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Introduction: War and Healing


During the Battle of the Huertgen Forest in November 1944, Major Lew Giffin of the Army Medical Corps recalls that he lived for a time with his surgical team in an abandoned monastery and operated in a tent outside. One day a dark-haired young six-footer was brought in with a hole in his belly just above the pubis. He was lying under a woolly GI blanket with his bare feet sticking out at the end of the stretcher. Asked how he felt, he said, “Lousy, Doc. I hurt like hell!”

The feet were alarming. Giffin noted that the man’s toenails were white as cotton. Eight transfusions had failed even to color them blue. A quick examination showed why. The man’s belly was distended, tense and drumlike. He was, as another doctor remarked, “bleeding inside from a real gusher!” In the surgical tent a nurse administered anesthetic and Giffin made a 6-inch incision, exposing the peritoneum, the translucent sac that covers the internal organs. “Instantly,” he later recalled, “the thin membrane ballooned with a bluish-red liquid.”

He nicked the peritoneum and a 12-foot jet of blood shot up and splattered against the canvas overhead. Giffin grabbed a sterile towel and threw it over the wound in case the now contaminated blood dripping from the tent roof fell back on the patient. Doctors and nurse heaved the operating table with its occupant a yard to the right, and work resumed.

Blood welled from the incision, overflowed the table, spattered and spread on the canvas tarp that covered the ground—”a regular bloodfall.” With a gloved hand Giffin spooned clotted blood from the abdomen. With “loud snuffling noises” the metal suction tube drew out more, filling a gallon jug, then a second and a third. Transfusions went on continuously, pumping the blood through rather than into the apparently dying man. The only thing that mattered now was finding the bleeder. The aorta and the iliac arteries were undamaged. A deep cut into the pelvic floor brought up a huge new mass of clotted blood from below. The soldier’s systolic blood pressure sank to 30 and his pulse rate rose to 180. Giffin’s own pulse probably matched the patient’s, while his blood pressure was at the opposite extreme.

Then he spotted the bleeder—a mere glimpse before the blood submerged it again, but enough. A clamp was in his hand and he closed off the middle sacral artery. Miraculously the bleeding ceased. The crisis was over. Gradually the patient’s skin warmed, his pulse quieted to 80, his blood pressure rose to 110 over 65. He had absorbed 31 pints of blood, had a perforated small intestine and two holes in his bladder. But he was alive and he was going to recover.

Shortly afterward, Giffin saw the man again in the postoperative ward. Looking cheerful and full of life, he asked what had happened to him.

“Oh, nothing much,” replied Giffin. “Just a little hole in the belly.” Then the surgeon turned his back, so that his patient “could not see me while I shuddered.”1

That was military medicine as it was known to the public through news stories that customarily emphasized the dramatic surgical intervention. Within limits it was a truthful picture: Surgery was so basic to wartime medicine that all military doctors, regardless of specialty, were officially termed surgeons. Many a wounded man owed his life to a surgeon’s actions in just such a moment of crisis.

But surgery was not the whole story. Military medicine had wider, more impersonal aims. Its ultimate purpose was to conserve the fighting strength of the armed forces. Such a goal demanded a kind of medicine that practiced most of the specialties found in the civilian profession, plus public health, plus a system for extracting, treating, and moving the injured under fire that had no precise equivalent anywhere else. Military medicine meant curing disease and, since wars are won by physically and mentally functional people, preventing disease as well.

The microbes that cause disease and infect wounds had always been the secret foe of armies, an enemy within that historically caused more devastation than the human enemy outside. The very gathering of an army provoked outbreaks of disease. Young men assembled in crowded camps amid masses of strangers, under stress and far from home. Even in the twentieth century, many a young soldier went no farther in his journey toward war, dying (sometimes even before he donned the uniform) of some common disease to which his sheltered civilian life had never exposed him.

In field service the hard living and dirt, the misery and filth of sieges, and the lice, flies, and mosquitoes that preyed upon soldiers and sailors increased the toll. Much of the early history of military medicine consisted of the efforts of surgeons and commanders to ward off disease, a foe whose agents they could not see and whose methods of warfare they did not understand. Because they were so often unsuccessful, their record was largely tragic.

Homer opened his Iliad with a memorable description of an epidemic devastating the Greek camps before Troy that was halted only by submission to an angry Apollo. In the three thousand years that followed, medicine made progress, but not enough to prevent similar disasters. When, in the late spring of 1776, American revolutionary forces invaded Canada, six of every ten men came down with smallpox. Little could be done for the victims, whose suffering was “almost Sufficient to excite the pity of Brutes, Large barns [being] filled with men at the very heighth of smallpox and not the least things, to make them comfortable.” John Adams lamented that the smallpox was ten times more terrible than the enemy; certainly it was so for men who were lying in filthy shelters, tormented by clouds of mosquitoes and flies. Some of the sick, a witness wrote, “could not See, Speak, or walk. In one day two had large maggots, an inch long, Crawl out of their ears.”2

The epidemic was a principal cause of the invasion’s failure, and the experience convinced George Washington that his Continentals must all be inoculated against smallpox. He issued the necessary order, and in so doing joined a long line of distinguished commanders and surgeons who had sought to prevent disease in their armies. The Book of Deuteronomy had spoken with the voice of God when it ordered soldiers to defecate outside their camp; King Louis XIV of France had condescended to act as a surgeon general for his armies when he ordered the burial of filth (interrement des ordures); eighteenth-century doctors, knowing nothing of the microscopic parasite that carries malaria or the role of the mosquito in spreading it, had tried to keep armies from camping in the vicinity of marshes, firmly believing that fever was caused by the bad air (mal aria) that gave the illness its name.3

Yet three millennia of religious exhortations, medical urging, and commands by kings and generals brought only limited success as long as the nature of contagious disease remained unknown. The same problem blocked surgeons’ efforts to prevent or combat wound infections. Wounds caused by the thrust of sword or spear, and deep penetrations by arrow and bullet, breached the body’s natural defenses and let the enemy in. Shards of metal carried dirt and bits of filthy clothing inside, along with any germs that might be riding on them. Abdominal wounds released microbes normally confined to the intestinal tract to spread ruin through the rest of the body. The surgeon then put his probe, knife and fingers into the wound, compounding the infection.

Deep wounds became islands within the body, isolated from the bloodstream by the destruction of nearby arteries and veins. Filled with serum and anoxic, dying tissue, wounds were natural petri dishes for culturing whatever bacteria the body might harbor or the wound might have introduced. The effects of hospital gangrene during the Civil War underlined the horrors of the preantiseptic age. Probably caused by Streptococcus pyogenes, the infection advanced like the hour hand of a clock, too slow to follow with continuous observation but fast enough to be evident over short periods of time. “The skin around … the wound sloughed off, revealing flesh that slowly turned ‘reddish, greenish, purplish, or black,’ while the gray edges of the opening grew wider at the rate of half an inch an hour. Arteries and even bones were rapidly exposed and the stench of rotten meat filled the air…. The patient’s breath became sickly sweet, his body alternated between chills and sweats, and his pulse grew ever faster, ever feebler.”4

Out of the Civil War, with its hundreds of thousands of dead, came no great new advance in medical science. American doctors and surgeons put aside their uniforms vastly experienced but unenlightened about the causes of infection and disease. Still, the war had brought a revolution to the way American armies organized their medical services. The Army of the Potomac set up an ambulance service and a systematic chain of evacuation to remove the wounded man from the battlefield. Both the Union and the Confederacy built elaborate systems of military hospitals where volunteer nurses gave patients care. Doctors triaged—sorted—the wounded according to the severity of their injuries. Holding military rank for the first time in war, doctors took charge of the wounded to a greater extent than ever before, giving a model and standard to other nations. Surgeon General William Hammond and the innovative medical director of the Army of the Potomac, Jonathan Letterman, laid the foundations of the modern American military medical system, and their ideas later went around the world.

Improved organization came first to the battlefield. Then within a few years a new surgery followed, and then a new science of medicine, and suddenly everything became different.

Hardly was the Civil War over when surgeons in England, led by Joseph Lister, began to deliver their patients from infection by scouring implements, hands, and the patient himself with carbolic acid solution. The discovery that specific microbes caused various diseases followed, transforming medicine by suggesting new means of prevention. Doctors learned to immunize against diseases other than smallpox. Aseptic surgery sharply reduced the danger that operations would add to the infection of the wound, and by the 1890s the operating room was rapidly becoming modern in appearance and ritual. Debridement, the surgical cleaning of wounds by cutting out dying tissue, reduced the danger of infection further.

The Russo-Japanese War of 1904-5 announced the advent of the new era on the battlefield, with the Japanese giving the West eagerly studied lessons in wartime preventive medicine and—remarkably, in view of the Imperial Army’s later record—the humane treatment of prisoners. A decade later, World War I brought the armies of Western Europe and North America their first experience of both industrial war and modern military medicine. Machine guns, high-powered rifles, massed artillery, aerial bombs, and poison gas killed some 14 million men. But among the legions of the wounded a very large number survived by virtue of the new medical science.

Americans came to the struggle late but determined to follow the best models. The Army Medical Department was transformed. Doctors who had been enrolled by the medical reserve corps in time of peace strengthened the small cadre of regulars. A variety of specialists worked in the hospitals. The department signed up not only women nurses (the army nurse corps had been set up in 1901, after the Spanish-American War) but administrators, technicians, and ambulance drivers. The army, too, was transformed. Rigorous medical examinations for draftees weeded out many who were unfit; vaccinations protected recruits against some diseases; better rations fed them. Special quartermaster units provided baths and steamed their clothing to kill lice. Unit surgeons performed the tedious rituals needed to keep masses of men alive and healthy in a septic environment, checking their food and latrines, inspecting them for venereal disease, and keeping their immunizations current. Unbelievable as it might have seemed to American soldiers in the trenches—scratching their “cooties,” wading through liquid stews of mud and excrement, and living in foul holes with rats and flies—they were the beneficiaries of the insights of modern public health. The ironic proof was that Amercan soldiers now were as likely to die by shells, bullets or poison gas as by disease, which as recently as the Civil War had killed two soldiers for every one struck down by the enemy.5

A remarkable aspect of World War I was the fact that the immobile lines of the Western Front suffered only one major epidemic, the worldwide outbreak of influenza in 1918-19. For almost four years the war in France and Belgium was an immense and interminable siege—always the sickliest of military operations, when armies hunker down amid their own wastes, polluting the water they drink and exchanging vermin and disease. Two decades before, typhoid had ravaged Americans gathering to fight the Spanish-American War, but now there was a useful vaccine that all soldiers received. Louse-borne epidemic typhus devastated the Eastern Front, ultimately killing millions, but the Germans by rigorous discipline kept their armies in good health. In 1918 hundreds of thousands of German soldiers shifted from the Eastern Front to the louse-infested Western trenches without bringing typhus with them.6

As impressive as the new science of prevention was the care given to the wounded. Every army set up a chain of evacuation that was far more elaborate than in the past. A system of dedicated medical units supported the fighters, and an ambulance service removed the sick and wounded from the line. A sequence of hospitals provided them a gradation of treatment, elementary near the front, complex and sophisticated farther to the rear. A basic problem of the chain was that those who were worst hit had to travel the farthest. What to do with those who could not be moved without killing them? The French devised a system for bringing emergency stabilizing treatment to the forward hospitals that was soon copied by other armies. In 1914 a Paris crowd that included the French Nobel Prize winner Alexis Carrel and the American brain surgeon Harvey Cushing watched the first motorized hospital (auto-chir), a progenitor of the auxiliary surgical teams of World War II and the MASH surgeons of later wars, demonstrate its mobile operating room.7

There were other important advances in the special art of bringing the new medicine to the men who fought. Americans learned from the British a rational system for handling so-called shell shock, the emotional crisis sometimes brought on by exhaustion and stress. A very different kind of shock—wound shock, brought on by loss of blood—also received care in specialized units set up to receive the badly wounded. Neurosurgeons removed steel from living brains; plastic surgeons restored men disfigured by wounds; and the injured recovered health and vigor in centers set aside for their rehabilitation.

Governments and armies continued to explain the purpose of all the care as support for the war effort. Soldiers were kept healthy to fight, and the wounded were saved to conserve manpower and support the morale of their comrades. But of course, many of the wounded never returned to the front, even if they recovered. Men who were too badly injured ever to serve again often received treatment more elaborate than those who could be salvaged for military ends. The postwar medical systems that treated veterans reflected their political influence and the compassion or bad conscience of civilians, not the needs of armies present or future. The medical systems did more than support the fighting strength; through them, the demands of humanity overlaid and mingled with the destructive impulses of war.

Paradoxes of many sorts pervaded the new military medicine. Organizationally, the medics formed part of the logistical system—the complex apparatus of supply, replacement, and repair that supported the fighting units. Yet saving lives and healing bodies could not actually be equated with repairing trucks or shipping rations. The industrialized nations spent lavishly for their wounded for a multitude of reasons—military, humanitarian, and political. To advance the healing science and elaborate the military organization that made it effective had become as much an imperative as keeping up with the latest wrinkles in the technology of destruction. In the era of the Great War, no nation could be considered civilized and progressive unless it did both.

After three thousand years of development, military medicine, borne upward by the modernization of armies and navies and the creation of medical science, had reached heights never imagined in earlier times. Unfortunately, the military forces also wielded constantly improving implements of destruction, and the course of events after 1918 soon demonstrated that the weapons were all too likely to be used.

[image: Image]

With its fourteen million dead, its aftermath of revolutions, and its devastating epidemics, World War I shook the existing world order to its foundations. After a brief period of stabilization in 1925-29, a worldwide economic depression struck a new blow, and a decade later the possibility of a second and worse twentieth-century war looked all too real.

The medical implications were more than sobering. The struggle of 1914-18 had not really been a world war. Fighting took place in a few African and Asian colonies of Germany, and some bitter warfare involved limited forces in the Middle East. Otherwise the war was almost entirely confined to Europe, including European Russia. On the Western Front, the trenchlines were fixed and the apparatus of civilization, with its railroads and hospitals, lay only a few miles behind the fighting. The achievements of military medicine had rested at least in part on that base. Yet a continuing transport revolution created the possibility of a genuinely planetary conflict, which, from the medical viewpoint, meant confronting all sorts of weather and every type of disease under the harsh and uncompromising conditions of combat.

A new war might be not only wider but worse. World War I had introduced airplanes, tanks, and poison gas to the battlefield, and far-ranging submarines to naval warfare. Research and development during the interwar years made all those weapons more sophisticated. The airplane completed its evolution from a fragile net of wood and cloth into an enclosed metal capsule powered by improved engines and able to carry large loads—of passengers, freight, or bombs—for hundreds of miles. The number of possible victims of war grew steadily. During the Spanish Civil War of the 1930s, fascist bombs demonstrated that civilians as well as soldiers now lived on the front lines. Military thinkers elaborated new theories of armored and amphibious fighting. Theoretical physicists were at work on ideas about the structure of matter that in time would produce weapons of terminal power.

Total war was an old notion, never quite realized in reality. Technical advances ensured that the definition of totality was changing rapidly, although its new dimensions could be discerned only dimly during the interwar years. The medical professionals of the American armed forces kept abreast of their two paradoxical professionals as fighters and healers, but they saw the future no more clearly than anyone else during the sleepy years that followed the armistice of 1918. The new emergency, when it came, would be a shock more jarring and violent than any in the past.
 


1 Before the Battle


Ultimately it would come with an exploding bomb on Ford Island in Pearl Harbor on a Sunday morning that for Americans—still sleeping, groggily awake, or eating breakfast at five minutes before eight o’clock—changed the world forever. To many of the men and women who would have to fight the war, the years between 1919 and 1941 seemed in retrospect a time of drowsy irrelevance and missed opportunities either to avert the calamity or to prepare the nation to meet it. Yet, until a few years before Pearl Harbor, few Americans had seemed to feel any great sense of urgency about the possibility of war.

Despite the immense changes under way in the armies and navies of Europe and Japan, American armed forces and their medical components remained small during the interwar years, and in fact—with some exceptions in the later 1930s—became smaller. Military medicine attracted only a small minority of American physicians, in part because the civilian profession grew increasingly prosperous after World War I. The doctors who joined the Army or the Navy Medical Department during the 1920s simply liked the military life or hoped to intern at military hospitals, or—when the Depression came in 1929—put on the uniform because they needed a government paycheck. Many civilian doctors joined the medical reserve corps, serving part time in return for their yearly active-duty pay.

Doctors who were members of the regular army and navy lived lives that their civilian colleagues, usually rooted to their practices and patients, would have found strange indeed. One army medical officer, Crawford Sams, remembered mainly the journeys that carried him, his family, and his horses—polo was a theme of his life in the peacetime army—from coast to coast, and south to the Panama Canal Zone. Home meant a succession of military posts: San Francisco, where his house at Land’s End overlooked the misty magic of the Golden Gate; Washington, D.C., where he taught military science and tactics to fledgling doctors; Carlisle Barracks, Pennsylvania, where the medical field service school trained the new doctors to be military officers. He studied the art of war in the Infantry School at Fort Benning, Georgia, and at the Command and General Staff College in Leavenworth, Kansas, surrendered his civilian ways—including a longtime hope of specializing in neurosurgery—and instead learned to take “quiet satisfaction with a career in trying to keep people well.”1

The memoirs of a navy doctor who later became surgeon general of his service recorded even wider travels. Born a Virginia hillbilly, Lamont Pugh first saw the navy when he was twelve and Theodore Roosevelt’s Great White Fleet—“those beautiful white ships with their glistening brass ventilating louvers and other trimmings of brass”—dropped anchor in Hampton Roads. In time the future surgeon left the mountains, learned medicine, and saw a great part of his country’s Pacific empire. He spent much of his time practicing a jack-of-all-trades medicine whose principal aim was keeping healthy people well—examining his men on shipboard, diagnosing and dosing them, patching up sailors who were injured in accidents (even in peacetime shipboard was a dangerous place) and doing general surgery afloat and ashore. He participated in the ceremonies of military life, often with considerable fuss and feathers, attending the captain’s weekly inspection in frock coat with belt and sword; on special occasions he wore a cocked hat with his full-dress uniform. That was the navy way.2

Overseas posts were much sought after. Subject to the needs of their patients, medical officers like others kept “tropical hours”—half a day for work and half for sport. Pugh relished the quiet years he spent with his family on tropical Guam. Army doctors and nurses who served in the Philippines just before World War II stored up warm recollections of a pleasant, drowsy outpost of empire, comfortable yet exotic. Madeline Ullom, an army nurse who volunteered for a tour in the islands, thought it a choice assignment where “all posts were considered desirable.” In Manila she lived in airy quarters with bamboo furniture, attended by houseboys in white jackets. Interesting work on the wards of Sternberg General Hospital, visits from Chinese merchants displaying linens and silks, and sports—tennis, bowling and swimming—filled her days. Social life revolved around the Army-Navy Club, the Manila Hotel, the Jai-Alai, and Tom Dixie’s Kitchen. The great social event of the year came when the military and their dependents gathered around radios at the club to hear the overseas broadcast of the Army-Navy game.3

So regular was the life, and so orderly, it might have seemed likely to go on forever. The structure of authority in military medicine encouraged the sense of stability, for it was firm and tradition-minded. The army’s Medical Department and the navy’s Bureau of Medicine and Surgery formed typical military pyramids. Each had a surgeon general at the top, a major general in the army and a rear admiral in the navy. Each department segregated its health-care professionals into corps—doctors, nurses, dentists, and veterinarians. In the navy, enlisted men and warrant officer specialists in fields allied to medicine formed the Hospital Corps. Both departments were very small, in line with the needs of the nation’s armed forces, though the army had a substantial backup force of 23,339 reserve officers of all types. The Regular Medical Departments in 19394


 	  	ARMY
 	NAVY
 

 	Doctors 	1,098 	841 
  	Nursers 	652 	439 
  	Medical Administrative Corps 	64 	- 
  	Dentists 	221 	255 
  	Veterinarians 	126 	- 
  	Hospital Corps 	- 	4,267 
 



The different corps were separate but unequal, and the names they bore did not necessarily describe all their military functions. Military dentists, for example, did much more than take care of soldiers’ and sailors’ teeth. On the day of battle they were the utility infielders, whose professional training made them second choice when no physicians were available to run battalion aid stations, do emergency surgery, and manage the movement of casualties. Veterinarians cared for the animals—an especially important function in the army, where horses and mules still provided much of the motive power. But veterinarians also checked food to ensure that it was wholesome and free of disease, a function they had first developed by inspecting slaughterhouses.5

Army professionals in fields allied to medicine—from physiologists to sanitary engineers—received only reserve commissions in the Sanitary Corps; they could not become regular officers. Their equivalents in the navy received warrants in the Hospital Corps. Nurses after 1921 held what was called relative rank, meaning that they received the insignia of lieutenants and captains but not the pay or command authority. A progressive surgeon general secured the creation of the army’s Medical Administrative Corps (MAC), to open officer rank to able sergeants and to relieve doctors of some administrative jobs in the hospitals and elsewhere. But, with budgets shrinking during the Depression, later surgeon generals monopolized almost all the available officer slots for the doctors. When World War II began, hospital administration was a recognized profession in civilian life, but there were only a few dozen medical administrative officers in the entire army.

Doctors dominated the departments, outnumbering and outranking all the other officers combined. They practiced a kind of medicine unlike any in civilian life. By its nature, military medicine was impersonal; the doctor-patient relationship seldom had time to form.6 The basic concern was health, not sickness (though even the healthy young men the medical officer primarily served had a propensity for catching infections, especially the venereal ones). Sometimes the medical officer commanded a unit, with all the responsibilities that faced the commander. But whether he was commander or staff officer, he took orders from nondoctors and accepted responsibility for the health of men and women he would never know as individuals.

Not all the men who joined the armed services, M.D. in hand, could adapt to the life. Not all wanted to. Some tried the military for a while and then got out. After facing a typically rigorous selection board, new doctors in uniform studied military medicine at the Army or Navy Medical School and sometimes received postgraduate clinical training in general hospitals. Army officers went to the Medical Field Service School for military training and exercises. But many “thoroughly disliked the place,” precisely because it demanded soldiering rather than doctoring. In the class of one future leader of the Medical Department, so many decided to resign after a course featuring field maneuvers and daily 26-mile horseback rides that the surgeon general had to come up from Washington to try to “convince [them] of the importance of field training.”7

Yet many reached a personal compromise between the profession of medicine and the profession of arms. Those who kept their commissions embarked on a life of considerable variety and promise. Some of the ablest found their way into general hospitals and laboratories maintained by the armed services, where they might win distinction by treating patients, doing research, or learning to administer elaborate medical organizations. Such men were often marked out for high rank, especially during peacetime. Normally, the President selected the Surgeon General of the Army from among the commanders of the five general hospitals in the continental United States—Walter Reed, Army and Navy, Fitzsimmons, Letterman, and William Beaumont. Colonel Norman T. Kirk personified the military clinician. An excellent orthopedic surgeon, he spent twenty years in major hospitals, including Walter Reed, Sternberg, and Letterman, before receiving command of a new general hospital in 1942. He was a diplomate of the American Board of Surgery, a fellow of the American College of Physicians, and member of an array of medical associations.8 In short, a thoroughgoing professional whose ties to civilian medicine would help to make him Army Surgeon General during World War II.

At the opposite pole, some doctors took to the military life with such enthusiasm that they ceased to be doctors except in name. (Before World War I, one such enthusiast—General Leonard Wood—had gone on to become Army Chief of Staff and a conservative candidate for President.) Most of those who stayed in the armed services struck a balance that permitted them to find satisfaction in a world where they could be good doctors only by being good soldiers, and vice versa. There were some basic similarities between the profession of medicine and the profession of arms. Neither doctor nor officer worked nine-to-five; both were constantly on call. Both professions dealt at the most basic level with human capability, and the conservation of physical strength and emotional stability that was the business of medicine contributed essentially to the survival of an armed force in war.

The navy doctor had some special adaptations to make. There were differences both obvious and subtle between the medical services of the army (which included the Army Air Corps) and the navy (which also served the Marine Corps). The navy, said a perceptive civilian physician who considered joining both, was smaller and more centrally directed. The doctor entered an organization that was clannish, almost intuitively linked, whose members seemed to move together like “a school of fish or a flock of birds [that] will suddenly turn and take off in a different direction.” While army medical units “traipsed along like gypsies” behind forces on the move, the navy doctor had his precisely assigned space aboard ship and traveled as an integral part of the complement. Unlike his army counterpart, he commanded no separate medical unit yet was viewed by his fellow officers as a full-fledged member of the captain’s staff, as expert in his own technical field as, say, the communications officer was in his.9

Navy surgeons directed the enlisted corpsmen, who were a special breed. Many men remained in the medical department throughout their careers, the fortunate and able rising to the rank of chief petty officer. On the smaller ships an independent duty corpsman might be the only medically trained man aboard, normally treating minor injuries and ailments but in combat bearing an extraordinary responsibility for managing serious cases as well. Navy corpsmen who served with the marines tended to adopt the view that they supported an elite organization and acted accordingly, winning a remarkable number of battlefield decorations. United in their own corps, with their own journal to record their experiences, navy enlisted medics had a sense of corporate identity denied to the army’s looser formations, who were, however, as capable and brave.10

Regular naval medical officers also led lives that were more varied in some respects than those of their army counterparts. Because they cared for the marines—and because the marines were the nation’s service of choice for foreign interventions between the wars—many more navy than army regulars saw life in the field in foreign posts from Panama to China. Socially, the naval medical officer at home enjoyed the advantages of his service. Assignment to port cities made him more a part of urban society than the army officer, who was frequently assigned to posts in small towns or the country. Most doctoring and all research were done ashore in naval hospitals and laboratories.

Its smallness and its technological bent made the navy more attuned to its scientific officers, including the medics. Yet many army medical officers were highly integrated into their service, attending its schools, learning the tactics and strategy of war, and forming friendships among rising line officers that would mean much during the crisis to come. As one graduate said, after attending Command and General Staff, “I knew how a division staff was supposed to run,” a crucial matter for the regular officer whose future job during the war would be to fit a medical system then largely staffed by citizen soldiers into the army machine.”11

Enticed by security, the respect accorded the uniform, and the opportunity to treat strong young people who usually recovered, many doctors adopted the life of the officer corps with enthusiasm. They liked the formal socializing, the feeling of membership in an extended if unequal family, and the clubby sense of comradeship whenever two officers met anywhere in the world. Most achieved a personal balance between their two diverse professions, acquiring the habit of command and at the same time honing their medical skills as general practitioners and surgeons to the community of uniformed men, their wives, and their children.

For the specialists and the researchers, life closely resembled the civilian norm in great hospitals and laboratories. Because there were so few administrative officers, doctors also performed a variety of jobs—running medical supply depots, for example—and tasks in military administration and command that had no precise civilian equivalent. Those who served on posts had what amounted to practices among officers and men, families, and retirees. Their lives followed the rhythms of the officer corps, meaning that they were on call twenty-four hours a day, but with much time available for sports. They enjoyed some amenities; in the peacetime army camps, or on the navy’s ships and bases ashore, life offered a kind of spare comfort. Often drawn from hardworking backgrounds among the nation’s plain folk, the officers of the medical services led middle-class lives in the United States and enjoyed modest affluence overseas.

For those who could accept the discipline, it was a good life, useful and honorable, touched with adventure and spiced with the exotic flavors of strange lands. But during the 1930s war broke out again, first in Asia and then in Europe, as Japan, Italy, and finally Germany embarked on programs of aggressive expansion.
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The decisive break came in the late summer of 1939. On September 1, twenty-five years and one month after the opening of the last war, Germany invaded Poland. A week later, President Franklin D. Roosevelt declared a limited national emergency. Suddenly everything had to be made ready, and there was no longer any time.

American military medicine faced the crisis in an unpromising state—two small bureaucratic agencies serving the peacetime needs of the least impressive armed forces of all the major powers on earth. On paper the Army Medical Department possessed an array of field medical units, which together formed the chain of evacuation along which a wounded man moved from warfront to home front. At the company level, aidmen would go into battle along with the fighters, give the wounded man first aid, drag him out of the line of fire, and summon litterbearers to carry him back to an ambulance pickup point. A doctor would see his injury at a battalion aid station and, if his condition were serious enough, order him to be carried to a collecting or clearing station. The clearing station, a forward unit resembling a mobile clinic, would give more sophisticated emergency treatment and send the patient, if his wound so warranted, to a field or surgical hospital. Ultimately an evacuation hospital would ship him out of the combat area if he needed long, complex treatment to recover. In the communications zone and the zone of the interior, general hospitals would stand ready to apply the most modern techniques to save his life and restore him to health.

Unfortunately, short peacetime budgets meant that not much of this apparatus existed in reality. The backbone of the medical department on the eve of war was a system of five general hospitals in the United States plus one in Hawaii and one in the Philippines, and 104 smaller station hospitals that served major posts. The department had the sum total of five field units—four medical regiments, designed to support one division each, and a medical squadron for the air corps. There were no mobile hospitals to accompany the troops to the field; the surgeon general hoped to staff such units by reviving a World War I policy, under which civil hospitals and medical schools sponsored “affiliated” reserve units. In August 1939 the War Department approved the idea, and affiliated units later brought much of the nation’s best medical talent into the service.12

Many reservists were summoned to serve on extended active duty—a source of strength, new ideas, and challenge to customary ways of thinking. The call of patriotism brought in new volunteers as well, both young and established doctors, the former becoming lieutenants and captains, the latter field-grade officers. The surgeon generals had long had a policy of appointing consultants, senior physicians whose tasks included visiting hospitals to give instruction in their specialties and to ensure the maintenance of high clinical standards. Other consultants served the field armies, carrying high-quality supervision to the units in their army area. Consultants in every specialty now had to be chosen, offered suitable rank, and acquainted with their duties.

New hospitals had to be constructed for the training camps and staffed and equipped. Enlisted men had to be turned into litterbearers, ambulance drivers, and technicians in four medical replacement training centers that combined traditional basic training with instruction in anatomy, pharmacy, and nursing. Through the Red Cross, skilled women volunteered in increasing numbers for the Army Nurse Corps, and increasing numbers of experts in the other health-care professions had to be found and woven into the military fabric. Rife with future trouble was the area of medical supply. The only reserve of medical equipment on hand was left over from the last war, and medical supplies of every sort soon grew tight. Germany was shut off as a source of supply, and American efforts to provide war materiel for England and France increased the strain on the nation’s undeveloped drug and surgical equipment industries. Yet the new American units had to be equipped somehow.13

Despite a tangle of difficulties, the two military medical departments grew rapidly. They had to. Even though the first hostile shot had yet to be fired, medical assistance was needed to build the new forces and to keep them healthy once they were in uniform. The navy got bigger without essentially changing its character, but the new army was a force altogether different from the small volunteer force of professionals that had guarded the nation and its Pacific empire during the interwar years. In 1940 Congress declared a partial mobilization and enacted the first peacetime draft. Throngs of men poured into the army, and lesser throngs volunteered for the navy, marines, and air corps. Deciding who was to be taken became a fundamental medical task. The Medical Departments in 194114 (Regulars plus Reservists on Extended Active Duty)
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 	Doctors 	9,235 	1,957 
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Because the army took all draftees until 1943, its doctors played a key role in writing standards and selecting the nation’s soldiers from the millions of young men who registered with the Selective Service System. The draft began as a process of careful selection, but after Pearl Harbor it became a sweep of almost any male who lacked an exemption, was of proper age, was physically functional, was not demented, and fell within certain height and weight guidelines. Overwhelmingly, the system worked by compulsion, for many male volunteers to all the services were inspired by the pressure of the draft. Women—later to play an important role in the war, especially in the wartime medical services—were the only volunteers who faced no compulsion at all.

Formal physical and mental standards set by the army determined whether a man was drafted or not. When the draft began in 1940, army policy set the standards high. The service expected to take in only about 800,000 men and wanted, understandably, the best it could get. (By late 1942, by way of comparison, Selective Service was processing about 600,000 men a month.) Not only were physical standards comparatively rigorous, but Selective Service had only three main categories. A young man was either rejected, judged fit for all duty, or marked for limited duty. Since the army could meet its needs from those who were fit for all duty, even the limited-duty men were not drafted. Army standards were adopted by the Selective Service to guide its 30,000 volunteer medical examiners, civilian doctors who served without pay.15

Once again, as in World War I and the later phases of the Civil War, the army became the nation in arms. As it did, political pressures invaded the process of selection. More than 40 percent of the registrants were rejected as physically or mentally unfit, setting the stage for a round of public lamentation over the degeneracy of the American male. In part the outcry reflected the national love of breast-beating, in part the sharp political fights that had taken place over national health insurance during the 1930s. Draft rejections gave supporters of the defeated program a welcome stick to beat the American Medical Association (AMA) for failing to protect the national health. Within broad limits, however, health is what you define it to be, and many men were rejected simply because the army, like the nation at large, had not yet accommodated its thinking to a war in which quantity was to mean a great deal more than quality. Others failed the physical and mental examinations for reasons that did no credit to American society. For example, the poor schools, poverty, and excessive disease rates that plagued African Americans caused young blacks to be rejected at almost twice the rate of whites.16

The most acute public displeasure regarding the draft, however, developed over differences between the civilian doctors who served Selective Service and the mostly military doctors who worked at the army induction stations. Too often a young man was accepted by his local board physician, quit his job, sold his car, staged a last drunk, bade a tearful farewell to friends and family, and went off to camp—only to be rejected when he arrived. There were many reasons why rejections of men who had been accepted by local boards ran 10-15 percent on average. Civilian examiners tended to think their first duty was to build up the army, while military doctors believed that their duty was to give it the best human material obtainable. Honest differences of opinion, unfamiliarity with standards, haste, and boredom may also have affected the examiners. Draft examining easily bred a perfunctory attitude. When Bill Mauldin was examined as a young National Guard volunteer, he encountered a notable lack of rigor.

“They didn’t really test our eyes,” he complained, “they sort of counted them. I never saw so much as a stethoscope that day.” One doctor “seemed to be interested in nothing but hemorrhoids.” A young man, one of whose testicles had “strained its moorings and left its colleague hanging some four or five inches higher,” was accepted for service with the note “left varicocele” on his medical record.17 At this stage of the war, in short, too many were called for the number chosen.

Yet for millions of Americans the “physical” was their first point of contact or collision with military medicine, and the place where their own war began. It was not much as a human experience. Before the war started, many men got their preliminary checkups in a doctor’s office. But greater speed and standardization were needed. In mass examinations, men were supposed to be processed by a group of doctors at the rate of twenty-five an hour, which at two minutes a man left the doctors ten minutes out of every sixty to confer on difficult cases. The examination was supposed to include the Wassermann test for syphilis, X-ray of the lungs, and urinalysis, with other laboratory tests for specific cases—for example, checking a genital discharge for gonorrhea. Attire was specified—men were to be fully clothed during the eye, ear, nose, and throat and the dental exams, and completely nude for the rest. However, a good deal of variation existed in the early days; some men went before the doctors dressed rather absurdly in bathrobe and shoes, and some may never have removed their clothing at all. At any rate, the Selective Service later made nakedness mandatory after induction stations discovered that a few men had passed their preliminary examinations despite the fact that they had only one leg! And so most men spent hours shuffling from one examining station to another in their bare skin, among a sweating or shivering throng; at one mass physical, later in the war, three thousand were examined at one time.18

The question of what was to be done with rejectees appeared early on. Too many men were not up to the standards of the early draft, and too many who were healthy and literate hurriedly volunteered for other services to escape it. Lewis B. Hershey, the director of Selective Service, was driven to poetry by the results:
 
Ten little registrants standing in a line,
 One joined the Navy, and then there were nine.

Nine little registrants, sitting on a gate,
 One broke a vertebra, and then there were eight.

Eight little registrants, talking ‘bout heaven,
 One went conscientious, then there were seven.

Seven little registrants, what a strange mix!
 One became a pilot, and then there were six.

Six little registrants, very much alive,
 One went and drowned, and then there were five.

Five little registrants full of canny lore,
 One stole a pig and then there were four.

Four little registrants, spry as they can be.
 One became twenty-eight, then there were three.

Three little registrants, all alone and blue,
 One fed his relatives, then there were two.

Two little registrants, what can be done!
 One went to a psychiatrist, then there was one.

One little registrant, classified 1-A,
 Physically, mentally, morally okay.

One little registrant to tote a big gun,
 He got married and then there were NONE!19
 

The bottom of the manpower barrel began to show almost at once, leading to calls for “rehabilitation” of the rejected and “rehabilitation” of young men in anticipation of service. President Roosevelt got behind the movement, finding money to be used by Selective Service in providing simple medical and dental care for those who were easily salvageable. Lowering the standards and treating the men after induction would have been simpler still, but the army did not have enough doctors, dentists, or hospital beds.

The coming of the war in December 1941 changed the game entirely; standards dropped precipitously, and the medical service expanded enormously. Now the army hired psychologists to test illiterate men with symbols and pantomime. Almost toothless men got their uniforms and their dentures in that order. Men with correctable vision problems received glasses and went to the firing range. Of course the motivation was the needs of the mass army. But the result was a whole generation of young men who received simple but crucial rehabilitation through the military that they might not have gotten under the treatment-for-pay system prevailing in the civilian world.20

From the army’s view, it was a good bargain. Nobody doubted then or now that the physical examination was crucial to the war effort. Standards were determined to some extent by policy, for the nation had to decide what kind of army it wanted before examiners could give it the kind of men it needed. Truly serious physical conditions were always grounds for rejection, and excluding the unfit—and, at the same time, rehabilitating the marginal—was absolutely fundamental to building armed services that could win the war.21

However, there was another side to the selection process that caused many problems: the effort to select men who were sound of mind as well as body. Psychiatry differed from other medical specialties, for the great advances in surgery and the discoveries of the late nineteenth century that had transformed internal medicine had meant little to the study of mental disorders. In the 1940s the study of the mind remained in much the same state that all medicine had been in during the 1860s. Psychiatry featured a variety of sects, a multitude of insights, much hard information, and a number of genuine healers and pioneers exploring the most varied avenues of treatment. But it had no core of tested theory that was accepted by all its practitioners, and as a result different psychiatrists thought in terms that were varied and sometimes contradictory.

In civilian medicine a rough division had grown up between psychiatrists who worked with chronic mental patients in asylums, most of whom relied upon physical methods of treatment, and psychoanalysts who treated neurotics. Among the latter, Freud’s influence was great, and many brought the master’s views into military practice when they donned the uniform. They tended to see the fighting man as a product of his personal history and to believe that his future behavior under stress ought to be predictable to some degree. Hence they believed that they could exclude the unfit from the ranks by detecting psychological flaws ranging from florid psychoses to ambiguous states that included “psychopathic personalities.” This catchall category included alcoholics, homosexuals, the emotionally unstable, pathological liars, petty offenders, kleptomaniacs, pyromaniacs, and “those highly irritable and arrogant individuals, so-called ‘guardhouse lawyers,’ who are forever critical of organized authority,” as well as dreamy types who “do not have personality traits which enable them to make a satisfactory adjustment owing to introversion, eccentricity, impracticalness [sic], or vagrancy.” Had all such people actually been excluded, it would have been a much smaller army.22

Eager to save the government money, time, and trouble, the Adjutant General accepted the claim. The war years then provided a long and embarrassing demonstration that the claim could not be made good. Described by one psychiatrist as “a cursory neurologic evaluation and a simultaneous psychiatric ‘impression,’” psychiatric examinations of draftees combined an extremely basic oral intelligence test, standard tests for balance and coordination, and questions such as, “Were you ever arrested for being drunk?” and “How do you get along with the girls?” The time allotted for determining a man’s mental stability was absurdly short; one psychiatrist recalled a day when he saw 512 men. Another summed up the result: “Most NP [neuropsychiatric] rejections were, and are, ‘by guess and by God’!”23

As psychiatric rejections mounted alarmingly, a stream of paper aimed to correct the situation issued from the surgeon general and the War Department. A technical bulletin ordered the induction of anybody with a “reasonable chance” of adapting to military life and sought to prevent examiners from giving an adverse diagnosis on flimsy evidence. But standards for judging mental and emotional problems, compared with those for physical conditions, remained distressingly vague. What actually constituted a neurosis? “I think,” a psychiatrist said, “the concept … varied according to the number of psychiatrists involved, in the ratio of about one different concept per psychiatrist.”24

Tending to confirm this judgment were studies by the National Research Council that raised serious doubts as to whether breakdowns in military service could be predicted. Investigators traced young men from Yale and Harvard who had received adverse evaluations from campus psychiatrists during their college years. Many turned in good wartime records. Apparently the inherent tendency to mature and learn by experience could not be assessed easily, if at all. A study by the Selective Service looked into men who had been rejected for psychiatric reasons but afterward accepted into the army under the more relaxed standards introduced later in the war. More than 79 percent had given satisfactory service. In a similar group of navy enlisted men, discharged for psychiatric reasons but later readmitted, 88.5 percent served competently.

The total numbers rejected for service on psychiatric grounds were staggering—1,992,950 men in all, comprising 30 percent of all rejections. Meanwhile, 379,486 men who were originally passed by psychiatrists and accepted for the service had to be separated for psychiatric reasons, and roughly 356,000 more for marginal reasons that included inadaptability and bed-wetting. Psychiatric disability was the largest single cause of medical separations from the army, constituting 45 percent of all discharges for disability. Rejecting many who were fit and accepting many who were not, the science of the mind began World War II by demonstrating its own immaturity. Its failure, in the context of the national emergency, was a serious one.25

Despite all the problems of the selection process, the new army took form. Even in 1940 its strength rose from 210,000 to 1.7 million, and the huge maneuvers held that year in Louisiana, Tennessee, and North Carolina gave many an officer his first experience with a plausible imitation of modern war. New medical officers presumably met the military side of their profession with the same shock felt by their predecessors in earlier days, all the more so because many of the new men considered themselves civilians in uniform, citizen soldiers with only a temporary commitment to military service.

In fact, the civilian influence on military medicine was growing rapidly, not only because the majority of medical officers were reservists and volunteers but because the whole medical profession was being swept up into a growing frenzy of national preparedness. Throughout the country, “medical preparedness” became a watchword and very quickly a cliche. Month by month, the AMA’s Journal published reports from England under the blitz, news of developments on the medical policy front, and lists of American doctors who had volunteered or whose reserve units had been called into service. Even for those who did no more than give some time to the Selective Service, assist as part-time volunteers at a local military post, or care for the patients of a departed colleague, the tempo of life was different.

While the excitement struck the most unlikely spots—the secure Middle West as well as the East and West coasts—there were places where war seemed especially close. One was the nation’s westernmost city, the capital of the Territory of Hawaii. A keystone of the Pacific empire the United States had built up over the preceding half-century, the islands for decades had been central to American military planning for the eventuality of war with the region’s other expanding empire, Japan. Sensitive to the islands’ exposed position, physicians in Honolulu launched a remarkable experiment in cooperative effort. The chief surgeon of the army’s Hawaiian Department was Colonel Edgar King, by most accounts a difficult, domineering, able man whose chief weakness was his inability to delegate responsibility. Despite his personality and the habits born of thirty-four years of service in the United States, the Canal Zone, the Philippines, and China, King labored to bring the military and civilian medical professions together.

“In wartime think of everything—take nothing for granted,” he warned, and under his sharp eye and at the urging of the Honolulu Medical Society local doctors made ready in every way they could. The society worked closely with the army and navy surgeons at Schofield Barracks and Pearl Harbor to staff emergency hospitals. (King even put a civilian in charge of the program.) Hospitals prepared to evacuate their convalescents and to receive new casualties in a crisis; fireproof schools were converted into hospitals; an ambulance corps of women volunteers borrowed civilian trucks, which workmen modified for use as ambulances. Civilian aid stations were set up, attendants assigned, and supplies stockpiled.26

Meanwhile, the army and navy expanded their own medical establishments. The Army Air Corps got a new hospital at Hickam Field; Schofield Station Hospital and Tripler General Hospital both expanded; the old medical regiment assigned to the “square” (four-regiment) Hawaiian Division was reorganized to support the “triangular” (three-regiment) divisions formed out of it. The navy’s hospital at Pearl Harbor—standing on Hospital Point, just south of Ford Island with its proud array of battleships anchored offshore—was already one of the best in the service. A mobile base hospital arrived in November 1941, and construction crews began making it ready for use.27

Local doctors studied up on the needs of wartime medicine. Important changes in therapeutics were under way, arriving with theatrical precision just before the war did. In the mid-thirties, chemicals derived from aniline dyes—the sulfa drugs—were marketed in Europe. For reasons that no one understood as yet, sulfanilamide and related compounds stopped bacteria from multiplying, allowing the body time to assemble its defenses and attack the invaders. Physicians looked on with amazement as hitherto unconquerable infections cleared up under treatment.28 Meanwhile, experiments with a recently discovered antibiotic—penicillin—were going on in laboratories. In 1941 British researchers arrived in the United States, urging Americans to attempt to do what they had so far failed to do themselves: mass-produce the new agent. Medicine was entering an era when it would be able to kill infections deep inside the body and defeat diseases that up to now had been almost invincible. That alone would make World War II different from any that had been fought before.

Eager to hear the latest word on the innovations that were beginning to remake the treatment of wounds, the medical society in Hawaii invited Dr. John J. Moorhead to take the long journey from New York and to address its membership. One of the nation’s most distinguished practitioners of traumatic surgery, Moorhead had learned his craft in World War I, winning the Croix de Guerre, the Cross of the Legion of Honor, and the Distinguished Service Cross during nineteen months on the Western Front. He had gone on to become a founder of the American Board of Surgery, a fellow of the College of Surgeons, and a colonel in the Medical Reserve Corps. Moorhead embodied to a remarkable degree the mixed military and civilian experience of many twentieth-century American doctors.

Moorhead flew to San Francisco, then took the Lurline—“newest, largest and most swanky” of the Matson Line ships that voyaged to the islands—with his course of lectures mapped out. He opened with a talk called, “Treatment of Wounds, Civilian and Military.” In the audience of three hundred were both civilian and military doctors, a microcosm of the alliance that now characterized the island and that would soon typify the whole medical military establishment as well. The lecture apparently featured solid information on debridement, delayed closure, and the use of sulfanilamide to prevent infection. Pleased at the large turnout and the enthusiastic reception, he decided to give his next talk to the city’s surgeons at downtown Queen’s Hospital on Sunday morning, December 7, 1941.29
 


2 Awakening to War


It was a typical Hawaiian winter day, the north shore of Oahu steeped in broken clouds that hung upon the mountain tops but left leeward Honolulu clear. The sun was long up, and the ships along Battleship Row beside Ford Island were splendidly visible. A nurse on the USS Solace, a navy hospital ship newly arrived in the harbor, was admiring “an unusually vivid rainbow.” Then bombers came flashing down from the green Waianae Mountains to the west and torpedo planes began wheeling in from the sea.1

Explosions racked the ships; bombs hit Hickam and Wheeler airfields and the Naval Air Station at Kaneohe on Oahu’s north shore. Under the ruins or the sea some 2,300 Americans died and 1,100 more were wounded. The navy took the heaviest hits and counted the greatest number of dead and wounded, for the object of the attack was primarily the Pacific Fleet. The Oklahoma capsized, and a single armor-piercing bomb exploding in a magazine sank the battleship Arizona, entombing 1,177 men after one of the mightiest blasts of the war.

Even while the attack went on, small boats darted into the burning oil slick that surrounded the Arizona to pull survivors from the water. Longboats and smart flag officers’ gigs hauled oil-soaked, scorched, and wounded men to treatment and returned for more. Only the crew’s quarters of the mobile base hospital had been put up, but every major ship had its own sickbay, and the presence of the Solace—gleaming white, encircled by a broad green stripe and marked with red crosses—was providential.2 Most casualties wound up either in its wards or at Dock C, the closest to the naval hospital. Seventy percent were burn cases; some were unrecognizable. Those who were conscious tried to mumble their names.3

Medical corpsmen broke out morphine to dull pain, tannic acid jelly for burns, plasma and saline solution to replace lost blood volume and body fluids, and sulfa drugs to fight infection. On the warships, main battle dressing stations were filled with the men who had been injured or burned; on the Nevada, a first-aid station was set up under the overhang of No. 4 turret on the main deck aft. Ashore, the marine barracks and the officer’s club in the Navy Yard became impromptu receiving wards. Medical officers arrived on the run from their homes; corpsmen from sunk or damaged ships made their way ashore; and Red Cross nurses hastened to the hospitals. Civilians drove the wounded to treatment in their cars, braving strafing Zeros, and stories were later told of prostitutes from the Hotel Street red-light district who volunteered to nurse the men they had served in other ways in the past.

At the unfinished base hospital, corpsmen pried open crates to get at supplies, moved the wounded into the crew’s quarters, and soon were treating 110 patients. At Ewa, west of Pearl Harbor, the hospital tents of Marine Aircraft Group 21 were burning, and the dozen or so wounded received treatment in the open, exposed, along with like the corpsmen who bent over them, to enemy machine guns. At the Pearl Harbor Naval Hospital patients were thrust into any available bed as they arrived. Burn cases filled the medical wards. Among those who were conscious, some were hysterical, some depressed, all deeply anxious. But many men arrived unconscious, and some died without waking. More than three hundred corpses accumulated, many of them nameless, some with fingers too charred and mangled for the pathologist and his technician to take prints. By midnight the hospital had a jam-packed morgue and 960 living patients crowding the space intended for 250; doctors, nurses, and corpsmen worked in relays for forty-eight hours straight.

Living or dead, the casualties were a visible prophecy of the coming war at sea. Fractures were everywhere—simple bone breaks, compound fractures with surface wounds, crushed and scattered comminuted fractures. Most patients had been burned, either deeply by fuel oil or widely and superficially by the flash of exploding ordnance. How badly a man was burned depended largely on the clothing he wore, and early on a Sunday morning in the tropics most had been wearing very little. Even tee shirts or cotton drawers had provided some protection from flash burns, and men who had been fully dressed usually had been burned only on their faces and hands. Lying stripped on hospital bunks, patients had the look of photographic negatives, their absent clothing printed on their bodies in white.

Nearly all the men who had been in the water were coated with oil, whose removal from burned flesh the Pacific Fleet Medical Officer inadequately described as “tedious, at times painful.” In the naval hospital, corpsmen used ordinary flit guns to spray tannic acid solution over the endless burned bodies. Doctors mixed sulfa drugs with the oils and jellies then used to protect and soothe burns. Late at night medical officers still labored by the blue flashlights allowed under blackout regulations, probing constricted or collapsed veins with hollow needles to inject saline, glucose, and plasma. The days that followed saw the initial chaos resolve into grim order: the daily change of dressings, the removal of sloughed skin, the debridement of dead and dying flesh by the surgical knife.4

Army wounded were fewer and, though flash burns were common, the soldiers had not been roasted by burning fuel oil. At the first news of the attack Doctor Moorhead hastened from his aborted lecture to Tripler General Hospital, then a complex of wooden buildings in Fort Shafter near the awninged bungalows that housed the army’s leadership in Hawaii. Without undue formality he was restored to active duty, and as Colonel Moorhead he took charge of the three operating rooms and the nine surgical teams that assembled to work in them. He briefly gave his staff of military and civilian surgeons technical instructions on the methods he wanted used, and all got to work with a “fine spirit of cooperation.”5

But almost everyone was new to mass-casualty situations, and the confusion in the hospital showed it. The second-floor operating rooms opened off a single passageway that quickly became cluttered with the wounded. A civilian surgeon told a reporter that some patients were carried into surgery without having their clothes removed and without any preliminary cleaning. Surgeons had to wear the same gloves all day, washing them between patients, and one doctor worked bare-chested in pajama bottoms for lack of proper attire. When blood and plasma ran short, one surgeon, J. E. Strode, phoned Dr. Eric Fennel, who had helped to set up Hawaii’s first blood bank less than a year before. “Fennel dashed to Tripler bearing a large clothes basket filled with plasma and the tools for treating shock” and spent the rest of the day giving transfusions.6

Despite everything, however, the surviving casualties were relatively fortunate people. Some injuries were appalling, but many patients seemed unaware of their pain as the doctors fought shock, cleaned wounds, and sprinkled them with sulfanilamide crystals to fight infection. When local bloodbanks were depleted, a call for blood and plasma went out by radio. It brought in five hundred volunteers during the first hour, and hundreds more came during the days that followed in answer to renewed radio and newspaper appeals. The wounded fought for life surrounded by friends, cared for in ample hospitals, and supported by the resources of an American city where damage, outside the military reservations, was minimal. They were young and healthy, well-fed and rested, and their wounds were comparatively clean.7

No more atypical situation could be imagined. Though the American-Japanese war began with an air attack on one city and ended with the destruction of two others, most of its battles were to be fought in the most primitive regions of the earth, and most of its casualties were to be weary men with contaminated wounds. The true face of the war and its medical crises appeared not on Oahu but two thousand miles to the west, in the Commonwealth of the Philippines, where an army died, cut off and abandoned.
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The Philippines had fallen into American hands after the war with Spain in 1898—the pearl of a short-lived American empire in the Caribbean and the Pacific. While fighting both Spaniards and native guerrillas, American soldiers and governors had called upon the newborn medical science of their time to combat the horrendous diseases of the tropics. In so doing they imitated the European colonialists already at work in many tropical lands. A British Indian Army surgeon discovered the role of the mosquito in spreading malaria. The American Army introduced modern public health as part of its military takeover—a way of protecting its own troops while demonstrating to reluctant natives the benefits of American rule.

Half-consciously, colonialists were beginning to learn how to wage a new kind of war. Yet their jungle wars were limited affairs—low-intensity conflicts, in the terminology of a later era. Theoretically at least, the great powers understood that at some time in the future they might have to fight one another in the jungle. By 1920 plans had already existed in the locked cabinets of the American General Staff that envisioned a defense of the Philippines against Japan, pinpointing the islands of Manila Bay and the jungle-covered peninsula of Bataan as the last bastions of defense. Bataan was one of the most heavily malarial regions in the world, and no practical means of controlling the disease existed there except to use quinine, an old remedy of limited effectiveness.

By 1940 growing tension with Japan had awakened the Philippines to a time of hasty preparation. A former chief of staff, General Douglas MacArthur, was summoned out of retirement to head the Philippine Department. His forces were sizable but not uniformly useful. The Philippine Division provided the defenders with a small force of high quality, while the militia units of the Philippine Army offered them quantity alone. MacArthur’s surgeon, Colonel Wibb E. Cooper, was an able regular who relied on a unit formed of Americans and Filipinos, the 12th Medical Regiment of the Philippine Division. Cooper tried to supply the inexperienced and ill-trained militia with some senior surgeons and training in the elements of field medicine. Like Edgar King in Hawaii, he drew upon the civilian resources of the islands, commissioning doctors and nurses in the Philippine Army and arranging with the Red Cross to evacuate civilian casualties in time of need.

His principal military hospital was Sternberg General in the noisy, crowded heart of Manila near the muddy Pasig River and the old walled city called Intramuros. He had half a dozen station hospitals scattered from Baguio, a cool post in the northeastern hills of Luzon, to primitive, jungled Mindanao in the far south of the archipelago. In 1941 Cooper began to organize a hospital center in Manila, enlarging the stuccoed buildings that dated from the time of the Spaniards and converting nearby structures for medical use. Most medical supplies were stored in the city, and a scheme advocated by General MacArthur and accepted by the War Department to meet the invader on the beaches came too late to scatter them through subdepots. Plans were advanced to use Malinta Tunnel on the fortified island of Corregidor as a hospital. Because the old war plans envisioned a fighting defense of Bataan Peninsula, across Manila Bay, Cooper shipped equipment for a thousand-bed hospital there in the autumn of 1941, storing it in a warehouse in the tiny village of Limay.8

In 1940-41 some of the glow went off the once comfortable life of the garrison. The number of nurses at Sternberg almost doubled, but field exercises increased and social life declined. Alerts became more frequent. Though white-jacketed Filipino houseboys still went through the rituals of service, the pleasant lifestyle of the Americans was changing, its imperial assurance sapped by warlike preparations and a growing sense of unease. People even failed to make reservations at the club to listen to the broadcast of the Army-Navy game from the States. Army nurse Madeline Ullom, noting the changes, felt “regret … that the recently assigned personnel could not view and enjoy the opportunities that had once been ours.”9

While clouds of smoke still hung over Pearl Harbor, the Japanese launched an equally devastating assault against the Philippines. Aircraft that hopeful army planners had counted upon to halt an enemy invasion were smashed at Clarke Field, north of Manila, and other installations. Two days later, the navy yard at Cavite was destroyed, with heavy casualties. As on Oahu, burned and battered bodies poured into military and civilian hospitals. The center of the action was at Sternberg, where casualties lay about the well-tended lawn among the blossoming hibiscus, and doctors worked sometimes for two days running. In the station hospital at Fort McKinley, south of the capital, surgeons cut, swabbed, and stitched in the stifling operating room. In the strange silence induced by morphine and shock, fresh cases awaited the “steady-handed anesthetists [who] drove long, glistening needles” into their spines.10

The first enemy landings came on December 10. Numerous, brave, and ruthless, the Japanese easily defeated the American and Filipino defenders. Medical personnel from outlying posts began to withdraw with their patients to the medical center in Manila. Then, two days before Christmas, General MacArthur’s headquarters declared the capital an open city and ordered evacuation across the bay to Bataan. Under intermittent air attack, medics crossed and recrossed Manila Bay through the last week of 1941, bringing patients and supplies. Some reached Bataan by water; others joined the caravans that circled Manila Bay, heading to the same destination. Ahead lay the worst of all worlds, from the viewpoint of military medicine: a siege in a jungle, with too many people to care for and inadequate medicine and food.

Meanwhile, the Asiatic Fleet, the defenders’ lifeline to the rest of the world, sailed away for lack of air cover, joining in efforts by Dutch, British, and Australian forces to slow the Japanese invasion of the East Indies. Misfortune dogged the allies from the first. As ships were sunk, the Japanese pulled some survivors from the water, so that a growing number of naval prisoners began to trickle into the enemy’s prison camps—among them, some doctors and corpsmen on whom many lives would depend in the years to come. Others narrowly escaped death or capture.

In the fighting near Java, the seaplane tender Langley went down, and her 450 survivors were picked up by American destroyers. A few days later the men were shifted, in predawn darkness and a heavy sea, to the oiler Pecos to be returned to Australia. The ship’s young medical officer, Lieutenant Joseph L. Yon, found himself with more than a full load of patients. The men of the Langley suffered from shock, exposure, and exhaustion; many were burned, and many were fracture cases. Yon was at work on an operating table when the ship’s siren warned of a new attack. Japanese planes swept down, bombs rocked the Pecos, and the tiles that lined the operating room began to fly. Yon and his chief pharmacist’s mate lifted their patient to the floor and continued work on their knees.
 
When I heard the machine guns and the anti-aircraft guns begin to rattle, I knew that we had about thirty seconds before we either had another hit or a near-miss. We would give them about ten seconds and then drop down alongside the patient, the chief on one side and I on the other, and wait for the ship to jump…. As soon as the ship ceased shuddering, we got onto our knees and began to work on the injured [man] until the next bomb was due.11
 

Hit five times, the Pecos began to settle at the bow. Orders came to abandon ship. Crewmen wrestled the wounded up onto the main deck, now awash, where Yon tied the worst cases to kapok mattresses taken from the officers’ berths and gave each a drink from the captain’s scuttlebutt—his cask of fresh water. Every patient was then assigned to an able-bodied crewman, who went into the sea with him. It was dusk before a ship appeared on the horizon. Somebody fired a flare. Out of the gathering darkness emerged one of the destroyers that had saved the men when the Langley went down. The survivors of the oiler’s crew were hauled aboard again, the crew shared out their clothes, and Yon became medical officer of the destroyer, which lacked one of its own.

Home to hundreds of extra men, some of whom had lived through two sinkings, the slender ship set out at high speed for Australia, bucking and pitching through a choppy sea. Yon worked over his patients on a table in the officers’ wardroom, saw them bedded down, and checked a last time to see that all were sleeping. Then he picked his way through the passageways of the dark, incredibly crowded ship to the main deck, found a place by one of the warm stacks, and curled up in a clutter of sleeping bodies. It was, he said later, “the closest to heaven I had ever been.”12 In time all arrived safe at Australia’s western port of Perth.

They were the lucky ones. The sea and the air were already proving to be the decisive elements of the Pacific war. In the Philippines the Americans had lost control of both, and that meant hunger, disease, and ultimate annihilation for the forces still resisting on land. They were a mixed bag of men and women, units and services. As the navy withdrew from the Philippines, some of its doctors and many corpsmen remained behind, either serving with the 4th Marine Regiment or joining up with army units, like one young naval surgeon who began his study of ground warfare by performing an amputation in a ditch during an air raid.13

Colonel Cooper set up his new headquarters on the fortress island of Corregidor with the rest of MacArthur’s staff, while two rough hospitals took shape on Bataan, Number One at Limay, a hamlet of bamboo houses on stilts, and Number Two in the jungle and bamboo thickets to the south at Cabcaben. Commanding Number One was the former executive officer of Sternberg, Colonel James W. Duckworth. Memorable for his height and massive physique, Duckworth was a long-service regular whose “cool nature … never perceptibly ruffled in any crisis” would stand his patients in good stead during the fighting and for years afterward in Japanese prison camps. Commander at Number Two was Colonel James O. Gillespie, another regular medical officer who became the historian of malaria on Bataan.14
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