted 
militates against keeping the wound ccapleteq tree ot infectious agents. The 
jungle or marshland, the infested hanlets and tunnel.a, etc., coaaonq abound 
in n.rulent strains ot such organitlDII as Pseudo■onas or JClebeiella which are 
trequentq resistant to the majorit7 of the most coaonq used antibiotics. 
Onq by scrupulolls attention to proper band •shing procedures coupled with 
a continued awareness or the lurking danger from cross infection can the hos­
pital start cc:mbat these forces of m.l. Ccapounding the probleu the patient 
brings with him to the hospital ward is the lack ot facillt.i• tor rmm1ng 
water and scrub sinks. Altemate methods of hand wshing such as basins or 
water and germicides have to be cployed, at the present tiae. Frequent chang­
ing or aolutions is a must and all personnel must be kept aw.re of this tact. 

*24th Evacuation Hospital 
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The t,id.cal picture or th• neurosurgical battle casuality at this hos­
pital ie a pereon vi.th mltiple wounds, internal injur.lee, infections, head 
or spinal cord trama, rr.l.gbtened and 1n pain at tiaes, helpless or diaorient­
ed at other till••• Theee proffer . all the ingredients needed to cook up a 
batch ot nursing penonnel dnotecl to girlng bedside care and adhering to the 
higllnt prlnciplN of the marsillg proteuion. Thie is the caliber of nurse 
and nuning as■ietant w seek lltum ll&k1ng wrd asaigmaente. 

When the nem"0811rgical patient arriTee on the ward hi• condition is care­
t'la.llT naluated b7 the nurse and the nursing aa■i■tant. A. report. of the 
patient•• condition coaea with the patient from the BecoTer;y Roca nurse and 
i• illport.ant to the wrd nurse before the patient is even moTed tram the 
litter to the gatch bed on the nearoeurgical ward. It no back injury is in­
Tolftd the patient •a head i• !mn11ate1T elnated 30 degrees. Thia f'acili­
tatee nnous return, therebr helpiJag to reduce intracranial preseure. It 
unconacious, the patient ia placed in a coma position and turned at leaat 
ne17 t• hova t.o prnent staaia i:neaonia and decubitus ulcers. ill munds 
and dreeaings are checked tor drainage and bandages reinforced or changed as 
req'11rN. 

ill brain injvy patients are placed on n911l'Olog1cal Tital signs ner;y 
hov tor at leut twnt7-tour hours. As the patient •a condition atabilisea 
and the lenl or conaciousne•• rises this requireaent changes to ne-rr tw 
houra and later to ne-rr tour houn. Splnal cord inju17 patients are ob­
aernd tor ext.Nld.t7 IIO'Y•ent as well as routine vital aigna. 

l•rological -dtal aigna include mental atatu■ or lnel ot consciousness, 
moT•ent ot a:traities, papilhr7 equality and reaction, blood pressure, 
palae, reapiration■ and t•perature. Changes or T&riations in~ ot these 
■igns mq be of lite aa'Ying or threatening importance and auat be report.eel 
!-•'1at.el7 to the aeumnrgeon tor it aa7 be necessary to retum the patient 
to the operating roca with haste to allmate increased intracranial pressure • . 

At this hospital a aiaeographed ebeet entitled "Mental Status ClaAiti­
cation" 1a kept on ff9r'7 ward bat •pecially in the areas receinng the 
majorit7 of nftn,au.rgical patients. Th• sheet. reads: 

ALIRl': . Nomal. 

AWAKE: Mq sleep more than usual rut is tulq oriented when 
aroused or IMl1' be contused at times. 

IETHARGIC: Drowy hilt When ■tillulated o~s siaple camnands. 

STUR>R>US: Ve17 hard to arouse - looks around when etiaulated -
aay oba7 caeee:ntls at t1Jnn. May cur■e or aay "Don •t" 
when at1aulatecl. 

SEMICOMATOSE: Purpoaetul JDOT•ents llhen stimulated. Doesn•t 
obey coasanda or answer q11etitions. Doesn't talk at all. 
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COMA: Decorticate - Draw hand• up onto chest wh• stiaulatec:l _ 
but ti>T PURPOSEFUL. 

Decerebrate - Exi;encls anaa and lega, arch•• neck and inter­
n&~ rotates hand• and &1'118 ,men atDl1llatecl. 

Unreaponsin - No rnponae to &111" at.1-llua - the dHpeat 
■tat• ot ccma. u~ precedee d•th. 

The aedical treataent ot neurosurgical iatiente follow a pattern. FiYe 
da7• ot intraYenoua theraP,Y with 11a11■iTe doses ot antibiotic• are atandard 
postSUl"gicalq. Then oral and intl'"UIWJcular aeclications are giTen in conjunc­
tion with Dilantin and aometimea Decadron. It the patient raaina incapable 
ot accept,ing oral tluids, a naaogastric tube is inserted and tube feedings 
initiated tor aa long ae nece■N17. For the patient■ ha'Ying tracheoatomies 
certain practice• haTe been inatigatec:l not onq t.o irnent croas infections 
but also to decrease the incidence or tracheitis. Along with routine trache­
ostcm;y care 'Nhich involYes regular cleaning and inatillation ot saline ne17 
.tour hours two mall necked bottle■ (IV bottle• 110rk wll.) are aet up at the 
bedaide. One contains Zephiran Chloride l: 1000 in which the auction catheter 
is soaked att,r use. The other contains •ter tor cleaning and aoaking the 
catheter prior to insertion into the tracheoatca;,y tube tor eucitioning. This 
_w.ehing is done in an effort to prnent tracheitis. 

The neurosurgical ward know no night nor da.y. The intensi"f'e nursing 
care continues unabated around the clock •. Beaides the technical aspects 
or the 110rk pertomed th4' mundane tasks ot feeding, bathing, tuming, posi­
tioning, oral hy-giene, aiding bowel and bladder eliaination, skin care to 
prnent pressure sores and changing bed linens continue ateadi~ throughout 
each twenty-tour bour period. Thia requires nursing art as well as scientific 
knowledge and skill. 

The third dimension tor neurosurgical nurses imolves the ext.ra some­
thing that the nurse must give to the patient witho•t ever being sure that 
it is not simply wsting time. Thia includes reading letters f'roa home to 
patients who show no visible sign or understanding what is being said. It 
is writing letters tor patient• who take ages to go fran one 110rd ~ the 
next and also to be sure the letters are understandable when the, reach 
loTed ones back home. It is to be sympathetic and kind and patient even 
when oTerburdened with ward tasks ao that an eaotional crisis tor the patient 
does not end in a diaplq ot exasperation which would be anbarrasaing to all 
concerned. The hopelessness that floods oTer the soldier with an inoperable 
cerri.cal spinal 110und can be oTerwhelaingly tralll&tic for both the patient and 
the young man or waman who is gi"f'ing hi.a nursing care. Also, the hopelessly 
childlike condition of m&ll1' ot those with -brain damage can cause stress to all 
concerned, and who are in daily contact with these patients for long hours. 
One mist use heart and head in equal proportion• in order to ccmplete success­
tul.q a tour of duty on a nnrosurgical wrd in a combat sone. 

·Te&11110rk, esprit de corps, devotion to duty, a sense ot h\DOr and a good 
strong back are ·the requirements tor surYirtng a 7ear or nursing in Vietna111 
and nowhere is this mixture 110re necessary than on the nursing service of a 
neurosurgical ward. 
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DIVEf6E MANIFF.STA TIONS OF MELIOIOOSIS 

Capt.ain Richard A. Krebs, MC* 

Disease caused by Pseudamonas peeudomallei is being diagnosed with regu­
larity in the Repablic ot Vietnam III Corps area. Several ~icles have 
appeared in USARV pablicationa that describe the clinical picture and approach 
the treatment of this disease. (1,2,.3) · 

Brief case histories ot patients recently hospitalized at the 12th Eva­
cuation Hospital will be presented to demonstrate a spectrum ot clinical syn­
dromes seen in melioidosis. 

Case 1 - D.V. 

A 19 year old enlisted man entered the hospital with a one daJ' histor.r 
ot fever, chills and cough with expectoration ot dark red aputm. Examina­
tion revealed a toxic dyspneic patient with a tanperature or 104 °F. A 
chest radiogram showed a diffuse bronchopneumonia. He was treated with 
penicillin and colistin without benefit. A spit'llll culture grew gram nega­
tive rods, later identified as P. pseudomallei, sensitive to Chloramphenicol 
and Kanamycin. The antibiotic regimen was replaced with Karuuqycin (4 gms 
daily) and Chloramphenicol (8 gms daily). There was 1mprovanent in the 
t•perature, roentgen and clinical appearance. On the sixth day, however, 
anuric and a~temic supervened. He was transfe?Ted to the Renal Unit at 3d 
Field Hospital where the renal failure was successfully managed by- peritoneal 
dialy'sis. He became &febrile and the chest radiogram cleared completely' 
without the need tor further antibiotic therapy. His renal function was 
eventually restored completely. 

Case 2 - w.c. 

A 20 year old enlisted man noted the onset of left pleuritic pain on 
the day of admission. He was acutely 111 with a temperature ot 104 °F. His 
chest radiogram showed a small infiltrate in the left mid-lung ~ne. On 
the following day, a large pleural effusion appeared containing mostly 
lymphocytes and sterile on culture. Bronchial washings also showed no 
growth. The hemagglutination (HA) titer for melioidosis w.s greater than 
1:1280. He was treated with aqueous penicillin (ltO M units daily) and re­
peated thoracenteses. The pleural effusion and pulmonary infiltrate cleared 
within three weeks. 

Case 3 - J.F. 

A 35 year old soldier was admitted with a four dq hiator.y ot anorexia, 
nausea, epigastric pain and fever. He was febrile (102°F) and had spleno­
megaly-. Malaria smears, blood and urine cultures, serological tests for 
leptospirosis, dengue and scrub typhus all were negative. Chest radiogram, 
upper GI series and IVP were nonnal. Melioidosis HA titer was greater than 
1:1280. Treatment with Tetracycline (2 gms daily) resulted in a complete 
clinical remission. He was treated tor two weeks and remains well on out­
patient follow up. 

*Present duty assignment, Medical Service, 3d Field Hospital, Saigon 
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Case 4 - W.J. 

A 35 year old 1111.le had a t1«> week history 9! intermittent pleuritic 
chest pain, cough and diaphoresis and was noted, on admission, to have a 
t•perature elnation to 104 °F as the onl.7 abnormal pl\ysical sign. Normal 
laboratory findings included CBC, urinal.7sis, malaria smears, blood cul­
tures as well as serologic studie• tor dengue, leptoapirosis, and scrub 
typhu■• An ECG showed ST elevation suggestive or pericarditis. The SOOT 
rose to 80 units. He continued to have spiking tElllperature elevations to 
l04-l05°F tor tlC> weeks after which there was gradual 1mprovElllent without 
specific theraw. The results of HA titer tor melioidosis obtained after 
the patient we discharged w.s l:12a:>. He has remained well and is followed 
as an out patient. 

C&se 5 - I.M • . 
This 36 1•ar old male wa admitted after three week history or daiq 

tanperature elnatiane to 100-101 °F. Fhysical examination was nonnal as 
were the routine serologic studies tor a febrile illness. The initial chest 
radiogram was normal· but after t1«> weeks an infiltrate developed at the 
right lung baee; this progressed in size and density- over the next five days. 
Bronchial wshings and blood cultures were sterile. The melioidosis HA titer 
1: 1280 prcmpt.ed the use or Tetracycline ( 2 gm dail.7). The temperature qsed 
to normal abrupt.q and the infiltrate cleared within t1«> weeks. Treatment 
was continued tour weeks. He remains well on outpatient observation. 

Case 6 - M.H •. 

This 20 79ar old aale gave a history of pleuritic type chest pain for 
approxillatel.7 one month. Ph78ical UM11n.a.tion was normal but chest radio­
gram ahowed ■everal IID&ll, thin-walled cavities with surrounding infiltrate 
1n the left lung apex. No sputum was produced and a percutaneous aspira­
tion of the area wae bacteriologicalq sterile. PPD intermediate skin test 
was non-r•ctive. Within one week, under symptomatic treatment alone the 
chest radiogram showed a decrease in the size of the cavities. At tl«> weeks 
no cavitiea were noted and the infiltrate diminished; within three weeks it 
had cleared COllpleteq. Cheat pain gradualq resolved and the patient re­
mained atebrile. The aelioidoeis titer was greater than 1: 1200. 

Case 7 - L.c. 
A 26 7ear old male w.s a<Ditted because of chills and fever. He had 

fallen and injured his head sneral dqs before. Physical examination re­
vealed a t•perature of 103°F and a large subcutaneous hematoma of the 
right frontoparietal region. Routine laboratory studies were nonnal. 
Treatment was symptomatic although he continued to spike revers daiq. 
Purulent fluid was aspirated from the scalp lesion. This material grew 
P. pseudau.llei; the HA titer tor melioidosis was greater than 1:1200. The 
area was incised and debrided. Chloramphenicol (4 gms daiq) was instituted. 
The patient was evacuated out of country but he is reported to have done well 
on the above theraw. · 
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Case 8 - J.G. 

A a> year old male entered the hospital with a one month histo17 or a 
cutaneous leg ulcer. The ulcer (8 x 10 ma) was noted to have an infected 
base with rolled edges and had been retractor., to wet dressings. A biopsy 
ot the edge was interpreted as showing non-specific inflanlDation. Cultures 
repeatedly grew P. peeudomallei. The melioidosis titer was initial.q 
1:5120 and within ten dqs ws 1:10,240. The ulcer ws treated with local 
debridement, continuous saline dressings and topical bacitracin. The ulcer 
healed completely in six weeks. 

case 9 - J.J. 

This 22 year old male was admitted with a tw dq histor.y ot retro­
stemal pain, cough and fever. Physical examination was normal except. for 
absence of the PMI on inspection and palpation. A chest radiogram dis­
closed an enlarged cardiac silhouette. The ECG showed ST changes charac­
teristic or pericarditis. Pericardiocentesis produced 35 cc of sanguinous 
fluid with no growth on routine culture. A pericardial friction rub de­
veloped on the third day-. Temperature elevation to 103 °F continued daily 
and prednisone (40 mg daily) was started. There was gradual improvement 
and he 'W&S evacuated to CONUS. The melioidosis titer later retumed i:1280. 
No follow up data is available at present. 

Case 10 - E.F. 

A 20 year, old male presented with a history of an intermittent febrile 
illness, dyspleic and chest pain for one month. On examination the tempera­
ture was 102°F and heart tones distant. The chest radiogram revealed an 
enlarged cardiac silhouette. Purulent fluid obtained by pericardiocentesis 
grew P. pseudomallei on culture. He 'Was treated with StaJitcillin ( 8 gms 
daily) and Chloramphenicol (8 gms daily). The patient became progressively 
more toxic with hypotension, acidosis and cyanosis. Repeated pericardi­
centesis yielded only small amounts of fluid. Iauprel, corticosteroids and 
bicarbonate solution afforded only temporary improvement. Anuria appeared 
on the third hospital da,y and it 'W&S elected not to use Kanamycin. Con­
fusion and disorientation ensued; tenninally the temperature rose to 105°F. 
Autopsy disclosed a p.irulent pericarditis and pleuritis with no evidence or 
generalized dissemination. 

Case 11 - D.H. 

A 20 year old male was admitted after tw weeks of anterior, left 
pleuritic pain. Physical examination "W&S nonnal except for temperature 
elevation or 102°F. A chest radiogram showed a· large infiltrate with 
cavitory formation. Sputum smear and culture were nonnal; PPD intermediate 
skin test was non-reactive. The melioidosis HA titer was 1: 1280. He be­
came &febrile without antibiotic therapy but was evacuated to CONUS since 
the illness occurred near the tennination or his tour of duty ( DE ros). 
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Case 12 - M.S. 

This 23 year old male was admitted with a three dq history ot right 
pleuritic chest pain. T•perature ws elnated to 1018. Chest radiogra 
showed a discrete infiltrate in the superior segment ot the right lower lobe 
with a superimposed cavit7. During the febrile course the infiltrate and 
cartt7 enlarged. The melioidosis titer was 1: 1280. Chloromycetin (4 gms 
daiq) ws instituted. He quickq becmne af ebrile and the chest radiogram 
cleared in three weeks. The patient remained well and is followed as an 
outpatient. 

DISCUSSION: 

Melloidosis has been described characteristical.17 as "an acute febrile 
and fatal illn4'SS with pulmonary- manifestations." (4) That the disease Dl81' 
also be subacute has been pointed out be a previous article in the MEDICAL 
BULLETIN. (3) Recent publications have empiasized the fulminant and fatal 
characteristics of this infection(5), and even the press has been quick to 
portray it as an unusual and sometimes dnastating disease. 

In contrast, most of the cases seen at the 12th Evaucation Hospital 
have not been the acute and fulminant form or the disease but rather a more 
subacute clinical syndrome. Onq in case one and ten was the disease sig­
nificantl7 advanced to be considered acute or rulminant. The remaining cases 
were subacuteq ill and responded to ordinary doses or broad spectrum anti­
biotics or symptomatic treatment. 

Cases one and tl«> presented irimarily- with the clinical picture of 
pneumonitis or pleural effusion; in each patient dysJ11ea was present rut 
auscultator;y findings absent. Leukocyte counts were in the normal range. 
Case two was treated with penicillin but the resolution or disease probabq 
was not related to therapy. 

Case three and four were eseential.17 patients with fever of unknown 
origin and the diagnosis made by serology alone. Case three appeared to 
have a dramatic response to treatment with Tetracycline but case four re­
solved his disease without benefit of antibiotics. 

Case five developed a pulmonary infiltrate while in the hospital; 
this progress while under observation but resolved promptly once tetra­
cycline was started. Case six was also observed in the hospital. His 
11cavitary" disease completely disappeared in three weeks • 

Cases seven and eight are interestint examples of the cutaneous mani­
festations of melioidosis; one presented with a large, subcutaneous abscess 
and fever, and the other with an insignificant appearing but indolent leg 
ulcer. 

Cases nine and ten are cases of pericarditis due to melioidosis. One 
was in all respects similar to the benign idiopathic variety of the 



eyndraae vbile the other we a fv)alnu,t. di■we leading to circulator,. 
failure, anur1a and death. 

cue elnen and twlTe illustrate that fora ot the di■-..e llhich aq 
mime pwmon&J"7 tuberculosis. These patients ■how more toxicit7 in tenas 
of fner and chest pains than the usual case of tubercaloei■• Case twlTe 
was treated with aoderate doses of chlorom;rcetin and aade a praapt, caap­
lete recover,-. 

'nle treataent of aelloidosis has been outlined prnioueq. (3) This 
author felt massive antibiotic dosages such as 12 graaa ot chlorm;rcetin, 
2 grams of nowbiocin, and 4 grams of kanamycin daiq were indicated. No 
doubt these are adequate /guidelines tor treatment of the fubd.nant variety 
or the disease. Fortuna.teq this serious disease is not as CODK)n as the 
more subacute form which often respond■ to ordinar7 doses of chloraphenicol 
or tetracycline. On the basis of our experiences then, -. patients with 
melioidosis will resJ)Olld to tetrac7cline (2 gu daiq) or chlol"CIQ'cetin 
(4 gms daiq). 'lbe less 001111011 fuJ■1na.nt diN&Se w.lll require a larger 
dosage of antibiotics. 

SUMMAR!' 

Twelve cases of melioidosis have been presented to danonstrate the 
diverse manifestations of clinical infection with Paeudomonas peeudanallei. 
Most or the cases have been subacute, requiring onq ordinary doses of 
broad spectrum antibiotics. A few cases are fulminant, howner, and will 
require multiple antibiotic therapy c0111prising Kanam;rcin, Chlorampienicol 
and perhaps novobiocin in large dosage. 
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MEDCAP ACTIVITIES AT CAM RANH BAY 

LTC Ralph F. Wells, MC-- & CPI' Gerald R. Peterson, MCff-

INTIODUCTION 

Most Amy Jil1'sicians serving in the Republic of Vietnam have participated 
· in or are familiar with the Medical Civic Action Progra, or more conciseq 
MEDCAP. Having elicited some rather ambivalent CC1111ents about the pt"Ogram 
from physicians in other units we 1C>uld like to present a few observations on 
our own program which has had quite enthusiastic participation. It is hoped 
that the "Bul.l:etin'' will provide a forum wherein these observations can be 
critiqued and that it will trigger discussion based on the experience of 
others. The net effect should be of' mutual benefit. 

By way of background MEDCAP is broken down into two programs, MEDCAP I and 
MEDCAP II. MEDCAP I is a program conducted by the Vietnamese military' tor 
Vietnamese civilians while MEDCAP II is conducted by U.S. and Free World Forces 
tor Vietnamese nationals in cooperation with Vietnamese health official.a. In 
the Cam Ranh Bay area, MEDCAP participation includes not only the 61st Medical 
Battalion but the 12th USAF Hospital staff, OOK's and several physicians 
organic to units in the area. To prevent overlap or duplication of effort, 
MEDCAP activities are coordinated with the KACV physician, CX>Im officials, 
representatives of each of the major participating organisations and the local 
Vietnamese Health Officer at monthly meetings held in the KACV compound in 
Ba Ngoi. 

Participation in the program by physicians and dentists of the 61st 
Medical Battalion is purely elective. Activities are coordinated through t.he 
battalion Preventive Medicine Officer whe has accepted this as an addit:lonal 
responsibility. By virtue of having a single officer responsible for rosters 
it assures adequate area coverage, reliable reports and better suppq procedures. 
At the P!:_8Sent time 17 to 19 piysicians of the 61st Medical Battalion,all 4 ot the 
dentists, and the Jiiysicians of the 87th Engineer Battalion and 6/nst· 4rtill.UJ" 
are active. Enlisted participation is also elective and, as with the officers, 
is conducted in addition to regular duties. Most are enthusiastic about the 
program and are anxious to participate when other duties permit. 

CAM RANH CITY - GEOGRAPHIC AND SOCIAL ASPECTS 

Cam Ranh Bay is located on the central coast of Vietnam l!IOllle a>O miles 
northwest or Saigon and 40 miles south of Nha Trang. The bulk ot militar., 
forces are situated on a sandy peninsula about 12 miles long. The peninsula is 
located in Cam R&nh Cit7, one ot several independent cities not under a prorlnce 
govermnent but directq under Saigon's central goverraent. Cam Ranh City 
extends 37 km north and south along the coast and some 10 km inland. There 
are 28 bainlets, several or which are clustered together into larger "'1 J J ages. 
Two are located on off shore islands, three on the peninsula and the rest on 
the mainland. The city goverment and the MACV ~ are both located in 
Ba Ngoi which is on the mainland across the bay frcm the main .Anv cantonement 

--Camnanding Officer, 61st Med Bn, Cam Ranh 
H-Pbysician, 61st Med In, Cam Hanh 
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area. Midway do~ the west coast of the peninsula in the village of My Ca. We 
have arbitrarily divided Cam P..anh City by a line drawn through ¥zy- Ca, and the 
Air Force covers the area north while the Army covers the area south of the 
line. The IDK's act as a float and operate in both areas. There are approxi­
mately ~,000 civilians living in Carn Ranh City, many of worn are refugees,the 
population having been under 35,000 in August 1966. The principal civilian 
health facilities are located in Ba Ngoi and consist of a small dispensary. 
In-patient car~ is available only at the Province Hospital in Nha Trang. By 
and large this area is secure and it has been possible to conduct a MEDCAP 
program in an unhindered fashion. 

OBJECTIVES OF 'lliE 61st MEDICAL BATTALION MEDCAP PIDGRAM 

The battalion program has had a three fold objective. The first has been 
to provide out-patient services on a regular basis. The second has been initi­
ation of long range programs such as imnunization and health education lffiich 
can be sustained by the Vietnamese. The third has been a sustained effort to 
incorporate Vietnamese into hoth the immediate and long range programs. This 
has been achieved by utilizing Vietnamese nurses, health workers, interpreters, 
Vietnamese Navy medics, and in the case of visits to offshore islands, Vietnamese 
naval junks for transportation. 

SPECIFIC PIDGRAMS 

The first phase of our activities and the one in which the most personnel 
participate is a regular weekly or bi-weekly 11sick call" held in seven villages. 
A typical MEDCAP team is one or two Medical Corps Officers, a Dental Corps 
Officer,, several medics, and a Vietnamese interpreter. In addition, the Viet­
namese health workers residing in the different villages work with the team 
during these visits. Dental care is confined to extractions. Medical care is 
conducted on an out-patient basis with the patient's name, diagnosis, and 

· medication record on a Jx5 card retained by the team. Seriously ill patients 
or those requiring laboratory or X-ray studies are referred to the province 
hospital. This is some 50 Jan distant and represents a difficult trip - usu­
ally by bus. 

The principal long range program to date has been in the field of immu­
nizations. In October 1967 a program to immunize all Vietnamese nationals 
employed by the A:nt\Y on Cam Ranh Bay installations was initiated. Thus far 
some 5700 persons have received primary immunizations against cholera, plague, 
and smallpox. Booster cholera and plague immunizations have subsequently been 
given to over 4.300 persons. On 31 October 1967 an immunization program for the 
general populace of Can Hanh Village was conducted and 1025 were immunized. The 

• 12th USAF Hospital has been conducting an active immunization program in the 
northern. half of Cam Ranh City, particularly for school children. The purpose 
or this has been to avoid a massive "crash" immunization program such as was 
necessary during the plague epidemic of March 1967. The plague vaccine has 
been a killed vaccine which requires a booster. The Pasteur Institute 
produces a live attenuated vaccine which provides successful one shot immun­
ization. Its potency and availablity vary so it has not been used by us. Two 
observations are worth noting. First, despite the prevalence of skin infection, 
no major complications have occured with the smallpox vaccination. Second, 
there has been excellent acceptance of the program by the Vietnamese populace. 
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program by the Vietnamese populace. 

A third specific program is that of dental education which is noteworthy 
in that it was requested by the superintendant of schools. This program was 
conducted with the help of the 437th Medical Detachment (KJ) using the Cam 
Ranh Village School as a pilot study. Field dental chairs were set up in a 
classroan and with the help or the teacher 3x5 cards were made out with the 
chilq's name. Examinations were conducted on successive weeks starting with 
the older children. Each child was classified by standard Aney nanenclature 
(e.g. I, II, III, etc) and then was issued a ''Crest" care package with tooth­
brush and paste. After all e:xminations were completed on each day the use 
or the toothbrush was demonstrated. After completion of the survey children 
in Class III were recalled for extractions. Three hundred and seventy children 
were seen and approximately 100 were done • 

The 12th USAF Hospital has provided nurses to help conduct a 12 week 
training program for high school students and young adults to prepare them 
to act as village health workers. Several graduates of this program have 
subsequent~ participated in our MEDCAP activities. 

Initially many problems were encountered in the area of medical supply. 
In July 1967 medical supply responsibility reverted to the 32d Medical Depot. 
Coincident with this a clinical specialist was designated exclusively for 
KEDCAP activities. He has done an outstanding job of maintaining stock levels 
in the medical chests used for l1EDCAP visits. Chests are routinely re-stocked 
the morning following each visit. He had also been instrumental in main­
taining accurate records of the number and type of patients seen. 

CONCWSION 

This is a brief review of the MEDCAP experience of the 61st Medical 
EBttalion. It is recognized that it has been conducted under unusually 
advantageous circumstances due to the relative security of the area and the 
availability or medical supplies. It has however., provided some -insight into 
the medical problems indigenous to the area and has provided contact with 
Vietnamese nationals for Ji}ysicians who might otherwise be restricted to a 
purely "G. I. practice. 

Several challenges remain. There is an active interest on the part of 
Vietnamese officials in this area. We have a responsibility to provide 
education in tenns or training health -workers and in tenns of general health 
and sanitation while we have a receptive populace. There is a need for 
iJnproved health facilities in the area. The provision of such facilities 
offers opportunity for civic action projects by non~edical units and on a 
larger scale poses a challe!Jfe to COROO. 

The MEDCAP program has provided an intriguing and challenging bit of 
spice to the practice of the Army }ilysicians in the area and has simultaneously 
met a vecy real need. 
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GENERAL 

ESSENTIAL POINTS OONCERNIM} VIETNAMESE CUSTOMS AND HABITS 

Colonel Vu N~c Ho~ 

When sick, most Vietn,unese do not writ to be hospitalised. They treat 
themselves. They will request hoapitalisation onl.7 in extreme necessity, 
that is, when critical.q ill. Howner, they will request to go h0111e after 
one or two dqa if the,' feel better. If they are not authorised to leave 
the hospital, they JDa7 leave by stealth. This is due to the fact that 
Vietnamese: 

Do not like to receive medical treatment at hospitals. 

They al•ys think of their families. They are anxious about 
the living conditions of the fami~ members during their absence. 

They rare~ quit their homes. They cannot sleep wien etqing 
at new places. 

HOSPITAL ADMI'M'ANCE 

When a patient is admitted for medical treatment: 

He should be requested to answer all questions required by the 
hospital at one tiae. 

The relatives of the patient should be informed of the location 
of hie bed. 

MEDICAL ~AMINA TIONS 

If not necessary, female patients should not be directed to take off 
their clothes, since Asian women are usual.q shy. 

Patients heads should not be touched or their buttocks patted, al­
though such is the sympathetic gesture among Westerners. 

When beckoning a patient, do not turn the hand palm up,ard and flex 
your index finger - this is a contemptuous gesture. Instead, turn the 
hand palm downward and wave your whole hand • 

Asians consider western medicines hot and not fitting their anatomical 
structures. They should have explained to them the effect of these medicines 
to oure their diseases. 

MESSING 

Vietnamese are not used to eating the foods of westerners 'Which they 

*Surgeon General, R8P11blic of Vietnam 
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consider distasteful, such as butter and cheese. They should be given 
Vietnamese toode. 

They cannot eat cooked rice mixed with milk. 

Their spices usu~ are fish sauce, lime and green pepper. Thq rarely 
use salt. 

They usually drink tea or boiled •ter. They should not be given 
coftee to replace tea. 

VISITS AND LIGHT FOOOO 

When hospitalized, patients still •nt to receive infonnation on the 
activities of their families. Therefore, they must be permitted to re­
ceive their relatives. 

Relatives should be authorized to provide foods to patients, because 
only relatives know the tastes of patients, unless a critical sickness re­
quires the patient to be subsisted on light foods. 

DEATH 

When a patient is going to die, his relatives should be :iJamediately 
notified. If possible, transportation facilities should be assigned to a 
patient's relatives. Depending on a patient's religion, a priest or monk 
should be invited to administer last rites or baptism or to recite final 
prayers, whatever the case may be. 

When a patient dies he should not be placed in a coffin until his 
relatives come to make a final visit. 

Patient's relatives should be authorized to select the shrouding time. 

If requested by the relatives of the patient, the hospital should 
assist in organizing religious services. 

Hospitals should bury unclaimed corpses or those dead patients whose 
relatives are too poor to make burial or organize a funeral. 

For other refined details, Regional Station Hospitals or Civil Hos­
pitals should be contacted to obtain further infonnation and assistance. 
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CON3ULTATION CONCEP'IS IN MIIJ:TARY MENTAL HYGIENE* 

Colonel Matthew D • . Parrish, MC** 

It was discovered some time ago that most psychotics, neurotics, and 
delinquents were I¥>t under individual treatment by psychiatrists, social 
workers, etc., but were handled by laymen. Mental hygiene consultation with 
these laymen rather than with patients directly has often affected the lives 
of these patients far more than individual treatment would. 

What is consultation? It is almost as old as medicine, but watch out, 
it may be a new concept to you. 

Here is how it works: A doctor, a general practitioner, for instance, 
who has difficulty in diagnosing and managing a patient with a vague abdom­
inal complaint calls in a consultant. Now the consultant, if he acts purely 
as a consultant, does one of two things. 

1. He goes over the patient with the doctor and helps the doctor 
clarify his own thinking about the patient and aoout this area of medicine. 

2. He listens to a case presentation in which the doctor's own tech­
niqµes and prejudices are revealed, and without necessarily seeing the 
patient himself,he helps the doctor handle the problem. 

Note that here the consultant has considered the doctor as a profes­
sional equal - a colleague. In medical centers, consultants do not always 
act this way because they are not pirely consultant.• They are also teachers 
and the relation between teacher and pipil often overshadows the relation 
between two professional men. 

What are the advantages accruing to the little social system consisting 
of doctor, patient and family when that system utilizes a consultant? 

1. The consultant brings a fresh outlook that is not so involved in 
the patient •s life, the tediousness of patient care, or the pressure from 
the fanily, etc. 

2. The doctor's own type of over involvement, and even his mistakes, 
are in themselves data which tell the consultant something of the problem, 
something which the doctor or his regular assistant could not have seen. 

3. A consultant usually has experience in helping others to utilize 
their own resources. 

4. A final advantage is usually that a consultant is technicall.v 
trained in a particularly useful aspect of the problem. 

*Reprinted from Medical Bulletin, U .s. Al"lllV' Europe, 21: 18-a> January 1964 
**Presently Psychiatric Consultant, Surgeon I s Office, l:BARV' 
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Note again, I did not say 

1. That the consultant taught the doctor anything, nor 
2. That the consultant told the doctor how to run his rosiness, 

nor 
3. That he gave any treatment to either patient or doctor, nor 
4. That he took the patient out of the doctor's hands. 

or course, there are consultants -.mo avoid being pure consultants in that 
they treat or teach. There are even some people who call themselves con­
sultants -.men they take over the patient, but properly this is called 
changing therapists. It is not consultation. 

MENTAL HYGIENE CONSULTATION 

Mental hygiene consultation differs from ordinary medical consultation 
in that the mental hygienist consults not only with the doctors, but with 
all the other community "caretakers" who are responsible for the human rela­
tions within some group. 

Examples of caretakers - commanders, teachers, - lawyers, confinement 
officers, doctors and other staff; offic~rs. For simplicity, however, let us 
consider here only oomnand consultation. For this i:nrpose then, the follow­
ing definitions will apply: 

Caretaker - the commander and those officers commissioned and non­
connissioned to whom he delegates a JBrt of his responsibility for the 
mental health and the human relations within the military unit. 

Patient - someone with an imperfect developnental history at whom the 
unit is currently pointing the finger and sqing, 11He has a problem." 

Nonnal Person - someone with an imperfect developnental history but 
at whom his unit is NOT pointing the finger. 

Consultant - a person trained broadly in one of the behavioral sciences 
who can work with the individual commander, with his patient, and with the 
entire unit as an individual organism which has its own behavior, symptoms, 
and life course. 

What does the mental hygiene consultant do~ Essentially, he does the 
same thing a medical consultant does. He helps the caretaker to clarify 
his own thought about his problem with the patient and to utilize, to the 
fullest extent, all the resources which the caretaker already has at his 
fingertips. Resources are intellectual, emotional and social. Here is an 
e:xample of a consultation problem. 

A commander has many troops who are having trouble with excessive 
indebtedness. Commanders in neighboring units are having less 
trouble. The camnander assails the debtors bitterly as dishonest 
and essentially inhuman. The mental hygienist, adopting the usual 
non-judg)nent attitude, does not condemn indebtedness as the com­
mander has asked him to oo, and eventually, from the commander's 
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attitude, it becomes evident that he hlmself is fighting against a 
tendency to go deeply into debt in his own affairs. The mental 
b;ygienist, in accepting debtors as human and likeable enough, has 
accepted also this debt anxious aspect of the COIIIDailder. In the 
presence of the mental b;ygienist, the commander is able to accept 
it also. Thus the commander has opened the door to an area of 
creative thinking which was fonnerly blocked. He can now plan 
much more effectively how to deal with the probl• of debt in the 
unit. He may even stimulate his own troops to 1110rk out effectiveq 
ways of handling the problem which have never been discovered be­
fore. 

Note here that the consultant did not teach, did not advise, did not 
treat. As a consequence, though, the commander is now stronger and more 
resourceful than he was before the consultation. He is not more dependent 
upon the consultant to come and solve this problem again and again, or to 
teach him more and more. The tendency of this unit to mishandle indebtedness 
has been corrected by the unit itself with the commander as the responsible 
caretaker. This kind of practice strengthens the commander and the unit as 
a stable and creativeq resourceful organism. 

MENTAL HYGIENE 

Let's look more closely at the progranmed activity of mental b;ygiene. 

A military psychiatrist who supports 20,000 troops may be supporting 
about one hundred units plus the dependent families connected with these 
units. Now, when these units are divided among the social 1110rker, the psy­
chologist and the technicians, each mental hygienist may have fifteen 
units to support. In dealing with these units, the mental hygienists often 
confer in groups or individually so that each technician is consultatively 
supported~ an officer and the most experienced officers act as the con­
sultants for the entire staff. This intrastaff consultation is frequently 
also combined with teaching. 

Lets take the case of Company "A 11 , a unit which no mental hygienist 
has ever observed before. Let's say that a social 'WOrk technician is 
delegated to the unit and you are a psychiatrist supporting the technician. 
This technician keeps a book in which is recorded every unit he supports. 
Under each unit he records every "patient" referred from that unit plus 
other general observational data on the unit itself. Now this technician 
comes to you and says that Company "A" has ref erred three "patients II for 
administrative discharge evaluation and that, in addition, the supporting 
dispensary has referred one patient who has a mild phobic reaction that 
the unit and the doctor are now getting tired of. 

At this point you must ask yourself: what is this unit trying to say 
to the Anrry Medical Service or to the unit I s own higher command? What are 
the CO and First Sergeant trying to say to their troops? One thing fairly 
certain is that the camnander using on the spot observation and using more 
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skill at command than you will ever possess has concluded that his unit would 
be better off without these three men. Similar communication is also coming 
in from the surgeon. You must respect these opinions. But you may also sus­
pect that these four men constitute a social phenomenon within the unit and 
not just four isolated individuals who have difficulty in getting along in 
the 'WOrld. 

You arrange a personal visit to the 1.mit area and take the technician 
with you. You feel out the attitude, policies and prejudices of the officers 
while the technician gets a feel for the NCOs-what are the troops, both 
"patients" and normals, complaining about'Z What are the real psychological 
difficulties which underlie the complaints. When you have become comfort­
able with the leaders of the unit you fonn a group of the four patients plus 
three or four normal troops who live or work closely with them. Sitting in 
the group with them you get these men to interact with each other. The 
more you get them to talk and to react emotionally with each other the more 
you learn and the more the problem will begin to resolve itself. This in­
cludes not only the problems of the four individuals, but also the style of 
unit rejection, cooperation and creative activity. After an hour of group 
observation you and your technician may see each of the four men briefly as 
individuals. When you finish, you have a set of notes in a fonn easy to 
type into certificates if needed. You and your technician have made a defin­
itive fonnulation of any further treatment or management needed. 

What, now, are the results of this visit? 

1. The unit knows that you understand a lot about it. 

2. It does not have to refer patient after patient in an effort to get 
close attention from higher staff. 

3. It is led strongly to look closely at its own problems ,and to induce 
men to dedicate themselves to the unit life. This is a soc~ more healthy 
game than the game of extruding patients from the group and hoping for better 
luck on replacements. 

4. The normal men who were in the group meeting tend to stabilize the 
patients and to spread the feeling that these men, when seen with medical 
eyes, look acceptable as soldiers. 

5. Or the normal men tend to identify with the patients and again the 
problem becomes a group problem, solvable by some group action other than 
extrusion. 

6. The feeling and information which are brought out into the open, 
not only from patients but from normals and NCOs, sometimes brings command 
to say, ''Well, I do not really need a certificate now. I see how I want to 
handle this. The data is all in front of me. 11 

7. In later weeks this unit can phone you or the technician about a 
problem. They feel that you know them as perhaps no other doctor or 
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technician ever has, and they find it easy to present relatively undistorted 
facts and to respond readily to their own observations on the phone. 

fut what about the companies you did not visit this week? What about 
the command consultation patients who come to your office? Suppose each one 
is from a different unit so that you cannot even schedule t'WO or three from 
one unit to be seen the same day? Well, you can still have each patient 
bring with him a man who lives closely with him. You can see thElll together 
as well as separately if you wish, and there again ~he problem stabilizes 
itself because of the emphasis on social validation and concurrence. The 
problem is not allowed to isolate itself into the dark recesses of a doctor I s 
practice. If the technician or doctor calls the unit inmediately after the 
interview, then the unit more readily applies its o'Wll healthy leadership to 
the problem. 

A certificate will be more effective if written as one professional 
colleague to another using only language common to both professions and if 
it gives definite professional impressions and reconmendations. The mental 
status is more useful when it shows the commander clearly how the man 
appeared to you in behavior, motivation, mood and manner of thought. He may 
appear different at -work and it may help command to see that difference. 

This "remote consultation" done by telephone and paper from your office 
is certainly not as effective, nor can evaluation be socially as useful and 
accurate, as that done where the problem is examined in situ. Such remote 
consultation is no substitute rut it is an adjunct. 

In mental hygiene consultation the "caretaker" is considered responsible 
for the human relations difficulties of a group organism. Within that orga­
nism the "patient II is an organ which plays a symptomatic role and which the 
rest of the organism points out, often sympathetically, as being deviant. A 
patient need not be a human being. Sometimes an airplane is a patient-or a 
tank, or even an old office building. 

The difficulty, which the organism usually considers the patient I s own 
peculiar difficulty, is itself a communication to the medical profession. 
It is the group's cry for professional help. The consultant is an "outsider" 
who enables the caretaker to see the problem more clearly and to develop the 
group's own resourcefulness. "Caretaker" and consultant 'WOrk together in 
such a way that the "caretaker's" own skills as a leader are improved and he 
relies more effectively upon himself. Often the entire group organism inte­
grates itself around a complex mission of 'WOrk and developnental activity so 
that symptoms of ineffectiveness decrease. 

SUJ1111a17 of itElllS to consider in consultation: 

1. Work directly with the total organimn which has the problEID - not just 
with a symptomatic patient or machine. 

2. Be a 'Visiting colleague to "caretakers." Avoid teaching, treating or 
giving thEID advice. 

3. Strengthen the unit by guiding it to intercammmicate strongly on its 
own problans. Do not weaken it by- defining the problEID as one that you alone 
can solve. 
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PSYCHIATRY AT THE BATTIE OF DAK ro 

CPT Gerald },lotis, MC * 

The great increase in acute combat reactions in November ( 23 as opposed 
to zero to four per month over the past several months) was due to the sus­
tained fierce fighting in the Dak To area. Seventy-fl ve percent of those acute 
combat reactions seen were treated by our psychology/social -work technicians 
in the field and returned to duty without having to be sent back to our base 
camp facilities. This follows the expectations for the 4th Division's 
psychiatric field program as was indicated in our pilot study that took place 
over the summer months. 

The maber of base camp support troops seen by our clinic declined 
precipitously, n.o doubt due to the great increase in morale brought about by 
the division's concerted effort to win the battle at Dak To. 

During the action, the technicians in the battle area received supervision 
directly through regular visits to the combat area by the psychiatrist; however, 
it -was found to be more efficacious to allow the technicians alone to treat 
in the tonard area because the secondary- gains of direct con.:tact between 
casualty and psychiatrist decreased the patien~s desire to retum to the field. 

The facts bear out once more the hypothesis that treating the acute combat 
reactions as far fonerd as possible by trained personnel other then the 
psychiatrist himself (who nevertheless makes himself available for direct 
supervision and counseling of the technicians) is the most effective way for a 
mental hygiene service to conserve the fighting strength. 

* Division Psychiatrist, 4th Inf Div, Pleiku 

57 



TIPS FOR CtrrDOWNS 

LTC Floyd W. Baker, MC,. 

Although a cutdown is uaua~ thought of as a veey minor and simple opera­
tion, it can be quite difficult and frustrating. Unfortunate~ this too oftn 
happens when the patient is critical.q short of blood and in need or a port.al 
through which blood can be given rapid~. The following discussion makes no 
att•pt. to giTe allot the details of performing the operation, but on~ offers 
a rev tips tor aTOiding some or the pitfalls which can occur and for making 
the Jr'C)Cedure easier and more effective. 

1. SIZE OF CATHETER. If a cutdown is necessary, one should take 
full advantage or the size of the vein and put in a catheter which will 
allow blood to be transfused at a very rapid rate. None ot the available 
cannula& designed specitica~ for cutdowns are large enough; however, 
other types of sterile tubing are very satisfactory. SCllle of these are: 

a: I.V. connecting tubing. The NOVEX K-52 three-way stopcock with 
extension tube (FSN 6515 864. 8864, Stopcock, Intravenous Therapy, .3 way, 
plastic, disposable) is one of the most satisfactory. It has a large lumen 
with a relative~ thin w.ll. The three-way stopcock allows a quick switch 
from electro~e or glucose solution to blood and permits I. V. medication to 
be eas~ giTen. The tubing should be cut off leaving as much length as 
Possible attached to the three w.y stopcock. 

b. Suction catheters. The 10 Fr plastic catheter (FSN 6515 Y99 1760, 
Catheter, suction, plastic 10 Fr) is essentia~ the same size as the I.V. 
connecting tubing discussed in a above. The adaptor will accept the end of 
an I.V. injection set. 

c. other tubing. Any plastic tubing, such as a nasogastric tube, 
which is sterile and has an adaptor that will accept the I.V. tubing can be 
used. S0111e Teins will take catheters as large as 14 Fr, but there is no 
advantage in using a catheter that is larger than the I.V. injection set 
tubing. 

It a patient is sent to the hospital with one of these functioning, he 
will be more likely to arrive in good condition; and the surgeon and anes­
thetist will certainly be grateful. 

2. SITE SEIECTION 

a. Although the saJiienous vein at the ankle is the classical 
location for a cutdown, it is not necessari~ the beat. Some or the reasons 
are: 

1) It is difficult for the anesthetist to manage 

-ttSurgeon, I Field Force Vietnam 



2) It may interfere with the surgical draping and the freedom 
of the surgeon 

3) It inhibits early ambulation 
4) Movement and exercise of the lover extremities are limited. 

b. A generally more satisfactory vein to use is the cepialic 
above the elbow if the upper extremity is not involved in the injury. This 
location avoids all of the disadvanta,:es listed above tor the saJitenous. 
It should be far enough above the elbow to allow the elbow to bend and not 
interfere with the I.V. The vein may be technically a little harder to locate 
than the eaJitenous, especially in persons who are somewhat fat; but if an 
adequately long incision is made transversely and carried entirely through 
the skin before the search tor the vein is started, there should be little 
problem in finding it. Although it is not the best surgical technique, it is 
probably safest to dissect through the subcutaneous tissue blunt~ by spread­
ing with the tipe of a scissors or a hemostat at a right angle to the direc­
tion of the incision. It the vein is not readily seen during this maneuver, 
it can usually be brought to the surface by inserting the tip of a scissor or 
hemostat do11111 to the muscle fascia at one end of the incision and undermining 
the subcutaneous tissue the entire length of the incision so that the tip of 
the instrument is brought out at the other end. The bridge of subcutaneous 
tissue can then be systematically divided until the vein is located. 

J. INSERTION OF THE CATHETER. Getting a catheter nearly as large 
as a vein into the latter can be a little tricq. The following sugges­
tions may help make the task easier: 

a. Don •t make the bevel either too sharp or too blunt. About 
45 degrees is fine. If it is too sharp, it will hang up; if it is too 
tranevers, it is hard to get started. 

b. Trim off the tip of the bevel so that it is smooth and 
rounded rather than being sharply pointed. 

c. After making the incision in the vein wall, check to see 
if the lmnen has actually been entered by inserting the tip of an unopened 
hemostat. The instrument should be introduced far enout.h to dilate the 
opening into a funnel sufficiently large to receive the catheter. A trans­
verse incision about halt way through the vein is satisfactory, but bevel­
ing it slightly sometimes makes the introduction or the catheter easier 
(Figure I). 

FIGURE I 

PROXIMAL 

59 



Making the transverse incision in the vein wall at an angle makes it 
easier to slip the tip of the catheter under the cut edge at A and presents 
a flap at A for grasping with a forceps if necess&ey'. 

d. Wet the catheter. An emergency room set up to receive casualties 
should always have a bottle of I. V. solution with tubing comected. A little 
or this can be run over the tube to lubricate it. 

e. Introduce the catheter with the open of the bevel down. This 
puts the smooth wall of the catheter against the cut edge of the vein allow­
ing it to slip in easier with less likelihood of tearing the vein. There is 
no problem when the catheter is much smaller than the vein; but when it is 
about the same size as the vein, insertion becomes difficult. Figures II and 
III illustrate'the advantage of the bevel down insertion. 

PROXIMAL 

With the be.vel up, the vein wall tends to drag and catch on the flat open 
end of the catheter at A. The tip tends to drag on the vein wall at B. 

Fl8UR£ m 

...... ...... 

.... . ...... 
':.> B PROXIMAL ,,,. 

With the bevel down, the cut edge of the vein has a rounded, smooth 
surface to ride on at A. And the point of the catheter B tends to remain free 
in the lumen during the first part of the insertion. 

f. Insert the catheter several inches and tie the vein around it 
without constricting the catheter l\lnen. Tape it down securely to avoid it 
being p.tlled out. Be certain that the I. V. is running freely before contam­
inating the instrmnents or the field. 
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EDITOR 1S NOTE 

Du.ring hypovolemic shock, the tillle required to initiate fluid replace­
ment theraw is iaportant. The inccapleteq trained surgeon or general 
medical officer will usually have less difticult7 cannulating the greater 
saJiienous vein in the groin than the ceJiialic or brachial vein. The 
cephalic vein is not readiq distended by a tourniquet and ite anatomical 
path•7 is lees well known. The brachial vein is in close relation with 
the brachial artery and confusing one for the other is like~ when the BP 
is low and the pulae weak. By contrast, the aaphenous vein in the groin is 
superficial to the feaoral sheath and readiq expoeed. 

For ieolating the greater eaJiienous vein in the groin, an oblique in­
cision is recammended which is parallel to the inguinal crease, about t1110 
fingers below it, and centered slightq medial to the feaoral pulse. 

Since there are no important structures superficial to the sapienous 
vein, the incision~ be made with dispatch and carried down through 
Scarpa' s fascia. Once the r ascia has been incised, the handle or the knife 
may be used to sweep the fat atay .from the aaphenous vein and its branches. 

A large catheter can be readiq inserted through a venostomy into the 
iliac vein or inferior vena cava. GVA 

NEW . ARRIV AIS 

NAME GRADE BRANCH ARHIVED ASSIGNED 

Anderson, Betty J. MAJ ANC 13 Oct 67 67th Evac Hosp 
Barnes, Asa Jr. MAJ MC 11 Dec 67 9th Med Lab 
Fbyer, Carl W. Jr. LTC MC 2 Nov 67 68th Med Gp 
Diener, Dolores E. }l,AJ ANC 10 Oct 67 2d Surg Hosp 
Dixon, Georgia M. MAJ A~ 14 Dec 67 55th Med Gp 
Early, Ral.,h T. MAJ MSC 20 Oct 67 12th Evac Hosp 
Ebert, Wilma A. MAJ ANC 28 Nov 67 24th Evac Hosp 
Fedennan, Robert W. MAJ )6C 19 Oct 67 67th Med Gp 
Foxx, Fred F. COL DC 20 Oct 67 9 32d . Med Det 
Girone, r.erard M. MAJ MSC 19 Nov 67 43d Med Gp 
Graham, Armie R. LTC ANC 18 Nov 67 91st Evac Hosp 
Hermeier, !Disc. MAJ ANC 18 Oct 67 24th Evac Hosp 
Jewell, Willian C. MAJ MSC 21 Dec 67 3d Field Hosp 
Kin~sbury, Fetty MAJ ANC 15 Nov 67 12th Evac Hosp 
Little, Clara B. MAJ ANC 25 Oct 67 85th Evac Hosp 
Mead, Pettrina MAJ ANC 25 Nov 67 71st Evac Hosp 
McHugh, Mary C. LTC ANC 18 Nov 67 93d Evac Hosp 
Monzingo, George F. MAJ MC 11 Oct 67 3d Field Hosp 
~eman, Raymnd L. MAJ MC 26 Oct 67 6th Conv Ctr 
Shoemaker, Vera E. MAJ ANC 16 Nov 67 85th Evac Hosp 
Sprague, Elizabeth F. J,l,AJ ANC 24 Oct 67 36th Evac Hosp 
Weatherall, Richard T. COL MSC 16 Nov 67 44th Med Bde 
Wetsch, Thomas J. MAJ ANC 23 Nov 67 18th Surg Hosp 
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INTll>WCTIOJf 

Ull>LmlIASIS II VD!lfAll 

Capt.ain Reil R. Scott, Melt 
Ca~ 0...,. AJ'dieon, JCtl' 

LTC Ralph F. VeU., II:* 

~•iciana lOrking with troopa aaaigned M> C• Ranh Sq Support Callland, 
Viet.naa, ha•• noted a high incidenc• ot un,Uth1&•1•. 'ftlia paper reri.,.. 
an elnen month experience in a clearing caapany wlddl turnishea tint line 
inpatimt aenice tor approxillateq lS,000 Aaerican aolcl1era. 

The .3d Platoon or the 568th Medical CcaPllff7 becaa• operatio-1. at C• 
Ranh - 20 NOY•ber 1966, and it• baaic lliaaion baa been uobanced •inc• 
that tiae. The inatallation at Ca Banh Bq i• a aajor Ara., logistic baa• 
and port. It ia located on a aanc.v peninnla 1n the central ooaatal area 
or South Vietnam. The cliaate ia tropical, ll&rine, and uaua].q 8Ul'ln7• 
Weather data recorded b7 the USAF Weather Squadron, CUa Ranh 8-.T, indicates 
an •••rag• daily bigh t•perature or 92°F during the six w.raeat 110nthe or 
the year. The patient■ wre predcainately health)- young Aaerican AJ'IIV 11&1•• 
llOrlcing as laborers, lltnedores. and vehicle operators. 

The J)aper i• written to call attention to a serious diaeue, which to oar 
knowledge, baa not been •pba•ind eince the build up ot Aaerican penonnel 
in Solltheast. Aaia. It w.s felt that a etucv- of urolithiaaia patient.a aight 
be helptul in identUJing etiologic or pred.11poeing factor■• It llight also 
point to ireventati-.e measures tor Aaericana aening in tropical regiona. 

It 11 also recognised that the incidence ot acute dia!"rhea is high 
aaong Aaerican tl'OOpe. At the clearing coap&n1 diarrheal illneea i• the 
second most coanon reason tor admi•sion. With the high rate or diarrheal 
illness and an apparent high rate ot urollthiaeia the queation toll.on as 
whether there is a direct relationship between the two entit:Se•• Speciti­
calq, does acute diarrhea predispose to atone formation? The high incidence 
ot urolithi&eia 1n chronic diarrheal et.ates has been noted b,r several a11thors 
including Grossman and Nugent (1) in a recent paper and b7 Deren et al in 
1962. (2) 

It is genera~ felt that dehydration and decreased urine wlume are 
iaport.ant factors in atone formation. Studiee done during World War II 
pointed to a high incidence ot urollthiaeie amng troops stationed in a bot 
de•ert climate. (6,7) It sees like~ that the hot tropical cliaate and 
the consequent increaee in insensible •ter loas are iaportant factors 
causing del\,dration and thus predisposing to stone ronaation. As -,at heat 
injuries in aoldien are seen ahortq after arriYal in Viet.Ila it wuld · 
appear that this aay also be a time or maxillal deh7dration and an oppor­
tune tiae tor stone formation. 

*568th Medical Ccapany- (Clearing) 
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Mml>IlS ARD MA TERI.US 

'ftlis re,Drt 18 an anaqaie of thoee patient.a ldlo had the discharge cliag­
noeia of uNteral or renal calculue during the period 3> tfoY•ber 1966 to 3> 
October 1967. The at~ _. tomulated in June ·1967. Tb• 1llrd Mdical chart• 
of patient• boepltaliHd Jrior to that till• were &naqsed witb particntlar atten­
tion to age, race, tiae in Vietnam, pneenoe of diarrhea prior to 011Ht ot 
ureteral colic, Jrflio•s urolithiaeie, faailT hiator;r, and preaence of 11Dder-
1Jing .,..temie di••••• Th•• patients &dlllitted eince J•• 1967, haYe been 
closely inTeatigated during acid.anon for the aboYe taotora. 

'lbere were certain lia1tations in the clearing cc:apa117 aet-up. IVPe 
were done on a p,rtabl• SO MA unit and were at tiMe unMtiataotor.,, pa.r­
ticularq 1n obeee patients. Stone anaqai• •• done in onq one patient. 
Many patients were loat to follow up attar being tranaterred to npporting 
hospitals tor repeat IVP• or therapeutic aeuuree beyond cl•ring CCIIIJ&DY 
capability. Aleo, the transient nature of the patient population •d• 
follow up difficult. lf&D7 eoldiera in the C• Ranh area are in tranait to 
other Vietnam locationa or to CONUS. Howner, &clequate facilities were 
anilable tor vinaqaie, urine culture, IVPa and nch chaietriea •• Calci•, 
PhosJiM)Ns, and Uric Acid. The bulk of the blood chemdstriea, urine cul­
tures, and eome IVPa were done at the 12th US Air Force Hospital. 

01131RVAfiONS 

There were 59 adlliuions among 54 patients tor urolithiasi• during the 
eleven mnth period. There were 2,050 total adllisaione during this int.erYal, 
thus the patient• in the series represent near'.17 3 per cent of clearing 
comPllll7 adminione. Total troops npportecl during this period Tari.eel tnn 
13,?00 in IOY•ber 1966 to lS,400 during October 1967. 

Fifty-one patients were caucaaian, 1 was Vietna••• and only t-, were 
negro; During the study period negroes represented appronaate~ 18 per 
cent of total adniNiona. The patient.a 1Mre all ul.• and mat. were young. 
Thirt.y-fiTe of 5,211, patients were 1n the 19-24 7ear old age grou.p. 

There •• one patient with ld"Olithiaaia in tfoY•ber 1966, thereafter the 
monthly adlliaeion rate Tari.ad trca tour to eight per 110nth. There _. no 
1igniticant seasonal variation although it is of interest to note that five 
of th•e caaee wre adaitted during a five dq period that c»incided with 
the onset of moneoon rains - a time when t•peraturee were relatiYeq cooler. 

There was no relation to time eerYed in Vietn•• Tiae in country w.e 
specitied in 22 patients and only J were in their first 110nth in VietN11. 

A history of previous urolithiasis was obtained in ten patients, and 
five gaTe a positive taail7 histo1"7 ot urolithias1■• 

-IIT1C> w.rd charts were \D'l&Vailable. Onl,1' the date ot adllission and discharge, 
sex, race, diagnosis, and disposition were aTailable tran diaobarge records. 
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Acute diarrheal Ulneu coulcl be inte1Ted to be of iaportance in onl.T 
three patients. One patient gaTe a tiTe-day hiatory of diarrhea and wait­
ing; one had t-, loose stool• prior to onaet ot renal colics and one bad 
two loose stools on the dq prior to acaiseion. It •• epeciticall7 mted 
in 16 patient• that diarrhea•• not present prior to admisaion. 

Th• clinical picture w.s Nll&rkabq similar in the btilk of patient.a. In 
an age when at:,pical ll&lliteetations of diaeaae are 1n the liaelight it 1• 
aignificant that theeo cues presented a classical picture ot audden onaet of 
severe, unilateral, coetoTertebral angle pain with radiation along the ureteral 
path•7s. M&1Q' had gross heaaturi& prior to or after the onset of colic and 
all bllt two had microaoopic heaaturia. 

Figure■ l and 2 INIIIIW'ize the reaulta of the diagnoatio irocedurea. 

DISctSSION 

The aost striking, unexpected finding was the racial distribution. 
Negro•• accounted tor J.7 per cent (2 or 54) of the aeries uong a hospital 
population that was 18 per cent negro. Prince ( 3) noted an incidence of 
1.7 per cent negro in his aerie• btlt did not mention the percentage of 
negroes in his practice. Racial factors are trequentq ditficult to inter­
pret because of the ditticult7 in controlling such Tariables as eocioeconanic 
factors, ditterencee in diet and lin.ng conditions. These factors are 
largeq controlled in an A'f'Wl7 population such as the one studied. In this 
population both caucaeians and negroea •bar• the Nile diet, ll'ring quart.era 
and enviromaental conditions, and are expgeed to the same nty demands. 

The study tailed to continn a relationship between the high incidence 
ot acute diarrh•l states and the high incidence of u110llthiuis. It wuld 
appear that the incidence or acute diarrhea in the urollthiasia patients was 
no higher than in the 7oung male population trcm which the patients were 
referred. The studie• (1,2) iaplicating chronic diarrhea states and atone 
formation were opposite in approach, relative to our atud)r. That is, in the 
cited studies the incidence or urolithiaais •s determined in a group of 
chronic diarrheal patients, while our stud7 deals with diarrheal incidence 
among urolithiasia patients. We found acute diarrhea uniaportant as a pre­
disposing r actor to stone tonnation. 

The role of dehydration as a factor in stone formation among these patients 
remains unclear. Dehydration and decreased urine volae have been stressed as 
factors in stone formation. (1,3,4) In this atuctv there •a not eut'ficient 
accurate data to doc\DDent the state of deh7dration of urine specific gravity 
at the onset ot sympt,OlllS. 'Ibere •• nc increased incidence or urolithiasia 
&lllOng recent arrivals in Vietnam. This is surprising as this is the usual 
time of heat injur:y. Howner, heat injury has been a minor problan at Cam 
Ranh. The importance ot increaaed fluid intake and supplementary salt is 
stressed in orientation sessions to new arrivals. 
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Prince et al (3) report.eel a large aeries ot urolithiuia patient• from 
Sa-Yannah, Georgia, and called attention to the seasonal variation ot incid­
ence or atone tonaation and noted the peak incidence during August. At Cam 
Hanh BQ' there we no ,.-ariation in seuonal incidence as 1C>uld be expected 
troa th• rather unitom enviromental conditions. 

The trequenq of underqing 117sttaic illness manituting aa urolitbiaaia 
haa been deaonatrated. ( 5) or the 1C>rk-upe done at this clearing compa!lY' 
there were no priaary diagno■ee ot gout, byperpa.ratbyroidi•, or other qataic 
illDeae. Forty-to11r patients were retumed directq to duty while ten were 
transferred to a urology service at one or the sneral supporting hospitals. 
Follow-up on these ten patients oould not be obtained. 

This is a rniew ot 54 cases or urolithiasis during an elnen month 
period. 'nlese cases represented nearl.7 3 per cent ot total ac:bission• 
treated at a clearing company' in Vietnam. 'ftle clearing company gi-Yea in­
patient support to approxilllately 1.5,000 .A~ support troope at Cam fianh Ba.y. 
Attention i■ called to an apparent high incidence among yotmg caucasian 
malea. The relat-1••~ low incidence .-,ng Negroes is noted. OnlJ' 2 or 54 
patient■ with urolithiasis were negro, while negroes represented approxiaateq 
18 per cent of the total adllisaiona during this time period. Acute diarrheal 
illness •• not considered important aa a factor contributing to stone fonaa­
t.ion. 

TESTS PERFORMED 

Figure l 

~ Mo. Done NolJl&l AbnoN] 

Urine Culture 24 22 2 

Urine sediaent 

Cry-atal.uria .52 15 
Haaturia .52 50 

BUN 15 1.5 0 

Calcia ( ■era) 23 22 1 

Phosphorus (sera) 23 23 0 

Urines strained tor atones 52 Stones reco-Yered 
in 9 

IVPs .51 39 12 

65 



IVP ABfOBMALITIES 

Figure 2 

Calculus obsened 

Non-Tinalization or a kidnq 

Cal1ectas1• with ureteral dilatation 

C&liectaai• alone 

Hydronepbrosia and hydroureter 

Partial reduplication ot collecting B7St• 
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The Use Of N-Butyl Cyanoacr,late Spray for Haostasis 

LTC Charles Heisterkamp, III, MC * 
CPr Richard Sinmons., MC * 
CPr Jerome Vemick, MC * 
LTC Teruo Malsumoto, MC * 

COL Harold Hamit, MC * 

Particularly with trauma patients, one may encounter wunds or the liver, 
kidneys, vessels, and retroperitoneal space where sutures., packing and/or 
gelfoam can not control hemorrhage. The inability to control bleeding and the 
.lack of hemostasis results in the removal or functional organs and even in death. 

In the early 1960 1 s, a number or reports appeared on the use of methyl 
cyanoacrylate tissue adhesive for hemostasis in solid organs. (1, 2, J) 
However, methyl eyanoacrylate is relatively toxic to tissue and its use was 
never widely adopted. Recently, Dr. Fred Leonard and co-workers at USAM~ 
WRAIR developed a number of higher hccnologues of methyl cyanoacrylate. Work!­
ing with these agents, Matsumoto and co-workers at the Di vision of Surgery -
Walter Reed A~ Institute of Research, developed both newer techniques of 
application of the adhesive and surgical techniques for a wide variety of 
procedures. (4) Testing of the various higher homologues of methyl eyano­
acrylate showed that N-attyl Cyanoacrylate had a favorable combination of 
polymerization time (hardening time), tissue wettability, and speadability.(5) 
Unlike methyl eyanoacrylate which degrades within the tissue in a period of 
six months, degradation of N-futyl Cyanoacrylate is very slow. Evaluation of 
the long tenn effects are still being carried out and for this reason, clinical 
use of N-attyl Cyanoacrylate in Vietnam has been restricted to life-saving 
situations. All such patients are to get long term follow-up. 

Use of the Spray - .N-futy-1 Cyanoacrylate is supplied to the Surgical 
Research Team - WRAIR - Vietnam in sterile, disposable bottles packaged in 
sterilized plastic bags. Freon gas under pressure within the container serves 
as a propellant to produce a fine spray of eyanoacrylate over the area being 
treated. 

When one encounters a situation where bleeding is uncontrollable by usual 
techniques, vessels to the affected organ or area are clamped with arterial 
clamps. A sterile polyethylene sheet is draped over the area and a window is 
cut in it. This sheeting is supplied pre-sterilized together with the spray. 
Then, the area is sponged dry and the N-Butyl Cyanoacrylate is sprayed. 
Polymerization occurs over a .30 to 45 second period. During this time the 
cyanoacrylate is allowed to simply polymerize on the surf ace of the tissue or 
pressure may be applied to the area. This is accomplished in one of three 
ways: by use of another polyethylene sheet, use of another tissue such as 
omentum onto the surface of the liver, or by reapproximation or coaptation of 
the organ itself as in a fracture of the kidney. The use of pressure has 
several advantages. The layer of cyanoacrylate monomer is made thinner and 
hence will degrade more rapidly. The use of omen tum will, in addition, rein­
force the glue as does reapproximation of the organ. Finally, reapproximation 
of the organ parts restores anatomic configuration to the structure. If a 

-:} All members WRAIR Surgical Research Team Vietnam 
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large area is to ,be spra,yed, as in wide loss of the retroperitoneal tissues, 
the spray may be applied on a sectional basis. Following the polymerization 
of the adhesive (approximate~v one mirrute), the vascular clamps are removed. 
If bleeding reoccures b~cause of faulty application of the spray, as on a 
bloody surface, it is best to remove the adhesive and repeat the procedure 
from the beginning. 

From our experiences in both the research laboratory and in the surgical 
hospital· in Vietnam, we feel the use of N-Fbtyl Cyanoacrylate is particularly 
beneficial for W0unds of the liver and the kidney and injuries resulting in 
loss of the retroperitoneum. In addition reinforcement of vascular repairs 
done under slight tension is often W0rthwhile. Finally, in patients with war 
wunds multiple organ trauma is comm.on. The necessity to quickly secure 
hemostasis in a number of areas is frequent. Oozing from a vascular 
anastomosis is quickly controlled. The bleeding from a splenic injury may be 
tanporari1y halted and later, when surge~ is complete in other areas, the 
spleen may be removed under less harried conditions. 

To date, 18 cases have been treated in Vietnam with N-futyl Cyano­
acrylate as shown in the accompanying chart. In all cases, good hemostasis 
has been secured. One patient with a liver injury was reexplored for a 
bleeding gastric ulcer two weeks after his initial surgery. Inspection at 
that time revealed that the liver was healing well and there were a minimal 
number of adhesions to the area. Another patient with a renal injury had 
good hemostasis but ranoval or the kidney was later necessary because of 
venous injuries to the vascular pedicle. 

TYPES OF CASES TREATED 

Liver 

Kidney 

8 

2 

Retroperitoneum 2 

Vascular 5 

1 patient reexplored in 2 weeks 

l NeJiirectOJI\Y due to pedicle 
injury 

A register of all cases treated is being maintained in the Division of 
Surgery, Walter Reed A~ Institute of Research and all patients will be 
followed as long as is possible. 

TlilO brief case histories illustrate the type patients and the conditions 
under which N-futyl Cyanoacrylate is most useful. 

On .30 Ju1y 1967, a 25 year old E-3 was admitted to the Jd Surgical Hos­
pital. He had a bullet wound of the right flank. Following preoperative 
evaluation and resuscitation, an exploratory laparotomy was perfonned. The 
right kidney was found to be damaged and the midportion of the organ was 
resected. For one hour, attsnpts to control bleeding by the use of figure -of­
eight sutures was unsuccessful. The vascular pedicle was clamped with an 
arterial clamp. A polyethylene sheet was placed into position and the resected 
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area was sponged dry. N-lhtyl Cyanoacrylate was sprayed onto the cut surface 
or the kidney. One minute later the vascular clamp was removed and the field 
remained dry. Drains were placed and the patient's incision was closed con­
cluding the operative procedure. Postoperatively, the patient did well. 

On 10 November 1967, a 21 year old infantryman suffered a massive wound 
of the buttocks with loss of the eluteal tissue, anus and rectum and with 
multiple fractures and partial loss of the pelvic and sacral skeleton. At 
admission to the 3d Surgical Hospital, his blood pressure was 80 systolic. 
Blood had been started in the field. Additional I.V. 1s were started and the 
patient was taken to the operating room with blood being administered through 
four veins and tmder pressure. Debridement or the buttock region and retro­
peritoneal space was carried out. Generalized bleeding and oozing occurred 
over the whole area. Following prolonged attempts to control bleedin~ with 
sutures and packing and with 2!J units of blood having been given, the patients 
condition was poor, his blood pressure had dropped to near zero. The area was 
sponged dry in sections, pressure applied for a minute or two, and then 
Cyanoacrylate tissue adhesive was sprayed onto the wound. Bleeding ceased, 
the patients blood pressure came up to the range of 90 to 100 and the operative 
procedure was concluded. The patient's condition continued relatively good 
postoperatively'. 

In summary, N-futyl Cyanoacrylate produces hsnostais quickly and ca..'l 
control life-threatening hemorrhage when other techniques fail. In addition, 
it allows the preservation or organs or functional parts of organs and may be 
used to restore nonnal anatomic configuration to an injured part. Finally, 
rapid, tanporary control of bleeding can be obtained in several areas in 
patients who have multiple points of injury and hemorrhage. 
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CONSULTANI' 1S CORNER 

ANTIRABIES TREA'IMENT 

Before any decision can be made regarding treatment or an exposed person., 
information on whether the biting animal was rabid must be available. An 
important preliminary step in obtaining this information is the confinement 
and observation or the biting animal for a period of 10 days. Initiation or 
treatment in exposed persons should not await the results of laboratory 
diagnosis; local treatment is usually complete and serum and/or vaccine 
therapy instituted before the laboratory report is received. A report from a 
reliable laboratory indicating absence of rabies usually justifies cessation 
of treatment. 

The combined administration of antirabies serum and vaccine., together 
with local treatment, provides tre best possible prophylaxis against rabies 
in an exposed person. Therefore these procedures should be adopted in all 
cases of severe exposure. Iong term experience has indicated that for mild 
exposures, local treatment and vaccine alone are effective. A guide for 
detennining the initiation of t~eatment is contained in USARV Reg 40-15. 

In experimental animals inoculated with rabies virus., the incidence of 
rabies was reduced over 90% in animals whose -wounds were thoroughly washed 
with a 20% soap solution or a dilute quaternary ammonia compound. These 
compounds are just as effective as concentrated nitric 'acid. There is no 
reason to use nitric acid any longer. 

Rabies hyperimmune serum (mHS) should be used in all severe exposures., 
and any exposure involving a rabid animal where the skin may have been broken. 
The dosage is at least 25 IU/lb. (Body wt) in a single dose. A portion or 
this is used to infiltrate the "WOund and the rest given intramuscularly. 
In addition, antirabies serum in liquid or powdered form used topically in 
"WOunds has been shown to be effective in preventing rabies and should be 
considered. About 25% will develop serum sickness from RHHS. 

Rabies inunune human serum (RIHS) is being evaluated expirmentally. So 
far it has been found that rabies antibody is presented in only 1/'lD to 1/50 
the amount that is present in hyper:immune horse serum. Also the homologous 
antibody results in more depression of the antibody response to rabies vaccine. 
Therefore until these problems are evaluated and overcome., RIHS is not 
available for use. According to Dr. Keith Sikes., Chief Rabies Laboratory., NCDC., 
the earliest possible availability date is 1969. 

In all cases requiring a complete course of treatment., rabies vaccine 
U.S.P. (duck embryo) should be given dai4i' for at least 14 days followed by a 
booster at 10 and 20 days after the last dai4i' dose. In severe exposures and 
with the use of RHHS., more doses should be used. Foe example, 21 doses could 
be administered by giving 2 doses a day for 7 days., than one dose a day for 7 
days followed by boosters at 10, 20.,and 30 days or more following the last 
daily dose. 
(PREVENTIVE MEDICINE CONSULTANT - !EN) 
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ASSIGNMENT Im3TRICTIONS OF SPLENECTOMIZED SOIDIERS 

'lbe USA IN Surgeon• s Polley with respect to personnel who have been 
discovered to have an absence of the spleen after a?Tiving in RVN or who have 
had the spleen surgicallJr removed in-countr,- (including off-shore hospital 
facilities) is as follow: A P-3 profile will be given, with specific 
instructions that assignment will be restricted to low incidence malarious 
areas where the risk or acquiring ralciparum infections is negligible (e.g. 
Saigon, long B1nh, or established militar,- bases along the coast south or 
Chu Lai). 
(MEDICAL CONSULTANT - NFC) 

CHT.DR>ClJINE-PRIMAQUINE MALARIA PR>PHYLAXIS 

Chloroquine-primaquine is the only medication authorized for the weekly 
prophylaxis or malaria in Vietnam. Because of the side effects attributed 
to this dnlg, many personnel have substituted plain chloroquine. The prima.1")" 
complant has been abdominal cramping or mild transient diarrhea within a few 
hours or taking the tablet. 'nlese side effects can be minimized or ccmpletely 
eliminated by breaking the tablet in half and ingesting both halves immediately 
after a meal. However, cramping or mild diarrhea are not sufficient indica­
tions f'or switching to plain chloroquine. All medical officers are requested 
to insure that proper controls are placed on the dispensing or chloroquine 
tp prevent its indiscriminate use. Those pereonnel who have been placed on 
chloroquine prophylaxis because of more severe side effects must take 15 mgm 
primaquine daily for fourteen ~s after leaving Vietnam to eradicate the 
malaria parasite. This regime gives a higher incidence or hemolytic reactions 
in G-6-PD enzyme deficient individuals. 
(PREVENTIVE MEDICINE CONSULTANT - REN) 

TREATMENT OF VENEREAL DISEASE 

1. Pending the publication or a USARV directive on the treatment of' VD 
and probable revision of TB Med 230 the following principles will be used as a 
guide by all medical officers in the management or gonorrhea. 

2. There has been a gradual emergence of strains of gonococcus less 
sensitive to penicillin throughout the 'Wt>rld. Furthe:nnore, the tendency to use 
conventional therapeutic doses, that is 2.4 M units or procaine penicillin or 
less may be an :imp,rtant contributing factor in the emergence of' strains less 
sensitive to penicillin. A hif.,h blood and tissue level over a short period of 
time is much more effective in eradicating the organiams than a sustained lower 
level. The present reconmended single intramuscular dose or 2.4 M units of 
aqueous procaine penicillin is inadequate in 20 - 30% of' the cases. The 
following treatment schedules are adequate for most cases: 

a. Procaine penicillin, aqueous 2.4 M units intramuscular plus 
Probencid (Benamid) 1.5 gms orally, 1 hour before, or at the time of the 
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penicillin injection, followed by 0.5 grns in 6 - 12 and 18 hours (total 3.0gm.s). 

b. Procaine penicillin, aqueous 3.0 M units intramuscularly~ for 
three days. 

c. Tetracycline, 1.5 grns initally, then 0.5 gms Q 6 hours for four 
days - total 9.0 grns. 

3. Fran the view point of simplicity, time lost from duty on sick-call, 
and assurance that therapy will be completed, treatment schedule "a" is 
reccmnended. Tetracycline should be used only if there is: 

a. A sensitivity to penicillin. 

b. A treatment failure • 

c. A post treatment develop:nent of non-gonococcal urethritis. 

4. The treatment of syphilis, chancroid, lymphopathia venereum and 
~phogranuloma inguinale remains unchanged. An outline of this portion 
of TB Med 230 will be distributed to all medical units. 
(MEDICAL CONSULTANT - NFC) 

ANTHEIMINTICS 

Dithiazanine Iodide (Delvex) has been withdrawn from the market by the 
FDA. The only other anthelmintic available in the command at th~ present 
time effective against strongyloides infestation is pyrivini'llffi pall".Oate 
(Povan). It is available as a 50 mgm tablet; 5 mgJii/kg administered as a 
single dose is recommended with a maximum dose of 0.25 gm. T-wo weeks later 
a second course is given. Povan may cause nausea, vomiting or diarrhea but 
it is usually well tolerated; it turns the stool red. In the near future 
thiabendazole(Mintezol or Thibenzol) will be made available as a suspension 
100 m~ml.This aeent is also effective against pin-wonn, whipwonn, hookworm, 
ascaris, and to a lesser degree trichina. The accepted dosage is 25 mf!l.Il/kg 
twice daily for three to five days; the maximum dai~ dose is J.O gms. 
Gastrointestinal side effects occur but are not serious. 
(MEDICAL CONSULTANT - NFC) 

AWARDING OF "A" P.HEFIX 

Colonel William A. Boyson, USARV Depity Surgeon, was awarded the "A" 
prefix in IDS 3108 (obstetrics & gyecology) by the Surgeon General on 
8 November 1967. 
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