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TIm USARV MEDICAL BULLETIN 

The'USARV Medical Bulletin makes its initial ~ppearance with this issue. PubliShed to provide useful infonnation for JIMEDS personnel throughout Vietnam~ it will be distributed monthly. Each issue will feature articles from a major medical instillation or unit. PaperS from members of any AMEDS organi~ation are welcome at any time. Members of various organi:2lations will be specifically asked to contribute at times. 

Other featureS of the bulletin will be the Surgeods Page the Consultan~'S Page, the Nurse's Page, Ouest Editorials, Recent Arrivals as well as article~ concerning the various medical specialities •. It is requested that, Where " possible, contributors limit their articles to five hundred words or less, and that they avoid using classified information such as casualty rates or IIlOr~d­ity figures. 

Articles should be typed and forwar.dedwith a brief biographical ~ketch of the author to Lt Col John N. Gordon M.C. Hq, USARV Surgeon'S Office, APO 96307 US Forces. 

Col. JameS E, Wier, M.C. 
Lt. Col. Richard Barquist, M.C. 
Lt. Col. Kay W • Lorentzen, V. C • 
Maj. Raymond Coultrip, M.e. 
Capt. John Outtendorf, MSC. 
Capt. Paul S. Hill, M.C. 
Capt. Fran~ Jordon, M.C'. 
Capt. Frank Pettyjohn, M.C. 
Capt. James A, Thomas, M.C. 
Capt. Roger D. Gifford, M.C. 
Capt. Neil Shore. M.C. 
Capt. Jack A. Kling, M.C. 

II-Jr.l J.:.··,..f21)~Q;l/C.v t r~ fit C J ... ,S1IMUEL C. GALLUP .. ' /, ~-io~el. MC . . 
Surgeon 

RECENT MRIVALS 
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Capt. Ralph J. Livin; M.C. 
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THE SURGEON'S PAGE 

With the formation of United States Armf Vietnam on 20 July 1965, re-, 
plac:ing the Superseded Sut>port Command, Col 1'lalph E. Conant, M.C., became the 
first Surgeon of 'the new organization, The Surgeon1s Office was located di­
rectly behind the present Headquarters at Tan Son Nhut. Col Samuel C. Gallup 
M.C., became Surgeon on his arrival in country on 19 August 1965. The office 
is located in the USOM Housing area at Camp Bravo, Tan Son Nhut, having 
moved there on 12 November 1965. At present, it occupies buildings 17 and 
15. In the former, the principal officers are the Surgeon, the Chief Nurse, 
the Executive Officer, the Evacuation and Operations Officer, the Assistant 
Evacuation Officer, the Plans Officer, the Administration ~d Personnel 
Officer and the Medical Records and Reports Officer. The USARV Dental Sur­
geon, Surgical, Medical, Neurosurgical and Neuropsychiatry Consultants, the 
Aviation Medicine Officer, the Preventive Medicine Officer and the Supply 
Officer and the Assistant Supply Officer occupy building 15. This month1s 
issue will feature a brief introduction of the key persognel in building 17, 
while next month1s will feature those in number 15. ' 

Colonel Samuel C. Gallup, M.C., the USARV'Surgeon, has numerous duties 
as a member of the USARV Deputy Commander's special staff. He is vitally 
concerned With the medical care and health of the command as well as pro­
viding technical advice and guidance to all USARV Field Army Medical Service 
elements as well as to USARV Combat and Combat Support Medical elements. 
Colonel Gallup was born in Ohio and has his stateside residence at 
present in McLean" Virginia, where his wife and 7 children live. He has '~' 
had extensive experience in the field of preventive medicine. He received ~ 
an M.D. degree from the U. of St wUis, an MPH degree from Harvard, and he II1II 
haa had a year's reSidence in Public Health in Pinellas county, Florida. 
In addition, he has attended the MFSS Officers Advanced Course and the' 
Command and General Staff College. Prior to his asSignment to Vietnam, 
he was Chief of Communicable Disease, Branch of the Dept of Preventive 
Medicine in the Surgeon General's Office.' Besides experience as CO of the 
1st Med Bn, 1st Inf Div in 1949 - 50 and as CO of the 65th Med Gp in ' 
1957 - 1958, he has been preventive Medicine Officer, U.S. Army Ryukyus 
from 1960 - 1963. During the latter asSignment, he travelled extensively 
throughout Southeast Asia including India, Thailand and Vietnam. Asked 
about his hobbies, he Wittingly replies - "raising kids". 

Lt Col Margaret Clarke, A.N.C., is the Chief Nurse in USARV. She con­
~eys her Alabama southern hospitality to nurses all over Vietnam, often' 
being on hand to personally greet them as they arrive at their duty station. 
')Ynamic and energetic, she is most at home going out into the field and get­
ting to know first hand the problems encountered by her nurses. 

Peg came here from Fort Ru~ker Alabama and will return to Fort Mc­
Clellan, Alabama in the near future. With 23 years service to her credit, 
she plsns eventually to retire and continue her education. Among her varied 
experiences in nursing; she has had aSsignments to B'Wreuth, Germany, Walter 
Reed and Hawaii. 

2 



Executive Offioer of the Surgeonls Office is genial Harral Bigham, Major, 
MSC. A Texan, .he is used to big things: such as his present position in 
Vietnam.. His Army career beain in Wor]d ~lar II, during which time he served as 
a Medical Aid man and as an NCO. Follawing the war, he received a degree in 
Pharmacy at the U. of Texn,S. He re-entered service in 1950, and was assistant 
to Bn. Surgeon in Korea in the 3rd In! Div. He was also the Executive Officer 
of a Med Co in the 7th Inf Regt. lie practiced pharmacy from 1952 to 1956 
contimling his association with the Arrrw as CO of a National Guard Company. • • 

Returning to active duty, he became Bh Exec at the Medical Field Service 
School. Later, he served in Europe as CO' of an Ambulance Company in the lith 
Abn Div, as Bn 8-3·in the 24th Inf Div and as the Registrar and Pharmacy Off­
icer of the 11th Field Hospital in Augsburg. On returning to the states~ 
he was assigned in. Combat and Development in San Antonio, Texas. Prior to 
coming here in July 1965. he attended the Command and General Staff Course 
for II months at Fort Leavenworth, KanSlas. His family resideS inEl Paso,. 
Texas. Among his hobbies are camping and photographY. 

The Plans and Operations Division is headed bY' the Evacuation and Oper­
ations Officer, Lt Col AntholV A. Reineil., MSC. A veteran of over 24 years 
service ,Col Reinel is originall;r from Brooklyn, N.Y.. He has recently come 
to Vietnam from Fort Bl'lnning, Georgia, where he commanded the 428th Med Bn 
at the Infantry School. Prior to that. he was with the Medical Service Com­
bat Army Development Agenoy at Fort Sam: Houston. Texas for 3 years~ Add.,. 
itional assigI1l)lents he has held. date b'!l.Ck to World War II. when he was in 
the 90th Inf Div and was a En. Surgeon's ASSistant in the 35Bth In! in Europe. 
He attended the Command and General Stat'fAssociat.e Course in 1954. Fol­
lOwing this. he was in the Div Surgeon's Office of the 3rd Inf Div. and la1;er 
in the Me4tcal Section of the 7th Army Hq. in the Stuttgart. Germany ,area. 

His duties here are involTed heavily in planning for future Medical 
Corps Support as the build up continues. His family reSides near Fort Ben­
ning, fw~ down in Columbus, Georgia. 

The Assistant.Evacuation Officer of the Surgeon1s Office, is Major 
Gerald S. Rose, MSC. Jerrr is a native Californian and ardent supporter of 
1;hat state. His B.A. degree was obtained at U. of Calif, SMta Barbara. 
Calif, and his M.A. in EdUc~tion at Long Beach State. In service. he has 
completed the Armed Forces Information School, the Army Medical Service 
Basic and Advanced Courses at Fort Sam Houston and the Cormnand and General 
Staff College. His interest and skill in helicop1;ers and fixed wing air 
craft make him thoroughly familiar with th~ modern techniques of evacuation 
in use by USARV, from 1962 - 1964 for example he was instructor in aeromedical 
evacuation at the Medical Field Service' Sohool. He has experience in· flying 
not only in Vietnam, but also in Korea. Jerry's a comedian and gadgeteer, 
having numerous deViceS such as "such alB "panic buttons" about his desk. His 
family resides in San Pedro. California. . 

Lima, Ohio is the birthplace of Maj EdwardR. Lesher, MBC. Plans Officer 
for the Surgeon's Office. His army career began in World War II in 1943. 



He spent 18 months in combat in Europe wi. th the 376th Infantry Regiment of • 
the94th Division. In civilian life he attended the University of Hawaii and 
the Univ~rsity of Maryland and has only a few hours to complete requirements 
for a bachelors degree. His Army sehooling has included both the Basic and 

. advanced courses at the Medical Field Service School and the Regular Course~ 
at the Command and General Staff School. Maj Lesher now has a total of over 
22 years service. He enjoys stamp collecting, ihotographing and hunting. His 
family is living at Kileen, Texas. 

, 
Maj Glel)n E. Thompson Jr., MSC, the Administration Officer, is from West 

Virginia, but his family is now residing in Maryland. A graduate of Morris 
Harvey College, West Virginia, he has a B.A. Degree in Socia1ogy and Pliychiatry 
~nd an M.A. in Education from the University of West Virginia. His Army 
schooling ccnsists of a most unusual MFSS Course in Clinical Psychology in 1952: 
and in the Advanced AI1EDS course in 1960. He has had tours of duty in Japan 
where he was with the 14lst General Hospital in 1953 - 1955 and in France where 
he was CO of a Medical Holding'Company and Adjutant of the 819th Hospital 
Center at Orleans. His principal hobby is coin collecting. 

The iIlIp)rtant job of Medical Reports Slld Statistics Officer is filled by 
Maj WilliamC. Donner, MSC, native of Sharon, Pennsylvania. He has had varied 
experienoes in the service since his entry into it in 1947. He spent 5 years 
with 82nd Airborne Division at Fort Bragg, North Carolina. He completed the 
Airborne School at Fort Benning, had the Basic Typing and Administrative Course 
at Fort Lee, Virginia. He rose from Private to Sfc after only 4 years service, 
He finished OCS at Fort Riley in 1952. He has spent much time in Europe, 
Austria, Germany and Italy. He began college courses while on active duty • 
and earned a Bachelor I s Degre.e in Business Administration from the Uni versi ty 
of Omaha. His family lives· in Fayetteville, North Carolina. His hobbies are 
fishing and water skiing. 

A MESSAGE FROM THE ASSISTANT CHIEF, ARMY NURSE CORPS 

It has been a distinct honor and privilege to represent the Chief of the 
Army Nurse Corps, Colonel ~fildred I. Clark, and visit the officer and enlisted 

. personnel aSSigned to the Nursing Service of the U.S. Army Vietnam Hedical 
Units from 23 December through 4 January. As I antiCipated, members of the 
Nurs:l.ng Service are ma.king an outstanding contribution toward the accomplishment 
of the mission of the Army Hedical Service. 

In Vietnam, Army Nurse Corps officers are once again performing their 
traditional role in the care of the sick and wounded as in H.W.I, W.W.II and ,the 
KoreSll War. They give of themselves selflessly while sharing the hardships 
endured by other members of the Army. I was particularly impreszed by their 
indomitable (,ourage, high motivation, compassion, dedic:ttion an<;l ability to 
transfer pro£es;sional skills from a hos'Pital situation to the battlefield • 
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• 
Their maintenance of the highest standards of the nursing profession assures optimum nursing care for the patients • 

Maa: I salute all members of the medic2~ team in the U.S. Arrrry, Vietnam. The American peo.ple, especially your loved ones,can be proud of you as you serve our country and provide the American soldier with tho best possible medical care, even under adverse circullistances AI., Armyl'iurses untiring efforts and devotion to duty. 

God bless you. 

ANNA MAY HAYS 
Lt Col, Amy Nurse Corps 
Asst. Chief,Army Nurse Corps 

Lt. Col. Hws was born in Buffalo N .• Y. She received her R.N. from Allentown Hospital School .of Nursing and a B.S. in Nursing Education from Columbia University. She has been on active duty Since 1942. .She is a member of Kappa Delta Pi and Pi Lambda Theta Honor Societies. Besides having had tours ot duty in Korea, India, Japan and Walter Reed as well as many others, she has been j,n. the office of the Surgeon General as the Asst Chief, Arrrry Nurse Corps sj,nce Sep 1963. She recently toured hospitals in Vietn.;mt accompanied by Lt. Col. Margaret Clarke ANC., USARV Chief Nurse. 

NOTICE OF CONSULTANT VISIT 
Dr. OScar P. Hampt~n Jr, Washington University, st LouiS, civilian consult-• ant to the Surgeon General Orthopedics and Trauma will visitUSARV Medical Units during February 1966. Current plans are for him to give a short talk on Traumatic Orthopedics at some of the hospitals. The itinerary of hiS visit and talks willlile ·published in the near rutLlre. Doctor in the vic:l,nityof hospitals at which a talk is planned, are encouraged to attend if at all pcss.ible •. 

. Medical personnel are encouragecl,wl\en their duties will permit, and with the concurrence of their commanders, to 'visit their counterpart medical units, i.e., divisiOn level doctors viSiting hCllspitalsandvice verSa. .Not only will this be of personal interest, but the increased appreciation of the work and problems at &')Other level of medical calI'e will materially aid all in the profeSSional and administrative management of patients. 
Doctors are urged to keep some type of personal record of patients treated by them. Such records are of value now .:for reference, will be invaluable later for specialty board ,or .collegerequirements and for possible professional . papers. IJ ~. ...r; 

.ibtA/~" IA.)~~,~, 
. GEORGt'W. FISHER 

Lit Col, MC 
Surgery Consultant 

5 



·THE 3RD FIELD HOSPITAL , 
by Sterling B. l.futz, Maj., M.C. • 

The 3rd Field Hospital, with an illustrious history of service in the 
South Pacific during w.w.II and in Korea. wasreactiviated at Ft. Lewis. 
Washington on 11 March 1965 to provide medical support for a rapidly expanding 
US committtnent in another fight for freedom. A 100 bed unit of the 51st Field 
Hospital supplied the nucleus of our unit which waa designed to hold the gap 
while the full medical support could be assembled and deployed to Vietnam. 
Considerable care was taken to insure that each of the key sections including 
Professional Service, Nusing Service. A & D. supply and mess was under competent 
experienced persons. This was the prime factor that guaranteed success in 
its mission. 

The unit left Fort LewiS on 23 April 1965 and traveled into two sections 
on MATS C-1l9 across the Pacific to Tan Son Nhut. The prevailing thought of our 
entire unit was the anticipa.tion of an imp.ortant job that needed doing and 
doing well. so that· mal\Y Americans would return home .who could not have return­
ed if we had not come. 

The expectation of living in tents was not realized since the excellent 
buildingeof the American Community School Saigon were to be converted into a 
hospital with our field eqUipment which had been sent ahead from Ft. Lewis by 
surface. Direct medical support was needed immediately for the southern half 
of the country and as renovation on the buildings was completed, usually before 
the paint dried. nurses and corpsmen swooped into set up the .wards. Steel 
elevated hospitals bedS were procured from the ARVN medical depot; eight refri~ 
eraters appeared mwsteriously. the embassy donated typewriters. desks and ~ 
bookcase$ and other. school equipment including a mimeograph machine which' proved 
to be most valuabl'il.. The unit stood tall on 12 ~ 1965 and declared itself 
operational to General Norton then commaildinggeneral of Supp~rt Command •. 

The air cran explosion at Bien Hoa AFB provided us with our baptiemal 
operation within a few dG1S after opening. Thirty-five casualties were received 
and cared for over a period of a few hours. . 

Our TO & E handicapped us from the beginning. Electrioal power was a 
major problem. A 150 KW Caterpillar generator was "borrowed" from the civilian· 
contractore to supplement our two generator~the~e latter were totally' .. 
inadequate to handle the requirements of a fixed installation with its air 
conditioned operating roome. refrigeration and resuscitation equipment •. 

~e Bien HOa exp~o.ion was followed by a succession of .episodes W~~h 
taxed the capabilities ot our unit. A terrorist bomb exploded at the fan 
Son Nhut terminal. the Dong Xoai outpost was over run, the l73rdAir Borrie 
Brigade and the 1st Royal AustraJ.ian Reg. initialed several conflicts. and the 
Bien Hoe. air base was again mortared one dark midnight. In early June the. 1st. 
Brigade of the lstInf. Div. required medical support. 
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The casualty load was shared by the 3rd Field Hospital and the U.S. N.aval 
Station Hospital Saigon. .An exeellen1;" working arrangement was established to 
tacilitat. the operation of the two tihits and provide the. best patient care.' . 
Cooperation was essential in both the deployment of personnel and supplies. 
At the time the My Canh floating restaurant in Saigon was hit Witf(cl!i3ll1Ore 
mines, two surgeons and an anesthetist were dispatched to the, Navy hospital~ 
This p:actice was beneficial to the total casualty flow and was to be repeaj;ed 
IllIllV tlJlles.' 

At no time were we ever out of an.v critical suptply item. The ingenUity 
of the supply per-sonnel was frequently called upon and there were periods of 
anxiety over the quantity available but there was always enough to accomplish 
the miSsion. The sources of supply were numerous and highly variable and the 
methods of obtaining them were unique to say the least. The ARVN medical 
depot proved to be the most reliables~urce during the 3 month period' of 
time it took to establish a regular flew through standard channels. 

The mission began to change after the 3rd Surgical Hospital became 
operational on 15 September 1965 and the 93rd Evacuation Hospital on 1 December 
1965. The 3rd Field Hospital wns still in support of tactical troops but now 
began to function also as a holding installation and an evacuation hospital. 
This was not added strain since in the 'month of October 497 p"tients had been 
evacuated through this facility. On 3 'November 1965 we were augmented by the 
HQ'unit and two complete 100 bed hospital units of the 51st Field Hospital. 
This allowed expansion to 325 bedS which had been S0t up in preparation for 
the new units. Surgeon General Leonard Heaton was on hand to cut the ribbon, 
Signifying tMs expansion. 

It was elected to retain the alre.ady established name of the 3rd Field 
Hospital. The incoming personnel were a welcome addition to the unit and the 
physicians,nurses, ancillar,y staff and enlisted personnel continue to work 
together to ensure that optimum patient care is given~ Currently we feel we 
have the finest physical plant in South Vietnam staffed by an excellent pro­
fessional staff of Physicians, Surgeons and Nurses with qualified special­
ists in intern medicine, and a Neurosu~gical, thoracic,vascu1ar, orth­
opedic and general surgical capability. A complete new su·.'gical suite is 
now under construction. 

In the years to come it is felt that the bas~c foundations laid by 
those early arrivals Will provide anlllI!Ple baSe on which to build. more'comj)leti!l 
and better medical support. The initial growing pains are now fading from 
our memor,y. 

COMmm?ING OFFICER 

Sterling B. Mutz Major/Me waS born of· Canadian parentage in Portland., 
Ore •• 13 May 1929 •. The family migrated back to Vr.ncouver, BritiSh Columbia 
.after a few months and he received his grade school and high school education 
in Canada. 
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He received pre-medical education at Pasadena City C lIege and the University 
of California at Berkley. He studieS IQedicine at the George \.[ashington Ul'liversitA. 
in Washington D.C., gtadUating in June'1956. .., 

Shortly before. graduation he joined the U.S. Army, completed an internship, 
at TripIer General Ho.spital and was commissioned a 1st Lt in the regular Army. 
Following a year of pre-specialty surgical training at Madigan Army Hospital, he 
c;ompleted an Orthepedic residency at Letterman General Hospital, including one 
year of pediatric orthopedics at the San Francisco Shriner's Hospital for 
crippled children. Afte~serving a tour of duty at Ft Dix, N.J. he completed 
to course in Hand Surgery at Walter Reed GeneI'a! Hospital in December of 1964, 
lllld assumed command of the .3rd Field Hospital on 19 April 1965. . 

WOUND CARE 

by Francis J. Heck, lfuj, Me 

The 3rd Field Hospital has had the unique experience in its short service in 
Vietnam of a telescoped panarama of medical mission from first line care of 
oasualties direc,\,-ly evacuated by helicopter from the field, to receiVing patients 
from other facilities for delayed care, and. finally acting asa convalescent and. 
evacuation center. Acute injuries are still received from terrorist activities 
in Saigon and Mekong Delta. From. our experience there are fi~e points of surgical 
care which are worthwhile reiterating. 

1. Resuscitation should be effiCient and rapid. Prolonged evaluation is 
not needed until the airway is established and a lifeline and more ofter several • 
intravenous ports are used. Polyethylene catheters should be in a cannister . 
already attached to blunt needles. If shock is profound, a cephalic vein (it's 
always there) or saphenofemoral cutdown should be .done. Suturing the needle to 
the adjacent skin insures against dislodging a catheter painstakingly inserted. 
A three way stopcock attachment allows ease changing of blood infusions sets 
since the filter handles only 2 or 3 units well during pressure infusion. 
Resuscitation should be d.one with type specific blood which is available in 5 
minutes giving ample time to prime the lifeline using one or two litter of saline. 

·A separate blood request form for each unit desired is marked 5 minutes for type 
specific blood or 30 min. for a saline cross match. 

2. Liberal but still judicious use should be made of tracheostomies, tube 
gastrostomies, and explo~atory laporotomies. The frequent use of the latter is 
better than delayed operation after prolonged observation, even if a few more 
negative explorations are done. 

3. The principles of adequate debridement for high velocity missles 
prQmulgated by Artz including wide skin incision (longitudinal on the extremities 
and curved in flexion areas) with minimal skin excision, fasciotomy the full 
length of the skin inCision, debridement of all devitalized muscle using as 
criteria the color, consistency, bleeding and contractility, and :).aying dress­
ing on wounds, are routinely followed. 
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The majority of wounds treated in Vietnam are low velocity from mortar, 
cla;ymore mine, or grenade fragments. Each of the possible hUndreds of fragment 
wounds should be incised or curetted. If the fragment has Penetrated the fascia, 
this should be opened and irrigations done. No effort is tnadespe'cifica.lly to 
locate the metallic fragment. Sucoess'is insured by irrigating ,out the or~anic 
foreign matter and allowing drainage. Paoking the wound defeats this important 
principle. Adequate debridement demands adequate anesthesia and preference is 
given to regional or general anesthesia. lunputation is 11 difficult professional 
decision demanding wise judgement and sometimes bold action. Procrastination wil 
often result in a debilitated septic patient who succumbs even after a late 
amputation possible only at an even higher level. 

4. Wounds of the scalp, face and hand do well with priinary olosure. Mobil­
ization of flaps is desirable at the initial trelltment of head and neck wounds. 
All other woundS are olosed in 4 to 5 days by dela,yed primary olosure taking 
advantage of the lag phase in wound healing. In wound care we adviSe the five 
"SIt as indications for dreSSing changes;: 

a. Slippage \ 

b. Seepage (blood or serum) 

c. Stench or sepsis 

d. Soakage 

e. Surgeonfs curiosity 

The last is never a good reason. 

5. Antibiotics are employed for any wound which penetrates a cavity, 
namely cranial, Sinus, pleural, peritoneal, joint or marrow cavity. 

Forgetting the :Ie asons of previous battlefields or "trying to get awa,y" 
with some shortcut 0li!:Y courts disaster'; Sucoess crowns the meticulous 
application of the basic principles of wound care. Our 6o!'vicema'l has learned 
to expect only the best care and our efforts will not disappoint him. 

Major FranciS J.Heck was born and, raised in Passaic, New Jersey, an:! 
received his college and medic III t:r,~ining Georgetown University, Washington, 
D.C. He completed a rotaior. intern~\h:';.p,in 1957-58 at D.C. General Hospital 
and then entered the US Army Medi","u C01~pS. After ini tiaJ. orier,L'1~,:ion at 
AMFSS, Ft. Sam Houston, he was assigned to Ft. Leonard vlocd Xl;! 1'10"0 to US Army 
Tripler General Hospital, and Paul Kiehl. Staff assignmeut8 fol' tca~';:l:;'ng 
surgery followe$! his formal training with one yea:r at 'tripler and atldher at 

. Madigan. With the activation of the 'third Field Hospital, he WS,l made Chief of 
Surgery of that unit and is curren.tly directing its profeSSional pI'ogram. 



MEDIcAL SERVICE 3D FIELD HOSPITAL 

by Peter Bartelloni, Maj, Me • The "Medical Service at the. 3d Field Hospital is organized into tWo:>sections, .Qeneral Medicine arid the Infectious Disease Service. 

The chief is Major Peter Bartelloni who obtained his MD degree from the college of Medicine, University of Vermont in 1958. He interned at Marteil 4rmY Hospital and completed his training in Internal Medicine at Walter Reed Army Hospital in 1963. Prior to being assigned to Vietnam, he was chief of clinics at USAH Ft Ord, California. His main interest is in infectious disease. 
The General Medical Service has 50 beds with an additional 60 beds on the infectious disease service. In addition there are three convalescent words with 15 beds each. 

Among the most difficult but interesting and challenging problem is the management of Malaria secondary to P. fa1ciparum, we feel it's important to obtain the patient early during the COurse of hiS illness so that therapy will not be delayed. The presence of Sick individun1 with severe partal or retrorbita1 headaches, fever, rigors, diaphoresis, a palpable .sp1een or tender­ness in the left upper quadrant is generally sufficient to initiate therapy. A study is presently in progress to evaluate the results with chloroquine and quinine therapy. Scrub typhus, amobic and bacillary dysentery are an infrequent cause of admission. Acute nonspeCifiC diarrhea, self limiting in charncter is a routine admission. Infectious hepatitis of a mild nature is seen frequently. 
Chest pain, opigastric pain, and renal colic constitute common problems on the General Medical Serv.ice. 

Fevers of undetermined origin are frequent and attempts to delineate the etiology are pending acute and convalescent serum specimens. 

We are fortunate in having adequate laboratory facilities which is so essential in the operation' of a medical service and in having a fine physical plant to conduct our work. Ih ~ddition devoted corpsmen, nurses and medical service corps officers working together and for us have helped us performing our mission to "conserve the fighting strength". 

RADIOLoGY SERVICE 

by Richard A. Friedman, Capt, MC 
The Radiology Servioe of the 3d Field Hospital furnishes a~~ther example of the quality of medical care afforded our soldiers in Vietnam. ~he 3d Field Hospital is situated in a converted school in Tan Son Nhut', just. outside Saigon. 
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The temporary physical plant of the Radiology Dept consi ... ts of large 
exposure room equipped With a 50 ~, Picker field unit, a polaroid Unit, and a 
15 MA portable. A reception room, technioiuns quarters, and air-conditioned 
darkroom and radiology office complete the physicol set-up. i.J.though we now 
use "Wet-tanks" which efficently handle approximately 30 cases at a time, an 
automatic processor is on order. Our equiP.lllent, which is growing daily, Will 
soon include a 50 MA portable rund 2-100 MA units, one of. which Will be. used for . a __ COW. 

With our present facilities we accommate the specialists here by perform­
ing examinations such as ventriculogramB, arteriog:r;:amB, venogrill1lS, gall bladder 
and small bowel studies, polaroid films in surgery, portable radiographs, and, 
of course, all routine studies. ' . 

The Radiology service is run in a fashion similar to a general hospital. 
Emergency studies are performed and interpreted at any time, special studies are 
scheduled 1-3 l~s in advance and routine work is done daily. We average 50 
cases per d~. All films are checked before the patient ·is discharged and "Wet 
readings" are given as requested. All dry films are read independently by 
both staff radiologists. 

The Radiology Dept., as are many of the services, is intel11Porary quarters. 
Construction will· soon begin on a new completely equipped X-r~ Dept which 
will have all the capabilities and conviences of a station hospital. 

i .c;.::: . / ,. 1'..-'1 ,l y/ ,,~t . ';" ~\ \ . . ,.>l/ • ".1 ., .. ,' ", ",(. 

RICHARD A. FRIEDMAN 
Chief, Ri.,diology Dept 
3rd Field Hospital 

Captain Friedman was born in Ithaca, N.Y. He attended the Universi1:;y',of 
Chicago for his pre-med and receiVed his MD from University of Missouri •. After 
an internship at Mt. Zion Hospital in San FranCiSCO, he had a 3 year residency 
in Radiology at Cedars of Lebanon Hospital in Hollywood. 

COMBAT PSYCHIATRY 

~ Peter G. Bourne, Captain, MO. 

It is only since WOrld War I that the Medical Corps has been called upon 
to prevent and treat psychiatric casualties in an effort to conserve the fight­
ing strength. At that time because the primary cause of such casualties was 
apparently artillery fire the term "Shell Shock", was coined. This term was 
unfortunate because it led many people, both patients and phySicians to believe 
that it was an organic disorder. By the early part of World War II this concept 
had been discarded, and such terms as "psychoneurosis, anxiety state", 
"psychoneurosis mixed", and conversion l')ysteria" were being used. 
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These designations, like "sheil-tho\>lk", were misleading because they implied 
tps presence of a fixed neuretio disease. Finally in 1943, the term "combat • 
eithaustion" tolaa orginated to convey a more appropriate picture of a transient 
psychological breakdown caused by battle stress. . 

The clinical picture whieh·is Seen may take many forms. The soldier may 
be literally ttparalyzed with fear". Muscular function is prevented by simultan­
eous contracture of flexers and extensors, and signs of sympatheticoverstimuat­
ion, with pupils dilated, eye$ slightly proptosed and tachycardia, are present. 
In other instances the man may develop a severe tremor affecting the upper 
extremities more than the lower, and sudden protective reactions such as Itduckingll 
and covering his head at the slightest sound, even those produced by friendly 
weapons. A tolide variety of conversion symptoms may be present including hyster~ 
ical blindness, deafness, paralytic ·pherioE ....... and myoclonus. In addition in 
some cases there may be disturbances in orientation varying from temporary 
confusion to total amnesia, . 

The etiology of "combat exhaustion" is complex and is related to mOre than 
simply fear of death or I!lUtil~tion. Acute stress of any intensity rarely 
produces psychiatric oasualties, and for this reason guerilla type warfare or 
battles of short duration resUlt in few cases of i'combat exhaustion". 
Psychiatrically the most distructive situation is that of the fixed battle line, 
where the soldier is under constant fire for days or toleeks at a time, and 
particularly if he is unable to effectively return the fire. 

EArly in the history of military phychiatry it was the custom to evacuate 
all casualties well out of the combat area. However it rapidly became apparent 
that most cases were responding poorly to such treatment. !t has subsequently • 
been found that by keeping th~se people as near the combat zone as possible . 
while at the same time providing them with rest, sedation, warm food, and 
relative safety the majority would be able to recover :md ret\lrn to duty in a 
matter of 48 to. 72 hours. In addition more attention is now paid to providing 
frequent rotations for the troops under fire, ae well as recoghition of the 
importanoe of group identity and the'role of leadership as factors in helping 
to minimize the incidence of "combat exhaustion'!. 

Captain Peter Bourne, MO, was born in Oxford, England, attended under­
graduate school at Whitgift, Engll.~d and at Emery University in Atlanta, Georgia. 
After also completing Emory University Medical School, he interned at Kings 
County Hospital in Seat.tIe, W4Shington. He returned to Emery for a year's 
residency in.phychiatry and neurology division at Walter Reed Institute of 
Research for two years. He is now' at WRArR, Vietnam. 
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U.S • .I.RMY HELICOPTER DEATHS IN VIETNJ.M 
........ 

by Fr~ Iv. ~e11 Major, Me. USA* 

A. Deaths in Armoc helicopters in Vietnam 1962-1965 

1962 
1963 
1964 
1965 

ill!lerican 
7 

24-
46 

117 
194 

Other 
2 
o 

11 
12 

25 
Since .the SUmmer of 1962, the year :!in which American helicopters 

firSt started giving support to the Vietnamese, there have been 86 
incidents in which nt least one American has been killed involving a 
helicopter. Total American deaths (through 31 Dec 1965) were 194; 25 
deaths of other nationalities have also occurred, making total 
helicopter-associated deaths add up to 219. 

The fate of companions is known in the 2a "shot down it incidents. 
Of 12.6 people aboard these aircraft which were shot down, 27 survived. 
In 16 of the 28 incidente, however, all abonrd Were killed. The fate 
of other persons is also known in the 19 air accidents. Of 102 people 
aboard these aircraft, which crashed, 25 survived. In onlY 6 of the 19 
accidents were all aboard killed. 

B. POSitions of American Casualties 

Pilot 46 
Copilot 39 
Cre.w chief 41 

Gunnar 45 
Other erew 5 

Passenger 16 
Bystander :2. 

In American casualties, a nearly equal number wer;;! in the pilot 
. section and at gunners I positions. Among this group are 35 killed by 

sharp-shooting from the ground: pilots - 8, copilots - 7, 
crew chiefs-8, gunners - 11, passenger - 1. 

Fourteen American passengers have died in helicopters. The 
,first was an officer shot by Viet Cong after being rendered unconscious. 
'when his aircraft was shot down. A medicalaidJl1an was killed when a 
machine gun aboard an H-2l was accidentally dischDrged. One passenger 
was shot in the head bfhostile ground fire. j,n advisor waS among six 
killed when his aircraft was shot down near Saigon; two other passenger 
deaths oceurred in .crdSha::,iudged tob!! accidents. 

, The b;vstanders reprehniT men who walked into revolving:tail 
rotors on UH-l airoraft, sustaining skull fracture and brain injury • 

. , 

* Flight· Surgeon, 406th Mobile Medical Laboratory, Vietnam 



O. Helicopter tYpE!, involved in death incidents 

H-21 9 
H-37 1 

CH-47 1 
OH-J.3 2 

UR-I 69 
Unld 4 

With the replacement of the older helicopters by the UH~lB and 
Uh-lD, these aircraft now predominc,te in death incidents i In fact, 
all cases from April 1964 to September 1965 involved UR .. 1 models. 

D. Causes of helicopter fatality incidents 

Gunshot wound from ground fire 
Helicopter shot down 
In-fligbt accident 
AcCidental machine gun firing 
Ground accident (rotor injury) 
Unknown 

35 
28 
19 
1 
2 
1 

86 
Caules of these incidents have been hostile fire from the 

ground in 3/4 of the episodes, including 2,"l aircraft shot down and 
35 victilIls of sharp-shooting from the ground. CaUSes of in-flight 
accidents h.,.ve been control malfunction, tail loss, pilot error in 
pinnacl.e landing, coUision with high tensi,:inwlres, disorientation 
in a storm, RPM governor failure and mid-air collision. 

E. Causes 01' death in helicopter tAtal1t1@9 

MUltiple1njurieS . 73 . 
Gunshot Wounds 37 

Head and neak 17 
Chest 14 
Abdomen 3 
Legs 2 
Unspecified· 1 

Cardiovas8ular injury 23 
Head and neck injury 13 
13urns 9 
Drowning 8 
Abdominal injury '3 
Chest injury· 2 
Fat embolization 1 
Unknown or unspecified 25 

In the American deaths, the cause of death hall'been deSignated 
as ''multiple extreme injuries" inmost cases, because few autopsies 
have been performed. In the 51 autopsies which were done, lEJthal internal 
heart .or brain injury was often found, whic::hwaa obscured by t.he surface. 
woundlil or burns. A significant group of 37 deaths due to gunbhot wounds 
includes 17 of the head and neck wh.ich body. axmor would not have preyented. 
The fat embolization case. was due to. massive release of marrow fat from. 
a broken leg into the circulation with death two hours po!!t-accident. 
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CONSULTANT'S PAGE 

HEMO'IDLOGIC FINDINGS IN MALARIA 

by T., W. SheehyLt Col, MC 
Medical Consulta.rit 

At sporulation the malaria parusitizedred cells dillintegrate with 
liberation of merozoites, while hemolysis of non-parasitized cells may 
occur s:imultaneously. The 8E!Verity of the. anemia in malaria is related 
to the severity of infection, the degree of hemolysis, an~ the suppres­
sion of erythropoiesis and depends upon the balance between the destruc­
tion. of ,red cells and their regeneration in the bone marrow. The mecha­
nism of hemolysin in malaria is still obscure. Past . attempts to identify 
the hemolysis were unsucceSSful and lead some (.,bservererto· believe red 
cells lysis was mainly tlie result of ali intercellular defect. This belief 
was disputed by Foy and Kondi who transfuSed normal red cells into malaria 
patients who were actively hemolyzing red ceUs and found the donor red 
cells were lysed rapidly. They attributed hemolysis of the transfused 

cells to the presence of a circulat.ing hemolysin irlthe recipient IS plasmar 
Later, Foy and Kondi extended their studies on the survival of tran­

fused normal red cells into "blackwater fever patients" and concluded that 
in this condition the fundamental hemolytic factor was aI) extracellular 
hemolysin. This hemolysin was believed to cause the, hemolysis of normal 
cells in patients with blackwater -fever; it also alt",red the cells of 
blackwater fever patients. for the red oells taken frc;m patients with 
blackw.ater fever failed to survive normally when given to healthy 
volunteers, 

Muoh work must be done to define the underlying ca.u.ses of anemia in 
malaria. In acuteP. falciparum infection, the red cell r-ount m~ fall to 
a million cells !lnthe course of 24 hours. In chronic m~.L".ria, the 
peripheral red cell findings a are often similar to those 'found in per­
nicious anemia. Even in young Americans megalocyt,Ga are founc! sometimes in 
association With malaria anemia. 'l'I1.e bone marroW in well estc.blished 

• cases of malaria usually undergoes 'a compensatory hypertrophya.'1d ery­
throid hyperplasia occurs. MOst likely, these changes reflect a..'l 

increased demand on the bone marrow for new red cells. In keeping with 
this demand, high reticulocyte counts are found frequently in the· per­
ipheral blood. In one series of patients studied by Fairley and Brom­
field, the reticulocyte count before treatment ranged from 2 to 7.8 
percent and it rose considerabJ,t'hxgherduring treatment or after cure. 
High reticulocyte counts have also been noted by others during the 
untreated course of all forms of human malaria. In Some instances the 
del!l3' in reticulocyte response following treatment is probably .due to 
suppressiLonof erythropoiesis. ' . 

The . bone. marrow is a revealing. organ in 'falciparwh malaria but not 
in vivs:x: malaria. Bone marrow puncture may 'reveal falciparum parasites 
when thiok smears of peripheral blo'Dd are negative. P. falciparum ' 
parasites are often demonstrabled in the, bone !Darrow pri4)rtO andsubse­
quent to appearance of parasites in. the peripheral blooGl.· The bone . 
marrow is .als,o a favorite, site for .obervatit>n of gametocytes, whicnare 
usua.llyfound there 6 to 7 d~safter infection begins clinicallY. In 
mild infections, phagocytosis of red cellS containing parasitic ring 
fOrms is seldom~ened but in ini'eetions of high parasite density 
erythrophagocytosiS is often l1larkea:~ 
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Usually the reticulumce~s and the neutrophile phagocytize ring forms. 
In the neutrophils, ring forms of the parasite may be seen scattered 
emong the ,granules of the cytoplasm. 

, OVer 40 years age, Maslova pointed out that during a malaria attack 
the quantity of blood platelets WaS decreased and the coagulation time 
was altered. Thrombocytopenia (due to a decrease in prodUction or to 
failure to rele~e platelets) occurs in P. viVax malaria. Usuall¥ the 
platelet count falls 'sharpl¥ in the first few days of clinical infection 
and prior to treatment. Little is known about the appearance of the 
megakaryocytes or their function in P. falciparum malaria. Plasma acid 
phosphatase studies in malaria might be helpful, for Oski claims increased 
platelet destruction is associated with raised circulation levels of this 
enz.yme. Platelets may be sequestered in the spleen, or ,their numbers may 
be decreased as a result of intravascular coagulati.Jrt. Autoimmunity is 
another conjectural mechanism which might le;"d to platdet destruction in 
malaria. Platelet agglutinins have not been looked for in this disease. 

It is generall¥ recognized that plasmodial infections are ch,il'act.er­
ized by leucopenia. Although a depression of the whit.e blood cells is 
not always evident at the onset of the attack of malaria, sooner or later 
neutropenia develops. The presence of this neutropenia in a patient with 
a temperature ofl03 to l040F is also helpgul diagnosticall¥, for in the 
event of a ba~te:rial complication thElleucopenia reaction fails and 
leucocytosis OCII..lrs. There is also a relationship between the mononu­
clear cells and the patient t s temperature. During afebrile periods, the 
polymorphonuclear cells will diminish in number while the mononuclear 
cells (i.e. ly,nphocytes ahd monocytes) increase in number. Stephens and 
Christophel'S consider this pyrexial increase in mononuclear , cells so tm­
portant they sto.te, nif during a period of low temperature this ch£;.Ilge 
is not found, there is a strong!1I'esumption that the case is not malaria. 1t 

Other changes occur in the 'blood of malaria patients. Malflria pig­
ment is liberated apl the red cells are destroyed by the sporulating 
parasites. It is the, malaria parasite's proteol¥tic enzymes which break 
down the hemoglobin of the red cells to the pigment hematin. Conversion 
of the hemoglobin in the parasitized cell to hematin may account in part 
for the absence of hemoglobinemia and hemoglobinuria in man.v patients who 
h~ve sustained considerable red cell destruction. 

ROUTINE IN COUNTRtMEDICAL EVACUATIONS 

The constantl¥ increasing number of tnedic.u facilities in US/IRV 
will permit increased uSage of routine in country medical evacuatio~ 
between the various insteJ,.lations.; Procedures for obtaining emergency 
evacuations are known and, poile little or no problemS. Similarl¥, 
procedures for obtaining out of country evacuation, either pne. routihe, 
or emergency basiS; seldom offer dUf1culties.'Lessus9 is made, however, 
of routine in country patient transfers between hospitals ,a.tid of out..; 
patient consultations from vo.rious .specialists r'lowiri country." ,," 
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Examples of some of the newly arrived speoialists arc the neurologist and 
psychologist at the 935th KO team at the 93M Evacuation lio'Spital in Long 
Binh, and the Walter Reed Institute of Research's Renal Dialysis Team at the 
3M tield Hospital in Saigon. 

To obtain air transportation for either in patients or out patient 
consultations~ theinit1at1n8 medical facility follows the same procedures as 
for obta.iningout of oountry evacuation except that the request is made to the 
USARV Medical Regulating Officer, Maj Gerald Rose, MSC., (phone a.rmy 616 or 603) 
instead of to the FEJMRO. Maj Rose immediately makel!\ the nece,Mary arrange.. 
ments with .the 9th Aeromedical Squadron or appropriate Army Medical Evacuation 
Unit. Patients in all categories including psychiatry patHmts requiring litter 
sedation and restraint can be routinely transferred between in country medical 
iMt-'J] at,1ona. 

The Editor 

THE POSTERIOR COLUMN 

by Harold RosegB3', Lt,. Col., M.C. 

Last is not necessurily least, and as the Editor has placed Neurosurgery 
in this position in the Bulletin it has given men the irresistible opportunity o! 
using this title. As you all m~ know, Neurosurgery has been concentrated in 

two treatment centers, the 85th EVac Hosp and the 3M Field Hosp. 'Ibis not 
only allows for the best use of the four neurosurgeons in Vietnam, but :' ~ also 
makes it easy for Time Magazine to keep up with our work. 

We have recently begun doing cerebral angiography, not ·to look for trouble 
in elective cases, but only as an adjunct in the management of head trauma.. 
Even though the films are not of the best because of the lone exposure time 
(about three seconds) with the 50 MA appuratus, they are nevertheless of . 
diagnostic quality and have beenuBeful. As the 100 MA machines appear in t~e 
thea,\:-re (Christmas is coming) we will be able to offer No.1 studies, We can' 
also be helpful in seaure cases if pneumoencephalography is required, Capt. . 
Bob Daroff (953th KO (!lip) team, 93rd Evac Hosp) is now the neurological consult-" 
ant, and if hit'! hammer is as microscopic as most neurologists I he will soon 
be asking for air studies, And with good reason. One more air study might mean 
one less air evac, and that is our mission. . 

85"h Eva.c Hosp 
APO 96328 

3rd Field Hosp 
APO 96307 

17 

. Col Harold Murphree 
Capt Ben Blackett , 
Lt Col HaroldRoseg~ 
Capt George Jacobi 
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THE SURGEON'S PAGE 

In t.hl.s issue thet'e is a continuation of brief biographies of the 
officers of the USARV Surgeon's Office. last months issue dealt with 
those in. building #17; while this month's issue will deal with those 
in building #15. 

The USARV Dental Surgeon is Col. Ralph B. Snead, He was born in • 
Whitesville, W. Va., and he attended W. Va. University. He attained 
his Degree in ~tistry trom Northwestern University in 1944, Following 
graduation he began his career in the Ar~. Among the many tours of 
duty he·has served are included ones in Tokyo, Japan, Kaiserslautern, 
Germany, the USMA West Point., No Yo, Ft, Monroe, Va., and Ft, Meyer. 
He attended the advanced course at MFSS in San Antonio, texas, and the 
advancEld Dental Course at Walter Reed, Col Snead's family resides at 
Hampton, Va. His hobbies include bowling and boating, 

Lt. Col. George W. Fishel', the Surgical ConsUltant for USARV, was 
born in Reading, Pa,. He attended Franklin and MarShall College, receiv­
tng a BS Degree in Chem1stryo He attended the University of Maryland 
where he recei ved his Medical Degree in 1947. He entered service in 
1949 and.became Regimental Surgeon with the 19th Inf, Regt. 24th Div. 
in K,orea, from July to Dec, 1950. He later saw service in Leghorn, 
Italy, trom 1952 to 1954. He completed his three year surgical residen­
cy in 1957 at Fitzsimons, following which he was 85 signed to Nuremburg, 
Germany, From 1959 t.o 1964 he was Thoracic Surgery ReSident at Walter 
Reed serving as assistant chief of service, He is certified in both 
surgery and Thoracic Surgery and is a Fellow of the American College 
of Surgeons. He served as assistant Executive Officer at Fitzsimons 
for three months prior to coming to Vietnam, flis family is currently 
living in Denver. Hill. hobbies include golf and swimming. Inaddition 
to being Surgical Consultant. he is also Chief of Professional Services. 

Lt.. Col. Harold W. Rosegay. the Neurosurgical Consultant, was born 
in New York, he obtained aB,S. Degree from N.Y,U" a PHD in Neuro-
!IiJl& to~ from Cornell Uni versi ty, and M,D, Degree for Columbia Uni ver­
sUy, He taught Neuro-anato~ at Cornell for three years. His Neuro­
surgery residency "fas at the University of Pa, He was certified in 
1954 and served as USAREUR Neurosurgery Cons~ltant from 1954 to 1957. 
He was Chief of Neurosurgery at Fitzsimons prior to coming to Vietnam. 
Harold has six children and his family reSides in Denver. His princi­
pa;!. hobby is playing the violin at which he is' qui te accomplished. • 

The Medical Consultant of USARV, is Lt, Co;!., Thomas W. Sheehy, 
Tom was born in ~olumbia, Pa, and attended St, Vincent College in 
Latrobe Pa. where he obtained a B,S. Degree. he received his medical 
degree from SyTacuse. Tom served four years as a infantry officer in 
the .3rd Infantry Division, He completed a residency in medicine at 



Brooke General Hoepital 1n San Antonio. In' addition he attended the 
BaBiC Science Course at WRAIR. He had a:Hematology FellOWShip, and 
he vas Chief of Clinical Hematology tor three years. He also was 
Chiet ot Medicine at the Tropical Research Lab. in Puerto Rico. He 
was Chief of Gastrointestinal Research at WRAIR from 1963 to 1965. 
He has written 'oyer 100 aCientific articles, and he is the author of 
a book entitled Portal aypertensiori and one entitled ~The Saall 
Intestine.. He has se.ned as Assa,ciate Professor of Clinical 
Medicine at George 'Iaahington University. His family reSides .in the 
Silver Spring, Mar71and area. His hobbies appear to be writing 
about -blood and guts·'. 

Lt., Col,. John N. Gordon, the Psychiatry Consultant, was born in 
Richmond, Virginia. He attended the University of Richmbndobtaining 
a BA degree and the Medical College of Virginia where he received his 
NO degree. ae has had a psychiatry residency at Fitzsimons and a 
.neurology reSidency at'lalter Reed. He coapleted the baSic course at 
MFSS follOWing Which he went to France from 1954 to 1957. He has 
been Chief of Neuropsychiatry at Martin Army Hospital, Fort Benning, 
Georgia and at FitzsimonIJ General Hospital in Denver. He came to 
Vietnam from Fitzsimons. His family. li.es in Denver. and his hobbies 
are skiing and tennis. 

Lt, Col. Clarence H. Piercy Jr •• is the t!SARv Medical Supply 
Officer. He was born in San Antonio, Texas and attended Hiami Univer­
sity in Ohio, Some of his important aSSignments were as AsSistant 
Chief of the Data Systems Division, Headquarters Defense Supply 
Agency in Alexandria, Virginia, as well as supply officer for the 
9th Field Hospital in World War II. He has seen service in Ireland, 
England, France and the low countries. He has completed the advance 
course at MFSS and the Command and General Staff School. His family 
lives in Alexandria, Virginia, and his hobbies include woodworking. 

Lt •. Col. Kenneth N. Ports, the USARV Sanitary Engineer, comes 
from Frederick, Maryland. He holds a BS Degree in Civil Engineering 
from the UniverSity of Maryland and an MPH degree from the Univ. 
at Hinnesota. He has served as an instructor at MFSS in 1951-52 and 
as CO of the 485thPM Co, 7th Army. He comes to Vietn~ from San 
Antonio where he was 4th Army Sanitary Engineer and where his family 
currently resides., His hobbies include hunting, camping and scouting. 

The position of the Senior Flight Surgeon USARV is filled by 
Major James E. HertZog. Jim comes from Ebensburg, Pennsylvania. He 
obtained his BS degree from Franklin and Marshall College. His MD 
,iegreewas obtained from the University of Pittsburg and his MPH 
degree from Harvard. He has had a 3 year residency in Aerospace 
P!edicine. He iii certified by the American Board of Preventive Mad­
'",ine in Aerospace Medicine. He has traveled through many countries 

,. the world such as Australia. South Africa and the Canary Islands 
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while serving as a Ili8di~al 1I0lUtor for projects MercUl'y and Gemini. 
In addition he has e~l$ted Airborne training and hal served as the 
Director of the llepattment ot Aerolll841cal tducation and Training 
at the US Army AViation Sehool, Fort !lucker, Alabama. His Wife and. 
family remain at FOft l~cker. Mis hobbies inClude electrOnics, . 
lIIUIIic and sWi_ng. 

·Major Taras NowosiwskY. the USARV Preventive Medicine Officer, 
is frOli Ispas, Ukraine in Russia. He attended Columbia University 
obtaining a BA degree, Harvard Univerlllity obtaining an Mtl degree and 
John Hopkins Un1ftJ'Sit1 obtaining an MPH degree. Among his notable 
assignlll8nts he has been ~reventi.e I118dieine officer of the 24th 
InfantrJ Division and Chief of p~eventive medicine at Fort Benning, 
Georgia. His t8llily r."ins in Chicago. and his hobbies are chess 
and skiing. 

Major Charles M. Segars, the Assistant USARV Medical Supply 
Officer is on TOY troM fripler General Hospital·where he is the 
hospital Medical Supp~ Otticer. He was born in Athens,. Georgia 
and attended the Uni •• tsityof Georgia in Athens whereneobtaihed 
a BS degree in Agr1CU.ltUfe. His service schools include the 
Assistant Batta110ft Sut,.on School the ·advance course at MF5S and 
the Medical Supply eobl". as well as the Supply and Distrtbution 
Management Oourse, the latter at Fort Lee, Virginia. His family 
remains in Hawaii. Ris hObbies include woodworking and photography. 
We expect to see him o~r here on PCS in the near. future. 

B!!.!0R·S NOTES 

. For those who can relll8mber as far back as the Januar,r issue. it 
may come as a surprise that the USARV Medical Bulletin has had a name 
change. Yes, it is nOW entitled the USARV Medical Newsletter and no 
further name changes are contemplated in the immediate future. Our 
thanks go to the AG section of U3ARV who pointed out that use of the 
word -BulletinM was prohibited by AR in publications of this nature. 
Our more discerning riaders ~y notice a rather marked similarity 
between the old "Bulletin" and the new "Newsletter". This 1a purely 
intentional, and the naJ118 has been changed to protect the guilty. 

Thanks are in order to members of the 3rd Field Hospltal who 
renerously contributed to the first issue. Apologies are due any 
f\",o>_ors who were misquoted or miSinterpreted. 

'l'his issue feature. the 8th Field Hospital at Nba Trang. The· 
n",x1; issue will feature the 85th Evac Hospital at Qui Nhon. 
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THE 8TH FIELD HOSPITAL IN VIETNAM 

'!'he 6th Field Hospital has been located in the coastal c1ty ot Mba Trang since 1962 and was the only ~hospital in the Republic ot Vietnam until the escalation of the War effort and ~oop buildup in May of 1965. The hospital is located near the Lon Van Air Base and is approximately "00 yards from a beautitul expanse ot san~ beaches. Dul'ing the period of 1962 through 1965 the 8th Field HQSpital provided medical support and served as a specialty treatment center tor all of the United States Armed Forces and their dependente in Vietnam. In May 1965 the 9th Field Hospital joined with the 8th Field Hospital to increase the bed capacity to 400 beds •. 

An extensive building program has been in effect since June . 1965 with the original permanent and semi-permanent type buildings being renovated and additional buildings constructed to obtain an ideal phYSical plan tor the total patient care required in the area. 
The 8th Field Hospital is aOisted by a unit of the 406th Medical Laboratory, 137th Medical Dental Det., 20th Preventive Medical Det., 29th Engineer Det. and the 148th QM llet. The hospital compound is also the hOIlle tor the Headquarters of the "3d Medical Group and the 32d Medical SUpply Depot. 

Rli)CEM'l' ANC ARRIVAl.') IN VIETNAM 

Lt Col Marian Tierney 
Capt Nancy Christ 
Capt Anna Clark 
Capt Margaret Grice 
lILt Shirley Minor 
2/Lt Sara Bavcom 
2/Lt SUllan East1lllln 
2/Lt Marlene Lohmdller 
2/Lt Patricia McHugh 
2/Lt Warren Propst 
2/Lt Robert Williaas 
2/Lt John Zie.lozldewicz 

" 

ANC 
ANC 
ANC 
ANC 
ANC 
ANC; 
ANC 
ANC 
ANC 
ANC 
ANC 
ANC 

HQ, USARV 
3rd Field 
3rd Field 
93rd Evac 
8th Field 
93rd Evac 
3rd Field 
3rd Field 
93rd Evac 
93rd Evac 
2nd Surg 
9th Field 



HIstORY OF THll: 6tH FIELD HOSPITAL IN WORLD WAR II 

The 8th Field !{oJJp1tal was activated at Camp Butner,. North 
Carolina on 25 January 1943. The unit was deployed totht Europ~an 
Theater ~f operations and docked at Swansea. Wales on 15 $6pteMber 
1943. ,This' was' but the beginning of the frequent MOV'esot the UJiit 
to meet the ohangil'lg requirements of World War n., The unit was 
Moved in suocession to Berks, I1ngwood. and Everleigh. In these areas 
150 bed, tent hospitals were erected and made operational. In De,oeJllber 
1943 the unit moved to a location near Truro. Cornwall and on 14 ' 
December 1943 received their first patient, The hbspital act8~ as, ' 
second echelon in the chain of medical evacuation, receiviftg sick and 
wounded frOm MarShalling areas. 2.515 patients were a~tted during 

the period ot 14 December 1943 to 21 April 1944. The spring of 1944 
saw the un:Lt prepar:Lng tor its important role in the Normandy 
Invasion. On 21 June 1944 the 8th Field Hospital landed on Utah Beach. 

The 8th Field Hospital was active in the treatment of battle 
casualties and was located in Pont L'Abbe. Beneville and Montebourg. 
France from June 1944 to September 1944. The three hospital units 
were separated in September 1944 and set up, separate treatmeru:.facil-, 
ities at Melum. F:rance for the 3rd Replacement Depot and'Le Bourget 
Air Field to augment the 93rd Medical Gas Treatment Bn. The third, ' 
hospital unit subsequently joined the unit at Le Bourget Air Field. 
In October 1944 the hospital opened for receipt ~ patients in ,per­
manent buildings. In the initial phases of this operation a 600 bed 
hospital waS acthated. This was later expanded to accOModat.e 1250 
patients a clay. In December 1944 the 8th Field Hospital was located 
near an airfield in the Seine Base Section and was serVing as a ' 
holding unit. Patients arrived 5 to 7 days after wounding and the 
average hol.ding time was 24 to 36 hours, with a maximum of 5 days. 
up to 1,400 litter eases have been evacuated from this hospital in 
a single day. -

The Headquarters detachment and 1st Hospital Unit was deployed to 
Biarritt, France to serve troops setting" up university Center. One hos­
pital unit continued to function as a station hospital in support of' 
the 366th Medical Bn at the, Arles Staging Area with ,a bed capacity 
of 100. 

The end of 1945 found the 8th Field busily engaged in support 
activities in France with thetbree hospital units in different areas 
operating as 160 bed treatment facilities. 

The 8th Field Hospital received Battle Credits for Normandy. 
Northern France and Central Europe during World War II; The unit 
was inactivated on 31 June 1946 in France following its highly 
commendable period of contribution to medical care during the 
critical times of conflict in France. ' 



lEX HOSPITAL PERSONNEL 

LT COLONEL STANLEY NEWMAN ~ Hospital Commander •. 

Lt Colonel Newman graduated from the Medical College of Virginia 
in 1949. and entered the United States ~ for hisintership at 
Walter Reed ~ Hospital. He completed his residency in Internal 
Medicine at Walter Reed Al'lI\Y Hospital and followed this with the 
MiUtary Medicine and Allied, Seience Course at the Walter Reed 
Institute of Research and Training in radio-active isotopes at the 
Walter Reed ~Hospital. 

Lt Colonel Newman next served at Letterman General Hospital for 
three years where he performed clinical work in the Radio-Active 
Isotope CUnic and in the field of Endocrinology. He next completed 
a one year Fellowship at th" Peter Forsi'iam Clinic, University of . 
california in the Field of Endocrinology and Metabolism. 

Lt Colonel Newman's lut stateside duty was at Macigan Al'lI\Y 
Hospital where he served as Assistant Chief. Department of Medicine. 
Lt Colonel Newman departed trom Fort'Lewis, Washington asCol1llll&nding 
Officer of the 51st Field Hospital in October 1965 enroute to 
Vietnam tor Augmentation of the 3rd Field Hospital in saigon. 
Subsequently he was re~igned as Collll1l8J1ding Officer of the 8th ' 
Field Hospital in Mba Trang. 

Lt Colonel Newman is a Diplomat of the American.Boardof 
Internal Medicine. a l118111ber ot the American Endocrinology Society, 
the Society ot Nuclear Medicine. American Medical Association and 
'the American Federation tor Clinical Research. 

Lt Colonel Newman has made ~ Significant contributions to 
medical literature in the fields of Endocrinology and Metabolism 
and is a major contributor to "The Textbook of Di,sease of Me9ical 
Progress", edited by Robert H. Moser. . 

, 
D\lring Lt Colonel Newman's tour ot duty in Vietnam, his wite 

and four children are residing at Fort Lewis, Washington. 
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MAJOR ANNA BUTCHER - Chief Nurse. 

Major Butcher entered the Regular Army in November of 1951 
following her nursing education at Logan General Hospital, West 
Virginia. She was a melilber of the Last Basic Course for Newly 
Commissi'oned NUrses which was givel'l at Fort Meade, J.19.ryland. She 
also a graduate of the Head Nurse and Supervisor's Course at the 
Medical Field Service School in March~958. 

Major Butcher has had sucessive tours at the Pentagon Dis­
pensary, France, Germany, Fort Hamilton and Fort Bragg. She 
served with the l21st Evacuation Hospital 'is Korea in 1962 to 196). 

Major Butcher arrived in Vietnam with the 85th Evacuation 
Hospital in September 1965. She was assigned to the 8th Field 
Hospital as Chief Nurse on December 1965. 

MAJOR ELBERT B. FOUNTAIN - Chief of Professional Services' 
Chfef, SUl'gical Service 

Major Fountain graduated from Howard University'in 1948 and 
was in private practice in North'Carolina when he entered the 
~'R\V as what he call a "Reluctant Reservist" during the lCoreari , 
conflict in 1951. Followil'lg a tour of duty in Korea and Japan he 
entered the'Surgical Residenary Program at Tripler Al"R\V Hospital 
and completed the residency in June 1958. 

Major Fountain completed the advanced Medical Officer's 
Course at Fort Sam Houston and was next assigned as Chief, General 
Surgical Service, Fort Dix, New Jersey. A tour of duty in 
Germany followed in 1961 with successive, assignments as 
Commanding (;lUicer, 4th Surgical Hospital, 5th Surgical Hospital 
and Chief, General Surgery at the l)Oth Station Hospital in 
Heidelberg. On his return to the United States' in September 1964, 
Major Fountain was assigned as Chief Professional Service and Chief, 
Surgical Service at the U.S, Al"R\V Hospital, Fort Irwin, california. 

Major Fountain came to Vietnam with the 51st Field Hospital on 
31 October 1965 and was subsequently assigned to his present 
')osit1on at the 8th Field Hospital. .. 

Major Fountain is Diplomat, American Board of Surgery and a 
member of the American Medical Ass'oeiation. 
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BACK4CH1i: IN VIl1:TNlM - A StUDY OF 58 CASES 

lti,ehael Mittle1l1BJln, ~j., M.C. and 
Russel W. Van Nol'lllan, Maj., M, C. 

'Orthopaedic Surgery Service 
8th Field Ho:.:pi tal ' 
APO llS Forces 96240 

,The patient with a paintul ba~k has always ,been Ii well known non­
col!lbat, bedc!logging o~thopedic entity in ovel'SElall theaters of military 
operation" To limit the tiJlle lost from du~, the .time of occupancy of 
a 'hospital bed, and the time of, total disability from tne baCKache it­
~elf, a pOSitiVe approaeh was evaluated and is presently being used at 
the 8th Field Hospital;Nha Trang. , , 

O,t' 454 orthopaedic admissions from 4pril 1965 tnrough Septembel 
1965, fifty eight cases were due to backache (Table 1), Following the 
p~ientls admission, a brief, but concise history was' taken including, 
partiC\liarly questions of acute in,jury, chronic disease and psycho­
logical overly. Physical. exami!;1&tion required observation of the 
patient t s' behavior and attl tude, range of I/Iotion of, the spine and neuro­
logical status. Each patient had x-raYII taken of the lumbar spine. A 
uniform program of therapy was conducted. Abllolutebed rest, especial~' 
in acute cases, was man~toty. Local ice packs were applied for relief 
ot symptoms. No muscle relaxant drugs were used. Although analgesics 
were always available, few if any of the patients asked for, required or 
received medication. Back mobilization elCercislls were initiated as 
early as during the physical examination and were continued throughout 
the full hospital course. A mineographed copy of the instructions was 
given to each patient (Table 2). Relax!1tion between exereise maneuvers 
becal!H\ an &ddi tional p(lint of instruction. t>.rQgressi ve mobilization was 
allowed as tolerated with the limits of comfpt't,. With improvement, 
ambulation was permit~d. Repetitive use of the phrase "back pain" 
while on daily rounds was avoided by the authors in preference to ob­
jective (lbservation of behavior. ~obility ~d performance of the motion 
exerCises. Thus, the patient with backache had a prQgram of rest com­
bi~e9 with progressively increasing activities as tolerated, 

, Table 3 'Summarizes the diagnostic categories and the disposition 
,of' these patilimtso There were forty one Army, thirteen Marine and fOl:r 
Air Force persbnn,.:l" The average age of the patients was 28.~ years 
(range 18-$.3) with,an aVerage of 8.2 years military service (range 
l' -,20.8) ~ Haspi taUzation time for the entire backache group averaged 

,4.1'd!!.ys (range 1 - ).2) compared with 6 days for the average hospital 
patient. The number of days a patient remains in a combat zone hospital 
are influenced by a number of factors includi~ urgent need for beds, 
priorities in aero~4ical evacuation out of the country which would 
delay departure, and delay.in return to duty dlle to transportation 
schedules. 
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or the 58 patients admitted, 38 (66%) were returned to combat or 
comat support duty. 18 (30%) of the patients were evacuated from 
Vietnam, two patients (4%) were returned to duty, later,readmitted, 
and finally evacuated for neurosurgical consultation. They both 
occupied hospitel beds tor a total of 24 days. One of these had the 
diagnosis of Herniated Nucleus Pulposus made in 1956 but no surgery was 
recommended. In the group of 9 patients with the diagnosiS of Herni­
ated Nucelus Pulposus, 8 were evacuated. Psychiatric aspects were 
noted in only 3 cases, one of which 'was transferred from Vietnam with 
the diagnosis of schizoid personality. The low number of read­
missions (total 2) might be due to factors such as a former patient I s 
rotation to the States, troop movements. the comat sit~tion and the 
possibility of eventual direct evacuation from other medical 
facili ties. 

The management of backache may often be a source of frustration 
to the patient and physician alike, particularly in a combat zone. 
The purpose of this review has been to analyze the results of a 
pod tive approach to the patient with backache. Through early 
diagnosis by evaluation of his.tory, physical examination, x-ray, and 
a rapid positive mobilization program, a high percent (66%) have 
been returned to duty. rhis has been accomplished in,a much shorter 
time. than Stateside experience has led UI to expect. By critical 
selection, evacuation Vai necessary for a small but significant' 
group who required care beyond the facilities of a Field Hospital. 
It is felt that this prOgram of excercise therapy provides the 
backache patient with the concept of phySical conditioning, asa 
primary means of treatment for relief whiph may serve him well in 
the future. 

1965 

April 
May 
June 
July 
August 
September 

Total 

Backache in Vietnam Table 1 

Total pts 
admitted 

250 
314 
392 
378 
556 
632 

2512 

Orthopaedic pts 
admitted 

Backache pts 
admitted 

76 
67 
71 
48 
83 

109 

454 

9 

8 
10 
8 

10 
10 
14 

60* 
* Actual patient 

number 58. 2 were 
readmissions. 



BACKACHE IN VIETNAM TABLE 2 

BACK EXERCISE PROGlWl 
FQB ACTIVE MOBILIZA,TION TREATMENT 

I. KNEES TO, ARMPITS 

o 

II. SITUPS 
(A) KNE!!S BENT 

(B) KNEES STiAIGHT 

III. I'ILVIC TWIST 

IV. BACK ARCH' UP & RELAX 

V. IDOK UNDER CHAIR 

VI. PROPER POSTllRE 

CORaECT LIFTING HABITS 

BODY WEIGHT EVALUATION !,: ; 

The perto1'lll8.nce o~~s progr8lll-with repet.itions ot exercises as 
tolerated 

-with addit~ons where needed 
-at almost any level ot medillal care in, 

RVN is a positive step towards the patient helping himself to recovery. 
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D1$gftosi. Category 
(DOD TaMed 1$ JU:~ 1.963) 

ACUTE LUMBAGO 
acute lumbosacral strain 
lumbar strain 
strain low back 

CHRONIC LUMBAGO 
recurrent lumbago 

HERNIATED NUCLEUS P1J1J'OSUS 
possible HNP 
residuals HNP 
sciatica 

CONTUSIONS 

MI.SCELLANEOUS 
spon~lolisthesis 
spondylolysis 
schizoid personality 

LUMBAGO (ill.defined) 
pain in back 
back pain 
low back pain 

TABLE 3 

Total number 
of patients 

22 

11 
9 

8 

3 

Outy 

19 

5 6 
1 8 

- 8 

1 2 

4 1 

THE FIELD ARMY MEDICAL INSTALLATION ASA CLINICAL LABORATORY 

Russel W. Van Norman 
Major. Med1calCorps 
8th Field Hospital 
APOUSForces 96240 

. , 
It has been stated repeatedlY that the experiences gained in 

previOUS wars IIII1St be learned again at the start ot. a new war because 
no one bothers to review that Which had been' written. Certainly this 
is as pertinent in military medicine as in all other military fiellis. 
But even having learned well the lessons of a previous war. one should 
only have a starting place for illlJlroving upon the care otthe wounded • 

. Certainly, there is little time in. a mass casU!lltysituation tci recl)rd 
data, sUll1lllal'ize treatment and draw generalizations. but if it. is not. 
done then the data is lost and. although numerous patients are t.reated. 
no helpful experience is gained which can be passed on to the doctors 
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that foilow. So, in.essence, each level of medical care in the combat 
zone IllUBt become a clinical laboratory or else our care of patients can 
onlJ reflect the percentages of the past and cannot reduce mortality 
nor improve patient handling. 

One of the most significant studies to come out of the Korean War 
vaS the four volume series entitled -Battle Casualties in Koreal Studies 
of the Surgical Research Team-. Volume III is devoted ~ Clinical Ex­
periences. The Surgical Research Team of Korea was stationed at the 46th 
Surgical Hospital and their studies reflect the statistics of the last 
eighteen IIOnths of tbe war. Situated ten miles behind the Main Line of 
Resistance, the 46th Surgical Hospital supported the 45th Infantry 
Division, the 40th Infantry DiviSion and the Philippine Expeditionary 
Force. Casualties incltu;ied those from such actions as the Punch Bowl, 
Sandbag Castle, Heartbreak Ridge. and Christmas Hill. Team leaders 
included Captain John M. Howard in 1952 and Major Curtis P. Artzin 
1953 •. Results were compiled from operative records and s.tatistical data 
sheets. These sheets were prepared. as study sheets and incorporated, on 
admission, as part of the patient·s Chart. The surgeon responsible for 
the patient's care completed the chart. The surgeon responsible for the 
patient's care completed the sheet at thetims of the patient'S evacua­
tion and the sheet was kept by the Research Team. Besides a tabulation 
of the total statistics, the results were also studied at monthly surg­
ical meetings and resulted in Mon-the~spotM improvement in ·management. 

This particular volume consists of twenty-three papers covering 
general and specific problems and. special laboratory surveys. A review 
of several of the interesting charts and papers lends support to the 
plea I the field artny medical installation is a clinical laboratory. 

A Survey of Evacuation. Resuscitation and Mortality in the 46th 
Surgical Hospital covering the last three months of the conflict, 
1 May to 1 August 1953 was made. They felt that, in general, tbis study 
reflected experiences gained in the previous fifteen months. The cons­
tants in the situation weres 1) little change in the tac~ical Situation, 
2) patient load. 3) mode of evacuation and 4) stationary hospital site. 
patients included in the survey weres 1) wounds of the abdomen. chest, 
or Combined abdomen .and chestl 2) patients with wounds reqUiring ampu­
tation; and 3) patients with open fractures. 

A. condensation ·of several of their charts (Chart 1) reveals the 
mortality to have from 1.2% in open fractures to 12.0% in abdominal 
wounds. Total time from injury to surgery in tbis group was 6.6 
hours compared with 8.9 hours in World War II (Mediterranean Theatre). 
The number of units of blood used seems much larger than has been 
found necessary in the present war. 

Several other selected charts appear of interest. Chart 2 reflect& 
the number of injuries and ,percent mortality in various abdominal organ 
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injuries as compared with a comparable in~tallation of World ~ar II, 
the Second Auxiliary Group. dhart 3 compares the number of organs 
injured in any one casualty and the mortality between Korea and W.W.II 
patients. Frequancyof organ injury wasl colon, small ,intestine and 
liver, kidney, spleen and stomach. 

The lower mortality rate in the Korean Conflict is attributed to 
three factors: ' 

1. The shorter evacuation time. Even though more patients are 
saved, the overall mortality rate increases because the more severely 
wounded casualties will now reach the definitive treatment center. 

2. Administration of large quanti ties of resusci tati ve fluids 
pre-operatively and during surgery. The Research Team concluded, 

, however: 

"The greatest single difference in the management of casualties 
in Korea appears to be the large quantities 'of blood admin­
istered throughout resuscitation.-

3. Routine use of antioiotics. 

Captain John M. Howard in .. final' paper itt the volume entitled 
"Future Research in Support of the Battle Casualty" suggests a number 
of projects which should be carried out "should the occasion ever arise 
again when American troops are engaged in combat." Several areas which 
seem pertil1ent for us in the Combat Theatre include: • 

1. Clinical Surgery ,and Organized Follow-Up: Examples given for 
Korea, include the advances in neurosurgery and vascular surgery. The 
experiences of forward areas correlated with secondary hospital follow­
up must lead to new techniques in all phases of war surgery., 

'2. Management and Study of Abdominal Trauma: The mortality remains 
high. Forward hospitals must engage in clinical and basic studies not 
only to lower the current fatality rate, but also to desClribe the 
causes of fatalities in those not saved. 

3. Debridement and Wound Infections: The hospital in the Combat 
theatre has unlimIted stib~ects for study in further advanCing the 
care of wounds. 

4. As opposed to Civilian injuries, the 
battle loss and has had some autonomic' 
nervous system response. This latter is blocked by anesthesia so that 

\ 'there is greater hazard than in non-traumatic cases. 
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5. Stud of .the Blood and Plasma Is our 
experience n using mi te amounts 0 ood peculiar to our type of 
casualties. or. does this reflect new trends in patient care? . , . 

At present,a study is being undertaken to review casualties at 
the Field Ilospital Level (Chart 4)0. It is hoped that with a concen­

. tration of facts, trends toward better patient care and decreased 
mortality can be realized and developed. 

REFERENCE: 

Howard, John M.,Battle Casualties in Korea: Studies of the Surgical 
Research Team. Army Medic.al Service Graduate School, Washington,D.C., 
1955. 

(See Charts -
Pages 15. 16 & 17) 

POIGNANT POINTERS 

A n~er of morphine intoxication cases resulting from over­
dosage of wounded patients have been observed. Great care should be 
exercised to avoid this in every patient ~specially in·those with 
symptoms of shock. All AMEaS personnel authorized to give morphine 
should be advised of this fact. 

Theus,e of gasoline to burn human waste or other substances has 
resulted in painful burns in several patients. The use of diesel oil 
with its I higher flash point is much safer • Unit medical officerS 
Should advise commanders to prohibit their 1llE!n from using gasoline iii 
such a dangerous manner. 

Trials of inflatable splints for arms & legs have been made in 
the field and in hospitals. These splints have proved.~o be most 
valuable and practicable. They will be issued to medical units as 

.tlley becomeava,ilable • 

. Both officer and enlisted personnel who have experienced severe 
& terrifying combat .experiences should not be permitted to goon R & R 
Trips to exotic places such as Hong Kong or Bangkok unless they are 
enti.rely free of symptoms of combat exhaustion. The R & R in those 
with symptoms such as depression, insomnia and tremulousness makes 
rehabilitation quite difficult and seldom diminishes the symptoms in 
the slightest. 

. Artillery personnel should be cautioned to use ear plugs, to 
prevent hearing loss, Darsonnel with H-2 or H-3, profiles should not be 
used to man listening posts as serious consequences lbaT," result from 
this practice. . . 
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COMPILATION OF WOUNDS. MORTALt'l'r; lIiWsltD l.'IMEAND BLOOD USED, 46TH S.H. 

TYPE OF WOUND TOTAL II MORTALITY T'lJ. TO ADMISSION 
II DIED % ADMlSSION TO SURG. 

(hours) (hours) 

ABDOMINAL 75 9 12.0 3.1 3.2 

THORACO-ABD 29 3 10.3 4.7 2.7 

THORACIC 33 2 6.1 3.7 3.8 

AMPUTATIONS 31 3 9.7 4.2 2.6 

OPEN FRAC'l'URES 82 1 1.2 3.5 2.7 

AVERAGE 3.6 3.0 

INJ. TO OPe TIME TOTAL BLOOD 
SURGERY (hours) (to end of 
(hours) 1st 24 hIs) 

. ABDOMINAL 6.3 2.4 14 units* 

THORACO-ABD 7.9 2.3 11 units 

'l'HORACIC 7.5 1.6 7 units 

AMPUTATIONS 6.8 1.6 14 units** 

OPEN FRACTURFS 6.2 1.3 4 units 

AVERAGE 6.6 1.8 
(WW II 8.9) 

NOTE: * Excludes transfusions of 40, 46, 56 units and 1 not· 
recorded. 

** Excludes one transfusion of 35 pints 
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CHART 2. 

ABDOMINAL ORGAN INJURIES AND MORTALITY 

ORGAN KOREA WWII* 
1952-1953· . 1942-1945 

No. pta. % Mortality No. pta. % Mortality 

Colon 140 15 1106 37 

Jejunum 8. Ileum 134 13.4 1168 30 

Liver 102 15.6 829 27 . 

'3tomach 45 17.5 416 41 

Kidney 55 25.4 427 35 

Spleen 54 15.0 341 25 

RectWII 22 18.1 155 30 

Bladder 21 9.4 155 30 

DuodenUIII 17 41.1 118 56 

Pancreas 9 22.2 62 58 

Gallbladder 33 0 53 30 

Ureter 4 50.0 27 41 

*Second· Auxiliary Group 

r 
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CHART 3. 

NUMBER OF ABOOIfiNAL ORGANS' INJURED VS. MORTALITY 

KOREA 
(Injury to operation (Injury to Operation 
Time avg'$ 7 H's) Time 7 his or less) 

NUMBER OF No. pte. ~ Deaths No. pts. % Deaths 
ORGANS INJURED WoUnded Wounded 

0 36 2.80 98 5 

1 181 6.62 496 10 

2 102 6.82 402 24 

3 45 26.60 132 42 

4 12 58.30 41 54 

5 6 16.00 13 92 

6 2 50.00 3 100 

TOTAL . 384 1185 

AVERAGE 10.68 20.51 

* Second Auxiliary Group 
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REHABILITATION, IN THE COMBAT ZONE 

Michael M1ttelmann, Maj" M.C. 
Chief of Surgery 
8th Field Hospital 
APO US Forces 96240 

Planning for the rehabilitation of the patient in the combat 
zone is not an easy task, Due to many uncertainties. such as mass 
casua~ties the organization and completion of the program naturally 
depends on the situation, It has been found at the 8th Field Hospital 
that within a thirty day evacuation policy a considerable amount of 
physical therapy can be accomplished. Immediate rehabilitation follow­
ing injury aids both in the recovery of the wounded part' and the indi­
vidual's outlook for the future, A patient with an open gunshot frac­
ture of the tibia instructed in the use of his quadriceps muscle before 
surgery demonstrates to himself that the function of a major muscle is 
still preserved. Daily reassurance by the physician stimulates him to 
continue the program'with optimism. The gloom and despair so often 
found in the fresh'battle casualty can be reversed, How often we have 
seen the patient smile for the first time when he can see for himself 
,what can be done •••• " •• even if it is just a little toe motion. The 
intensive preoperative quadriceps reconditioning before medial meni­
sectomy and continuation immediately upon recovery from anesthesia is 
well known. Why not in combat and nbncombat casualties? 

To support an approach of this type the concepts of the Convales­
cent Center as described in Field Manual 8-16 (Medical Service F1eld 
Army) have been modified, Without a specific physical therapy section 
this responsibility hl/os been assumed by the orthopaedie service. It 
has ,been called the Rehabilitation Unit., The mission is to provide 
phySical reconditioning to patients at the 8th Field Hospital. The 
benefits are twofold. This Unit limits the necessity for evacuation 
of patients who require care but who can be returned to duty wi thin 
the deSignated evacuation policy. It also assists future rehabilita­
tion in CONUS by prevention of muscle atrophy and particularly 
initiates early thinking in terms of self therapy and recovery. 

Primary instructions are outlined by the officers (orthopaedic 
surgeons) in charge of the Unit. This is often done prior to surgery 
while the patient is in the Xray section or the preoperative ward, 
It tBk,es only a few extra minutes. Muscle and nerve testing is part 
of the phySical examination. It may indeed be the moment to indicate 
that this muscle activity is the first step to rehabilitation, Post­
operative orders include instructions such as finger exercises, toe 
motion, isometric quadriceps, and straight leg raising according to 
the needs of the case. Nurses, ward corpsman, and surgical tech­
nicians assist by continuing encouragement to use the injured part 
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within the limits of comfort. Use of the'uninvolved parts is stressed. 
Where possible patients who are talented in sports, physical condition­
ing, or who reveal proficiency in their own exercise performance are 
utilized as supplementary instructors under careful supervision. As 
the Red Cross facilities expand in the area of recreation further 
coordination will provide better occupational and diversional activity. 

For over eleven months nearly 1500 patients on the surgical and 
orthopaedic service have had direct ,attention paid to their need for 
physical therapy. In January 1966, for example, 80 patients have had 
additional specific bedSide visits for exercise instruction, supple­
menting the instructions given on ward rounds. Conditioning exercises 
of all major joints follOWing combat and noncombat injuries have been 
carried out. Active range of motion exercises, self assistive pulley 
exerciser devices attached to beds or to roof rafters, isometrics 
beneath plaster casts orr dressings, dynamic hand splints with outrigger 
attachments, gait training with or without crutches are but a few of 
the types on the program. Recently consultations have been accepted 
from the, General Surgery and Medical Services. Examples of cases 
seen in this group include postoperative chest cases, and in the months 
to come may add reconditioning activities for malaria patients who are 
selected for return to duty. Active mobilization therapy for lumbago 
patients has been highly successful in returning over 65% of backache 
admissiOns to duty. 

In conclUSion, it is felt that in a facility such as a 400 bed 
Field Hospita! working under a 30 ~ evacuation policy improvement 
in patient care can be afforded by the establiShment of a Rehabilita­
tion Un~t. the patient will benefit in several ways: 

1. e.r overall improvement of performance and function of the 
injured part and the bOqy as a whole. 

2. e.r psychological reassurance that preservation of function 
has been maintained prior to return to duty in the combat zone. 

3. By immediate rehabilitation inspite of evacuation to CONUS. 

4. e.r the team effort towards full recovery. 
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CONSULTANTS PAGE 

HOOKWORM INFESTATION 

R. Levine, Capt MC & T. W. Sheehy, LtCol Me 

Recently, wi thin a ten day period. eleven patients were hos';,. 
pitalized at the.3rd Field Hospital, Saigon with an ~mitting di~g­
nosis of probable peptic ulcer. The primary complaint of each of" 
these individuals was directed towards the gastrointestinal tract for 
most complained of abdominal pain and or cramps of varying sevel-1ty.' " 
and intensity. The duration of these gastrointestinal symptoms r1\onged 
from 1 to 8 weeks. (TABLE I) Four individuals characterized thei~' ' 
abdominal pain as crampYl two claimed the pain was "burning" and in 
others the pain was described as generalized. Seven patients . 
localized their abdominal pain to the midepigastrium;' one to .the in-' 
fraumbilical area and one to the lower abdominal quadrants • F.o.ur of 
'the patients had a watery type diarrhea and four had interm:i.ttent 
nausea and vomiting. Two of the patients had been hospitalized 

. """ recently because of gastrointestinal symptoms and had been treated 
with an ulcer regimen, A recent weight loss of 10 to 30 pounds . 
was experienced by 4 of the patients • The one initial clinical ,clue 
to final diagnOSis in this group'was eosinophilia, This is a va~u­
able tip when dealing with patients who have gastrointestinal dist.ress 
or ulcer symptoms in tropical areas. 

On physical. examination, midepigastric tenderness was e~ici ted 
wi th ease in fi vepatients. (a finding also noted in amebic, liver . i 

abscess) and .in two lower quadrant, tenderness was markedo The otherp., , 
had generalized tenderness to deep abdominal palpation. One patient" 
had .bilateral wheezes over both lung fields. 

A past history indicated five of the patients had rec'ent.lyh8.d' 
symptoms suggestive of an upper respiratory infection and four remem­
bered having a recent cough •. None were certain that they had "an '. 
itch ora dermatitiS, • 

Laborator~ data: The hematocritsvalues for the gi:'ou'P'w~e 
within expecte liiIiIts and peripheral blood smears showed normocytic, 
normochromic red blood cells. White. cell counts rangEl'dl'rom 4850 tfo 
14,450 cells per cu mill. Ten of the eleven patients had eosinophilia 
(range 6. to .38 per cent), All the patients had normal values for 
the following test: Seru.m bilirubin, SOOT, BUN and urinanalysis. 
Their chest X-rays were normal. Stool examinations were positive 
for hookworm ova in all 11 patients; occult blood was found in 5 
stools checked for·blood. 

the 
Hospital Course~ All eleven patients were given a liquid supper 

night prior to treatment with tetrachloroethylene (4 capsules each) 
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and received a saline purge 3-5 hours after the drug was administered. 
All subsequently did well and are being followed for evidence of COD­
tinued infection. 

Discussion: The interesting factor of this small study was that 
eight of the 11 patientS were from the same infantry unit. .Their 
company had been stationed in the neighborhood of a small village near 
Bien Hoa, RvN for several weeks. None of the patients admitted walk­
ing about the area barefoot but many had worn rubber clogs to the 
company shower. Ten men had also spent considerable time digging 
trenches or Sitting in foxholes and ma~ admitted to leaning with bare 
arms on the ground. aroUnd tbeir foxholes. 

TIPS FROM THE FIELD 

In a country SUch as RVN where hookworm and strongyloides abound, 
all patients with bronchitis, viral type pneumonia or dyspepsia 
should receive a careful examination of tbeir feces. Gastrointesti­
nal symptoms comprise a prominent part of the clinical syndrome 
caused by hookworm infestation and usually such symptoms begin· six to 
eighteen weeks after exposure. In some patientS. the disease first 
makes itSelf apparent by an acute attack of abdominal pain. nausea, 
vomiting or diarrhea; in others. abdominal cOmplaints develop grad­
ually and are associated with weight loss and intractable diarrhea. 
Pain is the most prominent intestinal complaint. Usually, it is 
epigastric and often as in the present cases it is suggestive of 
peptic ulcer. As a rule the epigastric pain associated witb hook­
worm infestation is made worse by food. A large percentage of 
patients with hookworm will have roentgenologic changes in their gas­
trointestinal tracts and these may appear witbin one montb of expo­
sure. Usually. these roentgen changes are first demonstrable in the 
proximal jejunum; later they spread to the distal duodenum, distal 
jejunum and throughout the ileum.· In patients witb minor. roentgen 
changes on bariUIII sulfate examination of the small bowel, jejunal 
tenderness on compression of that area occurs witb enough regularit,r 
in the tropics to suggest a clinical diagOOsisof hookworm infesta­
tion. The l'oentgen changes in tbe small bowel are those of a 
wdeficienc.y·pattern· and they are characterized by excessive per­
'Jistalic and segJllental contractions of tbe small bowel plus distor­
tion of the D1Ucosalpattern. These changes are due in some inStances 
to a loss of the normal architecture of the small bowel lII1Cosa and 
to edema of the sublWCOSa. UsUally, iwproveEllt in the roentgen _­
if'estatiOllB; the bowel ~osa and t.b~ gastrointestinal S)'IIPto.s 
occurs soon afterp~therilpy fd;r:~ho,*"ora is instituted • . ' '., ~. , "', , 

The fact to be .,..,bashed in this st.ud;y is that anc.ylostolliuis 
at;Y produce the Clinical manif'estatiOllS of peptic ulcer and these 
~ cl.eararter t.reatamt with the propervendtuge. 'fhis is 
illpOrtant for in a mlital7 ·area where a gastrointestinal series is 
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unavailable, the intractable ulcer symptoms" ~ often be cured by. antihelminthic therapy and a needless evacuation forestalled. In essence the vermifuge serves as a therapeutic diagnostic test. 
Another misconception that sho~ld be put to rest is the belief that hookworm infestatiQn is. go.tten only by going barefoot in an infested area .• ' The foxhole is an ideal place to acquire hookworm and the infection ~ be acquired OB the face, the head, or the arms. It can also be acquired in other ways and the following example is worth quoting: "In a practice march into the countryside and through a coffee plantations, 2 of 4 companies of a battalion were unfortunate enough to pass through infected mud; they were well shod with Army shoes and leggings and yet the muddy water, entering through the eyelets of the shoe and over its top infected 50 men". 
other parasitic infections may also simulate peptic ulcer disease: notable for this are giardiasis, strongylOides and ame­biasis. 

THE POSTERIGRCOLUMN 
BYGONE DAYS 

(See Chart p. 21) 
~, 

The following story is told of Sir Henry Head, noted for his studies in aphasia. He came out of the National Hospital one day, very lighthearted and pleased with himself about certain thoughts that had occurred to him in regard to disorders of speech, and walk­ing down the street he saw Hughlings Jackson waiting there. Jackson is said to have been a morose, somewhat dour individual, and that day he looked particularly so. Nevertheless, Sir Henry bounced up to him and began to tell of his latest ideas, whereupon Jackson said, "Please., Sir Henry, not now. "I'm making observations on II\Y own migraine." 

----------.---------
Very few things are new or .at ~east different in clinical Neurosurgery and it is a safe bet that anything we are excited about is old stuff. to the oldtimers. And Dr. Howard Naffziger was one of the best. For one of his re@ular consultant visits at Letterman we had collected three unusual cases of Circumscribed, densely calcified desions of the brain for presentation. He listened to the histories and the ftndings, and regarded the x-rays, and then as we settled down for the ~iscussion, he made his move. "In the olden days," he said, "We used to call these 'brain stones'." And that was that. 
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Dr. Francis Grant is another ma,sterof deflation., I vall 
assisting him in a case of mening:\:Q1IIB. ot, the,cereb,ello~pontine 
angle. The, patienthali on:Qr presented ,w~th unilateral h,earingioss, 
and hYPalgesia of the 'side of the, fa.ce, iil\d .there we were. irivol:ved 
in a bad situation wit.h the tumor implictedagainstthe bra,illstem 
arid among the 'cranial nerves.. It eov.leinot bebuc\ged.It qegaii 
to bleed, and things 'got worrisome., ,Dro Grant to(lk a generous, 
piece for biopsy. and closed. He vent up to see his \lUiee patients. 
and I went to the 'polltop war4.The patient was deep:Qr comatose. the 
breathing labored. and the blood press)1l'e h;igh and rising. After , 
tapping the ventricle I went up to the, of;ficeandtold Dr. Grant we 
would lose the ,case if nothing more were done. ' He then ,had, 1I)e, take 
the patient back' to the operating room and set up again.', He came 
40wn in a few ,minutes. scrubbed onlJ very briefly, &\lei te";opened 
the wound. ASlle'detached the s~boccipit;Ll mil.l~cles the tumor slid 
o\\t. right inte> his hand. I suppose the bleeding 'aroUnd the 
capsulec()mbined,wit~ the pressures against it jl~d loosened ,the ' 
tUll\l)rin its bed. He irrigllted the cavity; there w:as no additional 
bleeding. The' eerebellum was soft and I'elaxed.,'l'\trningto me he' 
said, ", alway!! do these cases in two stages." He might 'at least 

,,'have Winll:ed. ' . , 

HAROLD'ROSEGAY 
Lt Col,Me 
Neurosurgical C;onSultant 

, - , . , ~ 
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PLAGUE, CHOLW AID IllTERlC DlSlASKS III CIVILlAII C<JIMUIIITIIS 

(First Quarter 1966) 

PLAGUE 

117 Dr. Joe L. Stockard 
Pre'fent1,ve and BnYiroJaental 
Health Section 

• Oftice of Public lfaalth. USAID 
UO US Porces 96243 

Plague continued to beV1delT 41atributecl in RegiOJII I. IX. and 
III. The Epidemic which began in RIle duriJIg J8IlU1U7 reached a peak 
incidence of 134 cases during the perind 'ebruar,r 13 to 'ebruar.r 26. 
Subsequent4 the number otnev cases hllll declined steadil7 to a new lov 
of 24 Clllles during the _ek ending March 26. Lt. Col. MarahaU of the 
MRT recentl,y in'festl,gated the epidemic in Hue .and Thua Thien Province. 
During the period frolll Jan 2 to liar 6 a total. or 213 suspect and. 86' 
confinned clllles occurred. ot t.hese 94 SUlipect and 60 cOnfirmed. clllles 
li ved in Hue. The rema1.nd.er .came from Thoa Thien Province. The cl!)se 
proximity of the patient 'I hOllIeS to waterw..,. auggests that riYer rats 
ma.Y be the important soul'C!e of infection. The market in Hue appears to 
be another important focua of plagGe. .. 

Plague clllles of'ticial1.Y reported to the Ministryot Health.· Service 
of Preventive Medicine duriJIg the tirst 12 weeks of 1966 are presented 
in Table I. A total of 463 cues and 16 deaths Were reported from March 

1 through March 26. Theae C8lll8. from 12 previncesand 3 prefectures. 
Specilunll were received 'from a grand total of 87patienta. Bubo l1li­
piration specimens from 43 patients were positive. Three of these 
patients yielded positivI Iputums, and a fourth patient also had a 
positive blood culture. Table II IWlllllarizes data obtained on positive 
cultures during 1966. . 

The Plague Laboratol'1 reportedtht presence in Vietnalll of Strep­
tollG'cin res1.8tant PllllteunUa J)!ist1! Ol'gani,a_ laat )'6&1'. 'lbese same 
strains were reeXlllllined rscentl,y 8Ild were found to multip17 in cultures 
containing 6.25 micrograml and 12.5 microgllllB of Streptolll1cin per c.q,. 
It appears that different lots or brands of streptolll1cin ma,- ditfer in· 
potency. However. there ilno evidence ot ant therapeutic tailures with 
streptollG'cin at present and tbisdrug 1.8 still the trea'ta.lent of choice. . 
It is requ"sted that antone havii18 ev:l:dence of tailuree of streptOlll1cin 
in thetreatmeftt ot plague cllllesreportd"tails to Lt. Col. Jbhn 
Marshall, US ·Alw:!'Medical REI.eArch Team (WRAIR) Vietnam.APO US FOJro-es 
96307. l1li aoon as possible. . 
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Outbreu. and sporadic cases of cholera continued to be reported 
from the folloViD8 provinces: 

, Thua Thien. Phong D1nh. Khanh li>a. Bien li>a, Long Iu;yen,ViJIh Long, 
Long An. BiJIh Tu7.Binh Long, Phu Yen. 
- , , '( , . , . '" . . 

Official. Kinist17 of' Health reports indicate that thus far duriDg 
1966 a total of 2,486 cases and 39 deaths have been noUfied. Of thes. 
181.1 have been admitted to Cho Quan li>spital and 419 to the Rhi Dong. 
Children's li>spital in Saigon. During the early part of March. thellWlt­
ber daily admiasions to Cho Quan li>spital varied from 45 to 60. It 18 
undel'lltoodthat recently this ·number has increaaed to abo"t 75 new . 
cholerasuspectedadmiasions per dq •. 

Miss SahJD8. USAlD nurse asSigned to Cho Quan Hospital reported a 
shortage of intravenous tubing kits. .None _re on hand at Cho Qusn . 
li>spitaland the auppl,T at the J>hutho wai'ehouse'.1fa8 exhausted after 
she obtained 300 kits. An additional supply vas obtained fro,. a U.S. 
Military source,. . It Vall feared that a shortage intravenous fiuid for 
treatment of chOlera might also deVelop. li>vever a new supply of 
lactated Ringer' s solution hall • now been received. 

OTHER EJlTERIC DISEASES 

The Enteric Disease Laboratorr of USAMRTV. is isolating a wide 
~.netyof enteric pathogens trom diarrhea disease patients in Saigon 
and SOlle· of the provinces. The vol.ume of data being. accUlllUlated by the 
unit 18 large and it has not been possible to complete a satisfactory 

The PI!MS .proposes to assist in this task as soon all .one additional 
staff member has been employed. 

A serious epidemic of gastroenteritis and typhoid fever haa been 
reported recently at. Moc Haa in Kien Tuong Province., One case Q$ 
typhoid fever has been confirmed bacteriologically. ,The ep:Ldemic is 
occurring among. a., group of about 700 refu~es who are living under very 
primitive conditi()nll; in. the to1m of Moe Hoa.The gl'QUp is comprised. of 
women and children onl7. All are said to be Y.C. sympathi:zel'll. It baa 
not been poss.ible. to obtain an. adequate supply of chlor8lllphenicol. This 
problem. Was diSCll!J8ed with the Medec1p. Chef of Kien Tuong in Sa1gonlast 
Saturdq.. I emphasize that under, thesecil'CWlllStences of a mixed epidemic 
it vas vitally i!IIportant that typhoid fever patients be selected lor ' 
treatment withChlorlllDpheico1.Patients suffering ~ente,1'7 .shouldbe . 
treated with other drugs. It was also pointed out. that Huckstep found tt 

. necessary to conserve his limited supply of chlorampheDieol. He gave this 
drug in 0.5 grlllll doses 3 times daily until the' pyrexia settled and then 
in 0.25 gram IIIIIQ\Int 3 t1aes a da,y for 2 additianlll dqs. ChlorsmpheDicol 
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Wa/J then discontinued and 1'1I~_ .o@ if t .. ..",: ~currt!d or complica,ttona . 
developed. Ifgckstep obMned t.ha,t this c!,oi!ag8 scheJRe Wa/J ta.r t1'Oll pertect, 
tha,t the relapae rate wsa high but the . ~~n pel\'1!litted trJ!!af.laent. ot a, 
.. aJriIlQlll ~r otpatients When Supplies were QhQrt. (S~e Tabi~ I " II) 

The Februar,y is.sue ot the Newsletter teatured excellent articles by 
the Qta,tt ot the 8th Field i{ospital. One ot theSj!! by Kaj Hazlett 1188 

~verteJ!.1;:q OlIIitted aI¥,l "Ppeip'!! i~ this issulil. The 85th Evacuation 
Hospital is tea,tlm/g. t~s Jll,onth &Jld the 93J:'d Eva,cuation IIo!Ipital will be . 
tel/otureg. mxt month~ 

It will be noted tba,t biograpbic~s~tche", ot th,e ~thor",· &Jld ~y 
pe1'sonnel ot the wri(ll1li\ _11i~ i~ta1latio~ V&rT cOn!.'ig.e~bJT in . 
length am g.etail. No.a,ttempt h II!I¥1e to edit these in a.JV' -..y1fbich 
is in keeping with th!l general pQliq qt editing ~~icr~ ~ 4:1i;t~ 
as pQssible. This te¢S to avoid "'t;e~ot~J1 phr~se91o~.~ ~~ 
more ot the perQ.oll$litT ot the a,uthl)1' W"~a,te tl;J,lJ I/,l'ticJ.!. lij.o­
gra,p}dcal "ketches a,;re d.",1rf)d tJ:'aa ~l..autho" ~th t~i;r drat I/,l'ticle. 

The ccmJrs or the Newsletter a,re cont1'ibuted by Sp/5 lArr,r ~s 
a.nd the tTPing by PFC RoJ1llld lCD!l8pp411. bl)th of yhaa do a,n outsta.nd'ng 
job. ~h cover.wiUtea,ture SODle ~n;t lam.ark, SCene or ~lding 
in Viet_ or in the JRedical c.h!Un ot e.'l~~tion. The cove1'fl)1;'tbis . 
issue featlm/s Hong ~ng ~n .I/ot An PIe. IlI;m$ base I)tthll lat . 
c.y~ D1visil)n (AirlapbUe). . 

", -

Kanu,scripts . a,;re ""lcaas at a.JV' time !Uldshollld be .addres.d :to 
Lt Col John .~(lqr9on. NC. HQ •• tJ5:AR'I ~geo!/.·s ott1ce. 4}'0 US Foress' 
96)07. Article", trau. statesig.e or other chain of evac~tion hoI!PiUJ.s 
I/ol'8 ~.sired &Jld will be ot great val,ue in t0110111 up of patient c~. 
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HJW)QUAR'J,'ERS . 
8th Field HOspital 

APO US Forces 96240 

ANTIBIOTICllESlSTilNCl!; !NSiUGELtA INFECTI(JlS 

by Major David R. 1Ia.1ett, Me 

Increuing nUlllbersof gram negative bacteria have been shown to 
develope resistanctl..J:.o the broad spectrum antibiotics. HOwever, untU 
recently, the deve'foplllent of drug reaiatiillt· strains of shigellapcsed 
no particular problem. 

The first indication of the development of drug resistant strains 
of. shigella was during the second World War folloWing the extensive 
use of sulfanemides for treatment. 

The ensuing 25 years has witnessed the increasing incidence of 
sulfonamide resistant .trains of shigella until the effectiveness of 
thue drugs became markedlT limited. 

Bacteria, which become resistant to one drug. III8T under proper 
conditions develop resistance· to others. Since tetracycline is the 
drug of clloice in the treatment of Shigellosis. it is not surprising, 
but somewhat disturbing, to learn that many of the cases seen at the 

'8th Field HOspital are. resistant to this drug. 

From January 1965 to December 1965. 95 caSes of Shigellosis were 
studied at the 8th Field HOspital. The peak incidence occurred in 
September and October 1965. ltappeared to be directly related to the 
increase in the number of troops in the area and the poor sanitary 
conditions associated with ths establishment of a new housing facility 
known as Tent City. 

TABLE #1 

SENSI VE RESISTANT 
Total cases Neo Ch1 

1. S. nex 0 3 58 97 58 
2. S. son . 32(34)· 32(100) 4(12) 
3. S. dys 3(3) 3(100) 1(33} 

TOTAL 95(100) 93(98) 10(11) 

TABLE I reveals that 63';. 3~ and 3'; of the cases were due to 
shigella nexneri. sonnei and dysenteriae, respectively. 
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Thirty-nine (39) of t)le sixty (60) Cas88 of S. nexneri. fourteen (J,.4) 
of the thirty-t1iO (32) case80f S. 80llQei and one (1) of the three (.3) . 
cases of S. d,yaenteriae were resistant t.otetracycline. Five (5) of the 
sixty (60)case8 of S. rleJcner1, four (4) of the thirty-t1iO (32) case8 of 
S. 80nnei and one (1) of the three en case8 of S.· dy8enteriae were re-
8istant to chlol'Oll;Ycetin. 0nl7 two (2) of t.he sixty (60) case8 of S. 
nexner1, none (lI) of t.he thirty-two (32) case8 of S. 80nnei and none (0) 
of the three (3) case8 of S. dyaeritertae were re8istant to neoll\Ycin. , 
The 8imultaneou8ly dlllDDDatrated lack of sensit.ivity to related drugs 8uch 
as t.etracycline aild chloroJqcetin i8 not SUrpri8ing. However. the pre-
8ence of re8istance to n8Oll\Ycin waS surPrising and disturbing. It haa 
been known for 80me time the development of neOll\Ycin resistance is 
associated with a aigpificant 1088 of 8enaitivit,y to 8treptoll\Ycin (ref 
III). Although the reveree doe8 occur, it is not nearly ~ coumon. 
Strept.oJqcin is used liberally in the civilian community for a variety of 
diaeasetl including venereal di8eaae, tuberculOSiS, and upper resp!ra­
tot7 infections. This would at least. provide the organism with adequate 
exposure to streptoll\Ycin and give a tentative explanation for resis­
tance to a related drug 8uch as neoll\Ycin. which has not been used :in thi8 
area to aqy extent prior to thi8 year. ' . 

In the future treatment. of Shigellosis. use of a combination of 
antibiot.ic8 should be considered.' This 8hould at least reduce the speed 
with which drug re8istant 8trains appear ~ The combination most likely to 
be effective and offer the most synergistic antibacterial activity wOUld 
be neoll\Ycin and po~. 

MEDICAL SERVICESTH· FIELD mSPITAL 

by Hajor David R. Ha~lett. Me 

The Medical Department at the 8th Field Hospital is divided into 
two parts. ward III. 25 beds for care of the more seriously ill patients 
andW3-~ 33. 96 beds for care of the convalescent t.ype patients, and is 
directly supervised by Major DavidR. Hazlett, Chief of Medical Services" 
who received his MD degree from the University of Pittsburg in 1958. He 
interned at St. Margaret's Memorial Hospital in Pittsburg. Pennsylvania 
from 1958 to 1959. He also served as CoJlllland Surgeon of the 1st Corps 
Artillery at Camp St.. Barbara. Korea from 1959 to 1960 and was awarded the 
Artv Ccamendat.ion Medal for this service. 

Major Hazlett. completed his Internal Hadicine residency at Brooke 
General Hoapital. Fort Ssm Houston, Texas in 1964 and also attended and 
completed the basic courlle in aviation medicine at Brooke Air Force Base 
3chool of Aero-Space medicine. 

Prior to thia tour in V:letnan. Major Hazlett _ asSigned to the 
Pulmonary Disease Service at Valley Forge General Hoapital. Phoen1.xville. 
Pennsylvania. 

Ref #I~ . Principles of Internal Hadicine; Harrison. AdIllllB. Bennett., 
Resnik, Thom and Wintrabe. 4th Edition. 
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.P()81 - TRAIlHATIC WET LURG SYNDROME 

- capt Richard K. RiCD, M.C •. 
155th Jlad Det (Thoracic SurgiCal Te8lll) AP096307 

One of the most aerious and f~qgently'overlooked problems in the 
surgery of trallllla 18 that of the wet lung syndrome. 1'he concept of wet 
lung is a relatively TOutII one, having been initial13 described in the 
later stages ot World War 11 by Burtord and Burbank. Almost all Patients 
with chest or abdominal lIIOunds or in comatose states manifest some degree 
of wet lung. Untreated, these patients respond poorly to emergency ~ 
suscitation, tolerate aurgery poor17, have increaaed postoperative pul­
monary complications, and produce increased morbidity and ,fatalities 
above that of their primary lIIOunds. 

In rather simplified terms, wet lung reters to the re'b!lntionand 
inability to evacuate tracheobronchial flu1,da due to dil"ect or indirect 
trauma to the chest. 1'heactual mechanismll producing these serious 
changes are not clearly understood. Some have postulatedviscerosomatic 
reflexes causing bronchial spasm as .. major facto!:'.- Others·.stress me­
chanical factors, ae splinting ot the' chest wall due' to pain',and de­
creased cough reflex, Wit.h resultant pooling of blood and secretions in 
the tracheobronchial tree. Probably, both theories are involved in this 
complex series of pathologic changee. T4e results, however, are clearly 
apparent. The till1ng of the bronchioles and alveoli with blood. and in­
adequately evacuated secretions leads to a decrease in ventilatory capa­
city and reduced ~gen .. tion of blood. Progl"ession to plugging of larger 
bronchi with lobular stelcetasiS canoes further r8quction in o:x;ygenation. 
In its most seriouS manitestion; anoXia produces decreased capillary 
penneability and pulmonary edema.' The end result at thiS stage is all 
too frequently, death. 

The extent of pulmonary or chest. Wall injury as determined by 
missile size and veloc~t.1 is an important factor in. producing wet lung. 
However, in III8Il,Y instances, wet lung mq be present in a severity not ex­
pected with apparently minor chest wounds or other injuries.· Several 
other factors, then, are also involved in the development of wet lung. 
Pain, either chest wall or upper abdominal, mq produce splinting of the 
chest with decrease in relpiratory movement and aeration. Similarly, 
gaatric dilatation with t.horacic or abdominal injuries produce limita­
tion of diaphragmatic motion and diminishedventilatioll. The"e same 
factors serve to suppreSl the normal cough reflex. Especially, with 
multiple rib fractures or severe upper abdominal pain .. - the ·torceful 
chest:wall motion and tightening of abdominal ,muscles necessary for. 
coughing are markedly lillited. Over sedation, either during initial 

. resuscitation or post operatively produces retention of tracheobronchial 
secretions and a decreased, cough reflex. For ,these, reasons excessive 
amounts of analgesia are contra-indicated. Prolonged periods of general 
anesthesia using inhalants also leads to accumulation of bronchial fluids. 
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Although, rare13 seen now, administratj.cn of excessive amou'lts or 
intrav:enous fluids as blood and electrolyte sc,l .. ~tions predisposes to 
wet lung by overloading a patient with limi+~a cardio-respiratory 
futlction. 

Wet lung most often occurs within h·:n.l':"s a.!'tel' inj.lI"y but ma,y appear 
up to 3-5 da.vs post injury. If looked for. the symptoms and signs. of 
this condition are readily apparent. Ea~ly, a poorly produ-;tive wet 
cough, often gurgling or rattling in nature, is present. The cough is, 
invariably, a weak one. The patient i~ uSllally dyspncl.c. with shallow 
and often irregular respirations. In mere s~vere cases" o::othopnea. 
restlessness, excitement and disorientatlon. indicate cerebral anoxia. 

i>hysical findings mq vary with the type and extent of primary 
injury. However, splinting of om or both hemithoraces is genera1l3 
present. Jne of the earliest Signs is that of decreased breath SOunds 
over involved areas • This may be obsc"red. however. by hemo or 
pneumothorax. Characteristic bronchial type. rough; .t"ales are usually 
present and generally are bilateral and basilar in orgin. O;::caaionally, 
they ma,y be h\ilari:! at some distance w t.he patient. Rales and wheeZing 
similar to those of brinchial asthlna ma,,' be present. However. if larger 
bronchioles and bronchi have become obstructed with resultant atelectasis, 
rales rila,y not be heard. Sputum isfrequent13 frothy, bloody or pinkiSh 
in color, and. in later stages, muco~>purl!lent due to secondary infection. 

The diagnosiS may be easily made if t,he possibility of wet lung is 
conSidered. Ruscultation USUally reveal.s.the characteristic rales,' or 
areas of decreased breath sounds. In more severe cases, the presence of 
severe dyspnea with irregular respirations Should suggest the diagnosis. 
CHest X-rqs frequently are of little help :!,n t.he early stages of wet. 
lung. Later. patchy, areas of infiltration and atelectasis may be pre­
sent. Thus, although chest X-rqs are helpful in fol ... owing the course 
of wet lung. the initial diagnosis is best made by clinical examination. 

In practice, few conditions occur where wet lung may be confused 
with other pathologic states. Rarely. Dronchial asthma, congestive heart 
failure from heart disease or injury. and pulmonary edema .from peripheral 

- vascular collapSe must be ruled out. 

The best m&nagElment for "wet. lung syndrcne" is basically the pre­
vention of its occurrence. or once present, Us progression. All cas­
ualties with chest, abdominal. c-r head in,Jurie9should be regarded as 
potential candidates tor development of wet lung. If not in Shock, the 
patient should be placed in fowlers pOSitioti to aid diaphragmatic motion 

. and position frequently changed. Nasal oxygen should be given to those 
dyspneic or cyanot.ic. '. Active encouragement and assistance in coughing 
is' necessary. Oversedation for relief of pain should be avoided, although 
small' amounts of intravenous' ac.aigesia may alleviate pain and allow im­
proVed respiratory motion. Resuscitative measures, depending on the . .' . 
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prilllary wounds. should be promptJ,y carried out. For example: nailogastric 
intubation for acute galtric dilatation. closed tube thoracosto~ or needle 
aspiration for hemopne~thorax. occlusive dressing for sucking chest wuwnds. 
and chest wall stabilization for flail chest. 

Once established, wet lung syndrome ma,y rapidly progress to its mol'e 
serious l'elethalc01llplications. Ul.~ess energetically treated. An open 
airwa,y must be maintained and in severe cases. tracheostolll.Y is indicated. 
Pain relief. where poSsible. should be carried out. Adhesivestrapping 
of the che.lt wall and excessive sedation is contra-indicated. Where 
chastwall pain 1s a serious factor. intt..·v~st81. nerve blocks ma,y be help­
ful. Endotracheal suction, performed a adequately and frequently. is the 
single most successfultl'eatment for this condition. It results in re­
moval of exces .. ive fluid in the lower airwa,y and helps loosen deeper 
secretions. ~dotracheal suction also promotes an efficient and effective 
and effective cough. In a limited number of cases with aspiration of gaIJ­
tric contents or with lobar or total atelectasis. bronchoscopy is a man­
datory treatment adjunct. Intermittent positive pressul'e bl'eathing where 
available. or if not. blow bottle exerciSes. are helpful in loosening 
secl'etions and increaaing ventilatory CapaCio..1. If available, the use of 
inhalant bronchodilatol'llas dilute isuprel solution, ()1' mucolytic agents 
as acetylcystine willturther aid removal of excessive bronchaai secl'etions. 

The patient with wet lung frequently responds rapidly and dramatically, 
to adequate tl'eatment. Respirations 9 color, and general well being are • 
markedly improved and management of primary injuries is facilitated. With .. 
early recognition and prompt treatment of this serious and common clinical 
entity. patient morbidity and fatality can be greatly reduced. 

TIPS FROM THE FIELD - !lJU. 

by Lt Colonel Thomas W. SheeiIT 
Medical Consultant 

An amebic abscess of the liver isa metastatic lesion that arises 
when E. histolytica penetrate a small vein in the colonic mucosa and are 
carried to the liver. The arrival of amebae in the liver evokes a tissue 
reaction in which many inVading organi .. ms are destroyed, but the sur­
vivors multiply rapiclly and become the focal point for a liver abscess~ 
Within one or several of these f01d the surviving amebae attack the 
healtJv liver tissue with their cytolytic en~es and cause central 
necrosis of the invaded liver lobule. Soon pus cella invade the area in 
an effort to handle the tissue debris causecl by the amebae and the .amebae 
and these cells give the abscess contents its yellow color. Later,the 
color ma,y tum green 88 bile spills into the.abBcess. It becomes "anchovy" 
or "chocolate" colored when capillaries in the trabeculae spanning a 
necrotic area break and blood mixes with the pus and debris. . 
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Roach reported a yellow colored asrirart1; In 9':) pereent of hill series 
of amebic"abscesses and Lamont etal found typical anchc.vy paste in only 
43 of 106 patients with hepatic abscess., Generally,. the asp:'rant taken 
from an uncomplicated liver abs~~f!s. is sterile but an aba::eae. c!l.n be:ome 
secondarily infected during aspiration proeedures or' be bacterial inva.­
sion via the portal system. Aspiration 1"e~eases the .;.maion alx>ut the 
abscess and this results in a breakdown of t-hea'qaacular zone of necrotic 
tissUe surrounding it. As a result, p0:'tal bleod, cc,ntaining bacteria. 
can gain access to the caVity ,For many Yf'ars, H lias beUln'ed thst' the 
pus of an amebic abscess hads. bacteriddal. effetCt, !n ::-e<ent stud~es, 
it was shown that the pus did hav., se-me ';ane':":icida1. e:fect against 
Shigella sor.nei, Staph pyogenes and (ert.aln jJl'€·tldoo,:,lnas c·rganisms bU1; 
it had little effect l/ogainst Eo Coli and ethe, etiteric bac~er:ia., 

Abscess Locatiom Elsberg believes the more frequent occurrence of 
amebic abscess in the ri~ht liver lobe 13 due ~o the g1"eater wid~;h and 
the straight..ercourse of the right b:-!lnch of the pcr+a-:' ~'ein i.n ~.cntrast 
to t.hat. of the left branch" Talbct attributes the' ;'e::'ati 11(" 'infrequency 
of left. lobe liver abacesses to the s1ll8.:.1"''1" \'O:~me of the l"ft lobe. 
Serge att.ributes the greater incfdence of right lobe abs::esses to." 
laDJinar blood flow; blood from the superior mei:ienterie> ?ein 'Olhich l!mpplies 
the proximal colon is carried to the' ::'ight lobe )iffi:: e blood from the 
inferior mesenteric vein is carried to (he. left.':oi'eo Alkan etal believes 
the more vigorous treatment afforded &~ute dys(,nteri;. ,:ondiU.ons of the 
rectosigmoid colon leads to reduced in\l":)l "elren': o!' t.he left. lc>l)e wherea 
the ineffective or del~ed treatment of ehron.'.., i::rml·"em.ent.of the cecum 
isrespohsible for the greater inci.den::.e. 0f .'~·ight. lODe abscesses. 

It is claimed thatthl!! left lobe liver abscesses occur in 6 to 33 
percent of all liver abscesses, Alkan etal fouM :> left lobe abscesses 
in a tot.al of 18 calles, howe'ler. Kean fOllnd only" left lete 'aJ:.scesses 
ina series of 90 caseli. The upper part of the li'rer !.s the most. connnon 
site of abscess f'01'lll/l.tion. 

Liver abscess m~ be Single or multiple. I:' mult:;'p.l,e. the,e m~ be 
two. three ormany-abscesses, b\it these abScesses are geherally smal~er 
in Size than the single type 0 When one lobe ot the lher is the. seat of 
an enormously lar.geabscess, compensa.tory hypertrophy of' the normal lobe 
of t.he liver usuallt occurs. 

Symptoms: Pevet' is an important .s;j"!~tom ih Ever abscess (Fig 1) 
and is a valuable aid to theclinic!.an. 1:1 e3Tl,y ainebic hepatitis. 
remit.tent fever is common and it ma.v readJ.ly simulate the fever obsljrved 
in WlU'ia. In cont.raat. feVer .is relat.ively rare in uncomplicated 
intestinal amebiasis. and usual1ylessthan one, in ten cases of' this 1;ype 
will. have it. However. both eriti.':l,esl':laJ begin 11."1 fe·,e,·s :f ~:tdeternd.ned 
origin. Althoug."l .fe7er .is p!",s·~!lt in 90 ;.,.,,;:;'r:l d p;~~,~:-.-s Wi:.h 1,~\'er 
abSces8~ 'no'thL"l&' is cors!.:l).:;.t ~i ".t:"!.s :. ~ :_;.{"SS ~d r't:.-t.'.:' !!.~- .... - ~s~":r.~ in 
the preSence C r";:~ abSi. ~~s~ .. 



Early in the developl:l8nt. of a liver a.h8csss fever appears late in 
the' afternoon, or begiOll aa an evening rise -co 103 or i04°F and a sub­
sequent tall to normal in the morning. Pro fuse swec.ts a,ccompany the 
lever and aa the lever subsides» the patient often i--e.::omes cold and 
clliDlDy. 

Pain in the right hy'pochondruim or epigastric .... ·",1 is also a p~ 
minent symptom. Usually it is accompanied by a sense of fullness or 
weight in the epigaatrium or over the liver area. S1;abblng pains occur 
over the liver and these ma.r be accentuated by de",p inspiration, by 
coughing or by pressure exerted in the ir.tercostal spaces bounding the 
liver or over localized area of the liver. S",eei,imes swallowing is pain­
ful in individuals with a left lobe abscess. Referred shoulder pain is 
another common occurrence in liver abscess. a..."Id it. may dev"'}'op even before 
onset of a fever. The sudden appearanca of right Shoulder pain in a 
patient with a known abscess should arouse 5uspicirm of a diaphragmatis 
perforation. ~ferred lett shoulder pain occurs frequently in a left 
lobe abscess. Inpatients With liver abscess, respi.ration becomes rapid 
and Shallow as the liver enlarges due 1:.0 abScess growth. Irritation of 
the diapragm often leads to a painful.cough or the right rectus muscle 
ma.y become rigid as the liller becomes tender •. Occaaionally. the heart 
is displaced laterally or upwardS by pressure from a l~ge ·abscess. 
Jauridice maT develop due to pressure on' the common bile duct or to 
parenchymal' hepatic damage. 

Diagnosis: Manson's golden rule ir. tropi::al medicine is a bit of 
coDlllOn sense: "Think of hepatic abscess in all cases of· progressive de­
terioration of health; suspect it in all obscure abdominal cases aBSO­
ciated with an evening rise of temperature, particularly if there be an 
upward enlargement of or pain in the liver, leucocytosis and a history 
of dysentery - not necessaril,y recent". Here, in t.oto. is. the triad of 
amebic abscess - feverj liver pain and/or hepatomegaly and l~ucocytosis. 
X-r~ examination m~ confirm upward eul"rgement of the liver, tenting 
of the diaphragm, blurring of the diaphragm. a pneumonitis or show a 
pleural effusion. These sigruJ usually appeal' when the abs.cess is' in the 
dome of the liver; they are absent when it is located in the center of 
the liver •.. With a left lobe liver absces~. t.he s.tomach is sometimes . 
displaced to the left or to the left and bacltward giving the stomach a 
sickle-like appearance on baruim sulfate examination, 

Leucocytosis is a prominent featul'6. the .wt'.i te cell counts ranging 
from 15,000 and 35~000 per cu mm. Liver fUIlction tests are . often normal 
but in most instances the alkaline phosphotase. the SGOP. and the SGPT 
are elevated. Anenda develops rapidly in some patients but its etiology 
is not clear. Aspiration of pus from the abScess does not make the 

'diagnosis a certainty, for-ascaris, _loidosis or bacterial infections 
must ~ ruled out as causes of this abscess. h.jection of Lipiodal after 
partial aspiration of pus can be used to outline the abscess and de­
termine the wlume of ita content. Air infusion also has. bElen used to 

12 



outline the abaceea.· cli.viw but this is Il10" dlll:1gerous than use of 
lipiodal for death has been caused by air entering a veasel 8nd giving 
rise to air elllbolislll. Although it is difficult to find I\IIIebae in 
abscess fluid, this is 1IIOl'8 easil7 acCOlllplished if the last 50 to 109 ml 
of upirate is collected in a tube containing varidue. This' e~7J1\e8 
destroys the debris and trees the 81118bae. This fluid should be incu­
bated at :31>c for 30 to 60 lllinutes- attd then certifuged. After the su­
pernatant is- relllOved, amebae are often found in the r8IIIaining deposit.. 
This deposit sho~d be checked IllicroscopicallJ for their presence • 
.usuallJ it will cOntain /IIlebae. 

Trel/.tII\ent: Although '!Rebic ablleess' is our topic, it IIIIIl' not be re­
llliss at this point to .", a few 1IiOrd. about the treatment of amebic . 
colitis. Acute _bic colitis should be attacked in three' wa;ys for the 
amebae IllUSt be cleared trolll. the bqllel lwnen, the bowel wall and .. the <l.eeper 
tissues. No single drug Can <1.0 this. A wide-apectrulll antibiotic . 
(tetracycline) should be liven to destroy lI;y111biotic bacteria within the 
lUlll8n. These drugs have littledirectll,Ction on the amebae; the, are 
given prilllarily to destl"O)' enteric bacteria. Anlebae can grow in a test 
tube containing heav,y concentr~tiona of tetracycline if a resistant strain 
of bacteria is present. A aysteJllic alll$bic~d.e (c~oroqqine) I/ltolU"d be 
given to attack the 81118bl!A! that have invaded beyond the bowel wall and 
finally a lIuita})le 8QIebieid,e should be given to catch tJre l1JlQ8n dwellers 
that survive destruction ot the s1lllbiont bapterial flora. 

The,. folloll'ing triple approach is useful,. in treating acute .colitis: 

a. Tetracycline: 250 DIg, three tiDIes a da,y for 10 da,ys - to 
destroy s;ylllbiont bacteria. 

b. Diodoquin: one (650 DIg) tablet three t:l,mea a da,y for 15 
da,ys to destroy·lulllinal amebae. 

c. Chlo~<p,Iine 3 o. 5 ~ra.m twic:e a, da,y for two dqa; then 0.5 
gram daily for 14 da,ys - to de.stroy tissue. invaders. 

Liver Abscess: When amelia leaVe the bo ... 1 e,nd invade the liver, 
tissue !!IlIebicides, ~ust !:Ie ~8ed. lAAetine ~s th,e dN~. Of· choice in liver 
a,bsces:>; chloroquine is valua\)le t;>ut. us,ad alel!'!!;), i1;. y~el,.dlil a higher re­
lapse rate. El:>don~Dew re.coll\1J)endlil t.h4t bot,p drugs be used. :>iDlultaneously 
in treatlllent of liver abaceas .• 

A:>piration of the a\)lilces:> is e,n essential feature of treatlllent. 
&letine :>hould be given fOr :3 - 4 d~ prior to W atteJnpted aspiration 
unless rupture is illlninant. In such cases, emetinS should be started 
prolllPtly and aspiration done immediately. 

If aspiration of the abaces~ is done. every effort should be malie 
to evacuate all the pus. A full size upiration needle should alwa,yJI 



be l.;sed for this purpose. otherwise the viscid pus will not now well. 
Localizing signs such'as a tender spot. fixed pain. pleuritic friction 
rub. etc., should begivenconsid.eration as areuadjacent ot the liver 
abscess. If these localizing signs are absent,remember that the 
maJority of liver abscesses are located in the upper and back part of 
the rignt lobe. ' 

Open operation should be considered: 

a. If repeated aapiration fails to yield pus and there are 
strong indications it ill present. ' 

'b. In left lobe abscesses that point into the ep~u.rium. 

c. When emetine atJIiJ./or h,rdrochloroquine therapy hays been 
unsuccessful incontrol11n& the illnesl. 

d. When the absceSs has becom& secondarU:r infected and haa 
not yielded to treatment b.v upiration. 

When an abscess ruptures into the ,peritoneum. or the pleura or 
pericardium, the particular serous cavity 1nvol'ved must be opened. 
Following rupture into the abdomeD most patients become, acutely ill 
and'the abdomen in the peritoneal cavity and in the abscess cavity 
should be injected into the abscess cavity. Drains in the abscess 
cavity should be kept in place for 72 to 96 hours. Intravenous. 
therapy and gastric suction should be continued until the bowel 
soundS become audible. Antibiotic and amebicidal therap,r should be 
initiated.beforesurger,y or if this is not possible, immediately 
after operation • 

. I\mebicidal'therapy for liver abscess: 

a. Emetine hydrochloroquine: 65 mg by deep subcutaneous in­
jactJ.on daily for 7 to 10 dqs - (monitor daU:r with EOO's). 

b. Tetracycline 1 - 2 grams daily in divided doses for 7 d~8. 

c. As soon as above course of thera~ is finished ,and the 
patient. • s condUion permits. start diodoquin (650 mg three times daily 
fer 14 da;vs) in cOnjunction with chloroquine (0.5 gram daily for 14 
d~). ' 
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HISTORI OF THE 85TH EvACOA'1'l'OH IDSPITAL 

by .. Maj. John H. 1'I\ompeon, M5C 

The 85th Evac~ationllo.pitaJ. was. Ct.)n8tituteci . and assigned to Ninth 
Corps area in the Regular A1'iD,y on ;!J l)ecemb4tr 1928. The unit was act- < 

ivat.ed 20 March 1944 at Camp Maxey; T8Jta8. 

After completing. Basic and 'Advanced Unit Training. the hospital 
moved to cilmp S1iift, Texa.in Nov_bel' 1944. and then as part ot a 
large)!' shipment, m')vf<d to C_ XilJiu!ir, New Jerset. Here it staged tor 
oversealli movement throllgh the New York Port ot Embarkation. The unit 
depa.>Oted for France during Jliriual1' 1945 and II.rrived on 22 January 1945 • 

. The hospital. was asaignedto the 'itteenth Artq, and gave _dical 
support to allied torC$8 through France. on 3 Apr1l1945. the unit 
entered GeI'llim\y. where it operated for the duratioliof the war. The 
hosPital. was deactivated. on 4 tebrtiary 1946 at Ellwagen. Gel'lil8rif. 

, ' . 
The8$th EvacuationJli:ijpit-alWIIS again activated on 17 December 

1954 at Fort Geor811 G. ltll!ld', ltiir11artd. The hospiltal tradned and par­
ticipatedintllllllero~8 181'. licale exercises and, in February 1957 was 
moved to Fort Polk, Louaiattd:. 4 Mq 1959 saw the unit relocated to 
Fortlbod. TexaS, and on 1 July 1960 was asSigned to STR,AC. 'The unit 
was again moved 25 September 1962 to Camp Chaffee, Arkansaa and 13 
January 1965 relocated at Fort SliSs. 'l'exaa. 

1M a$th Eiracuit.tion Ibllpitlll. (SMSt) arr1v'ed in Vietnam on 31 August 
1965. on 1 September 196$ it debarked and moved bT organic. transporta­
tion to ,a location approltiJ/lately 7 llliles west of the city .ot Qui Nhon. 
Here is bec8Jlle operational With 'rottE. eltUiplllent.tirstreceiving patientl! 
ali 5 So;ptembl!f 196$ aild ol'ticia1ly opening on to Septeinber1965. On 

10 Octobi!ir ,1965 thilhcillpit.al molted to itl preso;nt location in Qui Nhon, 
remaining operatilmlil durit\8the IlOve. Col1$truction .o;ttoI'1;/I since 
NovemMr 1965 have proVided buildingll tor aU patient care lUld support 
activitiea. A total of 6;~1 pidd.enta were admitted during the period 
10 September 1965 to 31 Harcht%6.6.3e9 patients were d1spositioned 
during the aMle period and ~,541 surgieal prl>ced.urea were pertormed. 

The 85th lWacuatidn 9oaj:litat is aupportlld by the 528th fJedical 
LabOratory. th" 48th Medical Oo;tachlllent (KA). and the 463rd Medical 
Detachmo;nt (KH). 

The hoSpital receiV'E!d battle eredit tor Centrlll. Europo; during 
World War ll. IIlhile assigned to smllC tho; hospital received tw 
S'l'RAC SUperi6'r Oni t Awards. ' 
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!iOSPITAL COMMANDIHG OFFICER 

Col Harold C. Murphree. was born in Rhodesia of American 
missionary parents. If. hid premedical education in Rhodesia. and in 
Kem.ucKy ana. Alabama. H. received hie MD from Cornell in 1946 following 
.... hich he ihterned at Bt1l811Ue HOlipital. His neurosurgel'7 training was 
~ompleted at Walter Reedt and he has lerved in Neurolurg:\.cal positions 
ar. the 12fst bac Hosp .. ~l'ipler Genel'al HoIpital. Before his present 
assignment he was the Chief of Neurosurgery at Letterman. He is a 
Diplomate of the American Board of Neurological Surgery. a member of 
t.he Harvey Cushing SocietY. and a Fellow of the American College of 
Surgeons. His familY resides at Fairfax. California. 

HOSPITAL CHIEF NORSE 

Lt Col Mal'7 E. Donovan was bol;'Jl in New Bedford. Hass. She is a 
graduate of St. Lukes 1lo'J)ital in New Bedford and received her B.S. 
in nursing from New York University. She has had additional post­
graduate study at KsniU State Universit,y 8< Ft Sam Houston •. She is a 
re.ember Ilf the AmericllA lI\lrses Association. During the earlY period of 
lio!"ld War II she sel'Ved in Hawaii. Subsequent assignments took her to 
Et:l"Ope and Japan. Prior to being aeligned to the 85th Evacuation Hospital 
she was Chief of Nursin, lervice at Irwin ~ Hospital. Fort Riley. 
Kansas. 

HOSPITAL EXECUTIVE OFFICER 

Major John H. ThompSon was graduated from the University of Missouri 
in ~950 with a degree in Business Administration. He was drafted into 
t~,e Arm..v the same year and was cOlllllissioned in the Medical Service Corps 
following OCS in 1952. M&jor Thompson has served overseas in Genasn;v 
and Korea, where he was lilpplY officer at the 121st Evacuation Hospital. 
He has also served at Fitillsimons General Hospital and Madigan Amy 
Hospital. He served his residency in HoIpital Administration at Walson 
Army Hospital. Fort DiX. ~ew Jersey. He joined the 85th Evacuation 
Hospital at Fort Bllas, 'texas on 19 JulY 1965. 

Major Thompson i8 a member of the American Hospital. Association and 
Associate Member ot the American College of HOspital Administrators. 
H::..s familY resides at Portsmouth. Rhode ISland. 

CHIEF OF PROFESSI~AL SERVICE 

Major William E. Burkhalter graduated from the University of 
Kansas with a BA degree :I.n Zoology in. 1949. After a year ot graduate 
study, he entered the ttMlaaaMedical School graduating in 1954. 

HiS internship Wd "rved at William Beaumont ArrIiT Hospital in 
El Paso. Texas. Following this he ltd asSigned to the orthopedic setvice 
of Tokyo Anny Hospital. After t1llO years in Japan he returned to the 
Uni.versity of ColoradO. He took a four year ~ sponsored orthopedic 
rendering under Dr. JUleS Miles at this inStitution. 
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At the completion of his refidency in 196', he was aasigneli to 
the 21st Evacuation HOI!pital in Augsburg. After t\lree year!! in 
B"varia, he again a.$suillM the pu,:Ha position. This time ~or 
~rl(haltet' pecame a :r-e&ilient in Hand. SurgerY at W"al ter Reect GellerJ,l 
Hosp~tal.After a year of study at Walter Reect anct Baltimore with 
DI'. fta.ynIonli Curt:l.s, Major Burkhalter joinect the 85th Evacuation 

,Hospital. ~or B!l:r-khalter is certified by the American Boarli of 
orthoped:l.c surgery .m 1s a, ~l!lbE!r of the ADrancan Academ,tof Orthopedic 
Surge17 and 18 a lII~et of tile' Americl!fl, Acadell\Y of Orthopedic Surgeons. 

The remaiMer of the Burkhalter ramU1 lives in Kalua, Hawaii. Mrs, 
Burkhalter, Marna to all who know her. is looking forward to the next 
aasigrunent~ Tripler General ~lIpitaJ.,. Suzane age 9. Lisa age ., and 
B:l.ll age 6 are alreadT truning into natives of "the islands." ' 

CHIEF OF SURGER:( :''l!:RVICM; 

Major Tevor D. Nove,ck 10(&5 graliUl/oted fro1\! Tufu. Coll,e~ in 1~5P 
~th Ii!S dlilgree in BiolQ.,. He a,ttell<ieli Harvl/ord Med1.cal School, ,\' 
recei\rinlt his M.D. degree in 1954. He had his internship and fil'$t 
'lear of resiliency in SurgtlI7 at the Beth Israel Ho~pitl/.l in Bo8~tI: 
under Dr. JacC)bFine. and in July 1956 he enteJ,"e1i a.ctive d\l.t'l i~ the 
Az7A1. "tt.ending the 22Wlile\l: comp~ officers CC;lUr!!e at Ft. SIlIlH!I!\l.lltQn, 
TeXS4. He than proceedeli to residency in Surgery a,t Letterman General 
Hollpital. completing the progra,rn in De,ceJr.ber 1959. ,On ~8:l._el\t to 
Korea. foliowed. wi til the first 5 months ~pel'\t at the ,44t.h Sut'alQel ' 
Hoapit&J, 84' Chief of Surgery, and then the remainder of the tOUt' a,s , 
Chief of General Surgtlry at the 121st Evacuation Hospit<ll. in Alleom 
Cit'l. FI'OfIl there he went to Germany and after 3monthe at US; ArIq. 
Hospital. Berlin, he went to US ,ArlI\Y HOlilpita,l. Nuremberg f<lr the relit 
of the 3 year tour, returning to CQNUS in 1964. where he serte~ !!AI 
Chief of GeneralSurgel"l at US Army HOl;lpit¥. 1ft, ~Qn<l¥'d1i(OQli, IU,880uri 
until hi8 a,ssigrun~mt t,othe85th Evacuation Hospital in 1965. H,e8enres 
as Oilier ot the Surgical Service. ' ' 

Dr. NQ'(t.,C\t _ ci~ifi.Q. by thel!l!!erj,can EQarli' Qr ~r.r, in 
1961 W is, a Fellow otthe Americ~ Collegtl orSul"geo~.lI~ \dre~ 

, ~arin. whom hlil met and: (llllrried il'\ Get'lll~. relilili,el!; ~th· the1,r cllUIirE!n, 
91audia. 28 months. ancl Mark. 10 months, a. tift.; ~onarl1wood. ~~O\l,ri. 

" ~or lU,¢hl/.rd C. Reba gr~uated from the Univel'flity ot Mar.rland 
School "or ~i,ej,ne in 1957. ' He entered t,hE! A:I'IIIY ait"!,r gr8!iul/otl,0l/- an<i 
~ce:i."ed h,i,\linternshipat TripleI' Army Hosp:l.tal.' He cQlllpJ;eted It< 
ree1deney 'in InterneJ. Medicine at University HOI!pital.. Baltj,more. 
MAryland 'in1941anli a Fellowship in Nuclel/.r M.edicine ,at JohnS HQpld.1III 

, ~spita.lin 1962. 

A,ftlilr his' re.idenC7 training, Major' Reba liIerved as Chi!)! Oepa.rtment 
of Isotope M.ete.boliBm at the Walter Reed Army Institute of Re8e~h,. 

" (Contid p. 30) 
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CUR!lEM'1' APPLICATION OF THE TOBRUK SPLINT 

~ Major William Burkhalter. MC 

Since September 1965, a modified Tobruk Splint has been used at the 
85th Evac Hospital. It hu been emplO1ed at some stage during the treat­
ment of every fracture involving the distal half of the femur. Some of 
the more important aspeCti of its development and proper utilization are 
discussed below. 

The British in World War II at Tobruk in North Africa were faced 
with a shortage of water 8l'Id plastei'of' Paris. The need to conserve these 
items yet maintain the abili~ to trcu.port femoral fracture patients 
led'to the development of' the very useful Tobruk Splint. The United 
States Surgeons never aocepted the splint despite their admission that 
it could be more easily and quickly applied than any form of hip spica. 

The original Tobruk Splint utUized skin traction which was provided 
by adhesive tape running down both sides of the leg and thigh. A long 
leg cast with the knee fl.xed about 20 degrees waa applied .over this 
adhesive tape which emerg.d from the cast at the ankle; The ,leg was 
then placed in a muslin·l:I.ned .half ring splint for support, the adhesive 
was fixed to the end of' the splint and traction exerted with a windlass 
principle on the adhesive .trips. A foot support WIllS added to the half 
ring splint, and the plaster was used to hold the long leg cast and half' 
ring splint together. 

The present modification being used by the 85th Evac Hospital utUizes 
skeletal traction achieved by a Steinman Pin or a Kirschner Wire through 
the tibial tubercle attached to elastic traction. The splint is applied 
as follows: Prior to the operative procedure of debridement'of the 
fracture. an ~y Half Rin~ Splint is fitted with a large foot piece. 3 

. muslin slings and padding of the half ring. The large foot piece is 
fixed to the end 'of the .;plint with plaster to prevent proximal movement. 
The muslin slings are adjusted so that a:l-.30 degrees of' knee naxion is 
possible. Thi$ is accomplished ~ making the Sling fitting behind the 
knee very tight and those behind the thigh and calf very loose. The 
slings are fitted with large abdominal.pads. 

At the conclusion of the operation dreSSings are applied and the 
leg is placed in the splint. ABDs and sheet wadding are placed circum­
ferenUally around the leland splint including the . foot. Plaster of 
Paris is applied around this and is IIIOlded about the bars ·of the half 

. ring splint. The foot is ~so incorporated at a neutral position •. The 
half ring is held in the "fixed" or forward position ~ a strap of muslin 
making a loop around the ring and being incorporated into' the plaster cast 
about the thigh. The previously placed SteinDuin. Pin or Kirschner Wire is 
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thlln attached to the appJ'Oprlate boW. Rubber tubing is then used to 
connect the bow to the large toot p:Ltce and the am.ount ot traction 
needed is adjusted. . 

Theprinclpal advantages ot thia splint is that traction can be. 
maintained conatant~ throughout the transportation ot the patient and . 
the presence ot abdomin&1 wounds with colost~ or cystot~ present 
none ot the problems alleoeiated with a hip spica. In addition the splint 
can be used as a tempol'&J7 measure prior to delqed wound closure and 
application of a hip .pica cast. 

Our patients haft been able to turn fran side to side Without help 
and to sit complete~ eAot in the IlPparatue. Several. ot them who 
have travelled to the United Statee With a 'l'obl'Uk Splint applied have 
written to ue that the, W8recomtortlLble throughout the trip and had 
no trouble with preeslll'e or listenib,! in the area oJ the isChium •. 

In Slllllll&1'1 the modified 'l'obruk Splint. is an excellent apparatus 
when applied to tracturee ot the lew&r halt ot the temur or knee'joint~ 

j 
, 

'Top view 
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A . TEC"I~E-roR PREPARING AND STA1NI1lGMALARlA SMEARS 

by Capt. William K. Drake. Me 

INTRODUCTl~ ~ 

The folloWing is a detailed description-of a simple. rapid method 
for the preparation of warta slides of uniform high quality using a 
buffered Wright •• stain.- It has been developed in a field setting and 
requires only readil;r available equipment and materials. Pitfalls and 
corrective measures are aleo described. 

Primary attention ,hould be directed toward the thick-film which 
increases approrlmatel;r so fold the number of cells which can be 
examined ·per oil iimnereion. field. In routine screening only the thick 
film is used and for the ~st part species differentiation can be made. 
from it. The thin smeal' 11 used ma1nl;r to distinguish finer differ­
ene.lle of speciel. ie. red cell enlargement and pallor. Schuffner's 
dot.s, multiple infection of the red blood cell. applique forms and ban 
trophozoitss. The thin. f11m is also used to accuratel;r determine the 
degree of parasitemia. 

METHOD OF MAKING THE BLOOD FILM: 

The thick film is prepared by placing one small drop of blood near 
one end of an .alcohol cleaned slide. It is essential that the slide be 
spotlessl;r clean asdult particles mimic the malaria parasite and if 
conSiderable dirt is present the extraneous particles will completel;r 
preclude parasite identification. The drop is then spread to a dime 
sized. blot by moving the corner of a glass slide through the drop in a 
circular outward motion. . The spreading procedure takes approximatel;r 
5 seconds and also senesto. defibrinate the thick film. Inadequate 
defibrination results in long traversing fibrin strands in the final 
product. The thickness ot the thick film is also critical. When 
the fresh blood drop has been spread out to the proper thickness it 
has a reddish-brown hue. If too thick it appears dark red and opaque. 
if too thin, a translucent pale brown. Later, in the final product. a 
film which is too thin has of course failed to concentrate parasites, 
one Which is too thick microscopic.all;r appears dark blue and parasites 
are obecured or if the parasites are still discemable, the essential 
differential staining of the nucleus and cytoplasm is lost. 

The thin film is made on the other end of the same glass slide in 
the manner of a standard differential smear. It should be well separated 
from the thick preparation and have a good feather edge. 

The fre!thly prepared dide muat be kept fiat until dry otherwise 
the thick film will run to one edg8 and be lost. The unatained slides 
must also be covered to protect them from dust and fiies. 

20 



LYSING OF THE THICK FlUh 

The lysing agent b ~ acetic acid. The lllide. are plaQed on end 
in sma1lspecimen bottl •• filled with ~ acetic ·acid to a leYel s~fficient 
to cover the thick fillll but not reach the thin fillll. The thick film !RUst 
be completely dr,r prior to lysill or it will flake otf during this phase. 
The time required for ltaing is approximately 2-3 minutes.and can be 
recognized as complete when the film becomes devoid of pi~nt and appears 
as a thin plaque of slightly resilient clear grey - white protein. !,ysis 
can be accelerated qy gentle aggi'ation but i. associated with the risk 
of dislodging the plaque. Extended l1sill with the 2% acetic acid solution 
will cause a gradual dilintegration ot the plaque but will not /!.ffect 
morphology or staining characteristics of either parasites or white blood 
cells. . 

The advantages ot lysing with acetic acid are several. !,ylling time 
ill shortened by 5-8 minutes and the :end point is less critical. With dis­
tilled water, tap water or Wright's buffer as the lys1Ds agent there is 
a progressive alteration of both parasites and whit" blood cllll!s ¥ith 
lysis time. Over-lysia with thelleacenta cauaes th" white blood cells to 
expand to 2-3 times normsl. silte. Theae "¥panded nllclei apptlar. granular 
pale blue instead of the expected condenaed d<U'k purple. The parasites are 
also severely altered to the point ot non-recognition. Their blue cyto­
plasm is exPanded, pale and feathery and poorly defined. The usual solid 
pink condensed nuclear chromatin alSo becomes pale expanded and granular. 

Following lysis the thick fru. i. rinaed by vertica!lydipping the 
thick end of the slide .everal tilDe~ in clean t.pwater. Care:$.s I!ogain 
taken not to splash the •• ter on the thin film. This rinae water !RUst be 
changed after ever,r 3O-3S rinses to prevent the de~ition of a ver,r fine 
red staining particulate matter on the surface of the thick film pllloQue. 
Residual acid must be completely rinSed out or the subsequent st~g 
phase will be ·inhibited and result in a grossly pink pll!oqUe whiCh micro-
8copically 8ho". piJtk It&1ning of white blood cell nuebi. Parasites, 
under the8e conditions, remain unat~ed and not visible: . 

The 81ide is then dried at room temperature. This mq be hastened 
by mild heating either over. lamp or in an oven. Thorough 4r,ring is 
e88ential to prevent the formation of cryatals in the unlysed red blood 
cel18 of the thin 8mear d.uring the. su\:lllequent staining procedure. 

PREPARATION OFTgE BUFf1!§p WRIGHT'S STAIN: 

Buffered Wright's stain haa the advantl!og88 of reproc;lucibility, speed, 
stability and 8harp, dark, differential staining of nucleus and cytoplasm 
·of the parasites. 

To prepare the stain add 3 am. ot prepared Wright" atl!oin (FSN 6505-
149-6001),1 am. Giemsa bUtfer .alta (FSN 650S-15~9968), 30 Ill. glycerine, 
and 970 Ill. of methyl alcohol to an opaque, light protecting stock bottle. 
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Cap and shake vigorou'l,t. This stock solution is stored in the refriger­
ator to prevent bacteria and fungus contamination. It is necessar" to 
grind the Wright's stain if the stain, is to be used during the first few 
days after preparation. , !!uffer salta do not pass completel,t into solu­
tion. therefore prior to using, the stock solution must be shaken for one 
minute to evenl,t disperse undissolved buffer salts. Note that Ciamsa 
buffer salts provide a pH of approsimately 6.8 and Can be made up inde­
pendently from phosphate aalta if necessar,r. 

STAINING PROCEDURE: 

Two covered biological staining dishes with matChing alide racks 
for 20 slides(FSN 6640-422-3810) are used. The advantage of the 

staining dish over the ftat rack is that extraneous particulate matter 
tends to settle to the bottom rather than cling to the surface of the 
Slide. Evaporation ot the alcohol ia for the most part eliminated and 
speed and ease of, handling multiple specimens is provided. Dishes are 
labeled 111 (staining and fixing phase), and 112 (burteI1.ng phase). Add 
unfiltered Wright's stain to 111 to a level sufficient to cover the slides 
in the rack. Fill dish H2 to the saDe level with 2/3 distilled water and 
1/3 buffered Wright's stain. Replenish 111 by adding well shaken stock 
stain. Replenish 112 by adding distilled _ter onl,t, as surticient stain 
is c/!.rried over from #1 to 112 with each run. Change the solution once a 
week. Keep, the dishe. covered at all times and refrigerated atter each 
daily run to reduce evaporation and contamination. 

The'time for stairrl,ng and buffering is detel'lllined through the use of 
a control slide - a known, positive with a high rate of infection. The 
control is passed through the stain solutions using an arbitrar,r time of 
one minute for each step. Staining tillle varies from i to 2 minutes in each 
, solption depending qpOft ,the environmental teblperature. The standard pro­
cedure is to load the ltIed and dried slides into the rack. immerse the 
rac~ first in the staining dish 111 for the pre-determined time; remove 
and place in the buttering dish 112 in a similar manner. When buffering is 
complete, wash the stained slide in a pan ,of clean tap water and then re­
wash the slides with a squirt bottle to insure removal of aqy surface 
particulate matter. 

MICROSCOPIC APPEARANCE OF THE STAINED SLIDE: 

Examination of the optimum stained and processed thick film with the 
oil immersion lens should reveal ,the following four elements: 

1 • The background is a light to medium blue and has a nufty texture. 
No extraneous material iapresent. 

2. Platleta are present singly or in clumps; each appears as a 
cluster of tin.Y azure rodlets set in a pale ~;y-blue c;ytoplasm. The 
small pink rodlets 'contrast with the chromatin dot of the cOllllllOn ring 
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trophozoite which :ilS IIOl1d or cond8118ed and a darker red color. The 
smallest chromatin dot of a malaria riJw is IIUIII,Y tillles larger than the 
individual small granUle orrodlet or a platlet. 

3. White blood cells despite lysis maintain the nuclear and 
cytoplasmic granule ataiDing qualities of the thin _are Both 
baaophilic (blue) and acidophilic (red) el_nts stain de8lll7 and 
distinctly • 

4. Malaria par.Ues present in the COIIIIIIDn ring tOI'll sbo" a 
sharp contraat between nucleus and cytoplasm. It is a baaic requirement 
ot malaria parasite identification that both constituents, i.e. nucleus 
and cytoplaam be c1e"'ly identitiableas such. The nucleus is dark 
pink-red to crimson, round or oval. in Shape alwa,ya slight.ly irregular 
and not sharply marginat.ed. The cytoplasm ot IIUIII,Y organisms howeVer 
appears amorphous and t&11s to take a ring f01'lll. lIeverthele." in all 
organisms cytoplasm :U •• u, recognizable lUi such by it. color, a 
moderate to dark blue tlhich contrasts sharply with the pate blue 
background. With larger ameboid trophozoites, sch1zonUI and .-to­
cytes, nuclear material will take'the red hues and the cytoplaam will 
be definitely blue and contrast with the background. When present., 
pigment and its morphology can also be appreciated. 

The thin film should compare to a well stained blood smear made 
for routine differential counts. The parasites are vividly apparent in 

, red cells. with well defined ditterential. staining of nuclear chrblllAtin 
and cytoplaam as described for the thick film. Special advantages of 
the thin film were previously discussed and important dittereratial 
features such aa red blood cell enlargement and pallor. parasite 
morphology and location should be readily apparent. It is of special 
note. that within the optimum staining time for the thick film, Schuff-
ner's dots of P. vivu will be only faintly visibl~'or unstained. In 

order to bring out Schuffner's dots both staining and buffering time 
must be increased. 

CON.QLUSIlll ~ 

It is hoped that this detidled description of the preparation and 
staining of malaria slides with emphasis on the fine points of technique 
does not tend to misrepresent the speed and si~licity of the method. 
The main problem of llIAlaria diagnosis in the laboratory is not lack of 
ability to recognize and identify paraaites but that of preparing a 
slide fit to be placed on the microscope stage. It is believed that 
this teehnique provides the oohBtanc1 and safeguards e,sential to W, 
end. 

Acknolfled/!!!l!!lts .. 

Floyd R. Strew, P1C RA13845630, by whose hand this teehti1qilEIIr,aS 
developed. 

Paul P. MurphY. we US 51479816. and Robert T. Groa8Mn ~' 
US 55007004, who assisted in drafting this paper. 

23 



THE RUnSING CARE OF PATIl!liTS WITH MALARIA 

1st Lt Sharon L. Morton. ot Brenerton, Washington. 1964 graduate of 
U=tLrersity of Washington 

2nd Lt Lucille M.Kocher ot Naperville, Illinois. 1964 graduate of 
St. Mary Mercy School ot Nursing, Gary, Indiana 

For most of the nurs •• at the 85th Evacuation Hospital malaria 
was a disease we had encountered only in our textbooks. Since our 
arrival in Vietnam last September we all have received IIIlch actual 
experience in caring for patients with mal"ria due to the large number 
of military personnel who have contracted the disease. 

Our patients arrive at the hospital aJ\Ytime ot the da,y or night 
but most of our patients arrive around 1700 hours daily lIT wa,y ot the 
nAn Khe Express". Atterbeing seen ill the receiving department 
patients are assigned to the care ot Ofte ot the medical doctors. 
A phySical exanination and history are completed by the doctor and 
laboratory tests are begun to confirm the diagnosis. 

Symptoms include sudden high temperatures with rapid drop 
aCcompan1edby chills, fatigue, sensitivity to light, headache, and 
loss of appetite. Patientl usually have a history of having been 
exposed. two weeka before developing atI3 symptoM. 

Patients receive physical and emotional supporti.e nursing care. 
They are ba.thed or ma,y shoWer if they are able. They are given cool 
water· to drink to l~duce their fever and medication as needed for pain. 
Plltttents are sponged if they have a temperature of 103 degrees or if 
they are uncomfor,table because of any temperature elevation. 

Durir.g this time patients often express their worries and fears. 
The frequent vi~its of the hospital Chaplain are invaluable at this 
t:\.me. 

Once a positive diagnosis is made the doctor initiates therapy. 
Much research is being done to determine the most effective treatment 
for malaria. At the present twe our treatment is quinine and daraprim 
or quinine and chloroquin for a period of fourteen da,ys. 

When patients receive their first dose of quinine their beds are 
labeled with a "quinine therapy" sign; they are instructed to remain 
in bed the first two da,ys and eat their meals on the ward for four 
·da,ys. If out of bed for any reason patients must be accompanied lIT a 
co!"psman or another patient not receiving quinine. This Dbecause 
patients receiving quinine therapy tend to get weak, dizzy and taint. 
Patients are, weighed daily to see if they have gained weight due to 
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fiuid retention trolll kidnllT involvement. Patients at'e observed closel,y 
the tirst tour da,ys ot treatment by nurlling service personnel and the 
doctor is notified ot an, untoward S7lllPtOlll8. 

When patients teel better and are allowed to be out ot bed their 
. _rale improves despite the need tor cuntinued treatment. Patients 
otten become bored and restless but recreational activities are 
provichld by the American lied Cross, USO shows, and ;;!pecial Services 
movies. 

Upon completion ot treatment patients are kept tor a period ot tw 
to tour weeks tor observation. During this time patients are encouraged 
to assist on the warda and several are assigned to the Security Platoon 
which helps to guard the hospital area. 

It at an,y time patients present symptOlll8 of recutrent malaria the 
treatment is reapeated. Patients are followed close17 throughout their 
hospital. star With JII8nt laboratory tests. 

In caring for patients With malaria. nurses have found they must 
lIIeet the ph,ysical and emotional challenges ot total patient care. It 
is a most lIatiatyifig eXperience to see our patients regaifi tMir 
former viJII and vigor. 

SMALL WOUNW OF TIiE LEG 

by Major Tevor D. Novack, Me 

Although soft tis"ue wounds ot the elttreillities are usuall,y man­
aged by general surgeons duriftg the int~Ult of a large nUlllber ot combat 
casualties, genet'al surgeons as a group have HUle initial interest 
in such minot' wounds, preferring to deal with the more dramatic ones 
of the abdomen, chest, neck and arteries, and yet,.beoause these 80ft 
tissue Wounds of the extt'eilli ties make up such a largesell)llent of our 
pt'aotice in this war, it behooves us all to give conSiderable attention 
to them because of their eoonomic and milital'1 significance. 

For the purposes of this discussion, small wounds are defined as 
those Which have no bone, artel'1 or fierve inVOlvement. and such wounds 
of the leg have comprised about 100-15% of all wounds that we see. Their 
importance here is that these patients should all retut'n to duty 
within three weeks. Unfortunatel,y it has not been the invariable rule • 
Far too many have had prolonged morbidity, and many have had to be 
evacuated because their hospital courses have indicated that their 
cOllibat capability wuld be impaired fot' as much as silt to eight weeks. 
Such probleJ118 are almost never seen with wounds of the arm. 
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The specific probl'" that' arise in these small wounds o£ the leg 
are seldom connected wit.h wound healing. O£ £ar IIIOre signUicance are 
such eaaily a1lOided nuilances aa weak quadriceps, inability to extend 
the knee joint, lI8ak pretibial muscles, and shortening o£ the heel 
cord. Once est.ablished, correction o£ these ditticulties requires much 
time and e££ort. ot the atat£, and conSiderable discom£ort £or the patient. 

Causes ot these wounds are low velocity bullets (high velocities 
usually cause more damage and take the sounds out o£ this category), 
mortar, grenade or mine tragaaents, and of course, the ubiquitous 
punji stick. This last cause, resulting so often in filling of our 
wards, requites some special discussion. and several facts should. 
be noted. The punji stick, made of sharpened, fire hardened bamboo 
is intentionally contaminated Qy the en~. With inadequate treat­
ment, severe infection ma.Y be expected. Pieces of the stick freepently 
break off when deep in the DDlscle or jaJllllled through the interosseous 
membrane, and finally, the true depth of the wound is seldom obvious 
on initial examination, although the history me,y be helpfUl. 

Management of the small soft tissue wounds of the leg has some 
special teatures in the combat situation that we are seeing in this 
theater. Ordinari11' t.hey arrive with a group of patients of whom 
they are the leaat severely wounded. It. means that they must often 
wait for several hours for their surgery in addition to the hours 
which may have been required to recover them from the field. We 
occaaionally have seen established wound cellulitis in our patients at 
the time of their admission. It is our feeling that because of the 
delay of surgery, antibiotic treatment should be instituted aa soon 
as possible, and We customarily start aliter of fluid containing 
10,000,000 units of aqueous penicillin and two grams of chloramphenicol 
if there is no contraindication by history. We do not hesitate to 
double the initial dose of penicillin if an established wound cellulitis 
is present. Preparation and cleansing of the extremity are carried out 
during this wait, and if the patient has not dozed of£ from weariness, 
he gets an explanation of what his treatment will be, including a 
description of the post-operative exercises he will be expected to pe~ 
form, The initial surger.r follows the established techniques of debride-

,nent, Recovery o£metallic fragments is not essential, but punji stick 
wounds DDlSt be searched with great care. Any fragment which remains, 
being both organic matter and, badly contaminated will. it has been our 
sad experience, produce a late abscess, sometimes even after the patient 
has been returned to duty, when the fragment will probably be removed by 
another surgeon who will have lots to say to his friends about the 
original operator. The key to good debridement of any of these wounds 
is adequate incission in the long axis of the limb, including sufficient 
fasciotolq so that the depths of the Wound may be 'explored without any 
necrotizing blunt· dissection with the retractor. 

Intravenous penicillin and chloramphenicol are usually continued 
for 24 hours after surgery in the small wounds, and the drugs are then 
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continued intr_soululI" and orally te8peCt1vel;y, until 2 or 3 dqa 
atter the wund haa been cl08l!Jd. 

Closure in the small wunds of the leg is usually dOlle in j to<> 
5 dqa for missle wounds, and 5 or 6 dqa for the puji stick *oU6d4; 
lIbere IIIOre prolonged d.rainage had seemed, in our experience, to reduce, 
post closure inf'ectioti. We teel that it is iIIIportant riot to close the 
deep faacia in these alllA1l faaciotomies; and close only the skin. 
Closure of the fascia haa been aaSCIciated in our eXperience with 
rather Severe pain and lillaitatioil of motion. 

A 1IIO$t important, and too otten neglected aspect of trea_llt ot 
11'1, wund.. is exercis8. '!'he patient is taught the exercises by his 
surgeon, and then ia ahortdtl by the nursing service 8&ftral times a 
~. He is directed to perfor. these exercises for 5minuteaever.r 
half hour during thli d..,.. Bounds on the fol1ow1rlg d>mil'ig qufcklT 
proWl who has been .h11'kirlg. 

For tM stubborn quadriceps Which responds pOorl¥ to tlie'id_tl'tc 
setting exerciee', araded weight litting is, fjrelicril)&d" , uti'l:iZi!l'#', , 
sand in stockingette. ThiS sandbag anagementis coMtr'i:lc114fd' iW, liIl'c!If 
a "'83 that it can be draped over the patd:ents footi and the sl'Z'e1 
are rouglil7 .stimated IS It, 15, mil 15 poundS'. 

Where doraifiex1on problema are anticipated, a: biValYll'lejt'CIIlI't:, 
applied with the krtee flexed III'lIl the foot ill' ~ pU'B±-N cfbi'ii1~ 
nexion, is W'Orn at night and removed during the dat for lOOIl'c!is~' and 
for waJ.king Which is started as soon as pOs.i~e. W'earllfg' of tile 
cOlllbat boots and ru~ around the COlDpbund ill the tittla: sttlp" in' te'f­
habilitation. and deep krtlie bends on tM WQund'ed' le~, alotlff Dilikes' II;' 
good final t.st pi'iOl' to· diLSlShargl!! to dut! Whioh :I!a" J)f rih"" fi~lYi 
sought by aJ:molit all PfoU8't!'I$s. 



mTALMECHAN1SMS 

.~ental mechanisms are devices used by ever,yone to protect their self esteem and sense of well being. Theoretically at least these are automatic processes _hich take place at an unconscious level, but in reality a conscious el4!llilent is often present, and one popularl¥ accepted mechanism actually is called conscious control. A discussion of all of the mental mechaniSms would be too .3xtensive for a single brief article such as is desirable in this periodical. Some of the IIIOre useful one's however will be discus.ed in this and future issues. The mechanism of regression will be diBcusSed in this issue. 

Regression. is a mental mechanism in wh\ch quite uml~aredly one adopts more primitive we,ys of handling anxiety. Upon the arrival of a new addition to his farnily, a child who has given up bedwetting or thumbsuc~ing ~ reSume these activities, In his earlier life these habits resulted in attention-getting and reassurance. When sybling rivalry (and the threat of loss of love with resulting loss of self esteem) enters the picture. anxiety is incr<:'ClSed,and these regressive traits are again used in an ertortto cope w~th it. In some children the threat of a new sybling is so great that they resort to baqy talk and even resumption of bottle feeding. 

I.n adults too, r'ilgression takes place when anxiety increases. Perhaps the ultimate in regreSSion is seen in schizophreni~who suffer intolerable anxiety and who may even go so far as to .assume a foetal po­sition and require tubs ·feeding. Other extreme examples 6f regression in schizophrenics are seen in those who lose tile ability tocomrtlunicate with others, and who apparently fail to perceive even extremely painful stimuli. The regression of SChillophrenics ma,y be Inild or marked, but it seldol[ sta,ya constant. It either gets better or it gets worse. Nations as well as normal people ma,y undergo regreSSion of varying constancy. 

When anxiety increases among nations, regression, to some degree is apt to be of international importance. If the usual adult methods of handling anxiety such as qy negotiating and by diplomatic Inaneuvering fail, then more primitive methods such as severing of diplomatic rela­tions and declaring war ~ be adopted, As smIzophrenia represents the ultimate in.indiv1dual regression, so does >'ar re;>resent the ultimate in a nation's regression. While regression alWa,yb resul ta in a more primitive behavior, it does not follow that it is futile or without value. Where would we be as a nation if we failed to regress to the state of declaring war on Japan after Pearl Harbor? The regression to warfare with adoption of the primitive methods of killing the en~ and massive des­truction of his property was not Without .great benefit to us. It ulti­mately succeeded in our overcoming the tremendous and real anxiety of be­in.!" conquered or at least invaded by the Japanese in early 1942. 
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That we were tru4t anxious can be attested to bv allTone who remem-. 
bers thos 3 perilous de,y_ aft.er that de,y of inf8ll\Y. Dec 7. 1941. The 
tremendou6 celebrations and joyful festivities when the war endec were 
mute teat.imol\Y· to the degree of strain, worry and anxiety suffered Il'y us 
throughout its' duration. 

Tod~ in Vietnam we are once again necessarily regressed literally 
to. the law of the jungle in order to cope with the Viet Cong who threaten 
our Wtq of life. As the war with Japan ended, our state of regression. 
ended and we adopted mote civilized wqs of settling our differences, 
SoDle da,y hopefully our battles with the Viet Cong will end, and when 
the en8II\Y is no longer a threat to us, we can supplant our regreSSive 
behavior with more adult. behavior. . 

On a more personal basis we .readily recognize mallT discomforts 
which are example, Ph1s~cal regressions associated with war, We walk 
instead of ride, live in tents instead of houses, eat C rations instead 
of A rations, take cold showers instead of hot ones, and we are 
greeted with sniper tire and plastique instead of with l«)rds of 
welcome. 

, 
It can readily be aeen that regression to a state of actual combat 

is a useful thing for us as a nation. Is regreSSion useful to us as 
individuals aleo -- does it relieve our personal anxieties in addition 
to our national anxieties? The answer is a qualified yes, Resorting 
to drinking it not carried to excess relieves anxiety. We drink DIOre 
in Vietruun than at home. People are smoking more (and enjoying it less). 
Many who gave up cigarette after the recent cancer scare are again 
regressing to chain smoking to overcome anxiety, Orally regressive 
traite such as back biting, criticism, griping and being pet1llant all 
help to allst some anxiety. Almost all of us regreea in some wa,y to a 
more primitive (childlike) state of behavior in Vietnam. We stoop to 
doing th~ here we Would not consider doing in the United States. 
Potentially or actual.l.t hlmllt'ul as these childish traits ma,y be, they 
are often sublle and useful devices used unwittingly to rid our-
selves of tenSl.on. Talking about others, griping and finding fault help 
to boost our own eelf-elteem and hence has sOllIe positive valll8. Un­
fortunately regression it carried too far ma,y increase. anxiety and re­
sult in excesseS of m~ types with tragic consequences. Thus, severe 
and repeated alcoholiC bouts ma,y result in ruination of ones career, 
cirrhoeie of the liver or in fatal accidente;'excessive griping, 
criticizing and negat1v~em may result in one's being completely 
obstructionistic and in crippling the efforts of others~ 

Like most of the mental mechanisms then, regression is a two .edged 
S1«)M, poorly ·used it i.e hlll'lllful, wisely used it ma,y be most helpful. 



(Cont'd from p. 17) 
aere he was awarded the Nos of Nuclear Medicine Officer. 

Major Reba joined the 85th Evacuation Hospital at Fort Bliss, Te~ 
on 21 July 1965. He haa been assigned as the Chief, Medical Service 
since that date. 

Major Reba is a Diplomat of the American Board of Internal. Medicine 
and a member of the American Society of Nuclear Medicine and the American 

. College of Physicians. While he is in Vietnam, his wife and two children 
are residing in the W .. h1ngton D.C. area. 

SOME EPIDEMIOLOGIC CONSIDERATIONS OF MALARIA IN 
Us PERSONNEL IN VIE'lNAM 

by Major Taras Nowosiwsky, Me 
USARV Preventive Medicine Officer 

Most areas Of Southeast Asia. are still highly endemic for malaria. 
Efforts on the part of local governments, USAID and WHO to control 
malaria met With varied 'Uccesses indifferent countries. In Vietnam, 
because Ofhostllitie'j the control activities were limited primarily 
to cities, towns and ftl\)re secure villages. Areas where tod~ our troops 
are engaged 'in tactioal operations are, in general, highly endemic for 
malaria since nO control programs were in effect • 

. SPECIES OF PLASMODIA 

Three human species have been identified in Vietnam:. Po falciparwn, 
P. nvax, and P. malaria. Da.ta from civilian population (parasite-index 
studies) have shown falciparum and vivax malarias to be endemic throughout 
Vietnam, with the mountain-high plateau regions being nyperendemic for 
P. falciparwn (Fig 1). Malaria of P. vi vax variety occurs in greater 
proportions along the cout line and in the delta region. Infections due 
to P. malarias appear to haVe a similar geographical distribution to 
P. vivax. The bulk of malaria cases in US soldiers have been due to 
.P. falciparwn (97 - 100:&>. Early in 1965 and during January through 
March 1966 the incidence of P. vivax and Po malarias infections ranged 
from 0 to 3 percent; nol'le were documented during the second half of 1965. 

Most malaria acquired by troops came from the central highlands. This 
area had normally cool dll)'s and cold nights during the latter part of the 
year, COinCiding with the Obeervedperiod of absence of P. vivax and 
P. malariae infections. An interesting corollary comes from past observa­
tions in U.S, on strains of P.vivalt from Korea and Vietnam. It was noted 
that nvax infections in man remained dormant (i.e. in stages of incubation 
or remission) until the /Dean ambient temperature rose to above the 7CPF 
level; thus the majority of symptomatic nvax malarias in the United States 
(imported) revealed theJJIIelves only during late spring and throughout 
sUIIIlQer. _ 
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In Vietnam. all three species of malaria have been occurring in 
personnel who almost in"ariably claimed strict adherence to chemoproph,y­
laxia. In the case of patients with P. rivax and P. malariae infections 
such claimB undoubtecUa' Were too ambitious; their therapeutic response 
was invariably prompt and optimal" following their receiving conventional. 
doses of oral chloroquil'le. 

THE VECTOR 

Several species of Anopheles were proven to be Vectors of human 
malaria in Vietnam. A. minimus. A.. jeyporiensis. and A. balabacensis 
are the main Vectors in the mountain - high plateau region (which 
includes central highlands). while A. sundaicus ~as been' confirmed as 
Vector in the delta and slong the coastal plain" slightly north of 
Nha Trang. Additionall¥. A. barbirostris. A. s:.rle'lsis· and A. subpictus 
are suspected vectors in ell coastal plain areas. 

FIG 2. Seasonal dentit,1 of human malaria vectors in the mountain - high 
plateau regions of Vietnam. 

(An approximation) 
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In the highlands, with the onset. of the rairv- seasOll t~re isa 
riseln the density ot A. Ddn1mus. (Fig 2)'Aa the ,;j/IIQUnt (over 200 IIIB 

precipitation per IIIGnt.h) ind t.he force of ram further increase the 
breeding env;\.roruaent becOllles unfavorable for A. Ddn1mus its density 
diminishes. A. jeypol'18ns1s appear. next and breeds effectively during 
the perioq of heavier rainfall. Toward the end of the railV" season A. 
jeyporiensis density dro,. coinc~ing with increasing levels of A. 
balabacensi1l. , ,f'J:Q1I\:"p1demiological observations it appears that A. 
balabacensis ia theQlC)jStimportllllt malaria transmitter for the mountain-
high plateau region. "" 

,~, IN us TRqOPS 

It has been elltablished that very litUe transmission, if any, 
occurs in Arm,y base ca!llP' • maJor ,cities and towns. All these 10c&1i tiel! 
carry on active 1l)8ect control. In general. malaria in U • .s. troops i. 
acqui~d during combat olJllrat:\.ons. in areasprevioullly contl'9lledby 
Viet Cong Who have interfered with government sponsored malaria eradica­
tlonprogr8QIII. Our datalhol/ll that incidence of malaria 1sdirectl,Jr 
,proportional to thenU/llbet- of man-de,ya of exposure to an infected 
,enviroruaent. In one area, at peak t.ransmission season, a group of non­
illlBune individlJals experienced a casualty rate of approx:i.Du!:tely One 
percent of the population att8.CIked to" c.'-'Ch dq of exposure. 'rhis high 
incidence of ~eetlon o~curred wh1l6 personnel were On chloroquine­
jIlriDulquine prophylaxis. That most personnel ,were indeed on chemopro­
phylaxis Was confirmed ~ the frequency distribution of sympto.at:\.e 
palarias showing the Norillal Curve that peaked. 16 da,nt following exp0sure. 
'The protracted incubatiOll per:\.od hubeen noted repeatedly in perSonnel 
pn choroquine-pr1m;l.q1l!ne in connection with P. falc:\.parum. infe..:t:\.ous. 

Withou:tque"t;i.on the P.1/iYIIX and P. malariae infection. re.ain 
n~ ••• itiye to ,ehloroqu:\.ns-prinla.ql11ne drug ..:omt>1nati9,n. A1tho~ 
~rug resistMee has repeatedly been docull\E!nted eg~st P. falcipv\lDl 
IItrains from V1etnl!l!l,chloroquine~pr1laaqu:\.ns continliltS to be Qseful 
f188inst sensitive stra!ns as shoW by th. roUolol;i.ng ,elQlllP).e: twoappfll'Snt­
;ty well in4ividUals w:\.th laboratoJ'T IIQnfirm.edP. fal~P!U'U1II par ... 
"itemi. were diacovered .tIIIIOng a 1'0<)111 group of IOllU.",l's retulming rrolll 
a COI/IJ).t lII1as1on. WhUt both indiridu~ were continued on weekly chloro­
quine.,.primaquine tablet alone they rellll!-ined aayspt.Q.atic ~. be~_ free 
pf parasitem:l.. in 2 ~ , d!138 respect:l.vely. Blood lIIJIeara were followed· 
for alfd:l.t:l.onal 14 dqs W relJlained negaUve. 

In the presence of chloroquine reIJistant strains of P. falcip8;fUIII our 
current chemoprophyl~ will only in part be succesaCul. In areas Where 
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resistant strains predcm1nate significant numbers of malaria casualties 
can be upected; they wlll be closely related to operational involvement 
of troops and to sedoil. 

. .•. 
Fig. 2 show that a seasonal increase in incidence of malaria 

ma,y now be expected. 

Fears of introc1uction of malaria into United States are justified. 
An analysis of cases wIlioh had occurred in U.S. during 1960 to 1964 
has shown that for each 250-500 imported cases (P. malariae were excluded) 
one local transmission ot malaria had occurred, involving one or more , 
people as a direct resUlt. of the importation. (J .P. Loby et al.., in press). 
With an incre .. e in milit.ary tratfic from Southeast Asia .the concern over 
introduction of P. vivax and P. malat1.ae, with subsequent propagation, 1s 
a very real. one. Only st.ress on terrilinal. chemoprophylaxis and early 
diagnosis of imported cases will reduce this danger. Jeffery and' Eyles 
(1955, Amer, J. 'trope Mad. Hyg., 4:781). while working with falciparum 
mal.aria, have noted that. gametocytes infective to mosquitoes are absent 
for at least the firet 14 da,ys of paJ-asitemia. This tact in conjunction 
with the "malignant" rtat.1ll"e of falciparum symptoms' enhance the chance of 
timely discovery of sueh cases. ' 

THE POSTERIOR COLUMN 

BYGONE DAYS - II 

Cases of tic douloUreux are hard to come by now and on III8IW lar~e 
services one ma,y not .ee mo~ than a few a year that come to operation. 
On the other hand, there was a time when the cases gravitated to a few 
clinics that were known tor their treatment of tic. One such was the 
service of Francis Grant. at the Hospital. of the University of Pennsyl­
vania. Continuing the series that was started there by Frazier in the 
early 1900's the clinic was well over its 2000th case in 1948, with a 
mortality of less than 1', when three consecutive cases done by the 
resident staff died. 'l'ht!y were catastrophic deaths - pulmonary embolism, 
gastric hemorrhage, and coronary occlUSion, but to Dr. Grant, who had 
kept to less than one death in a hundred in friendly competition with 
others, this Ifd staggering blow. He came up fighting. "Do you realize.," 
he said, "that I'm going to have to do the next 298 Cdes without losing 
one". Two hundred and llinety-eight cases of tic douloureux! 

Wal.ter Dan~ Wd another surgeon whose "special. II operations ran in 
the hundreds. In hilS lifetime he made about 700 sections of the vesti­
bul,ar nerve for Heniere 'II . disease, and the following slip of the tongue 
shows what a household word "Keniere's" had come to be in Bal.timore in 
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those dqa. I Willi reviewing a series of intracranial aneu178at8 for 
Dr. Grant and came aeroa. a calie in which Dandy and Grant had collaborated 

'in the JIIIIllagement. All their correspondence was in the file. It had 
been decided that the patient was to go to Baltimore for operation. and 
she was sent. and a short note from Dr. DandT then stated he 'IIOuld notit,y 
Dr. Grant of the date the patient Willi to be scheduled so that he could 
come doWn. It is this notification that is interesting. It was a telegram 
acknowledging the data of br. Grant's arrival and further stating that Dr. 
Dand,y would meet him "at. t.en Meniere's to nine." A remarkable slip. But 
there were no Clthers, .. a final note from Dr. Grant expressed hiB great 
satillfaction lIith the Out.oome. 

-------
When we s&;1 that t.he people in the good old dqa were colorful. we 

must remember, too, that t.heir 'IIOrk was. There are all sorts of hues and 
shades of things up and dOWn the brainstem, and theT were named as they 
appeared. To Von Monlllo;,W it was the nucleus ruber. To SoeDUllering it was 
the subetantia nigra. others saw the globus pallidus, the gr~ of the 
ala cinerea in the floor ot the tourth ventricle overlying the vagal 
nuclei, the grq around t.he central canal, the stratum grilleum of the 
superior colliCUlus, aIld t.he locus ceruleus. Stilling came up with a 
simple one. Slicing hi. W~ up through the pone he came on a circa.­
scribed, deMelT white area that «cupied the Jlliddle of the tegmentum. 
To him it could be onlT one thing, the nucleus blanc. But our luck did 
not hold. Someone ceme IIlong and renamed it the decussation of the 
brachium condunctlvum. 
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lEI IIl5PlTAL PERSQJHEL 

Lt Col Thomas D. Ke~ is a 1946 graduate of Creighton UniYers.!.;',:>",_ 
School ot- Medicine, 0iIaha. Nebraska. HIt was assi4!ned in Iorea traa 19.!r7 
to 1949" a Prewntive Medicine Officer and than returned to cillilian 
lite. He returned to acti1le dutY' in 1951 and ~ assigned to the vn 
Corps in Ge-., followed _ by" an assignment as Rep-ntal Surgeon 2d 
Araored Cay. He returned t.o the Ad1lallced Course at MFSS and then had a 
residenq in general surge..,. at Brooke General Hospital.. On completion 
ot tbia. he _nt to Korea where be was assigned as Chief General Surge17. 
121st BYac Hoapital, am later as CO, 43d Surgical Hospital. On ret.urn. 
he was assigned as DiYiaion Surgeon of 2d Airborne Diyision. and in 1<;62 
as Chief Department of Surge17. Fort Sill. Oklahala. He is a J)jpl~te 
of the Aaerican Board ~t Surge17 and Fellow American College or 
Surgeons. 

CHIEP' (6 SURGERY SERVICE 93RD EVACUATION HOSPITAL 

Lt Col Walter C. Gordon, Jr •• Me. is a nat.ive of Albal\1. Georgia. 
He obtained a B.S. in CheIIi.at.r,y 'fre. Hampton Inatit.ute. Va. in 1947 
_am an II.S. in et..1.str7 from t.he George Washington Carver Reaearch 
FOUDdation, 'l'u8k.egee Inatitute.Al.Ii. in 1948. Followingbia medical 
training and receiYing an II.D. Degree at Mebarr,y Medical College. Rash­
yill •• 'fIInn. in 1955. he ~rned at IAItterman Arm.1 Hospital. S. F. 
Calitornia in 1955-56. HIt attended Arm.1 Medical Field Service School, 
Ft sa. Houston. 1956 and had a Residenq in General Surger)', WBAH, 
Washington. D.C. 1957-61. He is a Diplalate ot t.he Aaarican Board ot 
Surge17 - 1962 and a-Fellow of the American College ot Surgeons - 1964. 
His prenOUB asS1gnants include: Walaton Arm.1 Hospital, Ft »ix. New 
JerHY',1961-62, Division Surgeon 7th Int DiviSion and 00 7th Med Bn -
1'}62-63. the IlUitarT Medicine and A.1l.ieii Sciences Course. WRAm, 
WlWIC 1964, and Chief ot General Surge17. lrtoin Arm,y Hospital, Ft RileY'. 
IAIDS8S 1964-65. Lt Col Gordon's wite. Suzannt, and son W. Cad, II 
reside at 912 Dorsett St •• Al.ba.D,y. Ga. 

CHIEP' PBOPESSI~ SERVICES 9JBD EJACUATION HOOPlTAL 

Lt Col Th~s Hudson. Me, graduated from high school in Flcrida 
in 1945 and entered Tu1ans UniversitY' for his premedical am medical 
school training where be gradua.ted in 1954. During this t.ime he had a 
18 month draftee tour in the &rIII,f am was in the Arm.1 of Occupation in 
Japan in 1946-1947. He intIImed at Madigan Arm,y Hospital and served 
as a battalion surgeon in Alaska until hie discharge. Atter a general 
practictl resideDCT he decided on a general surge17 career and reentered 
the &l'lQ' tor a 4 Te&r resideDCT at CharitY' Hospital of Lousiana at New 
Orleans. He again returned to the Pacific and Chief or General Surge17 
at 121st BYac. Hospital in Korea during which he had a 31.Jl.ont.h tour 
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a8 ~h!Log Surgeon in Korat. TMlllUld. Ths career course at MFSS,was 
waitiDc hi8 return prior' to hi8 &88~nt at Martin Arm;y Hospital a8 
Chief of General Surpry. He joinBd th8 93rd. EYac. Ho8pital at Fort 
Riley on 19 Sept 1965 for another tour in the Pacific where he was the 
Chief 'of' Surgery until 1 May when he be_ the Chiet ot Prote88ional 
Serrice8. 

CHIEF, RBlIROLOGY SERVICE 235TH MEDICAL DETACHHEBT 

Capt. Robert Darotf. Me. graduated from the Universit;y ot, Penn-
8yl"f&llia School ot Medicine in 1961. After interning at Philadelphia 
G"neral Hospital. he took his three year Neurolou training at Yale. 
the laet year ot which &8 Chief Re8ident in the Yale-llew Haven Mlldical 
Center. Daring his Re8idency. he8pent U. &8 a viBiting 'ellow. 
at the.Univer8it;y ot Miami. in Ne'Ur'O-OphthalmloQ', which is his 
area ot 8pecial intere8t. He has publi8hed eight prote88ional 
article8 in his Field IUId has several more in preparation. 

COMJrAlWIIG OFFICER 235TH MEDICAL DETACHMENT Oro 'l'JW() 

Major John A. Bowu.n, 11:. was born and rai8edin Mt.. Joy. PA. 
He is a graduate of Frank1:l11 and. Mar8hal College (1955) and Templ.e 
University School of Medicine (1959). Kajor Bo_ completed his 
re8ideacy in psychiatry at Walter Reed in 1963 and has had tour8' ot duty 
at orsG. Fitz8i11aonsGeneral Hospital. Valle;y Forge and has been in 
VietlllUl 8ix (6) months. He is married, has three (3) chiJ.dren and 
probably four b;y the time thi8 news letter is publishedl IIrs. Bo1Iaan 
i8 presently re8iding in Wheaton • .iii. 

CHlEF, MEDICAL SERVICE 93RD EVACUATIOlr HOSPITAL 

M4jor John J. Deller Jr. had hi8 und.ergranuate training at the 
UniverBit;y ot Pitt8burgh and graduated trcm the Medical School ot, 
the _ Univer8it;y in 1957. He interned at FitzsiIIaons General 
Hospital in Denver, Col. and did hi8 re8idenc;y in Internal Ifeclicins 
at Walter Reed General H08pital. Upon completion of re8idenc;y training. 
he 8erved &8 interni8t at the U.S. Arm;y Hospital. We8t Point. He. 
8ervedda one year fellOWShip in EDdocrinolOU and Jiltaboll_ at the 
Univereit;y ot California in San Franci8co traa 1963 to 1964. Prior 
to coming to Vietmm &8 C-ming Ofticer ot the 18t Medical Battalion 
with the 1st Infantry Division in September 1965. he was chisf ot!the 
Generalllaclical Serrice. Radi08otope and EDdocrinoloQ' CliniC8 at. 
'Lett.el'lllUl General Hospital in San. Francisco. 
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1IIWlQUAJlTERS 
93rd EYacuat.ion Hospital 

!PO US Forces 962Z7 

Unit History and Into.-tion 

Welcc.B to the 93d BYacuation Hospital (SllBL). You are joining a 
unit with a hist.ory of' ontstaJ¥iiDg service to the US ArmT duriDg war 
and peace. 

The parent unit of' this hospital vas actiyated as the 61st Surgical 
Hospital in JulT 1923 and. assigned to the Organized Reserve in the VIII 
Corps Area. On 1 June 1941. the 61st Surgical Hospital vas transferred 
to Fort Gearp MItade, Mar.rlaDl and. pl.aced on the acti". clut7 status. 
The7 participated in the Carolina Maneuvers of 1941. Following this a 
training aission vas reSUMCl and the,. continued. in this status until. 19 
August 1942 when it was designated as the 93d Evac1ation Hospital 
(Jrotoriud). The training mission continued. until 4 April 19lt3 at 
which tims the unit stapel through c.p ShaD\r8. Hew York boarding ship 

to reach Casablanca, IIorroco on 24 April. 

Ddring their stq in Korth Africa, The 93d Evac Hosp f'unctimed as a 
regional station hoSpit&l.. 

B7 earq JulT all patisnts were evacwated and the unit lIOYed' to port 
depa.rt1D£ b;y ship 9 JulT. On 10 JulT the unit l.earnsd of' its role in the 
Siciq Invasion which occurred that da;y. The first el.eDlnts arriftd in 
Siciq the evening of 13 JulT. CoJlSiderabla difficult,. vas encountered 
in locating supplies and equipl8nt, but despite these, the first casualties 
were receiftd on 16 JulT. The hospital closed on 23 JulT. casualties were 
eV&CUILted and on the D1ght of' 23-24 JulT. a blackout mo,6Ilflnt _s acCCllll­
plillhed arriYing in the lIB" area 0600 hours. B7 1800 hourIS,. the hospital 
was established and receiYing casualties. Two subsequent aoves _re made 
in Siciq and on 6 Sap the hospital vas apin closed for the preparation 
of' the inYasion of' Southern It.al7. The 93d Evac Hosp arriftd there 23 Sap. 
AcUn support of' the ca.paign in It.al7 continued. until 5 Ja.nuar,y 1944. 
at which tiae orders _re receiftd to claar the hospital and prepare to 
support another assault. The hospital and-.le perllOJlDlll _re l.osded aboard 
a LS'l' on 19 Jan. arriYilla in the Anzio Beachhead 22 Jamarr 1944. the day 
of' the invaUon. The initial plan callsd f'or the Janding of' the hoSpital 
that .... ning. however. resistance pl"ImInted its unloading until the after­
noon of' 23 J&III1&l'7. The laming vas acc:oaplished under continual shelling. 
The hospital was esteb1ished am again began receiYing casualties. On 
24 Jan, the first shelling of' the hospital resulted in casualties. Despite 
the buUdiDg of' trenches and rnett.ents casualties continued. to aount 
and on 29 January the unit vas ordered to __ north of' lfettuna· a-:r f'raR 
the actual port facilities. Attar the _ve fra. AnIIio, activities had to 



be restricted be_at _rouaI'81dS.' On't.he Di&bt. at 29 March. a ;raid 
reeul.t.ed ':in tift cleat.ha aDd 34 ~plU8ial-p equi.pI!.-, loa88s. On 
11 ~ dinte1"-wJ1t. t.r&r:I8ter at all perllOllll81 bet.ween t.he 11t.h Evac aDl 
t.he93d'1dc Hosp l"8sult.ed :in rat.Ul'IIing t.1Ie unit. t.o rut.h ArQ _t.h or 
11.-. 

B7 10Juq,thehospit.al .. _t.ed at pat.ienta &Ill at.t.ac:he4to 
Sevent.h A'ifq. On 23 Juq, t.he"landu.,at 8Cpt" ...... ~H'lbecJ lor 

t.he imae10n at SoIlt.hem P'raDce. Pel'llOJll181 were loaded dv1rl& ,6.6 A~t. 
&Ill lardedtopt.her wit.h their ~ on D-Ilrq', 15 Aupat. 1944. B.r 
17 August t.he hospital .. recei'rillg caaual.ties aDl cont.imlecl t.o do 80 
through t.~ W&l'8, ellll IIIOriDBt.brough Sout.h France to Gel'BlQ,7, lut. 
casualties beiJIg l"8ce1"ft1d &I'OIIDd Kerarrrbe. Ge~. 

Atter~ serriDg as realOdal. hospital, t.he unit. , closed in llcmiIIber 1945 
in prepui.tim lor ao1 HIt. t.o Camp W-r, lew Jersey., reach1n& t.hel'9 
12 De ......... 1945 at wbich tDe it vas 1nact1ft.ted. The unit. wee l'ttI'et.i­
_ted on 17 J&IlIIiU"t 19S5 at Part. WeT, KaMlis'.u.ch )as been its bcIa.O 
st.ation sinCe that. tiD. IlIlriIIg this period, it. has part.icipated in " 
exercises sagebrUsh, 195' in Iou'· ......... Svitt. Strike, Il~ 1962 in South 
Carolina; .,.,sert. strike, 1964 in CaUlOl'llia. plus JJUal'OIls other loc';" 
aDd regional. elIItrc1ses. ' 

!be 93ct Evac Hoep at"I"iftd in Viet._ 4 liJoy 1965 aDd be~ o~onal 
1 Dec 1065. , . " '" 

CAMPAIGN PARrICIPA'l'lOI CREDl!S: 

Sic1l7. Iaples-Pog1s (v/&IT'OIdIead); Ansio (v/ar.ro ....... h ,~ 
Sout.berl1 P'l-imce (v/arrOWhead); RhiDeland ; Arderme/AlNce, Ce~ ~. 

UIII'f DEOOBiITICIIS: 

IIH'1tOl'ious Unit ec.endat.ion, St.ra IIWZ eMroW.rad EUliOPlWIfilSAUR. 

um,'cus!: 

!lie 1Iadp, is in t.he colol"8 at t.he IIiIdical ~JAt. Oil sil~. '!'he 
cross is • IQ'IDbol 01 lait.h, t.he 8Jl8kes are t.heB,Yllbol or Ae"~~11,11 < iJ!It 
Greek GOdoll(ed:lc:1" vb:lle t.he ~graaate ill a IIJIIbol atasclic:lqJ ~DW. 

7JlJJS'r r:- ~to is in latin FIDE Er FIDUCIA is t.ranslat.ed as FAITH A,W 

!!T!!§lO! 

!be ~siCll at the unit. is to proYIde bospit.au .. t.ion lor ~ PfL~nt.s, 
ariginat1irc in t.he Clllllibat. lOne. ' " ".',,' 
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'line 93d EYacuation Ifoapital stationed at PCII"t Rile,y. lana .. 
received its alert tor Oftraeaa Il109] .nt on 31 Jul 65. two da.ys prior 
to this. the 1st Int Did.eioo bad received ita alert tor slld1 .... _­
Mnt 1frf7irJ& the pel"SOlIMl of the 93cl BYac Iioepital. tor tillers. A 
total of 56 persomel MIre transterred.. P'rca t.hat U- until its event­
ual departUl'lt elAte 15 Oct., actid.ti.e .... directed toward prepar!4ian. 
Personnel and equi.-nt readiness dates Were 21 Sep, a date 1IIhich _s 
_to 'line professiOnal. Caapluent with tew esceptions ar.t"iYSd 19 Sap, 
ho_ver. it ... possible to ha .. U- prepal'ed tor aonMnt 21 Sap. 
~nt ... loaded 24 Ssp beiJIS sent to Be_nt, Texas tor shi.-nt 
to Y:1etnaa. Personnel vere trairJecl ineofar .. tiM ani equiJ&8Dt pe ...... 
aUted and on 15 Oct. 1IIIt'e airUtted to San Diego. Calitornia departing 
b.r USIIS the _ da.y. 'line unit&rriwd at Yq 'l'au, Y:1etnaa 31 Oct. 
debarki:n« 4 NoT tor air lhipaent toB1en Boa Airbase. 'line uni1. bi1lOUacked 
!nib area proYided b.r the 2d Brisade 1at DiY trca 4 NoT to 4 Jan 66. 
'line last e~nte departing the biVOUAC erea 4 Jan 66. Dur1n& the period 
4 through 26 NoT, tile unit rmsined in a uoD-operational. status. Red 
Circle TA1' equiJaent and auppllee Were recei. 7 throJIIh 10 NoT. On 
27 NoT, the f1rBt '1'(B equ1Ja8nt tIU recei.. 'line unit i ediateJ,y_nt 
to -n estabUshing a hospital in the milcu .. prorided b.r the 159th 
Eng1mer Group. 'line patient t.reataent. t&cilit.:1es .... established in 
sqi-peranent buUd1..,.. Jfoap1tal. IIQ. A l D .a1atrar. 1'IlarMc7. 
laboratol'7 and -l'.-Ia,y .... establieh'lCl in tents. lnit.:laUT 220 beds 
.... prodded, by 20 DeoeMber this bad expanded to 3SO bede, a l.eftl of 
250-210 pat:1ents be1n& 1I&1Dta:1.J:Ie4. 

On 12 Jan 66, t.h1s bospital expanded to 410 beds and IIIBinta1ned 
a census of 250-.340 OCCUpied beds. Dur:Lnc this per1od&1l. e<apleli:es 
.... -.Meted. Warde. ade1niatratiYe, and SUPPlT areae .... operetiJ18 
in their .. sigMd buntH•• 'line coD8tnlct.1.on of e1clewalks and iD8ta11&­
tioo of e1ect.r1e&l ldriJIC continues. lapto. nte in the eecur1t7. in­
cluding canstnlct10n of pte barr:iere, personnel buJIkInoe, and pard 
bunkers is cont:!mi .... 

During the period 1 Jan to 31 April, the 9:3rd Evac has cont1Dled 
to show steadT prqgrese, fiex1billt7 and abiUt7 to expaJIII. A total 
of .3298 pat:1ents _ IIdIIitted ..,... which there _re 1137 lRHA. During 
this U- 854 pat:1ente 1Mre evacuated GIlt. of countl'7. 
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• 
A Report it 25 Cuts 

Alan H. Beftll8tt,· capt; *'.Walter C.Corcloo, Jr., Lt Col, 11:, 'lhdIIas D. KiI~ 
Lt Col, 11:. . 

Frca the Surg1.cal. SeI'Y1 .. , 9ld Ene IIosp1tal, APO US For .. s 9622:1 

The rapid eftCUAtlon of pat1e1lts rna tht sits of 1i01UJdi ng to a 
hospital tor clef1n1ti... Ute eaTiPS. lNl"ael'7. ae is DOW possible with 
our pr811811t Aero Medica1lhacuation s,.., ICll1 without. doubt prow 
to be a -Jor fact4r in lowr1J1g aortaUt.7 ani. IICI'bidit.7 rates ..tong 
c .... t caaua1ties. _ell the COIIPliect statistics are finally anal3sed and 
caapa.re4 with thOse fNa predou.s 1IIU"s. 

With this rapid eftCUAtion, hotIner.. C<* the cllallenge of _n­
ag1.ua All WII.hal .... r of 8O-C811..t ~ WOUDdedw patients. Oar 
..... ~ ... riac6 At the 9ld lW&cuationllosp1tal alerted 11,8 to the prOIl-
pect. of fecttiYUtc ._"... of ........ lJ' Wollllllecl patients, wbo upon . 
...... iYal Were still ali ... chilltly be ..... of the rapiclit.7 with Which 
they .... traaspol'ted to WI; 118 tbel'&tore anticipated that ae the con­
flict JlI'08Nsaed, a laraer total effort ttoIW1 be dnoted to atteiapta 
at reBWIcitation ani. saly ... of patisnts falling in this categol'7. 

Ddring 0lIl' first llOIlthof operation, 1 DeCMllMtr thru ~, De'~r 
196" 691 pat1ents Were adaitted to the hoepital of MIlich 200 1I8re 
ce.bate&8ll&lt1es, during the _ pariOCl of tJae three patients W1"8 
adaitted who Were in ~ 1IhoClt, with bloClcl p1'eIl8UreS rang1.ng from 
90 -.life 8JBtolic to wO", ae a re8Ult of euaDgtlinat1Jl,g heIiorThage. 
By theU8ll&l. criteria of triage each of these patients was Clas8ified 
ae -.ort.&l.l7 1IOUIIdedw• ani. in the ... ss caaualt.7 situation would have 
lMien tNated expectantly. At the tJae of their &l"1'iYal., hOll8ver,the 
relati_ly stable ccmdition of other less se"' ... 4 injured caeualties, 
&lid the aY&ilabUity of lIIIPle peI'8OIIIIItl. pel'Jlitted iwpediate attention 
to thea. Corresponcungly, in each cue, attar ~ blood bad been 
started the patient was traneported to the operating roaa with the aim 
of controllirlg the ..... , ... ae a part of the resuscitative effort. 
All three-patients died, ho1I8wr. iBaed1atel¥ attsr the skin illci.8ioDB 
1I8re Jlllde. Since each patient was being 11811 ox;raenated ria endotracheal. 
intubation &lid ~ blood was beiJII tl"&ll8tuaed, .. lIIlepected that 
inadequate tie_ pertueion re8Ultiltg in ~tive acidMia led to the 
tendnal e_nt in the rona of c8rcliac aneet. We the ... fare coDC81inlld 
.0000000lves with planning an approaoh to the ......-nt of thiB t1Jl8 of 
patient. &iM<l at 1'arestalUng th:lB BWlpeoted series of tel'Jlilllll. eWnts, 
thus gajning aore time in Which to ellow the IllU"pon a wcharcew to 
control the bleeding. . 
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Baaed upon the Sugge8t.ion of LUlehei. et. al. (1). one of us (AHB) 
proposed a t.rial of large init.ial doee8 or cort.1aone in conjunct.1on wit.h 
ot.her re8uscitat.ive .&8U1'e8 1ncl~u.g whole blood. in an at.t.empt. t.o 
iIIprcmt' t.1saue perfu8ion in view ot t.he crit.i~ low cardiac out.put. 
vb1ch t.heee pat.1ent.8 exhibit. upon arrhal.. We exploit.ed t.his'idea, 
and 8IIIJI1ri~' designed a clinical. 8t.udy vb1ch define8 our present. 
approach t.o t.he ~nt. ot ~d pat.1!11lt.8 in ext.reae heJIlorrbagic 
8hock. and at. t.he 8_ u.e pe1'll1t.t.ed U8 t.o eYBluat.e &rIT po8sible 
"lite-extending" benetit.8 traR t.he earlyadminist.rat.ion or large doBBS 
ot cort.l8one t.o t.hese pat.ient.8. 

Haterial.8 &: Mitt.hods 

Fraa 23 Januar;y t.hru 30 April 66 t.1I8nt.y five pat.ient.s 1I8re included 
int.bi8 8t.udT. all ot wbaawre injunsd a8 a re8ult. or boBUle act.1on. 
While _roue other pat.ient.8 in II1lcl t.o lIIOden.t.ely 8evere 8hock vere 
adII1t.t.ed clur1ng t.he 8_ period of t.iIle. t.ha7 re8ponded t.o t.he U8ual 
-.-nt. wit.h prcxupt reveraal of 8hock and_re not included. 

The 8t.udy group general17. conal8tecl or those caaualt.ie8 adII1t.tecl 
wit.h blood pre8sure8 leee t.han 90 -.fHc with a ranp down t.o ·0" 
hoWItver. eeveral pat.ient.8 are :ine1uded who tIIId admi8sion blood pres8ures 
r~ trolll 90 IIIII/Ifg t.o 170 -IHc 878t.ollc, but. who had a precipit.ous 
and auat.a1ned drop t.o crit.1cal leve18 below 90 during re8uscitative 
8urgerT. 

Int.enaive resu8citat.ive _aBUreS were 8tarted in t.h!I. A&D and Pre-
Op Sect.jpna. Sufficient. clot.hing _8 reJlovecl t. 0 pel'll1t. rapid &8Se888-
_nt or voum8 and 8ecuring and/or appllcaUon ot pre8BUre dre8sing8. 
lDIIIad:iat.e at.t.ention t.o t.he airla7 a88U11l11d highe8t. priorit.7 aince the 
8evere8t. pat.ient8 1I8re found t.o be aemi-cOlllllt.ose and in t.he t.hroe8 of 
secoJ¥larT respirat.orT diStreS8. I/;yperext.enaioll or t.he neck wit.h forward 
replacement of t.he tongue amlll&lldible cCllllbined with suct.1oning ot blood 
am secretions from the hypopharynx were routinel7 perfonaed a8 imicat.ed. 

Patient8 who were semi-comatose froIIi shock am/or respir&tor,y in-
8ufficienq uJ¥le.-nt ~t.e endot.rachealintubat.ion without. amost.he8i<., 
and OlI;J'genation vas 8t.art.ed emplOJing t.he AIIIbu Bag. Tracheo8t.aaie8 were 
not perfOl'll8d in t.he AId) or Pre-Op Sections except. in a few eases where 
t.he location and nat.ure of the woum JUde eJllot.racheal intubat.ion 
hazardou8 or t.echnic:all,y uJ¥lul7 difficult.. 

lD t.he _.1orit.7 of case8, 8ufticient peraoDll81 were availabJ.eao 
t.hat. at. lea8t. t.lI!) major peripheral veina.eouldbe cannulated during' 
t.he s_ t.im. th"lt. the above _ure8 118"' being carried out., and 
a sample of b.lo~1 submit.t'd t.o tte lab tor Cro88 matching and t.yping. 
In the majority of Ca<>".'l " direct Nqueattor unt.7Ped ·0· negat.ift blood 
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~ ~ titer was .... clat to the. ~~o&l. state of the .. tient, 
IIblIlH veiDs _re kept opeD v:tth cUniea]' . at fun f~ rates. . 
&D;."pat1iDt8-.... -,iven aa init.1al ~~et1on~' 89.2 (2yiala) 
IIiIq. d',IIGClu. biearbcmate, 50 cc·~ _ wamrltol aul 0118 dal of a 
'riitabl' IpreparatiGll tbru the I.V. tub1lr&. Alteraate pat1ldl1ls re .. i .... 
500 • ~ Sok-cortar :I:n addi.t1on to the above-'1eat1one. 

DartDS the ... few 10 ....... wIdJ.e waiting for the Whola blood. and 
iDdwelliIIB cathtteT was inserted into the tII'1D8r7 bladder iU:d .... re 
f ... ible extremities _ wrapped with ace dressings up to to... poin. 
in lieu of pla.cing patients in the Trendelenber, position, which _ 
beU.". throws abdOlliinill. viscera UIIIlerncath the diaphrip., thwt Uaiting 
its excursions and JlallperiJl& re!lpil!at1on. When whule blood arrived. it 
was st:ar<tecl under pea_ ut;\'u,..",. a curf, &ad the patient .., then 
1.....ttateq transpllll!ted: to the ....... t1'\t ~. . 

0Ilea in the ~. _. win1 .. , &IIIt$the1lia With h1ch ca;rPn 
f:1ow II&tea was. ~. and after • liaited aJd.n preparat10n ...,lo7-
ing ~. ar '-taM- surgical expo ..... ~ the bleeding aite .., 
carrW oat. - fI!Jeg IIIDIltrol ~ the ~ w.a acc.plii1he4 bT 
dWP:!i,,&, dtlsU.' pre __ (·fiJWJr in the dike·) '_in a tew ..... 
.., beat coJltroJJlMlll .-ilTbT paddDl. In.neral ..... it we 
ttl II 1Ii1ae to __ t1ll'1lller 1I8Idpulat.1aaa until &tti8r init1a1 c.OQ\rol 
~. 1tl.eediDS aad t. an __ 1Dteria of further ibteneive blood replace­
..m.. IIariDg tlda iJd!aria. wldoh in _ ... a lasted approzlate.q 45 
m-tn. repeated lIdiI:lJaiatraton ~ ld.oarbonate &lid in_ st.uIb-
pati:eDts aon cortisone was 81-. &lid Yipraae aqpnat.1on .., lJ..b­
__ oarr1ed out. Return of cap111&1'7 fi lli• in local t.1a ..... 
eat1d&0t0r7 uriDar7 output. and a poadUal r1ae of the IJ78tol1e blood 
pr ......... ral1~ N,pitied a fa'VOJ.'ahbt a.pones, ud the operaUon 
was t_n CGIP]eted. 

'l'abJ.e I eLve. an ~ie of tbe 25 patient. _pel tbD. far, 
, ..... """IiDS that 18 or 741- bad blood ........... 'below 90 -IDa, lIhile 
7 or * bad IIIIII1ais1cm bl.ooclpre • ...,.. creater tban 90 -.!If&( cf.llllll8D1&ted 
shock) .'but _n addecl to the S1ltAV 1dJID the)' "de.,..,......ted· d.ur1. the 
1lIJUa1. re.u8C1ta~ __ •• . 

'l'able I Severe.q Wnugclecl Patients DeCCQ8D1&ted Upcm .AdD.alon 
Versus 
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'l'otal , Pat1enta - . Dec.pellll&tecl ec.pellll&tecl 

B.P; - 90 -vas . B.P. 90 -t ... + 

2, 7 (28) 

'l'ba. _raU rellUlta ot the total effort 1D 10.... 2, pa10ianta _ 
Nl'leetecl 1D 'l'abl.e II. 1D 1Ibieh , .. patinU an olu.itied 1Dto N-
IIIISdtat.iw aucce..... re ... eitat.i.,. fail1lre. &ad t.be total. deatbll. 
'l'otal deathe 1Dc1ude t.be re ... d.tat.iw tailure. plwI those patieJll;. 
vbo died of _... other thaD Ilretrac1oor,r lIbockw• 

'l'ABLB II ClA •• 1ticat.icm ot PatieJll;. SbowiItc ..... dtat.ift 
Sacce ..... "81I8citat.ift Fai.l.ur8aaild total. Deat.ba • 

.. _itaUYWi Succe.... .. ... citaUft Failure. 'l'otal Deathe 

22(.) 3 (1~) . 8 (,~) 

'1'he -ritT of the iDJurie. 1D the enUre P'01lP _8 ref1ectecl 1D 
1;be awrap ........ ot wd.108 ot- b1oocl. &1- &8 ..u. &8 tbe period of 
u.s 1D which pat1eJll;. _1"8 in shock. 'l'abl.e III 8hoVe 1;be b100d 'l'ra.ne­
tueloll etat.ieUce tor 8IIl'1riYOl'e. re ... citaUw tai1ure. &lid the tiw 
patients 1Ibo died of _e ot. .. r thaD -retractol'7 shock-. 

'1'ABLB III 'l'raDlltueion 1D three II'OUJI8 of paUent8 1D to.. 8tudy 
and the aft .... period of shock tor eaeh group. 

SurYiYOl'8 "'uscitaUwFallure. Deathe rr- Cause. 
Other thaD 8bock 

A-raae 8100cl 
"plac n1o(wdt.) 19.6 24.' 38.8 

1laDp 5-36 23-26 14-68 
)led1an 19 2It It6 

A-raae Period 1D 
Sbock(1IiDute8) 97.7 )01.6 136 
Bange ,0-240 215-450 20-250 
)led1an :a 2+P 1~ 

'1'here .. abeo1utalT 110 clitterence 1D t.be cJ.1Dical coar.. of those 
patieJll;. who receiftd corti8ODS dUl'1.Dc re81l8citation 8Dl those vbo did 
not; .Oat ot the 22 patient8 lletecl &8 -reauscitatift SUOce.se8w 1D wc:a 
it _8 po88ib1e to Nwrse .hock. exaotJT ODS belt (11) receiftCl -
CarU8one. or the three re.uecitaUft tallure8 two receiftd corUsone. 
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DISCUSSION 

'1M resulta pl"esented 011 bl.oOcl traDatuaioDB required for the entire 
8I'OIIP prior to aChHri.D& atablliV, reft&l. an overaU total a_rap 
rep1e ......... ot 27 oS 1Ul1ta. When one cona14ers tbat the blood _1_ ot 
the a ..... 70 JdJ ..... soldier, in _lleat Pb.Jaical condiUon. 111 . 
approxlMtelT S liten, it 18 illpressift to DOte that averap patient 
in th1B aer1Bs receiftcl the equ1nlent ot s1.1Ptll' over twice biB eatire 

- bl.oed _1_. Thera 111 theret_ DO 4oubt. that these 1IIIre enr-q 
eeriGlle iDjur1es aIIIl their I8JIII&1IIIIInt PN_nted an unusual cballeDp to 
us. 

First ot all, we l.earIIed t.hat. 81Il'geoDtl eJl&8&eCl in the care ot such 
pat.ied;s _to accept. the tact. that. aU bIlt t.he -ta' ... -m:. of time 
for PN-operati- preparation or t.he pat.1Bnt 111 denied. 'High ftlociV 
Uerdl.es (2800 rt/sec or ereater) are lIOtorious for producing .ult;:l.ple 
.uBi_ areas ot tissUe dest.ruct.1on within t.he bod;y, aid for leaving 
larp _nda ot exit through vb1ch blood troll torn'Msseu alld/or high­
q _c:ul.ariHd orpD8 rapidq JIOIIl"8 GIlt. When larp arteries are in­
'Rlved, the situatiOn 111 even.,... criUcal. as baa be"en elucidated b7 
Dr. Francis 1IiMtre: -the dgrrlf1.cant fact. hen 111 that the loss frc.. the 
blaocl ~ 111 fre.. the arwri&l tree prcxlal to the site ot peripheral 
reriBtance. Bl.oocl PN..... therefoM. CI&IIIIOt h6 de'n1opecl. Peripheral 
tiIIs.s _ 1achnic, there 111 a deCl'dMCl ftDOIJ8 return,..rkadl.7 de­
crea.sed. cardiac outpu.t, &JIll 4ecreaeed Pu'II01!AJ't pertueion aid eftecU_ 
ventilation. !be .. e..ntl IIIQ" he rapidq fatal. with deat.h prhIiI.r1:q clue 
te lIIlOYia ot ~ and laain. Sardval. depuds upon control ot the 
~ba&e it.self 10 t.hat peripheral resiat.al'loe and· hence presaure 'wq 
be re8tored. It 111 in tbiB lIit.uation JIU' excellence thatoperaUon 111 
a part ot rell1l8C1tat1onJ control of the bJeadH18 _8sel itself 111 a 
prerequ1a1te to II1II'V1Yal and te further 81Il'Jical care otthe -m.-
(2)' lD total appreciation ot th1B concept we ha'M thull foraulated oar 
approach to these cue8 baaed upon lJaitiDg preoperaUft adminiet.raUons 
to those M&II1II'II8 lIIhich aia to -gain tJM- for the 81Il'POll ,to ccmtrol 
the bleedirl&. 

Poll.owing 88ftre t.rau.a. extremity Cl'Il8h or Jvpotheraia I18tabol1c 
ac1doli18 otten occurs. () 

Ilanpr(4). e1; a1. Btudi8d the etrect or pH control and increaBed 
aa;r&eIl cleli'ger7 on the coarse or ~ra,pc Bhock in doge and c:anc]w1ed 
fl'OIl their __ k that _itber pH control alOile lID!' increased clel.bar.r ot 
OlIiJ'Pn alo.- altered thB eurrlval. rate in experiMntel.q iDluced a..-.: 
orrb8c1c _hock. !be MiM-tioD ot pH control. and:lJJcr.8aecl OlIiJ'Pn 

, del1'ger7 resulted in ........ ter ratA or. aurri.wl.. W. bel.1Bve that our 
, pol1q or ...,..,.t.1oD of our.~ oriUoal patieat. by 1m Mate ' 
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endoct.racheal intubatioD·caablllBd with the 8IDPirical administr.tion ot· 
soCli_'bicarbonate is a logical tirst step in countsractiJIg claul&tiw 
or 1apeJJd1n& acidosis. A Surgical ReseArch Laborat.or;r is now attached 
to the 93d bacuation Hoapit.al. IIDd future studies on wllole blood pH, 
blood .~k acid and Po'- and Peel- titers are expected to Jake it possible 
to correlate the cl1n1Cal course of patienta in severe shock with the . 
aorbid cbell1cal anataq. 

With regard to kidnay tunction in our study. anuria existed only in 
the three re8U8citative tailll1'lla as a part. of the terminal picture; thus 
in ths rIlII&1ll1n& 22 patients (88%). including ths tive patients who sub­
sequently died ot cause8 other than 8hock, ur1nar.r output waa nol'lllal. We 
are strOll&l7 coll'l1nced thatths concept of estabUahjog 1Danediate tubular 
flow while blood replacement and aurge1'7 are in progre8s militates 
against tubular abut down. OUr pl'Clllpt use of mannitol (12.5-37.S pa) 
intra-venousq has thus tar proved extremeq benaticial. in protecting 
ths kidnaya trail abut down tro. anoxia as .,ll as traa Bludging tollowing 
IIlUltiple maasive transtusions (S). . 

The BlllPirical admin:letration of 1 'Vial ot v1.taIbin K has not been 
noted to be of cl1n1cal benetit in this aituation and will not be used 
at this stage of therapy in the future. Onq two patients in the entire 
series bad a so-called bleediJIg diatheaia, one aurv1ve4 and the other 
died. On a whole. bl~ diathesis have not been a problelll and calci_ 
heptogluconate hea been used propbylacti~ on the ballis of one vial 
per eve1'7 tour-tive units ot blood. 

The overall approach to the -.ngement of 2S combat .caaualties in 
severe ~orrbag1c shook is presented. . Twenty two (88%) of the croup 
were BUoQesatully reaU8Qitate~ with ~&1Qal Qolltrol of ~orrhage. 
There were three (1~) abllOlute reauadtative tallUfts, ud tive patients 
who INre resusdtated ultmateq died of Qauaes other tbarl -retracto1'7 
shOQk- alYing an overall aortali~ of 8 (3~). 

AIaong the 22 patients 1n "'0lIl initial resusdtation was SUQcesstul. 
eleven received an initial close ot SOO 111& Solu-cortet entravenousq 
(treataent croup) and the l"QIAining halt did not recei" cortillOna 
(coDtrolcroup). the selection being randoml7 chosen using alternate 
patients with blood pl'8sall1'lle traa 90 -tlf&to It().. haa these data it 
is conCluded that there 1e no cl1nicall¥ benetioial ettect of oortillOna 
in this cloaage level with regard to JIl'OIIlOting perluaion. 

rr. this studT, we oonc1urle that. area test. benefitt.o 1Il0oeaetul 
reauacitat.ion and ultillate aalvage ot "ao~ _lIded· patiente 1e to 
be d.erived tro. lID oraanbed approach t.o certain llJIUBual cleunds, _-
17. ear17 ~:iate elldotraoheal oQ"genation, Yi&orOUsblood replac_nt., 
blood buttaring aga1nat sequelae ot .etabolic aCidosis. wd.ng bicarbonate. 
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establlslaent of unn1tol induced urinary nOli and prc.apt surgical· 
contrql. of h_l)lTbap. As far as purposes of this study are concerned, 
the u~ of cortisone is bti1Dc discoDtinlled. 
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LIVER mOtYEMENT IllFAlCIPARUK HAJ.ARIA . 

by Ka30r John J. DeUel' Jr. Me 
&Dd c.pt. Theodore O. Slick. He 

'1't!e current variety of falc1p&rU111 malaria in South Vietnam ill 
char .. c~rized by its PZ'otIt4n manifestations. ,"'he ability to· make, 
a detirli,'. tive early di,acnos, ie, baa provedditficult in MD7 instances. 
Th18 PI',obl .. is of extrelIIe japortance as the lIIost gratif71ng therapeutic 
result«, have, been achieved when a prompt diacnosis is made &Dd immediate 
t:rsatJaebt. is instituted • • 

Sipce the init~ clinical features of P. falcip&rUIII infectidn are 
freque~ 1nd1st1Dc1l1ehable from several other tropical febrile diseaees, 
am thlli,parasites 1119 net Jet be abUlld&nt in the er,ythrocytes, &rI7 add1-
tioDIIJ. '&iacnoStiC clue. that IIIa.7 be usetul. would be welccaed. 

On, the basis of knOltledp concerniDc the life cycle of the lIIalaria . 
parasitjt in 1II&Jl, it is evident that in the earliest phase of infection, 
it mq .Jle, more fr1l1tful to look at tissues cther than the er,ythrooytes, 

. for evi~nce of disease. 9ne organ in which t,he primary exoer,ythrocyt1c 
cycle takes place is the liver. Since there are readily available,a 
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.-.ber. or _~UW llwl' tllDCUoa _He I6.1ch ~ ren." paraa:i.t1c 
~. auch teHe ., proYide 0_ or ~ _lie'" 81pa or pa:raa!t.ia. 
Irl ad. a .. IIId.Uw e-eta .a' ~ "'" ali a1teJ'aUon cItiJ!'.iJC tile 
iDcabation period of ~ cn-. 

P«apt.acl b7 WdIJ tact., IUId b7 intereat. ill ••• king both ·diD.ical 
8Id lMIorator;y t ..... tba1i Jdaht aepara_.t..ria tn. o~r "lIIO'S", 
.. llaw baeD ex-JMnj 1ibU ~.. I'rel,at......,. data suaell'ta ~t 
ll't1Iqof appropriaW ll'ftl' ___ • ., .u prcW:Sde :1IIporiaIIt. dittena-
Ual data. 

'ria JIUl1ICIH of tMa report 18 to record .. ch a calle {all1. intO 
tb& caW&Q17 ill I6.1ch a Uwr bioJlll)' contbMd .a ~ aIIDolMJ.1t7. 
perJ'Japa clue to "lIalada bepaUt.1an • 

.Q!!~ il!.9!l 

A. :U par old soldier .0 bad been in Viet_ tar onl¥ 6 weIaJ 
be_ ill 1IJIOIl ntura rr- a 17 daJ'tie:ld operation. IlDriD& this per:l.od 
ba ... UJl&ble to _ IIOIIq1I1to Datu.. at nicht. ancl be uaed repellent 
1DIreqaedq. 'l'be. abrupt OllHt of ch1lla, taYer, troate-par1ataJ. bIIad­
&Cba ancl lJ:&htball4ednl.s occurred ~ be was COft.a,ina back to CUIp. 

He ... obaerYltCl at a c:l.eariIIC .station tar ,.a hova tdlen bi. tever 
... ·notAd to r&J!&e trail H)30 to 101.0 F. A alaria _ ... _pUve. 
He ... transferred. to the 83" EvacuaUon Hoapital on t.he 4th _ or 
hie' illDaa •• 

• 
If1a put biat.o17 ... _pUve tor prior ularl8, hepaUUa 01' 

d,yMntary. 

At the time of adIIi8.ion t.he paUalll'. ... aeutell' ill Wiltll a tIa-. 
pent._ to 10,0 ,. If1a aenaoriwa ... init.1aJ..l.7 cloudir. but. iDIproved 
wJlu bia t.emperat._. waa lowred wit.h alcohol-watar apoD&iD&. Blood 
pre.a_ 9O/tIJ, pula. 120/ain .. raapiraUou 20/mn. Thera wall no 
conJuncUval _huon or ...0..1"", Il0l'''' ther. rat.1nopatlw or 
~ •. the neck ... aupple. ~ .. t1on of t.he dleat. ... 1l1li'8- . 
.uuble •. Left. upper quadrat. aM-Pal ._rnaa. wi~ bepate­
.p.te-aal7 ... pre_at. E..,.,...U- ot t.he akiD aJIII lpph nadea ... 
not: ~. ad tourJLiquet. teat ... _puve. "P' tOl' dUt1culty 
dMliJll with abet.r&ct.i0D8 init.1all;r. t.he _opa)'Chiatric: ~_t.ion ... ~. 

Pen1Jl8at laboratol'J' data are recorded in table /I I, and 10he t.Ia­
,....11_ PIP" 18 t.abllt ./12. 

'De paUent .... nat. 81iaI'ttI4 on antimalarial 1oherBp7 untll 36 IMNra 
taUCI1IllJlII ...... ion ..... the di .... ai .... eonfu.ct on t.. Ned 
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malaria SIIIIIar. obtained at a time "hen the patients temperature had. 
dropped to normal. He became afebrile on the ,5th day of theraPT and 
has bad a subsequently uneventful recovery. 

A liver biopsy was perfo~d on the 6th hospitai day. the 10th 
'day of clinical illness. It revealed diffuse focal. areas of 
parellClQ'iDal necrosis, some with no cellular reaction aJ¥i S<lllll wUh 
a aOllCllllclear reaction, Pigment Was noted .in the Kupfer ceUs, 
but no organi8llls were seen, The parenchlmai cells sho1illlld ballooning 
of nuclei and regeneration and an occa8sionaJ. rou.nci. ciear !nclusion 
or vacuole in the cytoplasm. 

The patients initial therapy consisted of chloroquine for 5 
days, quinine for 14 days and dapsone (Diaminodiphen,11aultone) waa 
begun on tba 7th hospital day and continued for 14 days. 

Although tba earliest records of man show that malaria. hils been 
preHnt since antiquity, it has onl,y been within the last 20 years that 
a cCllllJ)lete Ullderstanding of the life cycle of the malaria parasite in 

,1,i. 
\l 

aan has been recognized (1). It was the exoerythrocytic stage that tong 
escaped detection in man, even though such a stage was suspected from the 
fact that inoculated sporozoiteil cU.sappeared fraa the bloodstrellll 30 
lllinutes after injectim and remainlid hidden tor 7 or 8 data in p, 
falciparua infectioAs. (2). ~ 

Shortt et al. 0), in 1948 reported findin"g schizonte in tM 
parenclQ'iDal cells of the liver in mOnkeYS and. man. Since this event 
occurs during the first Week on infection and precedes the appearance 
of parasites in the red blood cells, (and overt clinical, s;vmptanatologh 
it 'IIIIq be possible to uncover an early t18su., reactU)ti by llensitive 
function testland to confirm this stage of the cliH/Uie by llver biops,y. 

The case presented 18 tTPical of the lIIIlaria being Hen in VietMID. 
It is not an infrequent occurrence to experience difficulty cmfirming 
the diagnoe18 by blood --.rs during the first few days of ilb.ss(4). 
PurtheIW)1'8, clinical -mrestations not being specifiC enouah to dis­
tiDpish -.lara trca' ~ other tropical diseases. t.reat.mt 'IIIirj be 
_ssari:!y clel.qecl •. 

We have recent,q Ulldert.aken to stud,y the various clinical. ad lab-
0l'&t0r7 f_tuNs of possible differential. Yal.ue in such CUes aid pre­
Uwina17 data sugpsts that lber 8nQa8 studies ai&bt pr'Ou.cle :bIportIIDt. 
infomaticm. We have rare~ found aerua glutaaic op18cetic trait­
s.-ae (soor) elevations in 8Ilspectecl l\RB(Jl virus di_ 1dd.18 at the 
_ U- finding that the SGOl' is hequent,q ele_ted in pati8llts with 
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_l&l':Ia (5). That. tlJie 1'1ndirigi'eprilllllnts altered: ti.-r tunctaicm and 
Jldt. ailllpq bdolYsis iesuggested b.r stable· hellatocl'its at tr. time>fiwn 
tJtei 1'iI'8t elevat10rUi of 08 .-.,.. 1I&re noted. The present case is 
~at.i.- 01 th18 and' the' ll.-r biopa,y1188 c:ont1rlatory or It tora of 
JilJ*UUs. It ieJlOtisible tbat. b.r ~ a battery of aoN specific 
~Ori teste sudh ~ SGPf. BSI> •. aDd 1'l0C!lllaUon studies, :iJIlpdl'tlqlt. 
eat'1y ~ clUe. JI/lIq bit· ancOMftCl. 

It ie also poesibl:.e iIlat. :I.n: tlM! Wr7 ear17 case when the no­
.~qt.ic p8a88' ie sUll pl'CII1LrIent that the p&raait.es MrI IDe di.s-

. COftred b.r tift!' li1ciJI87. !he f<>llow-up of SUCh cases WODlct also provide 
intitJ'e8ting data .. t.o 8IlbSe'qulnt changes in tiver funcUon aJId III&rphology. 
SUch 8tuties COUld also pl'd't:l&t JIIlCiIh needed lmIoWledge abGllt tie true tate 
tilt t\he. ~e ~ ot .... asiU_ :I.n: talcipaJ'UII 1III1larl.a. 

'file val'iflcldUllical _:llitestaUor.8 of the CUl'1'eJIt variet,)' of ta1-
01...,. lIialaI'ia :I.n: South Viet.llli* lftIIlld suggest. Ost. a search. tor changes 
:1ft A .... 0l"I*W. esyilJcda.1l¥ tIerw ..... OW and int.esUnalmucosa. aight 
alaI01Ie~.. . 

. t A 8 1.:& 1 1. ~ B D A l' j CAS:& G, A • 

. h! r, -.' u' 

1 2 4 7 

. , 

m:t 41 41 III 34 38 39 

wBC J#X) 2800 5000 SOOO 7200 11.500 

- 3 3 - 6 8 
D, 

':;GO't lOS 72 95 120 70 84 

8lLI 1.() ,61. .61. 190 .56 .16-

JIUlf l' 16 l' 18 - 12 

IfAL 1m Pm. PQ;. IlliG. IlliG. IlliG. 
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9 _ 1966 

In t. .. t4'st.. ti,,,,, 1IIIItnt.h4 ot opel'IIM.QIl t.bIII 93rd Evac\liltion Hospit.al 
hU bid 4.) pat.ient.e ~t.te4 wit.h ..... J9l' v/AClcular iJlJUl'7. ~7 
.~ (3$) had t.he4' ~ SI!rPl'7 hel'e -Uti IIix (6) ~ll· t.h!f4' 
priMr:r. C!J)4Q'at.iCflIl Pl'ior 1;.9 btli,n& evactl4t." ~e. 0irwI J8~nt; is being 
l1It1Ie4 i,n 1)ot.., cat.epnell /ACI wUl btl elIpla.inl!4 l.I,lt.er. The ~ln1ng 
ti ... (5) diled. ThIIIl'8 were .. vera! cues of _11er art.er:ial iI,lJunes 
(1 ••• J!Ht.eriQJ' N!Il lUltWior t.ilJ:ial. rI¥lW.~, aJlll oot.urat.,r) whicb 
al'8 not i,ncl.1IQ" i.n t.his reP9l't. 

I 

o ...... -~. -~-.• _ . .....,..-_...,,_...,-_· __ --.. __ .., ____ -,-_-.,,-0 

• 
• .,.. t.l'8at.e4 : Total ~ $J1ccesllhl ~ PIlil.Qre : Amput.a.t.ipn : »ted I · , ..... ; ;""" ~~_r----~_I 

• 
• 38 : 29 · 7 : t. . 5 • · . 

• , 
.----------~~------~~~~~~ - -~, 

• 
: 6 . 1 · 5 : 3 : 0 I . • • otbol' • , 

,,*,) '-' • -------~~ 0 

lD· tot.- above chu"t it 10 4Uti!mlt. t.9 1;.9.,&1 t.lIe ~s ~CIWW IICl11!,e . 

JI8QPl.. bid nceell.rm l'8 ... 4'8 IN;t .~ lIP wit.h amput.a.~ dIte 1;.9 bo::v 
a.IIIIl .ott ti881l8 iJJjQrie.. ~ or t.tIII t~s bid v~~ ext;,remit.ies ..... 
it .... cho.osen DPt 1;.9 do furtt.l' ~aer7 at. t.lI1II lIoBp1t.&1. 

ltatber t.lJNl .. phallu. one's IlUCceM, 1 belle_ i1; is III.Om iJltoJ:Wi.t.ifll 
.... dUouII t.t. tu.:J.V'lIIII ... 4iM:t)!j. Qr' thOllllll. di" thel'8 lI'M one tdlo 
uptred IIofW * stPt or ~ of ........ s1&. He ws Ifhot;. 1»7 a 
50 _~ bQUet. ~ deet.rqred t.t. ~rior tbifh·lIPeleli !pI!l ... ..,.111 
IdCb 18 ble ~ tbl,tb. ThIll *in 1IIU 1.nt;.act. i,n t.be area N!Il be had 
..,. ~te4 Jri,Qr 1;.91JJ'riYiN.. Pr:!J.!IIIIUl'8 1IIU awlled t.o conUol 
hi","" ... QUl it cq.ld "" u.pecl .... be ~ tint. !h!I ~IIIJ fNoaJJ._ QIIIIIIII 18 at. tobe .....,. t._ lPd a..lIIo uri.YIId 18 deep 8119ck wit.h 
a tibJo1aUlll tIIru 5Ocalibel' WIIIId r-. t.be ri,tbt. fllP* t.hrU t.be lett. 
UUC.... In it.s CClIUMI8 it. Iw4 t.9rn t.he r1..... e·. fill iUac: U't4Ir7 
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a~ fl'CIII the aol'1:.ic bifurc:ation and destroyed the iliac vein in the 
&I'e&. There was associated BeVeN I'ight c:olon. 8IIIall bowel, sigmoid 
colon, and right ureter damage. He _s in shock for about 4 hours 
and died in shock with oozing frem his wounds about 18 hours later. 
The third and most tragic death was that of a brachial artery inj1lr7 
which had a successful repair but had associated chest and abdominal 
injuries along with a fractured other arm. After a delayed primary , 

. closure on the 4th dq h& was returned to the ward. where he developed 
severe respiratory dUficulties. This was due to the prior c:ontused 
lung and possible silent aspiration at the secondary operation. 
Qx;ygen was started and a tracheostomy was immediately started, but he 
expired. The 4th death _s that ofllll1ltiple large wounds from a mine 
explosion. The lethal one _s a large piece of steel which penetrated 
the pelvis thru the iliac crest and damaged the hypogastric vessels, 
rect_. aallbcMtl and bladder. He bled massively from the pelvic 
injurt. and he .required 38 units of blood •. He bec<llle jaundiced and 
septic following surgery. He died. about a week later. At autopsy no 
apparent cause ot death could be found. The tifth and final death was 
in a ..w.tiPle wounded patient who had a markedly c:ontuaed left lung and 
~OJ:ne.-ot.horax for which a chest tube was inserted and a tracheostcD,y 
dona. On th& fourth dq a delqed primary closure was done of his 
1IIOUnds and at the tel'llination of the procedure his tracheostaD,y tube 
was cha.nged. When this _s done there was hellOrrhage which nacsssitated 
opening his chest. The eroded innaainate artery _s repaired but he 
remained PJIlicomatose and died several dqs later. The cause of the 
erosion was IIIDSt likely due to the .low tracheostaa,y into the trachea. 

or the seven failures originating at the 93rd~ three were reoper­
ated upon with a Nturn of normal pulses. One failure had a v:i&ble 
extremit;r but no pulses and it _s decided to do no further surgery 
here due to the IIII1ltiple other tiOunda. One failure had the return ot 
pulses but his leg had to be amputated a~y due to severe bony and 
soft tissue damage distal to the repair. Another failure had an end 
to end anastomosis of his popliteal artery which pulsated well. When 
pulses did not Nturn in his foot he was re explored and a clot waa 
found at the 8Ilture line. It was excised and a vein galt placed. 
Pulses did not Nturn so he was evacuated in that statue with riable 
foot. The final failure was a patient who had a disloc:ated knee and an 
open fracture of the tibial plateau. He had de~nt and his 
disl.oc:at.ion reduced 18 hours befON being evaeuated here. bIltDOth1ng 
was done for the vascular insufficiency. He was taken to surgery 
frrediate:Q- on arrival and a thrallboaed sel!,Jllent of popliteal a.n.17 
vas 11 JIIed and a eapheJlOllll sratt placed. He had a re .. urn of pulses 
but ended up with an _putation due to non Yi&ble _eles due to the 
proloJllPlCl iechuia before the definitive surP17. 

There ..... several. illt.eresting tact.rOllnd with these vascular -
injuriBs. There _1'8 rractures in 13 cases of which 10 ten appareutly 
c&lUIeCl b;y the _ Jliesile that injured the ftsol. . Then was ana 
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• 
def'iDite case where tba bom f'rlipllnt. .... theobjact that caueed 
arter1&l laceration. 'l'hare 1I8re '10 cues of' .. eoc1ated lIIOI;.ar DIIl'ft 
i.JI.1ur7. or tba total 43pat1ent.s there 1I8re 26 that hid onl7 a -.jar 
art'.el7 or ".in injUlad imna 17 had more than one _jor ftsse~ irrIo~ftd. 
The reau1tiug dispoSition of' the surviving paUent.s was t.he return to 
dutT of' 12 patient.s while 26 1I8re _ted f'or further surPl70r 
Comral.eSC8nce • 

• 

'l'ha f'ollowing chart will gift a rough :idea of' the ".SsHS injured 
and bow t.heT'1I8re banlle4. Both injuries of' the externa~ carotid artBr7 
and t.he 01lB' of' the int.e~ jugular ftin 1I8re at the base of' the Bkul.l 
where a".n llgation was d1tf'1cu1t. By f'ar the WQl"88 results 1I8l"e in 
association with popliteal. ".sse~ in3Ul'7. In our IIIII&1l: series it 
appears that the ~01l8r in the popllteal. artery the in3Ul'7 ie~ocated. 

'the 1IOI"se the result. 88 '1Ii8ht be expected. 

Another observation ie that when .-Ter possible the popllteal. 
vein should be repaired because 118 haft tad some very poor results due 
to TeDOQS obstruction whsn ths arterial. repair worked 1Ie~~. Anothtir 
explaMtion f'ar the poor results around the knee ie that there is 
UlI1I&l.lT sof't tissue and bom destruction in the area to turthBr 
~ the circulation. 

0 0 
HoII repaired • 

• 
• • 
• 
• ~tured :- Vein graf't : End to end : Li8ated : Result 
• 

0 , Inferior ".na cava: 1 • • : : Good • • , C-n Iliac Vein: • • : 1 :. Died . • • • c-n Iliac artery: t :- · · : Died • • 
• c- 'D f'eaoral. ftin: 1 : · : : Good · , Sapt, F_. Arte17: 1 · 2 : 7 · · 9 Good, · · · 

~ 
• , 
• 
• , 
, 
I 

• 1 8p!ltated I 

• Sapt. F_. Tein: t • • : 7 : Good • • • 
I Prof'CIIIDlua f'_ artery: · : 1 · 2 : Good • · · I Prof'OUlduB f'_ ftin: · · · 2 : Good I · · · I Popliteal. artery: 1 : 2 : 5 : : 4 Good, 1 poor' 
I 3 apIltated • , Popliteal. ftin: 1 :- : • 3 · 1 Poor, 1 aood' • · I 2 u,u.tated , 
, biU..,. arter:7: · 1 · • : Good • • · • • Axi U ..,. win: 2 :- • • : Good. I • • 
I Bracld.al Arter7: :. 2 : 9 :- : 10 aood. 1 pool' 
• Brachial _in: : · • 2 : Good • • • , IDIJCII1,-.te &rter7: t • • :. : DUel , 

• • 
I Ext. Cu-otid &rter7:- · · · 2 : Good , 

• · • 
• • Int.". Juplar win: • : : 1 · Good · ' • · • JVposaatric fteads: • : · 1 : Died. • • · 0 0 



In BIEDal'7 we have arrivedat.E!everal conclUflions frCllll observing 
our caseE! aui those evacuated t.o UII. AD,yone who doeE! major vucular 4 
E!urge1'7 E!hould keep t.he patient. under close observat.ion for a JDinimwa of 
several dap until thesucceE!S of t.he vucul,ar Burgfl1'7 aui t.he viabilit.y 
of the leg is def:lnitelY establiebed baiore put.ting t.he pat.ient in t.he 
chain of evacuation. It. has been shown by t.wo of our cases t.hat. pulses 
were present in t.he limb at. t.he time of amputation, but. t.hey were DOt. . 
viable due t.o delq in treatment in one aui lack of venoua ret.urn in t.he 
ot.her. As mentioned before, ligation of t.he t.ransected popliteal vein 
hu led to varying degrees of vellOUB congestion. In t.his series we 
have fourd that. patient.s with a major art.e1'7 in3u1'7 .aui who have aoft. 
tissue inluries distal to t.his should be re-inspect.ed at. 24-48 hours. 
We have found what was thought t.o be an adequate debridement at t.he 
original operation ~ 118ed _ch further debridement on re-inspection, 
and I feel t.his should be a rout.ins in cases Of this categor". 

THOMAS L. HUDSON 
Lt. Col, HC 
Chief of Surger,r 

FUNCTIONS OF THE 235TH KO TEAM 

The 935th Ked Det. (KO) Team arrived in Viet.nam23 Dec 65 and was 
at.tached t.o t.he 93d Evac Hosp for t.he purpose of establishing a psy­
chiatr,r aui 118urology treatment and evacuation center for the combat 
Bone. The KO Team is composed of 8 officers aui 12 EM, including 
3 psychiatrists. 1 neurologist., 1 clinical psychologist., 2 social 
workers, 1 NP nurse, 5 NP specialist.s, 5 social work specialist.s, .and 
2 clinical psychology specialist.s. 

Since becClllling 100% operational in lat.e JaJl11&l7 1966, t.he Team has 
eyal.uat.ed well over 800 soldiers, utilizing an act.ive outpat.ient cliDic 
wit.h a dynamic mental hygiell8 consultat.ion IIBrYice approach, aui alao 
ut.iliziDg a ~bed inpILt.ient service t.hat. affords a variety of 
t.herapeutic approaches. 

!he P&N casualt.y rate is s_what 101lllllr t.han prior CClIIIbat. rates. 

Caiabat. exhaust.ion is DOt. seen so frequentlY u W n or t.he Korean 
CoDtlict., becaUIIB the CClIIIbat. is DOt. so prolonged or sust.aiJl8d. Ifan,y 
stress react.ions, ho1iIIIIYer, are encountered, aui particular noteworthy 
is t.he physical streB8 of heat., det\Jdration, IUIIl diarrhea, which, in 
a ~tive effect., severelY aggravate mental stress. 
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CClllbat psychiat17 is ~what different than psychiat17 practiced in 
a noncombat area or civilian lite: while it is true that soma psychotic 
d:Jscrders, e.g., sChizopbrenl.a. and a few psychoeurotic disorders are ' 
seen, the majorit7 of' 'casee are really stress reactions of one kind or 
another. The stress varies fraJI simple se~ation frOlll hCllllll and family 
to the severe stress of CCllllbat. Generally, the maturit7 of' an indiyjdual 
is a determinant of the amount of stress one can endure until disabling 
B7JIPt,CIIIIS appear. The s;vmptans are usuall7 not in the form of a thinking 
disorder or mood disorder, but, rather, a sCllll&tic disorder. otten en­
countered symptoms 'are headaches, stuttering, GI symptCllllS, chest pain. 
or back pain. SOIIlllUllbuliam and syncope are also seen. FrequentJ.y a fa­
tigued soldier who deva10ps a systemic infection will alll9, flU! th.) 
added stress, deva10p s;JDIPtCIIIIS of anxiety or &81tation. Usually this 
is not. a toxic reaction. although we have seen ,a few cases of' cerebral 
malaria and, of course, encephalitis could ~sent the same clinical 
picture. 

!he therapeutic approach for psychiatric patients includes brief 
psychc-~nerap,y. both ventilative and supportive. Also the usual 
tranquilizing drugs are available. The inpatient service is oriented to 
the milieu principle: soldiers are admitted. given clean clothing, a 
sh(MIr. and a warm meal, folla-d by sedation for rest, when appropriate. 
The soldier-patient is upected to keep his area clean aid as8ist ward 
persollll81 in maiiltaining a neat ward. For _ple, the patients wash 
windows and police the ward area. At ,all times the soldier is' reminded 
he is part of' the United States ArIv in a combat situation and is ex­
peCted to beha-ve accordingly. 

Patients. for instance. staid for ward rounds and displq to attend­
ing p1\Y8icians the same ailitar,r courtesy theT would for their' own unit 
_,lders. The 118j0rit7 of' soldiers are proud to do this. There have 
been ver;y few incidents of' acting-out behavior. 

The soldiers on the ward tend to help each, other and exert control.e 
on behavior. The ward staff appoints a patieut Il00, who. in turn, 
supervi_ ward details. When a soldier is not cmsidered "well enough" 
to be otf the ward alom, a buddy syt;tem ill ut1l.ized. An ambulatory 
cmmUescent patient rM:7 assist another patient in going to the latriDB • 
.. sa hall. or showrs. 

In conclusion. the cCBbat situation is an ideal place to imrake a 
priNciple Of' ailieutheraPT on the therapeutic cannNty. Tb4t prin­
ciple is that. one IJOldier is respons1bl.e for another soldier's 'Waltare. 
The use ot the ~tem· on the psychiatric ward telds t. greatl1' 
cu1;;. down on actiDg-oIlt behaYiDr and helps -.intain the attitude of' 
upeetanc::T ot reccmtr;y and return to dut,y. 
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by Capt Robert Daroft 

The "urolo81 Section of the 935th Mad Det (leo) T_ has evaluated 
oVer 300 patients in the outpatient clinic am. ward.s ot the 93d Evac 

. HoeP during our tirst tour months of operation. 

All varieties at naurological ai1.-nts have been seen, with the 
exception of naoplaaR. The most ~nlTseen disorder is peripheral. 
nerve injuries, and represents about 25% of tbB total. The bulk of 
this group are on tbB surgical ward.s ot the hospital •. 

lfext in trequency are "seizures and synGcope." Soldiers with 
Grand mal seizures who appear controllable are placed on aedication and 
returnad to dutyW,!:th a profile ard &8sig!lllent liaitations. Those who 
are difficult to control, and almOst all Pll1chOlDotor epileptics, are 
evacuated. 

We do not have an EIG _china, so that patiem.s requiring this 
study are sent to Japan. 

RIIedacbBs and "poIIt-coDCWIsion ~" are the t1llO disorders 
next intrequency. The latter is a ~Cl!IIplex which follows head 
tr_ am. consists of postural dizziness, vertigo, nausea, ~racU8is, 
and ·teneiOll headache. In the initial _ks tollowing the concussion, 
tbe ~ is organic in etiolo81. Howver, when it persists for months 
in tbB absence of objective neurological signs, a functional factor 
inYolYini McondarT gain _at be suspected, am.. PlIJChiatric evaluation 
obtaiJllld. 

Patients haft been reterred am. transterred trOlD l118dical. tacilities 
throughout RYII tor evaluation at our Reuro1ogit".al Consultation Center 
at the 93rd Evacuation Hospital. This practice is urged am _lComed.. 
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GWCOOE 6*PHOOP!JATE DEHYDROGENASE DEFICIElI:Y 

by" Lt Col Sam Jbfferlion, KG, 
Medical Consultant 

ilemol.yt.icanemia due to the 8-aminoquinolone arttimaJaria dr-ugs 
(Prilllaquine) has been recognized. since 1934. No racial group hasbefln 
spared; hoWever, the incidence has been the highest in Megroes (1(>% of 
Aaerican Negroes) aJ¥l pedple from the Mediterranean area. The inci­
dence teJ¥ls to follow that of falciparum malaria. aJ¥l it has been 
postulated that like Sickle Cell Anemia there is a lessersuscepti­
bilitT to malaria in the affected iJ¥lividual, 

In 1954 at the Arary Medical Research Unit of the University of 
Chicago it was demostrated that there is an intrinsic defect in the 
red blood cells of affected individuals. aJ¥l that the hemolysis is self 
liIaited. In 1956 an inherent deficiency in the elJZ1Dl8. glucose 
6-phosphate del\1drogenase (G6PD) was found in susceptible red cells. 
and following thiS. further work demonstrated that this deficiency-was 
responsible for the heIIIol.yt.ic anemia following administration of certain 
drugs. This eJ1Z71118 catalizesthe initial step in the pentose phosphate 
pathwa,y of carbobJ'drate metabolism; this pathwa,y is the onlJr source of 
reduced triphosphoP7l"idine nucleotide (TPNH) in the erythrocyte which 
in turn is required tor the maintenance of glutathione in the reduced 
state (GSH). (Pig. 1). When the cell is deficient in G6PD. there is a 
reduction in the amount ot GSH. and the cell becomes more susceptible­
to either auto-oxidation or various oxidative compouJ¥ls; 

The following sequence of events is believed to occur. 'Certain 
drugs such &8 Prilllaquine torm l'eduction-oxidation (redox) intermediates, 
and this oxidative potential is transmitted to heaoglobin and other 
compourds with resulting formation of 1IIIt.~lobin. If1drogen peroxide 
(":P2) is also formed, and probablT causes denl\turisation of enzymes, 
haaoglobin and other protein molecul.es within the cell. These ,*y be 
seen &8 Heinz bodies either in a wet mount or with supravital stains 
(they are not visible with ordinary Wright's. stain). In order to main­
tain cellular and -.brane integrity there ~s· an increased d_J¥l for 
ATP; when the lllltabolic demands placed upon the erythrocyte exceed the 
suPPlT. ~olysi8 occurs. primarilT in the spleen. As red cells age, 
their levels of G6PD progressively decrease both· in the normal and the 
G6PD deficient iDlividual. and it is therefore the older red cell which 
is IIIDSt senaitive to drugs. In adlU.tion there 1.s a definite correlation 
bet_n dosage, blood. levels. t1Jl8 ot drug &8 well &8 the severity of 
the iDlividual's deticiepc:y. Thus when 30 JIIiIIl. of Primaquine daily. are 
given to a susceptible iDlividual, there is an initial. acute m-ol¥8is 
with formation of Heinz bodies, jauJ¥lice and often hemoglobinuria. 
reaching a -xi-. in about 10 to 12 d8¥8. Pollowing this, in spite of 
continued drug adJIIinistration. there is a recovery-phase until a state 
of eq"U1brilM is reached at about 4 weeks. It the dosage is then 
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incre_d, a repeat_ epj.sode of ~1¥ais with susequent recovery occurs. 
~ually, hawver. a point is reached at wh:I.ch compensation can riot 
occur. 

Iiladdit10n to the classic G6PD deficiency- a number of genet.ic 
ftl'i&ats of the e~ have been described wt.ich. while apparently 
present. in 1191'111&1 _ounts» are not as effective and therefore also 
relllllt in priillaquine sensitive &nIIIDis.. A fev cues of glutathione 
reductase deficiency have been described as -J.;L as a deficiency in 
glutathione itself. H'eIIloglobine H and Zurich are unstable heaoglobins 
whichapparent.ly requi1'e higher levels of protection against oxidation 
and therefore are causes of dl'll8sensitivity in the presence of normal. 
eJlB1lll8 I178teJ11s. HelllDlytic alJllllli& aSSOciated with favabeans ingestion 
has occurred only in G6PD deficient SUbjects but apparently requires 
in addition an unIcnoWll sel"lllll factor (perhaps an antibcd;y) as not all 
individuals with G6PD d~ficienc,y ari aftected by fava beans. 

A mlllbero! oUer drugs haft been implicated in heJIlolytic anemia 
withG6i'J) defioienCy. These include PuradAntin, sulfa drugs. Vituin K, 
phe~ne. acetardtfd. phenacetin and PAS. A number of apparently 
n~ individuaJ.8 haw bsd ~is associsttlci with renal tailure. 
Here· :1tl is felt that the blood levels ot the drug _re so elevated due 
to ta.tl.ure of the ~mory mechluli_ that even nOl'IIIal aaounts of 
eJllQ'llllSsf _re insufficient. to protect the red cells. It is therefore 
Dpo.rtsnt to rec9&!lize that the occurrence of hemolytic anemia in G6FD 
deficiency is simply. a failure of the normal protective mect'.an:lilms and 
that if the insult is great enough to nDl'DBl cells. mmolysis will also 
occur • 

. D:iiIgnoais of this' condition is based upon the clin:1cal pictUlie. 
history of drug 8lIp0sure and specific laboi'atory tests. - DiJr~ the 

f1l',at 3 ~ HeipB: bodies may be observecl in the peripheral blood:; 
thelUtlllaPldly dbappeu' (probably due to trapping of th6 abJlOl'DIl:' 
ceUa'lin the· spleen). A. number. of tests have been devised _including 
an allllllir techniqlJ8 forG6PD. This latter, however. will not pick up 
thoseqases due ametic variants of the 8IIIIJIIII!! as oppoeed to those due 
to' &1 deficiency .in the amount of enz)lit. The widely ueed and most 
prac:b1caI procedure is' tJ\e metbamoglobill' reduction teat. It is siDlplB 
to perfmm, has a visual erdpoint. hes & hi8h degree of accurac,y and 
i8- s4&ptibIe toU8S scr8ening proc:eclb.res. Milthemoglobin i8 fol'lllild 
by 8Ilb~ecting;the "red cells to aodiull nitrite. Methylene blue is' then 
added;; it "... ie .. present. a '1'PRH-dependent methellloglobin red1IctDe 
1111'~ is uti-ted. This syat:a .. requires .-thy1e1llt blue &San' dqgIJn 
CI&l"J'iIrr!. The persistence of methellloglobin is irdicative of a ' detJJ:ciency 
in 'lPIlH and is therefore directly related to deficiency G6PD. 

SAIlUEL c. JEFFERSOII 
Lt Col. III 
Mlldical Consultant., USARV 
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---, 
~ G6PD 11 
-.-".-.-.~- > 6PG 

TPH 

DPH + PI + ADP 

(DPHH + ATP . 

PK IJ) 

phosphoglycerate 1I(;...~_--=:~~>~pyruvate <, ...... lactate 
ADP ~ ..,.. ATP DPHIY ~ DPJ 

Abbreviations: G6P, gluco .. 6-phoaphat.e; 6PG, 6 phoephogluc;onate;. G6PD, 

glucose 6-phosphate 4e~gneaee; 9, triphoe;phoP.Yi"id1ne nucleot1c18; 

TPIIH reduced TPM; GSSG, oltidised glutathione; GSG, reduced glutathioJIB; 

~PGD, 6 phosphogluconate d.~genaseJ ft, traJJ8ketolaae; TA, tranaaldo­

lase; PHI, phosphoheXosebciaeraae; ,6P, fructose 6-phOllphate; PDP, 

tructose-1-6 phosphate; l»W>, ~cetoJIB phosphate; TI, triose 

1a~rase; GA3P, alJrcel'a1de~3-phosphate; GAPD, gl.yceral.det\Jde-3-

phosphate .deJvdrogenaae; DPH, diphosphopJrid1ne nucleotide; DPHH, 

reduced DPIJ; Pi, 1nargan1o Phosphate; ADP, adenoeill8 diphOsphate; ATP. 

adenoa1nll tri~sphatA; PI. pyruvate kinase; lJ) lactic acid deb,JdrogeDII.Be. 



40-1 Sanitation St.aula.rcla for Barber Shope . 
40-2 Hed1cal it.aJaa requiring Special Storage &lid Issue Precautions 

w/cha1J&e1 
40-4 Drug Preventim of Malaria w/cbArlge 1 
40-6 Prevention and Control of Vel18real Disease 
40-7 Ilmuunizat.ion Requiraents and Proceclures W/CMnge 1 

40-9 IfaJJag8ent of Vascular Injuries 
40-10 Patient Effects in Heclical Treatment Facilities 

40-12 Anti-Cbolera Measures for US Milit.aJ7 Persollll8l in VietDala 

40-13 Medical Cuarance 
40-14 . Meciical Records am Reports w/cbArIge I, 2, and 3 

40-15 Rabies Control am Reporting of Animal Bites w/chaftCB 1 

40-17 Arm;r Medical Scirvice Officers Biographic:a1 Data FUe 

40-18 Space Utilization and Conat.ruction Priorities tor Hospitalization 

40-19 Pield Sanitation Teams 
40-21 Ear17 Treatmilnt of WOUIlds am Injuries 
40..22 Imividl)al and Unit Protective Measures-Insect and Rodent-Borne 

DiBeasesw/cbArlge 1 . 

40-~ Participation of AIIEDS Persollll81 in Aerial Fll8hts 
40-2,4 c-nd Healt.h Report RCS Mlm-3 (R3) . 

40-25 Meciical. Specialty Board Ex.inationa 
40-26 Whole Blood Prograa 
40-27 Anesthesia 
40-28 Prevention and Treatment. or Heat Illness 
40-29 Care of the Feet 
40-39 Requisitioning &lid Use or Certain Madical Material 

40-31 Mess Sanitation 
40-~ Sanitation - Waste Disposal 
40-3B Treatment ot Malaria 
40-34 Mantal Health and Ne~ps7Chiatry 
40-~5 Dental ScirvicesAd/ainistration and Treat_nt 

40-16 Preventive Medicine Unit Scirv108s 
40-37 Subsistance ReiJllblU"HlllBnt for Hospitalization 

40-j8 Preventive Dentistry Program 
40-39 Medical Civic Action Progr. (M8DCAP I AND n) 

40-40 Control of Patient Visits and Intern-
40-41 Disposition ot Certain Medical Material 

Much useful information on all USARV Regulations and Rc>. _ 

how to obtain the is to be foul¥l in USARV CirculArs 310-1, 3~~ 

and 310-4. 

26 



) EDrpIAL 

1IItd1~ colditiona· contilllle to taka their toll among _bars of 1.ha 
USARVauraeona statf. The third and latest Oftic.tr to be evacuated is 
Lt. Col •. '1'bc.ae .SheeI\.Y, J«:, the medical CCiftsultant. 'l'omls abaence will 
be s~ felt b,r all of his MD7 frieldsand coUeae;ues. Giving t1re-.· 
1IIss4 of bill t .. &Ill effort, he was a frequent visitor to IIl8dical 
:lnatallatiCiftS throughOllt USARV and a reaular cantributor to tbiII PUbli­
cation. He baa been the IIIOVing force bebiJd unification in the treatment 
of ularia UlOng the w.rious &I'II,Y hoepitals in this country. In addition 

. he .... indted to disCll" his ideae 011 JIII.laria theraPT with per80J1Il81 
Of the US Na'17 Hoepital at De Nang. An ardent enthwJiut or re .. arch ha 
kept carstuJ. check on MD7 :lmportan~ aspects of the ularia probl_ 
including incident. rate, location of outbreaks Of new caaes, propb,Jlaxis, 
therap7, relapses and !lC*Pllcations. RecentlT he was asked tor an article 
oil -.lAria, tor the next edition of Current. 'lherapy. In addition w his. 
intWest in Mlaria he hall initiated maI\Y reaearch projects in other 
upecta Of aedicina •. In cClftjunotion with Capt Robart av1na Of the 
3rd Field Hospital, he has written a peper on Hookwora Infestation wIlich 
_pared in the Pebruar7 issue of the. Nawalattar. He received a request 
frca the editorial start of Ami!ls or Internal. M!d1s1!!! to subait this 
article for publication in a future issue of that journal.. We all wish 
tea the bast of eiler7thin& - reports are that he is doing quite wl.l 
and will be asBiped to Walter Reed. It is a sate bet that he is not 
.80t'r7 IbOIlt that-. 

Lt Col Sam Jefferson, ltC, fl"Olll Tripler General Hospital is here for 
approx1Mta4 two months peJding the arrival of T_ls petmanant replace­
..nt. Sal IS al.read7 makiJI& the roulds of the various Mdi~ :lnatallatioos 
all over USARV. His fine article on Gluco.. 6-Phosphate DehYdrog!naee 
Deticiancz. appears in this issue. . 

EDltatS NOmS 

!his issue feature articles 1>7 the ~arf Of the 93rd Evacuat:i.on 
Hospital. The nex.t issue will teature articles b,r tha 3rd Surgical 
Hospital at Bien Hoe and the 2m Surgical Hospital at An lhe. At tilllas 
it will be .. cesll&l7 to ~ina. two aonths issues into OM. This is 
caued 1>7 IlUIIIIIrous factors including difficulties in gathering articles, 
lack Of articles. t7PiJIc the articles, Foot reading aid other 4elqs in 
pablication. Articl.s. are velc_ fro • .uams sources at arvt-. Tha 

. . 93rd BYac is to be cOI1p'&tulated on their prcaptness in sullmtting· their 
excctllent art.1.cl .. on "17 short notice. Publiahacl vticltts 40 not 

... cesearilT reflect views of the editor, the USARV Surgeons ortica, nor 
the 1JD1ted. states ArIo". 
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THE PmTERICli. COUOOl 

Bygone Days III 

When the pain of tic doulOUl'tlux is very peripheral. and very well 
localitaed to a ~ area within the autonanous zone ~ one of the 
trigeminal. branches, nerve avulsion is ~ten effective. This is 
particula.rly trlie tor pain radiating vertically to the forehead front 
the inner part of the brow-supraorbital, and for pain radiating to 
the corner ot the upper lip from the cheek- intraorbital. The operation 
is done under local. anesthesia,but even to patients used to tic pain 
the mcment ot avulsion is something else, and they need !,anething extra 
for pain. I was helping Dr. Francis Grant with an exeresis of the 
intraorbital nerve, one day. on a gentle, roly-poly old man. He had 
1ntlltrated the mucosa ot the. lip, incised it, and retlected it ott the 

. max1lla. bringing t.he intraorbital nerve into view as it emerged tran 
the toramen and tanned out. The nerve was then injected locally grasped 
in a heIIIostat. lind avulsed by winding it up quickly on the instrument. 
The IIIClIIIentary pain must' have been too much. and my heart 1Mnt out to 
the pat1ent when he gasped, "Doctor, please. could I have an aspirint" 
F1fteenlll1nutes later he was on his way hane. tree ot pain. with only 
a swollen lip to show tor hie trouble. 

--.---
When I 1Mnt to Germany I replaced Paul Crandall at the neurosurgical 

center in Frankf'urt. He was within a rew days ot rotation and there 
wasn't too much t:lme to get acquainted, but we went over the protessiona1 
problellte and then spent one last relaxing evening at hie-home. I rilmember 
there 1$$ pink lemonade. a very cute. chubby toddler. ani a most in1leresting 
dinner. I could not be sure- or believe- what I was eat1tf;. It was some 
combination ot chicken and peanuts, and so 1 asked Mrs. Crandall 
about it. In a very bright ani w:l.nningway ste said, "Oh. this is called 
Algedanstewed chicken. I've always wanted to try it on someone, and 
kn01dng that I would not be seeing you again tor a long time I decided 
to. try it on you." 

HuglUings ·Jackson was one ot a group ot celebrated doctors watching 
Victor If6rsley make 0", otbis ear17 brain operations when. toward the end. 
he was II+aN tOllllltter. "'terrible, just terrible." Ferrier turned to him 
and asked _ he thought so. sq1ng that it.seemed to hill that Sir Victor 
had been brtlUarn.. Jackson said. "It was terrible. There he was-with .the 
brain ofa Scotlllllan open, and .hedidn't .... nput & joke in it." 

.1 
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• • •• What amount. ot labor by .. d~¢tor ean equal 

the otter:l.n, to thia country of an intantrt man, 

an aviator, or ~ member ot the tightin, forc •• , 

There can be no demands upon time and .kill t.hat 

our proteeeion would not gladlT give.* 

~LLIOT C. CUTLER, Colonel. MC 
Ohiet Conlultant in SUl'aert (ETO, WWII) 
Moeelea' Prote .. or ot SUl'gel'Y 
Harvard University . 

* From Surgetv in World Wit II. Volume 11, Ottice ot t.he SUl'B'On 
General., Department ot he A1'I11t, 1964, 



EDITORIAL 

on 10 June 1966, Colonel J8JI1es A" Wier, Moe 0 assumeel the 
poSition of USARV Surgeon replacing Colonel S.amusl e, Gallup, M.e. 
who remaineel as Deputy USARV Surgeon until hie departure on 11 
Julr Colonel Wier c8JI1e to his present assignment after heading 
the 44th Meelical Brigade since its arrival in .. country in "pril ot 
this year. 

It is the new USARV Surgeon's desire that this periodical be 
upgraded in format to a degree comparable to other periodicals 
publisheel D.r the US Arm, Medical Department Facilities for 
obtaining this end wnl be acquired by having the USARV Medical 
Bulletin printeel in Japan On a hi-monthly basis The name' of 
"Bulletin" will reappear thanks to the asSUrance by the U$ARV AG 
Section that this is in accord with Array Regulations, Graphs, 
photographs anel other illustrations will be reproduced in black 
anel white, The USARV Medical Bulletin will be publisheel in a 
booklet torm anel the cover will remain the S8lllli each time at 
least until further notice. 

As in previous issues. articles from members ot AMEDS Units in 
USARV are neeeleel anel certain organizations will be teatured in each 
issue, Contributions trom civilian and military meelical installations 
in MAC'IJ , CINCPAC anel CONUS areas will be most welcome, Controver­
sial articles are highly e1esirable anel provisions tor editorial 
commentll anel rebuttals will be made, Letters to the editor giving 
opinions I cri ticis1D8 and cOmman ts will be appre ciated • OpiniOtls 
expressed in the articles published will continue to be those ot the 
author and will not necesllarilr retlect the opinion ot the Surgeon, 
or the US Arm,. It is anticipated that one or more ot the articles 
in this illsue may elicit quite a good deal ot controversy. 



· HEADQUARTERS 
2D SURGICAL OOSPITAL (MOSILE AI!MY) 
APe San Francisco Calitol'll1a 96294 

HlS'roaY 
The Second Surgical Hospital (Mobile A~) w ... originall1 or­

ganbed and iIllotted to the RegUlar AX'1q, .t1'eotive 1 October 1943, 
and .... igned to the Second AX'1q Corpa. 

Shortly thereafter, during the dark da,yll of World War II, it 
was redesignated the 2nd Portable Surgical Hoapital. and 8Isigned 
to the Southwest Pacific Area. ' 

The unit was awarded battle credits tor participation in the 
Southern PhUlipine Campaign. It participated in tha New Guinea 
Campaign, and an amphibious a8sault landing on Igi, and Island in 
the A.ia Island Group. 

The unit was awarded the Presidential Unit Citation for out­
atanding perf01'lllance against the enSll\Y on Papua in Mq 1945. 

The 2d surgical Hospital again saw action in th. Kol'llaft Cam­
paign, While on duty in Korea, the unit gave Medical Aal1at6nce to 
the 8th AX'1q, and received credits for the Firat UN Counter ot­
fensive, and the Chinese Communist Forces Spring otrenaive. 

This unit has participated in many exerciaes duting itl peace­
time operation such aa Swift Strike and Desert Strike, 

The Second Surgical Hospitill was 88eigned to the 55th kedical 
Group at Fort Bragg, North Carolina just betore it departed CONUS 
on 14 October 1965. On a,triving in VietnMI it became .. unit under 
the 43d Medical Group and arrived on aite in An Khe on 6 November 
1965. Starting with a bare hillside, the unit haa jllJ't.icipated in 
the actuill building of the hospital in conjunction with the Engineer 
unit asSigned the mission. All patient are .. Are 11\ Quonllet huts I 
iIll unit personnel continue to live in tenta, althoulh th18 ~l be 
remedied within the next few months. 

The hospitill is augmented by a platoon from the 542d Clearing 
Company and this has provided a totill bed oapacity of 140. Our 
max1nl~ patient load to date has been 151. at which time the patient 
wards were extended into tents. 

The unit, While retaining its mobile capacity, hu been giving 
direct support mainly to the lilt Air Cavillry Division. A large 
amount ot station hospitill support haa iIlso been given particularly 
in the form or x-ra,y laboratory and oonsultation lemo •• 
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Over 95 percent of patients admitted are surgical in nature. 
Surgic.al Specialists available on the staff include a thoracic 
surgeon, vascular surgeon, orthopedic surgeon, and several general 
surgeons • 

. The Second Surgical Hospital is most happy to have visitors 
from other hospitals and medical staffs and can provide overnight 
billeting for either female (private room) or male guests. 

F. C. DIMDND JR. 
Lt Col, Me 
Commanding 

CURRENT STAFF AND PRESEl'lT DUTY ASSIGNMENT 

1. Commanding Officer (and Thoracic Surgeon) Lt Col,·F. C. Dimond 
Jr, MC 

2. Chief Professional Services and Chief. Orthopedic Service, Major 
. Egon Johnson, Me 

3. Chief Department of Surger,y, Major Noman Rich, Me 

4. Chief Radiology Service, Major Kenneth Foster, MC 

5. Chief Anesthesiology Service, Captain Richard Horsch. Me 

6. Chief Medical Service, Captain Charles Fitzgerald,MC 

7. Chief Nu~se, Major Kathryn C. Singer. Army Nursing Corp. 
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THE. MOBILE SURGICAL HOSPITAL IN VIETN~ 

A Le990n 19 Flexibilitx 

BYI Lt Colonel F. C. Dimond, Jr., Me 

Paralleling the enclave deployment of troops in South Vietnam is 
the deployment of supporting mobile surgioal hospitals. This is a 
direct result of the terrain which psrmits relativeiy little use ot 
road travel, while torcing relatively great use of air traveL 'l'he 
arrangement has allowed all surgical hospitals to emerge in a modified 
role, with emphasis on bringing the patient to the hospital rather 
than the hospital. to the patient. This 11 particularly true in the 
case of the 2d Surgical Hospital at An Khe which supports the 1st Air 
Cavalry Oivillion, The division possellSes i~:; OWl'1 medivac helicopters 
and coupled with its otherwise trenlendous air 11IObility capacity hw 
the potential for evacu8,ting large numbers of casualties rapidly from 
the battle zone, This has resulted in a very high standard of patient 
care, and, when accurate statistics are available will undoubtedly 
show a decrease in mortality and morbidity (especlalq intections). 

In Vietnam, the principle ot bringing the hospital to the patient 
does not alw~s result in the hoped-tor benetit. This was recently 
demonstrated in analogous fashion ~ the .2d Surgical Hospital which 
Was located only a tew air minutes aw~ from casualties sustained ,in 
the recent operation "Crazy Horse", Because ot the terrain, lack ot 
roads and vulnerability to ambush made evacuation impossible other 
than air. And because ot inclement weather and sustained heavy enemy 
action, even air evacuation was dele,yed tor 12-16 hours. Thus a hos­
pital which was as near the -front" as posaible was unable to render 
immediate care to the casualties despite its proximity, 

The Surgical Hospital is in essence two hospitals in one. Each 
hospital sets tor itselt the same standardS ot pertormance, but only 
one can attain them. The mObile concept permits the hospital to work 
out ot a home base adapted to the tactical unit it supports (division, 
brigade, etc.) and to return to this base when the tactical operation 
is concluded, This may involve movement ot an entire 6D-bed unit with 
its only value being its readi,n.sa Or aV4Uability. If Ll1ere ere no 
casualties, a complete hoSlhtaJ. IN)' thll' oe tull.LiA:ml.., ,Ot' 4 !-,rulonged 
period, in which ~.a.ae alSo thv troop» 10(;a1;. .. ct in the balHl camp cannot 
receive hO$pital type cal'El and evaluation except by evaluation to a 
distant hospital, This evaluation impose8 and addsd requirement for 
air support as well as considerable 10811 of man houra to the inwlved 
units. 

When the hospital treats casualties in its mobile role, it reverts 
to a "beeted-up" clearing platoon - K • team complex Which should per­
torm only truly resusci tativ-e lIurgery, 'l'hiil provides for max;imum 
nursing care, of the urgent sUI'gical oases and evacuation of tranllportable 



cases to a fixed facility. Only insufficient or weathe~limited air 
evacuation or a worsening proXimal tactical situation should torce the 
deployed hOSI':i.tal to lIove~peratefl in its undesirable environment 
(embodying dust, heat, excessive humidity, insects, inadequate elect­
rical powe.', poor lighting, lack of adequate suction apparatus, longer 
supply lines and inadequate holding space for the lese transportable 
patients) 0 ~'l:"om a personal Viewpoint, if I were safely transpo-tl'hle 
yet required a laparot.omy or thoracotomy» I would prefer not to hln'e it 
performed in a strictly TOE tent hospital, As alluded to above, when 

, the mobile hospital deploys to the field, it should limit markedly 
the emount and type of surgery performed and abandons any large amount 
of station hospUal support which it ma.r have been providing, An ex­
ample of this latter situation exists in the case of the 2d Surgical 
Hospital which currently provides station hospital type care t.o the 
1st Air Cavalry Division and its numerous large support groupe at Camp 
Radcliff in the Central Highlands while serving as the nearest fixed 
casualty treatment center for the Division and elements of the 25th 
Infantry DiVision and 101st Airborne Brigade. The hospital also 
~lrnishes emergency surgical care for many Vietnamese patients, If 
the mobile hospital component were to deploy to the field. ,~tation 
tyPe suppor't would cease (particularly in the area of X-ray Idth its 
power requirements <)l1d film supply problems) and the operating 
capacity would be reduced from seven totw tables, It is significant 
to contrast this situation with a recent period of relatively heaVy 
casualties when by using seven operating tables, the staff of the 2d 
Surgical Hospital performed 75 operations in a 12-hour period, 

It is a tribute to higher policy-making medical and other head­
quarters tha.t the two-in-one surgical hospital concept is accepted 
and that while the mObile component retains'its normal TOE'equ1pment. 
the fixed component is provided Idth equipment comparable to that 
found in stateside hospitalS, 

1'ile fixed facility as oppOsed to the mobile facility allows de­
tailed cUnical studies to be carried out which can ultimately con­
tribut.e to improved patient care whetheri,t be in the rol'lll of equip­
ment changes» improved techniques or increased profeSSional training 
at all levels, 

In shOTt only the fixed facility can assure the tinest possible 
patient care at all times 0 ' 
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THE WOUNDING POWER OF MISSILES 

By: Major Norman M. Rich, MO 

War wounde present /I. challenge to the mUitaI'1 surgeon. Al­
tHough certain basic principles have been tormulated trom knowledge 
atltained in World War II and Korea, the battlefield. in the Re­
pUblicot Vietnam present new problema. Alao, aurgeoM experiencing 
tHe results at the 1IIIplementa at war tor the tiret time muat learn 
anew the eatabliahed methode utilized in war surgeI'1. 

An unl;ierstanding ot the 1IIOunding powers at miasilea is at 1m­
pdrt.ance to the military aurgeon. WOUND BALLlSTICS publiahed in 
19'62 by the Oftice ot the Surgeon General otters an excellent re­
vjlew ot the knowledge attained in World War II and Korea in treat­
ment ot the 1IIOunded. It should be emphasized that .the knowledge 
at the motion of projectilea and associated tissue response to 
valrioua wounding agents should be utilized by physicians to improve 
the care of the 1IIOunded. This is illustrated by the tabt that high 
velocity misSiles, above 2,500 !t/sec. have a higher kinetic 
en"ergy, larger temporary and permanent cavity and more severe 
tissue damage than low velocity missile.. As was described in the 
Ko'l'ean War. ,thrombosis of vessels not in the direct path at the 
high velocity missile can occur. 

In the present fighting in Vietnam a unique situation exists 
where hiSP velocity missiles from modern arma such as the Russian 
~47 asaault rifle and the M-16 rifle are contrasted with the 
cross bow and spear at the Montagnard tribesmen and the bamboo 
arrow booby traps of the Viet Cong. 

The results of our experience at the 2d Surgical Hospital 
where the primary mission is surgical care of the 1IIOunded cover 
the first five montha of 1966 from 6 January 1966. Of our total 
of' 1196 patients, missile wounds accounted for 521 admissiona: 
43.6 percent. 

In our sewies of 521 patients sustaining m1S1!1ile 1IIOunda ap­
proximately 50 percent (258) cases originated from gun shot 
wounds from small arms and 50 percent (263) resulted trom fr~nts 
from grenades, artillery, mortars and mines. Six patients received 
multiple 1IIOunds from both sources. Of special interest is the fact 
that four soldiers were wounded by bamboo arrow. The 1IIOunding 
agent was completely unknown in two case •• 

Detailed history. careful examination of the wounds with per­
·manent records by color alidea, x-r~s. and study of the mi.sile 
and other fragments have ~ contributed to our knoWledge in 
determining the origin of the missile and ita wounding power. 
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Over 350 missiles and secondar,r misslles have been recovered at 
surger,r. It should be noted, nevertheles', that in 66.3 percent of 
the patients sustaining penetrating II18sl1e wounds, either the pri­
mar.r mi .. lle or SOIllll of the fragments remain atter debridement. The 
recovered mis.lle. are catalogued in our museum to aid in further 
studie •• 

Our results parallel those in the theater with.a 1.3 percent 
mortal1t7 rate in the 521 patients wounded by mi.s81le. (7 post 
operative deaths, includirlg two patient. who expired atter 
evacuation). The wound infection rate w .. approximately 2 percent 
atter del~ed primer,r closure of most wounds, and primar,r closure 
of wounds of the face and hands. 

It is hoped that the information that we are acquiring 
concerning the wounding power of miasUe. will .. siat other doctors 
in the future who are faced with a .ituation similar to that at the 
2d Surgical HO'pital. 
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BACTEREMlC SHOCIS 

BTr Captain Charlee E. Fitzgerald, ,J;r'9 MC 

Under ideal oonditione, bacteremic shock remains a pel:'plex:!.ng 
pJ'Qblem.Among combat casualties, it 18 ill. ocnetant threat, ar.d may' 
be recognized o~ it one haa ill. "high ind6X of suspicionw. Ba.~ii'.er­
iologic studies reweal that bacteremia frequently accolllpanie!l 
hemorrhagic shock even in the abeence of apparent infeotion» ap­
p~tly originating frOm a previouslF intact gaatroint&atinal tract 
which hall lost its normal impermeability. In addition. the sus­
ceptibility of animals to endotoxin. is de~aatatinglT increased 
following h;ypc.'Olem1c shock. 

Bacteremia is most frequentlyusociat,ed with pene ..... rat:ing 
II!9Unds of the colon and extensive peritonitis, unavoidable delq 
of antibiotic therapy. or following protracted shock. The latt.er 
two categories ha~e been uncommon due to the excellent 8e~ices 
rendered by the medical evacuation tena. The diagJ1Osj"s should be 
suspected in any preoperati~e or postoperatiVE! patient who preaflnts 
with the above history or findings, and. particularl,y if' there is 
fllver, vallcular labllity, reduced urinary volulII8» altered respiir'a= 
wry rate. or dela;red convalescence, elthough otherexplsl.'llatioIll!l 
ot these findings ma;r seem apparent. The definitive diagnosis is 
made only by blood culture, which is ill. simple, reassuring procedure 
too often ignored. 

Prompt treatment should be initiated once the clinical SUS= 
picion is raised. Treatment includes "blood cultures". a.ntibiotics 9 

restoration and maintenlilloe ot ettective vallcular volUlll<e. steroid.s. 
and adl!'energj.c blocking drugs. As previo\lslJr mentioned. 't>lood 
cultures grea.t~ .facilita.te tX'8atment and 11.1'8 essential tor <11.,,," 
gnosis. On t,hose patients lObo are prone to sepsis. oultmrel! fJno1.ll.d 
be obtldned all adlJUasion or at the t~ 01' sll.rge17. p~tel!'ably plCio;r 
tG the administration of antibiotios. The antibioticl given pn,vlde 
broad spectrum coverage of the "usual organisma"'. and sho1l1d JJ:1cll!de 
penicillin. streptoro,ycin. and either tetre.cycH.ne or chlc)'MmpbeniC'.ol. 
With the <!.IXception of penicillin. the antibiotic dosage Ilhoo.!lJ. be 
that recommended by the manufacturer. The basic studiell of thlil 
action of penicillin. revealed that intermittent small doses of 
~eous penicillin are more bactericidal than continuous a.dmini!l·, 
tration of higher doses 0 There is no oontroverll7 ab01.!t,i;.he·se 
results. however the majorit,y ot p~aician. preter the ,"ten. 
m41lion units per bottle method". Diluted intravenous injs('tions 
of one million units every four to six hours deserves comparative 
trials. 

Central venous pres.ure monitoring haa been a real asset in 
e.timat1ng effective vascular volume, and i8 currently standard 
practice in. the majority of hospital units. The prlnciple fluid 
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used follo~ng correction of the red cell volume has been plasma. 
Recent studies suggest that low molecular weight Dextran is 
superior,. but this is not yet readilY avallable. 

The use of steroids remains controversial, but if they are 
employed they are used in high doses. Experimental animal studies 
reveal that protection against endotoxic shock is afforded when 
the animals are given glucocorticoidsprior to sepsis. however the 
effectiveness atter sepsis is established, is equivocal. Poor 
wound healing and sudden dElllise during conval.escence are the two 
major objections to the use of massive steroids, 

That vasopressors m~ further impair the peripheral and 
splanchic circulation iQ patients with bacteremic shock is currently 
recognized, The adrenergic blocking drugs (phenoxybenzamine) have 
recently been under study. and appear to be preferable, They are 
not available for use. but should be in the near future. 

In conclusion. bacteremia is common among battle casualties. 
Many cases have been avoided or treated unknowingly b,y the use of 
routine antibiotics. Its sequela. bacteremic shock, is one of the 
leading causes of death following trauma and hemorrhagic shock. 
Despite our current concepts of treatment, the mortality rate is 
high, Until addi tion'al concepts of therapy are discovered. man­
agement will remain a perplexing but not necessarilY futile 
challenge, 
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PUNJI ST~CK WOUNDS 

Byg Captain Glenn H. Shapardg MC 

The current war in Vietnam presents sharp contrasts in weaponry between the IIIOdem and the ancient. The punji stick. with origin several. thousand years ago. haa proved itself aa an etrective 
~unding device. 1.ta use is widespread in the Central Highlands and is a frequent Callse of wounds in members of th e Allied Forces. 

'l'wenty=two pc>int four percent of all surgical. e.dm,as1cm8 to the 2d Surgical Hospital were wounded by punji sticka. The total ot 247 patients spent an average of 14 hoep1tal. days undergoing 
t~at.ment. Thisreprestl!lts 81,592 man houra awq from th!l ~it. Following the poliq outlined by the USARV Surgeonp all punji 
s~ick wounds are debrided. Antibiotics are routinelY given con­sjl.sting ofintramuawlar penicillin and streptoB\Ycin. Delqed primary closure is performed the fourth to fifth postoperative dW. With leg woWldl" sutures are remo1l'ed on the fourteenth post­operative day. Patients with leg wounds are immobilized two d~. A seven dq convalescent per.iod follows discharge. 

Morbidity .t'lrom these wounds 18 low. Two patients pre. entad 14th infection in four dq old, untreated wounds. Only su infections appeared in treated wounds. Eight woundS violated the knee joint 8IiId one the ankle jOint. with all returning to dUQr within thirty dWS of inju::y. In one cue the anterioll' tibial artery and vein 
~re severed. Ret£;ined pllnji fragments _ were found in six patients. T~ia includes one patient whoae punji stick wound had alreaqy been debrided at a larger hospital.. None of these fragments were de­tectable b.Y x=r~. 

One punji stick penetrated C1e pleural cavity of our moat unusual patient. an Army scout dog. Hemothorax resulted which re­sponded well to theraPY'. 

-The panji stick i8 a wounding device that presents a potentially serious SoU1l'~ of infection in untreated caees. By confining its victims for three weekll. it chiefly serves the Viet Cong aa an effective means ot: temporarily reducing the manpower available to t~ Allied Forces •. 
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2D SURGiCAL HOSPITAL MEDICAL MUSEUM 
i 

81: Major Nol'lllall M. Rich, Me 

The 2d Surgical Hospital medical museum Wei establiahed in 
January 1966. In addition to a large collection of missiles, the 
mUseum now haa numerous' punji sticka, Viet Cong booby traps, Manta­
gnard crossbows. arrows .• spears and knives, several captured Russian 
and Chinese weapons. and equipment and clothing used by the Viet Cong 
and North Vietnamese Communists. Members of the 1st Cavsl17 (Air­
mobUe> Diviaion and the 1st Logistical Command have been very helpful. 
in acquiring many of the items on displa,y. 

There has been an increasing number of v.l.sitora daily. many from 
remote areaa. An7 donation of medical or military interest is grate­
tully accepted. In mid October 1966 this muSeum Will become part of 
the A~ Medical Museum in Washington D.C. 
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Historical Note: SHRAPNEL 

By: MaJoT Norman M. Rich. MC 

Shrapnel. according toWebeter's New \'brlcl Di.ctlonary. is "1. 
An artiller,y shell filled with an explosive charge and many small 
metal balls, set to explode in the air over the object. 2. Such 
shells collectively. or the metal balls soattered by the explosive 
of such shells, 3. Shell fragments scattered by any exploding 
shell". 

The term shrapnel comes from General Henry Shrapnel (1761 -
1842) of the Br~tish A~ who first demonstrated his spherical 
explosive shell filled with lead balls about the t.in\e of the 
Siege of Gibraltar (1779 - 1783). The British Arnw adopted his 
devise in 1803 and in time the shape of the explosive Shell became 
elongated. 

By the time of World War II experience had conclUBively demon­
strated the ineffectiveness of antipersonnel leads such as cannister, 
grapeshot, chain shot, and shrapnel. In World War I where many tons 
of shrapnel were used there was little evidence of true shrapnel 
wollnds; therefore, the manufacture of shrapnel was generally dis­
continued. In comparison. high explosive Shells have high velocity 
fragments which cover a greater area in large numbers than the low 
velocity shrapnel balls. A 3-inch shrapnel load had less than 300 
balls many with such low velocity that neither clothing nor skin 
penetration was effective within a few yards of the b'lOrst. The 81mm 
high explosive shell with an initial fragment velocity ot 6,180 f.p.s. 
haa more than 2.500 effective fragments, at a distance of 20 feet 
from the point of buret. 

It has been noted that para medical personnel and even many 
doctors give wide usage to the term "shrapnel" in describing wounds 
from high velocity, high explosive sources. The most scientifically 
accurate use of the term shrapnel should be reserved tor the low 
velocity load balls as originally described by General Shrapnel. 

References: 1). Finck. Pierre A., Ballistics and Forensic Path­
ologic aspects of missile wounds. Military 
medicine, 130:545-569 June 1965. 

2) Coates, James Boyd Jr. and Beyer. Jamos C. 
\'bund Ballistics, Office of the Surgeon 
General. Department of the Al'II\Y. Washington 
D.C. 
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THE PITFALLS OF THE COMBAT MEDICAL STATISTICIAN 

!-flea for Accuragr 

B.r: Lt Colonel F, C, Dimond, Jr" MC 

A paper prepared by the 2d Surgical Hospital for presentation 
at the AHA Convention in Chicagp in June 1966 has focused attention 
for our staff on the potential errors inherent in compiling medical 
statistics, Since overall statistics come from a variety of sources, 
the ultimate total is the product of the b.t'ief checklist flowsheets 
encouraged and bro'orbeaten out of fixed hospital sources or tabulated 
by non-medica.l clerical type persoMel, The initieJ. statatic mq 
actually originate with an inexperienced over-worked MiD clerk who 
takes his information from d. battle casualty who i.s justly only in­
terested in medical care, Dther statistics may originate from a 
statistic hating medical officer who faile to see their obvious im­
portance, Again, during the mass casualty or high worklOad peaks, 
there is an excellent excuse for ignoring any possible benefits 
that IlIll1 accrue from accurate statistics, 

At the 2d Surgical Hospital. where 92 percent of admissions 
a.re surgical. the average battle casualty at the time of admission 
does not know what the etiology of his wound is, If he is asked 
if he was shot, he is apt to reply "I guess so" to the MiD clerk 
who then records the .admission diagnosis on the A&D sheet as 
"Gunshot wound", Most A&Dsheets are not,or.iously incorrect in this 
respect, 

The admitting physiCian has been noted to be particularly 
ca.relen about this information and tends to appraise a hole in 
a body part as gunshot wound or fragmentation wound depending on 
his or the patients estimate of the situation, This IlIll1 never be 
corrected in the body of the Medical chart, 

Another common error in recording wound areas occurs when the 
medical history and phySical examination Show aeveral body areas to 
he involved, but when the cover sheet (DA 8275) is completed one or 
more of these areas ill omitted, This is frequent enough to alter 
somewhat the overall tally of Anatomical1l!01md d.istl!'ibt!ti~no Orienta­
tion of profeSsional staff and A&D personnel can eliminate this 
source of error, 

The. Field Medical Card (00-13130) in numerous instances begins 
the chain ot statistical error if it is accepted without checking 
it for accuracy, Most are completed by medical Aidmen Who frequently 
incorrectly note the wound Etiology. and who fortunately rarelJr in­
correctlJr note the fact of Whether or not the wound resulted from 
hostile action, There have been several Field Medical Cards which 
have indicated or suggested that the wound has resulted from hostile 
action when a little investigation has determined that the wound 
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waa selt-inflicted. The self-inflicted wound. whether intentional 
or accidental, is of great importance to the unit and the US 
GoYernment and the statistics in this category should be the 
correct ones. 

One ot the most disturbing sources of error is the misuse of 
thll lIIOrd "Shrapnel" on the Field Medical Card by medical aidmen 
and unfortunately by doctors who seem to feel this tenn covers 
a multitude of metallic sins. Even in the 2d Surgical Hospital 
some of the less experienced phYSicians used this nondescriptive 
tenn initially, apparently calling on its colloquial acceptance, 

Because of the wealth of misinfonnation available from A&D 
and checkaheets and medical his tori and final sunmary sheets, it 
is felt that a little extra effort is in order to insure accurate 
reporting and evaluation. 

Other good sources of information are the patients unit (which 
usually 1s well irtformed on the mission that invoked the casualty), 
lesser injured and more orientated individuals from the same mission, 
x-rIllY evaluation of the non-removable fragments. and ordnance 
evllluation of the removable fragments, A careful hiStory from the 
lUCid patient, a thorough evaluation o·f his wound, and a 11tt111 in­
terest in the types of missiles one ma;r meet in this theater of. 
operations all contribute to statistical accuract and certainly 
make the task more interesting, 

In reviewing the many pitfalls inherent in the battle dasualty 
statistics gathering effort, it make. one wonder if the WOrld War 
II and Korean Conflict statistics aren't possibly tremendously in­
accurate, A plea is therefore made for accuracy in the Vietnam 
theater of operation. A little extra effort at the beginning of 
the statistics line will keep the ultimate records truly more 
meaningful, 
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HEADQuARTERS 
.3D SURGICAL HOSPI'fAL (MOBILE ARMY) 

APO 96491 

KEY HIl:>PITAL]ERSONNEL 

COMMANDING,.QF'FICE& 

Major Peter E, Downs is a 1957 grM.llate of' Cornell University 
Medical School. He took his internsh;i,p at Tripler Army Hospital, 
Hawaii and spent the following year WI bi,ttalioii'\ surgeon With the 
1st Battle Group. 27th Infantry, 25th Division at Schofield Bar­
racks. lie then had a general surgical l'eaiden<-'Y at, Brooke General 
Hospital. On completion of this he was asSigned to DeWitt AI'II\V 
Hospital, Fort Belvoir, Vir~nia, He is a dipl()~ateof the American 
Board of Surgery. 

CHIEF OF PROFESSIONAL SERVICE DEPUT: HOSPITAL COMMANDER 

Major Gale E. Thompson is a 1960 graduate of the University of 
Washington School of Medicine, Seattle. Washingt,on. He interned at 
Madigan General HospitaL Following the Arrny' Medical Field Service 
School in 1961 he had a Residency in AnestheSiology at Walter Reed 
General Hospital, Upon completion of this training he became Chief 
of Anesthesia and Operative Service at Martin ~ Hospital; Fort 
Benning, Georgia. In addition to his duties as the .3d Surgical 
Hospital, he serves as Anesthesiology ConSUltant to the USARV Surgeon. 

CHIEF N.URSE; 

Major Francis O. Vandiver, daughter of Mrs. Thomas M. Vandiver 
(5.37 Drqton Circle) was born in Anderson. South Carolina. She is 
a 1946 graduate of Anderson Memorial Hospital School of Nursing. 
Major Vandiver entered the Army on 1 November 1958 and served a tour 
in Germany 1951-1954 and another foreign tour in Korea 1959-1960. 
Other stateside assignments include: Valley Forge General Hospital, 
Phoenixville, Pal Fort Huachuaca. Arizona; Fort Knox, Kentucky; and 
Fitzsimons General Hospital, Denver, Colorado, She attended the 
Ward Administration and Supervision Course at HFSS in 1956 and also 
the A~ Nurse CorpS Advance Course, MFSS. 1960, Prior to coming 
to Vietnam, she was assigned as the Army Nurse Corps Counselor, 
Fifth Recruiting District with the responsibility for Iowa, Nebraska. 
and South Dakota. Arriving in Vietnam she was assigned to the .3d 

·Field Hospital, Saigon prior to assignment as Chief Nurse, .3d Surg-
ical Hospital. Bien Hoa. . . 
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MEDICAL OPERATIONS ASSISTANT - EXECUTIVE OFFICER 

Captain Tholll8.ll Greene, MSC 11:1 a native of Orlando, Florida and 
received a B.S. degree in Mathematics from West Virginia ,State Col­
legei, Institute, West Virginia in 1961 where he Wali deaignat",d DMG 
and received a Regular ~ Commission in the Medical Service Corps. 
He Itas immediately aIIsigned to the 7th Field Hospital, Fort Knox, 
Kentuck;y as a Hospitalization Unit Commander, From here he went to 
Fort Sam Houston, Texas to attend the MSC Officers Basic Course and 
to marry, January 1962 took him to Europe where he held assipents 
,in the 629th Medical CompatV (Clr) and 695th Medical CompatV lAmb) 
which he colllDlanded and eventually ended his tour in Germ!lll3' with the 
36th Medical Battalion in February 19650 He returned to Fort Meade, 
Maryland ali the Sqdn Med Aaet, 3/11th Armored Cav Regiment' for the 
greater part of 65 and then went to the 36th Evacuation Hospital also 
at Fort Meade before coming to Vietnam with the 36th Evacuation Hos­
pital. Captain Greene's wife and til ree (3) children now reside in 
Maryland, 

REGISTRAR 

First Lieutenant Daniel Co Spina, MSC, is a native of Hollywood, 
Florida He obtained a BS, in Biology ir'om Flo:rida state University 
in 1964. He entered the Army in All.guat 1964, completed the MSC 
officers Baliic Course at the Medical Field Service School, Fort Sam 
Houston, Texas and was asSigned to the USAH, Fort Carson, Colorado ali 
the Plans and Training Officer, He returned to the Medical Field 
Service School in MaJr 1966~ for t.he Battalion Sur~ons ASSistant 
CourlJe and joined the 3d Surgical Ho~pital (Mbl A) in June 1966, 

~ICAL SU~_OFFICER 

Captain Gerard J. LehoWt. MSC, was born in Biddeford, Maine. 
Upon graduation from high school, he el1listed in the US Coast Guard 
and entered active duty in 1943 at Manhattan Beach Training Station, 
Brooklyn, He Wali 8IIsigned to the USS Orange, PF 43, and served 
three months on board, After the war With Japan he was separated in 
1946. While in the USCGR he participated in three 1IIli.jor campaigns 
in the South Pacific. He received a B.S, degree in Phyeical Education 
w/mihor in Corrective Therapy from IthaJa College in 1950 arid worked 
one semester at the Graduate Program of Itha~aCollege. He has 
worked in V.A. Hospitals in Northpol't. LOl1g Island. Bosten. Framing­
ton, Mass, and Philadelphia where he was Chief Corrective Therapy 
until 1957 when he entered the Army with a direct commission AI 1st 
Lt. He hali attended the MaC Orientation CourSe (1957). Basic) Ad­
jutants Course (1959). Medical Supply CourSe (1963) and the MSC Career 

'Course (1965). Captain Lehoux and wife have four (4) daughter. of 
which three (J) are teens and a set of twins, 
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HIS'IDRY - 3D SURGICAL HOSPITAL (MEL A) 1949-1965 

This unit history will cover the major exercises, operations, 
and TOE changes of the 3d Surgical Hospital (Mbl A) from the time it 
was reactivated in May 1949 up to December 1965. 

The 3d Surgical Hospital (Mbl A) was activated on 6 Mq 1949 at 
Fort George G, Me8.de. Maryland after three years and six months in­
active status after World War II, 

Soon after the activation plans were made in preparation of an 
assignment ·to Eniwetok Atoll to provide medical support to the mili­
tar,r personnel stationed there, 

Since the mission was to provide medical support at the station 
hospital level the 'IDE authorizing 60 beds and 100 percent mobility 
was changed to a 25 bed station hospital, ZI. and a 25 bed expansion 
unit Com Z, The authorized personnel strength was four (4) officers 
and twenty-two (22) enlisted men, . 

The majority of equipment and supplies were requisitioned from 
the Louisville Medical Depot Reserve and arrived at port in time to 
accompalliV' the unit overseas, 

The 3d Surgical Hospital arrived at Eniwetok on 17 Mareh 1950· 
and prepared to establish the neeess ary t,reatment facilitie.. Since 
the fixed hospital buildinge were not completed until October 1950, 
a small building. to be used as a dispensar,r was provided by the Al'Il\Y 
Garrison Forces and the Surgical and ward sections were located in 
the U.S.S. APL 27. anchored orf shore. Lack of adequate transporta.­
tion to the ship and rough waters often hampered the proper treat­
ment of emergency cases, When the permanent buildings were finally 
completed there was room for 55 beds with expansion available to 
77 in case of emergency, 

In Februar,r 1951 the mission was changed to provide me4ical sup­
pert at the station hospital level to all militar,r and civilian per­
sonnel on Eniwetok Atoll, This increased the authorized personnel 
to seven (7) officers snd thirty-seven (37) enlisted men. 

The hospital was in operation from 17 March 1950 to 25 May 1951. 
During this period there were a total of 9.470 outpatients, 841 in­
patients and 46 major operations. 

The 3d Surgical Hospital had a profound influence on Eniwetok 
Atoll. MOst major health hazards were rsduced greatly by intensive 
insect and vector control and the elevation of .sanitation standards. 

On 29 June 1951 the 3d Surgical Hospital was returned from 
Eniwetok Atoll to Camp Stoneman. California. 
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Station aIIsignmenta from Camp Stoneman to present were all fol­
lowa: 4 July 1951 to 4 February 1953, Camp Rucker. Alambama, 4 Feb­
ruary 1953 to 27 July 1954, Camp Pickett, Virginia; 27 July 1954 to 
4 ~ugust 1965, Fort George G, Meade. Maryland;.4 August 1965 to pre­
sent, Bien Hoa, Vietnam, . 

The unit history is 'Very sketchy up to 1959. In 1953 the unit 
W8IS redesignated the 3d Surgical HOlpital (Mbl A), In 1959 the unit 
participated in the Fort Meade Outdoor Carnival, erecting tentage 
and dieplays for public viewing, 

From 13 May to 19 May 1959 one platoon from this unit consiSting 
of one (1) officer and thirteen (1.3) enlisted men supported the 
Armed Forces Week demonstrations at the Valley Forge A~ Hospital, 
Pennsylvania, This was coordinated by the Phoenxville. PennsylVania 
Junior Chamber of Commerce, 

During the period 28 October to .31 October 1959 two (2) officers 
and thirteen (1.3) enlisted men supported the 57th Medical Detachment 
Helicopter bf setting up exhibits and air evacuation demonstrations 
for visiting personnel of the 1-1edico-Dental Symposium, U.S, Naval 
Hospital in Philadelphia, Pennsylvania, 

On 10 January 1961 application was made for Superior STRAC, Unit 
1960. This award Wal subsequently presented to ColIIIJI8I\ding Officer, 
Lt Colonel Eugene Mullaghey bf Major General Thomal Watling on 29 
Mv 1961 during ceremonies at Fort George G. Meade, Maryland. 

From 27 June 1961 to 29 August 1961 thia unit Wal sent to sup­
port ANADUTRA at Camp A.P. Hill, Virginia. Durins Septeuiber of the 
same year our TOE strength wee ammended to three (.3) officers, one 
(1) ANC, and eighty-aeven (87) enliSted men. 

In June of 1962 the .3d Surgical Hospital (Mbl A) participated in 
"Operation Honeymoon", a mass casualty exercise in Baltimore, Maryland. 
The entire operation lasted approximately six (6) hours and consisted 
of a simulated explosion of a factory near a Baltimore Orphanage, More 
tnan 115 of the orphanage children were made up aI casualties in a 
nearbf park by the pereonnel of the 3d Surgical Hospital (Mbl A), The 
children were then ruShed by ambulance and truck to the Johns HopkinS 
Hospital, The entire operation was made poaaible through the help 
and coordination of the Baltimore Civil Defenae, Polioe Department, 
and Fire Department. 

From 5 August to 18 August 1962 the unit participated in SWift 
Strike II attached to Red Forces in South Carolina. Total "Iigned 
strength during the optration. w .. fourteen (.14) oft.1.cere and sixty­
two (62) enlisted men. The miaaion w .. to receive, treat,. and 
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evacuate simulated casualties cf the Red Forces and to receive, treat. 
and evacuate actual casualties of the Blue Forces, Total inpatients 
were 59. and outpatien ta were 86, There were also S3 simulated 
casualties, 

On 5 September 1962 the 3d Surgical Hospital (Mbl A) participated 
in the Fort Geol;"ge G, Meade, Maryland Passive Defense Plan, The unit 
was alerted to~ecure the billet area and proceed to a designated 
shelter On the Fort Meade reservation, There was a total of fifty 
(50) men required fer the exerc:i.se. the majority utilizing the pre­
pared underground shelter, the remainder uSing foxholes and shelter­
half's, The total time of the exercise was twenty-four (24) hours, 

The Spring of 1963 was dry and Windy, leading to dangerous 
forest fire conditions, '1'he 3d surgical Hospital (Mbl A) was 
called out almost weekly d1ill'ing April and Ma¥ to support local fire 
companies in fightL'1g the numerous fires that occurred, The men of 
this unit rallied bravely to the numerous pleas for help utilizing 
shovels. entrenching tools. and combat boots to put out the fires, 

On 2fJ April 1963 this unit prepared a static displa;y of a Field 
X-ra,y Unit, Surgical Equipment, and training aids in the training 
classroom for five \5) Staff General Officers of the Chinese Medical 
Service from the Republic of China, The period for the displa,y and 
conferences provided for mutual exchange of ideas pertaining -co the 
Army Medical Service of both countries, 

During the late summer and fall of 1963 the 3d surgical Hospital 
was alerted to provide medical support of local areas of racial 
disturbance, 

During the yea~ 1964 the 3d Surgical Hospital participated in 
the training of flOTe Cadets at Indiantown Gap Hilitaty Reservation, 
Pennsylvania and conducted medical training for newly inducted per­
sonnel, this included two (;?-) twelve week cycles, OJT proficiency 
and refreSher training was (lOnducted at Kimbrough A~ Hospital. 
Fort George G, Meade. Maryland., 

During the year 1965 the mlit partiCipated in Operation Pine 
Needle II at Camp A.P. Hill. Virginia during the period 10 Ma1'ch 
through :;P Harch 196;, 

In May 1965 the unit was alerted for overseas movement to Viet-
. nam, During the period Ma,y through 19 July 1965 all TOE equipment 
was TID and packed in 2~ ton truckS and loaded aboard flat~a.r8 at 
Fort Meade for shipment t.o ~Iobile. Alabama and loaded aboard the 
freighter Jane lykes, 
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The AdVarlce Party left Fort Meade cn 1 August 1965 and were air­
l1fttldto Vietnam. The Main Body left Fort Meade on 4 August 1965 
andwa8 airl1fted. to Travis Air Force Baae, Calit'ornia. The main 
bod3' boarded the USS Mann and departed Oakland AI'II\Y Terminal on 5 
Augu.t 1965 and arrived in Saigon,. Vietnam on the 23rd of August 
1965. The unit Was loaded on a I..::;T at the mouth of the Saigon 
River for IIIOvement to Saigon for further movement to Bien Hoa arriving 
on tJqe 25th of August 1965. All TOE equipment arrived on 7 September 
1965 and the hospital was set up in full operation to receive patients 
by the l;th·of September 1965. The first patient arrived on 18 
September 196; • 

. The unit participated in Operation Garfield in the area of Ban Me 
Thuot. All equipment and personnel were loaded aboard 0-130 Aircraft 
at Bien Hoa Air Base and air transported to that area. It took 18 
aircraft to transport all personnel and equipment. and was the t'irst 
surgical hospital in this theater to become Air Mobile, The unit 
remained in that area furnishing hospitalization for wounded petaonnel 
and also treating the Montagnard population through civic action, 
The unit completed the return movement to Bien Hoa 9 April 1966, 

Since 18 September 1965 to 30 June 1966 the hospital has had . 
1,173 admissions and 640 major surgery cases, 
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Official Statement of, Lineage and Battle Honors 

Designation 

Status - Active 

Colllponent 

3d Surgical' Hospital 

Lineage: Authorities 

a. Constituted 6 M«r 1918 in the American 
Expeditionary Forces as ~lobile Hospital No. 3 

00 70. G.H.Q., 
A.E.F. 6 M~ 1918 

b. Activated 1 July 1918 at PariS, France 

c" Disbanded 30 June 1919 at Camp Zachary 
T«rlor, Kentucky 

Station List; Returns 

Returns 

d· Reconstituted 10ctober 1933 on the in­
active list of the Regular Army as 3rd Surgical 
Hospital 

11.0 320 .,.2( 16 Aug 
33), 18 Aug 1933; AG 
320.2(190et,36) Misc 
(Ret), 4 Nov 1936 

e. Redesignated 3d Portable Surgical 
Hospital 25 M~ 1943 

f.. Activated 1 July 1943 in Southwest 
Pacific Area 

g. Unactivated 15 Nov 1945 at Luzon, 
Phillipine Islands 

AG 322(21 M~ 43) 
OB-I-SPMOU-M 25 May 

( ) . 1943 .,S 

IbM. R&d.lofl' 
Hq. Bri,sbane Aust .. , 
C·3636. 2 Jul 43 (3) 

Radio, CM·OUT-
13155, 13 Oct 45 AG 322 
(170ct45) OB-I-E-M, 17 
Oct 45 . ("..0 270» ikl., US 
Arrrq Forces» WeS,'Lerr. 

Pacific, APO 707. 2 Nov 45, Radio fr 
Hq CINCAFPAC, Manila, P.L .• CM-IN-
6861, 19 Nov 1945 

h, Redesignated 3d Mobile Army 
Surgical Hospital, 21 March 1949 

i. Activated 6 M&,y 1949 at Fort 
George G. Meade, Maryland 

j. Redesignated 3d Surgical 
Hospital (Mobile Army), 10 February 1953 

AGAO-! 322 G3n 
Res (10Mar49) CSooT-11, 
21 Mu 49 

Ibid, GO 113. 
Hq Second Army, Fort 
George G, Meade, Md, 
15 Apr 1949 

, AGAD-I(M) 322 
Gen Res (26Nov52) 01, 26 
J at\ 53. 00 11, Cp Pickett., 
Va, 9 Feb 1953 



Campaign Silver Bands: 

World War I 

St. Hihiel 

World War II 

Papau 
New Guinea 
Luzon 

Decorations: 

Distinguished Unit Streamer 
Embroidered - Papau 

Phillipine Presidential 
Unit Streamer Embroidered "17 
October 1944 to July 1945 

GO 12. WD. 1946 
GO 12, WD. 1946 
GO 12. WD. 1946 

GO 21, WD. 1943 

GO 47. DA. 1950 
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RESEARCH IN PROGRESS BY USAMRTV 

By! 1t GI)lent'll Robert J. T. Jay 

1 • The tellewing briet eutlines ot ()Ult'rent research are provided 
to command surgeens fer their infermation. 

2. Malaria Rese arch 8 

a. Malaria surve,... (Captain A.T.C. Bourket Me. USAMRTV). 
Blood llides and hiltoriel et expolure. chemoprephylaxia t and pro= 

. tective measurel are. bein& secured en Spec:LeJ. For<:es and ClOG pel!'­
lennel at the Special Fel'ces "A~ Detachment at PIei Me (4,· 12 Mq), 
en the lepers taking DDS in leprosaria at Pleilru. Kontum. ,and Baill Me 
Thuot. (13 - 18 Mq) and en the FiOK Capital Divisien (1 - 8 June). 

'. b. Evaluatien-of chlorequine resistance in indigeneulII 
populatiellll (Captain A. T.C. Bourke» Me» USAMRTV) 0 This is identical 
te the survey Captain Bourke performed in Thailand tliO years ago. 
The Montagnard populatien at Plei Me - Pleilru will be iurveyed fer 
parasitemia, treated with bedy weight graded doaes of chloroquine, and 
bleed smears taken 5 dqs later (4 - 18 Ma;r). 

c. Study et use of di-amine. di-phenyl sultone (DDS) d a 
malaria chemeprophylaxis. (Lieutenant Celonel R.J.T. Joy. Me. . 
USAMRTV). This study has just been cempleted for the secend time 
in the 1st Cavalry Division (AM) and a report is being written. 

d. Clinical resea.rch (Majey C, Cranfield. Me. a.,d Captain 
L. Miller, MC). These t'ilO ofli'iGers. and one enlisted technici8l.'l 
(SSG Lebew) are en 60 dqs TOY from the USA Co,mponent t Medical 
Research Laboratory. SEATO. Bangkok. Thailand, They are stuc!1:ng. 
1) Renal functien in acute malari a patients» to include GFR» RPF» 
and 'nil H~, 2) Body water distribution in &cute and conv/IJ.eecent 
malaria patients. to include Cr 51. Fe 59. Na 22t and tritiWll isotope 
studies and 3) Ferrokinetics of the red cell in acute and conwales­
cent malaria, to in9lude isotope medurements of marrow iron uptake. 
red cell iron clearance. and the effects of folic acid on these para­
metere. These studies began on 26 April and will probabl,y extend to 
the beginning et Jul,y. The work is being done at the 3rd Field Hes­
pital in Saigon. 

3. Plague Research! (Ueutenant Colonel J.D. Marshall. MSC. 
USAMRTV) 

a. Diagnestic cultures and serology from cases of plague 
trom all areas ef-Vietnam. This laboratery provides the enl¥ such 
diagnestic capability in-country. and evaluate!! diagnoses ef plague 
wheneV$r cultures are forwarded. 
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b. Evaluation ot IiItibiotic red.tance of various strains of 
PasteureUa Plsti.. Earit evidence .ugge.ts that strains frolll 80me . 
localities are strept~cin reSl8tant. These studies are continuing. 

c. Stud7 of Cbllllllensal plague. Rata and fleas are forwarded 
from all over Vietnam and cultural and 8erological technique,'used to 
determine foc:i. and incidence of infected vector.. A oontinuing pro­
gram. 

d, Survey of d)\llptolllatic family membera of plague patients 
for a carrier state of L pesti., Ear13 data have shown that mouse­
Virulent f& pestis can be cultured from the throats of cempletel1 
asymptcll&tic familJ memb*ra, These studies are continuing, 

e. Studies of tleas resi.tance to sommon insecticides (Major 
D.C. Cavanaugh. MSC, USA Component, Medical Research Laboratory, SEATO, 
Bangkok, Thailand) •. ThiS officer is TOY for 20 d~s be~inning 1 Mq. 
In collaboration with the Pasteur Institute, Nha Trang la recent plague 
focus) a rat trapping program is providing fleas tor WHO iseaticide 
tests. '!'he research ia being done in Nha Trang, where Major Cavanaugh 
18 a gue.t at the PasteUl' lnstitute. 

4. Enteric BacteriolOgy Research: (Colonel S. Gainea,. MSC. 
USAMRTV) . 

a. Diagnostic 'upport for enteric pathogens (cholera, typhoid, 
salmoneUosis and shigellosiS, eto.}is provided to all os militar,r hos­
pitaJ.s. to Saigon area civilian hospitals, and to Vietnamese provincial 
hospital.. Currentl1 the laboratory is processing;D-60 lipecwns a 
d~ from cholera patients. 

b. Stud7 of enterio pathogens carrier rates of symptomatic 
and aaymptolllll!.tic patienta. This study 18 beginning at Cho Quan in­
fectious dl8eaae hospital (civilian·population) and will be extended 
to the 3rd .Field Hospital (US military' patients). 

5, Clinical reaearch on gaatrointe.tinal diseaae (lU.jor R. 
Olsson. Me, USA Component; Medical Research Laboratory, SEATO, Bangkok, 
Thailand). This oUice:!' and one enll8ted technician (SFC Turner) have 
done clinical workupa.. intestinal biopsies (Crosby capsule) and gut 
function studies (fat, lAotose, !!lid qlose tolerance testa) on approx­
imatel1 50 patients with malaria. dengue. scrub typhus. hookworm. sprue. 
hepatitis, and bacterial gastroenteritis being the disease represented 
in this patient popUlation, Thl8 work began 10 April, will end on 14 
Mq and was performed at the 3rd Field Hospital and the S$th Evacuation 
Hospital , 



6; Surgical Research (Captain J. Co]J.in$. Me, TOY from the De~ 
partment of SurgerT. WRAIR~ Washington. D.C.) •. Thia officer and six 
enlisted technicians are studT-ing, 1) Biochemical alteration .in 
wound Shock. to include lactate and pyruvat.e levels, blood' pH and 
clotting factore, 2) Wound infection and 3) .The use of cyano 
aCrTlateplastic to prevent oOzing from surfaces such as the liver. 
This program began on :a3 April. will lSlSt for 90-120 dqa, and ia 
being performed at the 93rd Evacuation Hospital. 

7. Neuropsychiatric Research: (Captain P.G. Bourne, Me. 
USAMRTV). 

a. Studies of correlati~n between adrenal cortical hormone 
excretion. psychological and ps;ychia.tric eValuation of subjects. and 
combat stresll, The firat phase. on helicopter ambulance crewman. haa 
been completed. Research at a Special Forces "A" Detachment for two 
months began j. MaJ. . 

b. Comparaion afrates and types of pllychiatric caaualties 
in USA and ARVN troops, Interviews and record searches are being done 
at Cong Hoa Hospital (ARVN) and the 93rd Evacuation Hospital, This 
study is in progress, 

c. Determination of rate and types of psychiatric illness 
in a hospitalized population of Vietnamese psychiatric patients, . This 
is being done at Cho Quan Hospital in Saigon by interview technique$, 

8. Febr:l.le Illness Research: (Major J, Deller. Me. Chief of 
Medicine, 93rd Evacuation Hospital and Major P.K. Russell, Me. USA 
Component, Medical Research Laboratory, SEATO. Bangkok, Thailand). 
Thill study of the etiolog of fevers of unknown origin in hospitalized 
patients began on 1 April and is a continuing program Major Deller 
is responsible for the clinicalaapects. Colonel Marshall and Colonel 
Gaines are dOing the bacteriology at USAMRTV. and Major Russell is 
doing the virus isolation; virus serologies, lind leptospira serologies 
at SEATO, In addition. paired serum. samples from the 85th lWacuation 
Hospital (Captain T •. Neff. MC). the 8th Field HoSpital. (Major C. 
Reilly. Me) and the 3rd Field Hospital (Major P. Bartelloni. Me) are 
forwarded to Major Russell for virus serologies, 

9. Support of Research Activities: 

Il.. Medical survey of VC prisoners. . USAMRTV provides all 
laborato1'7 and some personnel and supply support to this medical 
intelligence effort. USAMRTV ;4,SO provid.es office space to the 521st 
Medical Intelligence Detachment (Captain p, Killenberg. MC), 



b. USAHa'l'V·.JIl'O.!1!1e. ,labor.to:r,r . and oftice'pace, and .ome 
eqUipment and supp1ie. to the 61.t Preventive Medicine Detachment for 
it. entomolog and. paraaitolo&Y'.surveyproSZ'8I18 (KaJor L. Johnson, MSC) • 

•. 10. Collaborative liOrk w:I.th Pasteur Institute and USAID Public 
Health Divi'ion~ 

a. USAHR'l'V provide. support to the collaborative WRAIB.-IP 
l.ab9rato17 in plague and enteric disease (Parasraphs :3 and 4, abeve). 

, b. USAMRTV and USAlD are aasiliting Paateur in e.tablilihing 
a lIophillcation laboratolY tor, the Pasteur plague vaccine. Thili 
w:I.ll eliminate the problem ot short shelf llfe ot the the.present 
liquid vaccine, aullding renovation has begun at Pasteur~ the lyop­
hilizer set up and pilot runs begun; and USAID purchased ancillary 
laborato17 equipment w;!.ll arive 1 June. 

c •. USAlD and USAMRTV &reserving as consultants, adviSOrs 
and supporters for several other Pasteur Institute proSZ'ams. such as 
intravenous fluid productions, laborato17 technician training, the 
establiehment of regional public health laboratories, and the establish­
ment ot a 1I0dern arbovirus laboratolY •. 

11. If more information about any of these programs is required 
the author and members ot the staff w:I.ll be happy to present detailed 
briefings • 
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TREA.TImIT, &: PREVENTlctl OF CONTRACTURES 

; OF THE QUADRICEPS &: GASTROCNEMIUS MUSCLES 

BY: Majer Carl Hertzman» Me 

Sort tissue wound. ef the extremities eften lead to severe cen­
tractiini.' preventing apatient n• return to duty, A program ef pro­
greaaive. early' IIIObilbation Olf the injured extremity is needed, This 
will usually' involve a simple phySical therapy program censisting e~ 
range ef IIIOtien and strengthening exercises, Of particular, concern 
are injuries te the quadriceps and calf muscles due to their frequency 
and subsequent disability if untreated, 

Even emall wounds :I,n the c,uf invelving '.the s"strecnemius lead 
eften, in a few days, ,te severe centracture of 20-30 degrees plantar 
flexien, The muscle goes into spasm from the inju1:',ll' and thi~, as 
the days pregress. steadily turns into centracture.. The patient IJan 
enly walk en the toes ef the involved foot, It at all, possible. the 
invelved leg sheuld be placed in a posterior shell ,at time of de­
bridement, If thie is not satisfactory, and the ankle ill in consider­
able plantar flexien. a shert leg cast can be used after the wound is 
sutured, We have found the best method of applying the cast is te 
pl.ace the patient in the prone pOSition with the knee at 90 degrees; 
thisallews the ankle te be dersiflexed to a greater extent (the 
gastrecnemius crosses the knee Joint a.nd is a flexor ef the k.,.,ee) , 
Extensien ef the knee will at first be somewhat painfUl'but. 'Nith en­
ceuragement. the pat.ient sheuld obtain full kn<!!e extenSion" otherwise 
a flexien centracture ef the knee will occur If t,he ankle has not 
been brought teo clese to 90 degrees. the cast can be wedged in aboLlt 
two days and ,then removed in anether two da,ye 0 We have not had dif­
ficulty with the wound during this four daye of casting, We prefer 
te wedge the cast pesterierly, leaving a small hinge'anteriorlYl the 
ankle is passively doreiflexea and the open '-'edge filled in with a 
small roll ef plaster When the cast j,/~ removed, t.he pati,ent jJ5 

placed on stretching of the gas tro cnemiua ' This call be done ml?.llua:J,y 
by anether individual by grasping the heel with the palm of the hand 
against the sele ef the feet and simultaneously pulling down on the 
heel and pushing up en the 8ele, The patient can stretch the ankle 
periodically during'the day by standing facing a wall With the 'foot 
flat en the fleer and leaning into ,the wall with the motion occurring 
at the arikle, S1mul taneously a prcgram of strengtheninp: of weakened 
muscles can be carried eut, but this is secondary (Sf.) "j ong /is the 
patient, is ambulatery) to ebtaining good r81I,,-:e of motion 'H.e p"ti.,mt 
should net be returned to duty until at least 'iO degrees dorsiflexien 
haa been ebtained, Caaes ef minor tightness will not need casting 
and can start with an early pregram ef stretching, 
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Even minor woundl of ·the quadriceps can lead to contracture of 
t~musQle, limiting severely Imee flexion, The muscle also rapidly 
beeomes quite weak, a procell called alienation, A graded grogram, 
to the patient 'a pain tolerance, of active and aslistive. Imee flexion 
exercisea ehould be begun within 2-3 dqa of injury, These should be 
performed in the, prone pOI! tion it possible; it is in this pOli tion 
that the degree of tightness will also be most accurately measured, 
The patient. can aleo sit on the side of the bed or table and actively 
flex the Imee, At the eame time strengthening of the quadriceps and 
usually of the hamstrings should be started, Isometric exercises I 
straight leg raisingl static extension exercises in which the patient 
Sits, extende the Imee and holds it in full extension for :iP-30 
seconds for 10 times are good early exercises, Later a program of 
weight lifting with the ktlee can be ,used, Bicycling, sports, running 
can be used to build the Itrength and endurance back to nonnal, ' The 
patient should not return to field du~ until the knee has 110-115' 
degrees of flexion; strength should. of course, be nearly nonnaL 

M!£sl3AiI fROM suaN CREtlAl.'S OnICE 

Vacancies exist tor ArI'q residency training in the following 
specialtiee: Anesthesiology. Pediatrics, Neurology, Psychiatry. 
Pathology, and Gastroenterology, Residency traininR bed ".'l 1 

September 1966 and applioations Should be ,GubmH ~.~~i :,::(j~ l' t'::""': lrli,ons 
of AR 350-220, 
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RESPONSE ro DISASTER 

Bt: Captain W. F. Kennt. Me' 

.On 1!be morningot.April 1~ 1966 at approximately 5 AM a Citroen 
truck loaded With SOO'lbe ot "plastique" exploeives wu driven by 
terrorUt.$, to the trOntot the Victoria BOQ, In the process, they " 
~4~i~+etname .. gU~and th"e !!PiS. The ensuing blast injured 
141 put ot 157 oUice" present in the building. wounding 45 severely 
and causing 1 death, ' 

The casualties were brought to the 17th Field Hospital~ Saigon, 
Aside t~ those immediately operated on, the patients ei4~er la1 on 
oatIS .or stood around waiting to ,be a.ttended Ma..'V described their 
expe'riences as feeling somewhat dazed but able to <'8,3,ct 1'here were 
some who were injured because they had stoed up te. find out what was 
going on, Surprising].yenough, there were no ir.,n,;d.iai,e psychiatric 
casualties nor was there sr.y evidence' of emotion,s.2. d~5' turbanci! a:lIong 
the wounded, 

They treely spoke about the incident and were mostly concerned 
About II. buddy or roomate's whereabouts and well being, Two dqs 
attl!:' the incident however, an otticer who had been in the ,building 
dUring the explosion was admitted to the hospital, He was qrdte 
agitated and depressed and developed a transient psychotic reaction 
which responded to supportive therapy. and a change of duty 
assignment, ThiS prompted my curiosity as to just what W&.8 the 
emotional impact. of such an experience,· Accordingl,y I sent e. 
questionnaire to all those billeted at the Victoria on .the morning 
ot the explOSion, In it I asked them what they felt at. thetirr." 
ot the incident. whether'it atfected their ability to react anj 
juet what atter effects it arq were there, I received replies from 
78 officers, and the follOwing is a composite of their reactio:l),Il, 

Most of the officers in the building were grade captain &,d 
above and had over 5 years active duty ,There were none who felt 
that their emotional state interfered With the ability to react 
appropriately, Many described a feeling of intense tear but mest were 
too preoccupied with tr,ying to protect themselves to notice anything, 
A few did observe that thei~ reactions seemed to result more from 
what occured to them at the moment ,rather than from previous training, 
For the overwhelming majority an emotional response made itself 
felt sometime atter the "all clear" was sounded. Thill fanged from 
intense er:x'; sty to profound depressed feelings, For the first 24 hours 
the men described a somewhat dazed feeling which transtormed itselt, 
into a hyper alert state luting about two weeks, During this time 
they described a teeling ot tension or nervousness at the slightest 
sound from the street, In addition a great many tound themselves 
waking early in the morning, Of the 78 who replied there we,re none 
who at the end of the two .week period felt that they had not retu~ed 
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to nC!lnnal tunctioning. There was a small but sign1ticant number who 
did relate that their motivation for continuing in service or for 
doinC their job was much l •• s. 

In summar,y, we can s., that the ver,v traumatic experience such 
as the bombing of the Victoria BOQ prod~ced negligible peychiatric 
casualtie.. Titere was one transient psychotic reaction and in most 
of tfte officers a two week period of anxiety and qyperalertness. 
Aaid. from the hespitallied patient there were rio man hours lost due 
to emotional difficultie. and as of thia writing no Pennanent 
psyciliiatric casualties. 



SUMMARY OF.YEARS ACTIVITY 
':,. 

Reflections: by Major Harral A, Bigham. Major Edward R, Lesher 
and Major Gerald S, Rose, Plans and Operations Division, Office of 
the Surgeon. USARV, ~ . " ... 

A& the North East MOnsoon seasoni. again in progress over the 
Republic of Vietnam. the. three ot us, who haVe been the Plans and 
Operations Starf Officers for the USARV Surgeon, are departing from 

. the "Paris of the Orient" to go our various wa,ys in future assignments. 

It has been a challenging and worthwhile year. one fraught with 
frustration, but with a true sense of accomplishment in m~ areas, 
Due to the vagaries of assignments, the Plans and Operations Division 
was staffed under grade by three majors, oni!> of whom wore a second 
hat as Executive Officer, . 

From the organization of the Otfice of the Surgeon, staffed with 
2 officers and 2 enlisted men to toda,y'8 TO authorization ot 9 officers 
and 11 enlisted men, there has been more work to do than the staffing 
level would indicate, The growth of the USARiT Medical Service has 
been geometrical, and is cei'tainlt continuing, At the outset, our 
problems were to determine what we needed to do, with what, whren and 
to whom, Date. available from which to make valid predict.ions of 
disease, non-battle injury and battle injury of a US P'oree in a 
counter-insurgenc,l tropical environment was net .iust lacking. it was 
non existent, 

It was necessary to extrapolate data from m~ sources to develop 
the casualty rate projections; FM 101-10 had to be consulted, but not 
relied upon. Knowledge of the French eXperience was valuable, bllt not 
whollY valid. From it all. computations were made, applied against, 
projected tJ:'()op strengths and a start was Dlalie toward ·the phased. 
orderlt development of a medical troop list. Requirements had to, be 
weighed against reasonable (sometimes unreasonable) ava:l.l!i.bility,. 
Troop strength projections have, in all cases, exceeded original 
estililates , 

We feel that we have developed a reasonable medical troop list. 
one that can be expected to accomplish the medical mission in RVNo 

In this regard, the following points must be emphasized~ 

a, The area of operations i8 neither a typical combat zone 
nor a communications zone ,It is more like a COMZ with changing 
combat zones s,uperimposecl. . 

b. Because of the nature ot the countilr-insurgency, the 
missions of the various types of medical units var,y from tho~e stated 
in the TOE at least to some degree, 
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· c. Th~ lize and :tYPe ot un1t. requelted or neededwal no.t. 
alw.,a available for deployment at t.he time desired, thul lome 
arrived either earlier or later than would have been the optimum 
t1nte , 

Operationally. the problema have been multifacet.ed. monumental 
and lometimel messy. enc:ompalsing such problema as maJd.ng do with 
lei. than that required, hOIPital. conltruction. slippage at units, 
aircraft deadline. rates. tactical. IUpport, television interviews of 
misinformed medical personnel (the 10lt hospital). stateside type 
medical care in a combat zone. illmobile mobile surgical hospitals. 
medical regulating, personnel shortages as well as command and 
control structure and change, 

At the outset, one medical battalion was commanding and control­
ling two hospitals and one dispensary plus scattered smal.1. medical . 
detachments, The air ambulance units belonged to the aviation batta~ 
lions and just sort. of had all unofficial medical tie. (Toda;r we have 
a integrated At'1IW level medical service under command .and c.ontrol of 
the 44th Medical Brigade with clear channels of command and control. 
establiShed,) On!' tactical. medica.l units were initially only the 
173rd Airborne Brigade. the Aussies. the 1st Brigade 'i0181:, Airborne 
Division. followed by the Big Red One. the 1st Call', the ROKs and the 
25th Ill!'., The medical family has grown and is growing, 

To further vent our emotions on our department, we unheSitatingly 
state that there have been problems which could have been &'1oi.de~L 
Administrative procedures in some units have been less that satiefac­
to~. guidance from the Office of the-Surgeon has in sQme cases. been 
COl$letely ignored 0 Medical regulating policies have been unheeded, 
In spite of it all. cooperation b,y most Units has been exceptional. 
and We feel that the US Armf Medioal Service has again accomplish a 
difficult task in an outstanding manner, 

One area which we have been unable to reconcile, is the apparent 
inability of medical units arriving in Vietnam to accept. temporary 
austere conditions and IIget with it" and become operational, Why 
does a command and control headquarters take weeks or even months to 
become operational? In at least one case. a full hllf of a nomal 
tour' will be passed- before a hospital unit becomes fully operational, 
It is agreed that the semi-permanent structures being used in Vietnam 
are desirable and enhanoe patient care. but we also know that the 
medical mission can be carried out at least temporarily without 
buildings, 

It appears as if strong efforts should be exerted in the future 
to insure that all medical units assume an operational posture, 
albeit austere and temporary, to avoid wasting critical med.lcal 

31 



resources or at least to h~ve them available for use when the need 
arises, 

Hospital locations have been a continuing problem that will de­
finitely need attention, Medical command and control units here in 
RVN have been faced with a very unusual problem not encountered in 
other wars, Secure real estate in RVN is extremely limited and finding 
a large enough piece of "secure II real estate properly located. which' 
would be available for an incoming hospital, is not as Simple aeons 
ma,y think, Because our hospital units are not capable of fighting the 
ve's for the ownership of a piece of land, the medics are at the 
mercy of other commanders and planners who are reluctant at times to 
give up 20~25 acres of land in an existing troop complex for an 
Evacuation Hospital, 

The 1965-1966 build up is still underwa;y 0 The Army Medioal 
Service has not failed to accomplished its mission. Those of us 
who are departing. wish you all good luck, a good year and continued 
success, 
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THE POSTERIOR COLUMN 

Bygone Dqs - IV 

Tltere waa lI.l.wa.Y8 something special about Neurosurge1:'y Clinlc 
'dllif at the Hospital Of the University of Pennsylvania. In the first 
place we got to iee old friends. and in the second place we made 
some new ones, adding to our ward case.. On one verr special da;y 9 

however. Mrs. Z:I.JlImermsn walked in. overnight bag in hand. and 
carrying a letter from her family phySician: "Dear Dr. Grant, Mll's, 
Zimmerman has an abdominal tumor. Would you please arrange for h'er 
treatment on the Surgioal Servioe." ' 

Dr. Grant bought it outright. cold, He told Harry Starr to 
have her admitted to ward F and to notify the GYN service, Harry 
was proteotive. as a good chief resident should be. andl said. "Let"s 
make an x-rq, ~be sheos pregnant." This was really pla,ying against 
the odds with a pituitary tumor. After .all. ahe had been one of our 
favorite acromegalies for yeare. had had x-ra,y therap,r., and was getting 
along with only minimal headache, Dr, Grant jus t stared him dOIl!l1 lIil'.cl 
went up to the offiee. Undaunted. and before admitting her. HUl7 
smuggled her in for a film. it ~. a pregnancy. Up w went With the 
x-rq. As we propped it against the view box. and as he turned in 
his ohair. Dr. Grant kn<Mof he was licked. Newer one to mince 1,1;\1>'dS., 
he, oalled for Miss Quinn and dictated the following terse letterg, 
"Dear Doctor; Your patient. Mrs, Zimmerman, indeed has an abdominal 
tumor. but it"s the kind that, left M.:»ne long t'<no'~gh, · .• .111 stick 
its head out at you and sq "Bcoo!"," That llllliOt certalnly have be'en 
The Letter Of All Time To A Referring PhySician, 

That view box. by the wa,y. has a story of its Olm, It Wall II 

girt to Dr. Grant from his staff. presented at a birthda,y party for 
him one afternoon just after a case. A blue ribbor. with a bo1O' had 
been tied around it. making it attractive. and it was deeply 
appreciated. tater. as we were standing around. relaxed and kidding 
one another. Nadine came up from the OR to join the party. Na.d" of 
course. was our instlrulllent nuree. a bit of thin. blonde electricit.y 
who was highly regarded by the football team. and who. I remember. 
wasn It above wearing a scrub dress that had a tatter in it here 
and there. Dr, Grant greeted her with his characteristic. broad 
smile. in the middle of which was the inevitable clenched pipe. 
Without a word he went to the view box. removed the bow, came 
back and pinned it on Nadine. stepped back. and then in the 
naturalness of the moment s aid to her. "You" ve got more there 
,than I thought ... 

HAROLD ROSEGAY 
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