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DEPARTMENT OF THE ARMY 
HEADQUARTERS. UNITED STATES ARMY VIETNAM 

APO SAN FRANCISCO 1163715 

The accomplishments or the Army Medical Service Team in Viet­
nam need no proclamation, ror these outstanding achievements stand 
on their own merit. I am tremendously proud to have been selected 
as the captain or this team and shall endeavor to guide it in a 
manner which will continue the high standards established by DW 
predecessor. Success in a venture or this nature is almost total17 
dependent on teamwork and there is no place ror the individual 
glory seeker. None or us. should be satisried to rest on the past 
record. Rather, every individual member or the team must strive 
ror improvement in their respective jobs to insure attainment or 
the goal toward which we strive. On17 in this rashion can we com­
plete17 satisi'y the mission or the Army Medical Service, "To 
Conserve The Fighting Strength," while concurrent17 assuring each 
individual member or the 1'1ghting forces in Vietnam the very best 
or medical care and treatment. 

~~~ 
Brigadier General, Me 
Surgeon 
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MANAGEMENT OF OOMBAT REACTIONS 

Captain John A. Bostrom* 

~or the purposes of discussion let us divide combat reactions into three 
types: Type I - The NOl1Jl!ll Combat S:yndrome, Type II -- The Pre-Combat 
S:yndrome, and Type III - Combat Exhaustion. 

TYPE I 

The NOl1Jl!ll Combat Syndrome consists of a state of anxiety secondary to 
the emotional and physical stress of combat. The a11'ferentiating i·Bature 
here is that the anxiety is realistic and aoes not impal.r en·ectiveness. On 
the contrary, it prepares for combat exactlJ" according to Cannon's "Fight 
or flight" sympathetic reaction. It is no surprise, therel·ore, that the 
"good soldier" accepts these symptoms egosyntonicallJ". 

When individuals experiencing this syndrome seek help, it must be sus­
pected that what ideally (from a military point of view) is ego syntonic is 
becoming egodystonic: "I don't like this feeling" - "I don't like being 
scared" - ''Help me." 

The essential therape~tic me8saae 18 a1me4 at acceptaace of the symptoms: 
''Of course, I'm scared - this is war - it's OK to be scared - everybody 
else is scared, too." 

Let us introduce a concept which should become clearer later on in the 
discussion of other types of combat reactions. This has to do with the 
blending of "paternal" and ''maternal'' messages in reference to combat. The 
paternal message may be represented as the mythical voice of the General or 
the President or God: "The battle must be won at any cost-so fight furiously­
even unto death." This message translates readilJ" into the vernacular -
"Let's go beat the h .... out of them." .The maternal message, which often finds 
substance in letters from hOme, expresses the infinite worth of the individual 
and the corruption of violence: "Be careful-don't take any chance-stay alive­
just stay alive-you are more important than anything else in the world." 

We use these two voices therapeutically with the fo11owing stipulations: 

1. The paternal message is always kept dominant. 
2. The maternal message is kept at a non-regressive level where it 

aids rather than undermines the paternal mission. For ex:ample­
''We will give you food, drink, and sleep-so that you can keep 
fighting. " 

Returning again to the normal combat reaction, one may keep the paternal 
meeeage dominant by focusing, for example, on the unit's mission, the current 
tactics, etc. Almost as an afterthought one may then give the maternal sup­
port. ''1 know how you feel-it's a tough war." The implication is not "you 
poor thing" (.undenuining the paternal mission) but rather "It takes real men 
to put up with all this," (supporting it). 

*Division Psychiatrist, 1st Cavalry Division 
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The nomal combat reaction should be handled right at the front. A good 
sergeant, medic or even a ruddy can give the needed message. In three months, 
at the 1st Cav, only two soldiers with normal combat reactions reached the 
mental health cl1n1c (about 50 miles to the rear). 

TYPE II 

The Pre-Combat S;yndrome is characterized by' the developnent of significant 
symptoms, to the point of some impairment in effectiveness. There is no ques­
tion of PS1chosis, and hospitalization is not entertained. 

Treatment is typicall¥ carried out at the battalion aid station. In 
three months, only eleven of such patients reached the mental health clinic. 

Conceptuall¥, the symptoms in the pre-combat SJndrome have now become 
maladaptive. The symptoms can therefore no longer be accepted; they must be 
reduced. Again the paternal-maternal balance is vital. For example, in the 
case of a severe insomnia problem it may be advantageous to assert the 
paternal view before offering the pill. "If you don't sleep better it's 
going to be a lot harder for you out there." (Notice the message does not 
even consider the maternal wish that the poor boy be given a few days rest­
at least). 

Soldiers in this category often come on sick call with a PS1chosomatic 
complaint (e.g., nausea or tension headache), often come exaggerating an 
organic complaint (e. g., sprained ankle), and rarely come malingering. It 
is imperative that the doctor on sick call see his role as that of helping 
these people to have an easier time "out there fighting" and not that of 
eliminating symptoms. This attitude is crucial since it manipulates secondary 
gain to work toward, rather than away from, alleviation of symptoms. Or to 
put it another way, it makes Mother work with Father, instead of against him. 

TYPE III 

Combat exhaustion is here used to mean a state of psychosis or near­
PS1chosis precipitated in a relativel1 stable individual by' the stress of 
combat. It renders the individual almost completel1ineffective and requires 
hospitalization. 

In the 1st Cav over a three month period there were only four such 
cases. 

In our treatment, as always, Father has the first word: ''You've really 
gotten yourself into a horrible rundown condition-we Ilertainly can't allow 
you to soldier in this state--you'll have to get some rest before you can 
return with us-hurry up we really need y0U out there." The patient is thus 
hospitalized so that he can return to combat as soon as possible. 

We have been impressed with the physical as well as emotional weariness 
of the people in this group. We therefore emphasize "sleep therapy." As 
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soon as we finish tallcl.ng with th_ (typicailT about f1tteen minutes) we start 
50 JIg of Thorazine p.o. qid. Gene~ thq go right into a deep sleep, re­
gardless of the time of dq or the degree of noise. Thq get up and go to 
the cafeteria for their meals and typicallT go right back to sleep after meals. 

After 24 hours the patient is usuailT no longer ps;ycbotic and medication 
is discontinued. The patient is then told when he must return to duty, which 
in mst cases is the next. IIIOrning. He is then imited to express any feelings 
he has. Any bids at regression are handled in a firm but S7lllpathetic way. 

SUMMARY 

The experience in the 1st Cavalry Division has lent support to the current 
neve of combat psychiatry which emphasize: 

1. Decentralization-i.e., treating the soldier as soon and as far 
fOrNard as possible. 

2. Expectancy-i.e., creating an atmosphere in which all forces pull 
toward the soldier's quick return to combat. 

3. Simple treatment-i.e., an emphasis on supportive measures such as 
food, rest, and sedation (as opposed to uncovering, intellectualiz­
ing, etc.). 

To these principles we have added the concept of paternal and maternal 
messages as thq reach the soldier. We have tried to emphasize the importance 
or the quality and balance of these messages. In short, the paternal messages 
must be dominant and the maternal messages must support the paternal. 

REFERENCE 

Ranson, Stephen W., LTC, The Normal Battle Reaction: Its Relation To The 
Pathologic Battle Reaction WLL. U.S. Army Med Dept 9: Suppl. 3-11 Nov 49 

IOIAT ) 

a ...... 

"That didn't hurt a bit, did it?" 
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MED-EVAC AND THE INFANTRY DIVISION 

LTC Foster H. Taft, Jr., MC* 

Historioal baokground: The Al'II\.Y medioal evaouation I17Stem has made 
substantial gains since World War II. In Korea the helioopter was intro­
duoed as a means of transportation of wounded in the evacuation ohain. 
During the Korean War evacuation bw air of urgent oases was oooasionally 
from the site of ooourrenoe of the casualty but most often from the batta­
lion aid stations. The battalion aid stations held blood in their portable 
ioe ohests, and thus could render resusoitative oare and stabilization 
prior to further evacuation to the MASH. Most oasualties, however, were 
movable b,y litter jeep and ambulanoe to the clearing stations for triage 
and stabilization. Ambulance or resupply trucks evacuated to hospitals. 

The develo}Jllent of Huey HID and its use of air-medioal evacuation 
brought many variations in the evacuation of oasualties. Most oasualties 
now are picked up at the plaoe of oocurrenoe. 

Points for discussion: 

1. Problem areas resulted from failure to properly use air-medical 
evacuation along the well proven routes of medical evacuation. 

2. Needless deaths occurring because of b,y-passing division level 
medioal services. 

3. Evacuation of patients too far to the rear burdening hospitals 
and air-medical evacuation unnecessarily. 

4. Prolongation of time from oasualty occurrence to professional 
medical treatment. 

We may discover that some deaths occurring enroute to a hospital and 
some deaths occurring during the first 24-hours in the hospital could have 
been prevented b,y not overflying division olearing stations. I also be­
lieve that the giving of the prerogative as to where the patient will be 
evacuated to the aircraft commander is contrary to eound medical planning. 
Whether or not the aircraft commander isanMSC officer makes little differ­
ence. Only an MD can properly make the detennination of urgency in each 
ca.se. 

Perhaps we should retrace our steps a little and not be fooled into 
thinking that the present use of the air ambulance is a panacea for battle 
field casualties. The most important thing is to get the patient to pro­
fessional medical care as soon as possible. This means specifically to a 
physioian as soon as possible. 

In many instances the overflying of division level medical service is 
defeating this very purpose. When the division medical facility is closer 
to the casualty than a hospital is, it is obvious that the casualty should 
go to the division medical facility to get prompt professional medical care. 

*Division Surgeon, Ninth Infantry Division 
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Where professional type medical care could be ghen in ten to fifteen 
minutes after injury, the time is extended to that required to by-pass the 
division level medical services and fl;r on to a distant hospital. 1'his 111&7 
be as much as 451inutes. During this time no professional resuscitathe 
measures are instituted and a significant I1UIIber of patients arrhe DOA. 
Others arrive in shock or bled out severel;r; IIOIIl8 of these go on to die 
after surgeJ:7 because of ~cardial isch-u. from prolonged shock. 

We are continua~ thinking in favor of time from pickup of the casualt1 
to the hospital. We should be most concerned ldth the time frame from injurJ 
to professional medical care be this at a hospital or clearing station. 
While the time fIUll casualt1 occurrence to hospitalization has been shortened 
in Vietnam the time from casualt1 occurrence to professional medical care in 
some instances has been prolonged. 

When an injured man might haTe been seen by the battalion surgeon in 
previous wars, in Vietnam the situation, employment of troops and terrain 
prohibit the forward placement of the battalion aid station in most instances 
thus not providing close professional medical support to the combatant units. 
This situation is overcome by the use of ai~edical evacuation. However, 
the use of this means of evacuation should be used to increase the speed 
with which the casualt1 is seen by a ~sician. 

Overfl;ring division level medical services moves casualties out of the 
division who otherwise could be cared for by the division level medical 
service. This results in loss of IlJanpower to the division and also ties 
up the medical evacuation flights for non-urgent injuries that could 
otherwise be taken on a short haul to the division clearing station and 
considerably reduce the burden placed on air~edical evacuation which 
lacks a sufficient number of aircraft to meet the requirements placed upon 
it. 

The serious delays that we have overcome by the use of ai~edical eva­
cuation are in the area between the battalion aid station, division clear­
ing station and the hospital. Previously, because of land transport and 
the situation, IlJaIV delays occurred before the patient could fina~ reach 
a hospital for definitive care, and many lives were lost that can now be 
saved. 

Have we rea~ IlJade as much progreSll in saving lives and limbs a8 we 
could with what we now have available in the medical chain of nacuation? 
I think not. We have increased only the speed with which the individual 
casualty reaches the hospital and in many cases this has been lite saving 
and improved our mortality rate in combat. We have not, however, appreciably 
increased the speed with which the casualty is attended by a physician. 
In some instances, in Vietnam, this is not a great problem where the hospitals 
are close to the area of operation and division medical facilities are in 
close proximity to the hospitals. In other instances there haS been con­
siderable distance from area of operation to division medical facility to 
hospital. 

An IV, blood, albumin, tourniquet, proper pressure dressing or trache­
otomy done early following injury may in many instances save more liTes. 
There are still deaths occurring daily fran wounds of the ext.remities. The 
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man picked up i'rom tbe field, jungle or rice paddy needs professional care 
as soon as possible. I do not feel that we are meeting that requirement as 
well as we could. Many talk about, but few do anything about, the failure to 
use our division level medical services. 

Do we really need our division level medical services? The answer 1S 
definitely yes i'or many reasons. One, the type of warfare may change at 
any time to more conventional tactics or CBR may be involved, putting a 
heavy demand on divisional type medical services. Two, there are many units 
dependent upon the diviSion level medical service i'or their primary source 
of medical support. Three, we need the division level medical service to do 
what it is not now doing; that is to provide innnediate profeSSional care to 
combat casualties. 

I propose we reevaluate our air-medical evacuation system and come up 
with a better working solution to the problem of getting the casualty to 
profeSSional medical care as soon as possible, whether it 1S to a hosp1tal 
or to the division clearing station. Sucb a solution should incorporate 
and use to the tullest extent possible the division level medical service, 
which is in too many cases relegated to a limbo of infrequent use. 

Ii' we 1'ollow this proposal we shall make greater strides in our never 
ending effort to improve Army medical care in the field, thus saving mens 
lives and limbs, and additionally reducing the number of men evacuated out 
of the diviSion that dO not need to be evacuated. This will in several ways 
insure better peri"onnance of our job. 

DEPENDENT'S MEDICAL (;AHE 
Message from the Aajutant General 

Department of the Army 

It has been noted, in recent months, 1;ha't. several instances have arisen 
whereby dependent parents or parents-in-law have presentea dependent indent i­
fication cards at civilian medica! institutions and received civilian medical 
care supposedly under the civilian ,medica! oare program. Your at.tention is 
invited to Alt. 40-l2l and Ali 606-5 and to 1;be ract that such services are not 
authorized at government expense l'or d9pen(;jent. parents or parents-in-law. 
They are only authorized meC!ical car. at;,a,!1Y. of the uni1"onned services 1"ac11-
it1es provided such serv1cea are avail.la.Woe. Should a dependent parent or 
parent-in-law receive civilian medical care at a civilian medical institu­
tion, either the individual concerned or the military sponsor is responsible 
for the full payment of any medical expenses incurred. Your attention is 
further invited to the importance of issuing identification cards for depen­
dents eligible for medical care innnediately upon their becoming eligible for 
sucb services and insuring that tbe date they become eligible for civilian 
medical care is specified in item 15 b, DD Fonn 1173 as required qy paragraph 
47 j (2), AR 6-6-5. The importance of insuring that all Applications for 
Dependent Identification Card DD Fonn 1173 are prepared accurately and all 
priveleges autborized are so indicated cannot be over emphasized. 

11 



A SPECIAL MESSAGE 'ID THE UNITED STATES ARMY MEDICAL TEAM IN VIETNAM 

. It has been my greatest privilege to obserYe firsthand the high stand­ards of care, treatment, and recovery measures being rendered to the personnel of the Anned Forces in Vietnam. 

Your competence, courage, and dedication have been a source of pride and inspiration to me. I commend you for your brilliant achievements in our commitment to excellence in serYice to others. You have earned the gratitude and esteem of your patients, their families, and associates in your day-to-day activities. 

As I retire from the Arm;y Nurse Corps, I wish to take this opportunity to convey ~ gratitude to you for your exemplary and lasting contrirutions to the sick and injured of the Anned Forces and the Vietnamese people. It has been rq honor to share with you the challenges and satisfactions through JIIaI'I,)'" yeare. A special salute to you and best wishes for happiness in the future. 

~~ 
MILDRED I. CLARK 
Colonel, ANC 
Chief, Army Nurse Corps 

PRESENTATION OF PLAQUE 'ID CHIEF, ARMY NUmE CORPS 

Chisf Nurse, Oftice of the Surgeon, USARV 

Upon the retirement of Colonel Mildred Irene Clark, Chief, Army Nurse Corps from 1963 to 1967, it was considered appropriate to present a plaque on behalf of the members of the Army Nurse Corps, now serving in the Republic of Vietnam, in appreciation for her dedicated and sincere ettorts, as well as her outstanding leadership, which have made possible many improve­ments in the field of patient care and living conditions for more than 600 Army Nurses here. LTC Sara N. Wn~, fonner Chief Nurse of the 45th Surgical Hospital, was selected to make the presentation. 

12 



BIOOD ProGRAM GUIDE* 

1. Purpose: This article has been published in outline format to 
facilitate its use as a guide to current concepts concerning acquisition and 
utilization of theater blood stocks. 

2. Supnl.v: a. Extra theater sources - normal supply stocks are pro­
vided fl'ODl U.S. military sources IAW AR 40-.3, Section X by USARPAC through 
the PACOM Blood Program Officer. 

b. Stock levels - a seven da;r requisitioning objective is considered 
optimum with a four day reorder point. The situation is considered critical 
at the tl«l da;r level. 

c. &nergency sources - the primary source is the contingency reserve 
(para Sa). Intra-theater collection may be resorted to as the final ei'i'ort, 
but should be used only under extreme conditions for blood resupply. The 
risks from using blood collected in theater are significant. All possible 
donors 1) are receiving malaria suppressant therapy, 2) usually have high 
titers of isoantibodies because of frequent immunizations, .3) may have signi­
ficant immune isoantibody levels or hemolysins, 4) may be syphilis suspects, 
5) are at high risk of hepatitis infection or contact. During periods of 
acute blood shortages, maximum use of microcrystalline solutions, 25 per cent 
human albumin, and 5 per cent plasma protein solution may be required for 
volume maintenance. 

d. Planning factors - those installations having access to patient 
estimates may plan their blood requirements on the basis of· five units per 
lRHA admission if they are providing comprehensive resuscitation and/or 
definitive treatment. This factor is a reflection of theater experience 
based on incomplete data and is ten times the factor provided by DOD lnstruc­
tion 6480.4 (8 Nov 63) and extracted in USAllPAC Regulation 40-6 t2!> May 66). 

3. Distribution: 1 AW USAtN Hegulation 40-26. 

4. Storage temperature: a. optimum - 4-6°c (39-43°F). 

b. Idmits - O-lOOC (32-50°F). Do not allow to freeze. Large and/or 
frequent variations in temperature are detrimental to the preserved erythro­
cytes. 

5. Selection for transfusion: a. The most desirable blood for trans­
fusion is the freshest blood available of group and type specific for the 
recipient which has been completely and accurately processed and completely 
crossmatched. Such a combination of factors will not always be obtainable. 

b. Economical and efficient use of the blood supplies available in 
this theater requires unlimited acceptance of blood to the 2l-day age limit, 
and limited acceptance to the 31-day age limit. This policy will reduce 

*Prepared by Major William B. Fuqua, MC, Commanding Officer, 406th Mobile 
Medical Laboratory 
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wastage. The 2l-day age period was adopted in accordance with recoDDllendations 
b,y the National Research Council based on studies using glass containers. The 
criterion chosen was 70 per cent 24-hour post transfusion erythrocyte survival 
determined b,y radioactive tracer techniques. Similar studies using plastic 
containers and the same criterion indicate an acceptable shelf life of more 
than 28-days and less -than 35 days. 

c. In those instances where the patient is endangered b,y the time 
delay necessary for complete compatibility testing, the physician may elect 
to accept the blood with any amount of testing omitted, to the extreme case 
of accepting group 0 blood for use with only verification of the group. All 
blood banks should maintain a stock of verified group 0 blood for such occasions. 
This verification is accomplished b,y grouping a sample from the "pigtail," and 
not the pilot tubes. In those instances where group and type specific blood 
is requested without crossmatch, verification of the blood unit group should 
be done on a "pigtail" sample before release. Pilot tubes should not be used 
for group verification. 

d. It is recoDlJl1ended that a blood triage team be established consist­
ing of the laboratory officer and a specifically designated member of the 
surgical staff. local guidelines Should be prepared in advance to aid in 
deciding when to use uncrossmatched group specific or group 0 blood. This 
decision must take into account the functional capacity of the laboratory. 

e. All patients receiving four units of group 0 blood should continue 
to be transfused with group 0 blood unless a minimum of two weeks has elapsed 
since the last transfusion and the minor crossmatch is compatible. If the 
patient is of blood group other than 0, every effort should be made to trans­
fuse him with blood units having isoagglutin1r> titers against group Al and 
group B cells of less than 1:200. This is not to be construed as prohibiting 
the transfusion of high titer units in the absence of low titer units. 

f. Group AB patients should be transfused to the limit of available 
supplies with the following blood groups in order of decreasing preference 
and without reverting to a ''more preferable" group as supplies again become 
available-AB, A, O. 

g. All Rh 0 negative blood should be reserved for group and type 
specific transfUSion, and should not be released for patients whose type 
is unknown. As supplies of Rh 0 negative blood are exhausted, the patient 
should continue to be provided blood selected on the basis of blood group 
considerations only. 

h. Blood less than 24-hours old should be requested for those 
patients receiving more than ten unit transfusions when labile factor deple­
tion is clinically manifest, and released on the basis of one fresh unit 
after the tenth transfusion and after each subsequent sixth transfusion of 
banked blood. Group and type considerations should be the same as outlined 
previously. 

6. Compatibility testing: The method is given below in steps 1-14. 
Discussion and notes are given on the reverse. The various portions of the 
method are labelled. 
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1. Set up and label two 12 x 75 111m tubes to contain: 

MAJOR: Button ot cells obtained trom 2 drops ot 2 per cent donor 
cells in saline with 2 drops ot recipient's serum. 

MINOR: Button ot cells obtained trolll 2 drope ot 2 per cent recip­
ient cells in saline with 2 dropsot donor's plasma or serum. 

Low Protein Phase 

2. S1ISpend cells in the plalllDa or serum. 

3. Centrituge just enough to obtain a clear supernatant liquid. 

4. Examine tor hemolysis and/or agglutination. 

High Protein Phase 

5. Add 2 drops ot 22-30 per cent bovine or human albumin. Mix. 

6. Repeat steps 3-4. 

7. Incubate 30 minutes at 37°C.', 

8. Repeat steps 3-4. 

Anti-Human Globulin Phase 

9. Wash cells tour times rapidly and without interruption with two­
thirds tube volumes ot saline. 

10. Decant the final wash completely, removing the drop adhering inside 
the mouth ot the tube by absorption into a piece of bibulous material. 

11. Add 2 drops ot anti-human serum. Mix. 

12. Repeat steps 3-4. 

Reagent Check 

13. On all apparently compatible crossmatchs, add one drop of coated 0 
Rh 0 cells to each tube. Mix. 

14. Repeat steps 3-4. If agglutination is present at this point, the 
croslllDatch must be repeated. The technician can be responsible for readings 
at all step 12. The laborator,yotticer or a medical' otticermust read step 
l~; 

The coated 0 Rh 0 cells are prepared by 15 minute incubation at 37°C 
ot 4 per c;:ent cells suspended in saline dUution of anti-Rh 0 (the dUution will 
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vary with the titer of the anti-Rh 0; one lot gave satisfactory results when 
one drop was diluted in 6 ml phySiologic saline). Free globulins are removed 
by four saline washes and the cells are finally suspended to 4 per cent sus­
pension. The reaction should be tested for each lot of cells. Store in ice 
water. Prepare fresh dail¥. 

This method of testing meets contemporary CONUS standards of acceptable 
and re~ended practices if carried to completion. When medical necessity 
dictates, blood may be accepted b,y the physician at any step of the procedure 
at an ever increaSing risk. The complete test will require about five minutes 
after the patient's blood specimen is separated and grouped. Going through 
step 6 requires two more minutes. Going through step 8 requires about forty 
minutes. 

The minor test is desirable except when testing Group 0 blood for use 
with a non-group 0 patient. 

7. Hemolytic reactions: The early detection and therapy of intravascular 
hemolysis is often life saving. A hemolytic reaction may present as a febrile 
episode, hypotension, or oozing at wound sites. 

When a hemolytic reaction is suspected, the suspect unit of blood should 
be stopped; a blood specimen obtained immediately b,y an ·atraumatic venipuncture, 
and the patient's plasma examined for pink discoloration. 

Hemolysis becomes visually evident at 30-40 mg per cent of plasma hemo­
globin, far below the renal threshold of la:l-150 mg per cent. If the plasma 
shows no hemolysiS, a hemolytic reaction is unlikely, and no specific therapy 
is necessary other than that directed at the patient's primary problem. How­
ever, if the plasma is discolored b,y hemoglobin, treatment with osmotic 
diuretics and other measures to prevent renal shut down should immediatel¥ be 
added to the therapy. The incriminated unit of blood and the patient's blood 
sample should be sent to the laboratory for confinuation of group, type, and 
crossmatch compatibility, and a gram stain done on blood from the unit to de­
tect bacterial contamination. The first voided urine should be examined for 
hemoglobin. It" the urine is clear yellow it is reported as negative. If dis­
oolored,it should be centrifuged to rule out hematuria. The pertinent clinical 
history and laboratory data Should be included in the monthl¥ blood bank report. 

8. Waste: a. A contingency reserve should be established with blood past 
its 21st day until the end of the 31st day. The size of this reserve should be 
the maJdJwwa compatible within the limits of refrigeration capability and avail­
able supply. 

b. Blood older than 31 days should be destroyed b,y incineration or other 
methods which will render both the blood and the container unsalvagable for 
a~ purpose. 

c. Blood older than 21 days and less than 31 days, which is not required 
for the contingency reserve, may be transferred to other Free World Forces of 
assistance programs it the medical standards and practices of the receiver per­
mit its acceptance and use. 
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SPECIAL PROBLEMS OF PSYCHIATRIC PATIENTS EVACUATED 
FROM VIETNAM TO A BACK UP HOSPITAL 

Captain Dave M. Davis, MC* 

In addition to the improved and informed psychiatric treatment in the 
area of combat now going on in Vietnam, several hospitals have been estab­
lished in the Far East area which serve as "back up" for the combat zone 
hospitals. This means that a patient can be removed from the actual combat 
zone without being returned to the United States. Some of these hospitals 
are equipped to provide all types of definitive psychiatric care. 

Source of Patients 

During the first fifteen months of its operation, beginning in January 
1966, the psychiatric section of one of these hospitals handled 155 cases 
from Vietnam as inpatients. In addition to Vietnam evacuees, the psychiatric 
staff handled ward patients from Thailand and Japan, provided a consultation 
service for one 1,000 bed and one 500 bed general hospital, and acted as the 
mental hygiene consultation division for several small installations in the 
surrounding area. The diagnostic distribution of these inpatients from 
Vietnam is shown in Table'l. 

Paranoid complaints 

The psychotic group included 66 schizophrenic patients. Of this group, 
37 per cent were evacuated during the first third, 40 per cent during the 
middle third and 24 per cent during the final third of their one year tour. 
The frequency of paranoid schizophrenia in this group was almost half the 
total. In addition paranoid symptoms (persecutory delusions, ideas of refer­
ence and/or delusions of grandeur) were prominent in many of the other schizo­
phrenic patients, so that of the entire group, 48 or 73 per cent had clear 
cut paranoid symptomatology. 

The youthfulness of the patients (average age 24) the rather acute ful­
minating onset and the obvious stresses encouraging the precipitation of ill­
ness were indications that many of these men might have aqu:Lckrecovery. 
Only five had previous. hospitalization for psychiatric reasons. A total of 
30 men or 45 per cent of the schizo}ilrenic population were felt to have re­
covered surficientlT within 90-days to be returned to duty; none, however, 
were returned to Vietnam. The average time of hospitalization for the 
recovered group was 46 days. These men were thereby made available for 
reassignment to non-combat positions in. the Far lilallt area, saving time and 
expense which would be involved in returning them to the United States. 
Those patients who did not recover in 90 days were further evacuated to the 
US for longer term care. 

*Psychiatrist, 249th General Hospital, Japan 
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Somnolence 

From observations made on our inpatients, there would seem to be some danger in using phenothiazines on an outpatient basis in Vietnam. It is well known that one side effect of the phenothiazines 11 1IOIIIJI01ence. Since Viet­nam is an area endemic for malaria, all patients received at our hoSpital are routinely continued on the pro~lactic anti~laria1 medication they were receiving in Vietnam. This tablet, which contains ch1oroquine 500 IIIgIII and primaquine 79 1IIgIII, is administered once weekly for eight weeks. A lllarked increase in drowsiness wae noted in maDT patients who took these lIIedications concomitantly. There has been no noted drowsiness from the ch1oroquine­primaquine tablet except in those patients who were also taking phenothiazines, and the effect does not appear to be directly related to the dose of pheno­thiazine. Although there is marked individual variation f'l'QIII no effect to marked somnolence preventing participation in routine ward activities, it does appear fl'Qlll week to week in the same individuals. This sleepiness may persist for up to 36-hours. Only limited success in avoiding this has been achieved by decreasing the dose of' phenothiazine on the ~ of' concomitant administration and by giving the C-P pill in the evening. Some type of' eynergism might have been expected, since the chemical structures of' chloro­quine and primaquine are similar to that of' phenothiazines. As this anti­malarial medication is routinely administered to all American troops in Vietnam, the reactions to phenothiazines on an outpatient basis should be observed. 

SUIlIIlar:v 

1. Psychiatric facilities 10cated outside the combat area provide treat­ment c10ser to the area of precipitation of the illness, yet are outside the United States. This reduces some of the secondary gain obtained from being sent "home" yet provides relief from the area of intense stress. 

2. In schizophrenic patients treated at such a hospital, paranoid symptoms abound but intensive treatment orten allows an early return to duty in a less stressful environment. 

3. Enhanced somnolence was observed in lllaDT individuals concomitantly treated with phenothiazines and the ch1oroquine-primaquine anti-malaria1 tablet. 

Reference 

Tiffany, W. J., and Allerton, W.S.: Army PsychiatJ'7 in the Mid-60s, Amer. J. Psychiat. 123: 810-821, 1967 

18 



TABLE I 

Diagnostic Classification Of Patients 

lluaber Per Cent 
Pqchosis (total) 76 49 

Schizophrenia (sub-total) 66 4.3 

Paranoid .32 21 

Undifferentiated 25 16 

Schizo-affective 1 0.6 

Catatonic 1 0.6 

Other and unclassUied 7 5 

Psychotic depression 2 1 

Pqchosis, not otherwise specUied 4 2 

Organic brain qndrome 4 2 

Neurosis (total) 26 17 

Depression 7 5 

Anxiety 6 4 

Conversion 6 4 

Dissociative .3 2 

Mixed 1 0.6 

PsychoPhYsiological reactions .3 2 

Character and Behavior Disorder 46 .30 

Combat Fatigue Syndrome .3 2 

No Disease Found 4 2 

TOTAL PATIENTS 1" 
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C_nnication8 COIlceming t.he paper on "Spec1&l Pl'Gbl .. Of 
Ps7ch:l&t.ric Pat.ient.s Evacuat.ion Froa Viet.nam To A Back Up Hospital 

Captain Sanford Jacobson, MC* 

" ••• My experience over t.he past. mont.h in reterence to chloroquine­
pr1maqu1ne synergia wit.h Thorazine tails 1'.0 leave aDT detinite iIIlpres­
s1on. I have seen about. t.went.y out.patiente over a period ot t.1IO 1'.0 tOUl' 
weeks lIho are on low dosages ot Thorazine, usuall1' 25-3X> mg ~. I 
have asked it t.hey noted aDT undue droweiness without. probing excessive~ 
since I did not. want to suggest. a positive re~. When asking in t.his 
manner I received no replies suggest.ing drowsiness occUl'red o~ tor a 
tew night.s and that it. followed ingestion ot this malar:l& pill. 

T'WO patients, however, spontaneous~ reported they were ext.reme~ 
drowsy and could not work. Both episodes occUI'red on a Tuesday and both 
had taken their malar:l& tablet Mondq. Both patients were receiving 
Thorazine 100 mg. hs. I advised both not to take their Thorazine on the 
evening of the dq t.hey took their malar:l& tablet. 

Obvious~ these cases lend only minimal support 1'.0 Captain Davis I 
report. It is interesting that he reports considerable individual var:l&­
tion in the synergestic response. Any meaningful study would require 
fixed dosages of phenothiazines, double blinds, etc. If such synergillll 
exist it is not frequent ••• II 

*Psychiatrist, 17th Field Hospital 

(sA\GO~ , -

"How long have you felt that your fox hole was closing in on you?" 
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INTOODUCTION 

IMK>BILIZATION OF FRACTURES AS 
PRACTICED IN VIE'mAM 

Captain Richard B. Welch, MC* 

The method of treatment of a m&dical condition is dependent on the goal 
that one hopes to attain. In Vietnam the care of fractures is concerned 
mostly with the soft tissue structures and not primaril;y concerned with the 
osseous components. Our goal is to achieve a wound that is free of infection 
or debris when ready for closure without sacrificing vital structures during 
the initial debridement. This is a ver:r limited but vital goal. Reduction, 
alignment, and apposition are all of secondary importance in the treatment of 
battle casualties. A detailed and thorough Imowledge of anatomy is paramount. 

It is inevitable that during treatment or evacuation of casualties 
wounds and fracture sites will be disturbed. These disruptions in the 
immobilization of fractures Wluence the primar:r care of the fractures. 
If the immobilization device will be removed in five to ten days and then 
again in another week, it is of no use to become overl;y concerned with anatomic 
apposition and alignment. One should attempt to maintain length and align­
ment in long bone fractures but these are of secondary importance. Reduc-
tion should be accomplished to the extent that neurologic or vascular structures 
are not impaired and immobilization should be sufficient to alleviat.e pain and 
enhance lIOund healing. 

At times fractures will heal in spite of inadequate treatment but at 
other times will fail to unite no matter how meticulous t.he care. The Chinese 
phYsiCians in Vietnam use a combination of twine and bamboo staves to immobilize 
a fracture after alignment.. Combining this with earl;r mobilization enables 
them to achieve good functional results. The materials and methods employed 
in imm.obilization of fractures are legion, therefore, this paper will be 
confined to the :Immobilization techniques used in Vietnam.. 

Splints 

The majorit;r of fractures arrive at hospitals in less than an hour from. 
the time of their occurrence and are unsplinted. The type of splints used 
in the field are usual.l;y crude logs. A rare patient is seen with the ex­
trem.it;r :IaIobilized on a Thomas splint or a wire ladder splint. This is due 
to the peculiarit;r of this conflict. Helicopter evacuation by-passes. the 
battalion aid station and clearing company. This gives the hospital the 
responsibilit.;r of first echelon care. 

The use of plaster of parill splints aftel".debridement is an acceptable 
method of 1IIIDobilization. Fabricated splints such as the posterior gutter, 
wire ladder, and Mason Allen hand splint . should not be used because the:r do not 
confonn to the extren1t;r or immobilize well. 

*Fonnerly 45th Surger:r Hospital. Presentl;y 67th Evac Hosp. 
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Stable f'ractures may be immobilized with a posterior well padded and 
molded splint. A f'racture of' the radius with an intact ulna or a f'racture 
of' the tibia with an intact f'ibula, can be immobilized very ef'f'ectiveq in 
a plaster splint. If' the f'racture is unstable a long leg cast should be 
used almost without exception. 

The splint should be applied with as much care as a cast. The limb 
should be prepared with sheet wadding and bony prominences need padding. 
Care should be exercised in appqing the dressing to the wound to prevent 
constricting bandages. The edges of' the splint should be rolled to preclude 
sharp cutting edges. We use an ace bandage to mold the splint to the extre­
mity being careful JlI)t to pull the ace bandage. To prevent slipping and 
render better immobilization the ace bandage is applied directq to the 
plaster. Failure to take these precautions in the application of' a splint 
may cause disastrous complications; i.e., ischemia, edema, pressure points, 
and skin ulceration. Splints carried too high on the back of' the leg may 
cause bullae at the buttocks crease. 

Advantages of' plaster splints over circular casts are 1) ease of' appli­
cation" 2) less tendency to constrict, 3) ease of' removal and 4) conserva­
tion of' materials. One should reaember that improperq applied splints may 
cause any of' the complications of' circular casts and caref'ul f'ollow up 
examinations of' the patient are required. 

The Thomas splint which was reputed to signif'icantl1 reduce morbidity 
and mortality in World War I continues to play an important role. Patients 
with f'ractures of' the f'emur and concomitant abdominal or chest injuries 
cannot be treated with a spica. Such cases have been treated by contained 
skeletal traction f'rom the tibial tubercle to the end of' the Thomas splint. 
The ring IllUSt be padded and the buttocks inspected, and cleaned to avoid any 
pressure complications. We do not use a Thomas splint incorporated in 
plaster with f'ixed traction as treatment for f'ractures of' the femur. This 
technique was complicated by many pressure problems about the ring and is 
unnecessary. 

Casts 

The use of' casts f'or immobilization in Vietnam is a standard technique. 
Routineq splitting the plaster and dating the cast is an excellent rule no 
matter where one is practicing medicine. If swelling is anticipated or 
occurs the cast may be bivalved and the extremity left in the posterior shell. 
This Shell is actusl4" stronger than a splint when the posterior shell is of' 
a greater arc than the anterior shell. 

We are in agreement with the Eiseman report that hangaarm casts are 
of' little value in the treatment of' f'ractures of' the hume u. We initiall;y 
used hanging arm casts but it was readiq apparent that th tient immo-
bilized in a well padded Velpeau dressing were more comfortable. It 1s 
dirf'icult to control angulation if' Velpeau plaster slabs are used after the 
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manner of Wat80n-Jones, but this is of little consequence. The Velpeau 
also gives the operator the opportunity to ap~ even compression over the 
wound and limb. A traction cast with a loop at the elbow has been used for 
patients with concomitant thoraco-abdominal injuries or requiring a thora­
cotomy. In patients treated by closed thoracotomy, it has been feasible to 
use a Velpeau to immobilize the humerous. The use of a shoulder spica cast 
in the initial care of wounds about the shoulder girdle has not been neces­
sary. 

Patients admitted with a fracture of the femur are :Immobilized in a hip 
spica utilizing the AnI\Y portable spica table. If the fracture is located 
in the supracondylar or condylar area it is acceptable to use a long leg 
spical. Fractures of the femur proximal to this level should be immobilized 
in a one and a half spica. The portable fracture table has been satisfac­
tory for the application of these casts. Surgeons who feel more hardware 
or applicances are needed do not understand the use the table or the initial 
care of fractures. The incidence of pin tract infections is significant in 
the best of circumstances. Pin tract infections seen during World War II with 
the Roger Anderson devices were catastrophic. We do not feel that a pin in 
the distal femur or proximal tibia incorporated into a spica cast is neces­
sary or desirable. 

The use of the portable fracture table produces certain problems that 
can be minimized. Excessive lordosis is at times a real problem and can 
lead to pain in the lumbar spine. This can be overcome somewhat by the use 
of pads and altering the position of the feet. There is a tendency for 
posterior bowing of the involved limb to occur. This may cause traction 
and pressure on the neurovascular bundle with resultant complications. 
Posterior bowing can be managed by using traction, slings, and ap~ng the 
cast in sections. 

In short, the application of a comfortable, well molded spica cast 
giving good immobilization is quite feasible with the use of the portable 
fracture table. There is no reason to employ unnecessary metal in these 
cases. 

Internal Splints 

The use of internal fixation of fractures has l1m1ted applicability in 
Vietnam. It is well known that the inert metals employed in the fabrication 
of orthopedic appliances do not increase the incidence of infection. If an 
infection occurs in a wound with such a large foreign body as an intramedullary 
nail, it is difficult for the host to control it. Antibiotics, closed tube 
irrigation and other adjuncts are helpful but do not eradicate the infection. 
r1' the debridanent were adequate and the wound were free of infection there 
would be no contraindication for the use of primary internal fixation. We 
have l1mited,internal fixation to those caseswbere the extremity is in 
jeopardy. 



We have also used metallic tixation tor unstable hand injuries and long bone tractures with vascular repairs. With blasting cap injuries ot the hand there is a large soft tissue defect and unstable fractures prsdominant~ ot the radial components of the hand. The thumb may remain with o~ a tenuous sott tissue bridge ot flexor tendon, a portion ot the thenar musculature, and a neurovascular bundle. It is important to stabilize the thumb with a K-wire to prevent torsion on the remaining neurovascular bundle and to relieve tension on the skin suture line. We have closed these 1IIOunds after thorough debridement, realizing that this is controversial. Occaeiona~ multiple pin fixation in the hand has been used to stabilize the remaining bones and allow closure of joints and tendons without tension. Pins or wires are not used routinely but in cases posing special problems. 

The second indication to use internal fixation is for fractures ot long bones with an associated vascular injury, notab~ the upper ana and thigh. It trauma to the lower ana and calf is so extensive that both bones are fractured and the arterial supp~ is interrupted amputation is usua~ neces­sary. 

The temur and femoral artery is the BIOst frequent location of this in­jury. The Kutscher nail has been used to stabilize these fractures and, it proper~ inserted will accomplish this. The use of an intramedullary nail in fractures caused b,y high velocity missiles is not without pitfalls. The first concern should be the prevention ot infection b,y meticulous, thorough debridement. 

These fractures are very COIIIIIlinuted with many pieces of free or loose~ attached bone. The coDlllinution will allow shortening to occur. In the upper extremity this is not necessari~ disabling but in the lower extremity more than two inches is unacceptable. It is better to allow some distrac­tion and plan for subsequent bone grafting than to shorten the leg b,y more than t1llO inches. Selecting the proper length nail is important in preventing excessive shortening. 

The Rush rod has not achieved rigid immobilization ot the fractured humerus. It is easily placed and controls alignment but it has little effect on torque. The rod will not prevent migration of the distal fragment with resultant distraction at the fracture site. The tension of an arterial repair is like~ unless additional support of a well fitted Velpeau is applied. We prefer a slotted plate; others have used a small Kuntscher rod. 
Because ot inadequate follow up our results are not known. There have been reports that combined procedures ot intramedullary nailing and vascular repair are frequent~ complicated b,y infection and amputation becomes neces­sary. Two recent cases have been reported to have had amputation and one is draining at the tracture site. It is felt that inadequate debridement and/or unwarranted attempt at limb salvage is the problem rather than the metal implant. 
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One patient had a popliteal arter,y injUl'1 and a fracture of the III1d­
shaf't ot the temur. Theile were lIeparate wounds and it lIall daolllltrated at 
surge17 that with traction on the leg no excellsiTe tension _II placed on 
the arte17. A spica callt _s acceptable in this case without compromising 
the arterial repair. 

The powerful IllUIcular forcell on the proxiJaal trapent ot a fracture can 
be seen as these II11scles go into spasm. Excursion ot the prox1mal tragment 
is not controlled bT the plaster cylinder and the arterial repair may fail. 
In this setting, intemal fixation may be the only method of saving the 
extremity. 

CONCWSION 

A discussion of the management of the more serious fractures occurring 
in Vietnam has been presented. Opinions are based upon a nine months experi­
ence in a busy surgical hospital. It is hoped that this paper will benetit 
others engaged in this work. 

"Does he have his health records?" 
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THE PlDBLEM OF BEING FlDM IOWA* 

LTC Matthew D. Parrish, MC** 
LTC Ralph W. Morgan, MC*** 

The patient organism considered in this case is that of a military unit. 
As with individual patients, an organ or a symptom is presented as the pro­
blem and often the patient does not want his "whole person" treated. It is 
only occasionally effective to treat a single symptomatic organ in a person 
or a single symptomatic individual in a unit. Every individual psychiatric 
case referred to the NP Service is therefore logged in as a member of a unit; 
then at least the unit's rate of psychiatric complaint is considered. That 
which is seen in the group as a rate is seen in the individual as a proba­
bility or in other words, as a prognosis. A small group like a company, 
however, can behave as a single organism with its own prognoses. 

BACKGlDUND 

During the psychiatric service's routine visit to a dispensary, the 
dispensary surgeon supporting the nth QM Company reported that sick call 
rates were double that of comparable companies. In the past four months 
there had been one suicide and three divorces. The surgeon felt that a 
human relations consultation would help the unit and told the CO that he 
wanted to call in a command consultant for one afternoon. The consultant 
was a psychiatrist assisted by an E-5 Social Work Specialist. 

The QM CQJII}lanY, in its chronic, somewhat under-strength, state consisted 
of a Captain, three Lieutenants and 150 EM. The officers and especially the 
COIIIIIander talked at length with the psychiatrist While the NCO's and some 
privates talked with the Specialist. The COlIIIIander was from Iowa, age 32, 
unmarried and showed prodigious energy and extreme meticulousness about de­
tails. He had had long service as an EM and considered himself a mEllllber of 
the old "brown shoe" Al'II\V'. The Al'II\V' and his unit's mission was the central 
focus of his lite, and his Lieutenants felt he was always way ahead of them. 
He maintained a very detailed card file on eve17 member of his unit and 
often worked until 2ax> keeping up these records, interviewing GOmplainers, 
etc. He felt he had been placed in cOllllland by his headquarters in order to 
"straighten out" the unit. He laid out, for the psychiatrist, the difficul­
ties as he saw them: 

1. The membership of the company was too largely "poor material." 
Many of his men had medical profile restrictions and were assigned to the 
loIuartenoaster because it was felt that Combat Anns would be too demanding 
upon them. 

*Repr1nted from Med Bull US AlTlG' Europe, 22:467-468, Jan 1965. 

Ed. Note: While this case occurred in another theater its unit-centered 
method is not inappropriate in Vietnam. 

**LTC Matthew D. Parrish, Chief Psychiatry, US AlTlG' General Hospital, 
Frankfurt 

***LTC Ralph W. Morgan, Chief, Social Work, US AlTlG' General Hospital, 
Frankfurt 



2. The NCOs took less than average initiative and responsibility. 

J. The Lieutenants were inexperienced' and not to be trusted far. 

The comlllEmder had tried to meet the growing problem of his unit by in­
creasing euppressive measures. When the sick call rate rose, he required 
each man to check in all his equipaent before going to the dispensary. On 
return from sick call, members had to redraw their equipaent. The troops 
were marched to and from sick call by an NCO, speciaJ.4r detailed by roster. 
This and similar measures of close supervision had required longer worlc 
houre for NCOs. 

The troops had met the CO's effort with increasing passive resistance. 
The !lOst flagrant eJallllple was a recent one on which the commander dwelt at 
length: 

A tank truck driver in the unit had brought a load of 5,000 gallons of 
gasoline to a storage depot. When a civilian employee had pointed out the 
storage tank to him, the driver knew from the color of t.he intake pipe that 
this tank contained Diesel fuel. He did ask the civilian employee once more 
if he were sure that this was the correct tank. On being cursorily reassured, 
the driver put the whole 5,000 gallons into the tank of Diesel fuel, thus 
rendering useless beth gasoline and Diesel fuel. In the subsequent inYes­
tigation, which was still going on, it seemed that the comman,der would be 
held financiaJ.4r liable for this "lIistake." 

GIDUP DATA GATHERING 

In order to gain .further data, the CODllland consultant and his enlisted 
assistant obtained pel'll1ssion from the CO to talk with members of the comP8l\Y 
individuaJ.4r and in groups. The group interviews with the troops allowad one 
member to IItimulate another so that a kind of "group _ry" was tapped re­
garding group behavior. Thus many of the ramifications of the unit's attempt.s 
to manage the CO were brought to light. Although there were several e:mmples 
of bright NCOs who had special profUes for orthopedic dii'ficulties or aller­
gies, the general intelligence level of the lower grades seemed _4jwhat below 
that of the average infantry company. Most significant, however, was the 
manifestation of a facile but coYert cooperativeness among the troops, which 
no one member was tul.l.y aware of. In general, the troops were developing a 
cache of tradition concerning their struggles with the comander. It appeared 
that the colIIJIIander himself had interpreted t.his response as a meaning that 
the unit had been assigned "poor material. " Ai"ter one incident which had 
particular4r irritated the co-ander, he addressed his men to the following 
effect: "I know that I am having trouble with you men, but I will tell you 
one thing. In all my long experience I have never had trouble with a man 
from Iowa." Within the week, another incident occurred. The picture of the 
c_nder was removed i'rom the "Chain of CODIIIand Gallery" and defiled in a 
particular4r disrespectful way. The culprit, a member of the comP8l\Y, was 
found with surprising ease. He turned out. to be a bright and willing worker 
who had always been cooperative and never in trouble, but surprising4r he 
hailed from the state of Iowa. 



In group interview with the consultant, the troops brought out that right 
ai'ter the commander haa maae his pronouncement about men from Iowa, they had 
quickly poolea and searchea the company memory in a manner which seemed reminis­
cent of a <1igital computer with human parts. There was only one man from Iowa, 
ana regardless of his i'ormer aesires to remain meekly in the background, he 
was the only pawn in position to check the King. He bA!! to like his role, be­
cause all of his. social worla liked him in it. Several maae him happily drunk 
and inspirea him to desecra"e the commander's picture. 

COMMAND CONSUDrATION 

In the consultant's interviews with the commander, no aavice was given, but 
ra"her, the commander was led to review in his mind and to explore the possible 
meanings of all that had happened. The colllllander then concluded: 

1. That he was trying to do all the work in the unit himself, and was 
failing at this impossible job. 

2. His officers and enlisted men were probably no different from those 
which any other Quartermaster unit was getting. 

3. That when the commander defined a group as an incapable one, it 
usually responded as if it really were. 

4. The troops were showing, indeed, a good deal of energy and ingenuity 
in working with what they considered their real problem. 

5. The mission could not be accomplished well unless the commander could 
induce in his men the motivation to use most of their collective ingenuity, 
aggressively toward the formal mission and not toward the hidden mission of 
obstructionism. 

In the presence of the consultant the commander laid out the following plan: 

1. He would reduce all non-essential duties which took up the time of the 
personnel, e.g., NCOs would stop marching men to sick call. 

2. He would encourage and secure continual suggestions from his officers 
and NCOs, how the mission of the unit could be better accomplished and would 
allow them, as far as poSSible, to work through these suggestions, with res­
ponsibility of their own. 

3. Place the responsibility for already defined sections of the unit 
mission upon his officers and NCOs and allow them to carry out these respon­
sibilities in their own ways~falling, if necessary, on their own faces. 

In the enSuing weeks the dispensary phySician reported that the sick call 
rate had fallen below the average. Occasional members encountered by workers 
of the psychiatric section reported changes for the bett.er to the point that 
no further fonnal contact was considered necessary by the consultant and the 
unit's health was merely followed through the surgeon. . 

DISCUSSION 

Much the same consultation attitude and techniques employed in this case 
are described in an extensive civilian 1,7 and military 3,4,5 literature. There 
is no particular diagnosis in this case; the initial problem is to delineate 
the disturbed social organism. . 
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The treatment of the collllllUIlity organism as a wole (the so-called Third 
Psychiatric Revolution) has its concurrent "revolutions" in Industry and 
Management6• This concurrence has increased the usefulness of human rela­
tions consultants to cOllllllalld managers. In this wrk the medical profession 
has great advantage in that society does not qaestion the prerogative of the 
doctor to communicate intimately with all echelons. In most military cases, 
the consultant sim~ enters the unit along the lines of communication and 
the good will alread;y established by' the battalion surgeon. 

While most managers will agree that other people's units should be looked 
at as a lIhole, they tend to see crises in their own units as due to the acts 
of some particular individual and they may try to induce the doctor to treat 
certain individuals and carefully to neglect the rest of the group organism. 
Because the military commander is responsible for the mental health of his 
unit and its individual members, it is relatively easy for the surgeon to 
involve the cOllllllander and the unit as a lIhole. This is done routinely in 
Preventive Medicine. Psychiatry lIhich examines many "stylish" sympt:.oms and 
"faddi.sh" behavior influenced by' the prevailing soc1al outlook, is often a 
fom of PrevenU",e Medicine. 

SUMMARY 

A case is described in lIhich the behav:fA)r and .~ of certain in­
dh1.duals were ..n aIs cosunicationa 8JWIPI;oItatic ot a disturbance ot the 
total unit a& All organi •• 
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MALARIA DISCIPLINE 

Major Taras Nowos1nk;y, MOll" 

The issues raised in the article, "A Comparison ot 300 Malaria Patients 
and 300 Non~ria Servicemen," by LTC Edward R. Murrq, MSC, (USARV Medical 
Bulletin, Vol II, No.3, Mq-June 1967) are ot considerable interest, both to 
AMEll3 and to COIIIDand readers ot the Bulletin throughout the U.S. Amy. WhUe 
the idea ot the study and the effort are coDDllendable, I question the validity 
ot 80lIIe ot the author's findings. To be specific, I have serious reservations 
about the following main points: 

1. The studY control. The selection ot this group was based on rather 
ill-dei"ined criteria. Cross-sectional composition of the group by unit 
appears adequate. However, there is no mention of group composition by type 
ot duty pertonned within a unit and by degree ot exposure to malaria. .These 
variables are very critical since they can protound~ influence the individual's 
risk for acquiring malaria. Another consideration is the manner in which the 
control group was chosen. This invites bias by "selection", in that these 
individuals mq possess certain biological and/or other attributes which "WOuld 
result in malaria risk factors different from those found in an average group 
ot soldiers. For example, it is known that many individuals do not get bit-
ten by mosquitoes as otten as others, and some are bitten o~ very seldom. 
This fact led to the current~ held hypotheSiS that the cutaneous secretions 
of some individuals possess repellent action. 

;G. Sub.iective responses. The truthfulness of the responses ot the con­
trol group mq be quite different from that of the malaria group. The soldier 
who has success1'ull1completed his tour in Vietnam without getting malaria 
may well be inclined to admit his poor participation in the program for 
malaria prevention. On the other hand, fear of possible punishment may 
tempt; an individual with malaria to conceal his poor practice of preventive 
measures. This type of difficulty may best be avoideel by studying this and 
similar problems in a prospective fashion. 

3. Chloroquine-primaquine and dapsone proPhYlax:is. The author's 
statement on p 9, para 2, lines 3 and 4," ••• Since Dapsone is elesigned as a 
protective measure against Falciparum and C-P against Vivax •••• n is cer­
tain~ incorrect. The chloroquine-primaquine elrugcomb1nation is useel as 
prophylactic against both species of malaria; however, its ei'1"ectiveness 
is relative in those areas where drug re1'ractory strains of ~. 1'alcipa.rum 

. are encountereel. In orCler to improve the efl'ectiveness ot chemoprophylax:is 
against these resistant strains, dapsone was aelded eluring the summer or 1966 
as an aelditional prophylactic drug. Prior to that time a 1'ield trial was 
conducted which showeel that the addition ot aapsone to standard chloroquine­
primaquine prophylax:is (when adequate malaria discipline is present) woUld 
cut the J.ncidence of symptomatic disease by almost one-half. However, this 

*~'omer~: t:hie1', Preventive Medicine Division, USAltV Surgeon's 01'i'ice 
Now: Deputy Director, Dept. 01' Preventive Medicine, Medical Field Service 

School. 



study had one important weakness, namely, that the dapsone and the placebo 
group were randomized by companies rather than by individuals. A second 
dapsone trial Which was conducted among the Korean soldiers in Vietnam and 
which employed individual randomization, has fully supported the findings of 
the fonner study. Poth inquiries were prospective in nature and were speci­
fically designed so as to elicit the degree of effectiveness of dapsone as 
an adjunct prophylactic drug against "falciparum malaria. The few methods 
described in LTC Murray's paper do not possess sufficient discriminatory 
ability for the satisfactory evaluation of drug effectiveness. The presence 
of a flaw in this aspect of the study design is suggested by the fact that 
his data imply that chemoprophylaxis predisposes an individual to malaria. 

A truly controlled study concerning the practice of individual protec­
tive measures (including chemoprophylaxis) against malaria in Anny units 
would, to say the least, be timely and certainly very important. A good 
documentation in this area may provide useful information which could 
serve as the basis to improve our present preventive program for malaria. 
I feel that while the study reported by LTC Murray contributes some worth­
while information, it was not sufficiently well controlled to provide data 
upon which solid conclusions could be based. 

"He wants to know if you took your C-P pill this week." 
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COMPARrSON OF CASUALTIES - WW II-KOREA-VIETNAM 

Office of the Surgeon, USARV 

In recent months a number of questions have arisen over certain compara­
tive medical statistical data presented in press releases. Especially noted 
was an apparent adjustment in the ratio of killed to wounded in World War II 
and Korea from that previously reported. In addition, the correleation of 
statistics presented in the press releases and those published in PM 101-10-1 
was not clear. As a result, much confusion has resulted in attempting to 
interpret these ratios and explain the variance. 

In an eUort to clarify this statistical data, this office queried 
Office of the Surgeon General. This query along with the answer received 
are reprinted on the following pages for your ini"onnation should further 
questions arise. 

To Surgeon General's Office from Surgeon. USARV 

" ••• An ever increaSing need has arisen in recent weeks to provide 
comparative medical statistics to various elements of the command 
here in USARV. 

PM 101-10-1 has estimated the ratio of killed to wounded in WW II 
as 1:4 and Korea as 1:4. The per cent of d!ed of wounds is esti­
mated in WW II as 4 per cent and Korea:.:! per cent. Recent~, 
several press releases have been received over here that have in­
creased the per cent of DOW in WW II to 4.5 per cent, Korea as :.:!.5 
per cent and Vietnam :.:!.4 per cent, but qualified the percentage as 
exclusive of those that died within the first :.:!4-hours after admis­
sion to the hospital. The medical statistics we have prepared in 
this office approximate the Vietnam rate of 2.4 per cent which has 
been presented in those press releases. We did not exclude ~ 
one that died in the hospital. 

I would like to have infonoation on how WW II and Korea data have 
been and are being COI'iIpiled. Specifically, I would like to know the 
following: 

1. What has caused the pereentage of DOW to rise above that 
previous~ reported? 

:.:!. What is included or excluded in the ratio of killed to 
wounded data presented in FM 101-10-1 as well as the 
current press releases? 

3. What is included or excluded in the percentage of DOW data 
presented in FM 101-10-1 as well as the current lJlress re­
leases? 

4. When the data is presented as a comparison between WW II, 
Korea, and Vietnam, is there any qualification that should 
be made? ••••• 11 

s/James A. Wier 
Brigadier General, Me, Surgeon 
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To USARV Surgeon from Office of the Surgeon General. Washington. i{l JU!l 67 

" ••• General Hayes has asked me to reply to your letter regarding 
comparative statistics i'or WW il, Korea, and Vietnam on the 
wounded, died of wounds, and Idlled. It is indeed unfortunate 
there have been 80 man;r errors, incomplete and inaccura1;e des­
criptions of the da1;& covered and failures to provide necess&I7 
qualifications in news stories and even sometimes in press re-
leases on this subject. I hope that we can provide some clari­
fica1;ion of this somewhat co.plica1;ed matter. 

Firs1;, it should be noted there are several kinds of case 1'atal­
ity rates for wounded which can qmite legit1mate~ be computed, 
with the choice depending upon the purpose tor which the c_puta­
tion is Clone. For example, some of them are: 

a. Per cent died of wounds among all the wounded reported 
on casualty reports to The Adjutant General. 

b. Per cent died of wounds among all wounded admitted to 
medical 1;reatment facilities. 

c. Per cent died of wounds among all wounded admitted to 
hospitals. 

For a proper comparison with earlier experience, it is neces­
sar:r to compare like with like. It is clear:Q' improper, for 
example, to compare a above for Vietnam with b above for Korea, 
since in Vietnam, for the first time in any conflict, TAG re­
quires casualty reports on !1! wounded including those with 
wounds so slight as to require on:Q' outpatient treatment or 
treatment without admission to a medical facility. 

For the Korean conflict and for WW II, casualty reporting to 
The Adjutant General on the wounded who did not die was intend­
ed to be limited to those who were admitted to a hospital or 
were evacuated from their units to be admitted to a hospital 
or were evacuated from their units to be admitted to a hos­
pital. In practice this did not work perfect:Q' and the 
resultant totals from TAG sources for wo,unded and for died of 
wounds are closer to the figures from the medical reports for 
the wounded admitted to all medical treatment facilities than 
to the figures for hospitalized cases. 

Responses to your specific questions are as follows: 

Question 1. What has caused the percentage of DOW to 
rise above that previous:Q' reported? 

Answer: The "about 4 per cent" for WW II and the "about 
:.! per cent" for the Korean War cited on page 6-3 (para 6-41'(4» 
and (5) of JiM 101-10-1 are specified as pertaining to "the 
wounded who reached hospitals" whereas the 4.5 per cent for 
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WW II and the 2.5 per cent for Korea have been characterized as 
the case fatality rates for the wounded admitted to medical 
treatment facilities (that is, not limited to those admitted to 
hospitals). For Vietnam the case fatality rate for the IRHA 
admitted to all tfPes of medical treatment facilities (from 
Morbidity Reports) for the period of July 1965 through January 
1967, is 2.4 per cent (actually 2.38) and the case fatality rate 
for the IRHA admitted to hospitals (from the beds and patients 
report) for the period of July 1965 through January 1967, is also 
2.4 per cent (actually 2.44). Extending the period through the 
latest available date changes this is little, however, and for 
January 1965, through April 1967, the case fatality rate for 
those admitted to all type. of medical treatment facilities is 
2.3 per cent and for hospitals 2.5 per cent. The only source 
we know of for a statement about the case fatality rate for 
hospitalized wounded in Vietnam excluding those Who died within 
the first 4. hours after admission to hospital is the Surgical 
Consultants reports prepared in Vietnam and as you know, of 
course, any statement that this rate is at the 2.4 per cent level 
is simply wrong. 

Question 2. What is included or excluded in the ratio of 
killed to wounded data presented in FM 101-10-1 as well as the 
current press releases? 

Answer: The table presented on page 6-3 of FM 101-10-1 
does not give the overall ratio of killed to wounded for either 
WW II or Korea. You will note that the WW II section is label­
led "Infantry" although it also has insert lines giving the 
ratios for Air Forces, Amored, and Artillery as well as Infan­
try. The Korea section provides the ratios separateJ.;y for 
Infantry, Armored, and Artillery. The overall ratio of killed 
to wounded for WW II as computed from the Final Report of Anoy 
Battle Casualties was 1 to 3.1. (It is principally the. inclusion 
of the Anmy Air Forces experience that caused this to be lower 
than the 1: 4 for Infantry.) The corresponding overall ratio for 
the Korean War was 1:4 (actually 1 to 4.1) the same as the sepa­
rate ratios for the ground Anns listed. on page 6-3 in FM 101-10-1 
(during this period you will recall the Air Force was a separate 
department). Similar ratios computed i'rom medical report data 
based on admissions of wounded, to medical treatment facilities 
(that is "admissions to hospital and quarters" as it is often 
labelled and the Killed in Action as reported to 'TAG are 1 to 3.1 
for WW II and 1 to 4.0 for Korea. The corresponding ratio for 
Vietnam based on medical reports data for 100 for July 19b5, 
through March 1967 is 1 to 5.1 and through April 1967, 1 to 5.2. 
I have cited these because the ratio Which would be derived using 
TAG casualty report data for wounded for Vietnam for this period 
is 1 to 7.2 Which is not comparable to the WW II or Korea data 
from this source because of the changed coverage for TAG casualty 
reporting of wounded' as described above .... 
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i,luestion 4. When the data is presented as a comparison bet­
ween WW II, Korea, and Vietnam, is there any qual11'ication that 
should be made? 

Answer: The point of overriding importance in this regard 
is the avoidance of inappropriate COiIIpar1sons, that is, being 
sure that the rate or ratio being compared has the sallie cover­
age and is comPlted in the same way for all of the war periods 
being considered or compared. Of almost equal important is the 
need to be sure that the rate or measure under discussion is 
accuratelT and completelT labelled or described. In this lfa'1 
one can be certain of being able to differentiate "hospital" 
rates from "all treatment facilities" rates from "casualty report" 
rates. The case fatality rate for wounded for Vietnam from 1 
January 1961 to the present from TAG casualty report data is 
about 1.5 per cent bUt, unfortunatelT perhaps, there is no counter­
part to this rate from casualty report data for WW II or Korea -
hence no proper comparison v1th earlier experience can be made. 

It is hoped that the forgoing has provided useful answers to your 
questions. There are certain other rates 'Which may be helpful in 
maintaining perspective on the experience in Vietnam. For example 
the total number ot battle deaths (killed in action, died of 
wounds and died 'While captured or missing) per thousand average 
troops per year for A~ personnel in the European Theater of 
Operations for the period June 1944 through May 1945, was 51.9. 
~'or Korea for the period JulT 1950 through JulT 1953, the cor­
responding rate was 43.2 and for Vietnam for July 1965 through 
April 196'" it was 20. The number of Wounded in Action per 
thousand average A~ troops per year in ETO for June 44. through . 
May 45 was 152. The correspOnding rate tor Korea was 121~1. 
For Vietnam the rate most closelT correspOnding, that is the 
rate of IRHA admitted to A~ medical treatment facilities, in . 
the period JulT 1965 through April 1967, was 84 •. 7. Thus, it. :j..s 
seen that the rate for wounds incurred inaction in Vietnam is 
a little more than half of the cited ETO rate and about '/0 per 
cent of the rate for Korea. And, as you know, the case fatal-
ity rate for the wounded admitted to medical treatment. facili­
ties in Vietnam, even v1th the rapid helicopter evacuation 
bringing more of the morta11T wounded into trea1;ment ·1'acilities 
alive, has still be slightlT below that experienced in Korea •••• " 

s/ Eugene t. H~iton, Director 
. Medical St.atiStics. Agency .. 
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44th MEDICAL BRIGADE NEWS 

I 
',New Commanding General: Effective 10 .August 1967, the 44th Medical Brigade 
~s reassigned from the 1st Logistical Command to USARV. Brigadier General 
Glenn J. Collins was assigned as the Commanding General, 44th Medical Bri­
l/:ade while continuing his position of Surgeon, USARV. 

Redesifnation of Units: The designation of the 1st Platoon of the 568th 
Medica Company Clearing and the 2d Platoon of the 563d Medical Company 
Clearing have been exchanged. The 1st of the 56Sth is now located at Ban 
Me Thout and the 2d of the 563d is at Nha Trang. 

Unit Relocations: 
a. The 229th Medical Detachment (MC) dispensary and the 2d Medical De­

tachment (MA) dispensary moved from Saigon to Long Binh on 13 July. 

b. The Pet Clinic moved from the. 4th Medical Detachment (VSL), 13 Ho 
Bien Chan, TSN to the 936th Medical Detachment (small animal .hospital), TSN 
(across from helipad). 

New Units: 
a. The professional complament. of the 51Sth Medical Detachment (Dental 

Service) arrived in-country 16 J1lly. The unit has its headquarters at Qui 
Nhon and is tul:Qr operational. 

b. The main bod,y of the 45th Air Alllbula.nce Company arri~ in-couq.try 
lS Ju4r to join the advartce party at th.ei1" location in lDng Binh. 

FliAAt Number Changed: In-count17 evacuation night Il1lIIlher 719, which sel"Ves 
the northern part of South Vietnam, has been changed to flight 760. Flight 
660, which has the same mission in the central part:. of South Vietnam, re­
mains unchanged. 

Hospital Beds Increase: Effective 15 July the 91st Evacuation Hospital, Tuy 
Hoa, increased its bed capacity to 400, an increase of 100 beds. 

Medical Supply: 
a. A satellization program for medical supply support:. was inaugurated 

1 July. It is expected that this program will expedite the flow of medical 
supplle s from depot units by reducing the number of small custome .... 

b. Effective 1 July, the 32<1 Medical Depot became the supplier of MEDCAP 
II Supplies. This mission was previously perfonned by the ARVN Depot System. 
The transfer of MEDCAP stocks from ARlIN depots to the 32<1 Medical Supp:Qr 
Depot's 3d Platoon at t.!ui Nhon and its Base Platoon at Cam Ranh Bay is cur­
rently in progress. Transfer of stocks to the 1st Platoon in Saigon will 
cOllDllence a1'ter the completion of its relocation at Long Binh. 

KJ COIIIIIIanders Meet: On 6 July the 932d Medical Detachment, Headquarters, 
Dental Professional Services, hostect the Quart:.er:Qr Dental Service CCIIIIIII!Illders 
Meeting. The meeting was attnded by commanders and their administrative 
officers, and was convened at 1st Logistical Headquarters. 
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ME.UICAL HISTORY IS BEING MADE IN VIETNAM 
I· 

Major Norbert O. Picha, MSc* 

Medical history and historical data should be considered more than just 
reatting material for entertaimnent and scholastic achievement. Medical 
history is a basic source of knowledge i'or the solution of problems and the 
attainment of advances in the theory and practice of military metticine. 
Hence, the accumulation of hist.orical data, through the proper maintenance 
of hist.orical records, should be of primary concern to all commanders, 
excecutive officers, and starf members of all medical organizat.ions from 
medical staffs at major headquarters down to and including separat.e mettical 
detachments and companies. 

The 27th Military History Detachment has been aSSigned to this command 
to assist medical units in the proper maintenance of hlst.or1cal files and 
to encourage completeness and adequacy of such 1"11es. 

In aadition to complete and adequate 1'iles, mettical hist.ory may be 
expanded upon and reHned through the accumulation of certain aetails, 
little "extras" which add to or better explain a situation or incident 
from which history is maae. Newsletters, commander's notes and conferences, 
unrequirea or opt.ional. reports, interiiews, memoranda for records, photo­
graphs, etc., some of which may not become a part of the permanent record, 
are significant and should be forwarded to the unit hist.orian who may then 
send them on to the 27th Military History Uetachment for incorporat.ion into 
the historical record. 

The cooperat.ion and consideration of all medical aerv1ce personnel is 
most heartily solicited in the continuing effort to improve upon the Army 
Medical Service and the combat service support which it provides. History 
does play a major role in this effort. 
*Commanding Ofl'icer, 27th Military History Detachment 

1Jh .. 1.-

''My buddy tells me you have a new pill for ·VD." 
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THE ARMY NUR3E CORPS IN THE REPUBLIC OF VIETNAM 

I LTC Jennie L. Caylor, ANC* 

This is a brief resume of a few facts concerning the Amy Nurse Corps 
in the Republic of Vietnam. It is anticipated that in the 1'uture the Amy 
Nurses will contribute articles of an informative nature concerning their 
varied experiences to the USARV Medical Bulletin. 

The Amy Nurse Corps, the oldest military nurse corps in the world 
and the first womens component of the US Amed Forces, has contributed 
significantly to the finest medical care available to the sick and wounded 
in the battle l'ields of every major conflict since the Spanish-American War. 
Today more than 6.30 Amy Nurse Corps officers are serving in this area !"rom 
Chu Lai to Dong Tam, from Tay Ninh to Vung Tau in seventeen surgical, field, 
convalescent, and evacuation hospitals. They may be fOlUld in the divisions, 
clearing companies, and on the specialized medical teams rendering support 
to the active tactical operations being ~ged. Their off-duty time is 
volunteered in assisting the doctors in villages, orphanges, and lepro­
sariums as well as conducting training of Vietnamese medical workers. In 
many ways the men and women of the Amy Nurse Corps represent the Medical 
Service in its dedicated contributions to~rd pacification. 

The first Amy Nurse Corps officers arrived in the Republic of Vietnam 
in March 1962, and were assigned to the 8th Field Hospital at Nha Trang. In 
May 1965, the 8th and 9th Field Hospitals were combined. 

LTC Margaret G. Clarke became chief nurse of the 8th Field Hospital in 
February 1965, and ~s given an additional duty as Chief Amy Nurse in Viet­
nam. At this time there were 25 Amy nurses here. As the number of nurses 
increased and the Office of the Surgeon ~s organized, the additional duty 
of Chief Amy Nurse became a full-time responsibility. Colonel Clarke 
arrived in Saigon, 15 September 1965, to assume the position as Chief Nurse, 
USARV Surgeon's Office. At the time of Colonel Clarke's departure in 
March 1966, there were five hospitals in operation and more than .300 Amy 
nurses. She ~s selected as "US Amy Nurse of the Year" for 1965, and 
received the Legion of Merit and the Air Medal for service in Vietnam and 
has since been promoted to the rank of Colonel. 

The second chief nurse, USARV, ~s LTC Marian A. Tierney, who arrived 
in March 1966. With the arrival of the 44th Medical Brigade, she assumed 
an additional duty as chief nurse of the brigade. At the time of her 
departure in March 1967, 17 hospitals had arrived with fourteen of these 
operational. The strength of the Amy Nurse Corps here at that time ~s 
more than 500. Colonel Tierney received the Legion of Merit and the 
Soldier's Medal for service in Vietnam. 

LTC Jennie L. Caylor replaced Colonel Tierney as USARV Chief Nurse in 
March 1967. At that time it ~s deemed advisable to assign a full-time 
chief nurse to the 44th Medical Brigade, ·a position now filled b.r LTC Rose 
V. Straley. 

*Chief Nurse, USARV 
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As of 30 June 1967, there were seventeen hospitals in operation with , 
636 Army Nurse Corps officers assigned. Of these 139 ANC are men. In 
addition to the hospitals, ten Army nurses are assigned or attached to the 
2d Platoon of the 616th Clearing Company at An Khe, two are with the 2d 
Platoon of the 563d Clearing Company at Duc Pho and one airborne qualified 
anesthetist supports the 1st Br igade of the lOlst Airborne Division. 

EDITOR'S IDTE 

Why Publish in USARV Medical Bulletin 

The value of the USARV Medical Bulletin over stateside professional 
publications is that a practical article about work in Vietnam gets rapid 
professional comment, correction, and pertinent additions from other pra­
tical professionals faced with similar tasks in Vietnam. Some of these 
comments are published, others are passed directly to the author. This 
increases the value of any article later expanded for publication in the 
international medical literature. 
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VASCULAtt REPAIR> 

Captain George D. Williams, Jr., MC* 

The 93d Evacuation Hospital received many casualties as direct admis­
sions which have fresh arterial injuries. To date '18 arterial and 7 venous 
repairs have been done. Fifteen other cases presented with pulseless ex­
tremities, and were explored for arterial injury but on~ spasm was found. 
It is felt that a discussion of our experience may be beneficial to others. 

FIRST AID AND EVACUATION 

When the majority of cases were 1'1rst seen a pressure, bandage was present 
over the wounds. This had adequate~ controlled the bleeding. 'r'he ext.re­
mities had fair color and retained sensation despite the arterial injury. A 
l'ew cases are being received with occlusive tourniquets of belts or ropes and 
the dista.!. ext.rem1ty is invariably cold, blue, and anesthetic. ~'ortunately 
such cases have been received before permanent damage resu.!.ted. Interesting~ 
when the tourniquets are removed on arrival and pressure bandages app.l.1ed, 
adequate hemostasis is present and the limbs soon regain their color and sen­
sation. Except for complete traumatic amputations the use of tourniquet is 
to be condemned. 

THE ProBLEM OF SPASM 

Fifteen cases presented with Cold, pu.!.seless extremities having wounds 
located near arterial channels. All of these were explored for suspected 
arterial injury but none was found. The missiles had passed near the vessel 
resulting in severe local and d1stal arterial spasms. Sympathetic blocks 
were perfonned in many of these patients (primarily to reassure the surgeon) 
with rapid return of pulses and wann skin. 

Arteria.!. Reconstruction: 

Without arteriograms there is no completely reliable way to predict 
spasm prior to exploration. Bleeding from the wound of entrance is not a 
reliable sign of a major arterial injury because severed arteries may not 
bleed but conversely brisk bleeding from a muscular artery may mimic a 
major vascular injury. 

Preoperative arteriograms on suspected arterial injuries is not pr~ctical. 
The soft tissue wounds must be proper~ debrided and direct examination of 
the artery can be pe~fonned,. consequent~, we explore all suspected arterial 
injuries. A direct examination of the artery. must be .made to detennine the 
pathology of ischemia. 

The presence qf distal pulses in an extremity should not prevent one 
from exploring an artery if the missile tract is near the vessels. We have 
seen several cases with good distal pulses in the presence of penetrating 
wounds of the proximal artery. In the Korean experience, these arteries in­
variably "blowout" if left unrepaired. 

*Member of the Surgical Staff, 93d Evacuation Hospital 
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Disruption of the intima with intact media and adventitia may be diffi­

cult to detect but should be considered in all cases. We have seen two of 

these in which arterial pulsation stowed abruptly at a ring of slight bluish 

discoloration of the artery. Inspection after resection of this se~ent re­

vealed intact adventitia and media but a disrupted and turned down intima 

with thrombus formation. Graft repair was successful in both cases. 

OPERATIVE TECHNIQUES 

The patients are taken to surgery with pressure dressing in place and, 

where possible, pneumatic tourniquets proximal to the wound. For inaces­

sible locations (i.e., the proximal. femoral artery or axilla) the assistant 

may need to control bleeding with dir\'ct pressure over the wound during 

prepping and while attaining proJdJnal control. The artery is then exposed 

for at least 5 em. proximal and distal to the injury and non-crushing arterial 

clamps applied. The tourniquet is then deflated. 

Gross inspection does not reveal the true extent of the pathology. It 

has been found that resection of 1 em. of vessel on either side of the in­

jury is necessary. Failure to adequately debride an artery prior to recons­

truction inevitably results in postoperative suture line disruption. (As 

proven in. Korea). 

The decision for primary anastomosis or grafting rests upon tension of 

the suture line. Unfortunately, this can be judged only through experience. 

As a general rule if the vessel is so taut there is no discernible pulsa­

tion or if the sutures appear to be cutting into the arterial wall, it is 

too tight, and a graft must be used. 

It has been found that few primary anastomosis are satisfactoryfollow­

ing adequate debridement. An exception is the brachial artery which US\lally: 

can be freed enough to provide the length that is necessary, accordingly, we 

have perfonned twice as ma~ grafts as primary anastomosis. 

A portion of saphenous vein has been used in all cases requiring a 

prosthesis. Vigorous dilatation of the segrnent is very important to pre­

vent postoperative spasm and clotting. The h.chnique for this followa: 

The proximal end of the graft is clamped; a needle is then inserted well 

into the lumen of the distal end and the vein is clamped over the needle. 

Using saline in a 5 cc syringe dilatation almost to the bursting point is 

accomplished and held for two to three minutes. The vein will then re-

main flaccid and well dilated during the anastomosis. The arterial ends 

may be in spasm following trimming and such vessels cannot be sutured 

easily. Dilatation is done by grasping the arterial end with a sponge and 

gently stretching it with the "nose" of a small hemostat. or needle holder. 

This greatly facilitates accurate suturing and prevents posto.perative narrow­

ing at the suture point. 

Prior to the anastomosis good back flow from both ends of the artery. 

must be obtained. Sluggish i·low from the dista+ end can sometimes be im­

proved by' vigorously massaging the limb centripedally. If flow is. still 

poor the distal artery must be irrigated with a small catheter, or better, 

with the Fogarty catheter. Good distal flow MUST be obtained before t.he 

repair is attempted. 
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All anastomosis are aone with 0-0 Merselene suture. The ends are held 
with. two initial sutures spaced 180° apart and the anastomosis is completed 
with a continuous suture, placing the stitches one millimeter deep and one 
mi·llimeter apart. The adventitia should be carefully trimmed from the ends 
of the vessels to preclude entanglement of the suture or stenosis of the 
anastomosis. 

Following the anastomosis a good pulsatile flow should be present through 
the suture lines and distally. 

Prosthetic materials such as Dacron and Teflon should never be used in 
these contaminated wounds. Meticulous debridement of the surrounding tissue 
at the time of vascular repair is extremely important to prevent infection. 
Following repair the artery is completely covered by approximating adjacent 
muscle and/or fascis. The skin is left open for subsequent ope. 

Frequently distal pulses (i.e., radisl or pedal) will not be palpable 
immedistely postoperatively; if due to spasm the pulse will return wit.hin a 
few hours. When signs of ischemis are present after 4-6 hours the artery 
should be reexplored. 

The patients are returned to the operating room for oPe within four or 
five dqs. The wounds are closely inspected for infection or inadequate 
debridement; following irrigation with saline they are closed. The patient 
is observed for seven dqs for loss of distal pulses or evidence of infection 
in the wound. Either finding warrants exploration. 

SUMMARY OF CASES 

The 78 arterial and 7 venous cases are presented in the accompanying 
chart. 

There were 2fJ femoral artery repairs, 8 primary anastomosis and 2l 
saphenous vein grafts. Three of the primary anastomosis clotted post­
peratively. This was due to tension and all were successfully salvaged by 
vein graft. The one graft that thrombOsed was too long and developed a 
"kink" at the distal anastomosis. The graft was successfully shortened. 

There were eleven grafts and six primary repairs of the popliteal 
artery; one failed· due to kinking; it was successfully shortened. All of 
these anastomosis were done from 0.5-3 em. proximal to the bifurcation. 
We explored four cases in which the bifurcation 'wae destroyed and multiple 
injuries of the posterior and anterior tibial arteries precluded a repair. 

There were sixteen primary repairs and ten vein grafts. of the brachial 
artery. One primary repair failed due to inadequate debridement of the 
artery and excessive tension, This was successfully corrected with a vein. 
graft. The one graft failure was caused by a poor proximal anastomosis us­
inginterrupted sutures of 5-0 Merselene. This was successfully reconstruct­
ed using continuous sutures of 6-0 Merselenesutures. As noted, the brachial 
arterY is easy to directly repair end-to-end. This is apparently due to its 
pliability and ease of freeing to obtain length. 



• 

Six axillary art.eries were repaired; five with grafts and one direct 

anastomosis. The only failure was the direct anastomosis; and again it was 

due to excessive tension. Craft repair was successful in all cases. Eight, 

of 78 art.eries developed thromobisis following initial repair. This 10 per 

cent figure is disheart.ening but most failures occurred early in our exper­

ience. 

Seven venous repairs were perfonned; two axillary and five cormnon 

femoral veins. The t'Wl) axillary and three common femoral repairs were de­

bridements and suture of ''Missile cuts" of the veins. The other comnon 

femoral injuries required resection with end-to-end anastomosis. The ex­

tremities remained edema free and without visible venous engorgement; post­

operative venograms were not obtained. Prevention of the phlebitic sequele 

of a ligated axillary and common femoral vein motivated us to attempt their 

repair. 

SUMMARY 

Surgical repair of 78 art.erial and 7 venous injuries is presented. Dis­

cussion included first aid, techniques of repair, and management of complica­

tions. 

EDITOR'S NOTE 

It is recommended that Heparin be injected into the distal artery to 

decrease the tendency of thrombus formation in the vascular bed. 

VASCULAR REPAIR> 

No Primary Vein Number Cause of 

Cases Repair Graft Complications ' Complication 

ARTERIAL 
Femoral ':lR 8 21 4 Tension 3 
Popliteal 17 6 11 1 Kink 1 

Brachial 26 16 10 2 Tension' 1 
Axilla!:l 6 1 :2 1 Poor' reES\ir 1 

ToTAr: ~8 ~l ~Z 8 

VEIDUS 
Axillary 2 2 

Femoral 5 ; 
ToTAL 7 7 
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FIEID DENTAL CARE IN BIG RED ONE 

Captain Mark E. Davis* 
Captain Herndon A. McConnell** 

It is the mission of the four dentists assigned to the 1st Infantrr 
Division to provide preventive and restorative dental care on an area basis 
for their supported brigades. Due to the tactical demands of an infantrr 
division, this care cannot be adequately administered from static base camp 
facilities. Therefore, the 1st Infantrr Division has brought the dental 
facility to the men in the field and has sought continuously to improve. 

In the early part of the stDlllller of 1966, it became our policy to in­
clude a dental team consisting of a dental officer and technician on all 
combat operations of sufficient size to warrant forward deployment of a 
medical clearing section. Prior to this time, dental patients were evacu­
ated to base camps for dental treatment, resulting in unneded suffering and 
particularly unnecessarr loss of manpower. Treatment in this manner was 
often delayed for several days due to the unavailability of routine air 
transportation. Evacuation for dental treatment tied up space on medical 
evacuation aircraft and the man was lost from the front line unit for days 
due to the difficulty of obtaining return transportation. Of course, with 
this method, patient evacuation was limited to emergency oases, and the men 

*Company C, 1st Medical Battalion 
**HeadquarteM5 and Company A, 1st Medical Battalion 
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in the field could not take advantage of the preventive and maintenance 
dental services available in the base camp. It was soon found that the 
inclusion of the dental team in the Admi,ssion and DispoSition tent of a 
forward clearing section boosted the morale of the men. The standard 
field operating chest and chair were air transported with the other medi­
cal equipment. Emergency dental treatment consisting of extractions and 
the placement of sedative fillings was then carried out. 

It soon occurred to those in the field that modem ultra-speed cut­
ting instruments could provide a much broader scope of dental treatment 
under field conditions. This requirement could be met qy including the 
field portable ultra-speed dental unit (now in A:rmy Medical SuPIil1 channels) 
to our field equipment. The main problem was to provide sufficient elec­
tricity for the air compressor unit which powers the drill. This unit, 
draining nearly the entire output of a 1.5 KW generator, would tax our 
already heavily loaded clearing section generators. You might say our 
patients solved our problem. Their tactical and pacification achievElllents 
obtained greater road security enabling us to employ road convoy travel. 
This meant that we could now take along the extra generator necessary to 
power our unit. 

On Operation Junction City, in February of this year, Co C, 1st Medical 
Battalion, took their complete field dental facility to the field for the 
first time. The delicate ultra-speed unit had to be protected from the ' 
extreme 'heat and dust in the operational area at Suoi Da, northeast of Tay 
Ninh. This protection was provided qy setting the operating unit and 
compressor on a platfom two or three feet 'off the ground. The p:t.atfoms 
were made from available material such as old ammunition boxes or loading 
pallets. The compressor and unit were also covered with a ponche or 
shelter-half when not in use. The temperatures inside our Admission and 
Disposition tent approached 120°F during the day, but the unit continued 
to operate efficiently. Thus we were able for the first time to provide 
pemanent dental restorations for our patients in the field. The suction 
capability of the unit greatly aided oral surgical procedures, and the 
trooper in the field received the comfort of modem, efficient, ultra-
speed tooth reduction. 

On Operation Manhattan, near Dau Tieng, we found ourselves in a cOm­
pletely different type of envirolDllent. Here the medical clearing section 
was located under rubber trees, with constant high humidity and daily rain. 
The same setup protected the unit, with the addition of a platfom to keep 
the delicate foot controls off the moist forest floor. Again the unit 
functioned without a hitch. A dental service was provided wl'iichincluded 
pemanent restoration, prophylasis, oral surgery, denture repair, and 
tElllporary crown and bridge work. 

Another method the Big Red One employes to bring dental care to the 
infantrymen in forward deployment areas is the dental "00" Team. This is 
a mobile dental team conSisting of a dentist, a dental aSSistant, and 
another dental assistant trained to perfom prophylactic treatment. The 
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team works from the back of a two and one-half' ton truck which is slightq 
modi1'1ed to accOlIDIlOdate our dental equipnent. The team is highq mobile and 
can be utilized in almost any tactical situation. It can be air lifted 
into any of our forward areas by C-l30 aircraft, and become operational 
within fifteen minutes after landing. The team is self' sustained, and 
onq needs to be resupplied with dental supplies every two weeks. 

The "GO" Team utilizes two dental chairs: one used for prophylaxis, 
employing the slow speed electric dental motor; and one used for operative 
procedures, employing the field portable ultra-speed dental unit. A three 
KW·generator is used to suppq power for the ultra-speed unit, the slow 
speed electric dental motor, two dental lights and a small lighting set. 
The unique modi1'1cation to our ~ ton truck was the adapt ion of an air 
filter and line to the air compressor, organic to the truck's engine, so 
that compressed air to operate the ultra-speed unit would be available from 
another source in case of generator or compressor failure. Because of the 
lack of sufficient TOE field dental chairs to perfonn the "GO" Team miSSion, 
we constructed a dental chair from a 50-gallon drum and parts from an ambul­
ance that had been destroyed by mortar 1'1re. 

Thus we have found that the same high level of dental care obtained 
in the base camp can be provided in the field. In the future, we would 
like to see a portable field x-ray machine added to our equipnent list 
and a more efficient compressor unit adopted for the field portable ultra­
speed unit. 

With these improvements in field dental service, the men of the Big 
Red One are receiving the best in modern dental treatment no matter how 
remote their location. 

REASSIGNMENT I15TRUCTIONS 

Office of the Surgeon General normalq begins planning aSSignments for 
overseas returnees four or five months before DEIDS. Reassignment instruc­
tions are normalq forwarded to the Adjutant General, Department of the 
Army, about 90-days before DEOOS. The Adjutant General then transmits these 
instructions to Headquarters, USAll'I, which in turn forwards them through 
cOlllllland channeb to the unit concerned. If reassignment instructions have 
not been received thirty days beforeDEOOS, an inquiry should be made to 
the unit Personnel Officer paving custo~ of your personnel records. Writ­
ing to the Office of the Surgeon General serves no worthwhile purpose. in 
fact, due to the administrative burden creat.ed it may tend to further delay 
other instructions. Your coo.peration inthiB matter is uregentq requested. 
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EXTRACTS FroM QUARTERLY NEWSLETTER 
93d Evac Hosp, July 1967 

CONTUSED LUNG SYNDroME 
C,aptain George D. Williams, MC 

High velocity wounds of the lung present a continuing therapeutic enigma. 
Despite our best efforts, a consistent percentage of patients, even those 
with initially small x-ray evidence of contusion have died with respiratory 
insufficiency. Following treatment and close observation of many patients, 
we are regretfully uncertain what this syndrome exactly represents and whether 
our current therapeutic approach is adequate within the limits of our pre­
sent knowledge. We should like to present our thoughts and treatment in a 
general fashion to perhaps aid others in their approach and most importantly 
to stimulate closer observation and new ideas in the care of these patients. 

The typical case of contused lung syndrome has received a high velocity 
fragment or bullet wound of the chest which has either passed through the lung 
substance itself or has transmitted its high velocity effects to the lung via 
a tangential chest wall passage. 

The diagnosis is primarily based on x-ray evidence of a ground glass 
appearing denSity in the region of the wound. Its severity is judged by 
the amount of pulmonary change initially present and the rapidity of its 
increase on serial films. Varying degrees of hemo and/or pneumothorax may 
be present and appear to add little to morbidity and mortality provided 
they are quickly removed via tube with waterseal drainage. 

Our evaluation and therapeutic approach is as follows: 

Regardless of the amount of "contusion" all cases with hemo or 
pneumothorax receive a large (45) chest tube with water seal drainage. If 
more than 50 per cent of one lung appears contused or cuffed trachaeostomy 
tube is installed for tracheal toilet and IPPB. When portions of both lungs 
are involved we install the trachaeostomw regardless of the per cent of con­
tusion. 

The patients are then maintained on large doses of IV Penicillin 
and Chloromycetin. The severe eases receive positive pressure (30 cms. 
water) Bennett breathing for three hours of each four. During the fourth 
hour vigorous coughing and tracheal suction is employed. The patients are 
maintained on this regimen until the process is almost completely resolved, 
both by clinical and x-ray evaluation. Hemoptysis as well as thick tenaceous 
secretions is common in these patients and frequent bronchoscopy for suction 
and saline washing has been necessary in several patients to relieve atelec­
tasis. 

We have had no deaths due to lUng contusion when the amount of lung 
involved is less than 50 per cent. However, when the amount exceeds 50 per 
cent our mortality rate is approximately two of every ten. These patients 
have all shown a progressive respiratory insufficiency (with marked decrease 
in 0, saturation) and a progressive enlargement on the x-ray of the contused 
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area - sometimes (inexplicabl;r) to the contralateral lung. The clues of the 
fatal course include a progressive rise in systolic blood pressure (180-200 
mm Hg), clinical cyanosis, rapid pulse and absence of increase in venous pres­
sure. The EKG's have remained essentiall;r unchanged. When such a course is 
assumed tw a patient, we have increased Bennett positive pressure to maximum, 
used 100 per cent ox;ygen and been even more vigorous in coughing and tracheal 
toilet. Regardless, two of ten will progress to fatal respiratory insuffici­
ency. 

One possible solution, based on two patients is suggested. These 
patients presented with large high velocity (M-16~ wounds of the right chest 
with a great deal of bleeding from the shattered right middle and lower lobes, 
in the course of debridement of the chest _11 wounds the lower lobes and the 
major portions of the middle 10 bes were removed in both patients to control 
bleeding. Postoperatively both were expected to develop severe symptoms of 
the contused lung SY"ndrome, but neither did and in fact they both underwent 
an uneventful postoperative course as one would expect from elective lobect­
omies. 

PREPARATION OF MAXIIJ.O-FACIAL CASUALTIES FOR EVACUATION 
LTC Henry Zak, DC 

Maxillo-facial casualties with intermaxillary fixation are instructed 
and advised on self care prior to air evacuation. Dental floss "rip cords" 
are attached to the intermaxillary elastics as a means for emergency removal 
of intermaxillary fixation. This eliminates the need for scissors which often 
create a supply problem through loss or misplacement at the receiving instal­
lation. It also greatly facilitates emergency removal of the intermaxillary 
fixation tw the patient. 

GENITAL INJURIES 
Captain Jasper B. Becker, Jr., MC 

Due to the large scale use of mines and various explosive fragmentory 
devices tw the enemy, fragment wounds of the genitals account for a high 
percentage of injuries treated tw the urologist. The original appearance 
of these wounds may be misleading, and adequate evaluation often cannot. be 
made until the patient is anesthetised and the genital area cleaned and 
shaved. Due to the usual rising .trajectory, fragments whieh strike the 
genital-perineal area frequentlY' e1'lter the bladder or peritoneal cavity and 
may cause extensive intra-abdominal injury, sometimes with minimal physical 
findings. Pelvis and abdominal x-rays are therefore a standard part of the 
preoperative evaluations. 

Extensive bleedinp, is a problem in wounds of the corpora cavernosa and 
for control of this, bucks fascio is sutured primarily. The skin defect is 
usually left open and reapproximated tw DPC. The remarkable elasticity of 
the penile skin and frequent presence of a redundant foreskin allow for quite 
satisfactory reconstruction of defects without marked deformity. 

Suprapubic cystostomy diversion of the urine is used routinely in handl­
ing urethral injuries. Primary repair of urethral defects is accomplished, 
where possible, but extensive urethral injury is treated tw urethostomy with 
secondary reconstructive procedures after evacuation and adequate healing. 
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Fragment wounds of the scrotum are explored, debrided, and the scrotal 
contents examined. The testuli, more often than not, will be perforated or 
even completely shattered. Small lacerations of the testicular capsule are 
sutured, and even with severe destruction of the testicle there is usually 
some viable tubular tissue which can be enc10sed in remaining remanents of 
the capsule. The opposite testicle is carefully palpated and if there is 
evidence of injury' the scrotal compartment is opened also, especially if 
orchiectomy seems indicated on the primarily affected side. Quite often both 
testicles are ruptured even though the miSSile has entered only one scrotal 
compartment. In only one patient here, during the past eleven months, has 
there been such severe bilateral injury that the patient was left with no 
testicular tissue. 

HEPATIC AMEBIC ABSCESS 
Captain Arnold M. Goldman, MC 

An interesting disease which will probsbly be seen more and more in 
Vietnam as the number of troops increase is that of hepatic amebic abscess. 
Patients with this disease are frequently admitted to the hospital with the 
initial impression of "FUO." The history' usuall;v reveals non-specific 
complaints consisting of fever, nausea, malaise; but, direct questioning 
will usually reveal severe epigastric and right upper quadrant pain and 
tenderness elicited on moving, touching, or hitting the area. One may not 
be able to obtain a previous history' of severe diarrhea or bloody diarrhea. 

The physical examination is striking in that the patient usually appears 
acutel;v and chronically ill, has an axious facies, and appears very pale. 
Temperature is usuall;v elevated to 103-1040 and may be spiking in nature. 
Exam of the abdomen is most revealing in that the patient is so tender over the 
right upPer quadrant and epigastrium (if left 10be is involved) that he may 
resist even the lightest palpation of the abdomen. He will consciously 
guard his upper abdomen, where as the 10wer abdomen is soft. One may also 
observe an associated high right diaphram and decreased breath sounds at the 
right lung base. 

Laboratory data usually reveal a leukocytosis of 15-20,000 with a left 
shift. Liver function tests all demonstrate mildly elevated SOOT (150-200), 
elevated alkaline phosphatase and normal bilirubin. Stool exam,. at this 
stage, may be negative for enderomeobs histolytica and sigmoidoscopy may 
or may not demonstrate the classical punctate ulcers. 

The patients course is part of continuing toxicity. Needle biops,y of 
the liver can be dangerous and biopsy of the left 10be is definitely dis­
couraged. Patients presenting the above picture should be given a thera­
psutic trial as fo11ows: 

Emetive 65 mgm deep 1M injection O.D. x 3.5 days, Chloroquine 
500 mgm BID x 2 days, then Chloroquine 500 mgm O.D. x 14 days, Diodoquin 
650 mgm, TID x 21 days, and tetracycline 500 mgm QID x 10 days. If they have 
hepatic amoebic abscess they will respond dramatically in 48-72 hours. They 
will become afebrile, their epigastric pain will decrease dramatically, their 
appetite will return, and the anxious facies will disappear. 
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MASS CASUALTIES 
Major John E. Major, Me 

When waves of patient IRHA flood this hospital, they teach lessons in 
efficient processing .of mass casualties. Though most of these lessons are 
new or startling there seems to be some natural tendency to neglect them if 
there are long periods between encounters with mass casualty problems. 

Between 1630 and 2300 on 17 June 1967, 74 patients, IRHA, were admitted. 
Forty-ons of these patients required procedures in the operating room, seven 
undergoing laparotomies and three having arterial repairs. By 0300 all 
patients were admitted, treated and on the wards. Twenty-two elective cases 
were done during the mornings of the 18 and 19 of June. At 1800, 19 June, 
another large group of patients were admitted. Thirty-seven of these under­
went treatment in the operating room during the night and earl¥ morning hours 
of 19-20 June. Five had laparotomies and two arterial repairs. By 0800, 20 
June all of these patients had been returned to the recovery room. There was 
no mortality and minimal morbidity in caring of these patients. 

The first principle is that there must be a total and rapid response of 
the entire professional staff of the hospital. Men from the medical service 
were invaluable in filling the roles of surgeons in treating minor cuts, 
assisting in the operating room, and "perfonning initial histories and physi­
cals on many patients. Two fully trained radiologists were standing by the 
developing tanks reading the films and making written reports as soon as the 
films came out of the water. A detail from the laboratory drew blood from 
hemotocrits, typing, and cross-matching as soon as the patients entered the 
receiving area. The Registrar's Office called in all assigned personnel to 
fill out admission forms as the patients were being examtned. All nursing 
personnel, to include enlisted men were summoned and the admitting room nurs­
ing staff heavily augmented. All other personnel acted as litter bearers. 

The key to the entire system is the triage officer. This man must be 
a general surgeon and should be the most experienced man on the surgical 
staff. He must have absolute authority on the disposition of patients. He 
must know the capabilities of the teams in the operating room. It is most 
important that he should not become tied down doing operative procedures, 
because the entire system will break down if he leaves the triage area. 

We have used a simplified triage system and found that it works well 
in practice. The walking wounded and these with small extremity wounds are 
met at the door to the admittingro.om and dispatched to the.PT Clinic which 
is adjacent to the preoperative ward and seM/esas 'our delayed and minimal 
treatment area. We have no expectant class of patients. The rest are 
brought into the adnitting room and examined and resuscitated. The triage 
officer then established an operative priority, keeping in mind the available 
OR tables, the surgical capabilities of the operating teams, and the pro­
gress of the cases'already in the OR. This priority ,is also used to determine 
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which patients get x-rayed first. The order for operation fonn is on each 
patient's chart and once necessary films have been taken, the necessary 
operation as well as the name of the surgeon is written on this fonn b.r the 
triage officer. There must be enough trained men to perfonn resuscitation 
in the triage agea. The operating teams must be aggressive and must operate 
with a sense of urgency and without compromising surgical care. We generally 
use three to four general surgery teams and tllO to three orthopedic teams 
in the OR, depending on the load. 

"Can someone tell mama-san that soap is for baby-san to wash with?" 

USARV MEDICAL BULLETIN 

The Surgeon, USARV, invites aU members of the Army Medical Service 
including the Medical Corps, Dental Corps, Veterinary Corps, Medical Ser­
vice Corps, Army Nurse Corps, Army Medical Specialist Corps, and enlisted 
personnel, as well as other members of the medical professions in Vietnam, 
to submit articles to be considered for publication in the Bulletin. 

Items submitted for publication should be typed single spaced in'final 
corrected fonn and addressed to the Editor, USARV ~ledical Bulletin, HQ, 
USARV, Office of the Surgeon, APO 96307. If typing is not available your 
legibly handwritten manuscript will be considered. Accepted manuscripts 
become the property of the Bulletin. Authors are urged to retain a carbon 
cop,y of each manuscript. The editors reserve the privilege of review and 
editorial modification. Photos submitted to illustrate your article or to 
depict some aspect of AMEDS in Vietnam should be good quality, good contrast, 
black and white glossy prints. Photographs of patients should be accompanied 
qy a witnessed signed release. Photos used are US Anny photos unless other-
wise credited. ' 
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VlV AX MALARIA 

Captain Michael J. Carbon, MC* 

At the 6th Medical Center, we observed a marked increase in vivax ad­
missions over the period 1 December 1966 to 1 May 1967, and a sharp rise in 
the relapse rate after we changed our treatment regimen on 1 December 1966. 

Vivax malaria differs from falciparwn in two important aspects. First, 
vivax has an exoerythrocytic phase in which the parasites persist in the 
parenchymal cells of the liver. These can, after a latent phase, reinvade 
erythrocytes, thereby' causing a relapse. Second, vivax organisms invade only 
reticulocJtes, whereas falciparwn invades erythrocytes of all ages and thus 
has no limit on the degree of parasitemia developed. Falciparum certainly 
is the more dangerOus infection of the two, causing higher morbidity and 
potentially more serious complications (i.e. cerebral malaria, black water 
fever). In order to prevent a relapse of vivax malaria the exoerythrocJtic 
phase must be treated as well as the erythrocJtic. 

On 1 December we changed the vivax malaria treatment schedule. Previ­
ously chloroquine base 1500 mgm was used to arrest the erythrocytic phase and 
primaquine 15 mgm da14 for fourteen days for the exoerythrocytic phase. In 
the new schedule chloroquine was unchanged, but weekly C-P tabs (45 mgm. pri­
maquine and 300 mgm chloroquine base) replaced the daily primaquine. In an 
effort to evaluate the effect of the new treatment schedule the following 
study was conducted from 1 December 1966 to 1 May 1967. 

All patients with the diagnosis of vivax admitted to the 6th Medical 
Center were included in the study and were treated on separate wards. Field 
sUdes were reviewed to confinn the diagnosis. All had admission malaria 
preps and complete blood counts as well as weekly malaria prep and complete 
blood count until discharge. They were kept thirty days atter the beginning 
of therap,y for physical reconditioning, convalescence and observation. Those 
patients returning to CONUS or who had relapses were given the 14-day course 
Qf primaquine. A patient was considered to have a relapse when he developed 
parasitemia during the hospital course or within fourteen days of discharge. 

Figure 1 indicated there has been a continuous rise in total number of 
vivax patients from 1 December 1966 to 1 May 1967. Figure 1 graphically 
illustrates a rise in per cent of total malaria patients from 5.4 per cent 
in December 1966 to 25.4 per cent in April 1967. The overall relapse rate 
for vivax malaria at the 6th Medical Center for 1 December 1966 to 1 May 
1967, is 6.6 per cent compared to 1 • .3 per cent for 1 June 1966 to 1 December 
1966, before the treatment regimen was. changed. This compares with an over­
all relapse rate for falciparum malaria, in this hospital, of 1 per cent. 
In addition, as figure 2 shows, 11 per cent of vivax admissions have mixed 
infections and an additional 10 per cent go on to manifest a 1'alciparum 
infection. Thus, nearly 2B per cent of all vivax patients admitted to this 
hospital do not have simple, uncomplicated vivax infections. The relapses 

*6th Convalescent Center, Cam Ranh Bay 

52 



% Tot No 
Admis Adm 

••• 1.30 

••• 100 

••• 90 
~ 

••• 

35 ••• 70 

30 ••• 60 

25 ••• 50 

20 • •• l,D 

15 · .. 30 

10 20 

5 ••• 10 

• •• 0 

VIVAX MAURIA ADMISSIONS 
6th Medical Center (Conv) 

(For the Period 1 July 1966 - 30 April 1967) 

Total Adms 

Vivax Adms 

Mixed Infec 

Vivax, then 
Falciparum 

Vivax Relapse 

Negro 

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr 

1 June 66 1 Dec 66 
to to 

1 Dec 66 30 Apr 67 

2526 2'106 

(5.8%) 155 (17%) 470 

Data not (11%) 51 
Available 
Data not (11%) 50 
Available 

(1.3%) 2 ( 6.6%) 31 

(lU) 18 (11%) 51 



and those with second infections tend to show up pr1mar1l1 during the second 
and third weeks of treatment, the average day of relapse being twenty days 
after the initial treatment was begun. One of the patients with vivax had 
a hematocrit of under 3, per cent without an associated falciparum infection. 

01' the 31 relapses noted onl1 two had received dail1 primaquine. Both 
responded to a second course of chloroquine base. We have observed onl1 one 
patient who railed to respond to initial chloroquine therapy. He deJlX)nstrated 
persietent parasitemia and l"ever deSpite two consecutive courses of oral 
chloroquine; he l"inally cleared the parasitemia and became clinicall1 well 
al"ter a cours.e of intramuscular chloroquine. 

Eleven per cent of the vivax admissions were Negro. '!'his compares with 
11 per cent Negro also in 14'1 consecutive 1'alciparum charts reviewect. Accord­
ing to the National Actvisory Gommissions on Selective Service ~.8 per cent 
of the enlistect men in combat units J.n Vietnam were Negro. Smce malaria J.S 
an infection prectominantly founct in combat troops, this ctispar1ty suggests 
that the Negro is artorctect some ctegree of immunity against malarial infec­
tion. No attempt was made to evaluate the incictence 01" glucose-6-phosphate 
ctehyctrogenase cteUciency or sickle cell disease in these patients. 

It is ctifficult to separate the many factors which could account for 
the increasect percentage of vivax admissions, to this hospital, or the 
increase in the relapse rate. Hewever, it is most likel1 that a oombina­
tion of factors are responsible. One factor is poor malaria discipline. 
Colonel E. Murray has shown in a study, in this center, that 30 per cent 
of vivax patients admitted to missing one to four C-P tabs during the month 
prior to contracting malaria and 65 per cent admitted failure to use nets, 
repellents, and other personal protective measures. A second major factor 
would be shift in troop strength into more highly endemic vivax area. 
While there is no exper:!Jnental evidence available, at present, perhaps a 
strain of vivax has developed which is relatively resistent to the present 
C-P prophylaxis. 

These studies demonstrate that nearly 28 per cent of all vivax admis­
sions develop complications during the several weeks following initial 
chloroquine therapy. Furthermore, the relapse rate on the weekly prima­
quine reg:!Jnen is 6.6 per cent compared to 1.3 per cent in the 155 patients 
treated with daily pr:!Jnaquine prior to December 1, 1966. We are at present 
conducting a controlled study in an attempt to evaluate better the apparent 
increase in vivax relapse rate. It is of note that 21 of the 31 patients 
who relapsed did so in the hospital while getting their C-P under controlled 
conditions. This leaves little doubt as to their being relapses, as malaria 
is not known to exist on the Cam Ranh peninsula. Only two of these had 
received daily primaquine. No patient has relapsed a second time after 
being given pr:!Jnaqui.ne in the daily dosage schedule. These figures raise 
a question as to the effioacy of usinp; the weekly C-P tabs in effecting a 
radical cure or even maintaining suppression of the parasites. Furthermore, 
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thelle men, at least in significant numbers, appear to be contracting vivax 
malaria because of failure to take C-P. Since in mest instances the patient 
is discharged with the infection only suppressed, it obligates h:lm even more 
to taking the medication to prevent new infection as well as to suppress or 
cure the old one. 

Relapse appears to be occurring because of the failure or C-P to suppress 
the exoerythrocytic phase. It cannot be determined whethe~ this is due to 
failure to complete the course or medication or the failure of the medica­
tion. The entire question has serious implications in the prevention of 
infections in the troops returning to CONUS. Furthermore, because of the 
high incidence of relapsefl, mixed infections, and second infections these 
figures indicate that a period of observation beyond the initial treatment 
period for the erythrocytic phase is required. 

Since the completion of this stu~, the USARV Surgeon's Office has estab­
lished a theatre-wide policy of treatment for vivax malaria consisting of 1.5 
gm. chloroquine base over three days and the concurrent administration of 15 
mg primaquine base per day for fourteen days. We anticipate a decrease in 
relapse rate. 

SUGGESTED ORIENTATION FUR INFANTRY BATTALION SUffiEONS 
Captain Edward H. Wagner, MC* 

1. Medical poblems specific to Vietnam 

a. Because of the helipcoter this battalion finds itself deployed in 
four different areas simultaneously; with the line units in the country 
side, the tactical command post, a logistical base, and a clerical contin­
gent in An Khe all getting their medical care l"rom the medical platoon. 

b. Combat. in Vietnam is baSically company and platoon operations. The 
bulk of medical treatment therefore falls on the aidman, and it becomes im­
perative that the battalion surgeon support his aidman in every way 
possible - professionally, logistically, and emotionally. 

c. Medevac is an important factor in patient care. The battalion 
surgeon must, however, be aware of the capabilities and l:lmitations of 
helioopter evacuation and closely monitor the use of medevac to prevent 
needless or unnecessarily dangerous missions. 

2. Looation of the battalion surgeon 

a. The optimal looation of the battalion surgeon is at the forward 
command post. Here he oan simultaneously provide medical care, serve as 
an advisor to his commander, and function as the leader of his medical 
platoon. . 

b. The reasons are as follows: 

1) There are more potential patients in the forward area - both 
soldiers and Vietnamese civilians. 

*Captain Wagner was awarded the Silver Star in February 1967. His medical 
platoon was the most decorated platoon in the 1st Air Cav Div. 
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2) Sick call visits, emergency visits, and radio communication 
are facilitated through close contact with the line soldier. 

3) The battalion surgeon determines more accurately the general 
medical problems affecting a command when he is near to the 
problem, and he defines a clearer course of action. 

4) The battalion surgeon cannot serve actively as an advisor to 
the commander if he is separated from his command element. 

5) In the capacity of medical platoon leader the battalion surgeon 
is obligated to be in close contact with the aidmen, where he 
can deal rapidly and effectively with medical, personal, and 
supply problems thus enlivening the morale of aidmen. 

6) Transportation to fulfill medical commitments is easier to ob­
tain at the forward area. 

7) The forward battalion surgeon perceives more clearly the 
tactical situation and allocates more wisely its medical 
resources. 

S) Time passes faster. 

3. Patient care 

The surgeon's role of detenniniqg fitness for field duty is extremely 
difficult since many medical and other factors are involved. The physician 
must achieve a realistic balance, between his compassion and the demands upon 
him to preserve foxhold strength. 

4. Support of aidmen 
, ' 

a. The physician must provide the maximum support to his aidmen if he 
wants to afford optimal medical care to his battalion. 

b. No aidman should go to the field without sufficient resources to 
perfozm his most responsible and demanding mission. Nec;esssr;v resources 
include emotional stability, physical stamina, and adequate,'medical skills. 
Aidmen must be screened and given training in the specifics of their job. 

, < -,-

c. The aidman's task becomes more pleasantil!ncj. better medical care is 
given when the surgeon provldel1 adequat,e professional, backup by means of 
field visits or radio communications as the case ,dictate,s. This close 
contact with the doctor heightens the aidnian's sk11I'and morale. 

5. Advising the commander 

The keystone in being a useful adviSer to your commander, is adequate 
information sources. The interested, enthusiastic surgeon will find he 
knows more about his battalion and its people because of his constant com­
munication with patients. His professional evaluation of information 
obtained about such things as morale, disciplinary problems, emotional and 
health problems, etc., can be of great value to a commander. 
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6. Suggested operational tips 

a. Personnel 

1) Find an intelligent, capable clerk and you will find your re­
cords in order, immunizations up-to-date, supplies adequate, and your time 
to practice medicine increased. 

2) The tremendous responsibility of being a medic in Vietnam wears 
heavily on these young men. Arter six or eight months in the 1'ield many 
become lazy or careless. It· possible rotate medics so they have only six 
or eight months 1"ield time. 

3) Uenerally, a rUle company has one meaic per platoon and a 
senior aidman with the company heaaquarters. Choose the senior a~dman 
carel·ully as he can promote much greater depth of service and support tor 
his platoon medic. 

b. Hospitalized personnel 

1) It is of great interest to the unit to know the disposition 
of evacuated personnel. B.r closely monitoring A & D sheets and checking 
the hospitals one can keep reasonably abreast of evacuations. 

2) The profile is a vital document which must be carefully scruti­
nized (forgeries are common) and filed for proper follow-up care. 

7. Conclusion 

A year as a battalion surgeon in combat can be a fruitful, demanding, 
and richly rewarding one. However, if one relies on aidmen and medevac 
and insists on his own uselessness, he does a grave disservice to himself 
and to SOO young men. 

REPAIR OF SPgCTACLE FRAMES 

Chief, Plans & Operations 
Office of the Surgeon, USARV 

Recently a selection of Division and Brigade Surgeons were queried about 
the capability of repairing spectacle frames at the aid station level. 

The most common failure of spectacle frames apPI'ars to be the loss of the 
temple screws holding the ear pieces. With a supply of these screws and the 
small screwdrivers, these simple repairs could be accomplished at the battalion 
level and would decrease the non-effective ~ateamong combat troops wearing 
spectacles, and help to return them to duty with the minimum of delay. 

The medical supply catalog lists spectacle screws as an item of medical 
supply. The Federal stock number is 5305-655-9513 and 100 screws are in 
each package. Screwdrivers are available through general supply channels 
under Federal stock number 5120-240-1544. 
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ITEMS OF INTEREST 'l'O COMMANDEFD AND MEDIGAL SUPPLY OFFICE.IB 
Medical Branch, USAli'J, G-4 

1. ADVANCE MEDICAL SUPPLY SCHOOLING 

A. Interested 4490's are encouraged to apply, in accordance with 
DA Circular 35-46, for the following medical supply courses: 

Medical Depot Inventory Management, Phoenixville, Pennsylvania 
Medical Depot Storage, Atlanta, Georgia 

2. HEMUNG AID BATTERIES 

Commanders of primary medical tre",tment facilities should screen 
health records of all newly arrived personnel to identify those equipped with 
government furnished hearing aids. The following data should be furnished 
the CO, 32d Medical Depot for each such individual: 

a. Name, rank, service number 
b. Organization, geographical location and APO 
c. DEr05 
d. Name of manufacturer of the hearing aid 
e. Model number, serial number 
f. TYpe, stock number and size of battery required 
g. Name of manufacturer of battery used 
h. Quanity needed for three month supply. 

This data is required for proper stockage at the .. medical suppl;y point 
so batteries will be available when needed. This 1s.a continuing requirement. 

3. MEDICAL OXYGEN CYLINDERS 

The suppl;y of medical oxygen is dependent on the numbers of empty 
cylinders available for refilling. There is a world wide shortage of 
cylinders for medical oxygen. Medical supply 0fi'1cers are urged to insure 
that empty cylinders are promptly returned to the servicing medical supply 
point. Your cooperation is necessary to insure adequate stocks of oxygen 
in-country, and to preclude costly and critical airlift of oxygen from Okinawa. 

4. MEDICAL MAINTENANCE 

USARV Maintenance Infonnation Sunvnary, NR 14, dated 20 July 1967, 
contains infonnation regarding maint.enance of the Portaclave Sterilizer, 
FSN 6530-000-0011. It is the intent. of the Medical Branch, USARV G-4 to use 
the USARV Maintenance Information Sunvnary, which is a periodic publication to 
make publicity on medical maintenance items;. You are invited to furnish the 
USARV Medical Branch with similar medical maintenance items that you feel 
might bave a command wide interest. Address your medical maintenance sugges­
tions to Chief, Medical Branch, Materiel Division, USARV G-4, APO 96375 for 
pUblication. 
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5. PICK UP OF SUPPLIES 

Prompt pick up of filled requisitions from the medical supply point 
is no less important than prompt sutmission of requisitions. Some units, on 
occasion, fail to make timely pick up after notification that the requisi­
tions have been filled. Some units have entered complaints of the lack of 
certain items when, in fact, those items had been available to them for 
pick up at the supply point for some period of time. Each medical supply 
point has only limited storage space for filled orders. MBO's are requested 
to offer full cooperation in the timely pick up of medical supplies. 

6. RELOCATION OF 1st ADVANCE PLATOON, 32<1 MEDICAL DEPOT 

The 1st Advance Platoon of the 32d Medical is now operational in its 
new location at Long Binh Post (YT 091072), APO 96491. The Platoon may be 
reached qy telephone at Long Sinh 4565. You are invited to come out and see 
a model medical supply point. 

7. STRYKER FRAME COMPONENTS 

Hospitals in Japan report a shortage of components of Stryker Frames 
evacuated with patients from Vietnam. All hospitals which evacuate patients 
on Stryker frames are requested to include the following components: 

a. Face support piece 
b. Wheels for carts 
c. Traction pullies. 

The components, if not in use, should be secured to the frame or 
cart for evacuation. 

8. BLEEDING OF COMPRESSED GAS CYLINDERS 

All are advised that compressed medical gas cylinders of all types 
are NOT, repeat NOT, to be completely exhausted of the gas they contain. At 
least 25 pounds of pressure is to remain in this cylinder. The purpose for 
this is to preclude the entry of foreign substances such as dust, and insects 
into the tank and prevent contamination upon refill. Local in.,country compres­
sed gas sources refuse to refill cylinders Which are completely exhausted 
thereqy necessitating the medical depot to ship these cylinders to Okinawa 
for decontamination and refill. 

Remember - Do not bleed gas cylinders completely empty. Twenty­
five pound pressure at least is to remain in the cylinder. Yourcooperation 
is necessary to insure that adequate stocks of compressed medical gasses 
are maintained in-country. 
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NE.W ARRIVAlS 

~ GRADE BRANCH ARRIVED ASSIGNED 

Allen, Samuel M. LTC MC 8 Aug 67 12th Evac Hosp 
Allgood, Gerald P. MAJ MSC Z7 Jun 67 85th Evac Hosp 
Atchison, Junanita M. MAJ ANC 21 Jul 67 2d Surg Hosp 
Baker, Floyd W. LTC MC 8 Jul 67 1 FFV 
Benson, James MAJ MC 27 Jul 67 45th Surg Hosp 
Bentley, Richard E. LTC MSC 19 Jul 67 HQ, USARV 
Bischoff, Neil E. MAJ MSC 2 Jul 67 32d Med Dep 
Bond, Margaret M. MAJ ANC 10 Aug 67 3d Fld Hosp 
Borden, Regginnal MAJ MSC 21 Jun 67 497 Med Co 
Borsen, Alexander M. COL MC 21 Jun 67 55th Med Gp 
Bowers, Bruce T. LTC MC 2 Jul 67 8th Fld Hosp 
Brown, John'S. MAJ DC 31 Jul 67 24th Evac Hosp 
Brudvik, James S. MAJ DC 4 Jul 67 36th KJ 
Bubnis, Bernadette J. MAJ ANC 23 Jun 67 93d Evac Hosp 
Burton, Robert W. MAJ ANC 10 Aug 67 93d Evac Hosp 
Bush, Donald C. MAJ MSC 24 JIUl 67 498th Med Bn 
Bushwell, Arthur W. LTC MC 18 Jun 67 1st Inf Div 
Carr, Mary' J. MAJ ANC 9 Aug 67 24th Evac Hosp 
Christman, Peter D. MAJ DE 3 Aug 67 2Z7th Med Disp 
Church, Roy S. LTC MSC 18 Jun 67 HI,/, USARV 
Clark, Harry' N. MAJ MSC 21 .Jun 67 1st Inf Div 
Colhran, Robert M. LTC DC 18 Jul 67 56th Med Det KJ 
Cohen, Merlin L. !-!.AJ DC 25 Jul 67 56th Med Det 
Cole, Nonnan J. LTC MC 25 Jun 67 85th Evac Hosp 
Conte, Nicholas F. LTC MC 15 JIUl 67 HQ, USARV 
Cooper, Neil S. MAJ MC 3 Aug 67 67th Evac Hosp 
Com, Poe R. MAJ MSC 12 Jun 67 4th Inf Div 
DaVis, John J. MAJ MSC 9 Jul 67 68th MedGp 
Davis, Robert LTC DC 4 Aug 67 36th Med Det 
Davis, W. Rex LTC MC 18 Jun 67 lstCav Div 
Deaven, Anne C. MAJ ANC 2 Aug 67 67th Evac Hosp 
Del Grosso, John E. VlAJ ANC 14 Jul 67 36th Evac Hosp 
Dirks, Kennth R. LTC MC 30 Jun 67 3d Fld Hosp 
Dowery', Gordon K. MAJ MSC 14 Jul 67 ?lst Evac Hosp 
Ehon, Richard LTC MC 30 Jul 67 85th Evac Hosp 
Englehardt, Herbert MAJ DC 15 Jul 67 5l8th Med Det KJ 
Evans, O. N. ¥lAJ MC ;3 Aug 67 78th Med Det 
Fechner, Ruben F. MAJ MSC 6 Jul 67 HQ, USARV 
Fisher, William C. LTC MC 15 Jul 67 6th Cony Center 
Franklin, Charles LTC MSC 14 Jun 67 HQ, USARV 
Galloway, Katherine F. MAJ ANC 22 Jul 67 85th Evac Hosp 
Garland, William B. MAJ MSC 14 Jul 67 25th Inr Div 
Green, Bruce E. MAJ MSC ~ Jul 67 68th Med Gp 
Green, Grant MAJ MSC 3 Aug 67 68th Med Gp 
Gottlieb, Lawrence MAJ MC 14 Jul 67 3d Fld Hosp 
Hahn, . Jerry' D. MAJ MSC 27 Jul 67 15th Med 1st CaY 
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W.!1! GRADE BRANCH ARRIVED ASSIGNED 

Hanson, Chester A. LTC MC 16 Jul 67 70th Med Bn 
Healey, Richard W. MAJ MSC 'is Jun 67 15th Med Bn 
Heldmyer, Harry F. MAJ MSC 15 Jul 67 68th Med Gp 
Heyman, Robert L. MAJ MC 21 Jul 67 8,th EVac Hosp 
Hughes, Lois K. MAJ ANC 19 Jun 67 67th Evac Hosp 
Jenkins, William N. ¥lAJ MSC 2 Jul 67 9th Inf Div 
Jezouit, Helen 11AJ ANC 2 Aug 67 93d Evac Hosp 
Johns, Lois A. MAJ ANC 7 Aug 67 629th KP Team 
Kaku, Michio LTC MC 16 Jul 67 18th Surg Hosp 
Kem, William A. MAJ MC 8 Aug 67 24th Evac Hosp 
Kirk, George A. MAJ DC 8 Jun 67 934th Med Det KJ 
Leary, John B. MAJ MC 11 Jun 67 2,th Inr Div 
Lemay, Sonley R. (Jr. ) LTC MC 3 Aug 67 24th Evac Hosp 
Luce, Nelson MAJ MSC 26 Jul 67 658th Med Co 
Massey, Robert A. MAJ MSC 14 Jul 67 18th Surg Hosp 
MacNicol, Helen MAJ ANC 30 Jun 67 8th Field Hosp 
MacDonald, Bruce MAJ MC 3 Aug 6'7 196th Inf Div 
MacLennan, Robert J. LTC MSC 18 Jun 67 44th Med Bde 
McBride, Dan J. MAJ MSC 16 Jul 67 658th Med Bde 
McFarland, Joseph MAJ MSC 27 Jul 67 ,5th Gp 
Nichie, James L. MAJ MC 11 Aug 67 67th Evac Hosp 
Miekli, Virgil C. MAJ MSC 9 Jul 67 658th Med Co 
Molli, Louis LTC MSC 11 Aug 67 44th Med Bde 
Moore, Alice K. MAJ ANC 14 Jul 67 85th Evac Hosp 
Moreau, Rudolph MAJ MSc 30 Jul 67 68th Med Gp 
Morgan, Virginia R. LTC ANC 14 Jul 67 24th Evac Hosp 
Murata, Sunao MAJ MSC 28 Jun 67 98th Med Det 
Naito, Roy M. MAJ DC 16 Jul 67 5l8th Med Det KJ 
Nitz, Robert E. COL MC 8 Jun 6'1 HI,!, USARV 
Ohlenbush, Robert E. LTC DC 25 Jul 67 40th Med Det 
Osbon, Donald B. LTC DC 6 Jun 67 104th Med Det 
Parks, Maaelyn LTC DC 23 Jun 67 85th Evac Hosp 
Parrish, Matthew D. COL MC 16 Jul 67 HQ, USARV 
Paquin, Mary J. MAJ ANC 5 Jun 67 9lst Evac Hosp 
Pecukonis, Edward MAJ ANC 5 Aug 67 67th Evac Hosp 
Peppe, Isdora O. LTC DC 23 Jun 6'1 5l8th Med Det 
Perry, Lawrence B LTC MC 21 Jul 67 93d Evac Hosp 
Pfoertner, George B. MAJ MC 23 Jun 67 24th Evac \iosp 
Picha, Norbert O. MAJ M>C 31 Jul 67 27th Mil Hist Det 
Quinn, Mary C. MAJ ANC .16 Jun 67 ,S5th Evac Hosp 
Reed, William A. MAJ M>C 9 Jul 67 9th. In! Div 
Richardson, Beman MAJ M>C 19 Jun 67 1st Inf Div 
Ritchey, John P. MAJ MC 2l Jul 67 1st Bde 101st ABN 
Robbins, Charles H. MAJ M>C 9 Jul 67 32d Med Dep 
Ruff, James M. MAJ DC 26 Jun 67 101st ABN 
Russell, James L. MAJ MSC 9 Jul 67 935th Med Det 
Sater, Corinne M. MAJ ANC 21 Jul 67 12th Evac Hosp 
Schwartz, Roy S. MAJ DC 25 Jul 67 5l8th Med Det 
Scheerer, Marjorie MAJ ANC 30 Jun 67 93d Evac Hosp 
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NAME ~ BRANCH ARRIVED ASSIGNED 

Shannon, Charles J. MAJ DC 24 Jun 67 85th Evac Hosp 
Sheaffer, Harold C. MAJ Me 18 Jun 67 67th Evac Hosp 
Shimerda, Joan L. MAJ ANC 13 Aug 67 6th Cony Center 
Singer, Lawrence R. LTC MC 8 Jul 67 4th Inf Div 
Slewitzke, Connie L. MAJ ANC 8 Jun 67 36th Evac Hosp 
Smith, Joseph J. LTC MC 18 Jul 67 20 PMC 
Spiegle, Hardy L.M. MAJ M3C 25 Jun 67 32d Med Dep 
SUllDllitt, WiJ,.liam MAJ DC 30 Jul 67 38th Med Det 
Thomas, William LTC M3C 22 Jun 67 HQ, USARV 
Tisdale, Patrick D. LTC MC 24 Jun 67 1st Inf Div 
Todd, Phillip E. MAJ M3C 2!1 Jun 67 HQ, 44th Ned Bde 
Ungar, Ralph F. MAJ MSC 10 Jun 67 406th Ned Lab 
Veatch, William M. MAJ NC 5 Jun 67 24th Evac Hosp 
Wallace, John MAJ DC 3 Aug 67 12th Evac Hosp 
Walker, Jackson K. LTC MC 16 Jul 67 93d Evac Hosp 
Waterfield, William LTC MSC 2!1 Jul 69 44th Med Bde 
Weaver, Joseph MAJ MSC 2 Jul 67 1st Cay Div 
Welle, Floyd B. COL MSC 30 Jul 67 320th Med Dep 
Wells, Ralph F. LTC MC 25 Jun 67 61st Bn 
Young, John W. MAJ MSC 2!1 Jun 67 68th Ned Gp 
Zb,ylski, Joseph R. MAJ MC 20 Jun 67 3d Fld Hosp 
Ziebell, Earl L. MAJ MSC 2 Jul 67 68th Ned Gp 
Zone, Robert LTC MC 13 Aug 67 67th Evac Hosp 
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THE VIEW FIpH THE !l&AR 

Captain Noel A. Miller, MSC 

"Get 'em packed, Lieutenant. We're moving. n Lieutenant Luckle .. ' HoDdq 
morning tugue state is shattered by the torce ot Colonel Castigation's Tell_­
ence. 

"Yes sir, I know. Next Sundq. I was just getting readT to start think­
ing about a load plan. n 

''No, no, not Sundq. That was the worQ yesterdq. It's Wednesdq DOW -

day atter tomorrow. Van will be here tOlDOrrow morning, 10 we'd better get 
moving. Moving, get it? Ha H.." The Colonel's door slame on the echo ot 
his laughter, and a resigned sigh escapes the Lieutenant ae he scratches OIIt 
a circled date on an alread7 blackened desk calendar and encircles another. 

Many previouel7 unrecognized tacts cOllIe to light in the enlJlling houre: 
.34 inch desks do not pan through .30 inch doors, and a _ent ot sUent 
triblte is paid to the unknown EM who, untold 7ears previoullT, hoisted them 
through respective second tloor windows. Their lIOrit is undone with the deep­
est ot regret. Unexplored closets, corners and crannies 71e14 an unsuspected 
quantit7 and array ot unserviceable supplies and equipnent; an inevitable 
re~lt ot a complacent sequence ot non-compulsive personnel in a short-tour 
area. Five thousand plus cubic teet can be made to tit in a .3000 cubic toot 
Tan 11' responsible personnel are illlbu.ed with sutticient impetus, ingenuity 
and muscles. M1raculous~, the bulging van doors are wedged ilhut on schedule, 
and fastened with baling wire, adhesive tape and a prayer. 

Arrival at New Headquarters area is heralded by a torrential downpour, 
the intensit7 01' which is equaled o~ by the quantit7 ot mud generated 
thereby. F11't7 feet trom the goal the van bogs down in a particular~ 
treacherous puddle, and the driver dilJlllOunts, struggles to the shore and 
slogs for cover. 

''Where's our oftice?" comes the plaintive cry trom the soaked and lIIUdc17 
EM with whom Lieutenant Luckless has sought shelter in the entrance ot what 
appears to be a halt-tinished warehouse. 

''You're in it mister." And an all-too-cheertul project otticer paces 
off some arbitrary cl.imensions on a new~ muddied floor. 

"But where's the partitions? And Ceilings? And doors, and telephones 
and electricit7?" 

"Lieutenant, 7Ou've got tour walls, a floor and root over ;your head. 
This puts 70u ahead ot tllO-thirQs of the headquarters. Now move in and get 
operational. " 

Lieutenant wckless glances over his shoulder. Outside, his van con­
tinues to sink lower and lower into the mud as sodden 1M struggle desperate~ 
to remove the adhesive tape. The pelting rain adds an aura ot unreality to 
the scene before him, and the Lieutenant pinches hiIIlIelt ti~. The scene, 
11' &n7th1ng, appears a little more watel'7. Resolute:q he unrolla a tentative 
floor plan and paces to the planned location 01' his desk. A st~ drip and 
a spreading puddle attest to the presence ot a leak in the root just OTer hi. 
head. Unashame~, the Lieutenant's tears are added to the growing puddle. 
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