


























Foreword

Few Army activities are subject to closer scrutiny than those of protecting
the health of the troops and binding up the wounds of those who have borne
the battle. Asin the matter of feeding and clothing, the general public has well-
established civilian standards against which it can measure the efficiency of
those responsible for the Army’s medical service. When conducted with speed
and professional competence this service is a source of comfort to both the man
in uniform and his family and friends; when it fails to equal or excel the system
of medical care to which American society is accustomed it is subject to imme-
diate and strong protest from a people able and willing to criticize. The success-
ful conduct of a military medical service therefore requires not only a knowl-
edge of contemporary civilian medical practice but also administrative talent
capable of adjusting the demands of the public and the medical profession to
the Army’s needs in time of war with the minimum of friction.

This is the first volume of a series which relates the hospitalization and
evacuation experience of the Army in World War II. It should prove enlighten-
ing both to military men directly or indirectly concerned with the Army’s
medical service and to that large group of doctors and hospital administrators
who daily face policy and management problems similar to those recounted
here.

A.C. SMITH
Washington, D. C. Major General, USA
25 June 1954 Chiet, Military History

ix






Introductory Note

The medical histories of the Civil War and the First World War which were
published under the auspices of earlier Surgeons General contain lengthy
descriptions of hospitalization and evacuation in rear areas. The present volume
therefore continues the Army Medical Service’s tradition of presenting a detailed
account of these operations during a great war.

The contrasts between World War II and earlier wars in matters of hospitali-
zation and evacuation are of course striking. The Army provided—at a maxi-
mum—more than twice as many hospital beds in the United States in
World War II as it did in World War I, although curiously enough the number
of beds in the zone of interior hospitals of World War I was very little larger
than that in the Federal rear-area (“general’’) hospitals of the Civil War. The
process of transporting and regulating the flow of patients to these hospitals in
World War 11 differed in important respects from the methods used earlier. Yet
despite these—and many other—changes, real elements of continuity existed.
The convalescent hospitals and specialty centers, which became outstanding
features of the World War II hospital system, existed on a smaller scale in World
War 1. The horse-drawn ambulance of the Civil War gave way to the motor
ambulance of the two world wars, but hospital trains carried large numbers of
patients in 1864 as in 1918 and 1945. Even the use of airplanes for transporting
Army patients in the United States, an important factor in evacuation during
World War 11, had its small beginnings in World War I.

These observations are not meant to imply that the recent changes in
hospitalization and evacuation outside the combat areas were less numerous or
important than the features which remained essentially the same. They are
merely a reminder that the full meaning of this volume can only be grasped if
it is read with some knowledge of earlier events. Even without this background,
however, readers who now or in the future are engaged in the work of hospitali-
zation and evacuation should find much in the account to help them build on
the achievements and avoid the pitfalls of the past. If the book serves that pur-
pose, the work of the author and his assistants will be amply justified, as will the
interest of the many officers and civilians who responded so freely when called
upon for their personal knowledge of the events described.

The author of Hospitalization and Evacuation, Jone of Interior, Clarence McK.
Smith, is a graduate of Newberry College, South Carolina, has an M.A. degree
from Harvard, and except for a dissertation, has completed the requirements
for a Ph.D. degree at Duke University. He taught history at Newberry College
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from 1940 until he entered the Army in World War II. During the war he
served as an officer in the Medical Administrative Corps of the Army. From

1946 to 1954, he was a member of the Historical Division of the Office of The
Surgeon General.

GEORGE E. ARMSTRONG
Washington, D. C. Major General, U.S. Army
11 January 1955 The Surgeon General
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Preface

This volume is one of several planned for a series on the history of the Med-
ical Department of the United States Army during World War II. It deals
primarily with the logistics of hospitalization and evacuation. As used here,
therefore, the term “hospitalization” means all of the instrumentalities—
buildings, equipment, supplies, and personnel—which directly served sick and
wounded soldiers ' in the attempt to restore them to physical fitness; and the
term “‘evacuation” includes all of the means necessary to move patients from
one place to another, whether from the battlefield to a hospital in the rear of
combat zones, or from one hospital to another in the United States. The pro-
fessional care of patients is not discussed in this volume; this subject will be
treated fully in other studies being prepared by specialists in the various fields
of medicine and surgery. Nor are details of the internal administration and
operation of hospitals and evacuation units described here except to the extent
necessary to explain the evolution of general policies and practices affecting
the system of hospitalization and evacuation as a whole. Also, this volume
confines itself almost entirely to events in the zone of interior (that is, the
United States). This approach excludes any account of overseas hospitaliza-
tion and evacuation operations, but not a discussion of the plans and prepara-
tions for them in the United States. Hospitalization and evacuation in theaters
of operations will be covered elsewhere in this series. Treatment in this volume
of the evacuation of patients from theaters to the United States might seem
illogical unless the reader understands that the Army considered this operation
a function of the zone of interior.

While hospitalization and evacuation are closely related, each is a compli-
cated operation within itself. For simplicity and clarity they are treated in this
volume as separate subjects, the first three parts dealing with hospitalization
and the fourth with evacuation. Any account of hospitalization and evacuation
involves some consideration of such elements as supplies and personnel. This
volume therefore necessarily overlaps to some extent the subject matter of other
volumes planned for this series. An effort has been made to keep such duplica-
tion to a minimum, with the result that some subjects may seem to have been
slighted and others—such as the services of the Red Cross in hospitals—over-
looked. Fuller information on these topics will be found in other volumes being
written by the Army and by other agencies.

' A system of hospitalization and evacuation for army animals was also maintained by the Med-
ical Department, but was of small dimensions and is not dealt with in this volume.
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Though many agencies of the War Department were involved in the actions
required to provide the Army with hospitalization and evacuation services—
the War Department General Staff, especially its G-4 Division; the offices of
The Surgeon General, the Air Surgeon, and the Ground Surgeon in Washing-
ton, and of surgeons of local commands elsewhere; the headquarters of the
Army Ground, Air, and Service Forces; and the offices of chiefs of various tech-
nical services—emphasis has been placed in this volume on the work of The
Surgeon General and his Office. While the history is not written with any con-
scious partiality for the viewpoint of The Surgeon General, it is written from
his vantage point. There are several reasons for this approach. Most important
is that The Surgeon General by tradition and directive is the chief health officer
of the Army, and it is to him that the public looks when matters of health and
medical care are concerned. A more practical reason is that the records of the
Surgeon General’s Office were more readily available than those of the offices
of other surgeons. Finally, concentrating upon activities of the Surgeon Gen-
eral’s Office is a very useful means of limiting the scope of this work and of giv-
ing it focus, without excluding consideration of actions affecting hospitalization
and evacuation by agencies on higher, parallel, and lower levels of authority.

This volume is based almost entirely on records filed in various collections
under the jurisdiction of the Department of the Army. With minor exceptions
the author had free and unlimited access to them. Because of The Surgeon
General’s decision not to request “top secret” clearance for historians, the
writer was not permitted to use the few files retaining that classification. This
limitation is believed to have been of little consequence, because most of the
once top-secret documents either had been given lower classifications or had
been declassified altogether by the time they were needed. The author was also
denied access to files of The Inspector General containing confidential com-
plaints made to his representative during inspections of individual installations,
but reports of more general inspections and investigations of hospitalization and
evacuation by the chief medical officer on the staff of The Inspector General
were made available. Compared with the records actually used, those to which
access was denied are probably insignificant in quality as well as quantity.
Publicity already given to the “tons of documents” through which one must
search in the preparation of a volume of this kind makes it unnecessary to com-
ment further on that subject.

Because of the nature of the source material for this volume, the form of its
footnotes may appear unconventional to some readers. The following general
observations will help in understanding them. Normally, a document is first
identified by its type, file number (in some instances), sender, addressee, date,
and subject. Its location is then given by indicating the collection of files and
the specific folder in that collection in which it is found. The security classifica-
tion of documents is not given.

Numerous technical terms have been used in this work, despite an earnest
effort to avoid employing words and phrases in a manner understood by mem-
bers of the military establishment but not by general readers. As a rule, tech-
nical terms and general terms given a special meaning by the Army are ex-
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plained when they are first introduced in the text. Abbreviations have been
used freely, especially in the footnotes. In most instances they are those author-
ized by the Army. Reference to a list of abbreviations at the end of the volume
will help the reader interpret many of them.

The problem of how to designate Army officers whose ranks changed from
time to time has been settled by giving the rank an officer held at the time of
the action discussed. An effort also has been made to mention at some point in
the work the highest rank an officer held during (but not after) the war.

A word of caution is in order about the statistical data in this volume. They
were compiled from documents used in wartime operations, and further investi-
gation by statisticians may eventually result in figures that are somewhat dif-
ferent. Nevertheless, it is believed that any variations will be inconsequential
and will not diminish the historical significance of the data used here.

It is impossible to acknowledge in detail all of the help which the author
received in the preparation of this work. Many acknowledgements will be
found in footnotes throughout the volume. As for others, the author is especially
indebted to Miss Zelma E. Mcllvain and Mr. Hubert E. Potter for their
assistance. Miss Mcllvain did the major portion of research for Part Four and
prepared preliminary drafts for much of Chapters XXII, XXIIT and
XXIV. Mr. Potter assisted in research for parts of Chapters XXII,
XXIII, XXIV and XXV, and prepared preliminary drafts for certain portions
of them. In addition, he assisted the writer immeasurably in obtaining impor-
tant, hard-to-find documents.

The author is also indebted to the entire staft of the Historical Unit. Mrs.
Josephine P. Kyle, Chief of its Archives and Research Branch, and her staff
were indefatigable in searching for and locating not only large blocks of files
but also individual documents requested by the writer. Typists of the Admin-
istrative Branch spent many weary hours making extracts from documents and
typing drafts and final copies of chapters. Editorial clerks of this Branch pre-
pared the tables in this volume and carefully checked and rechecked the
manuscript before it was finally submitted for publication. My colleagues in
the Historians Branch, and especially its chief, Dr. Donald O. Wagner, who
supervised the preparation of this study, reviewed the manuscript and made
many helpful suggestions for its improvement. The Armed Forces Institute of
Pathology prepared the organization charts, under the supervision of Miss
Sylvia Gottwerth, formerly of the Historical Unit. Finally, Col. Joseph H.
McNinch, MC, Col. Roger G. Prentiss, Jr., MC, and Col. Calvin H. Goddard,
MC —successive chiefs of the Historical Unit—gave the author and his assist-
ants unflinching support, especially by their scholarly attitude toward the
preparation of this volume.

A word of appreciation is also due to many persons outside the present Sur-
geon General’s Office. Many officers who participated in events discussed in
this volume—now retired or serving in other assignments—gave the author
valuable help. Those interviewed usually spoke freely and frankly of their ex-
periences. Others made excellent critical comments on drafts of chapters
submitted to them for review. The information which they thus furnished was

Xv



especially helpful in filling in the background of important documents and
events. The names of many appear in footnotes throughout the volume, but
two deserve special mention here —the wartime Surgeons General, Maj. Gen.
James C. Magee and Maj. Gen. Norman I Kirk. The author is also grateful
for criticisms and editorial assistance from Col. Leo J. Meyer, Deputy Chief
Historian, Office of the Chief of Military History, and from members of the
Editorial Branch of the same Office.

Washington, D. C. CLARENCE McK. SMITH
10 March 1953
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PART ONE

HOSPITALIZATION
DURING THE EMERGENCY PERIOD
8 SEPTEMBER 1939—7 DECEMBER 1941






Introduction

The State of Army Hospitalization, 1939

When President Roosevelt proclaimed
a “limited national emergency” on 8 Sep-
tember 1939, just one week after Germany
invaded Poland, the Medical Department
of the United States Army was operating
7 general hospitals and 119 station hospi-
tals. Five of the general hospitals were lo-
cated in the United States—Walter Reed
at Washington, D. C.; Army and Navy at
Hot Springs, Ark.; Fitzsimons at Denver,
Colo.; Letterman at San Francisco, Calif;
and William Beaumont at El Paso, Tex.
The other two were in overseas posses-
sions—Tripler in the Hawaiian Islands
and Sternberg in the Philippines. Of the
station hospitals 104 were on Army posts
in the United States and Alaska, while the
remainder were divided among the Philip-
pine Islands, the Hawaiian Islands, and
the Panama Canal Zone. Each station hos-
pital was designated by the name of the
post on which it was located and each
general hospital, except one, was named
for a deceased medical officer. Hence, sta-
tion and general hospitals in the United
States in both peace and war, as well as
those in overscas possessions in peacetime,
were called “named hospitals.”

Station hospitals and general hospitals
had different functions. The former served
local and ordinary needs, usually receiv-
ing patients from stations where located
and treating those with minor ills and in-
juries only. General hospitals, on the other
hand, were designed to serve general and
special needs. By transfer from station

hospitals they received patients who suf-
fered from severe or obscure diseases as
well as those who needed complicated
surgery.

Capacities of named hospitals depend-
ed largely upon troop populations served.
Other factors also influenced their capac-
ities, such as climate, prevalence of dis-
ease, general physical condition of troops,
and types of activities in which the latter
were engaged. Hospital capacities and
hospital requirements were expressed in
terms of beds, which in the Army meant
not only beds themselves but also shelter,
equipment, utilities, and personnel that
went with them. For an Army strength of
135,749 in the United States and Alaska
in June 1939 there were 4,136 general
hospital beds and 8,234 station hospital
beds. This represented a bed ratio to
strength of approximately 3 percent for
general hospitals and 6 percent for station
hospitals. For a strength of 10,993 in the
Philippines there were 317 general hospi-
tal beds and 360 station hospital beds. In
the Hawaiian Islands, the most healthful
of overseas possessions, there were 350
general hospital beds and 360 station hos-
pital beds for a strength of 20,601. The
Panama Canal Zone, with next to the
highest sick rate in the Army, had only
269 station hospital beds for a strength of
13,533, aratio of 1.98 percent. This un-
usual situation resulted from the fact that
civilian Canal Zone hospitals—Gorgas,
Colon, and Corozal —staffed with Army
Medical Corps officers but under the con-
trol of the Governor of the Canal Zone,
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cared for a considerable portion of the
Army’s patients in that area.’

The Surgeon General believed that the
Army’s hospitals were inadequate, even
for peacetime needs. He had begun a long-
range program in 1934 to improve and ex-
pand them but funds appropriated by
Congress for Medical Department con-
struction had been sufficient for little more
than essential maintenance of existing
buildings. As a result, the Army’s hospitals
in 1939 were poorly suited to any increase
inits strength. In Panama only fifty beds
were located in a hospital building. The
remainder were crowded into buildings
erected for other purposes. Hospital plants
in the Hawaiian and Philippine Islands
needed repairs and alterations. In the
United States hospital buildings were
small and widely scattered among a num-
ber of permanent Army posts. Erected
twenty-five to thirty years before, many
lacked facilities for the separation of pa-
tients according to grade, sex, and disease,
and for such modern diagnostic and treat-
ment procedures as basal metabolism,
X-ray, and oxygen and physical therapy.
Of the entire number, The Surgeon Gen-
eral considered only twenty-five as mod-
ern, fire-resistant buildings and only fifty
of the remainder as worth modernization.
The others, he believed, should be re-
placed with new buildings.”

For the care of patients in theaters of
operations in wartime the Medical De-
partment had a doctrine of hospitalization
and evacuation that dated from the Civil
War and had been successfully applied
during both the Spanish-American War
and World War I. Casualties were given
emergency treatment at a series of medical
stations established in the forward areas of
combat zones. To provide such treatment
as well as the transportation of patients,
when necessary, from one station to

another farther to the rear, every regiment
and separate battalion of all arms and
services, except medical, had a medical
detachment, and every division had a
medical regiment, medical battalion, or
medical squadron. To furnish as near the
front as possible a higher type of treatment
than first aid or emergency medical care,
hospitals designed for easy movement and
hence called “mobile hospitals’ were as-
signed to field armies. They were of three
types: surgical hospitals, evacuation hospi-
tals, and convalescent hospitals. Surgical
hospitals were planned for use in either di-
vision or army areas of combat zones. In
division areas they were to carry out
emergency procedures, such as treatment
of shock, control of stubborn hemorrhage,
reconstitution of blood following hemor-
rhage, and fixation of complex fractures,
in order to prepare men with serious in-
juries for further removal to the rear. In
army areas they performed much the
same function as evacuation hospitals.
Evacuation hospitals normally served only
in the rear areas of combat zones. They
provided definitive treatment for evacuees
from forward areas and for the sick and

V Annual Report of The Surgeon General, U.S. Army,
1939 (Washington, 1940), pp. 170, 250; 1940 (Wash-
ington, 1941), p. 1 (cited hereafter as Arnnual Report
. . . Surgeon General). Only Puerto Rico, with a mean
annual strength of 1,312, had a slightly higher admis-
sion rate than Panama. Puerto Rico had no Army
hospital in the middle of 1939,

2 (1) Annual Report . . . Surgeon General, 1937 (1937),
pp. 167-68; 1939 (1940), p. 253; 1940 (1941), p. 265.
(2) Hearings before the Subcommiltee of the Committee on
Appropriations, House of Representatives, 76th Cong, Ist
session [H. R. 6791] Supplemental Military Appropriation
Bill for 1940 (Washington, 1939), pp. 157-38. (3)
Statement of MD Activities by Maj Gen James C.
Magee, SG, USA, for the Subcmtee of the House
Cmtce on Mil Approps (1939). HD: 321.6-1. (4) Pre-
liminary Estimates, QMC, FY 1941 (25 May 39). Off
file, Hosp Cons Div, SGO. (3) An Rpts, CA Surgs.
SG: 319.1-2. (6) C. M. Walson, “Ohservations at
Army Hospitals,” Army Medical Bulletin, No. 42
(1937), pp. 65-72.
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injured of surrounding areas. They re-
turned some patients to duty after short
periods of treatment, transferrcd others
with prospect of early recovery to conva-
lescent hospitals, and prepared still others
for transportation to general hospitals for
continuation of treatment. Convalescent
hospitals were not staffed and equipped to
perform major surgery. Their chief func-
tion was to restore to physical fitness pa-
tients received from evacuation hospitals,
to treat cases of venereal disease, and to
care for patients from units located near by.

For service in communications zones
there were station and general hospitals.
The latter received patients not only from
station hospitals but mainly from evacua-
tion and surgical hospitals. They returned
some to duty in theaters of operations and
transferred others for further treatment to
general hospitals in the zone of interior.
Since it was expected that hospitals in
communications zones would rarely need
to be moved, station and general hospitals
were called “fixed hospitals.”” When sev-
eral were grouped in one location they
might be combined into a hospital center
with a 1,000-bed convalescent camp. All
hospitals in theaters of operations, whether
fixed or mobile, were designated by num-
bers rather than by names and locations,
and hence were called “numbered hos-
pitals.”” *

Unlike named hospitals in the United
States, numbered hospitals had standard
capacities, staffs, and equipment that were
established by tables of organization,
tables of basic allowances, and equipment
lists. Tables of organization for hospitals
showed the capacities of installations
which different units were designed to
operate. While tables of basic allowances
listed equipment authorized for units and
their members, they did not itemize such
articles as drugs and biologicals, surgical

gauzes, surgical instruments, dental sup-
plies and equipment, laboratory supplies
and equipment, X-ray supplies and equip-
ment, and operating-room equipment.
These were included under one heading as
an “assemblage.” Items for hospital as-
semblages were listed individually and by
amounts in Medical Department equip-
ment lists.

For use in theaters of operations in June
1939 the Medical Department had little
more than doctrine. Only five Medical
Department field units were in existence—
four medical regiments (two of which were
overseas) and one medical squadron. Ac-
cording to The Surgeon General, failure
to have other units in training resulted
from a shortage of Medical Department
enlisted men. Congress limited their num-
ber to 5 percent of the strength of the
Army, and use of more than 4 percent in
named hospitals and other peacetime in-
stallations left few for field units. Early in
1939 The Surgeon Gencral had sought an
increase in the Medical Department’s
allowance of enlisted men, but without
success.”

To provide officers for wartime hospi-
tals—physicians, dentists, and nurses—
The Surgeon General had proposed in
March 1939 the revival of “afhliated
units.” These were reserve units sponsored
by civilian hospitals and medical schools.
Such units had been organized by the
American Red Cross during World War I
and had contributed substantially to
Army hospital service in France. “I am
convinced,” wrote Surgeon General
Charles R. Reynolds, “that the Medical
Department can have reserve hospital

* AR 40-580, MD, Hosps—Gen Provisions, 29
Jun 29.

* (1) Cmtee 10 Study the MD, 1942, Testimony of
Col Albert G. Love, p. 2. HD. (2) Annual Report . . .
Surgeon General, 1939 (1940}, pp. 179-82.
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units ready to function as required . . .
only by civil institutions sponsoring these
units, especially those needed within the
early periods of mobilization. . . .”? In
August 1939 the Secretary of War ap-
proved in principle The Surgeon Gen-
eral’s plan to organize affiliated units to
staff 32 general, 17 evacuation, and 13
surgical hospitals. Full approval was given
several months later.®

The only reserve equipment which the
Medical Department had on hand was
that stored after World War 1. It was “of
1918 vintage, incomplete in modern oper-
ating-room equipment, wholly deficient in
essential laboratory equipment, totally
lacking in X-ray, physical therapy and
hydrotherapy equipment, and stocked
with scientific items now obsolete and
rapidly becoming obsolescent.” © More-
over, with few exceptions, tables of or-
ganization and tables of basic allowances
for field medical units, including hospitals,
had not been changed since 1929, and the
preparation of new equipment lists for
them had just been begun in January
1939.7 To prepare for war the Medical De-
partment had to start almost from scratch.

Effect of the War in Europe

The period of the emergency in the
United States was for the Medical De-
partment a time of partial preparation for
war through the provision of the hospitali-
zation actually required for an expanding
Army. Its steps in this direction were
sometimes painful and often halting. Sev-
eral factors accounted for this. Formal
mobilization planning of the Medical De-
partment, like that of the rest of the Army,
was based upon a belief that the antici-
pated force of 1,000,000 to 1,200,000 men
would be called up only if the United

States or its possessions were attacked. It
was therefore essentially defensive in na-
ture. Moreover, there was uncertainty
about the nature of increases of the
Army-—whether rises in the authorized
strength of the Regular Army were tem-
porary or permanent and whether or not
the mobilization that finally occurred was
for a year of training only, as it purported
to be. Furthermore, funds which the Gen-
eral Staff could secure for the entire Army,
let alone the Medical Department, were
limited by the caution of the President
and the sentiment of Congress. Finally,
The Surgeon General and his associates,
like many others in the Army and the
Government at large, found it difficult to
break peacetime habits of thought and
action in order to plan imaginatively for a

second World War.®

* (1) Ltr, SG o TAG, 17 Mar 39, sub: Affiliation of
MD Units with Civ Insts. HD: 326.01-1 (Affiliated
Units). (2) The Medical Department of the United States
Army in the World War (Washington, 1923), vol. T,
p. 102 (cited hereafter as The Medical Department . . .
in the World War).

5 (1) Cmtee to Study the MD, 1942, Testimony, pp.
8-10. HD. (2) Annual Report . . . Surgeon General, 1940
(1941). pp. 177-78. (3) For a full discussion of the re-
vival of affiliated units see John H. McMinn and Max
Levin, Personnel (manuscript for a companion vol-
ume in this series). HD.

"Litr, SG to TAG, 6 Apr 40, sub: Status of MD for
War. AG: 381 (4-6-40) (1).

* (1) Tables of organization and tables of basic
allowances that were available in June 1939 are on
file in HD. (2) Incl 2, Ltr, Brig Gen Harry D. Offutt
to Col H. W. Doan, 10 Jun 48. HD: 322. (3) Interv,
MD Historians with Gen Offutt, 10 Nov 49. HD:
000.71.

® Mark S. Watson, Chief of Staff: Prewar Plans and
Preparations (Washington, 1950), pp. 15-56, 126-71,
in UNITED STATES ARMY IN WORLD WAR
11, discusses plans and preparations of the General
Staff, along with limiting factors and influences, in
considerable detail. Robert E. Sherwood, Reosevelt and
Hopkins: An Infimate IHlistory (New York, 1950), pp.
157-62, discusses the difficulty Government Depart-
rents displayed in adjusting to planning for a global
war.
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The war in Europe had almost immedi-
ate effects upon the Army and the Medical
Department. In September 1939 the au-
thorized enlisted strength of the Regular
Army was increased from 210,000 to
227,000. The next spring, as the Nazi war
machine rolled toward the English Chan-
nel, it was again raised—to 280,000 in
May and to 375,000 in June. Then, in the
latter part of 1940, after the fall of France,
Congress approved a peacetime mobiliza-
tion. From September of that year until
December 1941, the Army’s strength grew
from 438,254 officers and enlisted men to
1,686,403. The Medical Department had
to expand its operations accordingly. This
involved mainly building up facilities in
the United States, where 85 to 90 percent
of the troops were stationed, but hospitals
in overseas possessions also had to be ex-
panded and additional ones provided for
new Atlantic defense bases. While a regu-
lar system of field hospitalization and
evacuation was as yet unnecessary, medi-
cal units had to be organized and prepared
for such service.'’

The expansion of hospital facilities in
the United States involved many consider-
ations. Decisions had to be made as to the
types of housing to be used and the num-
ber of beds that would be needed. Means
had to be found for providing suitable hos-
pital plants in as short a time as possible.
New hospitals had to be manned and the

7

staffs of old ones augmented. “Green” ofhi-
cers had to organize hospitals and establish
procedures for their administration. Sup-
plies and equipment had to be placed in
hospital plants at appropriate times.
Finally, it was necessary to develop proce-
dures for the operation of the greatly
expanded hospital system.

The preparation of hospital units for
field service sometimes conflicted with
these activities, for such units also de-
manded personnel and equipment. The
amount they should be given while in
training was a moot question. The number
of such units to be activated had to be de-
termined. After they were organized they
needed to be trained. Before most of these
steps could be taken, tables and lists gov-
erning their organization, manning, and
equipment had to be revised and modern-
ized.

The challenge of an expanding Regular
Army and a peacetime mobilization
affected only slightly the organizational
structure of the Army for hospitalization.
Yet this structure and its changes must be
understood before the actions of various
agencies in providing hospitalization are
discussed.

10 Biennial Report of the Chief of Staff of the Uniled
States Army, July 1, 1939 to Fune 30, 1941, to the Secretary
of War (Washington, 1941) (cited hereafter as Biennial
Report . . . Chiefof Staff, 1939-41). Figures on strength

of the Army were supplied by the Strength Account-
ing Branch, AGO.



CHAPTER I

Organization and
Responsibilities
for Hospitalization

Hospitalization, like other activities of
the Medical Department, was planned
and supervised by medical officers called
surgeons. The commander of every non-
medical military organization, from head-
quarters of the Army in Washington (War
Department) to battalions in the field, had
on his staff a surgeon whose duties were
both advisory and administrative. As a
staff officer he advised on matters affecting
the health of all members of a command
and exercised technical control (that is,
professional and medical as opposed to
administrative and military) over all med-
ical activities under the jurisdiction of his
commander. As an administrative officer
he also exercised command control over
his own office and in some instances over
certain medical units and organizations
such as hospitals.

The Surgeon General’s Position
in the War Department

The chief medical officer of the Army
was The Surgeon General.” He served as
medical adviser to the Chief of Staff and

was directly responsible to him for the
planning and technical supervision of all
Army hospitals. In his capacity as head of
a service he commanded, beside the per-
sonnel in his own Office, medical “field
installations” of the War Department. Like
the chiefs of other arms and services, such
as the Chief of Infantry, the Chief of the
Air Corps, and The Quartermaster Gen-
eral, The Surgeon General was subject to
supervision by the War Department Gen-
eral Staff.

The General Staff, while it had no
authority to command, in actual practice
did so, issuing directives and orders and
approving or disapproving recommenda-
tions of The Surgeon General. In such in-
stances it acted in the name of the Chief of
Staff or the Secretary of War. The Staff
had five divisions, each of which repre-

(1) AR 40-10, MD, The MC—Gen Provisions,
6 Jun 24. (2) Blanche B. Armfield, Organization and
Administration (manuscript for a companion volume
in this series), has a full discussion of the organization
of the Medical Department.

*The War Department capitalized the definite
article in the formal designations of certain general
officers, presumably to distinguish them from others
with similar titles.
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sented a functional grouping of duties of
the Chief of Staff. They were the Person-
nel (G-1), Military Intelligence (G-2),
Organization and Training (G-3), Supply
(G-4), and War Plans (WPD) Divisions.
The Supply Division was charged by
Army regulations with the preparation of
plans and policies for hospitalization and
evacuation and the supervision of such
activities. In peacetime it limited itself in
this field primarily to matters of construc-
tion and supply. The Personnel Division
handled matters pertaining to personnel
that were Army-wide in scope; the Organ-
ization and Training Division, those relat-
ing to the organization, training, and use
of field units. Direct communication be-
tween divisions of the General Staff and
any chief of service (such as The Surgeon
General) was authorized by Army regula-
tions, but formal requests and decisions
were normally channeled through the
Office of The Adjutant General, the War
Department’s office of record.”

Inthe latter part of 1940, after mobiliza-
tion began, medical officers were assigned
to several War Department agencies hav-
ing a direct interest in hospitalization and
evacuation. In October 1940 Brig. Gen.
(later Maj. Gen.) Howard McC. Snyder
was assigned to the Office of The Inspector
General and remained in that position
until the end of the war. Shortly afterward
a medical officer was transferred from the
Surgeon General’s Office to General
Headquarters (GHQ)), an organization
established in July 1940 to supervise the
training of field forces, including medical
units. About the same time Lt. Col. (later
Brig. Gen.) Frederick A. Blesse was placed
in the G-4 division of the General Staff.
During 1941 he was transferred to GHQ
and was succeeded in G-4 by Maj. (later
Col.) William L. Wilson.*

The Surgeon General’s Office

When President Roosevelt proclaimed
the emergency, The Surgeon General was
Maj. Gen. James C. Magee. He had suc-
ceeded Maj. Gen. Charles R. Reynolds
the preceding June. Most divisions of his
Office had something to do with hospitali-
zation and evacuation. Particularly con-
cerned was the Planning and Training
Division, headed by Col. (later Brig. Gen.)
Albert G. Love. It had three subdivisions:
Planning, Training, and Hospital Con-
struction and Repair. The last of these
operated almost independently, its chief,
Lt. Col. (later Col.) John R. Hall, having
direct access to General Magee.” This sub-
division handled all of The Surgeon Gen-
eral’s construction problems, estimating
bed requirements and planning hospitals.
In this work it collaborated with the War
Department’s constructing agencies—the
Quartermaster Corps and the Corps of
Engineers. This subdivision grew from 2
officers, 3 civilian architects, and 4 clerks
in September 1940 to 4 officers, 4 archi-
tects, and 7 clerks by the end of 1941.° The
remainder of the Planning and Training
Division dealt with medical field units. It

3 (1) Mark 8. Watson, Chief of Staff: Prewar Plans
and Preparations (Washington, 1950), pp. 57-84, in
UNITED STATES ARMY IN WORLD WARII,
has an excellent discussion of the origin and powers of
the General Staff. (2) AR 10-15, Gen Staff, Orgn and
Gen Duties, 18 Aug 36. (3) FM 101-5, Staff Officers’
Field Manual, 19 Aug 40.

* (1) Armficld, op. cit. (2) Kent R. Greenfield, Rob-
ert R. Palmer and Bell 1. Wiley, The Organization of
Ground Combat Treops (Washington, 1947), pp. 1-32,
in UNITED STATES ARMY IN WORLD WAR
IT, have a discussion of the development of GHQ.

* Intery, MD Historian with Col Love, 27 Aug 47.
HD: 000.71.

" Achilles L. Tynes, Data for Preparation of Histori-
cal Record of Construction Branch of The Surgeon
General’s Office during the Expansion Period of the
Army and World War 11 (1945) (cited hereaftcr as
Tynes, Construction Branch). HD.
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estimated the number that would be re-
quired and prepared or revised their tables
of organization and equipment. Until
GHQ was established in July 1940, this
Division also supervised the training and
use in the United States of hospital and
other medical units. The Finance and
Supply Division furnished hospitals with
supplies and equipment and allotted them
funds for the employment of civilians. The
Military Personnel, Dental, Veterinary,
and Nursing Divisions handled military
personnel and certain professional matters.
The Professional Service Division estab-
lished policies for medical care and treat-
ment and issued technical directives to
maintain professional standards.’

In recognition of the growing impor-
tance of problems of hospitalization during
mobilization, a Hospitalization Subdivi-
sion was set up in the Professional Service
Division in February 1941. Two months
later it was separated and became the
Hospitalization Division. Lt. Col. (later
Col.) Harry D. Offutt was made its chief
and continued in that capacity throughout
General Magee’s administration. Estab-
lished with one officer and onc clerk, this
division expanded to three officers and
three clerks by the end of June 1941. Al-
though it was charged with the develop-
ment of plans and policies for hospitaliza-
tion and evacuation through liaison with
other divisions of the Surgeon General’s
Office, it had neither the authority nor the
staff to make comprehensive plans and co-
ordinate the actions of others in making
such plans effective.®

The Surgeon General’s Control
Over Hospitals and Hospital Units

While all hospitals were under the tech-
nical supervision of The Surgeon General,

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

not all were subject to the same control by
his Office. The degree varied according to
the command structure of the War De-
partment. For administrative purposes the
United States was divided into nine corps
areas, each in charge of a corps area com-
mander under the jurisdiction of the Chief
of Staff. Overseas possessions were organ-
ized into three departments that corre-
sponded administratively to corps areas in
the United States. All stations in depart-
ments and most in corps areas were under
the command-control of department and
corps area commanders respectively. Lo-
cated within corps areas but beyond the
jurisdiction of their commanders were
field installations of the War Department.
They operated directly under the chiefs of
various arms and services in Washington
and were therefore called “exempted sta-
tions.”

Hospitals classified as War Department
field installations were subject to the great-
est amount of control by The Surgeon
General because they were under his com-
mand. All general hospitals in the United
States were in this category. In only one
instance was an intermediate commander
between The Surgeon General and a gen-
eral hospital commander. Walter Reed
General Hospital was under the jurisdic-
tion of the commandant of the Army Med-
ical Center (Washington, D. C.), who was
in turn under the command of The Sur-

¥ Armfield, op. cit.

888G OOs 32,13 Feb 41; 87, 18 Apr 41. In an inter-
view on 15 November 1949 Brig Gen H. D. Offutt
stated that he never felt handicapped by a lack of per-
sonnel in his division. HD: 000.71. In an interview on
10 November 1950 Maj Gen James C. Magee (Ret)
stated that no one division could have exercised
authority over all factors involved in hospitalization
and that vesting such authority in one division would
have subordinated other divisions of the Surgeon
General’s Office to a sort of overlordship. HD: 314
(Correspondence on MS) II1.
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geon General. Despite this intermediate
step, Walter Reed actually received closer
supervision from the Surgeon General’s
Office than did other general hospitals,
largely because of its proximity. Next in
line in degree of control were hospitals of
exempted stations of all other services and
of all arms except the Air Corps. For ex-
ample Fort Benning (Georgia), including
its station hospital, was under the Chief of
Infantry and Fort Belvoir (Virginia) was
under the Chief of Engineers. The chiefs of
arms and services normally had no sur-
geons on their staffs and were therefore
prone to refer problems connected with
hospitalization to The Surgeon General.
He employed corps area surgeons as his
own field representatives to supervise hos-
pitals of exempted stations. Corps area
hospitals, under the command-control of
corps area commanders, were supervised
by corps area surgeons in their dual capac-
ities as local staff officers and technical
representatives of The Surgeon General.
Hospitals furthest removed from the lat-
ter’s influence were those in overseas de-
partments, not only because of their dis-
tance from Washington but also because
department surgeons did not serve as field
representatives of The Surgeon General.*

Although hospitals of the Air Corps
were theoretically in the same class as
those of exempted stations of other arms
and services, they were actually in a some-
what different category. The Chief of the
Air Corps had in his Office a Medical
Division, whose head was analogous to a
staff surgeon and therefore assumed con-
siderable authority over Air Corps station
hospitals. During 1940 and 1941, as the
Air Corps expanded, the number of such
hospitals increased. Soon after a reorgani-
zation of the air forces in June 1941, which
established the Army Air Forces and gave

it control over the Air Corps, the Secretary
of War directed a blanket exemption of all
Air Corps stations—new as well as old—
from corps area control. The following
October the head of the Air Corps Medi-
cal Division, Col. (later Maj. Gen.) David
N. W. Grant, was assigned to AAF head-
quarters and designated “Air Surgeon.”
This series of events tended to separate Air
Corps hospitals from other Army hospitals
and to place them more under control of
AAF headquarters at the expense of the
Surgeon General’s Office.'”

A shift of responsibility which affected
The Surgeon General’s control over medi-
cal units, including those for rumbered
hospitals, had meanwhile occurred. Until
late 1940 certain corps area commanders
and surgeons acted also as commanders
and surgeons of the four field armiesin the
United Statcs. Corps area surgeons were
therefore responsible, under their com-
manders and The Surgeon General, for
supervising the training of field medical
units. In October 1940, the command of
field armies was taken away from corps
area commanders and placed in the hands
of separate army commanders responsible
to GHQ) in Washington. GHQ) and army
headquarters were charged with the train-
ing and use on maneuvers of all field units.
Actually, this transfer of training functions
was not so complete as anticipated,’ even
though in November 1940 all table-of-

“(1))AR 170-10, CAs and Depts, Admin, 10 Oct
39.(2) AR 350-105, Mil Educ, Gen and Spec Serv
Schs—Desig, Loc, and Orgn, 1 Oct 38. (3) Armfield,
ap. cit.

(1) Rad MX-F, TAG to CGs of CAs, 27 Jun 41,
(2) Ltr, TAG 1o CofAAF and ACofS G-4 WDGS, 12
Sep 41, sub: Trf of Gen Staff Functions . . . to AAF.
Both in AG: 322.2 (6-18-41)(1) Sec 2. (3) Hubert A.
Coleman, Organization and Administration, AAF
Medical Services in the Zone of Interior (1948), pp.
45-76. HD.

11 See below,
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organization units in the United States,
including those of the Medical Depart-
ment, were either assigned or attached to
armies or corps."”

In the changes just enumerated were
seeds that were eventually to grow into
bitter weeds for The Surgeon General.
Among them were the trend of the Army
Air Forces toward separatism and its de-
velopment of a separate set of hospitals,
the establishment of medical officers in
headquarters on a higher level of author-
ity than The Surgeon General, and the

latter’s partial loss of authority over medi-
cal field units. Understanding something
of these changes and of responsibilities and
relationships of various War Department
agencies, one may now turn to a consider-
ation of the manner in which the Army
provided hospitalization during the emer-
gency period.

2 (1) Greenficld et al., op. cit., pp. 3-4, 6-9. (2)
Armfield, op. cit. (3) Ltr, TAG to CGs all Armies,
Army Corps, CAs, GofS GHQ, etc., 4 Nov 40, sub:
Units Asgd and Atchd to GIIQ, Armies, and Corps.
... AG:320.2 (8-2-40)(4) Sec 3.



CHAPTER II

Planning for and Expanding
Hospitals in the United States

Hospital Construction
Early Basic Decisions

Any large-scale expansion of “hospital
facilities” —that is, wards, offices, and
clinics normally found in civilian hospi-
tals, plus housing for commissioned and
enlisted personnel, storage for medical
and military supplies and equipment, and
administrative space for nonmedical mili-
tary activities—demanded a simple
method of estimating requirements and
authorizing beds. Such expansion also de-
manded that additional housing be pro-
vided as rapidly and inexpensively as
possible. '

The method prescribed by mobilization
regulations for estimating bed require-
ments was one that Colonel Love had de-
vised from World War I experience. It
involved computation of the number of
beds needed for successive 15-day periods
of mobilization on the basis of average
daily admission rates, the rate of accumu-
lation of patients in hospitals by 15-day
periods, and increases and decreases in
troop strengths during these periods.
When hospitals were expanded for the Sep-
tember 1939 increase in the Army, this
method proved too complicated for gen-

eral use and The Surgeon General in-
cluded in his Protective Mobilization Plan
of December 1939 a simpler one, also de-
vised by Colonel Love—the multiplication
of troop strength by a predetermined per-
centage of beds. In August 1940 G-4
adopted the latter, and its simplicity made
its ready acceptance by all agencies of the
War Department a foregone conclusion.*

Opinion differed on the proper percent-
age to use in estimating and authorizing
station hospital beds. The Surgeon Gen-
eral used 4 percent in calculating require-
ments in the fall of 1939, and G-4 began
to use this figure in planning for mobiliza-
tion in August 1940. Experience of the
previous winter made some surgeons be-
lieve it provided insufficient beds for
“green troops,”* and on 6 September
1940 General Magee asked the General
Staff to consider 5 percent as the probable

' (1) Albert G. Love, “War Casualties,” Army Med-
teal Bulletin, No. 24 (1931), pp. 18, 37, 38, 68. (2) MR
4-3, 2 Apr 34; MR 4-2, 13 Feb 40; and SG PMP,
1939, Annex No 29, (3) Ltr AG 600.12 (8-6-40)M-
D-M, TAG to C of Arms and Servs, CGs of CAs, and
COs of Exempted Stas, 7 Aug 40, sub: Supp No 2 to
WD Cons Policy. SG: 600.12-1.

(1) Synopsis Ltr, Surg 4th CA to Surg Ft McClel-
lan, 13 Aug 40, sub: Expansion of Hosp Fac, and 8
inds. SG: 632.-1 (Ft McClellan)N. (2) Ltr, Surg 7th
CA 108G, 10 Sep 40, sub: Hosp . . . NG. SG: 632.-1
(7th CA)AA.
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requirement for station hospital beds.?
G-4’s Construction Branch verbally ap-
proved this ratio, but the Assistant Chief
of Staff, G-4, Brig. Gen. Richard C.
Moore, later reversed this action, author-
izing station hospital beds for only 4 per-
cent of the strength served but permitting
provisions for expansion to 3 percent if
necessary.® This meant in the case of new
hospitals that wards would be constructed
with space for beds for 4 percent of a com-
mand but that utilities, administrative
buildings, and clinical facilities would be
constructed to serve a hospital with beds
for 5 percent. Thus additional wards could
be erected later without overloading the
‘““chassis” of a hospital. The ratio of beds
in general hospitals to the total strength of
the Army—1 percent—received official
sanction at the same time. General Magee
did not protest the decision as to station
hospitals but observed a policy during the
following vear of supporting local requests
or Initiating action for increases in bed
ratios in specific instances.”

The manner of providing additional
housing was a subject on which The
Surgeon General and the General Staff
eventually came to marked disagreement.
Based on a belief that unnecessary con-
struction should be avoided and a fear
that sudden attack would require mobi-
lization before requisite construction could
be completed, War Department policy in
1939 was to use existing housing to the
maximum extent possible.® Mobilization
regulations therefore called for the use of
existing Army hospitals, with emergency
expansions, for the initial beds required.
"To house additional beds other buildings
would be used in the following order: (1)
Federal hospitals, (2) civilian hospitals,
(3) vacated Army posts, and (4) public
and private buildings such as schools and
hotels. Finally, as a last resort, new station

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

and gencral hospitals would be con-
structed.”

For all new buildings the War Depart-
ment planned to use one-story frame con-
struction, called ‘“‘cantonment-type.” It
required The Quartermaster General to
keep on file standard plans for such build-
ings.* Those for hospitals had been pre-
pared in 1935 in collaboration with The
Surgeon General’s Hospital Construction
and Repair Subdivision. They consisted of
forty-nine drawings: forty-five for admin-
istrative offices, clinics, wards, messes,
quarters for personnel, and service build-
ings, and four for twenty different com-
binations of these buildings to make hospi-
tals ranging in size from 25 to 2,000 beds.
Most of the buildings were of a standard
size. To reduce the danger of fire, all were
separated by a minimum of fifty feet. For
each group of not more than five, this
space was increased to 100 feet, Each hos-
pital therefore covered a large area, a 500-
bed installation spreading over twenty
acres. Advantages of this hospital were its
relatively low cost, the rapidity with which
it could be erected, and the small number

+ Lir, SG (Magee) to TAG, 6 Sep 40, sub: MD in
Mob. AG: 381 (1-1-40) Sec 3.

1 (1) Memo, SG for ACofS G-4 WDGS, 10 Sep 40.
(2) D/S. ACofS G-4 WDGS to SG, 13 Sep 40, sub:
Hosp . . . Mob. . . . (3) Memo, Cons Br G-4
WDGS for Maj Gen [Eugene] Reybold, 7 Mar 41,
sub: Four Percent Hosp. All in HRS: G-4/29135-12.

> (1) Synopsis Lir, CG Ft Jackson to TAG, 11 Dec
40, sub: Cons Sta Hosp, and 4 inds. SG: 632.-1 (Ft
Jackson)IN. (2) 5th ind, Surg Ft Sill to CG 8th CA, 12
Mar 41, on cy Ltr, CG Ft Sill to TAG, 10 Dec 40,
sub: Add Hosp, Ft Sill. 8G: 632.-1 (Ft Sill)N. (3) Ltr
SGto TAG, 27 May 41, sub: Add Hosp Fac. . . .
SG: 632.-1. (4) Ltr, CG 4th CA to TAG, 1 May 41,
sub: Add Hosp Bed Regmts, and 11 inds. SG: 632.—-1
(4th CA)AA.

% The War Department Mobilization Plan, speech
by Lt Col Harry L. Twaddle, GSC, Chief Mob Br
G-3 Div WDGS, 30 Sep 39. G-3 Course No 13 and
13A, AWC, 1939-40.

" MR 4-3. 2 Apr 34; MR 4-3, C-1, 31 Dec 34; and
MR 4-2, 13 Feb 40.

* MR 4-1, Sup; Cons; Trans, 5 Jan 40.
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of highly skilled workmen needed to con-
struct it. Its most obvious disadvantages
were the danger of fire and the adminis-
trative difficulties caused by the wide area
covered.’

The hospital construction policy enun-
ciated in mobilization regulations was not
made the official guide for the provision
of hospitals for Regular Army expansions
in 1939 and 1940, but certain aspects of
it were followed. Thus, although appar-
ently no attempt was made to use non-
Army buildings, existing Army hospitals
were expanded and new construction was
authorized only at stations not served by
such. For example, essential units of a
350-bed cantonment-type hospital—a
mess hall, a clinical building, and several
wards—were constructed at Camp Jack-
son (South Carolina), a National Guard
encampment. Regular Army posts which
already possessed hospitals, such as Fort
McClellan (Alabama) and Fort Benning
(Georgia), expanded them by converting
hospital porches, barracks, and other
available buildings into hospital wards.*’
In such instances results were unsatisfac-
tory. At Fort Benning, for example, the
surgeon had to enlarge a 230-bed hospi-
tal, built for a garrison of 4,000, to serve
astrength of 19,000 in january 1940. He
did this by adding 334 beds in porches,
barracks, and a portable wooden building.
The operating rooms, clinics, laboratory,
and mess halls of the permanent hospital
were then too small for the greater bed
capacity. Thus there was created, he ex-
plained, “a relative giant with inadequate
heart and internal viscera.” *!

Despite this experience, in the spring of
1940 G4 planned to establish the practice
of expanding existing hospitals as official
policy for subsequent increases in the Reg-
ular Army. Both The Surgeon General
and The Quartermaster General opposed

this move. Among the many objections
they raised, probably the most important
from the medical viewpoint was the one
just noted—Ilimits upon expansion of bed
capacity imposed by the size of operating
rooms and clinical facilities. Of equal im-
portance, from the construction viewpoint,
was the unsuitability of many barracks for
hospital use because of their location or
structural characteristics. Moreover, it
was improbable that their conversion and
eventual reconversion would be cheaper
in the long run than the erection of can-
tonment-type hospitals. On 24 May 1940,
therefore, Colonel Love, Acting The Sur-
geon General, recommended that all ad-
ditional beds should be housed in new
cantonment-type hospitals. G-4 disap-
proved this recommendation, perhaps be-
cause of shortages of funds and uncer-
tainty about the nature of increases in the
Regular Army, and on 7 June 1940 issued
an official “Policy for Hospitalization
during the Emergency.” It authorized
cantonment-type hospitals for new stations
but required the expansion of existing
hospitals on all Regular Army posts.*®

% (1) Flovd Kramer, ‘“Mobilization Type Hospi-
tals,” Army Medical Bulletin, No. 31 (1935), pp. 1-19.
(2) Tynes, Construction Branch, HD.

1" Sce correspondence in SG: 632.-1 (Cp Jack-
son)D. 632.—1 (Ft McClellan)N, and 632.-1 (Ft Ben-
ning)N.

' Ltr, Surg Ft Benning to SG, 19 Jan 40, sub: An
Rpt of Sta Hosp. SG: 632.-1 (Ft Benning)N.

(1) Memo, Exec Off G-4 for Cons Br G-4
WDGS, 22 May 40, sub: Hosp. (2) Memo QM 600.1
C-C, QMG for ACofS G-4 WDGS, 28 May 40, sub:
Util of Bks for Temp Hosp Accommodations. (3)
Mecmo, Act SG for ACofS G-4 WDGS, 24 May 40,
sub: Hosp for Increase in the Army above 227,000.
(4) Memo, Chief Cons Br G-4 for ACofS G-4 WDGS,
3 Jun 40, sub: Util of Bks for Temp Hosp Accommo-
dations. (5) Memo, Chief Cons Br G-4 for ACofS G-4
WDGS, 5 Jun 40, sub: Hosp for Increases of Army.
(6) Ltr AG 705 (6-3-40)M-DM, TAG to CGs of all
CAs, COs of Exempted Stas, and CofArms and Servs,
7 Jun 40, sub: Policy for Hasp during Emergency. All
in HRS: G-4/31757.
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LAWSON GENERAL, A CANTONMENT-TYPE HOSPITAL

Office supported requests of local sur-
geons for exemption from its provisions."'
On 5 September 1940 General Magee
conferred with General Moore and the
next day sent him a personal note. Refer-
ring to the impossibility of providing an
adequate hospital at Fort Benning under
the established policy, he stated: “There
is so much dynamite in this that I think
you should know about it.” ' Nevertheless,
the War Department did not immediately
revise the policy, and G-4 permitted few
cxceptions to it.’® As a result the situation
became so serious by mid-September that
the Chief of Staff asked The Inspector
General to investigate the rights and

wrongs of interchanges between G-4 and
The Surgeon General as well as delays in
deciding the type of construction to be
used.'” Apparently The Inspector Gen-

'* For example. see: Memo, SG for ACofS G-4
WDGS, 11 Sep 40, sub: Hosp, Ft McClellan. SG:
632.-1 (Ft McClellan)N.

» Memo, Maj Gen J{ames] C. Magee for Brig Gen
R|ichard] C. Moorc. 6 Sep 40. SG: 632.-1 (Ft Ben-
ning)N.

% (1) Rad AG 600.12 (9-5-40), TAG to CG 9th
CA, 10 Sep 40. SG 632.-1 (Ft Lewis)N. (2} Ltr, Surg
Ft Benning to SG, 21 Aug 40, sub: Cons of Med
Fac, and 3 inds. SG: 632.-1 (Ft Benning)N. (3) Syn-
opsis Ltr, CG Ft Bragg to CG 4th CA, 6 Sep 40, and
5 inds. SG: 632.-1 (Ft Bragg)N.

1" Memo, CofSA for IG, 14 Scp 40. HRS: OCS
17749-225. The reply to this memorandum has not
been located in War Department filcs.



18 HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

eral’s report favored The Surgeon Gen-
eral’s position, for soon afterward the
Chief of Staff personally approved Gen-
eral Magee’s recommendation “‘that the
erection of cantonment hospitals be an-
nounced as the normal procedure” for all
large posts, whether Regular Army or
not.'®

The revised policy on hospital construc-
tion, issued by the War Department on 26
September 1940, discarded the long-
established plan to construct additional
buildings for hospitals as a last resort only.
Thereafter peacetime hospitals were to be
expanded only on small posts where clin-
ical facilities were generally sufficient for
additional patients. Cantonment-type
hospitals were to be constructed else-
where." Without this change hospitals on
Regular Army posts would have consisted
of a hodgepodge of small permanent hos-
pitals, permanent barracks, and tempo-
rary buildings required to supplement
them. Delay in making the revision was
responsible for much confusion and some
delay in the erection of suitable hospital
buildings on Regular Army posts,** but
it had no effect on hospitals for new posts
because cantonment-type construction
had been authorized for them since June
1940.

Planning for Construction
and Selecting Sites of Hospitals

Planning for station hospitals was done
on a day-to-day rather than a long-term
basis, because their size, number, and lo-
cation depended almost entirely upon a
constantly changing troop distribution. In
the fall of 1940 the Surgeon General’s Of-
fice prepared two studies showing the ad-
ditional beds that would be required by
June 1941 at each post in thc United

States,”' but lack of information about
ultimate troop distribution and changes
in station strengths limited their value. In
some instances three or more increases in
authorized strengths required the same
number of revisions of hospital construc-
tion plans for a single post.”” As informa-
tion about stations and their strengths be-
came available, the Construction and Re-
pair Subdivision prepared plans for
hospital construction for each. Consisting
of the number of beds nceded, the types
and numbers of buildings required, and
the layout or arrangement of buildings,
these plans amounted only to recommen-
dations. Final decisions on hospital con-
struction were made by G-4 for ground
force stations and by the Chief of the Air
Corps for air stations. Because of the day-
to-day type of planning and the lack of
information about action on his recom-
mendations, The Surgeon General found
it difficult to keep track of station hospitals
authorized for construction.”

Planning for general hospitals was on a
more comprehensive basis. Although it

" (1) Memo, SG for ACofS G-4 WDGS, 20 Sep
40, and note thereon signed G. C. MJarshall]. (2)
D/S. ACofS G-4 WDGS to TAG, sub: Revised
Policy for Hosp during Emergency. Both in HRS:
G-4/31757.

* Lir AG 600.12 (9-25-40) MD, TAG to CofArms
and Servs, CGs of CAs, and COs of exempted Stas,
26 Sep 40, sub: Revised Policy for Hosp during Emer-
gency. IIRS: G-4/51757.

208G 632.-1 (Ft McClellan)N; 632.-1 (Ft Ben-
ning)N; 632 -1 (Ft Bragg)N.

#' SG Ltrs, | Oct and 7 Nov 40, sub: Bed Reqmt
Study. SG: 632.. 2.

22 8G: 632.-1 (Ft Jackson)N, 1940; SG: 632.~1 (Ft
Ord)C, 1940; SG: 632.-1 (Ft Bragg)N, 1940.

24 (1) Ltr, CofAC to §G, 17 Apr 41, sub: Increases
in Str for Pilot Tng Sch, and 9 inds. AAF: 632B Hosp
and Infirmaries. (2) Lir AG 600.12 (9-28-40)M-D,
TAG to QMG, 3 Oct 40, sub: Temp Cons . . . 5th
CA. SG: 632.-1 (53th CA)AA. (3) Memo, SG for
OMG, 7 Oct 40, sub: Ft Knox. SG: 632.-1 (Ft
Knox)N. (4) Ltr, SG to Fed Bd of Hosp, 5 May 41.
SG:632.-1.
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depended to some extent upon troop dis-
tribution, the fact that general hospitals
would serve more than one post and
would operate directly under The Sur-
geon General gave him considerable lati-
tude in determining their size, number,
and location. On 10 August 1940 G-4
sought information on increases in general
hospitals that passage of the Sclective
Service Act would require.”* In response
The Surgeon General proposed the con-
struction of ten new general hospitals with
a total capacity of 9,500 beds—one each
in the First, Second, Fifth, Sixth, and
Seventh Corps Areas; three in the Fourth,
where the troop concentration would be
heaviest; and two in the Ninth, where
troops would be spread from Canada to
Mexico. In the Eighth Corps Area, he
proposed redesignation of the 1,700-bed
Fort Sam Houston (Texas) Station Hospi-
tal as a general hospital, since it was
already performing the functions of both
types.”” Plans had already been made to
increase the capacity of Walter Reed Gen-
eral Hospital, in the Third Corps Area, by
relieving it of station-hospital cases which
it had previously received from near-by
posts.*® With the general hospitals already
in operation, this plan would have pro-
vided a total of over 15,000 general hos-
pital beds in the United States for an ex-
pected Army strength of 1,400,000.

The expansion of general hospitals dur-
ing 1941 followed basically The Surgeon
General’s plan. On 25 September 1940
G-4 approved the construction of ten gen-
eral hospitals, with a total capacity of
10,000 beds, in locations substantially the
same as those recommended by The Sur-
geon General.”” Objections of the com-
mander of the Eighth Corps Area to re-
designation of the Fort Sam Houston
Station Hospital caused The Surgeon

General to withdraw that proposal.®®
During 1941, therefore, the following gen-
eral hospitals were added to the five the
Army already had: Lovell at Fort Devens,
Mass.; Tilton at Fort Dix, N. J.; Stark at
Charleston, S. C.; Lawson at Atlanta,
Ga.; LaGarde at New Orleans, La.; Bil-
lings at Fort Benjamin Harrison, Ind.;
O’Reilly at Springfield, Mo.; Hoff at
Santa Barbara, Calif.; and Barnes at Van-
couver Barracks, Wash.?® No additional
ones were required until September 1941,
when an increase in the size of the Army
was anticipated. At that time The Surgeon
General submitted a proposal for a pro-
portionate increase in the number of gen-
eral hospital beds,* but it was later
merged with a larger plan to meet the
needs of a wartime Army.

Selection of proper sites was an essential
factor in planning for hospital construc-
tion. It was important, for instance, for
both station and general hospitals to have
sufficient space for future expansion; to be
free from objectionable neighbors such as
factories, railroad yards, warehouses,
utilities areas, and training grounds; and

2 Memo, ACofS G-4 WDGS for SG, 10 Aug 40,
sub: Increase in Number of Gen Hosps. HRS: G-4/
29135-11.

# st ind, SG to TAG, 23 Aug 40, on Mcmo G-4/
29135-11, ACofS G-4 WDGS for SG, 10 Aug 40, sub:
Increase in Number of Gen Hosps. AG: 322.3 Gen
Hosp (8-10-40)(1).

# 4th ind SGO 701.-1, SG to TAG, 5 Aug 40, and
7th ind, TAG 10 SG, 30 Scp 40, on Ltr, SG to TAG,
15 Jul 40, sub: Gen Hosp Beds for Enlarged Army.
AG: 322.3 Gen Hosp (7-15-40)(1) Sec 1.

27 D/S, ACofS G-4 WDGS to TAG, 25 Sep 40,
sub: Increase in Number of Gen Hosps. HRS: G-4/
29135-11.

2% Lir, SG to TAG, 9 Oct 40, sub: New Gen Hosp
(Ft Sam Houston, Tex), with 2d ind, CG 8th CA to
TAG, 7 Nov 40, and 4th ind, SG to QMG, 9 Dec 40.
AG: 322.3 Gen Hosp (8-10-40)(1).

# 8G: 632.-1, 1941, for cach hospital named.

3 Memo, SG for ACofS G-4 WDGS, 19 Sep 41,
sub: DF G-4/20052-103, Augmented PMP, 1942,
SG:632.-1.
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to be located on terrain that was moder-
ately level and properly drained. The ac-
cessibility of good highway and railroad
nets was especially important for general
hospitals, whose function was to receive
patients from other hospitals. The avail-
ability of good water supplies and of ade-
quate utilities connections had also to be
considered. The Quartermaster General’s
chief interest in hospital sites lay in their
suitability from an engineering and con-
struction standpoint.

During the emergency period The
Quartermaster General selected construc-
tion sites in collaboration with other in-
terested War Department agencies. For
hospitals, this meant both The Surgeon
General and corps area commanders.*' In
the early phases of mobilization the selec-
tion of sites for station hospitals was left in
many instances to local authorities, for
The Surgeon General’s Hospital Con-
struction and Repair Subdivision had
little personnel to spare for such activities.
Sites so selected were generally satisfac-
tory but sometimes had undesirable fea-
tures, such as promixity to training areas,
poor drainage, or inadequate space for
expansion. As the press of work abated
during 1941, The Surgeon General began
to exercise more direct supervision over
site selection through visits of his repre-
sentatives to stations where hospital con-
struction was anticipated.* The selection
of sites for general hospitals was more
complicated and time consuming, even
though the general areas in which they
were to be located were first approved by
the General Staff. As a rule, the War De-
partment directed corps area commanders
to appoint boards, with medical repre-
sentatives, to make investigations and
recommendations. Their surveys required
considerable time and their recommenda-

tions in some instances were deemed un-
satisfactory. In such cases, the Secretary
of War appointed other boards represent-
ing The Surgeon General, The Quarter-
master General, the General Staff, and
corps area surgeons to make further
surveys and recommendations.®”

Difficulties in Providing
Satisfactory Hospital Plants

The Surgeon General and The Quar-
termaster General disagreed about the
manner in which the Medical Depart-
ment as the using agency should exercise
advisory supervision over hospital con-
struction. The Surgeon General insisted
that his office should review each building
schedule which was sent out and each
change in plans proposed by the field. He
believed that this procedure was necessary
to maintain the proper division of space
among various hospital services, an ap-
propriate relationship among different
buildings of a hospital plant, and the
possibility of future expansion. In his
opinion expericnce justified this position.
For example, hospital construction at Fort
Francis E. Warren (Wyoming) was de-
layed from early November 1940 until

' Memo QM 322.2 C-OT (Gen Hosps), QMG
for ACofS G-4 WDGS, 11 Jan 41, sub: Gen Hosps,
and D/S G-4/32445, ACofS G-4 WDGS to TAG, 15
Jan 41, sub: Control of Cons Projects. AG: 322.2 Gen
Hosp {7-15-40)(1) Scc 1.

#2(1) Tynes, Construction Branch, p. 32. (2)
Memos from offs of Hosp Cons and Repair Subdiv
dated 18 Jan, 11 Apr, 28 Jul, 20 Aug, 22 Aug, 2 Scp,
and 16 Sep 41. HD: 333(Hosp).

# (1) Memo, AGofS G-¢ WDGS for DepCofSA, 14
Nov 40, sub: Gen Hosps. HRS: G-4/29135-11. (2)
Ltr, TAG to CG 4th CA, 29 Sep 40, sub: Cons of
Cantonment Hosps 4th CA (Adanta, Charleston, New
Orleans). AG: 322.3 Gen Hosp (9-27-40) M-D. (3)
Rad. TAG to CG 7th CA, 19 Dec 40, and /S G-4/
29135-14, ACofS G-4 WDGS to TAG, 14 Jan 41,

sub: Conveninga WD Board . . . . AG: 322.3 Gen
Ilosps (7-15-40) (1) Sec 4.
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January 1941 because The Quartermaster
General sent out plans which The Surgeon
General had not approved and against
which local authorities protested. At Fort
Rosecrans (California) local quarter-
master and medical officers erected a two-
story wooden hospital which The Surgeon
General considered unsafe. In other
places, such as Camp Wallace (Texas),
Camp Custer (Michigan), Camp Roberts
(California), and Camp Leonard Wood
(Missouri), local changes in approved
plans produced hospitals considered un-
satisfactory by The Surgeon General.**

Hoping to speed construction, The
Quartermaster General proposed stand-
ardization and decentralization—the use
of standard building schedules (that is,
lists of buildings for hospitals ranging in
size from 25 to 2,000 beds) approved
initially by the Surgeon General’s Office
and subject to no further changes by it,
and the delegation of authority to make
changes in hospital layouts and building
plans to medical and quartermaster offi-
cers in the field.*> Nevertheless, because of
The Surgeon General’s insistence, both
the Quartermaster Corps and the Corps
of Engineers followed the practice of re-
ferring hospital building schedules and
layouts to his Office for approval and
twice during 1941 The Quartermaster
General instructed his field agents not to
change hospital construction plans with-
out prior approval of the Surgeon Gen-
eral’s Office.™

Centralization of the Medical Depart-
ment’s advisory supervision over hospital
construction did not necessarily assure
erection of satisfactory hospital buildings.
That depended considerably upon the
plans used. Drawn in 1935, they were
simply pulled “off the shelf”” when needed.
The medical officer (Col. Floyd Kramer)

who had helped prepare them warned the
Surgeon General’s Office that they would
not be entirely satisfactory, and in Octo-
ber 1940 Colonel Hall, of the Hospital
Construction and Repair Subdivision, in-
dicated that he was “by no means certain”
that they would “suit our 1940 ideas.” *" It
soon appeared that they did not. Hospi-
tals built on such plans had insufficient
space for some activities and none at all
for others. X-ray clinics and laboratories
were too small for use in modern medi-
cine. Administration buildings had insuf-
ficient space for extensive records required
for patients and civilian employees and
were cut up into too many small rooms for
efficient use. Post dental work required
more room than originally expected. Gen-
eral hospitals needed more space for quar-
termaster activities. Inadequate kitchens
and mess storerooms became the source of
frequent complaints. Offices for the medi-
cal supply officer and the medical detach-
ment commander, recreation buildings for
patients and for nurses, post exchange

# (1) Ltr, SG to QMG, 5 Jan 41, sub: Unauth
Changes in Cantonment Hosps. . . , with 2dind, SG
to QMG, 14 Feb 41. SG: 632.-1. (2) Ist ind, SG to
QMG, 17 Jul 41, on Synopsis Ltr, QMG to SG, 17

Jul 41, Same file. (3) SG: 632.-1 (Ft F. E. Warren)N,

1940-41 and (I't Rosecrans)N, 1940-41.

(1) 1stind QM 632 C-ED, QMG to SG, 8 Feb
41, on Lir, SG to QMG, 5 Jan 41, sub: Unauth
Changes in Cantonment Hosps. . . . (2) Synopsis Ltr,
QMG to SG, 17 Jul 41. Both in SG: 632, 1.

# (1) Lir QM 632 CG-EP Hosp Fac, QMG to SG,
9 Aug 41, sub: Add Iosp Fac. SG: 632.-1. (2) 2d ind.
CofAC 1o CofEngrs, 11 Aug 41, on Ltr, SG to Cof-
Engrs, 31 Jul 41, sub: Hosp Insp, AC Sta, 8th CA.
Same file. (3) Ltr, QMG to Cons QMs, 8 Feb 41, sub:
Hosp Layouts. Same file. (4) Lu QM 632 C-EP
(Zone VII), QMG 1o Zone Cons QM, Zone VII, 12
Sep 41, sub: Revisions in Hosp Plans and Layouts. Off
file, Hosp Cons Div SGO, “Policy File.”

*7 (1) Lessons Learned from Planning and Con-
structing Army Hospitals, Speech by Col John R.
ITall, 16 Sep 43. HD: 632.-1. (2) Ltr, Col J. R. Hall
to Col H. C. Coburn, Jr, MC, Sta Ilosp Ft Bragg, 16
Oct 40. SG: 632.-1 (Ft Bragg)N.
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buildings, ambulance garages, and strong
rooms for safeguarding narcotics as re-
quired by Federal law were not included
in existing plans. Of equal importance,
neuropsychiatric wards for which plans
were provided lacked sufficient strength
and safety features to prevent patients
from attempting escape or suicide.*®

The question of whether to revise exist-
ing plans completely or to make piece-
meal changes arose in the fall of 1940.
General Love, Chief of the Planning and
Training Division, advocated their com-
plete revision, but Colonel Hall demurred
on the ground that he would encounter
delays and difficulties in securing ap-
proval of G-4 and co-operation of The
Quartermaster General.** That his posi-
tion had some basis in fact is indicated by
a controversy from August through Octo-
ber over proposed changes for separate
buildings. After The Quartermaster Gen-
eral complained that requests of The Sur-
geon General for piecemeal changes were
delaying construction, their offices hurled
charges and countercharges against each
other until G4 forbade further changes in
standard designs without Staff approval,
and the chief of the G-4 Construction
Branch, concluding that further argument
was useless, closed the controversy by
recommending on 18 October 1940 that
all papers pertaining to it be filed.*” Two
months later The Quartermaster General
proposed a complete revision of canton-
ment-type hospital plans, but Colonel
Hall maintained his former position, this
time for a different reason. “It is the
opinion of this office,” he wrote, “that
sufficient experience with the plants to be
erected according to the present plans has
not yet been had to make a complete and
satisfactory revision possible at this
time.” *!

As soon as hospitals built on the 1935
plans were received from contractors, steps
had to be taken to correct their defects
and overcome their deficiencies. Several
methods were adopted. One was to rear-
range the use of space. For example, local
commanders converted wards into X-ray
clinics and laboratories and used the space
vacated in clinical buildings to increase
surgical facilities. To replace the bed ca
pacity thus lost, The Surgeon General ob-
tained additional wards.** Another meth-
od was to modify the buildings erected.
Changes in neuropsychiatric wards, such
as the removal of exposed pipes, were
made to increase the safety of mentally
disturbed patients; and kitchens and mess
halls were enlarged by adjacent construc-
tion.** A third method was to construct
additional buildings, such as storehouses,

(1) An Rpts, 1941, Sta Hosps at Fts Knox and
Bragg, Cps Lee, Roberts, Claiborne, and Bowie, and
O’Reilly GenHosp. HD. (2) Memo, IG for ACofS
G-4 WDGS 22 Apr 41, sub: Cons Defects. HIRS:
G-4/32900. (3) Tynes, Construction Branch, pp. 16-
18. (4) Rpt, Conf of SG with CA Surgs, 10-12 Mar
41. HD: 337.

3 Interv, MD Historian with Col Albert G. Love,
27 Aug 47. HD: 000.71.

(1) Ltr AG 600.12(8-15-40), TAG to SG, 17
Aug 40, sub: Changes in Standard Design, with 3d
ind, QMG to TAG. 7 Sep 40, 4th ind, TAG 1o SG,
20 Sep 40, and 5thind, SG to TAG, 8 Oct 40. SG:
632.-1. (2) Memo. L.t Col Stephen J. Chamberlin for
ACofS G-4 WDGS, 18 Oct 40, same sub. HRS: G-4/
31741,

1 Memo, SG (Hall) for QMG, 17 Dec 40. SG:
632.-1.

(1) An Rpts, 1941, Sta Hosps at Ft Bragg and
Cp Roberts and O’Reilly Gen Hosp. IID. (2) Ltr, SG
to TAG, 7 May 41, sub: Request for Urgent Emer-
gency Cons, and 2d ind AG 600.12 (5-7-41), TAG
to QMG, 5 Jul 41. SG: 632.-1. (3) Lir, SG to QMG.
14 Jul 41, same sub. Same file.

1 (1) Memo, Col John R. Hall for SG, 28 Jul 41,
sub: Rpt of Insp, 8th CA. 1ID: 333. (2) 2d ind. SG
to Hq AAF, 9 May 42, on Ltr, Surg Southeast AC
Tng Curto SG, 5 May 42, sub: Hosp Messes. SG:
632.-1. (3) Ltr QM 300.5 C-ED(Gen), QMG to all
Cons QMs, 21 May 41, sub: Piping—Detention
Wards, SG: 632.-1.



PLANNING AND EXPANDING HOSPITALS

ambulance garages, post exchanges, and
strong rooms.** Finally, existing plans for
a few buildings, such as neuropsychiatric
wards, kitchens, and messes, were revised
during 1941 for subsequent use, in order
to prevent perpetuation of the process of
building and changing.*?

Development of a New Type
of Hospital Plant

In the spring of 1941 complaints were
made in both military and civilian circles
that the hospitals constructed not only
lacked space for certain activities but also
were unsatisfactory from an administrative
and safety viewpoint.'® Wide dispersal of
buildings intensified administrative prob-
lems without assuring adequate fire pro-
tection. As early as January 1941 the
offices of The Quartermaster General and
The Surgeon General had agreed upon a
program of installing draft-stops in closed
corridors that connected different build-
ings of hospital plants, as a fire-protection
measure.”” In May the Chief of the Air
Corps secured appropriations for the in-
stallation of automatic fire-sprinkler sys-
tems in fifty-eight Air Corps hospitals and
The Quartermaster General made plans
for their installation in all other hospitals
with 400 or more beds. By December 1941
the installation of such systems in all the
wards, except detention wards, and in the
patients’ kitchens of cantonment-type hos-
pitals became War Department policy.**

Meanwhile work had begun on the
development of a new type of hospital.
When complaints about existing plants
were first made, Colonel Hall expressed
The Surgeon General’s preference for
more compact hospitals built of fire-resist-
ant materials.*” Soon afterward his Office
began to collaborate with the Quarter-
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master General’s in designing such a plant.
It consisted of buildings that were gener-
ally two stories high with exterior walls of
masonry and interiors of slow-burning
materials. Such construction permitted a
more compact arrangement of structures
than had previously been possible. Ward
buildings were placed opposite each other
on a central connecting corridor permit-
ting one diet kitchen and one ward office
and examining room to serve two wards.
Two-story corridors connected the build-
ings of a hospital group, and ramps were
placed at suitable intervals to give access
from one story to the other. To allow more

4 (1} Ltr, 8G to Off of Budget Off, 26 Dcc 40, sub:
Supp Est, FY 1941. SG: 632.-1. (2) D/S G-4/29135-
{7, ACofS G-4 WDGS o TAG for transmittal to SG,
13 Jan 41, sub: Med Fac. . . . AG:322.3 Gen Hosp
{7-15-40)(1) Sec 1. (3) Ltr, SG to ACofS G-4 WDGS,
15 Mar 41, sub: PXs for Hosps. SG: 632.-1. (4) Ltr
AG 600.12 (8-4-41)MO-D-M, TAG to CGs of all
Depts et al., 19 Aug 41, sub: WD Cons Policy. HD:
600.12-1.

' (1) Ltr, SG to Cons Div OQMG, 4 Jun 41, sub:
Plans for Ward 8—NP Bidgs. (2) Ltr, SG to QMG, 7
Aug 41, sub: Modification of M-16 Mess, with Ist ind
QM 633 C-ED(Danville GH), QMG to SG, 4 Sep 41.
Both in SG: 632.-1.

% (1) Lir, Nathaniel O. Gould, Architect and Engr,
Detroit, to SecWar, 27 Mar 41. AG: 600.12 (3-27-
41)(1). (2) Ltr, F. A. Arnold to SG USPHS;, 4 Apr 41.
SG: 632.-1. (3) Lir, CofEngrs to SG, 9 May 41, sub:
Typc of Hosp Cons. Same file. (4) Mcemo, Exce Asst
OCE for Engr Div OCE, 3 May 41, and Memo, Head
Engr for Exec Asst OCE, 6 May 41, sub: Hosp Lay-
outs. CE: 632 Pt 1.

** Memo, SG (Hall) for QMG, 29 Jan 41. SG:
632.-1.

** (1) Synopsis Ltr, CofAC to CofEngrs, 9 May 41,
sub: Fire Prevention in Hosps, with Ist ind, CofEngrs
to CofAC, 17 May 41, and three subsequent inds. SG:
671.2. (2) Mema QM 632 C-ED (Gen), Design Sec
OQMG for Chief Design Sec OQMG, 13 May 41,
sub: Sprinkler and Alarm Systs—Hosps. CE: 671.3
Pt 1. (3) 3dind AG 671.7 (10-21-41)MO-D, TAG
to CofEngrs, 26 Dec 41, on Lir QM 671 C-RU (Gen),
OMG 10 TAG, 21 Oct 41, sub: Fire Protection, Same
file.

+9 2d ind SGO 600.12-1, SG (Hall) for TAG, 16
Apr 41, on Ltr, Nathaniel O. Gould to SecWar, 27
Mar 41. AG: 600.12 (3-27-41)(1).
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VALLEY FORGE GENERAL, A SEMIPERMANENT-TYPE HOSPITAL

space for medical care, the width of all
wards, clinics, and other key buildings was
increased from twenty-five to thirty-two
feet, and facilities that were either lack-
ing or inadequate in cantonment-type
hospitals were introduced or redesigned in
plans for the new type.”” On 6 August
1941 the Staff authorized the construction
of two-story, semipermanent, fire-resistant
plants for all future hospitals.”’ Final
drawings were not complcted for several
months, and before they could be put into
general use the United States was at war.

Evaluation of Hospital
Construction Program

Although hospitals constructed during
the period of peacetime mobilization did
not “even approach the ideal,” in Colonel
Hall’s opinion the wonder was “not that
so many mistakes were made but rather
that we have been able in a somewhat
satisfactory manner to meet our obligation

to thesick and wounded.” ** Hospital beds
had to be provided on a scale unknown in
ordinary times. Between September 1940
and December 1941 the number of nor-
mal beds (that is, those for which 100
square feet of space each was provided in
ward buildings) in station hospitals in-
creased from 7,391 to 58,736 and in gen-
eral hospitals, from 4,925 to 15,533.
Only in the fall and winter of
1940-41 was there a shortage of normal
beds. At that time the Medical Depart-
ment used emergency and expansion beds
(that is, those set up on the basis of sev-
enty-two square feet each not only in
» (1) Tynes, Gonstruction Branch, pp. 39-40. (2)
Ltr, SG to CofEngrs, 7 Feb 42, sub: Fire-Resistant
Type of Hosp. SG: 632.-1.
°1 2d ind AG 632 (7-7-41)MO-D, TAG 10 QMG
and SG in turn, 6 Aug 41, on Ltr, SG to TAG, 7 Jul
41, sub: Fire-Resistant Type of Cons for Hosp. SG:
632.-1.
2 Lessons Learned from Planning and Construct-
ing Army Hospitals, speech by Col Hall, 16 Sep 43.
HD: 632.-1.
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wards but also in porches, halls, barracks,
and tents) and sent some patients to near-
by civilian and Veterans Administration
hospitals.”® It also continued a policy, be-
gun early in 1940, of reducing the number
of Civilian Conservation Corps and Vet-
erans Administration patients in Army
hospitals and in December secured War
Department approval of a policy of limit-
ing sharply the hospitalization of depend-
ents of military personnel.”* In the spring
of 1941 construction began to catch up
with needs and after March the number of
patients in hospitals at no time exceeded
the total number of normal beds. (See

Hospital Administration

Internal Organization
and Administrative Procedures

When mobilization began, the only
guide to the organization and administra-
tion of Army hospitals was an Army regu-
lation published in the mid-1930%. It gave
hospital commanders much discretion in
both fields and lacked detailed instructions
for inexperienced officers to follow.” A
more specific guide was therefore neces-
sary. In October 1940 the Medical De-
partment devoted an entire issue of the
Army Medical Bulletin to an article prepared
by Col. Charles M. Walson, then surgeon
of the Second Corps Area, entitled “Sta-
tion Hospital Organization Chart, Regu-
lations, and Medical Department Ques-
tionnaire.” During the first half of 1941
the Training Subdivision of the Surgeon
General’s Office revised this article and
the War Department issued it in July as a
technical manual.”®

The manual described hospital organi-
zation in considerable detail, advocating
the separation of activities into two major
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categories, administrative and profes-
sional, and the grouping of professional
activities into services composed of sub-
units called sections. For example, the
surgical service of a station hospital might
contain sections devoted to general sur-
gery, orthopedics, obstetrics and gynecol-
ogy, urology, eye-ear-nose-and-throat dis-
orders, anesthesia, roentgenology, and
physiotherapy; the medical service, sec-
tions for general medicine, contagious dis-
eases, dermatology, neuropsychiatry, and
detention. The manual also provided for a
headquarters, or commanding officer’s
staff, separate from other administrative
units of general hospitals. In addition, it
described the duties and responsibilities of
staff officers, as well as important admin-
istrative procedures, and contained check-
lists for chiefs of services to use in measur-
ing the efficiency of operations. While it
was somewhat more specific than the
Army regulation governing hospital ad-
ministration, this manual also gave local
commanders considerable autonomy.

% (1) An Rpts, 1941, Sta Hosps at Cps Beauregard,
Shelby, Blanding, Custer, and Roberts, and Fts Leon-
ard Wood, Sill, and Bragg. HD. (2) AR 40-1080, par
2 (1), (2), and (3), 31 Dec 34, and C 2, AR 40-1080,
par 2 n (1), (2), and (3), 16 Mar 40. (3) Ltr, CO Sta
Hosp Ft Snelling to Surg 7th CA, 9 Sep 40, sub: Auth
to Reduce Floor Space. .., and 3 inds. SG:
632.-1(Ft Snelling)N.

* (1) Rpt, Conf of SG with CA Surgs, 14-16 Oct
40, and 10-12 Mar 41. HD: 337. (2) Memo, ACofS
G-4 WDGS for CofSA, 5 Dec 40, sub: Reply of
SecWar to VA, HRS: G-4/28901-17. (3) Ltr, SG to
TAG, 28 Nov 40, sub: Med Care for Dependents
.. . and cy Lur AG 702 (11-28-40) M-A-M, TAG
to CGs of CAs and Depts and COs of Exempted Stas,
18 Dec 40, same sub. HD: 701.-1.

3 AR 40 590, 21 Nov 35, The Admin of Hosps,
Gen Provisions.

28 (1) Army Medical Bulletin, No. 54, (1940). (2) TM
8-260, Fixed Hosps of the MD (Gen and Sta Hosps),
Jul 41.(3) Memo for Record on D/S G-3/44468,
ACofS G-3 WDGS to TAG, 17 Apr 41, sub: TM
8-260. AG: 300.7 TM 8-260 (4-15-41)(1).
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Lack of a specific directive requiring
standard hospital organization resulted in
many local variations.”” The onc general
point of similarity was the separation of
administrative from professional activities.
In most hospitals the latter were organized
as sections that were grouped in services:
medical, surgical, dental, and laboratory.
Some hospitals looked upon nursing as a
separate professional service, although the
manual recommended that the nursing
unit be considered an administrative one.
Others gave activities that might have
been included as sections of either the
medical or surgical service a higher status.
For example, the station hospitals at Fort
Lewis (Washington) and Fort Knox
(Kentucky) possessed orthopedic services;
that at Fort Ord (California) had sepa-
rate genitourinary and eye-ear-nose-and-
throat services; and that at Fort Bragg
(North Carolina), a separate neuropsychi-
atric service. On the other hand there
were but three professional services at the
1,200-bed station hospital at Camp Bowie
(Texas): medical, surgical, and nursing.

Administrative units were usually not
grouped in services, and their number
varied from one hospital to another. For
example at Stark General Hospital there
were 29, including staff offices; at La-
Garde, 14; while the number proposed in
the manual was 12. Station hospitals like-
wise varied. On some posts they were
under the supervision of station surgeons,
who supplied certain administrative serv-
ices. In one such instance the station sur-
geon handled all hospital personnel and
supply activities. On other posts, a single
officer served both as station surgeon and
as hospital commander. The Fort Bragg
Station Hospital, which was divided into
three sections located from one quarter of
a mile to a mile apart, had separate com-
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manders for each unit, but possessed a
central registrar’s office, medical supply
section, nursing section, mess and hospital
fund, military and civilian personnel divi-
sions, and medical detachment. General
hospitals not located on Army posts usu-
ally had administrative sections not found
in station hospitals, such as the finance
and provost marshal’s offices.

Neither Army regulations nor the man-
ual on organization limited the number of
officers a hospital commander could super-
vise directly. Thus the number of individ-
uals reporting to him varied as did the
organization of administrative and pro-
fessional activities. As a rule, only chiefs of
professional services, not of sections under
them, reported to the commanding officer,
but in most hospitals the chief of each
administrative section reported directly to
the commander or his executive officer.
Thus the officers supervised directly by a
hospital commander sometimes reached
large numbers. For example, at Stark
General Hospital the chiefs of four profes-
sional services and twenty-nine different
administrative sections reported directly
to the commander. In some instances the
number of officers actually reporting was
smaller than it seemed, because one officer
frequently held several positions.

Administrative procedures likewise var-
ied from hospital to hospital. Since there
was no manual covering hospital opera-
tions in detail, hospital commanders were
free to supplement general procedures
outlined in Army regulations as they saw

1 (1) The following threc paragraphs are based on:
An Rpts, 1941, Sta Hosps at Fts Knox, Leonard
Wood, Lewis, Bragy, Sill, Ord, and G. G. Meade, and
Cp Bowie, and Stark, Billings, Hoff, LaGardec, and
Lawson Gen Hosps. HD. (2) See also: Edward J.
Morgan and Donald O. Wagner, The Organization
of the Medical Department in the Zone of the Interior
(1946), pp. 102-06. 1ID.
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fit. Hospital regulations published in the
Army Medical Bulletin in October 1940 and
in Technical Manual 8-260 in July 1941
were probably of value to some, but offi-
cers opening new hospitals often borrowed
copies of regulations and administrative
forms of other hospitals to use as guides
in establishing their own administrative
procedures.”®

The Surgeon General supervised and
directed the professional work of hospitals
through inspections by members of his
Office and the issuance of technical in-
structions, but he exercised little direct
control during this period over their ad-
ministrative activities. Rather he de-
pended on The Inspector General and
corps area authorities to keep hospitals in
line with Army procedures and to report
administrative problems that arose.*

The question of whether the autonomy
given hospital commanders resulted in less
efficient operations than might have other-
wise been the case was not discussed dur-
ing the period under consideration. Argu-
ments might have been raised in favor of
flexibility which permitted accommoda-
tion to local situations. Later on, lack of
uniformity in organization and adminis-
tration became a subject of much discus-
sion and efforts were made to develop
standardized organizations and simplified
administrative procedures."”

Manning of Hospitals: Manning
Guides and Personnel Problems

In September 1940 there was no up-to-
date guide for manning named hospitals.
Since they were then small, few in num-
ber, and widely different in construction
none was needed, for personnel require-
ments of each installation could be deter-
mined best on an individual basis. With
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the opening of large hospitals built on
standard plans, corps area surgeons began
to need a guide to use in computing re-
quirements and distributing personnel.
The only available one was a 1929 table
of organization for wartime station hospi-
tals in the zone of interior.®' Although
named hospitals were not being organized
under it the General Staff early in 1940
had given the Third Corps Area permis-
sion to use this table as a guide, pending
the publication of a ““table for converting
bed requirements into personnel require-
ments.” Preparation of the latter in the
Surgeon General’s Office was delayed
until December 1940, because the revision
of tables of organization for field force
units had priority.**

As submitted to the General Staff, the
new guide called for more personnel, espe-
cially officers and enlisted men, than did
the old one. For example, a 500-bed sta-
tion hospital under the old table was to
have 25 officers, 60 nurses, and 200 en-
listed men; under the new guide, 37 offi-
cers, 60 nurses, and 275 enlisted men. The
Surgeon General thought that the old
table did not provide sufficient personnel
for “a present day hospital.” Although
G-1 agreed that the amount called for by

* (1) Interv, MD Historian with Maj Gen Howard
McC. Snyder, 25 May 48. HD: 000.71. (2} See also:
An Rpt, 1941, Lovell Gen Hosp. HD.

29 (1) Interv, MD Historian with Col Albert G.
Love, 27 Aug 47. HD: 000.71. (2) Interv, MD His-
torian with Gen Snyder, 25 May 48. HD: 000.71.

% Sce below, pp. [[21_24[268-78]

SUT/O 766 W, Sta Hosp, ZI, 1 Jul 29.

52 (1) 2d ind, TAG to CG 3d CA, 28 Mar 40, on
Lir, Surg 3d CA 1o SG, 22 Jan 40, sub: Civ Emplovecs
in Sta Hosps. AG: 381 (1-1-40) Sec 1. (2) lst ind
SGO 370.01 -1, SG to TAG, 9 Apr 40, on Ltr, TAG
to CGs of CAs, COs of Exempted Stas, C of Arms and
Servs, 28 Mar 40, same sub. Same file. (3) Lir SGO
370.01-1, SG to TAG, 19 Dec 40, sub: Guide for De-
termining Pers Reqmts, Sta Hosps, Z1. AG: 381 (11-
3-37) Sec 1-12.
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the new guide was reasonable,”® the Staff
delayed its publication because it ex-
pressed requirements in terms of military
personnel only and called for more en-
listed men than the number already al-
lotted to hospitals. The first objection was
apparently removed in January 1941
when Maj. (later Col.) Arthur B. Welsh,
of The Surgeon General’s Planning and
Training Division, stated that civilians
could be substituted for enlisted men on
an approximate man-for-man basis.* Two
months later, incidentally, his superior
officer, General Love, informed corps area
surgeons that civilians should replace en-
listed men on a three-for-two basis.”” In
view of continued disagrcement among
members of the General Staff over the
total number of enlisted men involved, the
question of publication was submitted in
March 1941 to the Chief of Staff. As a
result a “Guide for Determination of Med-
ical Department Personnel” was pub-
lished on 9 April 1941 with the under-
standing that it represented requirements,
not availabilities.*

Publication of the guide did not mean
that hospitals were to have the strength
prescribed. The Surgeon General appar-
ently had no trouble in getting the Gen-
eral Staff to authorize the number of phy-
sicians, dentists, and nurscs whom he de-
sired, but he encountered difficulty in pro-
curing the number authorized.®" During
the fall and winter of 1940-41 hospitals
considered the shortage of physicians and
nurses acute. To alleviate it they employed
civilian nurses on a temporary basis and
used Medical Corps officers from field
force units located near by. Medical Ad-
ministrative Corps officers filled a few
administrative positions, but the Army
had few such officers and their substitu-
tion for Medical Corps officers in admin-

istrative work gained little headway prior
to the war years. By the spring of 1941 the
procurcment situation had apparently im-
proved and many hospital commanders
reported that the number of officers and
nurses assigned to them was adequate.®

The question of the number of enlisted
men to be assigned to named hospitals
was bound up with the use of civilian em-
ployees and the training of medical per-
sonnel. The Surgeon General contended
that the Medical Department needed pro-
portionately as many enlisted men in
named hospitals during mobilization as in
peacetime in order to train enlisted men
in technical duties for use later as cadres
and fillers for new units and installations.
He insisted, therefore, that hospital staffs
should have no higher proportion of civil-
ians than 20 percent of the total enlisted

53 (1) Memo, Act SG for ACofS G-1 WDGS, 1 Apr
41, sub: Approval of T/O for Sta Hosps in the ZI.
HD: 322.052-1. (2) Memo G-1/13308-291, ACofS
G-1 WDGS for ACofS G-4 WDGS, 14 Feb 41, sub:
Guidc for Determining Pers Reqmts, Sta Hosp, Z1.
AG:381(11-3-37) Sec 1-12.

1 D/S G-4/31697, ACofS G-4 WDGS ta TAG,
30 Dec 40, sub: Guide for Dctermining Pers Reqmts,
Sta Hosp, ZI, and Memo G-1/13308-291, ACofS
G-1 WDGS for ACofS G-4 WDGS, 8 Jan 41, same
sub. AG: 381(11-7-37) Sec 1-12.

5> Rpt, Conf of SG with CA Surgs, 10-12 Mar 41.
HD: 337.

55 (1) Memo G-1/13308-291, ACofS G-1 WDGS
for ACofS G-4 WDGS, 14 Feb 41, sub: Guide for De-
termining Pers Reqmts, Sta Hosp, ZI. (2) Memo
G-3/42107, ACotS G-3 WDGS for ACofS G-¢
WIGS, 28 Feb 41, same sub. (3) Memo G-4/31697,
ACofS G-4 WDGS for ACofS G-1 WDGS, 11 Mar
41, same sub. (4) Memo G-4/31697, ACofS G-4
WDGS for CofSA, 22 Mar 41, same sub. All in AG:
381(11-3-37) Sec 1-12. The Chief of Staff’s stamp of
approval for publication was dated 28 March 1941.
{5) MR 4-2, Hospitalization, C-1, 9 Apr 41.

5" John H. McMinn and Max Levin, Personnel
(MS for companion vol. in Medical Dept. serics), HD.

5*An Apts. 1941, Hofl, O’Reilly, and Billings Gen
Hosps and Sta Hosps at Cps Livingston and Forrest,
Fts Knox and Jackson, and Indiantown Gap Mil Res.
HD.
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and civilian stafl.** On the other hand,
faced with the problem of dividing a given
number of enlisted men among field force
units (including numbered hospital units)
and zone of interior installations of the
various arms and services, the General
Staff believed that civilians should consti-
tute as much as 50 percent of the stafls of
named hospitals. In this connection G-3
suggested that the Medical Department
might affiliate (not explaining what it
meant by this term) numbered hospital
units with named hospitals to provide
additional enlisted men for service in the
named hospitals and at the same time to
give the numbered hospital units the best
possible training.”® The Surgeon General
planned to train numbered units in named
hospitals, but he apparently expected the
members of such units to be used not as
regular operating personnel but as under-
studies of their opposite numbers. Repeat-
edly, therefore, he asked for greater allot-
ments of enlisted men for fixed installa-
tions of the Medical Department, but
without success.”* Hence, the enlisted men
authorized for assignment to general and
station hospitals were fewer than The
Surgeon General desired, and those re-
ceived by hospitals were fewer than the
number authorized. To supplement them
hospitals used civilians and men from
near-by field medical units, the former
sometimes constituting more than half of
the total enlisted and civilian staffs.™

In addition to having less military per-
sonnel than they considered desirable,
hospitals received officers and enlisted
men who needed further training. Nurses
and Medical Corps Reserve officers were
of course qualified by training and experi-
ence to care for the sick and injured, but
most who entered the Army after Septem-
ber 1940 knew little about the administra-
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tion of Army hospitals. In some instances
this resulted in devotion of more time and
energy to paper work than was ordinarily
thought proper. Recognizing the need for
training Reserve officers in administrative
procedures before assigning them to hos-
pitals, The Surgeon General authorized a
program in November 1940 to train fifty
Reserve and National Guard officers each
month for such positions as registrar, de-
tachment commander, receiving and dis-
position officer, adjutant, executive officer,
medical supply officer, and mess officer.
In general, though, the burden of training
officers and nurses in administrative work
fell upon the commanding officers of the
hospitals to which they were assigned.™

A majority of enlisted men available for
service in hospitals during 1941 lacked a
knowledge of both military and technical
matters. The number of Medical Depart-
ment men in the enlisted Reserves was

s# (1) Ltr, SG to TAG, 3 Sep 40, sub: Employment
of Civs. AG: 381(1-1-40) Sec 3. (2) Litr, SG (init J. C.
M|[agee]) to TAG, 6 Scp 40, sub: MD in Mob. Same
file. (3) Memo, Act SG (Brig Gen Aflbert] G. Love)
to ACofS G-1 WDGS, | Apr 41, sub: Increasein
Auth for MD EM for . .. Overhead. HD:
322.052-1.

 Memo G-1/15081 Med, ACofS G-1 WDGS for
ACofS G-3 WDGS. 13 Sep 40, sub: Allocation of MD
Pers, and Memo G-3/6541 Med 68, ACofS G-3
WDGS for ACofS G-1 WDGS, same sub. AG: 381
(1-1-40) Sec 3.

(1) For example, see: Memo, Act SG for ACofS
G-1 WDGS, | Apr 41, sub: Increase in Auth for MD
EM for CA, SvC, and WD Overhead. HD: 322.052-1.
(2) Also see McMinn and Levin, op. cif.

“? For example, see: An Rpts, 1941, Sta Hosps at
Cps Blanding, Bowic, and Forrest, Fts Bragg and
Knox, Indiantown Gap Mil Res, and Hofl Gen Hosp.
HD.

"4 (1) Interv, MD Historian with Gen Snyder, 25
May 48. HD: 000.71. (2) An Rpts, 1940, Sta Hosps
at Cps Livingston, Blanding, Edwards, Shelby, For-
rest, J. T. Robinson, and Claiborne, Fts Jackson,
Bragg. and Knox, and O’Reilly, Lawson, Hoff, Bil-
lings, and Tilton Gen Hosps. HD. (3) SG Ltrs 79,
7 Nov 40; 14. 26 Feb 41;and 32, 5 Apr 41.
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negligible, and the Medical Department’s
replacement training centers and enlisted
technicians’ schools did not begin to turn
out trained men in large numbers until
the summer of 1941.7* Regular Army en-
listed men from hospitals already in oper-
ation formed the cadres of enlisted detach-
ments of new hospitals. The remainder
were usually men assigned direct from
reception centers. The necessity of giving
them basic military training interfered
with their performance of technical duties,
and hospital commanders generally pre-
ferred men from replacement training
centers after they became available. To
make up for the lack of technical training,
hospitals instituted on-the-job training
programs which varied in content and
value from one installation to another.™

Civilians in Army hospitals were nor-
mally used in jobs traditionally held by
such enlisted men as medical technicians,
ward orderlies, clerks, cooks and cooks’
helpers, repair and maintenancc men,
and janitors. In some instances civilian
nurses were employed, and until the end
of the first year of the war all female dieti-
tians and physical therapy aides were in
civilian status. The chief problem in the
use of civilians was procurement. To re-
duce difficulties in that connection The
Surgeon General in September 1940 de-
centralized to corps areas the employment
of civilians for station hospitals, including
those on exempted stations. He retained
in his Office for a time the employment
of civilians for named general hospitals.™
Among local conditions that continued to
hamper the procurement of sufficient
numbers of qualified civilians, the most
important were lack of housing near hos-
pitals in isolated areas, inadequate trans-
portation to such hospitals, absence of
labor markets in some places, and com-

petition of other government agencies for
available civilians.™

Shortages of Supplies and Equipment

Another difficulty encountered in open-
ing new hospitals was a shortage of suit-
able supplies and equipment, and com-
plaints of hospital commanders on this
score were frequent.”® Depots met earliest
needs by issuing reserves stored after
World War 1. As a result, much that hos-
pitals received, such as surgical instru-
ments, plaster of paris bandages, and
ward furniture, was of 1918 vintage.
When reserves proved insufficient, depots
supplemented them with local emergency

" (1) Annual Report of The Secretary of War, 1941
(Washington, 1941), pp. 95, 134. (2) McMinn and
Levin, op. czt. (3) [Samuel M. Goodman], A Summary
of the Training of Army Service Forces Medical De-
partment Personnel, 1 July 1939-31 December 1944
([1946]). pp. 38, 46-48.

" (1) An Rpts, 1941, Sta Hosps at Cps Livingston,
Blanding, Edwards, Shelby, Forrest, J. T. Robinson,
Bowie, and Claiborne, Fts Jackson, Bragg, and Knox,
and O’Reilly, Lawson, Hoff, Billings, and Tilton Gen
Hosps. HD.

76 Ltr, SG (Fin and Sup Div) to Surgs CAs and
Depts, 12 Sep 40, sub: Use of Civ Pers in Army Hosps,
and Ltr, TAG to C of Arms and Servs, CGs of
Exempted Stas, 31 Oct 40, sub: Provision for Civ Em-
ployecs in Hosps of Exempted Stas. AG 381 (1-1-40)
Sec 3.

"> An Rpts, 1941, Sta Hosps at Cps Livingston,
Blanding, Edwards, Shelby, Forrest, J. T. Robinson,
Bowie, and Claiborne, Fts Jackson, Bragg, and Knox,
and O’Reilly, Lawson, Hoff, Billings. and Tilton Gen
Hosps. HD.

’* Unless otherwise indicated, the following para-
graphs are based upon annual reports of Barnes, Hoff,
Lawson, and O’Reilly General Hospitals, and Camps
Beaurcgard, Blanding, Claiborne, Croft, Forrest,
Shelby, and Forts Bragg, Jackson, Lewis, and Leonard
Wood Station Hospitals. In a conference on 10 No-
vember 1950, General Magee disagreed with the in-
terpretation given here, stating that he personally
found a high state of satisfaction with supplies when
he inspected hospitals. (Notes filed in HD: 314 {Cor-
respondence on MS] 1) For a statement about the
general shortage of Army supplics in 1940, see Mark
S. Watson, Chief of Staff: Prewar Plans and Preparations
(Washington, 1950), p. 209, in UNITED STATES
ARMY IN WORLD WAR II.
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purchases but even so had to ship many as-
semblages 50- to 60-percent complete.™
Hospitals thus failed initially to receive
many critical items. Most frequently lack-
ing were sterilizers, X-ray equipment,
orthopedic equipment, dental operating
units, cystoscopic instruments, and cath-
cters.

To make up for shortages hospitals re-
sorted to a variety of expedients. In some
instances medical and dental officers sent
home for their own instruments. At Camp
Claiborne (Louisiana) they personally
purchased medical supplies which they
considered requisite. The station hospital
at Camp Blanding (Florida) made up for
its lack of laboratory supplies and equip-
ment by borrowing from the University of
Florida and the Florida State Board of
Health, while the Camp Claiborne Sta-
tion Hospital borrowed an X-ray devel-
oping tank from a dealer in Shreveport,
Louisiana. In other instances Army au-
thorities arranged locally to use the facil-
ities of neighboring hospitals. For exam-
ple, the Camp Beauregard (Louisiana)
Station Hospital sent cases requiring
X-ray and electrocardiographic work to
the Veterans Administration Facility at
Pineville, La.; used the diagnostic and
clinical facilities of the Central l.ouisiana
State Mental Hospital for neuropsychia-
tric patients; and sent fractures requiring
reductions or large casts to the Baptist
Hospital in Alexandria, La. Where office
and ward furniture was lacking, hospitals
improvised desks, chairs, and tables from
boxes and lumber salvaged from the hos-
pital’s construction. Thus the improvisa-
tion and ingenuity of local personnel com-
pensated to a great extent for shortages of
supplies and equipment.

The above situation resulted initially
from the inadequacy and obsolescence of
the war reserve. It continued because con-
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siderable time was required both for in-
dustry to convert to the production of
goods on the scale demanded and for the
Medical Department to modify its peace-
time methods of requirements-computa-
tion, purchasing, stock-control, storage,
and distribution. Although the quantity
of supplies became more adequate by the
fall of 1941, the situation was by no means
satisfactory at the end of the year and
many items were still on “back order.” *°

Development of Procedures Affecting
Operation of the Hospital System

As new station and general hospitals
opened, broad policies and procedures to
govern the hospital system in general be-
came necessary and The Surgeon Gen-
eral’s Hospitalization Division concen-
trated its efforts in those fields.** The need
for a new policy to govern the selection of
patients for transfer to general hospitals
developed in the spring of 1941. Until that
time hospital commanders and corps area
surgeons decided which cases were suffi-
ciently “serious, complicated, or obscure”
to require treatment in the five general
hospitals then in operation. Few restric-
tions were placed upon them: cases of
resection and amputation requiring the
fitting of prostheses were to be transferred
to Walter Reed, Letterman, or Army and
Navy General Hospitals; patients with
tuberculosis, to Fitzsimons; and ““cases of
such diseases as the waters of the hot
springs of Arkansas have an established
reputation for benefiting,” to Army and

(1) Merr:o, Lt Col R. L. Black, Dir Storage and
Maintenance Div SGO for HD SGO, 16 Nov 44, sub:
Sup [Depot| Hist Highlights. HD: 400.24 (Storage
and Distr). (2) Ilist and Procedure Manual of the
Toledo Med Depot, 1941-45. HD.

30 Richard E. Yates, The Procurement and Distri-
bution of Medical Supplics in the Zone of the Interior
during World War II (1946), pp. 22-46. HD.

8t Cmtee to Study the MD, 1942, Testimony of Col
Harry D. Offutt, pp. 196-98. HD.
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Navy.*?” To provide a more exact guide
the Hospitalization Division developed a
policy that was published on 26 March
1941.%* While it did not relieve local sur-
geons of responsibility for selecting pa-
tients to be transferred, it provided gen-
erally that all requiring more than sixty
days of hospitalization as well as those
needing specialized treatment not avail-
able at station hospitals should be sent to
general hospitals. Major elective ** oper-
ations were to be performed at general
hospitals only. Station hospitals were to
dispose of enlisted neuropsychiatric or
psychotic patients locally, but were to
send officers, nurses, and warrant officers
who were similarly affected or who had
other disabilities which made them unfit
for further military service to general hos-
pitals for observation and disposition.
Hospitals previously designated for the
care and treatment of special cases were
to continue to receive them as in the past.

Soon after this policy was established
the Hospitalization Division developed a
procedure to implement it. Under current
Army regulations hospital commanders
needed corps area approval for each
transfer of a patient from a station to a
general hospital.*® As new hospitals
opened, this requirement resulted in much
paper work for corps area surgeons and in
delayed treatment for patients. On 19
May 1941, therefore, The Surgeon Gen-
eral requested authority to set aside spe-
cific numbers of general hospital beds to
which station hospitals might transfer
patients without reference to corps area
headquarters. The General Staff ap-
proved this request and on 21 June 1941
authorized the establishment of a system
of bed credits. This permitted the Hospi-
talization Division to allot a certain num-
ber of beds in general hospitals to each
large station hospital and, through corps

area surgeons, to small ones. Thereafter
post commanders normally transferred
patients to general hospitals without refer-
ence to higher authority. When stations
needed changes in allotments, they ordi-
narily requested them through corps area
surgeons. In emergencies, they were au-
thorized to communicate directly with
The Surgeon General.*

The procedure for transferring patients
from station to general hospitals was fur-
ther simplified in the late summer of 1941.
Until then Army regulations required
each hospital to make extracts or copies of
the clinical records, including case his-
tories, of patients being transferred, to be
sent along with them. As the number of
patients increased, this time-consuming
process began to delay their transfer and
hence their treatment. The Surgeon Gen-
eral then secured approval of a change
which permitted station hospital author-
ities to transfer to general hospitals, along
with patients, the original clinical records
of their cases. The transferring hospital
kept only clinical-record briefs and cross
references indicating the disposition of
original records.””

Another problem for the Hospitaliza-
tion Division was the disposition of pa-
tients. It concerned the Hospital Con-
struction and Repair Subdivision also, for
prompt disposition of patients reduces
total bed requirements by making avail-
able for patient care more of the beds al-

*2 (1) AR 40-600, Gen Hosp, Gen Provisions, 31
Dec 34. (2) Mins, SGO Conf with CA Surgs, 10-12
Mar 41. SG: 337.-1.

Y (1) SG Litr 24, 26 Mar 41. (2) Annual Report . .
Surgeon General, 1941 (1941), p. 253,

** Advantageous to the patient but not necessary
to save life.

*5 AR 40-600, par 4 a (1), 31 Dec 34.

6 (1) Ltr, SG to TAG, 19 May 41, sub: Trf of Pnts
to Gen Hosps. SG: 705.-1. (2) WD Cir 120, 21 Jun 41,

87 (1) Ltr, Brig Gen H. D. Offutt to Col H. W,
Doan, 10 Jun 48, annex 1. HD: 322. (2) WD Cir 184,
26 Aug 41. (3) SG Ltr 94, 16 Sep 41.
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ready set up. During 1941 there was con-
siderable local dissatisfaction with diffi-
culties and delays encountered in granting
patients disability discharges from the
Army. Believing that lack of experience
on the part of many medical officers was
responsible, one corps area surgeon issued
a directive in 1940 to clarify procedures
for handling such cases.®® In general, the
centralization in corps area headquarters
of authority to discharge men on certifi-
cates of disability, rather than ineflicient
hospital procedures, seems to have been
considered the most important reason for
delays.® Apparently sharing this view,
The Surgeon General secured authority
in September 1941 for the commanders of
general hospitals to grant disability dis-
charges. At the same time, it should be
noted, the War Department was further
decentralizing such authority to other
local commanders, including thosc of
divisions, reception centers, replacement
training centers, and exempted stations.
The Surgeon General also secured author-
ity for general hospital commanders to
issue travel orders for men returning to
duty or being discharged from the Army.”

In the fall of 1941 the Chief of Staff be-
came concerned about delays in the re-
tirement of disabled officer-patients.
When General Marshall called a case of
this kind to his attention, The Surgeon
General replied that such delays were
“chronic” but that they occurred in large
part in Army administrative channels
after general hospitals had completed
their work and made their recommenda-
tions. Soon afterward he directed general
hospital commanders to ““personally as-
sure themselves that the disposition of
officer patients is expedited insofar as this
can be done without prejudice to the in-
terest of the individual or of the Govern-
ment.”” ** Further steps to speed the dis-
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position of officer-patients were not taken
at this time.

Partial simplification of the procedure
for granting disability discharges went
some distance, though not as far as pos-
sible, toward relieving Army hospitals of
patients who were unnecessarily occupy-
ing beds. Action was also taken to relieve
hospitals of certain other patients—that is,
some of those suffering from tuberculosis,
psychosis, and other chronic diseases. At
the beginning of mobilization the Presi-
dent approved a recommendation of the
Federal Board of Hospitalization that
members of the armed forces who were in-
jured or incurred disabilities “in line of
duty” and whose physical rehabilitation
by the Army or Navy was not feasible
should be cared for by the Veterans Ad-
ministration. Accordingly the Surgeon
General’s Office secured approval in
March 1941 for the transfer to the Veter-
ans Administration of most enlisted men
who were permanently disabled by the
development of pulmonary tuberculosis.
Two months later this provision was ex-
tended to all classes of chronic disability
cases. Three classes of tuberculous pa-
tients—those nearing retirement after
thirty years of service, those in the first
three noncommissioned grades whose re-
covery was probable within a year, and
those whose cases were considered not to
have been incurred in line of duty—were
to be kept in the Army and transferred to
Fitzsimons General Hospital. As soon as

¥ An Rpt, 1940, Surg 2d CA. HD.

** Rpt, Conf of SG with CA Surgs, 10-12 Mar 41.
HD: 337.

%0 (1) Cmtee to Study the MD, 1942, Testimony of
Col Offutt, pp. 196-98. HD. (2) WD Cirs 194, 17 Sep
41; 196, 19 Sep 41; and 187, 4 Sep 41.

91 (1) Memo, CofSA for SG, 23 Sep 41. (2) Memo,
CG WRGH for SG, 26 Sep 41. (3) Litr, SG to COs
Gen Hosps, n d, sub: Disposition of Off Pnts. (4)
Memo, Act SG to CofSA, 6 Oct 41, same sub. Allin
SG:705.-1. (5) WD Cir 217, 15 Oct 41.
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patients in the last group were able, they
were to be discharged to their own care or
that of relatives.””

The removal of psychotic patients from
Army hospitals was more complicated.
Many could not be transferred to the Vet-
erans Administration because their dis-
abilities had existed before induction.
State institutions were often reluctant to
accept those who required care in locked
wards. As a result psychotic patients be-
gan to accumulate in Army hospitals.
Early in the mobilization period a large
three-story section of Walter Reed Gen-
eral Hospital was converted into closed
wards and the Medical Department ar-
ranged to use, as an annex to that section,
100 beds in St. Elizabeth’s Hospital in
Washington. One or two closed wards
more than had been planned were con-
structed at each new general hospital
erected during 1941. In the summer of
that year, after Walter Reed General Hos-
pital had demonstrated the rather ele-
mentary fact that transfer of psychotic pa-
tients to statc institutions was expedited
by addressing requests to proper state
agencies or authorities, The Surgeon Gen-
eral issued a circular letter naming those
in each state. About the same time his
Office arranged to establish a special neu-
ropsychiatric center in the just-completed
and unused State Hospital at Danville,
Ky. Called Darnall General Hospital, it
was ready to receive patients a few months
after the Japanese attacked Pearl Har-
bor.*?

Starting almost from scratch in Septem-
ber 1939, the Medical Department
reached a state of partial preparation for
war by December 1941. To provide hospi-
tals for a rapidly expanding Army in the
United States, a simple method of com-
puting requirements was adopted and
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ratios of beds to troop strength—smaller
than The Surgeon General considered de-
sirable—were officially established. Ex-
perience in expanding hospital facilities
showed that it was impracticable to rely
upon the use of existing Army hospitals
and available non-Army buildings. It also
revealed imperfections and shortcomings
in cantonment-type hospitals planned in
the thirties, with the result that a new type
of hospital more compact and fire resist-
ant was developed. As new hospitals
opened, the Surgeon General’s Office
evolved general guides for their organiza-
tion and administration but left hospital
commanders with much autonomy in this
field. Attention was focused not upon in-
ternal hospital administration but upon
simplifying procedures affecting the hospi-
tal system in general. In this connection
attempts were made to reduce unneces-
sary occupancy of beds by patients no
longer needing treatment or of no further
use to the Army. There were shortages of
personnel, though authorized allotments
for hospitals were generous, and it was
necessary in many instances to substitute
civilians for enlisted men. Shortages of
supplies and equipment were alleviated by
the ingenuity of hospital commanders and
their staffs. Meanwhile, the Surgeon Gen-
eral’s Office was also concerned with plans
and preparations for overseas hospitaliza-
tion, the subject to which the discussion
now turns.

®2 (1) Annual Report . . . Surgeon General, 19%]
(1941), p. 253. (2) Ltr SGO 300.3-1, SG to TAG, 7
Apr 41, sub: Proposed Change in AR 615-360. AG:
220.8 (8-1-34) Case 1. (3) WD Cirs 100, 19 May 41;
44,17 Mar 41; 226, 27 Oct 41; and 252, 11 Dec 41.

* (1) Ltr, Brig Gen H. D. Offutt to Col H. W,
Doan, 10 Jun 48, incl. 1. HD: 322. (2) Ltr, SG to
QMG, 17 Dec 40, sub: Add Fac for the Care of In-
sane, and Ist ind QM 632 C-EP (Gen Hosp), QMG
to SG, 31 Jan 41. SG: 632.-1. (3) SG Ltr 64, 24 Jun
41, sub: Disposition of NP Pnts. (4) Annual Report . . .
Surgeon General, 1941 (1941), p. 165.



CHAPTER III

Plans and Preparations
for Hospitalization

1n Overseas Areas

Mobilization Planning

Planning for field hospitalization in the
event of mobilization involved determina-
tion of the numbers and types of medical
units that would be needed for the force
anticipated, provision of up-to-date guides
for their organization and equipment, and
arrangements for furnishing them with
personnel and supplies. Until the fall of
1940 the defensive nature of all War De-
partment mobilization planning com-
bined with limitations upon available
funds to hold Medical Department activ-
ities in this sphere largely within the realm
of paper work.

Determining the Number
of Medical Units Needed

Determination of the number of mobile
medical units that would be needed was
governed primarily by the number of
combat units authorized. Each combat
organization such as a regiment or divi-
sion had a standard structure consisting
of a specific number of units of the several
arms and services, including medical, that

were “organic” parts of the larger unit.
Thus units designed to provide emergency
medical care and transportation for pa-
tients in divisional areas of combat zones
were automatically required along with
the regiments and divisions of which they
were a part. The organization of corps
and armies, though not strictly governed
by tables of organization, was also stand-
ardized. On recommendation of The Sur-
geon General in the winter of 1939 a
“type army’”’ (that is, a standard army)
was authorized 3 medical regiments, 10
evacuation hospitals, 8 surgical hospitals,
1 convalescent hospital, 1 medical labora-
tory, and 1 medical supply depot. A corps
was authorized either a medical regiment
or a medical battalion. Other medical
units varying in kind and number might
be authorized as a General Headquarters
(GHQ) reserve force. In July 1940 the
War Department Protective Mobilization
Plan listed as mobile medical units, for
an anticipated force of approximately
1,150,000 men, 8 medical regiments, 5
“reinforcing” medical battalions, 1 horse-
drawn ambulance company, 1 medical
troop, 17 evacuation hospitals, 13 surgical
hospitals, 1 convalescent hospital, 2 medi-



HOSPITALIZATION IN OVERSEAS AREAS 39

cal laboratories, 2 medical supply depots,
and certain other miscellaneous units.’
There was no standard number of fixed
medical units such as station and general
hospitals for given combat forces. To esti-
mate the number needed the Surgeon
General’s Office again turned to Colonel
Love’s analysis of World War 1 battle
casualty experience. From this study some
members of the Planning and Training
Division believed that beds in fixed hospi-
tals should equal 15 percent of a theater’s
strength. Others believed a lower ratio
would suffice.” The Surgeon General in-
dicated in his Protective Mobilization
Plan of 1939 that 126,000 fixed beds
would be needed by the end of the first
year of mobilization.* The War Depart-
ment Plan provided for only 35,000—in
32 general hospitals, 4 station hospitals,
and 2 hospital centers. The Surgeon Gen-
eral considered this provision ‘‘alarmingly
inadequate” and attempted during 1940
to secure an increase both in the number
of beds authorized and in their scheduled
rate of availability. In February he sub-
mitted a study showing that a minimum
of 115,000 fixed beds would be required,
but because G-3 believed that the major-
ity of troops to be mobilized should be al-
lotted to combat arms, The Surgeon
General’s recommendations received only
partial approval. On 6 August 1940 the
General Staff authorized an increase in
the number of 1,000-bed general hospi-
tals from 32 to 102. The number of station
hospitals and hospital centers remained

as originally planned.* [(Table T)

Revision of Tables of Organization
and Equipment Lists

As a part of its mobilization planning
the Surgeon General’s Office undertook a

general revision of tables of organization
of all medical units and the preparation
of up-to-date equipment lists for them. Al-
though these projects had been started
earlier, only the equipment list for med-
ical regiments and the tables of organiza-
tion for medical regiments and squadrons
had been completed by the fall of 1939.
After the President declared an emer-
gency this work was pushed to completion
by the end of 1940.

Changes in the tables of organization
of medical units that supplied emergency
medical care and transportation for pa-
tients in combat zones reflected changes
in combat units to increase their mobility
and flexibility. When the infantry division
was “streamlined” and converted from a
“square” to a “‘triangular” organization,
its organic medical unit was reduced from
a regiment to a battalion and appropriate
tables for the latter were prepared. Like-
wise, the medical battalion eventually be-

' (1) Kent R. Greenfield, Robert R. Palmer, and
Bell I. Wiley, The Organuzation of Ground Combat Trogps
(Washington, 1947), pp. 263-68, 275-80, in UNITED
STATES ARMY IN WORLD WAR 1II. (2) st ind,
SG to TAG, 11 Oct 39, on Ltr, TAG to C of Arms
and Servs, 3 Oct 39, sub: Orgn of Army Troops. AG:
320.2(9-27-39)(1). (3) Ltr 320.3-1, SG to ACofS G-3
WDGS, 13 Jul 40, sub: Corps Med Units and Atchd
Med, and Army Med Regts. HD: McKinney files.
(4) War Department Protective Mobilization Plan,
1940, Annex No. 7, Pt. I. AG: Budget Div, WDGS
files, A-45-7.

2 Memo, GLM |Col Garfield L. McKinney] for
Col [Albert G.] Love, 6 Feb 40. HD: McKinney files.

*SG PMP. 1939, Annex No. 29, Chart No 2.

4 (1) Lur, SG to TAG, 15 Feb 40, sub: Hosp under
WD PMP 1939. AG: 381 (5-10-40) G-4/20052-134.
(2) Ltr, SG to TAG, 8 Jul 40, sub: Hosp under WD
PMP. 1939, with 1st ind AG 381 (7-8-40)M-C,
TAG to SG, 6 Aug 40. HD: 370.01-1. (3) Memo
G-3/6541-Mcd-64, ACofS G-3 WDGS for Sec Gen
Staff, 14 Apr 40, sub: Status of MD for War, AG: 381
(4-6-40) (1). (4) The War Department Mobilization
Plan, speech by Lt Col Harry L. Twaddle, GSC,
Chicf Mobh Br G-3 Div WDGS, 30 Sep 39. G-3
Course No 13 and 13A, AWC, 1939-40.



40

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

TaBLE 1—CoMPARISON OF THE WAR DEPARTMENT’s Pran aND THE SurceEON GENERAL’S
REecoMMENDATION FOR F1xED BEDS FOR THEATERS OF OPERATIONS

War Department Plan The Surgeon General’s Recommendation
Days of Mobilization
Gen Hosp Sta Hosp Hosp Ctr Gen Hosp Sta Hosp Hosp Ctr
M-Day. .. ..o
MAL0/1T. o oo 1,000 | ... ..
MH30/3L. . 8000 . .........
MA60/6L. .o 3,000 ..o 32, 000 1, 000 2,000
MA9O/OL. .o 3,000 (..o 36, 000 2,000 2,000
MA120/121. oo 22, 000 1,000 | 2,000 43,000 | 3,000 4,000
MA4150/151. ... ... ... 32,000 1, 000 2,000 52,000 3, 000 5, 000
M+180/181........... ... ... ... ... 32,000 1, 000 2,000 72,000 3, 000 5,000
MA210211. o 32, 000 1,000 2,000 | 84,000 3,000 7, 000
MA240/241 32, 000 1,000 | 2,000 | 92,000 3,000 9, 000
MA-270/271. . 32,000 1, 000 2,000 96, 000 3,000 10, 000
MA4300....... ... 32,000 1, 000 2,000 99, 000 3,000 10, 000
MA330.. oo 32, 000 1,000 | 2,000 101,000 3,000 10, 000
MA360. oo 32, 000 1,000 | 2,000 | 102,000 | 3,000 10, 000

Source: Study accompanying ltr, SG to TAG, 14 Feb 40, sub: Hosp under WD PMP 1939, AG: 381 (5-10-40) G—4/20052-134.

came the organic unit of a corps. Plans
for the organization of armored divisions
required the preparation of tables of or-
ganization for medical units of that type
of combat organization. In 1940 the tables
of medical regiments and squadrons were
again revised. Generally there was a tend-
ency to increase the personnel in medical
units of all sizes and to replace animal-
drawn with motor vehicles. Basically,
none of the changes made altered the
Medical Department’s long-established
doctrine of hospitalization and evacuation
in combat zones.”

Changes in tables of organization of
hospital units reflected a growth in spe-
cialized medicine. New tables published
during 1940 listed for the first time the
specialists required as ward officers and
chiefs of sections of professional services.
They also allotted to hospitals more en-
listed men having specialists’ ratings and

correspondingly fewer having only basic
military training. For the first time, they
provided for civilian dietitians, physical-
therapy aides, and dental hygienists. In
many cases the total number of officers
and enlisted men was increased. For ex-
ample, in a 1,000-bed general hospital the
number of officers rose from 42, of whom
30 were physicians, to 73, of whom 55
were physicians, and of enlisted men from
400 to 500. These changes, the Surgeon
General’s Office believed, would enable
military hospital units “to perform the
necessary additional specialized medical

5 (1) Documents on the revisions are in SG: 320.3-1,
1939 and 1940. (2) History of Organization and
Equipment Allowance Branch [SGO], 1939-44. HD.
(3) Ltr, Surg 4th CA to Corps and Div Surgs, 26 Mar
40, sub: Third Army Maneuvers. HD: McKinney
files. (4) Memo, Capt Thomas N. Page for [Brig.] Gen
[Albert G.] Love, 28 Dec 40, sub: Activities of the
Planning Subdiv [SGO]. HD: McKinney files.
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and surgical work required, in order to
approach the standards of medicine and
surgery as practiced in first class civilian
hospitals. . . .”°

Although no new hospital unit was de-
veloped during the emergency period, a
change in the surgical hospital indicated
the Medical Department’s awareness of
the problem of developing a highly mobile
unit to care for seriously wounded casual-
ties near the front lines. The single-unit
250-bed surgical hospital developed after
World War I was replaced by a new 400-
bed surgical hospital to be organized
under a table of organization issued on
1 December 1940.7 Similar in some re-
spects to the “mobile hospital’”” adapted
from the French aufo-chir during World
War 1,° the new hospital comprised a
headquarters and three subordinate ele-
ments: a mobile surgical unit and two
200-bed hospitalization units. Each of the
latter had its own headquarters. Since
each subordinate unit was capable of in-
dependent operation, the surgical unit
would be free to move forward, as soon as
one hospitalization unit was immobilized
with patients, to operate for the other hos-
pitalization unit or to supplement the fa-
cilities of other medical stations. Some of
the surgical units, the Surgeon General’s
Office anticipated, would have complete
operating, sterilizing, X-ray, and medical
supply rooms permanently installed on
bus-type or van-type motor vehicles.”

Along with revised tables of organiza-
tion, new equipment lists were prepared.
At the beginning of 1939 the only ones
available were shipping lists used during
World War 1. Like the medical supply
catalog, they contained many articles that
were obsolete and lacked others that had
been developed in intervening years. To
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enable medical units to give modern med-
ical and surgical treatmet, it was neces-
sary to find out from manufacturers what
articles were available and to analyze the
functions and activities of each unit, from
reveille to taps, to determine which were
needed. Another factor, the transporta-
tion of units to theaters of operations, had
to be considered. To conserve shipping
tonnage an attempt was made to include
only indispensable articles in equipment
lists. This work was done by Colonel Off-
utt, assigned to the Army Medical Center
in January 1939 and later transferred to
the Surgeon General’s Office. He collab-
orated with the Medical Field Service
School (Carlisle Barracks, Pennsylvania),
Walter Reed General Hospital, and The
Surgeon General’s Supply Division and
Planning and Training Division. The first
list completed (in June 1939) was for the
medical regiment. Others—including
those for hospitals—followed during the
remainder of 1939 and the first ten months
of 1940. As rapidly as they were approved
by the Surgeon General’s Office they were
mimeographed and sent to the various
medical supply depots. Concurrently, the
table of basic allowances for the Medical
Department was revised by The Surgeon

5 (1) The above paragraph is based largely on a
comparison of the following T/Os: Gen Hosps, T/O
683W (6 Jun 32) with T/O 8-507 (25 Jul 40); Sta
Hosp, T/O 684W (1 Jul 29) with T/O 8-508 (25 Jul
40) and Evac Hosp, T/O 283W (1 Jul 29) with T/O
8-232 (1 Oct 4D). (2) Sec also Ltr, SG to TAG, 11 Jul
40, sub: Publication of T/O 8-508 and T/Q 8-507.
AG: 320.6 (Med) (4-18-40) (1).

FT/0 8-231 (1 Dec 40) superseded T,/O 284W
(1 Jul 29).

S The Medical Department . .
(1925), vol. VIII, pp. 184-91.

¥ (1) Ltr, Maj Frank B. Wakeman, SGO to Lt Col
Guy B. Denit, MC, C&GS Sch, Ft Leavenworth, 11
Feb 41. SG: 322.3-1. (2) For documents on the experi-

mental development of these vehicles see SG: 322.15-
17.

. in the World War
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General’s Planning and Training Division
and was published on 1 November 1940."

Efforts to Assure Avarlability of Equipment
and Personnel for Units Planned

Revision of equipment lists emphasized
the importance of modernizing World
War I unit assemblages in storage. After
the war in Europe began, Surgeon Gen-
eral Magee requested funds for this pur-
pose. In April and again in May 1940 he
informed the General Staff of the Medical
Department’s unpreparedness for war,
stating: “‘I have not at the War Depart-
ment’s disposal for any emergency one
complete, modern 1,000-bed general hos-
pital for instant dispatch.” '' Funds which
the General Staff could secure were
limited.'* Moreover, believing that The
Surgeon General failed to recognize that
increases in industrial capacity since
World War I would make procurement
easier and faster, G-4 opposed “piecemeal
action” which favored the Medical De-
partment alone. Hence the Staff only
promised “consideration” of Medical De-
partment requirements along with those
of other services, and it was not until the
month before the passage of the Selective
Service Act that substantial funds for
Medical Department equipment were in-
cluded in the War Department’s budget
requests.'?

To provide professional staffs for hospi-
tals included in the Protective Mobiliza-
tion Plan, The Surgeon General early in
1940 began to arrange with civilian medi-
cal institutions for the organization of
authorized affiliated units. By June 1940
he requested an increase in their number,
stating that the response of sponsoring in-
stitutions was more enthusiastic than he
had expected. The next month the Gen-

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

eral Staff raised the numbers authorized to
68 general, 30 evacuation, and 23 surgical
hospital units. About a year later the Sur-
geon General’s Office reported success in
the organization of affiliated units for 41
general, |1 evacuation, and 4 surgical hos-
pitals—approximately the number origi-
nally authorized in 1939.**

Attempts to secure enlisted men for
training in hospital units were only par-
tially successful. Although draftees could
be uscd to fill units scheduled for activa-
tion during mobilization, trained cadres
would be required for each one and some
units would have to be ready for action on
M Day. Therefore some men needed to be
trained in units before mobilization. In-
creases in the authorized enlisted strength
of the Army during 1939 and 1940 and
in the authorized strength of the Medical
Department in May 1940 from 5 to 7 per-
cent of Army’s strength afforded some
additional men. Since most of them were
needed for organic medical units of divi-
sions or for expanding named hospitals,

10 (1) Hist of Basic Equip Lists for Med T/O Orgns,
incl 2, to Ltr, Brig Gen Harry D. Offutt to Col H. W.
Doan, 10 Jun 48. HD: 322. (2) Memo, Capt Thomas
N. Page for Gen Love, 28 Dec 40, sub: Activities of
the Planning Subdiv [SGO]. HD: McKinney files.

1 Lirs, SG to TAG, 6 Apr and 10 May 40, sub:
Status of the MD for War. AG: 381 (4-6-40) (1).

12 Mark S. Watson, Cheef of Staff: Prewar Plans and
Preparations (Washington, 1950), pp. 156-66, in
UNITED STATES ARMY IN WORLD WAR II.

(1) Memo G-4/20052-134, ACofS G-4 WDGS
for CofSA, 20 Apr 40, sub: Status of MD for War. AG:
381(426-40) (1). (2) Ltr, TAG to SG, 23 May 40,
same sub. Samc file. (3) Memo G-4/20052-134, Act
ACofS G-4 WDGS for CofSA, 19 Aug 40, same sub.
(Marked “not used.”) AG: 381(5-10-40).

14 (1) Ltr, SG to Each Affiliating Inst, 16 May 40,
sub: Affiliated Units, MD, USA. HD: 326.01-1. (2)
Ltr, SG to TAG, 26 Jun 40, same sub, with 1st ind AG
381(6-26-40)M-A, TAG to 5G, 22 Jul 40. Same file.
(3) Annual Report . . . Surgeon General, 1941 (1941), p.
145. (4) John H. McMinn and Max Levin, Personnel
(MS for companion vol. in Medical Dept. series),
HD.
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the General Staff at first allotted none at
all to nonorganic medical units and num-
bered hospitals. Insisting upon the neces-
sity of training men in such units, The
Surgeon General secured authority in
June 1940 for the organization, along with
one medical laboratory and one medical
supply depot, of two evacuation and two
surgical hospital units at half their table-
of-organization enlisted strength, but it
was not until 1 August 1940 that the first
of these was activated.'”

Preparing Hospitalization for Overseas Areas
During a Peacetime Mobilization

Mobilization of the Army for a year of
peacetime training reversed the situation
which had been anticipated in mobiliza-
tion plans. Instead of field medical units
such as regimental medical detachments,
medical battalions, medical regiments,
and numbered hospitals to support combat
forces engaged in defensive operations, the
greatest need was for named hospitals in
the United States. Hence, they had first
call upon medical personnel and equip-
ment. Moreover, since the United States
was not at war, additional hospitalization
required in bases and possessions outside
its continental limits was provided on a
peacetime basis—that is, in named hospi-
tals. Nevertheless, medical units had to be
organized and trained along with the
combat forces they were designed to sup-
port.

Activation of Field Medical Units

When mobilization began in September
1940 the Army had, aside from the medi-
cal units that were organic parts of exist-
ing divisions, only the following field med-
ical units: 2 surgical hospitals, 2 evacua-
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tion hospitals, 2 medical regiments, 1 med-
ical supply depot, and 1 medical labora-
tory.'® Additional organic medical units
would be activated and trained along with
their parent units, such as infantry divi-
sions. Their number depended upon the
number of parent units that would be
called into being by the General Staff. The
number of nonorganic units—those serv-
ing with armies, corps, and General Head-
quarters—that would be activated for
training might differ from the number
needed for combat operations. In anticipa-
tion of the passage of the Selective Service
Act, The Surgeon General had recom-
mended in July 1940 the activation at half
strength of all such units in the Protective
Mobilization Plan except hospital centers,
hospital trains, the auxiliary surgical
group, and the general dispensary.’” The
General Staff partially adopted this rec-
ommendation in preparing the 1941 troop
basis. In December 1940, it authorized the
following corps, army, and GHQ medical
units: 8 medical battalions, 8 medical
regiments, 1 medical supply depot, !
medical laboratory, 1 general dispensary,
15 evacuation hospitals, 6 surgical hospi-
tals, 22 general hospitals, and 22 station
hospitals.’® Approximately half of these

15 (1) Memo, ACofS G-1 WDGS for TAG, 6 Nov
39, sub: Enl Pers, MD. G-1: 15081-Med. (2) Lir AG
320.2 (5-13-40)M-D, TAG to SG, 14 May 40, sub:
Adequacy of Serv Units as Contained in Proposed Trp
Basis, with 1st ind, SG to TAG, 20 May 40. SG:
320.2-1. (3) Memo, SG for ACofS G-3 WDGS, 26
Jun 40, sub: Sta Lists. HD: McKinney files. (4)
McMinn and Levin, op. cit.

18 (1) Annual Report . . . Surgeon General, 1940
(1941), p. 175, and 1947 (1941), p. 153. (2) Unit cards
of the 1st and 3d Evac Hosps, 6th and 7th Surg Hosps,
2d Med Lab, and 4th Med Sup Depot. HD.

17 Ltr SGO 370.01-1, SG to TAG, 17 Jul 40, sub:
Mob of MD Units in President’s Tng Mob, PMP.
AG: 381(1-1-40) Sec 3.

18 Lir AG 320.2 (11-15-40)M(Ret) M-C, to CGs
of all Armies e/ al., 16 Dec 40, sub: Constitution and
Activation of Units. AG: 320.2(11-15~40)(1) Sec 1.



44

units were to be activated in February
1941 and the rest in June. Early in 1941
the Staff revised the troop basis, and
authorized an additional medical bat-
talion and two additional medical regi-
ments. By the end of June 1941 all of the
units authorized had been activated. The
next month two additional station hospi-
tal units were provided when two provi-
sional hospitals, organized but not needed
for a task force, were redesignated as
numbered hospitals. Although plans were
made later in the year for additional units,
no more were authorized until after war
came.'”

Role of Hospital Unats;
Thetr Personnel and Equipment

Confusion existed about the purpose of
the hospital units activated during this
period. The character of the mobilization
and the nature of the international situa-
tion were perhaps responsible for this.
Under the Selective Service Act, Reserv-
ists and draftees could not legally be made
to serve outside the United States except
in its territories and possessions. Neverthe-
less, the Army being mobilized had to be
prepared for action anywhere in the event
of a threat to the security of the country.

The Surgeon General seems to have re-
garded authorized hospital units as pri-
marily if not exclusively schools for tactical
training that would furnish cadres for
other similar units or would provide
trained enlisted men as fillers for the hos-
pitals that would be called up in case of
war—that is, the affiliated units. Along
with shortages of personnel and equip-
ment and demands of named hospitals for
both, this view undoubtedly influenced his
recommendations and plans for supply-
ing hospital units with these elements. As
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tactical training units, numbered hospitals
would need—in The Surgeon General’s
opinion—officers and equipment for unit
administration and field training only.
Their enlisted members would be given
technical training in named hospitals or
in enlisted technicians’ schools. Moreover,
full assemblages of equipment and com-
plete officer staffs were not available for
numbered hospitals. Therefore, The Sur-
geon General planned to issue only field
training equipment to numbered hospital
units and he recommended that few
officers, from two to five, should be as-
signed to each.*

The General Staff considered the 1941
hospital units not as training schools but
as true hospitals which could operate in
the United States (presumably on maneu-
vers) or in theaters of operations “in the
event of an emergency.” On 3 January
1941 it issued a letter to that effect.”!
Despite this view, the Staff adopted The
Surgeon General’s recommendation that
hospital units be given only part of their
personnel—perhaps because of the short-
age of men and oflicers to meet various
needs and demands.** Those formed dur-

¥ (1) Annual Report . . Surgeon General, 1941
(1941), pp. 1533-54. (2) An Rpt, 1941, Surg GHQ.
HD. {3) Ltr AG 320.2(5-14-41)MC-C-M, TAG to
CofS GHQ; CGs of all Armics, CAs, and Depts; C of
Arms and Servs, etc, 22 Nov 41, sub: Revision of Trp
Unit Basis, FY 1942, SG: 320.2-1. (4) An Rpts, 1941,
267th and 168th Sta Hosps. HD.

20 (1) Ltr cited n. 17. (2) Annual Report . . . Surgeon
General, 1941 (1941), p. 154. (3) Ist ind SGO 322.15-17.
(Ft Knox)N, SG to Surg Ft Knox, 10 Sep 40, on Litr,
CO 6th Surg Hosp to SG, 5 Sep 40, sub: T/O&E. HD:
McKinney files. (4) Ltr, SG to TAG, 25 Feb 41, sub:
Unit Assemblages, with 3 inds. SG: 475.5-1.

21 Ltr AG 322.2(12-6-40)M-C-M, TAG to CofS
GHQ, CGs of Armies, ef af., 3 Jan 41, sub: Purpose
and Tng of Certain MC Units to be Activated with
Sel Serv Men. SG: 322.3-1.

2Lir AG 111 (12-23-40)M-C-M, TAG to CofS
GHQ; CGs Armies, CAs, and Depts, 31 Dec 40, sub:
Trp Basis, PMP, 1941. AWC: 160-93.
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ing 1941 received initially, in addition to
cadres of Regular Army enlisted men,
from two to five officers each and only
enough selectees—either from reception
centers or from replacement training
centers—to provide them with about half
of their table-of-organization enlisted
strength.**

The position of the Staff on equipment
differed from The Surgeon General’s. In
December 1940 it announced a supply
policy for all Army units—they would ob-
tain complete issues of authorized equip-
ment, except controlled items (that is,
those in short supply and issued only on
special instructions by the War Depart-
ment), by submitting requisitions to corps
area headquarters. Two weeks later it
issued another directive making this policy
applicable specifically to Medical Depart-
ment units,** but a shortage of supplies
and equipment made compliance with
this directive impossible when hospital
units were first activated in 1941.*

Toward the middle of 1941 the views of
The Surgeon General on the purpose of
hospital units began to coincide with those
of the General Staff. By that time he had
been required to provide medical com-
plements for hospitals being established in
new overseas commands and to prepare
medical support for task forces being
formed to occupy the French West Indies
when it was feared that area might fall
into German hands.*® For these purposes
he drew personnel from named hospitals
in the United States. In May 1941 he in-
formed G-3 that he was having consider-
able difficulty in providing hospitals for
“task forces destined for early dispatch.”
Explaining that he had to collect medical
personnel from many scattered sources for
this purpose, he pointed out that this was
not only a disorderly process but also a
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threat to the medical service of the hospi-
tals from which personnel was drawn. He
therefore asked G-3 to authorize full com-
plements of officers, nurses, and enlisted
men for seventeen of the hospitals acti-
vated earlier in 1941. This would simplify
the problem, he thought, of converting
training units into functional units. At the
same time he requested authority to with-
hold from such units all supplies and
equipment, except training equipment,
individual equipment, motor transporta-
tion, and controlled items, until their as-
signment to missions involving medical
care.”” Early in July the Staff approved
sufficient increases in the personnel of
eleven—but not seventeen—units to bring
their number of enlisted men up to almost
full table-of-organization strength and of
officers and nurses up to 50 and 75 percent
respectively. The Staff also approved The
Surgeon General’s proposal to withold the
issuance of full hospital equipment to these

*> An Rpts, 1941, 4th, 6th, 10th, 11th, 15th, 19th,
23d, and 27th Evac Hosps; 28th, 33d, 48th, 61st, 62d,
and 74th Surg Hosps; 1st, 5th, 7th, 10th, 11th, 12th,
22d, 47th, and 109th Sta Hosps; and 53d, 36th, 63d,
66th, 148th, 208th, 209th, 210th, 212th, 213th, and
214th Gen Hosps. HD.

24 (1) Ltr, TAG to CofS GHQ; CGs Armies, CAs,
et al., 30 Dec 40, sub: Current Sup Policies and Pro-
cedure. AG: 475 (8-12-40) (1) Sec 1. (2) Lir AG
320.2(11-16-40)M-D-M, TAG to same, 14 Jan 41,
sub: Orgn, Tng, and Admin of Med Units. SG:
322.3-1.

* (1) Equipment for only three hospital units was
available in medical supply depots in June 1941.
Memo for Record on Memo, Act ACofS G-4 WDGS
for TAG, 13 Oct 41, sub: Equip forMed Units. . . .
HRS: G-4/33344. (2) Scc An Rpts of numbered
hosps cited above. HD.

26 (1) See below, pp.[48land[39] (2) An Rpts, 1943,
167th and 168th Sta Hosps. HD. These hospitals were
originally organized as provisional hospitals, Station
Hospitals A and B, for service with a task force being
organized for the occupation of the French West
Indies.

T Memo, SG for ACofS G-3 WDGS, 27 May 41,
sub: Med Units, Task Forces. . . . AG: 320.2(5-27-
41)(6).
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eleven units, thus sanctioning, at least for
this group, the practice already followed.
The next month, G-4 refused to grant The
Surgeon General’s request to approve this
practice as policy for all other rumbered
hospital units. Accordingly, when a “War
Department Pool of Task Force Units”
was formed in August 1941, raising the
total number of hospital units earmarked
for actual operations from eleven to thirty-
one, different supply procedures prevailed
for the two groups.**

In the fall of 1941 the difference of
opinion about issuing hospital assemblages
reached a crucial point when G-4 noted
that only four assemblages had been com-
pleted by October, that demands of the
Philippine Army and lend-lease aid might
seriously interfere with the completion of
others, and that, according to its observers,
hospital units participating in maneuvers
needed full issues of equipment. Accord-
ingly G—4 asked The Surgeon General for
recommendations on speeding up the
equipment of units in the task force pool.””
In reply The Surgeon General pointed to
progress, stating on 3 November 1941 that
five hospital assemblages had been issued,
that twenty others were ready for issuance,
and that still others were bcing packed.
He attributed delays to slow deliveries by
manufacturers and again requested per-
mission to hold assemblages in depots un-
til hospital units were assigned to missions
involving the actual care of patients. In
support of this request he argued that
units in training did not need full equip-
ment, storage for it in the field was inade-
quate, careless handling by unit members
would cause breakage and deterioration,
and units would be unable to repack
assemblages for shipment.®*” Maintaining
its position but recognizing the possibility
of warehousing shortages, G-4 began a
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survey of corps area storage facilities on
6 December 1941 and directed The Sur-
geon General to earmark and hold all
available equipment for specific units
until further notified.*'

Training and Use of Hospital Units

In accord with The Surgeon General’s
plan—that members of hospital units
would receive tactical training in units but
technical training in named hospitals—
numbered hospital units were generally
stationed near named hospitals, but con-
fusion existed about the command that
was responsible for their training and use.
With the separation of field forces from

2% (1) Ltr, TAG 1o CGs 2d, 3d, 4th, 7th, 8th, and
9th CAs, and SG, 7 Jul 41, sub: Orgn of Med Units.
AG: 320.2 (5-27-41) (6). (2) Ltr, SG to TAG, 17 Jul
41, sub: Sup of Med Units, and 1st ind, TAG to SG,
6 Aug 41. SG: 475.5-1. (3) Ltr, AG 381 (7-28-41)
MC-E-M, TAG to CofS GIIQ, CGs of Armies et al.,
20 Aug 41, sub: Units for Emergency Expeditionary
Forces. SG: 322.3-1.

2 (1) Memo, Act ACofS G-4 WDGS for TAG, 13
Oct 41, sub: Equip of Med Units for WD Pool of Task
Forces, with Memo for Record. 1IRS: G-4/33344. (2)
Istind, SG to TAG, 16 Oct 41, and 2d ind, TAG to
SG, 27 Oct 41, on Ltr, TAG to SG, 14 Oct 41, sub:
Equip of Med Units for WD Pool of Task Forces. AG:
320.2(5-27-41)(6). (3) Memo G-4/33344, Lt Col
Clarence P. Townsley, GSC, Chief Planning Sec
[G-4] (init WLW/ilson]) for Col [Albert W] Waldron,
[25 Nov 41], sub: Equip for Med Units for WD Pool
of Task Forces. HD: Wilson files, “Vol. I, 15 May 41—
20 Jan 42.” (4) D/S, Act AGCofS G-4 WDGS for
TAG, 25 Oct 41, sub: Equip for Med Units for WD
Pool of Task Forces, with Memo for Record. HRS:
G-4/33344.

3 (1) Ltr, SG to TAG, 5 Nov 41, sub: Equip for
Med Units in WD Pool of Task Forces. SG: 475.5-1.
(2) Memo, SG for ACofS G-4 WDGS, 19 Nov 41,
sub: Comments on Draft of Ltr “Current policies and
Procedures for Classification, Storage, and Issue of
Sup.” Same file.

(1) Memo, Act ACofS G-4 WDGS for TAG,
27 Nov 41, sub: Equip forMed Units for WD Pool of
Task Forces, with Memo for Record. HRS: G-4/
33344. (2) Istind, TAG to SG, 6 Dec 41, on Ltr, SG
to TAG, 5 Nov 41, samc sub. AG: 320.2 (5-27-41)
(6). (3) Lir, TAG to CGs of CAs, 6 Dec 41, same sub.
Same file.
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corps areas late in 1940, the General Staff,
it will be recalled, either assigned or at-
tached to the four field armies all num-
bered medical units, including station and
general hospitals that did not normally
serve under the jurisdiction of field armies.
At the same time, the Statf directed corps
area commanders to make their medical
facilities available for the training of hos-
pital units, and it forbade army com-
manders to assume control over such units
without the approval of corps area com-
manders. Furthermore, while one direc-
tive stated that the personnel and units of
field forces on duty with corps areas would
be controlled entirely by corps area com-
manders, another forbade the same com-
manders to assume jurisdiction over field
force units undergoing training in corps
area installations.*” As a result, neither
GHQ nor the Surgeon General’s Office
exercised any very direct control over
numbered hospital units, and the units
themselves were sometimes confused as to
whether they were subject to army or corps
area command.*?

Without close supervision from higher
authorities the training which hospital
units received depended primarily upon
the attitudes of local surgeons and unit
commanders. In some instances, well-
planned on-the-job training programs
were established in named hospitals and
were co-ordinated with unit field training.
In others, the commanders of named hos-
pitals assigned men from numbered units
to vacant jobs regardless of their training
value. In such cases technical training suf-
fered because many men did only menial
work, and controversies developed be-
tween hospital commanders responsible
for post medical care and unit com-
manders responsible for the technical as
well as the field training of their men.**
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Confusion about the control of hospital
units also affected their use on maneuvers.
Explaining his lack of authority over hos-
pital units, The Surgeon General sug-
gested that the personnel of some should
be used to augment the staffs of named
hospitals and to assist medical detach-
ments, battalions, and regiments engaged
in maneuvers. He proposed that other
units should be employed in giving medi-
cal care as they would in theaters of oper-
ations.” Their use in this manner was lim-
ited by incomplete staffs and lack of
equipment. In some instances evacuation
hospitals borrowed enough personnel and
equipment from other medical units and
from corps arcas to enable them to provide
limited hospitalization for troops in the
field. After they were set up, such hospitals
tended to become stationary. Army com-
manders then had to improvise mobile
hospitals by using personnel and equip-
ment of medical regiments. Generally
armies had to rely upon corps areas for

= (1) Lir AG 320.2(9-27-40)M-C, TAG to C of
Arms and Servs, CGs of Armics, Army Corps, Divs,
CAs and Depts, cte., 3 Oct 40, sub: Orgn, Tng, and
Admin of Army. SG: 320.3-1. (2) Litr, TAG to same,
4 Nov 40, sub: Units Asgd and Artchd to GHQ,
Armies, Corps. . . . AG: 320.2(8-2-40) (4) Sec 3. (3)
Ltr AG 320.2(11-16-40)M-D-M, TAG to same, 14
Jan 41, sub: Orgn, Tng, and Admin of Med Units.
SG:322.3-1. (4) Ltr, TAG 1o same, 8 Apr 41, sub:
Asgmt and Atchmt of Fld Force Units to GHQ,
Armies, Army Corps. . . . AG: 320.2(8-2-40)(4)
Sec 3A, Pt 1.

3 (1) Memo 2, incl to Lir, Col Daniel J. Sheehan,
MC, to Col Roger G. Prentss, Jr, MC, 10 May 51.
HD: 314 (Correspondence on MS) II1. (2) An Rpts,
1940 and 41, 222d, 213th, 215th, and 183d Gen
Hosps. HD.

3 (1) Memo, Lt Col T. E. Huber for Historian, Tng
Div SGO, 4 Jun 45, sub: Unit Tng, ASF, World War
II. HD: 333. (2) Memo 2, incl to Ltr, Col Daniel J.
Sheehan, MC, to Col Roger G. Prentiss, Jr, MC, 10
May 51. HD: 314 (Correspondence on MS) 111

» Rpt, Conf of SG with CA Surgs, 10-12 Mar 41.
HD: 337.
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hospitalization of troops on maneuvers.
To assist corps area hospitals and at the
same time to give members of numbered
units some experience in the actual opera-
tion of hospitals, station, general, evacua-
tion, and surgical hospital units were at-
tached to named hospitals in maneuver
areas. Becausc their members were usually
integrated with the staffs of corps area
hospitals, such units not only tended to
lose their identities but also failed to
acquire experience as functioning organi-
zations.**

Furnishing Hospitalization
Jor Overseas Areas

Even before war actually began, addi-
tional hospitalization had to be supplied
for troops in garrisons in territorial posses-
sions of the United States and on island
bases leased from the British in September
1940. In the Hawaiian and Philippine
Islands, the Panama Canal Zone, Puerto
Rico, and Alaska, hospitals were ex-
panded as in the United States and addi-
tional increments of supplies and person-
nel were sent to care for the expansion.*”
According to War Department plans, the
Atlantic bases were to be garrisoned and
operated on a peacetime basis. The Sur-
geon General’s Office therefore planned
hospitalization for them in the same way
as for posts in the United States. After
computing bed requirements on a 5 per-
cent ratio, the Hospital Construction and
Repair Subdivision collaborated with the
Chief of Engineers (who was charged with
the construction of those bases}) in drawing
plans for permanent or semipermanent
hospital buildings of appropriate sizes.
Meanwhile, other groups in the Office
planned shipments of supplies and equip-
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ment and earmarked personnel to be
drawn from existing installations for new
hospitals.*®

Implementation of the plans to garrison
the Atlantic bases got under way early in
1941 before construction was completed.
In January a few medical officers and a
small detachment of enlisted mcn sailed
with troops being sent to St. John’s, New-
foundland. They operated a 40-bed hospi-
tal aboard the transport Edmund B. Alexan-
der until it was ready to return to the
United States about the middle of June.
Then they moved into a rented estate at
Northbank.*® In April, a second group of
medical personnel, consisting of 21 medi-
cal officers and 164 enlisted men, accom-
panied the garrisons bound for Trinidad
and Bermuda. The detachment which
accompanied the Trinidad base force es-
tablished a hospital in a temporary, single-
building structure. The one which went to
Bermuda set itself up, along with base
headquarters and other activities, in a
hotel building. In other bases medical offi-
cers with small staffs operated dispensaries
and arranged for the hospitalization of
patients needing further treatment either

3¢ An Rpts, 1941, Surg GHQ), First Army, Second
Army, Third Army, Fourth Army, and 1st, 4th, 6th,
10th, 11th, and 23d Evac Hosps, 166th Sta Hosp,
and Ft Bragg Sta Hosp. HD.

37 (1) An Rpts, 1941, Surg Hawaiian, Puerto Rican,
and Panama Canal Depts. HD. (2) HID: 322, Welsh
file.

3 (1) Memo, Lt Col H. D. Offutt for Maj Welsh,
8 Feb 41. HD: Atlantic Bases file folder. (2) Ltr, SG
to CofEngrs, 25 Feb 41, sub: Floor Plans for MD Fac
at Antigua, Bahama, British Guiana, and Saint
Lucia. SG: 632.-1. (3) Memo, SG for Maj [Henry 1.]
Hodes, G-3, 28 Nov 40, sub: MD Pers for Atlantic
Bascs. IID: Atlantic Bases file folder. (4) Ltr, SG to
CofEngrs, 10 Mar 41, sub: Med Sups and Equip
. . ., and Ist ind, CofEngrs to SG, 31 Mar 41. Same
file.

*» An Rpt, 1941, Sta Hosp. Newfoundland Base
Comd. HD.
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in hospitals established by the Engineers
for civilians working on Army construc-
tion or in hospitals operated by the
British.*°

In the fall of 1941 the first numbered
hospital units were sent overseas. Under
an agreement with the Icelandic Govern-
ment, the United States established a force
in Iceland as an outpost of defense. On
5 September 1941 the second echelon of
this force, “the first United States expedi-
tion to depart with a complete plan and
all means necessary to implement it,” *!
sailed from New York. The 11th, 167th,
and 168th Station Hospitals accompanied
it. The last two were composed of Regular
Army men drawn from named hospitals
in the United States and organized in
mid-1941 as provisional Station Hospitals
A and B for service with an expedition
(later canceled) to the French West Indies.
The other was made up primarily of
drafted men who converted themselves
into Regular Army soldiers by volunteer-
ing for three-year enlistments before sail-
ing. Upon arriving in Iceland only one of
these units actually operated a hospital in
1941. On 24 September the 168th opened
in a permanent three-story frame building
at Camp Laugarnes. The 11th and 167th
were attached to the 168th and served as
maintenance and construction forces on
roads, utilities, and buildings.**

Plans and preparations for hospitaliza-
tion in overseas areas were limited during
the emergency period by meager funds
and the uncertain nature of the peacetime
mobilization. For this reason the Medical
Department encountered difficulty—as it
would later for other causes—in securing
authority from the War Department Gen-
eral Staffto plan for and activate as many
hospital units as it considered desirable.
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For estimating requirements the Surgeon
General’s Office had only World War I
experience to rely upon, and there were
differences of opinion as to how many
fixed beds would be really needed. In
order to enable units to give modern med-
ical care, the tables governing their organ-
ization and equipment were revised. Al-
though personnel authorized by such re-
visions was often increased, the General
Staff began a practice—to be carried to
greater lengths later—of requiring reduc-
tions in both personnel and equipment for
table-of-organization units. Affiliated units
were organized and some regular units
were activated. The role of the latter was
uncertain, but The Surgeon General
gradually tended to agree with the Gen-
eral Staff that some of them at least would
be used to give actual medical care. The
rest would continue to train fillers for
affiliated units. While The Surgeon Gen-
eral and the General Staff agreed upon
the policy of providing hospital units with
less than full quotas of officers and enlisted
men, they disagreed upon the question of
whether or not units in training should
receive full issues of supplies and equip-
ment. This dispute was to continue un-
abated during the first half of the war.

" (1) Memo, Maj A. B. Wclsh for Brig Gen A. G.
Love, 7 Apr 41, and Lir AG 320.2(4-8-41)M-D-M,
TAG to C of Arms and Servs, 8 Apr 41, sub: Immed
garrison for Bermuda and Trinidad. . . . HD: At-
lantic Base file folder. (2) A History of Medical De-
partment Activities in the Caribbean Defense Com-
mand in World War II, vol 1, pp. 245-46, 281-82,
311, 314, and $20. HD. (3) An Rpt, 1941, Surg Ber-
muda Base Comd. HD.

# Greenfield ef al., op. cit., pp. 22-23. For a full
discussion of the agreement with Iceland and the
force sent for its defense, sce Stetson Conn and Byron
Fairchild, Defense of the Americas, Vol. 11, a forth-
coming volume in the series UNITED STATES
ARMY IN WORLD WAR II.

2 An Rpts, 1941, 1943, 168th Sta Hosp; 1941,

1942, 167th Sta Hosp; 1941, 11th Sta Hosp; 1942,
Surg Iceland Base Comd. HD.
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Introduction

Despite its year of peacetime mobiliza-
tion the United States was not prepared
for the offensive when war came on 7 De-
cember 1941. An immediate necessity was
the deployment of troops to protect the
country and its overseas bases. At the same
time the Nation’s power had to be mo-
bilized and co-ordinated with that of its
Allies. The Army’s total strength increased
from 1,686,403 in December 1941 to
6,993,102 in June 1943. Although most
troops were of necessity in training in the
United States, enough were overseas by
the latter part of 1942 to permit a transi-
tion from the defensive to the offensive
with assaults upon the Japanese in the
Solomons and the invasion of North
Africa. By June 1943 thce peak of the prep-
aration phase was reached. The next
month saw the beginning of a steady
decline in the strength of the Army at
home as more and more troops moved
overseas. In the latter half of 1943 the
invasion of Sicily and Italy occurred
and the Pacific island-hopping, which
was to culminate in the defeat of Japan,
began.

The Medical Department, like the rest
of the country, was unprepared to support
offensive operations at the outbreak of the
war. This lack of preparation is most evi-
dent in the field of hospitalization. Few
hospital units were in training and equip-
ment in the war reserve was inadequate
and in part obsolete. Although hospitals in
the United States were sufficient for the
Army that had thus far been mobilized,

additional beds had to be provided rap-
idly as the Army’s numerical strength shot
upward. The first year and a half of the
war was therefore a period of “growing
pains” for the Medical Department, dur-
ing which it adjusted itself to the demands
of global warfare and with some difficulty
discarded or modified peacetime practices
and procedures in favor of those required
by far-flung offensives. It was a time of
finding out what was wrong with prewar
planning and of correcting errors; of meet-
ing immediate needs in the quickest possi-
ble fashion and of preparing at the same
time for future operations. Under General
Magee’s leadership, the Department ex-
hibited certain conservative tendencies in
hospital expansion and administration
which sometimes irked those in higher
positions of authority. Nevertheless many
developments considered progressive in
the later war years had their origins during
this period.

At this time also a reorganization of the
War Department shifted The Surgeon
General to a new position in the official
hierarchy. Affecting his responsibility and
authority for hospitalization, it required
major adjustments in the relationships of
his Office with other War Department
agencies. The main features of that reor-
ganization and its effects, along with
changes in units in the Surgeon General’s
Office concerned with hospitalization,
need to be discussed before details of the
expansion and administration of hospitals
are considered.



CHAPTER IV

Changes in Organization
and Responsibilities
for Hospitalization

Since most changes occurring early in
the war in the responsibilities of various
agencies for hospitalization resulted from
the reorganization of the War Department
in March 1942, major outlines of the new
organization must be described briefly
here.* In this connection one should un-
derstand that difficulties in hospitalization
and evacuation resulting from the reor-
ganization were aspects of a larger prob-
lem involving activities of the Medical
Department in general and that similar
problems were often encountered by other
technical and supply services.

Reorganization of the War Department

Under the new setup the General Staff
was relieved of some of its administrative
and operative functions in the zone of in-
terior by the creation of three major com-
mands—Army Air Forces, Army Ground
Forces, and Services of Supply (called
Army Service Forces after March 1943).
The divisions of the General Staff were to
devote themselves to planning, to the gen-
eral supervision of matters for which they
were traditionally responsible, and to the
strategic direction of forces in theaters of
operations. The three major commands

were all subject to the supervision and
control of the General Staff, under the
Chief of Staff, General George C. Mar-
shall. War Department charts placed
them all on the same level, but differences
of opinion subsequently developed over
whether or not they were actually coequal
in authority.

The Army Air Forces, which had been
established in June 1941 and had attained
a great deal of practical autonomy, had
taken the lead and supplied the drive for
the reorganization as a means of protect-
ing and regularizing its current position.
Colonel Grant continued as the Air Sur-
geon. The Army Ground Forces com-
prised the arms (such as Infantry, Caval-
ry, and Artillery) and was responsible for

! Fuller discussions may be found in other volumes:
(1) John D. Millett, The Organization and Role of the
Army Service Forces (Washington, 1954), pp. 23-42,
93-97, 132-37, 148, 298-309, Ray S. Cline, Washing-
ton Command Post: The Operations Division (Washing-
ton, 1951), pp. 61-74, 90-93, 111-19, and Kent R.
Greenfield, Robert R. Palmer, and Bell 1. Wiley, The
Organization of Ground Combat Troops (Washington,
1947), pp. 142-45, 268-71, all in UNITED STATES
ARMY IN WORLD WAR II. (2) Wesley Frank
Craven and James Lea Cate, eds., The Army Awr Forces
in World War II (Chicago, 1948), Vol. 1, pp. 257-67.
(3) Blanche B. Armfield, Organization and Adminis-
tration (MS for companion vol. in Medical Dept.
series). HD.



CHANGES IN ORGANIZATION AND RESPONSIBILITIES 55

preparing the ground army for combat.
General Headquarters was now liqui-
dated and much of its personnel was
transferred to AGF headquarters. Colonel
Blesse then became Chief Surgeon of the
Army Ground Forces (or the Ground Sur-
geon). He remained in that position until
December 1942, when he was succeeded
by Col. William E. Shambora, and re-
turned to it again in May 1944 for the rest
of the war.

To the Services of Supply were assigned
the corps areas, the technical and supply
services such as the Medical Department
and the Quartermaster Corps, certain
War Department administrative services,
and some of the functions and personnel
of G-4. Lt. Gen. (later General) Brehon B.
Somervell, Assistant Chief of Stafl, G4,
of the War Department General Staff
since 25 November 1941, became Com-
manding General, Services of Supply.
Under his jurisdiction was The Surgeon
General, the head of the Medical Depart-

ment.

The Surgeon General’s New Position

Uncertainty developed about the effect
the reorganization had or should have on
responsibilities and authority for hospital-
ization and other medical activities. While
General Magee recognized that there
were “changes in the flow of control from
the Secretary of War to the Medical De-
partment,” he did not believe that the re-
organization had altered the responsibility
of The Surgeon General for the health
and medical care of the entire Army.* Ap-
parently he did not comprehend at the
outset the full impact on his office of the
interposition of an intermediate head-
quarters between himself and the General
Staff. According to SOS doctrinc General

Somervell was responsible for all activities,
including hospitalization, within the Serv-
ices of Supply and was at the same time
staff adviser to—and in some instances
spokesman for—the Chief of Staff on sup-
plies and services, including medical, for
the entire Army.* In his new position, The
Surgeon General was an adviser to Gen-
eral Somervell. In this capacity the extent
to which General Magee could discharge
what he considered to be his responsibil-
ities depended primarily upon the degree
to which General Somervell accepted his
recommendations (1) regarding SOS
medical matters as the basis of command
decisions and (2) regarding Army-wide
medical matters as a basis for action or
advice to the Chief of Staff. So far as hos-
pitalization and evacuation in particular
werc concerned, it depended-—partially,
at least—upon the role of a medical sec-
tion in SOS headquarters.

When SOS headquarters was estab-
lished in March 1942 a medical officer,
Lt. Col. William L. Wilson,* was trans-
ferred from G-4 along with General
Somervell, Brig. Gen. (later Lt. Gen.)
LeRoy Lutes; and others. For several
months he served in the Miscellaneous
Branch of the SOS Operations Division
under General Lutes. In July 1942, when
SOS headquarters was reorganized, a

o

(1) Ltr, SG to GG SOS, 25 Mar 42, sub: Med Serv
of Army. HD: 321.6-1. (2) Cmtee to Study the MD,
1942, Testimony, p. 20535. IID.

* (1) Ltr, Gen Brehon B. Somervell to Col Rjoger]
G. Prentiss, Jr, ed, Hist of the MD in World War II,
13 Nov 30. HD: 314 (Correspondence on MS) III. (2)
Ltr, Lt Gen LeRoy Lutes to same, 8 Nov 50. Same
file. (3} The SOS viewpoint is explained in Millett,
op. cif., pp. 143-47.

* Colonel Wilson received his promotion from
major to lieutenant colonel on 18 April 1942 but it
was retroactive to | February 1942, This accounts for
the fact that documents signed by him and cited in
the footnotes show him as a major until the middle of
April.
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Hospitalization and Evacuation Branch
was established in General Lutes’ office
and Colonel Wilson was made its chief.
This Branch gained additional medical
officers and by October 1942 it had, in
addition to its chief, one Medical Admin-
istrative Corps and three Medical Corps
officers. Lt. Col. William C. Keller, a
physician formerly with the Pennsylvania
Railroad, was in charge of a railway
evacuation section. Maj. (later Col.) John
C. Fitzpatrick, who had had experience as
a transport surgeon, was in charge of a sea
evacuation section. Maj. (later Lt. Col.)
Henry McC. Greenleaf devoted his atten-
tion to hospitalization. The administrative
officer, Maj. (later Col.) Harry J. Nelson,
was in charge of office administration.’

The SOS statement of the functions of
this Branch—to review plans for, co-ordi-
nate activities related to, and insure the
means for hospitalization and evacua-
tion—was subject to different interpreta-
tions. General Magee believed that his
Office was best equipped to decide upon
medical matters and that his advice
should be given preponderant weight. Ac-
cordingly, in his opinion any medical of-
ficer in a staff position of a higher head-
quarters should be a representative of The
Surgeon General and should receive his
instructions and advice from the Surgeon
General’s Office. He interpretcd estab-
lishment of the Hospitalization and Evac-
uation Branch as representing a desire in
SOS headquarters for a section to co-
ordinate activities of various Army agen-
cies in the transportation (or evacuation)
of patients.®

The SOS viewpoint was different. In
July 1942 General Lutes informed corps
area commanders that the “Hospitaliza-
tion and Evacuation Branch lays down
the policies to the Surgeon General on
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Hospitalization and Evacuation,” and

that it then visited their areas to see if
“policies and plans as laid down to the
Surgeon General’ were satisfactory and
were being followed.” Colonel Wilson took
the position that hospitalization and evac-
uation required supervision by a higher
headquarters than the Surgeon General’s
Office. In explaining his position as chief
of the SOS Hospitalization and Evac-
uation Branch, he emphasized that he
had no authority as a staff officer to make
decisions or to issue orders concerning
hospitalization and evacuation (that could
be done only by General Somervell or
General Lutes) but that it was his respon-
sibility to gather and evaluate information
on such matters and to present it, along
with recommendations for action, to Gen-
erals Lutes and Somervell. If his advice
differed from The Surgeon General’s, he
stated, he gave the latter’s opinion as well
as his own.® In view of different concep-
tions of their respective responsibilities, it
was perhaps inevitable that conflicts
would develop between the SOS Hospi-
talization and Evacuation Branch and the
Surgeon General’s Office.”

* (1) WD Cir 59, Orgn Chart, SOS Orgn, 2 Mar
42. (2) Cmtee to Study the MD, 1942, Testimony, pp.
1274-76. HD. (3) History of Planning Division, ASF,
Vol. 1, p. 77. HRS.

5 (1) Cmtee to Study the MD, 1942, Testimony, pp.
1973-2022. HD. (2) Verbatim transcription of notes
employed by Maj Gen James C. Magee in conf in HD
AML, 10 Nov 50. HD: 314 (Correspondence on MS)
I11.

" Rpt, Conf of CGs, SOS, 2d sess, 30 Jul 42, pp.
52-53. HD: 337.

# (1) Memo, Maj W. L.. Wilson for Gen Lutes, 18
Apr 42, sub: Hosp and Evac Oprs, SOS. HD: Wilson
files, “No 472, Hosp and Evac, 1941-42. (2) Cmtee
to Study the MD, 1942, Testimony, pp. 1910-11,
1956-57. HD. See also pp. 1869-1964, 1271-1339. (3)
Memo, Col W. L. Wilson for Col R. G. Prentiss, Jr.
HD: 314 (Correspondence on MS) 111,

* See below, pp[63-67[51-60]
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The extent to which The Surgeon Gen-
eral could discharge his responsibility for
the health and medical care of the Army
depended also upon willingness of com-
manders of the Ground and Air Forces to
admit that the Commanding General,
Services of Supply, or one of his subordi-
nates, had any authority—even technical
and professional—over matters for which
they were responsible and upon which
their own surgeons could advise them.

So far as hospitalization in the United
States was concerned, this involved mainly
the Air Forces. Since the Ground Forces
were to occupy and use stations operated
by the Services of Supply, AGF headquar-
ters readily accepted the dictum that the
“Medical Department under the com-
mand of the Commanding General, Serv-
ices of Supply,” would furnish all of its
hospitalization and evacuation in the
United States except that provided by
field medical units operating under tac-
tical control. On the other hand, it will be
recalled that the Air Forces already had a
separate set of hospitals and the reorgan-
ization placed them, along with stations
they served, under command of the Com-
manding General, Army Air Forces.

Several documents issued after the re-
organization purported to clarify the re-
spective responsibilities of the commanders
of the Air and Service Forces and the re-
lationships of the Air Surgeon and The
Surgeon General. A General Staff direc-
tive charged all commanders with “com-
mand responsibility for the operation of
all medical facilities under their control
and for future planning in connection
therewith.” It also charged the Com-
manding General, Army Air Forces,
“with development and operation of air
evacuation,” and the Commanding Gen-
eral, Services of Supply, with providing

“for the evacuation of sick and wounded
delivered to his control,” and with “ad-
ministrative responsibility for the coordi-
nation of the plans of all commands for
evacuation of the sick and wounded to be
delivered to his control, and for coordina-
tion of plans for hospitalization within the
continental United States.” An SOS direc-
tive on 18 June 1942 charged The Surgeon
General with “the initial preparation and
the maintenance of basic plans for mili-
tary hospitalization and evacuation oper-
ations, and the coordination of the plans
therefor of all commands concerned.” An
announcement of an agreement between
the Air Surgeon and The Surgeon Gen-
eral, approved by G-3, had stated earlier
that the “routine conduct of medical
activities with the Army Air Forces” was a
“responsibility of each local surgeon acting
under the Air Surgeon, who is responsible
to The Surgeon General for the efficient
operation of Medical Department tech-
nical activities with the Air Forces.” It
had also stated that the Air Surgeon
would not duplicate activities of the Sur-
geon General’s Office, “with the exception
of those procedures necessary for the
proper control of Medical Department
personnel and activities under the juris-
diction of the Army Air Forces.” '’

None of these documents specifically
stated that the Services of Supply was to

1 (1) Ltr, SG w CG SOS, 25 Mar 42, sub: Med
Serv of Army. HD: 321.6-1. (2) Memo, CG SOS for
ACofS G-3 WDGS, 26 Mar 42, sub: Med Activities
under WD Cir 59, 1942, with Memo for Record. HD:
Wilson files, “Book I, 26 Mar 42-26 Sep 42.” (3) Ltr,
CG SOS to all CA Comdrs and SG, 26 May 42, sub:
Med Activities under WD Cir 59, 1942. SG: 020.-1.
(4) Lir AG 704 (6-17-42)MB-D-TS-M, TAG to
CGs AGF, AAF, SOS. All Def Comds, All Depts, All
Theaters, and All Sep Bases, 18 Jun 42, sub: WD
Hosp and Evac Policy. HD: 705.-1. (5) Ltr SPOPM
322.15, CG S0S to CGs and GOs of CAs, PEs, and

Gen Hosps, and to SG, 18 Jun 42, sub: Opr Plans for
Mil Hosp and Evac, with incl. SG: 705.-1.
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exercise authority over AAF hospitaliza-
tion and all of them were sufficiently
vague to permit a variety of interpreta-
tions. Difficulties that arose from Air
Forces’ resistance to SOS claims of au-
thority and from the Air Surgeon’s striv-
ings for completely separate AAF hospi-
talization will be discussed later.!*

The division of responsibility for hospi-
tal units being prepared in the United
States for overseas service was clearer.
This problem involved mainly the Army
Ground Forces, for the Air Forces at that
time had no such units and made no bid
for them."* Moreover, in February 1942
General Magee had secured Staff ap-
proval of a policy of “providing over-all
hospitalization for task forces, instead of
attempting to provide separate hospital-
ization for the air and ground components
thereof. .7 1% While it was clear that
the reorganization placcd medical units
that were organic elements of air and
ground combat forces under AAF and
AGT headquarters respectively, respon-
sibility for nonorganic service units, such
as hospitals, was left to be “directed by the
War Department.” '*

The Ground Surgeon believed that
medical units normally used in combat
zones in close support of ground troops
should be assigned to the Ground Forces
and those normally used in communica-
tions zones, to the Services of Supply.*®
Mindful of his position as chief medical
officer of the Army, The Surgeon General
wanted all hospital units—those that
served in combat as well asin communi-
cations zones—and certain other medical
units that normally served as parts of field
armies, such as medical laboratories and
depots, to be under the jurisdiction of the
Services of Supply.’® On the recommen-
dation of its Hospitalization and Evacua-
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tion Branch, SOS headquarters first
requested that only general and station
hospital units be placed under SOS con-
trol but later adopted The Surgeon Gen-
eral’s position.'’

After considerable investigation and
study of the larger problem of jurisdiction
over service units in general, G-3 took a
view that coincided with the Ground Sur-
geon’s. On 30 May 1942 it announced
that the three major commands would, in
general, train the nondivisional service
units which they used.”® On 8 July 1942
this principle was extended to cover acti-

1! See below, [pp. 106-09][117 20} [[73-76][182-88]

12 In March 1942 AAF Headquarters concurred in
the SOS proposal that SOS have jurisdiction over
general and station hospital units and AGF over all
other ficld medical units. Memo, CG SOS for ACofS
G-3 WDGS, 26 Mar 42, sub: Med Activities under
WD Cir 59. 1942. HD: Wilson files, “Book I, 26 Mar
42-26 Sep 42.”

13 1st ind SGO 322.4-1, SG to TAG, 5 Feb 42, and
2d ind AG 320.2 (1-29-42) MSC-C, TAG to SG, 18
Feb 42, on Memo, G of Air Staff for SG, 29 Jan 42,
sub: Expansion Program of AAF for Calendar Year
1942. HD: 320.3 (Trp Basis).

WD Cir 59, 2 Mar 42.

5 Cmtee to Study the MDD, 1942, Testimony, pp.
409-13. HD.

(1) Memo, SG for CG SOS, 16 Mar 42. SG:
020.-1. (2) Memo, Act SG for Tng Div SOS, 31 Mar
42.8G: 322.3-1. (3) Ltr, SG to CG SOS, 28 Oct 42,
sub: Recomds in Regard to Activation, Control, and
Tng of Med Units, with 1 incl. SG:320.3-1.

17 (1) Memo for Record on Draft Memo, CG SOS
for ACofS G-3 WDGS, 26 Mar 42, sub: Med Activi-
ties under WD Cir 59, 1942, HD: Wilsan files, “Book
I, 26 Mar 42-26 Sep 42.” (2) Memo SP 020
(3-28-42), CG SOS (init WLW!/ilson]) for ACofS G-3
WDGS, 17 Apr 42, same sub. Same file. (3) Mcmo,
CG SOS for ACofS G-3 WDGS, 14 May 42, sub:
Responsibility for Tng. HRS: G-3/353 (Only) vol. IL
(4) For a discussion of the gencral problem, see Rob-
ert R. Palmer, Bell I. Wiley, and William R. Keast,
The Procurement and Training of Ground Combat Troops
(Washington, 1948), pp. 499-511, in UNITED
STATES ARMY IN WORLD WAR II.

'* Memo WDGCT 353 (5-30-42), ACofS G-3
WDGS for CGs AGF, AAF, and SOS, 30 May 42,
sub: Responsibility for Tng. HRS: G-3/320.2 * Acti-

vation, vol. 1.”
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vations also.' As a result, for the rest of
the war the Services of Supply was re-
sponsible for activating and training com-
munications zone units. Among them were
fixed hospitals, such as general, station,
and hospital center units, and certain
evacuation units, such as hospital trains
and hospital ship companics. The Army
Ground Forces was similarly responsible
for combat zone units, including surgical
and evacuation hospitals as well as such
units as medical regiments, medical bat-
talions, medical detachments, and medi-
cal supply depots.

With division of responsibility for acti-
vating and training service units, AGF
headquarters assumed responsibility for
recommending the number of mobile
units to be included in the troop basis,
while The Surgeon General and SOS
headquarters concentrated on units for
fixed hospitals. Subsequently, responsi-
bility for preparing tables governing the
organization and equipment of hospital
units was also divided. Since mobile hos-
pitals were designed for use in combat
zones, AGF headquarters felt that it should
be free to make such changes in person-
nel and equipment of these hospitals as it
found desirable for tactical reasons.

In September 1942 G-4 proposed that
AGT headquarters should be given re-
sponsibility for the preparation of tables
for all AGF service units.”” General Som-
ervell feared that the chiefs of technical
services, including The Surgeon General,
might be bypassed if this proposal were
adopted. On his recommendation, G-4
amended its original proposal to require
AGTF to consult with SOS when prepar-
ing tables for service units.”’ Thereafter,
responsibility for the preparation of tables
of organization, tables of equipment, and
tables of basic allowances for numbered
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hospital units was divided, as that for their
activation and training had been earlier,
between AGF and SOS headquarters.”

Even so, The Surgeon General retained
considerable authority over the medical
equipment and supplies furnished all hos-
pital units, mobile as well as fixed, for one
item in each table of equipment was the
unit assemblage. It contained all items of
medical equipment required for a hospi-
tal, was packed according to Medical
Department equipment lists, and was
issued by Medical Department depots as a
single item. While he customarily con-
sulted with the Ground Surgeon when
revising equipment lists, The Surgeon
General alone was responsible for their
preparation and for the packing of unit
assemblages.**

Further changes affecting the manner
in which The Surgeon General could dis-
charge his responsibility for the medical
care of the Army occurred as a result of
the reorganization of the Services of Sup-
ply in the summer of 1942, At that time
corps areas were renamed service com-
mands and authority formerly concen-

1* Memo WDGCT 320.2 (Activation) (7-1-42),
ACofS G-3 WDGS for CGs AAF, AGF, and SOS,
8 Jul 42, sub: Responsibility for Activation of Units.
HRS: (3-3/320.3 “Activation, vol. 1.”

2 Memo WDGDS 809, ACofS G-4 WDGS for CG
SOS, 21 Sep 42, sub: Prep of T/Os and T/Es. AG:
320.3(3-13-42)(5).

24 (1) Istind SPOPU 320.3(9-21-42), CG SOS to
ACofS G-4 WDGS, 25 Sep 42, on Memo WDGDS
809, ACofS G-4 WDGS for CG SOS, 21 Sep 42, sub:
Prep of T/Os and T/Es. AG: 320.3(3-13-42) (5). (2)
DF WDGDS 867, ACofS G-4 WDGS to ACofS G-3
WDGS, 29 Sep 42, same sub. Same file.

22 (1) AR 310-60, pars 8 and 16, 12 Oct 42. (2) WD
Mcmo W310-9-43, 22 Mar 43, sub: Policies Govern-
ing T/Os and T/Es. HD.

23 (1) Memo, SG for CG SOS, 5 Nov 42, sub:
Make-up of Hosp Unit Assemblies. SG: 475.3-1. (2)
Rpt of [SGO] Bd for Determining Possibilitics of De-
leting Certain Items in a 400-bed Evac Hosp [13 Nov
42].8G:475.5-1.
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trated in Washington was decentralized to
them Thus the control of all general hos-
pitals, except Walter Reed, was trans-
ferred from The Surgeon General to com-
manding generals of service commands.
For a while the former retained authority
to determine staff allotments for general
hospitals, subject to SOS approval; but in
April 1943, on the recommendation of the
SOS Control Division, that function was
also decentralized to commanding gen-
erals of service commands.** The reor-
ganization also diminished the authority
of service command surgeons and altered
the Surgeon General’s relationship with
them. They no longer occupied the posi-
tion of staff advisers to their commanders
but were now subordinated as chiefs of
medical branches to the chiefs of per-
sonnel or supply divisions of service com-
mand headquarters. Moreover, since com-
mand responsibilities were emphasized in
the field, as in Washington, they could no
longer be considered as field representa-
tives of The Surgeon General and could
therefore exercise no authority over hospi-
tals not under service command control.
Finally, The Surgeon General could—in
theory at least—communicate with service
command surgeons and hospital com-
manders only through command chan-
nels—that is, through General Somervell
and the commanding generals of service
commands. This indirect method of in-
tercourse was somewhat offset by the
practice of permitting informal direct
communication between the Surgeon
General’s Office and service command
surgeons.*

Changes in responsibilities for hospital
construction and maintenance also oc-
curred, but resulted only partially from
the reorganizations discussed above. In
December 1941, in conformity with an act
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of Congress, all of The Quartermaster
General’s construction and maintenance
activities were transferred to the Chief
of Engincers.” About five months later
the War Department concentrated in the
latter responsibility which he had previ-
ously shared with The Surgeon General for
the maintenance of hospital plants.?” After
the War Department reorganization, rec-
ommendations of The Surgeon General
for construction of new plants and for
major alterations of existing plants were
subject to review by both the Hospitaliza-
tion and Evacuation Branch and the Con-
struction Planning Branch of SOS head-
quarters. The former considered them
from the viewpoint of medical needs; the
latter, of Army-wide requirements. Both
branches were guided by decisions and
policies of the General Staff and by direc-
tives of the War Production Board. The
selection of sites and the internal arrange-
ments of new hospitals, as well as altera-
tions of existing plants, continued to be a
joint function of The Surgeon General and
the Chief of Engineers. Insistence of the
Wrgn Manual, 22 Jul 42, sec 403.02, in
WD Hq SOS SvC (formerly CA) Reorgn, 22 Jul 42.
HRS. (2) Memo, SG for Dir Control Div SOS, | Aug
42.8G: 020.-1. (3) Cmtee to Study the MD, 1942,
Testimony, Statement of Col H. D. Offutt, pp. 214-
15. HD. (4) AR 170-10, par 6a(1)(p), 10 Aug and 24
Dec 42. (5) Memo, Dir Control Div ASF for CofS
ASF, 6 Apr 43, sub: Clarification of Prov of AR 170-
10. . . . AG:600.12(10 Mar 42) (1). (6) AR 170-10,
C 2,14 Apr 43.

* (1) Edward J. Morgan and Donald O. Wagner,
The Organization of the Medical Department in the
Zone of the Interior (1946), HD, pp. 97-99. (2) Ltr,
SG to CG SOS, 9 May 42, sub: Med Activities under
WD Cir 59, 1942. SG: 020.-1. (3) Memo, Chief Pro-
fessional Servs [SGO] for Mr. Corrington Gill, 2 Oct
42, sub: Supervision and Coord of Professional Care
in Mil Hosps in Continental US. SG: 701.-1. (4) SOS
Orgn Manual, 10 Aug 42, sec 403.02. (5) For a fuller
discussion, see Armfield, op. cit.

26 WD Cir 248, 4 Dec 41.

27 (1) WD Gir 157, 23 May 42. (2) AR 100-80, 9
Jun 42. (3) See below,[pp. 94-96]
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latter and of SOS headquarters upon de-
centralization to the field of as much con-
struction authority and activity as possible,
in order to speed construction, resulted by
the end of 1942 (as will be seen later) in
The Surgeon General’s loss of some au-
thority he had previously exercised over
the erection and alteration of hospital
plants.**

The Wadhams Committee

Late in 1942 responsibilities and organ-
ization for hospitalization, along with
many other aspects of Medical Depart-
ment work, were the subject of review and
comment by a civilian committee ap-
pointed by the Secretary of War. This
group, which called itself the “Committee
to Study the Medical Department” but
which will be referred to hereafter for the
sake of brevity as the Wadhams Commit-
tee (from the name of its chairman, Col.
Sanford Wadhams, a retired medical offi-
cer), was constituted to ‘“make a thorough
survey of professional, administrative, and
supply practices of the Medical Depart-
ment.” ** It probed the relation between
the Surgeon General’s Office and the SOS
Hospitalization and Evacuation Branch,
and testimony presented in that connec-
tion placed on record information sum-
marized above which might not otherwise
have been available.?® While some of the
Committee’s recommendations dealt with
the position of The Surgeon General in the
War Department, they appear to have had
little influence on the authority and re-
sponsibility of either the Surgeon General’s
Office or major commands for hospitaliza-
tion. This subject, along with an account
of the Committee’s background and inves-
tigation as a whole, is discussed fully else-
where.*' Recommendations of the Com-

mittee on policies and procedures for
hospitalization had significant effects and
will be discussed at appropriate places in
following chapters.**

Changes in the Surgeon General’s Qffice

During the early war years changes
occurred in the organization of the Sur-
geon General’s Office as well as in higher
headquarters, but they affected the divi-
sions most concerned with hospitalization
less than others.”® On 21 February 1942
the Hospital Construction Subdivision was
raised in status to a division, reflecting the
rapid expansion of construction activities.>*
The next month it was placed, along with
the Hospitalization, Planning, and Train-
ing Divisions, in a newly formed Opera-
tions Service. In August, to describe its
functions more accurately, the Hospitali-
zation Division’s name was changed to
Hospitalization and Evacuation.*®

The Hospital Construction Division
continued to exercise The Surgeon Gen-
eral’s advisory supervision over the con-
struction, leasing, and maintenance of all
establishments for the care and treatment
of the sick and wounded. Colonel Hall re-
mained at its head. To handle wartime

# (1) Army Hosp Program in Continental US, ex-
tract from sec 6, Analysis, Monthly Progress Rpt, data

as of 31 Mar 43. SG: 632.-1. (2) Sec below, [pp. 92-93]

* SecWar Memo, 10 Sep 42. AG: 020 SGO (3-30-
43y(1).

3 Sce above,[p. 6] and also Cmtee to Study the
MD, 1942, Testimony, pp. 1271-1339, 1690-94,
1869-1964, 1973-2022, 2039-49. HD.

*t Armfield, op. cit.

32 Sce below, pp.[03-94] m ,
for example.

3% Morgan and Wagner, op. cil., pp. 9-25. These
changes will be considered in detail in Armfield, op.
cit.

3 (1) Sec above,[pp. 24-26] (2) Memo, unsigned
and unaddressed, 1 Dec 42, sub: Rpt on Admin Devs,
SGO. HD: 024.-1.

> An Rpt, 1943, Oprs Serv SGO. HD,
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workloads the number of officers in this
Division was increased between December
1941 and December 1942 from 4 to 8; of
civilian architects, from 4 to 7; and of civil-
ian clerks, from 7 to 10. During 1943, |
officer, 1 civilian, and 2 clerks were
dropped from the rolls, but a civilian real
estate consultant was added, as the hospi-
tal construction program neared comple-
tion.” Changes in the Division’s branches
reflected shifts in construction policies and
problems. In February 1942 there were
three branches: Planning and Estimates,
Construction and Conversion, and Main-
tenance and Repairs. In March, when
increasing emphasis was placed upon the
use of existing buildings, the Construction
and Conversion subdivision was separated
into two equal branches. Subsequently,
the Conversion Branch was likewise sub-
divided, becoming the Ground Troop Fa-
cilities and Air Corps Facilities Branches.
This move was perhaps accounted for by
the expansion and growing independence
of the Air Forces. In the late summer of
1942 the Planning and Estimates Branch
was dropped from the Division, foreshad-
owing the transfer of its activity to the
Hospitalization and Evacuation Division.
By August, then, the Hospital Construc-
tion Division consisted of the Maintenance
and Repair, Civilian Facilities Conversion,
Ground Troop Facilities, and Air Corps
Facilities Branches. This organization con-
tinued until July 1943.%

The Hospitalization Division, under
Col. Harry D. Offutt, limited its activities
largely to the development of hospitaliza-
tion policies, the control of bed credits in
general hospitals, and the maintenance of
liaison with other divisions of the Office
whose activities affected the functioning of
hospitals.?® The names of its subdivisions
reflect this fact. In February 1942, they
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were the following: Hospital Inspection,
Bed Credits, and Liaison. In March,
the inactive Inspection subdivision was
dropped. In August, the two remaining
subdivisions became the Bed Credits and
Evacuation Branch and the Miscellaneous
Branch.? During 1942 this Division grad-
ually took on another function, the peri-
odic revision required by SOS headquar-
ters of a basic directive for hospitalization
and evacuation operations.’’ In Septem-
ber 1942 it also took over the job of esti-
mating and planning for general hospital
beds that would be required in the future.*'
Except for short periods, in December
1942 and again in April 1943, the Divi-
sion’s staff was limited to four officers and
four clerks until the latter half of 1943."
At that time, the Division was enlarged
and reorganized, under a new chief, to
enable it to carry out the functions and
activities which the war placed upon it.**

The Planning and Training Divisions
continued to be responsible for numbered
hospital units. Col. Howard T. Wickert
was chief of the former. It made recom-
mendations for the troop basis, for activa-
tion schedules, and for medical support
for task forces and overseas theaters. It
also prepared and revised tables of organi-

# (1) Tynes, Construction Branch, pp. 11-12. (2)
Memo, Lt Col Seth O. Craft for Col R.W. Bliss, 8 Jul
43. 11D: 319.1-2.

3" Morgan and Wagner, op. ¢if., Orgn Charts VI,
VI IX, X, and XI.

* An Rpt. FY 1943, Hosp and Evac Div SGO. HD.

* Morgan and Wagner, op. cit., Orgn Charts VI,
VII, and IX.

1 An Rpt. FY 1943, Hosp and Evac Div SGO. HD.
Far this directive, see below,[pp. 63-67)

"' For example, the Hospitalization and Evacuation
Division prepared the following document: Memo,
SG for CG SOS, 26 Sep 42, sub: Hosp, Gen Hosps.
SG:632.-2.

** Memo, Col H. D. Offutt for Chief Oprs Serv
SGO, 8 Jul 43. HD: 319.1-2.

* See below, pp. 176-78.
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zation, tables of equipment, and equip-
ment lists. After separation of responsibil-
ity for nonorganic service units between
AGF and SOS headquarters, this Division
limited itself primarily to SOS medical
units but occasionally extended its activi-
ties to others when called upon to partici-
pate in conferences with the Operations
Division of the General Staff on the forma-
tion of task forces or the deployment of
additional troops to established theaters.
After SOS headquarters was given respon-
sibility for training SOS service units, the
Training Division (separated from the
Operations Service in August 1942) estab-
lished a Unit Training Branch to discharge
its responsibilities in connection with the
training of hospital and other medical
units.*'

A Dispute About General Planning
Jor Hospitalization and Evacuation

Closely connected with the War Depart-
ment reorganization and arising partly
from differences of opinion between the
Surgeon General’s Office and the SOS
Hospitalization and Evacuation Branch
about their respective responsibilities was
a controversy over hospitalization and
evacuation planning which developed
early in 1942, Within three days after the
establishment of the Services of Supply,
Colonel Wilson reported to General Lutes
on the results of a transcontinental inspec-
tion trip which he had undertaken while
assigned to G-4 and which he had iniu-
ated with a view to having G4 exercise
greater supervision over hospitalization
and evacuation. He stated that he had
found no definite basic plan for hospitali-
zation and evacuation within the United
States, no plan or system of operations for
evacuation from theaters, and no basic

directive or system for activating, training,
equipping, and using numbered hospital
units in the United States. He recom-
mended that SOS headquarters give fur-
ther attention to the problem of numbered
hospital units and overseas evacuation and
that The Surgeon General be directed to
submit basic plans for hospitalization and
evacuation operations for the approval of
SOS headquarters and subsequent publi-
cation “for the guidance of all con-
cerned.” ** General Lutes approved the
proposal, and on 14 March 1942 directed
The Surgeon General to submit such
plans.*® The Surgeon General’s Hospitali-
zation Division conferred with the Office
of the Chief of Transportation and on
31 March 1942 submitted a plan for hos-
pitalization and evacuation operations.*’
Considering it unacceptable, Colonel Wil-
son prepared another which he presented
to General Lutes on 18 April 1942 with
the statement that its preparation had
been necessary “because of the incomplete

' (1) An Rpts, SGO, FY 1942 and 1943, and An
Rpt, Oprs Serv SGO, FY 1943. HD. (2) Morgan and
Wagner, op. cit., pp. 9-23.

(1) Memo G-4/24499-178, Col W. M. Good-
man, GSC, Chief Planning Br G- (init WLW/ilson]|)
for Gen Somervell, 20 Jan 42, sub: Current Status of
Hosp and Evac. HD: Wilson files, “Vol. I, 15 May
41-20 Jan 42.” (2) Memo Old G-4/24499-178, Maj
W. L. Wilson for Gen [LeRoy] Lutes, 12 Mar 42,
sub: Basic Plans for Hosp and Evac. HD: Wilson files,
“No 472, Hosp and Evac, 1941-42.” (3) For an earlier
interim report see: Memo, same for same, 8 Feb 42,
sub: Recent Trip for Study of Hosp and Evac. Same
file.

* (1) Memo, CG SOS (signed Brig Gen LeRoy
Lutces) for SG, 14 Mar 42, sub: Basic Plan for Hosp
Oprs. SG: 704.-1. (2) Memo, same for same, 14 Mar
42, sub: Basic Plan for Evac of Sick and Wounded.
Same file.

7 Memo, SG for CG SOS, 31 Mar 42, sub: Basic
Plan for Hosp Oprs and Evac of Sick and Wounded,
with incl. SG: 704.-1. The first three drafts of this
document, as well as proposals submitted by the Chief
of Transportation, are on file HD: 705 (Hosp and
Evac Planning).
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nature and less understandable form of
various plans submitted by The Surgeon
General.” ** This draft was discussed with
the Surgeon General’s Office and then was
sent to G—4 on 8§ May 1942.**

On thesame day General Lutes charged
The Surgeon General with having failed
to prepare hospitalization and evacuation
plans either before or after he was so
directed.”” This charge, transmitted to
The Surgeon General with a statement by
General Somervell that it was “of course
inexcusable not to have fully matured
basic hospitalization plans,” "' began a
controversy which lasted for many months.
General Magee defended himself both in
writing and in a personal conference with
General Somervell. He took the position
that all contingencies to be covered by the
plan called for, except enemy raids and
local disasters, had already arisen and had
been actually handled under existing
plans. He believed, furthermore, that the
document prepared by his Office was not
only adequate but also preferable in some
respects to the SOS draft.”” Later, when
documents of the SOS Hospitalization and
Evacuation Branch emphasizing the lack
of plans for hospitalization and evacuation
were presented to the Wadhams Commit-
tee, General Magee again defended his
position, stating that if the allegations were
true “it would indeed appear that chaotic
conditions prevailed, but these assertions
are not supported by facts.” Although
Colonel Wilson insisted that “there wasn’t
any planning” early in 1942 he now stated
that The Surgeon General had not been
“any more negligent than all the rest of
the Army,” including G-4.” In its final
report, the Committee implied approval of
The Surgeon General’s position, but it
made no definite statement clearing him
of charges of lack of adequate planning.>*
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The real picture was neither as black as
SOS headquarters painted it nor as white
as the Surgeon General’s Office main-
tained. Plans for meeting normal hospital
requirements for the zone of interior and
theaters of operations were being made
continuously by the Surgeon General’s
Office. In view of the generous basis on
which normal beds were authorized in the
United States, together with the possibili-
ties of expansion by setting up wards in
barracks (a method that was almost tradi-
tional with the Medical Department), it
would seem that emergency needs also
were being sufficiently provided for. Since

¥ Mcmo, Maj W. L. Wilson for Gen Lutes, 18 Apr
42, sub: Hosp and Evac Oprs, SOS. HD: Wilson files,
“No 472, Hosp and Evac, 1941-42.”

*¥ (1) Memo, Col H. T. Wickert, SGO for Col [W.
L.} Wilson, SOS, 30 Apr 42, with incl Memo, SG for
Dir Oprs SOS, 30 Apr 42. HRS: ASF Hosp and Evac
Sec file, “Misc Classified Corresp from Off CG ASF to
AGO.” (2) Memo, CG SOS for ACofS G-4 WDGS,
8 May 42, sub: Hosp and Evac Oprs SOS. HRS: G-4
files, “Hosp and Evac Policy.”

3% Memo, Brig Gen LeRoy Lutes for Gen Somer-
vell, 8 May 42, sub: Activities of SG. SG: 704.-1.

31 Memo, Gen Somervell for Gen Magee, 8§ May
42.8G: 704.- 1.

* Ist ind, SG to CG SOS, 12 May 42, on Memo,
Gen Somervell for Gen Magee, 8 May 42. SG: 704.-1.
The following note appcars on this indorsement:
“Personally delivered by Gen Magee, 12 May 42.7
General Lutes prepared a reply to General Magee,
pointing out crrors in the latter’s defense and con-
tending that there were no plans. ({2d ind SPOPG
370.05 (Policy), CG ASF (init LL[utes]) to SG, 19
May 42, on Memo, Gen Somervell for Gen Magee, 8
May 42. HRS: ASF Hosp and Evac Sec file, “Misc
Classified Corresp from Off CG ASF to AGO.”})
Whether or not this reply was sent to General Magee
is uncertain. No copy of it has been found in SGO
files. An ink note attached to the copy cited states:
“This is in reply to a formal indorsement written by
Surg. Gen. in which he took exception to criticism
of his lack of a suitable plan. He visited Gen Somer-
vell on the subject. Gen S may want to know of this
reply. Lutes.” In pencil on this copy is the following
notation: “Suspend for Jun 3.”

»% Gmtee to Study the MD, Testimony, pp. 1988-
89, 1995-98, 1919-23. HD.

> Cmtec to Study the MD, Rpt, p. 15, HD.
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no enemy attack or severe epidemic oc-
curred, the latter statement can be made
with less certainty than the former. More-
over, the Surgeon General’s Office was
collaborating with the Chief of Transpor-
tation in planning facilities, personnel, and
equipment for the evacuation of patients
from theaters of operations. But the Medi-
cal Department had not prepared a basic
directive for hospitalization and evacua-
tion such as SOS headquarters required,
nor was any one division in the Surgeon
General’s Office charged with the prep-
aration of comprehensive Army-wide
plans for hospitalization and evacuation.
Certainly confusion existed as to responsi-
bilities under the new War Department
organization, but one may question
whether, under the circumstances, it was
any more incumbent on The Surgeon
General than on higher headquarters to
define those responsibilities and to require
subordinate commanders to submit plans
for hospitalization and evacuation.

The “plan” which Colonel Wilson
drafted differed considerably from the one
prepared by The Surgeon General’s Hos-
pitalization Division.”® Perhaps this was
caused as much by ambiguity of the SOS
directive requiring the preparation of a
“plan’ as by The Surgeon General’s lack
of officers trained in planning, which SOS
headquarters charged. A comparison of
the two drafts shows that Colonel Wilson
accepted and incorporated most of the in-
formation, pertaining chiefly to established
policies and procedures, which The Sur-
geon General’s draft contained. Greatest
change was the addition of statements out-
lining the responsibilities of various com-
manders for hospitalization and evacua-
tion and requiring them to submit plans,
in specified forms at specific times, to The
Surgeon General, who in turn was to re-

view and co-ordinate them and then sub-
mit them along with his own “plan” to
SOS headquarters. Reviewing the SOS
draft, G-4 called it “an ‘omnibus docu-
ment’ which undertakes to do a number of
things,” and suggested that two documents
should be issued in its place: one, a state-
ment of basic policies and procedures for
hospitalization and evacuation; the other,
a directive calling for “data and sub-plans
from the field.” °* Subsequently, after col-
laboration between G—4 and SOS head-
quarters, two documents were issued on
18 June 1942. One was a General Staff
directive stating in general terms the re-
sponsibilities of major commanders for
hospitalization and evacuation. This re-
mained unchanged for the balance of the
war. The other, revised later on, was an
SOS letter with the SOS “plan” as an
inclosure.”” Only the plans which these
documents required of subordinate agen-
cies need to be considered here. Responsi-
bilities which they delineated and policies
and procedures which the SOS “plan” an-
nounced will be discussed elsewhere in
this volume.**

Subordinate agencies had to include in
hospitalization plans tabulations of beds
for normal use, along with statements of

>3 (1) Memo, SG for CG SOS, 31 Mar 42, sub:
Basic Plan for Hosp Oprs and Evac of Sick and
Wounded, with incl 1. SG: 704.-1. (2) Memo, Maj
W. L. Wilson for Gen Lutes, 18 Apr 42, sub: Hosp
and Evac Oprs SOS, with Tab A, same sub. HD:
Wilson files, “No 472, Hosp and Evac, 1941-42.7

36 Memo, ACofS G-4 WDGS for CG SOS attn
Oprs Div, 11 May 42, sub: Hosp and Evac Oprs,
SOS. HRS: G-14 files, “Hosp and Evac Policy.”

57 (1) Ltr AG 704 (6-17-42) MB-D-TS-M, Sec
War to CGs AGF, AAF, SOS, et al., 18 Jun 42, sub:
WD Hosp and Evac Policy. HD: 705.-1. (2) Ltr
SPOPM 322.15, CG SOS to CGs and COs of CAs,
PEs, and Gen Hosps and to SG, 18 jun 42, sub: Opr
Plans for Mil Hosp and Evac. Same file.

»¢ See below, pp.[57-58] B1| BB=90 for

example.
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shortages; reports of provisions made to
double hospital capacities in emergencics
by the use of existing buildings such as
apartments, hotels, schools, and dormi-
tories; and reports of relations established
with other agencies, such as the Office of
Civilian Defense, “under which unilateral
or mutual hospitalization support may be
planned.” Evacuation plans were to in-
clude estimates of persons of all types to be
evacuated, both normally and in emer-
gencies, along with statements about the
status of personnel and equipment re-
quired for the transportation and care en
route of patients being evacuated.
Hospital, port, and corps arca com-
manders complied with this directive, and
on 30 August 1942 The Surgeon General
transmitted their plans, along with his own
“comprehensive plan,” to SOS headquar-
ters.” The Surgeon General’s “plan’ was
twofold. It contained a consolidation of
the tables presented by corps areas and a
draft of a “plan” based largely upon the
SOS directive issued on 18 June 1942. The
SOS Hospitalization and Evacuation
Branch considered this draft acceptable,
but revised it before publication, adding
statements to bring the compilation of
policies and procedures governing hospi-
talization and evacuation up to date and
changing the wording to require The Sur-
geon General to submit a directive, rather
than a “plan,” thus making the terminol-
ogy conform more closely with the fact.
The revised edition of the hospitalization-
and-evacuation-operations-planning di-
rective was issued by SOS headquarters
in November 1942, although it was dated
15 September 1942.%° To make subsequent
revisions as required, The Surgeon Gen-
eral on 7 November 1942 appointed a
board of officers, with Colonel Offutt as
chairman.”” Although it submitted a re-
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vised version on 12 February 1943, none
was published until the end of 1943.%*
That version appeared in the form of a
War Department circular.

An evaluation of the importance of the
“plan” or directive, as issued in its various
versions, is difficult because of the contro-
versial atmosphere in which it was pre-
pared. In April 1943 the director of the
ASF Planning Division stated that the
15 September 1942 version was “the first
world-wide system for operations in the
history of the War Department, under
which the sick and wounded might be re-
ceived from overseas commands and cared
for and transported ultimately to a gen-
eral hospital in the United States.” ** Con-
sidered objectively this was undoubtedly
an overstatement, but the directive did
have certain values which stand out with
considerable clarity.

Inits initial form the directive helped,
at a time when other efforts were being
made to achieve the same end, to clarify
hospitalization and evacuation responsi-
bilities. Tt was not strictly applicable to
Ground and Air Forces commanders,
however, for it was issued in the first two
versions as an SOS directive only. When
published in later versions as a War De-
partment circular, it became binding upon
Ground, Air, and Service Forces alike. In

" Memo, SG for CG SOS, 30 Aug 42, sub: Opr
Plans for Hosp and Evac. 8G: 704.~1.

59 (1) Memo SPOPH 322.15, CG SOS for CGs and
COs of SvCs and PEs and for SG, 15 Sep 42, sub: Mii
Hosp and Evac Oprs, with incl 1, same sub. SG:
704.-1. (2) Memo. SG for Chief Oprs SOS, 27 Jan
43.SG: 705.-1.

515G OO0 456, 7 Nov 42.

52 (1) Memo, SG for CG SOS, 12 Feb 43, sub: Opr
Plans for Hosp and Evac. SG: 705.-1. (2) WD Cir
316, 6 Dec 43.

5% Memo SPOPI 370.05, Dir Planning Div ASF for
ACofS for Oprs ASF, 23 Apr 43, sub: Hosp and Evac
Plans. HD: Wilson files, “Book IV, 16 Mar 43-17 Jan
43.”
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each version, the directive served as a val-
uable reference document, for it assem-
bled in one place statements of several pol-
icies and proccdures that existed only in
separate letters, circulars, and regulations.
It was not comprehensive in this respect,
nor was it always up to date, for many
additional policies and procedures had to
be established and old ones changed dur-
ing the periods between revisions. In Sep-
tember 1942 Colonel Offutt stated that his
Division could operate effectively under
the current version.*' The following Feb-
ruary, when Colonel Wilson visited field
installations to evaluate operations under
the directive, he found that each head-
quarters visited, with one exception,
thought it clear, understandable, practi-
cable, and of definite benefit.*”

The value of the subordinate plans sub-
mitted in compliance with the basic direc-
tive is less clear. Each came to be what
The Surgeon General’s executive officer,
Col. John A. Rogers, called one of them in
September 1942—%“just a plan to be
tucked away.” ** Each was reviewed by
the hospitalization and evacuation scc-
tions of both the Surgeon General’s Office
and SOS headquarters. They were then
filed for future reference.*” That no emer-
gency developed to require their use need
not detract from the foresightedness of
having emergency expansion plans on
hand, but whether those on file would
have been adequate for a major disaster
seems to have been doubted in the fall of
1942.%* Tabulations of shortages of person-
nel, equipment, hospital beds, and trans-
portation usually arrived too late to have
any appreciable effect upon the supply of
those elements, for problems of shortages
were handled when they appeared and
could not await the submission at periodic
intervals of subordinate plans for hospital-
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ization and evacuation. This requirement
was dropped from subsequent versions of
the directive early in 1944.%°

In conclusion, one may question
whether the benefits derived from the di-
rective counterbalanced the friction and
bad feeling which its issuance engendered
between SOS headquarters and the Sur-
geon General’s Office. Similar results
might have been achieved more harmo-
niously if the principals in both agencies
had been more considerate and under-
standing in dealing with each other or if
rclationships and responsibilities of the
SOS Hospitalization and Evacuation
Branch and the Surgeon General’s Office
had been more clearly delineated. Such
was not the case, however, and the con-
troversy that developed in this instance
illustrated dangers and difficulties inher-
ent in the new structure of the War De-
partment and the new position of The
Surgeon General.

“ Diary, Hosp and Evac Br SOS, 22 Scp 42. HD:
Wilson files, “Diary.”

5 (1) Résumé of Conf, SvCs and Ports, Feb-Mar
43, incl 1 to Memo SPOPI 337, CG ASF for SG and
ColT, 30 Apr 43, same sub. HD: Wilson files, “Book
IV, 16 Mar 43-17 Jun 43.” (2) Memo, Col W. L.
Wilson for Chief Hosp and Evac Br ASF, |7 Feb 43,
sub: Visit to 8th SvC and Southern Def Comd. HD:
Wilson files, “Book I1I, 1 Jan 43-15 Mar 43.” (Col
Robert C. McDonald succeeded Colonel Wilson as
Chief, Hospital and Evacuation Branch on 6 Febru-
ary 1943))

»¢ Notes on tel conv between Col E. C. Jones, Surg
5th SvC and Col Rogers, 1 Sep 42. HD: Oprs Div
files.

5" (1) Memo SPOPH 322.15, Chief Hosp and Evac
Br SOS for Chief Oprs SOS, 16 Nov 42, sub: SvC and
Port Plans for Hosp and Evac Oprs. I1D: Wilson files,
“Book 2, 26 Sep 12-31 Dec 42.” (2) Memo, 8G for
CG SOS, 30 Aug 42, sub: Oprs Plans for ITosp and
Evac. SG: 704.-1. (3) Copies of the subordinate plans
arc in Wilson files, HD.

5% See helow,

% (1) For example, sce 1st ind SPOPH 322.15 (8-
30-42), CG SOS to SG, 26 Sep 42, on Memao, SG for
CG SOS, 30 Aug 42, sub: Oprs Plans for Hosp and
Evac. CE: 632. (2) WD Cir 140, 11 Apr 44.



CHAPTER V

Hospital Plants
in the United States

In December 1941 the Army had a total
of approximately 74,250 beds in about 200
station hospitals and 14 general hospitals
in the United States.'" During the next
eighteen months it was to build enough
additional hospitals to house more than
three times the number provided during
the fifteen-month period of peacetime
mobilization.? In addition, it was to have
enough hospitals under construction in
June 1943 to house over 65,000 more
beds.? Concurrently, improvements would
have to be made in the cantonment-type
hospitals already in operation.*

Types of Construction
Emphasts on Simplicity

With the country at war, speed in con-
struction and conservation of building
materials became factors of paramount
consideration. Accordingly the General
Staft insisted upon the simplest type of
construction. On 29 December 1941 G4
revoked the authority it had previously
granted to construct hospitals on the two-
story semipermanent plan,®> and about a
month later revised the War Department
construction policy. After 6 February 1942
all construction at new stations, except
that already in the advanced planning
stage, was to be a modified form of the
type designed for theaters of operations.®

The Engineers interpreted this policy to
mean that in station hospitals all ware-
houses and utility shops, and all buildings
used for housing, feeding, and entertain-
ing male members of the hospital staff
would be of theater-of-operations-type
construction, while those used in the care,
treatment, feeding, and recreation of pa-
tients and as quarters, messes, and recre-
ation rooms for nurses were to be of
cantonment-type construction.” General

! Bed Status Rpts, end of last week in Dec 41. Off
files, Health Rpts Br Med Statistics Div SGO. A few
beds were reported in Darnall General Hospital, but
they are not included in the number given above be-
cause this hospital did not open until March 1942,

Cen Hosp Sta Hosp
Beds Available Sep40 . ... ... ... 4,925 7,391
Beds Added Sep 40-Dec 41.. .. .. 10,608 51,345
Beds Added Dec 41-Jun 43 .. .. . 38,226 161,279

Source: Bed Status Rpts. Off file, Health Rpts Br Med
Statistics Div SGO.

* An Rpt, 1943, Hosp Cons Div SGO. HD.

* The even larger program of construction of all
ty pes of housing for the Army, of which the hospital
expansion program was a part, is discussed in Jesse
A. Remington and Lenore Fine, The Corps of Engi-
neers: Construction in the United States, a forthcom-
ing volume in the series UNITED STATES ARMY
IN WORLD WAR I1.

3 (1) See above, (2) Lir AG 632(12-27-
41), TAG to SG and CofEngrs, 29 Dec 41, sub: Fire-
Resistant Type of Cons in Hosps. SG: 632.-1.

5 Ltr AG 600.12{2-5-42)MO-D-M, TAG to CGs
all Depts, CAs, et al., 6 Feb 42, sub: WD Cons Policy.
SG: 600.12.

" Ltr, CofEngrs to TAG, 14 Feb 42, sub: Hosp in
T/O Cantonments, with Ist ind AG 600.12 (2-14-
42) MO-D, TAG to CofEngrs, 25 Feb 42. CE: 632
Pt 2.
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hospitals, previously expected to be of
semipermanent construction, were now to
be entirely of cantonment type. This low-
ering of standards brought quick protests
from The Surgeon General.

The decision to abandon two-story semi-
permanent construction for general hospi-
tals was modified on 31 December 1941.
At The Surgeon General’s request, G—4
approved its use if neither a loss of time
nor a material increase in costs was in-
volved.® During the next two months, the
Engineers and The Surgeon General’s
construction officers disagreed on whether
semipermanent hospitals could be shown
to cost no more than cantonment-type
hospitals.” In some instances dual bids for
the erection of a hospital on either plan
were called for, and ten hospitals, includ-
ing those already begun before the war,
were constructed on the semipermanent
plan.’® Subsequently the Engineers found
that the initial cost of semipermanent hos-
pitals was “considerably greater,”” and on
16 April 1942 G—4 returned to its position
that only cantonment-type construction
be used for general hospitals.’!

The decision to use theater-of-opera-
tions-type construction for buildings in
station hospitals remained unchanged.
Buildings of this type were of the lightest
possible frame construction, with exteriors
usually of heavy treated paper or fiber-
board. Plumbing was omitted from bar-
racks and placed in separate lavatory
buildings. Heat was generally furnished
by stoves in each building rather than by
a central heating plant.’* The Surgeon
General based his protests against the use
of theater-of-operations-ty pe construction
for hospitals in the United States on its
lower quality. He stated that barracks
and quarters of that type were unsuitable
for conversion to wards to meet emergency
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needs for additional beds, that messes
lacked comforts desired for officer-pa-
tients, and that kitchens had inadequate
refrigeration and dishwashing facilities."'?
The Chief of Engineers admitted that it
would be difficult to use theater-of-opera-
tions-type barracks for emergency wards,
but believed it unwise to provide better
housing for Medical Department men
than for other troops. The General Staff
agreed, and on 24 February 1942 reiter-
ated the policy announced earlier that
month.'*

Later in the year, as the shortage of
building materials increased, the General
Stafl proposed an even lower quality of
construction for some hospitals. In May

8 Memo, SG for ACofS G-4 WDGS, 31 Dec 41,
with 1st ind, ACofS G-4 WDGS to SG, 31 Dec 41.
SG:632.-1.

¥ (1) Ltr, SG [Col John R. IHall] to TAG 19 Jan
42, sub: Fire-Resistant Type of Hosp Cons. (2) Memo,
[Mr] Hlarvey] J. H[all] for Col Hall, 5 Feb 42, sub:
Comparison Data of the Cantonment-type Cons and
the Semipermanent, Fire-Resistant Type, by Bldgs.
(3) Ltr, SG (JRH) to CofEngrs, 7 Fcb 42, sub: Fire-
resistant Type of Hosp. Comparison with Cantonment
Types. Allin 8G: 632.-1.

10(1) D/S G-4/33956, ACofS G-4 WDGS to TAG
for CofEngrs, 8 Mar 42, sub: Gen Hosp Cons. AG:
322.3 “Gen Hosp.” (2) Lir AG 322.3 Gen Hosp (3~
8-42) MO-D, TAG to CofEngrs, 10 Mar 42, same
sub. SG: 632.-1. General hospitals of this type were
Bushnell, McCloskey, Kennedy, Valley Forge, and
Schick; there were also five station hospitals of the
same type, located at Camps Atterbury (Indiana),
Butner (North Carolina), Carson (Colorado), Camp-
bell (Kentucky), and White (Oregon).

"1 (1) 2nd ind, CofEngrs to TAG, 14 Apr 42, sub:
Cons of Hosp, on unknown basic Lir. CE: 632 Vol.
3. (2) Ler AG 600.12 (4-15-42) MO-DM, TAG 1o
CGs of AGF, AAF, SOS, e/ al., 16 Apr 42, sub: WD
Cons Policy, ZI. SG: 600.12.

12 Engineering Manual, OCE, Oct 43, Ch. IX, Pt
I, par 10-03c.

% Memo, SG for CofEngrs, 9 Feb 42, sub: Proposed
Hosp at Centerville and Grenada, Miss. SG: 632.-1.

1 (1) Ltr, CofEngrs to TAG, 14 Feb 42, sub: Hosp
in T/O Cantonments, with Istind, 25 Feb 42. CE:
632 Pt 2. (2) Ltr AG 600.12 MO-D-M, TAG to CGs,
COs, and C of Arms and Servs, 24 Feb 42 sub: WD
Cons Policy, ZI. SG: 600.12.
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1942 the Secretaries of War and Navy and
the Chairman of the War Production
Board agreed upon a directive which re-
quired construction to be reduced to the
minimum in both quantity and quality."”
In conformity with this directive the Gen-
eral Staff decided to move units in ad-
vanced states of training to field tent
camps and to use existing cantonments for
the training of new units. They proposed
to provide hospitalization for field camps
in screened and floored tents.'” The Sur-
geon General objected and suggested
limiting hospitalization in tents to one
third of that required for field camps and
providing the rest in cantonment-type
buildings, erected either in field camps or
as additions to near-by station hospitals.'”
The General Staff approved the limitation
of hospitalization in tentage but directed
the use of thcater-of-operations-type
buildings for the remainder.'® This meant
that in some places buildings used for the
care and treatment of patients, as well as
those for housing personnel and storing
supplies, were to be of low quality con-
struction. Again The Surgeon General
protested the use of ““a hospital of a lower
grade than the cantonment type unit.” '
While the policy was not changed, the
practice of using tentage and theater-of-
operations-type construction for entire
hospital plants seems to have been limited
chiefly to AGF maneuver areas.”

Conversion of Existing Buildings

Another method of achieving speed and
conservation was to convert existing civil-
ian buildings into Army hospitals. In
mobilization plans this method had had
high priority and in the fall of 1940 The
Surgeon General had considered its use.*
Soon after war began his construction of-
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ficers again started looking for civilian
buildings suitable for conversion.?* On 19
March 1942, about the time the decision
was being made to construct no more
semipermanent hospitals, SOS headquar-
ters suggested the acquisition of civilian
buildings to house additional general hos-
pital beds.”* A little over a month later the
Chief of Staff considered the possibility of
abandoning entirely the construction of
new general hospitals in favor of the civil-
ian-facilities-conversion method. He gave
up that idea after The Surgeon General’s
Construction Division and SOS head-
quarters pointed out difficulties involved.*

 Directive for Wartime Cons, 20 May 42, incl to
Lir AG 600.12 (5-20-42) MO-SPAD-M, TAG to
CGs AAF, Depts, CAs, and C of Tec Servs, 1 Jun
42, same sub. SG: 632.-1.

6 Draft Memo WDGCT 600.12, ACofS G-4
WDGS for CofS, n d, sub: Housing for 1943 Trp
Basis. SG: 632.-1.

7 Memo SG for Col [Lester D.]| Flory, Oprs SOS,
17 Jul 42, sub: Comments on Housing for the 1943
Trp Basis. SG: 632.-1.

15 (1) WD Cir 278, 21 Aug 42. (2) Mil Hosp and
Evac Oprs, 15 Sep 42, par 136 (1), incl 1 to Ltr
SPOPH 322.15, CG SOS to CGs and COs of SvCs,
PEs, and to SG, 13 Sep 42, sub: Mil Hasp and Evac
Oprs. HD: 322 {Hosp and Evac).

' 1st ind, SG to CofEngrs thru CG SOS, 8 Sep 42,
on Memo CE 354 SPEOT, CofEngrs for SG, 27 Aug
42, sub: Hosp Fac for Fld Cp. SG: 632.-1.

20 (1) Scc below, [pp. 104-06] (2) Tynes, Construc-
tion Branch, p. 36.

2! Memo, Act ACotS G-4 WDGS for CofS, 12 Nov
40, sub: Gen Hosp Program. HRS: G-4/29135-11.

22 (1) Lir, Col John R. Hall, SGO to Dr. Morris
Fishbein, AMA, 4 Feb 42. 8SG: 601.-1. (2) Memo, Maj
Achilles L. Tynes, SGO for SG, 26 Feb 42, sub: Rpt
of Insp Trip to Monroe and Charlotte, NC. 8G:
632.-1.

% Memo SP 632 (3-19-42), CG SOS for CofEngrs,
19 Mar 42, sub: Add Gen Hosps. SG: 632.-1.

21 (1) Memo SPEX 632 (5-1-42), [Maj Gen Wil-
helm D).] Styer for [Lt Gen Joseph T.| McNarney, 1
May 42, sub: Acquisition of Existing Hosps, . . . in
lieu of Cons of New Gen Huosps. (2) Memo, CG
SOS for CofSA, 3 May 42. (3) Memo, JTM[cNarney]|
for CofSA, 5 May 42, (4) D/S 632 (5-3-42), Dep-
CofSA for SG, n d. Allin SG: 632.-1. (5) Ltr, SG to
CG SOS, 3 May 42. 5G: 601.-1.
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OLIVER GENERAL HOSPITAL converted from the Forest Hills Hotel.

A “Directive for Wartime Construction,”
issued two weeks later, confirmed as policy
the practice of converting existing build-
ings into hospitals whenever practicable
and of constructing new buildings other-
wise.”?

Difficulties involved in the civilian-fa-
cilities-conversion method restricted its
use. Of hundreds of buildings which civil-
ians offered to the Medical Department,
not over 3 percent were suitable for use as
hospitals.”* Many were too small. Some
had corridors, stairways, and doors that
were too narrow to permit the passage
of patients on litters. Others that were
several stories high lacked adequate ele-
vator service. Still others were in undesir-
able locations.*” In some instances, where
both the buildings and locations were suit-
able, local politicians and owners tried to
get higher prices than the War Depart-

ment was willing to pay. In others, local
citizens banded together to prevent Army
acquisition because they feared a depre-
ciation in neighboring property values.*®
Finally, even after suitable buildings were
found and all arrangements for acquisition
completed, additions and alterations had
to be made before the Medical Depart-

2» Directive for Wartime Cons, 20 May 42, incl to
Lir AG 600.12 (5-20-42) MO-SPAD-M, TAG to
CGs AAF, Depts, CAs, and C of Tec Scrvs, | Jun 42,
samc sub. SG: 632.-1.

26 Ltr, Maj Lawrence G. King, SGO to Lt Col
Albert Pierson, Off ACofS G-4 WDGS, 18 Jun 42,
sub: Util of Existing Bldgs as Hosps. SG: 601.-1.

27 (1) Ltr, 8G to GG SOS, 3 May 42. SG: 601.-1.
(2) Memo, SG for CofSA thru CG SOS, 19 May 42,
sub: Preliminary Surv of Atlantic Gity Hotels for
Hosp. HD: Hosp Insp Rpts, p. 680.

28 (1) Pers Lir, Col Harry D. Offutt to Col Don [G.]
Hilldrup, 21 Apr 42. SG: 632.-2 (3d SvC)AA. (2)
Notes on Conf, Hosp Cons Div SGO, 26 Mar 42, sub:
Gen Hosp Program. HD: 632.-1.
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TasLe 2—Army Hospitars EstasrLisuEp 1IN CoNvERTED CiviniaNn Buirpings By ExND

or 1943
Hospital Civilian Buildings

AAF Regional Sta Hosp. .......................... ... ... ....... Miami Biltmore, Floridian, Gulf Stream,
King Cole, Nautilus, Pancoast, and
Tower Hotels

Army & Navy Gen Hosp Annex. . ................................. Eastman Hotel

Ashford Gen Hosp. . ... .. ... . .. .. ... .. ... Greenbrier Hotel

Bronx Area Sta Hosp........ ... ... ... .. .. . ... .. ... ... ... ... Lebanon Hosp

Camp Shanks Sta Hosp............. ... ... ... ... .. ............. Rockland State Hosp

Charlotte, N. C., StaHosp............. .. ..o Charlotte Sanatorium

Dante Sta Hosp, San Francisco, Calif. (Later part of Letterman Gen Dante Hosp

Hosp)
Darnall Gen Hosp.......... .. ... . .. . ... . ... ... ... .. ... ... ... Kentucky State Hosp
Deshon Gen Hosp............. ... ... . ... ... .. ... ... Butler Hosp

England Gen Hosp (Formerly AAF Sta Hosp, Atlantic City, N. J.)... HaddonHall, Cedarcraft, Colton-Manor,
Dennis, Keystone, New England,
Rydal, Traymore, Warwick, and
Chalfonte Hotels

Gardiner Gen Hosp (Formerly AAF Sta Hosp, Chicago, IlL.) .. ... ... . Chicago Beach Hotel
Halloran Gen Hosp........... .. .. ... ... .. ... . .. ... ............. Willowbrook School

Hoff Gen Hosp Annex.. .......... .. ... .. ... ... .............. Jefferson School, Calif.

Los Angeles, Calif., Sta Hosp................ ... ... ............... Villa Riviera Hotel

Mason Gen Hosp. ...... ... Pilgrim State Hosp

New Haven, Conn., Sta Hosp. . . ... ... ... ... .. ............... Wm. Wirt Winchester Hosp
Oakland Area Sta Hosp...... ... ... ... ... .. ... ... . ... ... .... Qakland Hotel

Oliver Gen Hosp........ ... . .. . . Forest Hills Hotel
Pasadena Area StaHosp.......... .. ... .. .. .. ... ... .. .. ... ...... Vista Del Arroyo Hotel
Percy Jones Gen Hosp......... ... ... ... .. .. .. .. .. ... . ... . ... ... Battle Creek Sanitarium
Percy Jones Gen Hosp Annex........... ... ... ................... Kellogg Estate, Battle Creek, Mich.
Ream Gen Hosp (Formerly AAF Sta Hosp, Palm Beach, Fla.)...... ... Breakers Hotel

Rhodes Gen Hosp Annex.......... ... ... ... .................... Marcy NYA Facility, N. Y.
St. Petersburg, Fla.,, StaHosp........... ... ... ... ... ......... Don-Ce-Sar Hotel

Seattle Area StaHosp............. ... ... .. ... ... .. ... ... ... New Richmond Hotel
Staten Island Area Sta Hosp. . ............... ... ................. Seaside Hosp

Torney Gen Hosp.......... .. .. . . . . . El Mirador Hotel

Walter Reed Gen Hosp Annex. ........... ... . ... ... ........... National Park College

Sources: (1) Ltr, SG to Sec War thru CG ASF, 18 May 43, sub: Gen Hosp Program. Use of converted hotels (Air Forces), with 7
nds. HD: 632.-1 (Hosp Expansion). (2) Incl, Record of Expansion and Contraction, Hosp ZI, and Hosp Ships, to Memo, Chief Cons
Br SGO for HD SGO, 1 Nov 46, same sub. Same file. (3) Diary Hosp Cons Br SGO, 15 and 20 Jul 4. HD: 024.7-3. (4) An Rpt,
1943, England Gen Hosp, p. 3. HD. (5) An Rpr, 27 Nov 44, Hq AAF Reg Sta Hosp No. 1, pp. 1-6. HD.

ment could move in and set up function-  Development of One-Story

ing hospitals. Despite these difficulties and = Semipermanent Type Hospital

problems, the Army acquired enough

civilian buildings by the end of 1943 to Concurrently with increasing emphasis

house twenty-three hospitals and expand on conservation of building materials,
Table 2

five others. forces were at work during 1942 which
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PLAN FOR TYPE A HOSPITAL

were to cause the War Department to turn
again to the construction of semiperma-
nent hospitals. As early as February 1942
the Clay Products Association of the
Southwest began a campaign for the use
of its materials by the Army, at least in
hospital construction.”” In April the Ad-

ministrator of Veterans Affairs protested
against the repetition of a World War I

2 (1) Lurs. Norman W. Kelch, Engr-Mgr, Clay
Products Assn of the Southwest to UnderSecWar, 13
Feb and 3 Mar 42, sub: Fire-resistive Cons for Can-
tonment Type Hosps. (2) Ltr, UnderSecWar to
Kelch, 19 Mar 42. (3) Ltr, CofEngrs to Kelch, 6 Mar
42 Allin CE: 632 Pt 1.
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BIRMINGHAM GENERAL, A TYPE A HOSPITAL

mistake—the construction of hospitals
that could not be converted to postwar
use.”” By June shortages of lumber had
begun to develop in some areas, while sur-
pluses of brick and tile had begun to accu-
mulate. In some places, therefore, the
Engineers began to build cantonment-
type hospitals of tile and brick instead of
lumber.?' Then, on 10 August 1942, the
War Production Board informed The Sur-
geon General of the availability of tile and
brick and urged their use in hospital con-
struction. The Surgeon General replied
that he had always preferred noninflam-
mable materials for hospital construc-
tion.*” Soon afterward, his representatives
joined the Engineers in work on plans for
a new type of hospital.

The chief obstacle to development of
plans for a one-story semipermanent hos-
pital, which the Chief of Engineers pro-

posed on 26 August 1942, was a difterence
of opinion between his Office and The
Surgeon General’s over the internal char-
acteristics of various buildings. Feeling it
necessary to hold the cost of construction
as near as possible to that of cantonment-
type buildings, the Engineers were prone
to limit improvements and refinements to
the absolute minimum. On the other hand,
Colonel Hall of The Surgeon General’s
Construction Division saw no reason to

‘jr’iillt'r;,ﬁii(:lrmin of Vet Affairs to CG SOS and to
SecWar, | Apr 42. SG: 632.-1.

31 (1) Ltr, GofEngrs to 8G, 11 Jun 42, sub: Use of
Structural-Tile Exterior Walls at Ft Des Moines and
Cp Dodge Hosps, with st ind, SG to CofEngrs, 15
June 42. SG: 632.-1. (2) Exhibit A to Memao, Col
John R. Hall for SG, 13 Jun 42, sub: Rpt of Fid Trip
covering Insp of 1411-bed Haosp at Cp Atterbury and
of the French Lick Hotel Property. HD: Hosp Insp
Rpts, p. 726.

32 (1) Ltr, Chief Bldg Materials Br Oprs WPB to
SG, 10 Aug 42. (2) Ltr, SG to WPB, 14 Aug 42, sub:
Hosp Cons. Both in SG: 632.-1.
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design a third type of hospital if it was not
materially better than the cantonment
type and equal, in most respects, to the
two-story semipermanent type. For ex-
ample, he wanted larger and more effi-
ciently arranged clinical buildings, strong-
er and safer neuropsychiatric wards,
increased administrative space, and bet-
ter-equipped messes. After numerous con-
ferences and what must have seemed to
the Engineers an uncompromising attitude
on the part of the Surgeon General’s Of-
fice, they composed their differences and
during the winter of 1942-43 a civilian
architectural firm employed by the Engi-
neers completed drawings for the new
type of hospital.?®

The Type A hospital, as plants con-
structed according to the new design were
called, came to be considered by the Sur-
geon General’s Office as the best for emer-
gency construction in the zone of interior.
Basically, it was the two-story semiper-
manent hospital reduced to one-story
form. Being only one story high it was
safer for patients and did not require ex-
pensive and unhandy two-story ramps. Its
clinical facilities were more adequate and
more efficiently arranged than those of
the two-story hospital. It also cost less to
build. Because wards were placed on both
sides of corridors and were lengthened
from 262 to 287 feet, the Type A hospital
covered a smaller area than other one-
story plants. Its chief disadvantage was
that it was designed on the dispersed-
pavilion principle. Before the war’s end,
twelve hospitals were constructed on this

plan.® [ Table 3]

Modification of the Type A Hospital
Jfor Postwar Use by
the Veterans Administration

In the spring of 1943 plans for the Type
A hospital were modified as a result of at-
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tempts to co-ordinate wartime hospital
construction with postwar needs. On 31
March 1943 the President directed the
Federal Board of Hospitalization to re-
view plans for hospital construction of all
federal agencies, including the War and
Navy Departments.®® The next month the
Board proposed that the Army build some
of its hospitals according to standard plans
of the Veterans Administration, for use
after the war. SOS headquarters raised no
objection, but disclaimed any responsibil-
ity for justifying and defending this pro-
posal.®® Anticipating its approval, The
Surgeon General’s construction officers
and the Engineers, in collaboration with
the Veterans Administration, prepared
layouts for Type A hospitals which sub-
stituted five two-story VA-type ward
buildings for ordinary wards. In May the
President approved the Federal Board’s
recommendation that two Army general
hospitals—McGuire at Richmond, Va,,
and Vaughan at Hines, Ill.—be con-
structed on that plan.®’

Many factors thus shaped the kinds of
hospital plants which the Army acquired

33 (1) Ltr, CofEngrs to SG, sub: One-Story Mason-
ry Wall Gen-Hosp, 26 Aug 42, with 3 inds. (2) Ltr,
SG to CofEngrs, 12 Nov 42, sub: One-Story Masonry
Cons Hosp, 1100 Series, Drawings by York and
Sawyer, with 4 inds. All in SG: 632.~1.

31 (1) Tynes, Construction Branch, pp. 37, 40-41.
(2) The Type A hospitals were Battey, Birmingham,
Crile, Cushing, DeWitt, Dibble, Glennan, Madigan,
Mayo, Baker, and Northington General Hospitals,
and Waltham Regional Hospital.

# Lutr, President of US to Sec War, 31 Mar 43.
SG: 632.-1.

3 Memo, CG SOS for SG 17 Apr 43, sub: Comple-
tion of Gen Hosp Program in U.S. 5G: 632.-1.

37 (1) Memo, SG for CofEngrs, 3 May 43. SG:
632.-1. (2) Ltr, CofEngrs to GG ASF, 10 May 43, sub:
VA Type Ward Bldgs, with 1st ind SPRMC 600.12
(5-10-43), CG ASF to CofEngrs, n d. CE: 632 Vol 4.
(3) Ltr, Dir Cons VA to Col John R. Hall, SGO, 19
May 43, with Istind, SG to CofEngrs, 1 Jun 43, sub:
Hosp Cons. SG: 632.-1. (4) Ltr, SG to CofEngrs, 7
Jun 43, sub: 1785-bed Gen Hosp, Richmond, Va,,
Area. SG: 632.-1(McGuire Gen Hosp)K.
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TaBLE 3—BuiLpING ScHEDULE For TYrE-A HospiTAaL

General Hospital Plan
Number Required
Building Type Title
For 1727 | For 1515
Beds Beds
ADM E-H Administration Building. . ...... ... ... ... ... 1 1
ANIM A-H Animal House. . ... ... . .. ... . . . 1 1
BKS D-H Med. Det. Adm, & Unit Stores. . ............. ... .............. 1 1
BKS D-H Med. Det. Barracks. ... ... .. . . 11 10
CHAP A-H Chapel. ... 1 1
CLIN R-H Chinic, Dental, EEN&T. ... ... ... .. .. .. 1 1
CLIN Q-H Clinic, Lab. & Prof. Services.................................... 1 1
CLIN X-H Clinic, X-ray, G. U. & Physiotherapy.......................... .. 1 1
FIRE B-H Fire Station. ... ........... i i 1 1
GUAR B-H Guard House. . ... 1 1
GUES A-H Guest House...... ... . . 1 1
HEAT G-H Heating Plant, H.P......... ... . o As required.
HEAT E-H Heating Plant, L. P. ... ... As required.
HEAT F-H Heating Plant, H. P. Annex to L. P .. .................... ... ... As required.
INC A-M Incinerator—3-tOn... ... ... e 1 1
LDY D-H Laundry. .. ... 1 1
LDYSP A-H Laundry Steam Plant......... ... ... ... ... . oL 1 1
MESS Z-H Enl. Patients & Med. Det, Mess. . .............................. 1 1
MESS AA-H | Officers’ & Nurses’ Mess. . ...ttt 1 1
NQ A-H P Nurses’ Qtrs... ... ... 4 3
0Q E-H Officers” QUrs. ... ..o 2 2
POPX A-H | Post Office & Post Exchange. . ................................. 1 1
REC H-H Med. Det. Recreation. ................. ... . ... 1 1
REC G-H Officers’ & Nurses’ Recreation. . ................................ 1 1
REC F-H Patient’s Recreation . .......... ... ... ... ... .. ... ... 1 1
RECG A-H Receiving & Evacuation Bldg......................... .. ... .. 1 1
SHGA A-H Shops & Garage. .. ...t e 1 1
SHMO A-H Hospital Shop & Morgue.............. .. ... i i i 1 1
STOR I-H Med. Storehouse. . .......... ... ... 1 1
STOR H-H Med. Storehouse & Ofhices......... ... ... .. ... ... .. ... .. 1 1
STOR J-H Storehouse. .. .. ... .. 2 1
SURG B-H Clinic, Surgery. ... ... . 1 1
WARD K-H Ward, Combination. .................... ... ... ... 9 6
WARD S-H Ward, Detention.................. . . . . . 4 3
WARD J-H Ward, Standard. ..... ... ... ... 15 15

Covered walks and exit ramps are included in the plan. A number of supplementary buildings may also be added to this type of
hospital ronstruction. The basic plan is shown on the opposite page.

Source: Tynes, Construction Branch, p. 49. HD:314.7-2 (Hosp. Const. Br.).
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or constructed during World War I1. Such
forces as necessity for speed in construc-
tion, availability of building materials,
pressure of civilian groups, and co-ordina-
tion of Army wartime construction with
postwar needs of other Federal agencies
often seemed stronger than medical con-
siderations. The Surgeon General’s Office
therefore frequently found itself in con-
flict with higher authorities in attempting
to get what it considered to be suitable
and satisfactory hospital plants. While
undesirable cantonment-type plans drawn
before the war were used for most hospi-
tals, better plants were designed and the
Army erected 10 two-story and 12 one-
story semipermanent hospitals on new
plans as well as 2 designed specifically for
postwar use by the Veterans Administra-
tion.

Estimates of Hospital Capacity Needed

Speed in construction and conservation
of materials also affected planning for the
expansion of hospitals. During most of
1942 speed was so necessary to keep hos-
pital capacities abreast of the Army’s
growth that there was little time for re-
examining the basis already established
for estimating requirements. Hence, con-
servation of building materials was at first
achieved by lowering the quality rather
than the quantity of construction. More-
over the need for speed, along with uncer-
tainty about the eventual size of the Army
and the rate of its movement overseas,
perhaps accounted partially for the fact
that until the end of 1942 little attention
was given to the co-ordination of station
with general hospital requirements, of
Army with Navy requirements, and of
wartime with postwar requirements. Even
disregarding these matters, planning for a
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rapid and unprecedented expansion was a
complicated process. In the first part of
1942 plans had to be made to meet imme-
diate normal requirements. In addition,
plans for emergencies were needed be-
cause it was feared that sneak attacks,
sabotage, or severe epidemics might re-
quire hospital beds far in excess of the
number normally provided. Later, when
emphasis was placed upon reduction in
quantity as well as quality of construction,
a tendency developed to make long-range
plans. All three types of planning—nor-
mal, emergency, and long-range—were
inevitably interrelated.

Early Plans To Meet Normal Requirements

Plans for station hospitals to house the
number of beds authorized by the existing
bed ratio were automatically included by
the Engineers in general construction
plans for each camp, but planning for the
expansion of general hospitals was differ-
ent. Although general hospital beds were
authorized for 1 percent of the total
strength of the Army, construction of
plants to accommodate that number did
not automatically follow. Instead The
Surgeon General had to request period-
ically the approval of construction to
house specific numbers of general hospital
beds. He usually received approval for less
than the 1 percent asked for. As a stopgap
measure The Surgeon General on 18 De-
cember 1941 recommended the construc-
tion of four new general hospitals and
annexes to two existing hospitals to pro-
vide 6,000 additional beds. The next day
G-4 approved this recommendation ?®®

(1) Ltr, SG 0 TAG, 18 Dec 41, sub: Location of
6,000 Add Gen Hosp Beds. SG: 632.-1. (2) Memo,
ACofS G-4 WDGS for TAG. 19 Dec 41, sub: Gen
Hosps. HRS: G-4/29135-11.
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The following February, after the troop
basis for 1942 was published, The Surgeon
General recommended enough additional
beds (18,600) to make a total by the end
of 1942 of 39,600, 1 percent of the planned
strength of the Army.** Of these, G-4 au-
thorized only 14,000, to be completed by
30 September 1942, advising The Surgeon
General informally to include further re-
quirements in longer-range planning.*’
By June 1942 it was possible to project re-
quirements to the end of 1943. Informed
that the strength of the Army by that time
would be 6,600,000 men The Surgeon
General recommended 30,026 beds in ad-
dition to those already available or au-
thorized, to make a total of 66,000.%
Although the SOS Hospitalization and
Evacuation Branch agreed to this number

for planning purposes, the SOS Construc-
tion Planning Branch directed the Engi-
neers a few weeks later to construct only
23,500.*

When The Surgeon General estimated
total general hospital bed requirements,
he planned also their distribution among
different hospitals. Before the war all new

39 Ltr, SG to CofEngrs, 3 I'eb 42, sub: Add Gen
Hosp Beds. SG: 632.-1.

" Memo for Record, on Memo, ACofS WDGS
G-4 for TAG, 9 Feb 42, sub: Add Gen Hosp Beds.
HRS: G-4/29135-11.

1 Ltr, 8G to CG SOS, 6 Jun 42, sub: Add Gen
IIosp Beds. SG: 632.-2.

+* Memo SPOPM 632, Dir Oprs Div SOS (init
WLW!/ilson]) for Dir Reqmts Div SOS, 17 Jun 42,
sub: Add Gen Hosp Beds. HD: Wilson files, “Book
I, 26 May 42-26 Sep 42.” (2) Memos SPRMC 601.1,
CG SOS for CofEngrs. 4 and 7 Jul 42, same sub. HD:
632.-1.
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general hospitals had been constructed on
a 1,000-bed plan. Larger hospitals could
be operated with a lower ratio of person-
nel to beds, and after Pearl Harbor he be-
gan to recommend the construction of
1,500-bed hospitals.** During 1942 hospi-
tals of this size gradually superseded those
of 1,000-bed capacity.** With this begin-
ning, the tendency to enlarge general hos-
pital capacities was to grow until some of
them would reach 6,000 by 1945.

When the Army began to emphasize
reductions in quantity as well as quality of
construction, attention centered momen-
tarily on the authorized bed ratio. The
Inspector General and the director of the
SOS Requirements Division believed that
it was too high.** In June 1942 there were
96,291 beds in general and station hospi-
tals, but only about 73,285 were occu-
pied.** According to the authorized ratio,
there should have been 129,640 beds.*”
Referring to reports on the occupancy of
beds and to directives limiting construc-
tion to the essential minimum, SOS head-
quarters called upon The Surgeon General
for an analytical study of bed require-
ments based on the experience of the
previous ten years, rather than World War
I, with a view to a possible reduction in
authorized ratios.*®* Although tables he
submitted showed the ratio of occupied
beds to Army strength from 1932 to 1941
to have been nearer 3.5 percent than the
authorized ratio, The Surgeon General
urged that the latter not be reduced. He
pointed out that only 80 percent of the
beds provided should be considered avail-
able, since approximately 20 percent of
the total was lost through “dispersion”—
the separation of patients into wards ac-
cording to disease, rank, and sex. He
believed that a higher proportion of inen
would require beds during war than dur-
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ing peacetime, because battle casualties
would need extended periods of hospital
care, recruits would have higher sick rates
than seasoned soldiers, and accidents
would occur more frequently under stren-
uous training programs.*® By the time of
this reply higher authorities were consid-
ering double bunking in barracks and this
was to lead to a temporary increase,
rather than a reduction, in the authorized
bed ratios.

Planning for Emergencies

Hospital construction for normal use
was so urgent in the first hectic months of
the war that planning for emergencies was
left largely to local commanders. The Sur-
geon General expected them to meet
needs that might arise by setting up beds
in the solaria of hospital buildings, by
placing more beds in wards than were
usually considered desirable, and by using
as wards the barracks of enlisted hospital-
complements and, if necessary, of other
troops. These methods were prescribed in

+ (1) Ltr, SG to TAG, 18 Dec 41, sub: Location
of 6,000 Add Gen Hosp Beds. SG: 632.-1.

* Ltr, SG to CG SOS, 6 Jun 42, sub: Add Gen
Hosp Beds. SG: 632.-2.

4 Memo for Record, on Memo SPOPM 323.7
Hosp, CG SOS for SG, 22 Jun 42, sub: Reqmts and
Distr of Hosp Beds. HD: Wilson files, “Book I, 26
Mar 42-26 Sep 42.”

*% Bed Status Rpts, end of last week in Jun 42. Off
file, Health Rpts Br Med Statistics Div SGO.

** This figure was arrived at by multiplying the
strength of the Army in the United States by 4 per-
cent and the total strength of the Army by 1 percent
and adding the results. Of a total strength in June
1942 of 3,074,184, there werc in the United States
2,472,407 officers and men. Figures furnished by
Strength Accounting Branch AGQO, 25 Oct 47.

1* Memo SPOPM 323.7 Hosp, CG SOS for SG, 22
Jun 42, sub: Reqmts and Distr of Hosp Beds. SG:
632.-2.

19 1st ind, SG to Dir of Oprs SOS, 25 Jul 42, on
Memo 323.7 Hosp. CG SOS for SG, 22 Jun 42, sub:
Reqmts and Distr of Hosp Beds. SG: 632.-2.
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Army regulations and, upon The Surgeon
General’s recommendation, the use of
barracks to expand hospital capacities was
required by the SOS directive on hospital-
ization and evacuation issued on 18 June
1942. Included in the same directive by
the SOS Hospitalization and Evacuation
Branch was another provision which The
Surgeon General considered unneces-
sary—the requirement that subordinate
commanders plan to double hospital ca-
pacities in emergencies by using civilian
buildings such as apartments, hotels,
schools, and dormitories.*®

In the late summer and fall of 1942 a
combination of circumstances focused
attention upon the question of emergency
hospitalization. Plans were being made for
the North African invasion and for the
reception in the United States of large
numbers of casualties. Concurrently, as a
means of reducing general construction
requirements, the Chief of Staff and the
commanding general, Services of Supply,
decided to require the double bunking of
troops in existing barracks. The Surgeon
General warned them that the resultant
reduction in per capita air space might
lead to severe epidemics of respiratory dis-
eases.”’ General Marshall believed that
this risk had to be taken, but feared that
existing beds might be insufficient if an
epidemic should occur at the same time
casualties began to flow back from North
Africa. On 10 August 1942 he verbally
directed The Surgeon General, through
the latter’s executive officer, to plan to
take over hotels in an emergency for use as
Army hospitals and to arrange with local
physicians for civilian groups to man them.
The next day General Marshall’s deputy
referred to this directive in a meeting of

the General Council (a group of represen-
tatives of the General Stafl, and of AGF,

AAF, and SOS headquarters) and the
SOS Chief of Staff afterward directed The
Surgeon General “to take immediate”
steps to enlarge hospital capacities in the
event of an emergency.**

The Office of Civilian Defense was
making plans for the emergency hospitali-
zation of civilians, earmarking hotels and
organizing “affiliated units” of civilian
physicians and nurses to staff them if
needed.”® Realizing the possibility of con-
flict between OCD plans and General
Marshall’s directive, General Magee dis-
cussed the problem with General Lutes
and with Dr. George Baehr, who was in
charge of OCD medical activities. He then
presented it to the Office of Defense
Health and Welfare Services’ Health and
Medical Committee, whose function was
to co-ordinate all health and medical
activities relating to national defense.

Meanwhile, on 27 and 28 August 1942,
General Magee transmitted General Mar-
shall’s directive to service commands.
They were already listing hotels that could

20 (1) AR 40-1080, C 2, 16 Mar 40. (2) The Sur-
geon General’s Plan for Hosp (Z1) and Evac, incl to
Memo, SG for CG SOS, 31 Mar 42, sub: Basic Plan
for Hosp Oprs and Evac of Sick and Wounded. HRS:
ASF Hosp and Evac Sec file, “Misc Classified Corresp
from Off CG ASF to AGO.” (3) Memo, Col H. T.
Wickert, SGO, for Col [W. L.] Wilson, SOS, 30 Apr
42, with incl Memo, SG for Dir Oprs SOS, 30 Apr
42. Same file. (4) See above,

(1) Istind, SG to CG SOS, 11 Jul 42, on Memo,
CG SOS for SG, 9 Jul 42, sub: Capacity of Bks. (2)
Memo, SG for CG SOS, 25 Aug 42, sub: Double
Bunking. All in SG: 632.-1.

2 (1) Extract from Mins of Gen Council, 11 Aug
42. HD: Wilson files, 600.13 “Hosp Policy and
Plans.” (2) Memo, CofSA for President of US, 21
Scp 42, sub: Reply to your Memo of Sep 14th Conc
Util of Hotels as Mil Hosps. WDCofSA: 632 (14 Aug
42). (3) Memo, Brig Gen Larry B. McAfee for SG,
31 Oct 42. HD: 632.-1 “Hosp Expansion.” (4) State-
ments of SG and his Exec Off, Cmtee to Study the
MD, Testimony, pp. 1309ff and 1669ff. I1ID.

** Cmtee to Study the MD, 1942, Testimony, pp.
984ff. HD.
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be taken over in emergencies, in accord-
ance with the SOS directive of 18 June
1942. To comply with the new directive,
they had merely to review those lists, item-
ize the medical property that would be
required, and arrange with a local physi-
cian to build up astaff for each emergency
hospital.**

The Office of Civilian Defense and the
Health and Medical Committee objected
to this action because it threatened to
interfere with plans for emergency hospi-
talization for civilians and posed the
danger of transferring epidemics from
Army camps into cities. The Office of De-
fense Health and Welfare Services then
informed the President of the Army’s plan,
suggesting that the War Department re-
scind its directive and plan to provide
emergency hospitalization for military
personnel entirely within the confines of
Army camps and with military profes-
sional stafls only.

Meanwhile the plan called for by the
Chief of Staff was misinterpreted by the
President, who understood that the Army
intended to take over hotels and develop
them into stand-by hospitals in advance
of an emergency. When asked for an ex-
planation, General Marshall assured him
that this was not so, but assumed full
responsibility for having directed the ear-
marking of hotels and the organization of
civilian staffs for emergency use. The
President apparently considered this ex-
planation satisfactory, for he passed Gen-
eral Marshall’s letter on to the Office of
Defense Health and Welfare Services with
the single comment, “for your informa-
tion.” **°

After General Marshall’s explanation to
the President it was still necessary to solve
the problem of simultaneous planning by
the Army and the Office of Civilian De-
fense to use civilian staffs in emergency

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

hospitals. At first SOS headquarters took
the position that “any plan to utilize civil-
ian medical personnel for military hospi-
talization is entirely a planning matter to
establish a potential means to meet major
emergencies. . . .”°® When this assur-
ance failed to satisfy the Office of Civilian
Defense, SOS headquarters changed its
position and, strangely enough, required
The Surgeon General to inform the
Health and Medical Committee that it
had never been War Department policy
to use civilian staffs to care for military
patients.”” Mcanwhile General Magee had
conferred with General Marshall and with
Dr. Baehr. He then proposed a compro-

> (1) Memo, SG for Brig Gen LeRoy Lutes, 21
Aug 42, sub: Over-All Plan for Emergency Med
Care, Civ and Mil. HD: 632.-1 “Hosp Expansion.”
(2) Statements by Bachr and Magee, Cmtce to Study
the MD. 1942, Testimony, pp. 984ff and 1669ff. HD.
(3) Lurs, CG SOS per SG to CGs of SvCs, 27 and 28
Aug 42, sub: Hosp Expansion. HD: 632.-1.

»> {1} Ltr, Exec Sec, Health and Med Cmtee to Dir
Off of Def Iecalth and Welfare Scrvs, 3 Sep 42. I1D:
632.--1 “Hosp Expansion.” (2) Ltr, Dir Off of Civ
Def to same, 12 Sep 42. Same file. (3) Ltr, Dir Off of
Decf Health and Welfarc Servs to the President, 10
Sep 42. Nail Archives: Record Group 215, Off of
Community War Servs, 922.3. (4) Memo, FDR [oose-
velt] for Gen Marshall, 14 Sep 42. WDCofSA: 632
(14 Aug 42). (5) Memo, CofSA for the President, 21
Sep 42, sub: Reply to your Memo. . . . Same file. (6)
Memo, FDR[oosevelt] for Hon Paul McNutt, [Dir
OfT of Def Health and Welfarce Servs], 3 Oct 42. Natl
Archives: Record Group 215, Off of Community War
Servs, 922.3,

3 (1) Memo SPOPH 701, Lt Col W. L. Wilson,
Chief Ilosp and Evac Br SOS for Gen Lutes, 17 Sep
42, sub: Current Program for Mil Hosp, with 2 incls.
HD: Wilson files, “Book I, 26 Mar 42-26 Sep 42.”
(2) Ltr SPAAC 601, Chief Admin Serv SOS for Dir
OCD, 9 Oct 42, Natl Archives: Record Group 215,
Off of Community War Servs, 922.3.

7T (1) Memao, SG for CG SOS, 8 Oct 42, sub: Plan-
ning for Expansion, Army Mcd Fac. HD: 632.-1
“Hosp Expansion.” (2) Ltr, Dir OCD to Maj Gen
George Grunert, Chief Admin Serv SOS, 23 Oct 42.
Natl Archives: Record Group 215, Off of Community
War Servs, 922.3. (3) Memo SPAAC 632 (10-20-42),
CG SOS for SG, 26 Oct 42, same sub, with 4 inds.
SG: 632.~1. (4) Memo SPOPH 632 (10-10-42), Dep
for ACofS for Oprs SOS (init WLW/[ilson]) for Chief
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mise which in his opinion embodied the
wishes of General Marshall and met the
approval of Dr. Baehr. According to its
terms the Army would plan to use in an
emergency only those hotels which it
could reasonably expect to staff with mili-
tary personnel. If civilian doctors and
nurses should be needed temporarily the
Army would borrow staffs organized by
the Office of Civilian Defense and the
United States Public Health Service. Al-
though SOS headquarters had disavowed
the use of civilian staffs shortly before, it
now approved a letter to service com-
mands on 11 January 1943 explaining the
compromise just mentioned.”® On 22 Feb-
ruary Dr. Baehr sent a similar explanation
to regional medical officers of OCD.>
Since the contemplated emergency never
developed, the Army had no occasion
either to take over the hotels earmarked or
to call upon the Office of Civilian Defense
for emergency staffs.

SOS planning for the emergency ex-
pansion of Army hospitals went on con-
currently with that directed by General
Marshall. On 25 August 1942 the Chief
of the Hospitalization and Evacuation
Branch informed General Lutes that no
plan existed for assuring the availability of
beds in case of an epidemic and requested
authority to prepare one.®” Given the go-
ahead signal, he proposed on 9 September
1942 that the station hospital bed ratio be
raised from 4 percent to 5 percent for the
winter of 1942-43 and that housing for
additional beds thus authorized should be
provided either by converting cantonment-
type hospital barracks into wards and con-
structing theater-of-operations-type bar-

Admin Serv SOS, 20 Oct 42, same sub. HD: Wilson
files, “Book 2, 26 Sep 42-31 Dec 42.” (5) Memo
SPOPH 632 (11-17-42), ACofS for Oprs SOS (init
WLW}ilson|) for same, 22 Nov 42, samec sub. Same
file. (6) Ltr, Act SG to Exec Sec, Health and Med
Cmtee, 14 Dcc 42. SG: 632.-1.
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racks for the displaced enlisted personnel
or by constructing additional cantonment-
type wards wherever a medical detach-
ment already lived in theater-of-opera-
tions-type barracks.®® This plan was
approved, and on 19 September 1942 the
commanding general, Services of Supply,
ordered the Chief of Engineers to put it
into effect.”* As further provision for an
emergency, the SOS Hospitalization and
Evacuation Branch inserted in the revised
version of the hospitalization and evacu-
ation directive dated 15 September 1942
a requirement that each hospital plan to
provide additional beds in barracks for 10
percent of the troops served.®® Thus each
hospital would be prepared to care for 15
percent of its station’s strength. The 5 per-
cent authorization proved sufficient for
the winter’s needs.

In the course of the Army’s controversy
with the Office of Civilian Defense, Gen-
eral Marshall directed General Snyder,
the medical officer on The Inspector Gen-
eral’s staff, to investigate means of meeting
requirements that might develop in an
emergency. General Snyder reported that
enough beds existed, on the 4 percent
5% (1) 3d ind, Act SG to Chief of Admin Serv SOS,
14 Dec 42, on Memo SPAAC 632 (10-20-42), CG
SOS for SG, 26 Oct 42, sub: Planning for Expansion,
Army Med Fac. SG: 632.-1. (2) Ltr SPX 632 (1-8-
43) OB-S-SPOPH-M, CG SOS to CGs all SvCs, 11

Jan 43, same sub. HD: 632.-1.

»¥ Ltr, Chief Mcd Off OCD to Regional Med Offs
OCD, 22 Feb 43, sub: Cooperation with the Army
in the Care of Mil Casualties. HI): 632.-1.

% Memo SPOPH 620 (7-4-42) Bks, Col Wilson
for Gen Lutes, 25 Aug 42, sub: Capacity of Bks. HD:
Wilson files, “Book 1, 26 Mar-26 Sep 42.”

5 Memo SPOPH 322.15, ACofS for Oprs SOS
(init WLW(ilsan}) for Cons Br Reqmts Div SOS, 9
Sep 42, sub: Opr Plans for Hosp and Evac. HD: Wil-
son files, “Book I, 26 Mar-26 Sep 42.”

52 Memo SPRMGC 632 (9-9-42), CG SOS for
CofEngrs, 19 Sep 42, sub: Add Hosps. SG: 632.-1.

5% Mil Hosp and Evac Oprs, sec I, par 34 (3), incl
1 to Lir SPOPH 322.15, CG SOS to CGs of SvCs and
PEs and to SG, 15 Sep 42, sub: Mil Hosp and Evac
Oprs. HD: 322,
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basis, to meet ordinary requirements plus
those of a minor epidemic. He estimated
that 7,500 additional beds could be made
available by treating minor cases in quar-
ters; 6,000, by treating uncomplicated
cases of venereal disease on a duty status;
97,000, by caring for convalescent patients
in barracks; 25,000, by reducing the floor
area per bed in existing wards; and a sub-
stantial number, by improving adminis-
trative procedures and limiting the per-
formance of elective operations. In case of
an unusually severe epidemic, all bar-
racks, he believed, could be converted into
hospitals and troops could be moved into
warehouses, regimental recreation build-
ings, and chapels.®* Under an SOS direc-
tive, The Surgeon General attempted later
to carry out some of General Snyder’s
recommendations for more effective bed
utilization.®® His recommendations for
meeting the needs of an epidemic never
had to be put into eflect.

Long-Range Planning

Late in 1942 the Army began to try to
co-ordinate hospital construction with
other requirements and with postwar
needs. To this end SOS headquarters in-
sisted that each service forecast its normal
needs as far ahead as possible.*® The Sur-
gion General found it difficult to antici-
pate station hospital requirements be-
cause they depended, as always, upon
troop distributions unknown by him. In
addition, records of existing station hospi-
tals were unreliable, those of the divisions
of the Surgeon General’s Office differing
among themselves and with records of the
Engineers.*” But projection into the future
of general hospital bed requirements was
less difficult.

In forecasting the need for general hos-
pital beds in the fall of 1942, The Surgeon
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General adopted a new basis for estimates.
Plans for the invasion of North Africa
were being made and it was expected that
large numbers of combat casualties would
be returned to the United States. From
World War I experience it appeared that
beds would be needed in general hospitals
in the United States for 1.7 percent of all
overseas forces if patients requiring 120 or
more days of hospitalization were evacu-
ated from theaters of operations.®® The
Surgeon General therefore added .7 per-
cent of the strength of overseas forces to
the 1 percent of the total strength of the
Army already established as the basis for
estimating general hospital bed require-
ments. On 26 September 1942 he recom-
mended that a total of 96,000 general hos-
pital beds be provided by the end of 1943
and of 124,800 by the middle of 1944.
About two months later, when the pro-
jected Army strength was changed, he
proposed that the mid-1944 figure be cut
to 103,500. SOS headquarters approved
his recommendations, and until the early
part of 1943 this figure stood as the num-
ber of beds authorized for planning pur-

poses, but not for construction.®® [(Chart 4

“ Ltr, IG per Brig Gen Howard McC. Snyder to
CofSA, 10 Nov 42, sub: Surv of Hosp Fac and their
Util. HRS: WDCSA 632.

8> See below, pp.@

86 (1) Memo, CofEngrs for 3G, 10 Oct 42, sub: Prep
of Sec V of Army Sup Program. SG: 632.-1. (2)
Memo for Record, on 3d ind SPOPH 632 (9-26-42),
CG SOS to SG, 29 Oct 42, on Memo, SG for CG
SOS, 26 Sep 42, sub: Hosp, Gen Hosps. IID: Wilson
files, “Book 2, 26 Sep 42-31 Dec 42.”

57 (1) Cmtee to Study the MD, 1942, Rpt, p. 8. HD.
(2) Memo, Dir Control Div SGO for SG, 8 Feb 43,
sub: Statistics on Hosp Beds. SG: 632.-2.

5 Statistics of World War I were analyzed in Army
Medical Bulletin, No. 24 (1931).

5 (1) Memo, SG for CG SOS, 26 Sep 42, sub:
Hosp, Gen Hosps, with 4 inds. SG: 632.-2. (2) Memo,
Chief Hosp Cons Div SGO for Asst Dir Fiscal Div
SGO, 19 Jan 43, sub: Bed Reqmts for FY 1944. Same
file. (3) Ltr, SG to CG SOS, 11 Mar 43, sub: Hosp,
Gen Hosps. SG: 323.7-5.
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Seurce: (1) Documents referred to in Chap V, sec “Estimates of Hospital Capacity Needed.”
(2) Bed Status Reports, Health Reports Br, Med Statistics Div, SGO.

Early in 1943 a combination of circum-
stances pointed toward intensified efforts
by the General Staff and SOS headquar-
ters to limit construction. In January a
study of hospital bed occupancy, prepared
by the Surgeon General’s Office for inclu-
sion in the SOS Monthly Progress Report,
showed that estimated requirements had
been higher than actual needs. While
there was a close correlation between esti-
mated requirements and occupied beds in
station hospitals, a discrepancy between
estimated requirements and occupied
beds in general hospitals had grown from
11,000 to 45,000 during 1942. The Sur-
geon General explained that this resulted
from better health and fewer combat

casualties than anticipated.”™ In March
1943 certain members of Congress threat-
ened to investigate the use of all hospital
beds, both civilian and military, in the
United States.” Soon afterward the Sec-
retary of the Navy proposed that the
Army and Navy consider the possibility
of making joint use of their hospitals.”
Furthermore, the Surgeon General of the

70 (1) SOS Monthly Progress Rpt, Sec 5, Pt IV,
Health, pp. 4445, 31 Jan 43.

"1 Establishing a Select Commitiee to Investigate Hospi-
tal Facilities Within the United States of America, 78th
Cong, Ist sess on H. Res. 146, 3 March 1943.

2 Memo WDGDS 2857, ACofS G-4 WDGS for
CofSA, 15 Mar 43, sub: Joint Army-Navy Use of
Available Hosp Accommodations. HRS: G-4 files,
“Hosp and Evac Policy.”
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United States Public Health Service, call-
ing attention to the interest of Congress
and of the War Production Board in the
matter, suggested to Brig. Gen. Frank T.
Hines, Administrator of Veterans Affairs
and Chairman of the Federal Board of
Hospitalization, the desirability of co-or-
dinating the hospital construction plan-
ning of all Government agencies.” As a
result, the President on 31 March 1943
ordered the War and Navy Departments,
the Federal Security Administration, and
the Veterans Administration to submit all
plans for additional hospital construction
to the Federal Board of Hospitalization
for co-ordination and submission to him,
through the Bureau of the Budget, for ap-
proval.™

Meanwhile, despite a discrepancy be-
tween estimated and actual requirements
in 1942 and in the face of growing interest
in limiting hospital construction, The Sur-
geon General again raised his estimates.
On the basis of new troop strength figures
from the Bureau of the Budget, he asked
SOS headquarters on 11 March 1943 to
approve an increase in authorized general
hospital beds from 96,000 to 102,882 for
December 1943 and from 103,500 to 110,-
693 for July 1944. He also asked approval
of the higher bed ratio which he had been
using since September 1942.7> Apparently
the Services of Supply, renamed Army
Service Forces on 12 March 1943, was in
no mood to approve either additional beds
or a higher ratio. Instead, its Require-
ments Division directed The Surgeon
General to review the proposed ratio in
the light of recent war experience and to
consider a reduction of construction re-
quirements by the joint use of Army and
Navy facilities, the expansion of existing
general hospitals, and the conversion of
station to general hospitals.”®
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Methods which AST headquarters sug-
gested for reducing hospital construction
proved practicable only in part. A study
of the possibilities of joint Army-Navy
hospitalization promised little in the way
of additional beds for Army use.”” The
proposal to reduce the bed ratio got no-
where. The director of the ASF Control
Division agreed with The Surgeon Gen-
eral that information on World War II
casualty rates was insufficient to warrant
a reduction, and the ASF Hospitalization
and Evacuation Branch interpreted the
15 September 1942 directive on hospital-
ization and evacuation as giving The Sur-
geon General alone the authority to esti-
mate bed requirements for overseas
casualties.”™ Hence, the ASF Require-
ments Division accepted The Surgeon
General’s estimate of requirements and
turned to the remaining means of reduc-
ing general hospital construction—the use
of station hospital beds and the expansion
of existing general hospitals.

In a conference attended by representa-
tives of the Surgeon General’s Office on
8 April 1943, the ASF Requirements Divi-

™ Ltr, SG USPHS (o Brig Gen Frank T. Hines, 18
Mar 43. SG: 632.-1.

(1) Lirs, Franklin D. Roosevelt to SecWar and to
Dir Bu of Budget, 31 Mar 43. SG: 632.-1. (2) Ltr, Dir
Bu of Budget to Chm Fed Board of Hosp, 2 Apr 43.
Same filc.

* Litr, SG to CG SOS, 11 Mar 43, sub: Hosp, Gen
Hosps. SG: 323.7-5.

6 1st ind, CG ASF to SG, n d, on Lir, SG to CG
SOS, 11 Mar43, sub: Hosp, Gen Hosps. SG: 323.7-5.

77 (1) 2d ind, SG to CG ASF, 31 Mar 43, on Ltr,
SG to CG SOS, 11 Mar 43, sub: Hosp, Gen Hosps.
SG: 323.7-5. (2) Istind, SG to CG ASF, 12 Jun 43,
on Memo, CG ASF for SG, 19 Mar 43, sub: Joint
Army-Navy Use of Available Hosp Accommodations.
SG:705.-1.

8 (1) Memo SPOPH 632 (5 Apr 43), ACofS for
Oprs ASF (init WLW/ilson]) for ACofS for Mat ASF,
7 Apr 43, sub: Hosp, Gen Hosps. HD: Wilson files,
“Book TV, 16 Mar 43-17 Jun 43.” (2) Memo, Dir
Control Div ASF lor GG ASF, 2 Apr 43, sub: Situ-
ation with Respect to Army Hosps. SG: 322.15.
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sion pointed out that the construction or
acquisition of general hospitals to provide
a total of 83,000 beds had already been
approved. To provide approximately
103,500 beds by December 1943, about
20,500 additional beds would be required.
On the basis of projected overseas move-
ments, 5,400 station hospital beds would
be surplus by that time. If they should be
converted to general hospital use, housing
for only 15,100 additional general hospi-
tal beds would need to be constructed.
Additional general hospital requirements
during 1944 could be met by using in-
creasingly large numbers of surplus sta-
tion hospitals for that purpose. ASF head-
quarters therefore approved the expan-
sion of thirteen existing general hospitals
by 250 beds each, the construction of seven
new general hospitals, and the acquisition
of Pilgrim State Hospital, Brentwood
(Long Island), New York, in order to pro-
vide the total number of beds required by
December 1943.%*

Reviewing this plan as the President
had directed, the Federal Board approved
the construction of the thirteen 250-bed
annexes, the acquisition of Pilgrim State
Hospital, and the construction of two new
general hospitals.*® Before it acted on the
five other general hospitals, the Air Forces
gave up certain buildings it had been
using, including the Chicago Beach Hotel
at Chicago and the Haddon Hall Hotel at
Atlantic City. Furthermore, ASF head-
quarters decided that adjustments in the
military program would make possible a
reducion in authorized beds by approxi-
mately 7,000. Accordingly on 22 June
1943 the commanding general, Army
Service Forces, directed The Surgeon
General to withdraw from the Federal
Board requests for approval of 8,750 ad-
ditional beds and to provide, instead,

1,810 beds in the two hotels being vacated
by the Air Forces. In the opinion of ASF,
this would complete the general hospital
building program in the United States.*'

The events just described reveal a pat-
tern that was to be repeated later in the
war—increases in estimated bed require-
ments by The Surgeon General, publica-
tion of statistics showing relatively low oc-
cupancy of beds already provided, and
subsequent efforts by higher headquarters
to limit or reduce the number authorized.
In this instance, such efforts resulted from
attempts to reduce construction costs and
save building materials but later from a
need to conserve personnel. Earlier, as
already noted, the urgent necessity for ad-
ditional hospitals precluded doubts about
estimated requirements as well as co-
ordination of hospital construction pro-
grams of various federal agencies, both
military and civilian. When such co-
ordination was finally undertaken, the
Army program had been virtually com-
pleted. Experiences encountered in plan-
ning for emergency hospitalization re-
vealed the difficulties involved in co-or-
dinating plans of the Army with those of
other agencies and in permitting several
War Department agencies to work inde-
pendently on a single problem.

(1) Memo, “Basis used by Gen Wood at Conf on
Hosp, ZI, SOS, 8 Apr 43, attended by Ilall, Offutt,
Wickert, Welsh,” undated and unsigned. HD: SGO
Oprs Div files. (2) Memo, CG ASF for SG, 9 Apr 43,
sub: Completion of Gen Hosp Program in US. HRS:
I1q ASF Somervell files, “SG 1943.” (3) Memo, CG
ASF for 8G, 10 Apr 43, samc sub. SG: 632.-1.

8% Photostat copy, Res adopted by Fed Bd Hosp, 21
May 43. SG: 632.-1 {McGuire Gen Hosp)K. See also
pp- 000, above.

SU(1) Ltr, SG to SecWar thru CG ASF, 18 May 43,
sub: Gen Hosp Program, Use of Converted Hotels
(AF), and 6 inds. SG: 632.-1. (2) Memo, CG ASF for
SG, 22 Jun 43, sub: Completion of Gen Hosp Pro-
gram. Same file.
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Location, Siting, and Internal
Arrangement of Hospital Plants

In the hospital construction program
attention had to be given not only to types
of construction and estimates of the capac-
ity needed but also to the location, siting,
and internal arrangements of hospital
buildings. After war was declared the se-
lection of locations and sites, especially for
general hospitals, became morc compli-
cated, while the need for speed in con-
struction raised again the question of
control over the internal arrangements of
hospitals.

Selection of Locations and Sites

Station hospitals had to be located at
camps whose situation was chosen by
higher authority than the Surgeon Gen-
eral’s Office, but selection of sites within
those camps was a joint enterprise of The
Surgeon General and the Chief of Engi-
neers. In selecting locations for general
hospitals The Surgeon General had more
authority but not a free hand. He set up
criteria of his own but was also subject to
policies established by higher authority,
toreview of ASF headquarters, and to the
Engineers’ opinion of the suitability of
available sites within general areas.

After war began The Surgeon General
continued to regard as important such
factors as climate, terrain, utilities con-
nections, transportation systems, and com-
munications networks. Moreover the
growth of war industries and military in-
stallations necessitated more careful in-
vestigation than before of available labor,
housing, and commodity markets. Fur-
thermore there was the well-established
policy of locating general hospitals in

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

areas near large training camps, in order
to simplify the transfer of patients from
station to general hospitals. Occasionally
these factors conflicted with each other.
For example, cities with adequate hous-
ing, labor, and commodity markets were
scarce in the South and Southwest, where
most troops were concentrated.®* A policy
of hospitalizing war casualties near their
homes was not established until the gen-
eral hospital construction program had
been virtually completed.** It therefore
had little effect upon hospital locations.
Ifit had been established earlier, more
general hospitals might have been located
in centers of population rather than in
centers of troop density and the problem
of finding areas with adequate markets
might have been less difficult.

Early in 1942 G-4 ordered all new gen-
eral hospitals to be located between the
Atlantic and Pacific coast ranges as a
safety masure.®* It was immediately evi-
dent that this policy conflicted with the
necessity of placing hospitals near ports of
debarkation where they could readily re-
celve patients returning from overseas
theaters.*” In June 1942, therefore, SOS
headquarters permitted the construction
of some general hospitals near the coasts
to support ports of debarkation, but it
made even more restrictive the area for
the location of others by moving its
boundaries inland to a line running from

%2 The above information was taken from numer-
ous reports of inspection of areas for hospital locations.
They are filed in SG: 632.-1 and in HD: Hosp Insp
Rpts.

83 Sec below, pp.|116-17.
34 (1) Rpt on SGO Staff Conf, 17 Feb 42, in Diary
of SGO Hist Subdiv, HD. (2) Info furnished by Col

John R. Hall (Ret), 2 Dec 50. HD: 314 (Correspond-
ence on MS) IIL.

% Ltr, SG 1o TAG, 14 Feb 42, sub: Add Gen Hosp
Beds. SG: 632.-1.
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Spokane to Phoenix to El Paso to Temple
(Texas) to Atlanta to Cleveland.*® This

limitation was not strictly observed and’

toward the end of 1942 General Marshall
in a conference with General Magee ver-
bally abrogated both the G-4 and SOS
restrictions.®” Of the 51 general hospitals
authorized, acquired, or constructed be-
tween the beginning and end of the war,
28 were outside the area prescribed by
SOS headquarters, 4 were on its edge and
19 were within it.*® Of the 28 outside the
area, 9 were in the populous northeastern
section of the country and 7 were in the
Pacific Coast area.

Increasing emphasis during 1942 upon
the use of existing civilian buildings for
Army hospitals complicated the process of
site selection and sometimes interfered
with proper location. In some instances
several buildings, such as hotels or civilian
hospitals, had to be surveyed for engineer-
ing features and potential bed capacities
before a decision could be made either to
use one of them or to erect a new Army
plant in the same general area. In the lat-
ter case a satisfactory site still had to be
selected. Existing buildings were some-
times chosen simply because they were
suitable for conversion into Army hospi-
tals, even though they were in towns that
were smaller than The Surgeon General
considered desirable or were outside the
area prescribed by SOS headquarters.®

The Surgeon General’s selection of lo-
cations for general hospitals had to be re-
viewed by SOS headquarters before the
Engineers could investigate specific sites
for their construction. Of eighteen loca-
tions which The Surgeon General pro-
posed in June 1942, the SOS Hospital-
ization and Evacuation Branch changed
almost a third because its chief considered
them too near the coast or other general
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hospitals and too far from adequate rail
facilitics and large towns.”” During the
winter of 1942 that Branch urged The
Surgeon General rather unsuccessfully to
locate more hospitals in the West, to care
for possible increases in troop concentra-
tions and evacuee loads in that area.”
About the same time, the SOS Require-
ments Division became involved, insisting
upon the speedy selection of locations for
all hospitals to be constructed by June
1944. This made selection more difficult,
according to both The Surgeon General
and the Chief of Engineers, and in some
instances The Surgeon General found it
expedient to agree to sites which, although

% Opr Plans for Hosp and Evac, sec I, par 5 ¢, incl
1 to Lir SPOPM 32215, CG SOS to CGs and COs of
CAs, PEs and Gen Hosps, and to SG, 18 Jun 42, same
sub. HD: 705.-1.

*7 Ist ind, SG to CG SOS, 15 Jan 43, on Memo
SPRMC 632, CG SOS for SG, 18 Dec 42, sub: Hosp,
Gen Hosps. SG: 632.-1.

%% General Hospitals established outside the area
were: Ashford, Newton D. Baker, Birmingham,
Brooke, Butner, Cushing, Dibble, Deshon, DeWitt,
Edwards, England, Finney, Fletcher, Foster, Ham-
mond, Halloran, Madigan, Mason, McCaw,
McGuire, Moore, Oliver, Pickett, Ream, Rhoads,
Torney, Valley Forge, and Woodrow Wilson: those
inside the arca were: Ashburn, Battey, Borden, Bruns,
Bushnell, Carson, Gardiner, Glennan, Harmon, Ken-
nedy, Mayo, Nichols, Percy Jones, Prisoner-of-War
General Hospital No. 2, Schick, Thayer, Vaughan,
Wakeman, and Winter; thosc on the edge were Bax-
ter, Crile, McCloskey, and Northington.

8 (1) Ltr, SG to CG S80S, 3 May 42. SG: 601.-1.
(2) Memo CE 632 (Hosps) SPEOT, CofEngrs for CG
SOS, 19 Dec 42, sub: Adv Planning for Add Gen
Hosp Fac. SG: 632.-1.

“ Memo SPOPM 632, ACofS for Oprs SOS (init
WLWTilson]) for Dir Reqmts Div SOS, 17 Jun 42,
sub: Add Gen Hosps. HD: Wilson files, “Book I, 26
Mar 42-26 Sep 42.”

“1(1) 3d ind SPOPH 632 (9-26-42), CG SOS
(Oprs SOS) to SG, 29 Oct 42, with n. for record, on
Memo, SG for CG SOS, 26 Sep 42. sub: Hosp, Gen
Hosps. HD: Wilson files, “Book 2, 26 Sep 42-31 Dec
42.” (2) 5th ind SPOPH 632 (9-26-42), ACofS Oprs
SOS for ACofS Mat SOS, 5 Dec 42, on same memo.
Same file.
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less desirable in his opinion, were superior
for construction purposes.”* '
Throughout the early war years, local
pressure on the War Department some-
times complicated the process of select-
ing hospital locations and sites but appar-
ently did not often sway the judgment of
those responsible for making the choice.
In their attempts to lure additional war-
time activities, many communities and
cities made attractive offers, including the
presentation of lands for general hospitals
and the extension of utilities lines to the
edges of those areas. In some instances
there seemed to be a buyers’ market. For
example, after The Surgeon General
planned to establish a general hospital in
the Fort Worth—-Waco (Texas) area, six
cities offered valuable inducements. From
the sites offered, The Surgeon General se-
lected the one which, in the opinion of his
representative and that of the Chief of
Engineers, seemed best suited for hospital
purposes.”® In other instances local au-
thorities banded together to prevent the
establishment of hospitals in their arecas.”
Sometimes United States Senators and
Representatives also attempted to influ-
ence the selection of certain locations. Gen-
crally they seem to have met with little
success. For example, Sens. Charles L.
McNary and Rufus C. Holman and Rep.
Walter M. Pierce were particularly insist-
ent upon the establishment of hospitals
near LeGrande and Hot Lake, Oreg.,
rather than at Spokane and Walla Walla,
Wash., but after appropriate investiga-
tions the latter locations were approved.”
Likewise, Sen. John H. Bankhead and
Rep. Carter Manasco sought a hospital
for Jaspar, Ala., a mining town suffering
from a lack of war projects, but The Sur-
geon General’s representative recom-
mended that Jaspar not be selected, and

the place finally chosen for the oneospi-
tal in Alabama was Tuscaloosa.” On the
other hand, a hospital was located at Mar-
tinsburg, W. Va., a city commended for
that purpose by Rep. Jennings Ran-
dolph;"" and, as a rule, after The Surgeon
General’s Construction Division made
tentative selections of locations and sites,
it discussed them with appropriate Sen-
ators and Representatives and secured
their co-operation and help in dealing
with local authorities.*®

In view of the many factors involved, it
is not surprising that the process of site se-
lection was slow and gave rise to consider-
able criticism later in the war. Much of
this criticism sprang from the fact that
there were too few hospitals in densely
populated areas to cnable all patients

2 (1) Memo, CG SOS (Dir Regmts Div) for SG, 18
Dec 42, sub: Hosp, Gen Hosps, with Ist ind, SG to
CG SOS, 15 Jan 43. SG: 632.-1. (2) Memo CE 632
(Hospitals) SPEOT, CofEngrs for CG SOS, 19 Dec
42, sub: Adv Planning for Add Gen Hosp Fac. Same
file. (3) Ltr, Col John R. Hall to Lt Col Don J.
Lechey, Off Div Engr, Portland, Oreg, 23 Mar 42.
SG: 601.~1.

“* (1) Mema, Col John R. Hall for SG, 31 Dec 41,
sub: Rpt of Insp Trip Made for the Purpose of Locat-
ing Add Gen Hosp . . . in North Texas Area, with
12 incls. 8G: 632.-1. (2) D/S, ACofS G-4 WDGS to
TAG, SG, and CG 8th CA, 19 Jan 42, sub: Site for
Gen IHosp, Temple, Tex. HRS: G-4/29135-11.

#1 Notes on Conf, 26 Mar 42, Hosp Cons Div SGO,
atchd to Ltr, SG to TAG, 14 Feb 42, sub: Add Gen
Hosp Beds. HD: 632.-1.

“» (1) Ltr, SG to Hon Rufus C. Holman, US Sen,
21 Apr 42. SG: 601.-1. (2) Memo, Col John R. Hall
for SG, 3 Jun 42, sub: Insp Trip to Oreg, Wash, and
Calif. Same file.

Y% (1) Memo, Maj Lee C. Gammill for Col John R.
all, 6 Jul 42, sub: Jaspar, Ala, Hosp Sites. HD: Hosp
Insp Rpts. (2) Memo, Lt Col Achilles L. Tynes for
SG, 22 Aug 42, sub: Rpt on Site Bd Surv for Loca-
tion of Gen Hosp at Greeneville (sic), SC and Jaspar,
Ala. SG: 601.-1.

*" Memo, Col John R. Iall for SG, 15 Jun 42, sub:
Insp of Proposed Sites Offered by City of Martins-
burg, W. Va. HD: Hosp Insp Rpts.

** Info furnished by Col Hall (Ret), 2 Dec 50. HD:
314 (Correspondence on MS) III.
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evacuated from overseas theaters to be
cared for near their homes. It was gener-
ally forgotten—or ignored—that most of
the general hospitals were located to fa-
cilitate the transfer of patients from station
hospitals in training camps and that the
War Department did not establish a pol-
icy of hospitalizing overseas evacuees near
their homes until most of the general hos-
pitals had been established.

Control over Internal
Arrangement of Hospitals

The Surgeon General continued to in-
sist that building schedules, hospital lay-
outs, and floor plans of all new hospitals,
plans for all “major” alterations to exist-
ing buildings, and all subsequent changes
in such plans should be referred to his
Office for approval.®® On the other hand,
the Chief of Engineers attempted, as did
The Quartermaster General before him,
to decentralize as much authority as pos-
sible in order to save time. Beginning in
February 1942, he again raised the ques-
tion of having The Surgeon General ap-
prove standard building schedules and
layouts for use in the field, without further
reference to the latter’s Office, but appar-
ently neither the Chief of Engineers nor
SOS headquarters wished to challenge
The Surgeon General’s position. While
official construction policy letters did not
require the reference of layouts and plans
to his Office, the Engineers generally fol-
lowed that practice.*"’

The extent of The Surgeon General’s
authority over hospital construction was
discussed but not defined after reorgan-
ization of the Services of Supply in the late
summer of 1942. On 5 August General
Magee requested that certain functions be
“retained” in his Office, not decentralized
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to the field. Among them were the ap-
proval of hospital floor plans and layouts,
plans for the conversion of civilian build-
ings into Army hospitals, and all major
alterations to existing hospital build-
ings.'"" General Somervell’s reply was in-
conclusive. He stated that the approval of
floor plans and layouts had been and was
at that time a responsibility of the Chief
of Engineers, but that it was the practice
to secure concurrence of the Surgeon Gen-
eral’s Office in them. Plans for the conver-
sion of civilian buildings, he stated, fell in
a “twilight zone” that was not well defined
either before or after the reorganization.
As for alterations to existing hospitals,
General Somervell stated that there was
no clear definition of the word “major.”
He implied that The Surgeon General
should agree with the Chief of Engineers
to decentralize authority for alterations to
service commands. If The Surgeon Gen-
eral could not trust service command sur-
geons to supervise alterations properly,
General Somervell concluded, he should
replace the surgeons.'’?

"% (1) Ltr, SG to CofEngrs, 9 Feb 42, sub: Hosp
Bldg Schedules. (2) Ist ind, SG to CofEngrs, | May
43, on Ltr 600.92 (Gen) SPEEG, CofEngrs to SG, 25
Apr 42, sub: Typical Hosp Layouts. (3) Ist ind, SG to
CofEngrs, 2 Aug 42, on Synopsis Ltr, CofEngrs to SG,
28 Jul 42, sub: Auth of Div Engr to Auth Cons. Allin
SG: 632.-1.

100 (1) Lir, SG to CofEngrs, 9 Feb 42, sub: Hosp
Bldg Schedules. SG: 632.-1. (2) Ltr 600.92 (Gen)
SPEEG, CofEngrs to SG, 25 Apr 42, sub: Typical
Hosp Lavouts. Same file. {3) Ltr AG 600.12 (2-19-42)
MO-D-M, TAG to CGs of all Depts and CAs, COs
of Exempted Stas, and C of Arms and Servs, 24 Feb
42, sub: WD Cons Policy, ZI. HRS: G-4/31751. (4)
Ist ind, CofEngrs to CG AAF, 25 Aug 42, on Ltr, CG
AAF to CofEngrs, 19 Aug 42, sub: Hosp Cons. AAF:
632 “B Hosp and Infirmaries.”

101 Lir, SG to CG SOS, 5 Aug 42, sub: Liaison in
Rcorgn of SvCs. SG: 020.-1.

102 [yt ind, CG SOS to SG, 15 Aug 42, on Ltr, SG
to CG SOS, 5 Aug 42, sub: Liaison in Reorgn of SvCs.
SG: 020.-1.
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Within the same month it became ap-
parent that local changes in approved
plans for converting civilian buildings into
hospitals needed to be more strictly con-
trolled. Aware of the difficulties of such
conversions, The Surgcon General asked
authority on 2 August 1942 to commission
five civilian architects to serve as advisers
on the spot in the alterations required.
The commanding general, Services of
Supply, disapproved this request because
the Chief of Engineers considered it an
encroachment upon his responsibility.***
Meanwhile word reached Washington
that local engineer and medical officers
had made unnecessary and expensive
changes in plans for one of the conver-
sions. After a conference on this problem
on 14 August 1942 among representatives
of the Services of Supply, the Chief of
Engineers, The Surgeon General, and the
War Production Board, General Somer-
vell directed that no changes should be
made in approved plans for altering hotels
or other buildings without the written
consent of both The Surgeon Genceral and
the Chief of Engineers.**

In following months The Surgeon Gen-
eral and the Chief of Engineers agreed
upon a partial decentralization of author-
ity to approve alterations of existing hos-
pitals. On 5 October 1942 the War
Department delegated to service com-
manders the authority to approve alter-
ations costing up to $10,000 on any build-
ing, at any one time and place.'”* On 13
November 1942 The Surgeon General
suggested, as he had before, that ali
“major” alterations to hospital buildings,
regardless of cost, be sent to his Office for
approval. He defined ““major” alterations
as those requiring structural changes to
convert sections of buildings or entire
buildings from one use to another, to con-

vert ward to office space or vice versa, or
to extend buildings into areas expected to
be kept vacant. The Chief of Engineers
insisted that the term “major” changes
would be misleading and suggested that
the phrase “changes involving more than
$10,000” be used instead. Undoubtedly
aware of the War Department’s action qf
5 October 1942, The Surgeon General re-
luctantly agreed and on 3 December 1942
the Chief of Engineers issued a letter au-
thorizing local alterations costing up to
$10,000 on hospital buildings, without
prior approval of The Surgeon General.’*

In November 1942 the Wadhams Com-
mittee attributed what it considered to be
shortcomings in hospital construction par-
tially to the limited extent of The Surgeon
General’s authority but also to the inade-
quacy of his own construction staff. Stat-
ing that the division of responsibility
between the Chief of Engineers and The
Surgeon General had permitted “passing
the buck,” it recommended that the latter
be given more authority over construc-
tion. At the same time the committee pro-
posed that The Surgeon General strength-
en his construction staff by adding to it out-
standing civilian hospital architects and
by placing at its head a nonmedical man

103 (1) Memo for Record, on DF, CG SOS to SG,
17 Sep 42, sub: Increase in Procurement Objective,
AUS. AG: SPGA 210.1 Med 1-20.

104 (1) Memo 323.7 Hosp SPPDX, Mr. L. G.
Woodford for Gen Harrison, 14 Aug 42, sub: Conver-
sion of Hotels to Army Hosps. SG: 632.-2. (2) SOS
Memo S100-2-42, 27 Aug 42, sub: Limitation on
Alterations to Hosps. CE: 632, Pt 2.

125 AR 100-80, C 3, 5 Oct 42.

106 (1) Memo, SG for CofEngrs, 13 Nov 42, sub:
Routing of Project Ests Affecting Hosp Bldgs, with Ist
ind CE 600.94 (Surg Gen) SPEUU, CofEngrs to SG,
n d; 2d ind, SG to CofEngrs, 25 Nov 42, and 3d ind
CE 600.94 (Surg Gen) SPEUU, CofEngrs to SG, 7
Dec 42. SG: 632.—-1. (2) Ltr, CofEngrs to GGs of SvCs,
3 Dec 42, sub: Nonrecurrent Project Ests Involving
Hosp Bldgs. CE: 632, Pt 2.
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experienced in hospital planning. The
Surgeon General naturally agreed that
he should have more authority, but he
concurred with the chief of his Hospital
Construction Division in defending the
practice of placing a doctor at its head
and ascribed the division’s shortage of
trained architects to the disapproval of his
request to commission five to assist in the
conversion program.*®’

Maintenance of Hospital Plants

Responsibility for Maintenance

Even before The Surgeon General lost
control over hospital alterations costing
less than $10,000, he had also lost author-
ity over the expenditure of funds for
hospital repair and maintenance. At the
beginning of 1942 funds from three appro-
priations were used for hospital maintc-
nance. Two of them, the Barracks and
Quarters (B& Q) appropriation and the
Construction and Repair of Hospitals
(C&RofH) appropriation, were Engincer
appropriations; the third, the Medical
and Hospital Department (M&HD) ap-
propriation, was made to the Medical De-
partment. Funds from the B& Q) appro-
priation and from the M&HD appropria-
tion were controlled exclusively by the
Engineers and the Medical Department
respectively. Those from the C&RofH ap-
propriation were controlled jointly by the
Chief of Engineers and The Surgcon Gen-
eral. B& Q) funds paid for such things as
firing boiler plants of hospitals and repair-
ing certain buildings occupied and used
by operational personnel. C& RofH funds
provided for the maintenance of buildings
occupied and used by patients and for the
upkeep of installed equipment. M& HD
funds were used to maintain noninstalled
Medical Department equipment and to
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meet expenses connected with the pur-
chase of medical supplies.’’®

The usc of three funds for hospital
maintenance produced complications.
One was confusion about the fund to
which various expenditures should bc
charged. In January and February 1942
questions arose over whether repairs to
hospital barracks should be charged to
B&Q or to C&RofH funds.'*” Fine dis-
tinctions sometimes had to be made in
applying the C& RofH fund rather than
the M&HD fund and vice versa. For ex-
ample, carpenters were employed from
both. Those paid with M&HD funds
could repair hospital furniture and non-
installed equipment, but not buildings
and installed equipment; those paid with
C&RofH funds had to do that.''* Another
problem arose in the joint administration
of C& RofH funds. Although they were
Engineer funds, their appropriation was
based on estimates prepared by The Sur-
geon General and they were allotted to
hospitals on his recommendation. Corps
area and post surgeons controlled their
expenditure and reported on it to The
Surgeon General, but post engineer offi-
cers performed the work.'"!

107 (1) Cmtee to Study the MD, 1942, Rpt. HD. (2)
Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd No 31. IID. (3) Memo, Col John
R. Hall for Excc Off SGO, 3 Dec 42. SG: 632.-1.

108 Tynes, Construction Branch, p. 54. Also see the
language of the appropriations acts.

9% (1) Ltr CE 121.2 (Funds) CU, CofEngrs to SG,
7 Jan 42, sub: Policy for Div of B& QA Funds and
C&RofHA Funds, with Ist ind, SG to CofEngrs, |
Mar 42. (2) Ltr CE 121.2 (Funds) CUC, CofEngrs to
SG, 25 Feb 42, sub: Policy for Div of B&QA,
C&RoflIA and Air Corps Tec Funds, and 1Ist ind, SG
to CofEngrs, | Mar 42. Both in SG: 632.-1.

110 Memo, Col Flrancis] C. Tyng for Budgcet Off
WD, 22 Mar 42, sub: Trf of Approp C&RofH from
a Sep Approp to M&HD, A. SG: 632.-1.

11 (1) Memo, Col F. C. Tyng for Budget Off WD,
22 Mar 42, sub: Trf of Approp C&RofH from a Sep
Approp to M&HD, A. SG: 632.-1. (2) AR 40-585,
par 3 and 4, 16 Jul 31.
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Early in 1942 the Chief of Engineers
began to simplify the administration of the
C&RofH fund. In order to reduce book-
keeping, he proposed on 31 January 1942
the abandonment of a practice of sub-
dividing the fund into several smaller
project-funds.”’* He also began to make
allotments directly to district engineers,
without securing The Surgeon General’s
and corps area surgeons’ recommenda-
tions."* Then he directed district engi-
neers to prepare estimates of C&RofH
funds in the same way thcy did those of
B& Q) funds.'"* The Surgeon General went
along with these changes, but insisted that
corps area surgeons be informed of allot-
ments made to hospitals and that they
continue to report to him on all expendi-
tures made from such allotments.'*®

The next month the merger of the
C&RofH appropriation with either the
B&Q) or the M&HD appropriation came
up for consideration. The Chief of Engi-
neers wanted the C& RofH fund merged
with the B&() fund under his control.
Hearing of pending legislation to that
effect, The Surgeon General recommend-
ed to the Budget Officer of the War De-
partment on 22 March 1942 that the
C&RofH and the M&HD appropriations
be combined into one, under Medical De-
partment control. In support of this
recommendation he pointed out unsatis-
factory features of having a fund con-
trolled jointly by the Engineers and the
Medical Department.'** This action came
too late, because the merger of C&RofH
with B&Q) funds under a single appro-
priation called Engineer Service, Army,
had already occurred on 5 March 194217
The Surgeon General protested against
this “radical departure” from accepted
practices, maintaining now that joint con-
trol of the C&RofH fund had been satis-
factory, that only doctors could determine
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the maintenance required for hospitals,
and that Congress had always been, and
might be expected to continue to be, more
liberal in appropriating funds for hospital
maintenance than for the routine mainte-
nance of Army posts.’** He failed, how-
ever, to keep control over funds expended
for hospital maintenance, for on 23 May
1942 the War Department charged the
Chief of Engineers with responsibility for
repairs and utilitics at gencral hospitals
and on 9 June 1942 rescinded the Army
regulation which had outlined The Sur-
geon General’s former authority over hos-
pital maintenance.'' With the reorgan-
ization of the Services of Supply, the Chief
of Engineers requested The Surgeon Gen-
eral on 17 August 1942 to close out all fis-
cal transactions pertaining to hospital

112 Memo CE 121.2 (Projects) CUC, CofEngrs for
SG, 31 Jan 42, sub: Project Revision. SG: 632.—1.

113 Ltr, Surg 4th CA to SG, 19 Jan 42, sub: C&RofH
Funds, with 2d ind, CotEngrs to SG, 13 Feb 42. SG:
632.-1 (4th CA) AA.

14 Lir CE 315 (Forms) CUC, CofEngrs to SG, 27
Jan 42, sub: Application of OCE Forms No 395 and
395-A to An Est of Funds Req of C&RofH, A. SG:
632.-1.

115 (1) Ist ind, SG to CofEngrs, 23 Jan 42, on Litr,
Surg 4th CA to SG, 19 Jan 42, sub: C&RofH Funds.
SG: 632.-1 (4th CA)AA. (2) Ltr, Maj Seth [O.] Craft
to Surg 2d CA, 7 Mar 42. SG: 632.-1 (2d CA)AA.
(3) Ltr, same to Capt Joe [E.] McKnight, MAC, Off
of Surg 1st CA, 4 Feb 42. SG: 632.-1 (1st CA)AA.

116 (1) Ltr, SG to CofEngrs, 25 Feb 42, sub:
C&RofH Funds, as Affected by Pending Legislation,
H. Res. 6611. SG: 632.-1. (2) Memo, SG for Budget
Off WD, 22 Mar 42, sub: Trf of Approp C&RofH

.. to M&HD, A, for FY 1943. SG: 632.-1.

117 (1) 5th Supp Nat Def Approp Act, 1942, Public
Law 474, apvd 5 Mar 42. (2) GAO Acts and Proce-
dures Ltr 4236, 7 Mar 42, I11D: 121.2.

115 (1) Ler CE 121.2 (Funds) CUC, CotEngrs to SG,
24 Mar 42, sub: Maintenance of Hosp Structures. (2)
Memo, SG for Maj Gen T[homas] M. Robins, Asst
CofEngrs, 26 Mar 42, sub: Maintcnance and Repair
of Hosps. (3) Memo CE 600.3 (Gen)-CU, CofEngrs
for SG, 10 Apr 42, sub: Repairs and Util Functions at
MD Fac, with 1st ind, SG to CofEngrs, 23 Apr 42. All
in 8G: 632.-1.

t1¢ (1) WD Cir 157, 23 May 42. (2) AR 100-80,
9 Jun 42.
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maintenance and to plan to transfer the
funds, personnel, and equipment used in
that work to the Engineers as of the close
of business on 31 August 1942.1%

After responsibility was concentrated in
the Chief of Engineers, the maintenance
and repair of hospitals failed to suffer as
the Surgeon General’s Office had antici-
pated. The surgeons of several service
commands reported favorably on the per-
formance of maintenance work under the
new system.'”’ As late as 1945, Col.
Achilles L. Tynes, of the Hospital Con-
struction Division, pointed out that hospi-
tals had experienced no difficulty in get-
ting repairs during the war and that it
could not be proved that retention of con-
trol of funds by theMedical Department
would have been more satisfactory than
control by the Engineers.'**

Reflooring and Reroofing

Throughout the war, maintenance pro-
grams of magnitude had to be carried on
concurrently with new construction pro-
grams, largely as the result of the use of
cantonment-type construction in the ma-
jority of hospitals built both before and
after the war began. Green pine lumber,
the only type available in many cases, was
frequently used for both flooring and roof-
ing. As it dried and warped, it pulled the
nails through tar-paper roofing, tearing it
and producing leaks, and caused floors to
shrink and splinter, leaving them un-
sightly, insanitary, and dangerous. Be-
ginning late in 1941 and continuing
through 1942, The Surgeon General and
the Chief of Engineers initiated and car-
ried through extensive programs of reroof-
ing and reflooring. Asphalt strip shingles
gradually replaced tar-paper roofs, and
old floors were covered with layers, first of
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plywood and then of linoleum or similar
material. In corridors, imitation-rubber
strip-runners were laid to protect floors, to
reduce noise, and to increase patients’
safety. These costly programs might have
been avoided had better materials been
available and authorized for initial hospi-
tal construction.'*

Efforts to Increase the Safety
and Comfort of Patients

Despite the War Department’s policy
of “Spartan simplicity” in construction
and maintenance during 1942 and 1943,
the Engineers and the Medical Depart-
ment tried to increase the safety and com-
fort of patients in hospitals. The practice
of installing automatic sprinkler systems
as protection against fire in cantonment-
type wards was continued and extended
to include recreation, mess, post exchange,
and clinic buildings as well.*** Numerous
requests from separate hospitals for heat in
corridors, to protect patients as well as the
pipes of sprinkler systems from extreme
cold, had prompted The Surgeon General

120 Lir, Asst CofEngrs to SG, 17 Aug 42, sub: Trfof
Repairs and Util Functions. SG: 632.-1.

121 An Rpts, 1942, Surg 5th, 7th, and 9th SvCs. HD.

122 Tynes, Construction Branch, p. 64.

123 Correspondence among The Surgeon General,
The Quartermaster General, and the Chief of Engi-
neers on these programs is on file in S$G: 632.-1; SG:
632.—1 (st thru 9th CAs)AA; and CE: 632 Vol. 3. Also
see Speech, Lessons Learned from Planning and Con-
structing Army Hospitals, by Col Hall, 16 Sep 43
(HD: 632.-1), and Tynes, Construction Branch, pp.
65-67.

124 (1) 2d ind, SG to TAG, 19 Jan 42, and 3d ind
AG 671.7 (31 Dec 42) MO-D, TAG to CofEngrs, 26
Jan 42, on Synopsis Ltr, Div Engr Carib Div to
CofEngrs, 31 Dec 41, sub: Automatic Sprinkler Systs.
SG: 671.-2. (2) OCE Cir Ltr 1665, 2 Jun 42, sub:
Automatic Sprinkler and Fire Alarm Systs in Small
Hosps. CE: 671.3, Pt 1. (3) SOS Memo S30-2-42,
sub: Policy Governing Inst! of Automatic Sprinkler
Systs and Fire Alarm Systs. SG: 671.2.
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in October 1941 to reverse an earlier de-
cision and request the installation of heat-
ing facilities.’*>> On 4 February 1942 the
Secretary of War authorized their installa-
tion in the corridors of all cantonment-
type hospitals then under construction or
planned."®® Getting approval for the in-
stallation of air-cooling systems in hospi-
tals in hot southern areas was consider-
ably more complicated.

During the first summer that the Army
began to use cantonment-type hospitals
on a wide scale, hospital commanders and
corps area surgeons, especially in areas
with high temperatures, had complained
that patients suffered from heat in wards
and that the temperature in operating
rooms and clinics was frequently unbear-
able.’*” The attic space above the low-
ceilinged cantonment-type buildings col-
lected and held heated air, raising the
temperature in the buildings higher than
on the outside. Dust in new camps often
made it necessary to close all windows,
and use of sterilizers and developing tanks
in clinics and dark rooms increased hu-
midity in those sections of hospitals.'*®
Colonel Offutt, Chief of The Surgeon
General’s Hospitalization Division, prom-
ised in September 1941 that attempts
would be made to correct this situation by
the summer of 1942.1**

During the next spring the Surgeon
General’s Office collaborated with local
surgeons and representatives from manu-
facturing concerns in working out systems
employing mechanical air conditioners,
evaporative coolers, and forced-air ventila-
tion. The mechanical air conditioners
were self-contained package-type coolers,
like those used in restaurants and offices.
Outside air was drawn into buildings over
coils containing a refrigerating gas, and
air-duct installation was not required.

Evaporative coolers were useful in dry
areas of the Southwest, where the hu-
midity was extremely low. These devices
drew hot outside air into buildings through
wet, porous substances; as the moisture
evaporated, the air cooled. In the hot and
humid climate of the South and South-
east, where evaporative cooling was not
practicable, forced ventilation was used.
Exhaust fans in attics blew out hot air,
producing a condition in the wards below
similar to that found outside in the shade
with a light breeze.*®* Using C&RofH
funds allocated by The Surgeon General,
local hospital commanders and utilities
officers began to install such systems dur-
ing the spring of 1942.'*!

Before this program had gotten very far
it encountered a directive, on 20 May

125 Ltr, SG toa QMG, 29 Oct 41, sub: Heating of
Enclosed Corridors. CE: 632, Pt L.

126 Ltr SGO 674.-1, SG to CofEngrs, 7 Jan 42, sub:
Instl of Heating Fac in Corridors of Cantonment-type
Hosps, with Ist ind, CofEngrs to TAG, 27 Jan 42, and
2d ind, TAG to CofEngrs, 4 Feb 42. CE: 632, Pt L.

127 For example, see: (1) Synopsis Ltr, AF Combat
Comd Hq to CofAC, 5 Jul 41. SG: 632.-1. (2) Ist
wrapper ind, Surg 9th CA to SG, 3 Jul 41. SG: 673.-4
(9th CA)AA. (3) Ltr, Surg 4th CA t0 SG, 6 Sep 41,
sub: Comfort and Welfare of Pnts in Cantonment
Hosps. SG: 632.~1 (4th CA)AA.

125 Speech, Lessons Learned from Planning and
Constructing Army Hospitals, by Col Hall, 16 Sep 43.
HD: 632.-1.

129 Ltr, SG (per Col H. D. Offutt) to Surg 4th CA,
10 Sep 41, sub: Comfort and Welfare of Pnts in Can-
tonment Hosps. SG: 632.-1 (4th CA)AA.

130 (1) Speech, Lessons Learned from Planning and
Constructing Army Hospitals, by Col Hall, 16 Sep 43.
HD: 632.-1. (2) Mcmo, Col John R. Hall for SG, 16
Jun 43, sub: Résumé of Procurement of Air-Condi-
tioning and Ventilative Equip for Cantonment-Type
Hosps. SG: 673.-4.

131 (1) st ind, SG to CofEngrs, 14 Feb 42, on Ltr,
Carrier Corp to SG, 12 Feb 42. (2) L, SG to
CofEngrs, 6 Apr 42, sub: Special Features for Ventila-
tion of Hosps. (3) Ltr, SG to Various Sta and Gen
Hosps, 3d, 4th, 5th, 6th, 7th, and 8th CAs, 6 May 42,
sub: Air Conditioning of Operating Rms, X-ray Rms,
and Recovery Rms, All in SG: 673.-4.



98

1942, severely restricting the use of me-
chanical and electrical equipment in
Army construction.'® The Chief of Engi-
neers, who by now controlled funds for the
purchase of cooling equipment and was
responsible for its installation, sought ap-
proval of the War Production Board for
installing the apparatus recommended by
The Surgeon General.'” The Board ap-
proved the use of air conditioners in oper-
ating rooms, X-ray clinics, and recovery
wards, but failed to deal with The Sur-
geon General’s proposal to install exhaust
fans or evaporative coolers in other hospi-
tal buildings.'”* The supply of fans and
coolers already on hand was believed to
be limited, but no Government agency
actually knew its extent.'®” Consequently
the SOS Rcsources Division wanted to
limit installation to cases of greatest need
and in August 1942 approved only a lim-
ited program.** Early in 1943 a practice
of transferring equipment from nonessen-
tial to military uses developed and the
War Production Board ascertained that
dealers had considerable stocks of air-
conditioning and mechanical-ventilating
equipment on hand.'® When The Surgeon
General resubmitted his proposal in Janu-
ary and February,"** therefore, the War
Department issued a policy letter on the
subject.

Under the new policy the installation of
cooling equipment from existing inven-
tories or from recaptured stocks was per-
mitted in areas where the average July
temperature exceeded 75° Fahrenheit.
Depending upon humidity of the area in
which a hospital was located, either evap-
orative coolers or exhaust fans were per-
mitted in operating rooms, wards, X-ray
rooms, clinics, dispensaries where minor
operations were performed, and patients’
mess halls. Where neither of these types
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served the purpose, air conditioners might
be installed in operating rooms, X-ray
rooms, flight surgeons’ clinics, and re-
covery wards. In desert areas, evaporative
coolers might also be used in quarters oc-
cupied by personnel on night duty."*
Installation of the long-desired equip-
mcnt now began. Since authority to ap-
prove jobs amounting to $10,000 or less
had been decentralized to service com-
mands, the installation of air-conditioning
and mechanical-ventilating systems was a
responsibility of local engineers. The Chief
of Engineers and The Surgeon General
developed guides for their use, and on 15
April 1943 the Chief of Engineers in-
formed service command engineers of
procedures to follow in processing requests

152 Directive for Wartime Cons, 20 May 42, incl to
Ltr AG 600.12 (5-20-42) MO-SPAD-M, TAG to
CGs of AAF, Depts, and CAs and to C of Tec Servs,
1 Jun 42, same sub. SG: 632.-1.

133 (1) Ltr, CofEngrs to Refrigeration Sec and Fan
and Blower Sec WPB, 20 Jun 42. CE: 673, Pt 3. (2)
Ltr, SG 10 CofEngrs, sub: Ventilation and Air Condi-
tioning for Cantonment-type Hosp Bldgs, 13 Jun 42.
SG:673.-4.

13 Ltr, WPB to CofEngrs, 23 Jun 42. CE: 673, Pt 3.

135 (1) Memo, Ist Lt James J. Souder for Col John
R. Hall, 2 Aug 42, sub: Conf on Evaporative Cooling
for Hosp Bldgs. SG: 673.-4. (2) Notes on tel conv be-
tween Lt Col Norris G. Kenny and Col John R. Hall,
29 Jun 42. Same file.

135 (1) Memo, Dir Resources Div SOS for SG, 30
Jun 42, sub: Exception from ‘List of Prohibited Items
for Cons Work’ of Ventilation Fans for Hosps. SG:
673.-4. (2) Memo SPRMC 674.4(8-11-42), CG SOS
for CofEngrs, 16 Aug 42, sub: Policy Determining
Inst! of Humidifying Coolers. CE: 673, Pt 3.

137 Memo, Capt James J. Souder for Col John R.
11all, 15 Feb 43, sub: Conf on Air Conditioning and
Ventilation for Hosps. SG: 673.-4.

Y8 (1) Memo, SG for Maj Frank Seeter, Resources
Div SOS, 23 Jan 42, sub: Ventilative Treatment in
Cantonment-Type Hosps. SG: 673.-4. (2) Memo, SG
for Production Div SOS, 22 Feb 43, same sub. Same
file.

139 WD Memo W100-4-43, 24 Mar 43, sub: Policy
for Air-Conditioning, Cooling, and Ventilation of
Army Instls, Continental US. SG: 673.-4.
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for that work.'** Although delivery of
units was delayed in some cases until the
fall of 1943, many hospitals had air-cool-
ing systcms in time for both patients and
operational personnel to benefit from re-
duced temperatures during the summer of
that year. "

Correction of Errors
in Cantonment-Type Hospitals

While improvements already men-
tioned were being made, the Engineers
and the Medical Department worked to
correct inadequacies of space for various
functions, especially in cantonment-type
hospitals. The prewar practice of provid-
ing more room for administrative and
service activities, X-ray work, storage,
and recreation was continued.'** Action
was also taken to furnish ear, eye, nose,
and throat (EENT) clinics with more
space than that originally planned. This
occurred after the War Department estab-
lished a policy of giving eye examinations
and spectacles to all soldiers who required
them. Existing EENT clinics were en-
larged or were abandoned in favor of new
ones sct up in ward buildings.'*?

In the fall of 1942 the Wadhams Com-
mittee found fault particularly with short-
age of occupational therapy facilities, in-
adequacy of space for post exchange and
recrcational activities, and lack of safety
features in neuropsychiatric wards.'"" The
chief of The Surgeon General’s Hospital
Construction Division, Colonel Hall,
agreed that post exchanges and recrea-
tional facilities were too small but stated
that War Department construction poli-
cies were responsible for that fault. He
believed that it was unnecessary and im-
practical to have occupational therapy
facilities in station hospitals, because in
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his opinion all patients needing occupa-
tional therapy should be sent to general
hospitals.’** Nevertheless, in compliance
with an SOS directive, The Surgeon Gen-
eral submitted a comprehensive program
on 17 January 1943 for the construction of
additional occupational therapy build-
ings, recreation buildings, detachment
dayrooms, post exchanges, libraries,
chapels, officers’ and nurses’ recreation
buildings, and theaters in all hospitals of
two hundred or more beds.** SOS head-
quarters apparently considered this pro-
gram as one going beyond the bounds of
War Department construction policies,
and returned it for reconsideration. After

10 (1) Memo, SG for CofEngrs, 27 Apr 43, sub:
Instl Plans for Air Conditioning, Evaporative Cooling,
and Mechanical Ventilation. SG: 673.-4. (2) Ltr,
GofEngrs to CG 2d SvC attn Dir of Real Estate, Re-
pairs, and Utils, {5 Apr 43, same sub. Same file.

1 For cxample, see: An Rpts, 1943, of Kennedy
and Ashburn Gen Hosps and of Sta Hosps at Scott
Fld and Cps Bowic, Beale, and Maxcy. HD.

142 (1) Ltr, SG to CofEngrs, 27 Jan 42, sub: Request
for Urgent Emergency Cons. SG: 632.-1. (2) Ltr, SG
to CofEngrs, 6 Jul 42, sub: Request for Working
Drawings for Admin Bldg, Type HA-1 and HA-2,
with 4 inds. Same file. (3) An Rpts, 1942, Sta Hosps
at Cps Dodge and Forrest and 1943, Sta Hosps at Cps
Beale, Hale, and Hood. HD.

143 (1) Memo, Col John R. Hall for Chief Profes-
stonal Serv SGO, 30 Jul 42, sub: Convcersion of Ward
Bldg into an Enlarged EENT Clinic. SG: 632.-1. (2)
Ltr, SG to CofEngrs, 7 Aug 42, sub: Plans for Conver-
sion of 2 Ward Bldg into an EENT Clinic. Same file.
(3) An Rpt, 1942, Sta Hosp at Cp Forrest and 1943,
Sta Hosps at Cps Beale, Ellis, Hale, and Hood. HD.

T (1) Cmtee to Study the MD, 1942-43, Actions
on Recomd. Recomd Nos 10, 15, and 47. HD.
(2) Cmtee to Study the MD, 1942, Rpt, pp. 6, 7, 12,
and 24. HD.

145 (1) Memo, Col John R. Hall for Exec Off SGO,
3 Dec 42. SG: 632.~1. (2) Extract from Ist ind, SG to
CG SOS, 15 Dec 42, on extract from Memo, CG SOS
for SG, 26 Nov 42, in Cmtee to Study the MD,
1942-43, Actions on Recomd, Recomd Nos 10 and
15. HD.

116 Extracts from Ltr, SG to CG SOS; 17 Jan 43,
sub: Recrcational Fac in Army Hosps, in Cmtee to
Study the MD, 1942-43, Actions on Recomd, Recomd
No 10. HD.
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that, it seems to have passed for some
months among the offices of The Sur-
geon General, the Chief of Engineers, and
the SOS Requirements Division,'*” and
improvements of the kind asked for were
not approved until the latter half of the
war.

With regard to neuropsychiatric wards,
Colonel Hall pointed out that plans for
their construction had been completely re-
vised during 1941. Faults that continued
to exist, he said, resulted either from fail-
ure of construction officers to follow speci-
fications closely or from the difficulty of
constructing wards in wooden buildings
so that patients could not escape or com-
mit suicide yet at the same time could be
easily removed in case of fire.'** On his
advice, The Surgeon General recom-
mended on 31 December 1942 that the
Engineers be instructed to provide all
neuropsychiatric wards, including those
already constructed, with the features
called for in revised plans.’*® During the
first half of 1943 the Engineers undertook
a program of improving neuropsychiatric
wards in compliance with this recom-
mendation.*®

In the spring of 1943, in order to elimi-
nate the need for alterations and additions
to hospitals after completion, plans for
some cantonment-type buildings were re-
drawn. This may have resulted from a
report made by the Seventh Service Com-
mand’s Inspector General. Investigating
construction projects at hospitals in his
area, he concluded on 9 March 1943 that
similar alterations could be avoided in
the future by a revision of construction
plans.’”* Soon after his report reached
Washington, the Engineers began to col-
laborate with the Surgeon General’s
Office in revising plans for cantonment-
type administration buildings, clinics, and
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messes. By the middle of 1943 this project
had apparently been completed,* but
this was too late to effect significant sav-
ings in hospital alterations, for the major
portion of the hospital construction pro-
gram had already been completed.

Conformity of Hospital

Construction to Needs

As hospitals were constructed to meet
wartime needs experiences encountered in
the period of peacetime mobilization were
repeated in individual instances. With the
Army growing by leaps and bounds troops
sometimes moved into new camps before
hospitals were completed, and old camps
were expanded before existing hospitals
could be enlarged. In some areas there
were unexpected delays in construction.
For these there were numerous causes.
Among them were unfavorable weather
conditions; shortages of equipment such as
electric cables, pumps, motors, and espe-
cially high pressure boilers; and labor
troubles, including scarcity of laborers and
disputes between employers and em-

17 Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd No 10. HD.

148 (1) Memo, Col John R. Hall for Exec Off SGO,
3 Dec 42. SG: 632.-1. (2) Extract from 1st ind 8G to
CG SOS, 14 Dec 42, on Memo, CG SOS for SG, 26
Nov 42, in Cmtee to Study the MD, 1942-43, Actions
on Recomd, Recomd No 47. HD.

119 Ltr SPMCC 632.-1, SG (init JRH[all]) to CG
SQAS, 31 Dec 42, sub: NP Wards. CE: 632, Vol. 3.

130 Tnk note, ‘“All items referred to have been taken
carc of by revised drawings and specifications and by
circular letter and informal conference with SGO,
7/29/43,” on Ltr, SG to CG SOS, 31 Dec 42, sub: NP
Wards. CE: 632, Vol. 3.

151 Litr, IG 7th SvC to IG, 9 Mar 43, sub: Cons
Plans, Gen Hosps, with 2 inds. SG: 333.1=1 (7th
SvC)AA.

152 (1) Memo, CofEngrs for SG, 24 Mar 43, sub:
Hosp Bldg Plans, with Ist ind, SG to CofEngrs, 2 Apr
43. SG: 632.-1. (2) Ltr CE 600.13 (Hosp) SPEEW,
CofEngrs to SG, 31 Mar 43, sub: Proposed Hosp
Messes, with 3 inds. Same file.
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ployees. For posts where actual needs out-
stripped hospital construction, The Sur-
geon General set aside additional beds in
general hospitals and local medical offi-
cers resorted to expedients used before the
war to provide adequate hospital care.'**

As a whole, construction kept up with
actual needs even though it lagged consid-
erably behind estimated requirements.
During the first year and a half of the war
the number of station hospitals increased
from about 200 to more than 425; and the
number of normal beds (that is, those for
which 100 square feet of space each was
provided in ward buildings) rose from
about 58,725 to over 220,000. During the
entire period the total number of station
hospital beds that were occupied through-
out the United States was continuously
lower than the ‘total number of normal
beds provided. From December 1942 to
March 1943, when the incidence of respir-
atory diseases increased and the transfer of
patients from station to general hospitals
was restricted to save places for antici-
pated casualties, the number of patients in
station hospitals exceeded the number of
normal beds available but not of normal
beds provided. (Only 80 percent of the
beds provided were considered available,
because the necessity of segregating pa-
tients into separate wards according to
disease, sex, and grade meant that empty
beds in “wrong’ wards, amounting as a
rule to 20 percent of the total, could not
be used.) During the entire period, how-
ever, emergency and expansion beds (that
is, those set up on the basis of 72 square
feet each not only in wards but also in
porches, solaria, halls, etc.) made the
number of all beds available greater than
the number of beds occupied.*®*

The number of general hospitals in
operation increased from 14 in December
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1941 to 40 by Junc 1943; of beds in them,
from about 15,500 to more than 53,750.
The total number of occupied beds never
reached the total of normal beds provided,
but from April through September 1942
in general hospitals the number of oc-
cupied beds exceeded the number of nor-
mal beds available. This overcrowding
resulted largely from the policy of giving
the station hospital program priority over
that for general hospitals because of the
more immediate need for station hospital
beds. General hospitals, as did station hos-
pitals, set up emergency and expansion
beds when they were needed. Older and
better-established hospitals, such as Walter
Reed and the Army and Navy General
Hospital, tended to be more crowded than
newer ones, because the latter had to
await the presence of supplies and equip-
ment as well as full complements of per-
sonnel before patients could be trans-
ferred to them in large numbers. By June
1943, as more new general hospitals
opened, the number of available normal
beds outnumbered by a comfortable mar-
gin the number of occupied beds.’®

(Chart 5)

153 (1) An Rpts, 1942, Surg Ist, 3d, and 4th Sv(Cs,
HD. (2) An Rpts, 1942, Sta Hosps at Cps McCoy and
Adair and Borden Gen Hosp. HD. (3) Memo CE
600.914 (WWGH) SPEOT, CofEngrs for SG, 15 Dec
42, sub: Progress at Woodrow Wilson Gen Hosp. SG:
632.-1 (WWGH)K. (4) Ltr, CO Valley Forge Gen
Hosp to 8G, 17 Oct 42, sub: Completion Date. SG:
632.-1 (VFGH)K. (5) Ltr, Col E[rnest] R. Gentry to
Col H. D. Offutt, 24 Oct 42. SG: 323.7-5 (Borden
GH)K. (6) Rpts on Status of Hosp in US, 1 and 6 Feb
43.8G: 632.-1. (7) Memo, SG for CG ASF, 31 Mar
43. HD: 632.-2.

154 The above is based on: (1) Bed Status Rpts. Off
file, Health Rpts Br Med Statistics Div SGO. (2) ASF
Monthly Progress Rpt, Sec 7, Health, pp. 13-16, 28
Feb 43.

'35 The above is based on: (1) Bed Status Rpts. Off
file, Health Rpts Br Med Statistics Div SGO. (2) ASF
Monthly Progress Rpts, Sec 7, Health, 28 Feb and 31
May 43.
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CHAPTER VI

Early Adjustments in the Zone

of Interior Hospital System

As the number of hospitals in the
United States increased, changes occurred
in the hospital system—that is, the combi-
nation of hospitals of different types oper-
ating under and serving different major
commands. It will be recalled that there
were only two types of zone-of-interior
hospitals at the beginning of the war—
station and general hospitals. As the
Army’s needs changed with its wartime
expansion and combat experience, some
of these installations developed character-
istics or were given functions which made
them differ from the normal. For example,
special hospitals were required for prison-
ers of war and others had to be prepared
to receive combat casualties from theaters
of operations. Moreover the desirability
of establishing a new type of hospital to
care for convalescent patients was con-
sidered. Expansion of the Army, along
with reorganization of the War Depart-
ment, also raised questions as to which
commands should be served by and
should operate hospitals of different types.
Therefore, before discussing the develop-
ment of special characteristics and func-
tions of some hospitals, an explanation of
the command relationships of station and

general hospitals with higher headquar-
ters is in order.

Command Relationships of Hospitals

Station Hospitals

Classified according to major com-
mands under which they operated, station
hospitals with few exceptions were either
Army Service Forces (called Services of
Supply until March 1943) or Army Air
Forces hospitals. ASF station hospitals fur-
nished hospitalization not only for men
and women of the Service Forces but also
for those of the Army Ground Forces.
Hence, large camps such as Fort Bragg
(North Carolina) and Fort Jackson (South
Carolina), with several infantry divisions
each, were served by ASF station hospi-
tals. By August 1942 there were 133 ASF
station hospitals; by February 1943, 166.
In February they ranged in size from 18
to 3,017 beds and had an average capac-
ity of 643 beds each. AAF station hospitals
were as numerous as ASF station hospi-
tals, but were generally smaller. Located
at AAT bases and fields and normally
serving only AAF personnel, they num-
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bered 103 in August 1942 and 169 in Feb-
ruary 1943. On the latter date they
ranged in size from 19 to 1,471 beds and
had an average capacity of 233 beds
each.’ Since troops of the Ground Forces
and of defense commands were usually
hospitalized in ASF hospitals, these com-
mands had no “named” station hospitals
under their jurisdiction, but in a few cases
they established what amounted to hospi-
tals of that type in the United States.
Defense command troops were gener-
ally dispersed over extensive areas to
guard the coasts of the United States. Re-
ceiving only emergency medical care in
their own installations, they were ordinar-
ily treated in ASF hospitals, or in near-by
Air Forces, Navy, and civilian hospitals.
In general, this system seems to have
worked well,? but in the Western Defense
Command where troops were concen-
trated to ward off a sneak Japanese attack,
difficulties arose. Delays in the Defense
Command’s decision on troop distribu-
tions, as well as overlapping jurisdictions
of the Defense Command, the Ninth Serv-
ice Command, and the Army Air Forces,
impeded attempts of The Surgeon Gen-
eral, the Service Command, and SOS
headquarters to provide adequate facil-
ities.” In April 1942, to meet an immediate
need for beds in the Los Angeles area, the
Western Defense Command arranged
with the Veterans Administration to take
over its buildings at Sawtelle, Los Angeles,
Calif., from which neuropsychiatric pa-
tients were being evacuated inland. The
73d Evacuation Hospital, a Western De-
fense Command unit, then moved in and
established a 750-bed hospital, which be-
came the station hospital for all troops,
Service Forces as well as Defense Com-
mand, in the area. In the fall of 1942, at
the request of the Western Defense Com-
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mand, the Ninth Service Command took
over the operation of this hospital. Al-
though a Defense Command unit, it had
actually served as a named station hospi-
tal for approximately six months.*

The hospitalization of AGF troops on
maneuvers continued to be provided dur-
ing the early war years essentially as be-
fore the war. Ground Forces units, such as
evacuation hospitals, furnished immediate
care for patients with minor illnesses and
injuries, but transferred those requiring
major surgery and long-term treatment to
near-by ASF hospitals. This sufficed for a
situation in which maneuvers shifted from
place to place and lasted for a compara-
tively short time, but The Surgeon Gen-
eral considered different arrangements
necessary when in the fall of 1942 the
Ground Forces began almost year-round
use of two areas, the A. P. Hill Military
Reservation in Virginia and the Desert
Training Center in California and
Arizona.

! Annex B to Memos, SG for CG SOS, 30 Aug 42
and 12 Feb 43, sub: Opr Plan for Hosp and Evac. SG:
705.-1.

2(1) An Rpt, 1943, Surg, Northwestern Sector
WDC. HD. (2) An Rpt, 1943, Surg WDC. HD. (3)
Incl 1 to Lir, CG WDC to SG, 21 Dec 43, sub: Opr
Plans for Mil Hosp and Evac. HD: Wilson files, “Hosp
and Evac Plans.” (4) Lir, CG SDC to SG, 30 Mar 44,
sub: Plans for Mil Hosp and Evac. Same file,

3 (1) Mcmo, Chief Misc Br Oprs SOS for Chief
Oprs SOS, 14 Apr 42, sub: Add Hosp Cons, WDC.
HD: Wilson files, “Book I, 26 Mar 42-26 Sep 42.” (2)
Ist ind, GG WDC to TAG, 9 Oct 42, on basic Ltr not
located. HD: Wilson files, “Book 2, 26 Sep 42-31 Dec
42.” (3) SG: 632,~1(Cp Haan)C and 632.-1(Cp Cal-
lan)C. (4) See also Memo SPOPH 632, ACofS for
Onrs SOS for ACofS OPD WDGS, 26 Sep 42, sub:
Hosp Fac for Eastern and Western Def Comds. HD:
Wilson files, “Book 2, 26 Sep 42-31 Dec 42.”

4 (1) Ltr, Surg I1I Corps to SG thru Mil Channels,
3 Feb 43, sub: An Rpt Med Activities III Corps, 1942.
Ground Med files: 319.1-2. (2) Lir, CG WDC to
TAG thru CG 9th SvC, 2 Sep 42, sub: Hosp at Saw-
telle, Calif, and 4 inds. SG: 632.-1 (Sawtelle, Calif)F.
(3) An Rpt, 1942, 73d Evac Hosp. HD.
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Although the Ground Forces operated
a numbered evacuation hospital on the A.
P. Hill Military Reservation for a short
time, the Third Service Command was re-
sponsible for providing fixed hospitaliza-
tion for troops in that area. AGF head-
quarters maintained that the reservation
was being used only temporarily. The
Ground Surgeon believed that it was satis-
factory to give emergency care in a
temporary hospital, operated by person-
nel of numbered units under service com-
mand control, and to evacuate patients
with serious illnesses and injuries to the
Fort Belvoir Station Hospital fifty miles
away. Supporting the Service Command
Surgeon, The Surgeon General main-
tained that adequate hospitals should be
provided in the immediate area in which
troops were quartered, in order to avoid
long ambulance hauls, and that any facil-
ities less than those provided in canton-
ment-type buildings were unsatisfactory
for the hospitalization of troops in the
United States. The War Department Gen-
eral Staff supported the position of the
Ground Forces, while SOS headquarters
gave wavering support to the Medical De-
partment, alternately approving and dis-
approving recommendations of The Sur-
geon General. The upshot of the whole
matter was that the Third Service Com-
mand, failing to secure War Department
approval of its plans, continued for a
period of almost two years to operate in
this area a temporary hospital located in
winterized tents and manned by num-
bered station hospital units without
nurses.’

When the War Department decided to
operate the Desert Training Center (later
called the California-Arizona Maneuver
Area) as a simulated theater of operations
under the jurisdiction of the Army Ground
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Forces, the Ground Surgeon agreed with
other officers from AGF and ASF head-
quarters that hospitalization should be
provided for it in the same manner as for
an actual theater. As a result, engineer
units of the communications zone erected
theater-of-operations-type buildings for
hospitals, and beginning in February 1943,
communications zone headquarters
moved in numbered station and general
hospital units to relieve the Ninth Service
Command of all responsibility for hospi-
talization within the area. By June 1943
the communications zone had either in
operation or in the planning stage eight
250-bed and one 130-bed station hospitals
and three 1,000-bed general hospitals.
Until these were all in operation, the
Desert Training Center continued to send
large numbers of patients to neighboring
ASF hospitals. Later, as communications
zone general hospitals began to offer
definitive medical care, the number of pa-
tients evacuated to ASF hospitals de-
creased. Supplied with equipment author-
ized by tables of basic allowances and
manned by numbered hospital units
which had their own nurses with them,
these communications zone hospitals con-
tinued to provide station and general hos-
pital types of care until the California-
Arizona Maneuver Area closed in the
spring of 1944. This plan of hospitaliza-
tion not only gave participating units in-
valuable practical experience but also
demonstrated the possibility of using num-

» Documents dealing with this extended controversy
may be found in the following files: SG: 701.-1 (Cp
A. P. HilDC; SG: 632.-1 (Cp A. P. Hil)C; AG:
632(9--18-42) (1); HRS: MID files 600-659, “Vol. I,
Jan 42-Jul 44, and HID: Wilson files, 354.1 “Cp A. P.
Hill.” See also An Rpts, 1943, 66th, 108th, 222d, and
230th Sta Hosps (HD) and Comment by Brig Gen
Frederick A. Blesse, 5 Dec 50. (HD: 314 [Correspond-
ence on MS] IIL)
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bered hospital units in the zone of interior
medical service.®

General Hospitals

All general hospitals in the United
States were operated by the Army Service
Forces but were planned to care for pa-
tients from the Ground, Air, and Service
Forces alike. This arrangement was seri-
ously threatened in the fall of 1942 by an
attempt of the Air Forces to establish its
own general hospitals. Although unsuc-
cessful at the time, this attempt was a fore-
runner of others which later in the war
had significant effects upon the hospital
system. It deserves consideration here not
only for that reason but also because it
illustrates difficulties created by the War
Department reorganization of 1942,

Until the fall of that year only fifteen
general hospitals were in operation but
beginning in September this number grew
until it reached thirty-one by January
1943." While new general hospitals were
opening, the Air Forces began to establish
in effect—though not in name—separate
general hospitals for AAF personnel. Hav-
ing received authority to recruit its own
physicians, the Air Forces manned some
of its station hospitals with specialists nor-
mally assigned only to general hospitals.
In the winter of 1942-43 smaller AAF sta-
tion hospitals began to transfer patients
to these instead of general hospitals. The
Air Forces also began to transfer to AAF
station hospitals patients returned from
theaters by airplane. With the develop-
ment of such practices certain AAF sta-
tion hospitals requested the Surgeon Gen-
eral’s Office to reduce drastically—if not
eliminate altogether—the number of beds
in general hospitals set aside for AAF
patients. Later the Air Surgeon’s Office
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asked for specialized equipment with
which to establish fifty-four specialty cen-
ters in neurosurgery, orthopedic surgery,
thoracic surgery, and deep X-ray therapy
in AAF station hospitals.®

The Air Surgeon found legal justifica-
tion for such actions in the reorganization
of the War Department, which in his
opinion established the Air Forces as a
“command of equal authority’ with the
Service Forces, as well as in the indefinite
terms of current directives governing the
transfer of patients to general hospitals.
His attempt to set up separate general hos-
pitals for the Air Forces was prompted in
part by a desire to establish a separate
medical department, but it also sprang
from professional considerations. The Air
Surgeon contended that Air Forces men,
especially combat crew members, re-
quired specialized care which only AAF
hospitals could give. He believed that
fliers were often lost to further combat
duty because general hospitals unneces-
sarily reclassified them for limited service.
Furthermore, he insisted that Air Forces
hospitals were more efficiently operated

% (1) History of Medical Section, C-AMA. HD. (2)
Draft Memo for Record, undated and unsigned.
HRS: ASF Planning Div files, 353 DTC 1942-43. (3)
Memo, Col William E. Shambora for ACofS G-3
AGF, 11 Mar 43, sub: Insp of La and DTC Maneu-
vers. Ground Med files; 354.2 “Maneuvers.” (4)
Interv, MD Historian with Col Shambora, 18 Apr 49.
HD: 000.71. (5) An Rpts, 1943, 13th, 22d, 34th, and
297th Gen Hosps, and 37th, 59th, 94th, 107th, 127th,
and 181st Sta Hosps. HD. (6) Sidncy L. Mcller, The
Desert Training Center and C-AMA, Study No 15
(1946). AG.

" See below, pp- 304-13.

8 (1) Sec Tabs F, G, I, K, and L of Memo SPOPI
020, CG ASF for CofSA, 30 Apr 43, sub: Unification
of Med Serv of Army by SG. AG: 020 SGO (3-30-
43)(1). (2) Mcmo, Brig Gen C[harles] G. Hillman
for SG, 15 Mar 43, sub: Rpt of Observation Trip.
HD: 333. (3) Memo, Chief Professional Serv Br Air
Surg Off for Chief Sup Div Air Surg Off, 5 May 43.
SG: 323.7-5.
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than Service Forces hospitals and should
therefore, in the interest of economy, give
the highest type of medical care for which
they were equipped and staffed.’

The Surgeon General disapproved the
Air Forces’ establishment of separate gen-
eral hospitals under any guise, for he
wished to maintain a unified medical serv-
ice under his direction as chief medical
officer of the Army. Stating that men of
the Air Forces were not different from
those of other arms and services, who also
suffered from occupational diseases and
hazards, he insisted that general hospitals
were adequately staffed and equipped to
care for them as well as for the sick and
wounded of the rest of the Army. Permit-
ting AAF hospitals to perform the func-
tions of general hospitals would make it
more difficult, he stated, to supervise and
co-ordinate professional practices and
procedures. It would also result in dupli-
cation of hospital buildings (since general
hospitals were already planned to care for
the patients of all major commands) and
in an uneconomical use of personnel and
equipment. Finally, he argued, having
separate sets of hospitals for patients
evacuated from theaters of operations
would complicate the evacuation process
and would cause confusion in the submis-
sion of medical reports.*®

The question of whether the Air Forces
would be permitted to establish separate
general hospitals came to a head early in
1943 in connection with a movement ini-
tiated by the ASF Chief of Staff to re-
affirm The Surgeon General’s authority
as chief medical officer of the Army."" It
reached the General Staff first, and finally
the Secretary of War. G-4 tended to favor
the Air Forces, and while conceding that
opposing contentions of The Surgeon
General and the Air Surgeon were both
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just, he accepted the latter’s view that
AAF hospitals were more efficient than
those of the Service Forces. He recom-
mended, therefore, that the Air Forces be
granted “additional authority” to treat all
of their own combat personnel, including
evacuees, in AAF hospitals.'” The Office
of the Deputy Chief of Staff went a step
further, publishing a directive on 20 June
1943 which gave the Air Forces authority
not only to treat its own combat personnel
but also to operate whatever general hos-
pitals were necessary for that purpose.'’
Within a week the Air Surgeon’s Office
recommended the establishment of five
AAF general hospitals: three by the con-
version of AAF station hospitals and two

¥ (1) Memo, Air Surg for CG AAF, n d, sub: {Com-
ments on Gen Somervell’'s Memo of 30 Apr 43 for
CofSA], with 2 incls. Asst SecWar for Air: 632(AAF
Hosp). (2) Brief and Discussion, Tab B, to Memo, C
of Air Staff for CofSA, 7 Oct 42, sub: Specialized
Hosp and Recuperative Fac for AAF Pers. AAF: 354.1
“Rest Ctrs and Conv Homes.” (3) Hubert A. Cole-
man, Organization and Administration, AAF Medi-
cal Services in the Zone of the Interior {1948), pp.
93-94. HD.

10 (1) Memo SPMCB 701.-1, SG for CG SOS, 13
Oct 42, sub: Specialized Hosp and Recuperative Fac
for AAF Pers. AAF: 354.-1 “Rest Ctrs and Conv
Homes(1). (2) 1stind, SG to CG ASF, 12 Apr 43,
on Memo SPOPH 020(3-30-43), CG ASF for SG, 30
Mar 43, sub: Relationship between SG and Air Surg.
SG: 024.-1.

! For more details on this movement, see John D.
Millett, The Organization and Role of the Army Service
Forces (Washington, 1954), pp. 132-37, in UNITED
STATES ARMY IN WORLD WAR II; Blanche B.
Armfield, Organization and Administration (MS for
companion vol. in Medical Dept. series), HD., and
Coleman, gp. cit., pp. 93-107. Documents concerning
it are on file as follows: AG: 020 SGO (3-30-42) (1);
HRS: G-14 file, “Hosp and Evac Policy”; SG: 024.-1;
and HRS: Hq ASF, Gen Styer’s files, “Med Dept.”

2 Memo WDGDS 4440, ACofS G-4 WDGS for
CofSA, 15 Jun 43, sub: Med Serv of Army, with incl.
HRS: G-4 file, “Hosp and Evac Policy.”

'* Memo WDCSA /320(5-26-43), DepCofSA for
CGs AAF, AGF, ASF, 20 Jun 43, sub: Med Serv of
Army. HRS: G-4 file, “Hosp and Evac Policy.” The
Deputy Chief of Staff, Lt. Gen. Joseph T. McNarney,
was an AAF officer.
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by the transfer of the Borden (Oklahoma)
and Torney (California) General Hospi-
tals to Air Forces’ jurisdiction.” By this
time a new Surgeon General, Maj. Gen.
Norman T. Kirk, was in office.'® He at-
tacked the problem vigorously, and the
entire matter reached the Secretary of
War, who called representatives of the
General Staff, the commanding generals
of the Air and Service Forces, and others
into conference. General Kirk then pro-
posed a compromise which the command-
ers of both the Air and Service Forces
accepted.'

General Kirk admitted that Air Forces
combat crews needed special treatment
and consideration and offered to place
flight surgeons in his Office and in general
hospitals to serve as advisers in that field.
He agreed also to the Air Forces’ estab-
lishment of convalescent centers. The Air
Forces for its part agreed that all general
hospitals would continue to operate under
The Surgeon General and the command-
ing general, Army Service Forces, and
that patients evacuated from theaters of
operations would be sent to general hos-
pitals. The only exception to the latter
point was that combat crew members suf-
fering from operational fatigue alone
would be sent directly to AAF convales-
cent centers. These centers were to be
equipped and staffed as station hospitals,
but one of them, located at Coral Gables,
Fla., was authorized to perform a function
of general hospitals—the reclassification
of officers for limited service and the rec-
ommendation for their appearance before
retiring boards. These terms of agreement
were issued on 9 July 1943, with a state-
ment that they had been personally ap-
proved by the Secretary of War.'” On the
same day, the authority which had been
granted to the Air Forces to establish sep-
arate general hospitals was revoked.*®
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This agreement did not dispose of the
question of whether or not AAF station
hospitals would give general-hospital-type
treatment to zone of interior patients. At
the time General Kirk drafted its terms,
he had also drafted a statement of policy
on the transfer of patients to general hos-
pitals, defining more specifically the types
of cases to be transferred. He had intended
to have it included in the 9 July 1943
agreement,'” but instead, on 14 July 1943,
he requested its publication as a War De-
partment circular.”® While maintaining
the traditional responsibility of station
hospital commanders for the selection of
patients for transfer to gencral hospitals,

14 Memo [Air Surg] (init R[ichard] L. M{eiling])
for CofSA, 26 Jun 43, sub: Med Serv of AAF. Asst
SecWar for Air: 632 (AAF).

'3 Gen Kirk assumed office on 1 June 1943.

16 (1) Draft memo, prepared by SG, dated 3 Jul 43,
sub: Hosp, with pencil note, “7/3/43 Pcrsonally de-
livered by Gen Kirk to Gen Somervell.” SG: 705.-1
and SecWar: SP 632 (3 Jul 43). (2) Memo, CG AAF
for DepCofSA, 5 Jul 43, sub: Hosp. Same files. (3)
Memo, [Col] F. M. S[mith] for Gen Somervell, 5 Jul
43. HRS: Hgq ASF Gen Styer’s files, “Med Dept.”
How the matter reached the Secrctary of War is not
clear. On 19 November 1950 Gencral Kirk wrote:
“A conference was called in his [Secretary of War’s]
office one morning. I was called in ahead of time
and Mr. Stimson told me that Secretary of Air, Mr.
Lovett, had been to him that morning and told him
about the memorandum. That the Air Force couldn’t
blame me for bringing it to his attention.” Ltr, Maj
Gen Norman T. Kirk to Col Roger G. Prentiss, Jr,
19 Nov 50, with incl. HD: 314 (Correspondence on
MS) L.

(1) Memo WDCSA /632 (9 Jul 43), DepCofSA
for CGs AAF, ASF, AGF, 9 Jul 43, sub: Hosps.
HRS: G-4 file, “Hosp and Evac Policy.” (2) Memo,
CG AAF for CG ASF, 5 Jul 43, sub: Hosps. AAF:
354.-1 “Rest Ctrs and Conv Homes.” (3) Mcmo, CG
ASF for GG AAF, 5 Jul 43. HRS: Hq ASF Gen Styer’s
files, “Med Dept.”

% (1) Memo, DepCofSA for CG AAF, ASF, AGF,
9 Jul 43, sub: Mcd Serv of the Army. HRS: G4 filc,
“Hosp and Evac Policy.”

** Draft memo prepared by SG, 3 Jul 43, sub:
Hosps, with incl 1, sub: Policy regarding Trf of Pnts
to Named Gen Hosps. SG: 705.-1.

20 Memo SPMCM 300.5-5, SG for Publications Div
AGO, 14 Jul 43. AG: 704.11 (14 Jul 43)(1).
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the revised policy left them less discretion
in the matter than they had previously
exercised. Its language was directive rather
than advisory. The following categories of
patients must be transferred to general
hospitals: those needing specialized treat-
ment of the types for which general hos-
pitals had been designated; those who
would be hospitalized for ninety days or
more; those upon whom elective surgery
of a formidable type would be performed;
those with specific types of fractures, and,
with one exception, those evacuated from
overseas theaters. Only Air Forces patients
on a flying status, evacuated because of
operational fatigue alone, were to bypass
general hospitals and go direct to Air
Forces convalescent centers.?* This direc-
tive combined with the agreement already
discussed to resolve for a time in The Sur-
geon General’s favor the question of the
Air Forces’ establishment of separate gen-
eral hospitals.

Special Types of ASF Station Hospitals

Although all ASF station hospitals were
essentially alike in the work they did and
the way they operated, a few established
in the early war years differed in some re-
spects from the normal. Among them were
WAAC hospitals, all-Negro hospitals, and
hospitals for civilians and prisoners of war.

Hospatals for Waacs

Formation of the Women’s Army Auxil-
iary Corps in May 1942 emphasized cer-
tain problems such as the segregation of
women from men in hospitals, the estab-
lishment of services not ordinarily found
in Army hospitals, and the procurement
of nonstandard drugs (that is, those not
formally standardized for Army use) for
the treatment of women. The law estab-
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lishing the WAAC directed the Secretary
of War to provide hospitalization for its
members “to conform as nearly as prac-
ticable to similar services rendered to the
personnel of the Army” and permitted the
use of “facilities and personnel of the
Army” for this purpose.?” The Surgeon
General approved of this policy. He be-
lieved that additional wards should be
constructed at established hospitals to
supply enough beds to permit the segrega-
tion of men from women and of women
according to disease and rank. Because he
expected women to have a higher sick
rate, he recommended the provision of
beds for 5 percent of the strength of the
WAAC, rather than for 4 percent, as was
the case with men. He proposed the pro-
curement of a limited number of female
physicians, first as contract surgeons and
later as commissioned members of the
Medical Corps, to serve in hospitals where
the WAAC patient load was high. Other-
wise, he planned to give Waacs the same
medical care as men. As experience with
the hospitalization of Waacs accumulated
and statistics showed their noneffective
rate to be only slightly higher than that
for men, the Army provided hospital beds
for them in the same ratio as for men and
sent them to the same hospitals, though
to segregated wards. Nevertheless, three
Army hospitals were occupied chiefly by
female patients.**

2 WD Cir 165, 19 Jul 43.

2 Public Law 554, 77th Cong., 2d sess., sec 10.

23 (1) Rpt, SGs Conf with CA and Army Surgs,
25-28 May 42. HD: 337. (2) Memo, SG to CofEngrs,
6 May 43, sub: Med Fac for WAAC. SG: 632.-1. (3)
AG Memo W 100-9-43, 3 Jul 43, sub: Housing for
WAAQC Pers. HD: 322.5-1 (WACQC). (4) Memo, Maj
Margaret D. Craighill, MC, Liaison Off for WAC for
Col [Raymond W.] Bliss, 25 Aug 43, sub: Hosp for
WAAC. Same file. (5) Memo, SG for CG SOS, 4 Jan
43, sub: Util of Women Doctors. HRS: Hq ASF Gen
Styer’s files, “Med Dept 1943.”
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At the WAAC training centers—Fort
Des Moines (Iowa), Daytona Beach
(Florida), and Fort Oglethorpe (Geor-
gia)—the station hospitals became pre-
dominantly WAAC hospitals, staffed
largely by women and caring mainly for
women. This was especially true at Day-
tona Beach. By the end of 1943 its 601-bed
hospital had an enlisted complement
made up almost entirely of women, only
fifty men being assigned for duty in and
around the hospital. At Fort Des Moines,
female doctors engaged as contract sur-
geons were assigned for duty with the
Waacs. At first the development and
supervision of special professional services
for women were left largely to local hos-
pital commanders. Station hospitals at
training centers developed gynecologic
and obstetric services and procured locally
special drugs required for the medical
care of women. In May 1943, approxi-
mately a year after the WAAC was estab-
lished and a month after Congress
authorized the commissioning of women
physicians in the Army, The Surgeon
General assigned a female Medical Corps
officer to his Office to supervise the han-
dling of medical problems peculiar to fe-
male personnel.**

All-Negro Hospitals

The establishment of two all-Negro sta-
tion hospitals in the United States came
not as a result of any policy of The Sur-
geon General tosegregate patients racially
for medical care and treatment, but
rather as a result of The Surgeon Gen-
eral’s opposition to the integration of
Negro doctors and nurses with white pro-
fessional personnel in the operation of hos-
pitals caring for white patients.>> This
consideration had already resulted in the
establishment in May 1941 of groups of
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all-Negro wards in the hospitals at Fort
Bragg (North Carolina) and Camp Liv-
ingston (Louisiana). Perhaps because of
unencouraging reports from these experi-
ments, the Army had not extended the
practice to other hospitals. After war
started, The Surgeon General revived a
recommendation, previously disapproved
by the General Staff, that all-Negro hospi-
tals be established to employ additional
Negro doctors and nurses. The Staff re-
versed its earlier decision, and during 1942
an all-Negro station hospital was organ-
ized at Fort Huachuca (Arizona), a post at
which Negro troops were being trained. A
separate hospital, manned by white doc-
tors and nurses, continued in operation to
care for white paticnts. The year before,
the Army Air Forces had established an
all-Negro hospital at Tuskegee, Ala.
Establishment of all-Negro hospitals and
wards did not signify a general abandon-
ment of the Army’s long-established policy
of nonsegregated treatment. Other hospi-
tals manned by white doctors and nurses
continued to treat patients of both races on
a nonsegregated basis throughout the
war.”® Nor did it mean that the Medical

“ (1) An Rpts, 1943, Sta Hosps, Daytona Beach
and Fi Oglethorpe. HD. (2) Memos, Dr Paul Titus,
Consultant, to SG, [27 Sep 43] and 1 Nov 43, sub:
Rpts on Surg (Obstetrics-Gynecology) as an Army
Serv. HD: 210.01. (3) Mcemo, SG for CG SOS, 4 Jan
43, sub: Util of Women Doctors. HRS: Hq ASF Gen
Styer’s files, “Med Dept 1943.” (4) Mattie E. Tread-
well, The Women’s Army Corps (Washington, 1954},
Ch. XXXI, in UNITED STATES ARMY IN
WORLD WAR II. (5) Margaret D. Craighill, His-
tory of Women’s Medical Unit (1946). HD.

** For a full discussion of the question of the use of
Negro professional personncl by the Medical Depart-
ment, see John H. McMinn and Max Levin, Person-
nel (MS for companion Vol. in Medical Department
series). HD. Also see Ulysses Lee, The Employment
of Negro Troops, a forthcoming volume in the series
UNITED STATES ARMY IN WORLD WAR II.

(1) Ltr, 5G to TAG, 25 Oct 40, sub: Plan for Utii
of Negro Offs, Nurses, and EM in MD, and 3 inds.
(2) Memo, SG for ACofS G-1 WDGS, 7 Jul 41, sub:
Rpts on Util of Negro Med Pers. (3) Memo, Maj
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Department would fail to use Negro en-
listed personnel and civilians in other
hospitals. As early as December 1941, for
example, Negro enlisted men were assigned
to the medical detachment of at least one
station hospital—that at Chanute Field
(Illinois).*” Later Negro enlisted men and
women were assigned to other Army hos-
pitals. While many were employed in
housekeeping and maintenance opera-
tions, some were assigned to technical and
administrative duties.?®

Before leaving this subject one needs to
look ahead to the later war years. At that
time the practice of using Negro doctors
and nurses on a segregated basis was
modified. Such civilian groups as the Na-
tional Association of Colored Graduate
Nurses, certain segments of the press, some
members of Congress, the Negro civilian
aide to the Secretary of War, and the
President’s wife (Mrs. Franklin D. Roose-
velt) urged The Surgeon General, ASF
headquarters, and the Secretary of War to
use more Negro nurses and to use them on
a nonsegregated basis.”™ In December
1943 and again in May 1944 AST head-
quarters directed The Surgeon General to
procure and use additional Negro nurses.*
Accordingly, Negro nurses on duty with
the Army increased from 218 in Decem-
ber 1943 to 512 by July 1945. Although
some continued to serve with all-Negro
hospitals in this country and in theaters of
operations, others werc used on a non-
segregated basis in 4 general hospitals, 3
regional hospitals, and at least 9 station
Arthur B. Welsh for [Brig] Gen [Larry B.] McAfec,
17 Jan 42. (1) Mema, SG for ACofS G—3 WDGS, 30
Jan 42, (5) Memo, SG for TAG, 16 Mar 42, sub:
SecWar’s Press Conf on Use of Negro Doctors. All
in IID: 291.2. (6) Mcmo, ACofS G-1 WDGS for
CofSA, 4 Aug 41, sub: Almt of Negro MDD Res Offs
and Female Nurses. HRS: G-1/15640-46. (7) Memo,
P. W. Clarkson, Off ACofS G-1 WDGS for Record,

8 Aug 41. Same file. (8) An Rpt, 1942, Post Surg Ft
Huachuca. HD.
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hospitals in the United States.” During
1945 nonsegregated use of Negro doctors
occurred in at least one instance. When
the troop strength of Fort Huachuca de-
clined, the patient load decreased and
professional stafls of the two station hospi-
tals at that post were reduced accord-
ingly. Services of the two then gradually
merged and both doctors and nurses of
the two races served together to care for
white as well as Negro personnel.?” Thus
the primary reason for the establishment
of separate all-Negro wards and hospi-

** An Rpt, 1941, Sta Hosp, Chanute Field. HD.

2 (1) An Rpts, 1942, Sta Hosps, Cps Shelby and
Forrest, and An Rpts, 1942, 702d, 720th, 721st, and
730th Med Sanitary Cos. HD. (2) McMinn and Levin,
op. cil.

* Letters to this cffect may be found in the follow-
ing files: SG: 211 “Nurses, Negro”; OSW: Civ Aide to
SccWar, “Nurses”; and AG: 211 “Nurses, Negro.”
See also Florence A. Blanchfield and Mary W. Stand-
lee, The Army Nurse Corps in World War 11 (1930),
pp. 161-205. HD.

30 (1) Memo, GG ASF for SG, 14 Dcc 43, sub: Uti-
lization of Negro Nurses. SG: 291.2-1. (2) Mecmo,
CofS ASF for SG, 6 May 44, same sub. ASF: 210.31.

31 (1) Memo, Col Florence A. Blanchficld (SGO)
for Cal Arthur B. Welsh (SGO), 17 Decc 43, sub:
Distr of Colored Nurses. SG: 291.2-1. (2) Memo, SG
for Civ Aide to SecWar, 26 Jul 45. SG: 211 “Nurses,
Negro.” (3) Facts about Negro Nurses and the War,
prepared jointly by the National Association of Col-
ored Graduate Nurses and the National Nursing
Council for War Service, ca. Jan 45. OSW: Civ Aide
to SecWar, “Nurses.”

* (1) Memo, Asst Aide to SecWar for SG, 29 Mar
45, sub; Staff of Sta Hosp No 1, Ft Huachuca, Ariz.
(2) Memo, Dep Chief [of Oprs Serv] for Hosp and
Domestic Oprs [SGO] for SG, 8 Jun 45, sub: Rpt of
Visit to Sta Hosp, Ft Huachuca, Ariz. (3) Ltr, CO Sta
Hosp Ft Huachuca to Maj Gen Gjeorge] F. Lull,
S5GO, 16 Aug 45. All in OSW: Civ Aide to SecWar,
“Huachuca.” There was some question during the
war whether the two hospitals at Iluachuca were ever
in fact two separate hospitals or merely two sections
of one hospital. This arase apparcently from the fact
that the post surgeon, a white Medical Corps officer,
served in addition as commander of the white hospi-
tal and exercised at the same time considerable
authority over the commanding officer of the all-
Negro hospital. Failure to settle this question resulted
in dissatisfaction on the part of the latter. See letters
in the filc just cited and in SG: 323.3 (Ft Huachuca)N.
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tals—opposition to the integrated use of
Negro and white professional personnel in
the care of both white and Negro pa-
tients—had begun to lose some of its force
by the end of the war.

Army Hospitals for Civilians

By the end of 1942 a situation de-
veloped which required the establishment
in the United States of several hospitals
for civilian employees and their families.
During 1941 the Army had initiated in-
dustrial hygiene programs in Army-owned
plants and depots. Under Medical De-
partment supervision, these programs ex-
panded rapidly during 1942 to keep pace
with wartime industrial growth. Designed
to give only emergency medical care, in-
dustrial hygiene facilities were adequate
in areas where civilian hospitals were
available. Toward the end of 1942, when
the Ordnance Department established
storage depots for explosives in isolated
regions, lack of hospitals retarded em-
ployee procurement and increased ab-
senteeism. Workers were reluctant to
move with their families to such areas and
failure to receive prompt medical care
often resulted in prolonged illnesses. To
help maintain depot production levels,
The Surgeon General proposed in Decem-
ber 1942 that the Army construct and
operate hospitals in remote areas which
lacked adequate medical facilities. In
February 1943 the Secretary of War
authorized the construction of hospitals at
the Sierra (California), Umatilla (Ore-
gon), Black Hills (South Dakota}, Tooele
(Utah), Sioux (Nebraska), and Navajo
(Arizona) Ordnance Depots. Constructed
during 1943, these hospitals operated
under service command supervision until
after the end of the war. They differed

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

from other Army station hospitals in hav-
ing a minimum of military personnel as-
signed to them, in providing family medi-
cal care, including gynecologic and ob-
stetric services, and in requiring payment
for services rendered. Despite recom-
mendations of The Surgeon General, simi-
lar hospitals were not established in other
places. In one instance, permission was
granted to establish an Army hospital but
was withdrawn partly on account of polit-
ical pressure and partly because the com-
munity itself, after an extended period of
time, provided additional hospital ac-
commodations. In another, authority was
granted to hospitalize civilian employees
and their families in a near-by Army
station hospital.®

Hospitals for Prisoners of War

Early in 1942, when prospective com-
bat operations demanded preparation for
the internment of prisoners of war, The
Provost Marshal General and The Sur-
geon General agreed upon basic policies
for their hospitalization. In compliance
with the Geneva Convention,** hospital
accommodations and medical care for
prisoners of war were to be equal to those
for United States troops, and prisoners

*3 (1) Ltr, SG to SecWar thru CG SOS, 11 Dec 42,
sub: Med Care for Giv Employees of Army-Oper-
ated Plants, and their Families, with 4 inds. (2) Lir,
SG to CofS SOS, 21 Jan 43, same sub. (3) Memo
WDGDS-2172, SeeWar for CG SOS, 9 Fcb 43, same
sub. All in AG: 701(9-17-41)(1). (4) W. L. Cooke,
Jr, Organization and Administration of Preventive
Medicine Program, pp. 53-59. HD. (5) An Rpts,
1943, Sta Hosp Black Hills and Tooele Ord Depots.
HD. (6) An Rpts, 1942 and 43, Surg, Ist thru 9th SvC.
HD. (7) Memo, Capt J{ames] J. Souder for Col J{ohn]
R. Hall, 8 Apr 43, sub: Conf on Prov of Hosp Fac for
Instls in Ogden, Utah, Area. SG: 632.-1.

*t Article I, Chapter 1, Conventions of 1906 and
1929. See Army Medical Bulletin, No. 62 (1942), pp. 88
and 105.
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were to assist in the care of their com-
patriots. Promulgated in tentative regula-
tions published in April 1942 and re-
iterated in September 1943, these policies
governed the hospitalization of prisoners
throughout the war. For separate pris-
oner-of-war camps, the Army constructed
hospitals with beds for 4 percent of the
inmates. For prisoners at Army posts,
wards surrounded by wire fences were
added to existing station hospitals.
Whether in separate camps or on Army
posts, such hospitals operated under serv-
ice command supervision and, except for
the use of captured enemy personnel and
civilian registered nurses, were similar to
other service command hospitals. Pris-
oners requiring more specialized care than
offered in station hospitals were transferred
to general hospitals.*®

Port and Debarkation Hospitals

Hospitals were needed near ports for
large numbers of transients—troops await-
ing shipment overseas as well as patients
being returned to general hospitals in the
United States. In accord with SOS direc-
tives, hospitals for ports and staging areas
were exempt from service command juris-
diction and operated directly under port
commanders who in turn were subject to
control by the Chief of Transportation.*®
For most of 1942, many ports lacked ade-
quate staging area hospitals and therefore
sent patients to others located near by. At
Los Angeles, for example, patients from
the port were cared for in the Western
Defense Command’s 73d Evacuation Hos-
pital at Sawtelle. The ports at Charleston,
New Orleans, and San Francisco used
Stark, LaGarde, and Letterman General
Hospitals, respectively, while those at
Boston and Hampton Roads sent patients

113

to near-by service command station hospi-
tals. During 1942 and 1943 special port
and staging area hospitals were con-
structed and opened to care for port per-
sonnel and transient troops. They differed
from other station hospitals primarily in
that their surgical services were consider-
ably smaller and less important than their
medical services, because they normally
performed only emergency surgery for the
thousands of troops who passed through
ports.*

The kind of hospitals that would be
used to receive transient patients return-
ing from theaters of operations remained
uncertain until the latter part of 1942.
Special debarkation hospitals under port
control might be established in existing
buildings with only the personnel and
equipment needed to “process” returning
patients—that 1s, replace their missing
records, make partial payments of the

# (1) Memo, Capt Charles M. Huey, Mil Intel
Aliens Div OPMG for Chief Alicns Div OPMG, 26
Dec 41, sub: Conf Regarding the Estab of Hosp . . .
in PW Cps. SG: 2553.-1. {2) Tentative Regulations:
Interned Alien Enemies and Prisoners of War. AG:
383.6(8-9-42)(1). (3) PW Cir 1, 24 Sep 43. PW Off
OPMG. (4) Memao, CofS ASF for SG and QMG, 26
May 43, sub: Hosp Fac for PW Cps, and Ist ind. SG:
632.-1. (5) An Rpts, 1943, Surg, 7th and 8th SvCs.
HD. (6) An Rpts, 1943, Sta Hosp PW Cps at Flor-
cnce, Ariz; Cp Glark, Mo; and Como, Miss. IID. (7)
See also: Rene H. Juchli, Record of Events in the
Treatmcent of Prisoners of War, World War IT (1945).
HD.

4 Mil Hosp and Evac Oprs, incl 1 to Ltr SPOPH
322.15, CG SOS to CGs and COs of SvCs and PEs
and to 8G, 15 Sep 42, sub: Mil Hosp and Evac Oprs.
HD: 322(IIosp and Evac).

(1) An Rpts, 1942 and 43, Surg, Boston, New
York, Ilampton Roads, Charleston, New Orleans,
Seattle. and Portland PEs, and An Rpts, 1943, Surg,
Cps Myles Standish, Kilmer, and Plauche. HD. (2)
Opr Plan for Mil Hosp and Evac, Boston, 30 Nov 42;
New York, [ Dec 42; Hampton Roads, 15 Dec 42;
Charleston, 24 Nov 42; New Orleans, 12 Dec 42; San
Francisco, 9 Jul and | Dec 42; and Seattle, 27 Nov 42.
HD: Wilson fles. (3) SG: 632.-2, 1942 and 43, (La-
Garde GH)K, (Letterman GH)K, and (Stark GH)K.



114

money due them, classify them according
to disease or injury, and prepare them for
further travel to general hospitals. Such
hospitals had been used during World
War [,*® and for a while in 1942 it seemed
as if SOS headquarters and certain port
commanders expected their revival. One
SOS directive implied that ports might
establish special debarkation hospitals,*
and Charleston, Seattle, and San Fran-
cisco expressed a desire for them.*°

The Surgeon General had other plans.
During the emergency period he had used
general hospitals near ports—Tilton for
New York, Stark for Charleston, LaGarde
for New Orleans, and Letterman for San
Francisco—to receive and care for pa-
tients brought in on ships. After war
began he continued this system, granting
unlimited bed credits in near-by general
hospitals to ports receiving overseas casu-
alties.*’ He also located some of the gen-
eral hospitals planned early in 1942 in
coastal areas, though not in close prox-
imity to ports,** with the expectation that
they would process patients arriving from
theaters.

A final decision to this effect came in
the fall of 1942 in connection with plans
for the reception of casualties from the
North African invasion. At that time
whole trainloads of patients with a variety
of ills could be sent to a single general hos-
pital, because hospitals had not yet been
designated for the specialized treatment of
certain types of cases nor had the policy of
hospitalizing casualties near their homes
been established.** Two alternatives there-
fore presented themselves, namely, ship-
to-train movements, in which patients
would be transferred directly from ships
to trains for transfer to distant general hos-
pitals, and ship-to-hospital movements, in
which they would be moved from ships to
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near-by hospitals before undertaking fur-
ther travel.** The possibility of using ship-
to-train movements exclusively, thereby
eliminating the need for a debarkation
hospital at or near the port, arose at
Hampton Roads. Piers at that port had
ample trackage to accommodate hospital
trains, making it possible to move patients
under cover directly from ships to trains.
The port commander preferred this pro-
cedure, his surgeon explaining that it
would maintain the port as an agency of
movement, its primary purpose.*> While
The Surgeon General and the chief of the
SOS Hospitalization and Evacuation
Branch recognized the merits of this posi-
tion, both felt that some ship-to-hospital
movement would be unavoidable. Some
patients would require immediate hospi-
tal care before further travel; in some
instances ship-to-train evacuation might

3% The Medical Department . . . inthe World War
(1923), vol. V, pp. 426-33, 786, 791, 800.

3 Mil Hosp and Evac Oprs, par 5 4 (3) (d), incl 1,
to Ltr SPOPM 322.15, CG SOS to CGs and COs,
CAs, PEs, GHs and SG, 18 Jun 42, sub: Opr Plans
for Mil Hosp and Evac. HD: 705.-1.

1 Opr Plans for Mil Hosp and Evac, Jul 42,
Charleston, Seattle, San Francisco, New Orleans, and
Boston. HD: Wilson files.

*1 For example, sce: (1) Lir, 3G to GG NYPE, 18
Feb 42, sub: Bed Almts in Gen Hosps. Same [ile. (2)
Ltr, SG to CG 9th CA, 5 Jan 42, sub: Bed Almtsin
Barnes Gen Hosp. SG: 632.2 (Barnes GH)K. (3) 2d
ind, SG to GG NYPE, 9 Mar 42, on Ltr, Port Surg
Sub-Port of Boston to Port Surg NYPE, 5 Mar 42,
sub: Bed Credits. SG: 632.-2 (NYPE)N. (4) Ist ind,
CG SOS (8G) to CO CPE, 29 Aug 42, on Ltr, CO
CPE to CG SOS, 21 Aug 42, sub: Bed Credits. SG:
632.-2 (Stark GH)K.

# For example, Valley Forge, Woodrow Wilson,
Moore, Torney, Hammond, Baxter, and McCaw
General Hospitals. Also sce above, [pp. 88-00]

13 See below, [pp. 116-17.
+ Rpt, Conf, CofT, SG, 308, NYPE, and HRPE,

23 Oct 42. TC: 370.05 (Plans, Policics, Procedures).

# (1) Ltr, CG IIRPE to SG, 10 Nov 42. 8G: 705.-1
(HRPE)N. (2) Ltr, Port Surg HRPE to SG, 15 Dec
42, sub: Opr Plans for Mil Hosp and Evac. [ID: Wil-
son files.
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interfere with troop movements; in others,
casualties might arrive unexpectedly when
trains were unavailable.* For these rea-
sons they overruled the port commander.
Since the housing shortage in Norfolk
made impracticable a proposal to take
over a hotel for hospital use, arrangements
were made to use the station hospital at
Fort Monroe and five hundred beds in the
Veterans Administration hospital at Ke-
coughtan, Va., for debarkation purposes.*”
This action made it clear that some hospi-
tal, whatever its kind, would be estab-
lished to receive casualties at every port of
debarkation.

Unlike his counterpart at Hampton
Roads, the port commander at New York
wanted Halloran General Hospital, being
opened on Staten Island, to serve solely as
a debarkation hospital under port con-
trol.*® The Chief of Transportation, on the
other hand, wished to keep ports free of
the burden of administering large hospi-
tals and on 9 November 1942 announced
that SOS directives authorized ports to
operate hospitals for assigned personnel
and transient troops only, not for patients
being returned from theaters.*” Concur-
rence of the SOS Hospitalization and
Evacuation Branch in this interpretation
placed an official stamp of approval on
The Surgeon General’s plan to use gen-
eral hospitals under service command
control, rather than special hospitals
under port control, for debarkation ac-
tivities.

Most general hospitals located near
ports performed dual functions—provid-
ing definitive treatment for some patients
and processing others for further travel—
until late in the war. This created com-
plications. Ports were granted unlimited
bed credits in such hospitals, but near-by
station hospitals also continued to receive
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bed credits in them. This overlapping
caused some concern in SOS headquar-
ters.”” Investigation showed that Halloran
General Hospital kept a list of patients
earmarked for transfer to other general
hospitals when the evacuation load re-
quired 1t.>' Stark, LaGarde, and Barnes
General Hospitals simply waited until the
necessity arose and then transterred pa-
tients receiving definitive care to other
general hospitals located farther away
from ports. Others, notably Letterman
and Lovell, kept beds vacant while await-
ing the arrival of evacuated casualties.
This system occasionally caused the trans-
ter of patients needing general hospital
care to station hospitals. In the opinion of
some hospital commanders, it was also
wasteful of both professional personnel
and highly specialized equipment.” Later,
when the evacuation load reached its
peak, The Surgeon General partially
shared their view, for in 1945, as will be
seen later, he proposed the conversion of

#* (1) 1st ind, Chief Hosp and Evac Br SOS to
CofT, 18 Nov 42, sub: Evac, on unknown basic Ltr.
TGQC: 370.05(Plans, Policies, Procedures). (2) Ltr, CG
HRPF to 8G, 10 Nov 42. SG: 705.-1 (HRPE)N.

' (1) Off memo, signed by Col H. D. Offutt, 9 Nov
42. HD: 370.05 “Spec Oprs.” (2) Ltr, Act SG to CG
HRPE, 14 Nov 42. SG: 705.-1 (HRPE)N.

** (1) Diary, Chicf Hosp and Evac Br SOS, 2 Nov
42. HD: Wilson fles, “Diary.” (2) Ltr, Port Surg
NYPE to Col H. D. Offutt, 12 Nov 42. SG:
705(NYPE)N. (3) An Rpt, 1942, Halloran Gen Hosp.
HD.

* (1) Diary, Chief Hosp and Evac Br SOS, 3 Nov
42. HD: Wilson files, “Diary.” (2) Ltr, CofT to CGs
of PEs, 9 Nov 42, sub: Mil Hosp and Evac. TC:
370.05 (Plans, Policies, Procedures).

* Diary, Chief Hosp and Evac Br SOS, 14 Dec 42.
HD: Wilson files, “Diary.”

** Memo SPOPII 701, Chief Hosp and Evac Br
SOS for ACofS for Oprs SOS, 27 Dec 42, sub: Avail-
ability of Hosp Beds for Port of NY. HD: Wilson files,
“Book 2, 26 Sep 42-31 Dec 42.7

3 An Rpts, 1942 and 43, Halloran, Stark, LaGarde,
Barnes, Letterman, and Lovell Gen Hosps. HD.
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staging area station hospitals into de-
barkation hospitals.”®

Designation of General Hospitals
Jor Specialized Treatment

Early in 1943 The Surgeon General
initiated a formal program of specializa-
tion in general hospitals. During World
War I the Medical Department had
manned and equipped certain hospitals
for the care of particular types of cases.*
In the interval between wars specializa-
tion had continued on a limited scale. By
January 1942, for example, deep X-ray
therapy had been established as a spe-
cialty in the Army and Navy, Fitzsimons,
Lawson, Letterman, Walter Reed, and
William Beaumont General Hospitals.”
In March 1942 Darnall General Hospital
opened to receive psychotic patients who
needed closed ward treatment.”® Other
specialty centers gradually developed at
hospitals where eminent specialists were
assigned,” and toward the end of 1942
The Surgeon General made it known that
he intended to formalize and extend exist-
ing specialization. Apparently he awaited
only the development of circumstances
warranting such action.®

In the winter of 1942 that development
occurred. Beginning in September new
general hospitals opened in increasing
numbers.” It was soon evident that a lim-
ited supply of specialists would prohibit
the staffing of each one for all kinds of
surgical and medical work. Referring to
this problem, the surgeon of the Fourth
Service Command suggested in January
1943 that certain general hospitalsin his
area be equipped and manned to give spe-
cialized care in different branches of sur-
gery.“’ Simultaneously with the opening
of the new general hospitals, a transition
from defensive to offensive warfare pre-
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saged the arrival of large numbers of com-
bat casualties requiring complicated sur-
gery. Moreover, public insistence upon
hospitalization of casualties near their
homes grew until The Adjutant General
in December 1942 proposed establishment
of a policy to conform with the demand.®!
If adopted and applied too rigidly, such a
policy would conflict with The Surgeon
General’s unpublished plan to transfer
casualties to hospitals specializing in par-
ticular diseases or injuries. He therefore
made a counterproposal: patients needing
specialized treatment would be sent to
general hospitals designated for such,
while those requiring prolonged but not
specialized treatment would be transferred
to hospitals in the vicinity of their homes.**

3 Sec below,[p. 192
* The Medical Department . . .

(1923), vol. V. pp. 171-73.

53 SG Ltr 44, 15 May 41, and SG Ltr 1, 2 Jan 42.

" An Rpt, 1942, Darnall Gen Hosp. HD.

°* An example of this development was found in
Tilton General Hospital which established a special
neurosurgical section during 1942 and was designated
a neurosurgical center in March 1943. An Rpts, 1942
and 43, Tilton Gen Ilosp. IID.

(1) Memo, SG for Dir Control Div SOS, | Aug
42.SG: 020.-1. (2) Memo, Chicf Pers Serv SGO for
Dir Mil Pers SOS, 2 Dec 42. SG: 323.7-5.

39 Number of General
Hospitals Reporting

Patients Weekiy

in the World War

Moanth

August 1942, ... oo 15
September 1942 .. . . 17
October 1942, .. B . 19
November 1942 . . - 22
Dccember 1942, .. .. T 26
January 1943, .. .. .. .. 31

8 Ltr, GG 4th SvC (Chief Med Br) to SG, 23 Jan
43, sub: Surg Serv, Gen Hosps, with Lst ind, CG SOS
(SG) to CG 4th SvC attn Chief Med Br, 8 Feb 43.
SG: 323.7-5 (4th SvG)AA.

51 (1) Draft memo, TAG for CofS SOS, 29 Dec 42,
sub: Hosp of Casuals Returned to the US as Battle
Casuvalties. AG: 701(12-29-42)(1). (2) IAS, TAG o
SG, 29 Dec 42, same sub. Same file.

62 (1) Ist memo ind, SG to TAG, 7 Jan 43, on IAS,
TAG to SG, 29 Dece 42, sub: Hosp of Casualtics. AG:
701(12-29-42)(1). (2) Memo SPOPH 701(1-16-43),
ACofS for Oprs SOS for TAG, 19 Jan 43, same sub.
Same file.
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Approval and publication of this policy
on 1 February 1943 ** required the formal
designation of specialty centers. For sev-
eral weeks afterward The Surgeon Gen-
eral’s Hospitalization and Evacuation
Division worked on this problem,’* and on
6 March 1943 the War Department desig-
nated nineteen general hospitals for the
following specialties: chest surgery, maxil-
lofacial and plastic surgery, ophthalmic
surgery and the treatment of the blind,
neurosurgery, and the performance of
amputations.®” About two months later,
two additional specialties—vascular sur-
gery and the treatment of the deaf—were
announced and another general hospital
was placed on the list.*® Further extension
of specialization occurred during the later
war years.

The Question of Establishing
Convalescent Hospitals

During the latter part of 1942 the
opinion gained favor both in civilian and
military circles that special accommoda-
tions for convalescent patients should be
provided either as separate hospitals or as
annexes to existing hospitals. Among civil-
ians it developed apparently from a desire
either to “do something for the boys” or,
in some instances, to dispose of large estates
with questionable market values.®” In the
Army it arose from the need to save both
manpower and hospital beds. The idea
was not new, for during World War I the
Medical Department had conducted “re-
construction” programs in general hospi-
tals and convalescent centers both in the
United States and France.®® In the latter
half of 1942 several widely separated hos-
pitals—the Fort Bliss Station Hospital in
Texas, the Jefferson Barracks Station Hos-
pital in Missouri, and the Lovell General
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Hospital in Massachusetts—established
programs to harden patients for return to
duty, to reduce the period of their conva-
lescence, and to salvage for full field duty
those who might otherwise be either dis-
charged from the Army or placed in the
limited service category.®” In January 1943
the surgeon of the Eighth Service Com-
mand recommended the organization of
casual detachments to recondition conva-
lescent patients and salvage psychoneu-
rotic soldiers for full duty.”™ The surgeon
of the Ninth Service Command proposed
the establishment of “overflow installa-
tions’’ to free hospital beds of patients no
longer needing hospital care but not yet
ready for full military duty.” In this con-
nection, General Snyder, a medical officer
on the staff of The Inspector General,
found in a survey in November 1942 that
approximately 67 percent of the patients

5 WD Cir 34, 1 Feb 43.

% (1) Memo, SG for TAG, 24 Fcb 43, sub: Cir Ltr
50, Spec Hosps. AG: 705(2-24-43)(1). (2) Ltr, Col
Arden Freer, SGO to Col S[anford] W. French, Hq
4th SvC, 8 Feb 43. 8SG: 323.7-5 (4th SvC)AA.

% WD Memo W40-9-43, 6 Mar 43, sub: Gen
Hosps for Spce Surg Treatment. AG: 705(2-24-
43)(1).

5% WD Memo W40-14-43, 28 May 43, sub: Gen
Hosp, Specialized Treatment. AG: 323.7-5(W40-9-
43)(3-6-43).

57 The Surgeon General received numerous offers.
For some of the replies he made, see: (1) Lir SPMCC,,
SG to Mr. W. K. Kellogg, 4 Aug 42. (2) Ltr, Act SG
to Hon Joseph F. Guffey, US Sen, 20 Nov 42. (3) Ltr,
Act SG to Hon Lex Green, H. R., 12 Dec 42. All in
HD: 601.-1.

5% (1) The Medical Department . . . in the World War
(1927), vol. XIII, pp. 79-222. (2) Charles E. Remy,
The History of a Convalescent Camp of the American
Expeditionary Forces in France (1942). HD.

% An Rpts, 1942, Sta Hosps at Ft Bliss and Jeffer-
son Bks, and Lovell Gen Hosp. HD. Similar action
was being taken in the Europcan Theater of Opera-
tions at the same time. See Memo, Consultant in Surg
ETO to Dir Professional Serv ETO, 28 Sep 42, sub:
Rpt on Visit to Med Instls in Northern Ireland. HD:
ETO file, “Col Elliott C. Cutler, Rpts Jul 42-Dec 42.”

7 An Rpt, 1942, Chief Med Br 8th SvC. HD.

™t An Rpt, 1942, Chief Med Br 9th SvC. HD.
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in Army hospitals were convalescent and
could be cared for in barracks, if neces-
sary, to release hospital beds for patients
requiring close medical supervision.™
While medical officers in the field were
becoming aware of the convalescent prob-
lem, it was also receiving attention in
Washington. In September 1942 it came
up in the hearings of the Wadhams Com-
mittee.”> A month later the Air Forces
requested authority “to establish and op-
erate specialized hospital and recuperative
centers for individualized treatment, re-
habilitation, and classification of Air
Forces personnel.” ™ The Air Surgeon
believed that special hospitals should be
established under Air Forces’ control to
treat and rehabilitate Air Forces patients
suffering from such conditions as staleness,
anoxia, operational fatigue, aeroneurosis,
and aero-embolism.”™ Surgeon General
Magee, on the other hand, strongly dis-
approved the establishment by the Air
Forces not only of general hospitals, as
discussed earlier, but also of any hospitals
other than the station hospitals which they
already operated. Moreover, he preferred
to carry on reconditioning programs in
existing hospitals. He argued that conva-
lescent patients often needed observation
and sometimes “active therapeutic man-
agement” by doctors fully acquainted
with their cases and should therefore not
be moved far from hospitals where they
received definitive care. He contended
furthermore that the establishment of con-
valescent hospitals would lead to duplica-
tion of buildings and a waste of personnel
and equipment, Hence, he refused to con-
cur in the Air Forces’ proposal, but gave
his approval instcad to the establishment
of nonmedical AAF rest camps. To the
Wadhams Committee’s recommendation
for the establishment of separate convales-
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cent accommodations free of the hospital
atmosphere, The Surgeon General replied
on 15 December 1942: “It is the opinion
of this office that convalescent sections
may be more advantageously operated as
integral parts of military hospitals. . . .77 ™

Before final action was taken on the Air
Forces’ request, both the Air Surgeon and
The Surgeon General began to initiate
reconditioning programs in existing hospi-
tals. In November 1942 the Wadhams
Committee recommended this step as well
as the establishment of convalescent hos-
pitals.”” The next month, the command-
ing general, Army Air Forces, published a
directive, prepared by the Air Surgeon,
requiring all Air Forces hospitals “‘to insti-
tute recreation and reconditioning pro-
grams for convalescent patients.” ™ In
January 1943 The Surgeon General pro-

* Litr, Asst to IG (Brig Gen Howard McC. Snyder)
1o IG, 10 Nov 42, sub: Surv of Hosp Fac and their
Util. IG: 705-Hosp(A).

™ Cmtee 10 Study the MD, 1942, Testimony, pp.
205, 383-84, 441-42, and 460, HD.

“t Memo, C of Air Staff for CofSA, 7 Oct 42, sub:
Specialized Hosp and Recuperative Fac for AAF
Pers. AAF: 354.1 “Rest Ctrs and Conv Homes.”

(1) Cmtee to Study the MD, 1942, Testimony of
Brig Gen David N. W. Grant, pp. 383-84. HD. (2)
Brief and Consideration of Non-Concurrence {of SG],
Tab B and par IV of Memo, C of Air Staff for CofSA,
7 Oct 42, sub: Specialized Hosp and Recuperative
Fac for AAF Pers. AAF: 354.1 “Rest Gtrs and Conv
Homes.”

(1) Cmtee to Study the MD, 1942, Testimony of
Offs of SGO, pp. 163-66, 441-42, 460, HD. (2) Memo
SPMCB 701.—1, SG for CG SOS, 13 Oct 42, sub: Spe-
cialized Hosp and Recuperative Fac for AAF Pers.
AAF: 351.1 “Rest Curs and Cony Homes” (1). (3) Ex-
tract from 1Ist ind, SG to CG SOS, 15 Dec 42, on
extract from Memo, CG SOS for SG, 26 Nov 42, in
Cmtec to Study the MD, 1942-43, Actions on
Recomd, Recomd No 24. HD.

“7 Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd No 14, HD.

(1) AAF Memo 25-9, 14 Dec 42, sub: Recrea-
tion and Reconditioning for Conv Pnts in AATF
Hosps. AAF: 300.6. (2) Howard A. Rusk, “Convales-
cence and Rehabilitation,” Doctors at War, Morris
Fishbein, ed. (New York, 1945), pp. 303-04.
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posed a War Department circular to
require all fixed hospitals, overseas as well
as in the United States, to inaugurate re-
conditioning programs. Fearing that such
programs would require additional per-
sonnel and construction and doubting its
own authority to order their establish-
ment, SOS headquarters delayed publica-
tion of this directive until 11 February
1943.7 Both the Air Forces and War De-
partment directives provided for programs
of recreation, graded exercises, and drills;
the former, for a program of education as
well. Until late 1943 only a few hospitals,
among them the station hospitals at Camp
Crowder (Missouri), Fort Benning (Geor-
gia), Jefferson Barracks (Missouri), and
the O’Reilly General Hospital, developed
effective programs.®*

Meanwhile the Air Forces’ persistence
in demanding separate convalescent facil-
ities led the General Staff to consider that
problem. At first G4 was reluctant to
permit the Air Forces to establish even rest
centers, proposing instead that they “farm
out” convalescents in civilian resort hotels.
G-4 felt that the convalescent problem
was one for the future, since the immedi-
ate needs of combat zones could be met by
the organization of rest camps in theaters
and patients returned to the United States
either would be ready for sick leaves at
home or would need definitive care in
general hospitals.*! Both the Ground and
Service Forces agreed with this viewpoint *
but the Air Surgeon was striving for
authority to establish “specialized hospital
and recuperative centers.” ** Tending to
agree with the Air Forces on the need,
G-1 on 16 March 1943 recommended the
provision of such facilities not only for the
Air Forces but for the Ground and Service
Forces as well.®* Because of conflicting
opinions, G-4 called the commanding
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generals of the Ground, Service, and Air
Forces into conference with the General
Staff on 7 May 1943.*° The viewpoint of
G-1 prevailed and on 14 jJune 1943 G-4
directed ASE headquarters to investigate
the proposal to establish convalescent fa-
cilities, to determine the requirements of
the Army as a whole, and to take what-
ever action appeared desirable.™

Two days before this directive was issued
Surgeon General Kirk had instructed his
Hospital Construction Division to prepare
a program for the establishment of con-
valescent annexes at general hospitals. On

™ (1) Ltr SPMCB 300.5-1, SG to TAG, 7 Jan 43,
sub: WD Cir, with atchd corresp from various offs in
SOS. AG: 701(1-7-43)(1). (2) AG Memo W40-6-43,
11 Feb 43, sub: Conv and Reconditioning in Hosps.
Same file.

“ An Rpts, 1942 and 43, Sta Hosps at Jefferson Bks,
and 1943-44, Reconditioning Div SGO. HD.

“t Memo WDGDS 2317, ACofS G-4 WDGS for
ACofS G-1 WDGS, 6 Fcb 43, sub: Rest and Recu-
peration of Mil Pers. AAF: 354.1 “Rest Ctrs and
Conv Homes.”

¥ (1) Memo 720 GNGAP-A, CG AGF for ACofS
G-1 WDGS, 25 Feb 43, sub: Rest Cps for AGF Pers.
AAF: 354.1 “Rest Ctrs and Conv Homes.” (2) DF
SPGAM/720/Gen(2-8-43)-16, CG SOS for ACofS
G-1 WDGS, 27 Feb 43, sub: Rest and Recuperation
of Mil Pers. HRS: G-1/354.7(2-8-43),

%+ (1) Comment No 2, Air Surg to Dir Base Serv
AAF, 10 Feb 43, on R&R Sheet, Dir Base Serv AAF
to Air Surg, 2 Feb 43, sub: Renaming of Pers Rest
Ctr Projects. AAF: 354.1 “Rest Ctrs and Conv
Homes.” (2) R&R Sheet, Dep C of Air Staff to Air
Surg, 18 Feb 43, sub: Specialized Hosp and Recuper-
ative Fac for AAF Pers, with atchd draft Memo, CG
A AT for AsstSec War for Air, 10 Feb 43, and draft
Memo, AsstSecWar for Air for SecWar, 15 Feb 43.
Sa.ne file.

* Memo, ACofS G-1 WDGS for CofSA, 24 May
43, sub: Specialized Treatment for Aircraft Combat
Crew Pers. HRS: G-1/354.7(2-8-43).

* Coleman, op. cit., pp. 384-86, citing Memo,
ACofS G-4 WDGS for ACofS G-1, G-3, OPD
WDGS, and CGs AGF, AAF, ASF, n d, and Memo
WDGAP/354.7(3-8-43), ACofS G-1 WDGS for
CofSA, 25 May 43.

¥ Memo WDGDS 4588, ACofS G-4 WDGS for CG
ASF, 14 Jun 43, sub: Recuperation Ctrs for Conv
Pnts. Filed as incl to ind dated 29 Jul 43. HD: Wilson
files, “Day File, Jul 43.”
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21 June 1943 ASF headquarters approved
the program The Surgeon General pre-
sented.®” Neither mentioned separate facil-
ities for the Air Forces, hoping apparently
to keep the convalescent care of all pa-
tients under their own control. The day
before, however, a short-lived memoran-
dum (already discussed) had granted the
Air Forces authority to hospitalize combat
crew members returned from theaters of
operations and to operate whatever general
hospitals were necessary for that purpose.*
As a part of the compromise settlement of
this question, it will be recalled, Surgeon
General Kirk agreed to the Air Forces’
establishment of convalescent centers for
the care of both combat crew members
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suffering solely from operational fatigue
and other Air Forces paticnts whose medi-
cal care had been completed in general
hospitals, while the Air Surgeon agreed to
the continued operation of all general
hospitals by the Service Forces. The Air
Forces therefore activated eight convales-
cent centers in the latter half of 1943,%
while the Service Forces established con-
valescent annexes at each general hospital.
Convalescent hospitals as such were not
authorized until the spring of 1944.°°

ST Mer:o, Col John R. Hall for SG, 12 Jun 43.
(2) Istind SPRMC 322 (18 Jun 43), CG SOS to SG,
22 Jun 43, on unknown basic Ltr. Both in SG: 632.-1.

%% See above,
59 AAF Memo 20-12, 18 Sep 43.

 See below [ TE3=90]



CHAPTER VII

Minor Changes in Hospital

Administration

The outbreak of war and expansion of
the hospital system produced few changes
of consequence in hospital administration.
In fact, as in prewar mobilization plan-
ning, greatest attention seemed to be de-
voted to physical plants, while the internal
organization and administration of hospi-
tals remained largely under peacetime
policies and procedures. The Surgeon
General’s Office continued to consider
such matters as belonging properly within
the province of hospital commanders and
concerned itself, as before the war, with
attempts to modify administrative proce-
durcs outside Army hospitals that affected
the length of time patients occupied hospi-
tal beds. In some instances it seemed loath
to break with the past, opposing altogether
or accepting reluctantly suggestions for
changes in the organization of hospitals
and in the manner in which they were
staffed. Although it took constructive steps
to eliminate problems involved in supply-
ing and equipping new and expanded hos-
pitals, a shortage of many items continued
to plague hospital commanders until early
in 1943.

Question of Simplified Organization
and Internal Administrative Procedures

The practice of leaving the organization
and administration of hospitals largely,

within broad limits already established by
Army regulations and technical manuals,
to the discretion of local hospital com-
manders continued to result in variations
as numerous as the hospitals themselves,
both in the number of services supplied
and in the relation of such services to one
another and to the commanding officer.
In some instances hospital commanders
took advantage of the freedom permitted
them and increased the efficiency of their
installations by organizing services not
ordinarily found in military hospitals. For
example, the Camp Maxey (Texas) and
Fort Bliss (Texas) Station Hospitals,
adopting a practice of civilian medicine,
established diagnostic clinics to expedite
the “work-up” of cases and weed out those
not requiring immediate hospitalization.
The clinic at Camp Maxey, the hospital
commander estimated, saved at least 600
hospital admissions during 1942.° Other
commanding officers showed less initia-
tive, organizing and arranging customary
services in numbers and relations which
they considered desirable. Thus, in the
absence of specific organizational direc-
tives and standard administrative proce-

" An Rpts, 1942, Sta Hosps at Cps Butner, Maxey,
Howze, Cooke, Bowie, and Ft Bliss, and An Rpts,
1943, Sta Hosps at Cps Carson, Beale, Lee, Maxey,
and Ft Bliss. HD.

2 An Rpt, 1942, Sta Hosp at Cp Maxey, and An
Rpts, 1942 and 1943, Sta Hosp at Ft Bliss. HD.
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dures, efficient organization and smooth
functioning depended largely upon the ad-
ministrative capabilities of hospital com-
manders and their staffs and upon the
supervision and advice they received from
higher authorities.”

In the fall of 1942 the Wadhams Com-
mittee had stated that Army hospital
organization and administration needed
improvement. It recommended the pro-
curement of trained hospital administra-
tors for assignment to key positions on the
staffs of hospital commanders and as con-
sultants to The Surgeon General and serv-
ice command surgeons. It also recom-
mended that hospital organization be
simplified. Citing a hospital in which
thirty-three sections or services operated
directly under the commanding officer as
proof of need for such action, the Commit-
tee suggested a “‘model organization” in
which all functions of a hospital would be
grouped under the chiefs of three divisions:
the Medical, Administrative, and Service
Divisions.*

The Surgeon General took issue with
these recommendations. He expressed
doubt that any hospital commander had
thirty-three section or division chiefs re-
porting directly to him and asscrted that
the hospital organization outlined in Tech-
nical Manual 8-260 was the result of
many years of medico-military hospital
administration and represented the opin-
ion of able officers of the Medical Depart-
ment. “No advantage would appear to
accrue,” he stated, “for [from?] any major
change at this time.” He was equally op-
posed to the proposal to assign special hos-
pital administrators to key positions in
station and general hospitals. “Lay’ ad-
ministrators were used in civilian hospi-
tals, he stated, only beeause doctors did
not have time for administrative duties.
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He asserted that Medical Corps officers
could administer Army hospitals best,
since some functions found in civilian hos-
pitals either were lacking in military hos-
pitals or were handled by other Army
agencies, such as the Corps of Engineers.
He admitted that specialists in hospital
administration were useful in some posi-
tions, pointing out that approximately one
hundred had already been commissioned
in the Medical Administrative Corps for
administrative work in hospitals. As to the
assignment of hospital administrators to
his own Office or to those of service com-
mand surgeons, he made no comment.®
Later, after the commanding general,
Services of Supply, directed him to take
immediate action on the Committee’s
recommendation, The Surgeon General
modified his position. On 16 January 1943
he informed General Somervell that he
was negotiating with Dr. Basil C. Mac-
Lean, Superintendent of Strong Memorial
Hospital, Rochester, N. Y., regarding a
commission and assignment to his Office
to make a comprehensive survey of mili-
tary hospital organization and adminis-
tration and to advise him on the procure-
ment and assignment of additional hospi-
tal administrators from civilian life.® Dr.
MacLean was unable to accept a commis-
sion immediately, but on 23 April 1943
he was made a lieutenant colonel and as-
signed to The Surgeon General’s Hospi-
talization and Evacuation Division.

"See An Rpt, 1942, Chief Med Br 8th SvC. HD.

1 (1) Cmtee to Study the MD, 1942, Rpt, HD. (2)
Extract from Memo. CG SOS for SG, 26 Nov 42, in
Cmtee to study the MD, 1942-43, Actions on
Recomd, Recomd Nos 26 and 27. HD.

3 Extract from 1st ind, SG to CG SOS, 15 Dec 42,
in Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd No 27. HD.

¢ Extracts from 3d ind, SG to CG SOS, 16 Jan 43,
in Cintee to Study the MD, 1942-43, Actions on
Recomd, Recomd Nos 26 and 27. HD.
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who had returned from theaters, or who
were en route to overseas destinations,
were transferred at the time they entered
general hospitals to replacement pools of
their respective arms and services. Upon
completion of hospital treatment, whether
qualified for general or limited service,
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they could be returned to pools to await
permanent reassignment. Other officers,
for example those of station complements,
were not assigned to such pools and had
to be returncd to their proper stations. In
either case, hospitals might disposc of pa-
tients as soon as their medical treatment
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had been completed, without waiting for
higher headquarters to make assign-
ments.'® Nevertheless, some hospital com-
manders continued to hold officer-patients
until higher headquarters had acted upon
the recommendations of hospital disposi-
tion boards.'"

Attempts To Speed the Disposition
of Enlisted Men

Delaysin the disposition of enlisted men,
both those being discharged from the Army
on certificates of disability and those being
returned to duty for limited service, also
caused the Medical Department concern.
As in the case of officers, such delays re-
sulted in part from administrative actions
required of headquarters outside hospitals.
Attempts were made to remove this cause
of delay during the early war years. Later,
emphasis was to be placed upon simplify-
ing procedures within the hospitals them-
selves.

Failure to receive service records and al-
lied papers, such as individual clothing
and equipment records, of enlisted pa-
tients transferred to general hospitals was
one cause of delay. Without such records
hospitals could not release men entitled
to discharge from the Army. As early as
December 1941 some hospitals com-
plained about this situation.'® To correct
it The Surgeon General secured the issu-
ance of a War Department letter requiring
“the immediate transfer of such papers to
a general hospital when a member of the
command is transferred thereto.” '* This of
course did not solve the problem of pa-
tients whose records had been lost or de-
stroyed. Several officers, including the
commanding general of Lovell General
Hospital, the director of training of the
Services of Supply, the finance officer of
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the New York Port of Embarkation, and
representatives of the Surgeon General’s
Office, became interested in it almost
simultaneously.”® On 6 June 1942, there-
fore, the War Department published a di-
rective permitting hospital personnel of-
ficers to prepare payrolls, final pay state-
ments, and new service records on the
basis of affidavits of men whose records
had been lost in disasters either at sea or
on land.?! Within a month, both SOS
headquarters and the Chief of Finance de-
cided that this policy should be broadened
to include all lost records, whether or not
they had disappeared as a result of mili-
tary action.*® This was done by a new War
Department directive published on 24
July 1942.2% Its provisions helped to speed

1 WD Cir 424, 31 Dec 42.

7 (1) An Rpts, 1943, Tilton, LaGarde, Ashburn,
and O’Reilly Gen Hosps. HD. (2) Memo, Lt Col Basil
C. MacLean, MC for [Brig] Gen [Raymond W.]
Bliss thru Col [Albert H.| Schwichtenberg, 6 Nov 43,
sub: Observations Based on Recent Visits of Varying
Periods to 9 Gen Hosps. SG: Gen Bliss’s Off files,
“Util of MGs in ZI” (19) # 1. In this letter, Colonel
MacLean stated: “The wastage in days and dollars is
scandalous and can be attributed directly to the stu-
pidities of a cumbersome and complex procedure
which is not easily adaptable to a war time load.”

¥ (1) Statement of CO Lawson Gen Hosp, Agenda
of SGO Conf with COs Gen Hosps, 15 Dec 41. HD:
337.-1. (2) Inf memo, SG for TAG [Dec 41], sub: Trf
of Puts. AG: 201.3 (1-23-42)(8).

1 Ltr, TAG to CGs Armies, Army Corps, ef al., 29
Jan 42, sub: Delay in Trf of S/R. AG: 201.3
(1-23-42)(8).

2? (1) Ltr, CG Lovell Gen Hosp to TAG, 21 May
42, sub: Lost S/R. HRS: G-1/10381. {2) Memo
SPTRU 333.1 (5-12-42), Dep Dir Tng SOS for Dir
MPD SOS, 12 May 42; sub: EM. Same file.

21 (1) 2d ind, CofF to TAG, 2 Jun 42, on Ltr, Fin
Off, Brooklyn, NY to CofF, thru Fin Off 2d CA, 24
May 42, sub: Pay of EM without S/R. AG: 240
(5-24-42)(1). (2) WD Cir 177, sec 1, 6 Jun 42.

22 (1) Memo, CG SOS for CofSA, 27 Jul 42, sub:
Prompt Discharge of EM on CDD from Gen Hosp.
HRS: G-1/10381. (2) Memo SPFDR 300.3 /360354
(WD Cir), CofF for C of Admin Servs SOS, 21 Jul 42,
sub: Proposed WD Cir. AG: 240 (1-3-42)(1).

= WD Cir 244, 24 Jul 42,
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the discharge of enlisted men on certifi-
cates of disability by making it unneces-
sary to hold patients in hospitals while
missing records were located or until new
ones were issued by The Adjutant Gen-
eral.*

At station hospitals a serious cause for
delay in discharging patients for disability
was that officials outside hospitals had
both to initiate and to consummate the
action. Under existing regulations an en-
listed man’s immediate commanding
officer had to initiate the certificate re-
quired for this purpose (WD AGO Form
40), and an authority higher than the sta-
tion hospital commander, either the post
commander or the service commander,
had to approve the certificate and the rec-
ommendations of the medical board who
examined the man.”> When members of
the Wadhams Committee visited Army
hospitals in the fall of 1942, they found
that complaints on this score were gen-
eral.* The Committee recommended that
authority to approve disability discharges
be vested in all commanders of camps
having a strength of 20,000 or more.””
About the same time, General Snyder
found in a survey which he was making
that approximately 12 percent of all pa-
tierits were awaiting disability discharges.
To free beds for other patients, he recom-
mended that measures be taken to require
organization commanders to initiate dis-
ability certificates promptly and to permit
commanders of all posts having a strength
of 5,000 or more to approve disability dis-
charges.”® Accordingly, The Surgeon
General prepared a memorandum, pub-
lished by the War Department on 30
November 1942, requiring “all con-
cerned” to insure prompt action by unit
commanders in initiating disability cer-
tificates. In December he also secured a
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modification of Army regulations to per-
mit commanders of all stations with hous-
ing capacities of 5,000 or more to grant
disability discharges.?” These actions, par-
ticularly the latter, simplified the disposi-
tion of such patients and in at least one
hospital reduced the average period of
their stay by almost two thirds, from fifty-
eight to twenty-one days.”* Causes for de-
lay still existed for papers still had to be
transmitted between unit and hospital
commanders and between hospital and
post commanders.

Early in 1943 G-1 directed SOS to
make a study of War Department regula-
tions governing disability discharges “with
a view to their clarification and the speedy
consummation of discharges under this
authority.” *' The revision of regulations
which SOS headquarters subsequently
proposed seemed to The Surgeon General

24 (1) Ltr, CO Tilton Gen Hosp to TAG, 31 Jul 42,
sub: Discharge of EM, with Ist ind, TAG to CG Til-
ton Gen Hosp, 25 Aug 42. AG: 220.8 (8-1 34)(1). (2)
An Rpts, 1942, Torney Gen Hosp, and 1943, LaGardce
Gen Hosp. HD.

2 AR 615-360, sec II, par 3, 8,9, 11, 14, and 16, 4
Apr 35 and 26 Nov 42,

26 (1) Memo by Dr J. H. Musser, n d, sub: Visit to
Louisiana Hosp Insils. Pers files of Dr Lewis H. Weed,
Mem of the Wadhams Cmtee. (2) Memo by Dr
Arthur H. Ruggles, n d, sub: Visit with Mr. James
ITamilton o Cp Devens, Mass. Same file.

27 (1) Extract from Memo, CG 5085 for SG, 26 Nov
42, in Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd No 12, HD. (2) Cmtee to Study the
MD, 1942, Rpt, p. 5. HD.

L, Asst 1G to IG, 10 Nov 42, sub: Surv of ITosp
Fac and their Util. IG: 705-Hosp (A).

(1) 3d ind, SG to CG SOS, 24 Nov 42, on Ltr,
Asst 1G 1o IG, 10 Nov 42, sub: Surv of Hosp Fac and
their Util. IG: 705-Tlosp (A). (2) WD Memo W40-
9-42, 30 Nov 42, sub: Delays in Processing WD AGO
TForm 40. Same file. (3) WD Cir 404, sec 111, 14
Dec 42.

30 An Rpts, 1942, Sta Ilosp at Sheppard Fld, and
Surg 7th SvC. HD.

41 Memo, ACofS G-1 WDGS for Dir MPD SOS,
9 Feb 43, sub: Discharge of EM on CDD. AG:220.8
(2 Jun 42)(2) Sec 1.
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likely to retard rather than to speed dis-
charges. He therefore requested a confer-
ence of representatives of his own Office
and of The Adjutant General, The Judge
Advocate General, the commanding gen-
eral of Services of Supply, and the Vet-
erans Administration, to consider the en-
tire question.™ As a result a revision was
worked out which eliminated some chan-
nels of communication and placed time
limits upon the transfer of papers required
for disability discharges.**

Under the new procedure, published on
16 April 1943, patients were to be trans-
ferred (on paper) from their own units to
the station complement of the post on
which the hospital treating them was lo-
cated within forty-eight hours after hospi-
tals decided to discharge them. Thus, all
steps leading up to discharges for disability
were to be under the control of post com-
manders, independent of any action by
unit commanders. Station complement
commanders were required to forward
disability certificates to station hospitals
within twenty-four hours after they were
requested, and hospital commanders had
to forward all papers, with recommenda-
tions, to post commanders within forty-
eight hours after action by medical boards
examining patients. In addition, discharge
of patients was not to be delayed until all
records of previous medical examinations
had been received. Furthermore, hospital
commanders were charged with the re-
sponsibility, under post commanders, for
processing all records within the time
limits allowed.?

Under the revised regulation the
amount of time needed to process the
papers required for disability discharges
was reduced appreciably. In the station
hospital at Camp Chaffee (Arkansas) for
example, the time was cut from approxi-
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mately eighteen to five days.” Here, as in
other instances, the post commander elim-
inated even the transmission of records
from station complement headquarters to
hospitals and from hospitals to post head-
quarters. He accomplished this by plac-
ing detachments to which patients were
transferred to await discharge under the
command of members of the hospital staff
and by permitting hospital commanders
to exercise the authority of post com-
manders to approve disability discharges.
In this way, the entire process of granting
discharges on certificates of disability was
centralized under station hospital com-
manders.* Such was already the case in
general hospitals, because enlisted men
treated in them belonged to detachments
of patients, rather than to the units to
which they had been assigned previously,
and general hospital commanders had
had authority since September 1941 to
grant discharges on certificates of dis-
ability. Further simplification of proce-
dures within hospitals themselves re-
mained to be done during the later war
years.

The disposition of psychotic patients in-
volved problems not ordinarily encoun-
tered in other disability discharges. Until
the spring of 1943 patients who became
mentally deranged within six months after
induction and required institutional care
after discharge from the Army had to be

32 Memo SPMCII 300.3-1, SG for TAG, 7 Mar 43.
AG: 2208 (2 Jun 42)(2) Sec 1.

34 Memo, CG SOS for ACofS G-1 WDGS, 17 Mar
43, sub: Discharge of EM on CDD. AG:220.8 (2 Jun
42)(2) Sec L.

AR 615-560, C 4, 16 Apr 43.

5 An Rpt, 1943, Sta Hosp at Cp Chaffee. HD.

6 (1) Comments of Surg, Ist, 2d, and 7th SvCs, Rpt,
SGs Conf with Chiefs Med Br SvCs, 14-17 Jun 43, pp.
56-58. HD: 337. (2) An Rpts, 1943, Sta Hosps at Cp
Chaffee, and Fts Custer, Bragg, and Riley. HD.
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sent to State mental institutions or to St.
Elizabeth’s Hospital in Washington, D. C.
Only patients with more than six months’
service were “line-of-duty” cases and
therefore eligible for care by the Veterans
Administration. To arrange for State care
of mental patients frequently required
several weeks or else turned out to be im-
possible altogether.”” To relieve other hos-
pitals of the accumulation of such patients
awaiting discharge, The Surgeon General
opened Darnall General Hospital on 1
March 1942, established additional closed
ward facilities at Valley Forge and Bush-
nell (Utah) General Hospitals in the fall
0f 1942, and on 12 June 1943 activated
Mason General Hospital in buildings ac-
quired from the State of New York.** In
March 1943 Congress authorized the
Veterans Administration to care for
patients regardless of their “line-of-duty”
status.”” Thereafter, Army hospitals en-
countered less difficulty in disposing of
psychotic patients, since they could trans-
fer any of them to the Veterans Adminis-
tration.

More than a year before this Congress
had taken action which might have re-
sulted in delaying the disposition of pa-
tients. On 12 December 1941 Congress
authorized the Army to retain in its hospi-
tals, rather than transfer to the Veterans
Administration, patients whose terms of
service had expired but who needed con-
tinuing hospitalization.*” The extension of
all terms of service, on the following day,
for “the duration plus six months,” reduced
the importance of this authorization con-
siderably.*' The question remained of how
long the Army would keep patients who
could not be returned eventually to active
duty.

Wishing to free as many beds as possi-
ble, The Surgeon General appealed to a
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policy which the Federal Board of Hospi-
talization had established in 1940: the
early transfer to the Veterans Administra-
tion of patients who could not be salvaged
for further service.*” The Wadhams Com-
mittee, on the other hand, responsive per-
haps to a feeling among the public that
the Army should do everything possible
for its sick and wounded men, recom-
mended that the Army keep all patients,
except those who were neuropsychiatric,
until they had received maximum thera-
peutic benefits.** This might have proved
embarrassing for The Surgeon General
had not the Federal Board ruled, in Feb-
ruary 1943, that under its 1940 resolution
the decision as to when patients should be
transferred to the Veterans Administration
rested with The Surgeon General.** This
ruling left him free either to transfer pa-
tients as soon as it was determined that
they could not be returned to duty, thus
saving beds for other Army patients, or to
keep them for extended periods of Army
hospitalization as increasing emphasis

%7 (1) SG Litrs 99, 4 Sep 42; 1, 1 Jan 43; and 6, 2 Jan
43. (2) An Rpts, 1942, Darnall, Stark, and Tilton Gen
ITosps, and Sta Hosp at Cp Raberts. HD,

** An Rpts, Hosps named above, 1942 and 1943.
HD. (2) Rpt. SGs Conf with CA and Army Surgs,
25-28 May 42. HD: 337. (3) Mcmo, Col I1. D. Offutt
for Col J. R. Hall, 22 Sep 42. SG: 632.-2. (4) Extract
from lIstind, SG to CG SOS, 15 Dec 42, on extract
from Memo, CG SOS for 8G, 26 Nov 42, in Cmtee to
Study the MD, 1942-43, Actions on Recomd, Recomd
No. 22. HD.

“ (1) Public Law 10, 78th Cong, 17 Mar 43, 57
Stat 10. (2) AR 615-360, C 4, 16 Apr 43.

0 (1) Public Law 333, 77th Cong., 12 Dec 41, 55
Stat 333. (2) Ltr, Franklin D. Rooscvelt to SceWar,
12 Dec 41. AG: 322.8 (9-1-34) Case 1.

*t Public Law 338, 13 Dec 41, 55 Stat 338.

2 2d ind, SG to TAG, 19 Mar 42, on Lir 220.811-1,
SG to TAG, 31 Jan 42, sub: Policy Conc Discharge of
Disabled EM. AG: 200.8 (8-1-34) Case 1.

3 Cmtee to Study the MD, 1942, Rpt, p. 12. HD.

4 Ltr, Chm Fed Board of Hosp to SG, 4 Feb 43, in
Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd Na 29. HD.
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came to be placed on Army recondition-
ing and rehabilitation during the later
war years.

Delays in the disposition of enlisted pa-
tients occurred also, as in the case of offi-
cers, when their organizations had moved
to undisclosed destinations or when men
were physically fit for only limited service
at the end of treatment. Such patients
were found less in station than in general
hospitals, since the latter treated those
who had the more serious illnesses or in-
juries and required longer periods of med-
ical care. Both the men whose organiza-
tions had moved and those qualified for
only limited service required new assign-
ments. To prevent their being held in hos-
pitals awaiting assignment by higher
headquarters, meanwhile occupying beds
needed for other patients, The Surgeon
General’s Hospitalization Division recom-
mended on 22 January 1942 that casual
detachments be set up near all general
hospitals for the immediate assignment,
on a temporary basis, of all enlisted pa-
ticnts whose hospitalization had been
completed.”® Instead of approving this
recommendation, the Secretary of War,
on the advice of the General Staff, directed
that Air Corps (after March 1942, Air
Forces) enlisted patients be reassigned by
the chief of the Air Corps; others, by corps
area commanders.*® Two days later, after
Colonel Offutt protested that this failed to
solve the problem, the War Department
suggested that corps area commanders
furnish hospitals with blocks of available
assignments or that they designate stations
to which enlisted men might be sent tem-
porarily, pending permancnt assign-
ments.*” This procedure worked well in
some corps areas. In others, where corps
area commanders failed to establish
casual detachments under such ‘‘permis-
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sive regulation,” it was less successful in
enabling hospitals to speed the disposition
of patients.*

Other Efforts To Shorten
the Period of Hospitalization

The speed-up of dispositions was not
the only way by which beds could be
saved for patients who really needed them.
The same result could be accomplished by
limiting the treatment given in hospitals.
During the winter of 1942-43 The Sur-
geon General instituted measures of that
type. Among them were the treatment of
patients with uncomplicated cases of gon-
orrhea on a duty status and the curtail-
ment of elective operations.

Although the majority of patients with
gonorrhea in civilian life were treated on
an out-patient basis, the Army had cus-
tomarily hospitalized soldiers with that
disease."” In the fall of 1942 such patients
often remained in hospitals for more than
a month and, according to General Sny-
der, occupied approximately 6,000 beds.
During 1942, some posts in the Fourth
Service Command had begun to use sul-
fonamide compounds to treat patients
with gonorrhea on a duty status, thus
avoiding long periods of hospitalization.
On 10 November 1942 General Snyder
recommended the immediate considera-
¥ Ltr. SG to TAG, 22 Jan 42, sub: Disposition of
Pnts. SG: 705.-1.

% (1) Istind AG 220.31 (1-22-42)EA, TAG to SG,
30 Jan 42, on Ltr, SG to TAG, 22 Jan 42, sub: Dispo-
sition of Pnts. $G: 705.-1. (2) WD Cir 24, 27 Jan 42.

17 Litr, TAG to CGs of all CAs, 29 Jan 42, sub: Dis-
position of Pnts in Gen Iosps. AG: 322.3 Gen Hosp
(1-28-42)(1).

* (1) Ltr, Col Harry D. Offutt to Col W. H. Smith,
9 Mar 42. SG: 323.7-5 (LaGarde GH)K. (2) Rpt,
SGs Conf with CA and Army Surgs, 25-28 May 42,
p. 2. HHD: 337.

4% Paul Padgett, The Diagnosis and Treatment of
the Venereal Discases (1948). HD.
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tion of standardizing this practice through-
out the Army.”” The Surgeon General
then requested thc appointment of a
board of medical officers to review accu-
mulated experience to determine the wis-
dom of extending on-duty treatment of
gonorrhea patients.”! By January 1943 the
board had completed its work. It recom-
mended that the policy of treating patients
with uncomplicated cases of gonorrhca on
a duty status be encouraged, but not re-
quired.” Adoption of this policy reduced
the number of patients in hospitals and
thereby lessened both construction and
personnel requirements.*

At the same time, to achieve thc same
end, General Snyder also recommended
the curtailment of clective operations,
such as the repair of hernias, the removal
of pilonidal cysts, and the correction of
internal derangements of knee joints and
other preinduction disabilities.”" In con-
formity with this recommendation, The
Surgeon General directed hospitals to con-
sider for elective operations only men who
might be of definite value to the Army
afterwards.”® Although this directive did
not require a curtailing of elective opera-
tions, some hospitals reduced the number
performed.®® Later during 1943, when the
manpower shortage demanded maximum
use of available men, it was necessary to
relax this policy.””

Early Changes in the Size
and Composition of Hospital Staffs

With the war making increasingly
heavy demands upon the Nation’s avail-
able manpower, zone of interior hospitals
faced the prospect of having to function
with staffs that had progressively lower
proportions of Medical Corps officers and
able-bodied enlisted men. Although re-
ductions were carried to greater lengths
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during the latter part of the war, they
started during its early vycars and the
practice of replacing physicians and able-
bodied enlisted men by personnel in other
categories began at that time.
Throughout 1942 the personnel guide
that had been issued in April 1941 re-
mained eflective for station hospitals, and
the Surgeon General’s Office instructed
general hospitals to use tables of organiza-
tion of corresponding numbered units as
their guide.”® During the year, his Office
not only revised such tables but in Decem-
ber presented for Staff approval new
guides for manning both station and gen-
eral hospitals in the zone of interior.””
Made partly at thc instance of the Gen-
eral Staff as a means of reducing the
Army’s requirements for physicians,®

*0 Ltr, Asst IG to IG, 10 Nov 42, sub: Surv of Hosp
Fac and their Util. IG: 703-Hosp (A).

1 (1) 3d ind, SG to CG SOS, 24 Nov 42, on Litr,
Asst IG to IG, 10 Nov 42, sub: Surv ol Hosp Fac and
their Udl. IG: 7053-Hosp (A). (2) Ltr, $G to CG SOS,
19 Nov 42, sub: Apmt of Bd for Investigation of Treat-
ment of VD on Duty Status. Same file.

2 WD AGO Memo W40-2-43, 19 Jan 43, sub:
Treatment of Individuals with UUncomplicated Gon-
orrhea on a Duty Status. HD: 726.1-1.

% An Rpts, 1942, Sta Hosps at Cp Butncer and Ft
Bragg. IID.

5+ Lir, Asst IG to IG, 10 Nov 42, sub: Surv of Hosp
Fac and their Utl. IG: 705-Hosp (A).

» SG Litr 167, 30 Nov 42, sub: Performance of
Elective Oprs for Pre-Induction Disabilities.

% An Rpts, 1943, Fletcher Gen Hosp and Sta Hosp
at Cp Chaffee. IID.

" SG Ltr 190, 17 Nov 43, sub: Sel of Cases for
Elective Opr for Pre-Induction Disability.

»* Ltr, Col H. D. Offutt to Col E. R. Gentry, Borden
Gen Hosp, 4 Nov 42. 8G: 323.7-5 (Borden GH)K.

* Incl |, Annexes A and B, to Memo, Act SG for
DepCofS WDGS thru Mil Pers Div SOS, 14 Dec 42,
sub: Availability of Physicians. SG: 322.051-1.

50 Memo, ACofS G-1 WDGS for SG thru Pers Div
SOS, 1 Apr 42, sub: Availability of Physicians. HRS:
G-1/16331-16335. For a full treatment of the question
of the Army’s requirements and the availability of
physicians, sce John II. McMinn and Max Levin,
Personnel (MS for companion vol. in Medical Dept.
series), HD.
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TaBsLE 4—PosiTions aND Ranks 1N ZoNE oF INTERIOR HospiTaLs PERMITTED BUT NO1
REeQuIrED TO BE FILLED BY MEDICAL ADMINISTRATIVE Corps OFFICERS, 9 APRIL 1941

) Medical } CO En Assistant | Assistant Assistant
Steof Howital | Adweane sty el Do | GREE R AN | Suply | iea B |
50&75Beds. . ........ ... WALt |
100, 150, & 200 Beds.. ... Ist Lt | 2d Lt Ist Lt oo e
250, 300, 350, & 400 Beds.| 1st Lt | st Lt | IstLt | Capt |..... .. .| ... booeoi]ioiii]onnin,
450 Beds. .............. Ist Lt | Capt Ist Lt | Capt ... | o oo
500, 600, & 700 Beds... .. Capt Capt Capt Capt |........ 2dLe |l 2d Lt
750, 800, & 900 Beds. .. .. Capt Capt Capt Capt |........ 2dLt |........ Ist Lt | 2d Lt
1,000 Beds..............| Capt Capt Capt ¢y | 2dLe |........ Ist Lt | 2d Lt
1,500 & 2,000 Beds. . .. .. Capt Capt Capt Q) Ist Lt | 2d Lt | 2d Lt Ist Lt | 2d Lt

@ The registrar was required in all hospitals to be a Medical Corps officer. .
b The mess officer of hospitals with 1,000 or more beds was required to be a Major, Medical Corps.

Source: Guide for Determination of Medical Department Personnel, C 1, MR 4-2, Hospitals, 9 April 1941.

these changes were expected to lower the
number of Medical Corps officers author-
ized for hospitals of various sizes and to
increase the use of Medical Administra-
tive Corps officers in administrative posi-
tions.

Throughout 1942 allowances of Medi-
cal Corps officers for zone of interior
hospitals were considerably higher than
those later prescribed in the guides. For
example, on 21 October 1942 the Surgeon
General’s Office informed the commander
of a 1,500-bed general hospital that his
allotment should consist of eighty officers
of the Medical Corps, ten of the Medical
Administrative Corps, and additional
members of other corps.”” An allotment
based on the revised table of organization
for numbered general hospitals would
have had 23 fewer Medical Corps officers,
and one based on the December 1942
guide for named hospitals would have had
34 fewer Medical Corps officers and 13
more Medical Administrative Corps offi-
cers. High allotments were somewhat off-
set by the fact that in most cases the num-

ber of Medical Corps officers actually
assigned failed to equal the allowance.
Hospital commanders therefore com-
plained of shortages, but their complaints
seem to have been based on this discrep-
ancy alone and not on a consideration of
all their resources. In addition to assigned
physicians, many hospital commanders
had at their disposal medical officers of
units attached for training as well as those
awaiting assignment in Medical Depart-
ment pools. Moreover, later in the war
hospitals had to get along with even fewer
assigned Medical Corps officers, and as
commanders continued to assert that their
hospitals provided a high standard of
medical care their complaints of shortages
of physicians during this period should be
taken at something less than face value.®

51 Ltr, Lt Col Paul A. Paden to Brig Gen R[oyal]
Reynolds, Kennedy Gen Hosp, 21 Oct 42. SG:
323.7-5 (Kennedy GH)K.

52 (1) An Rpts, 1942, Chiefs Med Br SvCs, 1st-9th
SvCs. HD. (2) An Rpts, 1942, Lovell, Hoff, Billings,
Kennedy, and Ashburn Gen Hosps, and Sta Hosps at
Fts Benning and Belvoir, and Cps Adair, Lee, Bland-
ing, and Chaffee. HD.
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Replacement of physicians in adminis-
trative jobs by Medical Administrative
Corps officers began in 1942. At the begin-
ning of the war the personnel guide for
named hospitals permitted but did not re-
quire the use of Medical Administrative
Corps officers in certain positions.
At that time the Surgeon General’s Office
apparently considered them primarily as
assistants to Medical Corps officers in the
more responsible administrative posi-
tions.%® Early in 1942, therefore, physi-
cians, sometimes with Medical Adminis-
trative Corps assistants, held such positions
as executive officer, registrar, adjutant,
mess officer, medical detachment com-
mander, and medical supply officer in
many hospitals in the zone of interior. In
compliance with General Staff and SOS
directives,®* The Surgeon General made
plans during 1942 to use Medical Admin-
istrative Corps officers more widely. First
he proposed to increase the supply by
opening a second Medical Administrative
Corps officer candidate school.®” Then in
June he requested certain hospital com-
manders to make studies of the positions
which administrative officers could fill.**
Before such studies could be completed, a
War Department directive, issued on the
recommendation of SOS headquarters,
ordered the commanding generals of the
Air and Ground Forces and of corps areas
to relieve Medical Corps officers of all
duties not requiring professional medical
training and to replace them with Medical
Administrative Corps or Branch Immate-
rial officers.®” This action left to individual
commanders the decision as to which
positions were suitable for administrative
officers. Generally they were considered to
be those of detachment commander, med-
ical supply officer, adjutant, and regis-
trar.®® By the end of 1942 service com-
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mands reported that administrative offi-
cers had replaced physicians in adminis-
trative positions to the extent which supply
of the former permitted.® The qualifying
phrase was important, for a shortage of
Medical Administrative Corps officers for
use in the zone of interior existed through-
out 1942 ™ and their widespread substitu-

$3 (1) Ltr, Act SG to thec Hon D. Lane Powers,
Mecm of Cong, 29 Mar 41. SG: 210.2-1. (2) Ltr, Lt
Col John M. Welch to Dr Wilburt C. Davison, Dean,
Sch of Med, Duke Univ, 31 Jan 42. SG: 210.1-1. (3)
Ltr, Col George F. Lull to Col Clharles] M. Walson,
5 Jun 42. Same file. (4) Ltr, Brig Gen W(illiam] L.
Sheep, CG Lawson Gen Hosp to Col H. D. Offutt,
12 Feb 42. SG: 323.7-5 (Lawson GH)K.

64 (1) Memo, ACofS G-1 WDGS for SG thru Pers
Div SOS, 1 Apr 42, sub: Availability of Physicians.
(2) Memo, ACofS G-1 WDGS for Pers Div SOS, 9
May 42, same sub. (3) Memo, CG SOS for SG, 22
May 42, same sub. All in HRS: G-1/16331-16335.

65 (1) Ltr, SG to Pers Sec SOS, 26 May 42, sub:
Procurement Objective, MAC. (2) Memo, CG SOS
for CofSA, 29 May 42, sub: Increase in Procurement
Objective, MAC, with 2d ind, SG to Chief Pers Servy
SOS, 6 Jun 42. (3) Memo, CG SOS for CofSA, 5 Jun
42, same sub. (4) Ltr, TAG to SG, 13 Jun 42, same
sub. Allin AG: 210.1(1-14-42)(2) Sec 2A.

66 Memo, SG for COs Sta Hosps at Sheppard Fld,
Fis Lewis, Ord, Sam Houston, Leonard Wood,
Devens, Indiantown Gap Mil Res, Cp Lee, and Fitz-
simons, Army and Navy, Wm. Beaumont, Walter
Reed, and Lawson Gen Hosps, 29 Jun 42, sub: Con-
scrvation of Available MC Offs. SG: 322.051-1.

57 Lur, TAG to CGs AGF, AAF, all CAs, 13 Jul 42,
sub: Relief of MC Offs from Duties Which Do Not
Require Professional Med Tng. AG: 210.31(7-10-
42)(4).

8% (1) Ltr, GG 8th CA to TAG, 22 Jul 42, sub: Re-
lief of MC Offs. AG: 210.31(7-10-42)(4). (2) Memo,
SG for Dir Mil Pers SOS, [10 Oct 42]. SG: 322.051-1.
(3) Ltr, Lt Col Jlames] R. Hudnall, SGO to Lt Col
Arthur J. Redland, 5th SvG, 10 Aug 42. SG: 320.3-1
(5th SVC).

8 (1) Rpt, Conf of CGs SvCs [SOS], 2d sess, 17 Dec
42, pp. 19, 33, 96. HD: 337. (2) An Rpts, 1942, Chiefl
Med Br (Surg) 3d and 9th SvCs. HD.

(1) Ltr SPMCQ 322.036.-1, SG to TAG, 28 Sep
42, sub: Increasc in Procurement Objective AUS for
Duty with MAC (SG). AG: SPGA 210.1 Med 1-20.
(2) Memo, SG for Dir Mil Pers SOS [10 Oct 42]. SG:
322.051-1. (3) Lur SPMCM 210.1-1, SG to Dir Mil
Pers SOS, 13 Oct 42, sub: Procurement Objective,
MD. AG: SPGA 210.1 Med 1-20. {(4) Memo, Lt Col
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tion for Medical Corps officers remained
to be carried out during the later war
years.

Changes in the composition of the en-
listed staffs of hospitals were more general.
Experience in the employment of civilians
had already demonstrated that able-
bodied enlisted men could be replaced by
personnel of other types. During the first
year and a half of the war the practice of
substitution was extcnded. Limited service
enlisted men (that is, those with physical
defects which disqualified them for service
with the field forces) and Women’s Army
Auxiliary Corps enlisted women were
added to civilians as replacements for
enlisted men who were physically qualified
for general service.

Early in 1942 hospital commanders
often had fewer enlisted men than they
considered desirable, and the Surgeon
General’s Office reported continual short-
ages for Medical Department activities.
Large numbers were needed for the many
new hospitals opening in the zone of inte-
rior. Units going overseas had to have full
complements and hospitals called upon to
supply them often had difficulty securing
replacements.” In July SOS headquarters
issued a directive, recommended by the
Surgeon General’s Office, to give such
hospitals priorities on replacement requisi-
tions.”” About the same time it announced
that the Army would begin in August to
induct limited service men and assign
them directly to hospitals and other zone
of interior installations.” These measures
were apparently helpful, for by the end of
1942 many hospitals reported that their
allotments were full.”* Even so, a few com-

Basil C. MacLean for Gen Bliss thru Col Schwichten-
berg, 6 Nov 43, sub: Observations Based on Recent
Visits for Varying Periods to Nine Gen Hosps. SG:
Gen Bliss’s Off files, “Util of MCs in the ZI* (19) #1.
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manders complained of shortages,”™ but
generally, complaints were less of short-
ages than of difficulties in using limited
service men and civilians.

Hospitals had had experience with lim-
ited service enlisted men as early as
December 1941, when the War Depart-
ment began to transfer physically unfit
men from field force units to zone of inte-
rior installations.” At first hospitals ab-
sorbed men of this type readily because
they were few in number and were used to
fill vacancies, supplementing existing
forces of able-bodied men. Gradually it
became the practice to withdraw able-
bodied men from hospital staffs for service
with field forces and to use limited service
men not as supplements but as substitutes
for them.”™ As this happened hospital
commanders encountered difficulties. The

(1) Memao, SG for Dir Mil Pers SOS [10 Oct 42].
SG: 822.051- 1. (2) DF WDGAP 322.051, ACofS G-1
WDGS to SG thru Mil Pers Div SOS, 28 Oct 42.
Same file. (3) Rpt, SGs Conf with CA and Army
Surgs, 25-28 May 42, pp. 20, 31. HD: 337. (4) An
Rpts, 1842, Chief Med Br 2d and 3th SvCs. HD.

 Ltr SPX 220.31 (7-11-42)EC-SPMCP-PS-M,
CG SOS to CGs SvCs and CGs Gen Hosps, 28 Jul 42,
sub: Filler Repls for Units Ordered Overseas. SG:
220.31-1.

™SOS Cir Ltr 25, 10 Jul 42, sub: Asgmt of Limited
Serv EM. SG: 220.31-1.

" An Rpts, 1942, Hoff, Ashford, Billings, Lovell,
Tilton, Hammond. Bushnell, Torney, O’Reilly, and
Lawson Gen Hosps and Sta Hosps at Cps Wheeler,
Murphy, Young, Croft, Roberts, Chaffee, McCoy,
Sheppard Fld, and Fts Knox and Riley. HD.

" An Rpts, 1942, Sta Hosps at Jefferson Bks and
Cp Lee. 1ID.

L AG 220.31 (12-18-41)EA-A, TAG to all
Army, CA, and Exempted Sta Comdrs other than AC
and C of Armored Force, 23 Dec 41, sub: Clearing Fld
Force Units of Pers not Physically Qualified for Fld
Serv. SG: 220.31-1.

77 (1) SOS Cir 13, 12 May 42, sub: Absorption of
Limited Serv Pers in Overhead Instls of SOS. AG:
220.3(12 May 42)i2). (2) WD Memo W615-3-42,
17 Aug 42, sub: Asgmt of Limited Serv Pers. HD:
220.31-1. (3) Ler AG 220.31{(4-5-43)PE-A-SPOA,
CG ASF to C of Tec Servs, 7 Apr 43, sub: Util of
Limited Serv Pers. Same file.
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field forces tended to place “problem”
men in the limited service category and to
promote others just before transfer—ac-
tions bound to create morale problems for
receiving hospitals.”™ Moreover, limited
service men were often unable to do a full
day of hard work, and hospitals—operat-
ing around the clock—found it difficult to
assign all of them to special jobs within
their physical limitations. Of equal impor-
tance, such men had often had no Medical
Department training. Hospitals therefore
had to maintain continuous training pro-
grams for newcomers. Even so they could
not always train enough technicians, for in
many instances physical incapacity hap-
pened to be coupled with low mentality
and little education.”™ By the end of 1942
this problem had become so serious that
The Surgeon General sought a commit-
ment from SOS headquarters to assign to
the Medical Department greater numbers
of limited service men of good caliber.*
Failing in this, he resorted to the establish-
ment in April 1943 of special regiments to
train whatever limited service men the
Medical Department might receive.®

As limited service men came to consti-
tute a larger part of the enlisted force, hos-
pitals gradually began to think of civilians
as supplementing rather than replacing
enlisted men. By the end of 1942 many
hospitals with full complements of enlisted
men also had sizable numbers of civilian
employees. In recruiting civilians, hospital
commanders encountered the same prob-
lems they had experienced in 1941. In
addition, they found it increasingly diffi-
cult to maintain stable civilian forces. As
able-bodied civilian employees were in-
ducted into the armed services, they had
to be replaced by women and elderly or
physically-handicapped men. Even the
widespread use of civilians of these types
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failed to bring stability, for they left hospi-
tals in growing numbers to take better
paying jobs elsewhere. Competition with
war industries and other government
agencies was keen and hospital wage-
scales were frequently lower than those
prevailing in surrounding areas. As a re-
sult, hospital commanders found the use
of civilians “very vexatious, time consum-
ing, and expensive,” ** and by the end of
1942 some of them began to think it would
be better to replace civilians with limited
service men, however unsatisfactory, or
with members of the Women'’s Army Aux-
iliary Corps.**

When the question of using Waacs in
Army hospitals was first raised in the
spring of 1942, The Surgeon General ex-
pressed opposition because, he said, their
use would conflict with civilian personnel
employment, would interfere with train-
ing of enlisted men, and would create diffi-

(1) Lir AG 220.31{(4-1 42)EA-A, TAG to CG
AGYF, CGs Eastern, Western, Southern, and Central
Def Comds, and all CA Comdrs, 2 Apr 42, sub: Clear-
ing Fld Farce Units of Pers Not Physically Qualified
for Fld Serv. SG: 220.31-1. (2) Ltr AG 220.31(7 -2-
42), TAG to CGs AGF, AAF, SOS, etc., 14 Jul 42,
same sub. Same file.

™ (1) An Rpts, 1942, Sta Hosps at Ft Knox, Cps
Roberts, Bowie, Maxey, Chaffce, Atterbury, Lec,
Wolters, Forrest, and Hofl and Tilton Gen Hosps.
HD. (2) An Rpts, 1942, Chiefs Med Br 1st, 2d, 3d,
and 7th SvCs. IID.

* (1) Mcmo, SG for Dir Mil Pers SOS thru Dir Tng
SOS, 3 Dec 42, sub: Asgmt of Class I and Class 11
Limited Serv Pers to MRTCs. SG: 220.31-1. (2)
Memo SPGAE/220.3(12-3-42)-132, Dir Mil Pers
SOS for SG, 10 Dec 42, same sub. Same file.

*! Litr, CG ASF per SG to CGs MRTCs, MDETS,
etc., 16 Apr 43, sub: Uul of Limited Serv Pers. HD:
220.31-1.

*2 Ltr, CO LaGarde Gen Hosp to Col Gleorge] F.
L.ull, SGO, 28 Dec 42. SG: 323.7-5(L.aGarde GH)K.

*> The above paragraph is based on: An Rpts, 1942,
Ashford, Billings, Bushnell, Hoft, Percy Jones, Tilton,
and Torney Gen Hosps, and Sta Hosps at Ft Riley,
and Cps Atterbury, Blanding, Chaffee, Croft, Howze,
Lec, Maxey, Roberts, Wheeler, Wolters, and Young.
HD.
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culties centering around housing and recre-
ation.®* During 1942, as civilians became
increasingly hard to get and keep and as
limited service men replaced those quali-
fied for overseas service in growing num-
bers, the idea gradually gained currency
among hospital commanders, service com-
mand surgeons, and members of the Sur-
geon General’s Office that Waacs, who
could not leave their jobs and who had
sufficient ability and education to absorb
technical training, were a “better bet”
than either civilians or limited service en-
listed men.** Meanwhile, as plans were
made to expand the women’s corps, both
the War Department General Staff and
SOS headquarters put pressure on all of
the services, including the Medical De-
partment, to use Waacs extensively to
release men for combat duty.*® About the
same time, the Wadhams Committee rec-
ommended their employment in hospi-
tals.*” Accordingly, early in 1943 the Sur-
geon General’s Office began to plan for
their assignment to Medical Department
installations.

At first The Surgeon General decided to
conduct experiments at Halloran (New
York) and Valley Forge (Pennsylvania)
General Hospitals to see what jobs Waacs
could fill.** Failing to obtain WAAC units
for this purpose, on 26 January 1943 he
appointed a board of officers, composed of
the chief of his Hospitalization Division
and members of the Personnel and Train-
ing Divisions, to study the problem. Soon
afterward he requested reports from serv-
1ice commands, the Air Forces, the Trans-
portation Corps, and the Army Medical
Center on hospital jobs which Waacs could
fill, the numbers needed, and the con-
struction required to house them.*® From
these surveys The Surgeon General’s
board found that the Air Forces planned
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to use Waacs in all hospitals having 200 or
more beds and that the commanders of
SOS hospitals having 500 or more beds
felt that they could use them to replace
from 30 to 50 percent of their enlisted
men. Not all hospital commanders, it
should be noted, were enthusiastic about
using Waacs, their attitudes depending to
a large extent upon what General Grant,
the Air Surgeon, called the “personal
equation.” *® The board estimated that

st Memo, Lt Col Gilman C. Mudgett, SOS for SG,
31 Mar 42, sub: Possible Use of Mems of the WAAC
in Army Hosps, with st ind, SG to CG SOS, 14 Apr
42; and 2d ind SPTRS 290 (WAAC)(3-21-42), CG
SOS 1 SG, 29 Apr 42. SG: 322.5-1 (WAC).

# (1) Ltrs, CO LaGarde Gen Hosp to Gol H. D.
Offutt, SGO, 21 and 29 Sep 42, and to Col G. F. Lull,
SGO, 28 Dec 42. SG: 323.7-5 (LaGarde GH)K. (2)
An Rpts, 1942, Cp Howze and Sheppard Fld Sta
Hosps, and Chief Med Br 3d SvC. HD. (3) Ltr, CO
Valley Forge Gen Hosp to SG, 19 Jan 43, sub: Re-
quest Allocation and Asgmt of a WAAC Unit, with
Ist ind. 8G: 322.5-1. {(4) Lir, Col G. F. Lull, SGO to
Col W. H. Smith, LaGarde Gen Hosp, 5 Jan 43. SG:
323.7-5(LaGarde GH)K. (5) Lir, Lt Col D[aniel] J.
Sheehan. SGO to Brig Gen James E. Baylis, CG
MRTC, Cp J. T. Robinson, Ark, 22 Feb 43. 1ID:
220.31-1.

% (1) Memo $635-2-42, 22 Oct 42, sub: Asgmt of
WAAC. AG: 320.2(10-1-32)(3) Sec 16. (2) Memo,
CG SOS for Cof Sup and Admin Servs, 22 Oct 42,
sub: Data for Study on Use of WAAC. Same file.

87 Extracts from Memo, CG SOS for SG, 26 Nov
42, and from 2d ind, CG SOS to SG, 21 Dec 42, in
Cmtee to Study the MD, 1942-43, Actions on
Recomd, Recomd No 88. HD.

% (1) Extract from 3d ind, SG to CG SOS, 16 Jan
43, on extract from Memo, CG SOS for SG, 26 Nov
42.(2) Extract from Ist ind, SG to CG SOS, 8 Mar
43, on extract from Memo, CofS SOS for SG, 26 I'eb
43. Both in Cmtee to Study the MD, 1942-43, Actions
on Recomd, Recomd No 88. HD.

9 (1) SG OO0 41, 26 Jan 43. (2) Memo, CG SOS per
SG for CG st SvC, attn Chiet Med Br, 29 Jan 43,
sub: Employment of WAAC in Sta and Gen Hosps,
Z1. HD: 322.5-1. The same letter was sent to all Serv-
icc Commands. (3) Memos, SG for CG AAF, MDW
and AMC, and for CofT, 3 Feb 43, same sub. Same
file.

" 1st ind, CG AAF per Air Surg to G, 26 Feb 43,
on Memo, SG for CG AAF attn AF Surg, 3 Fcb 43,
sub: Employment of WAAC in Sta and Gen Hosps,
Z1.5G: 322.5-1.
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more than ten thousand Waacs would be
needed for hospitals and in March 1943
recommended that WAAC headquarters
be asked what number they could sup-
ply.”' The Surgeon General thensent each
service commander a tabulation of Waac
requirements for hospitals in his com-
mand, for inclusion in the Waac requisi-
tion which it was anticipated SOS head-
quarters would require each to submit.”®
Soon afterward, Waac recruiting collapsed
and WAAC headquarters could promise
The Surgeon General, on 2 June 1943,
only 150 to 170 women for training each
month, beginning in September 1943.%
The extensive use of Waacs in hospitals
therefore had to wait.

Problem of Furnishing Supplies
and Equipment for Hospitals

Providing sufficient medical supplies
and equipment for large numbers of new
station and general hospitals, and for old
hospitals that were expanding with un-
precedented rapidity, as well as for dispen-
saries, infirmaries, induction stations, and
medical units destined for overseas service,
presented the Medical Department a
problem of great magnitude.”* It was par-
tially simplified by the practice of issuing
hospital assemblages as single items. Using
equipment lists prepared during the emer-
gency period, medical depots packed
assemblages which included, within the
limits of supplies and equipment available,
all items needed to establish hospitals of
various sizes and kinds, ranging from
25-bed station hospitals to 1,000-bed gen-
eral hospitals. As new hospital plants were
constructed the Surgeon General’s Office
had assemblages of appropriate sizes
shipped to them. As established hospitals
were expanded, local medical supply offi-
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cers requisitioned standard assemblages to

“fit their needs.”® This system not only saved

time and personnel that would have been
rcquired to list the manifold items re-
quired for each hospital but also relieved
local supply officers, many of whom were
unacquainted with tables of equipment
and inexperienced in estimating hospital
needs, of the necessity of determining what
items would be required for hospital
expansions.

Changes in the requisitioning procedure
used by hospitals to meet recurrent oper-
ational needs became imperative as soon
as the wartime expansion began. Before
the war, hospitals were permitted to make
only quarterly and emergency requisi-
tions, all of which had to be reviewed by
corps area surgeons before being sent to
depots for filling. To enable hospitals to
meet urgent needs that resulted from
rapid expansions, as contrasted with emer-
gency needs that could not be foreseen,
The Surgeon General early in January
1942 permitted the submission of “special”
requisitions at any time.” To eliminate an
unnecessary step and thus speed the requi-
sitioning process, he began a system of

"1 Rpt of Procecdings of Bd of Offs, n d, incl 4 to
Memo, SG for Planning Serv WAAC llq, 13 Mar 43,
sub: Util of WAAC in MD. HD: 3225-1.

#2 Memo, CG SOS per SG for CG 3d SvC, 27 Mar
43, sub: Employment of WAAC in Sta and Gen
Hosps, ZI. HD: 322.5-1.

¥5 (1) Memo, SG for CG ASF, 2 Jun 43, sub; Tec
T'ng for WAAC Pers. HD: 322.5-1. (2) Mattie E.
Treadwell, The Women’s Army Corps, Ch. XIX.

“ Except where otherwise noted, this section is
based on Richard E. Yatcs, The Procurement and
Distribution of Medical Supplies in the Zone of the
Interior during World War IT (1946), pp. 169-87.
11D.

“> (1) Ltr, SG to MD Depots, 2 Feb 42, sub: Med
Depot Program for 1942. SG: 475.5-1. (2) SG Ltr 141,
2 Nov 42, sub: MD Equip Lists. (3) SG Litr 156, 24
Nov 42, sub: Sup Policies and Procedures, ZI Instls.

*% SG Litr 2, 8 Jan 42, sub: Requisitions.
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direct supply on 10 February 1942. After
that date hospital medical supply officers
could submit requisitions directly to
depots, without corps area intervention.”’

In the early months of the war, the
Medical Department continued to be
handicapped by a shortage of many items.
As a result, depots found it necessary to
ship incomplete assemblages and partially
filled requisitions. Missing items were
placed on back order, to be shipped when
available. Among the items which hospi-
tals most frequently failed to receive were
dental supplies and equipment, surgical
instruments and operating room equip-
ment, laboratory equipment, X-ray devel-
oping-tanks and cassettes, hospital furni-
ture including beds, and food carts. New
hospitals suffered most from these short-
ages. In a few instances the receipt of
incomplete assemblages delayed their
opening or the opening of some of their
clinics and wards. When hospitals opened
with incomplete equipment they usually
had to send surgical patients to near-by
hospitals and have dental, laboratory, and
X-ray work done elsewhere. To make up
for shortages that continued to exist, they
resorted to borrowing, improvising, and
purchasing in the open market. Some bor-
rowed beds from the local quartermaster
and such items as X-ray developing-tanks,
cassettes, and food carts from other Army
hospitals or from Veterans Administration
facilities. Others improvised X-ray devel-
oping-tanks and food carts. Many had
their own “utilities” personnel build miss-
ing items of hospital furniture. Sometimes,
when money was available, hospitals pur-
chased necessary supplies on the local
market. In some instances, officers used
their own instruments and in one case,
where there was a shortage of typewriters,
civilian typists were required to provide
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their own. While these shortages undoubt-
edly taxed the ingenuity of hospital com-
manders and operating personnel, they
failed, apparently, to affect medical care
adversely, for hospital commanders
seemed able to arrange for the use of local
civilian or near-by Army facilities without
undue difficulty.*®

In the latter part of 1942 The Surgeon
General intensified his efforts to solve
medical supply problems. Most measures
taken toward that end, such as the im-
provement of depot operations, are out-
side the scope of this study. Two deserve
consideration here. The requisition system
was completely revised and placed on a
monthly basis, effective 1 January 1943.
After that date hospitals submitted sepa-
rate monthly requisitions for standard-
expendable, standard - nonexpendable,
and nonstandard items. They could still
submit “special’”’ and emergency requisi-
tions.” Concurrently, the stock-control
system was revised. The system formerly
in effect had permitted hospitals to keep
large stocks on hand and had not required
accurate ‘‘due in”” records. As a result
some hospitals held in storage items that
were needed by others, and medical sup-
ply officers often did not know which items
of their requisitions remained to be shipped
by depots. In the fall of 1942, therefore,
the Surgeon General’s Office established
lower stock levels and devised a new stock-

** SG Ltr 11, 10 Feb 42, sub: Direct System of Sup
for Posts, Cps, and Stas.

** The above paragraph is based on information in
the following: An Rpts, 1942, Chiefs Med Br Ist, 3d,
4th, 5th, 6th, 7th, and 9th SvCs; Ashford, Bushnell,
Billings, Deshon, Harmon, Hoff, and Percy Jones Gen
Hosps; and Sta Hosps at Fts Belvoir and Bliss, Shep-
pard Fld, and Cps Adair, Atterbury, Butner, Cooke,
Howze, Maxey, and McCoy. HD.

“ SG Ltr 156, 24 Nov 42, sub: Sup Policies and
Procedures, Z1 Instls.
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record card for posts and general hospitals.
These changes not only produced better
supply administration but also released
large amounts of supplies and equipment
for redistribution to hospitals suffering
from shortages.’®® The combination of
measures begun in 1942, along with com-
pletion of the hospital expansion program
during 1943, resulted in a greatly im-
proved supply situation. During the rest of
the war hospitals and service command
surgeons reported generally that requisi-
tions were promptly filled and that the
supplies and equipment which they re-
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ceived were of good quality and of suffi-
cient quantity to meet their needs.'"

100 For example, sce the following: An Rpts, 1943,
Surg 7th SvC, and Sta Hosps at Cps Lee and Maxey.
HD.

101 (1) Memao, Dir Sup Planning Div SGO for Act
Chief, Sup Serv SGO, 22 Dec 43. sub: Rpt of Visits to
Hosp Instls. SG: 333.1- 1. (2) Memo, Dir Distr and
Regmts Div SGO for Mr. Edward R. Reynolds, 20
Jan 44, sub: Data for Inclusionin . . . Rpton Ac-
complishments of SGO. SG: 024.-1. (3) An Rpts at
random; for example, An Rpts, 1943, Iloff, Percy
Jones, Ashford, and Dibble Gen Hosps; An Rpts,
1944, Surg 2d, 5th, and 9th SvCs, and Becaumont,
Baker, Birminghani, and Lovell Gen Hosps; An Rpts,
1945, Surg 2d SvC, and Beaumont and Birminghain
Gen Hosps. HD.



CHAPTER VIII

Providing Hospitalization
for Theaters of Operations

In the first year and a half of the war
the Medical Department had to provide
hospitalization for reinforced garrisons in
overseas departments and bases, for new
forces sent to hold lines of supply and
communication throughout the world,
and for task forces engaged in the first de-
fensive-offensive operations against the
enemy. Meanwhile it had to organize,
train, and equip other units for use when
the Army should become engaged in full-
scale offensives. Early in 1942 the Pacific
held first claim on hospital units sent
overseas. In the summer emphasis shifted
to Europe and North Africa, and there-
after hospitals went to those theatersin in-
creasing numbers. By the latter part of the
year, after emergency shipments had
been made, it was possible to take stock of
hospitalization already furnished to the-
aters with a view to establishing a basis
for further planning.

Meeting Early Emergency Needs

Status of Hospital Units and Assemblages

When the Japanese struck Pearl Har-
bor the Medical Department had 22 gen-
eral, 24 station, 17 evacuation, and 8
surgical hospital units that had been acti-
vated as training units. Of these, 3 station

hospitals were already overseas and 9 sta-
tion, 12 general, 4 evacuation, and 3
surgical hospital units included in the
War Department pool of task force units
were authorized almost 100 percent
of their table-of-organization enlisted
strength and from 50 to 75 percent of
their commissioned strength. The rest had
half or less than half of their enlisted
strength and from three to five officers
each. In addition to the training units,
afhliated hospital units consisting chiefly
of professional commissioned personnel—
doctors and nurses—had been organized
(but not activated) as follows: 41 general,
11 evacuation, and 4 surgical hospitals.
Under prewar plans, it will be recalled,
afhiliated units were to be called to active
duty as needed immediately upon the
outbreak of war, were to be supplied with
enlisted personnel, and were then to go
into service without further ado.' Accord-
ing to a report of The Surgeon General in
November 1941, hospital assemblages
had already been issued to 3 station and 2
evacuation hospital units; while assem-
blages for 2 general, 11 station, 4 evacua-
tion, and 3 surgical hospital units were
packed and ready for immediate issue
from depots, and those for 10 general, 9

1 See above, [5p-56][40]
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station, 17 evacuation, and 5 surgical hos-
pital units were being packed but were
not yet ready for issuance.”

Plans for Meeting Emergency Needs

Early in January 1942 The Surgeon
General outlined to G-3 the system he
wished to use in meeting emergency needs.
Affiliated units would be called to active
duty and each would receive approxi-
mately one half of its authorized enlisted
strength from a training unit. The rest of
its personnel would be supplied by recep-
tion centers, zone of interior installations,
and other medical units. Fach training unit
which transferred personnel to an affili-
ated unit would retain a cadre, in order to
train additional “fillers” for other affili-
ated units. Some training units, especially
station hospital units, would be sent over-
seas as needed, having first been brought
to authorized strength with both enlisted
and commissioned personnel transferred
from other medical units or installations.
Each unit would draw individual equip-
ment, clothing, and motor transport at its
home station. Only those going overseas
would receive hospital assemblages, pref-
erably at ports of embarkation.?

Soon after he had proposed this system
The Surgeon General realized that modi-
fications would be necessary. The activa-
tion of training units at reduccd strength,
a policy adopted on his recommendation
in 1941, resulted in the hurried assembly,
often at ports of embarkation, of addi-
tional personnel to make up the other
half of a unit. Members of units going
overseas therefore frequently had little
time to become acquainted with one
another’s capabilities before embarkation.
Installations from which “fillers” were
drawn suffered from resulting personnel
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and training problems. To obviate these
difficulties The Surgeon General recom-
mended in February 1942 that all train-
ing units be activated at full table-of-or-
ganization enlisted strength.* He received
the support in March 1942 of the SOS
Hospitalization and Evacuation Branch
and in April of AGF hecadquarters. In
May G-3 approved the proposal.®

The Surgeon General secured only par-
tial approval of his stand in opposition to
the issuance of hospital assemblages be-
fore the departure of units for theaters.
After completing a survey of storage space
in corps areas, G-4 in December 1941 dis-
approved a request that General Magee
had made in November to hold assem-
blages in depots until units were assigned
missions involving medical care.’ General
Magee then sought approval of his posi-
tion in a personal conference with General
Somervell, who was at that time the As-
sistant Chief of Staff, G-4. On the basis of
his understanding of the agreement
reached then, General Magee resubmit-
ted his request.” Instead of approving it,

? Ltr, SG to TAG, 5 Nov 41, sub: Equip for Med
Units in WD Pool of Task Forces. SG: 475.5-1.

* Memo, SG for AcofS G-3 WDGS, 13 Jan 42, sub:
Activation . . . Med Units, with incls. HD: 326.01-1.

' (1) Memo, Act SG for ACofS G-3 WDGS, 28 Feb
42, sub: Orgn and Dispatch of MD TofOpns Units.
SG:322.3. (2) An Rpts, 1942, of following Gen Hosps:
2d, 30th, 42d, 105th, 118th, and 210th, and of follow-
ing Sta Hosps: 10th, 12th, 13th, 17th, 151st, 166th,
and 172d. HD.

5 (1) Memo G-4/24499-178, Maj William L. Wil-
son for [Lt] Gen [LeRoy] Lutes, 12 Mar 42, sub:
Basic Plans for Hosp and Evac. HD: Wilson files, “No
472, Hosp and Evac, 1941-42. (2) Ltr, CG AGF for
CG SOS, 23 Apr 42, sub: Auth of Grades and Ratings
for MD Tactical Hosp. AG: 221(7-1-41) Sec 1H, Pt
1. (3) Ltr, TAG to CGs AGF, AAI', SOS, Armored
Force, etc., 6 May 42, same sub. Same file.

“D/S G-4/31793, ACofS G-1 WDGS 1o 8G, 31
Dec 41, sub: Comments on Draft of Ltr, ‘Current Pol-
icies and Procedures for . . . Sups” HD: 475.5-1.

" Memo, SG for ACofS G-4 WDGS, 10 Jan 42,
sub: Equip for Numbered Hosps. HD: 475.5-1.
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as The Surgeon General had expected,
G-4 now proposed a compromise. Unit
assemblages would be declared controlled
items. As such, they would not be issued
through corps areas to units upon requisi-
tion but would be issued directly as the
War Department determined. Mean-
while, The Surgeon General would make
fractional issues of unit equipment for
training purposes.®

Although he concurred in this compro-
mise, officially published on 21 January
1942,° The Surgeon General did not give
up hope that he could continue to hold
unit assemblages in medical depots until
numbered hospitals were assigned opera-
tional missions. Once they were declared
controlled items, the most practical meth-
od of achieving this end would be to se-
cure War Department agreement not to
require their issuance prior to that time.
This might be done indirectly. Conse-
quently, on 24 January 1942 The Surgeon
General requested G-4 to include in
movement orders for numbered hospital
units ordered overseas a paragraph direct-
ing The Surgeon General to ship appro-
priate assemblages to ports of embarka-
tion or staging areas. On 6 February 1942
G-4 approved this recommendation.'® As
will be seen later, neither the 21 January
1942 compromise nor the approval of the
inclusion of a paragraph in movement or-
ders settled the controversy over the issu-
ance of equipment.

Methods of Meeting Emergency Needs

In defense areas—the Atlantic bases,
the Panama Canal Zone, Alaska, and
Hawaii—where hospitals already existed,
the hospital situation was serious though
not critical. To meet emergency needs ex-
isting facilities could be expanded and ad-
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ditional “provisional’” hospitals could be
established by spreading thin the person-
nel and equipment already available.
Army patients could also be hospitalized
in civilian institutions wherever they were
available.' Hence few hospital units went
to those areas in the first few months fol-
lowing Pearl Harbor. Between 1 January
and 30 June 1942, 2 general hospitals
were sent to the Panama Canal Zone and
3 general and 4 station hospitals to
Hawalii to supplement existing and impro-
vised hospitals in those areas.'” In addi-
tion, troops sent to garrison new bases in-
cluded medical detachments to operate
the hospitals needed for their care,’® but
the more pressing needs of other areas
generally took precedence in the shipment
both of numbered hospitals and supple-
mentary personnel and equipment.**
Troops deployed to protect shipping
lanes and to hold the enemy while prepa-
rations for the offensive went forward re-

& Memo for Record on D/S, ACofS G-4 WDGS for
TAG, 16 Jan 42, sub: Equip for MD Units, and on
Memo, Chief Planning Br G-4 WDGS for Brig Gen
B. B. Somervell, 16 Jan 42, same sub. HRS:
G-4/33344.

9 (1) Mcmo, SG for ACofS G-4 WDGS, 17 Jan
42. SG: 475.5-1. (2) Lir AG 400 (1-16-42)MD-
D-M, TAG o SG, 21 Jan 42, sub: Equip for MD
Units. HRS: G-4/33344.

10 (1) Memo, SG for ACofS G-4 WDGS, 24 Jan 42,
sub: Proposed Modification of Mvmt Orders. SG:
475.5-1. (2) D/S, ACofS G-4 WDGS for TAG, 6 Feb
43, same sub. HRS: G-4/33344.

" An Rpt, Med Activities Newfoundland Base
Comd, 1942; An Rpt, Med Activities Surg Trinidad
Sector and Base Comd, 1942; An Rpt, Dept Surg
Panama Canal Dept, 1942; An Rpt, MD Activities
Hawaiian Dept, 1942, sec I. HD.

12 Lir AG 221(1-31-42)EA-C, TAG to CG Hawai-
ian Dept, 18 Feb 42, sub: Grades and Ratings, MD,
Hawaii. 8G: 320.2-1 (Hawaiian Dept) AA.

% An Rpt, Med Activities US Army Force, Aruba,
NWI, 1942, and Hist Record, US Army MD in
Greenland, Jul 41-Feb 43. HD.

'+ Paraphrase of Rad AG 320.2(1-12-42) MSC-A,
TAG to CG Hawaiian Dept, 14 Jan 42. SG:
320.2-1(Hawaiian Dept)AA.
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quired hospitalization in areas that had
no American facilities. The greatest im-
mecdiate need was in the South and South-
west Pacific. During the period from .1
January to 1 July 1942, inclusive, 2 evacu-
ation, 2 surgical, 4 general, and 14 station
hospitals were sent to Australia; 2 evacu-
ation, 2 general, and 2 station hospitals to
islands in the South Pacific; and 2 station
hospitals to islands other than the Ha-
waiian group in the Central Pacific. Dur-
ing the same period, 1 general and 1 sta-
tion hospital went to Northern Ireland, a
general hospital to Iceland, and 2 general
and 3 station hospitals to England. In
May and June 1942, hospitals were sent
also to India, to carc for troops engaged in
supply and service activities there, and to
Northwest Canada, to care for those who
were helping to build the Alcan highway.
Meanwhile other hospital units were be-
ing earmarked for task forces, especially
for the Gymnast (North Africa), MAGNET
(Northern Ireland), and BoLero (Eng-
land) operations. These demands drew
heavily upon available units and assem-
blages and sometimes made it impossible
for The Surgeon General and OPD to
meet without modification requests of
theater commanders.*?

In sending numbered hospital units
overseas, I'he Surgeon General departed
from prewar plans, using training units as
well as affiliated units. This was caused in
part by the character of the war. Station
hospitals, for which no affiliated units had
been organized, were needed for defense
forces sent out early in 1942 more than
were surgical, evacuation, and general
hospitals. Moreover, the earmarking of
some affiliated hospitals for task forces
that were formed early but sent out later,
or not at all, may have tied up ¢nough
affiliated units to require the use of train-
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ing units in meeting overseas needs be-
tween Pearl Harbor and 2 July 1942, At
any rate, all station hospitals and the two
surgical hospitals dispatched during this
period were nonaffiiliated units. Of the
thirty-seven station hospitals sent out, sev-
enteen had been activated during 1941
and the rest after war began. Both surgi-
cal hospitals were nonaffiliated units that
had been activated in 1941. Of the fifteen
general hospitals shipped, nine were affili-
ated units supplied (except for one) with
enlisted personnel from training units ac-
tivated during 1941. The remainder were
nonaffiliated training units activated in
1941. Of the 4 evacuation hospital units
sent out, 2 were affiliated units and 2 were
nonaffiliated units activated in 1940 and
1941. Thus the prior activation and train-
ing of normal Army units proved more
valuable in meeting emergency hospital
needs than did the formation and organi-
zation of units affiliated with civilian hos-
pitals or schools.

Modification of Hospitals

Jor Overseas Areas

Development of New Types of Units

Early in the war it was necessary to de-
velop new types of hospitals to meet the
needs of island-type warfare and of mo-
torized operations on land. Experience in
planning hospitalization for the earliest
task forces and garrisons for islands in the

5 (1) Memo, Lt Col A[rthur] B. Welsh for Brig
Gen L]arry] B. McAfee, | Apr42. HD: Welsh Plan-
ning file. (2) Memo for Record on TAS, 5 Apr 42, sub:
Hosp Units for SUMAC [Austiralia] and SPOONER
[New Zealand]. HHRS: WPD 704.2(3-9-42). (3)
Memo, Maj A. B. Welsh for Gen Magee, 23 Jan 42,
sub: Status of Hosp Units. HD: 320.2 (Trp Basis).
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TasLe 5—Hosprtar Units SaippEp OvER-
sEAs, 7 DECEMBER 1941 1o 1 JuLy 1942

. No. of | Date of Ac- | Date of Em- -
Unit | 'Beds | tivation | barkation Destination
General Hospitals
a2d {1,000 | 31 Jan 42 ; 1Jul 42 | England
a4th (1,000 | 13 Jan 42 | 23 Jan 42 ' Australia
sa5th | 500 | 3 Jan 42 | 19 Feb 42 | N, Ireland ®
s 18th 500 | 20 Apr 42 | 26 May 42 | New Zealand
«30th (1,000 | 15 May 42 4 Jun' 42 | England
+42d | 500 | 20 Apr 42 | 19 May 42 | Australia
a105th |1,000 | 20 Apr 42 | 19 May 42 | Australia
2118th | 500 | 21 Apr 42 | 19 May 42 | Australia
e 142d 500 | 20 Apr 42 | 26 May 42 | New Zealand
147th |1,000 | 1 May 41 | 16 Jun 42 | Hawaii
148th {1,000 | 10 Feb 41 | 21 Mar 42 | Hawaii
204th (1,000 | 10 Feb 41 8 Apr 42 | Hawaii
208th 500 1Jun 41 | 18 Feb 42 | Iceland
210th 1,000 1 Jun 41 8 Jan 42 | Panama, C. Z.
218th 750 6 Jun 41 8 Jan 42 | Panama, C. Z,
Station Hospitals
1st 150 | 10 Feb 41 | 30 Jan 42 | Christmas Island
2d 250 | 16 Mar 42 | 18 May 42 | Australia
3d - 250 | 18 Mar 42 | 30 Jun 42 | England
Sth - 250 | 7 Jan 41 | 17 Feb 42 | Australia
8ch 250 | 10 Feb 41 | 17 Jan 42 | Bora Bora
9th | 250 | 11 Feb 41 | 23 Jan 42 | Australia
10th | 350 | 10 Feb 41 | 14 Jan 42 | N, Ireland
12th 250 | 10 Feb 41 | 18 Feb 42 | Australia
13th 250 | 16 Mar 42 | 18 May 42 | Australia
16th 150 | 16 Mar 42 3 Jun 42 | England
17th | 250 | 16 Mar 42 | 18 May 42 | Australia
18th 250 | 16 Mar 42 | 18 May 42 | Australia
224 250 | 10 Feb 41 | 27 Feb 42 | Hawaii
25th 250 | 24 Mar 42 | 28 May 42 | Liberia
26th 150 | 10 Feb 41 | 31 Jan 42 | Canton Island
44th © 50 4 Jun 42 | 14 Jun 42 | Canada
45th 50 | 29 May 42 | 12 Jun 42 | Canada
46th 25 2Jun 42 | 17 Jun 42 | Canada
47th 250 | 18 Jun 41 | 18 Feb 42 | Australia
7lst | 250 | 14 Apr 42 | 9 May 42 | Fiji Islands
9Sth 50 [ 30 Apr 42 | 27 May 42 | India
97th 50 | 28 Apr 42 | 27 May 42 | India
98th 50 | 28 Apr 42 | 27 May 42 | India
99th 50 | 28 Apr 42 | 27 May 42 | India
100th 50 1 May 42 | 27 May 42 | lndia
109th 250 1 Jun 41} 23 Jan 42 | New Caledonia
151st 250 1 Jun 41 | 30 Jun 42 | England
153d 250 1Jun 41 | 18 Feb 42 | Australia
155th | 500 | 1Jun 41 | 18 May 42 | Australia
156th 250 3 Jun 41 [ 11 Mar 42 | Hawaii
159th 750 1 Jun 41 | 19 Mar 42 | India
165th 250 1Jun 41 | 27 Feb 42 | Hawaii
166th 250 1 Jun 41 | 19 May 42 | Australia
171st 250 3 Apr 42 | 18 May 42 | Australia
1724 250 | 20 Mar 42 | 19 May 42 | Australia
174th 250 | 29 Mar 42 | 18 May 42 | Australia
175th 150 | 17 Feb 42 | 14 Mar 42 | Ascension Island
Evacuation Hospitals
1st 750 1 Aug 40 | 4 Mar 42 | Australia
a7th .~ 750 | 22 Jan 42 7 Apr 42 | Tongatabu
10th 750 | 10 Feb 41 4 Mar 42 | Australia
a52d 750 12 Jan 42 | 23 Jan 42 | New Caledonia

Surgical Hospitals

28th | 400 | 10 Feb 41
33d © 400 | 25 Jan 41

4M;r 42 | Australia
4 Mar 42 | Australia

o Affiliated units.

b This unit returned from Nova Scotia to Boston on 4 March
1942, and embarked again at New York on 12 May 1942.

Sources: Unit cards filed in Orgn and Directory Section, Oprs
Br, AGO, and annual reports filed in
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Pacific revealed the need for hospitals
that were smaller and more mobile than
the only hospital available for that pur-
pose—the 250-bed station hospital. Asa
result, the Surgeon General’s Office and
the medical section of General Headquar-
ters collaborated in developing a new type
of hospital, called the field hospital, in the
first months of 1942, When G-4 called
upon the Surgeon General’s Office to de-
velop an “island-type hospital,” the latter
submitted the table of organization for
this unit. The General Staff approved the
table and it was published on 28 February
1942 16

The field hospital had a headquarters
and three hospitalization units. Each of
the latter could operate independently
with a capacity of 100 beds. As a single
unit the hospital could care for 380 pa-
ticnts. Staffed to care for minor ills and in-
juries and equipped to function in the
field under tents, the field hospital or any
one of its hospitalization units could serve
as a fixed hospital on islands, in other iso-
lated areas, or at air bases distant from
other facilities. Having sufficient trans-
portation to move its own personnel and
equipment, any unit of the hospital, when
reinforced with surgical personnel, could
be used as a mobile hospital to support
ground troops in combat or task forces in
landing operations. In addition, the field
hospital or any of its units, The Surgeon
General asserted, could be readily trans-
ported by air—an assertion supported by

% (1) Interv, MD Historian with Brig Gen Alvin
L. Gorby, 21 Feb 52. HD: 000.71. {2) Lir AG 400(1-
19-42yMSC-D, TAG to 8G, 22 Jan 42, sub: Equip
for Island Type Hosp. SG: 475.5-1. (3) DF
G-3/42108, ACofS G-3 WDGS to ACofS G-1 and
G-4 WDGS, 17 Feb 42, sub: T/O and E for a Fld
Hosp Unit, with incl. AG: 320.2(10-30-41)(2). (4)
IIistory of Organization and Equipment Allowance
Branch [SGO], 1939-44, p. 5. HD.
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loading and flight tests during the latter
part of 1942.%7

The field hospital thus surpassed in
flexibility any other hospital which the
Medical Department had. In order to
make units of that type available, SOS
headquarters arranged for the activation
of five in April 1942."% A few months later,
when the troop basis was revised, author-
ity was grantcd for the activation of twen-
ty-two by the end of 1942.

During the months following the devel-
opment of the field hospital, the Surgeon
General’s Ofhce revised the table of or-
ganization for station hospital units to
provide, in effect, additional types of fixed
hospitals. At the beginning of the war the
station hospital table of organization pro-
vided only for those of 250-, 500-; and
750-bed capacities.’” When station hospi-
tal units of smaller capacities werc
needed, The Surgeon General had to pre-
pare special tables for their activation. In
May 1942 for example, a special table of
organization for a 150-bed station hospital
was issued.”” Two months later the revised
version of the regular table was ready for
publication. It provided for station hospi-
tals of seventeen different sizes, ranging in
capacity from 25 to 900 beds.*" The inclu-
sion of station hospital units of various
sizes in the 1943 troop basis simplified
The Surgeon General’s problem of recom-
mending hospital support for small garri-
son forces.

At the same time that small fixed-hos-
pital units were being supplied for garri-
son forces scattered throughout the world,
the Surgeon General’s Ofhce was devclop-
ing a combat zone hospital that was more
mobile and rcquired less personnel than
either the 400-bed surgical hospital or the
750-bed evacuation hospital. The latter
had no motor transport for its own move-
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ment and could be used only in relatively
stable situations. The surgical hospital, de-
veloped in 1940, was only partially mo-
bile. Its surgical unit was authorized
cnough transport to move itself but its
two hospital units had only “utility”
vehicles.*”

In order to provide a more mobile com-
bat zone hospital, The Surgeon General
developed a 400-bed motorized evacua-
tion hospital. Its table of organization,
concurred in by the Ground Surgeon and
approved by G-3, was published on 2
July 1942.%% This unit, unlike the surgical
and 750-bed evacuation hospitals, at first
had enough motor transport to move all
of its personnel and equipment at one
time. It differed from the surgical hospital
in organization also. It will be recalled
that the latter had three independent
units with separate headquarters—a sur-
gical unit and two ward units, The motor-
ized evacuation hospital, on the other
hand, had no separate units and only one
headquarters, but it could be split into
two self-contained 200-bed surgical hospi-
tals. This change in organization resulted

' (1) Memo, SG for TAG, 1 Feb 42, incl to DF
G-3/42108, ACofS G-3 WDGS to ACofS G-1 and
G-4 WDGS, 17 Feb 42, sub: T/O and E for Fld
Hosp Unit. AG: 320.2(10-30-41)(2). (2) Ltr, SG to
CG USAFIA, 26 Jun 42, sub: Fld Hosp, T/O 8-
510. HD: Wilson files, 400 “Mecd Equip and Sups.”
(3) Memo, SG for CG SOS, 3 Oct 42, with 2d, 5th,
and 6th inds. SG: 704.-1.

' Memo, SG for CG SOS, 22 Mar 42, sub: Ac-
tivation of Fld Hosp Units, with Ist ind, CG SOS
to 8G, 1 Apr 42. SG: 322.3-33.

' T/0O 8-508, Sta Hosp, ComZ, 25 Jul 40.

=1/ 8-5608, Sta Hosp (150-bed), 23 May 42.

' T/O 8-560, Sta Hosp, ComZ, 22 Jul 42.

= T/0O 8-232, Evac Hosp, 1 Oct 40, and T'/O
8-231, Surg ITosp, 1 Dec 40.

“* (1) History of Organization and Equipment
Allowance Branch |SGO], 1939-44, p. 4. HD. (2)
Memo for Record on Memo, GG SOS for TAG, 1 Jul
42, sub: T/O for Evac Hosp (Motorized). AG:
320.3(10-30-41)(2) Sec 8D. (3) T/O 8-581, Evac
Hosp, Motorized, 2 Jul 42.
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in a saving of both enlisted and commis-
sioned personnel—a factor of importance
in the development of the new unit.**

The motorized evacuation hospital
soon superseded the surgical hospital in
the troop basis, although the table of or-
ganization of the latter was not rescinded
until August 1944.%° In August 1942 AGF
headquarters, with the concurrence of
The Surgeon General and the Ground
Surgeon, had surgical hospitals, only
three of which were used as such during
the war, redesignated and converted into
motorized evacuation hospitals. In No-
vember 1942 units of the new type were
included, along with 750-bed evacuation
hospitals, as mobile units in the 1943
troop basis.**

Since none of the hospital units avail-
able at the beginning of the war or devel-
oped in Washington in the following year
met the needs of small combat forces
fighting in Pacific jungles, the Southwest
Pacific Area attempted during 1942 to
solve its own problem. To provide surgical
support for task forces employed in areas
where the only practicable means of
transportation was by foot, the chief sur-
geon of that area developed a 25-bed
portable surgical hospital. It was designed
to permit its equipment and supplies to be
carried i 35- to 40-pound packs by its
own personnel or by native bearers. It
could therefore move along with combat
troops through jungle trails, either to pre-
pare casualties for the long litter-haul to
the rear or to care for them until more
adequate hospitals could be established.
In September 1942 SWPA headquarters
activated twenty-six such “provisional”
units with personnel taken from other hos-
pitals. Receiving reports of this develop-
ment, The Surgeon General soon after-
ward adopted the portable surgical
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hospital as a regular unit. In November
1942, forty-cight were included in the
1943 troop basis. In May 1943 ASF head-
quarters ordered the activation of twenty
under a special table of organization

which was published the following
month.*
Changes Affecting

the Mobility of Hospitals

By the fall of 1942 circumstances devel-
oped which tended to cancel some of the
results of earlier attempts of The Surgeon
General to increase the mobility of hospi-
tals. Shortages of motor equipment and of
shipping space prompted the General
Staff, on 2 October 1942, to direct the
three major commands to reduce the
motor vehicles authorized for their respec-
tive units.”* In compliance with this order
AGF headquarters reduced the transport
of the motorized evacuation hospital
(making it a semimobile unit) and the
Surgeon General’s Office reduced that of
the field hospital. These hospitals were

# (1) Comparison of T/O 8-231, 1 Dcc 40, and
T/0O 8-581, 2 Jul 42. (2) See also Off Diary of Col
Albert G. Love, Chief HD, SGO, 8 Scp and 9 Oct 42.
HD.

2 (1) Memo, Col Arthur B. Welsh for Gen Kirk,
2 Dec 43. 8G: 322.15-1-MEDC. (2) WD Cir 333, 15
Aug 44,

* (1) Memo 32.02/29(Med)(R)}-GNGCT /(1 Aug
42), CG AGF for ACofS G-3 WDGS, 1 Aug 42, sub:
Redesignation of Surg Hosp as Evac Hosp, with
Memo for Record. Ground Med files: “Maneuvers,
1942.” (2) Ltr. SG to GG ASF, 26 Apr 43, sub: Status
of Surg Hosps. 8G: 322.15-1.

27 (1) An Rpt, Chief Surg SWPA, 1942. HD. (2)
Ltr, Comdr-in-Chiel SWPA to CG SOS, 21 Nov 42,
sub: Improvement of Equip and Orgn, with 2 inds.
SG: 322.15-10. (3) Mcmo, CG ASF for TAG, 26 May
43, sub: Constitution and Activation of Ptbl Surg
Hosp. AG: 322(5-26-43). (4) T/O & E 8-5728S, Ptbl
Surg Hosp, 4 Jun 43.

2% Lir, TAG to CGs AGF, AAF, and SOS, 2 Oct
42, sub: Review of Orgn and Equip Reqmts. AG:
400(8-10-42)(1) sec 22.
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left with enough transport for partial
movements only. Each had to employ its
vehicles in shuttle fashion or supplement
them with “pool” vehicles in order to
move from one location to another.”” Re-
ductions in allotments of motor vehicles to
other hospital units had insignificant ef-
fects upon mobility, because their vehicles
were used for administrative purposes
only.*

Other ways of increasing the mobility
of hospitals than by the formation of new
units were reductions in the size and
weight of equipment and improvements
in methods of packing it. When war be-
gan, equipment lists of all hospitals con-
tained types and quantities of items such
as office desks, armchairs, and kitchen
equipment which were ordinarily used
only in hospitals in the United States.”' In
view of shortage of shipping space and the
need for mobility in overseas hospitals,
SOS headquarters directed The Surgeon
General on 12 March 1942 to eliminate
all unnecessary equipment and to reduce
the gross weight and cubic displacement
of station and general hospital assemblages
by at least 40 percent.’* The Surgeon
General replied that his Office had
already begun that process. On 30 June
1942 he reported that the required reduc-
tion had been made in station hospital
assemblages and that it would be made in
others at an early date.*® During the fol-
lowing summer special boards appointed
by The Surgeon General reviewed equip-
ment lists of all hospitals, making reduc-
tions as they could, and sent the revised
lists to medical depots for use in making
up hospital assemblages. By November
1942 The Surgeon General reported to
the Wadhams Committec that the gross
weight and cubic displacement of all hos-
pitals designed for overseas service had
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been reduced by an average of 40 to 42
percent.** By that time many hospitals
with heavy bulky equipment were already
in operation in overseas theaters.*”
Shortly before The Surgeon General
reported reductions in the size and weight
of hospital equipment, the Ground Sur-
geon raised the question of its packing. He
informed the Surgeon General’s Office
that equipment of evacuation hospitals
was so packed that it did not lend itself
readily to manual handling and speedy
unpacking for setups. Meanwhile the 15th
Evacuation Hospital, stationed at Fort
George G. Meade, Maryland, conducted
experiments in packing under the super-
vision of the Ground Surgeon.*® The Sur-
geon General learned that this hospital

(1) T/O 8-510, Fid Hosp, 28 Feb 42 and 8 Apr
43; T/O 8-581, Evac Ilosp, Motorized, 2 Jul 42; and
T/0O 8-581, Evac Hosp, Semimobile, 8 Jan 43. (2)
Istind 323.3 GNRQT-1/18390 (10-2-42), CG AGF
to TAG, 1 Dec 42, on Ltr, TAG to CGs AGF, AAF,
and SOS, 2 Oct 42, sub: Review of Orgn and Equip
Reqmts. AG: 400 (8-10-42)(1) sec 22. (3) Ltr, SG
to CG SOS, 14 Dec 42, sub: Changes in Fld Hosp.
SG: 322.15-10. (4) 2d ind, SG to CG SOS, 10 Feh 43,
on Ltr, Comdr-in-Chief SWPA to CG SOS, 21 Nov
42, sub: Improvement of Equip and Orgn. Same file.

3 For example, see T/O 8-550, Gen Hosp, 1 Apr
42, and T/E 8-550, Gen Hosp, 19 Mar 43.

1 Memo entitled “Correcting Info as to Confiden-
tial Document Submitted by Mr. [Corrington] Gill,
Entitled ‘Rpt to Cmtee on Data from Files of Hosp
and Evac Br, Plans Div, SOS,” ” submitted as incl to
Ltr, SG to Col Sanford Wadhams, Chm, Cmtee to
Study the MD, 7 Nov 42. HD: 321.6.

32 Memo, Oprs Div SOS for SG, 12 Mar 42, sub:
Increasc in Mobility of Fld Force Hosps. SG: 475.5-1.

** Memos, SG for Oprs Div SOS, 21 Mar and 30
Jun 42. SG: 475.5-1.

#* Memo cited, n. 31.

# (1) Memo SPOPH 701, CG SOS for SG, 19 Oct
42, sub: Info Submitted by Chief Surg SWPA. HD:
Wilson files, “Book IV, 16 Mar 43-17 Jun 43.” (2)
Ltr, Med Insp NATO to SG, 27 Jan 43, sub: Obser-
vations on Med Servin NATQ. HD: Wilson files,
“Experience in Med Matters from Overseas Forces.”

# Comment by Brig Gen Fredcrick A. Blesse on
first draft of this chapter. HD: 314 (Correspondence
on MS) III, Incl 1.
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had developed a method of packing its
equipment so that each crate or package
could be handled by two men and con-
tained items used in one particular section
of a hospital only.*” In November 1942
General Magee appointed a board of offi-
cers to study this accomplishment and
submit recommendations for more practi-
cal methods of packing and assembling
equipment than those being used by med-
ical depots.®® As a result of this investiga-
tion, The Surgeon General’s Supply Serv-
ice drew up specifications for the stand-
ardized packing and crating of equipment
of motorized evacuation hospitals.®”

Subsequently, during 1943, the system
found satisfactory for evacuation hospitals
was adopted for other units. Each box,
properly marked, now contained supplies
and equipment for use in a particular sec-
tion of a hospital only. This system
speeded unpacking and repacking for
movement in the field by making it possi-
ble to assemble at a particular spot all
supplies and equipment needed for a
ward, an operating room, or an office,
and by making it unnecessary to unpack
equipment not required when only part of
a hospital was being established.*"

Reductions in the Personnel
of Hospital Units

Modifications in tables of organization
of existing hospitals, like changcs in equip-
ment and motor transport, were required
by other than medical considerations.
During the early part of 1942 both G-1
and SOS headquarters put considerable
pressure on The Surgeon General to save
commissioned personnel, cspecially Medi-
cal Corps officers, lest there be insufficient
numbers to go around, on the scale
already planned, in a 7,500,000-man
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Army. Among the steps they directed him
to take was the revision of tables of organ-
ization, both to reduce the number of of-
ficers authorized and to substitute Medi-
cal Administrative Corps for Medical
Corps officers.”' Having already begun
the process of revision, The Surgeon Gen-
eral replied that he would continue it.** In
April the revised tables for general, surgi-
cal, and convalescent hospitals and hospi-
tal centers were published; in July, those
for ¢vacuation and station hospitals. *?
These revisions resulted in the saving of
Medical Corps officers more by cuts in the
number of such officers in each unit than
by the substitution of Medical Adminis-
trative for Medical Corps officers. The
reason lay perhaps in the fact that tables
of organization for numbered hospitals,
unlike personnel guides for zonc of interior

37 (1) Litr, SG to GG SOS, 7 Oct 42, sub: Evac Hosp
Equip. $G: 475.5-1. (2) An Rpt, 15th Evac Hosp
Motorized, 1942. HD.

(1) Istind, CG SOS to SG, 15 Oct 42, on Ltr,
SG 1o CG SOS, 7 Oct 42, sub: Evac Hosp Equip. SG:
475.5-1. (2) SG OO 462, 11 Nov 42, sub: Bd of Offs
to Study Equip of New 400-Bed Motorized Evac
Hosp.

(1) Rptof Bd for . . . a 400-bed Evac Hosp [13
Nov 42]. 8SG: 475.5-1. (2) Mcmo, Lt Col R{cucl] E.
Ilewitt for Col Flrancis] C. Tyng, 19 Dec 42. Same
file.

+ (1) Richard E. Yatcs, The procurement and Dis-
tribution of Mecdical Supplics in the Zgnc of the In-
terior during World War 11 (1946), p. 146. HD. (2)
An Rpt, Med Assembly Unit Atlanta ASF Depot,
1943. HD.

1 (1) Memo, ACofS G-1 WDGS for SG thru Pers
Div SOS, | Apr 42, sub: Availability of Physicians.
HRS: G-1/16331-16335. (2) Memo, CG SOS for SG,
22 May 42, sub: Availability of Physicians. Same filc.

2(1) Memo, SG for Pers Div SOS, 27 Apr 42.
IIRS: G-1,/16331-16335. (2) Memo, SG for Dir Mil
Pers SOS, 5 Jun 42, sub: Availability of Physicians.
Same file.

¥ T/0 8-550, Gen Hosp, 1 Apr 42; T/O 8-570,
Surg Haosp, 1 Apr 42; T/0 8-390, Conv Hosp, 1 Apr
42; T/O 8-540, Hosp Ctr, 1 Apr 42; T/ 8-580,
Lvac Hosp, 750-bed, 2 Jul 42; T /O 8-560, Sta Hosp,
22 Jul 42,
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installations,** already required the use of
Medical Administrative Corps officers in
a considerable proportion of administra-
tive positions. The revised tables also re-
duced the number of nurses authorized
for some hospitals. In general, greatest
changes were made 1n large communica-
tions zone units, such as 1,000-bed general
and 750-bed station hospitals. In the for-
mer, 17 Medical Corps officers and 15
nurses were eliminated; in the latter, 13
Medical Corps officers and 15 nurses. In
each, one Medical Administrative Corps
officer, one Sanitary Corps officer, and
one warrant officer were added as replace-
ments for some of the Medical Corps offi-
cers eliminated. In smaller communica-
tions zone units, such as the 250-bed sta-
tion hospital, and in combat zone units,
such as the 750-bed cvacuation and the
400-bed surgical hospital, no personnel
reductions were made, but from one to
three Medical Administrative or Dental
Corps officers were substituted for a like
number of Medical Corps officers. The
development of the 400-bed motorized
evacuation hospital for use it the combat
zone resulted in a considerable saving of
both Medical and Nurse Corps personnel,
because the new unit required fifteen phy-
sicians and twelve nurses fewer than did
the surgical hospital which it replaced in
the troop basis.*

In the fall of 1942 emphasis shifted from
reductions in the numbers of officers and
nurses to those of enlisted men. With a
growing need for manpower economy in
the Army, the General Staff in October
directed the three major commands to re-
vise downward their tables of organiza-
tion.” By then responsible for tables of
combat zone hospital units, AGF head-
quarters revised the tables of both the 400-
bed and 750-bed evacuation hospitals.
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With The Surgeon General’s concurrence,
the number of enlisted men in a motorized
evacuation hospital was reduced from 248
to 217; in a 750-bed unit, from 318 to 308.
The revised tables reflected, incidentally,
as did others published later, the militari-
zation of hospital dietitians and physical
therapists, who until December 1942 had
served as civilian employees.*” Cuts in the
personnel of communications zone hospi-
tal units did not occur at this time, be-
cause SOS headquarters considered it
“inadvisable,” in view of revisions of
tables within the preceding year, to direct
any further “arbitrary reduction.” **

Hospital Unaits in the Troop Basis

Throughout 1942 and 1943 the number
of hospital units in the troop basis in-
creased significantly with each of its revi-
sions but always remained smaller than
The Surgeon General considered ade-
quate for the Army being mobilized. Us-
ing World War I casualty and evacuation
experiences as a basis, The Surgeon Gen-
eral estimated that fixed beds should be

# See above, [p_ 133

2 T/0 8-508, Sta Hosp. 25 Jul 40; T/0O 8-560, Sta
Hosp. 22 Jul 42: T/O 8-507, Gen Hosp, 25 Jul 40;
T/0O 8-330, Gen Hosp, | Apr 42; T/O 8-232, Evac
Hosp, | Oct 40; T /0O 8-580, Evac Hasp, 2 Jul 42:
T/O 8-231, Surg Hosp, | Dec 40; T/O 8-570, Surg
Hosp, 1 Apr 42; T/O 8-581, Evac Hosp, Motorized,
2 Jul 42.

YLtr, TAG to CGs AGF, AAF, and SOS, 2 Oct
42, sub: Review of Orgn and Equip Reqmts. AG:
400(8-10-42)(1) sec 22.

' (1) T/O 8-580, Evac Hosp, 750-hed, 23 Apr 43,
and T/0O 8-581, Evac Hosp, Semimobile, 8 Jan 43.
(2) Memo 320.2/53(Med) GNRQT-3/26660 (11-18-
42), CG AGF for ACofS G-3 WDGS, 1 Jan 43, sub:
T/O and T/E 8- 581, Evac Hosp, Semimaobile. AG:
320.3 (10-30-41)(1) sec 8D. (3) Memo 321/732(Med)
GNRQT 3/37444, CG AGFT for ACofS G-3 WDGS,
16 Apr 43, sub: T/O and T/E, Evac Hosp (730 pnts).
Same file.

* Mcmo SPGAE 011.1 (10-14-42), CG SOS for
ACofS G-3 WDGS, 7 Dec 42, sub: Review of Orgn
and Equip Reqmts. AG: 400(8-10-42)(1) sec 22.
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provided for 10 to 15 percent of the
strength of each theater of operations.*
He calculated mobile bed requirements in
the early part of 1942 on the basis of 1
convalescent, 4 surgical, and 10 evacua-
tion hospitals for each type-army. The
time when these units should be activated
depended upon such factors as the amount
of training required by each, the rate of
troop movement to overseas areas, and the
amount of combat action which might be
encountered.

At the beginning of 1942 both G-3 and
the Chief of Staff believed that the mobili-
zation of service units should be delayed
because the training of divisions required
more time than that of nondivisional units
and a lack of shipping limited forces that
could be sent overseas during 1942.°°
Hence, in the troop basis issued on 17 Jan-
uary 1942, which provided for a 71-divi-
sion, 3,600,000-man Army by the end of
the year, there were included only 2 con-
valescent, 28 evacuation, 8 surgical, 45
general, and 40 station hospital units.”’
The Surgeon General urged that addi-
tional units be authorized, but the General
Staff disapproved. In its opinion the
55,000 beds provided for in 45 general
and 40 station hospitals would be ade-
quate for the 530,000 troops which, it was
expected, could be sent overseas during
194252

In the spring of 1942 plans were made
to send a larger number of troops over-
seas during the rest of the year. Under
the BorLero plan, thirty divisions, or
1,000,000 men, were to be sent to the
United Kingdom for an operation against
the continent either late in 1942 or early in
1943. In May the President raised the size
of the Army to be mobilized by the end of
1942 to 4,350,000.%* The number of units
originally thought requisite in view of
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these changes was reduced considerably in
the course of discussions among represen-
tatives of SOS and AGF headquarters and
the Surgeon General’s Office, and on 23
May 1942 SOS headquarters recom-
mended to G-3 that 2 convalescent, 6
evacuation, 8 surgical, 62 general, 103
station, 22 field hospitals and 9 hospital
centers should be included in the revised
troop basis, in addition to the units already
authorized.” G-3 considered the recom-
mended number of fixed-hospital units too
large, but approved it when The Surgeon
General explained that BorLero alone
would require 100,000 beds, or more than
the number authorized in the additional
units.”®

* (1) Albert G. Love, “War Casualties,” Army Med-
tral Bulletin No. 24 (1931), pp. 53-68. (2) Off Diary of
Col Albert G. Love, Chief HD SGO, 6 Mar 42. HD.

39 Kent R. Greenfield, Robert R. Palmer and Bell
1. Wiley, The Organizaiion of Ground Cembat Troops
(Washington, 1947), p. 199, in UNITED STATES
ARMY IN WORLD WAR IIL

> Ltr, TAG to C of Arms and Servs, etc., 17 Jan
42, sub: Mob and Tng Plan, 1942, AG: 381(12-27-
41)(2).

%2 (1) Memo, Act SG for ACofS G-3 WDGS, 28
Feb 42, sub: Orgn and Dispatch of MD TofOpns
Units. SG: 322.3-1. (2) 2d ind AG 320.2(1-29-42)
MSC-C, TAG to SG, 18 Feb 42, on Memo, C of Air
Staff for SG, 29 Jan 42, sub: Expansion Program of
AAF for Calendar Year 1942, HD: 320.2(Trp Basis).

*% Greenfield et al., op. cif., pp. 201-06. Also see
Ray 8. Cline, Washingion Command Post: The Operations
Division (Washington, 1951), pp. 143-63, in UNITED
STATES ARMY IN WORLD WAR II; and Mau-
rice Matloff and Edwin M. Snell, Strategic Planning
Sor Coalttion Warfare, 1941-42 (Washington, 1953), pp.
190-96, in UNITED STATES ARMY IN WORLD
WAR II, for more information on BoLERO.

21 (1) Memo, Lt Col A. B. Welsh for the Record,
13 Apr 42, HD: 320.2('Trp Basis). (2) Memo SPOPP
320.2 Serv Units (5-23-42), Dep Dir Oprs SOS for
ACofS G-3 WDGS, 23 May 42, sub: Reqmts of Serv
Units. . . . SG: 475.5-1.

# (1)Memo WDGCT 320.2(5-23-42), ACofS G-3
WDGS for CGs AGF and SOS, 25 May 42, sub:
Regmts of Serv Units. . . . SG: 475.5-1. (2) Memo,
SG for QOprs Div SOS, 30 May 42, same sub. SG:
320.3-1. (3) Memo, ACofS G-3 WDGS for CG SOS,
5 Jun 42, same sub. Same file.
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During the late summer and fall of 1942
plans for the 1943 troop basis, through
which a 7,500,000-man Army was to be
mobilized by the end of 1943,7° called for
sizable increases in the numbers of hospi-
tal units of all types. For the support of
ground troops in combat, 7 convalescent,
20 evacuation, 52 semimobile evacuation,
and 48 portable surgical hospitals were
authorized for activation by December
1943. The number of fixed-hospital units
which G-3 authorized—52 ficld, 192 gen-
eral, and 327 station hospital units—was
less than The Surgeon General recom-
mended.”” G-3’s authorization of the
smaller number apparently resulted from
a shortage of physicians to staff more. The
Surgeon General believed that enough
beds and other equipment to care for the
maximum estimate of sick and wounded
men would have to be provided in any
event. He therefore recommended again
an increase in authorized units and urged
that he be permitted, if his recommenda-
tion should be disapproved, to procure
adequate equipment for overseas hospitals
regardless of the troop basis.”® Both G-3
and OPD agreed to the latter proposition
and SOS headquarters arranged to assure
the procurement of equipment which The
Surgeon General considered necessary.*®

The Question of Equipping
and Using Numbered Hospitals
in the one of Intertor

Throughout 1942 and most of 1943 the
Surgeon General’s Office and SOS head-
quarters were engaged in an inconclusive
dispute over the issuance of equipment to
numbered hospital units and the use of
such units on a functional basis in the
United States. This dispute, like the one
over planning for zone of interior hospi-
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talization already discussed, exemplified
difficulties resulting from misunderstand-
ing about the respective responsibilities of
the Surgeon General’s Office and the SOS
Hospitalization and Evacuation Branch.
Of more significance, it involved the fol-
lowing problems: the method of training
hospital units in the United States, the
contribution of such units to the medical
service during training periods, and
whether or not such units should receive
full issues of equipment in the United
States.

After war began most hospital units in
the zone of interior continued primarily as
schools for tactical training. A few were
issued full assemblages and operated hos-
pitals on maneuvers. As a rule, though,
under a policy announced in January
1942 and already discussed, hospital units
received only field training equipment,
soldiers’ individual equipment, and motor
transport, for use in unit field training. The
Surgeon General expected them to receive
technical training and experience with
professional supplies and equipment in
zone of interior hospitals. This “paralle]”
method of training seemed satisfactory
when only one or two units were located
on a particular post, but delay in construc-
tion of housing for a hospital unit near
each of twenty-two general hospitals and

> Greenfield et al., op. cit., pp. 212-17.

77 (1) Diary, Hosp and Evac Br 808, 28 Ocr 42.
IID: Wilson files, “Diary.” (2) Memo, SG for CG
SOS, 25 Jan 43. HD: 632.-2. (3) Table, Auth Units
(Ilosp Type) in 1942 and 43 Trp Basis. IHID: 320.2
(Trp Basis).

** (1) Memo, SG for CG SOS, 25 Jan 43. HD:
632.-2. (2) Ltr, 8G for CG SOS, 6 Mar 43, sub: Ade-
quacy of Plans for Overseas Hosp. SG: 322.15-1.

(1) Memo SPOPH 701(3-6-42), Dir Plans Div
ASF for Gen [LeRoy] Lutes, 15 Mar 43, sub: Ade-
quacy of Plans for Overseas Hosp. HD: Wilson files,
“Book II1, | Jan 43-15 Mar 43.” (2) Ist ind, ACofS
for Oprs SOS to SG, 16 Mar 43, on Ltr, SG to CG
808, 6 Mar 43, same sub. SG: 322.15-1.
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thirty-four station hospitals in the United
States, as The Surgeon General re-
quested,® caused units to be grouped on
posts wherever troop housing was avail-
able. Whenever this happened there were
so many officers and men of numbered
units in each named hospital concerned
that they had to take turns serving along-
side of, or ““parallel” to, their opposite
numbers.®

This entire system was challenged early
in 1942. By March Colonel Wilson was
convinced that hospital units could be best
prepared for overseas service by being
issued complete equipment and by being
required to function as hospitals in the
United States.®” Moreover AGT head-
quarters wanted to train unit personnel in
the storage, maintenance, and repair of
hospital equipment and to have hospital
units self-sufficient in so far as messing and
administration were concerned. In May,
therefore, AGF headquarters recom-
mended that all hospital units scheduled
for maneuvers and all newly activated
units be given full issues of equipment for
permanent retention.®* The Surgeon Gen-
eral was willing to make some concessions
to the Ground Forces but not to issue com-
plete assemblages as SOS headquarters
directed in June and again in August
1942. In a paper duel which his Office
fought with SOS headquarters over this
matter, The Surgeon General reached a
point by 7 September 1942 of agreeing to
the issuance of housekeeping equipment,
but he requested approval of a policy of
withholding all other equipment in assem-
blages until units were assigned to opera-
tional missions.®!

By this time SOS headquarters had
decided not only to force The Surgeon
General to issue complete assemblages to
all units but also to require him to employ
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units under SOS control in the zonc of
interior medical service. There seem to
have been several reasons for this decision.
In September 1942 a report from the
Southwest Pacific Area emphasized the
desirability of issuing equipment to units
in training to permit them to learn to pack
and move it easily and to reduce its size
and weight by eliminating unnecessary
items.” Moreover, many units were be-
coming restless from long periods of train-
ing without opportunities either to func-
tion as hospitals or to assist in zone of inte-
rior hospital operations; and stories of
doctors being called from civilian practice
only to sit and wait around Army camps

6 Memo, Act SG for ACofS G-3 WDGS, 28 Fch
42, sub: Orgn and Dispatch of MD TofOpns Units.
SG: 322.3-1.

51 (1) For example, see the An Rpts, 1942 and/or
1943 of 3d, 6th, 23d, 50th, 79th, and 108th Gen Hosps
and An Rpt, 1943, 36th Sta Hosp. HD. (2) Consoli-
dated Rpt, SGs Observers for 1942 Maneuvers, trans-
mitted to ASF Hq by Memo, SG for Dir Tng ASF, 16
Jun 43. Ground Med files: “Rpt of Maneuver Ob-
servers, SGO, 19427 (3) Memo, Dir Planning Div
ASYF for Gen Lutes, 4 Aug 43, sub: Sta Hosp in Ma-
ncuver Areas. Ground Med files: 354.2 “Maneuvers.”

52 Memo G-4/24499-178, Maj W. L.. Wilson for
Gen Lutes, 12 Mar 42, sub: Basic Plans for Hosp and
Evac. HD: Wilson files, “No 472, Hosp and Evac,
1941-42."

5% Lir 475.5/49-GNSPL (5-26-42), CG AGF to
Dir Oprs SOS, 26 May 42, sub: Equip for Mcd Units.
HD: Wilson files, 400 “Med Equip and Sups.”

%4 (1) 2d ind. SG to Dir Oprs SOS, 29 May 42; 3d
ind, CG SOS to SG. 22 Jun 42; 4th ind, SG 10 Dir
Oprs SOS, 30 Jun 42; 5th ind, CG SOS to 8G, 9 Jul
42; 6th ind, SG to Dir Oprs SOS, 20 Jul 42; 7th ind,
CG SOS to SG. 6 Aug 42; and 8th ind, SG to CG
SOS, 7 Scp 42, on Mcmo 475 /826-GNSPL(5-22-42),
CG AGF for Dir Oprs SOS, 22 May 42, sub: Equip for
MD Units. SG: 475.5~1. (2) Memo, Lt Col A[rthur]
B. Welsh for Gen |Larry B.] McAfee, 11 Jun 42. HD:
320.2(Trp Basis). (3) Diary, Ilosp and Evac Br SOS,
13 Aug 42. HD: Wilson files, “Diary.”

63 Ltr, Col Plercy] J. Carroll to ACofS G-4
TUSASOS SWPA, 19 Sep 42, sub: Data for Lt Col
[Willard S.] Wadelton. HD: Wilson files, “Experience
in Med Matters from Overseas Forces.”” Colonel Wil-
son had asked Colonel Wadclton to get information
for him on a visit of the latter to SWPA.
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began to reach the public and the Army
Inspector General."

At the same time, it appeared that there
would be insufficient Medical Department
enlisted men and Medical Corps officers
tosupply both zone of interior installations
and numbered units with their authorized
numbers, and the General Staff began a
drive for more efficient personnel utiliza-
tion.’” The chief of the SOS Hospitaliza-
tion and Evacuation Branch believed that
personnel required for zone of interior
hospitals could be reduced by using num-
bered hospital units to help operate such
installations. Furthermore, he believed
that a reserve of hospital beds for emer-
gencies could be provided by issuing
equipment to numbered units.** In addi-
tion, some of the obstacles to assemblage-
issuance and unit-use werc being re-
moved. Although equipment was still in
short supply, the Surgeon General’s Office
and SOS headquarters were making re-
newed efforts to increase its availability.
Housing, including warehouse space for
equipment which had been authorized in
the spring of 1942, was expected to be
available for occupancy between Septem-
ber 1942 and January 1943.% Finally the
Wadhams Committee was appointed carly
in September 1942, and SOS headquar-
ters may have expected its support in this
instance.” Whether because of one, some,
or all of these reasons, SOS headquarters
on 16 September and again on 12 October
1942 directed The Surgeon General to
prepare a plan for the use of numbered
hospital units in the zone of interior medi-
cal service and on 17 September 1942
requested his comments on the draft ofa
policy requiring the issuance of assem-
blages to all hospital units in training.”

Receipt of these communications caused
confusion and consternation in the Sur-
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geon General’s Office. The Operations
Service called for comments from other
sections-—the Supply, Professional, and
Personnel Services and the Hospital Con-
struction, Hospitalization, and Training
Divisions. After several conferences to dis-
cuss the action that should be taken, final
decision was to request no change in the
policy on the issuance of equipment and
to submit no plan for the use of numbered
units. To support this decision, the Sur-
geon General’s Officc marshaled an array
of arguments. The most important seem to
have been lack of sufficient equipment to
permit the issuance of assemblages to all

5% (1) Memo for Record on Memo SPOPII 320.2,
ACofS Oprs SOS (init WLW/ilson]) for SG, 16 Sep
42, sub: Asgmt, Tng, and Util of TofOpns Med
Units. HD: Wilson files, “Book 1, 26 Mar 42-26 Scp
42.” (2) Diary, Hosp and Evac Br SOS, 25 Sep 42.
HD: Wilson files, “Diary.” (3) Memo. Dir Mil Pers
Div SGO for Dir HD SGO, 14 Apr 44. IID: 326.1-1.

57 See above, pp. 131-37], and Memo, DepCofSA
for SG thru CG SOS, 17 Oct 42, sub: Availability of
Physicians. SG: 322.05-1.

* Memo SPOPM 322,13, Chief Ilosp and Evac Br
SOS for Gen Lutes, 13 Sep 42, sub: Directive for Hosp
and Evac Oprs. HD: Wilson files, “Book I, 26 Mar
42-26 Sep 42.7

% (1) Memo, Chief Hosp and Evac Br SOS for Gen
Lutes, 23 Aug 42, sub: Status of Procurement of Med
Supplies. HD: Wilson files, 440 “Med Sups.” (2)
Memo, CofEngrs for SG, 19 Sep 42, sub: Fild Hosp
Units. HD: 632 “Housing.”

it Colonel Wilson stated to the Committee that one
of the problems of the Medical Department was the
development of a system for training medical units
with thcir equipment before going overseas. Lir, Chief
Hosp and Evac Br Plans Div Oprs SOS for Chm,
Cmtee 1o Study the MD, 21 Oct 42, sub: Med Prob-
lems. HD: Wilson files, “Book 2, 26 Sep 42-31 Dec
427

"1 (1) Memo SPOPH 320.2, ACofS Oprs SOS (init
WLW/ilson)) for SG, 16 Scp 42, sub: Asgmt, Tng,
and Util of TofOpns Med Units. HD: Wilson files,
“Book I, 26 Mar 42-26 Sep 42.” (2) 1st ind SPOPH
320.2 (9-26-42). ACofS Oprs SOS (same init) to SG,
12 Oct 42, on Memo, SG for Oprs Div SOS, 26 Sep
42, same sub. HD: 632 “Hosp-Housing.” (3) Draft Lur
SPOPP 475, CG SOS 10 SG, 17 Sep 42, sub: Equip
for MI} Units. SG: 475.5-1.
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units and fear that the zone of interior
medical service would be left in the lurch
if numbered units were used to furnish it
and were then sent overseas. To these were
added other arguments. According to the
Surgeon General’s Office; units needed
equipment neither for training nor for
emergency hospitalization. Those in train-
ing could get experience with equipment
in zone of interior hospitals and equip-
ment required for emergencies could be
shipped from depots when needed. Units
were not qualified either to repack equip-
ment for overseas shipment or to deter-
mine deletions and substitutions to reduce
total Weight. The former should be done
by depots to prevent breakage and the lat-
ter could be done properly only by quali-
fied boards and representatives of The
Surgeon General. Units could not replace
regularly assigned personnel in zone of
interior hospitals without interrupting
care of the sick and lowering the standard
of professional work. Their mere presence
near such hospitals constituted an ade-
quate reserve of hospital facilities for
emergencies; and their use as units would
not reduce zone of interior personnel re-
quirements because their members were
already assisting in the medical service
under the system of parallel training.
Finally, The Surgeon General stated that
he had noreason to believe that unit train-
ing was deficient. In requesting that exist-
ing policy on assemblage-issuance not be
changed, The Surgeon General’s supply
representative explained personally to
SOS headquarters the shortage of medical
equipment. In refusing to submit a plan
for the use of numbered units, The Sur-
geon General called attention to a plan
for providing an effective medical service
for a 7,500,000-man Army with 48,000 to
50,000 physicians which he was submit-
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ting at the request of the Deputy Chief of
Staff of the Army.”*

In this instance, SOS headquarters
adopted a more lenient attitude toward
The Surgeon General’s action than might
have been expected. Perhaps this resulted
from an awareness of the critical aspect of
the medical supply situation and from
some hesitancy to push The Surgeon Gen-
eral when he had orders from the Deputy
Chief of Staff of the Army to present a
“plan.” Perhaps it resulted from the ap-
parent inclination of the Wadhams Com-
mittee toward The Surgeon General’s
position rather than that of the SOS Hos-
pitalization and Evacuation Branch.”™ At
any rate, SOS headquarters tabled the
directive requiring a plan for the use of
numbered units,”* and the chief of its
Hospitalization and Evacuation Branch
worked out a compromise on the assem-
blage-issuance question. He adopted a
new definition of assemblages, proposed
by the SOS Plans Branch: henceforth
assemblages would contain only Medical
Department items. Items needed by hos-
pitals but supplied by other services, such

2 (NMemo, SG for Oprs Div SOS, 26 Scp 42, sub:
Med Unit Assemblages. 8G: 475.5-1. (2) Memo, SG
for Oprs Div SOS, 26 Sep 42, sub: Asgmt, Tng, and
Util of TofOpns Med Units, with 2d ind, Act 8SG to
Chicf Oprs Div SOS, 14 Nov 42, SG: 320.2. Numer-
ous memos from chiefs of various sections of SGO
giving these arguments are in HD: 632 “Hosp-Hous-
ing.”

73 Cmtee to Study the MD, 1942, Testimony, pp.
[ 869fT. HD. After the war General Lutes stated that
General Somervell personally directed a “lenient at-
titude” toward the Surgeon General’s Office because
of the Wadhams Committee’s report. He was proceed-
ing cautiously, General Lutes stated, to determine
who was correct. Ltr, L.t Gen LeRoy Lutes to Col
R [oger] G. Prentiss, Jr, 8 Nov 50. HD: 314 (Corre-
spondcnce on MS) II1.

™ 3d ind SPOPH 320.2 (9-26-42), CG SOS to SG,
22 Nov 42, on Memo, 5G for Oprs Div SOS, 26 Scp
42, sub: Asgmt, Tng, and Util of TofOpns Med
Units. SG: 320.2.
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as the Quartermaster Corps, would not be
included in assemblages and would be is-
sued whenever units requested them. The
Surgeon General would determine the
time when enough Medical Department
equipment was available to issue complete
assemblages to all units. Until that time
he would make partial issues. Afterward,
he would issue complete assemblages to all
hospital units under AGF control. Assem-
blages for station and general hospitals
under SOS control would be located in
Medical Department depots so that deliv-
ery could be made in emergencies within
seven days and so that units in training
might readily inspect and study them.™
When the Surgeon General’s Office found
even this policy unsatisfactory, SOS head-
quarters delayed announcing it officially
until the medical supply situation had im-
proved. Then, on 18 January 1943, SOS
headquarters had the new policy pub-
lished.”®

At the beginning of the new year acom-
bination of circumstances caused a revival
of the question of using numbered units in
the zone of interior. Contrary to what
might have been expected, the “plan”
which The Surgeon General submitted to
the Deputy Chief of Staff on 14 December
1942 did not deal with this question, but
only with the bulk allotment of Medical
Corps officers to the three major com-
mands.””

Soon afterward, in January 1943, the
SOS Director of Training received criti-
cism from at least one service commmand of
deficiencies in unit training. About the
same time the chief of the SOS Hospitali-
zation and Evacuation Branch reported
that failure to use units while in the
United States was being criticized pub-
licly. He then requested and received
authority from his superior officer in SOS
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headquarters to collaborate with the SOS
Training Director and the Surgeon Gen-
eral’s Office in working out a plan to
answer such criticism.™ In a subsequent
conference of representatives of the Sur-
geon General’s Office AGF headquarters,
and SOS headquarters, it was ‘“unani-
mously agreed,” the last reported, that
The Surgeon General would estimate the
amount of medical personnel required for
hospital service at each camp of 10,000 or
greater population, would determine the
minimum permanent staff required for
each hospital at those camps, and would
make a definite plan, based upon OPD
shipment schedules, for the use of num-
bered units to operate such hospitals under
the supervision of permanent staffs.” The
chief of the SOS Hospitalization and
Evacuation Branch then took a trip
around the country and found, he re-
ported, that each service command sur-
geon agreed that he could operate a satis-

“ (1) Draft memo SPOPH 475(9-26-42), CG SOS
for SG, 23 Oct 42, sub: Equip for Fid Med Units. HD:
Wilson files, “Book 2, 26 Sep 42-31 Dec 42.” (2]
Diary, Hosp and Evac Br SOS, 1 Nov 42. HI): Wilson
files, “Diary.” {3) Memo SPOPH 475(9-26-42), Chief
Hosp and Evac Br SOS for Chief Plans Br SOS, 2
Nov 42, sub: Med Unit Assemblages. HD: Wilson
files, “Book 2, 26 Sep 42-31 Dec 42.”

(1) WD Memo W700-4-43, 18 Jan 43, sub:
Equip for Fld Med Units. HD: Wilson files, “Book
III, 1 Jan 43-15 Mar 43.” (2) Memo SPOPH 440,
Chief Hosp and Evac Br SOS for Gen Lutes, 27 Jan
43, sub: Status of Procurement of Med Sups. Same file.

7T Memo, Act SG for DepCofSA thru Mil Pers Div
SOS. 14 Dec 42, sub: Availability of Physicians. SG:
322.051-1.

(1) Memo, CG SOS (Tng Div) for SG, 5 Jan 43,
sub: Tng of MC Pers. SG: 353.-1. (2) Memo SPOPH
320.2, Chief Hosp and Evac Br SOS for Gen Lutes,
16 Jan 43, sub: Asgmt, Tng, and Util of TofOpns
Med Units. HD: Wilson files, “Book I1I, 1 Jan 43-15
Mar 43.”

(1) Diary, Hosp and Evac Br SOS, 20 Jan 43.
HD: Wilson files, “Diary.” (2) Memo, Maj J{ohn] S.
Poc for the Record, 21 Jan 43, sub: Conf 4A526 Pen-
tagon Bldg, 20 Jan 43. HD: 632 “Hosp-Housing.”
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factory hospital service under the proposed
plan.®

The plan which The Surgeon General
presented on 14 April 1943 indicated that
agreement on the subject had not been
unanimous. Instead of providing for the
use of numbered units to operate zone of
interior hospitals, it called for the use of
members of such units, on a two-for-one
basis, to make up deficits in personnel—
that is, differences between assigned and
authorized strength in zone of interior
hospitals. “This was done,” The Surgeon
General stated, ‘““because the primary
function of the T/O unit is TRAIN-
ING.”®

By this time seventy-eight general hos-
pitals were reported “back-logged” in the
United States, with no immediate pros-
pect of employment overseas. Both the
chief of the ASF Hospitalization and Evac-
uation Branch and the ASF Director of
Training feared that the General Staff
would reduce the number of Medical De-
partment units in the troop basis if they
were not fully used.®” Before he could take
further action toward that end Colonel
Wilson was succeeded in his position in
SOS headquarters by Col. (later Brig.
Gen.) Robert C. McDonald, and for a
time the question remained in abeyance.

Meanwhile changes occurred in the
training and use of some hospital units.
Completion of housing near zone of inte-
rior hospitals made it possible to train
more personnel than before on a “paral-
lel” basis;** and year-round use by the
Ground Forces of the A. P. Hill Military
Reservation and the Desert Training Cen-
ter provided opportunities for several units
to function as hospitals, furnishing medical
and surgical care for patients in those
areas.® The issuance of asscmblagces to
evacuation hospital units under the re-
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vised policy permitted them to train with
full equipment and work out a system of
functional packing to increase unit mobil-
ity.* Yet as a rule general and station hos-
pital units still lacked assemblages in the
United States and had infrequent oppor-
tunities to function as hospitals before go-
ing overseas. Meanwhile, the time which
some of them spent in training lengthened
considerably. For example, although affili-
ated units had been intended for prompt
shipment overseas, the fifty-one affiliated
general hospital units that were eventu-
ally sent out remained in the United
States for an average of eight months.
One, the 27th General Hospital unit,
stayed in this country seventeen mounths.
( Tablesl6]7)

The unsolved problems of assemblage-
issuance and unit-use faced Surgeon Gen-
eral Kirk when he succeeded General
Magee in June 1943. Soon afterward he
took them up with Colonel McDonald.
Perhaps the entry of new participants
made solution easier, for neither was un-
alterably committed to the position of his
predecessor. In addition, despite his ASF
position, Colonel McDonald identified
himself closely with the Medical Depart-
ment and held personal views of these

for SG and CofT, 30 Apr 43, sub: Resume of Confs.
IID: Wilson files, “Book IV, 16 Mar 43-17 Jun 43.”

8 Ltr, SG to GG ASF, 14 Apr 43, sub: Asgmt of
TofOpns Units for Tng. SG: 632.-1.

¥ (1) Memo SPOPI 322(4-14-43), ACofS Oprs
SOS (init WLW]lilson]) for Dir Tng ASF, 19 Apr 43,
sub: Asgmt of TofOpns Units. HD: Wilson files,
“Book IV, 16 Mar 43-17 Jun 43.” (2) Memo SPTRU
370.5 (4--19-43), Dir Tng ASF for ACofS Oprs ASF,
27 Apr 43, same sub. SG: 353.-1.

* Ist ind, SG to Dir Tng SOS, 9 Jan 43, on Memo,
GG 50S for SG, 5 Jan 43, sub: Tng of MC Pers. SG:
353.-1.

* Scc above, 0

** An Rpts, 1943, of following Evac Hosps: 27th,
32d, 39th, 51st, 99th, 103d. 106th, 110th, and 145th.
HD.
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Number o Date of Date of . A
of Unit Affiliation Activation | Embarkation| 10itial Destination

1st | -Bellevue Hospital, New York, N. Y. ... ... ... ... . ... ... ... ....... 10 Jun 43 | 28 Dec 43 | England

2d | Presbyterian Hospital, New York, N. Y 31 Jan 42 1Jul 42 | England

3d | Mt. Sinai Hospital, New York, N. Y. ........... . 1Sep 42 4 May 43 | N. Africa

4th | Western Reserve University, Cleveland, Ohio. .. .. 13 Jan 42 | 23 Jan 42 | Australia

Sth | Harvard University, Boston, Mass............... 3 Jan 42 | 19 Feb 42 | N. Ireland
6th | Massachusetts General Hospital, Boston, Mass. . 15 May 42 7 Feb 43 | N, Africa

7th | Boston City Hospital. Boston, Mass. .. .......... 10 Jun 43 S Dec 43 | England

9th | Society of the New York Hospital, New York, N. 15 Jul 42 | 31 Jul 43 | Guadalcanal
12th | Northwestern University, Chicago, IN............. ... ... ... 28 Jan 42 | 12 Dec 42 | N. Africa
13th | Presbyterian Hospital, Chicago, 1ll. . .. 15 Jan 43 S Jan 44 | New Guinea
171h | Harper Hospital, Detroit, Mich. .. ......................... 15 Jul 42 | 30 Jul 43 | N. Africa
18th | The Johns Hopkins Hospital, Baltimore, Md................. 20 Apr 42 | 26 May 42 | New Zealand
19th | Rochester General Hospital, Rochester, N. Y. . ... ... ... .. 24 Jul 42 5 Sep 43 | England
20th | University of Pennsylvania, Philadelphia, Pa................. 15 May 42 | 19 Jan 43 | India

21st | Washington University, St. Louis, Mo. . ........... ... ... ... ... ... 12 Jan 42 | 20 Oct 42 | England

23d | Buffalo General Hospital, Buffalo, N. Y 15 }ul 42 | 29 Jul 43 | N. Africa
24th | Tulane University, New Orleans, La. .. .. ............................... 15 Jul 42 | 21 Aug 43 | N. Africa
25th | Cincinnati General Hospital and University of Cincinnati, Ohio. .. ... .. .. ... 10 Jun 43 | 23 Dec 43 | England
261h | University of Minnesota, Minneapolis, Minn.............................. 1 Feb 42 | 20 Oct 42 | England
27th | University of Pittsburgh, Pittsburgh, Pa......... ... ... ... ............. 15 Jul 42 S Jan 44 | Australia
29th | University of Colorado, Denver, Colo...... ... ... .. ... ... ... ... ..... 1Sep 42 3 Nov 43 | New Caledonia
30th | University of California, San Francisco, Calif............................. 1S May 42 | 4 Jun 42 | England

31st | Denver General Hospital, Denver, Colo. ...............oviiiiniann.. 1 Jun 43 | 18 Oct 43 | Espiritu Santo
32d | University of Indiana, Indianapolis, Ind. ... ... ... . .. ... ............ 15 Jan 43 S Sep 43 | England

33d | Albany Hospital, Albany, N. Y. .. ... ... .. .. . .. 15 Jul 42 7 Jul 43 | N. Africa
36th | Wayne University, Detroit, Mich. .. e ..| 28 May 43 | 20 Aug 43 | N. Africa
37th | Kings County Hospital, Brooklyn, N. 15 Jan 43 7 Jul 43 | N. Africa
38th | Jeflerson Medical College, Philadelphia, Pa 15 May 42 | 21 Sep 42 | Egypt (Suez)
39th | Yale University, New Haven, Conn.... 15 Jul 42 3 Nov 42 | New Zealand
42d | University of Maryland, Baltimore, M 20 Apr 42 | 19 May 42 | Australia
43d | Emory University, Atlanta, Ga 1 Sep 42 | 21 Aug 43 | N. Africa
44th | University of Wisconsin, Madison, . 15 Jan 43 | 25 Sep 43 | Australia
45th | Medical College of Virginia, Richmond, V 15 May 42 | 21 Mar 43 | N. Africa
46th | University of Oregon, Portland, Oreg. . 15 Jul 42 | 21 Aug 43 | N. Africa

47th | College of Medical Evangelists, Loma Linda, Calif............... .. .. 10 Jun 43 | 11 Jan 44 | New Guinea
50th | Seattle College, Seattle, Wash..................c..oiiiiiiuiini.. ..| 4Sep 42 | 29 Dec 43 | England
52d | Syracuse University, Syracuse, N. Y. ... .. ... ... ... .............. ..| 1Sep 42 6 Jan 43 | England
58th | Western Pennsylvania Hospital, Pittsburgh, Pa........ ... ............... 15 Jan 43 8 Oct 43 | England
64th | Louisiana State University, New Orleans, La.............................. 15 Jul 42 | 21 Aug 43 | N. Africa
65th | Duke University, Durham, N. C. . ... . . i 15 Jul 42 | 13 Oct 43 | England
67th | Maine General Hospital, Portland, Maine................................ 1Sep 42 | 24 Nov 42 | England
70th | St. Louis University, St. Louis, Mo.......... .. ... ... ................. 1Jun 43 | 21 Aug 43 | N. Africa
71st | Mayo Foundation of University of Minnesota, Rochester, Minn. ... ......... 10 Jun 43 gsjbandeil“
un
79th | Long Island College of Medicine, Brooklyn, N. Y. . ... ... .. ............... 21 Sep 42 9 0ct 43 | N. Ireland
105th | Harvard University, Boston, Mass. ... . ..........ourimuinnnnn.s 20 Apr 42 | 19 May 42 | Australia
108th | Loyola University, Chicago, Ill.... .. ... .. ... .. oo 10 Jun 43 | 80ct 43 | England

118th | The Johns Hopkins Hospital, Baltimore, Md. .
127th | University of Texas, Galveston, Tex.........
142d | University of Maryland, Baltimore, Md. . .. ..
297th | Cook County Hospital, Chicago, Ill. ... .. .. .. .| 10 Jun 43 | 30 May 44 | England
298th | University of Michigan, Ann Arbor, Mich. . .. .| 27 Jun 42 | 20 Oct 42 | England
300th | Vanderbilt University, Nashville, Tenn................................... 17 Jul 42 | 21 Aug 43 | N. Africa

21 Apr 42 | 19 May 42 | Australia
15 Jan 43 | 80ct 43 | England
20 Apr 42 | 26 May 42 | New Zealand

a This unit returned from Nova Scotia to Boston on 4 March 1942 and embarked again at New York on 12 May 1942,

. ® The professional and enlisted personnel of this unit was used to staff the 233d and 237th Station Hospitals, which embarked for Aus-
tralia on § January 1944. The 233d Station Hospital was reorganized and redesignated the 247th General Hospital on 15 October 1944.
After the war, on 7 February 1947, the 237th Station Hospital and the 247th General Hospital were consolidated to form again the 718t
General Hospital, an inactive unit, to preserve its affiliation with the Mayo Foundation.

Sowrces: Unit cards filed in Orgn and Directory Section, Oprs Br, AGO; from annual reports filed in HD; and miscellaneous AG and
SG files pertaining to individual units.

problems similar to those advocated by the  hospital on several vessels at widely sepa-
Surgeon General’s Office.*® rated ports.*” In July 1943, therefore, he
General Kirk believed that the current requested its reconsideration. First he pro-
policy on assemblage-issuance might be posed a return to the policy advocated by
partly resp0n51ble for a prOblem WhICh 6 Interv, MD Historian with Brig Gen Robert C.
theaters had reported and complained  yieponald, Ret, USA, 5 Mar 51. HD: 000.71.
of—the receipt of equipment for a single *7 An Rpt, Issue Br Sup Serv SGO, FY 1944, HD.
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TaBLE 7—AFrrFILIATED EvacuaTion HospitaL UniTs

%F%ﬁf{ ‘ Affiliation A]c)t?\tgt(i)fm Eme:ii:tfion Initial Destination
2d | St. Luke’s Hospital, New York, N. Y.............. 22Jan 42| 4Sep 42 | N. Ireland
7th | New York Post-Graduate Medical School, New ‘

York, N. Y .. . ce......|22Jan 42| 7 Apr 42 | Tongatabu
8th : University of \/1rg1nla Charlottesvdle \ A 8Aug 42 | 2 Nov 42 | N. Africa
9th | Roosevelt Hospital, New York, N.Y............ .. 24 Aug 42 | 26 Sep 42 | England

12th | Lenox Hill Hospital, New York, N. Y. ... ... ... . 12 Aug 42 . 6 Jan 43 | England
14th | City Hospital, New York, N. Y................ ... 15 Aug 42 . 10 Jul 43 | India

16th | Michael Reese Hospital, Chicago, Ill. R 150ct 42 | 14 Apr 43 | N. Africa
21st | Oklahoma School of Medicine, Oklahoma Clty, Okla 17 Aug 42 29 Aug 43 ' Guadalcanal
25th | West Suburban Hospital, Oak Park, Il. . ... ..... .. 18 Aug 42 * 19 Oct 42 | New Zealand
27th | University of Illinois, Chicago, Il.......... ... ... 150ct 42 . 3 Apr 44 | N. Africa
30th | University of Texas, Galveston, Tex.s. . . ..., .. ... 15 Jul 42 ' 78ep 43 | Australia
38th | Charlotte Memorial Hospital, Charlotte, N. C. ... .. 16 Apr 42 | S Aug 42 | England
48th | Rhode Island Hospital, Providence, R. I....... .. . 13 Aug 42 | 18 Jan 43 | India

51st | Sacramento County Hospital, Sacramento, Calif. ... 24 Oct 42 | 3 Apr 44 | N. Africa
52d | Pennsylvania Hospital, Philadelphia, Pa.. .. ... .... .12 Jan 42 | 23 Jan 42 | New Caledonia
S6th | Baylar University, Dallas, Tex. . R ‘ 4 Apr 42 | 16 Apr 43 | N. Africa
59th | San Francisco Hospital, San Franc1sco Cale ....... 6 Apr 42 | 12 Dec 42 | N. Africa
73d | Los Angeles County General Hospital, Los Angeles,

Calif. .. ... 2Jan 42 ] 20 Jan 43 : India

77th | University of Kansas, Kansas City, Kans.......... 10 May 42 | 5 Aug 42 | England
92d | St. Mary’s Hospital, Pueblo, Colo.®. .. ............ 25 Aug 42 | 28 Jun 43 | Australia

2 The 30th Evacuation Hospital was supplied with professional personnel from the 30th Surgical Hospital, a unit affiliated with the
University of Texas but never activated. On 13 September 1942 the 30th Evacuation Hospital was redesignated the 30th Evacuation
Hospital (Motorized); early in January 1943 it was changed to the 30th Evacuation Hospital, Semimobile.

b The 7th Surgical Hospital, a nonaffiliated unit activated on 1 August 1940, was redesignated the 92d Evacuation Hospital (Motorized)
on 25 August 1942, Early in 1943 it was renamed the 92d Fvacuation Hospital, Semimobile. Officers and nurses of the 64th Surgical
Hospital, a unit affiliated with St. Mary’s Hospital, Pueblo, Colo., and never activated, had been assigned to the 7th Surgical Hospital, In
July 1945 the 64th Surgical Hospital was reconstituted on the inactive list of the Army to preserve its identity and its affiliation with St.
Mary’s Hospital.

Sources:  Unit cards filed in Orgn and Directory Section, Oprs Br, AGO; from annual reports filed in HD; and miscellaneous AG and
SG files pertaining to individual units.

his predecessor—withholding all equip- riod of confusion in supply matters.*® Thus
ment for hospital units until they reached the policy on the issuance of equipment to
ports ‘of embarkation—and then a com- S (1) Lir, SG to CG ASF, 10 Jul 43, sub: Equip
promise between that and the existing for Fld Med Units. SG: 475.5-1. (2) Ist ind SPOPI

licy. Ultim lv he withdrew both pro- 008 (7-10-43), CG ASF to SG, 9 Aug 43, on basic
poucy U ate. Y . . li p. Ltr just cited. HD: Wilson files, “Day File, Aug 43.”
posals. After an investigation of split ship- 3y i+ SG 10 CG ASF, 6 Aug 43, sub: Equip for Fld
ments, Colonel McDonald reported that  Med Units. HRS: ASF Control Div, 334 “Procedure
the current policy seemed to have little Cmice. G-58.7 (4) Diary, Hosp and Evac Br ASF,

. . 27 Aug 43. HD: Wilson files, 400 “Med Equip and
effect in causing such a problem. Further- Sups.” (5) Memo for Record, 7 Sep 43, on Memo, SG

more, representatives of The Surgeon for Col R. C. McDonald, Plans Div Oprs ASF, 7 Sep

General agreed that a change in pohcy 43.8G: 475.5-1. (6) Ist ind SPOPI 440 (6 Aug 43),
‘sh d . 1 h CG ASF to SG, 28 Aug 43, on basic Ltr cited in (3)
might produce a six-to-twelve month pe- ;.0 HD: Wilson files, “Day File, Aug 43.”
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numbered medical units, which the Sur-
geon General’s Office had formerly op-
posed, remained in effect for the rest of
the war.*®

General Kirk called for a full discussion
of the question of using numbered hospital
units in the zone of interior medical serv-
ice in his first conference with service com-
mand surgeons. They agrecd that the
existing situation was deplorable. For ex-
ample, one stated that it was difficult,
when several units were located on a sin-
gle post, to schedule their personnel for
“parallel training” without having men
“falling all over each other.” Another,
stressing morale, stated that one unit had
been in his command “so long that they’ve
worn out all of their films showing them
over and over, and they’ve worn out all
their shoes doing the same hikes. . . .”

In general, service command surgeons
seemed favorably inclined toward the pro-
posal to use numbered units in the opera-
tion of zone of interior hospitals, but sev-
eral feared that administrative difficulties
might arise unless units and their com-
manding officers were placed under the
control of station surgeons. Others be-
lieved that professional problems might
develop if numbered units were with-
drawn from named hospitals either for
field training or for overseas service with-
out adequate personnel being left behind
to operate zone of interior hospitals.”” To
avoid such a situation, the Surgeon Gen-
eral’s Office announced that the adoption
of any plan for the use of numbered units
to operate zone of interior hospitals was
contingent upon two conditions: first, the
assignment of two hospital units to the
named hospital in which they were to
serve, and second, the existence of suitable
barracks to house such units. Colonel Mc-
Donald agreed to these conditions and
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suggested that the Surgeon General’s
Office prepare a plan for trial on one post
The chief of The Surgeon General’s Train-
ing Division lacked enthusiasm for this
proposal but agreed to investigate its pos-
sibilities.”* Accordingly he drafted a plan
by November 1943 for consideration by
other officers of the Surgeon General’s
Office, but their comments indicated no
diminution of opposition to the basic
idea.”

By that time events were taking place
which were to cause the whole matter to
be dropped. In September 1943 the Gen-
eral Staff forbade the use of War Depart-
ment funds to build more housing for
numbered hospitals in the United States,
thereby denying quarters for the two units
per named hospital which The Surgeon
General had recommended.®® The next
month the ASF Hospitalization and
Evacuation Branch, which had initiated

#¢ (1) See above,[pp. 45-46] {2) Rpt of Sub-
cmtec on Employment of Med Resources, Cmtee on
Med and Hosp Serv of Armed Forces, Off SecDef, 25
May 48, pp. 394-95. HD.

“ (1) Rpt, SGs Conf with Chiefs Med Br SvCs,
14-17 Jun 43, pp. 242, 244, 245, 259, 260. I1D: 337.
(2) Memo, GG SOS (8G) for CGs of SvCs, 12 Jul 43,
sub: Asgmt of TofOpns Units for Tng . . ., with inds
from SvCs in reply. SG: 353.-1.

"1 Rpt, 8SGs Conf with Chiefs Med Br SvCs,
14-17 Jun 43, pp. 253-64. HD: 337. (2) Diary, Hosp
and Evac Br ASF, 16 Jun 43. HD: Wilson files,
“Diary.”

#2 (1) Memao, Maj Clarl] C. Sox for Col A. B.
Welsh, 10 Nov 43, sub: Comments on Tentative Plan
for the Functional Emplovment of Numbered ASF
Med Units. (2) Memo, Maj John S. Poe for no ad-
dressee, 10 Nov 43, sub: Comments on Col Wake-
man’s Proposal. (3) Memo, Col A. B. Welsh for Gen
R. W. Bliss, 12 Nov 43. (4) Memo, Col A. H.
Schwichtenberg for Gen R. W. Bliss, 13 Nov 43, sub:
Comments on Tentative Plan. . . . 4 All in SG:
322.3-1.

“ (1) Memo, Maj J. S. Poe for Col H[oward] T.
Wickert, 7 Jul 43. HD: 632 “Hosp Housing.” (2)
Memo Maj J. S. Poe for Col A. B. Welsh, 16 Sep 43.
Same file.



160

and pushed the proposal, was abolished.
Of greater importance was the change in
conditions that had prompted the pro-
posal in the first place. From the middle
of 1943 onward the pressing need for hos-
pitals overseas caused the departure of
most units which had been held back as
well as the prompt shipment of others
after brief periods of training.”* This dis-
posed of the argument that services of per-
sonnel, especially doctors, were being
wasted. It meant also that fewer and fewer
units were left for use in hospitals at home.
Finally, during the latter half of 1943 the
troop population of the United States be-
gan to shrink so rapidly that the general
employment of numbered hospital units
to assist with medical care in the zone of
interior perhaps no longer seemed useful.
As a result, the long and tedious contro-
versy between the Surgeon General’s Of-
fice and ASF headquarters over the equip-
ment and use in the United States of num-
bered hospital units reached an inconclu-
sive end.

Preparing for the Support
of Offensive Warfare

Shift of Emphasis Away From the Pacific

By about the middle of 1942, when em-
phasis in providing hospitalization for
theaters shifted from the Pacific to other
areas of the world, emergency needs re-
sulting from the Japanese attack had been
met and preparations for the invasion of
North Africa were under way. To support
the build-up of troops in the United King-
dom and subsequent successful North
African operations, hospitals went in in-
creasing numbers to both the European
and the North African theaters in the last

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

half of 1942 and the early months of 1943,
During the same period other units were
sent to scattered areas throughout the
world to care for troops engaged in serv-
ice functions in support of more active
theaters. Since combat on a large scale
had not yet begun, fixed hospitals were
needed more than mobile ones, and sta-
tion more than general hospitals. For ex-
ample, by 15 March 1943 the War De-
partment had shipped overseas, according
to The Surgeon General’s records, 140
station hospitals, ranging in size from 25-
to 750-bed capacity, 27 general hospitals,
and 14 field hospitals, but only 2 convales-
cent, 3 surgical, 17 750-bed evacuation,
and 6 400-bed evacuation hospitals.*
Of those shipped after 30 June 1942, the
major portions were units that had been
activated and trained after the war began.
A few of the units that were activated dur-
ing 1941 and were still in the United
States in mid-1942 were sent overseas in
the following months, but the majority of
the older units continued during the early
war years as training units, furnishing
filler personnel for others activated during
1942 and 1943 or for affiliated units pre-
viously organized. ( Tables(8][9] [10] ) As
in the first six months of the war, although
affiliated units continued to come on
active duty on The Surgeon General’s rec-
ommendation, many did not go overseas
immediately. For example, although forty-
two affiliated general hospital units had
been activated by the middle of January
1943, onlv nineteen of them had been
shipped by 15 March 1943. The remain-

94 (1) See below, pp. (2) Mcmo, Dep Chief
Oprs Serv SGO for Dir Hosp Div SGO, 17 Feb 44,
with incl. SG: 323.3.

" Table entitled Medical SOS Units as of 15
March 1943. SG: 322.05-1.
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TaBLE 8—Use or No~NarriLiaTeED GeNERAL Hospitar Units ActivaTtep During 1941

CSudppliefd
i st , . adres ior i
ST IR oo | o T o gpions | SIS | Sy St
Unit January-July 1942 vary=july \;':m Oa‘t,g__ Were lnactivated
Dese \Rrest, il
nation| I
Unit Date of Lo Date of L Date of \ Date of Date of
Desig- | Embarka- Destination Embarka- Destination Embarka- || - tion Disband-
nation tion tion tion ment
S53d 110 Feb 41 1 ...l 29Dec 43 | ...l
56th 1Feb 41| 4th |23 ]Jan 42 | Australia, . ... |[............ . oo | 120ct 43 oo e
63d | 10Feb 41 |...... .| ..ol e 15 Jan 43
66th | 10 Feb 41
147th 1 May 41 !
148th | 10 Feb 41
183d | 10 Feb 41
203d | 10 Feb 41
204th | 10 Feb 41
207th | 10 Feb 41
208th 1 Jun 41
209th 1Jun 41
210th 1Jun 41
212th 1 Jun 41
213th | 27 Jun 41
214th 1Jun 41
215th | 16 May 41
216th 1Jun 41 !
217th 1Jun 41 New Zealand. ............[...................
218th 6Jun 41 |. .. .. .|......... ... e Panama CanalZone. . ......... ..
222d | 16 Jun 41 New Zealand.!|............l...coooi 44s
203d | 17 Jun 41 Lo

@ As 134th General Hospital.

Sources: Unit cards filed in Orgn and Directory Section, Oprs Br,

der stayed in this country in a training
status until later in 1943 or early in 1944.

See Table 6
Negro Hospital Units

Among the hospital units prepared
early in the war for overseas service were
two with Negro personnel. Their activa-
tion and use, like the establishment of all-
Negro wards and hospitals in the United
States,” resulted from The Surgeon Gen-
eral’s opposition to the integration of
Negro and white personnel in providing
medical service for the Army-—a position
in line with the War Department’s general

AGO, and annual reports filed in HD.

policy on the use of Negro personnel.®” On
24 March 1942 the 25th Station Hospital,
a 250-bed unit, was organized at Fort
Bragg (North Carolina). All of its members
were Negroes except four officers—the
commander and his immediate staff. The
use of white officers to command Negro
units was a common practice of the War
Department and was not considered a vio-
lation of the policy of segregation. Its

9 See above, pp. 11012,
*7 John H. McMinn and Max Levin, Personnel

(MS for companion vol. in Medical Dept. series),
HD., and Ulysses Lee, The Employment of Negro
Troops, a forthcoming volume in the serics UNITED
STATES ARMY IN WORLD WAR II.
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TaBrLE 9—Use oF NONAFFILIATED STATION

HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR

HospiTar Units AcTivaTep During 1941

Unit Date of Embarked During 1941 Embarked January-July 1942 Embarked After I July 1942
Desig- | A tivation
nation Date Destination Date Destination Date Destination
1se | 10Feb 41 ;. .. ... ... | ............... 30Jan 42 | Christmas Island . ........ ... ... ... ... .0 o,
Sth 7 Jan 41 17 Feb 42 [ Australia............. . ... oo
Zth { L0 Feb 41 | . o 26 Sep 42 | N. Ireland.
8th | 10 Feb 41 BoraBora.............. ..o feciiiiiicdoiiiiconioo
9th | 11 Feb 41 Australia. ... oo
10th | 10 Feb 41 N. Ireland.
11th | 25 Jan 41 | 5Sep 41 | Iceland....... .| . ... ... .. .l ..o ...
12th | 10 Feb 41 Australia
22d | 10 Feb 41 Hawaii.......................
26th | 10 Feb 41 Canton Island
47th | 18 Jun 41 Australia
109th 1Jun 41 New Caledonia
151st 1Jun 41 England......................
152d TJun 41 |
153d 1 Jun 41 Australia
154th 1Jun 41 [
155th 1Jun 41 Australia
156th | 3 Jun 41 Hawaii. .
159th 1Jun 41 India......... ... ... . ...
160th | 1 Jun 41 | o
165th 1Jun 41 Hawaii............... ..o oo oo
166th 1Jun 41 Australia. ... ... o e
167th | 12 Jul 41 5Sep 41 | Iceland......... ... . ] e
168th | 12 Jul 41 §5Sep 41 | Iceland...... .. .0 ... oo e

Sourcer: Unit cards filed in Orgn and Directory Section, Oprs Br, AGO, and annual reports filed in HD.

advisability for hospital units was later
questioned, and it was not followed in the
case of other Negro hospital units acti-
vated during World War II. An advanced
detachment of the 25th Station Hospital
embarked in May 1942 for Liberia to sup-
port a force of construction engineers, per-
sonnel of the Air Transport Command and
the Royal Air Force, natives employed by
the Army at Roberts Field, and elements
of a task force charged with protecting an
airstrip and American rubber interests.
After quarters were constructed overseas,
the remainder of the unit, including its
nurses, joined the advanced detachment
on 10 March 1943. About the same time
an all-Negro 150-bed unit, the 268th Sta-
tion Hospital, was activated at Fort
Huachuca (Arizona). After a period of
training, it embarked for the Southwest

Pacific theater in October 1943 and ar-
rived in Australia in November.®®

Establishing a Basts for Future Planning

Toward the end of 1942 the shift in em-
phasis from defensive measures to prep-
arations for the offensive made it neces-
sary to take stock of hospitalization
already supplied in order to plan effec-
tively for the future. Records of the num-
ber of hospital units shipped did not
necessarily represent the number of beds
available in the several theaters. In some
instances, for reasons not often divulged
to The Surgeon General, OPD diverted
S (I)Kﬁpl, 25th Sta Hosp, 1943, and Quarterly
Hist Rpt, 268th Sta Hosp, 7 Jul 44. HD. (2) Diary,
Col Stephen D. Berardinelli, 21 Jun 42 to 21 Dec 43.
In his possession. (3) Interv, MD Historian with Col

Berardinelli, formerly CO of 25th Sta Hosp, 24 Feb
50. HD: 000.71.
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TasLe 11—Use oF NoNarrFILIATED Surcicart. Hospitar Units Activatep Durine 1940
AnD 1941

Redesignation in U. S. Redesignation Overseas
. . . Date of Date of Initial
Unit Designation Activation . Embarkation|  Destination
Unit Date Unit Date
6th Surg Hosp....| 1Aug 40 | 9lst Evac (Mtz)....| 31 Aug 42 | 12 Dec 42 | N. Africa.......0.......ovoiei ot
7th Surg Hosp....! 1Aug 40 | 92d Evac (Mtz)..... 25Aug 42 | 28 Jun 43 | Australia.......|. ... .. .. .o,
28th Surg Hosp....] 10Feb 41 |.... ................|.c.ci il 4 Mar 42 | Australia, ... ... 360th Sta Hosp. . .| 28 Oct 43
33d SurgHosp....| 25Jan 41 | . ... ... ... o 4 Mar 42 | Australia. . ..... 361st Sta Hosp....| 28 Oct 43
48th Surg Hosp....| 10 Feb 41 veiio.....| 2Aug 42 | England........ 128th Evac (SM),.| 1 May 43
6lat Surg Hosp....| 1Jun 41 | 93d Evac (Mtz)..... 25 Aug 42 [ 16 Apr 43 | NoAfrica....... | ... .. .o,
63d Surg Hosp....| 1Jun 41 | 9%4th Evac (Mtz)....| 25 Aug 42 | 28 Apr 43 { NoAfrica.......|. ... ...t in i,
74th Surg Hosp....| 1Jun 41 | 95th Evac (Mtz)....| 25 Aug 42 | 16 Apr 43 | N. Afdca.......0. ...... ..o,

Sources: Unit cards filed in Orgn and Directory Section, Oprs Br AGO, and annual reports filed in HD.

In July 1942, therefore, to get more ac-
curate and more current information than
he had, The Surgeon General called upon
SOS headquarters for assistance.'*” Find-
ing that neither SOS headquarters nor
OPD had accurate records of the beds
available in various theaters, the SOS
Hospitalization and Evacuation Branch
requested the latter, on 6 August 1942, to
require all overseas commanders to submit
a report on the capacities and numerical
designations of their fixed hospitals.'""
This request was approved and, as the re-
ports came in, the Surgeon General’s Of-
fice, the SOS Hospitalization and Evacua-
tion Branch, and OPD were able to get
an accurate picture of hospitalization
overseas at that time. It showed that the
ratio of fixed beds to troop strength ranged
from 2.09 percent in some areas to 24.1
percent in others.'"*

Even after reports of overseas bed ca-
pacities had been received and tabulated,
several obstacles to planning for the future
had to be removed. In the first place, The
Surgeon General was uncertain about his.
authority to make recommendations con-
cerning overseas hospitalization, in view
of the hospitalization and evacuation

policy which was published on 18 June
1942 making overseas commanders re-
sponsible for “the operation of all medical
facilities under their control and for future
planning in connection therewith” (italics
added).'”* Despite this policy, SOS head-
quarters assured him that he could make
recommendations about hospitalization
and evacuation in theaters whenever ap-
propriate. The Surgeon General also felt
that he received insufficient information,
both from higher authorities in the War
Department and from surgeons in thea-

1t (1) Memo, SG for Dir Oprs SOS, 11 Jul 42. SG:
632.2. (2) Memo, SG for Oprs Div SOS, 29 Jul 42,
sub: Fixed Hosp Beds Overseas. HD: 632.-1 “Hosp
Overseas, Bed Status.”

101 (1) Memos SPOPM 323.7 and SPOPH 632, CG
SOS for ACofS OPD WDGS, 6 and 27 Aug 42, sub:
Fixed Hosp Fac Available to Overscas Forces. IHID:
Wilson files, “Book 1, 26 Mar 42-26 Sep 42.” (2) st
ind, CG SOS to SG, 14 Aug 42, on Memo, SG for
Oprs Div SOS. 29 Jul 42, sub: Fixed Ilosp Beds Over-
seas. HD: 632.—1, “Hosp Overseas, Bed Status.”

o2 (1) Memo SPOPH 632(Hosp), CG SOS for SG,
20 Oct 42, sub: Bed Capacities of Fixed Hosps at
Overseas Bascs. HD: 632.—1 “Hosp Overseas, Bed
Status.” (2) Memo, SG for Oprs Div SOS, 31 Oc1 42,
same sub, with Ist ind SPOPII 632(10-31-42), GG
SOS to SG, 16 Nav 12, Same file.

195 Lr AG 704 (6-17-42)MB-D-"T'S-M, TAG to
CGs AGF, AAF, SOS, Theaters, ctc., 18 Jun 42, sub:
WD Hosp and Evac Policy. HD: 705.-1.
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ters, to enable him to planintelligently and
effectively for overseas hospitalization.
While much information he desired from
higher authorities was classified for secur-
ity reasons, the SOS Hospitalization and
Evacuation Branch attempted to provide
him with more information about oper-
ational plans than he had previously re-
ceived.'™ Furthermore, in collaboration
with the Surgeon General’s Office that
Branch took action which led to the estab-
lishment in January 1943 of a system of
montly reports from overseas commands.
Submitted first as sections of the Monthly
Sanitary Reports and after July 1943 as
Reports of Essential Technical Medical
Data (ETMD’s), these reports contained
information about admission and evacua-
tion rates, availability of hospital beds,
suitability of hospital units and their
equipment, and other factors of impor-
tance to The Surgeon General in planning
theater medical services.'** In addition,
beginning with General Magee’s trip to
North Africa in the winter of 1942-43,
representatives of the Surgeon General’s
Office made personal inspections of over-
seas areas in order to gain firsthand infor-
mation about their medical services.'"
Further obstacles to planning were lack
of sufficient experience with battle casual-
ties thus far in World War II to estimate
accurately hospital admission rates and
lack of an official evacuation policy—that
is, a policy governing the selection of pa-
tients for evacuation to the United States
in terms of the days of hospitalization
which they were expected to require. In
their absence The Surgeon General used
for planning purposes the battle-casualty
admission rates of World War I and as-
sumed a policy of returning to the United
States all patients who required 120 or
more days of hospitalization. To establish
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a firmer basis for planning, he recom-
mended in the spring of 1943 the estab-
lishment of an official evacuation policy
but such action was not taken until later
in the year.”””

In providing hospitals for overseas serv-
ice early in the war, the Medical Depart-
ment discovered and attempted to correct
shortcomings and errors in its prewar
planning. It was discovered early that the
activation and training of normal Army
units was more valuable in meeting emer-
gency hospital needs than the formation
and organization of units affiliated with
civilian hospitals and schools. Moreover, it
soon appeared that units planned for the-
aters of operations were not suitable for all
situations encountered in a modern global
war and units of new tyvpes had to be de-

14 (1) Memo SPMCP 704.-1