


























Foreword

Although readily admitting the importance of combat service sup-
port forces, military students and historians alike tend to concentrate
on combat and combat support units when studying operations, giving
only passing attention to the vital work of the logisticians, signalmen,
transport troops, and the rest. This is regrettable, for the operations of
combat service support units—especially in a global conflict like World
War II with its vast distances and varied terrains—have much to teach
us about modern warfare, lessons that remain of surpassing importance
to our profession. The Medical Department: Medical Service in the European
Theater of Operations supports the proposition that the experience of
medical personnel in war directly stimulates advances in medical sci-
ence. More importantly, it demonstrates that the organization of health
care in the combat zones, including evacuation of the wounded, control
of disease among troops and civilian populations, and care of prisoners
of war, contributed directly to the Allied victory. The exploits of the
doctors, corpsmen, and medical support units provide a model for the
planning and organization of medical support in today’s Army.

This volume continues a subseries begun in 1966 with the study of
medical support of the Army in the Mediterranean Theater. The
Center of Military History will soon complete this project with the pub-
lication of a similar study of the very different challenges faced by the
Medical Department in the Pacific. I urge our officers and noncommis-
sioned officers to consult these histories and to use them, not only be-
cause they provide a clear example of the best in combat service sup-
port in wartime but because the principles of medical organization that
they examine remain of vital importance to today’s military planners
and students.

Washington, D.C. HAROLD W. NELSON

I September 1990 Brigadier General, USA
Chief of Military History
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Preface

The Medical Department: Medical Service in the European Theater of Oper-
ations is the second of three volumes recounting the overseas activities
of the U.S. Army Medical Department in World War II. Charles M.
Wiltse’s volume on the Mediterranean and minor theaters was pub-
lished in 1963, and a completed manuscript dealing with the war
against Japan now exists in the Center of Military History. These vol-
umes deal primarily with the operational and organizational history of
Army medicine in the theaters, as distinguished from the clinical vol-
umes published by the Office of the Surgeon General. In each case the
combat narrative has been drawn from relevant volumes in the United
States Army in World War II series, as well as from the large body of
subsequent scholarship. Our aim has been to show how the military
medical system organized itself in a combat theater; how medical plan-
ning was integrated with logistical and tactical planning; how medical
troops were organized, trained and deployed; how hospitals were built
and supplies assembled and moved forward; and how casualties were
treated and evacuated from the field of battle. The volume deals only
peripherally with medical support for the Army Air Forces, in view of
the fact that a lengthy published official history already exists.

Army medicine has long possessed a consciousness of its own histo-
ry. ETO medics were especially concerned with recording their
achievements in the largest and most complex American land campaign
of World War II. Well before D-Day the theater chief surgeon estab-
lished a historical section in his office under Col. Sanford V. Larkey.
The manuscript history that Colonel Larkey’s office produced during
and immediately after the war formed the starting point for an ex-
tended effort by the Office of the Surgeon General to publish a history
of the campaign. Among the various manuscripts written during the
subsequent three decades, a study by George Garand, Hubert E.
Potter, and Pauline Vivette stands out for its length and detail. Never-
theless, the present volume in many ways represents a new start; a
fresh conception of the theme and organization led us into much addi-
tional research in manuscripts, recent secondary works, and interviews
with participants.
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bert G. Wing, and Jane A. Lee. Their reminiscences added color and
human detail to the documentary record. We are grateful to Dr.
Gosman for allowing us to consult his manuscript ‘“War Without
Blood” and to Mrs. Lee for providing us with personal snapshots of
nurses and hospitals in Great Britain. Robert J. T. Joy, M.D., and Col.
Charles J. Simpson contributed expert knowledge, encouragement, and
counsel.
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with their time and expertise. Among our present and former col-
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MEDICAL SERVICE IN THE
EUROPEAN THEATER OF OPERATIONS






PROLOGUE

The Onset of War

In the late summer of 1939, as
World War II opened in Europe, the
Medical Department of the United
States Army comprised medical field
units, fixed hospitals, laboratories,
and schools, a complex whose center
was the Office of the Surgeon Gener-
al in Washington, D.C. The surgeon
general commanded his own office
and the general hospitals. He advised
the chief of staff and the secretary of
war on all matters relating to the
health and medical care of the Army,
and he provided technical guidance to
all the men and women of the depart-
ment in the continental United States
and its overseas possessions.

By later standards the Medical De-
partment was few in numbers, com-
prising about 10,000 officers and
men. Its officers were organized into
Medical, Dental, Veterinary, and Med-
ical Administrative Corps; members
of the Army Nurse Corps, exclusively
female, held quasi-officer status
known as relative rank. Another
23,000 doctors, dentists, administra-
tors (a title which included specialists
in some ancillary fields, such as phar-
macists), and sanitarians made up the
Medical Department Reserve Corps.
In the laboratories and general hospi-
tals a small elite group of physicians
preserved the department’s tradition-

al devotion to medical science, which
derived from the days of Walter Reed
and Willam C. Gorgas.! But most
Army doctors were in the broadest
sense general practitioners. They
guarded the public health of the
Army, gave aid to injured soldiers,
and provided treatment at unit sick
calls, at dispensaries, and at unit and
post hospitals. In addition, Army doc-
tors were soldiers who commanded
medical units, advised their com-
manders, sat on courts-martial, stood
formations, conducted inspections,
and—if considered worthy—attended
Army schools like the Infantry School
at Fort Benning or the Command and
General Staft School at Fort Leaven-
worth. They participated in the active
if somewhat stiff and formal social life
of the officer corps, with its teas, its
balls, and its near-obsessive devotion
to sports and horsemanship. Many
practiced a kind of medicine that was
elementary and repetitive, but devel-
oped a broad grasp of Army ways and

!Walter Reed (1851-1902) was the Army doctor
who headed and supervised the work of the U.S.
Army Yellow Fever Commission that proved mos-
quitoes carried yellow fever. Wilhlam C. Gorgas
(1854-1920) was the Army doctor who systematical-
ly applied this discovery in public health campaigns
that rid Havana and later the Panama Canal Zone of
the disease.






CHAPTER 1

Beginnings

The European Theater of Oper-
ations, which was to conduct the
United States Army’s largest and
most complex land campaign of the
Second World War and complete the
destruction of Nazi Germany, had
modest beginnings. Its initial objec-
tives were to establish Army forces in
the British Isles in order to protect
them from invasion; to relieve British
troops for operations in the Mediter-
ranean; and to reinforce the Royal Air
Force (RAF) Bomber Command in its
strategic air offensive against the
Third Reich.

Preparation for establishment of
the theater began early in 1941. At
that time, almost a year before Pearl
Harbor, the United States, which had
undertaken limited mobilization soon
after the outbreak of war in Septem-
ber 1939, advanced its support of
Great Britain to the stage of direct
materiel aid and combined contingen-
¢y planning. While Congress debated
and passed the Lend-Lease Act, au-
thorizing direct government transfers
of American military equipment to
anti-Axis nations, American and Brit-
ish staff officers met secretly in Wash-
ington. They drew up an agreement,
known as ABC-1, outlining Anglo-
American worldwide strategy in the
event the United States entered the

war. Under ABC-1 and the subse-
quent War Department RaiNBow-5
plan of April 1941, the U.S. Army ini-
tially would play a limited role in the
North Atlantic and Western Europe.
Army troops were to replace the Brit-
ish garrison in Iceland. An Army air
force would deploy to Great Britain
to join the Royal Air Force in bomb-
ing Germany, while ground elements
protected U.S. Navy bases in Scotland
and Northern Ireland and a rein-
forced regiment took station to help
defend southern England. Altogether,
the contingents in the United King-
dom were to include about 87,000 of-
ficers and men, almost half of them in
the bomber command.!

Maurice Matloff and Edwin M. Snell, Strategic
Planning for Coalition Warfare, 1941-1942, United
States Army in World War II (Washington, D.C.:
Office of the Chief of Military History, Department
of the Army, 1953), pp. 43-46; Roland G. Rup-
penthal, Logistical Support of the Armies, United States
Army in World War 11, 2 vols. (Washington, D.C.:
Office of the Chief of Military History, Department
of the Army, 1953-59), vol. 1, May 1941-September
1944 (1953), pp. 2 and 19-20; An. 2, ABC-1 (Amer-
ican-British Conversations), 27 Mar 41, quoted in
Historical Section, ETO, “The Special Observer
Group Prior to the Activation of the European The-
ater of Operations” (hereafter cited as *SPOBS
Hist”), October 1944, p. 13. Depository codes used
in citations in this volume are as follows: CMH (U.S.
Army Center of Military History, Washington, D.C.);
MHI (U.S. Army Military History Institute, Carlisle

Continued



Early Activities in Britain

While President Roosevelt justified
early mobilization measures in terms
of Western Hemisphere defense, the
United States from the beginning
based its preparations on the proba-
bility that, if drawn into the war, it
would fight as the ally of Great Brit-
ain. For this reason, as well as to keep
abreast of wartime technical develop-
ments, the armed services and other
government agencies sent official ob-
servers to study the British war effort.
British medical problems and achieve-
ments drew their share of attention.
Military and naval attaches at the
London embassy transmitted medical
information along with other intelli-
gence. The National Research Coun-
cil, part of the U.S. National Academy
of Sciences, which advised the sur-
geon general on medical research and
therapy, pooled information with
counterpart British and Canadian or-
ganizations. The Army Medical De-
partment dispatched its own observer,
Col. Raymond W. Bliss, MC, who
went to London during late 1940. Al-
though injured in a November air
raid, Bliss sent back reports on sub-
jects ranging from hospitalization and
evacuation of bombing casualties to
the incidence of combat faugue
among RAF flight officers.?

Barracks, Penn.); NARA (National Archives and
Records Administration, Suitland, Md.); and NLM
(National Library of Medicine, Bethesda, Md.)
Manuscript sources cited without any depository
code are in the custody of CMH and, upon publica-
tion of this volume, will be returned to the collec-
tion of Army records in the custody of NARA. See
[Bibliographical Note

?For a summary of early contacts, see Sanford V.
Larkey, “Administrative and Logistical History of
the Medical Service, Communications Zone, Europe-
an Theater of Operations” (hereafter cited as
Larkey “Hist) (Historical Division, United States
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These American observers found in
Great Britain a medical profession as
fully developed and highly institution-
alized as that in the United States,
and one ahead of its American coun-
terpart in many war-related areas of
research and clinical practice. British
medicine—part of a nation which
German bombers had made into a
single combat zone—was fully mobi-
lized for war. Under the Ministry of
Health the Emergency Medical Ser-
vices (EMS) controlled about 300,000
beds in existing private and govern-
mental hospitals and in newly con-
structed semipermanent plants. Work-
ing closely with the civil defense orga-
nization, it evacuated and treated ci-
vilian air raid casualties and provided
most station and general hospitaliza-
tion for the armed services.?

The medical services of the British
Army, Royal Navy, and Royal Air
Force paralleled in structure and
functions, though not in nomencla-
ture, those of the United States
armed forces. The Royal Army Medi-
cal Service, with which the U.S. Army
medical establishment was to work
most closely, was headed by Lt. Gen.

Forces, European Theater, 1945), ch. 1, pp. 1-3;
Col R. W. Bliss, MC, Compiled Reports of Medical
Observer in London, October-December 1940
(hereafter cited as Bliss Rpts), file ETO 7/1.

3The EMS secured beds by discharging or
moving patients, crowding more beds into wards
and buildings, and adding hut annexes to perma-
nent hospitals. The Briush radically overestimated
air raid losses, expecting 35,000 dead and injured a
day for the first two weeks of heavy bombing. In
fact, they suffered about 43,000 civilians killed and
50,400 severely injured in the entire period June
1940-May 1941. See C. L. Dunn, The Emergency Med-
ical Services (hereafier cited as EMS), History of the
Second World War, United Kingdom Medical
Series, 2 vols. (London: Her Majesty’s Stationery
Office, 1952-53), vol. 1, England and Wales (1952),
pp. 114-15 and passim; Bliss Rpts, file ETO 7/1.
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LT. GEN. SIR ALEXANDER HoOD

Sir Alexander Hood, director general
of Army Medical Services. General
Hood served on the staff of the adju-
tant general, who in turn sat on the
Army Council, the British Army’s cen-
tral administrative body. General
Hood’s office consisted of a number
of functional directorates, with re-
sponsibilities much like those of the
divisions of the U.S. Army’s Ofhice of
the Surgeon General. In geographical
area commands and field armies a
deputy or assistant director of Medi-
cal Services, depending on the size of
the organization, advised the com-
mander on medical matters and exer-
cised technical and administrative
control over hospitals and medical
units. Tactical medical units, from
field ambulances to general hospitals,

7

made up a chain of evacuation similar
in operations and principles to that of
the U.S. Army. The British in 1940-
41 were in the process of reorganiz-
ing these elements to achieve greater
mobility and to bring emergency sur-
gery closer to the firing line. For
home base fixed hospitals, the British
Army, like the other services, had to
rely primarily on the Emergency Med-
ical Services, since the Cabinet in
1939 had all but forbidden construc-
tion of new military hospitals in the
United Kingdom. EMS hospitals cared
for the sick and injured of units sta-
tioned in Britain, and they were the
final link in the chain of evacuation
from overseas battlefields.*

By late 1940 the Royal Army Medi-
cal Service was suffering from a short-
age of medical officers, and through-
out the British war effort the demand
for qualified practitioners had begun
to exceed the supply. The British, ac-
cordingly, welcomed American and
other foreign civilian doctors and em-
ployed these volunteers in the Emer-
gency Medical Services to release
British doctors for military service.
American medical people came to
Britain as individuals, and they also
came in organized hospitals, two of
which were destined for close associa-
tion with the U.S. Army. The first of
these, the American Hospital in Great
Britain, which was organized by New

4In May 1940 the British Army had 9,000 beds
available in Great Britain in its own hospitals, all en-
larged prewar plants. See Dunn, EMS, 1:96. For
army medical organization and its wartime develop-
ment, see F. A. E. Crew, The Army Medical Services
(hereafter cited as AAMS), History of the Second
World War, United Kingdom Medical Series, 2 vols.
(London: Her Majesty’s Stationery Office, 1953-55),
vol. 1, Administration (1953), chs. 3, 8 and pp. 458-
79.
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York City doctors and laymen and fi-
nanced by the British War Relief So-
ciety in America, went into operation
late in 1940. Its British-American-Ca-
nadian staft occupied a 300-bed wing
of an EMS hospital at Basingstoke
and specialized in orthopedics and
plastic surgery. In January 1942 the
unit, renamed the Churchill Hospital,
moved to a larger facility, taking over
an entire new 600-bed EMS hospital
near Oxford.®

At the time the American Hospital
was taking shape, the Harvard Medi-
cal School and the American Red
Cross, in cooperation with the Minis-
try of Health, established a conta-
gious disease treatment and control
unit. Named the American Red
Cross-Harvard Field Hospital Unit,
this facility included a laboratory,
mobile investigating teams, and a
125-bed hospital, staffed except for
nurses by Harvard and equipped
largely by the Red Cross, which also
recruited the nurses. The unit’s direc-
tor, Dr. John E. Gordon, professor of
Epidemiology at Harvard, and many
of the professional staff began work
in Britain in mid-1940. They assisted
the Ministry of Health in combating
disease outbreaks, which were a con-
stant threat in the crowded and
bomb-damaged cities; they also com-
pleted plans for the hospital. The rest
of the unit arrived in Britain during
early 1941. Five of the staff's Red
Cross nurses and their chaperone
died at sea when a U-boat torpedoed
their ship in the North Atlantic. Dr.
Gordon also became a war casualty,

3Larkey “Hist,” ch. 1, pp. 3-7; Sheila M. Dwyer,
“A Base Hospital in England,” The American Journal
of Nursing 41 (August 1941): 877-79; Bliss Rpts, fhle
ETO 7/1.
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injured when bombs demolished his
London apartment, but he soon re-
turned to work. In September the
unit opened its 22-building complex
near Salisbury in southern England.
Its field teams and laboratory helped
the British suppress outbreaks of
paratyphoid and scabies, among other
diseases. Dr. Gordon, besides over-
seeing the unit, advised the minister
of health on epidemiology, served on
Ministry of Health committees, and
transmitted information between Brit-
ish and American public health agen-
cies. After the unit had been in oper-
ation for a year, Sir Wilson Jameson,
chief medical officer of the Ministry
of Health, declared that Gordon and
his colleagues “have come to be re-
garded not as a group of workers
from America but more as a part of
the general public health staft of this
country” and that the volunteer unit
would be ‘““a model for the post-war
development of epidemiological stud-
ies”” in Britain.®

Medical Department activity in Brit-
ain expanded and became more sys-
tematic after the signing of ABC-1.
To execute and maintain that agree-
ment, the United States and Great
Britain exchanged military missions.
The members of these missions col-
lectively represented their country’s
chiefs of staff. Individually, each mis-
sion member exchanged information
and developed contacts with counter-
parts in his own branch of service.

SLtr, Sir Wilson Jameson to Dean Burwell, Har-
vard Medical School, 16 Sep 42, in The American Red
Cross-Harvard Field Hospital Unit (Cambridge, Mass.:
Harvard University, 1943), pp. 38-40. This publica-
tion sketches the history of the unit. On Gordon's
injury, see New York Times, 7 May 41, p. 6.
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The United States Army mission to
England established its headquarters
in London on 19 May 1941, setting
up offices in the United States Embas-
sy on Grosvenor Square. Maj. Gen.
James E. Chaney, an Air Corps officer
who earlier had observed the Battle
of Britain for the War Department,
headed the delegation, designated the
Special Observers Group (SPOBS) to
conceal 1its actual, unneutral func-
tions. Chaney’s seventeen subordi-
nates, called special assistant Army
observers, were carefully selected
field-grade officers whose branches
and specialties included most of those
required to staff a theater headquar-
ters. Wearing civilian clothes and car-
ring British identification and ration
cards, they collected much military
information while carrying out their
primary task of making preliminary
preparations for the Army forces ear-
marked for Great Britain in ABC-1
and RaiNnBow-5; they selected loca-
tions for bomber bases and other
installations and surveyed transporta-
tion facilities and supply sources.
General Chaney, who reported direct-
ly to Army Chief of Staff General
George C. Marshall, had responsibil-
ity for recommending changes in the
details of the basic plan. At the
proper time he was to advise the chief
of staff on actual force deployments.”

Initially, Maj. Arthur B. Welsh, MC,
represented the Medical Department
in the Special Observers Group. A
Regular Army medical officer since
1926, Welsh had attended the Com-
mand and General Staff College and

?The operations of this group, which also includ-
ed coordinating the allocation of lend-lease equip-
ment and participation in early military discussions
with the Soviet Union, are described in ETO,
“SPOBS Hist,” passim,

CoL. ARTHUR B. WELSH
(1953 photograph)

taught at the Medical Field Service
School at Carlisle Barracks. Since Oc-
tober 1939, as assistant chief of the
Planning, Plans, and Training Divi-
sion, Office of the Surgeon General,
he had helped make Medical Depart-
ment emergency and war plans. He
was thus a logical choice for the
SPOBS assignment.®

Welsh spent much of his time at
first meeting with Bntish civil and
military medical officials and collect-
ing information as preparation for his
medical planning tasks. He conferred
regularly with counterparts from the
Ministry of Health, the British Army

8Biographical data from Name-Rank file, CMH;
Interv, OSG with Col A. B. Welsh, 28-29 Oct 47,
file HD 000.71, CMH.
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and Royal Air Force, and the Colonial
Medical Service; accumulated material
on medical and sanitary conditions
and hospitals in the United Kingdom,
Iceland, and Africa; became famihar
with British Army and RAF medical
organization; and compiled reports
on such subjects as the proper goggle
lense colors for the desert and Arctic,
the most common types of bombing
injuries, and the special problems of
evacuating wounded men from tanks.
During July and August 1941 Welsh
completed his medical plans for the
U.S. Army forces to be stationed in
Iceland, Northern Ireland, Scotland,
and England. These plans, in accord
with ABC-1 and RaiNBOw-5, provid-
ed for static garrison and antiaircraft
defense units and for air commands
operating from fixed bases. Because
of their limited scale, they soon
became obsolete by the rush of
events.

Welsh’s medical plans, despite their
quick demise, contained hospitaliza-
tion and evacuation principles that
were to reappear in subsequent more
elaborate programs. For example,
Welsh emphasized that the Army in
the British Isles should establish “its
own complete medical service with
10% fixed beds and sufficient medical
units and transport to collect and
evacuate sick and wounded. . . .”
While he arranged for the 1nitial care
of American casualties in British hos-
pitals, his plans called for early con-
struction of U.S. Army hospitals for
the entire command. Welsh outlined
a hospitalization scheme based on
unit dispensaries, station hospitals
with 250 to 750 beds, and general
hospitals with 1,000 beds. Under his
proposed evacuation policy units
would treat sick and wounded need-

ing less than 72 hours of care in their
own dispensaries, more serious cases
would go to station hospitals, and
those needing over 120 days of hospi-
talization would be evacuated to the
United States by air or hospital ship.
In addition to these hospitalization
and evacuation programs Welsh sub-
mitted lists of medical units for the
ABC-1 and RaiNnBow-5 forces, as well
as a proposed table of organization
for a small theater chief surgeon’s
office; recommended the wuse of
American rations to feed U.S. troops
stationed in Great Britain and the
need for various preventive medicine
measures, such as venereal disease
suppression; and warned that all hos-
pital equipment and medical supplies
would have to come from the United
States, an assumption which turned
out to be wrong.?

In mid-September illness forced the
relief of Major Welsh.’® To replace
him, the War Department, on Welsh’s
recommendation, selected Col. Paul
R. Hawley, MC, at that time assistant
commandant of the Medical Field Ser-
vice School at Carlisle Barracks,
Pennsylvania. Fifty years old in 1941,
Hawley had served in France in
World War I as a regimental surgeon

9Larkey “Hist,” ch. 1, pp. 11-15, 19-26, 30-31.
Ch. 1, app. 1, reproduces Welsh’s major plans. See
also ETO, “SPOBS Hist,” pp. 30-31 and 34-35.
Army medical service in the Iceland occupation,
which began in late 1941, is covered in an earlier
volume of this series. See Charles M. Wiltse, The
Medical Department. |[Medical Service in_the Mediterranean|
and Minor Theaters (hereafter cited as Mediterranean),
United States Army in World War II (Washington,
D.C.: Office of the Chief of Military History, Depart-
ment of the Army, 1965), pp. 10-18.

*Welsh spent the rest of the war in the Office of
the Surgeon General in high-level planning and su-
pervisory assignments.
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and as sanitary inspector of the Inter-
mediate Sector, Services of Supply.
Between the wars he held varied as-
signments in the United States, the
Philippines, and Nicaragua; taught
biostatistics and epidemiology at the
Army Medical School; and earned a
doctorate in Public Health from Johns
Hopkins University. Hawley also pos-
sessed military staff training, having
attended both the Command and
General Staff School, at Fort Leaven-
worth, Kansas, and the Army War
College in Washington, D.C. Genial
but strong-willed, Hawley, more than
any other one man, was to dominate
medical service in the European The-
ater of Operations.!

Hawley received a hectic introduc-
tion to the Special Observers Group.
Departing for England on less than
two days’ notice, he took along little
spare clothing and no passport. He
crossed the Adantic in a B-24
bomber being ferried over for the
Royal Air Force. “The pilot and I
shared the same experience,” he re-
called. “Neither one of us had flown
over the ocean before.” Having trav-
eled in uniform, Hawley bought a ci-
vilian suit off the rack in a London
department store in order to conceal
his military identity. By this time, he
observed, the group’s disguise had
worn thin. Even a woman passerby
who directed the Americans back to
their hotel in the blackout seemed to
know who they were.!?

"1 Biographical data from Name-Rank file, CMH;
Memo, Maj A. B. Welsh to Gen McNarney, 11 Sep
41; AGO Orders to Col Paul R. Hawley, 16 Sep 41,
box 1, Paul R. Hawley Papers, MHIL

2Interv, OSG with Maj Gen Paul R. Hawley, 16
and 18 Jun 62 (hereafter cited as Hawley Interv,
1962), pp. 5-7, CMH.
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Maj. GEN. PAuL R. HAWLEY
{Rank as of 27 February 1944)

As Welsh had done, Hawley worked
out of a single small room in the
American embassy without even a
personal secretary to assist him.
Quickly, he picked up the threads of
Welsh’s activities. He revised the
Northern Ireland medical plan to re-
lieve the Navy of any responsibility
for medical care of Army troops near
naval bases, and he recommended es-
tablishment of fewer and larger fixed
hospitals than Welsh had proposed.
Hawley drafted a medical plan of his
own for the Army forces to be sta-
tioned in Scotland, generally follow-
ing the principles of Welsh’s earlier
England and Scotland plans. Late in
November, he completed tentative
plans for medical support of the
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permitted the Army observers to
reveal their true military colors. When
the War Department, on 8 January
1942, activated Headquarters, United
States Army Forces in the British Isles
(USAFBI), the observers became the
nucleus of a theater staff. General
Chaney assumed command of this
new headquarters, which was to con-
trol all Army elements sent to the
United Kingdom under ABC-1 and
RamnBow-5. Chaney’s SPOBS subor-
dinates took corresponding general
and special staff positions. Colonel
Hawley, for example, switched desig-
nation from Chief Surgeon, SPOBS,
to Chief Surgeon, USAFBI.*"

The plans that USAFBI was to
carry out also changed. During late
December 1941 and early January
1942 President Roosevelt, Prime Min-
ister Churchill, and their chiefs of
staff met in Washington at the Arca-
piA conference. Among other deci-
sions, they agreed to deploy a large
American ground combat force to
Northern Ireland. In contrast to the
30,000-man garrison and antiaircraft
contingent contemplated in RaINBOw-
5 this new force, designated MAGNET,
was to consist of one armored and
three infantry divisions with support
elements, in all about 105,000 men.
MAGNET was to replace British combat
troops in Northern Ireland, allowing
their redeployment to North Africa
and other active theaters. At the same

17GO Nos. 1 and 2, HQ, USAFBI, 8 Jan 42; Rup-
penthal, Logistical Support, 1:21-22. Chaney and his
staff at the same time assumed the title of Army
Members, U.S. Military Mission, London, and were
supposed to continue their liaison and observation
activities, but these functions quickly declined in im-
portance and the mission went out of existence in
mid-1942. See GO No. 13, HQ, ETOUSA, 20 Jul
42.
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time American armor and infantry
were to be ready to move into the
neighboring Republic of Eire -if the
Germans invaded that weak neutral
country.'®

While the War Department en-
larged the Northern Ireland force and
revised its mission, it scrapped plans
for the Army garrison in Scotland and
for the token mobile regiment in
southern England. The Army Air
Forces buildup, however, remained a
firm commitment. Late in January the
War Department activated in the
United States the Eighth Air Force,
which was to be the senior American
air headquarters in Great Britain, as
well as subordinate bomber, fighter,
and base commands. On 20 February
the bomber commander, Brig. Gen.
Ira C. Eaker, and six staff officers ar-
rived in England to begin plans and
preparations for the air offensive.
General Chaney two days later estab-
lished an Advance Detachment, VIII
Bomber Command, under General
Eaker.1®

As USAFBI chief surgeon, Colonel
Hawley had to revise medical plans to
conform to the overall changes in the
RaiNnow-5 deployment, as well as
prepare for medical support of the
troops soon to arrive. He had to do
this in the first months, without even
the semblance of an adequate staff.
Hawley’s first assistant, 1st Lt. Dean
S. Fleming, MC, a reservist activated
from the Red Cross-Harvard unit, re-
ported on 7 January. On 10 March,
when Hawley formally organized his
office, he had a staff of three: Lieu-

18 Matloff and Snell, Strategic Planning, pp. 108-09;
Ruppenthal, Logistical Support, 1:21. Arcap1a was the
code name for the Allied summit conference.

¥ GO No. 5, HQ, USAFBI, 22 Feb 42.
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tenant Fleming and two other Medical
Corps officers, Capt. John T. Martin
and Ist Lt. Barron D. Knox, both
fresh from the United States. Knox
initially assumed the tasks of execu-
tive officer, liaison officer, and supply
officer. Fleming, an epidemiologist,
took charge of preventive medicine,
personnel, physical standards, and
medical reports and returns; and
Martin, a recent Medical Field Service
School graduate, became flight sur-
geon.?0

With the exception of Fleming,
whom Hawley considered a “very
good young epidemiologist,” Haw-
ley’s first assistants were of only limit-
ed use. Martin and Knox, Hawley re-
ported, “are both good youngsters
and will make someone a good assist-
ant; but they are quite incapable of
taking over any section of this office
and operating it, and there simply
isn’t time to devote long hours to
training them from the ground up.”
Repeated pleas to the surgeon gener-
al’s office for experienced executive
and supply officers elicited little but
promises, as the Medical Department
as a whole was short of qualified men
in these fields. As a result, until late
April, Colonel Hawley had to do most
of his planning and administration
himself. He lamented: “I can do the
administration, the preventive medi-
cine, the medical planning. But I can’t
keep on doing all of them.
And . . . I am not qualified to do the
detailed supply planning.” 2!

200ffice Order No. 2, OofCSurg, USAFBI, 10
Mar 42.

2 Quoted words from Ltr, Hawley to TSG, 4 Apr
42. See also Ltrs, Hawley to TSG, 12 Feb and 29
Apr 42; Ltr, Col F. A. Blesse, MC, to Hawley, 21
Mar 42. All in file HD 024 ETO O/CS (Hawley-
SGO Corresp). Hawley shared his staff shortage

EUROPEAN THEATER OF OPERATIONS

Additional officers gradually strag-
gled in. By mid-May Hawley’s com-
missioned staff had grown to nine, in-
cluding an executive officer of field
rank, a dentist, a veterinarian, and a
supply officer, the latter transferred
from duty with the Canadian Army.
With these reinforcements Hawley
was able to place at least one man in
seven of the planned nine divisions of
his office Many of his new
assistants, nevertheless, lacked experi-
ence in their jobs, and the staff short-
age would continue to grow worse as
the chief surgeon’s responsibilities ex-
panded.??

Medical Plans and Programs

During early 1942 Hawley revised
his Air Force medical support plans
to conform to the evolving require-
ments of General Eaker’s projected
bomber command. Hawley reiterated
his recommendation that each air sta-
tion have an infirmary with enough
beds for 1 percent of the troops locat-
ed there, while a base command serv-
ing all ground and air forces fur-
nished station and general hospitals
and supply depots. By 13 March
Hawley had selected locations for
three station hospitals to support the
first bombardment groups scheduled
for deployment. Additional site selec-
tions had to await completion of
Eighth Air Force plans and the arrival

with the rest of USAFBI, which included a total of
twenty-four officers and thirteen enlisted men in
January 1942 and received no significant augmenta-
tion until April. See Ruppenthal, Logistical Support,
1:31-32, and Msg, Chaney to TAG, WD, 17 Jan 42,
file ETO Admin 388.

20ffice Orders Nos. 5, 7, 12, OofCSurg,
USAFBI, 29 Apr, 11 May, and 19 May 42, respec-
tively; Larkey “Hist,”” ch. 3, pp. 3-5.
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of troops. The latter were slow in
coming, due to shipping shortages
and the diversion of men and aircraft
to meet urgent needs in the Pacific.
The first contingent of 1,800 Air
Force soldiers did not reach England
until 11 May, and major movements
of men, equipment, and aircraft were
delayed until June.?

Besides reworking his Air Force
medical plans, Hawley expanded
upon his overall hospital program for
the United Kingdom. On 16 January
he recommended provision of hospi-
tals for the entire command on the
formula earlier established for the Air
Force: infirmary beds for 1 percent of
strength, station hospital beds for 4
percent, general hospital beds for 3
percent, and convalescent beds for
1.3 percent. He declared that few
British hospitals would be available
for transfer to the American Army
and ruled out conversion of other
buildings as expensive and unlikely to
produce satisfactory results. Hawley
favored instead constructing new
semipermanent hospitals from the
ground up. He advocated use of the
Bntish 20-by-40-foot wood and metal
Nissen hut as the basic unit for such
hospitals, as the hut could be adapted
for wards, operating rooms, mess
halls, or any other purpose and af-
forded some protection against
bombing. By late February Hawley
had established definite hospital re-
quirements for the forces in England.

B Larkey “Hist,” ch. 2, pp. 12-16. For the begin-
ning of the Air Force buildup, see Ruppenthal, Lo-
gistical Support, 1:26-31, and Wesley F. Craven and
James Lea Cate, eds., The Army Air Forces in World
War II (hereafter cited as AAF), 7 vols. (Chicago: Uni-
versity of Chicago Press, 1948-58), vol. 1, Plans and
Early Operations, January 1939 to August 1942 (1948),
pp. 618-42.

The Air Force would need thirty-
seven battalion-size infirmaries and
five station hospitals, each with 125 to
500 beds. The base command, for lo-
gistics and support troops, would re-
quire twenty-five battalion infirmaries;
two station hospitals; two general
hospitals, each with 1,000 beds; and
one convalescent hospital, with 2,000
beds. The general and convalescent
hospitals were to serve both the base
and the bomber commands.?*

Throughout the short organization-
al life of USAFBI, reception and ac-
commodation of the MAGNET force
absorbed much of the effort of all
staff sections. Plans called for the ini-
tial MAGNET troop contingent—the
first significant American force to
reach the United Kingdom—to arrive
late in January. More troops were to
follow as rapidly as the Ilimited
amount of shipping and the demands
of global war permitted.

Colonel Hawley quickly revised his
and Major Welsh’s Northern Ireland
medical plans. Between 6 and 15 Jan-
uary Hawley surveyed British medical
facilities in Northern Ireland. He ar-
ranged with the commander of British
troops in Northern Ireland for
MAGNET to take over the hospitals
and medical supplies of redeploying
British units and also secured an
agreement that this force would treat
MAGNET casualties in its hospitals
until the Americans established their
own. Hawley set the MAGNET hospital
requirements on the same 1-4-3-per-

#Memo, Hawley to CEngr, HQ, USAFBI,
via G-4, 16 Jan 42, in Larkey “Hist,” ch. 2. app. 1;
Ltr, Hawley to CSurg, GHQ, WD, 12 Feb 42, file
HD 024 ETO O/CS (Hawley-SGO Corresp); Msg,
USAFBI to AGWAR, 28 Feb 42, file ETO Admin
388.
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cent basis as he had recommended
for England. He estimated that the
British hospitals to be taken over
would provide about 2,000 general
and perhaps 170 station hospital
beds, while U.S. Navy hospitals at
Londonderry and Lough Erne, to be
acquired by the Army, would account
for another 600 station beds. The rest
of the approximately 7,000 fixed beds
needed would have to come from new
construction of 1,000-bed general and
500-bed station hospitals. In addition,
the existing British hospitals would
require some construction to bring
operating theaters, X-ray facilities,
mess hall refrigeration, and staff
quarters up to American standards.

Because MAGNET was to be a
mobile field force, Hawley proposed
that three of the projected 500-bed
station hospitals be occupied by 750-
bed evacuation hospitals. Each evacu-
ation hospital so employed would
keep its field equipment in storage
and use a separate set of station hos-
pital equipment. During active oper-
ations the evacuation hospital would
pick up its stored equipment and
follow the troops, while a station hos-
pital complement, sent from the
United States, took over the fixed fa-
cility. Hawley advocated this arrange-
ment as a way of economizing on
scarce hospital units, but the War De-
partment delayed approval until fur-
ther changes in MAGNET plans made
the proposal obsolete.?

2> Memo, Hawley to CEngr, HQ, USAFBI, via G-
4, 16 Jan 42, in Larkey ““Hist,” ch. 2, app. 1; An. 6
(Medical Plan) MAGNET, 19 Jan 42, in Larkey
“Hist,” ch. 2, app. 2 (see also ch. 2, pp. 4-6); Msg,
USAFBI to AGWAR, 3 and 28 Feb 42, file ETO
Admin 388; Ltr, Hawley to CSurg, GHQ, WD, 12
Feb 42, file HD 024 ETO O/CS (Hawley-SGO Cor-
resp); Memo, Surg, V Corps, to TSG, sub: Medical
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On 19 January a 36-man (18 offi-
cers and 18 enlisted men) headquar-
ters advance party from the V Corps,
the principal MAGNET command, ar-
rived in Great Britain. The group in-
cluded Lt. Col. Charles E. Brenn,
MC, the corps surgeon. Brenn went
to London with the rest of the party
and at once conferred with Hawley.
The two surgeons discovered an em-
barrassing misunderstanding. Brenn,
before leaving for England, had spent
several days at the surgeon general’s
office developing his own Northern
Ireland medical plan in consultation
with Major Welsh. Surgeon General
Magee had directed Brenn to do so
on the mistaken assumption that
MAGNET was to be a separate force,
independent of USAFBI. A similar
misunderstanding of their position
prevailed among other MacGNET offi-
cers who, according to Hawley,
considered USAFBI *“a bunch of
interlopers trying to usurp the divine
authority of MAGNET.” In spite of
these difficulties Hawley and Brenn at
once developed a smooth working re-
lationship. They adopted Hawley’s
plan for Northern Ireland, because it
was based on current firsthand infor-
mation and included agreements with
the British. Once established in Bel-
fast, Brenn exercised much independ-
ent authority, but he deferred to
Hawley as theater chief surgeon.
Hawley later said of Brenn: “He is
completely proper and he is doing a
fine job.” 26

History, 10 Jan 44; “History of Medical Service,

SOS, ETOUSA, from Inception to 31 December
1948” (hereafter cited as “Med Svc Hist, 1942-43"),
ex. C, file HD 314.7-2 ETO.

% First quotation in Lur, Hawley to Blesse, 18

Apr 42, and second quotation in Ltr, Hawley to
Continued
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On 24 January Hawley and Brenn
left London for Belfast to meet the
first MAGNET troop contingent. That
same day General Chaney issued
orders creating the U.S. Army North-
ern Ireland Force (USANIF) to con-
trol all MAGNET troops under
USAFBI. Two days later about 4,000
United States soldiers, most of them
members of the 34th Infantry Divi-
sion, became the first American fight-
ing men of World War II to disem-
bark in the United Kingdom. The di-
vision commander, Maj. Gen. Russell
P. Hartle, who accompanied the
troops, assumed command of both
USANIF and V Corps.?

This initial MAGNET contingent
brought with it the first Army medical
troops to enter the European Theater
of Operations. They included the
10th Station Hospital; an element of
the 136th Medical Regiment; and
medical detachments of the 133d In-
fantry, the 151st Field Artillery, the
109th Quartermaster Regiment, the
112th Engineer Battalion, and the
63d Signal Battalion—in all 41 offi-
cers, 42 nurses, and 322 enlisted
men. As a result of mismanagement
at the New York Port of Embarkation
and a shortage of shipping, these
units landed at Belfast without most
of their equipment. Hence, the first
MAGNET troops had to depend on the
British for all medical services. While
the Allies provided generously, the
Americans’ total dependency, accord-
ing to Hawley, “made a very bad im-
pression upon the British.” A second
MAGNET contingent of about 7,000

CSurg, GHQ, WD, 12 Feb 42 (see also Ltr, Blesse
to Hawley, 21 Mar 42), all in file HD 024 ETO
O/CS (Hawley-SGO Corresp); Larkey “Hist,” ch. 2,
p- 9.

*TRuppenthal, Logistical Support, 1:22-26.
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men, including the 7th General Dis-
pensary and elements of the 109th
Medical Battalion, arrived on 2 March
no better supplied, although “drib-
lets” of medical equipment addressed
to units in the Caribbean and Iceland
came in on various transports.2®

With extensive British assistance
the first MAGNET contingents settled
in. The troops crowded into Nissen
huts in camps turned over by the
British. Initially, the Americans ate
British Army rations, received their
mail from the British postal service,
and had their clothes cleaned and
shoes repaired in local establish-
ments. Field artillerymen, sent over
without their 105-mm. howitzers,
learned to fire and maintain the Brit-
1sh 25-pounder. Gradually, as supply
ships armived, USANIF established its
own mail, laundry, and post exchange
services. By late March the mess halls
were beginning to serve American ra-
tions instead of the unfamiliar and
nutritionally less satisfactory British
menu.??

As rapidly as possible, USANIF set
up its own hospitals. On 9 March the
10th Station Hospital took over a
British military hospital at Ebrington
Barracks, Londonderry, complete with
its existing equipment and patients.
By rearranging the wards and acquir-
ing additional buildings the American
staff increased the capacity of this
plant from 150 to 350 beds. To fur-
nish  additional fixed hospitals,
USANIF pressed mobile medical units

%8 An. 6 (Medical Plan) MAGNET, 19 Jan 42, in
Larkey “Hist,” ch. 2, app. 2; Ltrs, Hawley to CSurg,
GHQ, WD, 12 Feb 42, Blesse to Hawley, 21 Mar 42,
and Hawley to TSG, 4 Apr 42, all in file HD 024
ETO O/CS (Hawley-SGO Corresp).

29 Ruppenthal, Logistical Support, 1:23-26,
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into service. The clearing company of
the 34th Division’s 109th Medical
Battalion and later those of the Ist
Armored Division’s 47th Medical Bat-
talion and the V Corps’ 503d Medical
Battalion all operated small tempo-
rary station hospitals. The 109th’s
company staffed a former U.S. Navy
hospital at Lough Erne until Septem-
ber, when the newly landed 160th
Station Hospital relieved it (see Map
1)|3°

u he 5th General Hospital, the first
unit of its kind scheduled for deploy-
ment with MAGNET, had been includ-
ed in the second troop contingent;
but it did not open in Belfast until
late May, after a long, frustrating od-
yssey. A 500-bed affiliated unit spon-
sored by Harvard University, the hos-
pital embarked at New York on 19
February with its equipment and a
staff of 37 officers, 60 nurses, and
275 enlisted men.?! Most of the per-
sonnel, including the hospital com-
mander, Lt. Col. Maxwell G. Keeler,
MC, embarked on a single vessel; but
7 officers, 28 nurses, and 14 enlisted
men sailed on other ships to provide
medical care on the voyage. Soon
after leaving port, a mechanical
breakdown crippled the transport car-
rying the main body, forcing the ship
to turn back to Halifax, Nova Scotia,

30 10th Station Hospital Annual Rpt, 1942; “*Med
Svc Hist, 1942-43,” ex. C, file HD 314.7-2 ETO.

91 The unit initially was overstaffed for its 500-bed
capacity, and the commanding general of the New
York Port of Embarkation attempted to transfer its
28 excess officers to tactical units of the 34th Divi-
sion that lacked medical officers. The unit biuterly
resisted this, on grounds that the Office of the Sur-
geon General had promised affiliated units, when
organized, that they would serve together. Eventual-
ly, the OSG resolved the problem by transferring
the excess officers in a body to Walter Reed Army
Medical Center. See 5th General Hospital Annual
Rpt, 1942.
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and eventually to Boston, Massachu-
setts, where the 5th disembarked; the
group spent the next month and a
half at Camp Edwards awaiting space
on another ship. The rest of the unit
landed at Belfast early in March.
While the nurses assisted in various
American and British hospitals, the
officers and enlisted men collected
the hospital’s equipment at the in-
tended location, the British Army’s
31st General Hospital at Musgrave
Park on the outskirts of Belfast.

The main body embarked again on
30 April and reached Belfast on 12
May. Nine days later the 5th General
Hospital opened it first wards at Mus-
grave Park. The unit’s plant, a three-
story brick building formerly used as
a boys’ reformatory with attached
Nissen-hut wards, had room for about
800 beds. At the outset, crated equip-
ment and supplies filled most of the
wards. About the time of the hospi-
tal’s opening a major serum hepatitis
epidemic hit the Northern Ireland
forces. As a result, according to Colo-
nel Keeler, “it was just a constant
run-around to see whether we could
get beds set up fast enough each day
to accommodate the number of pa-
tients that had to be admitted. . . .”
Within two weeks, the staff had twelve
wards in operation, caring for over
400 patients. In June, as the Mus-
grave Park facility filled to its 800-bed
capacity, the 5th opened a 900-bed
convalescent annex in a nearly com-
pleted former EMS hospital in War-
ingfield, about 20 miles away. The
hospital’s patient load reached a peak
of 1,500 in the two facilities during
late August. Supporting some 60,000
American and British troops, the 5th
General Hospital provided training as
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well as medical care. Under an ex-
change program, division medical of-
ficers worked for brief periods in the
wards and hospital staff members
were temporarily assigned to units.
This arrangement ‘“‘gave those medi-
cal officers of the 5th . . . who had
come straight from cwvilian life a
much better understanding of what
the soldier goes through within his
own organization,” while affording
unit officers a chance for hospital and
professional experience.3?

For USANIF Colonel Brenn estab-
lished an evacuation policy on the
principles  earlier prescribed by
Hawley. As soon as they could, unit
medical detachments set up dispen-
saries to treat patients requiring less
than 72 hours of care. Using ambu-
lances, organic vehicles, and some-
times buses and trains, units sent men
requiring more extended treatment to
British hospitals; to the 10th Station
and 5th General Hospitals; or to the
smaller faciliies operated by the
clearing companies. A disposition
board of medical officers established
by order of USAFBI determined
which sick and injured men should be
evacuated to the United States. Ini-
tially located at the 10th Station Hos-
pital and later moved to the 5th Gen-
eral Hospital, the board sent some
psychotics, patients needing locally
unavailable special therapies or diets,
and men unable to return to duty
within 180 days. Evacuees who could
care for themselves crossed the Atlan-
tic on returning troopships, usually
the fast liners Queen Mary and Queen
Elizabeth. Mental and litter patients

321bid.; Interv, OSG with Col Maxwell G. Keeler,
MC (hereafter cited as Keeler Interv), 17 Jul 45, box
223 RG 112, NARA.

21

traveled on British or Canadian hos-
pital ships, as the United States had
no such vessels of its own in the At-
lantic.3?

Early in the Northern Ireland occu-
pation Colonel Brenn issued elabo-
rate sanitary regulations, based on the
plans Colonel Hawley had developed
in January. Brenn emphasized the re-
sponsibility of unit commanders and
medical officers for protecting troop
health. He banned the use of locally
produced fresh milk, because Irish
cattle often were infected with tuber-
culosis and few dairies practiced
proper pasteurization, and the use of
private water supplies, enjoining
troops to treat them as polluted until
proven otherwise. He also prescribed
procedures for keeping mess halls
and kitchens clean and for disposing
sewage and garbage. (‘““Garbage re-
moval by pig keepers in adjacent
areas will be arranged for.”) Troops
were to bathe and change clothing
“at least twice a week,” and units
were to make every effort to keep
their men in dry clothes to reduce the
incidence of respiratory ailments in
the damp climate. Venereal disease
prevention received Brenn’s special
attention. Convinced of the need to
provide cheap, plentiful prophylactic
devices for the troops, he directed
units, in cooperation with municipal
authorities and the Royal Ulster Con-
stabulary, to establish off-base pro-
phylactic stations and to trace the
contacts of men who became infected.

3“Med Svc Hist, 1942-43," pp. 18-19, file HD

314.7-2 ETO; Lur, Hawley to TSG, 25 Apr 42, file
HD 024 ETO O/CS (Hawley-SGO Corresp), in
which the chief surgeon expresses his determination
to keep helpless patients off transports subject to U-
boat attacks.
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Mindful of local sensitivities, Brenn
warned that such arrangements must
be made “tactfully and unostenta-
tiously” by using, for example, such
terms as ‘“Aid Station, U.S. Army,”
rather than more descriptive ones, on
the signs identifying prophylactic sta-
tions.3

The Army force in Northern Ire-
land never reached its full projected
strength. Two more contingents ar-
rived during May, including the rest
of the 34th Division and the entire 1st
Armored Division, as well as the bulk
of the V Corps headquarters and
corps troops. Their arrival brought
USANIF to its peak strength of about
32,000 officers and men. On 30 May,
however, the War Department
dropped the other two divisions from
MagGNET. On 1 June USANIF and V
Corps headquarters merged into
Headquarters, U.S. Army Northern
Ireland Forces and V Corps (Rein-
forced). USANIF at the same time
established a provisional Northern
Ireland Base Command, staffed as an
additional duty by officers from the
main headquarters. Colonel Brenn
served as chief surgeon of both new
commands.?

As the medical service in Northern
Ireland took shape, Colonel Hawley
in London negotiated for the U.S.
Army’s acquisition of the American
Red Cross-Harvard Unit and the
Churchill Hospital. During April

34 Quotation in GO No. 6, HQ, USANIF, 2 Feb
42. See also ETO, “SPOBS Hist,” p. 149; An. 6
(Medical Plan) MAGNET, 19 Jan 42, in Larkey
“Hist,” ch. 2, app. 2.

33ETQ, “SPOBS Hist,” pp. 134-39; GO No. 28,
HQ, USANIF, 31 May 42, and SO No. 1, HQ,
USANIF, and V Army Corps (Reinf), 1 Jun 42, in
file Orders (GO, SPO), HQ, V Corps, USANIF,
USAFBI, 1942,
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Hawley reached an understanding
with the Emergency Medical Services
and the Harvard unit. The unit, with
its doctors and nurses given Army
commissions, was to become a gener-
al medical laboratory as soon as
American forces in the United King-
dom expanded enough to need its
full-time services. The Army absorbed
the unit on 15 July. Until then, Dr.
Gordon and his staff informally assist-
ed Hawley in epidemiology and pre-
ventive medicine.3¢

Concurrent negotiations for the
Churchill Hospital, newly moved into
its EMS-constructed facility near
Oxford, went less well. The hospital
director, Dr. Harlan Wilson, refused
to deal with any American authority
in Britain below the ambassador.
Hawley at the same time became dis-
enchanted with the Churchill staff,
which, he reported, had “played more
with the ‘Lords and Lydies’ than with
the EM.S.” Yet he wanted their hos-
pital plant. Eventually, Hawley ar-
ranged with the surgeon general to
have a 500-bed general hospital sent
from the United States to take over
the Churchill building and incorpo-
rate some members of the civilian
staff. This plan broke down. In July
the War Department sent the 1,000-
bed 2d General Hospital to occupy
the Oxford facility; however, the unit
was too large for the hospital building
and had no personnel vacancies for
the volunteer doctors and nurses.
Most of the eligible members of the
Oxford staff, who were unwilling to
be dispersed to other units, there-

3ETO, “SPOBS Hist,” pp. 169-70; Lir, Hawley
o TSG, 29 Apr 42, file HD 024 ETO O/CS
(Hawley-SGO Corresp); Larkey “Hist,” ch. 1, pp.
10-11.
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upon refused to join the Army. The
2d General Hospital finally estab-
lished itself in the Oxford plant,
which the British enlarged to accom-
modate the unit.37

The 2d General Hospital arrived in
time to help USAFBI and USANIF
cope with their first major medical
crisis, an epidemic of serum hepatitis.
This epidemic had begun in February
and quickly incapacitated large num-
bers of troops in the United States
and overseas. By late April the Pre-
ventive Medicine Service, Office of
the Surgeon General, had traced the
source of the epidemic to several lots
of contaminated yellow fever vaccine
made with human serum. The Army
at once stopped using vaccine from
that particular manufacturer, but by
that time men who had received the
vaccine earlier in the year were
coming down with hepatitis,?® includ-
ing many who arrived in Northern
Ireland in the May troop shipments.

Before the epidemic passed its peak
in late July 1,950 soldiers in the Euro-
pean Theater were stricken, 2 of
whom died. About 100 suffered per-
manent liver damage, which rendered
them unfit for further military service,
and those who recovered required
long periods of recuperation. To help
care for the sudden influx of sick,
Colonel Hawley in July sent part of
the 2d General Hospital staff, who
were awaiting expansion of their

3 Larkey “Hist,” ch. 1, pp. 3-8; ETO, “SPOBS
Hist,” p. 170; Lirs, Hawley to TSG, 29 Apr and 17
Jul 42, and TSG to Hawley, 25 May 42, file HD 024
ETO O/CS (Hawley-SGO Corresp); Ltr, Maj Gen J.
C. H. Lee to CG, SOS, WD, 21 Sep 42, file HD 024
ETO CS (Hawley Chron); file 322.15 (Churchill
Hospital, Misc. Papers) on Churchill transfer.

38 Serum hepatitis has an incubation period of 60-
154 days.
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Oxford plant, to Belfast to reinforce
the bth General Hospital. The 2d
General Hospital personnel helped
operate the 5th’s convalescent facility
at Waringfield. With this augmenta-
tion and with continued British help,
the Northern Ireland hospitals satis-
factorily met the emergency. At
USAFBI direction, the Red Cross-
Harvard Unit and the 5th General
Hospital conducted their own search
for the source of the epidemic. They
independently reached the same con-
clusion as investigators in the United
States, that it was a post-vaccinal in-
fection. This finding reassured British
health authorities, who feared the
spread of a possible infectious hepati-
tis epidemic to the civilian popula-
tion.%

While the epidemic ran its course,
more ambitious deployment plans su-
perseded RaiNnBow-5 and MAGNET,
and USAFBI gave way to a new thea-
ter command. These changes nullified
most of the plans and many of the
preparations of Colonel Hawley and
his slowly expanding medical estab-
lishment. The chief surgeon and his
staff would have to do most of their
work over again on a grander scale.

3*The course of the epidemic, which caused over
49,000 cases in the Army throughout the world, is
recounted in Ebbe Curtis Hoff, ed., Communicable
Dhseases Transmitted Through Contact or by Unknown
Means, Medical Department, United States Army in
World War II (Washington, D.C.: Office of the Sur-
geon General, Department of the Army, 1960), ch.
XVII. See also “Med Svc Hist, 1942-43,” p. 37, file
HD 314.7-2 ETO; Interv, Harlan B. Phillips with
Dr. Stanhope Bayne-Jones, 21 Mar-28 Jul 66 (here-
after cited as Bayne-Jones Interv, 1966), vol, 3, p.
692, NLM; Keeler Interv, 17 Jul 45, box 223, RG
112, NARA; Ltrs, Hawley to TSG, 9 Jun, 1 and 17
Jul, and 7 Aug 42, file HD 024 ETO O/CS (Hawley-
SGO Corresp).
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Yet they had gained valuable experi-
ence in these first months of war, es-
pecially in supporting the MAGNET
force. They had worked out the gen-
eral principles for organizing an Army
medical service in Great Britain. Most

EUROPEAN THEATER OF OPERATIONS

important, they had established a
close cooperative relationship, based
on mutual professional respect and,
in many cases, personal friendship,
with British military and civilian medi-
cal officials.
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overall Army functional commands.?
On 8 June USAFBI itself ceased to
exist. The War Department redesig-
nated it the European Theater of Op-
erations, United States Army
(ETOUSA), and included within the
boundaries of this new theater Great
Britain, Western Europe, and Iceland.
Providing an explicit definition of au-
thority that USAFBI had lacked, the
War Department gave ETOUSA oper-
ational control of all United States
military forces within its boundaries,
as well as administrative and logistical
authority over the Army elements.
ETOUSA, under the strategic direc-
tion of the Anglo-American Com-
bined Chiefs of Staff, was to “prepare
to carry on military operations in the
European Theater against the Axis
Powers and their Allies.” General
Chaney headed the new command
until 24 June, when Maj. Gen. Dwight
D. Eisenhower replaced him.?

While the new theater command
structure was taking shape, Allied war
plans again changed. The British had
agreed to attempt SLEDGEHAMMER and
Rounbupr only with hesitation and
many reservations. As planners in
Washington and London studied the
tactical and logistical problems in-
volved, the feasibility of SLEDGEHAM-
MER and even of a 1943 Rounbur

2The other two were the Army Air Forces and
Army Ground Forces.

3The basic directive establishing the Services of
Supply is Memo, CofS, U.S. Army, to CG, USAFB],
14 May 42, sub: Organization of Services of Supply,
file HQ ETOUSA AGO 320.3 SOS. See also Rup-
penthal, Logistical Suppori, 1:33-40, 43, 47-48. Quo-
tation on p. 40. Chaney had disagreed with the War
Department on, among other things, Air Force or-
ganization in Britain, and General Marshall pre-
ferred a commander in closer touch, as Eisenhower
was, with Washington thinking and plans.
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came increasingly into question, con-
firming earlier British doubts.* At the
same time the military situation de-
manded some sort of Anglo-American
initiative. The Russians were pressing
for the opening of a European
“second front,” and Bntish forces in
North Africa were retreating under
heavy German-Italian attack. During
June Churchill and his chiefs of staff
began urging President Roosevelt to
drop plans for SLEDGEHAMMER in
favor of an invasion of Northwest
Africa (GyMNAsST), a project long ad-
vocated by the British. The American
chiefs of staff fought hard to save
SLEDGEHAMMER, but the British even-
tually convinced Roosevelt—who
above all wanted an offensive some-
where in Europe or the Mediterra-
nean in 1942—to undertake the
North African attack. By the end of
July the Allies had decided to launch
a combined assault on Northwest
Africa (Morocco, Algeria, and Tuni-
sia) before December 1942, even
though this meant the cancellation of
SLEDGEHAMMER and the probable
postponement of Rounpup for up to
a year. At the same time the Allies
would continue the BoLERO buildup,
drawing from it part of the troops
and supplies for the African cam-
paign, now renamed Operation
TorcH.

To direct the new operation, the
Americans and British late in July se-
lected the ETO commander, General
Eisenhower, and enlarged ETOUSA
to include North Africa. Under Eisen-

*For the medical difficulties of attempting to sup-
port SLEDGEHAMMER, see Larkey “Hist,” ch. 4, pp.
2-6 and apps. 2-3.
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hower an Anglo-American staff in
London, later designated Allied Force
Headquarters (AFHQ), planned and
organized the invasion. American per-
sonel for this headquarters came from
ETO and SOS headquarters, which
were responsible for supporting
TorcH until the invasion force se-
cured its North African lodgement.
For the European Theater of Oper-
ations and the Services of Supply, this
double effort—simultaneously to re-
ceive large forces in Britain and
mount an invasion of Africa—led to
months of confusion and improvisa-

tion. The theater medical service
would undergo its share of the
strain.’

The Office of the Chief Surgeon

For Colonel Hawley theater reorga-
nization brought both personal and
institutional challenges in 1942. For-
mation of the theater Services of
Supply at first threatened him with
loss of his position as ETO chief sur-
geon. The War Department permitted
the newly designated SOS command-
er, Maj. Gen. John C. H. Lee, an ex-
perienced Engineer officer, to select
key members of his staff from men
recommended by the various War De-
partment chiefs of services. Surgeon
General Magee proposed Hawley as
“best fitted” for the position of SOS
chief surgeon, the equivalent of the
job Hawley then was filling; but Lee,
before he left for London late in May,
chose Magee’s recommended first al-
ternate, Col. John F. Corby, MC, pre-

5Harrison, Cross-Channel, pp. 21-32; Ruppenthal,
Logistical Support, 1:91-92.

27

Lt. GeN. Joun C. H. LEE
(1945 photograph)

viously surgeon of the Fourth Army.
Corby arrived in England early in
June but promptly succumbed to the
hepatitis epidemic and spent his first
two weeks in the theater in a London
hospital. Lee in the meantime became
acquainted with Hawley and with the
extent of Hawley’s knowledge of the
theater and preparatory work. He also
discovered that Hawley was senior to
Corby. Lee, therefore, invited
Hawley, who had expected to be re-
lieved and sent home, to stay on as
both the ETO and SOS chief sur-
geon. Hawley, not surprisingly,
agreed to do so. Corby, after a brief
period as medical laison officer to
the British Southern Command,
became deputy force surgeon of
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Allied Force Headquarters and even-
tually went to North Africa.®

Chain-of-Command Problems

Less easily resolved were the ques-
tions of authority and jurisdiction
arising from the interposition of an-
other headquarters—the Services of
Supply—between special staff section
heads, such as the chief surgeon, and
the theater commander. The chiefs of
the technical services now were in a
different echelon from the command-
er they were supposed to advise. Fur-
ther, being incorporated within one
of several coordinate commands
under the theater, the service chiefs
lacked the authority to give technical
direction to subordinate elements op-
erating outside the Services of
Supply, for example, medical units at-
tached to the Eighth Air Force or the
ground armies.

This latter problem especially con-
cerned Colonel Hawley. Even before
formation of the Services of Supply,
Hawley had maintained that the ETO
chief surgeon required theater-wide
technical control in at least four
areas. First, the theater surgeon must

$Memo, TSG to Maj Gen J. C. H. Lee, 7 May 42,
file SPMC 322.051-1; Hawley Interv, 1962, pp. 12-
14, CMH; MFR, Col Joseph T. McNinch and Dr.
Nora V. Lewison, 24 May 49, sub: Interview With
Col James B. Mason, MC (Ret.), file HD 000.71,
CMH; Luirs, Hawley to TSG, 10 and 15 Jun 42, HD
024 ETO O/CS (Hawley-SGO Corresp). Hawley
was a close friend of Dr. Frederick W. O'Donnell,
with whom Lee had served in the 89th Division in
World War I, and the sentimental tie weighed heavi-
ly with Lee. See Lt Gen J. C. H. Lee, “Service Re-
miniscences,” pp. 82, 97, P-1, box 1, Hawley
Papers, MHI. Corby, who lacked staff experience
and suffered from emotional problems, was relieved
from the Allied Force Headquarters in early Febru-
ary 1943. See Interv, OSG with Maj Gen Albert W.
Kenner, MC (Ret.), 9 Jan 52 (hereafter cited as
Kenner Interv, 1952), file HD 000.71, CMH.
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be able to supervise medical unit op-
erations and training in all echelons
to ensure adequate, uniform treat-
ment of casualties throughout the
chain of evacuation. Second, he
should have authority to coordinate
evacuation between the several eche-
lons of command. Casualties, Hawley
pointed out, ‘“‘are perishable. . . .
They require continuous care and
treatment during the entire journey
from front to rear; and this can only
be accomplished if one agency co-
ordinates the entire operation.”
Third, the theater surgeon also
should supervise preventive medicine,
because ‘“‘communicable diseases rec-
ognize no echelon of command” and
because it was not practicable to es-
tablish the necessary expert staff at
every headquarters. Finally, he should
collect medical reports and statistics,
to avoid burdening nonmedical chan-
nels with this information. Comment-
ing early in June on a draft general
order defining SOS functions, Hawley
warned that subordination of the
ETO chief surgeon to the SOS com-
mander effectively would prevent him
from performing any of the afore-
mentioned tasks, unless the com-
mander himself were empowered to
issue theater-wide directives on some
matters. Privately, he expressed him-
self bluntly: “From where I set [sic],
everybody seems to have gone com-
pletely nuts in the field of staff orga-
nization.” 7

TChief surgeon's views on his authority, including
quotations in body of paragraph, from: Memo,
Hawley to Gen Larkin, 29 May 42, sub: Definition of
Medical Responsibility, Hawley Big Picture file,
SGO HistDivFiles; and Memos, Hawley to G-1,
USAFBI, 17 Apr 42, Hawley to AG, USAFBI, 1 Jun
42, sub: Comments on Draft of General Order Es-

Continued
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territorial divisions encompassed that
portion of the United Kingdom im-
plied by its name, and the boundaries
of each roughly coincided with those
of the British regional administrative
and defense commands. Each base
section commander, directly under
General Lee, controlled all SOS
troops, installations, and activities
within his area; served as SOS point
of contact for U.S. ground and air
forces; and maintained liaison with
British authorities.

Lee gave his base section com-
manders operational control over all
general and station hospitals, medical
supply depots, and SOS medical units
and personnel within their bound-
aries. This authority brought the sec-
tion commanders into conflict with
Colonel Hawley, who was supposed
to direct technical activities of SOS
medical units through the base sec-
tion staff surgeons. In practice,
Hawley declared, ‘“every instruction
of a base section commander inter-
feres with technical operations. No
person can serve two masters; and
with technical instructions requiring
time and effort to follow coming from
one source and other instruction from
another . . . , confusion is inevita-
ble.” As American forces increased in
size during the second half of 1942,
Hawley complained that base section
commanders were imposing inappro-
priate training and detrimental extra
duties on his hospitals. He agitated
continuously for centralized control
by his office of all general hospitals,
insisting that “when battle casualties
begin to arrive, complete control . . .
is imperative” to ensure rapid distri-
bution of patients and efficient em-
ployment of staffs. General Lee re-
jected Hawley’s pleas on this point, in
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accord with Army regulations that
vested authority over general hospi-
tals outside the United States in the
geographical department or tactical
commander. Instead, Lee urged
Hawley and the other service chiefs to
establish informal cooperation with
the base sections. The conflict of au-
thority remained unsettled in princi-
ple, with each new problem requiring
another ad hoc compromise.'?

The theater command structure es-
tablished in mid-1942, especially that
part of it affecting the medical and
other technical services, thus had con-
flict of authority built into it. In spite
of this fact the commanders involved
made it work, more by informal coop-
eration than by following the organi-
zation chart. Colonel Hawley excelled
at this kind of personal give-and-take.
He collaborated effectively, if not cor-
dially, with General Lee, although
they had occasional disagreements.
He later said of Lee, whom many in
the European Theater regarded as ar-
rogant and difficult to deal with,
“He’s nobody I'd ever want to go
fishing with for a week. . . . But . . .
I never went to . . . Lee with a prob-
lem that I didn’t get complete sup-
port.” Hawley established cordial re-
lations with the other SOS special
staff sections. “Whatever success we

2 Quotations from Note, Hawley, 10 Oct 42, and
Litr, Hawley to AG, SOS, 15 Oct 42, both in file HD
024 ETO CS (Hawley Chron). See also Ruppenthal,
Logistical Support, 1:84-87; Armfield, Organization and
Administration, pp. 317-18. Authority over general
hospitals is established in AR No. 40-600, 6 Oct 42,
Medical Department: General Hospitals. Hawley had
alled early for central control of general hospitals.
See Larkey “Hist,” ch. 2, p. 6. Base section com-
manders in their turn complained of interference by
service chiefs. See Interv, ETO with Brig Gen Leroy
P. Collins, CG, Northern Ireland Base Section
(hereafter cited as Collins Interv), 8 Apr 44, CMH.
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had as a staff,” he recalled, “was due
entirely to personalities. We were all
friends. We all were mutually help-
ful.” Eventually, he developed a simi-
lar rapport with the base section com-
manders. Wide acquaintanceship
among the Engineer officers who held
many key SOS positions—the result
of a tour as surgeon of the Army
Nicaragua canal survey in the 1930s—
greatly assisted Hawley in all these re-
lationships, as did his command and
general staff training, which enabled
him to discuss medical requirements
in terms soldiers understood.3

Hawley set up his own line of com-
munication to the Office of the Sur-
geon General, an action made nec-
essary by the latter’s submergence in
the War Department Services of
Supply and consequent removal from
the main flow of reports from over-
seas theaters. In mid-June Hawley
began a series of weekly letters to
General Magee, describing his activi-
ties and calling attention to problems
on which he needed help from Wash-
ington. “I feel that I can say more in
a personal letter than I can in an offi-
cial letter,” he declared in the first of
these communications, “‘and I shall be
quite frank and chatty in my personal
letters. . . .” Hawley more than kept
this promise, for he continued these
semiofficial reports until the end of
the war in Europe.*

B Quotations from Hawley Interv, 1962, pp. 12-
13 and 74-77, CMH. See also Ltr, Lee to Hawley,
16 Jun 44, box 2, Hawley Papers, MHI. Lee’s “Rem-
iniscences,”’ passim, reveal his character.

 Quotations from Ltr, Hawley to TSG, 9 Jun 42,
HD 024 ETO O/CS (Hawley-SGO Corresp). See
also, in same file, Lwr, TSG o Hawley, 26 Jun 42,
and MFR, Conference with Gen Hawley, 18 Apr 50,
file HD 000.71, CMH. Armfield, Organization and Ad-
ministration, p. 83, discusses the surgeon general’s

CoL. James C. KIMBROUGH
(1959 photograph)

Offwce Organization

As the European Theater of Oper-
ations and the Services of Supply
began to function, the Office of the
Chief Surgeon expanded and took
more elaborate formal shape. A
number of medical officers came over
with Colonel Corby early in June and
stayed on with Hawley, and the sur-
geon general sent a few others at
Hawley’s special request. By 20 July,
when the office moved to Chelten-
ham, Hawley’s staff had grown to

difficulty in obtaining up-to-date information on
theater medical affairs,
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twenty-two officers and fourteen en-
listed men.™

These June and July reinforcements
included some capable administrators.
Col. Charles B. Spruit, MC, who
headed a newly formed Operations
Division and then represented Hawley
on the theater staff in London,
proved especially valuable. He had
worked on war plans in the surgeon
general’s office and, like Hawley, had
been through command and general
staff training. The two men “thought
alike” so that Hawley “was able to
turn over to [Spruit] the planning and
training.”” Although Spruit had an ab-
rasive personality, Hawley considered
him “good, . . . loyal [and] unques-
tionably the ablest officer I have.” 16

In June Dr. Gordon of the Red
Cross-Harvard Unit, now commis-
sioned a lieutenant colonel, MC,?!?
took charge of the Preventive Medi-
cine Division, bringing to the staff his
invaluable contacts with the British
medical profession. Lt. Col. James C.
Kimbrough, MC, whom Hawley de-

*Larkey “Hist,” ch. 3, pp. 7-8, 11-21, 52-53,
apps. 2-7, and ch. 5, pp. 3-4.

8 Quotations from Lurs, Hawley to TSG, 17 Jul
42, and Hawley to Brig Gen Charles C. Hillman, 5
Feb 43, file HD 024 ETO O/CS (Hawley-SGO Cor-
resp). See also Interv, OSG with Col C. B. Spruit,
MC, 31 Oct 47, and MFR, Conference with Gen
Hawley, 18 Apr 50, both in file HD 000.71, CMH;
Hawley Interv, 1962, p. 15, CMH.

7Gordon’s appointment ran into both military
and academic seniority problems. Hawley at first
wanted to commission him a colonel in recognition
of his ability and unique relationship with the Brit-
ish; however, this would have made Gordon senior
on the staff to Col. Elliott C. Cutler, who had been
appointed ETO chief surgical consultant and was
senior to Gordon on the Harvard faculty. Hence,
Gordon had to come into the Army at the lower
rank, with Hawley’s promise of promotion later. See
Lurs, Hawley to TSG, 13 Jun 42, and TSG to
Hawley, 27 Jun 42, file HD 024 ETO 0/CS
(Hawley-SGO Corresp).
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scribed as a “‘tower of strength,” ar-
rived to organize the Professional
Services Division; he headed a grow-
ing staff of medical and surgical con-
sultants, all eminent in their fields. Lt.
Col. Eli E. Brown, MC, displayed ini-
tial promise as head of the Hospitali-
zation Division. In Medical Records
Lt. Col. Joseph H. McNinch, MC,
“worked into his job very quickly” so
that the chief surgeon “stopped wor-
rying about medical records.” With
these and other competent subordi-
nates on hand, Hawley began to dele-
gate much of the planning and ad-
ministration he hitherto had had to
do himself. One area that remained
weak, however, was leadership in key
functions, including supply, and some
staff members were to prove unequal
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to the steadily increasing demands of
the BoLERO buildup.'®

On 26 August, with his staff further
enlarged to thirty-two officers, one
warrant officer, and eighty-three en-
listed men, Hawley issued a directive
formally constituting eleven divisions
in the chief surgeon’s office and de-
fining the responsibility of each (Chart
The Administration Division had
charge of office routine and record-
keeping. The Personnel Division dealt
with promotions and reductions in
rank, reclassified medical officers and
enlisted people, requested individual
orders, and drafted requisitions for
additional manpower. The Operations
Division, organized by Colonel Spruit
and later headed by Lt. Col. James B.
Mason, MC, oversaw medical unit al-
locations and movements; controlled
SOS medical units not assigned to
base sections; made medical oper-
ational plans; and supervised training.
The Finance and Supply Division per-
formed fiscal and accounting func-
tions and coordinated receipt, stor-
age, and issue of medical supplies.
Colonel Gordon’s Preventive Medi-
cine Division looked after troop
health, diet, and sanitation and main-
tained contact with British public
health and preventive medicine agen-
cies. The Hospitalization Division
oversaw hospital construction and ar-
ranged for care of American troops in
U.S. Army and British facilities; it su-
pervised all but the professional as-
pects of hospital administration and
coordinated medical evacuation. The
Medical Records Division, besides
preparing and collating reports and

18For evaluations see Lurs, Hawley to TSG, 1 Jul,
17 Jul, and 7 Aug 42, file HD 024 ETO O/CS
(Hawley-Corresp).
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Lt. CoL. JAMEs B. MasonN

returns, made statistical analyses of
theater medical experience. Kim-
brough’s Professional Services Divi-
sion directed the activities of the
medical and surgical consultants and
kept in touch with British medical re-
search and development. The Dental,
Nursing, and Veterinary Divisions su-
pervised the activities and training of
the members of their respective corps
and were responsible for liaison with
their counterpart British organiza-
tions.

Colonel Hawley gave his division
chiefs broad authority and responsi-
bility and expected them to take initi-
ative in their areas of activity. He en-
couraged his subordinates to consult
directly with each other on the inevi-
table problems that cut across divi-
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BoLero. These plans were compre-
hensive programs, embodied in direc-
tives to British civiian and military
agencies, for the reception of Ameri-
can troops and supplies and for the
building of the British invasion base.
The First Key Plan, issued on 31 May,
and the Second Key Plan, issued on
25 July, differed in the troop numbers
used as the basis for planning
(1,049,000 versus 1,147,000) but
were similar in assumptions and prin-
ciples. Both plans assumed that in the
cross-Channel invasion U.S. troops
would constitute the Allied right wing
and the British the left. Hence, the
Americans, entering England through
the west coast ports, would concen-
trate the bulk of their ground forces
in southwestern England and eventu-
ally embark for the assault from ports
in that region. Under the Key Plans,
accordingly, the British Army was to
turn over its Southern Command to
the Americans, complete with all
camps, hospitals, and supply depots.
To accommodate the American
ground troops in southern England,
as well as the Air Force in the north-
east, the British would construct addi-
tional facilities as required, using
their own labor and both their own
and American materials. Hospitals
were to be a major element of this
new construction.?

Colonel Hawley began his hospital
planning before the formal establish-
ment of the BoLERO committees.
During late April Hawley, in consulta-
tion with the medical chiefs of the
British Army, the Canadian Expedi-
tionary Force, and the Emergency

20 Ruppenthal, Logistical Support, 1:53-74, describes
the general course of BoLERO planning.
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Medical Services, surveyed existing
hospital facilities. The survey reaf-
firmed his earlier conclusion that U.S.
forces in Great Britain would have to
rely for hospitals primarily on new
construction. He also evaluated a
flood of offers of English country
houses, whose owners wanted to turn
them over to the Army for hospitals,
either out of patriotism or to escape
real estate taxes. Hawley disappointed
most of these gentry. He rejected
their mansions as too small or requir-
ing too much alteration for efficient
use.?!

During May Hawley and his British
colleagues reached a number of sig-
nificant understandings. The British
already had turned over two hospi-
tals—those at Musgrave Park and
Ebrington Barracks in Northern Ire-
land—to the U.S. Army and had
agreed to turn over three more—the
American Red Cross-Harvard Unit
and the EMS plants at Oxford (the
Churchill Hospital) and Mansfield.
These facilities contained in all about
2,200 beds. On the eleventh the Brit-
ish Army promised to transfer all its
Southern Command hospitals to the
Americans—another 4,500 beds in
units of 50 to 1,000. The Emergency
Medical Services at the same time of-
fered three more 600-bed hospitals,
then under construction, at Odstock,
Taunton, and Bristol. Hawley accept-
ed all these facilities.

In a conference on 21 May Hawley,
the USAFBI chief engineer, and rep-
resentatives of the British Ministry of

2 Ltr, Hawley to TSG, 29 Apr 42, file HD 024
ETO O/CS (Hawley-SGO Corresp); Hawley Interv,
1962, p. 25, CMH; Ltr, Hawley to Surg, HQ, Eighth
Air Force, 28 Sep 42, file HD 024 ETO CS (Hawley
Chron).
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EMS HosPiTAL AT BRISTOL

Works decided to enlarge the five
EMS hospitals earmarked for the
Americans to 1,000 beds each. At the
same time Hawley secured British
concurrence on the nine proposed lo-
cations for new station hospitals, and
he and the British established proce-
dures for selecting additional sites.
The Allies also agreed on the agen-
cies and methods of BoLERO hospital
construction. Hawley inidally had
wanted American hospitals built by
U.S. Army Engineers following stand-
ard plans made by the surgeon gener-
al’s office. In the face of limited
transatlantic shipping for men and
materiel, however, he accepted a plan
under which British civilian contrac-
tors, employed by the Ministry of

Works, would erect the plants using
British designs and specifications
modified to meet American require-
ments. 22

On 27 May the London Combined
Committee established the Provision
of Medical Services Subcommittee to
take charge of hospital planning. This
action merely gave formal status to
the consultations already under way
between Hawley, the British military
medical chiefs, and the EMS direc-
tor—all members of the subcommit-
tee. Later, representatives of the Ca-
nadian Army medical service and the

2 Larkey “Hist,” ch. 2, pp. 22-30, and ch. 7, pp.
2-3 and app. 1; Hawley Interv, 1962, p. 24, CMH.
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Department of Health for Scotland
joined the group.?

During the drafting of the First and
Second Key Plans Hawley worked out
the total number of hospital beds that
would be needed to support both
BorLEro and Rounpup. He based his
estimate on U.S. Army experience in
World War I and on British Army
casualty rates in the interwar years
and in the French, Norwegian, and
North African fighting. Hawley as-
sumed that before the invasion, the
Army would have 2.25 sick and non-
battle injured per day for each 1,000
troops. Active operations would result
in at least another 2.5 combat casual-
ties per 1,000 men per day. Hawley
then calculated the probable patient
accumulation in hospitals under a
180-day theater evacuation policy and
established his bed requirement as a
percentage of total troop strength.

For the static preinvasion period
Hawley asked for dispensary beds suf-
ficient for 1 percent of the entire
force and station hospital beds for 3
percent. On top of this, the Air Force
should have beds for an additional
1.5 percent of its strength for its
battle casualties. Black troops, whom
Hawley expected to have a higher sick
rate than whites, would need beds for
an extra 2.5 percent of their total

ZLarkey “Hist,” ch. 2, p. 25. Inital members of
the subcommittee were: Maj. Gen. H. M. Gale,
MGA Home Forces, Chairman (replaced in Septem-
ber by Maj. Gen. R. H. Lorie, MGA Home Forces);
Surgeon Vice Admiral S. F. Dudley, MDG, Admiral-
ty; Lt. Gen. A. Hood, DGAMS, War Office; Air Mar-
shal Sir H. W. Whittingham, DGMS, Air Ministry;
Brigadier W. Hartgill, DDG Operations, War Office;
Prof. F. R. Fraser, DGEMS, Ministry of Health; and
Col. P. R. Hawley, Chief Surgeon, HQ, USAFBI. At
this time separate planning committees began work
on medical aspects of SLEDGEHAMMER and Rounpurp.
This planning, in which Colonel Spruit was heavily
involved, i1s covered in Chapter VI of this volume.

39

numbers. For Rounpup and the ensu-
ing continental operations Hawley
wanted beds for 10 percent of the
number of men actually committed to
combat. In all, he requested about
90,000 station and general hospital
beds, about half of which—mostly in
station hospitals—would be needed
before the invasion.?

The Medical Services Subcommit-
tee, after what Hawley described as “a
lot of diplomacy,” accepted his state-
ment of requirements as the basis for
planning. Disagreements developed,
however, about ways and means.
Hawley insisted, correctly, that the
British were overestimating the bed
capacity of the hospitals they were
turning over and hence underestimat-
ing the amount of new building
needed. The extent of new construc-
tion worried the British quartermaster
general, who not only expressed con-
cern at the cost in scarce funds, mate-
rials and labor but also urged more
use of converted camps, requisitioned
buildings, and tent hospitals. Hawley
firmly rejected the latter two alterna-
tives, but he decided that some troop
housing, existing and to be built,
could be adapted for hospitals after
the units left for France.?

The medical annex of the Second
Key Plan incorporated the agreement
reached by Hawley and the British on

2 Memos, Hawley, 1 Jun 42, sub: Hospitalization
Required by USAFBI, and Hawley to Provision of
Medical Services Subcommittee, 14 Jun 42, sub: Re-
statement of U.S. Requirements, in Larkey “Hist,”
ch. 2, apps. 3—4; Ltr, Hawley to TSG, 9 Jun 42, file
HD 024 ETO O/CS (Hawley-SGO Corresp).

2 Quotation from Lir, Hawley to TSG, 9 Jun 42,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
See also Larkey “Hist,” ch. 2, pp. 26-36 and app. 4,
and Memo, Hawley to CG, SOS, 20 Jan 43, in ibid.,
ch. 7, app. 1.
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the number of hospital beds needed
and the means of providing them
[(Table I). Following Hawley’s percent-
age-of-strength  requirements, the
Second Key Plan called for provision
of 40,240 beds during the buildup to
accommodate sick, nonbattle injured,
and Air Force combat casualties.
Roughly 12,000 of these beds were to
be in enlarged former British Army
and EMS hospitals; newly constructed
beds in thirty-five 750-bed station
hospitals and two 1,000-bed general
hospitals would account for the rest.
To support Rounpbup, the Allies
agreed to furnish 50,750 additional
beds—18,000 of them in new general
hospitals to be built before D-Day
and the remainder after D-Day in
vacated British militia camps and
American hut cantonments. These in-
stallations would have structures for
operating rooms, clinics, and labora-
tories added to them before the inva-
sion so that they could be converted
quickly into 750-bed station or 1,000-
bed general hospitals. 26

Separately from the BoLERO discus-
sions, Hawley and Surgeon General
Magee decided to use, as far as possi-
ble, only 750-bed station and 1,000-
bed general hospitals in the United
Kingdom. Hawley asked for inclusion
of a few 250- and 500-bed station
hospitals in the early troop ship-
ments, to occupy small facilities taken
over from the British or designed
before BOLERO to serve the Air Force,
but for the new plants he desired only
the larger units.?

26 Larkey “Hist,” ch. 2, pp. 36-40, and ch. 7,
app. 1.

#7Ltr, Hawley to TSG, 6 Jul 42, file HD 024 ETO
0O/CS (Hawley-SGO Corresp).
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Selection of sites for station and
general hospitals had begun before
publication of the Second Key Plan in
July and accelerated during the fol-
lowing month. For station hospitals
Hawley, after obtaining troop loca-
tions from the ETO G-3, asked the
British War Office for a site within 5
miles of each center of concentration.
The War Office and the Ministry of
Agriculture then chose the ground,
usually in a park or estate to avoid
building over farmland. By mid-
August Hawley and the British had
agreed on sites for thirty-three of the
projected thirty-five station hospitals,
most of them in southern England
and East Anglia. Hawley wanted to
group his general hospitals in centers
of four or five units for greater effi-
ciency. He allowed the British to de-
termine locations for these centers so
as to ensure adequate rail connections
for hospital trains without disrupting
overall traffic patterns. After consult-
ing the railway authorities, the War
Office placed the first three centers in
the west of England—at Cirencester,
Great Malvern, and Whitchurch.

Construction also got under way.
By the end of July the War Office had
given orders for all the required ex-
pansions of military and EMS plants
and for one 750-bed and two 1,000-
bed Nissen-hut installations. In addi-
tion, the British began building ten
1,250-man troop camps in Southern
Command, designed for conversion
into hospitals, and they made plans
and preparations for altering a
number of existing camps. During
August the British promised to have
the five EMS hospitals, each enlarged
to 1,000 beds, ready for American oc-
cupancy between 1 October and 31
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his station hospital capacity request
from 3 percent of strength to 4 per-
cent, citing as justification the ab-
sence of convalescent facilities, troop
overcrowding in camps and the con-
comitant higher sick rate, and the lack
of hospital ships to carry out a 180-
day theater evacuation policy. The
London Combined Committee, in its
initial revision of the Key Plans to
take into account the slower U.S.
buildup, reaffirmed Hawley’s 90,000-
bed hospital request.?®

The demands of the North African
expedition for shipping and supplies
forced retreat from these ambitious
intentions. On 19 November General
Eisenhower, implementing a decision
reached jointly with Marshall and
Somervell, announced that the Euro-
pean Theater would use its men and
materiel only for construction actually
needed for the 427,000-man force.
Construction by the British in excess
of American requirements, he de-
clared, must be accomplished with
their own labor and materials, with no
use of lend-lease materiel.

The London Combined Commit-
tee’s Third Key Plan of that same day,
while it incorporated Hawley’s 4 per-
cent-of-strength request for station
hospitals, accordingly reduced the
total construction program to 37,900
beds, including 5,000 for expected
TorcH casualties. Final provision
plans, issued on 3 January 1943,
called for about 7,000 beds in British
military and EMS hospitals, 19,000 in
twenty-three new 750-bed station hos-
pitals, 13,000 in twelve 1,000-bed
general hospitals, and 2,000 in two
converted militia camps. In these

2 Ruppenthal, Logistical Support, 1:89 and 104-06;
Larkey ““Hist,” ch. 2, pp. 41-45.
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plans Hawley, at British insistence, in-
cluded in his calculations the fact
that, as built to British specifications,
a 750-bed station hospital actually
had a capacity of 834 beds while a
1,000-bed general hospital had room
for 1,084. Hawley previously had
rated the capacity of these plants
strictly by the table-of-organization
bed strength of the units slated to
occupy them. Now he gave way to the
British in order to obtain more beds
for the same amount of construction
and planned to reinforce units to op-
erate the odd-size hospitals.

In spite of these reductions in
American goals, the British informally
promised to keep on with the entire
BoLErRO hospital program. Their
promises exceeded their performance.
During the last months of 1942 hospi-
tal construction by the Ministry of
Works fell steadily farther behind
even the reduced schedule of the
Third Key Plan. Not a single hospital
promised for October or November
came anywhere near completion
during those months. The construc-
tion delays resulted in large part from
unavoidable shortages of labor and
material and from inclement weather,
but British administrative sluggish-
ness and lack of a sense of urgency
also retarded progress. With troop
transports in limited supply Hawley
had to cut back shipment of hospital
units because he had no buildings in
which to put them, assuring the thea-
ter a unit shortage later on when the
delayed plants were finished. Making

3 Ruppenthal, Logistical Support, 1:106-10; Larkey
“Hist,” ch. 2, pp. 45-48, and ch. 7, pp. 14-15; Ltr,
Hawley o CG, SOS, ETO, 7 Dec 42, file HU 312
(Corresp File, Hospitalization Div, O/CS, ETO)
1942.
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the situation still worse, changes in
military plans forced the British Army
to slow down the turnover of its hos-
pitals.

Concerned about the delays,
Hawley forced a confrontation with
the Ministry of Works. On 22 Octo-
ber he asked for a special meeting of
the Medical Services Subcommittee,
which had discontinued regular ses-
sions at the onset of ToRCH prepara-
tions, to discuss hospitals. The sub-
committee chairman, Maj. Gen. R. H.
Lorie of the British Home Forces,
evaded Hawley’s request with a prom-
ise to refer the problem to the War
Office. The chief surgeon persevered
with a second—and, ultimately, a
move convincing—request to General
Lorie on 13 November. Emphasizing
the disruptive effect of the delay on
the entire American medical buildup,
Hawley added a few words of polite
blackmail when he reminded the
chairman that

above all else . . . the American people
demand in war . . . that their soldiers be
given superior medical service. No one
thing can cause such a furor in the
United States as the knowledge that ade-
quate and proper hospital facilities are
not being provided for their troops. Thus
far, the status of provision of hospitals
has been kept a confidential matter; but I
am afraid that I shall not be able to con-
ceal the situation much longer. Already
certain news correspondents are inquiring
when hospitals will be ready for U.S.
troops.3!

31Ltr, Hawley to Chairman, Provision of Medical
Services Subcommittee, BOLERO Combined Com-
mittee, 13 Nov 42, file HD 024 ETO CS (Hawley
Chron). The same file contains Hawley’s request for
22 Oct 42. See also Memo, Hawley to CG, SOS, 20
Jan 43, in Larkey “Hist,” ch. 7, app. 1.
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The subcommittee finally met on
25 November, with representatives of
the Ministries of Works and Labor in
attendance. Hawley expressed con-
cern at the construction lag and asked
for firm completion dates on which
he could plan. The Ministry of Works
representatives offered what Hawley
called the “most amazing statement,”
that all projects were on schedule and
those due for December were nearing
completion. Hawley, who had visited
the sites in question and obtained ac-
curate assessments of progress—or
the absence of it—from the local con-
struction superintendents, quickly re-
futed this argument. The subcommit-
tee in the end agreed in principle that
“the demands at present submitted by
Brigadier General Hawley must be
met.” It invited Hawley to prepare a
new set of completion deadlines for
the BoLERO Accommodations Sub-
committee, which set construction
priorities. Through this submission
Hawley and the Ministry of Works ne-
gotiated a revised schedule, which
Hawley accepted as “‘the best I could
possibly get,” although it was still far
less than what he considered neces-
sary. The Ministry of Works, however,
failed to meet even these deadlines.??

By the end of 1942 four U.S. Army
general hospitals, four station hospi-
tals, and one evacuation hospital tem-

3First and second quotations from BOLERO
Combined Committee (London) Provision of Medi-
cal Services Subcommittee M.P.S. (42) 12th Meet-
ing—25 Nov 42—Minutes of Meeting, and Memo,
Hawley to CG, SOS, 20 Jan 43, both in Larkey
“Hist,” ch. 7, pp. 15-16 and app. 1. Third quota-
tion from Memo, Hawley to CEngr, SOS, 7 Dec 42,
file HD 024 ETO CS (Hawley Chron). See also, in
same file, Lir, Hawley to Chairman, Provision of
Medical Services Subcommittee, BOLERO Com-
bined Committee, 30 Nov 42.
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porarily serving as a station hospital
were in operation in the British Isles
(Map 2)| They occupied former Brit-
ish Army plants and fully or partially
renovated EMS buildings. The 4,950
beds provided by these hospitals
barely met the ordinary needs of the
troops then in Great Britain. The
Eighth Air Force, with four bombard-
ment groups committed to combat,
relied almost entirely on RAF and
EMS hospitals to care for its wound-
ed. Hawley declared of the first six
months of the hospital construction
effort: “The only thing that has pre-
vented a terrible debacle is the modi-
fication of the BoLERO plan.” 3
Although they produced only limit-
ed immediate practical results, the
planning and initial construction ef-
forts of 1942 laid the foundation of
the European Theater hospital pro-
gram. Through close cooperation,
Hawley and his British colleagues
identified the general requirements
for supporting BoLERO and Rounpup,
as well as the provisions for meeting
them; selected hospital locations; and
settled on building types and con-
struction procedures. The principles
they successfully worked out would
govern hospital construction when

3 Quotation from Memo, Hawley, to CG, SOS, 20
Jan 43, in Larkey “Hist,” ch. 7, app. 1. See also in
ibid., pp. 18-19; and Mae Mills Link and Hubert A.
Coleman, Medical Support of the Army Air Forces in
World War II (hereafter cited as AAF Medical Support)
(Washington, D.C.: Office of the Surgeon General,
U.S. Air Force, 1955), pp. 543-45. The hospitals
were: 2d General Hospital, Oxford, 1,000 beds;
30th General Hospital, Mansfield, 600 beds; 298th
General Hospital, Bristol, 500 beds; 67th General
Hospital, Taunton, 1,000 beds; 3d Station Hospital,
Tidworth, 250 beds; 152d Station Hospital, Bath,
250 beds; 38th Station Hospital, Winchester, 250
beds; 10th Station Hospital, Belfast, Northern Ire-
land, 350 beds; and 2d Evacuation Hospital, Did-
dington, 750 beds.
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the BoLErO buildup resumed in full
force.

Medical Manpower and Supplies

During the summer and autumn of
1942 the BoLErRO buildup rapidly
gathered momentum. American troop
strength in the European Theater in-
creased from about 55,000 at the end
of June to a peak of over 233,000 in
October. The Ist and 29th Infantry
Divisions and the II Corps headquar-
ters augmented the ground contin-
gent. The Services of Supply expand-
ed from 1,900 officers and men to
41,000, as engineer, quartermaster,
motor transport, signal, ordnance,
chemical warfare, and medical units
arrived. The SOS reinforcements
were needed to handle an increasing
flow of incoming cargo—over 75,000
tons in July, 186,000 in August,
240,000 in September, and 143,000
in October.

The Eighth Air Force established
itself in England and went into
combat. In mid-June Maj. Gen. Carl
Spaatz, the Eighth’s commander, ar-
rived with his headquarters and
11,000 ground and service troops.
Transatlantic ferrying of bombers,
fighters, and transport aircraft began
later that month. On 17 August
Eighth Air Force B-17’s flew their
first mission over Nazi-controlled
Europe, striking railroad yards in oc-
cupied France. Other raids followed,
70- to 100-bomber attacks on trans-
portation targets, airfields, and sub-
marine bases in France and the Low
Countries. Testing the Air Force
tactic of daylight high-altitude preci-
sion bombing, the B-17 and B-24
crews met increasingly heavy German
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fighter and antiaircraft opposition. By
the end of 1942 nearly 190 wounded
officers and men of the Eighth Air
Force had been evacuated to U.S.
Army and RAF hospitals.?*

As the buildup accelerated, the
ETO medical service struggled to
overcome a personnel shortage and a
chaotic supply system. The growing
responsibilities of the chief surgeon’s
office, combined with the require-
ment to staff the offices of four base
section surgeons and to furnish medi-
cal planners and administrators for
the Allied Force Headquarters,
stretched General Hawley’s small
corps of capable assistants to the
breaking point. Reinforcements were
few. Unit medical officers were com-
petent in their clinical fields, and the
professional consultants who joined
Hawley’s staff were some of the best
in their specialties. But most of these
new arrivals lacked the experience
and training for high-level planning
and administration. Hawley sent re-
peated pleas to the surgeon general
for more qualified administrators,
only to be told that “we are scratch-
ing the bottom of the pot and . . .
the pickings are very, very thin.”
Hawley had to place unqualified men
in some key posts and hope they
would learn on the job, and he threw
ever more work on such stalwarts as
Spruit, Kimbrough, Gordon, and
McNinch. In September he resorted

34Ruppenthal, Logistical Suppoert, 1:100 and 103;
Maurice Matloff, Strategic Planning for Coalition Warfare,
1943-1944, United States Army in World War 11
(Washington, D.C.: Office of the Chief of Military
History, Department of the Army, 1959), pp. 551-52;
Craven and Cate, eds., A4F, 1:640-48; ibid., vol. 2,
Europe: TorCH to POINTBLANK, August 1942 to December
1943 (1949), pp. 209-60; Surg, Eighth Air Force,
Annual Rpt, 1942, file HD 319 ETO (8thAForce)
1942,
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to borrowing medical officers from
the V Corps for both his own and the
base section surgeons offices. Later
that same month he reported: “All
my officers are working very hard and
are accomplishing miracles. . . . If
any one of my key officers—and every
Regular I have is a key officer—goes
sick on me, we are sunk.” 3

By the end of December Hawley’s
staff included fifty-one officers, fifty-
six enlisted men, and sixty-two civil-
1an employees, but the shortage of
qualified administrators had not eased
and some division chiefs had proven
unequal to their expanding responsi-
bilities. Hawley declared on 31 De-
cember: “I simply have to have fifteen
good soldiers soon or this place is
going to pot. . . . I'll stay in here and
pitch but I've got to have someone
who can bat in some runs.” 36

The offices of the base section sur-
geons, which were supposed to over-
see most day-to-day medical service
to the troops, suffered from even
more serious manpower deficiencies
in both quantity and quality. Hawley
and the SOS G-1 agreed in August
that each base section headquarters

3 Quotations from Ltrs, TSG to Hawley, 24 Oct

42, and Hawley to TSG, 11 Sep 42, file HD 024
ETO O/SC (Hawley-SGO Corresp). In same file,
see Ltrs, Hawley to TSG, 17 Jul and 7 Aug 42; Ltr,
Hawley 1o Col George F. Lull, MC, 28 Aug 42; and
Ltr, TSG to Hawley, 17 Jul 42. See also Lurs,
Hawley to Col Charles E. Brenn, MC, 4 and 18 Sep
42, and Memo, Hawley to Brig Gen Davis, 19 Oct
42, sub: Information for Gen Snyder, all in file HD
024 ETO CS (Hawley Chron); Hawley Interv, 1962,
pp- 15 and 18, CMH; MFR, Conference with Gen
Hawley, 18 Apr 50, and Memo, Graves H. Wilson to
D. O. Wagner, 10 Nov 50, sub: Interview With Maj
Gen James C. Magee, both in file HD 000.71, CMH.

38 Quotation from Lir, Hawley to TSG, 31 Dec 42,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
See also “Med Svc Hist, 1942-43,” p. 1, file HD
314.7-2 ETO.
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THEATER CHIEF SURGEON AND STAFF, CHELTENHAM, NOVEMBER 1942, To oversee the
medical requirements of BOLERO, General Hawley (1) relied on such able administrators as
Col. Eli E. Brown (2), chief of the Hospitalization Division; Col. William S. Middleton (3),
chief consultant in medicine; Colonel Mason (4), chief of the Operations Drvision; Lt. Col.
John E. Gordon (5), chief of the Preventive Medicine Division; Capt. Margaret E. Aaron
(6), chief of the Nursing Division; Lt. Col. Rex L. Diveley (7), senior consultant in orthopedic
surgery; Col. Kimbrough (8), chief of the Professional Services Division; Col. Elliott C. Cutler
(9), chief consultant in surgery;, Lt. Col. Paul Padget (10), senior consultant in venereal
disease; and Lt. Col. Joseph H. McNinch (11), chief of the Medical Records Division.

should have at least ten medical offi-
cers. Until late in the year each actu-
ally had received no more than one
or two—often borrowed from units—
and a handful of enlisted men. Only
the Southern Base Section reached
the desired strength, with eleven
medical officers and forty-one enlist-
ed men at the end of 1942. The
Western Base Section, responsible for
the American ports of entry into the
United Kingdom, finished the year
with eight medical officers. The East-

ern Base Section, which supported
the Eighth Air Force, had only four.
To furnish even this slim comple-
ment, Hawley perforce employed men
of inferior ability, a number of whom
had failed in other assignments. The
Western Base Section surgeon, ac-
cording to Hawley, “was recommend-
ed by his first C.O. for reclassifica-
tion. I had to give him another job
and Surgeon, Western Base Section,
was the only place I could put him
with his rank. . . . You can gauge the
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others by him—he is no worse than
they.” 37

The original BoLErRO plans called
for an SOS medical establishment of
about 55,000 people, in hospitals of
various types, ambulance battalions,
sanitary and depot companies, hospi-
tal train units, laboratories, and other
organizations. These units were in ad-
dition to the medical detachments of
ground, air, and service forces and to
the attached medical formations of di-
visions, corps, and armies. Hawley
had no direct responsibility for the
deployment of the non-SOS medical
troops, who moved with their parent
commands, but he did have to secure
shipping space for SOS medical units
and to determine the order of their
coming. He sought to assure the ar-
rival of medical troops in numbers
proportional to the overall buildup,
but in the intense competition for
scarce transport the Medical Depart-
ment received low priority.38

Medical troops, accordingly,
reached England at a slower rate than
did those of the other SOS technical
services. By late July the ETO medical
service, with about 2,300 men on
hand or scheduled for shipment, had
fallen over 50 percent behind its pro-
jected strength for that point in the
buildup, while the Services of Supply

37 Quotation from Ltr, Hawley to TSG, 31 Dec 42;
see Ltr, Hawley to Lull, 28 Aug 42. Both in file HD
024 ETO O/CS (Hawley-SGO Corresp). See also
Surgs, Eastern, Western, and Southern Base Sec-
tions, Annual Rpts, 1942, Other base section staff
sections had similar manpower shortages; see Col-
lins Interv, 8 Apr 44, CMH.

3 For the establishment of SOS medical troop
strength, see Memos, Hawley to Plans Section, GS,
16 May 42, and Hawley to G-4, SOS, 21 Jul 42, in
Larkey “Hist,” ch. 4, apps. 1 and 3; Memo, Hawley
to G-4, SOS, 29 Jul 42, sub: The Medical Situation,
file 370 (Bible File of Troop Requirements, Early
Planning).
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as a whole had exceeded its buildup
target. Hawley attempted to limit his
monthly requests for units to what he
absolutely needed; he asked for hos-
pitals, for example, only as buildings
became ready for them to occupy.
Nevertheless, he pointed out that
“every requisition for medical troops
has been cut—most of them severe-
ly.” Compounding the shortage,
many units arriving from the United
States lacked organic medical detach-
ments, forcing Hawley to request
hundreds of nonattached doctors,
nurses, and medical soldiers (“‘casu-
als”) to staff temporary dispensaries,
as well as to reinforce his own office
and those of the base section sur-
geons. These requests, also, usually
failed to survive the monthly battle
for shipping allocations.3?

By 1 September, when the Europe-
an Theater and the Services of Supply
as a whole had reached 15 percent of
their planned troop strength, the
ETO medical service had attained
only 7 percent. Its buildup rate was
the slowest of any of the technical
services, lagging behind even Chemi-
cal Warfare. “In view of the fact that
no chemicals have been used in this
war,” Hawley observed, “I cannot
help considering this an eloquent
fact.” The autumn BOLERO force re-
duction, which cut planned SOS med-
ical strength from 55,000 to 25,000,
did nothing to speed the arrival of

3% Quotation from Memo, Hawley to G-4, SOS, 29
Jul 42, sub: The Medical Situation, file 370 (Bible
File of Troop Requirements, Early Planning). See
also Larkey “Hist,” ch. 4, pp. 22-25 and apps. 3-4;
Lirs, Hawley to TSG, 31 Jul and 7 Aug 42, file HD
024 ETO 0O/CS (Hawley-SGO Corresp); Memo,
Hawley to Personnel Division, QofCS, SOS, 14 Sep
42, sub: Casuals in Troop Basis of Medical Service,
SOS, file HD 024 ETO CS (Hawley Chron).
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immediately needed units and troops.
By early October the medical service
“was relatively so weak that not only
could it not furnish adequate support
in any operation but it was unable to
care for the routine sick and nonbat-
tle injured in a static situation.” In re-
sponse to urgent pleas from General
Hawley, who now faced the loss of
some of his hospitals to TorcH, the
ETO chief of staff on the twentieth
called a special conference on medical
personnel. The conferees, who in-
cluded Hawley and the ETO deputy
chief of staff and G—4, agreed that the
medical manpower shortage was criti-
cal. As a result of the conference
Hawley and the theater G-4, at the
direction of the chief of staff, drew up
plans for bringing the medical service
to its proper relative strength by
adding about 4,500 hospital beds and
3,500 people per month during No-
vember and December and 3,500
beds and 2,900 personnel a month
during early 1943.4

This plan, while it also fell victim to
the worldwide shortage of shipping,
did result in deployment of more
medical troops. By the end of Novem-
ber SOS medical strength had in-
creased to over 7,000; enough
additional reinforcements arrived in
December to keep the service at
6,500 people, even after the depar-

“As of 1 September, the Engineers were 86 per-
cent of planned strength; the Signal Corps had
reached 22 percent and Chemical Warfare 8.5 per-
cent. Memos, Hawley to CG, SOS, 6 Oct 42 (source
of quotation), and Hawley to G-4, ETO, 21 Oct 42,
in Larkey “Hist,” ch. 4, apps. 6 and 15 (see also pp.
10-11); Memos, Hawley to G-4, SOS, 10 Sep 42,
and Hawley to Col Charles B. Spruit, MC, 11 Sep
42, file 370 (Bible File of Troop Requirements,
Early Planning); Memos, Hawley to Gen Littlejohn,
21 Oct 42, and Hawley to G-4, ETO, 23 Oct 42, file
HD 024 ETO CS (Hawley Chron).
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ture of some hospitals for North
Africa. Besides the one evacuation,
four general, and four station hospi-
tals in operation, SOS medical units
in the United Kingdom at the end of
1942 included one general and five
station hospitals, changing location or
waiting for buildings; a medical
supply depot company; two general
dispensaries; and an auxiliary surgical
group. The SOS medical buildup,
nevertheless, still was proceeding
more slowly than that of the organiza-
tion as a whole. General Hawley esti-
mated early in December that when
the Services of Supply reached 59
percent of its projected strength, the
medical service would have expanded
to only 43 percent. “In the troops
priorities now set up,” he concluded,
“the medical service becomes propor-
tionately weaker and weaker until
near the very end of the buildup,
when it is suddenly built up to
strength.” #!

From the start of the BoLErO build-
up shortages and administrative defi-
ciencies hampered medical supply ef-
forts. Many of the administrative
shortcomings originated in the Supply
Division of General Hawley’s office.
Hawley, by his own admission, was
“less familiar with the technique of
medical supply than with other as-
pects of medical service” and “‘there-
fore, more dependent upon the

‘1Quotation from Memo, Hawley to G-1, SOS, 2
Dec 42, sub: Troop Unit Priorities for SOS, file HD
024 ETO CS (Hawley Chron). In December another
3,400 medical personnel were in non-SOS umts and
detachments in Great Britain. See John H. McMinn
and Max Levin, Personnel in World War II, Medical
Department, United States Army in World War II
(Washington, D.C.: Office of the Surgeon General,
Department of the Army, 1963), pp. 308-09; “Med
Svc Hist, 1942-43,” p. 15, file HD 314.7-2 ETO.
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advice and action of my supply chief
than upon other chiefs of division.”
Unfortunately, throughout 1942, his
Supply Division chiefs were among
the least capable of his subordinates.
Hawley’s first supply officer, Col.
Earle G. C. Standlee, MC, came
highly recommended by the surgeon
general, but in Hawley’s opinion
lacked the ability to do large-scale
planning and could not make deci-
sions rapidly. In August Hawley
seized the opportunity to transfer
Standlee to the Allied Force Head-
quarters, but the supply chief’s suc-
cessor, Lt. Col. Clarence E. Higbee,
SC, was no improvement. Higbee,
Hawley reported, “seems to under-
stand how supplies get out of a
depot, but hasn’t the faintest idea of
how they get in.”” The floundering di-
vision head “did the very best he
could,” but “the job was simply too
big for him.” Nevertheless, for lack of
a better replacement, Hawley left
Higbee in his post until late Decem-
ber.4?

Neither Standlee nor Higbee had
much manpower with which to work.
Established in mid-June with only two
officers and one enlisted man, the
Supply Division included 8 officers
and 13 enlisted men at the end of the
year. In the field a detachment of the
8th Medical Depot Company arrived
in May with the MAGNET troops and
operated the medical section of the

42 Quotations from Ltrs, Hawley to Col Francis D.
Tyng, MC, 7 Nov-42 and 3 Mar 43, file HD 024
ETO O/CS (Hawley-SCO Corresp). See also Ltr,
Tyng to Hawley, 19 Jun 42, in same file, and
Charles M. Wiltse, ed., Medical Supply in World War
I, Medical Department, United States Army in
World War II (Washington, D.C.: Office of the Sur-
geon General, Department of the Army, 1968), pp.
265-66.
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Belfast quartermaster depot. Aside
from this element the only trained
medical supply personnel in the Euro-
pean Theater were the 16 officers and
227 men of the lst Medical Depot
Company, which landed in England in
July and eventually was spread among
five separate depots. A second depot
company reached England during the
autumn, only to embark immediately
for North Africa.*?

All medical supplies from the
United States destined for the Euro-
pean Theater passed through the
New York Port of Embarkation. At
New York a port medical supply offi-
cer, on the staff of the port com-
mander, ensured that embarking
medical detachments and units had
full initial allowances of equipment
and supplies. He and his staff, under
direction from the Office of the Sur-
geon General, edited theater requisi-
tions, after which the Port Overseas
Supply Division called materiel for-
ward from depots and arranged for
its embarkation. Most resupply was
supposed to go forward without thea-
ter requisition, in the form of medical
maintenance units, each an assembly
of basic supplies for 10,000 men for
thirty days. On the basis of troop
strength reports the port medical
supply officer was responsible for
requisitioning and shipping enough
of these units to keep a prescribed
number of days’ supply always on
hand in the theater.**

43“Med Svc Hist, 1942-43,” p. 5, file HD 314.7-2
ETO. The 1st Medical Depot Company was orga-
nized as a tactical unit but had to be used to oper-
ate base depots. See Ltr, Tyng to Hawley, 19 Jun
42, file HD 024 ETO O/CS (Hawley-SGO Corresp).

“To handle the expected huge volume of war-
time supplies, the War Department in January 1942

Continued
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Throughout 1942 the Port of Em-
barkation had only scarce medical
supplies upon which to draw. The
Army Medical Department possessed
few reserves of the 5,000 or so items
that it procured and issued. Its con-
tractors, who had to compete with
other vital industries for scarce raw
materials, could not quickly fill huge
war orders and often fell seven to
nine months behind their delivery
schedules. Indispensable items, such
as surgical instruments, had been im-
ported before the war from Germany
and occupied Europe; American ef-
forts to start domestic production
took time to yield results. The Medi-
cal Department had to share what
stocks were available with the vora-
cious lend-lease program, the de-
mands of which, given top priority by
presidential directive, steadily in-
creased. In mid-June Col. Francis C.
Tyng, MC, chief of the Finance and
Supply Division, Office of the Sur-
geon General, informed Hawley: “We
have a daily shortage of some 2,000
items at all times in our depots.” The
Medical Department apportioned
these shortages among the United
States and overseas theaters by cut-
ting all requisitions and allowances to
a minimum.*

had decentralized most overseas supply operations
to a designated embarkation port for each theater,
that for the European Theater being New York. See
Ruppenthal, Logistical Support, 1:92-94. A wmedical
maintenance unit contained 700-900 items, depend-
ing on the theater; weighed 15 tons; occupied 1,500
cubic feet of space; and was worth about $10,000.
See Wiltse, ed., Medical Supply, pp. 146-47 (also pp.
143-46 and 148-53).

% Quotation from Lir, Tyng to Hawley, 19 Jun
42, file HD 024 ETO O/CS (Hawley-SGO Corresp).
See also Wiltse, ed., Medical Supply, p. 15.
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Availability of supplies did not
guarantee their orderly arrival in the
theaters, as the Medical Department
learned when it attempted to provide
the European Theater with complete
hospital assemblies. Each deploying
hospital was supposed to embark with
a full allowance of furniture, instru-
ments, and medicines; and the Medi-
cal Department sent additional out-
fits, tailored to various hospital types
and sizes, to England in advance of
units to establish a reserve. Few as-
semblies, however, left New York all
at the same time on one vessel. For
that to occur, shipments from medical
and other depots throughout the east-
ern United States had to reach the
port within at most a few days of each
other. Inevitably, some materiel failed
to appear on schedule. The port au-
thorities, rather than delay a convoy,
shipped out whatever partial assem-
blies were on hand. Making matters
worse, inexperienced packers often
failed to mark properly the crates be-
longing to a single assembly so that
collecting the materiel and dispatch-
ing it to its proper destination in
Great Britain were all but impossible.
By early November ETO depots con-
tained partial assemblies for one sur-
gical, nineteen station, eleven gener-
al, and eight evacuation hospitals. To
equip any one unit, the depots had to
take apart two or three outfits. “Obvi-
ously,” Hawley complained, “it is
much better to get a few units com-
plete than to get parts of many.” %6
But the requirements for rapid port
clearance and convoy movement took

4 (Quotation from Lir, Hawley to Brig Gen W. M.
Goodman, 7 Oct 42, file HD 024 ETO CS (Hawley

Continued
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precedence over Medical Department
convenience.

The buildup of theater supply re-
serves was the subject of constant dis-
agreements between Hawley’s office
and that of the surgeon general. Due
to confusion on the part of both
Hawley and his Supply Division
chiefs, the theater repeatedly sent
large requisitions to the Port of New
York for reserve supplies. The sur-
geon general’s office, trying to hus-
band scarce materiel, after review dis-
allowed most of these requisitions as
duplicating both initial unit allow-
ances and the automatic resupply
contained in the medical maintenance
units. Hawley, in turn, complained
that the maintenance units, which
were not designed for any particular
theater, failed to meet all his needs
and at any event were not arriving on
schedule.

For the ETO medical service, as for
the rest of the Services of Supply, in-
dustrialized Great Britain was a logi-
cal alternative supply source, especial-
ly as British support could reduce the
burden on scarce transatlantic ship-
ping and give the U.S. industry time

Chron). See Memo, Edward Reynolds to Maj Gen
LeRoy Lutes, 8 Dec 42, sub: Shipments of Incom-
plete Hospital Assemblages to England and Delays
in Shipment of Maintenance Medical Supplies, file
HD 024 ETO O/CS (Hawley-SGO Corresp). In
same file, sec also Ltrs, Tyng to Hawley, 18 Oct 42,
and Hawley to Tyng, 7 Nov 42.

TLtrs, Tyng to Hawley, 19 Jun and 18 Oct,
Hawley to TSG, 31 Jul 42, and Hawley to Tyng, 7
Nov 42; Memo, Reynolds to Lutes, 8 Dec 42, sub:
Shipments of Incomplete Hospital Assemblages to
England and Delays in Shipment of Maintenance
Medical Supplies. All in file HD 024 ETO O/CS
(Hawley-SGO Corresp). See also Memo, Hawley to
Maj Gen Styer, 10 Sep 42, and Ltr, Hawley to TSG,
3 Nov 42, sub: Medical Supply, both in file HD 024
ETO CS (Hawley Chron).
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to mobilize. To obtain British medical
supplies, Hawley’s Supply Division at
Cheltenham worked through the SOS
general purchasing agent, who had
opened an office in London in May.
The medical procurement officer on
the purchasing agent’s staff, Lt. Col.
George W. Perkins, Chemical Warfare
Service, transmitted specific ETO
medical requests to the purchasing
agent. That official then passed them
to the British Ministry of Supply,
which arranged for manufacture or
purchase of the items under a recip-
rocal aid program known as reverse
lend-lease.*®

Procurement from the British had
problems and uncertainties of its
own. The British, early in the BoLERO
planning, agreed to provide most
nonmedical equipment for the hospi-
tals they were to build for the Ameri-
cans. Implementation of this arrange-
ment went smoothly, aside from the
overall construction delays, but unit
medical equipment and medical re-
supply proved more difficult to
secure. The British themselves were
short of vital items and always had
imported other key pieces of equip-
ment, for example, X-ray tubes. They
were reluctant to turn over any of
their own large reserve medical
stocks, which consisted in good part
of lend-lease supplies, and instead
preferred to manufacture new items
for the Americans. The British, ac-
cordingly, while promising to meet all

48 Perkins, a pharmaceutical company executive in
civilian life, initially was a member of the SOS Pro-
curement Division. In August he was transferred to
Hawley’s staff, but he continued to serve as liaison
officer between the chief surgeon and the general
purchasing agent. See “Med Svc Hist,” 1942-43, p.
56, file HD 314.7-2 ETO; Wiltse, ed., Medical
Supply, pp. 267-68.
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their Allies’ needs, requested large-
scale orders far in advance of the de-
sired delivery dates, to give their
plants time to plan production and
tool up. Colonel Perkins had difficulty
formulating such orders, as he could
not obtain reliable early information
on requirements from Standlee and
Higbee. Changes in buildup plans
forced frequent revision of what esti-
mates he did receive. Perkins also dis-
covered that the Americans and Brit-
ish used different names for many of
the same items; the resulting break-
down of communication made it diffi-
cult to determine exactly what Ameri-
can requirements the British could
fill. In an effort to resolve this prob-
lem, General Hawley put his profes-
sional consultants to work on a
catalog of equivalent British and
American medicines and equipment,
but this catalog was not available
during most of 1942.

In spite of these difficulties, the
SOS Procurement Division between
June and October placed several large
orders for British medical supplies,
including complete hospital assem-
blies. Colonel Perkins, whom Hawley
considered “a fine gentleman and

unusually capable,” combined
tact with firmness in moving the Brit-
ish from general promises to particu-
lar commitments. He also ferreted
out untapped commercial reserves of
operating room furniture, surgical in-
struments, and other needed materiel.
During the last months of 1942 a
growing amount of British supplies
flowed into American depots, in time
to be of indispensable help in outfit-
ting the TorcH forces. Even with the
initial delays British medical supply
deliveries during the last half of 1942
amounted to 84,000 ships’ tons, far
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exceeding the 28,000 tons received
from the United States. At the begin-
ning of 1943 Hawley expressed confi-
dence that he could obtain almost 90
percent of his hospital equipment and
general medical supplies from his
Allies—nearly everything, in fact,
except field chests and other articles
for mobile units. Nevertheless, due to
the slow start and uncertain reliability
of local procurement, the chief sur-
geon’s Supply Division customarily
sent duplicate requisitions to the
United States for everything it or-
dered from the British, intending to
cancel these requisitions if the British
delivered. This practice only com-
pounded the resupply misunderstand-
ings between Hawley’s office and that
of the surgeon general.*?

Whether American or British in
origin, medical supplies, once pro-
cured, had to run a gauntlet of obsta-
cles before reaching the troops who
needed them. During the summer and
early autumn the flood of BoLEro
and TorcH cargo swamped the al-
ready heavily taxed western British
ports through which most American
goods arrived. Shipments were split
up during unloading and some items
smashed by unskilled stevedores.
Much materiel from the United States
came without bills of lading and in
containers wrongly labeled, if labeled
at all, and never reached the depots
for which it was intended. As a result,

#®“Med Svc Hist, 1942-43," pp. 56-58, file HD
314.7-2 ETO; Wiltse, ed., Medical Supply, pp. 268-
70; Larkey “Hist,” ch. 5, pp. 6-11. See also Ltrs,
Hawley to TSG, 9 Jun 42, 6 Jul 42, and 3 Mar 43;
Lir, Hawley to Tyng, 7 Nov 42; Memo, Col Elliott
C. Cutler, MC, to TSG, 26 Nov 42; Ltr, Hawley to
General Purchasing Agent, ETOUSA, 15 Oct 42;
Note, Hawley, 6 Nov 42. All in file HD 024 ETO CS
(Hawley Chron).
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General Hawley complained contin-
ually of the nonarrival of promised
supplies, while the surgeon general’s
office and the Port of New York
claimed that the stores had been
shipped. British medical supplies,
sent directly from a factory or ware-
house to a particular depot, more
often reached their intended destina-
tions; however, due to the termino-
logical confusion, depot staffs often
failed to issue them, out of ignorance
of what requirements the items could
fill.

The burden of distributing supplies
fell upon the 1st Medical Depot Com-
pany, which by early September was
operating medical sections of five
Army general depots. The company
augmented its overstretched manpow-
er with unattached (and usually un-
trained in supply) officers and men
and eventually with British civilian
employees. Its depot medical sections
labored heroically to put together
hospital assemblies, to sort and store
supplies, and to make issues to units
in their geographical areas. But inex-
perienced personnel and inadequate
facilities hampered them, as did the
failure of the Supply Division to es-
tablish a uniform inventory and stock
control system.>°

%0 The five depots were located at Thatcham (G-
45}, Burton-on-Trent (G-20), Bristol (G-35), Liver-
pool (G-14), and Taunton (G-50). General depots,
administered by the Quartermaster Corps, all had
the “G" prefix. See Wiltse, ed., Medical Supply, pp-
270-74; Larkey “Hist,” ch. 5, pp. 5-6 and 25-27;
Ltrs, Tyng to Hawley, 18 Oct 42, and Hawley to
Tyng, 7 Nov 42, filed HD 024 ETO O/CS (Hawley-
SGO Corresp); Memo, Hawley to G-4, ETO, 16 Oct
42, file HD 024 ETO CS (Hawley Chron). For a de-
scription of overall ETO supply problems during
this period, see Ruppenthal, Logistical Support, 1:91-
96.
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Especially as it struggled to meet
the supply demands of TorcH, the
European Theater medical service
lived from hand to mouth, with short-
ages and uncertainty the rule. Hawley
reported in September: “We have no
way of knowing how many medical
maintenance units have been shipped;
but the number that has arrived is far
too little for actual maintenance, not
to speak of building up the prescribed
reserve.” Hospitals and other organi-
zations went from depot to depot
seeking supplies and equipment and
usually not finding them, either be-
cause of shortages or because of the
lack of reliable inventories. At least
one medical officer gave up on the
Army system and ordered some ur-
gently needed items from the Red
Cross without even attempting to
obtain them through the ETO chief
surgeon. This action drew a stinging
rebuke from Hawley, who called it
“the worst outrage that has been per-
petrated in ETOUSA.” At about the
same time the chief surgeon informed
the surgeon general: ‘“The medical
supply problem in this theater has
been acute since 1 February 1942 and
is now becoming critical.” 5!

As the year ended, the first influx
of British supplies into the depots en-
abled the medical service to meet the
most pressing demands. On both
sides of the Atlantic, efforts got under
way to improve the supply systems.
During November and December rep-
resentatives of Surgeon General

L First quotation from Memo, Hawley to Styer, 10
Sep 42. Second quotation from Ltr, Hawley to Surg,
Northern Ireland Base Section, 6 Nov 42. Third
quotation from Ltr, Hawley to TSG, 3 Nov 42, sub:
Medical Supply. All in file HD 024 ETO CS (Hawley
Chron). See also Larkey ““Hist,” ch. 5, pp. 26-27.
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Magee worked out with the New York
port commander a new method for
shipping hospital assemblies in more
nearly complete condition. In re-
sponse to Hawley’s reports that the
medical maintenance unit did not
fully meet ETO resupply require-
ments, the surgeon general’s office
arranged for the dispatch of supple-
mentary materiel. Surgeon General
Magee began a search for a better
qualified supply officer for Hawley.
The chief surgeon himself, in late De-
cember, replaced Higbee with Lt. Col.
Howard Hogan, MC, an officer al-
ready in the European Theater.
Hogan, who had previous though
brief experience as a medical procure-
ment officer, showed early signs of
being more effective than his prede-
cessors. As a result of Hogan’s ef-
forts, Hawley reported early in 1943
that

the supply situation is greatly improved.
We know what we have 1n depots (at least
I am given figures which are said to be
correct). Our units are getting medical
supplies promptly. Hospitals are being
equipped without delay as fast as build-
ings become available. Local procure-
ment, while not completely satisfactory, is
very much improved and British supplies
are rolling into our depots by the car
load.

“Yet,” he concluded, “I am far from
being completely happy with the situ-
ation.” Hawley’s unhappiness with his
medical supply service was to contin-
ue for another year.52

52Ltr, Hawley to Tyng, 3 Mar 43, and Memo,
Reynolds to Lutes, 8 Dec 42, sub: Shipments of In-
complete Hospital Assemblages to England and
Delays in Shipment of Maintenance Medical Sup-
plies, both in file HD 024 ETO O/CS (Hawley-SGO
Corresp); Memo, Brig Gen R. M. Littlejohn, QMC,
to Lee, 4 Dec 42, sub: Maintenance Stocks of Medi-
cal Supplies, and Ltr, Hawley to TSG, 19 Dec 42,
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As the ETO medical service strug-
gled with its personnel shortage and
supply problems, it also had to fur-
nish manpower and materiel for the
invasion of North Africa. General Ei-
senhower and his AFHQ staff began
planning for TorcH early in August,
but Anglo-American disagreements
over the timing, number and location
of landings delayed until September
publication of the overall concept of
operations. Under the final plan an
all-American Western Task Force, or-
ganized and equipped in the United
States, was to assault Casablanca on
the Atlantic coast of Morocco on or
about 8 November. Simultaneously,
the Anglo-American Center and
Eastern Task Forces, fitted out in
England, would strike from the Medi-
terranean respectively at Oran and
Algiers. The Center and Eastern Task
Forces were to draw logistics support
from the United Kingdom until the
Allies consolidated their position;
then support responsibility for all
three task forces would shift to the
United States.

During September and October,
under general guidance from the
Allied Force Headquarters, the task
forces completed their own tactical
and logistics planning. In Great Brit-
ain embarkation of troops and stores
of the Center and Eastern Task
Forces began late in September. The
loaded transports assembled in the

sub: Maintenance Stocks of Medical Supplies, both
in file HD 024 ETO CS (Hawley Chron). Hogan,
who relieved Perkins in Procurement an 20 Novem-
ber, previously had been a special assistant to the
chief of Supply in the surgeon general’s office. See
Name-Rank file, CMH.
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Firth of Clyde and, after a final land-
ing rehearsal off the Scottish coast,
departed for the Mediterranean on 22
and 26 October. On 8 November the

landings took place on schedule.
Follow-up convoys left England on
the eighth, eleventh, and twenty-
first.53

This simply described sequence of
plans and preparations was a trying
time for the ETO medical service.
General Hawley, although responsible
for furnishing troops and supplies,
had no direct role in medical plan-
ning for the 40,800-man Center Task
Force, the logistical support of which
was the primary task of ETOUSA.%*
Instead, the Allied Force Headquar-
ters, with Colonel Corby acting as
deputy to a British chief surgeon, and
the U.S. IT Corps, of which Col. Rich-
ard T. Arnest, MC, was surgeon, pre-
pared the plans with little coordina-
tion with ETOUSA and even less with
the other task forces. Delay in com-
pleting the overall Allied operation
plan further confused matters, be-
cause the task force had to start plan-
ning without a final directive, a
procedure which led to repeated last-
minute changes. The Allied Force
Headquarters did not issue its logis-
tics plan for the whole operation until
December. Until then Hawley had to
proceed without definite answers to
such vital questions as the duration

53 TorcH plans and preparations are described in
Matloff and Snell, Strategic Planning, pp. 286-93 and
315-516; George F. Howe, Northwest Africa: Seizing
the Initiative in the West, United States Army in World
War 11 (Washington, D.C.: Office of the Chief of
Military History, Department of the Army, 1957),
pp. 4647, 70-72, app. A.

%4 The Eastern Task Force, British in composition
except for two American regimental combat teams,
received medical and other logistical support almost
entirely from the British Army.
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and extent of ETO responsibility for
care of North African casualties.
Hawley eventually lost patience with
the chaotic procedures, as revealed in
his 11 December letter to the surgeon
general:

I watched the muddled medical planning
until I could stand it no longer and then
went to the Chief of Staff, ETQO and told
him that the stage was all set for the big-
gest medical scandal since the Spanish-
American War. That jolted them a little,
and General Eisenhower told me to step
in and straighten things out. I did, but
within a week things were night back to
where they were—each separate task
force doing its own planning without the
least coordination. . . .5

The theater Services of Supply had
to provide hospitals and other medi-
cal units, primarily for the Center
Task Force, as directed by the Allied
Force Headquarters. While meeting
these requirements, Hawley struggled
successfully to retain his important
operating units. An early AFHQ
troop list, for instance, included the
3d and 10th Station Hospitals, both
full of patients, and a detachment of
the overextended 1st Medical Depot
Company. The chief surgeon secured
deletion of these organizations and
their replacement with others due in
from the United States. By the end of
the year the Services of Supply had
given up to TorcH five station and
two general hospitals and a medical
supply depot company. In addition, a
medical regiment, a medical battalion,

% Quotation from Lir, Hawley to Hillman, 11 Dec
42, file HD 024 ETO O/CS (Hawley-SGO Corresp).
Wiltse, Mediterranean, summarizes
TorcH medical planning. See also Howe, Northwest
Africa, pp. 32-33 and 63-67; MFR, McNinch and
Lewison, 24 May 49, sub: Interview With Col James
B. Mason, MC (Ret.) file HD 000.71, CMH.
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and one surgical and three evacuation
hospitals passed through the United
Kingdom on their way to North
Africa. The II Corps, the 1st Armored
Division, and the 1st and 34th Infan-
try Divisions took away their own or-
ganic medical units and detachments.
From his own office Hawley lost
seven officers and eighteen enlisted
men; SOS and non-SOS medical units
that stayed in Great Britain also sur-
rendered personnel to fill up TorcH
organizations. In spite of these losses
increased arrivals from the United
States kept total SOS medical
strength at between 6,000 and 6,500
through early 1943; nevertheless, the
departure of experienced key people
and temporary personnel shortages
hindered the work of hospitals and
other units.5¢

The supply demands of TorcH on
the ETO medical service were more
extensive and crippling than those for
personnel. The Services of Supply
was required to equip all North
Africa-bound ETO units and medical
detachments, as well as furnish a
sixty-day reserve of supplies. Difficul-
ties abounded. Many hospital and
other units designated for TorcH ar-
rived in Great Britain with 25 percent
or less of their basic allowances, a fact
of which Hawley received no advance
warning. As each command tried to
remedy its own shortages, requisi-
tions poured into the chief surgeon’s
office from a variety of sources. At
one point the Supply Division was re-

%¢Memo, Hawley to Larkin, 7 Sep 42, in Larkey
“Hist,” ch. 4, app. b (see also ch. 4, pp. 4, 8, 11,
and app. 7; and ch. 5, p. 35); Lur. Hawley to Col J.
F. Corby, MC, 6 QOct 42, box 2, Hawley Papers,
MHI; “Med Svc Hist, 1942-43,” p. 53, HD 314.7-2
ETO; Administration Division, QofCSurg, HQ,
ETOUSA, Annual Rpt, 1942, p. 6
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ceiving requisitions, many of them
duplicates, from three separate
TorcH headquarters—AFHQ, the II
Corps, and the Twelfth Air Force
(which was being formed out of the
Eighth for North African service).
Hawley, lacking authority to coordi-
nate TorcH supply, could do no
more than suggest that all commands
channel their requisitions through
Colonel Corby at the Allied Force
Headquarters ‘“‘so that he may detect
these duplications and establish ap-
propriate priorities.” Units at times
made almost impossible demands.
The 16th Medical Regiment, alerted
on 7 October for embarkation in a
November convoy, failed to requisi-
tion needed equipment until 1 No-
vember and then complained of
delays in delivery.%’

In an attempt to coordinate TORCH
supply, the theater G-4 set up a com-
mittee of representatives from each of
the technical services. Maj. Clark B.
Meador, MC, the most active ETO
medical service member of this com-
mittee, ‘“‘practically unaided, under-
took the whole calculation of medical
requirements, of shipping require-
ments, of phasing of supply and the
checking of unit shortages against
T/E allowances.” Meador formed
special teams to inspect all medical
units designated for TorcH and de-
termine exactly what they had and
what they needed. Because much ma-
teriel for filling shortages would come

57Ltrs, Hawley to Col A. I.. Hamblen, 26 Sep 42,
and Hawley to TSG, 3 Nov 42, sub: Medical Supply;
Memo, Hawley to CO, 16th Medical Regt, 4 Nov 42,
sub: Requisition No. MR-114-3(F); and Ltr, Hawley
to Corby, 5 Nov 42. All in file 024 ETO CS (Hawley
Chron). See also Wiltse, ed., Medical Supply, pp.
204-05.
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from the British and no catalog of
Anglo-American equivalents and sub-
stitutes yet was available, Meador im-
provised his own. Through his efforts
and those of others, the medical ser-
vice managed to outfit the units em-
barking for TorcH. Equipment for
some organizations arrived in time
from the United States. For others,
the medical service transferred arti-
cles from non-TorcH units or used
British supplies.®®

To assemble equipment for the
eleven hospitals dispatched from Brit-
ain to North Africa, the depot medical
sections broke up most of the thirty-
odd partial outfits that had arrived
from the United States and, where
necessary, added British materiel.
Until TorcH preparations began, only
the medical section of Depot G-45 at
Thatcham had assembled hospitals.
As demands increased and time ran
short, the Supply Division shifted
some assembly work to the other four
depot medical sections, which until
then had only stored and issued sup-
plies. The short-handed, inexperi-
enced staffs learned rapidly on the
job. A warrant officer at Depot G-35
in Bristol, tasked with putting togeth-
er a 1,000-bed general, a 750-bed
evacuation, and a 250-bed station
hospital, recalled: “The only things I
had to help me was one Basic Equip-
ment List and a prayer. ... I
needed both of them, as no one iIn
the Medical Section at that time had
any idea of the procedure used in as-

8 Quotation from Memo, Hawley to CG,
ETOUSA, 11 May 44, sub: Recommendation for the
Award of the Legion of Merit, file HD 024 ETO CS
(Hawley Chron). See also Memos, Hawley to CofS,
SOS, 14 Sep 42, and Hawley to Lee, 19 Sep 42, in
same file, and Wiltse, ed., Medical Supply, pp. 266-
67.

EUROPEAN THEATER OF QPERATIONS

sembling a hospital, and no one even
knew what an assembled hospital
looked like.” 5°

In the course of mounting TorcH
the ETO medical service assembled
and shipped five station, three evacu-
ation, one surgical, and two general
hospitals. It completed the equipment
of all embarking organizations and
sent out twenty-two medical mainte-
nance units. Hawley reported:
“We . . . got the North Africa units
out fully equipped and, in that show,
were probably the best of the ser-
vices.” The cost to the European
Theater, however, was substantial.
TorcH stripped the depots of sup-
plies and left many medical units
short of equipment. Replenishment
was slow In coming, as the North Af-
rican campaign received priority in
shipping. Viewing the aftermath,
Hawley declared: “The mess that is
left will take months to straighten
out.” His chief of Preventive Medi-
cine, Colonel Gordon, observed that
the theater “had much the appear-
ance of a plucked fowl. . . .” €

The shift of forces and attention to
North Africa reduced the European
Theater of Operations temporarily to
a backwater and made uncertain the

¥ WO()g) Lewis H. Williams is quoted in Wiltse,
ed., Medical Supply, p. 274. See Larkey “Hist,” ch. 5,
pp- 35-37; Memo, Hawley to Lt Col C. E. Higbee,
SC, 9 Oct 42, file HD 024 ETO CS (Hawley Chron);
Lir, Hawley to Tyng, 7 Nov 42, file HD 024 ETO
O/CS (Hawley-SGO Corresp).

S First and second quotation from Ltrs, Hawley to
Tyng, 7 Nov 42, and Hawley to Hillman, 5 Feb 43,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
Third quotation from John E. Gordon, “History of
Preventive Medicine in the European Theater of
Operations, USA, 1941-1945” (hereafter cited as
Gordon “Hist”), vol. 1, pt. 10, p. 10, CMH. See also
“Med Svc Hist, 1942-43,” pp. 57-58, file HD 314.
7-2 ETO. For the general difficulties of TorcH
supply, see Ruppenthal, Logistical Support, 1:96-99.
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future of BoLERO. ToRCH took out of
England all but one combat unit, the
29th Division. The Eighth Air Force
lost four fighter and two bombard-
ment groups, much equipment, and
25,000 officers and men. In all, over
150,000 troops left England for North
Africa. Total ETO strength, even with
reinforcements from the United
States, dropped to 105,000 and would
remain at that level until well into
1943. Monthly cargo deliveries de-
clined from 240,000 long tons in Sep-
tember 1942 to only 20,000 in Febru-
ary 1943. ETO headquarters and the
BoLero Combined Committee sus-
pended most of their buildup and
cross-Channel assault planning. After
a year-end visit to medical installa-
tions in Great Britain, Surgeon Gen-
eral Magee observed: “One could not
escape the feeling that service there
represented a back-eddy since the
opening of activities in Africa.” 8

For the medical service, as for the
rest of ETOUSA, 1942 proved to be a
year of large plans and false starts,
culminating in a convulsive flurry of

$1 Memo, Magee to CG, SOS, 12 Jan 43, file HU:
Experience in Medical Matters F/Overseas Force.
For the impact of TorcH on the Furopean Theater,
see Harrison, Cross-Channel, pp. 46-47, Ruppenthal,
Logistical Support, 1:99-104, 110; and Craven and
Cate, eds., AAF, 2:50-52, 231-32, 235.
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improvisation that left the theater im-
poverished and temporarily outside
the mainstream of wartime events.
Yet in spite of these vicissitudes, the
theater medical service succeeded in
completing its basic organization and
implementing  medical programs,
some with systemic problems. The
chief surgeon, with the cooperation of
the British, organized a comprehen-
sive American hospital system and
saw construction begin, however halt-
ingly. U.S. Army hospitals, once in
operation, furnished medical care that
the surgeon general described as
“adequate and in some instances su-
perior.” © The supply system still
needed to be overhauled. Supply
shortages remained severe, causing

the Allies to meet most medical
supply requirements from sources
within the United Kingdom. In

mounting TorcH the ETO medical
service gained valuable, if often pain-
ful, administrative and logistics expe-
rience, readying it for continued
growth with the European Theater
when the latter resumed its place as
the focal point of the American war
effort in the new year.

52 Memo, Magee to CG, SOS, 12 Jan 43, file HU:
Experience in Medical Matters F/Overseas Force.
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Theater Chief Surgeon

During 1943 strategic initiative in
Europe and the Mediterranean passed
to the Allies. After the surrender of
250,000 Germans and Italians in Tu-
nisia in May, the Americans and Brit-
ish followed up their North African
victory with a successful invasion of
Sicily that precipitated the collapse of
Mussolini’s government. Italy, under
new rules, deserted the Axis early in
September, as United States and Brit-
ish Empire troops landed on its main-
land. German divisions, however,
poured into Italy to continue the
battle. By the end of the year the
Allies were pushing slowly and pain-
fully toward Rome, against tenacious
Nazi resistance. Meanwhile, the Allied
bombing of Germany expanded in
scale and destructiveness. At sea U.S.
and British naval forces gradually
secured the upper hand over the
U-boats. On the eastern front the
Russians, after major victories at Stal-
ingrad and Kursk, began a counterof-
fensive that would end only in the
rubble of Berlin.

While the Mediterranean offensive
continued, the Americans during
1943 maneuvered the initially reluc-
tant British, step by step, toward a
firm commitment to a cross-Channel
invasion aimed at the liberation of
France and the conquest of Germany.

At the Casablanca conference in Janu-
ary President Roosevelt, Prime Minis-
ter Churchill, and their Combined
Chiefs of Staff agreed in principle to
launch a full-scale cross-Channel
attack 1n 1944. They created the
Anglo-American  staff known as
COSSAC to draft detailed plans for
the operation, as well as for small-
scale raids and a limited attack in
1943. The conference also decided to
enlarge the bombing offensive and to
resume the full million-man BoLERrO
buildup. In May, at the TRIDENT con-
ference in Washington, the Allied
leaders set 1 May 1944 as the target
date for the invasion, initially code-
named ROUNDHAMMER but soon given
its permanent and historic title: OVER-
LORD. In August, at the QUADRANT
conference in Quebec, the president,
the prime minister, and their military
staffs approved COSSAC’s outline
OverLorD  plan and  directed
COSSAC to proceed with detailed
planning and preparations. They ac-
corded OvVerLORD first priority for
1944 among European and Mediter-
ranean operations. Finally, at the
combined Cairo and Teheran confer-
ences (22 November-7 December
1943), Soviet Premier Josef Stalin de-
clared his support for OVERLORD; and
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the British and Americans decided to
undertake an invasion of southern
France with forces from the Mediter-
ranean to supplement the main blow
on the Normandy coast.?

For the European Theater of Oper-
ations the vyear’s developments in
strategy led to boundary and com-
mand changes. On 4 February 1943,
as the result of agreements reached at
Casablanca, the U.S. Joint Chiefs of
Staff created a new North African
Theater of Operations (NATOUSA),
encompassing the former Mediterra-
nean and North African portions of
ETOUSA. The Ilatter theater now
consisted of Iceland, the United King-
dom, Scandinavia, France, the Low
Countries, Germany, and most of
Central and Eastern Europe; and it
gradually ended its logistical support
of North African operations. Also in
February General Eisenhower, who
had moved his headquarters to Al-
giers late in 1942, assumed command
of the North African Theater. He was
succeeded as ETO commander first
by Lt. Gen. Frank M. Andrews,
former commander of U.S. forces in
the Middle East, and then, after An-
drew’s death in an airplane crash on 3
May, by Lt. Gen. Jacob L. Devers.
Devers remained at the head of
ETOUSA until 16 January 1944,
when Eisenhower returned to London
to take over the Supreme Headquar-
ters, Allied Expeditionary Force
(SHAEF), an Anglo-American organi-
zation built on COSSAC to conduct

1 This account of Anglo-American strategic delib-
erations is based on Matlofl, Strategic Planning, chs. I,
V, VI, VIII, X, XV, and XVI; Harrison, Cross-Channel,
chs. I, II, and III. COSSAC means Chief of Staff to
the Supreme Allied Commander (Designate). Tri-
DENT and QUADRANT were code names for the Allied
summit conferences.
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OVERLORD under direction of the
Combined Chiefs of Staff. Eisenhower
had under him Allied air, naval, and
ground commands. At the same time
he functioned as commanding general
of ETOUSA, responsible for adminis-
trative and logistical purposes to the
U.S. War Department.?

By the time General Eisenhower re-
turned to London, the renewed
BoLERO buildup, initiated at Casa-
blanca, was approaching its climax.
The buildup had gotten off to a slow
start. Although the Casablanca con-
ferees called for deployment of 1.1
million Americans, including fifteen-
nineteen divisions, in the United
Kingdom by the end of 1943, the
manpower, supply, and shipping re-
quirements of the North African cam-
paign, continuing U-boat depreda-
tions, and the persistent tentativeness
of the Allied commitment to the
cross-Channel assault curtailed the
movement of men and materiel to
Britain during the first five months of
the year. ETO strength remained at
less than 150,000. The floodgates
opened after the TRIDENT conference
set the OVERLORD target date and di-
rected the establishment of a U.S.
force of 1.3 million in Great Britain
by that time. By mid-1943 the Allies
were winning the Battle of the Atlan-
tic, and the combination of declining
losses and rising production alleviated
the shipping shortage that for so long
had crippled BoLero. The buildup

2Matloff, Strategic Planning, pp. 60-63 and 403-04;

Ruppenthal, Logistical Support, 1:111-13 and 193-95;
and Harrison, Cross-Channel, ch. III, cover in detail
the evolution of the complex OVERLORD command
structure. The European Theater relinquished juris-
diction over southern France to NATOUSA on 6
February 1944; responsibility for Iceland passed to
the Eastern Defense Command on 30 July 1944,
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rate now depended more on British
port capacity than on availability of
bottoms.

Accordingly, during the last quarter
of 1943, over 100,000 American
troops per month disembarked in
Britain, bringing ETO strength at the
end of the year to over 770,000, in-
cluding eleven divisions. Cargo flow
increased in  proportion, from
348,900 measurement tons in June to
over | million tons in December. Be-
tween January and May 1944 the
buildup further accelerated. American
troop strength doubled to over 1.5
million men, with an average of two
divisions, plus supporting units, arriv-
ing each month, along with almost
1.5 million measurement tons of
freight. By the end of May 1944
BoLERO substantially had reached its
targets. In the process large tracts of
the English countryside were trans-
formed into American cantonments,
vehicle parks, and storage depots.?

Command Problems Solved

During the decisive months of strat-
egy-making and mobilization in 1943
General Hawley’s position in the the-
ater chain of command remained ill-
defined. The chief surgeon and the
other service chiefs continued to be
under the Services of Supply and
physically separated from theater
headquarters. They could issue tech-
nical directions to their subordinate
elements operating outside the Ser-
vices of Supply only through the cum-
bersome process of drafting instruc-
tions for review and endorsement first
by SOS and then by ETO headquar-

3Matloff, Strategic Planning, pp. 53-54 and 407;
Ruppenthal, Logistical Support, 1:115 and 118-22.
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ters. Hawley, attempting to explain
the system to his staff, indicated the
operating difficulties:

In all technical directions, directives and
functions this office deals directly with
the surgeons of all echelons in the thea-
ter as a whole . . . [but directives affect-
ing the theater as a whole] must be pub-
lished by the theater headquarters and go
to them for publication. Now, occasional-
ly, to expedite getting something started,
we have had a command directive pub-
lished in S.0.S. and sent the same direc-
tive to ETO to be published for the
entire theater and that was merely to get
things going in the theater. ... Any
paper that comes up, weigh it carefully—
1s this a theater matter or is this a S.0.S.
matter . . . and having decided that, it is
very simple.*

The other service chiefs and, more
importantly, General Lee recognized
the inadequacy of the existing struc-
ture. When General Andrews became
ETO commander, Lee pressed upon
him the desirability of giving the Ser-
vices of Supply clear-cut theater-wide
logistical and administrative authorty.
He won his point. On 21 March 1943,
in a general order and accompanying
letters of instruction, Andrews desig-
nated the headquarters as ‘“‘the Com-
manding General’s agency for admin-
istrative service and supply of the
theater.” Andrews gave General Lee
authority, within his area of delegated
responsibility, to issue instructions to
non-SOS elements by order of the
theater commander. Hawley and the
other technical service chiefs re-

*Notes of Conference Held in Chief Surgeon's
Room, 0830 Hours, 25 January 1943, prepared by
Col O. H. Stanley, MC, 29 Jan 43, file 323.362
Power and Duties (Office of the Chief Surgeon),
ETOUSA. For a general discussion of this problem
in the Services of Supply, see Ruppenthal, Logistical
Support, 1:160-61.
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mained under the Services of Supply
“for coordination, supervision, oper-
ational control, and direction,” but
they were to move back to London so
as to function more effectively as the-
ater staff officers.*®

The 21 March redefinition of SOS
authority benefited the chief surgeon.
Hawley transferred himself and a por-
tion of his staff to London in May,
while the bulk of his office stayed at
Cheltenham. Return to the capital
solved most of the chief surgeon’s dif-
ficulties in liaison with the British and
improved his access to the ETO staff.
The increase of General Lee’s author-
ity—which Andrews’ successor, Gen-
eral Devers, further expanded in May
by assigning Lee to additional duty as
the ETO G-4—enlarged the effective
powers of Hawley and the other tech-
nical chiefs. Hawley, for example,
now could shift medical personnel
within the ground and air forces by
means of directives from General Lee
acting for the theater commander.*®

Andrews’ restructuring of theater
command relations, while favorable
from the SOS viewpoint, still did not
definitively settle the question of SOS
authority over the ground and air
forces. In July, as a result of protests
from the Eighth Air Force, General

5GO No. 16, HQ, ETOUSA, 21 Mar 43; ETO
LOI to CG, SOS, ETOUSA, 21 Mar 43; Staff Memo
No. 29, HQ, ETOUSA, 8 Apr 43, sub: Organization
of HQ, ETOUSA, and HQ, SOS, ETOUSA. All in
file HD 024 ETO O/CS (Spruit Policy Notebook).
See also Ruppenthal, Logistical Support, 1:161-63.

8Col Charles B. Spruit, MC, Diary, January-
August 1943 (hereafter cited as Spruit Diary), 1 Apr
43; Administration Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943. For the question of
authority over personnel transfers, see Memos,
CSurg to G-1, SOS, 22 Apr 43; G-1, SOS, to
CSurg, 24 Apr 43; CSurg to CofS, SOS, 27 Apr 43;
and CofS, SOS, to CSurg, via G-1, 3 May 43. All in
file HD 008 ETO O/CS (Policy Book).
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Devers revoked Lee’s authority to
issue orders outside the Services of
Supply. Hawley and other service
chiefs continued to plead for “an un-
broken chain of technical control
through all the echelons” of the Eu-
ropean Theater. Over and above this
long-standing issue, the shift of tacti-
cal control of ground forces—and of
most operational planning—to newly
established U.S. army group and army
headquarters and to SHAEF left
ETOUSA with little to do but dupli-
cate the administrative and logistical
functions of the Services of Supply.’
General Devers recognized that he
had one command echelon too many
in the theater. During late 1943 his
staff, in consultation with representa-
tives of General Eisenhower, devel-
oped a plan for merging ETO and
SOS headquarters. Following this
plan Eisenhower, as commander of
both SHAEF and ETOUSA, on 17
January 1944 issued an order consoli-
dating the theater headquarters and
staff with those of the Services of
Supply. Eisenhower appointed his
SHAEF - chief of staff, Maj. Gen.
Walter Bedell Smith, also chief of
staff of the new headquarters, which
continued to be known as the Euro-
pean Theater of Operations. At the
same time Eisenhower made General
Lee deputy theater commander for
supply and administration, with au-
thority to “act, in all appropriate
cases, for the Theater Commander,”

"The overall development of SOS authority is re-
counted in Ruppenthal, Logistical Support, 1:163-68.
Hawley's continuing concern is expressed in SOS
Minutes of Command and Staff Conference, 29 Nov
43 (Supplement), pp. 6-7, file HD 337 (Command
and Staftf Conferences), and in Ltr, Hawley to TSG,
6 Jan 44, file HD 024 ETO O/CS (Hawley-SGO
Corresp).
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and with direct control over all SOS
forces. Lee now clearly outranked
ground and air component command-
ers and could give directives to them;
the heads of his special staff sections
possessed  confirmed theater-wide
technical authority over their ser-
vices.®

The January 1944 reorganization,
which remained in effect until V-E
Day, at last placed General Hawley in
what he considered a satisfactory po-
sition in the chain of command.
Hawley, who had had differences with
General Smith during the Torch
preparations, at first feared that Ei-
senhower would bring in a new thea-
ter chief surgeon. This apprehension
proved groundless. The entire SOS
staff continued in placed in the re-
vamped ETO-SOS headquarters.
Writing in early February to Brig.
Gen. Norman T. Kirk, the surgeon
general as of May 1943, Hawley ex-
plained that

our organization here seems to have been
completely cooked and has now
jelled. . . . All Chiefs of Services, includ-
ing myself, are Chiefs of Services of ETO
and, in addition to their other duties, are
Chiefs of Services of SOS. This is an
exact reversal of the previous organiza-
tion in which the Chieg of Services were
assigned to the SOS and, in addition to
their other duties, were Chiefs of Services

8Quotation from GO No. 5, HQ, ETOUSA, 17
Jan 44. See also Ruppenthal, Logistical Support,
1:198-201. Eisenhower, as Allied Supreme Com-
mander, directed operations of air, ground, and
naval forces of all nationalities and in this capacity
was responsible to the Anglo-American Combined
Chiefs of Staff. His SHAEF staff included Britsh
and other Allied officers as well as Americans. The
various national forces under Eisenhower looked to
their own national authorities for supply and admin-
istration. As ETO commander Eisenhower was re-
sponsible to the War Department for performing
those functions for U.S. forces. In fact, he delegated
most of the task to General Lee and the combined
ETO-SOS headquarters.
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Maj. GEN. ALBERT W. KENNER

of the ETO. This is, of course, a small
point but [it] is proving to be a most im-
portant point.®

Hawley, who received his second
star on 27 February 1944, needed this
reinforcement of his authority to
maintain ascendancy amid the prolif-
eration of high-level American staffs
that accompanied the BoLEro build-
up. His most formidable potential
rival for theater medical predomi-
nance was Maj. Gen. Albert W.

®Quotation from Ltr, Hawley to TSG, 4 Feb 44,
file HD 024 ETO O/CS (Hawley-SGO Corresp); in
same file, see Ltr, TSG to Hawley, 12 Feb 44. For
the threat to Hawley's position, see Interv, OSG
with Brig Gen Charles B. Spruit, MC (Ret.), 20 May
49 (hereafter cited as Spruit Interv, 1949), file HD
000.71, CMH; Lus, Hawley to Brig Gen Fred W.
Rankin, 26 Nov 43, and Hawley to TSG, 4 Dec 43,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
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Kenner, MC, SHAEF’s chief medical
officer, who took up his duties in
London in February. Kenner, a Regu-
lar Army medical officer and close ac-
quaintance of Marshall, Eisenhower,
and Lt. Gen. George S. Patton, Jr.,
had accompanied the latter to North
Africa in November 1942 as surgeon
of the Western Task Force. As the Af-
rican campaign developed, Kenner
advanced to the dual position of
AFHQ chief surgeon and NATOUSA
chief surgeon. He served Eisenhower
as a personal front-line inspector and
emissary, as well as a medical staff of-
ficer. Returning to the United States
early in 1943, Kenner narrowly
missed becoming surgeon general to
replace the retiring General Magee.
His relationship with Eisenhower, se-
niority in rank, and military medical
experience brought Kenner the
SHAEF assignment.'°

As SHAEF’s chief medical officer
Kenner reported directly to Eisen-
hower, and thus was higher in the
chain of command than Hawley. He
advised the “Supreme Commander
and the Staff of Supreme Headquar-
ters, on all matters pertaining to the
Medical Service within the areas
under the command of the Supreme
Commander, Allied Expeditionary
Force,” and coordinated “medical
policy on an inter-allied basis.” He
also had the right to inspect medical

19 Name-Rank file, Special History Branch, CMH;
Kenner Interv, 1952, file HD 000.71, CMH. General
Marshall strongly supported Kenner for the position
of surgeon general because of Kenner’s administra-
tive ability and combat theater experience, and for a
while his appointment seemed assured. President
Roosevelt, however, insisted on someone more emi-
nent in the estimation of the civilian medical profes-
sion, and General Kirk, also an able administrator,
received the appointment. See Armfield, Organization
and Admintstration, pp. 200-202.
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mstallations and units and to investi-
gate and report on any aspect of the
medical service that he chose. The
exact boundary between Kenner’s
sphere of interest and that of General
Hawley—and indeed the overall de-
marcation line between the activities
of the American staff of SHAEF and
the ETO staff—never was very clear.!

Kenner and Hawley, nevertheless,
maintained a harmonious working re-
lationship. In the preinvasion months
Kenner and his four-man Anglo-
American staff concentrated on re-
viewing and coordinating British and
American OVERLORD medical plans,
especially those for cross-Channel
evacuation. Kenner declared that his
relationship to the U.S. Army medical
service was ‘‘policy-making and in-
spectional, never operational. . . . I
never interfered with Hawley’s work; I
never issued Hawley any orders.” Par-
ticipants later differed in their recol-
lections of the extent to which
Kenner, directly or indirectly, influ-
enced ETO medical policies and op-
erations. Most of the time the chief
medical officer appears to have left
Hawley to his own devices. If nothing
else, the small size of Kenner’s staff,
and his resulting dependence on
Hawley’s much larger office for infor-
mation and the execution of direc-
tives, would have limited his ability to
intervene. When Kenner did choose
to step in, he had the authorty to

1Kenner's duties are established in Memo,
CMedOfl, SHAEF, 1o AColS, G-3, via AColS, G-4,
1 Mar 44, sub: Functional Chart of Medical Division,
and Admin Memo No. 3, SHAEF, 24 Apr 44, both
in Medical Division, COSSAC/SHAEF, War Diary,
March-April 1944, See the same source, January-
June 1944, for a running account of the chietf meds-
cal officer’s activities.
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make his wishes prevail, but he used
this power sparingly. Such restraint,
combined with frequent conferences
and exchanges of views with the ETO
chief surgeon, and with the mainte-
nance on both sides of an atmosphere
of mutual respect, prevented what
could have been a disruptive conflict
of authority.?

12 Quotations from Kenner Interv, 1952, file HD
000.71, CMH. For views of the Kenner-Hawley rela-
tionship, see Spruit Interv, 1949, and Interv, OSG
with Col Alvin L. Gorby, MC, 10 Nov 49 (hereafter
cited as Gorby Interv, 1949), both in file HD
000.71, CMH; Interv, OSG with Col John K. Davis,
MC (hereafter cited as Davis Interv), 19 Jun 45, box
222, RG 112, NARA; and Interv, NLM with William
S. Middleton, July and November 1968, February
1969 (hereafter cited as Middleton Interv, 1968-69),
vol. 1, p. 261, NLM. Ruppenthal, Logistical Support,
1:200-201, outlines the continuing SHAEF-ETO
problem of staff jurisdiction.
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During late 1943 and the first
months of 1944 the U.S. Army
ground forces completed their organi-
zation for OVERLORD. As invasion
preparations intensified, the War De-
partment in October 1943 established
headquarters of the U.S. Ist Army
Group at London and the U.S. First
Army at Bristol, both initially under
Lt. Gen. Omar N. Bradley, to act in
planning as opposite numbers of the
British 21 Army Group and its two
subordinate field armies. On the
twenty-third the First Army assumed
operational control of all American
ground combat elements in Great
Britain, superseding the V Corps,
which until then had been the senior
ground command. In January of the
following year the European Theater
set up another U.S. army, the Third,
under General Patton. This headquar-
ters helped administer the divisions
now pouring into the United King-
dom and began planning for conti-
nental operations after establishment
of the initial lodgement.

The surgeons of these headquarters
meshed their activities smoothly with
those of Hawley and his staff. Col.
Alvin L. Gorby, MC, arrived in Eng-
land in January 1944 for duty in Haw-
ley’s office, but then was reassigned
as the Ist Army Group surgeon. He
had to develop his own charter of re-
sponsibility. “We’d never had a group
in the U.S. Army before,” he recalled,
“and the concept of what the Group
Surgeon’s office would do, and what
its organization should be, we just
had to pull it out of the air and set it
in.” Gorby decided early that his role
would be analogous to that of a corps
or division surgeon, ““a tactical setup,
rather than administrative, and that
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we ought to . . . just ride herd, and
only take over and jump in when it
seemed like there was some need.”
To this end, he limited the size of his
staff to eight or ten officers and about
the same number of enlisted men.
Until D-Day Gorby and his assistants
concentrated on OVERLORD planning;
they worked closely with 21 Army
Group, with Kenner and Hawley, and
with the First Army that was prepar-
ing the detailed assault plans for the
American landings. “All we did,” the
army group surgeon declared, “‘was
go down and pat them on the back
and ask them if we could be of
aid.” 18

The army surgeons, Col. John A.
Rogers, MC, of the First and Col.
Thomas D. Hurley, MC, of the Third,
came out from the United States with
the cadres of their respective head-
quarters. Under the Army Ground
Forces organization then prevailing, a
field army performed most logistical
and administrative services for its
component units, leaving corps and
divisions a strictly tactical role. Each
army surgeon, accordingly, had a staff
about twice as large as Colonel
Gorby’s, with specialized divisions
covering roughly the same range of
functions as those of the theater chief
surgeon’s office. During the buildup
the army surgeons devoted much at-

13 Quotations from Historical Unit, U.S. Army
Medical Service, Advisory Editorial Board for the
History of Medical Service in the European Theater
in World War II, Minutes of Sessions, 9-10 October
1962 (hereafter cited as Editorial Advisory Board,
1962), pp. 75-77. See also 12th Army Group Report
of Operations, vol. XIII (Medical Section), pp. 7-8
and 15-20; in CMH, both Gorby Interv, 1949, file
HD 000.71, and Interv, OSG with Maj Gen Alvin L.
Gorby, MC, 8 Oct 62 (hereafter cited as Gorby
Interv, 1962), pp. 2-3.
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tention to invasion and operations
planning. They directed the training
of the medical units and personnel as-
signed to their armies, supervised
supply, and conducted active preven-
tive medicine programs. Especially in
the latter two functions, they worked
closely with the SOS base section sur-
geons. The army surgeons were
under Hawley’s technical direction
and generally deferred to him on
matters of policy. Hawley declared of
Colonel Rogers: “With all these new
heresies of staff control that have sud-
denly burst upon our Army, it is re-
freshing to have a surgeon in a subor-
dinate echelon who adheres to the
old and tried doctrine of technical
control through staff channels as dis-
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tinct from command control through
command channels.” ™

The most significant challenge to
unified medical service in the Europe-
an Theater was a theater-level mani-
festation of the worldwide Air Force
struggle for autonomy. In 1941 the
newly formed Army Air Forces (AAF)
headquarters had secured its own
medical division under Air Surgeon
Lt. Col. David N. W. Grant, MC.
Grant was nominally subordinate to
the surgeon general, but he waged a
series of increasingly bitter bureau-
cratic conflicts and gradually won ef-
fective independence. To justify this
drive for autonomy, Grant and his
colleagues argued that the unique
clinical and technical problems of
air warfare could be dealt with only
by a specialized aviation medical ser-
vice. In 1943 the surgeon general dis-
agreed, insisting that treatment of air
crew casualties in most respects in-
volved the same medical and surgical
practice as treatment of any other cas-
ualties. Step by step the air surgcun
gained ground. By the end of the year
Grant, now a major general, con-
trolled what amounted to an inde-
pendent  personnel  procurement
system and a separate supply service.
In the United States the Air Force
had its own convalescent centers and
station and general hospitals, and the
air surgeon had begun pushing for

14 Quotation from Ltr, Hawley to TSG, 4 Dec 43,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
See also First U.S. Army Report of Operations, 20
Oct 43-1 Aug 44, bk. I, pp. 13-15, and bk. VIII, an.
16 (Medical Section); Surg, Third U.S. Army,
Annual Rpt, 1944; Editorial Advisory Board, 1962,
pp. 85-86.
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similar hospitals in the overseas thea-
ters.1s

In the European Theater the Air
Force expanded rapidly under the
impact of the Casablanca decision to
intensify the bombing offensive
against Germany. By mid-1944 AAF
strength in the United Kingdom had
reached almost 427,000 officers and
men of the Eighth (strategic) and
Ninth (tactical) Air Forces and various
support and service commands, under
the overall control of Headquarters,
United States Strategic Air Forces
(USSTAF). Of these troops almost
13,000 were members of the Army
Medical Department, headed by
USSTAF surgeon, Brig. Gen. Mal-
colm C. Grow, M(C.18

From the early days of the buildup,
when the Eighth Air Force, with Colo-
nel Grow as surgeon, was the senior
air headquarters in the theater, the air
service waged a running battle with

15For the general development of the AAF medi-
cal service, see Armfield, Organization and Adminisira-
tion, pp. 47-48 and 79-82, and Link and Coleman,
AAF Medical Support, passim. See also Ltr, TSG to
Hawley, 7 Aug 43, file HD 024 ETO O/CS
(Hawley-SGO Corresp).

8 Air command arrangements were complicated
by the fact that the Combined Chiefs of Staff re-
tained direct control over the strategic bombing of-
fensive until the final months before OVERLORD,
while General Eisenhower, through SHAEF, con-
trolled British and American tactical air. Hence,
USSTAF had both operational and administrative
control of the Eighth Air Force in England, oper-
ational control of the Fifieenth in the Mediterra-
nean, and administrative control of the Ninth,
formed in Britain early in 1944 (o furnish tactical air
support to the American armies. Eisenhower had
operational control of the Ninth through the Allied
Expeditionary Air Forces, a division of SHAEF. For
the air buildup and command relations, see Rup-
penthal, Logistical Support, 1:192-93 and 202-03;
Craven and Cates, eds., A4F, 2:639; and ibid., vol.
3, Europe: ARGUMENT to V-E Day, January 1944 to May
1945 (1951), pp. 107-19. See also Link and Cole-
man, AAF Medical Support, pp. 558-59 and 580.
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the Services of Supply for administra-
tive and logistical independence. In
the medical sphere the issues were
hospitalization and supply. Under
agreements reached early in 1942,
SOS station and general hospitals
were to treat all Air Force sick and
wounded who required more than
short-term care. The Air Force was to
have no hospitals of its own except
25-bed unit dispensaries. The Ser-
vices of Supply was to furmish all
medical supplies except items used
exclusively by air surgeons, which
would come from the United States
through Air Force channels. Grow
and his staff steadily undermined
these arrangements, taking advantage
of early SOS delays in hospital con-
struction and slow supply deliveries
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to justify independent action. Before
the end of 1942 Grow, over strenuous
objections from Hawley, had obtained
theater authorization for separate Air
Force convalescent centers and an Air
Force medical service school, al-
though the Eighth Air Force surgeon
lost a battle to set up 50-bed air base
hospitals. Grow also managed to
open his own supply pipeline from
the United States for common items
as well as for those peculiar to the Air
Force. To Hawley’s continuing irrita-
tion, the Air Force as a result always
seemed able to obtain materiel when
the chief surgeon could not. Hawley
repeatedly demanded a halt to “this
pernicious practice.” But he never
could shut off the flow, and the con-
tinuing ineffectiveness of his own
Supply Division afforded the Air
Force an excuse for its irregularities.'?

General Hawley consistently op-
posed the setting up of an independ-
ent Air Force medical service, and es-
pecially the establishment of separate
Air Force-controlled station and gen-
eral hospitals. While he recognized

YFor overviews of the AAF-SOS jurisdictional
conflict, see Ruppenthal, Logistical Support, 1:170-71;
Craven and Cates, eds., 44F, 1:648-49; Armfield,
Organization and Administration, pp. 331-32; and Link
and Coleman, AAF Medical Support, pp. 555-71. On
rest homes and schools, see Ltrs, Hawley to Brig
Gen David N. W. Grant, 30 Mar 43, and Hawley to
TSG, 8 Jul 43, both in file HD 024 ETO O/CS
(Hawley-SGO Corresp); Items 47 and 55, file HU
312.3 (Corresp File, ETO Chief Surgeon). On the
dispensary fight, see file 320.2 ETO (T/O Medical
Dispensary). On supply, see Ltrs, Hawley to Tyng, 7
Oct 42, Hawley to G-4, SOS, 14 Oct 42, and Ist
End, Hawley to CG, S0S, 9 Nov 42, file HD 024
ETO CS (Hawley Chron); see also Ltrs, Tyng to
Hawley, 18 Oct 42, Hawley to Tyng, 7 Nov 42, and
Hawley to TSG, 19 Aug, 9 Sep, and 14 Oct 43, file
HD 024 ETO O/CS (Hawley-SGO Corresp). The
AAF in the United States had secured a supply of
common medical items, held in its own depots, from
which it filled Grow's requisitions.
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this instance originated in Washing-
ton, where acquaintances hinted pri-
vately to President Roosevelt—whose
son Elliot was an Air Force officer—
that aviator casualties in the Europe-
an Theater were receiving medical
care inferior to that given British
fliers in RAF hospitals. Roosevelt di-
rected Surgeon General Kirk, Air Sur-
geon Grant, and Dr. Edward A.
Strecker, a civilian consultant to the
Navy and Air Force, to go to England
and investigate the problem.

During February and March the
three men toured Army and RAF hos-
pitals in the United Kingdom. They
conferred with USSTAF and Eighth
Air Force commanders and with
Hawley, Grow, and other medical offi-
cers. Their unanimous report, issued
on 20 March, amounted to a ringing
vindication for General Hawley. Kirk,
Grant, and Strecker concluded that
Air Force patients—and all other U.S.
troops—were receiving ‘‘superior”
medical and surgical care and that
RAF hospitals were inferior in most
respects to American ones. SOS sta-
tion and general hospitals were suffi-
cient in number and properly located
to meet Air Force requirements, ac-
cording to the investigators, and the
professional staffs “very definitely re-
alized Air Forces problems and met
them effectively.” The board noted
with approval the “close cooperation”
prevailing between the staffs of the
USSTAF and ETO surgeons. Kirk,
Grant, and Strecker did criticize
delays in returning recovered airmen
to duty through the SOS replacement
system, a long-standing Air Force
grievance, and they recommended
adding flight surgeons to the disposi-
tion boards of general hospitals treat-
ing Air Force patients. Hawley and
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Grow quickly implemented this sug-
gestion. In the face of Air Force com-
manders’ expressions of preference
for totally Air Force-run hospitals,
the board concluded: “In view of the
long established system of hospitaliza-
tion in the ETO and contemplated
new operations, any change in
the general principle of hospital-
ization . . . at this time should not
be recommended.” Although the air
surgeon continued to agitate for his
own overseas hospitals, the Kirk-
Grant-Strecker  report  effectively
closed the question in the European
Theater. SOS hospitals continued to
care for Air Force patients until the
end of the war. The Air Force theater
medical establishment, in this impor-
tant respect at least, remained firmly
within Hawley’s control.?

Within the Services of Supply the
chief surgeon had to define his rela-
tionship to the base section headquar-
ters, which steadily expanded in
number, size, and administrative im-
portance. At the beginning of 1943
the United Kingdom was divided into
three base sections—the Southern,
Eastern, and Western (which included
Northern Ireland). During the year
the SOS headquarters added two
more sections: a Central Base Sec-

2 Quotations from Memo, Maj Gen N. T. Kirk,
Maj Gen D. N. W. Grant, and Dr. E. A. Strecker to
CofS, via DepTheaterCdr, ETOUSA, 20 Mar 44,
copy in file HD 024 ETO O/CS (Hawley-SGO Cor-
resp). For background of this investigation, see Link
and Coleman, AAF Medical Support, pp. 88-91, 563-
66, 568, and Hawley Interv, 1962, p. 32, CMH. The
question of returning AAF patients to duty involved
both reducing the time during which they were lost
to their parent units and determining accurately fit-
ness to resume flying. For the role of the air sur-
geons in disposition boards, see Mins, 23d Meeting
of Base Section Surgeons, 5 Jun 44, p. 5, file HD
337.
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tion, encompassing the London area,
and a revived Northern Ireland Base
Section.?*

General Lee, in a directive issued
on 24 August, resolved the long-
standing special staff-base section
conflict over control of the technical
services in favor of the base section
commanders. Each base section com-
mander, Lee declared, was responsi-
ble for “all SOS operations” within
his area and had “the authorty of
command . . . over all SOS individ-
uals, units and installations . . . in his
base section.” A base section was to
provide most logistical services for all
American forces within its bound-
aries, including hospitalization and
evacuation. Under this order General
Hawley lost all formal control over
SOS medical units and installations,
including general hospitals. Even the
right to transfer medical personnel
within a base section, hitherto a pre-
rogative of the chief surgeon’s Per-
sonnel Division, now belonged to the
base section commanders, although
the chief surgeon still controlled as-
signments of new medical units to
base sections and could transfer offi-
cers and men between sections.??

As a result of Lee’s policy, which he
called centralized control and decen-
tralized operation, most day-to-day

21 The original Northern Ireland Base Section was
reduced to a district of the Western Base Section on
9 December 1942, for lack of troops, but was re-
vived again with the buildup of forces in Northern
Ireland. See Ruppenthal, Logistical Support, 1:168-70.

22Cir No. 49, HQ, SOS, 24 Aug 43, and Cir No.
1, HQ, SOS, 8 Jan 44, define base section authority
and functions. See also Memo, Lee to CG,
ETOUSA, 15 Jun 43, sub: Report on Structural Or-
ganization of the SOS, file 129 Admin (ETO). For
the question of medical personnel transfers, see
Spruit Diary, 20 Apr 43; Personnel Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1943; Notes
of Base Section Surgeons Conference, 2 Aug 43.

EUROPEAN THEATER OF OPERATIONS

direction of SOS medical service
rested with the base section surgeons
and their staffs. Initially under-
manned and lacking qualified admin-
istrators, the offices of the base sec-
tion surgeons by late 1943 possessed
at least adequate manpower and had
established a divisional organization
that corresponded closely to that of
the chief surgeon’s office. Each base
section surgeon acted as both a staff
officer of the section commander, in-
forming his superior of the health of
the command and administering the
medical service under his direction,
and as the technical representative of
the chief surgeon. In the latter capac-
ity a base section surgeon collected
information and disseminated techni-
cal directives, policies, and proce-
dures. By early 1944 each base sec-
tion surgeon had under his purview
an establishment that was larger than
the entire ETO medical service
scarcely a year before. The Western
Base Section alone contained almost
10,500 medical troops in eighty-five
units and had seven station and six
general hospitals in operation.??

To maintain uniformity of medical
policy and practice in the base sec-
tions, General Hawley in August 1943
instituted twice-monthly conferences
of section surgeons and his office di-
vision heads. Individual divisions held
their own regular meetings with base
section counterparts and helped train
and indoctrinate base section medical
staffs. The Hospitalization Division,
for example, instructed base section

Z Mins, 14th Meeting of Base Section Surgeons,
31 Jan 44, p. 14, file HD 337. For base section sur-
geon’s office organization and activities, see East-
ern, Western, Southern, Central, and Northern Ire-
land Base Sections Annual Rpts, 1943 and 1944.
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hospital inspectors in standard proce-
dures. Although Lee’s 24 August
order formally placed general hospi-
tals under the base sections, General
Hawley managed to retain effective
control over them. He and members
of his staff regularly visited—in effect,
inspected—these  hospitals. When
necessary, Hawley used his personal
influence with General Lee to pres-
sure base section commanders to im-
prove substandard hospitals or to
block detrimental base section inter-
ference. “For all practical purposes,”
Hawley recalled, “‘even though the
base section commanders command-
ed the general hospitals . . . , we got
pretty much what we wanted.” 24

Office Expansion

As other headquarters multiplied,
the chief surgeon’s office expanded in
both manpower and number of func-
tional divisions. Between May 1943,
when BOLERO resumed in full force,
and the eve of invasion the office
force grew from 64 officers, 63 enlist-
ed men, and 81 civilian employees to
135 officers, 335 enlisted men, and
122 civilians. Most of the additional
officers entered the theater as casuals,
and the vast majority were non-Regu-
lars. Until late 1943 General Hawley
continued to complain about a short-

%4 Quotation from Editorial Advisory Board, 1962,
pp. 38-40. For an example of his pressure on a base
section commander, see Ltr, Hawley to Brig Gen C.
O. Thrasher, CG, Southern Base Section, 16 May
44, and Memo, Hawley to Lee, 16 May 44, both in
file HD 024 ETO CS (Hawley Chron). See also
MFR, OofCSurg, ETOUSA, 26 Jul 43, sub: Notes
From the Chief Surgeon, file HD 024 ETO O/CS
(Spruit Policy Notebook); Mins, 1st Meeting of Base
Section Surgeons, 2 Aug 43, file HD 337; Lir, Col
Liston to Col Abner Zehm, General Board, USFET,
14 Aug 45.
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age of administrators. But the increas-
ing number of qualified men avail-
able, and a more determined effort by
the surgeon general’s office to send
the best to the European Theater, as-
sured the arrival of sufficient manage-
rial talent. By early 1944 only the
Supply Division still lacked adequate
staff.?®

Hawley’s office at the beginning of
1943 contained eleven divisions—Ad-
ministration, Hospitalization, Supply,
Personnel, Preventive Medicine, Pro-
fessional Services, Operations and
Training, Medical Records, Nursing,
Dental, and Veterinary, all located at
Cheltenham. During the next year
and a half these divisions multiplied,
combined, recombined, and gravitat-
ed toward London. The geographical
movements resulted in part from an
effort to place in the capital those di-
visions most involved in theater-wide
planning and operations, and in part
from the fact that the shift of any one
division created almost irresistible
pressure for other closely associated
divisions to follow.

On 13 May 1943, when General
Hawley returned to the capital, he
formally divided his office into
London and Cheltenham echelons.
The London office at 9 North Audley
Street, headed in person by the chief
surgeon, had responsibility for “for-
mulation of policy and broad plan-
ning” and for “administration and
technical supervision of the medical

% Personnel Division, OofCSurg, HQ, ETOUSA,
Annual Rpts, 1943 and 1944. For the gradual reso-
lution of the administrative personnel shortage, see
January-December 1943 correspondence in file HD
024 ETO O/CS (Hawley-SGO Corresp). The prob-
lems of the Supply Division are covered in Chapter
VI of this volume.
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service of the theater as a whole.”
The Cheltenham office, under the
acerbic but able Colonel Spruit, who
thus was removed from hostile con-
tact with the Air Force, consisted of
the bulk of the staff and supervised
the SOS medical service; it also col-
lected the information required for
theater medical planning. In July
Hawley created two new London-
based divisions. The Planning Divi-
sion, set up in conformity to general
SOS policy, took over from Oper-
ations and Training the tasks of co-
ordinating medical planning and of
keeping abreast of overall theater
planning. At the same time the new
Evacuation Division assumed charge
of that function, hitherto overseen by
Operations and Training. Earlier, the
chief surgeon had organized a Gas
Casualty Division at Cheltenham to
direct medical preparations for de-
fense against and care of casualties
from chemical warfare, then still con-
sidered a significant threat.?¢
Additional changes and moves oc-
curred during early 1944, aimed
mostly at improving medical planning
and coordination as D-Day ap-
proached. In February the Operations
and Training Division transferred to
London. Renamed the Operations Di-
vision, it absorbed Planning, the func-

% For an example of the considerations govern-
ing division moves, see Ltr, Hawley to Spruit, 1 Oct
43, file HD 024 ETO O/CS (Spruit Policy Note-
book); Office Order No. 1 (source of quotations),
OofCSurg, HQ, ETOUSA, 13 May 43, and Planning
Directive No, 8, 10 Jul 43, encls. 1 and 2 to Plan-
ning Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1943. See also annual reports, 1943, for the
Administration, Evacuation, Operations, Hospitaliza-
tion, and Gas Casualty Divisions. Evacuation had
been under the Hospitalization Division until Octo-
ber 1942, when Operations and Training took it
over.
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tions of which it overlapped, as a
branch and at the same time again
took over Evacuation. Preventive
Medicine, now concerned with pre-
paring for continental operations as
well as protecting the health of troops
in England, moved to the capital in
February, followed in March by Hos-
pitalization, which also had to plan
for post-invasion activities. Early in
June a Rehabilitation Division, head-
quartered in London, split off from
Hospitalization to direct an increas-
ingly elaborate convalescent recondi-
tioning program. Meanwhile, a His-
torical Division had begun operations
at 9 North Audley Street, overseeing
public relations and the medical pho-
tographic laboratory as well as under-
taking the work that led ultimately to
the present volume. On D-Day the
chief surgeon’s office con-
sisted of fourteen divisions, five of
which were located in London and
nine in Cheltenham.?

The Professional Services Division,
which included the theater medical
and surgical consultants, played a cru-
cial role in tying together the entire
medical establishment. General
Hawley, following the Army’s prece-
dent in the use of consultants in
World War I, as well as the example
of the British, had activated this divi-
sion on 19 June 1942. The division
chief was Colonel Kimbrough, for-
merly the head of the Urology Sec-
tion at Walter Reed Army Medical
Center. By early 1944 Kimbrough,
promoted to full colonel, headed the
division’s Cheltenham office, consist-

2T Administration and Preventive Medicine Divi-
sions, OofCSurg, HQ, ETOUSA, Annual Rpts,
1944; Larkey “Hist,” ch. 8, pp. 2-5 and app. 2.
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ing of seventeen officers, six enlisted
men, and ten civilian employees.?®
Kimbrough’s immediate subordi-
nates were Chief Consultant in Sur-
gery Col. Elliott C. Cutler and Chief
Consultant in Medicine Col. William
S. Middleton. Arriving in the Europe-
an Theater in mid-1942, both had
served in the Army Medical Depart-
ment in the previous war before at-
taining civilian professional emi-
nence—Cutler as Moseley professor
of surgery at Harvard and Middleton
as dean of the University of Wiscon-
sin Medical School. Each chief con-
sultant had under him a number of
senior consultants in particular surgi-
cal or medical specialties. Cutler kept
most of his senior consultants on duty
in his own office, using them as a per-
sonal staff. Middleton, who thought
that consulting in most fields did not
require the full time of scarce experts,
maintained only his dermatology and
neuropsychiatry consultants at Chel-
tenham. For other specialties he
relied on general hospital chiefs of
service assigned to additional duty.
Regardless of how organized, the
senior consultants, authorities in the
civilian profession and mostly new to
the Army, required careful handling.
Kimbrough, according to Middleton,
had to employ ‘“unusual talents” in

28 Professional Services Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944. For the origins and
World War 1 background of the consultant system,
see W. Paul Havens, Jr., ed., Activities of Medical Con-
sultants, Medical Department, United States Army in
World War II (Washington, D.C.: Office of the Sur-
geon General, Department of the Army, 1961), pp.
1-4 and 231-32, and B. Noland Carter, ed., Activities
of Surgical Consultants, Medical Department, United
States Army in World War II, 2 vols. (Washington,
D.C.: Office of the Surgeon General, Department of
the Army, 1962-64), 2:1-5. For British consultants,
see Crew, AMS, Administration, 1:136-45.
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managing his ‘“prima donnas.” In mo-
ments of crisis ‘“he would first cajole
them. Then he would quote Shake-
speare and then the Scripture. Finally
he’d burst out into the vilest profanity
you have ever heard.” 2?

The consultants’ primary task was
to ensure uniformity and high quality
in theater surgical and medical prac-
tice, but General Hawley used them
for much more than that. He made
them his personal advisers, agents,
and inspectors and involved them in
most aspects of ETO medical policy
and administration. The Professional
Services Division, Hawley declared,
“was an operating division. And prob-
ably, except for the Operations and
Training Divison, was the really con-
trolling division in the office.” At the
consultants’ first general meeting, in
October 1942, Hawley told them:

I expect advice from this group, not only
when 1 ask for it, but when any member
of this group thinks that I need it. . . .
You people, within your specialties, are to
represent me and act with my complete
authority. . . . You have technical control
of the practice of your specialties in this
Theater. . . . I do want you to correct
things I spot. . . . You have my complete
authority to make corrections in technical
procedures right on the spot. . . .3

2 Quotations from Middleton Interv, 1968-69,
vol. 1, pp. 195-96, NLM. See also ibid., pp. 197-98
and 228-30; Havens, ed., Medical Consultants, pp.
232-34; Carter, ed., Surgical Consultants, 2:5-9, 19-
21, 28; Larkey “Hist,” ch. 3, pp. 54-59.

3 First quotation from Hawley Interv, 1962, pp.
24-26, CMH. Second quotation from Verbatim
Report of First Meeting of the Chief Surgeon’s Con-
sultants Committee, 16 Oct 42, in Professional Ser-
vices Division, OofCSurg, HQ, ETOUSA, Annual
Rpt. 1942, See also Carter, ed., Surgical Consultants,
2:6-8, 13-~14, 22; Lus, Hawley to Hillman, 5 Feb
43, and Hawley to TSG, 28 Sep and 14 Oct 43, file
HD 024 ETO O/CS (Hawley-SGO Corresp). The
position of the consultants in the European Theater
contrasted sharply with that in the Pacific. See Arm-
field, Organization and Administration, pp. 421-23.
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The theater consultants involved
themselves in most aspects of the
medical service. Colonel Cutler’s sur-
gical consultants, free of other duty,
were especially active. They visited
each arriving medical unit; evaluated
the professional qualifications of the
staff; and recommended to the Per-
sonnel Division assignments and
transfers, to make the best use of tal-
ents and to assure balanced strength
in each hospital. Cutler and his staff
reviewed the medical supply tables,
eliminating superfluous or obsolete
drugs and instruments, and put to-
gether a catalog of British and Ameri-
can supply equivalents. Late in 1942
Cutler discovered severe deficiencies
in division surgical equipment and
recommended supplementary issues,
all of which could be made with items
obtainable in England. The consul-
tants performed research on surgical
problems and oversaw the develop-
ment of specialized treatment facili-
ties and convalescent rehabilitation
programs. They supervised profes-
sional training in the hospitals and
advised and assisted in general medi-
cal unit training. They helped orga-
nize a theater blood collection and
transfusion system, directed the intro-
duction of penicillin into ETO medi-
cal practice, and devised a simphfied
patient record. Before the invasion
the surgical consultants designed pro-
totypes of a truck-mounted field sur-
gical unit and a mobile X-ray unit.
The medical consultants also evaluat-
ed personnel, inspected hospitals, and
advised other divisions of the chief
surgeon’s office. Colonel Middleton
held periodic conferences for the
chiefs of medical service from all op-
erating hospitals “in the interest of
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the coordination and consolidation of
medical practice.” 3

As the ETO medical service ex-
panded and the Services of Supply
delegated operating responsibility to
the base sections, General Hawley es-
tablished a system of base section
consultants in general surgery and
medicine. He also arranged for the
appointment of regional and later
hospital center or group consultants
in various special fields. Many of the
base section consultants were theater
senior consultants on additional duty;
regional and center consultants usual-
ly were general hospital chiefs of ser-
vice. These consultants, who worked
under the base section surgeons but
sent copies of all reports to the Pro-
fessional Services Division, took on
much of the task of supervising clini-
cal practice in their areas of responsi-
bility. The base section consultants
also evaluated unit personnel and
oversaw hospital operations and evau-
cation. In addition to these SOS con-
sultants each field army headquarters
had consultants in surgery, medicine,
and neuropsychiatry, often personally
selected by the army commander.
The higher AAF headquarters also
maintained its own group of consul-
tants.3?

31 Professional Services Division, QofCS, HQ,
ETOUSA, Annual Rpt, 1944, especially Medical
Consultation Service sec.; Carter, ed., Surgical Con-
sultants, 2:11-17 and 38-40; Havens, ed., Medical
Consultants, pp. 241-45 and 266-70; Middleton
Interv, 1968-69, vol. 1, p. 208, NLM.

32Base section surgeons selected their consul-
tants, under guidance from the chief surgeon. Ini-
ually, the chief surgeon’s office designated all re-
gional consultants, but this procedure became too
cumbersome and General Hawley in February 1944
delegated this task to the base section surgeons. See
Professional Services Division, OofCSurg, HQ,

Continued
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The Professional Services Division
bound all these experts into a unified
network The division con-
ducted weekly meetings for theater,
base section, army, and air force con-
sultants, at which the participants ex-
changed information and reached
consensus on professional matters.
General Hawley held similar monthly
conferences with consultants from all
commands. The chief surgeon en-
couraged consultants at every level to
deal directly with each other on
“purely professional” subjects, out-
side regular command and technical
channels. Because ‘“‘professional”
matters were broadly defined in the
ETO medical service, and because ci-
vilian reputation lent great weight
among doctors to even informal sug-
gestions from the senior consultants,
these experts constituted, in effect, a
separate medical line of communica-
tions into every major headquarters.
According to Colonel Middleton,
“You could, in a period of minutes by
telephone . . . carry out any profes-
sional policy. One did not have to
communicate through chains of mili-

tary command. . . .” The effect, Mid-
dleton noted, “was centripetal . . .
since  General Hawley’s office,

through this medium, was constantly
in touch with all medical echelons of
the theater.” 33

ETOUSA, Annual Rpt, 1944, especially Chief Con-
sultant in Surgery and Medical Consultation Service
secs.; Carter, ed., Swgical Consultants, 2:118-21;
Havens, ed., Medical Consultants, pp. 238-39. Col. J.
B. Coates, in Editorial Advisory Board, 1962, pp.
85-90, describes the personality problems attending
General Patton’s choice of a Third Army surgical
consultant.

3 First quotation from Middleton Interv, 1968-
69, vol. 1, pp. 197-98, NLM. Second quotation from
Havens, ed., Medical Consultants, pp. 239-40. See also
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In the two and a half years before
D-Day General Hawley established ef-
fective central control over the poten-
tially fragmented ETO medical ser-
vice. His ascendency resulted in part
from the success of General Lee’s ef-
forts to secure theater-wide logistics
authority for the Services of Supply,
but it also depended heavily on intan-
gible personal elements. Longevity
worked in Hawley’s favor. Having
been in England since late 1941,
Hawley knew the country and its
medical facilities better than any
other senior American medical officer
except possibly Grow; he had un-
matched British official and profes-
sional contacts. Hawley worked hard
at his job. He kept thoroughly in-
formed about even minor details of
his service’s operations, and he spent
as much time as he could visiting
medical units and installations, espe-
cially favoring unannounced descents
on hospitals. At the same time
Hawley readily delegated responsibil-
ity to subordinates and won their firm
personal loyalty even as he drove
them hard. His consultants, and
former members of his staff at other
headquarters, provided him with an
informal communication network cov-
ering most of the theater.?

Professional Services Division, OofCSurg, HQ,
ETOUSA, Annual Rpts, 1943 and 1944.

340n Hawley’s grasp of detail, see file Hawley
Planning Directives, box 2, Hawley Papers, MHI,
and Ltr, Hawley to Col Mack M. Green, MC, 11 May
44, file HD 024 ETO CS (Hawley Chron). For an
example of an officer who went from Hawley’s staff
to SHAEF, see Davis Interv, 19 Jun 45, box 222, RG
112, NARA. For Hawley’s effect on subordinates,
see Middleton Interv, 1968-69, vol. 1, pp. 193-95,
NLM, and Interv, Medical History Branch, CMH,
with Brig Gen Sam F. Seeley, MC, 14 Aug 79 (here-
after cited as Secley Interv, 1979), sess. 2, cassette
4, p. 2, HSF (Seeley-1979), Medics’ War Ms, Acces-
sion no. 319-88-055, RG 319, NARA.
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Always skilled in political maneu-
ver, Hawley maintamned profitable
contacts with those above him in the
chain of command. He kept on good
terms with his imperious immediate
superior, General Lee. “We gave on
small things,” he recalled, including
agreement to Lee’s pet project of
using osteopaths in patient rehabilita-
tion, “and always won our point on
the large issues.” Through corre-
spondence and a brief Washington
visit early in 1944, Hawley maintained
close ties to Surgeon General Kirk. A
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more forceful administrator than his
predecessor, Kirk gave Hawley all the
support he could, although he noted:
“This office doesn’t have much to say
about what happens in these theaters.
We are told.” Effective medical plan-
ning and control depended in the end
on the theater chief surgeon. Hawley
was equal to the task.?®

% First and second quotations from copy of Ltr,
Hawley to Col E. C. Cutler, 5 Jun 46, Misc Notes-
ETO file, CMH. Third quotation from Ltr, TSG to
Hawley, 3 Dec 43, file HD 024 ETO O/CS (Hawley-
SGO Corresp); in same file, see Ltrs, Hawley to
TSG, 4 Dec 43 and 20 Apr 44.



CHAPTER 1V

Hospitalization

The ETO chief surgeon’s largest,
most complex task during the buildup
was the establishment of a system of
hospitals and a chain of evacuation in
Great Britain. The system had to be
capable both of supporting the ex-
panding American Army in the British
Isles and of receiving and treating
mass casualties from the European
battlefront. In a steadily more crowd-
ed island General Hawley, competing
for manpower and materiel with other
equally urgent projects, secured con-
struction of more than 100 large hos-
pital plants and moved staffs, furni-
ture, and equipment into them. He
worked through and alongside the
military chain of command to link
these plants into a unified, mutually
supporting network of general and
specialized patient care, and he
sought to maintain within his hospi-
tals the highest possible standards of
military discipline and professional
practice. At the same time Hawley
forged hospitals and transportation—
air, road, and rail—into an evacuation
chain able to handle swiftly, vyet
gently, a steadily increasing flow of
sick and wounded soldiers. He estab-
lished a theater evacuation policy that
attempted to balance patient welfare
against ETO manpower needs and

and Evacuation

the availability of intratheater and
transatlantic transportation.

Hospital Construction: The Final Drive

In early 1943 hospital construction
was very nearly at a standstill. Initial
BoLErO plans for establishment of
over 90,000 beds in the United King-
dom to support a force of 1 million
or more men had given way, under
the impact of TorcH, to a program of
about 40,000 beds, for a total theater
strength of 427,000. Implementation
of even this reduced program scarcely
had begun. Only 4,900 of the project-
ed beds were in operation; construc-
tion of the rest by the British Ministry
of Works lagged far behind schedule.
Hawley’s pleas and exhortations to
his sluggish Allies, as well as his sug-
gestion that the available labor and
materials be concentrated at a few of
the most urgently needed plants in-
stead of spread over all the projects,
had produced few visible results. For-
tunately, the theater troop buildup
had fallen equally short of objectives,
preventing a critical shortage of hos-
pitals.!

!Hospitalization  Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943, p. 7; Larkey “Hist,”
ch. 7, pp. 17-18 and app. 1. Hawley’s efforts to

Continued
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British and American BOLERO plan-
ning resumed after the Casablanca
conference. General Lee, even before
that conference, ordered his SOS staff
to start preparing supply and accom-
modation estimates for an army of 1.1
million. On 5 February he directed all
staff sections to develop complete
plans for this larger force. At about
the same time, the London Combined
Committee and its subcommittees re-
opened their discussions, which
TorcH had interrupted. Work intensi-
fied in May, after TRIDENT, and culmi-
nated on 12 July with publication of a
complete Fourth Key Plan. This plan,
issued by the British War Office, pro-
vided for accommodation of 1.34 mil-
lion American troops (later increased
to over 1.4 million) in Great Britain
by 30 April 1944. It governed the
final buildup for invasion.?

The chief surgeon and his staff
began hospital planning for the ex-
panded force in January 1943. As he
received each new projection of final
ETO troop strength, Hawley calculat-
ed the number of hospital beds
needed to support it, using a slightly
modified version of his 1942 planning
formula: 4 percent of the total
strength, plus an additional 2 percent
of black troops for sick and nonbattle
injured; 1.5 percent of the air forces
for aircrew wounded; and 7 percent
of the ground forces for their battle
casualties. Under this formula 1.1 mil-

speed British construction can be followed in Hospi-
talization Division O/CS Hospital Construction Cor-
respondence, 18 May 42-31 May 43 (hereafter cited
as HospDivConstCorresp, 1942-43), file HD 600.1
ETO (Construction). For a discussion of initial
BoLEro plans, see[Chapter ITof this volume.

?For details of the renewed BOLERO planning, see
Ruppenthal, Logistical Support, 1:115-17, 122-23,
240-43. The Fourth Key Plan essentially brought up
to date the earlier plans.
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lion troops required about 90,600
fixed beds. As estimates of ultimate
theater strength steadily increased
during the first half of 1943, so did
bed requirements, rising to 103,690
for the 1.34 million troops of the
Fourth Key Plan. Early in June
Hawley, in order to give the British
definite goals for their construction
planning, put a ceiling of 95,000 on
the number of fixed beds to be pro-
cured in the United Kingdom. These,
the chief surgeon estimated, would be
enough to support the buildup and
the first weeks of combat, after which
additional hospitals could be estab-
lished on the Continent.?

To provide the 95,000 required
beds, Hawley and his staff revived
their original BoLEro plan. They ar-
ranged to resume construction of the
facilities—twelve 834-bed station hos-
pitals, five 1,084-bed general hospi-
tals, and thirty convertible troop
camps—for which the Americans and
British already had agreed on sites
and plans but which had been deleted
from the program in the late-1942 re-
duction. In general, the plant sizes
and locations earlier specified re-
quired few alterations beyond adding
a few station and general hospitals to
serve the enlarged air force in East
Anglia and new troop concentrations
in Wales and extreme western Eng-
land. During July, at the insistence of
Surgeon General Kirk, Hawley substi-

3For the start of planning, see Memo, Col R.

B. Lord to CQM, COrdOff, CSigOff, CSurg,
CTransOff, 4 Feb 43, HospDivConstCorresp, 1942-
43, file HD 600.1 ETO (Construction); Spruit Diary,
12 Feb 43; Hospitalization Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943, pp. 7-8 and 13;
Larkey “Hist,” ch. 2, pp. 48-49; Hawley Planning
Directive No. 1, 11 Jun 43, box 2, Hawley Papers,
MHL.
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tuted general hospital units for a
number of station hospitals requisi-
tioned for the theater. This change
entailed no major alteration in con-
struction because a British-built 834-
bed plant, with minor additions to
wards and staff quarters, could ac-
commodate a 1,000-bed general hos-
pital. To reduce his demands on
scarce British construction labor and
material, Hawley tried to secure exist-
ing EMS buildings, but to no avail.
The Emergency Medical Services,
hard-pressed to support British inva-
sion forces, insisted on retaining
thousands of empty beds for possible
air raid casualties and offered only a
few hospitals large enough or well-
enough equipped for American use. It
also tendered blocks of beds in hospi-
tals it would continue to operate, but
these Hawley summarily rejected.
Except in the direst emergencies, he
wanted only beds in plants entirely
under U.S. control.*

Reflecting these negotiations and
rearrangements, the Fourth Key Plan
provided for 94,108 beds—14,896 of
them in former British and EMS hos-
pitals; 51,220 in newly constructed
plants, mostly 834- and 1,084-bed;
and 27,992 in convertible troop
camps. The exact number, location,
and types of hospitals continued to

*Lirs, Hawley to Brig Gen H. McC. Snyder, 21
Jul 43, and Hawley to TSG, 21 Jul 43, file HD 024
ETO O/CS (Hawley-SGO Corresp); correspondence
in HospDivConstCorresp, 1942-43, file HD 600.1
ETO (Construction); Memos, Hospitalization Divi-
sion to Chief, Installations Branch, G-4, SOS, 24
May 43, and Hospitalization Division to DepCSurg,
14 Oct 43, Hospitalization Division O/CS General
Correspondence file, 1943 (hereafter cited as Hosp-
DivGenCorresp, 1943), file HD 312 ETO; Hospitali-
zation Division, OofCSurg, HQ}, ETOUSA, Annual
Rpt, 1943, p. 3; Larkey “Hist,” ch. 2, pp. 50-51,
and ch. 7, p. 20.
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change almost until D-Day, in re-
sponse to alterations in troop deploy-
ment and to delays and difficulties in
construction. As the head of the Hos-
pitalization Division, Col. Joseph R.
Darnall, MC, put it, “The constant
shuffling of work priorities, and of
plans, made it necessary to build and
rebuild our . . . program in a recur-
ring administrative fog and on the
shifting sands of uncertainty.” Never-
theless, the broad outlines established
in mid-1942 and reaffirmed in the
Fourth Key Plan remained generally
intact.®

Most of the over 100 plants eventu-
ally built or acquired under this pro-
gram represented a few standard
types. Commonest were the new 834-
bed station and 1,084-bed general
hospitals. Almost invariably consisting
of semicylindrical metal Nissen huts
on concrete foundations, each such
installation sprawled over up to fifty
acres of ground, often in the park of
a country estate where the bleak mili-
tary construction incongruously ad-
joined a medieval manor house or
Georgian mansion. Convertible troop
cantonments included British militia
camps and dual-purpose camps. The
militia camps consisted of hut bar-
racks arranged in spider-like clusters
radiating from a central core, as well
as operating rooms, laboratories, and
administration buildings constructed
by the Ministry of Works on the
parade grounds; the dual-purpose

®Quotation from Joseph R. Darnall, “Hospitaliza-
tion in the European Theater of Operations, U.S.
Army, World War 11,” The Military Surgeon 103 (De-
cember 1948): 427-28. Colonel Darnall, a Regular
Army medical officer since 1919, relieved Col. Eli E.
Brown as head of the Hospitalization Division on 1
July 1943. The Fourth Key Plan is reproduced in
Larkey “Hist,” ch. 2, pp. 49-50.
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camps, built of brick and cinder-
block, contained all structures needed
for general hospitals but doubled as
housing for the troops until D-Day. In
fact, none of the latter were complet-
ed before the invasion and only
hospital units ever occupied them.
Conversion camps, of Nissen-hut con-
struction, were designed primarily as
barracks and required the addition of
operating rooms, clinics, and labora-
tories to become 750-bed station hos-
pitals. Five American general hospi-
tals occupied former EMS plants and
used Nissen-hut additions to expand
each permanent brick structure to a
1,000-bed capacity. Other American
units took over British Army hospitals
of various sizes, as well as converted
barracks and schools, modern munici-
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pal hospitals in Bath and Liverpool,
and the cavernous old Royal Victoria
Hospital at Southampton, later turned
over to the U.S. Navy. Many general
and station hospitals were widely scat-
tered to cover troop concentrations,
ports, and airfields; other newly built
general hospitals were grouped in
previously planned centers around
Cirencester, Great Malvern, and
Whitchurch in the west of England.®
The layout and facilities of these
Army hospitals, whether newly con-
structed or taken over from the Brit-
ish and remodeled, incorporated a
series of compromises between Amer-
ican and British standards of design.
General Hawley in May 1942 had
agreed to allow the British to build
his hospitals to their plans and speci-
fications, with changes to meet par-
ticular American requirements. Be-
cause British standards of hospital
accommodation were lower in many
respects than American, and the Min-
istry of Works resisted alterations
calling for additional labor and mate-
rials, each modification became the
subject of hard bargaining. Results
were mixed. The Americans won out
on floor space per patient (72 square
feet as opposed to the British 60), on
enlarged bathing facilities, and on op-
erating room design and equipment,
among other issues. The British had
their way on kitchens, on the omis-
sion of central heating, and on the lo-
cation of nurses quarters. The Ameri-

SHospitalization = Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943, pp. 2-3; Larkey
“Hist,” ch. 7, pp. 1-2, 5, 7; Darnall, “Hospitaliza-
tion,” pp. 427-30; Memo, Col ]J. H. McNinch to
Surgs, Eastern and Southern Base Sections, 16 Nov
43, sub: Militia Camp Conversion, HospDivGenCor-
resp, 1943, file HD 312 ETO.
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converted into hospitals. One wing of the British Royal Victoria Hospital housed a U.S. Army
general hospital.
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cans insisted upon and obtained dual
110- and 230-volt wiring systems, to
accommodate both U.S. and British
electrical equipment. They also se-
cured flush toilets and sewage treat-
ment plants. Hawley and his staff took
pains to ensure ample, pure water for
each hospital, either from a nearby
municipal system or from a carefully
tested and inspected stream. In spite
of these improvements American
hospital staffs still found their new fa-
cilities austere and in some ways
primitive. They had to learn to use
soft coal-burning stoves for heat and
to adapt to what seemed to them
scanty and spartan toilets and
showers.”

The Hospitalization Division of
General Hawley’s office bore the
main burden of securing plants of all
types. As the division head, Colonel
Darnall, put it, the process was ‘““‘dubi-
ous—and often devious.” All requests
for new hospitals, after approval by
General Lee and the ETO command-
er, went to the theater Engineers
chief, who had charge of construction
and quartering. The Engineers, in
consultation with the British War
Office and other ministries, the Hos-
pitalization Division, and the appro-
priate base section surgeon, selected
sites and arranged with the War
Office for construction. The War
Office then passed the project on to
the Ministry of Works, which let the
actual contract and supervised the
job. Darnall’s division, in close coop-

“Interv, ETO with Maj Gen P. R. Hawley, 23 Mar
44 (hereafter cited as Hawley Interv, 1944), CMH;
Larkey “Hist,” ch. 7, pp. 3-6; Memo, Capt I. A.
Marshall, MC, to Surg, Southern Base Section, 22
Feb 43, HospDivGenCorresp, 1943, file HD 312
ETO; Middleton Interv, 1968-69, vol. 1, p. 221,
NLM.
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eration with the base sections, kept
track of construction progress and
notified the British, through the Engi-
neers, which plants should have the
highest priority. The entire process
entailed almost daily conferences at
Cheltenham and London, involving
Hawley; Darnall; other division heads;
the Engineers, both American and
British; the theater G-4; and Ministry
of Works representatives. “Confer-
ences were not always in accord,”
Darnall recalled. ‘“‘Confusion, in some
degree, was seldom lacking and
disagreement . . . was apt to be just
around the corner.” 8

Most of the disagreements con-
cerned construction delays, as the
British failed to meet deadline after
deadline. As had been the case since
the start of the buildup, shortages of
labor and materials caused the major-
ity of these delays. Hospital construc-
tion, in contrast to any other type of
BoLERO project, required not only a
large number of workers (as many as
1,200 to finish an 834-bed station
hospital in reasonable time) but also a
higher proportion who were skilled
artisans. These men, essential to
build a hospital’s many vital and com-
plicated systems, were few and in
high demand. Reports of delays in
hospital completion repeatedly car-
ried the notations ‘“shortage of

¥ Quotations from Joseph R. Darnall, ‘‘Sidelights

on the Hospital Program, European Theater of Op-
erations,” The Military Surgeon 104 (January 1949):
22, See also Hospitalization Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943, pp. 2 and 19-20;
Memo, Hospitalization Division to DepCSurg (Chel-
tenhamy), 28 Jun 43, HospDivGenCorresp, 1943, file
HD 312 ETO; Hawley Planning Memo No. 1, 7 Feb
43, HospDivConstCorresp, 1942-43, file HD 600.1
ETO (Construction). The latter file contains exam-
ples of notifications of which plants should have pri-
ority.
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plumbers and electricians” or ‘“short-
age of skilled labor.” In competition
for building material, whether fur-
nished locally or shipped from the
United States, hospitals had a low pri-
ority when compared, for example, to
airfields. As construction went on, the
Americans discovered innumerable
small omissions or defects in British
plans and demanded corrections.
These corrections entailed use of
more labor and material, and hence
still more delay. Then, too, the other
agencies, both British and American,
through which the medical service
had to work all faced conflicting de-
mands on their own resources and
had to set their own priorities, in
which hospitals seldom ranked first.
At times, only the personal interven-
tion by Hawley—and, on occasion,
Lee—kept the hospital program
moving at all.?

Once a hospital was completed the
British Army area command in which
the plant was located appointed a
“Taking Over Board” for it. This
board, which included representatives
of the War Office, the Ministry of
Works, the theater chief surgeon’s
office, and the base section surgeon’s
office, examined the plant to ensure
that it met plans and specifications
and then either recommended accept-
ance or ordered the additional work

9Ltr, Brig R. A, Riddell to Hawley, 16 Jan 43;
OofCEngr, ETOUSA, Constuction and Quartering
Division Monthly Rpt, 31 Jan 43; Hawley Planning
Memo No. 1, 7 Feb 43; Ltr (synopsis), Lee to CG,
ETOUSA, 3 Mar 43, sub: Sites—VIII Air Force;
Memo, Col E. E. Brown to CEngr, SOS, 10 Mar 43.
All in HospDivConstCorresp, 1942-43, file HD
600.1 ETO (Construction). See also Darnall, “Hos-
pitalization,” p. 429; Hospitalization Division,
OofCSurg, HQ, ETOUSA, Annual Rpts, 1943, p.
22, and 1944, encl. 4; Hawley Interv, 1944, CMH;
Ruppenthal, Logistical Suppore, 1:246-47.
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needed to correct any deficiencies.
After the base section surgeon, who
had authority in the matter under the
SOS decentralization plan, accepted
the facility, the chief surgeon’s office
arranged for its occupation by a med-
ical advance party of one officer and
fifteen enlisted men. These troops
guarded the plant until arrival of the
hospital unit assigned to it. With the
advance party on the premises, the
British Army, as part of the reverse
lend-lease supply arrangement, fur-
nished and equipped the new hospital
up to the standard for a comparable
British unit. Hawley’s Supply Division
sent in additional material to bring
the facility up to the higher American
standard. In an effort to speed up this
process Hawley, in August 1943, au-
thorized the dispatch of advance par-
ties and supplies to still incomplete
hospitals where essential construction
could be finished within three weeks
of the initial party’s arrival. At the
same time he insisted that no hospital
be formally accepted as complete
until the facility was actually ready for
a unit to occupy.®

After a similar inspection and ap-
proval process, American units took
over existing British military hospi-

1®Memo, Brown to CSurg, SOS, 22 May 43, sub:
Current Policies and Procedures of the Hospitaliza-
tion Division, in Hospitalization Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943; Memos, Brown
to DQMG(L), 12 May 43, sub: Advance Guards for
Hospitals, Hospitalization Division to DepCSurg
(Cheltenham), 28 Jun 43, Col P. D. Berrigan to
Engrs of Southern, Western, and Eastern Base Sec-
tons, 14 Aug 43, sub: Minimum Hospital Facilities,
all in HospDivGenCorresp, 1943, file HD 312 ETO;
Memo, Hawley to Hospitalization Division, 1 Jun 43,
and Lir, Hawley to Col E. G. Plank, 2 Jan 43, both
in HospDivConstCorresp, 1942-43, file 600.1 ETO
{Construction). The latter file contains many exam-
ples of requests for advance parties and British sup-
plies for new plants.



HOSPITALIZATION AND EVACUATION

tals, complete with patients and
equipment, by gradual infiltration.
U.S. doctors and nurses, a few at a
time, relieved British counterparts;
the soldiers being treated remained,
under American care, until recovery
and discharge. New EMS plants, al-
though usually empty of staff and pa-
tients, required complicated turnover
transactions, because the Emergency
Medical Services legally handed the
facilities over, not to the Americans,
but to the War Office. The latter, as
an EMS tenant, then in effect sublet
the plants to the U.S. Army. Three
ministries—Health, Works, and the
War Office—provided portions of the
furnishings and equipment, creating
bewildering accountability require-
ments.

In spite of these elaborate turnover
procedures, defects in design and
workmanship in many of the hastily
built hospitals annoyed staffs; hin-
dered operations; and required ex-
pensive, time-consuming corrections.
Many hospital units had to repaint
poorly painted buildings. Most had to
use their own personnel to complete
roofs over outside walkways. Floors
were a perpetual source of irritation.
The Allies initially had planned to
cover all hospital floors with linoleum
to ensure a hard, smooth, easily
cleaned surface—required both for
good appearance and proper sanita-
tion. Linoleum was in short supply,

1Memo, Brown to CSurg, SOS, 22 May 43, sub:
Current Policies and Procedures of the Hospitahiza-
tion Division, in Hospitalization Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943. For an example
of takeover arrangements, see Memo, Brown to Op-
erations and Training Division, OofCSurg, 12 Feb
43, HospDivGenCorresp, 1943, file HD 312 ETO.
Crew, AMS, Administration, 1:406-07, gives the Brit-
ish view of hospital turnovers.
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however, leaving many new plants
with bare floors of poor-quality con-
crete, which the British contractors
had put in in anticipation of another
covering being laid on top of it.
Often rough and not level, these
floors crumbled under foot, creating
large amounts of dust. They were im-
possible to keep clean, and the irreg-
ular surfaces damaged delicate equip-
ment that was wheeled over them.
Hawley pressed the British hard for
suitable floor coverings. After unsuc-
cessful experiments with various coat-
ings, the Ministry of Works settled on
pitch mastic, a synthetic black materi-
al, spread in liquid form, which con-
gealed into a hard, smooth, waxable
surface. While adequate, floors of this
substance showed every scratch and
dust particle, softened around hot
stoves, and would not support heavy
furniture unless it had wide pads
under each leg. American doctors and
nurses learned to live with pitch
mastic floors but not to like them.?
Still other defects appeared. The
new EMS hospital at Odstock, near
Salisbury, one of the first turned
over, had ‘“tremendous difficulties”
with roof leaks and water seepage.
The 5th General Hospital, which
moved from Belfast to Odstock in late
1942, found that the facility had nei-
ther heat nor running electricity and

2Hawley Operational Directives No. 16, 29 Jun

43, and No. 32, 6 Aug 43, box 2; Ltr, Hawley to
Surg, Southern Base Section, 20 Sep 42, and Memo,
Hawley to CEngr, SOS, 24 Jul 43, sub: Effects of
Poor Walks in New Hospital Construction, box 3.
All in Hawley Papers, MHI. HospDivGenCorresp,
1943, file HD 312 ETO, contains exhaustive cover-
age of floor and other problems. See also Darnall,
“Sidelights,” p. 22; Hawley Interv, 1962, p. 31,
CMH; Col Lee D. Cady, MC, USAR, “Notes on the
21st General Hospital (AUS),” p. 570, Lee D. Cady
Papers, MHI.
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Abandoning his earlier opposition
to fixed hospitals under canvas,
Hawley directed the addition of
tented expansion wards to most sta-
tion and general hospitals. The chief
surgeon had begun planning for this
measure as early as July 1943, survey-
ing each hospital to find out how
many beds over its table-of-organiza-
tion (T/O) capacity it could add with-
out overtaxing 1its operating rooms,
messes, and lavatories. The tents,
preferably erected at the rear of each
hut ward, were to have concrete
floors, stoves, and insulation against
winter cold. To protect the overall
BoLERO program, Hawley secured
British concurrence that such enlarge-
ments were a supplement to—not a
replacement for—the planned beds in
semipermanent buildings. Construc-
tion of the tented additions began n
December and continued through the
eve of the invasion, with the British
War Office and the U.S. Army Engi-
neers furnishing material and the hos-
pitals providing labor. Despite delays
in securing British consent for the
necessary grading at the sites and the
slow arrival of supplies, hospital units
put almost 25,000 expansion beds
into operation before D-Day, in an-
nexes to hutted wards and in three
complete tented 750-bed station hos-
pitals. By this means, most 1,084-bed
general hospitals in the United King-
dom increased their capacity to be-
tween 1,100 and 1,500 beds; many
834-bed station hospitals (often occu-
pied by 1,000-bed general hospital

and 19th Meeting of Base Section Surgeons, 10 Apr
44, p. 1, file HD 337; Surg, Western Base Section,
Rpt, 1 Jan-31 Aug 44, p. 10.
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units) made room for up to 1,300 pa-
tients.”

On 6 June 1944, as a result of this
accelerated effort, the European The-
ater of Operations had over 84,000
fixed hospital beds ready to receive
patients, only 26,000 of them in use.
These beds included about 59,000 in
regular BoLERO installations plus the
25,000 in tented expansions. The first
militia, conversion, and dual-purpose
camps became available for occupan-
cy in mid-May, with the rest following
in June and July. With these, and the
gradual completion of other planned
installations, Generals Kenner and
Hawley could count on having
enough hospital space for the casual-
ties of each stage of the projected
campaign. Although by a narrow
margin, the BoLEro hospital con-
struction program had reached its
goal.1®

7 Larkey “Hist,”” ch. 7, pp. 25 and 27-29; Hospi-
talization Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, pp. 5-6; Ltr, Hawley to TSG, 13
Dec 43, HD 024 ETO O/CS (Hawley-SGO Cor-
resp); Lirs, Hawley to Base Section Surgs, 5 Jan 44,
sub: Preparation for Expansion of Hospitals, and
Hawley to CO, Eastern Base Section, 23 Feb 44,
HD 024 ETO CS (Hawley Chron); Memo, McNinch
to Base Section Cdrs, 6 Jul 43, sub: Expansion of
Existing Hospitals, and Ltr, McNinch to Surgs, East-
ern, Western, and Southern Base Sections, 2 Dec
43, sub: Preparation for Tented Expansion, both in
HospDivGenCorresp, 1943, file HD 312 ETO; Mins,
16th, 17th, 18th, 20th, and 22d Meetings of Base
Section Surgeons, respectively 28 Feb, 13 Mar, 27
Mar, 24 Apr, and 22 May 44, file HD 337.

18Larkey “Hist,” ch. 7, pp. 27-29; Memo, Kenner
to ACofS, G-4, SHAEF, 5 Jun 44, in Medical Divi-
sion, COSSAC/SHAEF, War Diary, June 1944;
Mins, 23d Meeting of Base Section Surgeons, 5 Jun
44, pp. 1-2 and 4, file HD 337. In addition to these
fixed beds, large numbers of beds in tactical units
were available as transit, holding, and other special-
purpose hospitals. See m of this volume

for details of their activities.
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TENTED EXPANSION WARDS. Note the adjoining Nissen hut (far left).

Organizing a Hospital System

In the months before D-Day the
ETO medical service organized its
separate plants into a unified hospital
system that could enforce uniform
professional standards and ensure ef-
ficient handling of casualties. In coop-
eration with the base sections, it
refined the hospitals’ military and
technical chains of command; redis-
tributed both personnel and functions
among hospitals so as to employ most
effectively scarce medical and surgical
specialists; concentrated patients re-
quiring difficult, long-term care at se-
lected specialized facilities; and, to
free beds for the more severely ill and
injured as well as to facilitate the re-
covery of soldiers on the mend, estab-
lished a network of convalescent reha-
bilitation and reconditioning camps.

The seventy-five fixed SOS hospi-
tals in operation on D-Day answered
to a number of authorities. They were
under the military command of the
base sections. At the same time they
received technical direction—which in
fact covered most of their activities—
from the Hospitalization and Profes-
sional Services Divisions of the chief
surgeon’s office. The Hospitalization
Division issued instructions on all
nonclinical aspects of hospital oper-
ations. Its directives, enforced by
quarterly and, for delinquent units,
monthly inspections, dealt with
supply, general administration, staff
military training and discipline, and
disaster plans, among many other
matters. The divisions’ inspectors, re-
flecing General Hawley’s soldierly
approach to military medicine, em-
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phasized the minutia of military cour-
tesy and appearance. To hospital
staffs, especially veteran ones from
the Mediterranean Theater, the fre-
quent inspections and many spit-and-
polish requirements seemed like
“unnecessary show and ‘play-war’
procedures.” Medical people search-
ing in haste for shined shoes, with an
inspector at the gate, coined a new
name for the ETO: “European Thea-
ter of Inspections.”!?

To regulate medical and surgical
practice, the Professional Services Di-
vision drafted and enforced directives
on treatment procedures and on the
use of drugs and surgical techniques.
Its network of senior, base section,
and regional consultants, besides ad-
vising hospital staffs on particular
cases, also supervised the general
conduct of their specialties and saw to
it that deficiencies were corrected.
Colonel Cutler, the chief surgical con-
sultant, enjoined his base section sur-
gical consultants to ‘“keep familiar
with the level of professional work

. at all hospitals in your base sec-
tion. This means constant personal
visits. Written directions can
never take the part of the influence of

*The base section surgeons actually did the in-
specting, using men trained by the Hospitalization
Division and working under its guidelines. See Dar-
nall, **Hospitalization,” p. 4531; Hospitalization Divi-
sion, OofCSurg, HQ, ETOUSA, Annual Rpts, 1943,
pp- 1 and 14-17, and 1944, pp. 1-2; Cir Ltr No. 80,
OofCSurg, HQ, ETOUSA, 10 Jun 44, sub: Policies
and Procedures Governing Care of Patients in ETO,
ex. M, which digests earlier policy directives; Ltrs,
McNinch to Surgs, Eastern, Western, and Southern
Base Sections, 6 Sep 43, sub: Inspection Reports of
Fixed Hospitals and General Dispensaries, and
McNinch to Surg, Western Base Section, 22 Sep 43,
same sub, HospDivGenCorresp, 1943, file HD 312
ETO. For complaints about spit-and-polish, see Max
S. Allen, ed., Medicine Under Canvas: A War Journal of
the 77th Evacuation Hospital (Kansas City, Mo., 1949),
pp- 96-97. Quotation from latter source.
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a real surgeon at the bedside of the
patient.” Cutler’s medical counter-
part, Colonel Middleton, declared
that he “made medical rounds each
time I went into a hospital and that
was with my stethoscope and not with
the white gloves and towel. So that I
knew what medicine was doing.”” Sup-
plementing the efforts of his con-
sultants, General Hawley kept in close
touch with hospital operations
through informal contacts, as well as
his own often unannounced visits,
and through reports. He exhorted,
and occasionally threatened, his base
section surgeons and individual hos-
pital commanders in an effort to en-
force his principle that “there is noth-
ing satisfactory in a hospital here
except ‘superior.”’” 20

To simplify control of the largest
geographical clusters of general hos-
pitals, the chief surgeon in 1944 ac-
tivated three hospital centers|(Map 3)
These were regular T/O medica
units,?! each designed to coordinate
and assist the work of a variable
number of general hospitals. Two of
these units, the 12th and 15th Hospi-
tal Centers, arrived in Britain during
March. General Hawley in early June

20Cutler quotation from Professional Services Di-
vision, OofCSurg, HQ, ETOUSA, Annual Rpt,
1944, Chief Consultant in Surgery sec., pp. 1-2.
Middleton quotation from Middleton Interv, 1968-
69, vol. 2, p. 209, NLM. Hawley's remark from
Mins, 21st Meeting of Base Section Surgeons, 8 May
44, p. 10, file HD 337. See also Professional Ser-
vices Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1943. General Hawley’s relationship to his hos-
pitals can be followed in file HD 024 ETO CS
(Hawley Chron), file HD 024 ETO O/CS (Hawley-
SGO Corresp), file HD 024 ETO O/CS (Spruit
Policy Notebook), and Hawley Operational and
Planning Directives, box 2, Hawley Papers, MHL

#1Each included some 30 medical officers and 230
enlisted men in a headquarters and service compa-
ny, a convalescent camp, and a laboratory.
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activated a third, the 6810th Hospital
Center (Provisional), from personnel
in the theater. The 12th and 15th
Hospital Centers established them-
selves respectively at Great Malvern
and Cirencester in the Western Base
Section, to control the hospitals, clus-
tered around those two places. The
6810th set up at Whitchurch, also in
western Britain, the center of a third
group of general hospitals.

At the outset the exact functions of
these centers were uncertain. Hospital
centers had existed in the American
Expeditionary Forces in World War 1,
but few ET'O medical officers had had
any experience with their operations.
The table of organization provided
only that each center was to coordi-
nate hospital administration and to
establish a supply depot and convales-
cent camp. When the 12th and 15th
Hospital Centers began setting up in
May, after a period of orientation,
they found no plans or standard oper-
ating procedures (SOP) to guide
them. Col. Asa M. Lehman, MC, the
12th Hospital Center commander,
drafted an SOP of his own, which
General Hawley adopted and pub-
lished on 5 May as an SOS directive.
Under this directive a hospital center
would “act as Headquarters for a
group of general hospitals; to corre-
late and coordinate their activities, to
relieve them insofar as possible from
administrative details and supply
problems; to supervise evacuation and
reception of patients[;] and by fre-
quent inspections, [to] aid and assist
them in maintaining the highest pos-
sible degree of professional, adminis-
trative and training excellence.” Each
center would maintain a central
supply depot upon which its hospitals
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could draw, thereby eliminating the
need for the individual hospital to
deal with base sections and SOS
depots. Center receiving and evacu-
ation officers would oversee all move-
ment of patients into and out of the
attached hospitals, as well as select
patients for evacuation to the United
States. Center commanders would
monitor professional activities in their
hospitals, and they could designate
hospitals to specialize in particular
types of cases. Beyond these pre-
scribed functions, Hawley’s directive
encouraged center commanders to
adopt any expedient for pooling hos-
pital resources and for freeing the op-
erating units from administrative
chores. Hospital centers constituted
an intermediate headquarters between
the base section and the individual
hospital. Hawley told base section
surgeons: “You can use these center
commanders and it will cut down
your work.” 22

By mid-June the 12th and 15th
Hospital Centers each had seven gen-
eral hospitals attached, and each
center controlled (with tented expan-
sion of many plants) about 9,500
beds. For the most part, the centers
performed the administration, supply,
and evacuation functions specified in
the 5 May directive. Center com-
manders tried to keep out of the in-
ternal administration and practices of
their hospitals, playing the role of
helpers rather than inspectors, but

#First quotation from Admin Memo No. 63,
OofCSurg, HQ, ETOUSA, 5 May 44, sub: Oper-
ation of Hospital Centers, ETO, in Hospitalization
Division, OofCSurg, HQ, ETOUSA, Annual Rpt,
1944, Second quotation from Mins, 21st Meeting of
Base Section Surgeons, 8 May 44, pp. 3-4, file HD
337. See also 12th and 15th Hospital Centers
Annual Rpts, 1944.
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they gradually established many uni-
form procedures. They also became
involved in efforts to balance profes-
sional staffs. According to Colonel
Lehman of the 12th, most of his gen-
eral hospitals displayed a “tendency
toward internal specialization.” One
hospital ‘“might have a surplus of ca-
pable surgeons, but be entirely want-
ing of an officer . . . competent . . .
as chief of medical service. In con-
trast, another hospital would be over-
staffed with exceptional medical
service personnel, the surplus being
used in positions for which they had
no special qualifications.” To build
up weak services, Lehman transferred
doctors temporarily between hospi-
tals; he arranged with the base sec-
tions and the chief surgeon’s office
for permanent reassignments if the
changes proved beneficial. The center
headquarters soon found that they
needed less than one-third of their as-
signed personnel for administration;
they used their extra medical and
dental officers to reinforce hospital
staffs and their extra enlisted men to
aid in patient rehabilitation. Even
before the invasion, hospital centers
were proving effective in simplifying
control over the many plants. Their
value in coordinating evacuation
would become apparent as soon as
trainloads of wounded from France
began moving inland from the Chan-
nel ports.?

A network of specialized hospitals
took shape. During 1943 General
Hawley designated certain general
and station hospitals to receive severe

2 Quotations from 12th Hospital Center Annual
Rpt, 1944, p. 29 (see pp. 1, 27-32, 40). See also
15th Hospital Center Annual Rpt, 1944; Interv,
OSG with Maj Oliver J. Irish, SC, 13 Oct 44, box
220, RG 112, NARA.
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cases of particular types from other
hospitals. The 36th Station Hospital
at Exeter, for example, became the
theater’s treatment center of psychot-
ics and men with other noncombat-
related mental disorders; the bth
General Hospital, in addition to its
normal functions, established special
facilities for care of soldiers suffering
from combat fatigue. Other general
hospitals set up facilities for burns
and cold injury. Under an arrange-
ment with the ETO medical service, a
British facility, Saint Dunstan’s Insti-
tute for the Blind, began the retrain-
ing and rehabilitation process for
American servicemen who had lost
their sight prior to evacuation to the
United States. In 1944 each hospital
center arranged to concentrate burn
treatment, neurosurgery, and thorac-
ic, urological, plastic, and maxillofa-
cial surgery at one or two of its at-
tached hospitals. At the same time
General Hawley, on the advice of his
senior consultants, designated nine
hospitals not attached to centers as
specialized neurosurgical facilities and
seven hospitals for plastic and maxil-
lofacial surgery and burns. Station
and general hospitals were to transfer
to these installations any patient
whose condition, in the hospital com-
mander’s judgment, required unusu-
ally complicated or lengthy treatment.
Specialized-care hospitals made effi-
cient use of scarce medical and sur-
gical talent and eased the burden of
difficult cases upon general-care hos-
pitals. The consultants, however, con-
stantly had to combat the tendency of
hospital commanders to treat those
patients who would fare better if dis-
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patched immediately for specialized
care.

The medical service specialized in-
stitutions included a growing number
dedicated to rehabilitating and recon-
ditioning convalescents. Creation of
these facilities owed much to the work
of Col. Rex L. Diveley, MC, senior
consultant in orthopedic surgery. In
the early days of the buildup Diveley
was impressed by the effectiveness of
the convalescent rehabilitation system
the British Army, Royal Air Force,
and Royal Navy had established as a
result of their wartime experience.
British medical officers learned early
in the conflict that carefully con-
trolled and gradually intensified
mental and physical training, begun
while the patient was still in bed and
culminating in hiking, drill, and gen-
eral military instruction at special re-
conditioning camps, would speed a
soldier’s recovery from wounds or ill-
ness. Such training also reduced the
formerly high rate of hospital read-
missions among casualties newly re-
turned to duty.

Diveley persuaded General Hawley
to organize a similar program for the
European Theater. Hawley, in turn,

24Cir Lur No. 113, OofCSurg, HQ, ETOUSA, 24
Jul 43, sub: Hospitalization and Disposition of
Neuropsychiatric Patients, file HD 024 ETO O/CS
(Operational and Planning Directives); Hospitaliza-
tion Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1942, p. 6; Operations Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943; Memo, Col O. H.
Stanley, MC, to General Hospitals, 3 Dec 42, file
ETO 700.1 (MiscMedSvc); Ltr, Hillman to Hawley,
26 Jan 43, file HD 024 ETO O/CS (Hawley-SGO
Corresp); Memo, Hawley 10 DepCSurg (Chelten-
ham), 16 Dec 43, file HD 024 ETO O/CS (Spruit
Policy Notebook); Professional Services Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, pp.
7-8 and Chief Consultant in Neurosurgery sec., pp.
1-2, which comments on the tendency of general-
care hospitals to retain patients needing specialized-
care facilities.
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secured the support of General Lee,
although at the cost of including in
the program osteopaths and manipu-
lative therapy, in which Lee had great
faith but the chief surgeon did not.
While the employment of osteopaths
was still under discussion, Diveley, on
19 April 1943, opened Rehabilitation
Center Number 1 at All Saints’ Hos-
pital, Bromsgrove, Worcestershire.
The 150-bed 16th Station Hospital
constituted the medical staff of this
institution, reinforced by five medical
officers and six enlisted men trained
in British convalescent depots. The
Bromsgrove facility received ambula-
tory convalescents from station and
general hospitals and put them
through remedial exercises and gen-
eral physical conditioning. It con-
tained over 400 patients by 1 Septem-
ber.?

With Diveley informally in charge
in addition to his consultant duties,
rehabilitation ~ expanded  rapidly
during late 1943 and early 1944. As
activities rapidly outgrew the Broms-
grove plant, Diveley acquired a gener-
al hospital site at Stoneleigh Park,
Warwickshire, for a second and larger
branch of Rehabilitation Center
Number 1. Opened on 5 October,
this facility housed over 1,700 officer
and enlisted trainees by the end of
the year. In February 1944 the medi-

ZFor the British program, see Crew, AMS,
Administration, 1:433-38; Rehabilitation Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, pp.
1-2; Mins, 3d Conference of Chiefs of Medical Ser-
vices, HQ, SOS, 26 Jan and 4 Feb 44, ex. A, Medi-
cal Consultation Service sec., Professional Services
Division, OQofCSurg, HQ, ETOUSA, Annual Rpt,
1944. For the osteopath issue, see file HD 024 ETO
0O/CS (Hawley-SGO Corresp) and file HD 024 ETO
CS (Hawley Chron) for 1943-44. For a description
of the program, see Interv, OSG with Capt. F. E.
LeBaron, MC, 4 Sep 44, box 220, RG 112, NARA.
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cal service designated Bromsgrove as
a separate rehabilitation facility for
officers, using Stoneleigh exclusively
for enlisted men, and also established
a new camp at Erlestoke Park, Wilt-
shire, a general hospital site, for con-
valescents who required only ordinary
exercise and military training—recon-
ditioning—to make them fit for duty.
Patients needing special remedial ex-
ercise as well continued to go to
Bromsgrove, if officers, or to Stone-
leigh. To staff these facilities, the
chief surgeon assigned 750-bed sta-
tion hospitals reinforced with officer
and enlisted casuals. By D-Day two
station hospitals were so employed,
the 307th at Stoneleigh and the 77th,
split between Bromsgrove and Erle-
stoke. The chief surgeon extended
convalescent reconditioning into sta-
tion and general hospitals. He in-
structed the commander of each to
appoint a rehabilitation officer and
set up a training program, similar to
those in the centers, for patients who
needed only a short recovery period
before return to duty. In spite of ex-
tensive promotional and training ef-
forts by Hawley and his staff, howev-
er, implementation of this part of the
program went slowly before D-Day,
due to the unfamiliarity of medical of-
ficers with this approach to convales-
cent care and to the skepticism of
many about its value.?¢

26 Rehabilitation  Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, pp. 2-9, and, in ibid.,
Admin Memo No. 68, QOofCSurg, HQ, ETOUSA, 12
May 44; Operations Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943, pp. 17 and 20-21;
Mins, 13th, 14th, and 22d Meetings of Base Section
Surgeons, respectively 17 Jan, 31 Jan, and 22 May
44, file HD 337. The 16th Station Hospital left
Bromsgrove for London in September 1943 and was
replaced temporarily by the 8th Convalescent Hos-
pital, a field army unit, which in wrn was replaced
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Although slow to take hold in the
hospitals, the new rehabilitation
methods were proving their effective-
ness by the end of 1943. By that time
over 3,000 officers and men had been
admitted to Bromsgrove and Stone-
leigh, about 80 percent of them or-
thopedic patients and the rest evenly
divided between general surgical and
medical. Of 1,800 men discharged
from the centers, 83 percent went
back to duty, while 17 percent had to
return to hospitals for additional
treatment. Surgeon General Kirk,
when informed about the program,
questioned whether the medical ser-
vice should be involved in an effort
some phases of which looked like
basic infantry training, but General
Hawley strongly defended rehabilita-
tion and expressed satisfaction with
its results. He pointed out that the
program reduced patients’ hospital
convalescence by an average of two
or three weeks and that it revived the
self-confidence and military spirit of
men long confined to bed. In recog-
nition of the value and importance of
the program, Hawley on 3 June 1944
established the Rehabilitation Divi-
sion in his office under Colonel Dive-
ley, now relieved of duty as orthope-
dic consultant. Diveley and a small
staff at once began negotiating for
still more facilities and planning for
post-invasion expansion.?

in December by the 307th Station Hospital. In each
change, most of the personnel at Bromsgrove re-
mained there.

#7Statistics from Carter, ed., Surgical Consultants,
2:495, For different figures, but in roughly the same
proportions, see Mins, 3d Conference of Chiefs of
Medical Services, HQ, SOS, 26 Jan and 4 Feb 44,
ex. A, Medical Consultation Service sec., Profession-
al Services Division, OofCSurg, HQ, ETOUSA,

Continued
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The Flow of Patients

Besides establishing hospitals, the
chief surgeon laid down policies gov-
erning the flow of sick and wounded
men from units and their movement
through the medical system to ulti-
mate return to duty or departure
from the theater. Within his office re-
sponsibility for evacuation shifted re-
peatedly among the Hospitalization
and Operations Divisions and a short-
lived Evacuation Division. Eventually,
in February 1944, the latter organiza-
tion became a branch of the Oper-
ations Division, which oversaw evacu-
ation throughout the remaining life of
the theater. Throughout these alter-
ations the same people, for the most
part, remained on the job; for exam-
ple, the Evacuation Division chief, Lt.
Col. Fred H. Mowrey, MC, continued
in office when his division became a
branch. Actual conduct of evacuation
was divided between the base section
surgeons and General Hawley’s office.
The section surgeons, under Hawley’s
technical guidance, controlled all pa-
tient movement within their sections.
The chief surgeon’s office directly
managed all transfers to general hos-
pitals and between base sections, as

Annual Rpt, 1944. General Kirk’s concern resulted
from seeing a color film produced by Diveley’s staf.
See Ltrs, Kirk and Hawley, 3 Nov 43, and Hawley to
Kirk, 13 and 26 Nov 43, file HD 024 ETO O/CS
(Hawley-SGO Corresp). See also Rehabilitation Di-
vision, OofCSurg, HQ, ETOUSA, Annual Rpt,
1944, pp. 8-9. In addition to the rehabilitation
system, there was a separate set of convalescent
homes, one each for officers, nurses, and enlisted
men, run by the Hospitalization Division in coopera-
tion with the Red Cross. Designed for people who
required only short periods of rest before returning
to duty, these homes were not part of the rehabilita-
tion/reconditioning system and provided no system-
atic physical training. See Hospitalization Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944.
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well as all evacuation to the United
States.28

For the sick and injured of units in
garrison and training, and for wound-
ed Eighth Air Force bomber crew-
men, hospitalization and evacuation
followed the outlines established by
the first SPOBS medical officer,
Major Welsh. In all air, ground, and
SOS commands, sick and injured men
who required less than 4 days of hos-
pitalization went to dispensaries oper-
ated by unit medical personnel. Pat-
terned after those of the British
Army, the dispensaries provided prac-
tical training for doctors and aidmen
and, by keeping minor casualties out
of the hospitals and replacement
system, reduced the length of time
men were lost to their organizations.
Unit surgeons sent more serious cases
to station hospitals, each of which
served all troops in its geographical
area and could keep patients for up to
30 days. Typically, a division would
evacuate to a single station hospital.
General hospitals were supposed to
receive from station hospitals patients
who required more than 30 days of
treatment or specialized care. In fact,
during the buildup, many general
hospitals acted as station hospitals for
neighboring units, while at times sta-
tion hospitals performed general hos-
pital work. Early in 1944, to free gen-
eral hospital beds for battle casualties,
General Hawley authorized station
hospitals to hold patients for up to 60
days. He also authorized five specially

28 Evacuation Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1943, p. 1 and an. A; Surg, Eastern
Base Section, Annual Rpt, 1943, p. 3; Surg, South-
ern Base Section, Annual Rpt, 1943, p. 11; Surg,
Northern Ireland Base Section, Annual Rpt, 1943,
p. 2.
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wounded, American and British alike,
to the United Kingdom in British hos-
pital ships. Under an agreement be-
tween General Hawley and the War
Office to divide the labor of unload-
ing these vessels, American Army
medical units handled casualties of
both nations at the Bristol Channel
ports. Between 17 December 1942
and 8 April 1943 Company C, 53d
Medical Battalion, working under. the
supervision of the Bristol port sur-
geon, discharged seven hospital ships
from North Africa at Avonmouth.
The company moved over 2,100 casu-
alties, about 660 of them Americans,
to the nearby 298th General Hospital
for triage and initial treatment. The
British Army then collected its troops
from the 298th for evacuation to its
own as well as EMS hospitals. Ameri-
can casualties ceased arriving from
the Mediterranean in early April, as
NATOUSA fixed hospitals went into
operation. American medical units
continued to unload British hospital
ships at Bristol, however, and the
298th treated those few disembarked
patients who could not be moved im-
mediately to Allied facilities.3?
General Hawley’s office had re-
sponsibility for securing the means of
evacuation by road and rail. In this, as
in so many other areas of BOLERO
preparations, the Americans initially
had to depend heavily on the British.
The British, for example, provided

32The British Army similarly unloaded patients at
Clyde- and Merseyside ports. See Operations and
Training Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1942; Evacuation Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943; “Med Svc Hist,
1942-43,” pp. 19-20 and 107, file HD 314.7-2
ETO. For termination of U.S. evacuation to Great
Britain, see messages in Evacuation From Europe
and North Africa file, CMH.
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the American Army with many of its
ambulances. In June 1942 they turned
over to the chief surgeon 600 four-
litter Austins for issue to his units and
hospitals. These two-wheel-drive vehi-
cles were well suited to the road
travel involved in most evacuation
within the United Kingdom. Their
availability permitted Hawley to rede-
ploy his relatively scarce four-wheel-
drive U.S. Dodge ambulances, de-
signed for cross-country work, at
hospitals and depots to equip units
going into the field and also at air
stations for removing wounded from
aircraft that crashed in the vicinity of
the airfields. The supply of American-
built ambulances expanded rapidly, as
organizations brought their allow-
ances with them and the War Depart-
ment shipped extra ambulances, as
well as other vehicles, to outfit later-
arriving units and to replace combat
losses. With this inflow from the
United States and the Austins sup-
plied by the British, the theater
maintained a comfortable ambulance
surplus at all times and by D-Day had
accumulated a reserve of over
1,200.33

Besides the small Austin ambu-
lances, the British supplied the Amer-
icans with passenger buses converted
for carrying patients. The Emergency
Medical Services, anticipating a need
to move many casualties quickly
during air raids, had refitted 300
London Green Line commuter buses

3Troop Movements and Training Branch, Oper-
ations Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, p. 43; Memo, Hawley to AG, SOS, via
G-4, 7 Nov 42, sub: Exchange of Field Ambulances
for British-Made Ambulances, file HD ETO 451.8
(Amb), 1942-44. See also other correspondence in
same file.
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BRITISH-SUPPLIED AMBULANCE BUS, converted into a mobile dental laboratory

to accommodate nine or ten litters to
a vehicle. In June 1942 Sir Francis
Fraser, the EMS medical director, of-
fered 100 of these buses to Hawley
for handling RounpupP casualties.
Hawley accepted only 30 at the
outset. He did not yet need the rest,
and the buses required specially
trained drivers who would have to
come from the scanty ETO pool of
casuals or from hospital enlisted de-
tachments. The Americans soon dis-
covered that the buses were unsatis-
factory for moving stretcher cases, as
it was difficult to maneuver litters in
and out of them. However, when
equipped with seats, each bus could
carry comfortably twenty-two ambula-
tory patients. Accordingly, the medi-
cal service arranged with the Ord-

nance Department to have 28 of the
first 30 buses refitted with seats,
taking a few at a time out of service
for this purpose. The Dental Corps
appropriated the remaining two buses
for a mobile laboratory and clinic. By
D-Day the medical service had pro-
cured 35 more buses, all for moving
ambulatory patients. General Hawley
assigned some of these vehicles to
hospitals and pooled others under
control of the base surgeons.3*
General Hawley turned to the Brit-
ish again for hospital trains, his

34For EMS conversion of buses, see Col R. W.
Bliss, MC, Emergency Medical Services, With Par-
ticular Reference to Hospitalization, 9 Dec 40, Bliss
Rpts, file ETO 7/1; Ltr, Hawley to TSG, 9 Jul 42,
file HD 024 ETO O/CS (Hawley-SGO Corresp);
Correspondence, June 1942-June 1944, in file HD
ETO 451.8 (Amb), 1942-44.
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principal reliance for large-scale,
long-distance patient movement, both
in Britain and in projected continen-
tal operations. At the chief surgeon’s
request the Ministry of War Trans-
port agreed to assemble, from its own
rolling stock, a total of 39 trains for
American use in Britain and eventual-
ly across the Channel. Medical equip-
ment for these trains came partly
from British and partly from Ameri-
can stocks. U.S. Army hospital train
units constituted the on-board medi-
cal staff. The trains came in two ver-
sions: “home” trains designed to run
in the United Kingdom; and ‘“over-
seas’ trains, with a different braking
system, for use in France. Both types
included kitchen, surgery, pharmacy,
and staff accommodation cars, as well
as 36-litter ward cars, coaches for am-
bulatory patients, and their own
diesel heating and power plants. Gen-
eral Hawley considered the trains, of
standard British design with Ameri-
can-specified alterations, ‘‘the finest
that our Army has ever had.” The
problem, as usual in dealing with the
hard-pressed British, was obtaining
delivery on time. By the end of 1943
the Ministry of Transport had turned
over to the Americans 6 out of a
promised 15 home trains and 1 out of
a promised 24 overseas models, along
with 7 separate ward cars (designed
by a U.S. Army Transportation Corps
officer) for attachment to ordinary
freight and passenger trains. Receipt
of the remaining trains was delayed,
and the issue became the subject of
much negotiation and pressure by
Hawley and his staff in the weeks
before D-Day. With some improvisa-
tion, the Allies had enough of them
ready in time to meet the initial re-
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quirements of the invasion and the
continental campaign.?

As soon as enough trains were
available to meet immediate needs,
General Hawley began using them for
all patient movements of 25 miles or
more. He thus saved patients the dis-
comfort of long ambulance rides, as
well as conserving rationed tires and
gasoline. The chief surgeon’s office
centrally controlled all rail movement,
arranging with the theater chief of
transportation to schedule trips at the
request of base sections or to collect
patients for evacuation to the United
States. Each hospital train had a
home siding, or “‘stable,” close to a
station or general hospital. The fixed
installation housed and fed the train’s
medical complement and kept the
cars supplied with food, linens, and
other rapidly consumed items. Hospi-
tal train and car operations proceeded
with few difficulties, despite occasion-
al complaints of poor food and dirty
cars as well as failures by hospitals to
load the numbers and classes of pa-
tients planned on in scheduling a
run. 3

%5Quotation from Ltr, Hawley to TSG, 8 Jul 43,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
See also Evacuation Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943; Operations Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1943, p. 18;
Evacuation Branch, Operations Division, QofCSurg,
HQ, ETOUSA, Annual Rpt, 1944, pp. 2-3; Hawley
Interv, 1944, CMH. A hospital train unit included 4
officers, 6 nurses, and 33 enlisted men.

3Essential Technical Medical Daia Rpt, HQ,
ETOUSA, June 1944, encl. 4, pp. 6-7; Mins, 2d
Meeting of Base Section Surgeons, 16 Aug 43, p.
13, and 20th Meeting of Base Section Surgeons, 24
Apr 44, pp. 2-5, file HD 337; Surg, Southern Base
Section, Annual Rpt, 1943, p. 11; Surg, Eastern
Base Section, Annual Rpt, 1943, p. 3. For loading
problems, see Memo, Col F. H. Mowrey, MC, to
Surgs, Western and Southern Base Sections, 18 May
44, sub: Evacuation of Padents, in Evacuation

Continued
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The medical service made limited
use of air evacuation within the
United Kingdom, primarily to move
patients from the Northern Ireland
Base Section to England. Troop
strength in this base section increased
from 3,000 men to 78,000 in the last
three months of 1943, overburdening
the section’s hospitals. General
Hawley, therefore, set aside 1,500
beds elsewhere in the United King-
dom for Northern Ireland patients
and arranged with the Ninth Air
Force’s IX Troop Carrier Command
for periodic evacuation airlifts. In
Northern Ireland the 79th General
Hospital at Waringfield, near Belfast,
acted as holding and transit unit for
all air evacuees, including men des-
tined for return to the United States
as well as overflow patients. C-47s of
the IX Troop Carrier Command
picked up their first patients on 16
December and by the end of the
month had transported 217 men.
Inclement weather often forced can-
cellation of scheduled flights, necessi-
tating the return to their original
hospitals of patients who had been
moved as far as 40 miles to meet air-
planes. When the system worked,
however, it took only four hours to
transfer a sick or injured soldier from
his bed in Northern Ireland to a new
bed in a general hospital in Eng-
land.?”

Branch, Operations Division, O/CS Correspondence
re Evacuation, February 1944-February 1945 (here-

after cited as EvacCorresp, 1944-45), file HD
370.05 ETO.
37Surgeon, Northern Ireland Base Section,

Annual Rpt, 1943, p. 2, and Final Rpt, January-15
Jun 44, pp. 1 and 3; “Med Svc Hist, 1942-43," p.
22, file HD 314.7-2 ETO. For delays, see Mins, 3d
Conference of Chiefs of Medical Services, 26 Jan
and 2 Feb 44, p. 30, in Medical Consultation Service
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Transatlantic Evacuation

Evacuation from the United King-
dom back to the United States was a
controversial, unresolved issue in the
months before D-Day. The controver-
sy involved both policy and ways and
means. From mid-1942 on, General
Hawley advocated a 180-day evacu-
ation policy, meaning that the theater
would send home only those patients
deemed unlikely to return to duty
within that time period. Hawley
pressed his case in spite of the prefer-
ence of Surgeons General Magee and
Kirk for a 120-day policy for overseas
theaters. He argued that a 180-day
policy reduced losses to the theater of
experienced personnel and required
less shipping for both evacuees and
replacements. The chief surgeon also
realized, although he did not mention
this consideration in discussions with
Magee and Kirk, that adoption of a
120-day policy might lead to attempts
to reduce his large BoLERO hospital
construction requirement, which was
based on 180 days. Col. Eli E. Brown,
Darnall’s predecessor as the Hospital-
ization Division chief, warned Hawley
in May 1943: “If the 120-day policy
does become effective it 1s very desir-
able that it not be [instituted] until
our present hospital program is ap-
proved and completed.” The War De-
partment, in the end, accepted the
chief surgeon’s arguments about lack
of shipping and the need to retain
manpower. In August 1943 it formally
authorized a 180-day evacuation
policy for the European Theater.®®

sec., Professional Services Division, OofCSurg, HQ),
ETOUSA, Annual Rpt, 1944.

3¥Quotation from Memo, Brown to CSurg,
ETOUSA, 29 May 43, HospDivGenCorresp, 1943,

Continued
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Until well afer D-Day, the European
Theater and the War Department dis-
agreed on whether mentally ill pa-
tients requiring restraint and nonam-
bulatory cases should be evacuated on
returning troopships.3® In contrast to
specially designed hospital ships,
which were protected by the Geneva
and Hague Conventions, troop trans-
ports were legitimate targets for
U-boats. For this reason, General
Hawley insisted from the start of
BoLERO planning that “no officer or
soldier who is unable to care for him-
self in the event of enemy attack upon
the vessel in which he is a passenger,
be evacuated on any but a plainly
marked and regularly operated hospi-
tal ship.” The theater adopted this
principle as official policy in June
1942. At the same time the London
Combined Committee endorsed Haw-
ley’s request for ten U.S. hospital
ships for the European Theater.*°

file HD 312 ETO. At this time, in its first effort to
set an official evacuation policy for each theater, the
War Department, with the surgeon general’s assent,
authorized 120 days for all theaters but the ETO
and the Pacific, both of which were allowed 180
da ee Smith, Hospitalization and Evacuation, pp.
The ETO rationale is summarized in
Memo, Lt Col R. P. Fisk, to CG, ASF, 5 Jul 43, sub:
Evacuation Policy for Overseas Commands, file 008
(Policy re Evac for Overseas Cmds).

3The Army Service Forces in August 1942 estab-
lished four patient classes for evacuation: Class I
(mental patients requiring locked wards or other re-
straints); Class II (bed patients who could not move
about or care for themselves); Class HI {ambulatory
but requiring much medical and nursing care, e.g.
the blind, amputees, men with heavy casts, and pa-
tients needing special diets); and Class IV (ambula-
tory patients needing minimal medical attention and
able to travel in ordinary troop accommodations).
See Smith, Hospitalization and Evacuation,
4°Quotation from Larkey “Hist,” ch. 2, pp. 52-
54. See also Ltr, Hawley to TSG, 25 Apr 42, sub:
Hospital Ships, file HD 024 ETO O/CS (Hawley-
SGO Corresp); Msgs, Lee to AGWAR, 11 Aug 42,
and ETO to AGWAR, 16 Aug 42, Evacuation From
Europe and North Africa file, CMH. The ETO au-
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Those hospital ships, however, did
not exist in mid-1942 and were still
lacking two years later, due to vacil-
lating War Department policy. In
June 1942, after an Army-Navy dis-
pute over how many hospital ships
should be obtained and which service
should build and operate them, the
Joint Chiefs of Staff decided to pro-
cure only three Army hospital ships,
none for the European Theater. At
the same time the Joint Chiefs,
through General Somervell, instruct-
ed ETOUSA and the other theaters to
evacuate their sick and wounded
whenever possible on returning trans-
ports. The transports would be
equipped with beds for mental and
nonambulatory patients up to 5 per-
cent of their passenger capacity and
for ambulatory patients up to 20 per-
cent, as well as with surgical, labora-
tory, pharmacy, and other supporting
facilities, and the ports of embarka-
tion would furnish hospital ship pla-
toons to reinforce the transports’ own
medical complements. This policy
prevailed for less than a year. As the
general shipping shortage eased, and
in response to pleas from the surgeon
general and the theaters, the Joint
Chiefs on 11 June 1943 reversed
themselves and ordered evacuation of
nonambulatory men on hospital ships.
The Chiefs now authorized the Army
to develop its own fleet of twenty-
four such craft, most of them convert-
ed from other passenger and cargo
types. Refitting of the vessels went
slowly so that the first U.S. Army hos-

thorities emphasized that hospital ships also could
carry medical supplies and personnel outbound
from the U.S. without violating international con-
ventions.
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pital ship reached British waters only
a short time before D-Day.*!

During most of the time that the
evacuate-on-transports policy was in
effect, the European Theater man-
aged to avoid following it. Between
August 1942 and December 1943 the
theater sent only 7,800 patients to the
United States. With this relatively
small number of evacuees, and with
hospital space in Great Britain for
long retention of patients, the medi-
cal service embarked almost all the
mental and nonambulatory patients it
did evacuate—some 1,600—on British
and Canadian hospital ships and am-
bulatory casualties on U.S. and British
transports. In March 1944, as the
number of transatlantic evacuees in-
creased due to the expansion of
American forces and the drive to
clear hospital beds before D-Day,
General Hawley—now going against
both his own preference and Army-
wide policy—obtained temporary War
Department permission to embark
bed patients on troop transports.
Hawley regarded this as strictly a tem-
porary expedient. He held to the
principle that helpless evacuees
should be restricted to hospital ships
and, in the absence of enough such
vessels, was willing to keep patients

“1For the twists and turns of hospital ship policy,
see Smith, Hospitalization and Evacuation,
411; Msgs, Somervell to CG, U.S. Forces, London,
15 and 24 Aug 42, Evacuation From Europe and
North Africa file, CMH. See also Memo, TAG, WD,
to CGs of Departments, Theater of Operations,
Base Commands, and Task Forces . . ., 25 Jan 43,
sub: Sea Evacuation Operations; Msg, SECWAR, 25
Jan 43, sub: Sea Evacuation; Memo, Col D. E.
Liston, MC, to G4, ETO, 27 Mar 44. All in Evacu-
ation Branch, Operations Division, O/CS Corre-
spondence re Evacuation, 1942-44 (hereafter cited
as EvacCorresp, 1942-44), file HD 024 ETO. The
War Department at the outbreak of war was uncer-
tain whether the Axis powers would respect the pro-
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longer in his own hospitals. The
entire question of using transports to
move casualties remained unresolved
and would arise again in late 1944, as
part of a general review of ETO hos-
pitalization and evacuation policies.*?
The actual conduct of transatlantic
sea evacuation was the joint responsi-
bility of the European Theater and its
supporting New York Port of Embar-
kation. The port provided vessels,
and also medical hosptial ship pla-
toons to care for patients on the
voyage. The theater selected men to
be evacuated, under the 180-day
policy, and moved them to British
ports for embarkation. In each hospi-
tal center and separate general hospi-
tal a disposition board, made up of
the chiefs of surgery and medicine
and the ward officer of the patient
concerned, decided which cases mer-
ited being sent home. If the casualties
were Air Force troops, Eighth or
Ninth Air Force flight surgeons usual-
ly sat with the boards to advise on the
patients’ suitability for further avia-
tion duty. Hospital commanders had
final authority to approve or reject
disposition board findings, and the
Professional Services Division of Haw-
ley’s office periodically reviewed se-
lected proceedings to ensure techni-
cal competence and promptness - of
decision. The consultants also en-
forced General Hawley’s preference
for holding soldiers in the theater if
they were likely to be fit for even lim-

visions of the Geneva and Hague Conventions on
hospital ships. Increasing evidence that the Axis
powers were doing so strengthened the case for
more hospital ships.

2 Med Svc Hist, 1942-43,” pp. 18-20 and 108,
file HD 314.7-2 ETQ; Memo, Liston to G4, ETO,
27 Mar 44, with endorsements, EvacCorresp, 1942-
44, file HD 024 ETO.
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ited duty, so as to conserve all possi-
ble manpower. 43

Most transatlantic evacuees, wheth-
er on transports or hospital ships,
sailed under the British flag because
relatively few U.S. troopships, and ini-
tially no hospital ships, operated in
the Atlantic. On British transports the
American patients and their attending
hospital ship platoon constituted a
subordinate command under a British
senior medical officer who had overall
control of the vessel’s medical facili-
ties. General Hawley, who wanted to
keep evacuation of American patients
entirely under American authority, ac-
cepted this arrangement with reluc-
tance, and only with the proviso that
the evacuees and medical personnel
be under the “immediate control” of
a US. Army medical .officer. By
American standards British troop-
ships, even the large converted luxury
liners Queen Mary and Queen Elizabeth,
afforded only barely adequate evacu-
ation accommodations. On one
voyage of the Queen Elizabeth, for ex-
ample, fifty-eight U.S. and Canadian
Class I mental patients were quar-
tered in three separate parts of the
ship, an arrangement which, accord-
ing to the New York port command-
er, “handicapped medical supervision
to the extent that there were fights
among some of the patients.”

43Smith Hospitalization and Evacuation,
Memo, HQ, SOS, 3 Jun 44, sub: Transfer of Pa-
tients to General Hospitals, Zone of the Interior, in
EvacCorresp, 1942-44, file HD 024 ETO; Memo,
Professional Services Division, OofCSurg, to CSurg,
ETOUSA, 8 Sep 43, sub: Review of Disposition
Board Proceeding, file HD 024 ETO O/CS (Spruit
Policy Notebook); Mins, 16th Meeting of Base Sec-
tion Surgeons, 28 Feb 44, p. 5, and 22d Meeting of
Base Section Surgeons, 22 May 44, pp. 7-8, file HD
337; Medical Bulletin No. 16, OofCSurg, HQ,
ETOUSA, 1 Mar 44, pp. 2-3
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Such incidents merely strengthened
Hawley’s determination to move seri-
ously ill and wounded men only on
hospital ships.**

A small but growing number of
medical evacuees crossed the Atlantic
by air. Under a War Department
policy announced in September 1942
the AAF’s Air Transport Command
(ATC) was to fly casualties back to
the United States at the request of
theater chief surgeons, who could call
for air evacuation of three categories
of patients: emergency cases for
whom essential treatment was not
locally available, men whose air evac-
uation the chief surgeons deemed a
“military necessity,”” and men who re-
quired prolonged hospital and conva-
lescent care. The ETO medical ser-
vice considered blinded patients;
those with severe burns and head,
face, or jaw injuries; and some ortho-
pedic patients as priority candidates
for air movement. When spaces on
planes were available, the Evacuation
Division transferred patients in these
categories from general hospitals to
the transatlantic military air terminal
at Prestwick, Scotland, where Air
Force and SOS medical people
loaded the evacuees on four-engined
C-54s for the flight to the United
States. During late 1942 general and
station hospitals in the United King-
dom had to detach nurses and enlist-
ed men to attend patients on the air-
craft, but in 1943 AAF medical air
evacuation transport squadrons began

4 First quotation from Ltr, Hawley to Maj Gen C.
P. Gross, CofTrans, SOS, WD, 30 Jun 43, EvacCor-
resp, 1942-44, file HD 024 ETO. Second quotation
from Msg, New York Port of Embarkation to CG,
SOS, ETO, | Mar 44, file HD 024 O/CS (Hawley-
SGO Corresp)-
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arriving in the theater and took over
this task. Ten of these units had
reached Britain by D-Day.*

During the first year and a half of
the buildup very few sick and wound-
ed were evacuated by plane. The War
Department, in its air evacuation in-
structions of September 1942, en-
joined that requests be kept to a mini-
mum, and the ETO medical service
complied. Furthermore, the Air
Transport Command, primarily con-
cerned with carrying troops and sup-
plies, gave medical evacuees a low
priority, and the European Theater
had a constant backlog of higher-pri-
ority westbound passengers. Up to
the end of 1943 only 116 patients,
many of them ambulatory convales-
cents, left the United Kingdom by
air. 46

Air evacuation expanded in scale
and increased in tempo in early 1944.
By this time aircraft had proved their
worth in carrying patients in the Med-
iterranean and Pacific, both for bring-
ing casualties the benefits of early
care and for reducing the number of
medical personnel needed to attend
them in transit. In the European The-
ater the Air Transport Command had

% For the general development of air_evacuation
see Smith, Hospitalization and Evacuation,
Link and Coleman, 44F Medical Support, pp. 384-90.
See also Msg, AGWAR to USSOS, ETO, 26 Sep 42;
Air Priorities Instruction No. 4 (source of quota-
tion), Air Priorities Division, HQ, Air Transport
Command, AAF, 26 Feb 43; Memo, Ist Lt D. J.
Twohig, MC, to Medical Field Service School,
American School Center, 21 Apr 43, sub: Air Evacu-
ation; Memo, Fisk to CG, SOS, ETOUSA, 13 Sep
43, sub: Delegation of Authority To Authorize Pa-
tients To Travel by Air. All in Evacuation Branch,
Operations Division, O/CS file on Air Evacuation
(hereafter cited as AirEvacCorresp), file HD 580
ETO.

6 Operations and Training Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1942; *Med Svc Hist,
1942-43,” pp. 19-20, file HD 314.7-2 ETO.
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more planes and aviation medical
people available. It also had improved
its equipment; a new stretcher bracket
for cargo aircraft, for example, in-
creased the carrying capacity of the
C-54 from 10 litter patients to 18. In
March 1944, as part of the final inva-
sion preparations, the command
began enlarging medical facilities at
intermediate stations on its transat-
lantic routes, a necessary preliminary
to mass patient movements. The fol-
lowing month gave the theaters more
latitude in establishing priorities for
loading U.S.-bound flights. In May
the European Wing, Air Transport
Command, began making long-term
commitments to the ETO medical
service of space for air evacuation, al-
lowing more ambitious planning by
the chief surgeon. About 1,600 pa-
tients left England by plane between
1 January and 31 May. The Evacu-
ation Branch looked forward to flying
out 6,000 to 10,000 casualties each
month after the campaign began.*?

As air evacuation expanded, the
geographical defects of Prestwick, for
medical pruposes, became apparent.
The ATC terminal was located far
from most general and station hospi-
tals and had no facilities to house and
care for patients awaiting planes. In
mid-1943 the medical service ac-
quired the 750-bed Cowglen Hospi-
tal, an EMS facility in Glasgow, and
installed there the 2d Evacuation
Hospital, later replaced by the 50th
General Hospital, to operate an air

“Link and Coleman, A4F Medical Support, pp.
391-95; Evacuation Branch, Operations Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, pp.
14-15 and encl. 11; Evacuation Branch, Operations
Division, OofCSurg, HQ, ETOUSA, Daily Diary, 16
May 44, file HD 024 ETO.
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evacuee holding unit that eventually
expanded to 1,000 beds. Cowglen,
however, was 32 miles from Prest-
wick, and the chief surgeon wanted a
holding point closer to the airfield.
Accordingly, the Hospitalization Divi-
sion and the Evacuation Branch, after
an extensive search and much negoti-
ation with the British, in May 1944
took over Westfield House, an estate
near Prestwick, as a 90-bed facility for
ambulatory patients. At the same time
the medical service secured an aban-
doned laborers camp, located near
the Prestwick runways, as a 125-bed
holding wunit for litter cases. The
Western Base Section provided the
Ist Platoon, 29th Field Hospital, to
operate Westfield House; the 18th
Hospital Train, reinforced with
people from the 811th Medical Air
Evacuation Transport Squadron,
manned the airfield unit. Both facili-
ties opened a few weeks after D-Day,
barely in time for the flood of battle
casualties.*®

4 Cowglen initially was acquired as an ordinary
750-bed station hospital. See Memos, OofCEngr,
ETOUSA, to AG, ETOUSA, via CSurg, 10 Apr 43,
and CSurg, ETO, to AG, ETO, 15 Apr 43, file
HospDivGenCorresp, 1943, file HD 312 ETO. See
also Evacuation Branch, Operations Division,
OofCSurg, HQ, ETOUSA, Daily Diary, 17 May 44,
pp- 1, 3, and 17 Jun 44, file HD 024 ETO.
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By mid-1944 the theater medical
service had put in place the rearmost
elements of its system for handling
casualties from the future European
battlefields. It constructed and orga-
nized a large and complex hospital
network spread over much of Great
Britain; assembled the means for re-
moving casualties from its camps and
installations in the island nation, as
well as the reserves for transporting
the massive flow of sick and wounded
soon to come from the Continent;
and grasped the potentialties of air
evacuation by preparing and employ-
ing aircraft for both intratheater and
transatlantic movement of casualties.
Nevertheless, the combination of a
180-day theater evacuation policy,
General Hawley’s insistence on
moving helpless patients only on hos-
pital ships, and a shortage of such
vessels threatened to make the thea-
ter hospitalization and evacuation
system a rapidly filling tub with only a
very small outlet. As casualties arrived
from the Continent, the system at
some point would reach the limits of
its capacity for evacuation and treat-
ment. That condition, when reached,
would be a most difficult time for the
ETO medical service and General
Hawley.



CHAPTER V

Medics 1n Britain

During the BoLERO buildup U.S.
Army medics in the United Kingdom
lived and worked on the margin be-
tween war and peace.’ Food ration-
ing, blackouts, occasional air raids,
and the arrival of wounded men from
Eighth Air Force fields reminded
them that they were at war, as did the
constantly expanding number of
American troops, the invasion prep-
arations, and the growing tension as
D-Day approached. Yet embattled
Great Britain still offered many of the
amenities of urban-industrial civiliza-
tion, and in areas outside the blitzed
cittes war at times could seem far
away. Colonel Middleton, the theater
chief medical consultant, lived in a
room in a small Cheltenham hotel
that overlooked a garden, ‘‘always
well kept up even during war . . . as
a Briish garden would be.” He and
his colleagues, in their infrequent
spare time, attended concerts in the
nearby town hall and took weekend
walks in the Cotswolds. Lower-rank-
ing officers and enlisted medics
subsisted under less comfortable con-

! The term medics is used in this volume as short-
hand for “the men and women of the U.S. Army
Medical Depariment.” Enlisted medics are identified
cither by this term or as aidmen, litterbearers, etc.

ditions. Sull, they resided among hos-
pitable people who spoke more or
less the same language; they could
enjoy the society of Britush profes-
sional counterparts; and they had
access to a wide range of amuse-
ments, wholesome and otherwise.?

ETO medics also had work to do.
Besides completing their hospitaliza-
tion and evacuation system, they con-
ducted their own portion of the
BoLERO personnel buildup. They fur-
nished day-to-day medical service to
the growing American Army in the
United Kingdom. They conducted
militarily and scientifically significant
research, exchanged information and
ideas with British colleagues, trained
for their wartime missions, and
sought to preserve the health of the
fighting forces.

2Quotation from Middleton Interv, 1968-69, vol.
1, pp. 201-04, NLM. For recollections of the experi-
ence of other medics, see Interv, Medical History
Branch, CMH, with Col Virginia Brown, ANC, 5 and
13 Jul 79 (hereafter cited as Brown Interv, 1979),
CMH; Interv, Medical History Branch, CMH, with
Maj Gen Collin F. Vorder Bruegge, MC (Ret)
(hereafter cited as Vorder Bruegge Interv), 29 Jan
80, tape 1, side 1, pp. 7-8, CMH. See also reminis-
cences of Mrs. Jane A. Lee, a former nurse, in
Interv, Medical History Branch, CMH, with Lee,
June 1981 (hereafter cited as Lee Interv, 1981),
CMH.
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The Personnel Buildup

Of the major BoLEro tasks facing
the Office of the Chief Surgeon, se-
curing medical units and personnel
entailed the fewest difficulties. Gener-
al Hawley and his staff largely deter-
mined the number of people and
units required for the theater medical
establishment—what was known as
the troop basis. Certain portions of
the troop basis, such as the medical
detachments of most air, ground, and
SOS units and the medical establish-
ments of the infantry and armored di-
visions, were prescribed by tables of
organization and automatically de-
ployed with their parent formations.
These, however, accounted for a rela-
tively small proportion of theater
medical manpower. Hawley, as the
ETO and SOS chief surgeon, had an
almost completely free hand in estab-
lishing medical unit requirements for
the Services of Supply and for the
ground force echelons above corps,
subject only to the BoLERO plans and
to a War Department ceiling on fixed
and mobile hospital beds as a per-
centage of troop strength. This man-
power planning was, at best, an inex-
act science. The chief surgeon and his
staff had to work from incomplete
and constantly changing theater
buildup and operational plans.
Hence, they relied heavily on rules of
thumb derived from past experience,
especially that of World War 1.3

*McMinn and Levin, Personnel, p. 384-97; First
Army Report of Operations, 20 Oct 43-1 Aug 44,
bk. VII, p. 61. Until August 1943 each theater estab-
lished its own hospital bed requirement, which
largely determined its medical manpower require-
ment, usually working from World War I casualty
statistics. In August 1943 the Office of the Surgeon
General and the General Stafl, using the lower casu-
alty rates thus far incurred in World War II, set a
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At the end of 1942 the planned
SOS medical component, designed
for a theater of 427,000 troops, in-
cluded about 25,000 officers and
men, barely a fourth of whom actually
were in Great Britain. In January
1943, during and after the Casablanca
conference, the medical and other
technical services, at General Lee’s di-
rection, began working out new troop
bases for supporting an army of 1.1
million. The operational plan that this
army was to carry out did not yet
exist; nevertheless, the theater needed
at least a tentative troop basis to
guide the BorLero buildup. In the
absence of a tactical plan the supply
services drew on World War I prece-
dents and tried to comply with re-
peated War Department and ETO di-
rectives to minimize the number of
support troops.

On 8 February General Hawley pre-
sented to General Lee a request for
SOS medical units with a total
strength of 74,109 officers and men.
His Operations Division, which drew
up this proposal, based its estimate of
general and station hospital unit re-
quirements on the number of beds
called for in the theater hospitaliza-
tion plan; * it requested other organi-

ceiling of fixed and mobile beds for each theater;
those for the European Theater were, respectively,
8 and 4 percent of total troop strength. These limi-
tations had littde effect on ETO medical troop plan-
ning, since Hawley from the beginning had kept his
requests within them. See Smith, Hospitalization and
Evacuation) Memo, Lt Col C. B. Meador,
MC, o DepCSurg (Cheltenham), 27 Sep 43, sub:
Theater Troop Basis, file ETO 320.2 (Strength).

* At Hawley’s instructions, force planners ignored
the 95,000-bed ceiling eventually set on hospital
construction (see [Ea;gm) and based unit re-
quests on the full 100,000-plus beds required to
meet the percentage-of-strength hospitalization for-
mula. See Hawley Planning Directive No. 1, 11 Jun
43, box 2, Hawley Papers, MHI.
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zations in proportion to overall ETO
troop numbers. In all, the chief sur-
geon called for (fifty-three general,
sixty-one station (mostly 750 beds),
three convalescent, and ten field hos-
pitals; eleven medical sanitary, six
depot, and two ambulance companies;
twenty-eight hospital train crews; two
medical gas treatment battalions; and
four general dispensaries, as well as
hospital centers, an auxiliary surgical
group, and a medical general labora-
tory.

Defending this troop basis to Gen-
eral Lee and the ETO staff, Hawley
emphasized that it was the result of
careful study of American Expedition-
ary Forces (AEF) medical operations
in World War I and of British practice
in the current war. He noted that the
number of medical troops asked for
was a smaller percentage of the
strength of both the total theater and
the Services of Supply than the AEF
medical service had required in 1917-
18. Hawley asked that shipping priori-
ty during 1943 be given to the station
and general hospitals needed to care
for sick and nonbattle injured. Other
units should be sent as space permit-
ted, preferably in proportion to the
troop buildup.®

On 19 February Colonel Spruit,
then Hawley’s representative in
London, issued a medical troop basis

5 Operations Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, pp. 5-6; Larkey “Hist,” ch. 4, pp.
11-13 and apps. 8-9; Memo, Lt Col J. B. Mason,
MC, to ACofS, G-1, SOS, 22 Jan 43, sub: Medical
Troops for “B” Plan (Revised), file ETO 320.2
(Strength); Memo, Lt Col J. B. Mason, MC, to
ACofS, G-1, SOS, 6 Feb 43, file HD 024 ETO O/
CS (Planning, Hawley) 1943; Memo, Hawley to CG,
SOS, 8 Feb 43, sub: Medical Troop Basis, SOS, file
370 (Bible File of Troop Requirements, Early Plan-
nming). For overall SOS troop planning, see Rup-
penthal, Logistical Support, 1:117-20.
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for the then projected ground force
of 591,000 men in two field armies
and eight corps. Assuming that divi-
sions and smaller formations would
deploy with their organic medical
units and detachments, Spruit called
for an additional 33,000 corps and
army medical troops. This initial list,
which included such soon to be abol-
ished units as medical regiments and
surgical hospitals, would require ex-
tensive revision to take into account
the general 1943 reorganization of
Army Ground Forces units, including
medical ones.®

As the TRIDENT and QQUADRANT con-
ferences set firm invasion dates and
COSSAC developed an outline oper-
ational plan, ETO troop basis discus-
sions became more detailed and defi-
nite. In early July the theater’s air,
ground, and service components
began working out a definitive two-
phase list of manpower and unit re-
quirements. Phase One of this new
troop basis set preinvasion buildup
goals; Phase Two specified the forces
needed to break out of the beachhead
and advance across the continent.
This planning process was lengthy
and complex, as the theater tried to
adapt to changing invasion plans and
varying War Department estimates of
what forces would be available. At the
same time, the theater had to achieve
a balance between the often exhorbi-
tant demands of each of its compo-
nents.

General Hawley, like the other
technical service chiefs, repeatedly re-
vised his troop lists. Besides respond-

Memo, Col C. B. Spruit, MC, to ACofS, G-3,
ETO, 19 Feb 43, sub: Tentative Troop Basis,
Ground Forces, file ETO 024 (Spruit File re Policy).
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ing to ETO and War Department di-
rectives, usually to cut service forces,
the chief surgeon followed General
Kirk’s instructions to use more gener-
al and fewer station hospitals. He and
his staff also adapted ground force
and SOS troop bases to changes in
medical unit tables of organization,
replacing fixed-T/O medical regi-
ments and battalions with the new
flexible group and battalion head-
quarters detachments and separate
collecting, clearing, and ambulance
companies. Profiting from experience
in North Africa and Italy, Hawley in-
creased the number of field hospitals
with the ground forces, to provide
forward surgical support for division
clearing stations.”

By late November the European
Theater and the War Department had
settled on a total force of nearly 2.8
million troops and had developed a
month-by-month unit  deployment
schedule for reaching this strength by
1 February 1945. Of these forces
about 1.42 million men—417,000 Air
Force, 626,000 ground forces, and
375,000 SOS—were to be in the
United Kingdom before D-Day. The
medical service, which would amount
to 7.5 percent of theater strength, was
to include about 43,600 officers and
men in units attached to the armies
and 127,500 in the Services of

"For the overall establishment of the troop basis,
see Ruppenthal, Logistical Support, 1:128-29; Smith,
Hospitalization and Evacuation, [pp._218=19]and 451-
52; Operations Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, pp. 6-7; Larkey “Hist,” ch. 4, pp.
16-17 and app. 17; Hawley Planning Directive No.
9, 13 Jul 43, box 2, Hawley Papers, MHI. For an ex-
ample of adjustment to new T/Os, see Memo,
CSurg to CofOpns, SOS, 21 Oct 43, file ETO 320.0
(Strength). File HD 024 ETO O/CS (Hawley-SGO
Corresp), July-November 1943, includes his negoti-
ations with the surgeon general.
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Supply. About half of these troops
were scheduled to reach Great Britain
before the invasion. By mid-Decem-
ber Hawley’s Operations Division had
made up detailed lists of the number
and types of units in the ground force
and SOS medical complements (Table
and had established a monthly
schedule of arrivals. Among ground
force units 400-bed evacuation hospi-
tals, field hospitals, and collecting,
clearing and ambulance companies
accounted for most of the manpower.
In the SOS troop list 1,000-bed gen-
eral hospitals—141 of them—made
up the largest single block of person-
nel. Only 45 station hospitals re-
mained on the list, reflecting the sur-
geon general’s directive to minimize
use of that type of unit. In response
to pleas from General Hawley, 22 of
the 46 field hospitals called for, which
were intended for service with the
armies, were counted against ground
force strength rather than that of the
Services of Supply, even though field
hospitals were not Army Ground
Forces units. In the months remaining
until the assault the exact mixture of
units altered repeatedly, in response
to changing availability in the United
States and to new requirements of the
armies and Services of Supply. Never-
theless, the basic list of unit types,
and the general proportion of medical
manpower absorbed by each, stayed
more or less stable throughout the
buildup and the invasion.®

8Ground Forces and SOS Medical Troop Bases,
13 Dec 43; MFR, Brig Gen James B. Mason, MC, 4
Aug 67. Both in box 1, James B. Mason Papers,
MHI. See also Troop Movements and Training
Branch, Operations Division, OofCSurg, HQ,

Continued
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TABLE 2—CHIEF SURGEON’S RECOMMENDED TROOP Basis, JaNUARY 1944
s N Theater Total
. trengt
Unit Per Ugl-’li[ SOS Ground
Forces

Headquarters and Headquarters Detachment, Medical Battalion

(Separate) .........ccueeun.e. [ USSR PPPRPPPIN 29 8 53
Medical Sanitary Company............ 117 16
Medical Gas Treatment Battalion ..............cccccceee. 502 1 4
Medical Ambulance Company (Motorized, Separate) 93 24 63
Field Hospital (400 beds).........cooovinimiiiniiiiieeeeee 227 24 22
Hospital TTain ......cccooiiiiiieee e 50 45
Hospital Center .........ccccovcivinnn, 289 2
General Hospital (1,000 beds) ... 662 141
Station Hospital (150 beds)........ccoouvmvueiiiimieneiiiiicceicrineeeee 125 1
Station Hospital (250 beds)...........cccooceiiiiiniiniiiiiiiiininns 201 13
Station Hospital (500 beds). 364 1
Station Hospital (750 beds). 508 30
Auxiliary Surgical Group.........ccccivviiiniiiiieni s 378 1 4
Headquarters, Medical Department, Concentration Center............ 27 1
Medical General Laboratory............cccccoouinineiniiiiicccccneens 99 1
General Dispensary.............. 41 8
Medical Depot Company ........cccocevvvieeiennnn. 178 6 6
Medical Detachment, Museum & Medical Arts.... 7 1
Autached Medical Sections...........ccccoeeevniiiiiiicnccicccs 11 75
Headquarters and Headquarters Detachment, Medical Group. 30 12
Collecting Company (Motorized)........cc..ooiirieaiireiniecieeceneeenieene 105 72
Clearing Company (Motorized).. 117 36
Medical Laboratory (Army) ........... 58 4
Evacuation Hospital (750 beds) .... 409 2
Evacuation Hospital (400 beds) .... 296 46
Convalescent Hospital ......... 223 4
Medical Battalion (Motorized).......cccccoviriieeeeeeeiiniiieeeeeecinneee e eeeeneeees 465 3

Source: Adapted by authors from Troop Movements and Training Branch, Operations Division,

OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, chart A.

By the time ETOUSA completed its
final troop lists, the buildup already
was under way, guided by the earlier
tentative statements of requirements.
The number of American soldiers in
Great Britain increased from 122,000
in January 1943 to 773,000 at the end
of the year. Initially Air Force units
predominated in the transatlantic

ETOUSA, Annual Rpt, 1944, pp. 6-9 and charts A,
B, C; Larkey “Hist,” ch. 4, pp. 18-20. For the ques-
tions of field hospitals, see file HD 024 ETO O/CS
(Hawley-SGO Corresp), November-December 1943.

flow; later in the year SOS organiza-
tions received precedence. The
ground forces, which would be
needed last, built up more slowly,
with only five divisions arriving in
1943. Medical troop strength in-
creased at about the same rate as that
of the theater as a whole, from 10,000
officers and men (6,700 of them in
the SOS) in January to over 65,000
(31,000 in the SOS) in December.
Medical forces continued to build up
rapidly during the first half of 1944,
with the arrival of large numbers of
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field units paralleling the now rapid
influx of ground combat troops.?
Medical units arriving from the
United States came under the over-
sight of the Troop Movements and
Training Branch of Hawley’s Oper-
ations Division. This branch request-
ed orders from the theater G-3 as-
signing each new unit to a major
command, and, in the case of SOS
units, to a base section. Non-SOS
medical units received their final duty
assignments from Air Force or lIst
Army Group headquarters. The
Troop Movements and Training
Branch also proposed changes in the
unit shipment schedule when neces-
sary, for example, to advance the ar-
rival of urgently needed depot com-
panies for the Supply Division; and it
kept the base sections, which were re-
sponsible for moving and housing de-
barking units, informed of the organi-
zations they could expect to receive.'®
Typically, European Theater medi-
cal units disembarked at Scottish,
western English, or Welsh ports and
then moved by train to their assigned
locations. Until the final inrush of
units before D-Day most general and
station hospitals spent time in tempo-
rary billets awaiting either completion

°For strength, see McMinn and Levin, Personnel,
pp. 308-11; slightly different figures are given in
Personnel Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1943, p. 11. For general progress of
the buildup, see Ruppenthal, Logistical Support,
1:130-32 and 231-40, and Matloff, Strategic Planning,
pp. 551-52. Encl. 8 of Troop Movements and
Training Branch, Operations Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1944, details the unit
types arriving in 1944,

1Troop Movements and Training Branch, Oper-
ations Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, pp. 9, 11, 13. Memos, Lt Col J. B.
Mason, MC, to Surgs, Western and Southern Base
Sections, 10 Aug 43, file 320.2 (Strength), are ex-
amples of advance information to base sections.
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of their plants or instructions to take
over an already operating hospital.
The Western Base Section, which re-
ceived most newly arrived hospitals,
quartered them in towns and canton-
ments around Llandudno, Wales.
Here, the units underwent orientation
to the theater and preliminary profes-
sional evaluation of their staffs, under
supervision of the Western Base Sec-
tion surgeon. While awaiting perma-
nent assignments, medical officers,
nurses, and enlisted men lived in
hutted camps or were billeted with
British families. A nurse who entered
Britain early in 1944 with the 48th
General Hospital recalled: “The po-
liceman took a group of you and
walked down the street and said, ‘One
goes here and two goes there,” and
you walked into a stranger’s house
and that’s where you stayed for about
a month.” 1

Since the beginning of mobilization
in 1940, the Office of the Surgeon
General had fought, in the main suc-
cessfully, for the activation of enough
medical units of all types for the ex-
panding Army. As a result of these ef-
forts, the units required for the ETO
medical troop basis became available
in the United States at about the
same rate as the forces they were to
support.'? Nevertheless, as the build-
up proceeded, General Hawley had to
cope with several persistent manpow-
er problems. By D-Day, shortages of
key personnel had begun to develop,
most resulting from Army-wide—even

1 Quotation from Brown Interv, 1979, CMH. See
also Surg, Western Base Section, Rpt, 1 Jan-31 Aug
44, pp. 2-3.

2For development of the overall Army medical

troop_basis, see Smith, Hospitalization and Evacuation,
pp.|38-39|and [149-51.



MEDICAL PERSONNEL ENJOYING THE AMENITIES OF BRITISH LIFE.
A soldier bicycles through the countryside and nurses take tea in a garden.
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nationwide—conditions. While these
shortages had little effect on invasion
preparations, they were warning sig-
nals of greater difficulties to come as
the campaign progressed.

The chief surgeon labored with
only partial success to meet apparent-
ly limitless demands for medical offi-
cers and enlisted men not attached to
T/O units. He needed these casuals
to staff his own office and those of
the base section surgeons; to operate
convalescent facilities and the central
dental laboratory and blood bank; to
staff various theater schools; and to
reinforce hospital units whose bed ca-
pacities were being expanded. In ad-
dition, many nonmedical units, espe-
cially of the other technical services,
arrived without T/O medical detach-
ments and had to be provided with
first-echelon support. Finally, in early
1944, General Hawley had to find still
more personnel for new Communica-
tions Zone staffs being formed to
complete logistics plans for the inva-
sion. To meet these requirements,
Hawley continually pressed theater
headquarters and the Office of the
Surgeon General for larger allotments
of casuals. By 1 April 1944 his allow-
ance of such personnel had grown to
362 officers and 1,348 enlisted men—
still not enough for all the jobs to be
filled. Hawley also asked for 100
eleven-man medical sections, to be at-
tached to orgamzations that lacked
their own doctors and aidmen. He
eventually received only 75, added to
the SOS medical troop basis. Re-
quirements continually outstripped
the supply of both individual casuals
and organized detachments, forcing
constant borrowing of people from
hospitals and other umts. The chief
of the Personnel Division observed
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late in 1943: “Peter must necessarily
be robbed to pay Paul, Peter in each
instance being a T/O unit.”” 3

Compounding the shortage of non-
T/O casuals, the ETO medical service
had difficulty obtaining sufficient re-
placements, especially of doctors,
from the United States. In January
1943 the SOS G-1 put into effect the
supply service’s first system for requi-
sitioning replacements. Under it, each
chief of a technical service submitted
a monthly request for people to fill
existing shortages in both T/O and
non-T/O organizations. This system
produced few people from the United
States before the theater terminated it
in June, along with all manpower req-
uisitioning, in an effort to stabilize
the personnel situation. Early in
August the Services of Supply trans-
ferred to the base sections responsi-
bility for securing replacements for
their subordinate units. At the same
time it began calling in advance for
people from the United States on the
basis of a standard attrition rate for
each technical service, derived from
expected troop strength and from
World War I loss rates.

This method, like the earlier one,
produced few medical officer replace-
ments. Of 130 Medical Corps (MC)
officer requests for the Services of

13 Quotation from Personnel Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943, pp. 9-10.
See also ibid., pp. 5-6, 21, app. B (4); ibid., 1944, p.
12; Operations Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1943, pp. 19-20; Troop Movements
and Training Branch, Operations Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, p. 39;
Hawley Planning Directive No. 15, 22 July 43; and
Memo, Hawley to CofAdmin, SOS, 3 Aug 43, both
in file HD 024 ETO O/CS (Operational and Plan-
ning Directives); McMinn and Levin, Personnel, p.
103. For discussion of the problem of detachments,
see file 320.2 (Strength).



MEDICS IN BRITAIN

Supply during October, November,
and December 1943, none had ar-
rived or was under orders to the Eu-
ropean Theater as the year ended.
Replacements for Dental Corps and
Sanitary Corps officers, nurses, and
enlisted men came in at a better rate,
but still in smaller numbers than were
needed. The situation improved not
at all in the following year, especially
for medical officers. Shipments of
doctors, as a percentage of their num-
bers in the theater, actually declined
during 1944 from the already inad-
equate 1943 level. Losses, in static
service in Great Britain, fortunately
were far below the rates on which re-
placement requisitions were calculat-
ed, but the diminishing trickle in the
pipeline meant that the theater would
have to rely primarily on its own re-
sources to fill in for combat casual-
ties. ™

The dearth of medical officer re-
placements was only one manifesta-
tion of a general shortage of doctors
throughout the Army. By late 1943
the Army Medical Department
claimed to need about 9,000 more
doctors than were available to it, with
the most severe shortages in surgical
and other specialists. Surgeon Gener-
al Kirk resorted to a variety of expedi-
ents to stretch the available trained
professional manpower. During early
1944, for example, the War Depart-
ment began sending hospitals over-
seas with general practitioners in
place of some specialists called for by
the tables of organization, on the as-
sumption that the theaters could bal-

14Personnel Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1943, pp. 6-7, app. G, pp. 1-2 and
encl. 3; ibid., 1944, p. 6; McMinn and Levin, Person-
nel, pp. 297-98 and 303-05.
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ance these staffs through transfers
from other better-manned units.

In the case of the European Thea-
ter this assumption was correct. Gen-
eral Hawley possessed a rich pool of
talent in his many affiliated hospitals
and had begun raiding these units
during 1943 to obtain chiefs of ser-
vice for weaker hospitals. He enlarged
upon this practice in the spring of
1944, as the new, inadequately staffed
units began to arrive. Hawley’s Per-
sonnel Division and consultants facili-
tated the process by developing a file
of machine-readable records detailing
the training and qualifications of each
MC officer. The chief surgeon over-
came the affiliated units’ objection to
the breakup of their close-knit staffs
by ensuring that transfer meant pro-
motion for every affected officer.
Eventually, professionally well-en-
dowed affiliated hospitals, such as
Harvard’s 5th General Hospital took
pride in the number of executive offi-
cers and chiefs of service they fur-
nished to other organizations.®

In late 1943, at Surgeon General
Kirk’s suggestions, the War Depart-
ment began assigning Medical Admin-
istrative Corps (MAC) officers, of
whom there was an ample supply, to

5For dimensions of the physician shortage and
expedients for overcoming it, see Ma) Gen Albert
W. Kenner, MC, et al.,, Report of Medical Depart-
ment Personnel Board, 25 Oct 43, file HD 334;
McMinn and Levin, Personnel, p. 316; Ltr, Hawley to
TSG, 29 Jul 43, file HD 024 ETO O/CS (Hawley-
SGO Corresp), and other letters in same collection,
November 1943-May 1944; Personnel Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, pp.
1-2, 7-8, app. D, p. 1; Mins, 17th and 21st Meetings
of Base Section Surgeons, 13 Mar 44, p. 2, and 8
May 44, p. 7, file HD 337. Middleton Interv, 1968-
69, vol. 1, pp. 209-13, NLM, describes the reaction
of the 5th General Hospital to transfers. See also
Hawley Interv, 1962, pp. 26-28, CMH.
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replace one surgeon in each battalion
and fill as many other former MC
slots as did not absolutely require
doctors. General Hawley welcomed
this policy and hoped to use the MC
officers thereby released as a general
theater reserve and replacement pool.
The number of MAC officers in the
European Theater grew from under
900 in November 1943—when the
substitution policy went into effect—
to over 2,400 by D-Day, but most of
them arrived too late to be integrated
into units before the invasion. When
they finally entered service, the MC
officers they relieved barely sufficed
to replace current combat losses. ¢

As D-Day approached, a nurse
shortage was in prospect, the result,
like the doctor shortage, of recruiting
difficulties in the United States. The
Army Medical Department, anticipat-
ing a worldwide lack of nurses, re-
duced the T/O complements of its
fixed hospitals and announced plans
to send units overseas without nurses
to absorb the paper surpluses thereby
created in the theaters. Accordingly,
under instructions from theater head-
quarters, General Hawley in May
1944 began cutting the nursing force
of each of his general hospitals from
100 to 83 in order to staff twelve gen-
eral hospitals coming over with no
nurses. Base section chief nurses pre-
pared lists of women for transfer to
the new units, except for key special-
ties selecting them by lot to prevent
hospitals from dumping their undesir-
ables. Nurses from units long in the

8Ltrs, TSG to Hawley, 3 Nov and 3 Dec 43, and
Hawley to TSG, 13 Dec 43, file HD 024 ETO O/CS
(Hawley-SGO  Corresp); Personnel Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, pp.
8-9; War Department, Strength of the Army, 30 Nov
43, 30 Jun 44.
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theater and earmarked for early
movement to France bitterly resented
these transfers, but the process went
inexorably forward. The 10,500
nurses on hand at D-Day were
enough to meet immediate require-
ments, but General Hawley had to an-
ticipate strains on a limited force and
further T/O reductions as the cam-
paign developed.?

As the troop buildup accelerated,
one category of theater medical man-
power diminished in relative impor-
tance if not in absolute numbers.
During the TorcH preparations Gen-
eral Hawley had encouraged Army
hospitals to employ British civilians to
replace military personnel detached
for North African service. By mid-
1943 over 500 British laborers, secre-
taries, and telephone operators were
working in American hospitals, as
were a few medical professionals, in-
cluding 4 women contract doctors.
While useful as a temporary expedi-
ent, this policy was military undesir-
able, because a hospital heavily
staffed with local employees would
lose much of its labor force whenever
it moved. The British, at the same
time, objected to the Americans’ re-
moval from their economy of scarce,
vitally needed workers. With military
personnel now available to replace
many of the civilians, Hawley’s Per-
sonnel Division, in conjunction with
the British Ministry of Labor and War
Office, issued on 11 September 1943

T7Ltr, Lt Gen Eisenhower to CGs and Base Sec-
tion Cdrs, 19 May 44, sub: Release of Nurses From
General Hospitals, file HD 024 ETO CS (Hawley
Chron); Mins, 23d Meeting of Base Section Sur-
geons, 5 Jun 44, p. 3, file HD 337; Hawley Speech
on Nurse Shortage, 4 Jan 45, file HD 024 ETO
0O/CS (Medical Organization in ETO).
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new guidelines that sharply restricted
the number of local workers in each
type of American Army hospitals. A
1,000-bed general hospital, for exam-
ple, could hire no more than 32 Eng-
lishmen. In all hospitals civilians
could perform only nonmedical tasks,
such as manning telephone switch-
boards and operating sewage treat-
ment and boiler plants. In response
to this directive Army hospitals rapid-
ly reduced their civilian labor compo-
nents. In May 1943 the theater medi-
cal service included 1 hired civilian
for every 7.5 enlisted men; by Decem-
ber, although the total number of
British employees had risen to 986,
their share of the work force had de-
clined to 1 per 22 medical soldiers.!®

By 31 May 1944, in spite of immi-
nent shortages of doctors and nurses,
nagging demands for casuals, and the
unsatisfactory replacement flow, the
medical service, like the rest of
ETOUSA, substantially had met its
first-phase  buildup goals. About
133,000 medical officers, nurses, and
enlisted men were in Great Britain,
preparing for their multifarious D-Day
tasks. Of these personnel some
71,000 belonged to SOS units, an-
other 49,000 were with the ground
armies, and the remainder supported
the air forces. The theater still fell
short (by 35) of its authorized Medi-
cal Corps officer strength. The Dental
Corps also lacked its full complement,

¥ Personnel Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1943, p. 4 and app. E. The 11 Septem-
ber 1943 directive emphasized use of British work-
ers in maintenance and plant operation because
they were familiar with the intricacies and idiosyn-
cracies of the largely British-built hospitals. In the
same manner, it was thought British telephone op-
erators had a better chance of placing calls success-
fully in their own country’s telephone system.
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while the Veterinary Corps, Sanitary
Corps, and Medical Administrative
Corps were over strength, as was the
Army Nurse Corps (by virtue of the
reduction in general hospital staffs).®

The Status of Nurses

The morale and welfare of ETO
nurses received considerable com-
mand attention during the BoLERrRO
personnel buildup. According to Lt.
Col. Margaret E. Aaron, the Army
Nurse Corps (ANC) representative in
General Hawley’s office, ANC officers
“were not a very happy group” at the
outset of theater operations. Mostly
young and new to the Army, the
women found themselves bewildered
and homesick in a strange country.
Wearing uniforms and work dresses
ill-adapted to the cold, damp climate,
and minimally heated buildings, they
suffered a high rate of colds, flu, and
pneumonia. Many nurses, lacking
enough work to keep them occupied
in the partially filled hospitals, ap-
plied for transfer to Mediterranean
bound units in search of more inter-
esting and professionally useful activi-
ty.20

Lieutenant Colonel Aaron and her
successor as chief of the Nursing Divi-
sion, Lt. Col. Ida W. Danielson, la-
bored to improve nurses’ morale and
professional performance, assisted by
a gradually expanding number of
base section, army, and hospital
center chiefs of nursing. Training, in

SPersonnel Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, app. D, pp. 1-2; Larkey “Hist,”
ch. 8, pp. 27-28; McMinn and Levin, Personnel, pp.
105-07.

20““Med Svc Hist, 1942-43,” p. 60, file HD 314.7-
2 ETO.
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Lt. CoL. IpDA W. DANIELSON

hospitals and at the theater Army
Nurse Corps School,? filled idle time
and acquainted nurses with their mili-
tary duties. Both the theater medical
service and the Red Cross furnished
recreational facilities. The Red Cross,
for example, set up a commodious
London club for nurses on leave. The
arrival of warmer weather and gradual
adjustment to the climate helped
reduce the nurses’ sick rate, as did
the issue of more serviceable uni-
forms. Shortages and inadequacies in
clothing, however, plagued ETO
nurses throughout the war. Over half
the nurses did not receive the olive-
drab general service uniform, intro-
duced early in 1943 to replace the

21 The theater Army Nurse Corps School is dis-
cussed later in this chapter.

EUROPEAN THEATER OF OPERATIONS

prewar blue in which most of them
arrived in the theater, until well into
1944. The campaign in France was
long under way before the Quarter-
master Department could provide an
adequate nurses field uniform.??

The chief surgeon, at the urging of
Surgeon General Kirk, tried to give
his nurses more rank. This was possi-
ble as the result of congressional
action in 1942, which, besides sub-
stantially equalizing the pay and al-
lowances of nurses and male officers
in the same grades, for the first time
allowed advancement of significant
numbers of nurses to ranks higher
than that of first lieutenant.?®> Hawley
welcomed the opportunity to promote
his nurses, as a way of recognizing
the importance of their services and

2“Med Svc Hist, 1942-43,” pp. 59-63, file HD
314.7-2 ETO; Pauline E. Maxwell, “History of the
Army Nurse Corps, 1775-1948" (hereafter cited as
“ANC Hist”), ch. XI, pp. 11-13 and 83-86, CMH.
For continuing clothing problems, see Ltr, Lt Col
M. G. Phillips, ANC, to Lt Col Danielson, 2 Feb 45
and Memo, Maj Gen Littejohn to TSG, 21 Mar 45,
sub: Purchase of Nurses’ Clothing in United King-
dom, both in March 1945 Reading File, Robert M.
Littlejohn Papers, MHI.

23 Nurses since the end of World War I had pos-
sessed “‘relative rank,” which meant that they had
military titles, the right to wear officer insignia, and
limited command authority; however, until 1942
they were not entitled to pay and allowances equal
to those of male officers. Congress acted in 1942
under pressure from the Army Medical Department
and civiian nursing organizations. It authorized
promotion of nurses to the relative ranks of major
and lieutenant colonel, whereas previously advance-
ment—except for the War Department superintend-
ent of nurses and her assistant—had been limited to
captain. With well over 90 percent of all nurses in
1942 holding the rank of second lieutenant, the sur-
geon general, under political pressure to accelerate
promotion, increased the number of higher nurse
grades in hospital tables of organization, urged the
theaters to fill these vacancies rapidly, and set
quotas for increasing the total number of nurses
above the rank of second lieutenant. See McMinn
and Levin, Personnel, pp. 462-64, and Maxwell,
“ANC Hist,” ch. VIII, pp. 47-65, CMH.
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NURSES OF THE 250TH STaTiON HOSPITAL

responsibilities. Furthermore, the new
policy would place U.S. Army nurses
on a more nearly equal footing with
their British counterparts of Queen
Alexandra’s Imperial Military Nursing
Service, who held full commissioned
officer status, generally at higher
grades than those of American nurses
in comparable positions. However, in
line with his overall approach to ofh-
cer promotions, Hawley resisted the
indiscriminate  bestowal of higher
rank. He declared: “T/O vacancy is
no excuse for promotion. I think of
nurses the same as I think of an offi-
cer. They must be very good to reach
the grade of lieutenant colonel. I am
going to disapprove all wholesale pro-

motions.” In response to continued
prodding from the surgeon general
and from Colonel Danielson, Hawley
encouraged hospital commanders to
recommend for promotion to first
lieutenant all properly qualified
nurses who met a theater minimum
requirement of seven months in grade
and three months in a single position
with a performance rating of Excel-
lent. He also used some of the addi-
tional hospital field-grade slots to
give his base section chief nurses rank
commensurate with their responsibil-
ities 2

% Quotation from Mins, 10th Meeting of Base

Section Surgeons, 6 Dec 43, p. 5, file HD 337. See

Contnued
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Under these guidelines ETO nurses
gradually acquired more rank. The
percentage of nurses in grades above
that of second lieutenant increased
from 4.4 in January 1944 to 11.6 in
June, including in the latter month 1
lieutenant colonel, 14 majors, 133
captains, and 1,067 first lieutenants.
By the end of the year 21 percent of
all nurses were above second lieuten-
ant, a proportion still short of the
surgeon general’s suggested maxi-
mum of 30 percent. In most units,
nevertheless, nurse ranks remained
low. A general hospital nurse remem-
bered: “Our chief nurse was a
captain. . . . Most were second lieu-
tenants, a few were first. And our unit
was overseas about a year before any-
body got promoted.” In spite of rela-
tively slow promotions the Nursing
Division chief expressed satisfaction
with the military position of ETO
nurses. After Congress, in July 1944,
granted nurses full officer status for
the duration, Colonel Danielson com-
mented: “The change in official status
has had no material effect upon the
actual status of nurses in this theater.
They have been treated as officers
and have been expected to act and
behave as officers.” %

also ibid. for 14th, 15th, and 19th, respectively 31
Jan, 14 Feb, and 10 Apr 44, same file; Ltr, Hawley
to TSG, 16 Jun 44, file HD 024 ETO O/CS
(Hawley-SGO Corresp). For Hawley’s general pro-
motion policy, see Notes of Speech Made by Gener-
al Hawley at Command and Staff Conference, 1 Feb
44, in Hawley Papers, MHI; in same collection, see
Ltr, Hawley to Brig Gen W. B. Smith, 14 Nov 42,
box 2. Crew, AMS, Administration, 2:15, details the
position of British Army nurses.

2 First quotation from Brown Interv, 1979, CMH.
Second quotation from Nursing Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1944, p. 22; for promo-
tion statistics, see p. 20 and encl. 13.
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Black Medics in the ETO

The ETO medical service included
a modest contingent of black officers,
nurses, and enlisted men. Although
the Army Medical Department, fol-
lowing general War Department
policy, enlisted blacks in rough pro-
portion to their total numbers mobi-
lized,?® General Hawley was less than
forthcoming about employing blacks,
especially medical professionals, in
his theater. He considered such per-
sonnel too few to remedy significantly
any of his manpower shortages. In ad-
dition, the presence of commissioned
black doctors and nurses—given the
white racial attitudes of the time
which Hawley showed no inclination
to challenge—would create uncom-
fortable social and administrative
problems. Hence, from the beginning
of BoLERO in mid-1942 Hawley reject-
ed the surgeon general’s offer of all-
black hospital units, arguing that they
could not care efficiently for the
ETO’s widely dispersed black troops
and could not be employed for any
other purpose. As a result of Haw-
ley’s policy, most of the 150 black
medical officers and 5,300 enlisted
men who eventually arrived in the
theater served either in the medical

26 The Medical Department employed its limited
complement of black doctors and nurses in a few
all-black hospitals and in black wards of white sta-
tion hospitals. The majority of Medical Department
blacks went into ambulance and sanitary companies,
the latter units functioning essentially as labor
troops. All-black hospital units were deployed over-
seas during the war, in Libena, the Southwest Pacif-
ic, and the China-Burma-India Theater. See Ulysses
Lee, The Employment of Negro Troops, U.S. Army in
World War 1I (Washington, D.C.: Office of the
Chief of Military History, Department of the Army,
1966), ch. XX and pp. 130-31 and 196-97; and
McMinn and Levin, Personnel, pp. 317-24 and 411-
12.
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BrLack MEDICS PREPARE FOR EvVACUATING CASUALTIES

detachments of segregated combat
and support units or in the ten black
ambulance and seventeen sanitary
companies.

The one major exception to this
rule was a group of 63 black nurses.
General Hawley accepted these
women in May 1944, at the personal
request of General Kirk who was
under political pressure to send more
blacks overseas. The nurses reached
Great Britain in July. After training at
the theater ANC school, they began
work in September at the 168th Sta-
tion Hospital, a 1,700-bed faaility
near Manchester, then caring for
wounded German prisoners. The
nurses performed satisfactorily in the
white-officered 168th, but their expe-

rience was far from happy. The offi-
cers complained that the women were
less efficient and required more su-
pervision than a comparable number
of white nurses. Conducting an offi-
cial inspection, a black officer found
that the black nurses ‘““feel that they
are a separate group, set apart for a
particular type of service, and have
little hope for advancement or any
variation in the type of service they
are performing.” Sadly, that was in
fact the case, not only for the nurses
of the 168th but for the theater’s
other black medics as well.??

*? Quotation from Memo, Brig Gen B. O. Davis to
Maj Gen C. H. Bonesteel, 21 Feb 45, sub: Special

Cantinued
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Hospitals at Work

Until mid-1944 station and general
hospitals in the United Kingdom, ac-
cording to Colonel Darnall, the Hos-
pitalization Division chief, were “op-
erating in a rather inactive theater.”
They treated the diseases and acci-
dental injuries of troops in garrison
and training camp and carried on a
large outpatient service for neighbor-
ing units. Especially in the Eastern
Base Section, hospitals received a
modest but steady flow of Eighth Air
Force combat casualties—bomber
crewmen with burns and bullet-and-
shell fragment wounds. These casual-
ties arrived at an average rate of
about 90 a month during 1943 and
then rose to some 800 a month in the
first half of 1944, as Air Force
strength increased and aerial combat
intensified. Under an agreement be-
tween General Hawley and the direc-
tor of the Emergency Medical Ser-
vices, station and general hospitals
organized emergency surgical teams
to assist nearby British military and
EMS hospitals in air raids and other
disasters and made plans for receiving
mass civilian casualties. The hospitals
never had to carry out these plans.
German bombing continued sporadi-
cally throughout the buildup, but

Inspection 168th Station Hospital, file ETO 322.15.
For additional information on the black nurses, see
168th Station Hospital Annual Rpt, 1944, and
Interv, ETO with 1st Lt Dorothy Smith, ANC (here-
after cited as Smith Interv), 12 Dec 44, box 220, RG
112, NARA. For black numbers, see War Depart-
ment, Strength of the Army, 1 May 45, p. 50. Hawley’s
suggested answer to AGWAR cable on 4 Jan 44 is in
file HD 024 ETO CS (Hawley Chron). See also Lutr,
TSG to Hawley, 16 May 44, file 291.2 ETO (Negro
Personnel, ANC).
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British resources more than sufficed
to care for the injured.?®

U.S. Army hospitals themselves un-
derwent only two German bombings,
both of them in 1944. At 0100 on 19
April a 2,400-pound bomb fell on the
121st Station Hospital, a 834-bed unit
near Braintree. The explosion de-
stroyed or damaged fifteen Nissen
huts, slightly injured twenty-five staff
and patients, and temporarily put 280
beds out of service; but the hospital
remained in operation. In the second
incident, on 29 July, a pilotless V-1
exploded in a field close to the Ist
General Hospital at North Mimms,
wrecking thirty-five huts in the enlist-
ed men’s living area. Fortunately, the
bomb hit during the work day when
the area was almost deserted; only
twelve medical soldiers suffered
minor injuries. This hospital, also,
kept on with its normal activities
during repairs. In both cases medical
officers attributed the limited casual-
ties and damage to the sturdiness of
the Nissen hut. The Americans re-
garded these bombings as accidental.
German pilots generally seemed to
avoid hospitals, which were not cam-

% Quotation from Hospitalization  Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, p. 21.
For outpatient services, see Professional Services Di-
vision, OofCSurg, HQ, ETOUSA, Annual Rpt,
1944, Otolaryngology Consultant sec., p. 2; and
Mins, 15th Meeting of Base Section Surgeons, 14
Feb 44, p. 2, file HD 337. For AAF casualdes, see
Link and Coleman, AAF Medical Support, pp. 692 and
699, and Interv, OSG with Maj Ralph Soto-Hall, MC
(hereafter cited as Soto-Hall Interv), 29 Jun 44, box
219, RG 112, NARA. On plans to aid the British,
see Ltr, Hawley to Prof F. R, Fraser, 3 Nov 42; and
Memo, Col J. H. McNinch, MC, to All Base Section
Surgs and Cdrs, U.S. Army Hospitals, 14 Sep 43,
sub: Emergency Medical Assistance o EMS and
British Military Hospitals, both in file ETO 700.1
(Misc Medical Service).
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ouflaged and by their distinctive
layout were easy to spot from the air
even though the British did not
permit them to display Red Cross
markers.??

With their light patient load, hospi-
tals in the United Kingdom devoted
much attention to research. Staff doc-
tors, in close cooperation with Gener-
al Hawley’s consultants, studied the
prevention and treatment of militarily
important diseases, the surgical repair
of wounds, and the properties and ef-
fects of new drugs. Often, they col-
laborated with British colleagues or
drew upon British research and war
experience. General Hawley regularly
incorporated the results of his peo-
ple’s research directly into clinical
and administrative policies.3°

The interaction between research,
policy, and administration was espe-
cially evident in the case of penicillin,
in 1942 a scarce antibiotic of unex-
plored but probably great potency.
ETO penicillin investigations cen-
tered at the 2d General Hospital, lo-
cated n-ar the Oxford laboratory of
Professor Howard Florey. Florey
during the late 1930s had developed
a method for producing penicillin in
substantial quantities and had pio-
neered in clinical trials of the drug. In

¥ Hospitalization  Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, p. 13; Darnall, “Hos-
pitalization,” p. 435; Memo, Hospitalization Division
to DepCSurg (Cheltenham), 22 Jul 43, HospDiv-
GenCorresp, 1943, file HD 312 ETO. The British
forbade display of the Red Cross markers to prevent
the Germans from using them to orient themselves
in attacking nearby legitimate military targets. U.S.
Army hospitals on the Continent would suffer much
reater damage from enemy action. See Chapters
ﬁ]and of this volume.
3For a summary of research efforts, see Profes-
sional Services Division, OofCSurg, HQ, ETOUSA,
Annual Rpts, 1943 and 1944.
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mid-1942 Lt. Col. Rudolph N. Schul-
linger, chief of Surgical Service at the
2d General Hospital, met Professor
Florey at an Oxford University recep-
tion. This acquaintanceship led to
visits by Schullinger, and later Chief
Consultant in Medicine Colonel Mid-
dleton, to Florey’s laboratory and also
to research collaboration between
Schullinger and the British scientist.
As part of Florey’s team Schullinger
observed and reported to Professional
Services on British military and civil-
1an use of penicillin. The ETO medics
began their own penicillin tests after
General Hawley, in May 1943, pro-
cured from the United States the the-
ater’s first 18 million units of the
drug, early fruits of a recently under-
taken mass-production effort. Hawley
sent all but 2 million units—given to
the Soviet Union as a medical good-
will gesture—to the 2d General Hos-
pital for use in clinical investigations.

To direct experiments, and to over-
see administration of the drug to the
first American patients, Hawley ap-
pointed a board that included Chief
Consultant in Surgery Colonel Cutler;
Colonels Middleton and Schullinger;
and the chiefs of Medical and Labora-
tory Service at the 2d General Hospi-
tal. Under a policy worked out by
Hawley and Cutler, hospitals used
penicillin to treat American soldiers
with gas gangrene and other life-
threatening infections, and the board
carefully observed the results. As ad-
ditional penicillin arrived from the
United States, Cutler in September
began experimenting with local appli-
cation of the antibiotic during initial
surgical treatment of the wounds of
Eighth Air Force battle casualties, to
determine if such use in front-line
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surgery would prevent or reduce in-
fection. Besides supervising these
clinical trials, the board trained offi-
cers form Army general hospitals in
what was then known about the use
and storage of penicillin, so as to
have in each installation at least one
doctor acquainted with the new anti-
biotic.?!

In late 1943 Surgeon General Kirk
was able to promise the European
Theater regular penicillin shipments
of 100 million or more units per
month from the expanding American
production. With a steady supply thus
assured, General Hawley on 7 Decem-
ber authorized the issue of penicillin
to all general and two station hospi-
tals. General hospitals, the staffs of
which had been trained in penicillin
therapy at the 2d General Hospital,
now were to instruct the surgical,
medical, and laboratory chiefs of
neighboring hospitals in preservation
and administration of the drug. While
he distributed penicillin widely, the
chief surgeon restricted its use to pa-
tients with life-threatening or persist-
ent infections and to those with sulfa-
resistant venereal diseases—priorities
suggested by the surgeon general for
all theaters. Hawley threatened disci-

31U.S. penicillin research and mass production
began after a 1941 visit of Professor Florey to
America. See Wesley W. Spink, Infectious Diseases:
Prevention and Treatment in the Nineteenth and Twentieth
Centurtes (Minneapolis, Minn.: University of Minne-
sota Press, 1978), pp 89-100; Carter, ed., Surgical
Consultants, 2:68-69 and 133-46; Havens, ed., Medi-
cal Consultants, 1:265-66; Professional Services Divi-
sion, OofCSurg, HQ, ETOUSA, Annual Rpt, 1943,
p. 7; Col E. C. Cuder, Lt Col P. C. Morton, and Maj
J. W. Sandusky, “Observations on the Prophylactic
Use of Penicillin in the Wounds of Aerial Warfare,”
ex. H, Chief Consultant in Surgery sec., Professional
Services Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944; Middleton Interv, 1968-69, vol. 1, pp.
218-20, NLM.
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plinary action against any doctor who
diverted the antibiotic to unauthor-
ized treatments or experiments, de-
claring that “even as we widen its use,
we must control its use. Otherwise,
some damn fools are going to waste it
trying it on ingrowing toenails so that
they can write a paper on it.”” Colonel
Cutler in April 1944 completed plans
for using penicillin as a prophylactic
in forward surgery, although he ex-
pressed his “firm conviction . . . that
surgery will be responsible for 95 per
cent of the success or failure in battle
casualties.” 32

Professional societies and meetings,
strongly encouraged by the chief sur-
geon as a means of keeping up
morale and disseminating useful
knowledge, proliferated among ETO
doctors during the months of the
buildup. Much of this activity was
international in character. For exam-
ple, in mid-1942, Colonel Cutler
helped start the Inter-Allied Confer-
ence on War Medicine and Surgery,

*First quotation from Ltr, Hawley to Brig Gen
Fred W. Rankin, 16 Feb 44. Second quotation from
Lir, Cuder to Rankin, 25 Apr 44. Both in file HD
024 ETO O/CS (Hawley-SGO Corresp). See this
source, September-December 1943, for a running
account of the development of penicillin supplies
and policy. See also Memo, Col Kimbrough to
DepCSurg (Cheltenham), 13 Nov 43, file HD 024
ETO O/CS (Spruit Policy Notebook); Professional
Services Division, OofCSurg, HQ, ETOUSA, Annual
Rpts, 1943, p. 7, and 1944, pp. 6 and 8; Carter, ed.,
Surgical Consultants, 2:142-45; Mins, 13th, 14th, and
15th Meetings of Base Section Surgeons, respective-
ly, 17 Jan, 31 Jan, and 14 Feb 44, file HD 337.
Before the advent of sulfa drugs, treatment of gon-
orrhea and other venereal diseases had been
lengthy and painful for the patient, keeping men
away from duty for long periods and requiring
much hospital space, staff, and equipment. The use
of sulfa and penicillin for a faster, simpler cure
greatly reduced both the logistics burden on the
theater medical service and the Army’s noneffective
rate. See Haven, ed., Medical Consultants, 1:24-25;



MEDICS IN BRITAIN

which brought American doctors to-
gether with British colleagues and
with the exiled medical elite of occu-
pied Europe. At least 100 American
medical officers attended each of the
society’s conferences, held in London
under sponsorship of the Royal Socie-
ty of Medicine, to hear papers and
enjoy cocktail hours and dinners.
British medical associations accepted
Americans into membership. They
opened their meetings and their li-
braries to their American colleagues.
Hawley’s senior consultants met regu-
larly with their British counterparts,
and the chief surgeon hosted occa-
sional dinners at which American offi-
cers mingled with distinguished Brit-
ish medical men.33

In July 1943, at General Hawley’s
suggestion, U.S. Army doctors
formed their own European Theater
of Operations Medical Society, of
which all Army MC officers were aut-
matically members. At first, the entire
membership met once a month at a
particular general hospital for papers,
ward rounds, and lunch. As the thea-
ter expanded in late 1943, the organi-
zation perforce broke down into base
section branches, each of which car-
ried on its own social and profession-
al program. Dentists and veterinarians
established similar. theater and base
section associations. Local activities
abounded. Station and general hospi-
tals, for example, organized frequent
clinical and pathological conferences
open to medical officers of neighbor-

33Maj Gen Sir H. L. Tidy, ed., Inter-Allied Confer-
ence on War Medicine, 1942-1945 (London: Staples
Press, 1947), pp. 12-15 and passim; Middleton
Interv, 1968-69, vol. 1, pp. 199-201, 225-27, 231,
NLM; Professional Services Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943, pp. 12-13;
Hawley Papers, MHI, passim.
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ing hospitals and units. The contribu-
tion to the war effort of this constant
round of professional conferences
and soaalizing was difficult to meas-
ure, but it promoted the sharing of
knowledge and experiences and fos-
tered acquaintanceships that eased
working relationships among Army
medical officers and between the
latter and their British colleagues.3*

ETO hospitals made the most of
the time and relative leisure afforded
them by the long wait for the begin-
ning of full-scale combat. In March
1944 Surgeon General Kirk, after
touring theater hospitals in the course
of the presidentally directed review of
Air Force patient care, expressed high
praise for what he had seen. Patients
in the European Theater, he told
Hawley,

are receiving superb treatment as a result
of professional efficiency and individual
care. . . . Surgical pavillions are well
planned, the wards bright, cheerful and
immaculate in cleanliness. Your General
Medical Laboratory, dental clinic and lab-
oratories, both fixed and mobile, are
ideal. The research work that is being
carried on is outstanding. . . . We are as-
sured that the Medical Department will
be ready to do its job on D-Day.3*

Organizing the Dental Service

In hospitals and unit medical de-
tachments the ETO dental service
conducted its own buildup, coped
with its own problems, and contribut-

3¢ American Medical Society, ETO, memoranda
and meeting programs, various dates, box 3, Hawley
Papers, MHI; Hawley Interv, 1962, p. 49, CMH;
Surg, Northern Ireland Base Section, Annual Rpt,
1944, p. 4; Surg, XIX Corps, Annual Rpt, 1944,
p- 2.
3 Ltr, TSG to Hawley, 19 Mar 44, file HD 024
ETO O/CS (Hawley-SGO Corresp).
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ed its own technical innovations.
Throughout BorLeEro the Dental
Corps labored under a shortage of of-
ficers, especially in unit detachments.
The corps was still about 10 percent
understrength in late 1944, although
the bulk of vacant positions now were
in general hospitals. In the early
month of BoLERO dentists often
reached Britain without their basic
field chest. Dental equipment for hos-
pitals arrived only slowly and in small
amounts, due to procurement delays
and difficulties on the other side of
the Adantic. The first American units
in England, therefore, sent troops
needing dental work to neighboring
British forces for treatment, and
American dentists had prostheses
made in British laboratories. They
also borrowed what supplies they
could from their Allies, whose own
stocks were limited. Dental field and
laboratory chests arrived in adequate
numbers during 1943, but hospital
equipment remained difficult to pro-
cure until late in the year, forcing the
Supply Division to outfit newly
opened hospitals by breaking up field
chests. In spite of these obstacles
ETO dentists did a substantial
amount of work. Between November
1942 and November 1943 they held
over 650,000 patient sittings, made
250,000 restorations, extracted more
than 62,000 teeth, and fitted about
15,000 full and partial dentures.?¢

3¢ George F. Jeffcott, United States Army Dental Serv-
ice in World War II, Medical Department, United
States Army in World War II (Washington, D.C.:
Office of the Surgeon General, Department of the
Army, 1955), pp. 166-68 and 180-85; “Med Svc
Hist, 1942-43,” pp. 46-48 and 52, file HD 314.7-2
ETO; Dental Division, QofCSurg, HQ, ETOUSA,
Annual Rpts, 1942, pp. 4-5, and 1944, pp. 3 and 8.
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Besides overseeing the training and
professional work of dentists, the
Dental Division of the chief surgeon’s
office improvised central dental lab-
oratories for the theater. The War
Department did not establish a T/O
unit of this type for overseas service,
even though the theaters would need
laboratories for large-scale fabrication
of prostheses and repair of instru-
ments. Instead, each theater was to
develop a laboratory organization tai-
lored to its own needs and requisition
men and equipment from the United
States for it.

The ETO Dental Division, accord-
ingly, in July 1942 prepared a table of
organization that the Services of
Supply and the theater approved and
transmitted to the New York Port of
Embarkation. In the next fifteen
months none of the requested people
and only a few items of equipment
reached Great Britain. The Dental Di-
vision nevertheless managed to as-
semble two central dental laboratories
during 1943, one at London and the
other at Cheltenham. Each had a staff
of four officers and forty enlisted men
drawn from hospitals, dispensaries,
and other SOS medical organizations.
Equipment came from hospitals, from
the British, and from laboratory field
chests. Each central laboratory had at-
tached to it a mobile section with a
clinic, mounted on a bus ambulance
converted by the Ordnance Depart-
ment. The Dental Division employed
these mobile laboratories to bring
service to organizations in the United
Kingdom that needed large amounts
of extra dental work—for example,
the 9th Infantry Division, redeployed
to England after fourteen months in
the field in North Africa and Sicily.



LoNpoN CENTRAL DENTAL LABORATORY (top) and Mobile Clinic (bottom)
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The laboratories were to serve a simi-
lar purpose on the Continent for
combat units resting behind the
front.%7

As a result of the initiative of one
Dental Corps officer, Capt. Stanley F.
Erpf of the 30th General Hospital,
the European Theater developed a
new type of artificial eye, thereby
helping to solve an Army-wide prob-
lem of supply and patient welfare.
The Army by 1943 faced a growing
demand for glass eyes, both for men
with empty sockets resulting from ac-
cidental and combat injuries and for
one-eyed recruits being inducted
under lowered physical standards.
However, material for glass eyes, pre-
viously imported from Europe, was in
short supply. The eyes themselves
took up to two months to make and
fit to the individual and also broke
easily. In September 1943, at the re-
quest of a staff opthalmologist whose
patient had broken his glass eye, Cap-
tain Erpf devised an artificial eye
made of the clear acrylic resin used in
dentures. Erpf’s type of eye, which he
began producing for other patients
on an experimental basis, could be
moulded and fitted to an individual,
using standard dental tools, in no
more than four days. Properly col-
ored and painted, an acrylic eye could
match exactly the patient’s good eye,
a feature of great psychological bene-
fit. Further, acrylic eyes irritated
socket tissues less than did glass ones
and were almost indestructable.

$7All the theaters had difficulty obtaining men
and equipment for the central dental laboratories;
see Jeffcott, Dental Service, pp. 327-29; “Med Svc
Hist, 1942-43," pp. 48-50, file HD 314.7-2 ETO;
Dental Service, QofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, p. 10; Surg, 9th Infantry Division,
Annual Rpt, 1944, p. 4.
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Late in 1943, after reviewing Erpf’s
initial reports and results, the chief
surgeon, on the advice of the Dental
Division and of his senior opthalmo-
logy consultant, adopted the acrylic
eye for theater-wide use. In January
1944 the medical service set up a two-
week course at the 30th General Hos-
pital, taught by Erpf, to train both
U.S. Army and British Army dental
officers in fabricating and fitting the
eyes. By the time the course closed
down for the invasion in late May
thirty-three dentists had graduated
from it. The acrylic eye school later
reopened at the two central dental
laboratories. On the strength of re-
ports from the European Theater, the
War Department adopted the acrylic
eye as a substitute for glass through-
out the Army and brought Erpf back
to the United States in June to help
organize production and employment
of his invention.3®

Traiming

ETO medics put many hours into
training. Training, besides filling
time, was in fact much needed, be-
cause few doctors, nurses, or aidmen
arrived in the theater fully instructed
in their military tasks. Even Regular
Army medical officers, as Hawley had
pointed out ever since the establish-
ment of the European Theater, lacked
administrative and command experi-

3#The idea of using dental acrylic for artificial

eyes evidently occurred to a number of medical and
dental officers more or less at the same time, but
Erpf probably was the first to complete a satisfac-
tory eye. See Jeffcott, Dental Service, pp. 235-37;
Dental Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, pp. 7-8; Soto-Hall Interv, 29 Jun 44, box
219, RG 112, NARA; Mins, 16th Meeting of Base
Section Surgeons, 28 Feb 44, pp. 3-4, file HD 337.



MEDICS IN BRITAIN

ence. The reservists and civilians in
uniform who staffed most medical
units were even more deficient in
these fields. In addition, Hawley
pointed out, ‘“‘few physicians ever see,
in civil practice, injuries of the type
that are incurred in war. They do not
know how to care for such injuries
properly; and, unless given special
training, will care for them improper-
ly.” Newly enlisted nurses had come
directly to Army hospitals with no
military orientation, even in such
basics as saluting and proper wear of
the uniform. Enlisted technicians in-
cluded a mixture of backgrounds and
qualifications. In one general hospital
the chief of Laboratory Service re-
called, “The chief of the bacteriology
section had been superintendent of
schools in Albuquerque and the chief
of hematology had been an
orchestra leader in Georgetown.”
Units going overseas usually received
their full personnel complements only
shortly before embarkation so that
they had little opportunity to train
their own people or to develop a
sense of group cohesion.3®

3 First quotation from Memo, Hawley to G-3,
ETO, 1 Jul 43, file HD 024 ETO O/CS (Operation-
al and Planning Directives); in the same file, see
Memo, Col. J. H. McNinch, MC, to CSurg 12 Jul 43,
and Hawley Operational Directive No. 23, 1 Jul 43.
Second quotation from Vorder Bruegge Interv, 29
Jan 80, tape 1, side 1, p. 6, CMH. See also Maj Gen
Paul R. Hawley, Brig Gen James B. Mason, and Col
Robert E. Peyton, “Training in the European Thea-
ter in World War II” (hereafter cited as “ETO
Training”), p. 30; Operations Division, OQofCSurg,
HQ, ETOUSA, Annual Rpt, 1943, p. 14; Study No.
88, General Board, USFET, sub: Training Status of
Medical Units and Medical Department Personnel
Upon Arrival in the European Theater of Oper-
ations, pp- 1-4, file 353/2. Smith Interv, 12 Dec 44,
box 220, RG 112, NARA, comments on the nurses’
Jack of training.
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General Hawley, as both theater
and SOS chief surgeon, established
training objectives and standards of
proficiency for ground force and SOS
medical units, while army and base
section commanders supervised the
conduct of instruction. The Air Force
independently trained its umt and
base dispensary medical personnel.
For the organizations under his pur-
view General Hawley laid down both
military and professional training re-
quirements. On the military side,
medical units were to make sure that
their people mastered basic service
customs and wore the correct uni-
form. Both male and female person-
nel were to engage in close-order
drill, calisthenics, and cross-country
marching. They were to learn to read
maps, use compasses, and interpret
aerial photographs, as well as how to
protect their patients and themselves
under air and gas attack. Hospitals
and collecting and clearing companies
were to practice setting up, taking
down, and moving their equipment.
The chief surgeon directed that pro-
fessional instruction of doctors and
nurses concentrate on practical ele-
ments of war medicine and surgery.
He opposed efforts to train people in
specialties for which they had not
been qualified before entering the
Army, although he provided extensive
refresher courses for doctors already
proficient in various fields. Enlisted
medics were to be well versed in basic
anatomy and physiology, medical no-
menclature, first aid, and ward man-
agement. Hawley also wanted them to
be able to speak and write clear Eng-
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lish so as to make themselves under-
stood to patients and doctors alike.*°

In providing medical training facili-
ties General Hawley made every
effort to expose his personnel to the
professional and operational expertise
of their British colleagues. Beginning
in mid-1942, under agreements made
by Colonel Kimbrough with the Royal
armed services and Ministry of
Health, British military and civilian
medical schools allocated places in
their courses for Americans. Hawley’s
office distributed these openings
among air, ground, and service com-
mands. U.S. Army doctors took five-
day war medicine and surgery courses
at the British Post-Graduate Medical
School. They studied tropical medi-
cine and parasitology at the London
School of Hygiene, and they attended
a transfusion and shock course at the
British Army blood supply depot in
Bristol. Surgeons and dentists went to
the Queen Victoria Hospital in Sussex
for training in plastic surgery and
repair of jaw injuries. Other surgeons
studied treatment of chest wounds
with Mr. A. Tudor Edwards, the EMS
thoracic surgery consultant, who was

“Hawley et al., “ETO Training,” pp. 8 and 10-
14; Mins, 14th Meeting of Base Section Surgeons,
31 Jan 44, pp. 4-5, file HD 337; Operations and
Training Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1942, p. 15. See also Cir Lir No. 45
(Training Lur No. 1), OofCSurg, HQ, ETOUSA, 12
Oct 42; Troop Movements and Training Branch,
Operations Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, pp. 23, 27, 36, and encl. 18. Ltr,
Hawley to Brig Gen Charles C. Hillman, 17 Mar 43,
file HD 024 ETO O/CS (Hawley-5GO Corresp), ex-
presses the chief surgeon’s opposition to training
people in specialities. For a general view of the
Medical Department’s role in training, see Robert J.
Parks, ed., Medical Training in World War II, Medical
Department, United States Army in World War II
(Washington, D.C.: Office of the Surgeon General,
Department of the Army, 1974), pp. 247-51.
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one of the country’s leaders in that
field. Groups of medical officers each
week visited the major London teach-
ing hospitals for ward rounds, discus-
sions, and lunch with the professional
staffs.

EMS and military hospitals trained
American operating room nurses to
assist in maxillofacial surgery and
neurosurgery. RAF hospitals gave
nurses two weeks’ intensive training
in care of burn patients. The British
Army School of Hygiene at Aldershot
taught field sanitation to enlisted
medics. Under an Anglo-American ex-
change program, American doctors
and nurses went to British military
hospitals for thirty-day duty tours.
Staff from inactive U.S. hospitals also
worked in British wards. The hun-
dreds of American officers, nurses,
and medical soldiers who attended
these British courses or labored in
British hospitals benefited from the
medical lessons of three years of
combat, as well as learned their Brit-
ish counterpart’s methods of oper-
ation.*!

The ETO medical service lost no
time in setting up its own training fa-
cilities. On 8 March 1943 General
Hawley formally opened the Europe-
an Theater Medical Field Service
School at Shrivenham, in a former
British officer candidates school. Su-

1 Hawley et al., “ETO Training,” pp. 44-47; Op-
erations and Training Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1942, pp. 15-16; Operations
Division, OofCSurg, HQ, ETOUSA, Annual Rpt,
1943, pp. 13-17; Troop Movements and Training
Branch, Operations Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, pp. 21-23; Maxwell,
“ANC Hist,” ch. XI, pp. 73-74, CMH. Brown
Interv, 1979, CMH, includes impressions of work in
a British hospital.
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U.S. ARMY MEDICAL OFFICER ON TEMPORARY DUTY AT A BriTisH CIVILIAN HOSPITAL

pervised by the Operations Division
of Hawley’s office, this institution was
part of the ETO’s American School
Center. It had the mission of instruct-
ing medical officers, particularly those
serving with field units, in “aspects of
military medical practice not ordinari-
ly familiar to civilian physicians.”
Under the teaching of a small faculty,
assisted by the senior consultants and
other outside lecturers, forty- and
fifty-man classes of medical officers
learned the fundamentals of field hy-
giene and sanitation, care of casual-
ties under combat conditions, motor
vehicle maintenance, medical record-
keeping, and chemical warfare de-
fense. As D-Day approached, the
school added transportation of sick

and wounded and principles of medi-
cal support for and amphibious as-
sault; it brought in doctors who had
campaigned in North Africa and Sicily
to impart battlefield experiences. Be-
sides receiving classroom instruction,
students took part in field maneuvers
with other departments of the school,
establishing and displacing aid sta-
tions and evacuating simulated casual-
ties. After one such overnight exer-
cise, acording to the school history,
the ‘“exhausted appearing group of
officers . . . had a better understand-
ing of what Medical Department sol-
diers undergo to bring sick and
wounded to the rear . .. for treat-
ment.” Over 1,300 air, ground, and
service force medical officers, most of
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them captains and first lieutenants,
graduated from this course before the
Medical Field Service School ceased
operations in October 1944.42

In May 1943, an Army Nurse Corps
School began operations at Shriven-
ham in close association with the
Medical Field Service School and with
an almost identical charter. Chief
nurses and potential chief nurses took
an intensive three-week course de-
signed to remedy their lack of basic
military training, as well as improve
their preparation for professional
duties. The women lived udner strict
discipline, receiving demerits for
minor deficiencies in military courtesy
and appearance. They spent so much
time in drill and physical conditioning
that they nicknamed the program
“Commando School for Nurses.”
They studied first aid, field sanitation,
chemical warfare defense, Medical
Department and hospital organization
and administration, the types and care
of battle wounds, and major diseases
of military importance. During 1944,
as nurses who had undergone basic
training in the United States began
arriving, the school reduced or elimi-
nated its bootcamp features and em-
phasized instead advanced military
and professional instruction, concen-
trating on ETO policies and prob-
lems. Almost 800 nurses passed

“2Quotations from Medical Field Service School,
American School Center, ‘“Medical Field Service
School History,” pp. 1 and 156, file HD 353 ETO.
See also ibid., pp. 2 and 47-48, same file; Hawley et
al., “ETO Traimng,” pp. 33-35; Operations Divi-
sion, OofCSurg, HQ, ETOUSA, Annual Rpt, 1943,
pp- 14-15; Troop Movements and Training Branch,
Operations Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, p. 17. For a general history of
the American School Center, set up to remedy train-
ing deficiencies of a number of ETO elements, see
Ruppenthal, Logistical Support, 1:335-36.
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through the school before it closed in
October 1944. They went back to
their units to help train other nurses
and to set a more military tone
among their colleagues.*?

In September 1943, at General
Hawley’s request, the European The-
ater activated the 1st Medical Demon-
stration Platoon, attached for quarters
and administration to the Shrivenham
school center. The 2 officers and 30
enlisted men of this unit spent two
weeks in each base section in rota-
tion, showing other organizations
how to train medical soldiers. Be-
tween trips, the platoon acted as
school troops for the Medical Field
Service School. Early in 1944 the
medical service partially transferred
control of the demonstration platoon
to the Field Force Replacement
System, which began using it to train
medical troop replacements. This ar-
rangement led to disputes between
the chief surgeon’s staff and that of
the school center commander, Col.
Walter G. Layman (who also headed
the replacement system), over sched-
uling of the platoon’s activities and,
as a result, substantially reduced its
usefulness to the medical service. In
May 1944, as part of the preparations
for receiving D-Day casualties, the Eu-
ropean Theater turned the platoon
over to the Southern Base Section,

®Hawley et al, “ETO Training,” p. 35; Oper-

ations Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1943 p. 15; Nursing Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, pp. 7-8. In July 1943
the Army Service Forces established ANC basic
training centers in the United States similar in pur-
pose and curriculum to the ETO school. See Parks,
ed., Medical Training, pp. 127-32. For the effect of
the school upon hospitals, see Maxwell, “ANC
Hist,” ch. XI, pp. 59-61 and 71, CMH.



MEDICS IN BRITAIN

which reorganized it as a provisional
ambulance company.**

As it expanded in numbers and fa-
cilities, the theater medical service in-
troduced numerous short specialized
courses and training programs. Five
days to two weeks in duration, these
classes met at the Medical Field Serv-
ice School, or, more often, at general
and station hospitals; they supple-
mented and in some instances re-
placed courses in British institutions.
Officers and nurses took instruction
in anesthesiology, to remedy a thea-
ter-wide shortage of people in this
field, as well as studied the latest
theories and techniques in treatment
of combat exhaustion and other neu-
ropsychiatric illnesses. They learned
how to perform blood transfusions in
the field and how to apply plaster of
Paris bandages. Dental Corps officers
received additional training in maxil-
lofacial surgery. Enlisted medics took
courses that would qualify them as
laboratory and surgical technicians
and went to depots for practice in
equipment maintenance and repair.
Some short courses, for example, De-
tachment Training in the Treatment
of Neuropsychiatric Patients, taught at
the 312th Station Hospital, were de-
signed for teams of officers, nurses,
and enlisted medics from evacuation
or other types of hospitals. Most
working general hospitals functioned
to some degree as teaching institu-
tions, offering specialized instruction,
usually in the form of individual prac-

“ Hawley et al., “ETO Training,” pp. 39-40; Op-
erations Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1943, p. 16; Troop Movements and Training
Branch, Operatons Division, QofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, p. 32; Memo, Anon.
to CSurg, 20 Jul 43, file HD 024 ETO O/CS (Oper-
ational Planning Directives).
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tice with an authority in a particular
field.*

Medical units developed and imple-
mented their own training schedules
under the supervision and inspection
of base section surgeons in the Ser-
vices of Supply and of field army and
corps surgeons in the ground forces.
Each unit sent its quota of people to
the various ETO schools and courses
and tailored its own activities to its
particular mission. General and sta-
tion hospitals, for example, held exer-
cises in which they practiced receiving
and caring for hundreds of simulated
casualties. Staffs of general hospitals
expecting early orders to move to
France after D-Day practiced pitching
and striking tents and devoted time to
physical conditioning, often by cross
country marches. Officers and enlist-
ed medics of the 298th General Hos-
pital, by the time of the invasion,
were in good enough shape to cover
12 miles of hilly terrain, carrying full
packs, in three and one-half hours.
Nurses in the same hospital could go
7 miles in two and one-half hours,
wearing combat clothing and laden
with canteens, helmets, and gas
masks. *¢

% Hawley et al., “ETO Training,” pp. 40-43; Op-
erations and Training Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1942, p. 17; Operations Di-
vision, QofCSurg, HQ, ETOUSA, Annual Rpt,
1943, pp. 15-16; Troop Movements and Traiming
Branch, Operations Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, pp. 18-21; Keeler
Interv, 17 Jul 45, box 223, RG 112, NARA; Memo,
HQ, SOS, to CGs, Northern Ireland, Southern, and
Western Base Sections, 18 Jan 44, sub: Technical
Training of Medical Department Enlisted Men of
Field Force Units, HD 024 ETO O/CS (Operational
Planning Directives).

46208th General Hospital Annual Rpt, 1944, pp.
284-50. For the role of base sections in training, see
Surg, Western Base Section, Rpt, 1 Jan-31 Aug 44,
pp. 2-3; Surg, Northern Ireland Base Section,
Annual Rpt, 1944, p. 4
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Medical units and detachments in
the armies concentrated heavily on
preparations for moving and living in
the field. Evacuation and field hospi-
tals, which usually were not caring for
patients before D-Day, repeatedly
packed up their full equipment, trans-
ported it to new locations, set it up,
and took it down again. Collecting
and clearing companies also empha-
sized mobility and gained practical
experience by supporting divisions in
maneuvers and amphibious exercises.
In the First Army two veteran evacu-
ation hospitals from the Mediterra-
nean Theater provided instructors
and acted as demonstration units for
organizations fresh from the United
States, passing on techniques and im-
provisations proven effective in North
Africa and Sicily. Company aidmen
with the infantry regiments received
much the same tactical training as ri-
flemen, including familiarization
firing of weapons. They accompanied
the troops on all exercises. In field
units gas defense received much at-
tention. An aidman in the army’s
120th Infantry recalled that whenever
the troops gathered for a lecture or
demonstration ‘‘there would be men
sneaking around with tear gas gre-
nades. These would be thrown at un-
expected intervals so that we would
be trained in sudden . . . application
of our gas masks.”

“Quotation from Robert B. Bradley, Aid Man
(New York: Vantage Press, 1970), p. 38. See also
ibid., pp. 29-37; First Army Report of Operations,
20 Oct 43-1 Aug 44, bk. VII, p. 61; Surg, Third
U.S. Army, Annual Rpt, 1944, pp. 15-18, 99, 111,
and ex. V; 9l1st Evacuation Hospital Annual Rpt,
1944, 2-3; 128th Evacuation Hospital Annual Rpt,
1944, pp. 1-2. Typical training programs are de-
scribed in Surg, XIX Corps, Annual Rpt, 1944, pp.
1-4 and encls. 9-10, and in Surg, 1st Infantry Divi-
sion, Annual Rpt, 1944, pp. 1-2.
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A shortage of instructional materi-
als and inadequate inspection and
testing hindered the training effort.
The theater medical service never ob-
tained enough War Department field
and technical manuals, motion pic-
tures, and filmstrips to meet unit re-
quirements; troops often had to im-
provise such simple but vital teaching
aids as blackboards. Key materials ar-
rived too late to be useful. The train-
ing film “Amputations of the Lower
Extremities” did not reach the theater
until after D-Day, by which time the
field and evacuation hospital surgeons
who performed most such amputa-
tions already were in or staging for
combat. A film on combat exhaustion,
produced in the European Theater
and intended for first- and second-
echelon personnel, had similarly de-
layed distribution. The chief sur-
geon’s office, the base sections, and
the armies all prescribed proficiency
standards and attempted to enforce
them by frequent inspection and test-
ing; but shortages of staff, especially
in base section surgeons’ offices,
often reduced these efforts to sketchy
formalities. In operating units the
pressure of other duties inevitably cut
into training schedules. Col. Angwald
Vickoren, in charge of training in
Hawley’s office, complained early in
1944 that hospital commanders “have
been very busy getting hospitals orga-
nized and they have forgotten
about . . . training.” Hawley himself,
as late as a month before D-Day, still
found many units deficient in first aid
instruction. *8

8 Quote from Mins, 14th Meeting of Base Section
Surgeons, 31 Jan 44, pp. 4-5, file HD 337. See also
ibid. for 21st, 8 May 44, p. 8, same fle; Troop

Continued
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In spite of these shortcomings, by
the time General Hawley suspended
most instruction in April 1944 the
theater medical service had achieved
its major training objectives. It reme-
died the lack of military orientation
among medical personnel new to the
Army and acquainted them with the
problems and techniques of war med-
icine. Constant training helped stan-
dardize medical and surgical practice;
it maintained the professional interest
and sharpened the skills of temporari-
ly idle or underemployed staffs; and
above all, it contributed to transform-
ing hastily assembled collections of
medical personnel into units ready to
function as close-knit teams within a
larger whole.*®

Preventive Medicine

During the prolonged buildup ETO
medics guarded the health of the ex-
panding American force. To carry out
this mission, the chief surgeon estab-
lished the Preventive Medicine Divi-
sion and in June 1942 selected the
newly commissioned Lt. Col. John E.
Gordon as division chief. Gordon, an
epidemiologist, had been working in
public health in the United Kingdom
since 1940, when he arnved with the
Red Cross-Harvard Field Hospital
Unit, and had become a respected
member of the British medical estab-
lishment. A U.S. Army colleague con-
sidered him “‘the most efficient civil-
ian turned military I've ever seen.”

Movements and Training Branch, Operations Divi-
sions, OofCSurg, HQ, ETOUSA, Annual Rpt, 1944,
pp. 24, 27-28, 32-35.

*“Troop Movements and Training Branch, Oper-
ations Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, pp. 23-24 and 28, evaluates the effec-
tiveness and deficiencies of the training effort.
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Gordon, subsequently promoted to
full colonel, headed the division until
V-E Day. The branches—Sanitation,
Nutrition, Epidemiology, and Venere-
al Disease Control—also benefited
from continuity of leadership; the
same branch chief remained in office
for all or most of the war and, conse-
quently, was able to keep the junior
staff for long periods. Length of ser-
vice, and the resulting chance to learn
on the job, in part compensated for a
theater shortage of medical officers
with public health experience. Of
thirty officers in key preventive medi-
cine positions, Gordon estimated,
only fifteen had worked in the field
before joining the European Theater;
the rest were trained in other special-
ties, many as internists or pediatri-
cians.5°

Besides the staff at Cheltenham, the
Preventive Medicine Division included
the ETO’s central medical laboratory
at Salisbury. The theater, in July
1942, acquired a central laboratory by
the simple expedient of taking over
Gordon’s Red Cross-Harvard Unit,
complete with facilities and staff, as
the provisional Medical General Lab-
oratory A. During late 1942 and early
1943 the medical service enlarged the
Salisbury plant to accommodate a
T/O central laboratory unit. This
unit, the 1st Medical General Labora-
tory, arrived from the United States
in June 1943. Medi¢al General Lab-
oratory A then disbanded, part of its
staff remaining with the new organi-
zation and the rest going to other
ETO assignments. From then until

50 Quotation from Editorial Advisory Board, 1962,
p- 47. See also Gordon “Hist,” vol. I, pt. 1, pp. 7-8,
and pt. 2, pp. 3-4 and 6, CMH.
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the end of hostilities the 1st Medical
General Laboratory served as the cen-
tral theater facility for pathology, epi-
demiological investigations, and food
quality control, as well as assisted
hospital laboratories with difficult or
specialized problems and trained lab-
oratory and sanitation technicians.!
During 1943 each base section sur-
geon’s office established its own Pre-
ventive Medicine Division, with
branches for epidemiology, nutrition,
sanitation, and venereal disease con-
trol. The base sections directed most
preventive medicine operations, with
Gordon’s office setting general policy,
advising, and assisting. The ground
armies and air forces also developed

51 Gordon “Hist,” vol. 2, pt. 7, pp. 3-5, CMH.
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preventive medicine staffs. Until the
invasion, army preventive medicine
officers concentrated largely on plan-
ning for the European campaign. Air
force staffs specialized in the health
problems of flying. Both ground and
air forces relied on the SOS base sec-
tions for such functions as water qual-
ity control and supervision of garbage
and sewage disposal.®?

Housing and water supply, on
which the preventive medicine staffs
at various headquarters worked close-
ly with the Corps of Engineers, posed
few health-related problems. The
British Army barracks and canton-
ments, new hutted camps, converted
civilian buildings, and billets in pri-
vate homes in which most troops
lived were adequate by American
standards of comfort and cleanliness,
although usually crowded and less
well heated than most Americans
would have liked. Poor ventilation,
caused by troops closing windows and
ventilators to comply with blackout
regulations or to keep in what heat
small stoves and rationed fuel provid-
ed, constituted the most severe health
hazard. Water from municipal systems
and wells, which generally met Ameri-
can requirements for purity, was ra-
tioned to conform to planned action
by the medical service, the Engineers,
and the British War Office to con-
serve limited natural supplies, further
reduced by two years of drought. To
protect water quality, the medical
service arranged for added chlorina-
tion at most installations, rebuilt stor-

52Gordon “Hist,” vol. 1, pt. 1, pp. 11 and 13-14,
and pt. 2, pp. 7 and 11-12. For details of base sec-
tion activities, see Surgs, Southern, Eastern, West-
ern, Central, and Northern Ireland Base Sections,
Annual Rpts, 1943 and 1944.
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age tanks in many buildings used for
quarters, and required all commands
to send water samples to station or
general hospital laboratories each
month for bacteriological analysis.??
At all levels of command preventive
medicine officers closely supervised
garbage and sewage disposal. Gar-
bage removal entailed few difficulties.
Following British law and practice,
American units sold their edible
refuse to local contractors for animal
food; they separately salvaged grease
and bones for turnover to their Allies.
Sewage disposal proved to be more
difficult. At hospitals and other large
installations British-built waste treat-
ment plants lacked adequate provi-
sion for drying out and disposing of
sludge. Engineers and medical offi-
cers had to engage in much rebuild-
ing and improvisation to keep them
sanitary. Units in smaller camps, for-
bidden to dig pit latrines because of
British fears of ground water contami-
nation, learned the unsavory details
of using and emptying latrine buckets,
the latter a noisome task seldom satis-
factorily performed by either troop
details or civilian contractors. Some
units tried burning their feces in in-
cinerators, in the process subjecting
themselves to foul odors. Where pos-
sible, the Americans copied a British
expedient called the Otway pit—a
hole in the ground, 10 feet on each
side and 10 feet deep, lined with
canvas or sheet metal and with a fly-
proof timber cover. A single such pit,
properly maintained, could accommo-
date the waste of 100 men for a long

53Gordon “Hist,” vol. 2, pt. 9, pp. 4-8, and pt.
10, pp. 2-6, CMH. Mins, 22d Meeting of Base Sec-
tion Surgeons, 22 May 44, p. 5, file HD 337, is an
example of many exhortations to conserve water.
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period. Medical officers considered
Otway pits more practical and less of-
fensive than other disposal means,
but they were at best the least of
evils.%*

General Hawley, in setting up his
office, placed nutrition under Preven-
tive Medicine in order to emphasize
the importance of diet in maintaining
troop health. Officers of the Nutrition
Branch cooperated with those of the
Subsistence Branch of the chief quar-
termaster’s office in planning menus
and overseeing food procurement and
preparation. During the buildup most
units in Great Britain lived on a garri-
son (“A”) ration, modified to take ac-
count of shipping limitations and
make use of locally procured food-
stuffs. The first troops to arrive in
early 1942 ate the standard British
Army ration. Neither they nor their
medical officers liked it, because it
contained too little meat, milk prod-
ucts, tomatoes, fruit, and coffee; fur-
nished too few calories; and did not
include the amounts of calcium, ribo-
flavin, and ascorbic acid considered
necessary by American nutritionists.
During late 1942, as American supply
depots went into operation, most
commands shifted to a ration jointly
planned by representatives of Preven-
tive Medicine and the chief quarter-
master. This ration met American vi-
tamin and calorie requirements, al-
though it included canned milk and
powdered eggs; incorporated British

% Gordon “Hist,” vol. 2, pt 9, pp. 16-18, CMH.
For technical deficiencies of sewage treatment
plants, see Ralph S. Cleland, ““Sanitary Engineering
in the European Theater of Operations,” The Mili-
tary Surgeon 101 (July 1947): 36-40, and 168th Sta-
tion Hospital Annual Rpt, 1944, p. 14. Crew, AMS,
Administration, 2:100-101, describes the Otway pit.



140

flour, bread, cereals, condiments, and
vegetables; and was short of fresh
fruits and salad ingredients. Hospital
patients received the standard ration,
supplemented with extra chicken,
fruit, and eggs and with British-pro-
duced fresh milk, which General
Hawley refused to have issued to all
troops in order not to aggravate local
shortages and because most British
processing plants did not conform to
American hygenic standards.

The resulting diet more than suf-
ficed to nourish the troops, provided
that they ate all the prescribed items.
To ensure that they did so, the Nutri-
tion Branch, and nutrition officers in
the base sections, worked closely with
commands to educate men in proper
eating habits and to train cooks to
make nourishing foods appealing. Of-
ficers from the Preventive Medicine
Division  attended  Quartermaster
mess management conferences, made
nutritional inspections and surveys of
units, and furnished educational post-
ers and material to messes and to the
soldiers newspaper, Stars and Stripes.
In the Western Base Section the sur-
geon, trying to increase consumption
of canned milk and powdered eggs,
distributed recipes for using these
items in scrambled eggs, lemon cream
pie filling, baked custard, and other
delicacies he hoped would be entic-
ing.%

% Gordon “Hist,” vol. 1, pt. 2, p. 5, and pt. 4,
passim, CMH; Preventive Medicine Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, p. 26;
Surg, Western Base Section, Annual Rpt, 1943. For
the evolution of the ETO ration, see William F.
Ross and Charles F. Romanus, The Quartermaster
Corps: Operations in the War Against Germany, United
States Army in World War II (Washington, D.C.:
Office of the Chief of Military History, Department
of the Army, 1965}, pp. 290-92.
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ETO veterinarians assisted the Pre-
ventive Medicine Division in ensuring
food quality. The personnel of the
Veterinary Division, who numbered
118 officers and 282 enlisted men by
D-Day, were parceled out among base
sections, general and Quartermaster
depots, ports of embarkation, the Ist
Medical General Laboratory, and
ground and air forces headquarters.
With no animals for which to care
except a few pigeons and sentry dogs,
veterinarians concentrated on their
other primary task of inspecting food
and supervising its storage and trans-
portation. Although their mission
normally encompassed only foods of
animal origin, veterinarians in July
1943, under an agreement with the
theater chief quartermaster, also
began examining fresh fruit and vege-
tables and canned and packaged
products. Veterinarians in the ports
functioned as perishable freight offi-
cers, supervising the unloading of re-
frigerator ships. The inspecting offi-
cers found few deficiencies in Army
foodstuffs, but the equipment and
sanitary practices of British commer-
cial carriers fell short of American
standards and caused much spoilage.
At the suggestion of the Veterinary
Division, the theater transportation
chief ordered 800 refrigerator cars
from the United States and by the
end of 1943 had 45 of them running
on British railways moving highly per-
ishable items. ¢

% Veterinary Division, QOofCSurg, HQ, ETOUSA,
Annual Rpts, 1943 and 1944; “Med Svc Hist, 1942-
43,” pp. 6 and 68-69, file HD 314.7-2 ETO; Ever-
ett B. Miller, United Stales Army Veterinary Service in
World War I1I, Medical Department, United States
Army in World War II (Washington, D.C.: Office of
the Surgeon General, Department of the Army,
1961), pp. 271-72.



MEDICS IN BRITAIN

Suppression of disease outbreaks
involved every level of command.
Unit surgeons, assisted by base sec-
tion, army, and air force staff epide-
miologists, had primary responsibility
for spotting health problems early
and taking corrective action. In the
chief surgeon’s office the Epidemiolo-
gy Branch of the Preventive Medicine
Division established general policies
for controlling particular diseases,
distributed information, and sent doc-
tors to help meet particularly severe
emergencies. Colonel Gordon re-
ceived periodical formal reports on
the health of the Army from the Med-
ical Records Division and the base
sections, and he maintained informal
contact with other divisions of the
chief surgeon’s office that were con-
cerned with treatment and prevention
of disease. Colonel Middleton, the
chief consultant in medicine, recalled:
“Virtually daily interchanges occurred
between [Gordon] and me or some
members of our stafl, so that there
was a ready communication from the
clinical standpoint to preventive med-
icine.” As a result of Gordon’s rap-
port with the British, Preventive Med-
icine obtained weekly reports from
the Ministry of Health and the War
Office on outbreaks of infectious dis-
ease in the British civilian population
and armed forces.%’

For U.S. Army forces in the United
Kingdom sickness was more a nui-
sance than a menace. The troops
lived and worked in a temperate—if
damp and chilly—climate and in a de-
veloped industrial country which un-
derstood basic sanitation and either

57 Quotation from Middleton Interv, 1968-69, vol.
1, pp. 206-07, NLM. See also Gordon “Hist,” vol.
1, pt. 2, pp. 2-3, and pt. 3, sec. 1, pp. 5-6, CMH.
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never had had, or long ago had eradi-
cated, most of the deadliest communi-
cable diseases. Insects and vermin
were limited in numbers and consti-
tuted no major threat to the health of
the Army. Not only was the environ-
ment relatively favorable, most sol-
diers arrived in Great Britain with
their required immunizations against
smallpox,  typhoid,  paratyphoid,
typhus, and tetanus. The Preventive
Medicine Division supervised a con-
tinuing program of reimmunization
and was prepared to provide addi-
tional immunization, as required for
military missions, against a variety of
other disease threats.%®

Epidemics did occur, the first being
the serum hepatitis outbreak of mid-
1942.5% The climate, and the often
poorly heated and ventilated living
quarters, produced a high continuing
incidence, especially in winter, of in-
fluenza and other respiratory infec-
tions, which accounted regularly for
about 30 percent of all disease among
ETO troops. To control these infec-
tions, medical officers and unit
commanders emphasized personal
cleanliness among their men, tried to
improve barracks heat and ventilation,
and provided extra facilities for
drying clothing. Scattered outbreaks
of diarrhea—sixty between January
and October 1943—and less fre-
quently of dysentery and food poison-
ing plagued the Army. The medical
service traced most of these to unsan-
itary mess practices, typically efforts

38 Medical Bulleun No. 6, OofCSurg, HQ,
ETOUSA, 15 Jun 43, pp. 7-9; Mins, 15th and 19th
Meetings of Base Section Surgeons, 14 Feb and 10
Apr 44, file HD 337; Gordon “Hist,” vol. 2, pt. 3,
sec. 7, pp. 4-5, CMH.

9 For details, see[Chapter I|of this volume.
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to store food too long without ade-
quate refrigeration. Epidemics of a
mild form of hepatitis constantly re-
curred, especially during the winter of
1943-44, when divisions redeploying
from the Mediterranean for OVER-
LORD brought the disease with them.
Medical officers never determined
definitely the mode of transmission of
this infection, and the Army would
suffer from occasional hepatitis epide-
mics until V-E Day. %

The four divisions and an engineer
special brigade that entered the
United Kingdom from the Mediterra-
nean in November 1943 carried with
them a clinically more severe, and
militarily a more potentially disrup-
tive, disease than hepatitis: They
brought malaria. By the beginning of
the twentieth century indigenous ma-
laria very nearly had disappeared
from the British Isles. However, at
least one species of mosquitoes—
Anopheles—lived there, and the
troops from the Mediterranean, as
well as aircraft crews who picked up
the infection at African stopovers on
transatlantic flights, provided a new
reservoir of the parasite, creating con-
ditions for further spread of the dis-
ease. As men in the newly arrived
units stopped taking suppressive Ata-
brine, the European Theater’s rate of
hospital admissions for malaria began
rising. All cases, of the vivax variety,
were benign and all, as judged by

8 Gordon “Hist,” vol. 1, pt. 3, sec. 2, no. 1, pp.
8-9, and sec. 3, no. 1, pp. 1-2, 12-15, and vol. 2,
pt. 3, sec. 6, pp. 9-16, 22-25, CMH; Essential Tech-
nical Medical Data Rpt, HQ, ETOUSA, October
1943, p. 2. HQ, Eastern Base Section, Directive, 19
Dec 42, sub: Common Respiratory Diseases, in
Surg, Eastern Base Section, Annual Rpt, 1942, is
typical of measures against respiratory diseases.
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medical officers, resulted from infec-
tion outside the United Kingdom.

To check the spread of the disease
to the rest of the Army and the Brit-
ish people, hospitals kept malaria pa-
tients isolated under mosquito netting
or in screened rooms until treatment
cleared their bloodstreams of the
parasite. Preventive medicine officers
in the base sections started or intensi-
fied mosquito eradication efforts
around hospitals and camps. Unit
medical officers tested the blood of
all men who had served in malarial
regions to detect carriers of the para-
site. To prepare for the invasion, af-
fected units transferred out the men
most debilitated by malaria, and two
weeks before D-Day they put all sol-
diers who had had malaria within the
past twelve months back on daily
doses of Atabrine. These measures
prevented the occurrence of new
cases among troops and civilians, but
already infected men in the veteran
units would continue to be incapaci-
tated by the disease during the assault
on continental Europe.®

Venereal disease, in spite of rapid
and effective treatment with sulfa
drugs and penicillin, cost the Army
heavily in lost time from duty and di-
version of medical resources, as well
as being a source of political and
social tension between the Americans
and their British hosts. Recognizing
the importance of this health prob-

5! The affected units were the 1st and 9th Infan-
try, the 2d Armored, and the 82d Airborne Divi-
sions and the 1st Engineer Special Brigade. See also
Gordon “Hist,” vol. 1, pt. 3, sec. 5, no. 2, pp. 1-11,
CMH. On malaria in the Mediterranean, see Ebbe
C. Hoff, ed., Communicable Diseases: Malaria, Medical
Department, United States Army in World War [1
(Washington, D.C.: Office of the Surgeon General,
Department of the Army, 1963), pp. 262-64.
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lem, General Hawley in September
1942 organized a separate Venereal
Disease Control Branch in the Pre-
ventive Medicine Division. Headed by
Lt. Col. Paul Padget, a venereal dis-
ease specialist from John Hopkins
University, this branch had responsi-
bility for control and prevention,
while the Professional Services Divi-
sion supervised treatment. As the
medical service expanded, base sec-
tions, air forces, armies, and lower-
echelon headquarters acquired their
own venereal disease control officers.
Padget and his small staff made gen-
eral policies, gave advice, and held
periodic meetings of control officers
from other commands to exchange
ideas and experiences. %2

Padget and his colleagues, as well
as troop commanders at every eche-
lon, employed the standard Army
methods of controlling venereal dis-
ease. Commands worked with the Red
Cross and Special Services to provide
wholesome recreation for their troops
and (rarely) took disciplinary action
against men who became infected.
Units emphasized education. Line of-
ficers, surgeons, chaplains, and spe-
cially trained NCOs lectured on the
dangers of venereal disease and the
methods of preventing it. Films and
posters, the latter often drawn by en-
listed men in contests, graphically
presented the same themes. All media
urged men on grounds of patriotism,
unit pride, faithfulness to loved ones
at home, and personal self-interest to
avoid 1illicit sexual contact, which, it

%2 Gordon “Hist,” vol. 1, pt. 2, pp. 5-6, and vol.
2, pt. 5, pp. 1-2 and 8, CMH; Interv, OSG with Lt
Col Paul Padget, MC (hereafter cited as Padget
Interv), 1 Aug 45, box 223, RG 112, NARA. Padget
later assumed the additional duty of senior consult-
ant in venereal disease.

143

was emphasized, almost invariably led
to infection. If the soldiers were
unable to comply, the education pro-
gram urged them to be careful by
using correctly the mechanical and
chemical prophylactics the Army pro-
vided. Getting down to basic details,
the Northern Ireland Base Section
surgeon suggested that venereal dis-
ease lecturers ‘“‘secure a model penis
and show the men the exact method
of putting on and taking off a
condom.” ©

The medical service furnished pro-
phylaxis in abundance and in a variety
of forms. It issued condoms without
charge at a rate of six per man per
month and individual chemical pro-
phylactic kits (*“V-Packettes™) at a rate
of two per man per week. Because
many units, especially in the Air
Force and Services of Supply, were
located some distance away from the
hospitals and dispensaries that served
them, the Preventive Medicine Divi-
sion arranged for the Quartermaster
Department to distribute individual
prophylactics along with its other sup-
plies so that, as Padget put it, organi-
zations ‘‘drew their condoms at the
same time they drew their soap and

6 Quotation from “Suggestions for Venereal Dis-
ease Control Program,” encl. 6, Surg, Northern Ire-
land Base Section, Rpt, 1 Jan-15 Jun 44; see encl. 7
for training of NCOs as lecturers. See also Memo,
Col Kimbrough to Brig Gen Hillman, 27 Nov 42,
HD 024 ETO O/CS (Hawley-SGO Corresp); Padget
Interv, 1 Aug 45, box 223, RG 112, NARA; Interv,
OSG with Capt P. B. Pulman (hereafter cited as
Pulman Interv), 9 Mar 44, box 219, RG 112, NARA;
Gordon “Hist,” vol. 2, pt. 5, pp. 8-9, CMH. James
P. Pappas, “The Venereal Disease Problem, United
States Army,” The Military Surgeon 93 (August 1943):
172-83, sums up then-current Army doctrine. For
typical programs, see Surg, Southern Base Section,
Annual Rpt, 1943, p. 8; Surg, 9th Infantry Division,
Annual Rpt, 1944, pp. 3-4; and Surg, 29th Infantry
Division, Annual Rpt, 1944, p. 3.
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brushes.” Prophylactics for women
soldiers became the subject of deli-
cate negotiations between General
Hawley, General Lee, and the senior
officer of the Women’s Army Auxilia-
ry Corps (WAAC). The fact that such
equipment had contraceptive as well
as hygienic uses was, Hawley de-
clared, ‘“political dynamite.” Never-
theless, all concerned decided that
the women’s health had to receive
priority. The medical service issued
equipment for douches to WAAC or-
ganizations while taking pains to em-
phasize the hygienic purpose and
ruling out measures ‘“‘primarily con-
traceptive in nature.” %

Besides furnishing individual equip-
ment, base sections and other com-
mands set up prophylactic stations in
cantonments and, after much hag-
gling with the British—and, according
to Gordon, ‘relentless” pressure
upon them—in towns and cities fre-
quented by men on pass. The Red
Cross allowed the Army to place pro-
phylactic stations in its clubs, where
most soldiers on leave stayed. Many
potentially infected men, as a result,
“found a prophylactic station right in
their path when they returned to
quarters.” Units posted the locations
of prophylactic stations in neighbor-
ing towns on their bulletin boards
and stamped them on passes. The
Central Base Section made free con-
doms and V-Packettes available at

5 First quotation from Padget Interv, 1 Aug 45,
box 223, RG 112, NARA. Second and third quota-
tions from Memo, Hawley to General Lee, undated
but ca. July 1943, box 1, Hawley Papers, MHI. See
also Medical Bulletins Nos. 4 and 7, OofCSurg, HQ,
ETOUSA, 15 May 43, p. 7, and 1 Jun 43, p. 14;
Gordon “Hist,” vol. 2, pt. 5, p. 10, CMH; Hawley
Operational Directive No. 24, 1 Jul 43, with Supply
Division endorsement, 9 Jul 43, box 2, Hawley
Papers, MHI.
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every London railroad station and at
billeting and transportation offices
and operated sixteen prophylactic sta-
tions, many in Red Cross clubs. Re-
flecting the continued prevalence of
racial segregation, these stations in-
cluded two especially for black
soldiers, staffed with black medical
personnel. By arrangement with the
provost marshal, every soldier con-
fined in the Central Base Section
guardhouse, unless arrested on duty,
received a prophylactic treatment
during booking. During the first half
of 1944 the Central Base Section by
these methods distributed over
10,000 V-Packettes and 33,500 con-
doms and gave over 30,000 station
prophylactic treatments. ¢

The wusual Army procedure for
combating venereal disease included
close cooperation with civilian au-
thorities to stamp out prostitution in
areas frequented by troops and to
trace civilian sexual partners of infect-
ed soldiers. In Great Britain, law and
social custom stood in the way of
both these efforts. Brothels were rare,
but individual streetwalkers abounded
in London and other large cities.
Under laws that treated even com-
mercial sexual arrangements between
individuals as entirely private, the
police could not interfere with such
women unless they caused public dis-
order. Compounding the problem,
most soldiers had their sexual con-
tacts with nonprofessional “pickups.”
These “enthusiastic amateurs’ were
totally out of reach of the police, and

’”

% Quotations from Gordon “Hist,” vol. 2, pt. 5,
pp. 4-5 and 9-10, CMH. See also Surg, Central
Base Secuon, History of Medical Section, January-
July 1944, pp. 2-3 and 8-9; Pulman Interv, 9 Mar
44, box 219, RG 112, NARA.
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the Venereal Disease Control Act of
1916, which permitted libel action
against a person who implied that
someone else was infected, effectively
barred British social agencies from
helping the Americans trace them.
The Privy Council, in Defense Regu-
lation 33B, issued in December 1942,
permitted a venereal disease patient
privately to name his or her partner
to a physician, who then could pass
on the information to the appropriate
local public health officer. After two
separate identifications of the same
person as the “source of infection,”
the public health officer could compel
the individual to report for examina-
tion and treatment. This regulation
was of little direct use to the theater
medical service, because two soldiers
rarely identified the same woman de-
finitively enough to meet the eviden-
tiary requirements. %

The medical service could do little
to check prostitution, except make oc-
casional informal arrangements with
local police. In London, for example,
American MPs and officers of the
Metropolitan force rigorously restrict-
ed loitering by soldiers and civilians
in Piccadilly Circus and Leicester
Square, making pickups at least
harder to arrange. The Americans
had more success with contact trac-
ing, using Regulation 33B as their
opening wedge. Exploiting to the full
his cordial relations with the Ministry
of Health, Colonel Gordon prevailed
on the reluctant British to allow U.S.
Army nurses to take names of part-

% Gordon “Hist,” vol. 2, pt. 5, pp. 5-7 and 12-
13, CMH; Padget Interv, 1 Aug 45, box 223, RG
112, NARA. For an account of antiprostitution
measures and contract-tracing in the United States,
see Hoff, ed., Diseases Transmitted Through Contact, pp.
179-81.
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ners from infected soldiers and then
visit the women, warn them they
might be infected, and suggest they
go to a British clinic for treatment.
Because the entire action was confi-
dential and informal and the contacts’
responses were voluntary, the Ameri-
cans by this means could get around
the rigid rules of Regulation 33B.
Colonel Padget launched the program
in February 1943 in six counties in
East Angha, employing four Army
nurses experienced in public health
work. Much to the surprise of the
sceptical British, the program pro-
voked almost no civilian resentment
and had substantial results. Of the
first 500 women approached, only
one—a professional prostitute—took
offense, and over 75 percent eventu-
ally sought medical assistance. The
Preventive Medicine Division expand-
ed the effort throughout the United
Kingdom, doubling the number of
nurses assigned, and in February
1944 transferred administration of it
to the base sections. British county
health officers, impressed with the
U.S. Army’s success, organized similar
contact teams and gradually began
exchanging information with their
Allies.®

In reciprocity for British acquies-
cence in this benign invasion of their
cherished privacy, General Hawley
tried to respond to Ministry of Health
and Army Medical Services protests
against the introduction into the
United Kingdom of American soldiers

57Gordon “Hist,” vol. 2, pt. 5, pp. 6, 13-14, 16,
CMH; Padget Interv, 1 Aug 45, box 223, RG 112,
NARA; Medical Bulletin No. 7, OofCSurg, HQ,
ETOUSA, 1 Jul 43, pp. 6-9; Mins, 14th and 15th
Meetings of Base Section Surgeons, 31 Jan and 14
Feb 44, file HD 337.
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already infected with venereal disease.
He repeatedly called to Surgeon Gen-
eral Kirk’s attention the fact that
transports from the United States reg-
ularly made port with scores of new
syphilis and gonorrhea cases on
board, and he warned that apparent
American nonchalance on this ques-
tion jeopardized hard-won British co-
operation with his control measures.
The chief surgeon arranged to detect
and hold for treatment all infected
soldiers on arriving vessels. On the
other side of the Adantic the New
York Port of Embarkation inspected
troops carefully before embarkation
and either kept infected men back for
treatment or provided treatment on
shipboard. Surgeon General Kirk,
however, was reluctant to stop alto-
gether shipment of men with venereal
disease, lest he create a new medical
way for malingerers to avoid overseas
duty. Further, many troops became
infected during their last preembarka-
tion leaves, twenty-four to forty-eight
hours before sailing, and their symp-
toms did not appear in time to be
noted in boarding inspections or to
be treated and cured on the voyage.
The Army, as a result, continued to
import venereal disease into the Brit-
ish Isles, and its doing so remained
an unresolved irritant in Anglo-Amer-
ican medical relations.%®

The medical service’s broad-fronted
attack on venereal disease produced
encouraging results. The rate of new

%8 Lurs, Hawley to TSG, 19 Aug and 14 Oct 43,
and TSG to Hawley, 25 Aug and 2 Oct 43, file HD
024 ETO O/CS (Hawley-SGO Corresp); Lutrs,
Hawley o CG, New York Port of Embarkation, 3
Feb 44, and to DepCdr, ETO, 27 Mar 44, file HD
024 ETO C/S (Hawley Chron). For the U.S. end of
the problem, see Hoff, ed., Diseases Transmitted
Through Contact, pp. 148 and 155.
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cases per 1,000 troops per vyear,
which stood at 58 at the end of 1942,
dropped to 21 by late 1943 and to
about 20 in md-1944. Colonel
Padget attributed part of this decline
to what he called a “dilution factor”
resulting from the rapid influx of new
troops who had not yet had time to
find female company. Nevertheless,
he was ‘“reasonably certain that the
lowering of the rate . . . was an actu-
ality and not just an artifact brought
about by troop movements.”” As was
true throughout the Army, black sol-
diers in the European Theater had a
venereal disease rate about four and
one-half times that of white troops,
the result of complex causes largely
not correctable by the theater medical
service. The black rate did respond,
however, to education and prevention
efforts, falling from 127 cases per
1,000 troops per year in February
1944 to 83 in June. Its general rise
and decline paralleled those for other
troops, only at a higher level. Among
overseas theaters, which normally had
higher venereal disease rates than the
continental United States, the Euro-
pean Theater during 1942-44 ranked
lower than all other theaters but the
Southwest Pacific and Pacific Ocean.®®

Between the start of BOLERO in
mid-1942 and the end of May 1944
the European Theater of Operations
recorded about 433,000 cases of dis-
ease admitted to hospitals and quar-
ters, about 64,000 cases of nonbattle

% Quotation from Padget Interv, 1 Aug 45, box
223, RG 112, NARA. See also Hoff, ed., Diseases
Transmitled Through Contact, p. 266; Mins, 23d Meet-
ing of Base Section Surgeons, 5 Jun 44, p. 4, file
HD 337; Gordon “Hist,” vol. 2, pt. 5, pp. 28-33,
fig. 18, table 7, CMH. For the venereal disease
problem among black soldiers and its causes, see
Lee, Employment of Negro Troops, pp. 277-78.
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injury, and 4,300 of combat wounds.
Throughout the buildup, the theater
had fewer sick per 1,000 troops per
year than any other overseas theater
but the North American and Latin
American. The ETO sick rate de-
clined month by month, except for
temporary winter upsurges reflecting
the prevalence of respiratory infec-
tions, from 1,087 admissions per
1,000 in February 1942 to 245 in
June 1944. Deaths from disease per
1,000 men remained consistently
below 0.500 during the preinvasion
period, a rate lower even than that in
the United States and half what the
Army suffered in the tropical Asian
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and Pacific areas of operations, with
their greater incidence of deadly sick-
ness. The ETO’s daily average nonef-
fective rate for all causes remained
below that in the United States until
the invasion. Clearly, as it awaited the
invasion of Europe, the medical ser-
vice was carrying out its mandate to
conserve the fighting strength of the
Army.™

" These figures are drawn from Frank A. Reister,
ed., Medical Statistics in World War II, Medical Depart-
ment, United States Army in World War II (Wash-
ington, D.C.: Office of the Surgeon General, De-
partment of the Army, 1975), pp. 72-79, 608-09,
630-31. See also tables in Gordon “Hist,” vol. 2, pt.
12, CMH.



CHAPTER VI

Preparations

Medics in Britain performed their
many and complex BOLERO tasks as
preliminaries to their principal and
most urgent mission: support of the
amphibious assault on continental
Europe. In the early period of the
buildup, planning and preparation for
that assault engaged the attention of
only a few members of the chief sur-
geon’s staff. Then, as 1943 gave way
to 1944, the pace of assault planning
intensified. Medical personnel of all
ranks and in all units were swept up
in invasion preparations. By late
spring of 1944 ETO medics, like ev-
eryone else in the theater, were tense-
ly awaiting the rapidly approaching
D-Day.

Early Planning Efforts

Medical planning for a cross-Chan-
nel assault started in April 1942, after
tentative approval of the American
RounpuP invasion concept, and ran
concurrently with the BoLErRO build-
up. The British and U.S. ground,
naval, and air commands in London
set up, among other committees on
the RounNDpuP operation, an adminis-
trative planning staff to deal with lo-
gistical matters. The staff, in turn,
was divided into lettered sections spe-
cializing in particular aspects of logis-

for Invasion

tics. Section C, which did most of the
medical planning, included members
of the British War Office, Admiralty,
Air Ministry, Combined Operations
Staff, and Ministry of Health, with the
theater chief surgeon and, more
often, Colonel Spruit, Hawley’s
London representative, speaking for
the American forces.?

Section C, in common with the
other logistics planning groups,
worked within uncertain parameters.
By mid-June the Rounpup tactical
planners had developed a general
concept for simultaneous landings on
a front stretching from the Pas-de-
Calais to Cherbourg, with perhaps six
divisions in the initial assault; beyond
that the outlines of the operation re-
mained unclear, clouded with doubt
as to its feasibility. At the same time
Section C had little amphibious war-
fare experience to guide it. The U.S.
Navy and Marine Corps before the
war had outlined a tentative amphibi-
ous doctrine, also adopted by the
Army, but the resulting manuals had
little useful to say about medical op-

'For general Rounpoup planning, see Harrison,
Cross-Channel, pp. 5-8 and 21-23; Ruppenthal, Logis-
tical Support, 1:175-76; Larkey “Hist,” ch. 2, pp. 57-
59. For Spruit’s role, see Hawley’s recommendation
for award, in file HD 024 ETO CS (Hawley Chron),
April-June 1944.
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erations. Wartime British Commando
raids, and even the August 1942
attack on Dieppe, offered few medical
lessons but confirmed that heavy cas-
ualties were to be expected. In the
face of these uncertamties and areas
of ignorance, Hawley, Spruit, and
their British colleagues plowed ahead
as best they could.?

From the start of their deliberations
the medical planners confronted a
problem that would remain a central
preoccupation until D-Day: treatment
and evacuation of the anticipated
many casualties of the first days of the
invasion. The dilemma was simple.
The assault force would suffer its
largest proportion of wounded at pre-
cisely the time when the fewest medi-
cal troops would be on shore to care
for them. Section C, on the basis of
informed guesswork, assumed that
there would be 22,500 Allied wound-
ed, almost half of them stretcher
cases, during the first two days of
Rounpupr. Hawley, Spruit, and their
British counterparts quickly ruled out
any attempt to treat these injured on
the French shore (designated in plans
as the “far shore” to distinguish it
from the British ‘“‘nearshore’), con-
cluding that treatment would require
more medics, hospitals, and equip-
ment than could possibly be landed in
the assault and early buildup and

?For the ROUNDUP plan, see Harrison, Cross-Chan-
nel, pp. 22-23 and 54-55. Ruppenthal, Logistical Sup-
port, 1:328-30, discusses early U.S. experiments with
the logistics of amphibious assault. At Dieppe, Ca-
nadian forces—the bulk of the assault group—suf-
fered 3,367 casualties out of 4,963 troops engaged.
Of the 1,154 wounded, the withdrawing Canadians
had to leave 568 behind as prisoners. See C. F.
Stacey, Six Years of War: The Army in Canada, Britain,
and the Pacific, Official History of the Canadian Army
in the Second World War (Ottawa: E. Clouter,
1955), pp. 384-89.
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more space than would be available in
the crowded beachhead.

If the wounded were not to be
cared for on the far shore, they would
have to be evacuated directly from
the beaches to hospitals in Great Brit-
ain, but evacuated in what? Few Brit-
ish and no United States hospital
ships were available in the theater,
and in any event these large oceango-
ing vessels could embark patients
conveniently only at ports. Besides,
such scarce ships should not be risked
under enemy air attack and shore bat-
tery fire. The British had developed a
smaller type of hospital ship, the hos-
pital carrier. Converted from shallow-
draft coastal steamers, these vessels,
each able to accommodate 100 litter
and 150 ambulatory patients, could
lie close to the beaches and load by
means of water ambulances—motor
boats carried on board the mother
craft. Hospital carriers, however, also
were vulnerable to hostile air and ar-
tillery and they took hours to fill to
capacity. The four that would be
available in England in late 1942
could not begin to evacuate all the
expected casualties.

Tactical landing craft that returned
to England after unloading obviously
were the only means for taking many
wounded off the beaches quickly, al-
though the types of such craft in
service during RouUNDUP planning
were small and not well adapted to
handling men on stretchers. Never-
theless, in late 1942, for lack of any
real alternative, the Rounpur admin-
istrative planning staff, at Section C’s
recommendation, established in prin-
ciple a policy of maximum evacuation
during the initial assault and use of
returning landing craft as the main
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BRITISH HOSPITAL CARRIER NAUSHON, a converted American ferryboat

casualty carrier. What types of land-
ing craft to employ for this purpose,
how many could be made available
for medical use (indeed, how many
would be available at all), and wheth-
er any could be earmarked exclusively
for evacuation and protected by the
Red Cross—these facts the committee
could not determine. The principle it
adopted, however, would remain in
force throughout the rest of the
lengthy invasion planning process.?

3Larkey “Hist,” ch. 2, pp. 56-58. For memoranda
detailing the reasoning behind these decisions, see
file HD 024 ETO O/CS (Spruit File re Policy); Rec-
ommendations of a Sub-Committee held in . . . the
Admiralty, London, 16 Jul 42, in EvacCorresp,
1942-45, file HD 024 ETO; F. A. E. Crew, The Army
Medical Services (hereafter cited as AMS), History of
the Second World War, United Kingdom Medical
Series, 5 vols. (London: Her Majesty’s Stationery
Office, 1956-66), vol. 4, Campaigns: North-West Europe
(1962), pp. 45-49.

Besides struggling with the prob-
lem of beachhead evacuation, the
Rounpur medical planners arrived at
basic decisions on a number of other
important questions. They established
an army-navy division of cross-Chan-
nel evacuation responsibilities that
applied to both British and American
forces. Under it, the armies were to
collect all wounded on the far shore
and move them to the beaches; the
navies would load evacuation craft
and care for patients on the voyage to
England; the armies then would have
charge of unloading the wounded and
removing them to hospitals. General
Hawley, Colonel Grow of the Eighth
Air Force, and British medical and
RAF authorities agreed on similar
plans for air evacuation from the
Continent to the Umted Kingdom.
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The ground forces and Services of
Supply were to collect evacuees at
French airstrips for pickup by trans-
port planes returning to England. Air
Force medical personnel were to care
for the patients in flight, and the Ser-
vices of Supply would deplane them
in Britain and transfer them to hospi-
tals. For their own forces the Ameri-
can planners began outlining the
complicated sequence in which field
army and then SOS medical units
would land in France. They also
roughed out a system for receiving
water-evacuated casualties in England,
using field hospitals and clearing sta-
tions at the ports for triage and emer-
gency surgery and distributing trans-
portable patients at once to selected
hospitals inland.*

Medical invasion planning, in this
period of limited theater resources, at
times took on an air of unreality.
During July, for example, in a last
effort to avoid the diversion to North
Africa, General Marshall ordered the
European Theater and Services of
Supply to report on the feasibility of
launching a small-scale cross-Channel
attack, code-named SLEDGEHAMMER,
on 15 September. Hawley, in re-
sponse, informed General Lee that, if
the buildup continued at its present
pace, the medical service would be
short 8,900 beds and 8,616 officers
and men on the projected attack date
and would have no hospital train
units, ambulance battalions, or boats
for water evacuation. Pressed by Lee
to report positively on how he could
support the operation, the chief sur-
geon reiterated his previous assess-

‘Larkey “Hist,” ch. 2, pp. 68-72; Miscellaneous
SPOBS/ROUNDUP Papers file, CMH.
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ment, with the qualification that he
would be able to support the landing
if he could borrow field medical units,
hospitals, and equipment from the
British, who, of course, had none to
spare. Reports such as this helped
scuttle SLEDGEHAMMER and Rounbpup
and paved the way for the commit-
ment to TORCH.?

Cross-Channel assault planning of
all sorts came to a stop in late 1942,
as TorcH plans and preparations mo-
nopolized the attention of British and
American staffs. Yet the Rounbur
studies and conclusions—preserved in
memoranda, data books, and individ-
ual memories—would constitute a
starting point for the next round of
invasion planning. Many of the princi-
ples and concepts of operation first
sketchily outlined in Rounbpup would
be the foundation of the much more
elaborate plans to follow.¢

OVERLORD: The Planning Process

The decision of the Allied leaders
at Casablanca, in January 1943, to
revive the cross-Channel attack
project for execution sometime in
1944 set in motion a lengthy, com-
plex planning process. It began with a
small Anglo-American staff, eventual-
ly drew in most British and American
headquarters, and ended in the final
test of strength in the west with Nazi
Germany.

In March 1943, to give organiza-
tional substance to the Casablanca de-

®An account of this incident, with documents, is
in Larkey “Hist,” ch. 4, pp. 2-6 and apps. 2 and 3.

®Harrison, Cross-Channel, pp. 31-32; Larkey
“Hist,” ch. 2, p. 73; Memo, CG, SOS, to ACofS,
G-4, and CsofSupSvcs, SOS, 1 Apr 43, sub: Admin-
istrative Planning, file HD 024 ETO O/CS (Spruit
File re Policy).
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cision, the Combined Chiefs of Staff
established the Anglo-American staff
known as COSSAC to plan the inva-
sion and superintend preparations for
it. Under the guidance of British Lt.
Gen. Sir Frederick E. Morgan,
COSSAC drafted the outline plan for
the invasion, Operation OVERLORD,
which Roosevelt, Churchill, and the
Combined Chiefs approved at the
Quebec conference in August. The
Allies then put together the Anglo-
American combined ground, naval,
and air headquarters that were to fill
in the details of OVERLORD and un-
dertake its execution. In mid-January
1944 the arrival of General Eisenhow-
er in London and the activation of
SHAEF around the nucleus of
COSSAC capped the invasion com-
mand structure. Eisenhower, after re-
fining and expanding the COSSAC
plan, set 1 June as the attack date. To
obtain more landing craft for the en-
larged assault, the Combined Chiefs
canceled the onginally contemplated
simultaneous landing in southern
France. On 1 February SHAEF pub-
lished its outline plan for NEPTUNE,
the code-name for 1944 operations
within OverLorp. SHAEF’s ground,
naval, and air headquarters followed
with their outline plans and various
national forces then got to work on
the details of tactics and logistics.

The final plan, developed by
COSSAC and expanded upon by
SHAEF, selected Normandy as the
point of attack because it possessed
more suitable invasion beaches, was
located within easier reach of major
ports, and was less strongly defended
than the previously favored Pas-de-
Calais. In contrast to the broad front
contemplated for Rounbup, the
OverRLORD plan called for a single
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concentrated amphibious  assault.
Three British Commonwealth and
two American divisions were to land
north and northwest of Caen, with
one of the American divisions going
in on the east coast of the Cotentin
Peninsula to gain position for a drive
on the key port of Cherbourg. Three
airborne divisions—one British and
two American—were to drop to se-
cure the flanks of the beachhead and
open routes inland. This force, and
follow-up troops, was to secure a
compact lodgement area in which the
Allies could mass men and supplies
and from which they could advance
methodically, first to capture addi-
tional Norman and Breton ports, then
to clear the region between the Seine
and the Loire, and finally to take
Paris and go on to the Rhine, in the
process destroying as much of the
German Army as possible (see Map
7

With the formation of COSSAC,
medical support planning paralleled
every stage of OVERLORD’s develop-
ment. The COSSAC medical section
began work in June 1943, under
Chief Medical Officer Lt. Col. G. M.
Denning of the Royal Army Medical
Corps. Besides Denning, the small,
informal section included a Royal
Navy representative and Lt. Col.
Thomas J. Hartford, MC, Hawley’s
executive officer. In September, after
Hartford went to 21 Army Group to
keep in touch with ground forces
medical planning, Lt. Col. John K.
Davis, MC, from the ETO Hospi-
talization Division, assumed the

"This account of the OVERLORD plan and its evo-
lution is based on Harrison, Cross-Channel, pp. 47-
59, 63-79, 98-127, 158-73; text of the outline plan
is in Appendix A.
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CoL. THOMAS J. HARTFORD
(Rank as of October 1943)

COSSAC post. Denning and Davis re-
mained in the medical section when it
became part of SHAEF, with General
Kenner as chief medical officer. The
section stayed small under Kenner,
never including more than four offi-
cers, evenly divided between British
and Americans.

Under both COSSAC and SHAEF,
the medical section made no compre-
hensive plans for supporting the inva-
sion. Instead, it drafted administrative
directives on certain inter-Allied and
interservice problems. The section es-
tablished, for example, uniform casu-
alty-estimation formulas for use by all
Allied planners, and it set basic evac-
uation policy and decided upon the
principal means for cross-Channel
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transport of wounded. As part of
SHAEF the section reviewed and rec-
onciled the proliferating plans of sub-
ordinate headquarters. Most COSSAC
and SHAEF medical decisions in fact
represented a consensus between the
chiefs of the British and American
medical services, reached at frequent
formal and informal conferences.
Throughout the invasion planning the
American medics at COSSAC and
SHAEF drew upon General Hawley’s
office for advice and information,
with the staff preparing most of their
studies and position papers.?

Detailed American medical plan-
ning for NEPTUNE, covering the inva-
sion and the first ninety days of the
battle for France, began early in Feb-
ruary 1944, after publication of the
SHAEF outline plans. Planning took
place within a complex logistics orga-
nization created to accommodate na-
tional control of supply to overall
British direction of NEPTUNE ground
operations. General Sir Bernard L.
Montgomery’s 21 Army Group func-
tioned as both tactical and administra-
tive ground force headquarters for
the invasion. Subordinate to it, the
U.S. Ist Army Group and First Army
had logistical, as well as tactical, re-
sponsibility for the American troops
under them, but these commands did
not represent and could not control
the ETO Services of Supply. To give
the latter a voice in invasion planning,
as well as to form the skeleton of a

8For medical section activities, see Medical Divi-
sion, COSSAC/SHAEF, War Diary, June 1943-May
1944; Interv, Medical History Branch, CMH, with
Maj. Gen. T. J. Hartford, MC, USA (Ret.) (hereafter
cited as Hartford Interv), 7-8 Oct 80, tape 1, side 1,
CMH; Davis Interv, 19 Jun 45, box 222, RG 112,
NARA.



PREPARATIONS FOR INVASION

continental logistics system, General
Eisenhower, as ETO commander,
early in February activated two new
headquarters: Advance Section, Com-
munications Zone (ADSEC), and For-
ward Echelon, Communications Zone
(FECOMZ).

Each of these new headquarters
possessed immediate planning and
future operational functions. The Ad-
vance Section was attached to the
First Army, which had charge of all
tactical planning for the American
part of the amphibious assault and
also did logistics planning for the first
fifteen day on shore. Besides assisting
with army planning, ADSEC worked
out the details of SOS operations for
the period from the sixteenth through
the fortieth day after D-Day (D+16
through D+40). The Forward Eche-
lon, at the outset an element of 21
Army Group headquarters, supervised
ADSEC planning and itself made SOS
plans for D+41 through D+ 90.

Operationally, ADSEC was to act as
the supply element of the First Army
until D415, organizing the beach
behind the advancing troops. From
D+ 15 through D+40, after the army
established its rear boundary, ADSEC
would constitute the communications
zone under the supervision of 21
Army Group, exercised through the
Forward Echelon. FECOMZ itself was
to become active on D+41, when a
second U.S. army went into operation
and the 1st Army Group, hitherto
subordinate to 21 Army Group,
became a separate command directly
under SHAEF |(see Chart 5)| The For-
ward Echelon then would take com-
mand of the entire American support
area behind the armies (whether
under the U.S. army group or coordi-
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nate with it was never entirely set-
tled). ADSEC at this point was to
revert to the status of a movable base
section under FECOMZ. The section
would follow close behind the armies
and link them to the Services of
Supply, relinquishing supply activities
nearer the shore to other base sec-
tions that would be formed as the
campaign progressed. Around D490
SHAEF and ETOUSA were expected
to move to France, whereupon
FECOMZ would merge back into the
ETO-SOS headquarters and General
Lee, as Eisenhower’s deputy for logis-
tics, would assume direct control of
all elements of the Services of
Supply—to be redesignated the Com-
munications Zone (COMZ).°

Under this administrative arrange-
ment the First Army surgeon, Colonel
Rogers, and his staff, working closely
with the surgeons of the two assault
corps, the V and VII, drew up medi-
cal support plans for the initial land-
ing and the first two weeks of combat.
The ADSEC surgeon, Col. Charles H.
Beasley, MC, and the FECOMZ sur-
geon, Colonel Spruit, prepared plans
for establishing the medical portion
of the continental Communications

#*The SOS underwent formal redesignation as
Communications Zone, ETOUSA, in GO No. 60,
HQ, ETOUSA, 7 Jun 44, but the term came into in-
creasing use from the end of February, even on
SOS letterheads. COMZ will be used in this chapter
in discussing logistical and medical planning, but
SOS will be used in reference to operations until
the narrative reaches the actual activation of COMZ.
For a description of the convoluted logistics com-
mand system, see Ruppenthal, Logistical Support,
1:203-15 and 219-27. See also First U.S. Army
Report of Operations, 20 Oct 43-1 Aug 44, bk. I,
pp. 25-27; HQ, Forward FEchelon, COMZ,
ETOUSA, Communications Zone Plan (hereafter
cited as FECOMZ Plan), 14 May 44, pp. 2-5, file
HD 370 ETO.
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Zone. Roger’s First Army medical sec-
tion had come over from the United
States with its parent headquarters
and had been in operation in London
and Bristol since October 1943, but
the ADSEC and FECOMZ surgeons’
staffs had to be improvised in haste
(see and | 7). Of substantial
size—the ADSEC surgeon’s office
eventually included forty-three offi-
cers and fifty-six enlisted men—these
organizations drew manpower from
casuals, base section headquarters,
and General Hawley’s office. Colonel
Beasley, for example, had been sur-
geon of the Eastern Base Section; his
deputy, Col. James B. Mason, MC,
had served as Hawley’s chief of oper-
ations; and Colonel Spruit had come
over to FECOMZ from running the
Cheltenham branch of the chief sur-
geon’s establishment. Each of the
COMZ surgeons organized his office
into divisions paralleling those under
the chief surgeon. Spruit’s office,
indeed, was for practical purposes an
advance echelon of Hawley’s.1?

While the First Army, ADSEC, and
FECOMZ surgeons drafted the NEp-
TUNE plans, many of the decisions in-
corporated in them came from other
headquarters. General Hawley,
charged with supervising all theater
medical planning, took part in estab-
lishing most major policies. His staff
furnished information to the army
and COMZ surgeons and wrote key

18An., 9, COMZ Medical Plan (hereafter cited as
An. 9—Medical), p. 1, to FECOMZ Plan, 14 May 44,
file HD 370 ETO; An. 8—Medical, p. 4, to HQ,
ADSEC, COMZ, NEPTUNE Operation Plan D to
D+41 (hereafter cited as ADSEC Plan), 30 Apr 44,
file HD 370 ETO; Surg, ADSEC, COMZ, Annual
Rpt, 1944, pp. 1-5; Larkey “Hist,” ch. 8, pp. 5-9;
Personnel Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, p. 12.
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portions of their plans, including, for
instance, the basic army-navy agree-
ment on division of cross-Channel
evacuation responsibility. Hawley’s
office published its own standard op-
erating procedure for medical service
on the Continent and oversaw base
section planning for support of the
embarking invasion forces and for re-
ceiving casualties from the far shore.
At SHAEF General Kenner kept in
close touch with ETO medical plan-
ning and intervened in selected as-
pects of it. Of the higher-level ETO
surgeons, Colonel Gorby of the 1lst
Army Group, in accord with the
group’s inactive role at this stage, had
the least to do with NEpTUNE plan-
ning. He confined himself to keeping
informed of First Army activities, as-
sembling the medical portion of the
troop buildup schedule, and partici-
pating in SHAEF medical policy dis-
cussions.!!

The NEPTUNE medical planners
made use of the data collected by
their Rounpbup predecessors and
adopted many principles worked out
for the projected earlier invasion.
They also availed themselves of the
medical lessons learned in amphibi-
ous operations in North Africa, Sicily,
and Italy. The Fifth Army late in 1943
assembled many of these lessons into

10ofCSurg, HQ, ETOUSA, Standard Operating
Procedure for Medical Service in Continental Oper-
ations (hereafter cited as O/CS Continental SOP), 4
Apr 44, file 370.02. For activities of Hawley’s office,
see annual reports of the Operations Division—es-
pecially Planning Branch, Evacuation Branch, Medi-
cal Intelligence Branch, Statistics and Requirements
Branch—and of the Hospitalization Division for
1944, as well as Middleton Interv, 1968-69, vol. 1,
p. 218, NLM. On Kenner’s activities, see Medical
Division, COSSAC/SHAEF, War Diary, February-
May 1944. On Gorby, see 12th Army Group Report
of Operations, vol. XIII (Medical Section), p. 7.
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a manual for amphibious medical sup-
port, upon which the ETO planners
drew extensively. Besides using the
manual and other written reports,
some ETO medical officers visited the
neighboring theater for firsthand ob-
servation and conferences with army
and SOS surgeons. During the early
1944 planning period, Colonel Hart-
ford of 21 Army Group, Colonel
Davis of SHAEF, Colonel Beasley of
ADSEC, and Colonel Darnall of Haw-
ley’s Hospitalization Division made
Mediterranean tours. Their visits, be-
sides affording a change of climate,
produced useful information. Hart-
ford, for example, confirmed from
Fifth Army experience the practicabil-
ity of evacuating wounded over the
beaches early in amphibious assault
and brought back up-to-date esti-
mates of whole blood transfusion re-
quirements in combat surgery.!?
NEpPTUNE medical planning ex-
tended over about four months, with
the First Army plan appearing in late
February and those of ADSEC and
FECOMZ respectively on 30 April
and 14 May. These plans, while pub-
lished separately, issued from a seam-
less process of discussion and negoti-

ZFor general contact between the theaters, see
Ruppenthal, Logistical Suppors, 1:331-35; Wiltse, Med-
ilerranean, pp. , and
2d Lt Glen Clift, MAC, “Field Operations
of the Medical Department in the Mediterranean
Theater of Operations, U.S. Army” (Office of the
Surgeon, MTOUSA, 1945), pp. 146-74, file HD
314.7-2, which reproduces the Fifth Army manual;
Hartford Interv, 7-8 Oct 80, tape 1, side 1, CMH;
Memo, Col J. K. Davis, MC, to CMedOff, SHAEF,
sub: Abstract of Report on Visit to AFHQ, in Medi-
cal Division, COSSAC/SHAEF, War Diary, April
1944; HQ, ADSEC, Operations History of the Ad-
vance Section, COMZ, ETOUSA . . . , August 1945
(hereafter cited as ADSEC Hist), p. 4; Hospitaliza-
tion Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, p. 2-3.
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ation so complex as to defy narration.
The three principal medical planning
staffs worked in constant consultation
with each other, with nonmedical
planners at their own headquarters,
and with the surgeons’ staffs of
higher- and lower-command echelons.
They kept in close touch with Navy
and Air Force medical staffs and with
those of their British colleagues. The
ADSEC medical section had British
officers attached to it for planning. In
the end, as a result of this method of
working, the evolution of each plan
was shaped by the evolution of each
of the others. Together, the major
medical plans constituted a compre-
hensive blueprint for the NEPTUNE
campaign.?

The NEPTUNE Campaign

The NEPTUNE plans covered the de-
velopment of a continental medical
service from the time the first wave of
infantry hit the beaches through the
securing of the French lodgement
area. Essentally, the plans addressed
two problems: provision of support
for a strongly opposed amphibious
landing, and development of an army
and then a COMZ medical establish-
ment—all to be done from a crowded
British base, across a narrow but

3For chronology of planning, see Ruppenthal,
Logistical Support, 1:215-16 and 269; First U.S. Army
Report of Qperations, 23 Oct 43-1 Aug 44, bk. VIJ,
p- 62; Surg, VII Corps, Annual Rpt, 1944, p. 12;
ADSEC Hist, pp. 13-14 and 23; Surg, ADSEC,
COMZ, Annual Rpt, 1944, pp. 1-6, 13, 15, 25, 31;
Capt G. B. Dowling, MC, USN, Special Report to
the Chief of the-Bureau of Medicine and Surgery,
USN, of U.S. Naval Medicine Service in the Invasion
of Normandy . .. (hereafter cited as Normandy
Rpt), 11 Jan 45, pp. 2-4, which gives the Navy view
of medical planning.
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treacherous body of water, with limit-
ed shipping and port facilities. 4
Support for the initial attack from
the sea required the most complex ar-
rangements and caused the planners
the most controversy and soul-search-
ing. The First Army tactical plan was
straightforward. On D-Day the V
Corps, with elements of the 1st and
29th Infantry Divisions, was to go
ashore on the army’s left on OMaHA
beach, a stretch of Normandy coast
backed by low bluffs northwest of
Bayeaux. The VII Corps, with the 4th
Infantry Division, was to land on the
right on UtaH beach, near the base of
the eastern side of the Cotentin Pe-
ninsula. The 82d and 101st Airborne
Divisions, also under VII Corps, were
to drop before the main attack, to
secure crossings over the flooded
areas immediately behind Utan. Lo-
gistical support for the seaborne
forces was to come from engineer
special brigades—two, forming a pro-
visional brigade group, for Omana
and one for UtaH. These brigades
were to begin landing soon after the
first infantry elements. Assisted by
shore party battalions of Rear Adm.
Alan G. Kirk’s Western Naval Task
Force, which was responsible for
transporting, landing, and supporting
the American invasion troops, the
special brigades would clear the
beaches of wreckage, mines, and ob-
stacles; open roads; and establish

4Unless otherwise noted, the following discus-
sion is based on An. 6, Medical Plan (hereafter cited
as An. 6—Medical), to First U.S. Army Operations
Plan, Operation NEPTUNE (hereafter cited as
FUSA Plan), 25 Feb 44; An. 8—Medical to ADSEC
Plan, 30 Apr 44; and An. 9—Medical to FECOMZ
Plan, 14 May 44. All in file HD 370 ETO. See also
O/CS Continental SOP, 4 Apr 44, file 370.02. Addi-
tional sources are cited where appropriate.
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supply dumps. Their medical battal-
ions would set up the first nondivi-
sional medical facilities on the far
shore.?®

For medical support planners the
number of casualties to be expected
on and immediately after D-Day was
the first crucial consideration. On this
point COSSAC and SHAEF for a long
time could not obtain agreement
among the concerned staffs, although
all expected losses to be very heavy.
Different headquarters held to various
estimates until February 1944, when
General Kenner assembled the chief
medical officers of the major invasion
commands to reach a common figure
“to establish our position for General
Eisenhower.” The conferees, after
much debate, decided to assume for
planning purposes that the assault
force would suffer 12 percent wound-
ed on D-Day and 6.5 percent on D+1
and D+2, with a declining proportion
thereafter. Using this ratio, First
Army surgeons had to think in terms
of treating or evacuating over 7,200
wounded on D-Day and another
7,800 in the next forty-eight hours, of
whom about 3 percent—at least
450—would be too severely injured to

5 For the assault plan, see First U.S. Army Report
of Operations, 20 Oct 43-1 Aug 44, bk. 1, p. 26;
Harrison, Cross-Channel, pp. 174-97; and Rup-
penthal, Logistical Support, 1:178, 269-70, 282-85,
324-44. Each engineer special brigade employed in
NEPTUNE consisted of 1 medical and 3 engineer bat-
talions, a DUKW battalion, and various small signal,
military police, and quartermaster elements. The
brigade group on OMmaHA also included the 1lth
Port, to operate the MULBERRY artificial harbor. Spe-
cial brigades could break down into battalion- or
company-size composite beach groups to support
regimental or battalion combat teams. The Western
Naval Task Force, also designated by the U.S. Navy
as Task Force 122, was the U.S. component of the
Allied Naval Expeditionary Force, the overall naval
command under SHAEF.
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be transported any distance without
definitive surgery. Even these esti-
mates, the planners realized, were un-
certain. Kenner noted: “If gas should
be used, then these figures go by the
board.” 16

On the basis of these estimates
COSSAC, SHAEF, and army planners
confronted the same problem of care
and evacuation during the first days
of the invasion that had preoccupied
their Rounbup predecessors.
COSSAC early reaffirmed the Rounbp-
up decision to evacuate from the
beaches to England all but the most
lightly wounded and, conversely,
those needing immediate surgery to
keep them alive. COSSAC also reiter-
ated the Rounpur staff’s conclusion
that most casualties must go out in
returning landing craft. Unlike the
earlier planners, those at COSSAC
and SHAEF had available a vessel
suited to their requirements: the LST
(landing ship, tank), which had come
into service since the end of Rounp-
up. This 330-foot oceangoing craft,
designed to disembark tanks and
other heavy vehicles directly onto a
beach, also could embark large num-
bers of casualties in a comparatively
short time through its bow doors and
ramp, which could accommodate am-

6 Quotations from MFR, Medical Section,
SHAEF, sub: Meeting Held 26 Feb 44 in Gen Ken-
ner’s Office re Casualty Estimates for Operation
OvERLORD, in Medical Division, COSSAC/SHAEF,
War Diary, February 1944. See also VII Corps NEP-
TUNE Assault Plan and Medical Plan (hereafter
cited as VII Corps Medical Plan), which gives corps-
level casualty estimates using the SHAEF formula,
encl. 1 to Surg, VII Corps, Annual Rpt, 1944; Dowl-
ing, Normandy Rpt, 11 Jan 45, p. 9. The OmMaHA
and UtaH assault forces included about 60,000 men,
with an assault-loaded follow-up of 26,500 for
OwMana and further preloaded buildup of 43,500 for
both beaches. See Ruppenthal, Logistical Support,
1:298.
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bulances, litter-carrying jeeps, and a
newly introduced amphibian truck,
the DUKW. The Ilatter vehicle also
could swim out to and board an LST
offshore. Within the ship the cavern-
ous tank deck, extending the width
and most of the length of the LST,
could hold up to 300 litters, either
fastened to bulkhead racks or lashed
to the deck surface. When not trans-
ferred from vehicles directly onto the
tank deck, casualties could be hoisted
on board in small craft or on individ-
ual stretchers. The ship’s upper decks
and crew’s quarters could hold 300
additional walking wounded. Any LST
could be fitted for evacuation, and
could accommodate a small emergen-
cy surgical facility, without reducing
its ability to perform its main task of
landing combat vehicles.

On 16 July 1943, at a conference
attended by General Hawley and
General Hood, the British Army med-
ical chief, COSSAC adopted the LST
as its principal evacuation craft. Rein-
forcing this decision, General Mar-
shall directed in October that all
cross-Channel movement of American
wounded ““will be handled in properly
equipped combat LST[s].” " The
U.S. Navy, which had charge of pro-
viding LSTs for the invasion, agreed
to modify for casualty carrying 83 of
the 98 ships allocated to the Ameri-
can forces and 70 of the 113 assigned
to the British. After he became
SHAEF’s chief medical officer, Gener-
al Kenner endorsed these arrange-
ments. He directed medical planners
to assume that only 75 litter and 75

1"Msg, Marshall to Gen Devers, 30 Oct 43, in
Medical Division, COSSAC/SHAEF, War Diary,
February 1944.
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LSTs READYING FOR THE INVASION

walking patients would be moved on
each voyage of an LST, to allow for
the fact that few ships would be able
to stay near the beach long enough to
load to full capacity. If practicable, of
course, the vessels were to take on
more than this minimum.

To provide emergency surgery for
casualties taken on board directly
from clearing stations during the first
days of the attack, the Western Naval
Task Force surgeon, Capt. George B.
Dowling, MC, planned to put two
medical officers and twenty hospital
corpsmen on each of his task force’s
LSTs. Because few of these Navy
medical officers were experienced
surgeons, General Hawley agreed to

reinforce each LST medical comple-
ment with an Army surgical team of
one officer and two enlisted techni-
cians. To place still more emergency
surgery capacity near the beaches,
Kenner assigned 5 hospital carriers
each to the British and American
forces. These ships were to carry
additional medical personnel and sup-
plies to France and then embark pa-

tients requiring extensive early
surgery.’®
8Hawley Planning Directive No. 11, 21 Jul 43,

box 2, Hawley Papers, MHI; Extract from Record of
Meeting of Principal Staff Officers Held on 16 Jul
43, 20 Jul 43, in Medical Division, COSSAC/
SHAEF, War Diary, February 1944; COSSAC
Admin Instruction No. 8, 22 Dec 43, in ibid., De-

Continued
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COSSAC and SHAEF based their
evacuation plans on the LST reluc-
tantly and in the face of much doubt
about the feasibility of the whole
system for removing wounded from
the beaches. The doubters included
General Hood. After inspecting an
LST at Portsmouth, Hood called the
vessel a “cold, dirty trap” for injured
men. He carried unavailing protests
against its use all the way to Church-
ill's War Cabinet. Colonel Cutler con-
sidered LSTs “rotten ships for care of
wounded American boys,” an opinion
shared by many of his colleagues. The
objectors had reason for concern.
When emptied of their vehicular car-
goes, LSTs rolled deeply in all but
the calmest seas, creating, to say the
least, an unstable platform for sur-
gery. With any kind of sea running,
DUKWs could not swim out to an
LST and negotiate its ramp. Most im-
portant, as combatant vessels carrying
troops and weapons outward bound,
LSTs could not be protected with the
Red Cross and were legitimate attack
targets. If one foundered for any
reason, the litter patients on board in-
evitably would go down with it
Kenner and Hawley shared their col-
leagues’ uneasiness about the LST,
Kenner calling use of the vessels “an
improvised method of removing casu-
alties forced upon the Medical Service

cember 1943; Memo, Kenner to ACofS, G-4,
SHAEF, 25 Apr 44, sub: Casualty Lift of Converted
LSTs, in ibid., April 1944. See also diary entries and
correspondence for September and November 1943
and March 1944, On LST technical details, see
Davis Interv, 19 Jun 45, pp. 2-3, box 222, RG 112,
NARA; Crew, AMS, Campaigns: North-West Europe,
4:49-52; and Dowling, Normandy Rpt, 11 Jan 45,
pp- 4-5, E-8, E-9, E-13. On LST surgeons, see
Larkey “Hist,” ch. 8, pp. 30-31, and correspond-
ence in file HD 705 ETO (Medical Care on LSTs,
1944).
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’

by operational necessity.” Neverthe-
less, they had to override all objec-
tions to employment of the LST, for
it was the only available means of
large-scale cross-Channel evacuation.
They took comfort from the fact that
LSTs had performed well in evacu-
ation in the Pacific and could only
hope that weather severe enough to
prevent the loading of wounded on
LSTs also would prevent the entire
invasion.!®

Until D-Day Allied medical plan-
ners considered their evacuation
system a fragile structure, dependent
for success on many uncontrollable
variables. Kenner, in particular,
feared that a “back-log” of unevacu-
ated, untreated wounded would accu-
mulate on the beaches, with demoral-
1zing impact on the combat troops.
He warned:

The whole medical situation during the
first few days hinges on two unknown fac-
tors, namely weather and the number of
casualties. If both are in our favor then
evacuation will be satisfactory. If weather
is good and casualties heavy or if weather
1s bad and casualtes light, the medical
situation while becoming serious will
probably remain under control. But if the
weather 1s bad and the casualties heavy
then it will be impossible to meet the sit-
uation either by local treatment or by

®Hood words as quoted in MFR, Col Cutler, 28

Feb 44, sub: Visit and Inspection of an LST at
Portsmouth . . ., 21 Feb 44, file HD 705 ETO
(Medical Care on LSTs 1944). Cutler quotation
from Carter, ed., Surgical Consultants, 2:184. Kenner
quotation from his memorandum of 6 Mar 44, in
Medical Division, COSSAC/SHAEF, War Diary,
March 1944; see also other entries and documents
for this month. Crew, AMS, Campaigns: North-West
Europe, 4:52-55, recounts Hood’s appeal to the War
Cabinet. See also Hartford Interv, 7-8 Oct 80, tape
1, side 1, CMH, and Davis Interv, 19 Jun 45, box
222 RG 112, NARA.
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evacuation and a serious medical break-
down must inevitably occur.??

Colonel Rogers and his staff built
their First Army medical support
plans around the basic COSSAC-
SHAEF evacuation decisions and at-
tempted to provide against a break-
down of seaward evacuation. To this
end Colonel Rogers arranged to rein-
force each assault division medical
battalion with an additional collecting
company, to be landed as soon as
possible after D-Day, and to attach six
teams from the army’s auxiliary surgi-
cal group to the clearing company of
each engineer special brigade medical
battalion. So augmented, these
units—the only hospitals on shore
during the first twenty-four hours or
so of combat—would be able to care
for a substantial number of severely
wounded. On D-Day company aidmen
and battalion medical sections were to
go in with the first infantry waves, fol-
lowed in close sequence by Navy
shore party medical sections (one offi-
cer and eight hospital corpsmen per
army battalion), division collecting
companies, the engineer special bri-
gade medical battalions, and the divi-
sion clearing companies. This inter-
lacing of division and special brigade
elements, based on Mediterranean
practice, would permit the division
medical service to move inland at
once and begin regular operations,
leaving the shore party and special
brigade medical units, in static beach
positions, to collect wounded who fell
in the first attack, to evacuate division
medical installations, to set up emer-
gency surgical hospitals, and to load

2 Ltr, Kenner to Lt Gen Sir Humphrey Gale, 29
Feb 44, in Medical Division, COSSAC/SHAEF, War
Diary, February 1944.

EUROPEAN THEATER OF OPERATIONS

all movable casualties on LSTs and
other landing craft The
beach medical elements also were to
evacuate and support the airborne di-
visions, as soon as the seaborne
forces made contact with them. Until
then the airborne medical companies,
landing by parachute or glider with
attached surgical teams soon after the
infantry touched down, would collect
and treat all paratrooper wounded.?
After the assault and the securing
of the beachhead, American rein-
forcements were to pour in, over
OmaHA and UtaH beaches and later
through Cherbourg and other cap-
tured ports, bringing U.S. strength on
the Continent to over 1 million by
D+90. The First Army and 1st Army
Group before D-Day established a
consolidated movement schedule for
this buildup, detailing the size and
shipping requirements of each unit,
its date and place of embarkation, and
its destination and assignment on the
far shore. They divided each day’s
sealift among ground, air, and service
forces so as to maintain a balanced
flow of combat and support elements.
Medical wunits were interspersed
throughout the schedule, on the basis
of priorities developed by the First
Army, ADSEC, and FECOMZ sur-
geons and worked into the troop list
after tortuous negotiations with all
the other forces vying for space (see

Table 3). The First Army’s nondivi-

sional medical units were to go In

2 VIl Corps Medical Plan, encl. 1 to Surg, VII
Corps, Annual Rpt, 1944; Surg, Ist Infantry Divi-
sion, Annual Rpt, 1944, p. 8; Dowling, Normandy
Rpt, 11 Jan 45, p. 8; Surg, 82d Airborne Division,
Annual Rpt, 1944, an. 1; Surg, 101st Airborne Divi-
sion, Annual Rpt, 1944, pp. 1-2; Editorial Advisory
Board, 1962, pp. 70-71, 100-101, 112.
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first, between D-Day and D+ 15, with
field hospitals, auxiliary surgical
teams, and the corps medical battal-
ions leading. Evacuation hospitals
were to follow, beginning on D+5,
along with army medical battalions
(separate) and groups, a supply depot
company, a convalescent hospital, a
laboratory unit, and a gas treatment
battalion. A few ADSEC units were to
be interspersed with those of the First
Army, but most would arrive after
D+12. The first scheduled to come
were additional ambulance companies
and evacuation and field hospitals, in-
tended to function as station hospitals
and holding units. On or about
D+ 15 the first general hospital in
France, the 298th, was to disembark

4

and go into operation in Cherbourg.
By D+90 both the Advance Section
and Forward Echelon expected to
have twenty-five general hospitals on
the Continent, at preassigned loca-
tions in Normandy and Brittany, be-
sides a full complement of supply
depots and other COMZ medical
units. 22

Medical supplies in large quantities
were to start arriving on the beaches
as soon as the troops did. All First
Army combat and support units land-

#2In addition to the basic plans previously cited,
see Surg, VII Corps, Annual Rpt, 1944, pp. 3-4 and
6-7. Memo, Surg, FECOMZ, to G-4, FECOMZ, 6
Apr 44, file HD 370 (HQ ADSEC Plans and Cor-
resp, 1944); Larkey “Hist,” ch. 8, app. 4.
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TaBLE 3—PLANNED LANDING OF MEDICAL UNITS, 6-14 JUNE 1944

Utan Beach # June Omana Beach June
6 auxiliary surgical teams...........ccccvviiiiennn, 6 12 auxiliary surgical teams..........c.ccoceveeennee 6
Ist Medical Depot Company, advance 1st Medical Depot Company, advance

Platoon. ..., 7 PlAtoon. ... 6

42d Field Hospital 7 13th Field Hospital ............cccoiininiiiniininns 6
45th Field Hospital 9 51st Field Hospital 8
3 auxiliary surgical teams..........c.cccocooviieainnne 9 449th Collecting Company ......c.cccccevvviiunanee 11
463d Collecting Company ..........cccccoereeennnn 10 450th Collecting Company ........ccceceevrenenene. 11
564th Ambulance Company .. 11 577th Ambulance Company .. 11
464th Collecting Company ........ccccccvvvinnnn. 11 5th Evacuation Hospital..........c.coooooiiiinnn. 11
91st Evacuation Hospital ..........ccccoccieencnnnene 11 24th Evacuation Hospital...........c.ccoccoeeeennen. 11
565th Ambulance Company .. 12 451st Collecting Company..... 12
493d Collecting Company ...........cccccevrnennee. 12 452d Collecting Company ..... 12
128th Evacuation Hospital..........c.ccccoiinen 14 575th Ambulance Company .. 12
566th Ambulance Company .. 14 41st Evacuation Hospital ..o 12
501st Collecting Company..........cccoceevreerinene 14

® Small portion of troop buildup schedule, exclusive of brigade and corps units.
Source: First U.S. Army Report of Operations, 20 Oct 43-1 Aug 44, bk. 1, an. 2, pp. 60-61.

ing on D-Day and the following 3
days were to carry reserves of rapidly
consumable items, in the hands and
on the backs of soldiers and loaded
into vehicles. Each infantry, artillery,
chemical warfare, engineer, and
ranger battalion; each divisional col-
lecting and clearing company; and
each engineer special brigade medical
battalion was to receive a special al-
lowance of dressings, small imple-
ments, drugs, morphine, and dried
plasma packed in waterproof contain-
ers portable by a single man. Each or-
ganization also would bring ashore
extra litters, field medical chests,
splints, and blankets. In the Advance
Section mobile hospitals were to
embark with reserves of expendable
supplies sufficient for 10 days of op-
erations; other medical units were to
carry 3-day reserves.

Medical maintenance supplies were
to be shipped automatically from the
United Kingdom during the first 90
days of continental operations. Before

D-Day the First Army, Advance Sec-
tion, and Forward Echelon submitted
requisitions to the chief surgeon’s
Supply Division for their periods of
primary logistical responsibility, with
allowances calculated to replace lost
and consumed materiel and to estab-
lish 14- or 21-day reserves (depend-
ing on the echelon and the class of
supplies) in army and COMZ depots
by D+90. The supplies so requested
were to be packed before the assault
and loaded on ships on a daily sched-
ule as the buildup proceeded.

From D-Day until about D440
most maintenance supplies would
consist of special division assault sur-
gical and medical units, designed by
the First Army and assembled by the
Supply Division. Each of these units
included dressings, drugs, and equip-
ment for treating 500 casualties and
was divided into 100-pound water-
proof packages for easy, safe move-
ment and storage. To ensure arrival
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of enough supplies on the beaches
while the casualty rate was highest,
the Supply Division based its sched-
uled shipments of these units on esti-
mated numbers of wounded, rather
than on total troop strength, as was
the practice with regular medical
maintenance units (which were not
adapted to the assault situation in any
case). As the buildup continued,
standard 10,000-men-for-30-days
maintenance units were to supplant
the special ones. When enough depot
companies reached France, the armies
and the Communications Zone were
to establish regular distribution pro-
cedures, with division medical supply
officers drawing on army depots that
those of the Advance Section would
replenish. Whole blood, biologicals,
and penicillin were to reach the front
through special channels, delivered by
the theater blood service. 23
Hospitalization and evacuation in
France were to evolve as the manpow-
er and supply buildups progressed,
with the aim throughout being to
retain as many patients as possible on
the Continent. From D-Day until
about D+ 18 the First Army was to
send back to England all sick and
wounded except nontransportables
(defined as men with severe abdomi-
nal, chest, and head injuries and com-
pound fractures) and casualties who
could be treated and returned to duty
from division facilities. As First Army
hospitals went into operation, the

ZFirst U.S. Army Report of Operations, 20 Oct
43-1 Aug 44, bk. VII, pp. 74-75; Supply Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, sec.
1V, pp. 5-6, and sec. VI, pp. 5 and 7-8; Planning
Branch, Operations Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, pp. 8-9; Interv, OSG
with Col B. C. T. Fenton, MC, 7 Jun 45, box 222,
RG 112, NARA.
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forces in France, at the army com-
mander’s direction, were to shift to a
7-day evacuation policy. Once COMZ
fixed hospitals became available, the
Advance Section was to evacuate to
them from the armies casualties re-
turnable to duty within 15 days, to be
extended progressively to 30 days as
still more hospitals arrived. Soldiers
needing longer hospitalization, or eli-
gible for return to the United States
under the 180-day theater policy,
were to go directly from army instal-
lations to hospitals in England.
Following the principles established
by COSSAC, the NEPTUNE plans
called for evacuation of wounded
over the beaches during and after the
assault, and for their transportation to
Britain in LSTs and, after the first day
or so, in hospital carriers. When the
Allies captured and reopened Cher-
bourg, the Americans were to use that
port, in addition to the beaches, for
evacuation to the United Kingdom.
U.S. hospital ships, eleven of which
were expected to reach the European
Theater between 29 May and 12
August, also would load wounded at
Cherbourg for direct evacuation to
the United States. Air evacuation to
Britain, from both the field armies
and the Communications Zone, was
to begin as soon as the ground forces
secured airstrips usable by the C-47s
of the IX Troop Carrier Command.
For overland movement r( patients,
the NEPTUNE plans proviiied for im-
provisation of hospital trains from
captured rolling stock, but the armies
and COMZ were to rely primarily on
ambulances and, in emergencies, on
trucks and jeeps, until about D+ 56.
At that time hospital trains construct-
ed in England were expected to begin
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rolling off ships at ports and beach-
eS.24

The NEPTUNE planners concerned
themselves with keeping the troops
on the Continent healthy, as well as
with treating them when sick and in-
jured. Army and COMZ preventive
medicine plans, based on information
collected and collated by the chief
surgeon’s Medical Intelligence
Branch, assessed the state of public
health in occupied France and listed
the likely major disease threats on the
Continent. Troop commanders in
France, the plans warned, could
expect to find an ill-nourished, dirty
civilian population whose hospitals
and public health agencies were oper-
ating inefficiently because the occupy-
ing Germans had stripped them of
much equipment and personnel.
French water purification and sewage
disposal facilities, never the best,
could be assumed to have broken
down under administrative neglect
and combat damage.

Compared to what the Army faced
in the Mediterranean, the Southwest
Pacific, and other non-European trop-
ical theaters, disease in northwestern
Europe posed hardly any threat to the
conduct of operations. Epidemic
louse-borne typhus, which the plan-
ners considered likely to be intro-
duced from eastern Europe by
German troops and slave laborers,
loomed as the disease of most poten-

2*Memo, Kenner to ACofS, G4, SHAEF, 13 Apr
44; see also Mins, Conference of Gen Kenner with
Brig Gen Grow, 11 Apr 44. Both in Medical Divi-
sion, COSSAC/SHAEF, War Diary, April 1944. For
a definition of nontransportables, see Ltr, Col E. C.
Cutler to Lt Col Crisler, 16 Apr 44, box 3, Hawley
Papers, MHI. See also Memo, Col F. H. Mowrey to
Movements Division, Office of CofTrans, ETO, 29
May 44, EvacCorresp, 1942-45, file HD 024 ETO.
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tial danger. Commanders and sur-
geons also would have to guard
against typhoid, but such famihar dis-
eases of troops in the field as dysen-
tery, diarrhea, influenza, venereal dis-
eases, and infectious hepatitis, as well
as a variety of skin ailments and
vermin infestations, were likely to
constitute the campaign’s principal
medical problems. Even though
American troops had already been
immunized against typhus, the field
armies and the Communications Zone
planned to issue insecticide powder
to their troops and prepared for mass
inspection and delousing of soldiers,
civilians, and prisoners of war. NEp-
TUNE plans for combating other dis-
eases depended on the standard im-
munizations, personal hygiene, mass
sanitation, water treatment, sewage
disposal, and pest eradication proce-
dures, as well as on special supervi-
sion of soldier eating habits to pre-
vent vitamin deficiencies among men
subsisting for long periods on C- and
K-rations.?

Preventive medicine planners ex-
pected venereal diseases, the inci-
dence of which reportedly had in-
creased threefold in France since
1941, to constitute ““one of the most
difficult control problems to be en-
countered.” First Army and COMZ
plans, backed up by a theater circular
drafted by Colonel Gordon’s Preven-
tive Medicine Division in cooperation
with the senior medical consultants

#For medical intelligence, see Medical Intelli-
gence Branch, Operations Division, QofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, pp. 2-3, and Lutr,
Hawley to TSG, 29 May 44, file HD 024 ETO O/CS
(Hawley-SGO Corresp). See also Cir Lir No. 53,
OofCSurg, HQ, ETOUSA, 8 Apr 44, sub: Improve-
ment of Nutrition of Combat Troops, in Larkey
“Hist,” ch. 8, app. 17.
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Gas DECONTAMINATION EQUIPMENT, stockpiled at Thatcham supply depot as a precaution

against a German gas atlack

ments throughout the elaborate medi-
cal support system.?’

Technical Aspects

Even before the OVERLORD and
NEPTUNE plans took definite shape,
General Hawley and his staff began
searching for solutions to a variety of
technical problems connected with
the invasion. The chief surgeon and
his assistants paid special attention to

27 For the motion sickness preventive, see Medical
Consultation Service sec., Professional Services Divi-
sion, OofCSurg, HQ, ETOUSA, Annual Rpt, 1944,
p. 15 and apps. ], K, and L; and Planning Branch,
Operations Division, OofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, encl. 6. For antigas precautions,
see Gas Casualty Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, and Memo, Col. C. B.
Spruit to G-2/G-3, FECOMZ, 23 Mar 44, file HD
370 (HQ ADSEC Plans and Corresp, 1944).

three problems: providing whole
blood to forward medical units, draft-
ing guidelines for combat zone surgi-
cal practice, and devising a system for
sheltering fixed hospitals on the Con-
tinent.

The Blood Program

U.S. Army surgeons in the Europe-
an Theater learned from British expe-
rience in the Western Desert, and
from early American operations in
North Africa and Sicly, that whole
blood—while highly perishable and
difficult to store and transport—was
indispensable for controlling shock in
severely wounded soldiers. Blood, ad-
ministered as far forward as possible
in the evacuation chain, saved lives
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that plasma alone could not. In re-
sponse to this growing weight of evi-
dence General Hawley in July 1943
decided to establish an ETO whole
blood service, modeled on the highly
successful British Army Transfusion
Service.

The American blood bank took
shape during late 1943 and early
1944, planned and supervised by an
ad hoc committee headed by Colonel
Mason, then chief of the Operations
Division, and including Colonels
Cutler and Middleton, the command-
er of the 1st Medical General Labora-
tory, and the chief of the Supply Divi-
sion. No T/O blood bank unit exist-
ed, so General Hawley improvised
one. He reorganized the 250-bed
152d Station Hospital into a base
depot, located at the 1st Medical Gen-
eral Laboratory at Salisbury, and
mobile advance depots—two for the
Communications Zone and two for
the armies. The base depot was to
collect type O blood (the only kind
used) from volunteer SOS donors,
process it, and prepare it for daily
shipment to France, where the ad-
vance depots, using truck-mounted
refrigerators, would distribute it as far
forward as the field hospital platoons
attached to division clearing stations.
Equipment for the units came from
the United States, under a special
project for continental operations
(PROCQO), and from the British, who
furnished indispensable refrigerators,
as well as bottles, tubing, and needles
for bleeding and transfusion. By mid-
April 1944 the blood bank, under the
overall command of the 1st Medical
General Laboratory and with Maj.
Robert C. Hardin, MC, in immediate
charge as executive officer, had se-
cured most of its equipment and fin-
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ished organizing and training the 11
officers and 143 enlisted men of its
base, COMZ, and army depots. Gen-
eral Hawley meanwhile secured from
the theater top priority for shipments
of blood to France and from the
Ninth Air Force a guarantee of daily
space on aircraft.2®

As the invasion approached, the
ETO blood service faced a prospec-
tive supply shortage. Since whole
blood could be stored for a maximum
of fourteen days, the theater required
a reliable flow of new blood about
equal to the expected usage rate in
the field, a rate which Colonel
Mason’s committee, applying the Brit-
ish planning ratio of 1 pint of blood
for each 8-10 wounded, estimated as
averaging about 200 pints per day
during the first three months of
combat. This amount was safely
within the ETO blood bank’s 600-
pints-per-day collection and process-
ing capacity. Even as the bank pre-
pared for operations, however, the
medical service, on the basis of re-
ports from the Fifth Army in Italy, in-
creased its estimate of requirements
to 1 pint for every 2.2 casualties.

*8For development of the concepts of shock and
transfusion, see Douglas B. Kendrick, Blood Program
in World War 11, Medical Department, United States
Army in World War II (Washington, D.C.: Office of
the Surgeon General, Department of the Army,
1964), pp. ix, 15-17, 30-60, 459, 469-500, 508-12.
For development of the ETO blood bank, see file
742 ETO General File (Blood Program). See also
Professional Services Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1943, p. 8; James B. Mason,
“Planning for the ETO Blood Bank,” The Military
Surgeon 102 (June 1948): 460-68; O/CS Continental
SOP, 4 Apr 44, pp. 29-32, file HD 370.02. PROCO
was an Army Service Forces system for tailoring
equipment for particular tasks not covered by ordi-
nary unit allowances or T/E. See Ruppenthal, Logis-
tical Support, 1:260-61.
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On this basis the blood bank, work-
ing at full capacity, would not be able
to keep up with daily demands, and it
became apparent that, even if collec-
tion and processing could be in-
creased, the supply of raw material in
the theater could not. When General
Lee issued the planned call for volun-
teer donors early in 1944, response
from the Services of Supply was dis-
appointing. By mid-April the base
sections, in spite of exhortations from
Lee and Hawley, had enrolled only
35,000 of 80,000 potenual type O
donors. As early as May 1943 Colonel
Cutler and Major Hardin had suggest-
ed flying in blood from the United
States, but Surgeon General Kirk,
until well after D-Day, vetoed this
proposal. His staff underestimated the
need for whole blood in field surgery
and doubted the feasibility of trans-
porting the perishable substance
across the ocean. From the available
donors the ETO blood bank, by start-
ing collection well in advance and
storing blood up to the maximum
safe limit, could meet immediate inva-
sion requirements. But, as the cam-
paign expanded and the limited SOS
donor pool diminished with the
movement of service troops to
France, the blood supply at some
point would fall short of need unless
the theater could find an additional
source. On D-Day, such a source still
was not in sight.??

¥Gee file 742 ETO General File (Blood Pro-
gram); Professional Services Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1944, pp. 5-6. Hawley
Interv, 1962, pp. 43-44, CMH, recalls the disbelief
with*which the ETO surgeons greeted initial reports
on blood use in Italy. For the policies of the Office
of the Surgeon General, see Kendrick, Blood Pro-
gram, pp. 476-84, 524-26, 530; Editorial Advisory
Board, 1962, pp. 108-09; and Memo, Lt Col B. N.
Carter to Gen Hillman, 28 Oct 43, sub: ETMD,
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The Surgical Program

The effort of General Hawley and
his consultants to define uniform sur-
gical practice for each step in the
evacuation process had more satisfac-
tory and definite results. During 1942
Colonel Cutler and the surgical con-
sultants began rewriting War Depart-
ment Technical Manual 8-210, Guides
to Therapy for Medical Officers, to simpli-
fy 1t and make it more useful to sur-
geons in the field. Finished late in
1943, the resulting ETO Manual of
Therapy, published as a pocket-sized
booklet, reached medical officers
before D-Day. Of the manual’s three
sections, two dealt with surgery in
clearing stations and evacuation and
fixed hospitals. Written in short,
simple sentences, these sections con-
centrated on specific treatment of
particular types of injury at each point
in the evacuation chain and omitted
lengthy expositions of theory. Gener-
ally, the manual emphasized the need
to avoid definitive surgery in the for-
ward areas, unless absolutely neces-
sary to save life. The third section of
the manual covered basic medical
emergencies; from poisoning to
neuropsychiatric  disabilities. ~ This
manual, supplemented on 15 May
1944 by an ETO circular on “Princi-
ples of Surgical Management in the
Care of Battle Casualties,” which reit-
erated many of the same policies,
constituted a concise practical guide
for surgeons fresh from civilian prac-
tice and usually inexperienced at

ETO, and Litr, Carter to Col E. C. Cutler, 4 Nov 43,

both in file HD (24 ETO O/CS (Hawley-SGO Cor-
resp).
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treating severe injuries in primitive fa-
cilities under pressure of time.3

The Expeditionary Hospital

General Hawley's staff early took
up the problem of housing general
and station hospitals on the Conti-
nent, where they had to assume that
the battle would leave behind few
readily usable buildings. In late 1943,
after almost a year of work, the Hos-
pitalization Division and the ETO
Office of the Chief of Engineers com-
pleted draft plans for an expedition-
ary tented-hutted hospital. Designed
to house a 1,000-bed general or 750-
bed station hospital, this standardized
installation was to consist initially of
tents on concrete bases, on a site im-
proved with paved roads and with
water, sewer, and power lines. Each
tent was to have space beside it for a
parallel hut, which the Engineers
were to erect during hospital oper-
ations as circumstances permitted.
Passing through several stages of de-
velopment, from completely tented
to completely hutted, an expedition-
ary hospital was supposed to be
able to accommodate its full capacity
of patients at each stage, even as con-
struction and the transfer of facilities
from under canvas to under roofs
went on.

WOETO, Manual of Therapy, 5 May 44, file Manual
of Therapy, ETO, box 405, RG 112, NARA. For
comparison, see War Department Technical Manual
8-210, Guides to Therapy for Medical Officers, 20 Mar
42, For the 15 May 44 circular, see Canter, ed., Sur-
gical Consultants, 2:168-73 and app. B, p. 963. See
also Hawley Interv, 1962, pp. 57-61, CMH; Lutrs,
Col E. C. Cutler to Lt Col N. B. Carter, 5 Oct and
15 Nov 43, and Carter to Cutler, 30 Sep and 26 Oct
43, in file HD 024 ETO 0O/CS (Hawley-SGO Cor-
resp).
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In October 1943, to test the newly
completed plan, the Services of
Supply sent the 12th Evacuation Hos-
pital to Carmarthen, Wales, to erect
and operate an expeditionary 750-bed
station hospital serving troops in that
area. The unit, and an Engineer com-
pany, arrived on the site, deliberately
selected for unsuitability, early in No-
vember. In spite of rain, snow, ob-
structing hedgerows, and poorly
drained marshy ground, the hospital
unit and its supporting engineers had
the plant in tented operation before
the end of the year. The hospital was
well into the hutted stage in March
1944, when the 12th turned it over to
a station hospital unit. In March the
Hospitalization Division issued a
manual with construction specifica-
tions for the expeditionary hospital,
incorporating lessons learned at Car-
marthen. The system proved its worth
even before the invasion, as the Ser-
vices of Supply used it to set up sev-
eral temporary plants needed to in-
crease fixed bed capacity or receive
casualties from France.3!

Readying Medical Supply

As invasion planning neared com-
pletion, General Hawley viewed with
increasing alarm one key element of
his establishment: medical supply.
Throughout the renewed BoLERO

3! Hospitalization  Division, QofCSurg, HQ,
ETOUSA, Annual Rpts, 1943, pp. 3-5, and 1944,
pp- 5-6; 12th Evacuation Hospital Annual Rpt,
1944, pp. 1-4; Spruit Diary, 7 Jul 43. See also
Memo, Hospitalization Division to CSurg, ETO,
22 Jan 43; Memos, Hospitalization Division to
DepCSurg (Cheltenham), 24 and 30 Jun 43; and
Memo, Col J. R. Darnall to DepCSurg (Chelten-
ham), 8 Jul 43. All in HospDivGenCorresp, 1943,
file HD 312 ETO.
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ExPEDITIONARY HOSPITAL AT CARMARTHEN

buildup persistent shortages and ad-
ministrative deficiencies had made it
difficult for the supply service even to
support the troops in Britain. The
Supply Division of the chief surgeon’s
office lacked qualified manpower and
leadership to meet its expanding re-
sponsibilities, and the flow of materiel
from American and British sources
encountered diversions and dams at
many points. By early 1944 both Gen-
eral Hawley and Surgeon General
Kirk had been forced to realize that,
unless drastically reorganized and re-
inforced, the medical supply service
would fail in its effort to support the
coming offensive.

The Supply Division during 1942
had been the weakest element in
ETO medical administration; it im-
proved only marginally in 1943. In
March Col. Walter L. Perry, MC, ar-
rived to take over the division, replac-
ing the third in a series of unsatisfac-
tory chiefs. General Hawley welcomed
Perry, whom the surgeon general had
picked for the position and who was
experienced in depot operations, and
gave him a free hand in reorganizing
the supply system. Perry, however,
like his predecessors, found the job
too much for him. Most of his diffi-
culties stemmed from a lack of
trained men. Although his Chelten-
ham staff doubled during the vyear,
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from 8 to 16 officers and from 13 to
47 enlisted men, the size of the task
grew even more rapidly, and few of
the additional personnel possessed
the specialized training needed to
manage what was, in effect, a home
base rather than a field supply ser-
vice. Perry also lacked direct access to
General Hawley after the latter
moved to London in May. Instead,
the supply chief had to communicate
through Colonel Spruit, the deputy
chief surgeon at Cheltenham, a cir-
cumstance which reduced Perry’s
ability to call attention to his require-
ments. Repeated Supply Division re-
quests for more staff, for example,
never went beyond Spruit’s office.32
Manpower deficiencies plagued the
theater’s medical supply depots (see
[Map 5). Between the beginning of
1943 and early 1944 the number of
medical branch depots and medical
sections of Quartermaster general
depots increased from five to sixteen.
Eight of these depots issued supplies
to units and hospitals in their geo-
graphical areas; the others held re-
serve stocks or performed specialized
functions, such as outfitting tactical
units, receiving British supplies, and
repairing medical equipment. Of the
90 officers and 1,200 enlisted men
who staffed these installations, about
half were members of six field depot

32“Med Svc Hist, 1942-43,” pp. 55-58, file HD
314.7-2 ETO; Supply Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, sec. 1, p. 1. High
hopes for Colonel Perry are expressed in Ltrs, Col
F. C. Tyng, MC, to Hawley, 21 Jan 43, and Hawley
to Tyng, 3 Mar 43, file HD 024 ETO O/CS
(Hawley-SGO Corresp). See also Col T. 8. Voor-
hees, “Resume of Trip to Survey Medical Supplies
in ETO” (hereafter cited as “Resume”), 12 Apr 44,
in Survey of the Medical Supply Situation in the
ETO (hereafter cited as ETO Supply Survey), Janu-
ary-March 1944, file HD 333 ETO.
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companies, units which arrived or
were activated in the theater during
the last half of 1943; the rest were on
temporary assignment from replace-
ment centers. Neither the depot com-
panies, which were organized for
mobile field operations, nor the at-
tached casuals had received any (rain-
ing in the operation of large perma-
nent depots. They learned their jobs
by doing them. All were on tempo-
rary assignment—the depot compa-
nies awaiting orders for field service
and the casuals subject to transfer on
short notice. Without a sense of per-
manency and, in the case of the at-
tached men, with no promotion pros-
pects, these troops suffered from low
morale and had little incentive to
excel at their often hard, demanding
work.?3

Depot operations were inefficient at
best and chaotic at worst. An officer
who joined the medical section of
Depot G-35 at Bristol early in 1944
reported: “There was no depot orga-
nization—it seemed as [if] everyone
was doing what he chose to do. Re-
sponsibilities were not defined.” Each
depot commander improvised his own
system for filling requisitions and his

33 At this time no standard T/O existed for the
type of large, permanent depot established in the
ETO. The field depot companies did not fit most
depots and often had to be broken up between two
or more installations. See “Med Svc Hist, 1942-43,”
pp- 55-56, file HD 314.7-2 ETO; Memo, Col T. S.
Voorhees, H. C. Hangen, Col B. C. T. Fenton, and
Lt Col L. H. Beers to TSG, 16 Feb 44, sub:
Progress Report (hereafter cited as Progress Report,
16 Feb 44), and Voorhees, Fenton, Beers, and
Hangen, Outline of Presentation to General Hawley
of Supply Division Recommendations (hereafter
cited as Qutline Presentation), 7 Feb 44, both in
ETO Supply Survey, January-March 1944, file HD
333 ETO,; Interv, ETO with Lt Col Robert R,
Kelley, MC (hereafter cited as Kelley Interv), 27 Jan
45, box 221, RG 112, NARA.
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own stock control procedure. In most
depots, record-keeping fell behind
issues, leaving both local commanders
and the Supply Division unaware of
developing shortages until the shelves
were empty. The Supply Division re-
quired periodic reports from the
depots of stores on hand; but the
depots’ poor record-keeping rendered
this information suspect, and the
Cheltenham office lacked the staff
and tabulating equipment to prepare
up-to-date theater-wide reports on
stock levels and distribution. With in-
complete and outdated information,
the Supply Division could not shift
materiel between depots to even out
local shortages and surpluses. The
more enterprising depot commanders
developed their own contacts for this
purpose. Medical units and hospitals,
in spite of instructions to the con-
trary, went from one depot to another
until they secured not only the items
they needed but also reserves consid-
erably over authorized allowances.
These field improvisations enabled
the medical service to get along from
day to day, but the resulting lack of
accurate information disrupted thea-
ter-wide supply planning and hin-
dered General Hawley in dealing with
his sources of medical supply in Brit-
ain and the United States.?*

3 As quoted in Wiltse, ed., Medical Supply, p. 274.
See also Progress Report, 16 Feb 44, in ETO
Supply Survey, January-March 1944, file HD 333
ETO; Kelley Interv, 27 Jan 45, box 221, RG 112,
NARA; Memo, Hawley to DepCSurg (Cheltenham),
22 Sep 43, file HD 024 ETO O/CS (Spruit Policy
Notebook). In latter file Cir Ltr No. 54 (Supply No.
6), OofCSurg, HQ, ETOUSA, 9 Apr 43, sub: Supply
Policies and Procedures, ETO, outlines the pre-
scribed—but often not followed—procedures. Rup-
penthal, Logistical Support, 1:152-59, describes the
organization, procedures, and problems of U.S.
depots in Great Britain. The medical service had
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During 1943, as American war pro-
duction reached full momentum and
the shipping shortage eased, the Eu-
ropean Theater drew an increasing
proportion of medical items, as well
as other types of supply, from the
United States. Small at the beginning
of the year, the flow of materiel grew
with the accelerating BoLERrO buildup,
but it by no means went smoothly.
General Hawley complained through-
out the year about delayed or only
partly filled requisitions, while the
surgeon general’s office and the Port
of New York insisted that they were
meeting all ETO requirements. The
stock control deficiencies in Hawley’s
depots contributed much to these dis-
agreements, both by preventing
timely dispatch of requisitions to the
United States and by making it diffi-
cult to ascertain exactly what supplies
actually had arrived.®

Shipment of preassembled and
packed table-of-equipment (T/E) out-
fits for hospitals and field medical
units continued to be trouble-
plagued, in spite of War Department
and ETO efforts to improve the
system and in spite of the abandon-
ment by the New York Port of Embar-
kation of the practice of earmarking
particular outfits for individual orga-
nizations. Delivery of assemblies, in-
stead of keeping pace with unit arriv-
als 1n Britain, fell behind. ETO
depots then had to deplete their
stocks to outfit disembarking units,

many difficulties in common with the other supply
services.

3 “Med Svc Hist, 1942-43,” pp. 58-59, file HD
314.7-2 ETO. For typical complaints, see Ltrs,
Hawley to TSG, 7 Dec 43; Hawley to Col S. B.
Hays, MC, 7 Feb 44; and Hawley to Rankin, 16 Feb
44. All in file HD 024 ETO O/CS (Hawley-SGO
Corresp).
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with no assurance of early replenish-
ment. Furthermore, most medical unit
assemblies—especially those for hos-
pitals—reached British depots short
15-30 percent of their components, in
spite of strenuous efforts by the New
York port to have them carefully
marked and loaded on one ship. After
much mutual recrimination between
Hawley and the surgeon general’s
office, an investigation early in 1944
disclosed that most assemblies were
entering English ports intact but that
the Supply Division had made no spe-
cial arrangements for keeping them
together as they were unloaded. As a
result, portions of hospitals and unit
outfits turned up in different depots.
These depots, umnstructed in han-
dling this materiel, simply added it to
their general stock without informing
the Supply Division.?®

Although shipments from the
United States increased, the medical
service during 1943 procured more
than half of its supplies, by tonnage,
from Great Britain. British materiel,
in fact, comprised 49 percent of all
the goods received by the medical
service between mid-1942 and mid-
1944. These supplies included most
hospital furniture and housekeeping
equipment, as well as quantities of

3Memo, Col T. S. Voorhees to TSG, 17 Mar 44,
sub: Report as to Splitting Up of Hospital Assem-
blies in Shipment From the U.S. to the ETO, in
ETO Supply Survey, January-March 1944, file HD
333 ETO; “Med Svc Hist, 1942-43,” p. 58, file HD
314.7-2 ETO; Supply Division, OofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, sec. 1V, pp. 1-4, sec.
V, p. 1, and sec. VI, p. 2; Ltr, Tyng to Hawley, 21
Jan 43, and other 1943 letters, file HD 024 ETO
(O/CS (Hawley-SGO Corresp). Ruppenthal, Logistical
Support, 1:132-46, describes the complex problems
of shipping and marking ETO-bound supplies of all
kinds.
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over 900 other items, among them
surgical instruments and many drugs.

British procurement had been in-
valuable in meeting ToRCH require-
ments and in tiding the medical ser-
vice over its period of low priorities
and limited support from the United
States, but it possessed many unsatis-
factory aspects. The British insisted
that the Americans place very large
long-term orders far in advance of de-
liveries, a procedure that made it all
but impossible to adjust procurement
to changing requirements. At the
same time British deliveries on these
contracts were irregular in both
timing and quantity. Few quality con-
trols existed. In the emergency of
1942 General Hawley had disregard-
ed American specifications in accept-
ing British supplies. He used what-
ever his consultants, after examining
samples, declared would serve the
purpose. These items underwent no
inspection as they came off the pro-
duction lines; shipments reaching
American  units  frequently were
poorly packed, substandard in quality,
or in unusable condition. Even when
British materiel arrived in good con-
dition, U.S. Army medical people
were unaccustomed to its differences
from their own and considered many
items inferior to their American
equivalents. Seemingly small differ-
ences in design and markings took
getting used to, and at least one cost
lives. British-supplied carbon dioxide,
used in anesthesia, came in tanks
painted green, the color used in the
United States to denote oxygen. The
resulting mixups caused at least eight
deaths on operating tables before the
Professional Services Division issued
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warnings and arranged for relabeling
of tanks.?

In August 1943 General Hawley
began trying to reduce his dependen-
cy on the British. Aware of deficien-
cies in quality and slow deliveries, he
also had discovered that his allies,
while furnishing inferior goods to the
European Theater, simultaneously
were obtaining large quantities of
standard American medical supplies
and equipment from the United
States under Lend-Lease. At Hawley’s
urging, Surgeon General Kirk author-
1zed the theater chief surgeon to
cancel contracts with the British for
items duplicating lend-lease ship-
ments and to requisition them direct-
ly from the New York Port of Embar-
kation. The War Department, at the
same time, instructed the medical and
other supply services to stop buying
from the British a long list of items
now overstocked in the United States.
In spite of orders from Hawley, how-
ever, the Supply Division and its
London procurement office, through
poor coordination, made no real at-
tempt to reduce local purchases. In-
stead, the procurement office placed

3”Memo, Col T. S. Voorhees to TSG, 14 Mar 44,
sub: British Procurement, in ETO Supply Survey,
January-March 1944, file HD 333 ETO; Ltr, Hawley
to TSG, 14 Oct 43, file HD 024 ETO O/CS
(Hawley-SGO Corresp). For statistics on British pro-
curement, see Wiltse, ed., Medical Supply, p. 270,
and Ruppenthal, Logistical Support, 1:256-57. See
also Carter, ed., Surgical Consultants, 2:36-37. For the
tank problem, see Senior Consuliant in Anesthesiol-
ogy sec., Professional Services Division, OofCSurg,
HQ, ETOUSA, Annual Rpt, 1943; Mins, 18th Meet-
ing of Base Section Surgeons, 27 Mar 44, p. 10, file
HD 337; Editorial Advisory Board, 1962, p. 48; and
Col T. S. Voorhees, “A Lawyer Among Army Doc-
tors” (Fort Detrick, Md.: Historical Unit, U.S. Army
Medical Department, n.d.), pp. 92-94.
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large orders for British goods to be
delivered in the first half of 1944.38
During the last few months of
1943, as more and more troops
poured into the British Isles and inva-
sion preparations got under way, the
Supply Division obviously began to
buckle under its steadily increasing
work load. Disembarking units and
newly opened hospitals waited for
weeks for their basic equipment. The
Air Force, to Hawley’s embarrassment
in his fight against an autonomous air
medical service, continued to com-
plain of shortages of field chests and
other vital articles; the flight surgeons
continued to resort, successfully, to
their own channels to remedy these
deficiencies. Early in 1944 the fixed
hospitals in the Southern Base Sec-
tion, where most American troops
were concentrated, had only 75 per-
cent of their authorized equipment.
In response to complaints from all
quarters, Hawley pressed the Supply
Division for information but received
only incomplete, inconsistent, or inac-
curate replies. At the same time the
tone of his correspondence with the
surgeon general’s office grew increas-
ingly testy, as each side blamed the
other for shortages and delays. On 7
December Hawley told General Kirk:
“I have had a Hell of a lot of trouble
with supply and am sull having

3 Ltrs, Hawley to TSG, 10 Aug and 17 Sep 43;
Memo, Edward Reynolds to TSG, 24 Aug 43, sub:
Letter From Gen Hawley . . . ; Lir, TSG 1o
Hawley, 24 Aug 43; Memo, Reynolds to TSG, 18
Nov 43, sub: Data for Reply to General Hawley’s
Letter. . . . ! All in file HD 024 ETO O/CS (Hawley-
S5GO Corresp). See also Voorhees, “Resume,” 12
Apr 44, pp. 4-5, and Memo, Col T. S. Voorhees to
CSurg, ETO, 18 Mar 44, sub: Report as 1o British
Procurement, both in ETO Supply Survey, January-
March 1944, file HD 333 ETO.
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trouble. . . . Frankly, I am worried
about my medical supply when I think
of the approach of active oper-
ations,” 3%

Hawley had reason to worry. His
Supply Division barely was meeting
the routine requirements of the forces
stationed in the United Kingdom.
With much delay and inefficiency it
was equipping newly landed units and
recently completed hospitals, the
pressures of the latter task being
eased by British construction delays.
Additional missions to be accom-
plished in early 1944 promised to
swamp the floundering division.
Within about five months ETO medi-
cal depots would have to assemble
and place on site equipment for all
the hospitals still to be opened before
D-Day. This entailed building thirty
outfits for 1,000-bed general hospitals
and twenty for 750-bed station hospi-
tals, but the most efficient depot in
late 1943 took three months to put
together 60 percent of one 1,000-bed
assembly. As if this were not enough,
the depots would have to outfit still
more incoming units, complete the
equipment of organizations taking
part in the assault, and pack dozens
of waterproof maintenance units to
supply the invasion force in its first
weeks on shore. With the existing or-
ganization, personnel, and methods,

3 Quotation from Ltr, Hawley to TSG, 7 Dec 43,
file HD 024 ETO O/CS (Hawley-SGO Corresp). In
same file, see other letters for late 1943 and early
1944. See also Hawley Interv, 1962, p. 36, CMH;
Hawley Operational Directive No. 40, 13 Sep 43,
box 2, Hawley Papers, MHI; file HD 024 ETO
0/CS (Spruit Policy Notebook); “Med Svc Hist,
1942-43," p. 58, file 314.7-2 ETO; Supply Division,
OofCSurg, HQ, ETOUSA, Annual Rpt, 1944, sec.
1V, pp- 1-2, and sec. VI, p. 3; Mins, 15th Meeting of
Base Section Surgeens, 14 Feb 44, p. 7, file HD
337.
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these jobs could not be done in
time. 4°

Fortunately for General Hawley, as-
sistance was on the way. Late in 1943
Surgeon General Kirk, responding to
the chief surgeon’s repeated cries for
help in supply, and at the suggestion
of Colonel Gorby—then in Washing-
ton preparing to join Hawley’s staff—
decided to send a group of experts
from his office to survey the ETO
supply service and recommend com-
prehensive remedies. In doing so Kirk
acted outside the established chain of
command, which made the theater
chief surgeon responsible only to the
theater commander. The surgeon
general’s delegation would possess
little authority beyond the moral force
of its collective expertise. To lead the
group, Kirk appointed the chief of his
Control Division, Col. Tracy S. Voor-
hees, JAGD, a lawyer who had
become well versed in medical orga-
nization and supply. Voorhees picked
the other team members: Lt. Col.
Bryan C. T. Fenton, MC; Lt. Col
Leonard H. Beers, MAC; and Mr.
Herman C. Hangen, a civilian con-
sultant to the surgeon general. All
these men possessed extensive knowl-
edge of medical supply distribution
and depot operations; all earlier had
helped reorganize the supply system
in the United States.*

4 Qutline Presentation, 7 Feb 44, in ETO Supply
Survey, January-March 1944, file HD 333 ETO;
Supply Division, OofCSurg, HQ, ETOUSA, Annual
Rpt, 1944, sec. V, pp. 1-2; Voorhees, “Lawyer
Among Army Doctors,” pp. 85-86.

“1Fenton was Chief, Issue Branch, and Beers,
Chief, Stock Control Branch, in the Supply Division,
Office of the Surgeon General. Hangen, an execu-
tive of J. C. Penney and Company, was a specialist
in warehouse operations. Voorhees, a New York
lawyer and friend of Under Secretary of War Robert

Continued
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CoL. TrACY S. VOORHEES

Voorhees and his party left Wash-
ington by plane on 24 January 1944,
all but Beers (who was to join the Eu-
ropean Theater to direct stock con-
trol), under orders for sixty days of
temporary duty. Once in the theater,
and with the full cooperation and as-
sistance of Hawley and his staff, they

P. Patterson, iitially headed the ILegal Division,
Office of the Surgeon General, and became involved
in supply through his work on contracts. He became
the confidential agent and troubleshooter of the
surgeon general. The Control Division, which he
headed, oversaw the operations of other divisions of
Kirk's office. See Armfield, Organization and Adminis-
tration, pp. 85-90 and 203-04, and Wiltse, ed., Medi-
cal Supply, pp. 18-21 and 280. See also Voorhees,
“Resume,” 12 Apr 44, in ETO Supply Survey, Janu-
ary-March 1944, file HD 333 ETO; Voorhees,
“Lawyer Among Army Doctors,” pp. 83-84; Gorby
Interv, 1962, pp. 2-3, CMH; Editorial Advisory
Board, 1962, p. 32.
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visited the Supply Division at Chel-
tenham, inspected depots, and talked
with U.S. Army medical officers of the
Services of Supply and the air and
ground forces. Very rapidly they
learned the dimensions of the medical
supply crisis. “Within 10 days,” Voor-
hees recalled, “our team unanimously
reached the conclusion that only a
complete reorganization, undertaken
immediately, would make it possible
to furnish needed hospitals and medi-
cal supplies for the invasion.” Break-
ing off any further gathering of evi-
dence, they returned to London to
report to Hawley.*?

On 7 February the Voorhees team
met with the chief surgeon to discuss
not only the findings but also a plan
for improvement. Voorhees and his
colleagues disavowed any intention to
“fix fault or blame,” and they ac-
knowledged Hawley’s ‘“‘entire execu-
tive authority and responsibility” and
his complete freedom to accept or
reject their proposals. However, “to
the extent that the program involves
bringing key people from the U.S,
stripping The Surgeon General’s
Office and Depots of top-notch per-
sonnel in this field, we would not feel
justified in recommending this unless
the plan as a substantial whole is
found acceptable by you.” The group
then told Hawley:

“2Quotation from Voorhees, “Lawyer Among
Army Doctors,” p. 84. See also Voorhees,
“Resume,” 12 Apr 44, pp. 1-2, in ETO Supply
Survey, January-March 1944, file HD 333 ETO; cor-
respondence for January-February 1944, file HD
024 ETO O/CS (Hawley-SGO Corresp); Hawley
Planning Directive No. 24, 8 Jan 44, box 2, Hawley
Papers, MHI; Memo, Hawley to Chief, Planning Di-
vision, 8 Jan 44, file HD 024 ETO O/CS (Spruit
Policy Notebook); Supply Division, QofCSurg, HQ,
ETOUSA, Annual Rpt, 1944, sec. I, p. 1.
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We Dbelieve that your own state-
ments . . . as to the basic inadequacies

of your supply service and the grave con-
cern which you expressed as to it, are
fully justified by the facts. . . . Unless
sweeping reforms are immediately insti-
tuted, the Supply Division will fail to per-
form its mission of furnishing on an even
reasonably adequate basis the hospital
e(tlipment, field equipment and supplies
asked for.#

The committee laid before Hawley
a three-part program, patterned, they
pointed out, on the measures that had
solved similar medical supply prob-
lems in the United States fifteen
months earlier. First, to lighten the
depots’ impossible work load, they
proposed that 37,000 hospital beds—
almost all the general and station hos-
pital assemblies needed before D-
Day—and all the required medical
maintenance units for the invasion be
put together in the United States,
where the surgeon general’s depots
now had ample stocks and manpower.
The ETO depots then could concen-
trate on equipping tactical units and
on the regular receipt, storage, and
issue of supplies. Second, to establish
effective stock controls, Voorhees’
group proposed a streamlined but
more comprehensive system of re-
ports, the development of an SOP for
depot operation, reduction of the
number of issuing depots, and the
creation of key depots to hold re-
serves of scarce items. Third, the del-
egation addressed quantitative and
qualitative manpower deficiencies,
confirming Hawley’s long-standing
belief that here lay the source of most
of his other supply difficulties. They
recommended doubling the Supply

4 Qutline Presentation, 7 Feb 44, in ETO Supply
Survey, January-March 1944, file HD 333 ETO.
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Division staff, to thirty-two officers
and ninety-two enlisted men, and re-
organization of the division into four
functional branches: Administration
and Finance, Stock Control, Depot
Technical Control, and Issue. Voor-
hees and his colleagues urged relief
of Colonel Perry “without reflection
upon him,” and Perry’s replacement
with Col. Silas B. Hays, MC, who was
then head of the Distribution and Re-
quirements Division in the surgeon
general’s office. They presented the
names of other qualified officers
whom General Kirk was willing to
send from the United States to the
European Theater if Hawley request-
ed them. The Voorhees group also
recommended that the existing on-
the-job-trained depot complements
be retained and organized in perma-
nent units, both to improve efficiency
and to permit morale-enhancing pro-
motions.**

The chief surgeon without hesita-
tion accepted all of the group’s rec-
ommendations. To implement them—
following still another Voorhees pro-
posal—he assumed direct supervision
of the Supply Division, superseding
his Cheltenham deputy. On 10 Febru-
ary, in a transatlantic teletype confer-
ence, the surgeon general’s office
agreed to all the main points, includ-
ing assembly in the United States of
hospitals and maintenance units and
the assignment of Hays and the other
requested officers. Hangen, Beers,
and Fenton moved to Cheltenham,
where they effectively took over the
Supply Division, with the full coop-
eration of Colonel Perry, who stayed
on as nominal chief until Hays arrived

“bid.
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CoL. SiLas P. Hays

in March. Colonel Voorhees remained
in London, to work on permanent
depot organization and begin a study
of ways to reduce British procure-
ment. The entire team spent February
and March in sustained hard work,
their efforts closely observed by Gen-
eral Kenner. The SHAEF chief medi-
cal officer received copies of Voor-
hees’ reports and conferred on the
supply situation with Hawley, Voor-
hees, and Colonel Fenton; but, as
with hospital construction, he con-
fined himself to supporting the chief
surgeon’s program.*s

% Voorhees, “Resume,” 12 Apr 44, pp. 2-5;
OofCSurg, HQ, ETOUSA, Report of Teleprinter
Conference . . . With Representatives of TSG, 10
Feb 44; Memo, Hawley to DepCSurg (Cheltenham),
11 Feb 44; Lir, Voorhees to Edward Reynolds, 7
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CoL. Byron C. T. FENTON
(Rank as of 15 August 1944)

Voorhees’ men rapidly reorganized
the Supply Division, establishing the
four new branches. By mid-March
thirteen of the officers promised by
the surgeon general had arrived and
gone to work. The division staff ex-
panded to thirty officers, eighty-four
enlisted men, and thirteen British ci-
vihans, and for the first time in the
history of the theater the reinforce-
ments were thoroughly qualified for
their jobs. After earnest and repeated
pleas from Hawley, General Kirk al-

Mar 44. All in ETO Supply Survey, January-March
1944, file HD 333 ETO. See also Voorheces,
“Lawyer Among Army Doctors,” pp. 87-90; Lur,
TSG to Hawley, 12 Feb 44, file HD 024 ETO O/CS
(Hawley-SGO Corresp). For Kenner's activities, see
Medical Division, COSSAC/SHAEF, War Diary,
February-April 1944.
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uting to units from eight to five. They
designated five key depots, each of
which held the bulk of theater stocks
of certain scarce items and filled req-
uisitions for them passed on from is-
suing depots. A sixth key depot as-
sembled and issued all tactical unit
equipment. Other nonissuing depots
performed maintenance and repair,
received materiel from the ports, and
stored reserve stocks. Hangen and
Beers published a depot operations
manual, establishing uniform issuing
and mventory procedures that the
Supply Division’s Depot Technical
Control Branch saw were carried out.
They also set stock levels for each is-
suing depot, based on the number of
troops it served, and redistributed on-
hand materiel among installations to
give each its proper allowance. To
collect theater-wide supply informa-
tion, Hangen and Beers replaced the
three existing separate depot stock re-
ports with a single comprehensive bi-
weekly one. From this, the Supply Di-
vision, employing electric tabulating
machines, compiled statistics on total
supplies on hand and required. At the
same time Hangen and Beers set a
theater stock level of 75 days’ supply
of each item and provided for auto-
matic reorder when quantities fell
below that point plus an additional
margin to allow for time taken in or-
dering and shipment. To bring all
stocks to the 7b-day level, the Supply
Division placed large emergency req-
uisitions on the New York port; it also
sent initial orders for over 800 items
in the surgeon general’s catalog hith-
erto not used in the theater to reduce
shipping requirements. With vessels
and supplies now available, the Euro-
pean Theater thus expanded its
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supply table. By mid-May the ETO
depots were well stocked, and the
Supply Division knew what and how
much was in them.*®

While his associates reorganized
the depots, Colonel Voorhees sur-
veyed the record of British medical
supply. Reviewing the orders placed
late the previous year for 1944 deliv-
ery, he and his assistants discovered
that, of over 800 items involved, all
but several varieties of dental burs
either were in oversupply in the
United States or were being shipped
from America under Lend-Lease for
British use. After much negotiation
with the Ministry of Supply and the
War Department, Hawley and Voor-
hees canceled most supply requests
with the British except those for
dental burs and a few nonstandard ar-
ticles; they also retained arrange-
ments for small local emergency pur-
chases. The British either stopped
production of the no longer wanted
items or diverted them to their own
forces. To assure more effective con-
trol of any additional buying within
the theater, the chief surgeon, at
Voorhees’ suggestion, placed the
London procurement office within the
Supply Division’s new Stock Control

*Supply Division, QofCSurg, HQ, ETOUSA,
Annual Rpt, 1944, sec. II, pp 2-4, and sec. VI, pp.
6-7; Lir, Voorhees to Reynolds, 7 Mar 44, in ETO
Supply Survey, January-March 1944, file HD 333
ETO; Memo, Medical Division, SHAEF, to ACofS,
G-4, SHAEF, 7 Apr 44, in Medical Division,
COSSAC/SHAFEF, War Diary, April 1944; Kelley
Interv, 27 Jan 45, box 221, RG 112, NARA; Memo,
OofCSurg, HQ, ETOUSA, to Maj Gen LeRoy Lutes,
1 May 44, file HD 024 ETO CS (Hawley Chron);
Wiltse, ed., Medical Supply, pp. 285-87. These addi-
tional medical supply shipments were only a small
part of the massive last-minute flow of OVERLORD
and BoLero cargo into Britain. See Ruppenthal, Lo-
gistical Support, 1:234-40 and 258-60.
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Branch, ending procurement’s semi-
independent status.*®

On both sides of the Atlantic, the
Army Medical Department and the
ETO medical service prepared to as-
semble and move equipment for hos-
pitals containing a total of 35,000
beds. “This was roughly the equiva-
lent,” Voorhees pointed out, “of
shipping about 12 complete New
York City Bellevue Hospitals, except
the buildings.” By mid-March the sur-
geon general’s office and the New
York Port of Embarkation had worked
out packing and loading schedules to
ensure arrival of the required assem-
blies before the end of May. Com-
bined with hospital assemblies requi-
sitioned earlier, the materiel sent in
response to Voorhees’ special request
would provide the European Theater
with a large reserve of complete hos-
pitals and components. In the United
Kingdom the Supply Division, coop-
erating with port commanders, base
section surgeons, and the Transporta-
tion Corps, established procedures
for moving hospital assemblies direct-
ly from wharf to site, bypassing the
depots and reducing the chance of
units being broken up in transit.
Under this system, between 30 March

*The War Department initially hesitated to stop
ordering from the British because of warnings from
the Allies that, without firm American orders, they
would shut down production, thereby foreclosing
later purchases which might become necessary.
Hawley and Voorhees, however, persuaded the
Army Service Forces that the sufliciency of shipping
and supplies and the inadequacies of British pro-
curement more than justified a complete cutoff. See
Voorhees, “Resume,” 12 Apr 44, pp. 4-5; Memo,
Voorhees to TSG, 14 Mar 44, sub: British Procure-
ment; Memo, Lt Col L. H. Beers, MAC, to Voor-
hees, 18 Mar 44, sub: British Procurement; Memo,
Voorhees to Hawley, 25 Mar 44, sub: Review of Sit-
uation as to Medical Supply. All in ETO Supply
Survey, January-March 1944, file HD 333 ETO.
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and 25 May, assemblies for twenty-
nine 1,000-bed general hospitals and
eight 750-bed station hospitals, as
well as additional equipment for thou-
sands of expansion beds, went from
ships’ holds to plants all over Britain
with minimal loss or delay.®

Colonel Voorhees and Hangen re-
turned to the United States early in
April, to report personally to Surgeon
General Kirk and to supervise the dis-
patch of hospitals and maintenance
units. They left behind a medical
supply service well on the way to
complete transformation—a transfor-
mation accomplished in a few months
by effective leadership, sufficient
manpower, first-class priority for
ETO requirements, and high-level
command attention. By mid-May the
depots possessed full, balanced
stocks. The First Army, which would
make the assault, had all its medical
equipment in hand. The depots were
packing for over-the-beach disembar-
kation maintenance units to sustain
the first two weeks of combat. Addi-
tional medical maintenance units at
sea or in depots contained supplies
for the period D+ 14 to D+90. Most
of the operating fixed hospitals in

3 Before Voorhees made his request, the Office
of the Surgeon General had plans to pack and ship
twenty-four general hospitals for eventual use in
France; it diverted these to Britain and then sent
Voorhees” full request as well. Quotation from
Voorhees, “Lawyer Among Army Doctors,” p. 89.
See also Memo, Voorhees to CSurg, ETO, Col
Liston, Col Hays, and Maj Marshall, 16 Mar 44, sub:
Status of Requirements for Hospital Assemblies,
Dates of Expected Arrival, and Proposed Steps To
Assure Timely Deliveries, in ETO Supply Survey,
January-March 1944, file HD 333 ETO; Supply Di-
vision, OofCSurg, HQ, ETOUSA, Annual Rpt,
1944, sec. V, pp. 1-2, and sec. VI, pp. 2-3; Mins,
16th Meeting of Base Section Surgeons, 28 Feb 44,
p. 3, file HD 337; Wiltse, ed., Medical Supply, pp.
297-98.
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Britain had received their full equip-
ment and held at least sixty days of
reserve supplies. Even the Air Force
now relied for medical supply more
upon SOS channels than upon its
own. Three days before the invasion,
a still-cautious Hawley declared: “We
have just barely squeaked through on
our supply. . . . I shall not, however,
breathe really easily about it for an-
other month.” He had no further
cause for worry. ETO medical supply,
as reorganized by the Voorhees mis-
sion, was ready for war.5!

Mounting the Attack

Preparations for mounting NEP-
TUNE—equipping, organizing, and
embarking the assault troops and re-
inforcements so as to ensure their ar-
rival on the far shore in the right
order with the right materiel—
merged with the final stages of inva-
sion planning. For its part in this
process the medical service selected,
assigned, and completed the training
of army and COMZ units, equipped
them, and packed their supplies. It
furnished treatment and evacuation to
troops assembling for embarkation,
and it prepared to receive and care
for wounded from the opening battle
in Normandy.

During the final months before D-
Day the surgeons of the First and

5t Quotation from Ltr, Hawley to TSG, 3 Jun 44,
file HD 024 ETO O/CS (Hawley-SGO Corresp).
See also Memo, Col T. S. Voorhees and H. C.
Hangen to TSG, 5 Apr 44, sub: Final Report as to
Survey of Medical Supplies in E-T.O., in ETO
Supply Survey, January-March 1944, file HD 333
ETO; Memo, OofCSurg, HQ, ETOUSA, to Lutes, 1
May 44, file HD 024 ETO CS (Hawley Chron). The
medical supply situation more or less paralleled that
in other technical services and the theater as a
whole. See Ruppenthal, Logistical Support, 1:261-66.
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Third Armies, Advance Section, and
Forward Echelon, in consultation with
General Hawley, developed medical
troop lists for their respective com-
mands. The ETO headquarters then
assigned the requested units from the
huge pool accumulating in the United
Kingdom. The First Army’s preinva-
sion allocation included one 750-bed
and ten 400-bed evacuation hospitals,
five field hospitals, a convalescent
hospital, headquarters of three medi-
cal groups and eight medical battal-
ions (separate), a medical gas treat-
ment battalion, an auxiliary surgical
group, a medical laboratory, a medi-
cal depot company, and eleven
collecting, six clearing, and seven am-
bulance companies (separate). These
units underwent personnel augmenta-
tions and rearrangements. To provide
ready replacements for invasion casu-
alties, medical elements of the engi-
neer special brigades and of the
assault and early buildup divisions re-
ceived extra officers and men above
T/O strength. Army mobile hospitals
transferred doctors to balance their
professional staffs. First Army field
and evacuation hospitals had the
painful task of replacing 95 veteran
nurses who were considered too old
or physically unfit for active cam-
paigning