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Foreword

The problems we have overcome in this war will not differ from possible problems of the future.
The solutions will come from the things we have learned in this war. There will be nothing
new facing us that has not already been answered in principle if not in practice.

It is in keeping with the spirit of these words of Gen. Henry H. Arnold, Com-
manding General of the Army Air Forces, that Medical Support of the Army Air Forces
in World War IT has been prepared. This monumental task fell to Mae Mills Link,
Ph. D., senior medical historian in the United States Air Force, and Hubert A. Cole-
man, Ph. D., Professor of History at East Carolina College, who held a comparable
position in the AAF during World War II.

Maj. Gen. David N. W. Grant, USAF (MC) (Ret), the wartime Air Surgeon,
and Maj. Gen. Malcolm C. Grow, USAF (MC) (Ret), first Surgeon General, USAF,
have read painstakingly through the final version. Brig. Gen. Richard Meiling,
USAF (MC) (R), who was closely associated with the Air Surgeon’s Office during
the war, has given generously of his time in an advisory capacity. Likewise, Brig.
Gen. Albert H. Schwichtenbetg, USAF (MC), who was the Air Force liaison officer
in the Army Surgeon General's Office, has read and commented upon the section
dealing with that complicated relationship. To them all I extend my very warm
personal thanks. I wish also to express my appreciation to Maj. Gen. Howard
McCrum Snyder (USA) (Ret), Gen. George C. Marshall’s wartime Assistant to the
Inspector General for Medical Affairs, for his time and patience when interviewed
by the Historian. Col. Wildred J. Paul, USAF, Director, Research Studies Institute,
Air University, Dr. Albert F. Simpson, Air Force Historian, Mr. Joseph W. Angell,
Jr., USAF Historical Division, and Lt. Col. Eldon W. Downs, USAF, Air University
Historical Liaison Officer, by their unfailing support have sustained us through the
long and arduous task of historical research.

In the final analysis, however, credit for the present volume must rest with the
uncounted numbers of medical service officers and men who actually made military
medical history at their posts throughout the world. It is to them, therefore, that
this volume is dedicated.

Dan C. Ocuike,
Maj. Gen., USAF (MC),
30 July 1954 Surgeon General.
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Maj. Gen. David N. W. Grant (MC), The Air Surgeon.
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The Flight Surgeon’s Oath

I accept the sacred charge to assist in the healing of the mind as well as
of the body.

T will at all times remember my responsibility as a pioneer in the new and
important field of aviation medicine. I will bear in mind that my studies are
unending; my cfforts ceaseless; that in the understanding and performance of
my daily tasks may lie the future usefulness of countless airmen whose training
has been difficult and whose value is immeasurable.

My obligation as a physician is to practice the medical art with upright-
ness and honor; my pledge as a soldier is devoted to Duty, Honor, Country.

I will be ingenious. 1 will find cuves where there are none; I will call
upon all the knowledge and skill at my command. I will be resourceful; I will,
in the face of the direst emergency, strive ro do the impossible.

What I learn by my experiences may influence the world, not only of today,
but the atr world of tomorrow which belongs to aviarion. What I learn and
practice may turn the vide of battle. It may send back to a peacetime world the
future leaders of this country.

I will regard disease as the enemy; 1 will combat fatigue and discourage-
ment as foes; I will keep the faith of the men entrusted in my care; 1 will keep
the faith with the country which has singled me out, and with my God.

I do solemnly swear these things by the heavens in which men fly.
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Preface

Medical Support of the Army Air Forces In World War II has been
prepared to fill a gap in the medical history of that period. Its pur-
pose is to present a unified narrative of the total performance of the
AAF medical service in support of the Air Forces combat mission.
Fundamentally a reference book, this volume is based almost exclu-
sively upon unpublished documents in custody of the U. S. Air Force,
with occasional citation of published sources.

Since this volume, like other comparable military publications in
World War II, is based upon masses of archival material, the project
has been in a very true sense a group project. During World War 11
professionally trained historians carried out basic research and writing
while professional specialists in aviation medicine prepared highly
technical materials. And while as authors we must assume final re-
sponsibility for the historical and technical accuracy of the presenta-
tion and interpretation of the present volume, it has been our intention
insofar as is humanly possible to establish and acknowledge individual
contributions. In the order of sequence in which these group efforts
appear, first mention is made of Chapter III, “*School of Aviation and
Related Programs’™ which represents a collation of edited data based
upon the series of 6-month histories prepared in the Army Air Forces
Training Command under the direction of Col. Neeley Mashburn (MC),
by the School of Aviation Medicine, and by the four continental air
forces. Chapter IV, “‘Research and Development’” represents in part
a collation of materials from the same source, together with a draft
prepared by the staff of the Aero Medical Laboratory. Chapter V,
“The Air Evacuation Mission’’ is a collation of data gathered from
the histories of the School of Air Evacuation, the School of Avia-
tion Medicine, and the Wing histories of the Air Transport Command.
None of these chapters represents original research or writing on the
part of the editors. The overseas theaters, on the other hand, have
been approached somewhat differently. Two historians on the war-
time staff were originally scheduled to prepare monographs on the
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Mediterranean and European Theaters respectively. John S. G. Car-
son, Ph. D., who was to prepare the final draft of the AAF/Mediter-
ranean Theater medical history was called back to his academic post
before his research and writing was completed. Chapter VI, how-
ever, incorporates much of his draft material. It also includes, with
minor editing, a section on the North African Landings and early
Twelfth Air Force prepared in the theater under the direction of Col.
William Cook (MC). Another Headquarters historian, Wiley Hodges,
Ph. D., was scheduled to prepare a monograph on the European Thea-
ter but he too was called back to his academic post before his task
was completed. A large section of Chapter VIII dealing with the
“‘Special Problems of Aviation Medicine in Europe’’, however, remains
substantially as written by him. The section on the Ninth Air Force,
with slight editing, incorporates the periodic histories prepared in the
theater. And while the editors have taken extensive liberties with
his manuscript, authorship credit for the chapter on the Pacific and
Southwest Pacific belongs to Lt. Col. Charles G. Mixter, Jr. (MC)
who was Malaria Control Officer in that area during the war and later
called to Headquarters, AAF, to prepare the official report. Finally
to Bruce Berman, M. A., who is presently a member of the historical
staff, goes collaborative credit in preparation of the chapter on China-
Burma-India. This is in addition to his assistance in editing the
volume.

Because of space limitations it was decided arbitrarily not to
include three important programs. The AAF Psychological Program
had already been treated in the definitive 19-volume series published
under the title, The Aviation Psychology Program inthe AAF. The manu-
script history on surgery prepared by Col. Alfred R. Shands, Jr. (MC),
Maj. James V. Luck (MC), Maj. Hugh M. A. Smith (MC), and Lt. Col.
Henry B. Lacey (MC), was of such a specialized nature that it was
believed advisable to publish that material as a separate monograph
at some future date. Likewise it was considered desirable that a
separate monograph discuss the operation of Army Air Forces hospi-
tals in the Zone of Interior during the period of mobilization and
demobilization. This decision was based on the fact that the central
theme of the present volume was support of the combat mission, and
it seemed proper to concentrate upon policy decisions at AAF Head-
quarters level rather than upon operational details of the many Army
Air Forces installations in the Zone of Interior.
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The volume has thus attempted to portray in detail the problems
faced by the AAF and the measures taken to solve them. To the lay
reader it may appear that there is too much detail in treating certain
events when a summary statement would have been sufficient. Since,
however, it is hoped that this history will provide a basic reference
for younger officers who may again be faced with similar problems
we concluded that the processes by which certain policy decisions were
reached should be described step by step. Because certain of these
decisions were based upon factors other than those over which the
Army Air Forces had control, however, it is suggested that as supple-
mentary reading the medical history series, in preparation by the
Army Surgeon General, be consulted, and that the official Air Force
history be kept close at hand as a reference.

A word is necessary at this point to explain certain editorial and
military usages. Spelling and numbers in the text for the most part
follow the rules of the Government Printing Office Szyle Manual.
Titles of frequently used military organizations such as the Army Air
Forces are sometimes spelled out and other times abbreviated to prevent
endless repetition within a paragraph. Military rank is, of course,
always a thorny problem for the editor. In this volume, the highest
rank attained by an officer is used in the prefatory and concluding
remarks; in the text the rank held at the time of the event is used
even though it may sometimes be confusing. Military time (i. e.
1600) is always used. Another difficult problem has been that of
reconciling statistical information. Because reports are not always
based upon the same reporting period there may sometimes be minor
inconsistencies. It is believed, however, that units within a theater
or at Headquarters are uniform and reflect as accurate presentation as
possible. Sources of tabular information are documented either on
the table or in the body of the text.

In the writing of medical history of the Air Force the historian is
sometimes called upon to use highly technical terms (i. e. aero-
embolism). At the same time the writing of military history requires
the use of cumbersome terms which must be endlessly repeated but
which when reduced to symbols defy the understanding of the average
reader (SCAT and COMAIRSOLS). In addition, the military vocabu-
lary is often overladen with ponderous cliches which bog down the
narrative (the ‘‘over-all situation’). Both as historians and as
editors we have been aware that we have not been able to overcome
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these impedimenta of the narrative. As one device, however, words
or phrases that are used a great deal (such as Army Air Forces) have
been interposed with their symbols (AAF) to avoid complete monotony
through repetition.

Finally, we would like to make mention of the splendid cooper-
ation on the part of the key military personnel involved as well as all
others who have contributed to the volume. Major General Grant
wrote: ‘I am only interested in a history being written based on
factual data, with criticism falling where it may, even though I am
directly the one being criticized.”” Major General Grow who suc-
ceeded him as Air Surgeon in 1946 and whose prior experiences in the
Air Corps and later in the European Theater are treated in detail, has
likewise responded magnificiently. Major General Armstrong, scholar
without peer in the field of aviation medicine, and Surgeon General in
the period when the volume went to press, was, despite his heavy
burden of duty, unfailingly helpful. Never in any manner did he
attempt to modify the independent conclusions or observations of the
historians. In addition to the expert advice of Generals Meiling and
Schwichtenberg, we would like to acknowledge that of Brig. Gen.
H. H. Twitchell (MC) who was Twentieth Air Force Surgeon, Brig.
Gen. Otis O. Benson (MC), who was Director of the Aero Medical
Laboratory and later Surgeon of the Fifteenth Air Force and AAF/Med-
iterrancan Theater, Brig. Gen. Clyde L. Brothers (MC), who was
Tenth Air Force Surgeon and later AAF/CBI Surgeon, Col. Jay F.
Gamel (MC), who was Tenth Air Force Surgeon, Col. Robert J.
Benford (MC), XX Bomber Command Surgeon, Col. Donald D.
Flickinger (MC), CBI Wing Surgeon for Air Transport Command,
Col. Robert C. Love (MC) who was a member of the Air Surgeon’s
wartime staff and Col. Adolph P. Gagge (MSC) who pioneered re-
search in oxygen equipment at the Aero Medical Laboratory during
World War II. These officers all have aided substantially in advising
us within the area of their wartime experience.

Their assistance, however, would have served little purpose had
it not been for the unfailing support of our day-to-day activities
within the Executive Office. Maj. Gen. Dan C. Ogle (MC), the
Surgeon General, who was Deputy Surgeon General while the volume
was in preparation, and Brig. Gen. William H. Powell, Jr. (MC), his
successor as Deputy, were available for counsel at all times; and with-
out the sympathetic and constructive support of Lt. Col. William M.
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Johnson (MSC), Executive Officer for the Surgeon General, the hur-
dles to be overcome would have been unsurmountable. We wish also
to acknowledge our indebtedness to Col. Clayton G. Weigand (MC),
upon whom fell the task of organizing and directing the medical his-
tory program within the military framework of the Air Surgeon’s
Office during World War II. Our warmest tribute goes to Mrs. Roma
J. Dawson for her patience and endurance in the almost endless task
of supervising all typing for the project and for assumption of edito-
rial responsibility, as well as to Miss Ima Lee who bore a similar
burden during the war. We are deeply indebted to personnel—both
military and civilians—of the Publishing Division, Air Adjutant Gen-
eral, for their excellent cooperation and assistance during the publish-
ing of this document. We are especially grateful to Mr. Walter Ivan
Smalley who performed the final editing and preparation of manu-
script prior to publication. And to those unsecen members of the
Government Printing Office whose patience we must so often have
strained goes our very sincere thanks.

Like the Surgeon General, however, we recognize that final credit
properly belongs to the medical service oflicers, nurses, and men who
were there when duty called.

MAE MILLS LINK
HUBERT A. COLEMAN
30 July 1954
Washington, D. C.
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INTRODUCTION

Medical care for the fighting forces was complicated in World
War II because of the scale and rapid pace of mobilization and deploy-
ment of troops. In the Zone of Interior, young men and women were
hurriedly drawn from civilian life and trained on a scale never en-
visaged in the pre-war days. The Army including the Army Air Forces
was to expand from 93,000 to an authorized strength of 7,700,000.
For every member, the military medical staff had to carry out physical
examinations, to screen and classify him according to his mental
ability and aptitudes. The medical profession was then called upon
to provide nearly 8 million individuals with routine sick care at base
level together with all required specialty care. Doctors, in cooperation
with the base commander and the engineers, were moreover responsible
for preventing the sudden outbreak of epidemics caused by the crowd-
ing of the new military population in makeshift facilities. Indeed, all
medical resources were drawn upon to maintain fighting effectiveness,
and newly inducted doctors found their professional skills suddenly
mobilized to conserve the health of the forces.

In the Army Air Forces alone personnel strength expanded by 1200
percent. Its projected strength of 2,340,000 was reached over a 2-year
period. By 1 January 1944 the figure stood at 2,385,000 officers and
men. Insofar as medical care for such a force was concerned, the Army
Air Forces was in a favorable position as compared with the remainder
of the Army, for it was given first priority in the nation’s manpower
pool and could maintain the highest physical standards besides requir-
ing the highest educational and technical standards. In terms of
human resources, its fighting effectiveness should therefore be greater
than that of the remainder of the Army.

This was to prove true, although there were other factors which
entered into the picture. Army Air Forces personnel, like all other
military personnel, enjoyed the benefits of the three great wartime
advances in military medicine: the use of penicillin, the administration
of whole blood on the battleficld, and the evacuation by air of the sick

(11
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and wounded. In addition the Army Air Forces early violated tra-
ditional practice by propounding two theories which were later ac-
cepted by the medical profession and by the Army. The first encout-
aged the patient to become ambulatory shortly after surgery rather
than remain immobile for many days. The second encouraged the
patient to speed his own return to normal after his wounds had healed
by turning his attention from his ailments to a program of education
and physical rehabilitation.

Yet another factor which made it possible for the AAF to maintain
the highest rate of fighting effectiveness was in the area of management
and was in itself a command problem. Because of the sudden and
unprecedented expansion of the military forces, it had been necessary
to revise Army management policies and procedures along the lines of
““big business.” At the same time it remained a basic military principle
that the major force commander must control all resources, including
huimag, resoricssn Rlagedi padetahis sam@any iR Tinditéd Ramber of
highly trained pilots, bombardiers and gunners. Within the broad
arca of administration, therefore, it was necessary to maintain con-
stant vigilance to make sure that personnel excused from duty because
of illness were not actually absent because of cumbersome and obsolete
procedures of hospital administration or unnecessarily distant travel
from hospital to place of duty. Whatever the cause, each man-day
lost lessened to that degree the total effectiveness of the fighting ma-
chine. As the air offensive over Europe increased in intensity each
man-day lost took on new significance.

The Army Air Forces, however, had a primary medical mission
which extended beyond that of maintaining combat effectiveness in
peace and war. As does any combat force, it had also the responsi-
bility of planning for war. This included the provision of proper
organic medical support. Because the nature of the air combat
mission itself had not yet been clearly defined and accepted among line
officers, the nature of an effective medical service to support these forces
could not yet be determined. Many officers viewed military aviation
in terms of the dog-fights over France in World War I and had not yet
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comprehended the newer lessons of aerial warfare in Europe. For
that reason there were often clashes among ground and air officers and
among combat and noncombat officers each of whom was trying in a
troublous time to meet the imponderables of global war. As a result,
it was too often an easy observation among the less knowledgeable
that there were ‘personality clashes’ among responsible leaders. In
that heat of the moment it was easy to forget the heavy burdens borne
by those who ultimately had to make the command decision.

At the TRIDENT Conference in May 1943 the Army Air Forces
mobilization strength was fixed at 273 combat groups. This number
comprised 5 very heavy bombardment (B-29's and 32's), 96 heavy
bombardment (Flying Fortresses and Liberators), 26 medium bom-
bardment, 8 light bombardment, 87 fighters, 27 troops carrier and 24
reconnaissance groups. The dependence in combat upon human
resources is apparent in the fact that every B-29 that flew over Japan
required the efforts of 12 officers and 73 men in the combat area alone.
The Air Staff, recognizing the need for harboring its human strength,
was to be concerned throughout the war with the problem of how
best to maintain fighting effectiveness in the combat areas. To meet
that need, the rate of pilot production was about 75,000 per year not
including glider, liaison, and observation pilots.* The First,Second,
Third, and Fourth Continental Air Forces born of the old GHQ Air
Force, tactical element of the prewar air arm, became the training
ground for overseas air forces. These forces were eventually to go to
every part of the globe, and in the combat areas not one trainee was
expendable. To maintain combat effectiveness it was necessary that
each individual be able to attend his duties, and it fell to the Surgeon
to circumvent his being absent because of preventable sickness and to
assure his return to duty within as few hours as possible. If his
illness were prolonged, he must be replaced as quickly as possible.
Only in this manner could the precarious balance between available
skilled flying personnel and the combat requirements be maintained.

During World War II, the professional aspects of military medicine
were rendered yet more complex by the changing mode of war. As
the techniques of waging surface warfare were modified by new

*This was in contrast to the total of less than 7,000 pilots who had been training in the 19-year
period prior to 1941. In the 20-year period prior to 1 July 1941, there had been less than 15,000 gradu-
ates from Air Corps technical training schools to provide ground crews; but in the succeeding two year
months over 625,000 men completed prescribed courses in specialties which had increased from 30 to 90
specialties.
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weapons and increased mobility, the broad area of logistics became an
increasingly central problem in the care of the sick and wounded and
thus of the hospital system itself. The Letterman system of hospital-
ization and evacuation devised for the Army of the Potomac and
used thereafter for surface armies provided a system for the movement
of the sick and wounded from the scene of battle to a medical center
where they could receive proper care. Within the range of mobility
provided by the infantry and cavalry this system had subsequently
proved ideal for field armies. Whether it would prove so in World
War II with the range of mobility increased through the use of tanks,
motorized infantry, and airborne troops remained to be seen.

The logistical element was important from both the professional
and the command viewpoint. In the first instance, it could in part
determine whether the surgery would be performed on the battlefield
or the patient moved to the rear. Conversely, the airborne hospital
might be carried to the patient in the field. From the command
viewpoint, the logistical pattern of movement and timing to bring
the patient and the facility together most expeditiously, would in part
determine the arrangements for reception.

In the Army Air Forces, the traditional professional problems of
base and field routine medical care were applicable in that AAF
personnel were subject to the same environmental hazards as other
fighting personnel and were an integral part of the fighting machine
as were all combat personnel. But in addition to these hazards, the
flyer was faced also with physiological and emotional hazards to
which he was subjected when he left his natural environment and
became airborne. Such stresses were aggravated by his awareness of
the nature of his combat mission over enemy territory. To a tradi-
tionally-minded medical profession, military and civilian, however,
the basic principles and problems of aviation medicine were not so
clearly discernible as they were to those flight surgeons who had
been closely associated with the Air Corps in peacetime years; and
as research rendered the plane an increasingly potent weapon capable
of traveling at hitherto untried altitudes and speed, even the prewar
knowledge of the flight surgeon became obsolete. Thus, the human
factor—man’s physiological and emotional reaction to the stress of
aerial combat—became a potentially weakening link in the air weapons
system. Faced with this problem in the midst of a war, aviation
medicine specialists were called upon as a matter of expediency to
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serve in capacities normally outside the scope of the medical service.
The AAF was to catry out a vast acromedical research program in
the Zone of Interior. In the theaters, individual surgeons were to
improve and develop techniques and equipment for immediate use on
the battlefield.

Of major significance in the field of military aviation medicine
was the fact that the nature of the flyer's medical requirements was
modified by the advances in the plane design and by the emergence
of new aerial combat techniques. In the 1930’s such figures as Wiley
Post, Major General Grow and Maj. Gen. Harry G. Armstrong,
USAF (MC), were interested in the physiological problems of low-
altitude flight. Such terms as “‘aero embolism,”” *‘acro-otitis’’ and
“bends’’ came into common usage in that era. But now in the war
period the AAF was confronted with high altitude flight which
brought the hazards of explosive decompression and pilot blackout.
It was also faced with another problem, that of combat fatigue. This
was a subtle poison which could lessen combat effectiveness by in-
creasing the chances of pilot error in precision bombing and could
ultimately render the individual useless as a member of the combat
crew. It was to assume major proportion as the war progressed.

Finally, a fact not fully appreciated in military circles was that,
in contrast to the Army where actual fighting was carried on by sol-
diers and relatively few officers, in the tactical aircrews the situation
was completely reversed. For example, in fighter groups most of crew
members were officers and in bomber groups many were officers. Thus,
the combat efficiency of the individual Air Force officer was basic to
the total effectiveness of the Air Force fighting machine. Moreover,
in terms of National economy, the cost of training these highly special-
ized officers, including the prohibitively expensive equipment needed,
was many times greater for Air Force officers than for ground officers.
This made the human element a matter of no little concern in the total
National economy itself.

Thus, the complicated problems of providing medical service for
the first combat air force in our history emerged from many sources;
they were military in scope, technical in nature. From the Royal Air
Force the medical profession was to learn much; but ultimately the
problem must be resolved by the Army Air Forces within the frame-
work of its own potential. It is the purpose of this volume to describe
how this was done.



Chapter I

ORIGINS OF AN AIR FORCE
MEDICAL SERVICE

It is difficult indeed to comprehend the progress made in aviation since
the establishment on 1 August 1907 of the Aeronautical Division in the Office
of the Chief Signal Officer of the Army. Composed of one captain, a corporal,
and a first-class private, it was charged with “all matters pertaining to military
ballooning, air machines, and all kindred subjects.”' This initial step, a result
of interest generated by the Aero Club of America,® was given legal sanction
in 1914 when Congress charged the Aviation Section of the Signal Corps with
the “operation of all military aircraft, including balloons and aeroplanes, [and]
all appliances pertaining to such craft. . . .”* In the National Defense Act of
1916 the Aviation Section was recognized as a part of the Signal Corps.*

Evolution of a Physical Examination for Flyers

It was soon apparent that the personnel of this new aviation organization
would have to meet certain physical standards. As early as February 1912,
The Surgeon General, at the direction of the Secretary of War, prepared a
special preliminary physical examination for candidates who were to receive
instruction in the Aviation School of the Signal Corps.® This first examination,
approved by The Chief Signal Officer, relied heavily upon the Army examination
for recruits, with added emphasis upon the eyes, the ears, and the heart. In his
Principles and Practice of Aviation Medicine, the standard reference in the field,
Armstrong notes that while these special instructions for physical examination
of candidates as issued by the United States War Department in 1912 “are of
considerable historical interest . . . unfortunately the author is unknown.”®

The instructions stipulated that:’
All candidates for aviation duty shall be subjected to a rigorous physical examination
to determine their fitness for such duty.

[6]
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The visual acuity without glasses shall be normal. Any error of refraction requiring
correction by glasses or any other cause diminishing acuity of vision below normal will be
a cause for rejection. The candidate’s ability to estimate distances should be tested. Color
blindness for red, green, or violet is a cause for rejection.

The acuity of hearing should be carefully tested and the ears carefully examined with
the aid of the speculum and mirror. Any diminution of the acuity of hearing below normal
will be a cause for rejection. Any disease whatever of the middle ear, either acute or
chronic or any sclerosed condition of the ear drum resulting from a former acute condition
will be a cause for rejection. Any disease of the internal ear or of the auditory nerve will
be a cause for rejection.

The following tests for equilibrium to detect otherwise obscure diseased conditions
of the internal ear should be made:

1. Have the candidate stand with knees, heels and toes touching.
2. Have the candidate walk forward, backward, and in a circle.
3. Have the candidate hop around the room.

All these tests should be made with the eyes open, and then closed; on both feet, and
then on one foot; hopping forward and backward, the candidate trying to hop or walk
in a straight line. Any deviation to the right or left from a straight line or from the arc of
the circle should be noted. Any persistent deviation, either to the right or left, is evidence
of a diseased condition of the internal ear, and nystagmus is also frequently associated with
such condition. These symptoms, therefore, should be regarded as cause for rejection.

The organs of respiration and the circulatory system should be carefully examined.
Any diseased condition of the circulatory system, either of the heart or arterial system, is a
cause for rejection. Any disease of the nervous system is a cause for rejection.

The precision of the movements of the limbs should be especially carefully tested,
following the order outline in par. 17, G. O. 60, W. D., 1909.

Any candidate whose history may show that he is afflicted with chronic digestive dis-
turbances, chronic constipation, or indigestion, or intestinal disorders tending to produce
dizziness, headache, or to impair his vision, should be rejected.

Lt. F. J. Gerstner, 1oth Cavalry, and Lt. F. T. Armstrong, Coast Artillery
Corps of the United States Army, were the first candidates to take and pass
this Army examination. They were subsequently transferred to the Aviation
Section of the Signal Corps.

In July 1914 Col. Samuel Reber, head of the Aviation Section of the Signal
Corps, requested that The Surgeon General prepare a more satisfactory physical
examination for young officers who were shortly to transfer to his office. Medical
personnel assigned to the problem turned for guidance to the standards required
in foreign armies, especially in connection with the eyes and ears. When no
information was secured from this source, an examination was prepared which
relied upon standard physiology texts and incorporated existing requirements
for vision and hearing as defined in the regulations of the Military and Naval
Services.” The results of this examination brought The Chief Signal Officer
back to The Surgeon General within a few weeks with the request that
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standards be lowered, because in the interim no one had passed the examina-
tion.” This was done.

Two years later, in 1916, a board consisting of one Medical Corps officer
and two Signal Corps officers was appointed “for the purpose of examining
and determining the fitness of persons who make applications for commissions
in the Aviation Section of the Signal Officers’ Reserve Corps.”* Heading this
group was Lt. Col. Theodore Charles Lyster, the acknowledged Father of
Aviation Medicine in America, assisted by Maj. William H. Wilmer and Maj.
I. H. Jones." Later Capt. Ralph H. Goldthwaite was also named assistant to
Lt. Colonel Lyster when all matters pertaining to the physical examination of
applicants for duty with the Aviation Section, Signal Officers’ Reserve Corps,
were placed under the colonel’s jurisdiction.”” By May 1917 the Lyster Board
had established new standards™ out of which the basic “AGO 609,” used
throughout the war period, was developed.™

An important problem facing the Aviation Section during World War I
was that of recruiting flying personnel for training. Soon after the completion
of AGO Form 609, Major Jones was informed by Maj. Gen. William C. Gorgas,
The Surgeon General, that he was to take over the work of recruiting for
aviation.”” He began a tour of the principal cities of the country in an effort
to set up the necessary machinery for examining aviation applicants. The usual
procedure was to explain the program to the doctors of a particular city and
commission an outstanding member of their group who was placed in charge of
the local program.® Examining boards of three members each were established,
with the senior officer serving as president, and the other two members repre-
senting the Air Service and the medical profession respectively. Since it was
impossible for one man to have the necessary knowledge of all medical fields
required in the physical examination, a physical examining unit was established.
The examining board acted only after receiving a complete report from the
physical examining unit. ‘In the course of the recruiting program 67 examining
boards and a like number of examining units were established.”

A total of 38,777 men were examined for pilots by 2 June 1918, with 20,773,
or nearly 54 percent, meeting the physical standards set by the Medical Depart-
ment.” Another 10,000 applicants were examined for non-flying commissions
by the examining units during the period from 14 July 1917 to 2 June 1918,
of whom 6,470 were accepted.” There were 11,438 flying officers commissioned
during the war.® According to Armstrong, a tabulation of results of the
physical examination of all cadet flyer applicants, 70.7 percent were qualified
and 29.3 percent were rejected. Of those rejected, so percent failed to meet
eye requirements,”
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Center of bottom row is Brig. Gen. Theodore C. Lyster, Chief Surgeon,
Aviation Section, Signal Corps.
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It is significant to note the ratio of flying hours to fatalities, considering
the type of planes in use. During the fiscal year of 1918, 407,999 hours were
flown by Army aviators in the United States with 152 fatalities, which was a
ratio of 2,684 flying hours for each death.”

Establishment of Medical Research Laboratory

Armstrong notes that the physical standards established for pilots by
Lyster and his co-workers were “based almost entirely on empirical grounds”
and, in the opinion of Lyster, required further study. At the same time the
“appalling death rate among flying cadets at the training centers in the United
States and among the Allies in France indicated the need for an extensive
research program.”* The British found, after studying fatalities of their
aviators for the first year of the war, that g percent of such casualties were due
to individual deficiencies. A further breakdown showed that 60 percent of
the fatalities were chargeable to physical defects. The results of this analysis
led the British to provide a service for the “Care of the Flier.” Fatalities due
to physical defects were reduced from 6o percent to 20 percent for the second
year and to 12 percent the third year.*

When, in September 1917, Colonel Lyster was designated the first Chief
Surgeon, Aviation Section, Signal Corps, United States Army, one of his first
acts was to recommend that a research board be established “with discretionary
powers to investigate all conditions affecting the physical efficiency of pilots, to
carry out experiments and tests at different flying schools, to provide suitable
apparatus for the supply of oxygen,” and finally “to act as a standing organiza-
tion for instruction in the physiological requirements of aviators.” * Before it
received formal status this board was to meet at least three times—27 September
1917, 2 October 1917, and 12 October 1917. On the second date the group met
at Hazelhurst Field, Mineola, Long Island, to inspect flying conditions at the
field and to consider the feasibility of locating a laboratory there. It appears
that a tentative plan of organization for the proposed medical research labora-
tory was agreed upon at that time with departments and personnel as follows: *
Physiology, Maj. Knight Dunlap; Ozology, Maj. E. R. Lewis; and Ophthalmol-
ogy, Maj. W. H. Wilmer. Later the Department of Neurology and Psychology
was added with Maj. Stuart Paton as the head. Later plans called for Capt.
Conrad Berens, Jr. to succeed Maj. W. H. Wilmer as head of the Department
of Ophthalmology, when the latter was appointed Ofhicer-in-Charge of the
Laboratory at Mineola.”

The board was officially established on 18 October 1917 by War Department
Special Order No. 113, which directed Maj. John B. Watson, Major Lewis, Major

262297°—55——3
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Staff of medical research laboratory—Mineola, New York.
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Wilmer, and Maj. Edward E. Seibert to report to the Chief Surgeon for duty
as members of a medical research board.® Dr. Yandell Henderson, the civilian
member of the board, was appointed chairman.?

During the next few weeks while waiting for the completion of the physical
plant at Mineola, the board met at various places in Washington. By 19 January
1918 the original plant of the Research Laboratory was sufficiently near comple-
tion to permit certain members of the board to report for duty, and the roster
read as follows: *

Director of the Laboratory.................... Col. W. H. Wilmer.
Cardiovascular Department. . .............. ... Maj. J. R. Whitney.
Neuropsychiatry Department . ................. Maj. Stewart Paton.
Ophthalmology Department. ... ............. Capt. Conrad Berens.
Otology Department. . ........................ Lt. Col. Eugene R. Lewis.
Physiology Department................. ... .. Maj. Edward C. Schneider.
Psychology Department. .. ... ................. Maj. Knight Dunlap.

Under the direction of Colonel Wilmer, the first aviation medical laboratory
at Mineola developed an extensive research program. Among the important
projects undertaken there was an altitude classification test for pilots by use of
rebreather apparatus, an improved model based on earlier ones used by Hender-
son at Yale. Other methods used were the nitrogen dilution method and the
low-pressure chambers which were capable of simulating an altitude of 35,000
feet. Another important study made was the Schneider Cardiovascular Index
rating which was used as part of the physical examination for flying. Yet
another project was the personality study prepared by psychologists, neurolo-
gists and psychiatrists at the laboratory, who had concluded that the mental
and nervous state of the candidate was of great importance.

In 1921 the research laboratory was destroyed by fire, and there followed

a decade when little attention was given to aviation medicine research. This
pioneer effort had left its impact, however. In the words of Armstrong:*
The Air Service Medical Research Laboratory was the first of its kind to be established
and its contributions to aviation medicine are incalculable in relation to the saving of lives
and equipment. Of equal importance is the fact that this institution was the medium
through which aviation medicine in all its ramifications was placed on a sound scientific
basis in America.

Medical Support of Combat Mission in World War I

The appointment of Lt. Col. Theodore C. Lyster as Chief Surgeon, Avia-
tion Section, Signal Corps, on 6 September 1917, was an important landmark
in the early history of the Air Force Medical Service. Although Lyster had
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been in charge of the physical examination program of the Aviation Section
since May 1917, a separate office was not provided for him until July 1917. On
that date a room connected with the attending surgeon’s office at 1106 Con-
necticut Avenue, Washington, D. C., was made available. The first office force
consisted of an enlisted man and a stenographer. (See: Medical Department
of the United States Army in the World War, Vol. I, p. 488.) The order
accomplishing his appointment was apparently the source of authority for the
establishment of a separate medical service for the Aviation Section. Eleven
days later, on 17 September 1917, an Air Division of the Signal Corps was
organized into six sections, of which one was the “Medical Department.” The
authorizing directive defined the duties of the chief surgeon of the new medical
department as being synonymous with those outlined for department surgeons
and chief surgeons of field armies.”

There is evidence that Colonel Lyster and The Surgeon General agreed
as the basic concept of this aviation medicine service that the chief surgeon
should have a free hand in directing the affairs of the newly established
Medical Department, functioning immediately under the Commanding Gen-
eral, Air Division. This position was made clear by Colonel Lyster in a letter,
dated 1 October 1917 to the Commanding General, in which he stressed that
“good administration” required all medical matters affecting any unit of the
Aviation Section to be the province of the chief surgeon.”* For purposes of
medical administration, he recommended that “both Langley Field [Va.]
and the Construction Division [sic] be placed under the jurisdiction of the
Aviation Section.” He also recommended that the Medical Department, in
the name of the Commanding General, be permitted to handle all orders and
correspondence of medical importance; and that, after squadrons were supplied
with medical personnel during the period of mobilization, requests for the
movement of these squadrons include attached medical personnel without
additional orders from the Medical Department.*® In other words, medical
units should be an organic part of the squadron and not require additional
authorization for overseas movement. Summarizing his position, Colonel
Lyster reasoned in this manner: *

It is believed this method of administering the affairs of the Medical Department in its
relation to the various divisions of the Aviation Section, Signal Corps, will greatly add to its
efficiency and will work in harmony with the present organization of The Surgeon

General’s Office, establishing the same relations existing between The Surgeon General
and the chief surgeon of a field army.

The first indorsement of this letter from the Administrative Division over the
signature of Col. H. H. Arnold recommended approval of all the suggestions
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made, adding that the scope of the Medical Department’s activities covered “any
other Division of the Signal Corps with which it may come in contact.”*

The Medical Section of the Air Division was established on g January 1918,
to “have charge of all medical personnel of the Aviation Section of the Signal
Corps and all medical equipment and supplies furnished for the use of the
Aviation Section.” *® Within a short time the Chief Surgeon, Colonel Lyster,
had his organization completed and functioning.” It included 5 Medical Corps
officers and 3 Sanitary Corps officers.*

Within a matter of weeks, however, the War Department was considering
transfer of the organization from the Signal Corps, of which it was an integral
part, to the Army Medical Department. In a communication to The Inspector
General, dated 30 April 1918, Colonel Lyster urged that the Service be separate
from the control of The Surgeon General, and marshalled a number of potent
arguments in support of his position. Only a separate medical service, he
argued, could provide this swiftly growing department with the specialized
medical care it needed and with sufhicient speed. Medical problems of flying
were in their infancy and their solution could come only by “saturation in and
immediate contiguity” with them. Moreover, in the interests of good admin-
istration, these air medical services needed to be centralized. This step within
the Aviation Section would produce, for example, more effective hospital con-
struction at the flying schools than when accomplished under The Surgeon
General’s construction program. Finally, the Chief Surgeon urged that the
medical service be judged wholly on its merits and not transferred to The
Surgeon General “on the specious ground of personnel economy.”* Despite
his plea, however, The Adjutant General had by g May issued orders relieving
him from duty with the Signal Corps and placing the entire medical program
of the Aviation Section under the jurisdiction of The Surgeon General.* The
order relieving Colonel Lyster from duty as Chief Surgeon with the Aviation
Section of the Signal Corps was dated two days later, 11 May 1918,* and he
was subsequently ordered to duty in The Surgeon General’s office to be in charge
of aviation matters.”

Whether by 14 May Colonel Lyster had actually received the orders referred
to above is not known, but he had received notice that the Medical Division of
the Signal Corps was to be transferred to The Surgeon General. This informa-
tion prompted him on that date to carry his plea to the Commanding General,
Air Service Division, stressing the advantages of the separate medical organiza-
tion and strongly urging that it remain under Air Service Division control.
Colonel Lyster reminded the Commanding General that both The Surgeon Gen-



16 MEDICAL SUPPORT OF THE ARMY AIR FORCES IN WORLD WAR II

eral and The Chief Signal Officer were in complete agreement with this concept,
and both agreed that the recent experience of the Medical Section under the juris-
diction of the Signal Corps had demonstrated the superior efficiency of such
control to that of The Surgeon General. “The consolidation of this service
[Colonel Lyster wrote], trained to speed up in its activities, with the much
larger less mobile organization of The Surgeon General’s office, is sure to result
in the slowing up of our work.” He continued that “no matter how efficient
the machinery of this larger organization, it is bound to be slower and the
facility of quick, independent service would be lost to us.”* Further support
for Colonel Lyster’s viewpoint came from Maj. Gen. W. L. Kenly, who within
a few days was to be named Director of Military Aeronautics, and who stated
that the medical work had been entirely satisfactory. He recommended that
“this organization be permitted to perform its duties in the same manner as it
has in the past.”* It is clearly obvious, in view of the foregoing statements,
that the impetus for the change in the medical organization came from the War
Department level and not from The Chief Signal Officer, the future Director
of Military Aeronautics, or The Surgeon General. Despite this reasoning and
support, however, the 11 May transfer was to remain in effect for nearly a year.

While to Colonel Lyster the transfer may have seemed to be of singular
importance, it was nevertheless but a small part of the military organization
which was evolving to meet the primary strain of the war emergency and the
possible potential of air power. In the spring of 1918 Congress passed a law
entitled “An Act Authorizing the President to coordinate or consolidate execu-
tive bureaus, agencies, and offices, and for other purposes, in the interest of
economy and more efficient concentration of the Government.”* The Act
expressly authorized the President to establish an executive agency to control
airplane production,” and it served as a basis for President Wilson’s Executive
Order which provided both for a Director of Military Aeronautics to have
charge of the Aviation Section of the Signal Corps and for the establishment
of the Bureau of Aircraft Production.” The President directed on 22 May 1918,
eleven days after the transfer of the medical service to The Surgeon General, that
an Air Service be organized to include the existing Aviation Section of the
Signal Corps, and to consist of a Bureau of Aircraft Production and a Division
of Military Aeronautics.® These two agencies having equal authority in their
respective fields, neither the Department of Military Aeronautics nor the Bureau
of Aircraft Production could be held responsible for the production of an accept-
able plane to be used in combat; and while an agreement was ultimately
reached between the two agencies whereby plans must be mutually agreed upon
before production,™ the basic difficulty was not obviated until the entire Air
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Service was consolidated under a Director of Air Service on 29 January 1919.%
On that date the Director of Military Aeronautics issued an office memorandum
establishing the Division of Military Aeronautics, with an attached chart of the
organization and an outline of the duties of each section.” Three days later a
memorandum instructed all sections that the office would henceforth be known
as The Department of Military Aeronautics.™

In this new organization a “Medical Division (or Section)” was estab-
lished, charged with handling “all matters pertaining to the administration of
personnel, equipment, supplies, and all other matters affecting the Medical
Department which relate to the development, maintenance, organization and
operation of aeronautical personnel.” An accompanying organizational chart
showed Medical Department units as follows: Hospitals, Medical Research,
Medical Personnel, Care of Flyers, and Report and Returns.”® With the excep-
tion of the appointment of Maj. F. ]J. Martel as Chief Physical Director under
Care of the Flyer Unit, the personnel of the medical organization remained the
same as it had been under the Signal Corps.”* The new organization was
referred to as the “Air Service Division of the Office of The Surgeon General,
attached to the Division of Military Aeronautics,”” and was designated as
such until 14 March 1919 when responsibility was vested in the Chief Surgeon
of the Air Service.”

Meanwhile, by the fall of 1917 the initial problem of recruiting personnel
had been solved, the Medical Research Laboratory established, equipment and
medical specialists secured, and the first Chief Surgeon officially designated.”
It was an opportune time to send a medical mission to the front.* In October,
four medical officers accordingly proceeded to France, where they reported to
the Commander-in-Chief, American Expeditionary Forces, for duty.® They
were Colonel Lyster, the new Chief Surgeon, and Majors I. H. Jones, Harris P.
Mosher, and George E. de Schweinitz.

While there, Colonel Lyster was appointed Chief Surgeon, Air Service,
A. E. F,, by the Chief of Air Service. This appointment was based on para-
graph 1 of General Orders No. 8o, Headquarters, A. E. F., which provided that:
“The Chief of the Air Service will exercise general supervision over all elements
of the Air Service and personnel assigned thereto, and will control directly
all Air Service units and other personnel not assigned to tactical commands
or to the L. [Line] of C. [Communication]”.** Unfortunately, Colonel Lyster’s
appointment became a source of immediate jurisdictional difficulty. The Chief
Surgeon from Headquarters Line of Communication, A. E. F., wrote immedi-
ately to his Commanding General for an interpretation of General Order No. 8o



18 MEDICAL SUPPORT OF THE ARMY AIR FORCES IN WORLD WAR II

in connection with medical personnel serving with units of the Air Service
located on the Line of Communications,” and advised him that Colonel Lyster
intended to obtain exclusive control of all medical personnel on duty with the
Air Service behind the front.** This correspondence which ultimately reached
the Commander-in-Chief, A. E. F., noted that “this medical officer, Colonel
Lyster, presents a scheme for my consideration which contemplates an organi-
zation having a Chief Surgeon, with an office force, Surgeon, Zone of Advance,
Surgeons, Line of Communications, Surgeons for squadrons, etc.—All of the
Air Service.”® In reply, A. E. F. Headquarters stated that orders issued at
the time Colonel Lyster was assigned to the Office of the Chief of Air Service
clearly defined his status and that “orders dated 20 December 1917, issued from
the C. A. S. office are in contravention of these instructions and will be revoked
by the C. A. S. Colonel Lyster is not ‘Chief Surgeon,” Air Service, A. E. F.”*°
It was further explained that the purpose of the assignment of Colonel Lyster
and certain other medical officers to the Air Service had been “for the sole pur-
pose of providing technical advisers to the Air Service in medical questions
incident to flying.” ® Immediately upon receipt of this correspondence, the Air
Service issued an order revoking the original order which designated Colonel
Lyster as the Chief Surgeon, Air Service, A. E. F.*®* Thus, the office of the
Chief Surgeon, Air Service, A. E. F., survived less than 1 month.

The concept of the flight surgeon apparently crystallized in the minds of
Colonel Lyster and Major Jones while visiting the aviation groups at the front,*”
although earlier thought obviously had been given to the matter. While there,
Major Jones explained to the British his ideas for a projected program for the
care of the flyer.”

After the mission returned, a program of selection and training of flight
surgeons  was instituted at the Mineola Laboratory. By June 1918 it was
“functioning as a well-organized school for the training of flight surgeons,
and for instructing physical trainers for their work at the various flying
schools.” ™ -
in various sections of the country and sent there to study aviation medicine.
Plans called for a flight surgeon to be stationed at all the aviation training
schools in the country, and for Major Jones to travel from post to post, explain-
ing the purpose of the program to the commanding officers, “in the hope that
the new flight surgeons would be kindly received.” ™

A memorandum issued on 3 June 1918 ™ described the personnel to be
included under the Care of the Flyer Unit and defined the relationship of the
flight surgeon to the post surgeon and commanding officer. The flight surgeon

Candidates for training were selected from medical examiners
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was adviser to the commanding officer and flight commander “in all questions
of fitness of aviators or aviation students to fly.” Although the flight surgeon
was under the jurisdiction of the post surgeon, an effort was made to insure his
freedom of action within his sphere of interest, and the 3 June memorandum
stated that: “Post Surgeons are hereby advised that in all matters relating to
care of flyer, the Flight Surgeon should be given free hand and his advice will
control. .. .”"™

In connection with overseas duty, while the first officers assigned to the
aviation squadrons had not been specially trained in aviation medicine, it

was contemplated that the new flight surgeon program would provide specialists
at the front as needed. In August 1918, 34 officers and enlisted men were
sent overseas in response to a cabled request from General J. J. Pershing, the
first group to have completed the special training courses offered at Mineola.™
The officer personnel of this group constituted the Medical Research Board
No. 1, Branch Units No. 1 and No. 2, Medical Aviation Unit No. 1 and the
Ophthalmo-Otological Unit. The Medical Aviation Unit No. 1 was assigned
to the British for aid in the care of the flyer. The Ophthalmo-Otological group
was stationed at Vichy, France, and the Medical Research Board and laboratory
units were located at the Third Aviation Instruction Center, France. The group
arrived at Issoudun on 2 September 1918 ™ with 14 tons of equipment, enough
to supply 10 flight surgeons and equip the laboratortes. Col. W. H. Wilmer
was placed in charge of the Medical Research Laboratories, Air Service, A. E. F.,
while Col. Thomas R. Boggs, who had made special studies of the medical
problems of the Allies, was designated Medical Consultant, Air Service, A. E. F.™
When a request came from the main field for a flight surgeon, Maj. Robert R.
Hampton received the appointment and, on 17 September 1918, became the
first practicing flight surgeon in the A. E. F. Later several assistants were sent
to help him.

Armstrong in his Principles and Practices of Aviation Medicine writes: ™

In the meanwhile a number of other events of historical interest were occurring. These
include the issuing of fight orders to Colonel Ralph Green in 1916, the first medical officer
ordered to flying duty; the death of Major William R. Ream on 24 August, the first flight
surgeon to be killed in an aircraft accident; and the reporting for duty of Captain Robert J.
Hunter on 8 May 1918 as the first trained flight surgeon in the United States ordered
to such duty,

While Captain Hunter was the first surgeon to graduate from Hazelhurst Field
and to be officially designated as such by orders,” Gen. H. H. Arnold, Com-
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manding General, Army Air Forces, in 1944 called attention to the work of
“a Lt. John Kelley,” whom he knew from 1911 to 1913, and regarded as a “first-
class flight surgeon.” General Arnold was, therefore, of the opinion that the
honor should properly belong to Lieutenant Kelley.™

‘During the postwar period the School of Flight Surgeons continued for
several years at Mineola despite the fire in 1921. It was moved to Brooks Field
in 1926 and, in 1931, to the recently completed Randolph Air Base, Texas.

The Interim Years

When, on 14 March 1919, The Surgeon General abolished the Air Service
Division of his office, and delegated its functions once again to the Chief
Surgeon, Air Service,” it was, according to Colonel Lyster, a “belated acknowl-
edgment” by the War Department of the validity of his arguments for a
separate aviation medical department.*® The newly established Medical Divi-
sion was placed under the “Administrative Group” of the Air Service and
functioned in this status until the reorganization of November 1921, when it
was designated the Medical Section, “charged with all matters pertaining to
sanitation and hospitals at stations under the direct control of the Chief of Air
Service,” for “directing activities of the Medical Research Laboratory and School
for Flight Surgeons” and for “exercising supervision over the technical work
of flight surgeons and rebreather units.” *

Once the demobilization problems of World War I were resolved, the
office of the Chief of the Medical Division (later “Section”) was largely con-
cerned with the routine processing of physical examinations for flyers, the
number of which increased each year. The personnel of the office included
two Medical Corps officers and one Medical Administrative Corps officer, the
latter being relieved in 1923.* The medical organization remained a “section,”
occupying various places in the organization chart of the Air Service, and later
the Air Corps, until 1 July 1929, when it was raised to division level under the
Chief of the Air Corps, without any change in duties®*® Divided into four
sections—Personnel, Physical Examination, Aviation Medicine, and Statistics—
the organizational structure remained in effect until 1936, at which time the
Medical Division was again reduced to the level of a section and placed under
the Personnel Division, Office, Chief of the Air Corps.” This arrangement
lasted until 1 April 1939, when the Medical Section under Lt. Col. Malcolm C.
Grow, was redesignated the Medical Division and assigned to the Training
Group, Office, Chief of the Air Corps.® The internal organization remained
the same.® In a reorganization of the Office of the Chief of the Air Corps,
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12 September 1939, the Medical Division was removed from the jurisdiction of
the Training Group and made a major subdivision of the Office of the Chief
of the Air Corps.” On 30 October 1941, Col. David N. W. Grant was desig-
nated “The Air Surgeon,” ** in addition to his duties as Chief of the Medical Di-
vision, and on 16 February 1942, the Medical Division of the Office of the Chief
of the Air Corps was transferred to the Office of the Air Surgeon, thus complet-
ing the organization of the Air Surgeon’s Office ** in the early days of World
War II. These developments are discussed in some detail below in their rela-
tion to the development and expansion of the Air Corps.

Throughout the interim period between the wars, leaders of the Air Service
were thinking in terms of a separate air force, and plans naturally included an
air force medical service. The organizational trends and developments of the
Air Service (later Air Corps) pointing toward a separate air force were usually
reflected in the Medical Department, and staff studies included a medical
supporting plan. For example, the Chief of the Medical Section received a
memorandum from the Executive dated 24 December 1924 (which included a
copy of a letter from Maj. Gen. Mason M. Patrick, Chief of Air Service, to The
Adjutant General), in which he was asked for comments and recommendations.
His attention was specifically called to paragraph 4 of the General’s letter which
read: ®
I am convinced that the ultimate solution of the air defense problem of this country is a
united air force, that is the placing of all of the component air units, and possibly all
aeronautical development under one responsible and directing head. Until the time when

such a radical reorganization can be effected certain preliminary steps may well be taken,
all with the ultimate end in view.

The Chief of the Medical Section, Lt. Col. W. R. Davis, replied that if an

air corps were authorized, it should also include a medical service. He
reasoned: **
The selection, classification and care of the flier present problems that are different from
those of any branch of the service. They cannot possibly be solved except by those of
special training. The authorization of Flight Surgeons has proved a boon to the present
Air Service. It has been recognized by the Royal Air Force, by the Italian Air Force, and
although the French have not a separate Air Force they have a school of instruction for
medical officers similar to our School of Aviation Medicine. Flight Surgeons become
increasingly valuable as their experience increases. Under the present system a Flight
Surgeon has no assurance that his work will continue in the Air Service,

It was recommended accordingly that there be: (1) a recruiting program that
might be facilitated by “increased pay for flying, and probably more rapid pro-
motion . . .”; (2) the eventual establishment of general hospitals; (3) a major
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general for the surgeon general and two brigadier generals for his assistants;
(4) a medical administrative section; and (5) a “specialists section” consisting
of not more than 10 scientists.”® This program was obviously far enough
advanced so that its fulfillment could not have been anticipated in the immediate
future.

During the next year the trend was toward the establishment of an Air
Corps and all air-minded officers were naturally concerned. The attitude of
the flight surgeon in the field was reflected by flight surgeon I. B. March in
a letter addressed to the Commanding Officer, Mitchel Field, in October 1925.
Touching on topics which ranged from air evacuation to the basic attitude of
medical officers, he stated: *

The present system of sending seriously injured and sick aviators over miles of poorly
paved roads in a G. M. C. truck with an ambulance top on it, needs no further criticism
than that the statement is a fact, a condition which exists at the present time. We need
better hospital facilities, a nurse corps of our own, in fact all the material and personnel
in each corps area to take care of our own sick and injured at their home station. If the
Air Service is to expand, the Aviation Medical Service should expand with its own service
and not be dependent upon a distant Corps Area or other hospital for this service. Air
Service personnel should remain under the direct care of Medical Officers who are trained
with and understand the conditions of the Air Service and are in direct sympathy with
the flyers and will not be so likely to send a pilot back to duty undil he is fit to fly.

He further recommended: (1) a corps of flight surgeons directly under
command of the Chief of Air Service; (2) leaves of one month each year for
all officers and men to be given during the time of the year when they could
be taken with benefit; (3) selection of medical personnel to be made by the
Chief of Air Service upon recommendation of the Chief of the Medical Section;
(4) that all medical officers at flying fields be flight surgeons; (5) that waivers
be requested directly from the Chief of Air Service upon recommendation of
the station flight surgeon and the Chief of the Medical Section; and (6) that
medical care of civilian aviators be taken over by the government and placed
on the same basis as the medical care of military aviators. Even though academic
in nature, plans and recommendations of this type helped clarify the nature of
a potential medical service for a separate air organization.

In November 1925, preceding the Air Corps Act of July 1926, The Surgeon
General was asked to express his views on the needs of the Medical Department
of the future. His final report included recommendations for the Medical Sec-
tion of the Air Service.”” The portion of the report, prepared by Colonel
Davis, Chief of the Medical Service, Air Service suggested that: (1) the per-
centage of flight surgeons for duty with the Air Service be greater than the
medical ofhcer strength allotted to other combat branches, because their duties
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were more arduous and more time was required for complying with existing
regulations; (2) the number of flight surgeons be increased in proportion to the
expansion of the National Guard and Reserve of the Air Service; (3) only
members of the Medical Corps be selected for aviation medicine who demon-
strated the necessary qualifications and afterward be permitted “to continue in
this specialty”; (4) there be a prerequisite of the completion of the course of
instruction at the Army Medical School and five years of field service with other
combat units be required for entrance into the School of Aviation Medicine; (5)
certain flight surgeons be exempted from duty with troops in order to be instruc-
tors at the School of Aviation Medicine; (6) airplane ambulances be considered
as the “most rapid, comfortable and safe method of transportation of sick and
injured, especially in time of war”; (7) a flight surgeon be detailed as instructor
at the Field Service School at Carlisle, Pa.*®

Maj. L. H. Bauer recently of the Medical Section made suggestions on vari-
ous aspects of the medical service for the Air Service,” namely that those medical
officers at air service stations be flight surgeons and that the ratio of flight
surgeons to cadets at primary training schools be 1 to 35. A comprehensive
outline policy of selection and training of flight surgeons was proposed as
follows: '

1. Select no officer for air service duty below the rank of captain.

2. Send the officer selected to the School of Aviation Medicine for a term of four
months and then assign him to Brooks Field for six months for the practical application to
flight surgeon work.

3. Follow this tour of duty at Brooks Field with a four-year assignment to the Air
Service.

4. If the officer has been successful in his assignments so far, he will then be sent to a
general hospital for a year’s intensive training in clinical work, and after completion of
this work he will be redetailed to the Air Service for another period of four years.

5. After satisfactory completion of the last four-year assignment, the officer would be
sent to Carlisle for the advanced course and in turn to the School of Aviation Medicine
for an advanced course there. After the satisfactory completion of the above routine the
officer should be detailed permanently to the Air Service in “such numbers as needed.”

He also recommended that:

1. An additional officer for the office of the Chief of the Medical Section.

2. The Chief of the Medical Section should always be a flight surgeon.

3. Special funds should be sought for training reserve officers in aviation medicine.

4- Select some flight surgeons who are specialists in fields important to aviation medi-
cine, in order that they may be detailed to duty at the School of Aviation Medicine.

5. The work of flight surgeons should be coordinated by some officer from the Medical
Section or the School of Aviation Medicine.

6. An officer should be sent to study the medical divisions of foreign air services.
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The suggestions made in the above letter have been quoted in some detail,
for it appears that, in the main, they represented the thinking of the aviation
medical officers in the 1920’s.

Transition ' From Peace to War

During the next decade as the concept of military air power was being
debated among both military and civilian leaders, the problem of medical
support was largely theoretical. By 1939, however, it had become apparent
that the airplane was a weapon of war as well as a luxury of peace. As the Air
Corps expansion program got under way and as aircraft was equipped to fly
with ever increasing speed and at higher altitudes, new problems emerged
concerning the man who flew the planes. The responsibilities of the Medical
Section of the Air Corps increased proportionately. Viewing the air medical
organization in 1939, Maj. Gen. C. R. Reynolds, The Surgeon General, noted
that it was actually comparable to an “Office of a Surgeon General for the Air
Corps.” ™ He proposed to centralize that service within the framework of
the Army Medical Department as it had been during World War 1.

General Arnold, Commanding General of the Air Corps, who was aware
that The Surgeon General desired the Medical Section transferred to his office,
in March 1939 asked the views of Col. Malcolm C. Grow, Chief Flight Surgeon,
and Col. C. L. Beaven." Colonel Grow, apparently feeling the advantages
were obvious, presented an objective summary of advantages and disadvantages,
but made no recommendation. Advantages listed for the plan of creating an
Aviation Medicine Division in The Surgeon General’s Ofhce to incorporate
the personnel and functions of the present Medical Section were as follows:
(1) It would provide the necessary machinery for handling problems con-
cerning the training of medical personnel, supplies, building, nurses, and
statistical studies; (2) would acquaint The Surgeon General with the problems
of the Air Corps, with the probability of his taking a greater interest in them;
and (3) would raise the present Medical Section to division status. He listed
two disadvantages: (1) The Chief of the Air Corps would lose the close liaison
and cooperation which existed between him and the Medical Section; and (2)
there would be the danger of a nonflight surgeon being appointed as head of
the Aviation Division. Colonel Grow suggested, however, that if the current
system were retained, the Medical Section certainly should be elevated to
division status.

Colonel Beaven, on the other hand, made the definite recommendation
that transfer to The Surgeon General be effected.”® The Medical Section he
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said, had developed into an office comparable to that of a Surgeon General for
the Air Corps but without the machinery to carry out its functions. Since
The Surgeon General was responsible for all medical activities of the Army,
in the final analysis the Chief of the Medical Section must appeal to him for
personnel, supplies, and buildings. Much time was lost in referring problems
to the Chief of the Medical Section which actually could be handled only by
The Surgeon General, for purely medical matters “could not be passed upon by
laymen.” Since the Medical Section operated under the Personnel Division
of the Training Branch, Office, Chief of the Air Corps, medical men hesitated
to place themselves “under the jurisdiction of laity.” Finally, the Air Corps
expansion program would accentuate the weak position of the Chief of the
Medical Section because he could do no more than make recommendations
concerning medical needs. He recommended therefore that an Aviation
Medicine Division be established in the Office of The Surgeon General and all
personnel then on duty with the Medical Section be transferred to it; that,
however, the physical location of the division in the Office, Chief of the Air
Corps, be retained; that physical examinations continue to be administered as
at present; and that the Chief of the Aviation Division be a flight surgeon with
experience with Air Corps troops and with considerable flying hours to his
credit. While the problem was being considered, General Arnold acted upon
Colonel Grow’s single recommendation and issued an office memorandum
which elevated the Medical Section to a division of the Training Group.™*

Meanwhile the Grow-Beaven letters were analyzed separately and a sum-
mation sent to Col. Carl Spaatz, Air Chief for Plans Division, in April, which
said in part: **

(3) If office stays where it is but The Surgeon General acknowledges his responsibility
for its functioning: ’

(a) Air Corps should get better attention from Medical Corps and

(b) Chief of the Air Corps should continue to have some control over and knowledge
of physical status of Air Corps personnel and have facilities of responsible Medical officers
available for consultation at all times.

(4) ... [Sic] I can see as a sole net result of Surgeon General’s proposal that the
Chief of the Air Corps loses absolutely nothing and gains a fuller helpfulness from the
Office of the Surgeon General.

There the matter rested for the next month. On 25 May 1939, however,
the new Surgeon General, Maj. Gen. James C. Magee, took formal action on
the matter. In a letter to The Adjutant General he stated his case at great
length and concluded that the Medical Division should not exist apart from
his office.’” His views coincided with those advanced earlier to General
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Arnold by Colonel Bevan. Specifically he recommended that: (1) The
Medical Division of the Air Corps be discontinued and the personnel trans-
ferred to his office; (2) a division of aviation medicine be established in the
Office of The Surgeon General; and (3) the control and supervision of the
School of Aviation Medicine be vested in The Surgeon General.

In keeping with established procedure, The Adjutant General sent the
letter in question to General Arnold for comment. Having by then carefully
considered the matter for the past three months, the Chief of the Air Corps in
June 1939 went on record as opposed to such a transfer. He put forth an able
defense of the Medical Division as currently organized,'” pointing out that
while the physical condition of flying personnel was a function of The Surgeon
General, determination of the particular type of flying that an officer should
be permitted to undertake was the function of the Chief of the Air Corps. It
was necessary therefore that close cooperation be maintained at all times between
Air Corps personnel and medical personnel, and this cooperation could be best
secured under the existing medical organization. Moreover, the Air Corps,
realizing that research was vital to its program, had expended funds to establish
and operate the School of Aviation Medicine at Randolph Air Force Base,
Texas, and the Aero Medical Research Laboratory at Wright Field, Ohio."”
With research activities directed by the Chief of the Air Corps who was also
responsible for the Medical Division personnel of the same office, it was possible
that a medical program might speedily be directed to the solution of vital Air
Corps problems. Finally, he pointed out again the well-known fact that the
major European powers followed the existing plan for air medical support.
In conclusion he stated:

The Chief of the Air Corps has no objection to the establishment of a Division of
Aviation Medicine in the Office of The Surgeon General, provided it does not take over
any of the functions now performed by the Medical Division, Office of the Chief of the Air
Corps. It is strongly recommended that—

a. The Medical Division as now organized in The Office of the Chief of the Air Corps
be continued.

b. The School of Aviation Medicine remain under the control of the Chief of the
Air Corps.

No further action was taken in the matter during the summer of 193g.

In October of that year, however, an unfortunate incident occurred which
strained the relationship between the Chief of the Air Corps and his medical
adviser. General Arnold, on his way to the Philippines, stopped briefly in
Hawaii. On the following morning when he was ready to depart; he learned
that his pilots had been declared medically unfit for flying duty by Lt. Col.
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Eugen Reinartz, flight surgeon for the Hawaiian Department. General
Arnold nevertheles< ordered the flight made.

Upon his return to Washington the Chief of the Air Corps directed that a
board of officers be appointed to study the “whole flight surgeon problem in the
Air Corps.” **® This action took place at a staff meeting when, without previous
discussion with the new Acting Chief of the Medical Division, Lt. Col. D. N. W,
Grant, he directed Col. Ira C. Eaker, of his office, to appoint a board consisting
of Grant as Chairman, Lt. Col. M. C. Grow, and Lt. Col. Fabian L. Pratt,
to “render a report to him justifying the existence of flight surgeons.”*® He
is reported to have commented further that:*°
he had been trying to get a plan from the Flight Surgeons themselves for three years but
that he had been unable to do so, that in the past he had been one of the greatest friends
the Flight Surgeons ever had but that he was on the verge of being through with them,

and unless something very definite was presented to him immediately he would recommend
that they all be done away with.

The Board, appointed on 12 October, met for the first time on 31 October
at the Office of the Chief of Air Corps.™ Its members decided to outline the
general mission of the Medical Division of the Air Corps, together with the
specific and secondary duties necessary for the accomplishment of this mission,
and to determine, on the basis of the personal opinion of the members of
the Board, the percentage of efficiency of current discharge of these duties.”™

The general mission of the Medical Division was defined as the selection
and classification of physically qualified candidates for flying cadet training
and selection of physically qualified enlisted personnel for duty with the Air
Corps; the preservation of the strength of officers and enlisted personnel in the
Air Corps; the care and treatment of the sick and injured officers and men
in the Air Corps; and, in time of war the conversion of casualties into replace-
ments. Discussions of the Board concerning reasons for deficiencies revealed
that the greatest single cause was a lack of personnel. For example, the program
for preservation and care of flying personnel was rated as 50 percent efficient.™
It was stated that in view of the fact that 30 percent of the flight surgeon’s time
should be spent in observation of the flyers both on the ground and in the air,
and that 10 percent more time must be spent on the specialized physical exami-
nation than for non-Air Corps personnel—functions not required of other
Medical Corps officers—there should be at least a 40 percent higher quota of
medical officers for Air Corps stations than for non-Air Corps stations.

Concerning the problem of transportation, evacuation, and limited hos-
pitalization of personnel in time of war,"* a direct warning of unpreparedness

was given.
262297 °—55——d
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Research in aviation medicine," it was stipulated, should be carried on by
three agencies of the Air Corps, namely, the Aero Medical Laboratory at Wright
Field, the School of Aviation Medicine, and by the individual flight surgeons.
In the order of their listing, an efficiency rating on research only was given to
each: g5 percent, 20 percent, and 10 percent. The chief reason for the low
rating given to the School of Aviation Medicine was the fact that teaching
required the greatest part of the time of the limited personnel, and it was
recognized that flight surgeons, in general, had little time for research activities
in addition to other duties.

An average number of 10 Medical Corps officers was trained each year in
aviation medicine over a period of 21 years.” The Board believed this number
should be increased to 36 officers of the Regular Army, 27 for Reserve and
National Guard officers, and, in addition, that 8o enlisted men should be trained
as assistants to flight surgeons. It was suggested that this program be carried
out by the School of Aviation Medicine. It was also recommended that other
Rescrve and National Guard officers be trained in the branches of the School
of Aviation Medicine if necessary funds could be made available. Dissatis-
faction was expressed with the training of Medical Corps officers for field service
with the Air Corps,”” with this function receiving a 20 percent efficiency rating.
It was recommended that this training be made the responsibility of the group
and squadron surgeons; and, further, that it be instituted in all units of the
Air Corps and not solely in the GHQ Air Force.

The Board considered the reasons for low morale on the part of flight
surgeons.”®  First was the lack of personnel to provide the service expected of
flight surgeons. In the past the flight surgeon had been used as a punitive or
disciplinary agency, and in some cases flyers were removed from flying status
for physical reasons when the cause should have been poor technical flying
ability. A second factor was that of limiting flying pay to $60 per month while
non-Air Corps observers were being paid $120. Finally, there was the problem
of increased premium for insurance even if on flying status only one month in
a year. Along this line certain difficulties were recognized in the matter of
recruiting young medical officers for flight surgeons.” The monthly compen-
sation of $60 for irregular flying duty was considered inadequate for risks
involved. Inequality in pay ratios between flight surgeons and flying personnel
militated against social contacts between the two groups. There was always the
possibility of assignment to Air Corps stations where opportunities for practice
of specialized surgery would not be available. Nor was there assurance that
medical officers would remain with the Air Corps after they took the necessary
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training. Moreover, there was always the knowledge that an insufficient
number of personnel was on duty at Air Corps stations.

Finally, somewhat apart from these considerations, the Board included in
its recommendations a request for suitable insignia to be worn by flight surgeons.
These insignia were later authorized.™

With all these factors in mind, the Board submitted recommendations
designed to implement its discussions,”™ and action was being taken on them
as early as 17 January 1940, although much of the program obviously was
dependent upon an increase in medical personnel.

News of General Arnold’s sudden appointment of a board to study the
“whole flight surgeon problem” meanwhile reached The Surgeon General
within a short time. He apparently believed this an auspicious time to renew
his effort toward centralizing medical activities, and accordingly carried the
case to the War Department General Staff, G-3; for on 16 October, four days
after the Board was appointed, G-3 asked General Arnold to reconsider his
25 May letter.””

General Arnold referred the matter to the Board which prepared an answer
in the form of a study.** Certainly it must have been a time of tension among
the members of the Board. As members of the medical profession, they had just
witnessed in Hawaii what could happen when lay control was exerted over
what was considered a medical matter in the case of the grounded flyers. At
the same time, there was the potential problem of whether The Surgeon
General, himself not a flight surgeon, would in the future be able to understand
the medical problems of the man in the plane. Faced with this dilemma, the
Board prepared a lengthy answer based primarily upon an analysis of The
Surgeon General’s earlier communication of 25 May. It included both a
majority report and a minority report, for the board members could not agree
among themselves.

The majority report, signed by Colonel Grow and Colonel Pratt, favored
retaining the present organization. In the draft of the suggested memorandum
written by Colonels Grow and Pratt for G-3, there was a detailed analysis of
The Surgeon General’s letter of 25 May 1939. The position of The Surgeon
General had been summarized in these words:

. . . the presence of the Medical Division of the Office, Chief of the Air Corps, is unneces-
sary, is administratively unsound, is a potential source of misunderstanding, tends to
circumvent the advisory duties of The Surgeon General and that no peculiar administrative
problems of a medical nature are charged to the Chief of the Air Carps that differ from other
Branches of the Army.
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In answer, it was argued that, since “the Chief of the Air Corps is charged with
the flying efficiency and flying status of the entire flying personnel of the Air
Corps,” and since flying efficiency and physical condition were so intimately
associated, a unique medical problem which was peculiar to the Air Corps
did indeed exist. It was denied that staff liaison duty “leads to inevitable
divergence of allegiance and misunderstanding.” Liaison was an accepted
practice of the War Department and should neither be a cause of misunder-
standing nor lead to divided allegiance of personnel. As a matter of fact,
various reports from the Medical Division should keep The Surgeon General
informed about aviation medical matters; and other purely liaison functions
of the Medical Division which were concerned with hospital construction,
medical personnel, and training of Medical Department personnel were matters
about which The Surgeon General would be kept informed through regular
reports. The majority report summarized the functions of the School of
Aviation Medicine which showed that it dealt on/y with matters pertaining to
- aviation medicine and should therefore remain under the control of the Air
Corps. An outline of the duties of the senior flight surgeon and his assistants
was included, together with a prescribed field of research for the Aero Medical
Research Laboratory at Dayton, Ohio. Attention was called to the fact that
during the entire existence of the Medical Division—approximately 20 years—
no definitive directive of activities or policies had been issued. It was believed
that a clear cut directive from the Chief of the Air Corps would solve the
present apparent difficulties, and a directive from the Chief of the Air Corps
defining the duties of the Medical Division was promised. It was recom-
mended that The Surgeon General issue a like directive concerning a Division
of Aviation Medicine in his office, if organized, so that there would be no over-
lapping in the functions of the two offices. If such a division were organized
in The Surgeon General’s Office, the chief should be a flight surgeon with
8 years of experience with the Air Corps.'™

The chairman, Colonel Grant, failing to concur in the study for General
Arnold, wrote a minority study expressing his views.” To understand the
reason for this, it is necessary to reconstruct a part of the background. In the
first place, Colonel Grant, then on duty at Barksdale Field, Louisiana, had been
asked by Colonel Beaven, Chief of the Medical Division, to accept duty as his
assistant. Before Colonel Grant reported for duty, Colonel Beaven entered
Walter Reed Hospital for treatment.”™ Colonel Grant, at that time unfamiliar
with Headquarters staff plans and policies, was nevertheless expected to
carry out the policies of his Chief, who was already on recorc as favoring the
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transfer of the Medical Division and the School of Aviation Medicine to the
Office of The Surgeon General.™ It may in fact be assumed that the views of
Colonel Beaven in this matter were partially responsible for his appointment as
Chief of the Medical Division, for along this line, General Arnold later wrote:
“It is my opinion that the choice of Colonel Beaven was more or less of a personal
matter with The Surgeon General’s Office.” * It may be just as safely assumed
that Colonel Grant’s appointment as an assistant to Colonel Beaven was likewise
a personal matter between Colonel Beaven and The Surgeon General, for
Colonel Grant, well known specialist and administrator, would add stature
to the office.”® General Grant, queried about this after his retirement, stated
that the first he knew of the pending appointment was when Colonel Beaven
phoned asking that he come to Washington, and that when he was suddenly
called upon to serve in his place, he naturally followed the policy of the Division
Chief.”* This background thus throws considerable light on the minority
study prepared by Colonel Grant for the Executive of the Air Corps.*

Reference was made in this minority study to the misunderstandings result-
ing from the controversy over the duties and functions of the Medical Division,
Office of the Chief of the Air Corps, and it was suggested that the whole matter
be settled by mutual agreement between the Chief of the Air Corps and The
Surgeon General. These points were stressed :

1. Due to the assumption by the Medical Division of duties and responsibilities not
originally intended, the flight surgeon felt that he was serving with a separate medical
organization and hence was divorced from his own branch.

2. The crux of the controversy was concerned with the question: “Under whose juris-
diction should the physieal examination for flying be conducted, the Chief of the Air Corps
or The Surgeon General?” When in making periodical physical examination the flight
surgeon’s professional opinion differed from that of lay opinion, tremendous pressure was
leveled against the flight surgeons.

In contrast with the recommendations of Colonels Grow and Pratt, Colonel
Grant suggested that the School of Aviation Medicine be made a part of the
school system of the Medical Department inasmuch as the present system of
one arm running a school for another arm was unsound. Presumably this
arrangement was agreeable to Colonel Grant.

As the year drew to a close the problem remained unsettled. The Surgeon
General, however, initiated a series of conferences between representatives in
his office and the Air Corps and, in a memorandum to General Arnold dated
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24 January 1940, summarized the agreements which he understood had been
reached.”™ This summary included the following:

1. All G-3 and G-4 medical matters were functions of The Surgeon General.

2. The School of Aviation Medicine was to be transferred to The Surgeon General.

3. The medical research activities at Wright Field were to remain under control of
the Chief of the Air Corps.

4. The personnel on duty in the Medical Division should be transferred to The Surgeon
General.

5. The part of the division engaged in making recommendations relative to the
physical status of fliers would be located in office of the Chief of Air Corps.

6. The Chief of the Division of Aviation Medicine would have a desk in the Office of the
Chief of the Air Corps and the Office of the Surgeon General.

5. All records of physical condition of flying personnel would remain in the Office of
the Chief of Air Corps.

8. No agreement was reached in connection with the assignment of a medical officer
on the personal staff of the Chief of the Air Corps. However, as a tactical commander, the
Chief Surgeon of the GHQ Air Force served in this capacity; but concerning the rela-
tionship of the Chief of the Air Corps to the Air Corps at large, there was the same relation-
ship that existed between other chiefs and their branches. They had no medical officers
assigned to their staffs and hence there was no occasion for one to be assigned to the Chief
of the Air Corps.

9. The Chief of the Division of Aviation Medicine would be a member of the staff
of The Surgeon General.

Taking immediate exception to The Surgeon General’s limited interpreta-
tion of the scope of the Chief of the Air Corps mission, General Arnold sent the
memorandum to Plans Division for comment. His concern in the matter was
expressed in a letter dated 29 January, 5 days after he had received The
Surgeon General’s letter. On that date he wrote: “This whole matter of flight
surgeons is now in a state of flux and I am free to admit that I don’t know
exactly how it is coming out.” ™ Meanwhile, Colonel Spaatz of Plans Division
indicated the need for organic medical support in the Air Corps expansion
program. He wrote: ™

For immediate disposition of this matter, recommend no change be made at this time
in administrative or organizational control of Flight Surgeons actvities, owing to:

a. Desirability of avoiding all but mandatory changes during first two years of
Expansion Program.

b. Possibility of establishment of semiautonomous aviation organization within the
War Department, as under consideration, which will necessitate absolute control over Flight
Surgeons and their activities.

General Arnold based his reply to The Surgeon General upon Colonel
Spaatz’s suggestions and recommended that, since the expansion program was
under way, and since complete agreement was impossible at the time, no changes
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be made prior to 30 June 1941, when the expansion program would be con-
cluded.” This recommendation followed the further advice of Colonel Spaatz,
who had pointed out that if the organizational changes under consideration by
the War Department were effected, it would necessitate the “absolute command
control” of all flight surgeons by the Air Corps.

The anticipated action of the War Department on the Air Corps organiza-
tion plan was concluded on 20 June 1941, at which time the Army Air Forces
was established. The new organization consisted of Headquarters Army Air
Forces, composed of the Chief of the Army Air Forces and his staff; the Air
Force Combat Command, composed of the Commanding General and his
staff; and the Air Corps, composed of the chief and his staff. Additional
authority was given to the Commanding General of the Air Force Combat
Command and the Chief of the Air Corps over personnel assigned to them. For
example, the Commanding General of the Air Force Combat Command was
delegated “command and control of all Air Force Combat Command stations
(air bases) and all personnel, units and installations thereon, including station
complement personnel and activities.” ** A like delegation of authority over
Air Corps stations was made to the Chief of the Air Corps.”™ As a result of this
action, it was obvious that the medical personnel at these various stations must
now be controlled by the Army Air Forces, and it ended, so far as the Army
Air Forces was concerned, any inclination to incorporate the Medical Division
into the Office of The Surgeon General. The problem of jurisdictional
authority now was not between the Commanding General, AAF, and The
Surgeon General, but among the components of the Army Air Forces.

The Surgeon General, immediately recognizing the changed status of the
Army Air Forces, recommended to The Adjutant General, after a conference
in the office of the Commanding General, that the Medical Division in the
Office of the Chicf of the Air Corps be transferred to the Chief of the Army Air
Forces. In addition, The Surgeon General advised that his office planned to
“decentralize the Medical Department in a similar manner to the present
decentralization to Corps Areas,” and that all communications concerning
Medical Department matters would pass through the Medical Division of the
Army Air Forces.™ The Chief of the Air Staff accepted The Surgeon General’s
plan for decentralizing Medical Department personnel to the Medical Division,
but objected to the transfer of the Medical Division to Headquarters, Army
Air Forces,"" since it was a small organization having as its chief function that
of medical planning for the Air Force Combat Command and the Air Corps.
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services; yet recommendations on medical questions for the Air Forces as a whole
must go through two staffs. Besides caring for the sick, there was the additional
problem of selection and care of the flyer. Finally, medical channels of com-
munication within the Air Forces had been done away with, resulting in the
confidential examination, WD AGO Form 64, being frequently sent through
command channels and thereby violating its confidential nature. Full consid-
eration of these problems had led to the conviction on the part of the Chief of
the Medical Division that a centralized medical organization must be established
for the Army Air Forces, and he recommended that such a medical service be
organized under the control of the Chief Surgeon, Army Air Forces, who would
be responsible to the Commanding General, Army Air Forces, for the medical
service within his command. The Chief Surgeon would serve in an advisory
capacity as a special staff officer to the Commanding General and in an ad-
ministrative capacity in his conduct of the Medical Department as a technical
service.

The pattern of development which was destined to result in an over-all
medical service for the Army Air Forces began to take shape when on 30
October 1941 Colonel Grant was relieved from assignment and duty in the
Office of the Chief of the Air Corps, assigned to the Headquarters, Army Air
Forces, then reassigned to the Chief of the Air Corps in addition to his other
duties.”® On the same day a special order issued by the Army Air Forces
designated Colonel Grant “The Air Surgeon.” ™ As a result of these orders,
Colonel Grant held two offices. He was Air Surgeon attached to Headquarters,
Army Air Forces. At the same time he was Chief of the Medical Division in
the Office of the Chief of the Army Air Forces, but attempting to carry out
his duties in the Medical Division which operated under the Chief of the Air
Corps, a lower echelon. The difficulties of this arrangement are obvious; besides
which Major General Brett, Chief of the Air Corps, objected to the arrangement
because he felt that the control of the Medical Division was being diverted from
his office.”® There was, of course, logic to his position since routine medical
duties had been delegated to his office in July 1941, including the authority to
“Supervise the necessary medical services for the Army Air Forces . . .”**

The next study designed to remedy his administrative difficulties was sub-
mitted by Colonel Grant to the Chief of the Army Air Forces on 30 January
1942.%° It was suggested in this study that the medical service be made a basic
division of the Army Air Forces, to be administered by the Chief Surgeon.
The Chief Surgeon would be answerable to the Chief of the Army Air Forces
“and would bear the same relation to surgeons of subordinate units as now
exists between The Surgeon General and the Surgeon of a Field Army.” Echo-
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On 11 July 1941, only 4 days after the indorsement to The Surgeon
General’s letter rejecting the recommendation that the Medical Division be
transferred to the Headquarters of the Army Air Forces, a study emanated from
the Medical Division, concurred in by the Chief of the Division, stating that a
reorganization was necessary so that the medical services of the entire Army Air
Forces would be under one responsible head.™ This was not possible at present
because the Chief of the Air Corps and the Chief of the Air Force Combat
Command were on the same echelon; hence, the Medical Division of the Air
Corps lacked authority to control the medical organization of the Combat
Command. It was noted that the same situation had existed before when the
GHQ Air Force was on the same echelon as the Air Corps. As a result of
the current situation, it was recommended that the present Chief of the Medical
Division be made “Chief Surgeon, Army Air Forces,” thus enabling him to
function in a staff status and at the same time administer the medical services
of both the Air Corps and the Air Force Combat Command. Yet, paralleling
the plea for a redelegation of power which would permit a centralized control
of the whole medical program for the Air Forces, the study recommended that
the Medical Division as such remain under the Chief of the Air Corps, for
sections of this office already existed and could administer the medical services
for both the Air Corps and the Air Force Combat Command, if only such power
were delegated to it. Thus, apparently, the only admitted reason for having
objected to the transfer of the Medical Division to the Headquarters, Army Air
Forces, was the fact that an organization already existed in the Medical Division,
an argument which was meaningless since the organization could have been
transferred en bloc as was actually done later when the Medical Division was
transferred to Headquarters and made a section of the Air Surgeon’s Office.**
Another possible explanation of the recommendation that the Medical Divi-
sion be retained under the Chief of the Air Corps lies in the anticipated attitude
of Maj. Gen. G. H. Brett, Chief of the Air Corps, toward such a transfer. It
is significant in this connection that he opposed the plan referred to above in
these words: “Don’t agree. The Air Corps is the services [sic] for the entire
Air Force and therefore the Medical Division cannot function in that capacity
with designation as such. Another case of dual head.” ***

Before many weeks had passed, however, the Chief of the Medical Division,
Colonel Grant, realized that his medical organization must be removed from the
control of the Chief of the Air Corps. In a memorandum dated 30 September
1941, he pointed out that this situation had led to “administrative embarrass-
ment” in connection with the medical service.” It was noted that the great
expansion of the Air Forces had necessitated a corresponding increase in medical
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ing the early arguments of The Surgeon General, Colonel Grant now denied
that the Medical Division, Office Chief of the Air Corps, was the operating
agency for the Army Air Forces medical service, since its only legal authority
was to pass on physical qualifications of flying personnel. Other duties had
been assumed without authority, it was argued, and The Surgeon General’s
Office was still the operating agency of the Army medical service including
the Army Air Forces. He recommended therefore that the duties, functions,
and personnel of the Medical Division, Office of the Chief of Air Corps, be
transferred to an Office of the Air Surgeon.”™ The recommended action was
taken and orders issued from The Air Adjutant General’s Office on 6 February
1942 which transferred the Medical Division ez bloc to Headquarters, Army
Air Forces, and designated it a section of the Office of the Air Surgeon.” The
final step was taken when the commissioned personnel were relieved from duty
in the Office of the Chief of the Air Corps and directed to report to the Chief of
the Army Air Forces.

With the issuance of the order transferring officer personnel of the Medical
Division, Office of the Chief of the Air Corps, to the Air Surgeon’s Office,
centralization of the medical service was almost complete.” It was not, how-
ever, until the g March 1942 reorganization of the War Department became
effective that the medical activities of the Air Force Combat Command were
transferred to the Air Surgeon. That reorganization as defined in War Depart-
ment Circular No. 59, dated 2 March 1942, established the three major divisions
of the Army—the Army Ground Forces, the Army Air Forces, and the Services
of Supply —and as a result the Army Air Forces was accorded co-equal status
within the War Department.”™ There was a regrouping of the “functions,
duties, and powers” of various chiefs of arms under the three major divisions;
and as affecting the Army Air Forces, the “functions, duties, and powers of the
Commanding General, GHQ Air Force (Air Force Combat Command), and
the Chief of the Air Corps” were “transferred to the jurisdiction of the Com-
manding General, Army Air Forces.” ™ Specific duties were assigned to the
Army Air Forces one of which was of particular interest to the Air Surgeon.
This duty involved the “command and control of all Army Air Forces stations
and bases not assigned to defense commands or theater commanders and all per-
sonnel, units, and installations thereon, including station complement personnel
and activities.” ™ In short, this provision delegated command responsibility
for medical personnel assigned to Air Force stations. ’

Inasmuch as changes were made in the organization and the functions of
the Army Air Forces by War Department Circular No. 59, it became necessary
to redefine medical duties. On 9 March 1942, the effective date of the War
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Department reorganization, General Arnold charged the Air Surgeon with the
following functions, to be exercised under the direction of the Chief of the
Air Staff: to advise as to total Army Air Forces requirements for medical
services, including personnel, supplies, and facilities; to advise on professional
standards for medical personnel and on physiological standards for all per-
sonnel of the Army Air Forces; to plan and direct programs of research in
the physiology of flight to serve as a basis for aircraft design and the establish-
ment of physical standards for Army Air Forces personnel; to direct the School
of Aviation Medicine; to exercise technical supervision of all flight surgeons in
the Army Air Forces; and to assume all activities of the Medical Section, Head-
quarters Army Air Force Combat Command.”™ The transfer of three officers
from the Medical Section of the Headquarters, Air Force Combat Command,
was ordered along with the transfer of activities. The Medical Department of
the Air Forces was therefore now centralized in the Office of the Surgeon,
which office operated under the control of the Commanding General of the
Army Air Forces. '

Since the relationship between The Surgeon General and the Air Surgeon
was not clearly defined at the time of the March 1942 War Department reorgani-
zation, The Surgeon General initiated a movement to have it defined by the
proper authorities, upon the basis of his own recommendations. He pointed
out to the Commanding General, Services of Supply, to whom he reported,
that the provisions of the circular did not change the relationship which had
existed theretofore between the Medical Department and the previous Air Corps
organization, a relationship which was described as follows: ***

2 a. The routine conduct of the Medical Department with the Army Air Forces shall
be the responsibility of the local surgeon acting through The Air Surgeon who is responsible
to The Surgeon General for the efficient operation of the Medical Department with the

Air Forces.

» » » * * * *

¢. In the discharge of his duties the Air Surgeon will utilize the services available in
the Services of Supply to the maximum degree consistent with the proper control of the
Medical Department within the Army Air Forces. No activity of the Office of The Surgeon
General will be duplicated, with the exception of those procedures necessary for the proper
control of Medical Department personnel while under the jurisdiction of the Army Air
Forces.

This plan of operation met the approval of the Commanding General of
the Army Air Forces with the exception of minor changes which were agreed
to by the Services of Supply. These changes involved the substitution of “under”
for “through” in paragraph 2. 4., and “activities” for “personnel” in paragraph
2. ¢ Hence, the local surgeon would act #nder instead of zhrough the Air
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Surgeon; and the use of “Medical Department activities” instead of “Medical
Department Personnel” seemed to be more definitive. As a matter of fact,
G-3 included both terms and the statement read: “No activity of the Office of
The Surgeon General will be duplicated, with the exception of those procedures
necessary for the proper control of Medical Department personnel and activities
under the jurisdiction of the Army Air Forces.” *®

The agreement reached by the Army Air Forces and the Services of Sup-
ply concerning medical activities was approved by G-3 on 23 April 1942 and
made the subject of a memorandum of the same date.”® There were additional
provisions supplementing the original agreement which may be paraphrased
as follows: ™

1. Medical operations would not interfere with command functions of the Command-
ing Generals, Army Air Forces and Army Ground Forces.

2. The Air Surgeon would operate in advisory and administrative capacities—advisory
in his relation as a staff officer and administrative in his conduct of Medical Department
technical service under the control of the Commanding General, Army Air Forces.

3. The Commanding General, Services of Supply, might direct technical inspections
of Air Force stations and commands for the purpose of determining the status of Medical
Department activities. Reports would be made to the Commanding General, Army Air
Forces, for corrective action.

4. Medical equipment and supplies for Army Air Forces would be furnished by the
Services of Supply insofar as practicable.

When a copy of this agreement of 23 April 1942 was sent to all Corps Area
Commanders, a part of the original paragraph 4. 7 was omitted which read:
“No activity of the Office of The Surgeon General will be duplicated, with the
exception of those procedures necessary for the proper control of Medical
Department personnel while under the jurisdiction of the Army Air Forces.” **
On 4 June 1942 the paragraph was amended by this addition: “end of Medical
Department activities under the jurisdiction of the Army Air Forces.” '™

The Army Air Forces had thus made considerable progress in developing
its wartime medical service program now that the guiding principle had been
defined by War Department directive. The problem now was to reach a
mutual agreement with the Army as to what Medical Department activities
were under the jurisdiction of the Army Air Forces.
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Chapter 11

THE WAR MISSION

Throughout World War II there was never a clear-cut policy on the role
of the medical element of the Army Air Forces. This was due to many compli-
cating factors. First was the lack of agreement among military leaders them-
selves as to what constituted the combat mission of the air arm. Air Force
officers held that the creation of the Army Air Forces in June 1941 recognized in
principle that the plane had capabilities of its own as a combat weapon; that this
principle was given substance in the March 1942 reorganization when the fixed
and mobile elements of the Office of the Chief of Air Corps and the Air Force
Combat Command were combined into a major force. By official regulation
the mission of this force was training, as was that of the Army Ground Forces.
The Army Air Forces was thus an organizational entity composed entirely of
air commands and units to be trained and used in combat in accordance with
the broad principles for the application of air units and forces in combat. This
force was a unified weapons system whose effectiveness was determined by
such individual components as the plane, the bomb, and the pilot. Since the
combat mission dictated that the system be constantly in effect, this meant that
continuous control must be maintained by the major force; and to maintain
this continuous control the jurisdiction of the major force could not be limited
by the conventional boundaries of time and space traditionally applied to
surface armies. Such administrative areas as “Theater of Operations” and “Zone
of Interior” had little significance to a plane which could traverse the distance
from one to the other with greater ease than the pace at which foot soldiers
could travel from one night’s bivouac to the next. Moreover, having to main-
tain continuous readiness, the air weapons system could render obsolete the
conventional pattern of gradual mobilization and deployment of large land
armies. This meant that conventional military terminology would have to be
redefined for the Army Air Forces if its combat mission were accepted as
that of an air weapons syszem.

[45]
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As World War II approached, however, few ground officers conceded that
the plane properly belonged within the framework of an air weapons system,
organizationally identified and directed in combat by an air commander. The
demonstration of air power in Western Europe made little impact upon tra-
ditionally-minded line officers. Lt. Gen. Lesley McNair, Commanding General
of the GHQ Planning Staff and later of the Army Ground Forces, viewed the
infantry as the backbone of the fighting force and the plane as a special weapon
to support the ground mission. In the year prior to the March 1942 War
Department reorganization he had in effect superimposed a theater of opera-
tions upon the Zone of Interior for training purposes and exercises had been
based upon this fundamental concept of the plane, like the armored tank, as
being a special weapon. Thus between June 1941 and the War Department
reorganization of March 1942 there was duplication and inevitable confusion
in training plans and concepts. While reorganization of the War Department
placed responsibility directly upon the Commanding General, Army Air Forces,
ground officers steeped in the military tradition of land warfare did not reorient
their concepts. With a fundamental difference in the concepts of line officers
toward employment of air power in war, there would obviously be confusion
and differences in opinion among noncombat planners who had to provide serv-
ices in the Zone of Interior as well as provide annexes to war and logistical plans.
Nowhere were the differences more clearly pointed up than in medical plans
and policies evolved to support the major combat mission. It was to take the
stress of a major global war, however, to reveal that among medical officers
as well as line officers there was a fundamentally different concept of the air
force mission and therefore of the type medical service required in the total
war machine.

The flight surgeon had strong convictions about the medical requirements
of an Air Force in peace and war; his major concern since the first World War
had been in the field of aviation medicine and more than anyone else he was
equipped to cope with the unique health problems of the flyer. Since the
human element was as vital to the success of the combat mission as the struc-
turally sound plane, he recognized that the health and mental attitude of the
individual were links through which the air weapons system could be strength-
ened or crippled. The underlying principle upon which aviation medicine was
based therefore stressed the individual as the focal point in any military medical
system designed to provide for care of the flyer. This developed from the con-
cept that, ideally, field medical service of an Air Force had its point of applica-
tion in the air or at the flight time. As a matter of ‘course the flyer received
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medical care not only at the station hospital nearest his place of duty, but when-
ever possible at the flight line; in actual flight this care was extended through the
services of the flight surgeon.

On the other hand, The Surgeon General, traditionally concerned with the
professional care and administration of ground forces, viewed medical require-
ments in the historical pattern. As senior adviser in the War Department on
the medical aspects of war and logistical planning, he appears never to have
recognized the combat potential of the plane or the military significance of the
March 1942 reorganization. Rejecting the basic premise that the Army Air
Forces had a major combat mission beyond support of the ground forces in a
conventional theater of operations, he did not therefore accept the corollary
premise that this combat mission must be independent of the traditional system
of hospitalization and evacuation which supported land forces. To appreciate
The Surgeon General’s position, it is necessary to understand the traditions
affecting his policies. In his capacity as Special Staff member, The Surgeon
General was traditionally responsible for developing the medical elements in
war plans. Overshadowing this function, however, was the service function
in the Zone of Interior. The War Department was organized into arms and
services comprising the various corps. The Medical Corps supported all arms
and services of the Army in peace and in war. In peacetime the Medical De-
partment, established by Act of Congress, functioned with considerable
autonomy in matters relating to the Army. The Surgeon General enjoyed
the status of a Special Staff officer in the War Department and at the same time
operated a hospital system in the Zone of Interior which included (with certain
exceptions) general and station hospitals.® Whereas in the Army Air Forces
the focal point was the flyer, the center of gravity in the Army medical system
was the general hospital with its staff of specialists in the Zone of Interior.
Through a vast and complicated wartime administrative system, the sick and
wounded were moved from the combat zone to the rear and thence to the Zone
of Interior where, if necessary, they were sent to general hospitals for definitive
care. 'This system had proved effective in previous wars.

Thus the fundamental differences among line officers as to the Air Force
mission were reflected in the professional aspects of military medicine and medi-
cal administration. Medical planners alike were members of the Army Medical
Corps as contrasted with line officers of the Air Corps; but traditionally “Medical
Corps” was equatable with ground medical doctrine, and it was apparent that
there must now be a dichotomy in the application of the principles of military
medicine as aviation medicine became the “field medicine” of the Air Force.
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Finally, any discussion of the wartime medical program must reflect the
status of The Surgeon General in relation to the total War Department organi-
zational structure as well as the scope of his responsibilities in determining
global medical policies. Had he perceived the full significance of the wartime
reorganization, he possibly would not have tried to retain both staff and opera-
tional functions within his office. Since he did not make himself felt when the
War Department organizational planners were evolving the March 1942 system,
no provisions were made for a senior medical staff officer to serve at the War
Department General Staff level as coordinator of the medical activities for the
three major forces. Because he controlled the general hospital system, The
Surgeon General was placed with the other technical services at a relatively
low echelon under the major noncombat force, The Services of Supply (SOS),
later designated the Army Service Forces. The merits of organizing the non-
combat elements into a major service force are debatable. In World War II
when this was done the major goal was production. Thus, the major emphasis
was upon commodities, subject to the techniques of mass production. There is
also some question as to whether a service such as that provided by the Office
of The Surgeon General, which was concerned with the health and welfare of
the fighting forces, properly belonged with the supply agency. Nevertheless,
because he had not initially established his position clearly as senior medical
adviser to the Chief of Staff, The Surgeon General found himself under the
command of the Commanding General, Army Service Forces. He was thus
limited in his access either to the Chief of Staff or to the Commanding Generals
of the Army Ground Forces and the Army Air Forces. Under these circum-
stances, the medical service element could become isolated from the milien of
day-to-day thinking from which tactical planning was evolved. Since The
Surgeon General was not an active senior medical adviser to the Chief of Staff,
he could not so well keep abreast of top-level planning. Nor could he plan or
recommend in terms of strategic thinking since his superior, The Commanding
General, Army Service Forces, was not a member of the Joint Chiefs of Staff.
But General Arnold, a member of the Joint Chiefs of Staff, was able to consider
his medical requirements in terms of the strategic mission. His senior medical
adviser was therefore in a position to press for a dynamic medical program to
meet the combat requirements of the Army Air Forces.

These factors must all be kept in mind as contributing to the sequence of
events during the war which led to policy decisions, their modifications and
sometimes their reversals. In summary, there were three problems: the
reluctance of traditionally minded line and staff officers to recognize the plane
as a part of an air weapons system rather than a special weapon to support
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the ground mission; the basic issue of whether the Army general hospital or
the individual aircrew member should be the vital center of the air force medical
support system; and the military principle involved in wartime control of a
major combat force medical service by a noncombat force commander. Tradi-
tion was on the side of The Surgeon General, who continued to view himself
as the senior medical officer of the Army and, as such, responsible for the health
of all the Army, including the Army Air Forces. Conditions favored the
Air Surgeon.

The two medical officers who defended these principles were both highly
regarded in the medical profession. Maj. Gen. David N. W. Grant, the Air
Surgeon, had been a career officer since 1916 and was a graduate of The Army
Medical School, The Air Force Tactical School, The Chemical Warfare School
and the School of Aviation Medicine. He was recognized as an able admin-
istrator as well as an outstanding obstetrician. General Arnold was to place
increasing trust in his judgment, as indicated by the support he gave to his recom-
mendations. In the Army, General Magee, The Surgeon General, was to
retire before the war had gotten into full swing. Maj. Gen. Norman Kirk,
who became The Surgeon General in May 1943, was to be the principal exponent
of the Army viewpoint. An outstanding orthopedic surgeon, General Kirk
was a strong defender of the general hospital system. As the war progressed,
these two officers came to symbolize two schools of thought. Their common
goal as medical officers was, of course, identical: to preserve the optimum
health of the fighting forces. As members of the medical profession, both
officers alike desired that the fighting forces be provided the best possible
professional care. The differences therefore were primarily in terms of military
doctrine, placement of functional responsibilities and of method rather than
of objective. Sometimes, however, this fact became obscured in the day-to-day
struggle to maintain the health of the newly mobilized forces and to provide
for their care as they were dispersed to all areas of the globe. One manifesta-
tion of this fundamental and irreconciliable difference was in the inevitable
personality clashes between the two major protagonists, General Kirk and
General Grant. Another manifestation was the partisan loyalty of their
respective staffs. In The Surgeon General’s Office the specialists, not necessarily
geared to military procedures in wartime, apparently believed that their pro-
fessional judgment was being questioned when they were called upon to justify
a position. In the perhaps over-sensitive Air Surgeon’s Office, on the other
hand, every restrictive action of The Surgeon General was usually interpreted
as a direct blow at the Army Air Forces. It was fortunate indeed that Brig.
Gen. Raymond W. Bliss, Chief of Operations and later Deputy Surgeon
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General, recognized the very real problem of the Air Surgeon as well as those
of The Surgeon General and was able to serve as a moderating influence at
times when in the heat of the moment the fundamental issues at stake might
have been forgotten.! His able assistant in these matters was Col. Albert H.
Schwichtenberg the flight surgeon assigned by the Air Surgeon to the Office
of The Surgeon General as air liaison officer.

The Issues Emerge: 1942

Since the Army and the Army Air Forces could not reach a common ground
in determining the basic air force mission, it is debatable whether medical
planners under any circumstances could have agreed on a unified medical service
to meet wartime requirements. General Grant, the Air Surgeon, had been
initially hopeful as demonstrated by his attitude toward The Surgeon General’s
Office prior to the war period. During the months preceding the war he had
viewed The Surgeon General as his superior, but at the same time recognized
that The Surgeon Genreral’s Office did not take seriously his recommendations
for the air force medical program.

This fact was brought home with force in 1941 when he returned from
England where he had served as a medical observer. Upon his return he pre-
pared a plan whereby the sick and wounded could be evacuated by air. The
plan was transmitted to The Surgeon General for approval or comment, but was
pigeonholed without action.  After nearly g months of waiting the Air Surgeon
by-passed The Surgeon General and went to the War Department General Staff
with a carbon copy of the plan. On the following day General Magee, The
Surgeon General, went to General Arnold’s office where he demanded that
disciplinary action be taken because the Air Surgeon had by-passed proper
channels. General Arnold brought the two medical officers together and
stated his position in the matter. In the future the Air Surgeon was to be
directly responsible to him and not to The Surgeon General.

The clarification of General Arnold’s position represented a major mile-
stone since prior to this time there had been some uncertainty as to how Air
Force line officers reacted to the service element. From this time forward,
however, the Air Surgeon was to enjoy a position in relation to his Command-
ing General that The Surgeon General was never able to attain with his Com-
manding General.

The first tangible step in establishing a wartime medical service to meet
Air Force needs was taken in the spring of 1942 when the Army Air Forces
established its own procurement system to obtain medical officers. The expan-
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sion program of the Air Corps prior to the entry of the United States into
World War II had created an immediate demand for Medical Corps officers.
This requirement was greatly accentuated after the entry of the United States
into the war. The established procedures for producing doctors by the Office of
The Surgeon General and allotting a quota to the Air Forces failed to provide
the necessary medical officers to meet the situation. This was admitted by The
Surgeon General when he advised the Secretary of the General Staff of the
War Department that it had been impossible to fill the 1,500 places allotted
for Medical Corps officers prior to the war.*

The Medical Department of the Army had turned first to the American
Medical Association for aid in recruiting doctors. This agency was asked to
prepare and maintain a roster of civilian physicians, properly classified as to
specialties and proficiency, who would be willing to accept commissions in the
Army when needed. The Surgeon General would place one or more rep-
resentatives of his office on duty at Headquarters, VI Corps Area, to imple-
ment the program. Should there be no Reserve officer available for a vacancy
in allotments for a corps area, The Surgeon General would notify his repre-
sentative at VI Corps Area Headquarters, who in turn would request recom-
mendation from the American Medical Association for a civilian doctor to be
commissioned for the vacancy. The Corps Area Commander was responsible
for having the candidate examined and securing from him a completed applica-
tion for commission. All papers were then sent to The Adjutant General for
final action.’

To insure that the limited supply of doctors be given equitable distribution
among both Army and civilian agencies, a central agency for procurement was
projected. The initial step in this direction was taken by the Subcommittee on
Education of the Health and Medical Committee in the Office of Defense,
Health and Welfare Services, which recommended on 31 March 1941 that such
an agency be established.® This recommendation was transmitted to the Com-
mittee on Medical Preparedness of the American Medical Association which,
in turn, presented it to the House of Delegates of the American Medical Asso-
ciation. The House of Delegates recommended “the establishment of a central
authority with representatives of the civilian medical profession to be known
as the Procurement and Assignment Agency for the Army, Navy and Public
Health Service and the civilian and industrial needs of the nation.” "

A commission appointed by the Health and Medical Committee drafted
a plan for this service which was incorporated in a letter written by Paul V.
McNautt to the President on 30 October 1941 and approved by the President on
the same date. The new office was to be known as the Procurement and As-
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signment Agency. Consisting of five board members, the agency was assigned
the following responsibilities: ®

(1) to receive from various governmental and other agencies requests for medical, dental
and veterinary personnel, (2) to secure and maintain lists of professional personnel available,
showing detailed qualifications of such personnel, and (3) to utilize all suitable means to
stimulate voluntary enrollment, having due regard for the overall public health needs of the
nation, including those of governmental agencies and civilian institutions.

In the organization of the Procurement and Assignment Service, provision
was made for the location of the central office in Washington, D. C. There were
liaison, consultant, and advisory committees, and also corps area, state and
local committees. The facilities of the National Roster of Scientific and Spe-
cialized Personnel, covering more than 50 strategic scientific and professional
fields, together with records of the American Medical Association, the American
Dental Association, and the American Veterinary Medical Association, were
made available to the Procurement and Assignment Service. In this recruiting
system, applicants qualified for appointment were supplied the necessary appli-
cation blanks by the Service and directed to report to the surgeon of the nearest
Army post for a physical examination. The physical examination report was
sent direct to The Surgeon General, while all other papers were sent to the
Procurement and Assignment Service. The Procurement and Assignment
Service would transmit to The Surgeon General the completed application with
supporting documents, together with a statement concerning the eligibility of
the applicant for a commission, and an evaluation of his professional rating as
determined by the survey made by the Committee on Medical Preparedness of
the American Medical Association. After the papers of the applicant were
reviewed by The Surgeon General, they were then sent to The Adjutant General
with the recommendation of The Surgeon General. The Adjutant General
was instructed to notify the applicant directly when the appointment was
approved.’

The foregoing lengthy description of the methods of recruitment of medical
officers is given because it was upon the results of this program that the Army
Air Forces was dependent for its allotment of Medical Corps officers. It was
generally agreed that the program was failing to supply the acute demand
for Medical Corps officers and the Air Surgeon referred to the procure-
ment for the Army Air Forces prior to April 1942 as “just a dribble.”® To
meet the critical situation Col. W. F. Hall, Assistant Air Surgeon, conceived
a plan to aid in recruiting doctors which had as its ultimate goal the procure-
ment of the necessary doctors urgently needed for the Army Air Forces. This
plan was in the nature of an informal agreement with The Surgeon General,
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G-1, and the Procurement and Assignment Service whereby the Air Surgeon’s
Office would coordinate and process for The Surgeon General all papers of
applicants who expressed a desire for service with the Air Forces." This was
not an actual “procurement” program, inasmuch as all papers, including the
physical examination, had to be passed on by The Surgeon General; but it was
believed that the plan would accelerate the recruiting process and give the Army
Air Forces a claim on the men whose papers were processed by the Air
Surgeon’s Office.”

Colonel Hall outlined the details of the plan to be followed in a letter to the
Air Surgeon 2 April 1942.* It was to be implemented by (1) publicity through
the Journal of the American Medical Association and press releases; (2) in-
structing officers on duty with the Air Forces to send in lists of names of desirable
prospects, helping them complete the necessary forms, and directing them to
stations where the physical examination could be made; and (3) the prepara-
tion of explanatory packets to be sent each prospective applicant. These packets
included a letter describing the opportunities for service with the Army Air
Forces and authorizing a physical examination, together with a list of Army
Stations where examinations could be made, and a complete set of application
blanks.* Applicants were advised to send all papers, including report of
physical examination, direct to the Office of the Air Surgeon.”

This method of recruiting doctors presented an innovation, the psychologi-
cal aspects of which pointed toward success. The prospective candidate was
promised insofar as possible that his preference for service in certain sections
of the country ** would be considered and that his assignment to duty would
be in accord with his specialty. Personal letters were sent to applicants explain-
ing the appointment procedure and answering questions asked by them. In
addition, Medical Corps officers on duty with the Army Air Forces rendered
a personalized service in persuading applicants of the attractiveness of service
with the Army Air Forces and in actually helping to fill out the necessary
forms. It is probable that these representatives of the Air Surgeon were some-
times overly enthusiastic,' but they were given strong support from Head-
quarters in the work for which they were detailed;™ and the program, as
conceived and put into operation, proved successful in attracting many doctors
who eventually were commissioned and assigned to duty with the Army Air
Forces. :

Meanwhile, the procurement objective established as of 2 April 1942 was
2,200 Medical Corps officers between 1 April and 1 July 1942 and 500 per month
for the remainder of the year. To meet that objective the Director of Military
Personnel, Services of Supply,” in a memorandum to The Surgeon General
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dated 12 April 1942 directed that plans be made for the immediate decentraliza-
tion of the procurement of doctors to representatives of The Surgeon General
in the forty-cight states. It was suggested that the plan be liberalized in order
that the shortage of five thousand doctors be overcome immediately. With this
objective in mind, it was recommended that grades be offered which would
attract qualified applicants, that age limits be removed in order that experienced
men be recruited, and that graduates of accredited medical schools who were
licensed by a state be eligible for commissions. This plan was to be imple-
mented by the active aid of Corps Area and Station Surgeons and by an
intensive publicity campaign through press and radio. The plan was sub-
mitted to G-1 by the Director of Military Personnel * on 22 April 1942,
approved by G-t on the same date, and published as an Adjutant General’s
Letter dated 25 April 1942 On the authority of this letter the War Depart-
ment issued a directive to the Commanding General of each Corps Area to
appoint a Medical Officer Recruiting Board for each state within his jurisdic-
tion.” Each board would consist of one Medical Corps officer and one other
officer® These boards were authorized to process papers of applicants and
make appointments in company grades for those under 45 years of age, with
papers of applicants for field grade sent to The Surgeon General.

The Air Surgeon gave some indication of the success of the recruiting
activities of his office as of 19 May 1942.* At this time over four thousand
doctors had been contacted and papers for 726 applicants had been completed
and forwarded to The Surgeon General. This was netting from 30 to 40
doctors a day for service with the Air Forces. Yet, in the same memorandum
of 19 May 1942, the Air Surgeon referred to a “bottleneck” in the recruiting
program in these words: “ .. we cannot deal directly with The Adjutant
General, cannot pass on the physical examinations, we have no authority in
procuring, and all papers go to The Surgeon General who makes the final
decision as to grade and recommendation to the Appointment Section of The
Adjutant General’s Office.” ®

Immediate efforts were directed toward the elimination of this bottleneck
in the recruiting procedure. Col. Edward S. Greenbaum, Executive Assistant
to the Under Secretary of War, became interested in the problem and discussed
it with the Air Surgeon and the Assistant Secretary of War for Air.”

A memorandum incorporating the problem described by the Air Surgeon
was transmitted to The Surgeon General for comment. Brig. Gen. C. C. Hill-
man answered it in the form of a memorandum to Colonel Greenbaum, dated
3 June 1942, in which he stated that the exigencies of the situation did not
justify a change in recruiting procedures. He stated, however, that there was
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no objection to delegating to the Commanding General, AAF, the authority to
pass on reports of physical examinations and grant waivers for the assignment
of Reserve officers on the active list excepting in the case of officers in the inactive
Reserve. The right to pass on the physical qualifications of all applicants for
commissions, including the granting of waivers in ordinary cases, was con-
sidered a prerogative of The Surgeon General, although in unusual cases waivers
could be granted by the Secretary of War. It was noted that after an individual
was accepted for service, it was the responsibility of the Air Surgeon to
determine physical qualifications for flying, including the granting of waivers.

The Military Personnel Division, Services of Supply, recognizing the
urgency of the Air Surgeon’s position, made recommendations to the Assistant
Chief of Staff, G-1,® which substantially incorporated The Surgeon General’s
recommendations. The plan provided for the processing of applications
through the Appointment and Procurement Section, A-1, Army Air Forces.
A representative of The Surgeon General was detailed for duty in A-1 for
consultation pertaining to physical examinations. Disagreements would be
appealed to the War Department. Papers would be processed, letters of appoint-
ment issued, and completed papers sent to The Adjutant General, with requests
for orders, except appointments in field grade, which would be sent to The
Surgeon General. It was recommended, finally, that the “authority for the
granting of waivers for flying duty for individuals who have satisfied the
standards established by The Surgeon General for appointment in the Army of
the United States, be delegated to the Commanding General, Army Air Forces,
upon recommendation of the Air Surgeon.” *

The recommendations of the Military Personnel Division, Services of
Supply,”® were approved by the War Department, and as a result, the Army
Air Forces was authorized to recruit directly Medical Corps officers in company
grades. It appears, however, that this authority was never used * because The
Surgeon General still remained responsible for the procurement objectives of
the entire War Department. The office of the Air Surgeon, however, con-
tinued its publicity campaign to interest civilian doctors in accepting service
with the AAF, received and processed their papers, recommended grades, and
sent completed papers to The Adjutant General for commissioning. The
physical examinations were passed on by representatives of The Surgeon
General who were attached to the Office of The Adjutant General.

This arrangement satisfied the Air Surgeon in that it provided a means of
selection, which was considered as important as the quantity of doctors procured ;
furthermore, it satisfied The Surgeon General who continued to control the
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procurement objective of doctors for the Army as well as all appointments in
field grades.

In summary, the fundamental reasons motivating the movement for a
separate procurement program for the Army Air Forces had been: (1) the
failure of the usual recruiting agency to provide the necessary number of
Medical Corps officers for the expanding air arm; (2) the failure to provide
the necessary specialties; and (3) the practice of screening the best men and
making assignments to the Air Forces from the residue.” With basic plans
for overcoming these problems the Air Surgeon and The Surgeon General
could work jointly toward achieving a common goal. New impetus was given
to the recruiting program. Some measure of the success of these recruiting
efforts should be indicated, insofar as they concern the Air Forces. A report
of the Procurement and Assignment Section, Personnel Division, Office of the
Air Surgeon, for the period from 21 March 1942 to 1 July 1942 follows: *

Complete packets sent. ... ... ... ... ... i 4,083
AC, 6565 Questionnaires SeNt. .. ............o.iiiii i 876
Applicants disqualified. .. ... ... ... oo 280
Applicants rejected. . ... .. 486
Applicants not desiring Air Forces. . .......... .. ... ... ... oo 155
Orders requested for extended active duty with Air Forces. ... ... ... ... .. .. . 2,053

It can be seen from these data that the number of doctors recruited approximated
the objective of 2,200 previously set for this period. The next recruiting period,
1 July 1942 to 1 December 1942, was equally as successful as the first one.

TaBLE 1.—Procurement of Medical Corps Officers for Duty With the Army Air
Forces from August 1942 to 1 December 1942

TAS
TAS through .
A-le MORB |chrongh| MorB Physi- Rejected
Month through| Total d‘i:: u);.l- y
SGO ifeges | TAS
Capt. | 1st Lt. | Capt. | 1st L. | Major
July. ..ol Not available 1,266 | 101 |......
August............ 163 | 224 | 190 | 363 64 | 353 {1,357 | 543 23
September. . ....... 124 | 205 | 188 | 321 23 27 | 888 | 146 71
October........... 242 | 263 53| 193 21 224 794 133 67
November. . ....... 91| 102 |...... 78 | 271 61 31
Total....... 620 | 794 | 431 | 955 | 108 | 402 {4,576 | 984 192

'DcsiFnatcd Military Personnel in October 1942. )
**Includes only applicants whose papers were processed through The Air Surgeon’s Office.
Darta taken from records of Personnel Division, AFTAS.
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Table 1 shows the number of Medical Corps officers procured through the
various recruiting agencies for this period. Since the allotted quota of medical
officers had been reached in all but a few states by the fall of 1942, the medical
officer recruiting boards were discontinued in all states except California, Illinois,
Pennsylvania, New York, and Massachusetts.** It was announced on 31 October
1942 that officer procurement branches had been established within the service
commands and were ready to procure officers for all agencies of the Services of
Supply.® Chiefs of supply services were directed to advise all field agencies to
discontinue procurement activities, although exception was made in the case of
The Surgeon General, who was authorized to continue his procurement
activities.

A plan of the Services of Supply to centralize all procurement agencies
under one head was published as War Department Circular No. 367 dated
November 1942. This circular established the Officer Procurement Service
under the Chief of the Administrative Services, Services of Supply, which
agency was authorized to deal directly “with the Commanding Generals, Army
Ground Forces and Army Air Forces, and chiefs of supply and administrative
services and with the Secretary of War’s Personnel Board in matters pertaining
to the procurement and appointment of officers.” * Exception was made for
“those agencies granted authority by the War Department to appoint officers
without reference to the War Department.” ™

On 1 December 1942 The Surgeon General and the Air Surgeon were
directed to forward all requests for appointment of doctors, dentists, and veteri-
narians to the Officer Procurement Service, which would submit them to the
Secretary of War’s Personnel Board.® Authority of Corps Area Commanders
and field representatives of The Surgeon General to make appointments to the
Medical Corps was discontinued.*”

The Chief, Field Operations Branch, Officer Procurement Service, stated
on 13 January 1943 that The Surgeon General had asked the Officer Procure-
ment Service to assume responsibility for the processing of papers of doctors,
dentists, and veterinarians.® The new procedure as announced was simple.”
The State Chairman for doctors, dentists, and veterinarians (War Man Power
Commission) would certify the candidate to the district officer of the Officer
Procurement Service, who would complete the necessary papers, order a physical
examination, and send all papers to The Surgeon General. If the applicant pre-
ferred duty with the Army Air Forces, this preference should be plainly indi-
cated by the State Chairman on the “Availability Clearance Form.” Recruiting
in accordance with this plan was scheduled to begin on 15 January 1943 in the
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States of California, Colorado, Connecticut, Illinois, lowa, Maryland, Massa-
chusetts, Minnesota, Missouri, Nebraska, Nevada, New Hampshire, New Jersey,
New York, Ohio, Oregon, Pennsylvania, Rhode Island, Vermont, Wisconsin,
and in the District of Columbia.** The Adjutant General, in a memorandum
of 22 February 1943,” declared the Office Procurement Service the sole agency
for the procurement from civil life of officers for the Army. Other War Depart-
ment agencies were directed to cease recruiting activities. Further, all Person-
nel Placement Questionnaires in the offices of any War Department agency,
upon which no action would be taken by 1 March 1943, should be forwarded
to the Officer Procurement Service. This memorandum made it necessary for
the Air Surgeon’s Office to transmit approximately 300 applications to the
Officer Procurement Service * which in turn distributed them to the appropriate
district offices with instructions for completing them.

Procurement data for the third period, 1 December 1942 through December
1943, are given in Table 2. A recapitulation of Medical Corps procurement
statistics for the 2-year period follows: *°

1. Number of Medical Corps officers on hand at the time of Pearl Harbor

approximately . ... ... Lo 800
2. Number procured during period from 21 March 1942 to 1 July 1942. ... ... .. 2, 053
3. Number procured during the period from 1 July 1942 to 1 December 1942. . 4, 576
4. Number procured during the period from 1 December 1942 to 1 January

TOAG - o o I, 102
5. Internes assigned during the period from 1 July 1943 to 1 November 1943.... 402
8,933

As the statistics indicate, the procurement program of the Air Surgeon’s Office
was highly successful. Not only did it result in securing the services of a
great many doctors for duty with the Army Air Forces, but it also provided a
means of selecting candidates according to ability and specialty.

All officers in the Dental Corps, Veterinary Corps, Sanitary Corps, and
Medical Administrative Corps were procured by agencies other than the Office
of the Air Surgeon and were assigned by The Surgeon General to duty with the
Army Air Forces. Applications for appointment in these corps received by the
Office of the Air Surgeon were transmitted to the proper recruiting agency.

The procurement program to obtain Army Air Forces’ nurses followed
a course somewhat similar to that for medical officers. The movement to
establish a Nursing Division in the Air Surgeon’s Office was agreed to by
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TABLE 2—Procurement of Medical Corps Officers for Duty With the Army Air
Forces from 1 December 1942 Through December 1943*

OPS MORB SGO Physi-
Month Total | Al It;ielg[t{rg
Capt, | IstLt. | Capt. | 1stLt. | Major qualified

December. .. ... .. 61 71000 50 3 185 44 21
January. ... L. 29 2 S P 6 7 113 30 20
February........ 19 28 ... 6 53 15 24
March........... 7 5% 25 PP PR 3 63 15 10
April. ... 5 591 2 66 38 5
May............ 70 102 109 41 5
June.. ... 1 25 | 26 38 19
July ...l 11 173 | 184 58 |.......
August. ... .. .. 10 109 | ..o 119 13 0......
September. . ... .. 11 9 .. 11 102 34 |.......
October. ... ... .. 12 S8 .. 70 21 ... ..
November. .. .. .. 2 20 PP P IR 9 2
December. . .....|....... 3 30

Total...... 175 849 |....... 56 321 1,102 354 104

*The Surgeon General stopped forwarding applications of doctors desiring duty with the Army Air
Forces on 30 October 1943. Cases processed since this date were in the Air Surgeon’s Files. Data taken
from records in Personnel Division, AFTAS.

Col. Julia C. Flikke, Superintendent of Nurses, Officc of The Surgeon General,
in a conference with the Air Surgeon on 22 September 1942.*° At this meet-
ing it was agreed that: (1) nursing personnel on duty with the Army Air
Forces would be under the direct control of the Commanding General, Army
Air Forces, on the same basis as other medical personnel: (2) the Nursing
Division would supervise nurses on duty with the Army Air Forces; (3) the
Army Air Forces would initiate a nurse procurement program; (4) nurses on
duty with the Army Air Forces would not be removed without approval by the
Army Air Forces; (5) a definite allotment of nurses would be made; (6) Army
Air Forces would assume responsibility for the nursing service within Army
Air Forces installations; and (%) a minimum of two nurses would be assigned
by the Superintendent of Army Nurses for duty in the Office of the Air Surgeon.
This agreement was subsequently approved by The Surgeon General and became
the basis of operations for the Nursing Section established in the Office of the
Air Surgeon.*”
262207° 55 6
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In a directive to The Adjutant General dated 3 December 1942, The Surgeon
General authorized the Commanding General, Army Air Forces, to procure and
appoint Reserve nurses, assign and transfer them, and discharge them “for
unsuitability and conduct prejudicial to the service.”* The Adjutant General
officially notified the Commanding General, Army Air Forces, 18 December
1942, in this language: “Authority is granted, effective immediately, to procure
and appoint Reserve nurses of the Army Nurse Corps, to assign them to stations
under your jurisdiction, and to transfer them from one station to another within
your command.” *

In the meantime, Capt. Nellie V. Close, Army Nurse Corps, reported for
duty in the Office of the Air Surgeon, 4 November 1942.°° Prior to the
issuance of The Adjutant General’s letter of 18 December 1942 granting pro-
curement authority, the Nursing Section completed 110 applications and sent
them to the Office of The Surgeon General for appointment and assignment
to duty with the Army Air Forces.™

Because of the lack of personnel in the Nursing Section to handle success-
fully the recruiting program, this function was delegated to the Procurement
Branch of the Personnel Division.” This agency directed publicity, forwarded
application packets, and carried on the necessary correspondence with the
applicants. The Procurement Branch began the actual processing of applica-
tions from nurses during the latter part of February 1943. During the period
from February 1943 to 1 March 1944, a total of 4,152 applications was completed
and transmitted to the Nursing Section for appointment and assignment.”

Table 3 shows the monthly assignments of nurses by the Nursing Section
during the recruiting period.”

TaBLE 3.—Nurses Assigned by the Nursing Section, Office of the Air Surgeon

1943—January. . ...l 69 1943—October. .. ..... ... ... ... .. 288
February. .................. 98 November ... .............. 271
March........... ... 181 December. ... ............. 113
April . ... ... 259 1944—January. .. ........ ... 234
May. ................o 404 February. ... ............... 302
June......... ...l 396 March. .. .................. 261
July ..o 333
August . ............. ... 245 Total................ 3, 742
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Estimated data concerning the appointment, assignment, and transfer of nurses
appear below:

Number of nurses procured from SGO. ............. .. ... ... ... ... . 1, 625
Number of nurses procured from 1 January 1943 to 1 March 1944 by the Office of
the Air Surgeon. . ... ... 3, 742
Number of nurses procured by other agencies from 1 January 1943 to 10 May 1944
and assigned to duty with the Army AirForces. .. ......................... ... 3, 357
Total procurement. . ....... A 8,724
Number of nurses transferred to Army Service Forces and Army Ground Forces from
18 December 1942 to 1 January 1945. ... .. ... .. 3,489
Nurses on duty in the Zone of Interior as of 1 December 1945............ ... ... 3, 461

Another category of personnel for which a special procurement program
was established was hospital dietitians and physical therapy aids.

In December 1942 Congress made provision for the militarization of female
hospital dietitians and physical therapy aides. They were to be appointed as
officers in the Medical Department with relative rank, pay, and allowances for
commissioned officers, without dependents, of the Regular Army. As a result
of this legislation, members of these specialties were entitled to the same re-
muneration, rights, and privileges as members of the Army Nurse Corps.”

There was an urgent need for these specialists for duty with Army Air
Forces medical installations. The situation with respect to hospital dietitians
had become acute because civilian appointments were to be terminated as of
31 March 1943 and many of these civilians were ineligible for appointment
in the Army. In order to meet the need for both hospital dietitians and physical
therapy aides the Office of the Air Surgeon initiated a procurement program
in April 1943.* Necessary arrangements were made with the Director of Dieti-
tians, Office of The Surgeon General. Publicity was prepared, many of the larger
hospitals which gave courses in dietetics were circularized, and a representative *
of the Air Surgeon visited many of the midwestern hospitals, explained the needs
of the Army Air Forces for hospital dietitians, and personally soliciated civilians
in training in these institutions for appointments and assignment to duty with
the Army Air Forces. Approximately the same type of procedure was followed
in connection with the efforts to recruit physical therapy aides. The support of
the President of the American Physiotherapy Association was enlisted,” an
informative article submitted to the Physiotherapy Review for publication,” and
about 1,500 individual letters sent to the members of the American Physiotherapy
Association.*

The Officer Procurement Service agreed to be responsible for recruit-
ing these specialists for all components of the Army. Each candidate was
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permitted to indicate her choice of service with the Army Air Forces, Army
Ground Forces, or Army Service Forces; and in keeping with her qualifications
and the needs of the service, the choice would receive consideration. The
agreement provided for an allotment of approximately 25 percent of the recruits
for duty with the Army Air Forces” As a result of this agreement, the Air
Surgeon ceased his procurement activities in this area and all applications on
hand were transmitted to the proper agency for processing and appointment,
with the request that personnel so appointed be assigned to duty with the
Army Air Forces.

Aviation physiologists constituted another category of personnel needed by
the Army Air Forces, especially after the establishment of the high-altitude
indoctrination program,® and it was necessary to procure officers to staff the
various units. It was decided by the staff of the Air Surgeon’s Office that the
educational requirement for this work should be that the candidate hold the
degree of doctor of philosophy in the biological sciences from an accredited
institution, or equivalent training, with emphasis on human physiology.*
Later an additional provision stated that the degree must be received within
three years of the request for appointment.®

The high-altitude indoctrination and classification program for aircrew
personnel was intended to familiarize them with the “physiological principles
of high-altitude operations and to classify flying personnel as to tolerance to
anoxia, decompression sickness, and other conditions incident to high-altitude
flights.” * This objective would be accomplished by lectures on the physiology
of flight, demonstrations of the use of oxygen equipment, and simulated flights
in low-pressure chambers. Since it was necessary for these officers to be subjected
to repeated simulated high-altitude flights in the low-pressure chambers, it was
imperative that they be young men, for it was generally agreed that young men
could better withstand the rigors of this exposure than could older personnel.*”
It was thus correctly anticipated that the procurement of officers who could
qualify as aviation physiologist would be extremely difficult, for the age and
educational requirements would indicate a scarce skill.

In a prepared letter for G-1, dated 2 February 1942, the Air Surgeon
requested that an additional allotment of 150 officers be made to the Air
Forces for aviation physiologists, and that in commissioning these officers the
present policy on age be waived for the lieutenants.®® These officers would
include grades from lieutenant colonel to second lieutenant. Apparently this
letter was either not sent by the Chief of the Air Staff, or was not complied with,
for on 11 June 1942, a request was made to A-1, Appointment and Procurement
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Section, for a like number of physiologists to be commissioned as first and second
lieutenants,*® the names of the prospective candidates to be furnished by the
Air Surgeon’s Office.”

By g September 1942 only 40 physiologists had been commissioned, and a
request was made at this time for a procurement objective of 100 additional
officers of this specialty.”™ Because of the large number of flying personnel
who had to be trained in altitude flights, there was an urgent need for these
officers. Since officers with the qualifications necessary for aviation physiol-
ogists were not available, they must now be procured from civil life. In the
procurement objective for the Army Air Forces dated 28 September 1942,
therefore, physiologists were listed as one of the categories which could be
procured from civil life, provided applicants were above 30 years of age
and not classified by Selective Service as 1-A.”* However, both of the latter
restrictions could be waived if it was shown that the applicant had extraordinary
qualifications and that the need for his service was critical” This policy
remained in effect for a year until October 1943, when the Secretary of War
directed that all procurement objectives for the appointment of officers from civil
life be canceled with the exception of those for physicians, dentists, chaplains,
and service pilots.™ Therefore, this directive canceled the procurement objec-
tives for aviation physiologists and the Assistant Chief of Air Staff, Personnel,
advised the Office of the Air Surgeon to this effect.”

A recapitulation of procurement data follows: *

Number procured through the efforts of the Office of the Air Surgeon 1942......... 58
1 January 1943 to 13 October 1943 (date of cancellation of procurement objective) . . 54
After 13 October 1943. ... .. ... .
Officers transferred to program ... ... ... ... ... ciiiriiiiiii 19
Enlisted men commissioned. ... ... ... .. . iiiiiiiiii i 21
Total. . 156

Number of Medical Corps officers trained as aviation physiologists and at one time

assigned to the program ™. .. ... ... Lo 8y
Although the procurement objective for aviation physiologists was never real-
ized, it was ultimately possible to relieve all of the Medical Corps officers who
were assigned to the Altitude Training Units.”

Mention must also be made of the efforts late in the war to procure physical
reconditioning officers.

In March 1944 a conference was held between representatives of the Office
of The Surgeon General and the Office of the Air Surgeon ™ concerning the
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appointment of physical reconditioning officers for the Medical Department
of the Army. As a result of this conference, Maj. C. G. Munns of the Air
Surgeon’s Office sent a letter * to The Surgeon General suggesting that these
individuals have officer status in order to function efficiently, that many well
qualified personnel were available from enlisted men, that physical fitness
officers were not capable of functioning as vocational and educational guid-
ance officers, that the Army Air Forces needed twenty of these officers, and
that the Office of The Surgeon General and the Office of the Air Surgeon
should cooperate in getting a procurement objective for these officers approved.
Maj. Gen. G. F. Lull, Deputy Surgeon General, prepared a memorandum *
for G-1 which followed closely the ideas contained in the letter from the Office
of the Air-Surgeon, and Military Personnel Division, Army Service Forces,
approved the request with the recommendation that appointments, insofar as
practicable, be limited to individuals already in the service.” Upon G-1
approval, a procurement objective was set up for the appointment of 41 physical
reconditioning officers in the Medical Administrative Corps. The grades in-
cluded 10 majors and 31 captains and first lieutenants.

It is difficult to determine just what officials who set up this position had in
mind since it was not clear in the job description. For example, the applicant
must “have had adequate training and experience in educational guidance and
reconditioning,” while at the same time there must be “ability and experience
in such technical subjects as anatomy and physiology.”* The job description
virtually closed the door to appointment, for a candidate must *
be above 38 years of age; must hold a master’s or doctor’s degree in physical education,
education, or in related fields; must have achieved distinction in his profession, and must
have had at least 10 years of successful supervisory and administrative experience as head
of a recognized educational institution or program. Such experience must have been gained

in a leading institution of higher learning or in a professionally recognized school or school
system.

However, according to the Deputy Surgeon General, “Athletic directors,
coaches, trainers, and similar appointed personnel, . . . are not suitable for
use with convalescent patients,”® while the letter from the Air Surgeon’s
Office stated that they “are not suitable for use as vocational and educational
guidance officers.”* These statements further narrowed the field inasmuch
as it was hardly conceivable that men with degrees in education would have
the necessary training and experience in anatomy and physiology required for
reconditioning officers.

After 6 months of recruiting, only two men had been appointed for duty
with the Army Air Forces, and it was necessary for The Surgeon General to
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grant special dispensations in these cases.” It was at this point that Col. How-
ard A. Rusk, Chief, Convalescent Training Division, Office of the Air Surgeon,
initiated proceedings to have the job description changed.*® He asserted that
the original job description was designed for appointments as Chief of Recon-
ditioning Services, and that no need existed for additional officers for such
assignment in the Army Air Forces, although there was an urgent need for
junior officers to be selected from enlisted men already in the program who
would work under the Chief of Reconditioning Services. It was recommended
that such appointments be made in the grade of second lieutenant. It appears
from the recommendations of Colonel Rusk that the Convalescent Training
Division was no longer looking for men to act in the dual capacity of educational
and vocational guidance and physical reconditioning officers, but rather to the
appointment of enlisted men who were already serving with the reconditioning
program to be utilized exclusively as physical reconditioning officers.”® The
Office of The Surgeon General agreed to the suggested changes in the job
description.  According to this new job description, a candidate for appoint-
ment must hold a bachelor’s or master’s degree in physical education, education,
or in related fields, and must have had 5 years of successful supervisory and
administrative experience.” The requested changes were approved by G-1,
and a procurement objective of 14 second lieutenants was allotted to the
Army Air Forces.” Five appointments against this procurement objective
had been made as of 11 April 1945.%

The Aviation Psychology Program was directed by Dr. John C. Flanagan,
who was commissioned in the grade of major on 16 July 1941.>* Six other
psychologists were subsequently commissioned in the same grade to plan and
direct the program.

In a study prepared for the Chief of Staff by Major Flanagan in December
1941, it was stated that all available Reserve officers with the necessary psycho-
logical training had already been assigned to the project or to similar ones, that
few junior officers could be expected from the officer candidate schools, and that
in order to properly staff the project, it would be necessary to commission spe-
cialists in psychology directly from civil life. It was recommended that an
additional allotment of 42 officers be made to the Air Forces for accomplish-
ing the psychological classification and research program, to be commissioned
in the following grades: 6 majors, 12 captains, 12 first lieutenants, and
12 second lieutenants.” This procedure having been approved, the Civil Service
Commission, the National Roster of Scientific andSpecialized Personnel, the
American Psychological Association, and the American Association for Applied
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Psychology were asked to furnish names of psychologists. Men whose names
were secured from these agencies and from other sources were rated by key
personnel.”

In the latter part of 1944, an urgent need developed for clinical psychol-
ogists for duty with the Army Air Forces Convalescent Hospitals, and a request
was made at this time for a procurement objective of 35 additional officers.™
This request was approved with the provision that these men be appointed
from warrant officers and enlisted men possessing the proper qualifications for
clinical psychologists and that they be appointed in the grade of second lieuten-
ant.” It was agreed by the Psychological Branch of the Office of the Air
Surgeon that these appointments would be limited to enlisted men on duty
with the Army Air Forces."” Inasmuch as the majority of the candidates were,
or had been, on duty with the Aviation Psychology Program, the Psychological
Branch requested its officers in the various units to estimate the relative com-
petence of each applicant.’™ After the ratings were received by the Office of
the Air Surgeon, a list of names of the acceptable men was sent to The Adjutant
General. Twenty-seven of these appointments had been made as of 27 January
1945." As of 10 April 1945, there were 182 officers on duty with the Aviation
Psychology Program. Army Air Forces records of 138 of these officers '* show
that 56 were appointed from civil life, 53 from officer candidate schools, 22
either from enlisted status or transferred from other units, and 6 from the Reserve
Officers’ Training Corps.'*

In concluding this description of the Army Air Forces’ personnel procure-
ment program, the fact must not be lost sight of that never before had the air
arm carried out such a major responsibility in connection with medical service.
These developments were, however, but part of the pattern of the Army Air
Forces medical service that was taking shape. Personnel procurement had
been the major issue in 1942; in 1943 other issues were to emerge.

The Issues Are Clarified: 1943

As the summer and fall of 1942 passed, the Army Air Forces and Services
of Supply (later Army Service Forces)'® failed to reach agreement as to which
medical functions belonged to each, and the period was marked by the Air
Surgeon, on the one hand, expanding his program at Air Force bases and, on
the other hand, by attempts on the part of the Surgeon General to restrain this
trend. The latter still apparently viewed the Air Surgeon’s Office as being
a recalcitrant element which should be brought back into the fold of the
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Army Medical Department, and to this end two studies were prepared during
the summer of 1942. But by that time the Air Surgeon had decided that the
Army Air Forces medical service could only be developed to meet the wartime
emergency if there were a separate Air Force Medical Department altogether.
In other words, the Air Surgeon would in fact if not in name serve as a Surgeon
General and Air Force bases in the Zone of Interior would provide a system of
hospitalization and administration for the Army Air Forces comparable to that
of the Army. This was a valid concept if the basic premise were accepted that
the Air Force was a weapons system and that the hospital, as a part of that sys-
tem, must provide full medical care to insure the fighting effectiveness of the
force. It was not a valid concept if the pilot was considered but one more digit in
a vast Army composed of pilots and infantrymen, of truck drivers and cooks who
all alike were caught in a vast “system” of medical care. It was not a valid
assumption if the man were subordinated to the system. These, then, were
the basic principles at stake but as the months passed they were often obscured
by the personalities involved, so that activities were currently appraised in
terms of The Surgeon General versus the Air Surgeon rather than in terms of
the responsibility which each in obvious good faith was trying to discharge as
senior medical officer of a major force in a time of war.

By the fall of 1942, however, The Surgeon General had to face problems
more complex and more extensive than those posed by the Army Air Forces.
In September 1942 the Secretary of War and Chief of Staff appointed a com-
mittee headed by Dr. Sanford Wadhams to review and evaluate the Army
Medical Service. In its final report made in December 1942, the Wadhams
Committee stated among other things that “The Office of The Surgeon General
is accomplishing a satisfactory undertaking in a time of extreme stress, but there
do appear to be certain administrative difficulties which could have been avoided
by more aggressive action on the part of The Surgeon General.” It noted, too,
that the “semi-independence of the medical service of the Air Forces is most
regrettable.” Recommendations to remedy this situation were as follows: '**

4+ Believing that the Office of the Surgeon General is placed administratively at too
low a level in the War Deparument, it is recommended that this office be placed on the
Special Staff of the Chief of Staff. There should then be created on the staff of the Com-
manding General, Services of Supply, the position of “Chief Surgeon, Services of Supply,”
with a rank commensurate with the position and involving responsibility and authority
corresponding to that of The Air Surgeon and of the Ground Surgeon within their
respective commands., Within each Service Command there should be a unified Medical
Division, the Director of which should be on the staff of the Service Commander in
charge of all medical activities.

* & * #* * * *
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6. Every practicable effort should be made to bring medical service in the Air Forces
under the supervision, authority and control of The Surgeon General. In the event no
practicable means can be developed in this critical period, the Committee urges that a
clear and concise delimitation of authority, responsibility and functions of The Air Surgeon
under The Surgeon General be formulated and issued by proper authority.

It was upon this note that the first year of the war came to an end. The
Air Surgeon had not yet seen the report or registered his views. This would
come some months later in connection with another report, the Hillman Report.

The term of Surgeon General Magee would expire in May 1943 and
during the next few months there was some uncertainty as to whom the
President would appoint as his successor. His final choice was Maj. Gen.
Norman Kirk rather than Maj. Gen. A. W. Kenner. The new Surgeon
General was obviously concerned with the recommendation of the Wad-
hams Committee regarding the elevation of his office to the Special Staft
level, but his appointment did not automatically elevate his position to the top
echelon, and throughout the war no such office was established per se. On a
purely unofficial basis Maj. Gen. Howard McCrum Snyder, Assistant to the
Inspector General, acted as “Eyes” and “Ears” for the Chief of Staff and medical
matters were cleared through him at the Chief of Staff level.”™ General Kirk,
however, was consistently to maintain the position that he was not merely The
Surgeon General of the Army Service Forces but of the Army as a whole and
as such was the senior medical adviser. On the other hand, General Arnold
was, with the same degree of consistency, to maintain that The Surgeon General
was under the command control of the Commanding General, Army Service
Forces, Lt. Gen. Brehon B. Somervell. As a major force commander, General
Arnold made it clear that he would not permit another force commander to
control any element of his own force; that he was “not going to have Bill Som-
ervell telling me how to run my medical service.” *® The diametrically op-
posed viewpoints were soon to be tested as The Surgeon General began to
develop a program designed to centralize the medical services of the Army
Air Forces—described as semiautonomous by the Wadhams Committee—
within his office. It had been suggested that “every effort” be made to cen-
tralize it within the Office of The Surgeon General and, failing, that the
responsibilities of the Air Surgeon should be clearly defined and limited.
As a first step, The Surgeon General proposed to the Air Surgeon that he
become Deputy Surgeon General, a position calling for a major generalcy.
Convinced by now that such a plan would be detrimental to the Army Air
Forces, General Grant refused personally to consider the suggestion, but agreed



70 MEDICAL SUPPORT OF THE ARMY AIR FORCES IN WORLD WAR II

to pass along the recommendation to General Arnold. His feelings in the matter
were illustrated by his stipulation to the Commanding General, Army Air
Forces, that if such action were taken, he be transferred to an overseas
assignment. Shortly thereafter the position of the Air Surgeon was elevated
to that of a major general which brought the Air Surgeon to a rank comparable
to that of The Surgeon General and placed him in a much stronger position than
ever before.’”

Meanwhile, in the 6-month period following the report of the Wadhams
Committee, and prior to the swearing-in of the new Surgeon General, there had
been a tug-of-war between the Office of The Surgeon General and the Office
of the Air Surgeon over the problem of establishing rest and recuperation centers.
Having been unsuccessful in bringing the Air Surgeon’s Office under his
control, The Surgeon General had turned his attention to medical installations
on air bases. Since late 1942 the Army Air Forces had attempted to establish
convalescent and recuperative centers in the Zone of Interior. Under existing
regulations, personnel returning to Zone of Interior were under the jurisdiction
of the Army Service Forces, and operational fatigue cases were treated in the
general hospitals along with the general class of psychoneurotic cases. As a
result, many of the flyers were lost to the Air Forces, which, according to the
medical officers of the Air Forces, was due to a lack of “specialized therapy pro-
cedures for highly specialized flying personnel” in the general hospitals.™® It
was further argued that this treatment could not be given in such hospitals.
In a memorandum to the Chief of Staff ™ requesting the necessary authority
to establish and operate specialized hospital and recuperative centers for the
personnel of the Army Air Forces, it was pointed out by the Air Staff that the
program would entail no extra cost over the present arrangement, since the
general hospital facilities now in use would be released, and that in addition
an over-all saving would be effected as a result of salvaging a greater number
of combat personnel.

To this request, The Surgeon General wrote his dissent in unmistakable
language.* He said in part:

It is made to appear that his [the airman’s] fractures, burns, acute infections, and mental
disease must be treated by medical officers with a psychological approach peculiar to them
and known to no others. By the same token paratroops, and infantrymen should be given
definitive medical care by medical officers who eat and sleep and constantly associate with
them and who are capable of “speaking the language” of the particular service concerned.
In brief, he recognized no operational fatigue or other disease caused by combat
experience and Air Forces personnel could presumably be treated as adequately
in general hospitals as in special hospitals operated by the Air Forces. The
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Commanding General, Services of Supply, agreed “completely” with The
Surgeon General and therefore failed to concur in the establishment of special-
ized hospital and recuperative facilities for the Army Air Forces."* Although
failing to concur in the establishment of special hospital centers, The Surgeon
General did, however, approve the organization of non-medical rest centers
for both combat and Zone of Interior personnel.™*

The Air Forces, however, continued to press for the necessary War De-
partment authority which would enable them to deal with the convalescent
problem within the Air Forces. The Chief of the Air Staff observed in connec-
tion with the nonconcurrence of The Surgeon General that the opinion was
based on a “lack of knowledge and understanding of the problem involved
as pertains to Army Air Force combat crew members.” The position of the
Air Staff was stated bluntly: ***

It is believed that specialized treatment for staleness, anoxia, operational fatigue, aero-
neurosis, aero-embolism, and the other unique strains encountered only in flying is manda-
tory if the individual is to be returned to flying as a successful air crew member and not to
sacrifice his previous training, combat experience and other demonstrated capabilities.
The very rapid and continuous change of altitude, for example, sea level and desert heat and
ending at 30,000 to 35,000 feet in sub-zero temperature within a short space of time, produces
an additional and unique strain not associated with other forms of combat work, which has
been entirely overlooked by those not familiar with the problems of flying.

On 6 February 1943, G4, recognizing the need for rest and recuperative
facilities for military personnel, discussed the problem in a memorandum to
G-1."* Reference was made to the current demands of the Army Air Forces for
rest centers, and it was thought likely that the Army Ground Forces and the
Services of Supply would be interested in rest facilities for their fatigued person-
nel, probably to a lesser degree than the Army Air Forces. It was foreseen that,
as casualties increased, recuperative facilities would be needed for personnel
recovering from recent hospitalization and also for personnel who did not need
hospitalization, but rest. The latter group would experience increasing difficulty
in caring for themselves after returning to this country due to food rationing and
high prices. However, G—4 held that the immediate needs of the combat zones
for rest centers involving psychiatric study should be the responsibility of the
theaters of operation. Concerning the personnel returning to the United States,
it was believed that this personnel would either be physically fit for furloughs
or be in definite need of hospitalization, and the problem was one that would
arise in the future as casualties increased. G4 further advised G-1 that, “if, in
your opinion, the time has arrived to consolidate planning on this subject, it is
recommended that you conduct a survey to determine a line of departure for
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action.” G-1 followed this suggestion by sending a copy of the G-4 memoran-
dum to all interested agencies of the War Department for comment. By 4 May
1943 answers from all the agencies had been received.™”

The Commanding General of the Army Ground Forces was of the opinion
that it was unnecessary at this time to consolidate planning for rest and recupera-
tive facilities for military personnel. Among the reasons given to substantiate
this position were these: The number of personnel returning would be too
small to warrant the expenditure necessary; the majority of personnel would
prefer to go home for rest and recuperation; the plan would entail considerable
expense and require additional manpower; and, finally, there was no need for
rest facilities for personnel in training in this country because of the frequency
of passes and furloughs. It was agreed, however, that rest camps should be
considered at this time for overseas theaters."®* The Commanding General of the
Army Service Forces was opposed to establishing rest and recuperation facilities
in the United States for personnel of the Army Service Forces, and, therefore,
fully concurred in the memorandum of the Commanding General of the Army
Ground Forces of 25 February 1943.**

G-1 was not in accord with the position taken by the Army Ground Forces
and the Army Service Forces, and its views were stated in part as follows: *°

There is a definite need for rest and recuperation facilities for all components of the
Army . ..

The needs for rehabilitation centers are for the care of men who are able to leave
general hospitals but who require further rest, a period of convalescence, psychiatry or
occupational therapy treatment, which treatment could be accomplished at these centers,
thus clearing general hospitals for new casualties. Due to the cost and time required to
train air combat crews, it is obvious that steps should be taken to salvage as many crew
members, returning from combat and suffering from operational fatigue, as possible, in the
least practicable time. This can best be accomplished through immediate specialized treat-
ment in hospitalization and recuperation centers operated by or for the Army Air Forces.

It is recommended that the establishment of rest and recuperation facilities, as requested
by the Army Air Forces, be provided for the battle casualties of the whole Army.

After comments had been received from all interested War Department
agencies, G-4 announced a conference to be held on 7 May, with each agency
requested to send a representative.’” At this conference it was agreed that the
recommendation of the Commanding General of the Army Air Forces should
be presented to the Chief of Staff for his consideration. Then G-4 added:**

It is the opinion of this Division that the Army Air Forces failed to clearly state main
purpose for which this specialized treatment of air crew personnel is based. The point of
issue is the fact that’a normal decrease in efficiency due to operational flying fatigue will,
if not properly detected and treated, result in excessive operational accidents with a resultant
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damage to equipment and loss of highly trained personnel, and that the providing of leaves
or furloughs is not adequate treatment in many cases. The detection and determination
of the degree of flying fatigue requires close observation by trained personnel. The Army
Air Forces, for more than 20 years, have given special training to medical officers in the
care and examination of the flier and have the bulk of the qualified flight surgeons which
are required for the proper handling of such cases.

It has been demonstrated by British experience that if flying fatigue is possessed beyond
a certain point it is not possible to rehabilitate personnel to an extent that restores their
military usefulness. It is also essential that in severe cases of flying fatigue the proposed
treatment be initiated promptly in order to offset a mental condition which might be present.

This was in keeping with an earlier conference in which the staff of the
Air Surgeon had developed these points: **

1. More than 50,000 members of the Air Forces will be in the combat zone by January
1, 1944, and thus the need for this facility will become greater.

2. The present allotment to the Air Forces of 4.5 medical officers per 1000 men need
not be increased; therefore no additional medical personnel will be required.

3. With reference to hospitalization, no increase in beds for the entire Army will be
necessary, and the approval of these facilities will reduce, in proportion, the number of
beds needed in general hospitals.

4- No construction will be necessary as hotels not needed for civilian purposes can be
utilized.

5. Quite frequently the Army Air Forces lose track of personnel returned from combat
for hospitalization when the rehabilitation period is prolonged. This proposed system
will eliminate this delay and the much needed combat crewmen would be reclassified and
returned to duty much sooner.

6. It is not proposed in this plan to treat patients suffering from battle wounds. These
cases will continue to be sent to general hospitals and, when released, would be referred to
this facility to be classified and rehabilitated when necessary.

#. The United States Navy now has a similar facility for their combat crewmen.

8. The RAF also has a system very similar, except they, in addition, operate their own
general hospitals and their combat crews are returned from war theaters after a definite
number of hours of combat in the air and assigned to a recuperation hospital for treatment
and rehabilitation when necessary. The necessity is decided by a disposition board
consisting of flight surgeons.

G-1 submitted the problem of specialized treatment for aircraft combat
crew personnel to the Chief of Staff in a memorandum dated 25 May 1943."*
The Chief of Staff apparently discussed the matter with the Secretary of War,
for it was noted that the approval announced by the Chief of Staff was also
personally approved by the Secretary of War.

Convalescent centers were approved for the Air Forces to serve those com-
bat crew members who suffered from operational fatigue and also for all Air
Service personnel who had been hospitalized in general hospitals for disease,
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injury, or battle casualty. These centers would be equipped with the minimum
facilities from the standpoint of surgery and medicine to care only for such
acute disease or illness as might occur. They would not operate as general hospi-
tals, except that authority was granted to the Station Hospital at Coral Gables,
Fla., to function as a general hospital only for the purpose of reclassifying officers
for limited service and for appearance before retiring boards.”™ It was further
agreed that, should an increase in bed facilities be necessary to meet the present
accepted standards, authorization for leasing or construction would be forth-
coming.'”® “Convalescent centers” were activated on 18 September 1943 at sta-
tion hospitals located at Coral Gables, Fla.; Buckley Field, Colo.; San Antonio
Aviation Cadet Center, Tex.; Santa Ana Army Air Base, Calif.; Maxwell Field,
Ala.; Mitchel Field, N. Y.; Fort George Wright, Wash.; and Jefferson Bar-
racks, Mo Approximately 9 months had passed since the Commanding
General of the Army Air Forces asked permission to establish such convalescent
centers for Air Forces personnel.

Surgeon General Kirk apparently viewed the development of convales-
cent centers with concern, especially the fact that the station hospital at Coral
Gables was to function as a general hospital. The convalescent hospital system
could indeed constitute a very real threat to the traditional system by which
patients were returned from overseas theaters for treatment; the precedent of
authorizing the Army Air Forces to operate a general hospital could jeopardize
the general hospital system. The Army Air Forces, however, was learning by
experience that the hospitalization and evacuation system must support the Air
Force mission and that to conserve the fighting strength and return the flyer
to duty as rapidly as possible the Air Forces must retain continuous administra-
tive control of the patient.

During the late winter of 1942 and the spring of 1943 as manpower became
increasingly critical, the AAF was able to harbor its resources in a manner
which would not have been possible if so many specialists had not during the
spring of 1942 chosen duty with Army Air Forces. This meant that the poten-
tia] at certain Air Force station hospitals was such that care could be provided
at base level comparable to that of a general hospital, providing equipment was
available. Man-days were saved which ordinarily would be spent in travel and
in administrative processing. There was no chance of the patient being lost
to the Air Forces and reassigned elsewhere since continuous control was
exercised. The medical staff was familiar with the individual case and the
rapport established proved a boost to the mental well-being of the patient as
well as to his physical well-being. Moreover, a factor always held important by
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the Air Force was demonstrated, namely that the patient recovered more rapidly
in familiar surroundings where he could maintain close contact with his daily
associates. 'Thus, the Air Forces was carrying out a policy based upon sound
principles and demonstrable in part by the fact that the health of the Air Forces
was consistently higher than that of the ground forces. By the winter and
spring of 1943 this development had become a matter of major concern to The
Surgeon General who saw in it a second threat to the general hospital system.
After a visit to Maxwell Field, Alabama, for example, Brig. Gen. C. C. Hillman,
a member of his staff, reported that the station hospital there was operating as a
small general hospital; that it was overcrowded, which necessitated the use of
barracks not designed for hospital purposes; and yet, only 12 beds of a 45-bed
allotment at Lawson General Hospital, Georgia, was being utilized. He noted,
however, that he found the morale of the personnel high, the equipment in good
condition, departments well policed, and that the hospital had “the appearance
of being well run.”

The controversy mounted. In addition to the Wadhams and Hillman
Reports, the Commanding General, ASF, was, in April, to receive yet another
report in the form of a memorandum from The Surgeon General deploring the
current trend in the Army Air Forces toward separate hospitalization.”™ This
communication,'* appearing to have been in large part responsible for the initia-
tion of the move by the Army Service Forces to control the medical service of the
Army Air Forces, should be discussed in this connection, even though it was not
transmitted to the Air Surgeon for comment. In this communication The
Surgeon General observed that it was unfortunate to have separate hospitals
for the Air Forces; that the Air Surgeon’s Office was duplicated by the Office
of the Service Command Surgeon; and that the Air Surgeon intended “to
promulgate a separate air general hospital function for patients from air station
hospitals, or from overseas via air evacuation.” ** In support of this statement
The Surgeon General called attention to AAF Regulation No. 20-15, 1 Febru-
ary 1943, which exempted the Breakers (Hotel) Hospital and the Miami-Bilt-
more (Hotel) Hospital from corps area control and placed them under the Air
Surgeon. This he interpreted as the first step in initiating the general hospital
program for the Air Forces, 2 program which he considered serious because of
the shortage of medical personnel and supplies.

Already, he said, numerous Air Force station hospitals were hospitalizing
more than 4 percent of the command. “Inquiry as to the cause for this over-
crowding has elicited the fact that most of the posts where this overcrowding
occurs are either acting as pseudo general hospitals receiving patients from other
Air Force hospitals, or are not utilizing general hospitals, or both.” He objected
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also to the thesis that the medical service for airmen must be rendered by medical
officers “speaking their language,” for he said, “This is one Army.” He recom-
mended, therefore, that “hospitalization of Army Air Forces personnel be made
a responsibility of the service command; that only medical department personnel
attached to field units of the Army Air Forces be directly responsible to the Air
Force Surgeon,” and, finally, that the matter “be presented to the Chief of Staff
for clear delineation of the responsibilities of The Surgeon General of the Army
for health of the entire Army.”

Apparently impelled by this memorandum and strengthened by the Wad-
hams and Hillman Reports, The Commanding General, Army Service Forces,
initiated action to centralize medical services within the Service Command. In
a memorandum dated 30 April 1943 for the Chief of Staff, he said in part:™®

1. a. The authority of The Surgeon General as the chief medical officer in the War
Department requires early clarification; until such is clearly established the unified super-
vision and administration of the military-medical service so essential for efficiency, economy,
adequate operations and satisfactory results will continue to be difficult.

4. Certain findings and recommendations included in the report submitted to the
Secretary of War by the Committee to Study the Medical Department of the Army . . .
confirms the necessity stated, as does a communication from The Surgeon General dated
April 12, 1943.

Appropriate letters for inaugurating this unification program were included
for the signature of the Chief of Staff.”** This study was buttressed by extracts
from the Hillman Report *** and the Wadhams Committee.”™ The basic study,
together with accompanying documents, was sent by the Chief of Staff to the
Commanding General, AAF, who in turn submitted it to the Air Surgeon
for comment.

In connection with the Hillman Report, the Air Surgeon admitted that in
many instances Air Forces station hospitals were “performing medical service
comparable to that found in general hospitals. . . .”*** This practice was
justified by Circular Letter No. 61, Surgeon General’s Office, dated 27 June 1942,
paragraph 4, which stated: “No hard and fast rule can be laid down, but in
general, it will be the policy of the Medical Department to treat as general
hospital cases all patients who require more than go days hospitalization, as
well as all cases requiring operating treatment which is not available at station
hospitals.” In further defense of the practices in station hospitals, paragraph 5
of the same circular was quoted:

-Major surgery of elective type is normally a function of a general hospital and such cases

would ordinarily be transferred to the nearest general hospital; however, when, in the opinion
of the Corps Area Surgeon or in the case of Air Force stations the Surgeon of the Army
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Air Forces, the facilities are adequate and the proficiency of the surgical staff such as to
warrant it, such operations may be performed at station hospitals.

It was also noted that certain types of cases from overseas were being retained
by Air Forces station hospitals, and that authority for this practice was con-
tained in Circular No. 5, paragraph 8. Exception was taken to the statement in
the memorandum from the Assistant Chief of Staff for Operations, Army
Service Forces, which contended that “Existing directives are not being complied
with, and probably will not be, until a specific decision of the Chief of Staff is
published.” **

Turning then to the statement in the Wadhams Report which said, “The
semi-independence of the medical service of the Air Forces is most regrettable,”
the Air Surgeon noted emphatically that it was a matter of opinion not sup-
ported by evidence and that “the committee as constituted lacked military medi-
cine—much less aviation medicine—to be considered authoritative.”

The Air Surgeon concurred in the recommendation that The Surgeon Gen-
eral be on the special staff of the Chief of Staff, but took exception to the recom-
mendation that the Air Forces medical service be brought under the authority
and control of The Surgeon General. To do so would violate “command func-
tions under the present organization of the Army, delegating to one command,
command functions over a command of equal authority.” He also challenged
the statements that “confusion exists as to a unified medical service” and that
“operations of the medical service within the Army Air Force will result in
duplication of medical plant, personnel, and equipment requirements and
capacities.”

The Commanding General, Army Air Forces, concurred in the memo-
randum of 30 April 1943 for the Chief of Staff from the Commanding General,
Army Service Forces, subject to reservations, but this concurrence had little
tangible meaning for The Surgeon General because the Commanding General
noted that the “Medical service within the AAF is now operating on a satis-
factory basis and no substantial changes in present organization or procedures
or in relation with The Surgeon General can be concurred in at this time.” **"
The entire case was submitted to the Assistant Chief of Staff, G—4, who
prepared a staff study for the Chief of Staff.”™ That office after investigating
reasons for the recommendation of the Commanding General, Army Service
Forces concluded: **

Basically, The Surgeon General opposes the gradually growing independence of The

Air Surgeon on the grounds that independence leads to duplication of facilities and opera-
tions. The Air Surgeon, on the other hand, contends that the greater efficiency of his
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system justified its semiseparation on all grounds, including economy. The Surgeon Gen-
eral admits a difference in efficiency. It results from several causes, among which are the
difference in magnitude of the two problems, the greater authority over his personnel
and facilities enjoyed by The Air Surgeon, and the difference in internal organization
channels in which the two work.

The alternatives were stated in this manner:

A decision at this time must choose between, on the one hand, a definition of author-
ities which appears to achieve complete unification but which will work effectively only
with the enthusiastic concurrence of all concerned and with a considerable improvement
in the medical service of the Army and, on the other hand, a definition of authorities
which will certainly achieve more efficient medical care for one part of the Army but which
is a trend definitely away from unification.

The latter alternative was chosen, with the explanation that “This choice
is dictated to a certain extent by expediency, but with the thought that greater
efficiency in one part of the Army should serve as an incentive to the remainder.”

The Chief of Staff made his decision in line with the recommendations of
G—4 and announced these principles for the guidance of The Surgeon General
and the Air Surgeon: ™

a. Procurement of medical personnel will be handled by The Surgeon General on an
over-all basis, with such decentralization to the major services as The Surgeon General
deems appropriate.

b. Station hospitals on Air Force posts, camps, and stations are under the command
of the Commanding General, Army Air Forces.

c. Aviation medicine and medical treatment of combat crews are Air Force responsi-
bilities which will be discharged by the Air Surgeon. Such gencral hospitals as are
necessary to meet this need will be assigned to the Army Air Forces upon approval by
the Chief of Staff.

The policies set forth in this memorandum obviously disappointed the
Commanding General, Army Service Forces, and The Surgeon General, espe-
cially the provision for assignment of general hospitals to the Air Forces. Steps
were immediately taken to have this part revoked, although the procedure used
in effecting this change is not a part of the AAF record. It appears, however,
that The Surgeon General appealed the decision of the Chief of Staff to the
Secretary of War, and the discussions in connection therewith were carried on
by means of the telephone or by hand-processed memoranda that never reached
the official files; for on g July 1943 a corrected copy of the 20 June 1943 mem-
orandum was issued by the Chief of Staff in which that part making provision
for the assignment of general hospitals to the Air Forces was deleted.* Thus
ended one of several determined efforts of the Army Service Forces to cen-
tralize activities of the Air Surgeon’s Office.
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In contrast with the attitude of the Army Surgeon General, members of the
civilian medical profession were enthusiastic about the Army Air Forces pro-
gram. In June 1943 following the recent swearing-in-ceremonies of the new
Surgeon General, General Grant had discussed the AAF program at the
meeting of the House of Delegates of the American Medical Association
in Chicago. At the close of his remarks he received a standing ovation from
the audience and Dr. Arthur T. McCormack of Kentucky “moved that this
statesmanlike address containing the sound principles that it does be referred to
the Council on Medical Education and Hospitals with the commendation of the
House.” This motion was unanimously adopted and letters of appreciation
were sent by the American Medical Association to the Secretary of War and to
General Arnold.™*

Surgeon General Kirk, however, had just received a major setback in his
attempt to centralize Army Air Forces medical service within his office: not
only did the AAF retain control of its medical installations and of medical
care for combat crews, but G-4 had recommended that, if the Chief of
Staff approved, such general hospitals as necessary be assigned to the Army
Air Forces. Implementation of this latter step had barely been avoided. He
now approached the problem in a different manner by severely restricting the
type of surgery that could be performed at AAF station hospitals. On 19 July
1943, in War Department Circular No. 165, “elective surgery” was defined
in such a manner that it could be performed only in general hospitals. It
would include “fractures of the long bones, complicated fractures, fractures
of the facial bones, fractures of the pelvis, with the exception of simple fractures
that will not require in excess of go days hospitalization.” As a result of this
action, the station hospitals of the Army Air Forces were limited in the type
of service which could be rendered by these specialists, and highly skilled
specialists would be declared surplus and transferred to Army general hospitals.
Through the summer of 1943, however, station hospitals of both the Army
and the AAF apparently did not follow the definition of elective surgery
very closely, for in the fall of 1943 The Surgeon General complained that the
meaning of “elective surgery of a formidable type” had not been clearly under-
stood. His recommendations to clarify the matter appeared in an amendment
to War Department Circular No. 304, which, in effect, reduced the Air
Forces station hospitals to dispensaries.**®

The representatives of the Air Forces immediately began a movement to
obtain relief from the provisions of these circulars. The Air Surgeon sent a
memorandum to the Commanding General, Army Air Forces, on 29 Novem-
ber 1943 in which the problem was discussed at length.**  First, he noted, the
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policy established by these circulars was clearly in opposition to the command
responsibility of the Commanding General, Army Air Forces. Moreover, the
basic principle of military medicine was “to provide medical care for the sick
and the injured with minimum number of days lost from duty, and in nearest
adequate facility,” a principle which was violated by both War Department
Circulars 165 and 304. It was pointed out further that the Air Forces’ medical
plan reduced time lost from duty; provided “complete treatment, convalescence
and rehabilitation in the nearest medical facility”; and permitted full utilization
of medical personnel. On the other hand the policy of The Surgeon General,
if allowed to remain in effect, would completely destroy the medical service of
the Air Forces in that $250,000,000 worth of station hospitals fully staffed and
equipped were reduced to dispensaries. These hospitals, completely staffed,
must remain so to take care of emergencies, yet The Surgeon General’s policies
would now prevent their full use.

These facts were reiterated in 2 memorandum from Arnold to the Chief
of Staff on 26 December. He noted that as Commanding General, Army Air
Forces, he was responsible for the care, control and utilization of 2,300,000
officers and enlisted men. He was similarly responsible for utilization and
operation of 237 hospitals and 144 dispensaries-at Army Air Forces stations in
the United States having a capacity of 4,431 beds, representing a Government
outlay of $250,000,000. He pointed to the fact that medical officer personnel
assigned to the Army Air Forces numbered more than 10,000 of which over
9,000 volunteered from civil life for service with the Army Air Forces and some
4,000 ranked as specialists. Because of this staffing capability, approximately 60
Army Air Forces hospitals had been investigated and approved by the Arnerican
Medical Association as residencies of medicine and surgery and approximately
the same number inspected and awarded certificates of excellence by the
American College of Surgeons. With this equipment and personnel, the Army
Air Forces had undertaken a program which emphasized preventive steps to
reduce the number of cases, to maintain a convalescent-rehabilitation program
designed to minimize days lost to the service, to return personnel to duty in
the best possible condition for service, to maintain morale of hospitalized
personnel, and to continue training during hospitalization to the maximum
extent. The success of this program, he noted, was attested by the fact that the
rate of admission to hospital and the days of service lost to Army Air Forces
personnel had been consistently lower than the corresponding figures for the
other Army forces. In the past 6 months in the continental United States the
rate of admission had been less by a differential varying from 10 to 20 percent
than comparable rates of other Army forces. The days lost by personnel treated
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at other Army Air Forces installations exceeded those lost by personnel treated
at Army Air Forces station hospitals by from 16 to 50 percent.

The 29 November memorandum prepared by the Air Surgeon, mean-
while, served as the source of an Army Air Forces memorandum to the War
Department General Staff in which it noted: **®
Under the provisions of paragraph 4 @ and &, Circular 304, War Department, 1943, the
Commanding General, Army Air Forces, can no longer provide the medical services at
his stations which in his considered judgment are vitally important. His medical installa-
tions are reduced in scope to dispensaries; the retention therein of highly skilled surgeons

and physicians is unwarranted and wasteful; an invaluable element of his command,
contributing greatly to the successful performance of his mission, is emasculated.

It was recommended that the Army Air Forces be excepted from compliance
with paragraphs 4 4 and b of War Department Circular No. 304; and further,
“that proposed plans and programs of other War Department agencies which
directly affect personnel planning and operations of the Army Air Forces, be
submitted to this Headquarters for comment prior to publication.”

G-1 transmitted the memorandum to Military Personnel Division, Army
Service Forces,® which in turn referred it to Office of The Surgeon General for
remark and recommendation.”” While admitting that medical personnel must
be on hand to render prompt and effective service for emergency cases, that office
denied the necessity of including elective surgery in this medical service. Cases
involving elective surgery should be sent to general hospitals where specialists
were available for such operations.”” According to The Surgeon General, a
shortage of doctors for the Army as a whole existed, increasing demands for
medical personnel in the theaters of operations must be met, and it was planned
to transfer the specialists from the station hospitals. Even the general hospitals
were being specialized for certain types of cases.'™ As a result of his plan
many specialists would be made available for service with overseas troops,
while at the same time better, more specialized service would be in effect in
the general hospitals.”™ These ideas were incorporated in a memorandum
transmitted to G-1 by the Commanding General, Army Service Forces, with
full concurrrence “in all particulars,” and it was recommended that the request
for action to except the Army Air Forces from the provisions of paragraphs
4 @ and b of War Department Circular No. 304 be denied.**

The Deputy Chief of Staff, however, directed G-1 to reconsider Section II
of Circular No. 304 on the basis of the following:

a. The Army Air Forces must make available their proportionate share of medical
officers for overseas assignment . . .
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b. Army Air Forces bases must have available in their station hospitals sufficient medical
facilities and surgical skills to handle promptly and efficiently injuries due to airplane
accidents.

¢. There should be no absolute prohibition of elective surgery in Army Air Forces
hospitals where facilities are available . . .

The decision as finally written was embodied in paragraph 4 4, War Depart-
ment Circular No. 12, which read:*®

At Army Air Forces stations where sufficient medical and surgical facilities must be
maintained to handle injuries promptly and efficiently due to aircraft accidents, elective
surgery may be performed if facilities and specialists are available. Medical facilities pro-
vided to handle aircraft accidents will be utilized to handle other types of medical and
surgical cases to the extent possible without interference with the requirements that they
be able to meet emergencies incident to aircraft accidents.

Thus the Army Air Forces station hospitals in the Zone of Interior were per-
mitted to provide medical services within the limit of their capability.

Out of the experience of the last year were to come two activities which
would be mutually beneficial to the Army and the Army Air Forces. First,
The Surgeon General requested that the Air Surgeon furnish him a flight
surgeon for duty in his office, “to advise concerning specialized treatment, trans-
fer, and disposition of combat crews.” This request not only was approved by
the Chief of Staff, but had the personal approval of the Secretary of War. Asa
result, Col. A. H. Schwichtenberg (MC) was placed on detached service from
the Air Surgeon’s Office and assigned to The Surgeon General’s Office as Liaison
Officer.™ His was a most difficult role. Although it was possible to avoid
numerous actions which would have had adverse effects both upon the Air
Forces medical service as well as that of the Army, he was by no means success-
ful in resolving many of the most fundamental issues because of the strong op-
posing convictions held by the Air Surgeon and The Surgeon General. He was,
however, to be of material assistance in furthering the progress of the air evacua-
tion planning and obtaining authorization for its use in continental U. S. and
was ultimately assigned as Deputy Chief of the Operations Divisions for Domes-
tic Operations evacuation under Brig. Gen. R. W. Bliss. He aided materially
in the development of the Medical Regulating Office system.

The second activity which helped alleviate the critical situation was the
assignment of a flight surgeon in each general hospital where flying combat
personnel were hospitalized.”™ The Personnel Distribution Command was
given the responsibility of designating flight surgeon consultants for duty in
the general hospitals and supervising their work.”™ Subsequently an Air
Force liaison officer system was established which greatly facilitated the reas-
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signment of Air Force patients. Nearing completion of their hospital stay the
liaison officer would communicate directly with the personnel assignment
officers in appropriate Air Force headquarters and at the time the patient
was ready for discharge from the hospital an assignment awaited him. This
was so successful that it was later copied by the Army and was a major con-
tributing factor in shortening the length of stay of Air Force personnel in the
general hospital system.

The Mounting Crisis: 1944

These surface actions, however, could not solve the fundamental problem
of whether a nonservice force should control the medical component of a
combat force. Throughout the war the Air Staff had given its firm support
to the Air Surgeon who, upon the basis of his experience, had determined
that the Army Air Forces must operate its medical service including general
hospitals for Air Force personnel. He had not looked favorably upon the
attempts of The Surgeon General to limit the type of service that could
be permitted at station hospitals, and it was apparent that future attempts
on the part of The Surgeon General to determine Army Air Forces requirements
would be firmly resisted. Through the past two years the major problems
relating to hospitalization had been primarily concerned with Zone of Interior
facilities. By the end of 1943, however, these problems had been largely
resolved with the publication of the War Department directive which clarified
Army Air Forces responsibilities for hospitalization and aircrew care.
Whether the basic principles established in War Department Circular 120
applied to overseas theaters had yet to be determined.

In the theaters the Army Air Forces controlled no fixed medical installa-
tions larger than the 25-bed aviation medical dispensaries. Since the North
African Campaign complaints had been coming informally to the Air Sur-
geon’s Office from overseas air surgeons. As an emergency measure, Air Force
personnel in the North African and Tunisian Campaigns had been hospitalized
in British hospitals. A partial solution to the problem of hospitalization had
been found as the Allies moved into Sicily and Italy. General hospitals were
assigned to the Air Forces, and the aviation medical dispensaries provided
service at small air installations. From the China-Burma-India theater, pri-
marily an air theater, complaints were received because of the need to send
patients to Services of Supply installations involving a loss in precious man
days to the Air Forces. From the Pacific likewise came complaint after
complaint.”®™ It was from the European theater, however, that explosive
action was shortly to come, bringing the whole problem to the White House.
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As the war effort gained momentum in the winter and spring of 1944 it
was apparent that the issues would soon have to be defined. Moreover, the
advances in fighter aircraft had been of such magnitude that organizational
concepts for tactical air forces were changing and planners were concerned,
among other things, with the problem of integrating the medical element to
support the force in its field mission. There were two aspects to the problem:
The first dealt with airborne medical facilities and personnel which would
accompany the forces to the combat area; and the second dealt with the problem
of caring for aircrew personnel hospitalized at fixed installations in the Zone
of Communications.

It appeared that determination of the medical plans, policies and organi-
zational concepts for servicing the tactical air forces in the combat areas would
be largely a problem of the major force involved, i. e., the Army Air Forces.
The problem of fixed hospitals in the Communications Zone to provide more
elaborate care, however, was one that promised to cause as much debate as
had the problem of station hospitals in the Zone of Interior. It will be recalled
that the War Department reorganization which established three major forces
provided a pattern for overseas organization: ground, air and services forces were
co-equal in status, and all subject to the command control of the theater com-
mander. In a theater of operations, all fixed installations including medical
were under the control of the Services of Supply. This was in accordance with
the traditional administrative organization which provided for the combat and
noncombat zones to be served by combat and noncombat personnel.

Long-range aircraft, however, had rendered obsolete these traditional or-
ganizational concepts developed to serve surface-borne troops. This meant
that the air bases of a single long-range flight might traverse both the Com-
munication and Combat Zones with the target beyond enemy lines. The
important point for consideration, then, was one of administration: Was it
better military management to utilize SOS facilities—at the same time
relinquishing administrative control of highly trained aircrew personnel to
the ponderous SOS administrative system—or to provide station hospitals to
care for the sick and wounded. Since the long term sick and wounded cases
could not be as satisfactorily rehabilitated for flying as for ground duty, they
would be returned to the Zone of Interior. The need for general hospitals
was therefore limited and the procedure used in the Mediterranean was basically
satisfactory; there general hospitals had been assigned for Air Force use.
The Air Forces did, however, require station hospitals in the overseas hospitals
comparable to those under Air Force control in the Zone of Interior.
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While the Air Staff in accordance with Arnold’s wishes had consistently
supported the reccommendations of the Air Surgeon for the AAF hospitalization
program in the Zone of Interior, it was not until late 1943 that they faced
the problem of overseas hospitalization. It was to crystallize in terms of
the troop basis. The Eighth Air Force plan, for example, provided for
four field hospitals (airborne), the theater surgeon and The Surgeon Gen-
eral having both concurred to the assignment of these hospitals to the Eighth
Air Force. The Air Staff, however, agreed to the deletion from the Eighth
Air Force Troop Basis of these hospitals because the current Army Air Forces
Troop Basis did not provide for overseas hospitals. A similar situation developed
in the Fifteenth Air Force plan where, again, field and station hospitals were
deleted and where also a certain number of medical dispensaries were reduced
and others eliminated altogether. Other requests disapproved were for veteri-
nary officers and medical sanitary officers. In yet another area of responsibility,
the Air Staff disapproved the request of the Air Transport Command to provide
hospitals for bases along Air Transport Command routes, noting that hospital-
ization outside the continental United States was the responsibility of the Army
Service Forces and The Surgeon General.

In late November 1943 the Air Surgeon brought all these matters to the
attention of Lt. Gen. B. M. Giles, C/AS, with a strong statement that “In recent
weeks it has become increasingly evident that the desires of the Commanding
General, Army Air Forces, with regard to the medical services of the Army Air
Forces are not fully understood by all members of the Air Stafl.” General
Arnold, he stated, desired that the best possible professional medical care to all
members of the Army Air Forces be provided, “regardless of where they are
stationed.” He noted further that medical care of Air Force personnel “does
not end with the squadron Flight Surgeon, but that to assure the maintenance
of the striking force of the air command, medical service must include hospital,
sanitary, and daily hygiene inspection facilities.” **°

The Air Staff responded quickly. At their request the Air Surgeon’s Office
outlined the basic problem and its underlying causes, which was a matter of
interpretation of the March 1942 directive. Noting that with the War Depart-
ment reorganization, responsibility for medical service including hospitalization
on air bases within the continental United States was given to the Commanding
General, the Air Surgeon’s Office stated that the problem of providing an
adequate service on air bases outside the continental bases was “certainly no
different in principle than that encountered on air bases within the United
States.” "™ It was strongly recommended that the Air Force troop basis pro-
vide hospitals for air bases outside the continental United States. That the
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War Department was aware of the specific needs of its components was apparent
in the fact that ground troops were provided “hospitals” which included clearing
stations, collecting stations, portable surgical hospitals, semimobile evacuation
hospitals, and evacuation hospitals, all of which were included in the troop basis
of the Army Ground Forces “to assure proper training and indoctrination” in
support of “ground troops.” At overseas air bases, however, theater com-
manders had been forced to improvise surgical hospitals, field hospitals, and
evacuation hospitals. This attempt to utilize a “ground unit” to solve a military
problem of the “air force” the Air Surgeon’s Office noted was, from the military
standpoint, “illogical and wasteful of personnel and equipment.” **

Correspondence carried out with the theaters during the next weeks, when
marshalled along side one another, revealed a pattern of medical service which
was so ineffective as to hamper the efficiency of Air Force combat operations.
On 6 February 1944 therefore the Air Surgeon submitted to the Commanding
General, Army Air Forces, a memorandum with supporting documents
recommending a change in War Department policy to permit the Army Air
Forces to control its hospital facilities in theaters of operations.'® Specifically
it was recommended that the AAF be authorized to operate hospitals at
Air Forces bases outside the limits of the continental United States; that the
War Department policy regarding hospitalization outside the continental
United States be revised to provide hospitals in the Troop Basis as organic
units of the Air Forces to serve the air bases and Air Force installations outside
the continental limits of the United States; that adjustments be made in the
Troop Basis of the Army Service Forces and the AAF in order to accomplish
this without increasing the over-all Army Troop Basis; and that sick and
wounded AAF personnel returned from overseas, except the individuals requir-
ing specialized general hospital care, be sent direct to AAF hospitals.”®

The reasons advanced for separate hospitalization synthesized the entire
problem relating to hospitalization, including both overseas and the Zone
of Interior. It was pointed out that the Air Forces could not hospitalize its
own personnel overseas, and sick and wounded personnel returned to the
continental United States must go to general hospitals of the Army; yet to
carry out responsibility for health of Air Forces personnel, the Command-
ing General, AAF, must have complete and continuous control of sick and
wounded AAF personnel. The policy of hospitalizing AAF personnel in
Service and Ground Forces hospitals, it was believed, resulted in difficulties
in obtaining records of transferred personnel, lack of control over release and
return to duty, and unnecessary delays in obtaining reassignments to active
duty. Moreover, hospitals were often established without regard to Army Air
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Forces troop concentrations and medical needs. This situation was impairing
Air Force operational capacity through loss of a large number of man-days
of personnel, and creating a serious morale problem among AAF sick and

wounded.

On the basis of this recommendation, General Arnold addressed a separate
memorandum to General Marshall for comment on 16 February 1944,
submitting a proposed memorandum for the Chief of Staff recommending:**

1. That the War Department policy regarding hospitalization outside the continental
United States be revised to provide hospitals (which are organic units) of the Air Forces
to serve the air bases and the Air Force installations outside the continental limits of the
United States, and that adjustments be made in the Troop Basis of the Army Service
Forces and the AAF in order to accomplish this without increasing the over-all Army
Troop Basis.

2. That sick and wounded AAF personnel returned from overseas, except the individ-
uals requiring specialized general hospital care, will be sent direct to AAF hospitals.

The reasons he marshalled were impressive. “Every day saved in care and
rehabilitation of our sick and wounded strengthens our fighting capacity. Everv
man lost from active duty must be replaced.” Then he went to the heart of
the matter. “Our medical policy should therefore be designed to ensure the
earliest possible return to duty of every sick or wounded man who can be
rehabilitated.” As a matter of courtesy he sent the proposed memorandum
to General Somervell for comment. On the memorandum are two unidenti-
fied blue pencilled notes. A reference to the “general hospitals of the Army
Service Forces” was modified to read “of the Army.” A sentence beginning
with the words “although command responsibility for health of Air Forces per-
sonnel rests with the Commanding General, AAF,” bore the marginal inscrip-
tion “Not so.” It can be speculated as to whether this memorandum may have
been the final straw which brought the controversy into the open. In any
event, by 22 February 1944 it had been returned to the Air Surgeon with a
pencilled note on the bottom of the covering memorandum reading “2/22/44
Gen. Vandenberg—Hold until we see further developments. HHA.” These
developments were not many hours away.

Meanwhile the 6 February study was transmitted to the Army Service
Forces for comment, and apparently prompted The Surgeon General to address
a memorandum to General Somervell, dated 26 February 1944, summarizing
the hospitalization plans in effect in the theaters of operation.”® The burden
of this memorandum was to the effect that appropriate provisions had been made
for hospitalization and an appropriate proportion of beds allocated to the Army
Air Forces. One supporting document included was a copy of a teletype
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conversation between The Surgeon General and the Surgeon of the European
Theater of Operations. In answer to specific questions from The Surgeon
General concerning separate hospitals for the Air Forces, the European Theater
Surgeon was quoted as saying: “Air Force thoroughly satisfied with hospital-
ization furnished by SOS at this time. The question of separate hospitals in
projected operations has never entered the picture. Separate hospitalization is
not required.” **'

The fundamental issues at stake, however, were not considered. After
examining the comments, a member of General Arnold’s Staff advised him in a
memorandum that: **

The material in no way touches the basic complaint of the Air Surgeon’s Office and, 1
believe, of AAF personnel in the Theater, that AAF patients who require hospitalization
must be transferred to ASF hospitals and station; [sic] that in ASF hospitals they do not
receive care appropriate to their needs owing to lack of knowledge of specific needs of flying
and ground personnel; that they are held in hospitals for unduly long periods; and that AAF
Commands lose control of personnel during hospitalization.

While the basic issue concerned all theaters of operations it was, ironically,
the European Theater that was to prove the testing ground, and within a matter
of days. For even as the European Theater Surgeon was assuring The
Surgeon General that the situation was satisfactory, complaints had reached the
White House that American flyers were not receiving care comparable to that
received by Royal Air Force flyers. These complaints did not emanate from the
Air Surgeon. Admiral Ross T. Mclntire, White House physician, recalls that
among others Secretary of War Stimson had expressed concern over the matter
to the President. The matter may also have been brought to the President’s
attention by his son Elliott, an Air Force officer, or his wife, Mrs. Eleanor Roose-
velt.® As a possible solution, Roosevelt suggested that The Surgeon General
and the Air Surgeon, together with a “referee” whom the President should
designate, be sent as a Board to study the problem. Dr. Edward A. Strecker,
civilian consultant to both the Navy and the AAF was named as the third
member.”” Chief of Staff George C. Marshall, through whom the matter
would normally have been handled, was said in a later conference to have stated
that he knew nothing of this proposed trip until Roosevelt informed him
following a normal combat briefing at the White House. He returned to
his staff offices and held a conference with General Arnold, General Somervell
and Deputy Chief of Staff J. T. McNarney, who was the ranking aviator on
General Marshall’s staff. The President’s order to send Strecker, Kirk and
Grant to Europe was accomplished within 4 days, but Marshall instructed
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Arnold and Somervell that never again was the President to be called in to solve
any type of controversy between staff officers.”™

In order to understand the problem ared into which the Strecker Board was
looking in England, it must be recalled that there had been a rapid development
of general hospitals during 1942 and 1943 but relatively few cases had filtered
back to United States from overseas. The same situation existed in England.
Hospitals had been established but the only actual combat cases were Air Force
crewmen returning from bombing raids over Europe. The net result was an
actual scramble for patients in the continental United States general hospitals
and in the overseas theaters. The “120-day” patient care limitation was disre-
garded to keep interesting long term patients in overseas hospitals where quali-
fied professional men would otherwise have had little to do. This decision soon
led to a deficit of aircrew due to the fact that patients were either held in hos-
pitals or they were processed in Communication Zones and ground force lines to
“pools for reassignment,” without regard to AAF crew pipe-line procedures. It
soon became evident that this friction was not only medical in character between
those assigned to the AAF and U. S. Army but that it had ramifications in the
field of manpower and aircrew personnel. In rapid order Air Force com-
manding officers were talking of aviation medicine and air combat fatigue as
new concepts—new to them but routine to the flight surgeon. It seemed to be
a red flag before the medical officers of the Army and particularly those of the
higher echelon so long imbued with “fixed ideas” of evacuation, triage and
general hospitals in support of “divisions, corps and armies” in a geographically
defined combat area.'™ The basic problem confronting the Board, thus, was
not to evaluate the general hospital system in the United Kingdom—which
President Roosevelt had referred to as being excellent "*—but rather to deter-
mine whether this system, based upon the traditional requirements of the ground
forces, was providing optimum care to keep the flyer in the air. With the inno-
vation of the Combined Bomber Offensive in January 1944 as prelude to a cross-
channel attack, the strain of around-the-clock operations made the aircrew
problems of health and morale matters of primary significance.

Upon the arrival of its members, the Board held conferences with both
General Carl Spaatz, Commanding General of the United States Strategic Air
Forces, and Lt. Gen. James H. Doolittle, both of whom “expressed their
opinion that the medical interests of the Air Forces, on account of their highly
specialized problems, would best be served by a separate medical establishment
which would care for their needs.””™ This opinion was based upon the
need for “intimate personal contact between crew members and flight surgeons
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necessary to keep flyers in the air,” a personal relationship which, under the
existing system of hospitalization, “was disrupted due to the fact Air Forces
patients were placed in hospitals not manned by individuals familiar with the
Air Forces’ problems.” General Spaatz, it was reported, appeared particularly
“worried” by the loss of combat. crews over target, while General Doolittle
was concerned about hospitalization when operations of his command got
under way.

These conditions were acknowledged in paragraph 1 of a memorandum for
the Chief of Staff which carried the signature of Kirk, Grant and Strecker in
that order. Yet, in paragraph 2, the excellence of the hospital system was
commented upon. With reference to the location of the hospitals the Board
reported that in occasional instances hospitals were inconveniently Jocated but
that this situation existed because of difficulty in obtaining suitable sites and
because of construction delays. It was noted that medical and surgical care was
excellent for three reasons: The Theater Surgeon had made available to the Air
Forces sufficient numbers of fixed hospital beds in station and general hospitals to
support the Air Forces; there was close cooperation of the Surgeon, USSTAF
and the Theater Surgeon, and, finally, there were efficient Air Corps dispen-
saries located on each field. In general, there was excellent team work
between Air Forces and Army Medical Department personnel although
the Surgeon, USSTAF was “of the opinion that certain administrative diffi-
culties occasionally delayed the return of Air Corps patients from general
hospitals to duty.”

The problem of rehabilitation of combat crew members was believed by
the Air Force to constitute a special problem and should therefore be handled
under its jurisdiction; but in view of the “administrative difficulties, shortage
of personnel and the additional overhead required” the matter was to be left
to the discretion of the respective surgeons in the theater. It was recommended,
however, that Air Forces personnel and facilities be made available for train-
ing and if this did not work out, that “consideration be given to a separate
installation to carry out rehabilitation in these forces.”

The President having specifically requested that the Board investigate
reports that RAF flyers received superior care to that given American flyers,
three RAF installations were visited. It was the opinion of the Board that
while the caliber of medical and surgical care and facilities for flying personnel
in station and general hospitals was superior to-that given to the Royal Air Force,
that reconditioning and rehabilitation of flying personnel in the RAF was
further advanced.

The various aspects of the situation were thus appraised by The Surgeon
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General, who was on record as opposing separate hospitals for Army Air
Forces; by the Air Surgeon who was on record as favoring separate Air Force
hospitals; and by Dr. Edward Strecker the “umpire.” Though the Command-
ing General, USSTAF, was of the opinion that a separate medical establish-
ment was desirable, there was an overwhelming consideration which more than
any other was to determine the recommendations of the Board: the fact that D
Day was little more than a month away. The Board therefore recommended:
“In view of the long established system of hospitalization in the ETO and
contemplated new operations, it is felt that any change in the general principle
of hospitalization at this time should not be recommended.””™ In the interest
of expediency therefore the basic problem which lay much deeper than the
President’s query about Royal Air Force versus Army Air Forces crew care
was to remain temporarily unanswered. In the European Theater the existing
system would remain, subject to improvements recommended by the Board.

The Issues Are Partially Resolved: 1944

On the morning of the take-off of the Strecker party, the orders of one Air
Force officer, Lt. Col. Richard Meiling, who had been scheduled to accompany
General Grant, were suspended by General Marshall, who had established an
ad-hoc Committee and designated him as Air Force member. A general officer
was sclected to represent The Surgeon General. They were instructed to
prepare a regulation which would resolve the existing friction and yet
provide adequate medical service for the Army Air Forces'” Through the
next days while the Strecker party visited the European Theater, this committee
met daily.

The ad-hoc committee, functioning daily while Generals Kirk and Grant
were overseas, prepared a directive for their signature immediately upon their
return. Published as War Department Circular 140 on 11 April 1944, it rep-
resented another milestone in the development of the Army Air Forces medical
service, for it clearly assigned to the Army Air Forces certain responsibilities
which had been the subject of controversy throughout the war period.

This directive provided that Army personnel be treated in the nearest
adequate medical facility regardless of command jurisdiction; that duplication
of hospitals facilities be avoided; that station hospitals normally serve an area
within a radius of 25 miles and the regional station hospital and general hospital
an area within a radius of 75 miles; that mutually satisfactory arrangements for
hospitalization would be made by commanders of the Army Air Forces and the

262297°—b55——8
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Army Service Forces without duplication of facilities; that patients be trans-
ferred to the nearest adequate medical installation, regardless of command
jurisdiction, so that the time lost from duty would be reduced; and that medical
specialists could be sent to a “hospital to advise as to treatment or transfer of
the patients.” It was also agreed that separate convalescent hospitals could be
established; and that patients from overseas would be transferred to general hos-
pitals or to Army Air Forces or Army Service Forces convalescent facilities.
The need for this had become apparent as increasing numbers of patients began
to arrive from overseas and the adverse effect of mixing them with patients from
training bases and centers became manifest. It was clearly necessary to keep
Army patients of the two groups separate.

Parenthetically this was a primary reason regional hospitals had come
into existence in the Army since they provided “general hospital type”
care for the majority of Army trainees. Almost all of these later became
true general hospitals as the Army training load dropped off and the load of
overseas casualties skyrocketed. This splitting of patient flow according to
whether they were combat or trainee in origin was a new development in World
War II.  But it should be emphasized that while this split was essential for pa-
tients of Army Ground Forces origin partly because of their numbers, it was not
essential for the Air Forces. Training accidents were frequent enough that the
impact of additional casualties from overseas had a negligible effect upon the
morale of the average Army Air Force hospital patients.

Thus, there was provision for two new types of AAF hospitals—regional
station and convalescent hospitals. ‘The regional station hospital was “staffed
and equipped to provide definitive medical, surgical, and hospital care, except for
those patients requiring specialized treatment provided for specifically in certain
named genera] hospitals.” It received patients from an assigned area regardless
of command jurisdiction. The Commanding General, AAF, was to appoint
disposition boards, physical reclassification boards, and retirement boards for
personnel at regional station and convalescent hospitals under his command
jurisdiction; no personnel of the Army Air Forces would be separated from
military service by Army Service Forces boards without the concurrence of the
Commanding General, Army Air Forces, or his representatives. Finally, the
Commanding General, Army Air Forces, was charged with the responsibility of
air transportation of patients and with providing the necessary medical person-
nel required for this function.*”

This agreement had gone far indeed toward crystallizing the type of medi-
cal service that could best serve the needs of the Army Air Forces. In summary,
the basic principle upon which the station hospital system had been built was
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reaffirmed, namely, that it would provide medical care within the limits of
its capability; the concept of the regional hospital to provide specialty care
was accepted as the keystone to a structure of which the station hospital was the
cornerstone; it was agreed that the AAF would have proper representation at
general hospitals; and, once again, the responsibility of the AAF for transport-
ing the sick and wounded had been reaffirmed. Of the convalescent hospital
more will be said later. The authority for the regional hospital having been
granted, it was now necessary to designate the station hospitals in both the Army
Air Forces and the Army Service Forces which would operate under that title.
This designation was made by The Surgeon General in collaboration with the
Air Surgeon, and each group was allotted 30 hospitals which would assume the
regional function.”™ The list selected was approved and made official by War
Department Circular No. 228, 7 June 1944."

The regional hospitals provided a great deal of specialized treatment
though largely for patients of Zone of Interior origin (trainees, as mentioned
earlier). Also patients from regional hospitals who would never be able to
return to duty were frequently sent on to the named general hospital for
specialized care nearest their homes. In short, the regional hospitals served
as the “General Hospitals” for patients of Zone of Interior origin and it is im-
portant to bear this relationship in mind. The general hospitals to a large
extent received only overseas returnees, as previously noted.

In the spring of 1944, meanwhile, the Professional Division of the Air
Surgeon’s office, directed by Col. Réul Holbrook, revised the specialist hospital
stafing guides and set up new ones for station, regional, and convalescent hos-
pitals in the Zone of Interior for the purpose of further conserving specialist
medical personnel. These guides were correlated with similar ones by The
Surgeon General, and later were agreed upon by both the Air Surgeon and
The Surgeon General as the official manning guides for Army hospitals in the
Zone of Interior.”®

Already flight surgeons were on duty at general hospitals and had been
since the summer of 1943 when The Surgeon General requested that the Air
Surgeon make available a flight surgeon for duty in the general hospitals in
which Air Forces combat crews were being hospitalized.™ Later, provision
was made for administrative (nonmedical liaison officers from the Army Air
Forces) to be stationed in the other general hospitals as well as at certain Army
Service Forces regional hospitals. These officers advised the commanding offi-
cers of the hospitals in “matters pertaining to disposition, assignment, and
separation of Air Forces personnel.” *** Flight surgeon consultants now visited
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both general and certain regional hospitals “for the purpose of conferring with
hospital authorities on aviation medical matters and to visit rated Army Air
Forces patients.” Implementation of the program now rested with The Com-
manding General, Army Air Forces Personnel Distribution Command.™

In late November 1943 the AAF had operated 239 station hospitals with
5,461 beds; 146 dispensaries, 10 beds each; 324 infirmaries; medical service
provided for 152 civilian Training Detachments and 53 Flying Training De-
tachments; and 16,000 Medical Department officer personnel were on duty.™™
As of January 1945, a few months before V-] Day, it controlled 234 hospitals,
of which 211 were then in operation. The other 23 were either inactive or had
been reduced to dispensary status. The total bed capacity at 72 square feet was
»3,451. According to types, there were 30 regional, g convalescent, and 172
station hospitals. There were approximately 275 dispensaries, of which about
15 percent had 10 beds.'® The bed capacity ranged from 25 to 2,500 with only
28 of 500 or above.”*

b

The policy of The Office of The Surgeon General, as outlined in War
Department Circular No. 140, 11 April 1944, stipulated that overseas patients
“be transferred from debarkation hospitals to appropriate general hospitals or
in appropriate cases to Army Air Forces or Army Service Forces convalescent
facilities . . "™ When, in the spring of 1945, a serious shortage of beds threat-
ened the Zone of Interior, this policy became a matter of grave concern to the
Air Forces which had available beds but could not use them. The matter was
doubly grave in view of the fact that The Surgeon General proposed, instead,
to construct new facilities. Colonel Schwichtenberg, the Air Force liaison
officer who had been also designated as the deputy chief of operations for
domestic operations and evacuation from overseas under General Bliss in The
Surgeon General’s office, urged and obtained through the latter permission to
ask the Air Surgeon to survey Air Force hospitals to care for overseas evacuees
instead of further construction or rehabilitation of Army hospitals. This was
done because it appeared probable that the influx of overseas patients was
greater than the expanded general hospital system (actually specialized hos-
pitals) could accommodate. By a very narrow margin this did not become
necessary. There was very serious objection to this move and every effort was
directed toward avoiding this step both because of the principle involved as
well as the increased administrative problems.

Originally hospital beds had been authorized at 4 percent of the troop
strength of the area served, a ratio later reduced to 3.5 percent for station hospi-
tals although it remained at 4 percent for regional hospitals.’®® However,
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proceedings were initiated by the Office of the Air Surgeon as early as 16
October 1943 to reduce all hospital facilities not actually needed, and on this
date Lt. Col. Lee C. Gammil, Chief of the Hospital Construction Section of
the Air Surgeon’s office, recommended, on the basis of a survey made of each
Army Air Forces hospital as of 15 September 1943, that the number of beds be
reduced by 7,131 by (1) closing hospitals not needed; (2) reducing certain hos-
pitals to dispensary status if another hospital is in the same area; and (3) making
bed ratings conform “to troop strength and bed occupancy percentage require-
ments.” *** Therefcre, the move to reduce hospital facilities under the control
of the Air Forces was initiated well in advance of the publication of Circular
No. 140 of 11 April 1944, which was designed to prevent duplication of hospital
facilities.

There were no data from September 1944 to December 1944 to indicate
future shortage of hospital beds in the Zone of Interior; but, to the contrary, all
current information and past experience indicated that there was a surplus of
hospital facilities, a fact which led to repeated efforts by the War Department to
force The Surgeon General to reduce these facilities. WDGS G4 stated that
the number of beds in station and regional hospitals in the Zone of Interior was
in excess of authorized allowances and directed that plans be prepared by
1 November 1944 for reductions.” In compliance, the Director of Plans and
Operations, Army Service Forces, on that same day, 23 September 1944, prepared
a memorandum to The Surgeon General, for the signature of The Command-
ing General, ASF, in which it was directed that station hospital facilities be
reduced to 3 percent of troop strength and general hospital facilities be reduced
to 100,000 beds.”™ In substantiating this position, attention was called to these
facts: ™ A study of the Zone of Interior hospitals showed that only 50 percent
of their capacity had ever been utilized; that 3 months after D Day the occu-
pancy of general hospital facilities was only 48 percent, representing a total
increase of 6,000 patients during this period; and that, although The Surgeon
General expressed the opinion that the general hospital capacity of the Zone of
Interior would be inadequate to care for the patients by the end of 1944, he
failed to make allowance for the expansion capacity of the hospitals, and his
original estimate of 166,000 patients in the European theater was far wide of
the mark of the actual number of go,000 patients as of 5 September 1944.""

As a result, bed authorizations were ultimately reduced to 3.5 percent of the
average personnel strength served for station hospitals and o.5 percent for
regional hospitals.™ In order to see that the reductions were actually made,
The Surgeon General was directed to make weekly reports to the Director of
Plans and Operations, Army Service Forces, showing reductions accomplished.*
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The Assistant Chief of Staff, G-4 was of the opinion that a further reduction in
hospital facilities for the Zone of Interior should be authorized, and directed
that a plan be submitted which would effect an additional 25-percent reduc-
tion.™ The Surgeon General, however, countered his directive with data from
a study made by his office, showing that winter occupancy of station hospitals
beds for the past 4 years had averaged 2.7 percent of the strength served; and that
allowing 20 percent for dispersion, the minimum ratio would be 3.375 percent,
which, it was thought, was close enough to the current authorized strength of
3.5 percent of the strength served.™
‘In November 1944 WDGS G—4 directed the Commanding Generals of the
Army Services Forces and the Army Air Forces that, pending changes in exist-
ing Army Regulations and War Department Circulars, station hospital beds be
reduced to 3 percent of the average strength served; that regional hospital beds
remain at 0.5 percent; that the basis for general hospital beds remain at 1 percent
of the strength of the Army plus 0.7 percent for oversea strength, which basis
provided for 114,000 general hospital beds at this time; and that on or before
15 January 1945 a report be made on Zone of Interior hospitalization based on
actual experience.”™ On 7 December 1944 The Surgeon General was advised
by the Acting Director of Plans and Operations, Army Service Forces, to put
these reductions into effect without further delay.™
On the basis of the experience of the past 3 years and the accepted War
Department evaluation of the future course of the war in Europe after the
Normandy Landings, the Assistant Chief of Staff, G—4, was probably correct
in his insistence that hospital facilities in the Zone of Interior station and
regional hospitals be reduced. Because little professional work was available
for the large number of skilled hospital staff available in England during the
buildup period and even after Normandy to some extent, ETO hospitals got
into the habit of retaining patients for definitive treatment who should have
been, and were planned to be, returned to the Zone of Interior. The load
increased until the Battle of the Bulge when most hospitals were full. There
was no room for additional combat casualties many of whom were airlifted
from forward areas and it was at this time that patients appeared at Mitchel Field
from overseas within 72 hours of the time they were wounded and with original
battle dressings in place. ‘This also pointed up for the first time the possibilities
of air evacuation in place of a large hospital establishment overseas. Thus part
of the Zone of Interior low general hospital occupancy rate was due to the failure
of the Surgeon, ETO, to have returned to the Zone of Interior patients requiring
long-term definitive care. Actually, therefore, G-4 was in error, as subsequent
events only a matter of weeks away were to prove. Also the presentation of
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hospital beds requirements Zone of Interior made by the Office of The Surgeon
General in September or early October 1944 and prepared by a Dr. Ginsberg on
his staff were correct to less than 1 percent error.

" The later course of the war after the Battle of the Bulge in late 1944
rendered current hospital plans obsolete. With a spring offensive in the off-
ing, it was planned that accumulated patients would be removed from the hos-
pitals in the European Theater as rapidly as possible to make room in these
hospitals for expected casualties. Obviously this plan would overtax the Zone
of Interior facilities, and therefore reassessment of the Zone of Interior hospital
facilities had to be made in the light of new and increased demands. On 4
January 1945, The Surgeon General submitted estimates of the general and
convalescent hospital patient load for the current year, along with a statement
of the number of such beds available.™® It was anticipated that 203,000 general
and convalescent beds and 14,000 additional beds for debarkation purposes
would be needed to handle the peak load of patients, including an expanded
sick leave and furlough policy. Since there were at this time only 119,000
general hospital beds and 30,000 convalescent beds, a deficit of 68,000 hospital
beds existed. It was anticipated at this time also that a marked expansion of
the sick leave and furlough policy would be desirable for patients as well as a
means to cover peak periods. This was instituted by The Surgeon General’s
Office over the often strong protests of the hospital commanding officer. It
did work well in practice, however, and eliminated the necessity for construction
or rehabilitation of thousands of hospital beds. To make this program effective
hospitals were overfilled by the medical regulating office working under the
direction of the Operations Division, The Surgeon General’s Office, thereby
forcing hospital commanders to grant sick leave and furloughs to patients who
could profit from them. Thus it came to be realized that in a strong medical
regulating office The Surgeon General had an ideal method of control over the
patient flow through the general hospital system. His Operations Division
controlled the extent of overfilling of the hospitals by frequent flying visits
with the professional consultants to sample general hospitals; the percentage of
overfilling thus determined to be feasible was imposed on the hospitals through
the Medical Regulating Office.

Immediate action was initiated to obtain authorization for the new beds.
The Surgeon General recommended that an additional 50,000 general hospital
beds and 20,500 convalescent hospital beds be provided. This recommen-
dation was concurred in by the Commanding General, Army Service Forces,
and approved by the War Department on 20 January 1945, subject to final
approval of the President® A memorandum for the Chief of Engineers dated
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22 January 1945 from the Director of Plans and Operations, Army Service
Forces, outlined the plans to be used in providing the beds for the expansion
program. A copy of this memorandum was attached as an inclosure to a
memorandum of the same date to The Surgeon General®® In this memo-
randum The Surgeon General was advised to “collaborate with the Chief of
Engineers and recommend only the minimum of essential conversion, giving
due consideration to the fact that the authorized facilities are provided to handle
the peak load and some of them will be used for a very short time.”** In
addition, The Surgeon General was directed to restudy the facilities of the
station and regional hospitals with the view of effecting an economy in medical
personnel to compensate in part for the increased personnel required for the
expansion program.*”

The urgency of the hospital situation as described by The Surgeon General
prompted G—4 to determine if all facilities available were being used. In
pursuing this idea, G4 directed the Commanding General, Army Air Forces,
to determine the type and number of oversea returnee patients who could be
adequately cared for with existing facilities, with increased personnel.*  After
a survey of Air Forces regional hospital facilities was made, the Air Surgeon
reported to G4 that, with the present facilities and personnel, 4,000 oversea
casualties could be properly cared for at the rate of 1,000 weekly, in the categories
he indicated; if the enlisted strength of these hospitals were brought up to the
authorized strength, 6,500 casualties could be cared for; with augmented per-
sonnel and existing facilities, 10,350 could be admitted; and with conversion
of existing barracks and further augmentation of personnel, a total of 14,800
casualties could be admitted.*”

The representatives of The Surgeon General’s Office and the Air Surgeon’s
Office met on 23 February 1945 with the President’s Hospital Board for the
purpose of considering The Surgeon General’s request for an additional 0,000
hospital beds, the construction of which had already begun without approval
of this board. Representatives of The Surgeon General described the situation
as desperate, saying that more patients were arriving than could be handled
by available beds, and that the need for beds would become increasingly acute.
The president of the board made inquiry as to whether or not consideration
had been given to the use of the Air Forces regional hospital facilities. The
answer was in the affirmative but it was added that the available AAF beds
would be insignificant in comparison with over-all needs.®® On the next day
after this conference was held G4 received a nonconcurring indorsement to
the Air Forces study offering the use of 10,300 beds during the emergency.*

In a memorandum for the Commanding General, Army Service Forces,
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and Army Ground Forces, G—4 called attention to the existing facilities of the
Air Forces which would provide immediate hospitalization for approximately
4,000 selected types of cases in the regional hospitals. The Surgeon General
and the Air Surgeon were directed to devise an effective method of assigning
the casualties to these hospitals. The Surgeon General, who ordinarily con-
trolled the hospitalization of oversea returnee casualties, was reassured that:
“This action does not alter current policies on hospitalization but is an emergency
measure taken to provide hospital care during the period when evacuation is
heaviest.” #° On the morning of 2 March the Air Surgeon met with medical
regulating officers of the Army Sérvice Forces and the Army Air Forces to dis-
cuss procedures,”™ but in the afternoon the representative of the ASF Medical
Regulating Office advised that his office could not participate in checking and
coding 224 patients who were being taken from Mitchel Field Air Debarkation
Hospital and admitted to Air Forces regional hospitals. He offered two reasons
for his nonconcurrence: He understood that among the patients to be transferred
were some who were classified in the categories of General Surgery, Ortho-
pedics, and General Medicine, a plan to which he was opposed, and that he had
received no instructions from his superior officers to coordinate the transfer of
the patients to the Air Forces regional hospitals.™ On the following day at a
conference attended by Brig. Gen. W. J. Morrissey, Acting Assistant Chief of
Staff, G—4, reafirmed the previous memorandum directing that the Army Air
Forces regional hospital beds be utilized, and added that unless all existing
facilities were used, G—4 could not support the 70,000 additional hospital bed
requirement before the Federal Board of Hospitalization. He further advised
that the original directive became effective on the date of signature.™

The Surgeon General, however, continued to adhere to his thesis that the
Air Forces regional hospital facilities were not now needed and remained
firm in his refusal to permit oversea returnee patients to be admitted to these
hospitals. In the meantime, rehabilitation of medical and other facilities to
provide new beds was being rushed. Taking cognizance of the impasse, the
Air Surgeon addressed a memorandum