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Foreword

During World War II, the U.S. Army Medical Department reached a
personnel strength which it had never before attained. Its peak strength of
700,000 was three times that of the entire Regular Army in 1939 and four
times that of the combined Union and Confederate Forces at the Battle of
Gettysburg.

In contrast to personnel procurement in most other arms and services, the
entire officer corps of the Medical Department, exclusive of the Medical Ad-
ministrative Corps, had to be procured directly from qualified civilian pro-
fessional groups. It could not be obtained through officer candidate schools.
Furthermore, the personnel required were in a critical category, and the need
for them was immediate and urgent.

This volume of the history of the U.S. Army Medical Department in
World War IT is the story of how the enormous personnel expansion was
achieved ; of how qualified medical personnel were secured ; of how the wartime
military medical establishment was utilized and the highest standards of pro-
fessional medical care were maintained ; and, finally, of how the wartime Medi-
cal Department was contracted to a peacetime level.

The magnitude of the medical achievement in World War II should not
be permitted to obscure the difficulties that attended it. They were numerous
and fundamental.

Although the health of the Army rested with The Surgeon General
throughout the war, he was very early placed in an anomalous situation,
which violated all the principles of sound command, in that he had respon-
sibility without complete authority. e lost overall control of procurement,
classification, promotion, and assignment of personnel, and it was well after
V-E Day before he was able to implement many plans that he made for the
utilization of the entire medical force. His difficulties were compounded early
in 1942, at the highest level of the War Department, when a reorganization
of the Army interposed the Headquarters Army Service Forces between The
Surgeon General and the General Staff and gave the medical component of
the Army Air Forces, along with its other components, more independence than
1t had previously possessed.

Emergencies had to be met, and obstacles and obstructions had to be elimi-
nated, as they were encountered. It was almost impossible to prevent them.
Square and round holes both had to be plugged, though those making the as-
signments and those being assigned frequently did not see eye to eye in the
matching process. Tensions were strong. Many newly commissioned medi-
cal officers found it difficult to adapt to military life, while certain medical
personnel in the Regular Army sometimes seemed reluctant to modify, much
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X FOREWORD

less discard, its time-honored traditions, policies and operations and adjust to
the larger organization and procedures required by global war.

By the middle of 1943, when Maj. Gen. James C. Magee was succeeded as
The Surgeon General by Maj. Gen. Norman T. Kirk, personnel policies for
the remainder of the war had been established for the most part. Many of
the problems, however, which had existed up to this time persisted almost to
the end of the war.

1. The most important of these problems was the procurement of sufficient
medical personnel for all purposes, though how many persons were needed in a
given situation depended to a considerable extent upon how those available
were used. A reported shortage might mean a genuine lack of sufficient per-
sonnel to carry out an assigned mission. All too often, however, the so-called
shortage had no reference to real need and was no more than the numerical dif-
ference between actual and authorized strength. Rank, promotion, pay, and
morale were also part of the general picture.

The absence of an aggressive procurement policy on the part of the Medi-
cal Department probably accounts, at least to some extent, for the shortages
experienced early in 1942. Shortages became particularly acute a year later,
when Medical Officer Recruiting Boards were abolished by the Army Service
Forces. Thereafter, medical officers had to be recruited chiefly from grad-
uates of medical schools as they completed shortened internships.

Procurement of medical officers from recent graduates was accomplished,
and on the whole satisfactorily, by issuing to undergraduates temporary com-
missions in the Medical Administrative Corps, and, later, by the Army Special-
ized Training Program. On the other hand, as will be pointed out shortly,
the need for securing initially sufficient numbers of physicians from the civilian
profession, from which most newly commissioned medical officers had to be
secured, was less acceptably dealt with, not only from the point of view of the
Army Medical Department but also, perhaps, from that of the national interest.

2. A second major problem was the corvect utilization of available person-
nel. Medical officers were used with increasing efficiency as the war pro-
gressed, but large increments continued to be necessary, both during the war
and immediately afterward, when replacements for those who were being
separated from military service were the principal need.

To utilize personnel correctly, it was essential on many occasions that an
individual be transferred promptly from one assignment to another as the
need for his services changed. Under the happiest circumstances, this was
frequently—particularly in the Zone of Interior—a somewhat cumbersome
process. Under the circumstances that prevailed in World War II, it was
further complicated by division of authority over reassignments, with the
result that transfers were often delayed and sometimes were not accomplished
at all.

Part of the difficulty has already been mentioned, the lack of authority by
The Surgeon General to control disposition of medical personnel plus the inter-
position of the Army Service Forces Headquarters between him and the Gen-
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eral Stafl and his unfortunate subordination to the former. Shortly after this
reorganization had occurred, his authority was further reduced when the com-
mander of each corps area became virtually the final authority on transfer of
personnel within his jurisdiction, while at the same time this commander
gained an important voice in transfers between his own area and other corps
areas. It was not until almost the end of the war that this trend was partly
reversed and The Surgeon General secured greater control over the reassign-
ment of Medical Department personnel within the Zone of Interior.

When mobilization began in 1940, the classification of civilian occupations
was still sketchy, and military occupational specialties had not yet been
devised. It is only fair to say that, in spite of its inflexibility in certain re-
spects, the Medical Department early recognized the need for improved classi-
fication of medical personnel and developed this method more thoroughly than
any other branch of service. As the classification processes improved, genuine
shortages were reduced or eliminated by employment of available personnel
to the best possible advantage. By the end of the war, the great majority of
medical officers were properly classified and were assigned where it was believed
that they would be most useful, even if, in some instances, the assighment was
not always in conformity with the officer’s precise classification.

There were a number of ways in which medical personnel in short supply
were used with great efliciency. An outstanding example was the establish-
ment of centers for specialized treatment and the use of specialist personnel
in them. Another was the replacement, whenever possible, of scarcer cate-
gories of personnel with those more easily obtained. The use of Medical
Administrative Corps officers instead of Medical Corps officers in many types
of administrative work was an illustration. The substitution was frankly
repugnant to many officers steeped in the traditions of the prewar Medical
Department, and some urging was necessary before the potentialities of this
plan were fully investigated and implemented. Before the war ended, how-
ever, the 7,500 Medical Administrative Corps officers envisaged by The Surgeon
General in April 1942 had grown to 20,000. Another similar, and similarly
fruitful, policy was the substitution of members of the Women’s Army Corps
for able-bodied enlisted men in the performance of many specialized duties.

3. Even after the Medical Department adopted a strengthened procure-
ment policy in 1942, procurement difficulties continued, chiefly because other
branches of the military were involved and more comprehensive action was
required than this Department could provide alone. No single agency existed
for this purpose, or, at least, none that could reconcile the conflicting demands
of the Army, the Navy, and other Federal services with those of the civilian
community ; that could determine how many physicians each of these groups
should have; and that could then see that each of them received its proper
share of physicians through the exercise, if necessary of compulsion on
individuals.

The closest approach to such an agency was the Procurement and Assign-
ment Service, which could, and did, fix the minimum physician-civilian popu-
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lation ratio that must be maintained in any given area. This Service, how-
ever, operated under decided limitations. For one thing, it could neither
compel physicians who were in excess of minimum requirements in any area
to serve the Government nor could it determine how physicians recruited for
military and other public service were to be divided among claimant agencies.
About the only power the Service exerted over these agencies was to prevent
them, in the course of their recruiting efforts, from encroaching upon the
minimum physician-population ratios which it had established. Within that
limit, it was of considerable assistance in obtaining volunteers.

The Procurement and Assignment Service was further handicapped by
the fact that it could not compel civilian practitioners to move from areas
of lesser need to those of greater need. All that it could do in this respect
was to use persuasion, and persuasion was, in many instances, much less than
what the situation called for. The Surgeon General contended, and cor-
rectly, that the real source of complaints about inadequate civilian medical
care was not the inroads of the Armed Forces upon the professional supply
but the concentration of physicians in some parts of the country far above
the minimum established by the Procurement and Assignment Service and
the inability of that Service to distribute them equitably.

On the other hand, while the Procurement and Assignment Service saw
to it, within the limitations just mentioned, that medical service was in ade-
quate supply for civilian communities, many were of the opinion that its as-
sistance to the military left much to be desired. Attempts of the Armed
Forces to obtain a draft of physicians under special rules came to nothing,
chiefly because of the opposition of this Service, whose successful resistance
to this policy demonstrated that such powers of compulsion as it possessed
were chiefly directed against the military. It proved able not only to prevent
the armed services from recruiting physicians on a voluntary basis beyond
the limits it had established but also proved able to enjoin them from drafting
physicians even within these limits.

In short, the Selective Service System was the only agency with power
to compel physicians to enter the Armed Forces, and its authority was limited
to persons within the general draft age, which meant that it could not affect
a very large number of the physicians in the United States. The effectiveness
of the Selective Service System was further limited by the hesitancy of local
draft boards in drafting physicians, even within the specified age group.

Procurement difficulties continued into the postwar period. When the
war ended, large numbers of casualties were in Army hospitals in the Zone of
Interior, as well as overseas, many of them still to receive definitive treatment
and many of them requiring specialized care. Yet this was the very time
that tremendous pressure was brought upon The Surgeon General for the
early, and sometimes the immediate, release of physicians, not only by civilian
groups and communities, but also by members of the U.S. Congress.

It would be unfair to end this foreword on such a note. It is true that
conflicts and misunderstandings were numerous and that they persisted
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throughout the war, but it is equally true that working cooperation and the
desire to get on with the job generally prevailed on local levels. It was an
enormous task to assemble the Medical Corps and allied medical services; to
utilize them to the best purposes during the war; to accomplish this task
with as little disruption of civilian medical service as possible; and then to
return these personnel to civilian life. The task was, nonetheless, carried
out competently and sometimes brilliantly, and the U.S. Army received from
its Medical Department the best medical service an army at war had ever
known.

No history of the personnel, including civilian employees, of the U.S.
Army Medical Department in World War II would be complete without
testimony to their skill, loyalty and devotion, both as a group and as individ-
uals. Officers and enlisted personnel, those who were in the Regular Army
and those who entered service from civilian life, gave of themselves unstint-
ingly throughout the entire war. They shared the dangers of combat. Many
of them were wounded. Some of them lost their lives. To each of those
who served, the U.S. Army Medical Department, the U.S. Army, and the
Nation will be forever indebted.

Lieoxarp D. Hearon,
Lieutenant General,
The Surgeon General.




Preface

This volume is one of a series on the history of the U.S. Army Medical
Department in World War IT. Tt deals most fully with the commissioned
and enlisted members of the Army’s medical service, less fully with the large
number of civilians, the sizable contingent from the Women’s Army Corps,
and the numerous prisoners of war who were employed in the Department’s
work. Other groups that assisted the medical service but which were com-
paratively small in size—the body of Red Cross workers, for example—are
given much briefer consideration.

Inevitably, the subject matter of the volume overlaps that of others in this
series. The uses to which personnel were put can hardly be discussed without
touching on their employment in hospitals and, thus, entering on a small por-
tion of the field covered by the volume dealing with hospitalization and evacua-
tion in the Zone of Interior. To make clear one way of alleviating personnel
shortages, it has been necessary to give certain facts about training, even at
the cost of encroaching on the history of that subject. Similarly, such apparent
inadequacies as the relatively superficial coverage of Army Ground Forces
medical and paramedical personnel are made up in more appropriate contexts
in other volumes.

For reasons made clear in the narrative, the volume covers not only the
years during which the United States was at war but a space of time before and
afterward—roughly the years 1939 through 1946. In a few Instances, the
account of some train of events begins at a considerably earlier or concludes
at a rather later date if such a departure makes for a better understanding
of the subject.

Most of the actions and decisions on personnel matters recorded in this
volume emanated from the higher authorities of the War Department, par-
ticularly the Surgeon General’s Office, the General Staff, the Air Surgeon’s
Office, the headquarters of Army Service Forces, and the offices of the com-
manding generals of service commands and theaters of operations or their
surgeons. The actions that figure most prominently in the account are those
of the Surgeon General’s Office, since it had comprehensive responsibility for—
though not equally full power over—the Army’s Medical Department. That
power, as regards personnel, was shared by other agencies, not only inside but
outside the War Department. Of great influence in this respect were Congress
and its committees, certain civilian branches of the Iixecutive—the Selective
Service System, the War Manpower Commission, and the latter’s Procurement
and Assignment Service—and nongovernmental agencies such as the American
National Red Cross, professional organizations in the field of medicine and
their journals, other groups intent on promoting special interests, and finally
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unorganized public opinion in its various forms of expression. The influence
of all these agencies, so far as it was brought to bear on the personnel administra-
tion of the Army’s medical service, is therefore also taken into account.

Statistics have been used extensively in this volume, not only to record in
quantitative terms personnel developments in the Medical Department but
also to compare them with developments in the Army as a whole. For these
purposes, the authors have, as a rule, used the statistical source which gives
the most detailed and comprehensive data on the particular point under dis-
cussion. A number of agencies produced these data. However, most of the
time series compiled for the volume are based on data assembled by the Office
of The Adjutant General, the chief agency of the Army for preparing personnel
actions and maintaining records of them.

The Adjutant General’s summaries of Army strength (including distri-
bution according to race, rank, branch of service, and losses of personnel)
derive added authority from the fact that they are compiled from informa-
tion entered on each unit’s morning report, which “is a permanent, statistical,
and historical record” (AR 345-400, 7 May 1943, 1 May 1944, 3 January
1945). Each month, the information in these reports was consolidated for
a particular cutoff date, a summary being made first on an area level and then
by The Adjutant General, for all areas combined. The most important time
series used which do not entirely follow The Adjutant General’s figures are
the worldwide strength of the Medical Department and its individual com-
ponents from Pear]l Harbor to mid-1946. These series were supplied to the
authors in 1950 by the Resources Analysis Division, Office of The Surgeon
General. They incorporate many of The Adjutant General’s figures but for
the most part differ, often very substantially, from them. The differences
result primarily from using summaries of orders for accessions and separa-
tions of personnel instead of The Adjutant General’s summaries of head
counts based on the morning reports. The authors have made use of these
series both in stating Medical Department strengths and in computing ratios
and percentages involving them. One reason for doing so is that the Resources
Analysis Division in the latter part of the war and for some years after-
ward was The Surgeon General’s chief authority on statistics of Medical
Department personnel; the series may therefore be regarded as virtually the
official statement of the Medical Department on its strength and, as such, appro-
priate for use in this volume. The series are also somewhat more compre-
hensive than those of The Adjutant General. The reader may compare the
two sets of figures for himself as they are reproduced in table 1.

The statistical approach proved to be particularly useful in the discussion
of oversea matters. It lent itself to a treatment of the oversea personnel situ-
ation as a whole, rather than by individual theaters, and at the same time facil-
itated comparisons among different areas, thus enabling the demands of space
to be more readily met than would otherwise have been possible. Neverthe-
less, much attention is focused on the European theater, not merely because it
gave rise to more comprehensive personnel statistics than any other theater,
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but because it was the largest theater in terms of both medical and general
Army strength.

Max Levin is responsible for the sections on oversea developments and
for most of the statistical compilations. For all other parts of the volume,
John H. McMinn is responsible. The entire manuseript was prepared in the
first instance under the direction of Donald O. Wagner, Ph. D., whose contri-
butions extended to various changes in organization and a number of textual
revisions. After both the authors and the original editor had left The His-
torical Unit, the volume was further reorganized and substantially reduced
in length by Dr. Charles M. Wiltse, assisted by Mrs. Lucy W. Lazarou. The
basic content of the volume and much of its language, however, is still that
of Dr. McMinn and Mr. Levin, whose names appear on the title page as
coauthors.

The bibliographical note mentions the most important documents, types
of recorded material, and file collections used in preparing the volume. Much
information also came from personal interviews and correspondence with
officers and civiliansg familiar with the Medical Department’s personnel oper-
ations during the war and from comments on chapters of the manuscript which
a rather large number of them were kind enough to review. The names of
reviewers are listed under “Acknowledgments.” Without their willing co-
operation, many valuable facts would not have come to the writers’ attention,
and many official documents could hardly have been properly interpreted.
Singled out for particular mention here must be Maj. Gen. George F. Laull,
USA (Ret.), and Dr. Durward G. Hall, Colonel, MC, USAR, both wartime
chiefs of the Personnel Service, Office of The Surgeon General; and Miss Anna
E. Carey, whose long and intimate connection with the personnel service makes
her authority preeminent in all matters concerning it. These three individ-
uals reviewed all of the manuseript in each of its revisions and acted collec-
tively as an ad hoc advisory editorial board in the finalization of the text.
The writers are also indebted to Mr. Joseph A. Logan of the Office of the
Comptroller of the Army, whose advice and assistance as a statistical expert
could always be counted upon, and to the former Chief Historian, Dr. Kent R.
Greenfield, his successor, Dr. Stetson Conn, and other members of the Office
of the Chief of Military History, Department of the Army, who made many
useful suggestions as to form and content. Finally, they wish to acknowl-
edge the contributions made by the Director of The Historical Unit, U.S.
Army Medical Service, Col. John Boyd Coates, Jr., MC; by Mrs. Josephine
P. Kyle, former Chief of the GGeneral Reference and Research Branch; by Miss
Rebecea L. Duberstein, who performed the final publications editing and pre-
pared the index; and by their coworkers in all branches of The Historical Unit.

Crarues M. Wintse
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CHAPTER 1

Composition of the Medical Department

INTRODUCTION

In the years immediately following World War II, changes in organization
and policy were made that should eliminate or modify some of the personnel
difficulties that make up much of the subject matter of this book. Important
among these postwar developments is the centering of responsibility for health
and medical aspects of mobilization planning and for the maintenance of effec-
tive relations with the public health and medical professions at the level of the
Secretary of Defense. Other improvements include the continuously current
professional classification of both civilian and Army doctors; adjustments in
rank and pay of medical and dental officers; the extension of compulsory mili-
tary service to special groups ; desegregation throughout the Army ; the appoint-
ment of women doctors in the Regular Army Medical Corps, and of male officers
in the Army Nurse Corps; and the establishment of standards for graduates
of foreign medical schools. All of these changes deal with areas in which the
problems of the Medical Department differ in kind or in degree from those of
the Army as a whole—problems accentuated by the same wartime conditions
that demanded they be resolved.

At peak strength in 1944, the Department comprised approximately
700,000 military personnel, about 8.5 percent of the entire Army. This figure
does not include a substantial number of individuals from other branches of
the military service who served under Medical Department command—among
them chaplains, engineers, and about a fifth of the members of the Women’s
Army Corps. In addition, the Department employed perhaps as many as
150,000 civilians in the Zone of Interior and overseas. In both areas, some
80,000 prisoners of war were also detailed to the Medical Department to assist
in its work. The variety of personnel was reflected particularly in the number
of officer components. Before the end of the war, there were nine of these—
the Medical, Dental, Veterinary, Sanitary, Medical Administrative, Pharmacy,
and Nurse Corps, the Hospital Dietitians, and the Physical Therapists.

Although the responsibilities of the Department were administrative as
well as medical, the availability of doctors was the major limiting factor in
officer procurement throughout the war. The output of the medical schools was
never great enough to meet the demand, nor was it possible to draw enough
physicians from civilian praectice to make up the deficit.

The functions of the Medical Department were preventive as well as cura-
tive, and extended not only to men and women but also to the relatively small

1
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number of animals—chiefly dogs, horses, and mules—that were used by the
Army. The preventive program included sanitation in connection with messes,
waste disposal, water supplies, and housing; measures for the control of
venereal disease; immunization against many common and some uncommon
diseases; personal hygiene; food inspection; proper nutrition; and insect and
rodent control. The program also extended to epidemiological studies, and the
supervision of public health in occupied territories. Another essentially pre-
ventive function of the Medical Department was the physical examination of
all persons entering or leaving the Army and of many on numerous occasions
in between. In addition to research of a strictly clinical nature, the Medical
Department was required to engage in “research and experimentation connected
with the development and improvement of Medical Department material,
equipment, and supplies.”*

At the higher levels, administrative functions, too, were performed by doc-
tors, since Medical Corps officers alone could command organizations dealing
with the treatment, hospitalization, and evacuation of patients, except in an
emergency when no such officers were available.> Medical Corps officers also
performed staff functions such as directing the medical service of nonmedical
units, advising commanders and their staffs on medical matters. The com-
mander of every nonmedical organization the size of a battalion or larger
normally had a medical officer on his staff. Specific staff responsibilities
extended to medical supply, training, and the maintenance of clinical and
allied medical records.

Although not legally bound to do so, the Medical Department, insofar as
practical, had always cared for Army dependents and for certain civilians
overseas. This was extended during the war to include prisoners of war and
patients belonging to the U.S. Navy, other Federal agencies, American enter-
prises engaged in the war effort, and Allied forces when their treatment else-
where was impracticable. This particular demand on the Medical Department
was offset to some extent by the medical service of our Navy and by those of
Allied countries, especially Great Britain.

In the 2 years before Pearl Harbor, the Medical Department, like the
Army in general, attained a size unprecedented in peacetime. The problems
related to this growth were certainly more difficult than any the Department
had encountered since the First World War. Starting with a small complement
of officers, nurses, and enlisted men and a personuel organization more suited
to the needs of peace than of war, the Medical Department had to carry out
the process of rapid expansion at the same time that it adjusted its recruiting
effort to the quotas permitted by the War Department. The expansion in-
volved building up the Reserves as well as the active forces, and was partly
achieved by re-creating a system of unit reserves, or affiliated units. In en-
larging its strength, the Medical Department encountered further problems,

1 Army Regulations No. 40-5, 15 Jan. 1926.
2 Army Regulations No, 40-10, Changes No. 1, 23 July 1935.
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among others the difficulty—at a time when civilian medical service was more
than ever in demand—of inducing professional people to enter the Army in
large numbers and of keeping them in it once they had been secured. Partly
as the result of these difficulties, the Medical Department had to improve
its methods of classifying and assigning personnel so as to make the best use
of its manpower. Meanwhile, the Department had to consider how or whether
to utilize certain special groups, such as Negroes (doctors, dentists, and nurses)
and graduates of foreign medical schools.

The first 2 years of war likewise had their special characteristics. Perhaps
the most salient feature was that procurement became more important than
it was before or afterward; the Medical Department, like the rest of the Army,
obtained most of its personnel at this time. The advent of war made the
affiliated units available for use, and the process of bringing them into service
during 1942 and 1943 raised new problems of personnel administration. At
this time, also, the final steps were taken to conserve the supply of students
of medicine for the future use of the Army and of the civilian community.

In late 1943, definite ceilings were placed on certain important categories
of medical personnel. As a result, the problem from then on became not so
much one of obtaining more personnel as of using the men and women already
in service as efficiently as possible. Measures for the latter purpose were
developed or initiated during this period, even though they were carried still
further later on. Thus, at the very beginning of the war, certain congres-
sional enactments and War Department directives relaxed the physical stand-
ards required for officers, extended the term of military service, and enabled
the Army to deploy its personnel more as it saw fit.

Also, during the first 2 years of the war, the system of rank and promo-
tion Army-wide was basically remodelled. The only pay increase of the war
for enlisted men and officers was provided by Congress in 1942. Late in the
same year, two new female components of the Medical Department were
created—the Physical Therapists and the Hospital Dietitians—and in 1943 a
new male officer component, the Pharmacy Corps. These were the only Medical
Department components added during the war.

Also, toward the end of 1942, a Committee to Study the Medical Depart-
ment of the Army examined, as one of its fields of inquiry, various phases of
medical personnel administration. The Committee, appointed by the Sec-
retary of War and consisting of six civilian and two retired Army doctors, a
hospital administrator, and a representative of Headquarters, Army Service
Forces, ranged over a wide area in the course of its investigation including,
besides personnel matters, the organization of the Surgeon General’s Office
and its place in the War Department structure, medical supply, and the effi-
ciency of Medical Department installations.?

3For a full account of the Committee and all aspects of its work, see Medical Department,
United States Army. Organization and Administration in World War II. Washington : U.S. Govern-
ment Printing Office, 1963, pp. 145-185.
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In certain other fields of personnel administration, developments occurred
which continued into the later war years. Thus, the organization and re-
sponsibilities for personnel management began to change radically in a number
of ways shortly after the beginning of the war, but did not reach their final
form until Jater. During this period, also, the Medical Department consider-
ably widened its use of special groups, but without arriving at a final solu-
tion of the problem.

The later war years were marked by several new trends, beginning in the
summer and fall of 1943. In the realm of organization and responsibility for
personnel affairs in the Zone of Interior, there was a tendency to revise the
organization of the Surgeon General’s Office so as to obtain more detailed
knowledge of personnel resources; at the same time, the movement continued
to centralize in his Office more control over personnel, and also to restore the
personnel authority of the service command surgeons, all of which reversed
the trend of the early war years. In this matter of procurement, while that
process continued to occupy much of the Medical Department’s attention, it
was restricted not only by the ceilings imposed on Medical and Dental Corps
strength but by the greater difficulty of obtaining doctors, nurses, and enlisted
men. As a result, more emphasis was placed on measures to offset these restric-
tions on procurement. For one thing, there was a greater tendency to supple-
ment the categories of personnel in short supply—or to replace them in certain
kinds of work—with other types of personnel more readily obtainable. There
were also new estimates of personnel requirements and further improvements in
utilization. At the same time that these developments were taking place,
policies concerning promotion and rank were revised, while conditions sur-
rounding the use of Negroes and Japanese-Americans also changed. The
outstanding feature of this period in the field of personnel, however, is that
the Medical Department adjusted itself to the exigencies of war by more n-
tensive cultivation of the resources at hand. Nevertheless, long before the
end of the war, the business of adjustment to a restricted area of war and
ultimately to a peacetime situation came under consideration; the problems
of redeployment and demobilization seemed to press for an even quicker set-
tlement than those of worldwide war itself.

MILITARY COMPONENTS

At the head of the Medical Department before, during, and after the war
was The Surgeon General. A Federal statute provided that he should have
the rank of major general and should be appointed by the President with the
advice and consent of the Senate.r A further statute provided for four as-
sistants, appointed in the same way, with the rank of brigadier general, one
of whom must be an officer in the Dental Corps.®

441 Stat. 766.
552 Stat. 8. The law, approved on 29 January 1938, was made retroactive to 1 July 1937,
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Prewar Period, 1939-41

Until the passage of the Selective Training and Service Act on 16 Sep-
tember 1940, the Army contained three traditional components: The Regular
Army, the Reserves, and the National Guard. The Regular Army comprised
officers and enlisted men who were on active duty at all times; the Reserves
were intended to meet the need for additional officers and enlisted men during
an early period of mobilization; and the National Guard was designed to
serve in case of emergency or actual hostilities. Both the Reserves and Na-
tional Guard were organized into units similar to those of the Regular Army,
but the Reserve units were largely paper ones.

After the passage of the Selective Service Act, the Army contained a
body of officers and enlisted men who were referred to simply as “Army of the
United States personnel”; that is, officers commissioned in the Army of the
United States but not necessarily in any of the components just mentioned,
and enlisted men not designated as members of one of these three components.®
During the war, this Army of the United States personnel came to constitute
by far the largest part of the Army.

Prior to World War IT, the Medical Department contained seven military
components—five officer corps whose members held full commissioned rank
(the Medical, Dental, Veterinary, Sanitary, and Medical Administrative
Corps), one whose members held relative rank (the Army Nurse Corps), and
a body of enlisted men.

In 1939, all Medical Department officer corps except the Sanitary Corps
were represented in the Regular Army, the National Guard, and the Reserves;
the Sanitary Corps existed only in the Reserves. Reserve officers took corres-
pondence courses, upon the completion of which they were awarded certificates
of capacity entitling them to promotion when they had served the prescribed
time in grade. Many of the older officers were men who had transferred to the
Reserve Corps after World War I.  Others had been commissioned upon the
completion of professional training, having taken the prescribed training in the
Reserve Officers’ Training Corps units in medical schools. Medical Depart-
ment officers and enlisted men of the National Guard had considerable experi-
ence with military medicine through their year-round armory-instruction pro-
gram and the extensive training provided at camps each summer. The Regular
Army had a complement of nurses, the National Guard had none, while the
Reserve of the Nurse Corps consisted of nurses registered with the American
National Red Cross. The Regular Army, National Guard, and Reserves each
had a complement of Medical Department enlisted men,

Prior to the establishment of the CCC (Civilian Conservation Corps), only
small numbers of Medical Department Reserve officers served on active duty
for longer periods than the usual 14-day tour each year. After the initiation of

6 Many Regular Army officers held temporary commissions with higher rank in the Army of the
United States. In the War Department statisties, the term “AUS enlisted personnel” is reserved for
volunteers in that category : others are listed separately as “selectecs.”
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the CCC, however, medical, dental, and veterinary officers were assigned to it
in substantial numbers, and during the fiscal year ending on 30 June 1939, a
total of 889 Reserve officers were on duty with the corps. Thereafter, Reserve
officers so engaged, instead of serving on active military duty were to serve as
contract surgeons or as civilian employees.”

The Medical Corps

The Medical Corps was the original component of the Medical Depart-
ment and remained the core of that organization. As it consisted only of
officers who held the degree of doctor of medicine from an acceptable college
or university and who had passed the required examinations, its professional
duties could be defined mainly as those incident to the practice of military medi-
cine. Medical officers also performed certain command and staff functions, as
already mentioned.®

Both professional and administrative duties ordinarily assigned to mem-
bers of the Medical Corps were also shared on occasion by contract surgeons,
although no firm determination was ever made as to their actual legal status
in the Medical Department. They spanned the military and civilian com-
ponents, being deprived of certain advantages of military service but sharing
in some of the civilian ones. In the early days of the Medical Department,
they were used extensively even on foreign service, and from this group, many
outstanding members of the Regular Army were recruited. In the interim
between the wars, they furnished the only medical service provided to troops
stationed at arsenals and armories throughout the country and gave emergency
treatment to the civilians employed at these stations. Some served on a full-
time, others on a part-time basis, but the pay either way was relatively small.
They had a small complement of enlisted men who usually served long periods
at one station. Both the contract surgeon and his enlisted assistants were held
in high regard by the officers and their families. Children, it is said, would
often run to the infirmary for treatment of minor injuries, or for comfort,
instead of going home. TLater, many contract surgeons were used to furnish
medical care to the enrollees of the Civilian Conservation Corps. During the
war, they were to make a notable contribution at depots and industrial plants

under Army control.

The Dental Corps

The Dental Corps, established in 1911, was responsible for the dental serv-
ice of the Army. Members of the corps ordinarily were assigned duties directly
connected with the prevention and treatment of dental diseases and deficiencies.
They were also declared to be eligible for employment in other duties deter-
mined by the needs of the service and the training and experience of the officers

7 Annual Report of The Surgeon General, U.S. Army, Washington: U.S. Government Printing
Office, 1939, p. 183.
8 Army Regulations No. 40-10, 9 Jan, 1924,
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concerned.® Xach officer of the corps was a graduate of an acceptable dental
college. The dental officer who served as one of the four assistants to The Sur-
geon General *° administered the dental service of the Army and headed the
Dental Division of the Surgeon General’s Office.

The Veterinary Corps

The Veterinary Corps, created by the National Defense Act of 1916, re-
quired its officers to be graduates of approved veterinary schools. Their duties
fell into two general classes—those pertaining to the inspection of foods of
animal origin procured or used by the Army and those having to do with the
care and management of Army animals. The members also trained and
directed the enlisted personnel of the Medical Department assigned for duty
to the corps. The inspection of foods rather than animal care was the prin-
cipal activity of Veterinary Corps officers in World War II. This inspection,
in the United States and overseas, covered the sanitary and other quality factors
in foods of animal origin during their procurement, storage, shipment, issue,
and other handling by the Army. Only veterinary officers commanded
veterinary units.'!

The Medical Administrative Corps

While the duties of Medical Administrative Corps officers were nowhere
stated in Army regulations, an act of 24 June 1936 provided that appoint-
ments to the Regular Army component thereafter should be made from phar-
macists who were graduates of recognized schools or colleges of pharmacy.'?
But neither this component nor the one which absorbed it in 1943—the Phar-
macy Corps—was ever made up exclusively of pharmacists, nor was training
in pharmacy ever made a prerequisite to commissioning in either the Reserve
or Army of the United States sections of the corps. Most members therefore
performed a variety of other duties, serving, for example, as adjutant, medical
supply officer, mess officer, and training officer.

The Sanitary Corps

The Sanitary Corps Reserve had no members on active duty at the be-
ginning of 1939. Qualifications for appointment were possession of a degree
signifying completion of a 4-year technical or scientific college course in the
specialty for which the candidate was selected and 3 years’ experience in a
“highly specialized occupation or scientific specialty pertaining to the func-
tions of the Medical Department such as chemistry, food and nutrition, hos-
pital architecture, procurement and manufacture of medical supplies, psy-

9 Army Regulations No. 40-13, 20 Apr. 1939. This eligibility was eliminated from the regulation
in the revision of 8 August 19435.

10 See footnote 3, p. 4. .

1 Army Regulations No. 60520, 1939, and Army Regulations No. 40-2260, 1939,

1249 Stat. 1902.

663076 —63

3
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chology,* public health, sanitary engineering, and other appropriate voca-
tions.” In lieu of a college education, the candidate might present evidence
of sufficient general and technical knowledge gained by study, training, and
years of experience to demonstrate his fitness for the corps. The requirement
became somewhat more rigid in 1940; nevertheless, the prewar conditions for
appointment have been described as “very loosely drawn.”** In 1942, how-
ever, it became necessary for a sanitary engineer or an entomologist entering
the corps to possess not only the appropriate academic degree but 4 years of
satisfactory experience. About 2 years later, the pressing need for personnel
caused a cut in the experience requirement to 2 years. Afterward, the processes
of the Army Specialized Training Program replaced these requirements.
Members of the Sanitary Corps, besides performing duties appropriate to their
special training, came to be used frequently to relieve Medical Corps officers
of certain administrative duties.

The Army Nurse Corps

At the outbreak of the war, the Army Nurse Corps consisted of a superin-
tendent, assistant superintendents, chief nurses, and nurses. Until 1944, when
the nurses achieved full commissioned status, all held “relative rank,”** with
some of the rights and privileges accorded commissioned officers. To be pro-
fessionally qualified for appointment to the corps, the applicant had to be a
registered nurse with at least 2 years of general hospital training or equivalent
experience.> The duties of nurses, defined in detail by Army regulations,
were the customary functions of hospital nurses, with the additional ones of
supervising and administering the nursing service—which included responsi-
bility for overseeing the work of enlisted personnel serving on the wards.

The Nurse Corps was composed entirely of women, although, in late 1942,
a suggestion was made that men should be appointed to it for service in psy-
chiatric and genitourinary wards.” Toward the end of the war, after the
nurses had attained full commissioned rank, there was some agitation in favor
of appointing men to the corps for general nursing service, but the Army
argued against it successfully on the ground that the performance of certain

12 Army Regulations No. 140-33, 30 July 1936. Psychology was omitted from the list in Army
Regulations No. 140-38, 15 Dec. 1940.

1 Hardenbergh, W. A.: Organization and Administration of Sanitary Engineering Division. [Offi-
cial record.]

15 “Relative rank’” as officially defined meant “comparative rank or position of authority among
officers holding the same grade” (War Department Technical Manual 20-205, Dictionary of U.S.
Army Terms, 18 Jan. 1944). Unofficially, the term generally denoted somcthing less than full mili-
tary rank. For convenience, it is used in the latter sense in this volume.

16 Army Regulations No. 40-20, 31 Dec. 1934, with changes thereto. Although the wording of
this regulation was changed subsequently in such a way that it could be interpreted to mean that
formal training could be entirely replaced by experience, there is reason to believe that only appli-
cants having formal training were appointed. Also, the requirement that applicants for the ‘“perma-
nent establishment” had to be registered nurses was omitted, perhaps inadvertently, from the issue
of the same regulation for 5 April 1943, but was restored by Changes No. 6, 22 June 1944,

17 Report of the Committee to Study the Medical Department of the Army, 1942,
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nursing tasks would ruin a man’s usefulness as an officer in the eyes of enlisted
men.'* Since World War II, male nurses have been accepted, first in the
Reserve and more recently in the Regular Army, where they have amply proved
their worth.

Enlisted personnel

The enlisted component, unlike other components of the Medical Depart-
ment, had no special entrance requirements; qualifications were simply those
for admission to the enlisted ranks of the Army as a whole. Certain prac-
tices were adopted which can hardly be called real exceptions to this rule,
such as the recruitment of technicians by the Women’s Army Corps for the
use of the Medical Department. The Army also made an effort, by its clas-
sification and assignment system, to channel enlisted personnel with appropri-
ate experience into the Medical Department. But the vast majority came into
the Department with no such special background and had to be trained after
they arrived.

World War II, 1941-45

The strength of the Medical Department on 7 December 1941 wag approxi-
mately 131,600 (table 1). Throughout the rapid expansion that followed
American entry into the war, the five original male officer corps retained their
sections in the Regular Army, the Reserves, and the National Guard. The
Nurse Corps, too, retained its Regular Army section, and nurses also began to
come on duty as members of the Reserve. Eventually, officers of all of these
corps were directly commissioned in the Army of the United States.

New military components were added to the Department in the course of
the war, the hospital dietitians and the physical therapists in 1942, and the
Pharmacy Corps in 1943. Dietitians and therapists, like the nurses, at first
held only relative rank, but all three groups achieved commissioned status in
1944.

Dietitians and physical therapists

The administrative histories of the dietitian and physical therapist groups,
including the process by which their members attained officer status, are so
similar that they can be considered together.2°

18 Letter, The Deputy Surgeon General, to Miss Inez D. Mooney, Houston, Tex., 27 Feb. 1945.

1 Strength figures for the war years vary depending on whether they are based on records kept
in the Surgeon General's Office or on records of The Adjutant General.

20 Unless otherwise noted, the account which follows is based on (1) the manusecript history of
each group written by its director and (2) letter, Col. Emma E. Vogel, USA (Ret.}, to Col. J. B.
Coates, Jr., MC, USA, Director, Historical Unit, U.S. Army Medical Service, 28 Mar. 1956. Both
groups are treated in greater detail in a forthcoming volume in this series dealing with the Army
Medical Specialist Corps, into which they were eventually absorbed.
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Tasry 1.—Strength of Medical Department, by components (exclusive

[Oflice of The Surgeon General’s data in Arabic

Male Medical Department officers
Total Total
Medical officers
Department Medical Medical Dental Veterinary
Department Total Corps ? Corps Corps
Total
End of month Army |__ S
Strength !
s e = e = e g Qe =] 2w | =B s
2 |oEl T |gE| 2 |gE| B |cB| B |gE| B |SE
2 |B<4] 2 |B<4| & |B<| £ |&<| & |3<| & |3«
) m 5] [ @ [ 1] M~ n [ 7] ~
1939
June.___.__... 188, 565 11,540 | 61.2 2,181 | 11.6 1,509 8.0 1,098 | 5.82 221 | 1.17 126 |0. 668
1940
June 4. ... 2067, 767 18,003 | 67.6 3,119 | 11.6 2,177 8.1 1,578 | 5.89 354 | 1.32 171 | . 639
1941
Junes___.___.. 1,460,998 | 118,607 | 81.2 | 20,238 | 13.9 | 14,805 | 10.1 | 10,311 | 7.06 2,636 | 1.80 563 | .385
November_.___ 1,644,210 | 131,586 | 80.0 23,484 | 14.3 | 16,673 | 10.1 | 11,327 | 6.89 3,081 | 1.87 695 | . 423
December____. 1,686,403 | 131,757 | 78.1 23,800 | 14.2 | 16,847 | 10.1 | 11,342 | 6.73 3,124 | 1.85 687 | .407
181,060 | 77.7 23,193 | 13.8 | 16,150 9.6 || e e e
1942
January._.._.__ 1,889,943 | 151,538 | 80.1 26,677 | 14.1 | 17,464
148,294 | 78.5 23,438 | 12.4 | 15,949
February...._._ 2,144,601 | 174,688 | 81.4 28,767 | 13.4 | 17,989
171,752 | 80.1 25,261 | 11.8 | 16,697
March__.____ 2,386,138 | 201,162 | 84.3 31,535 | 18.2 | 18,759
197,252 | 82.7 27,056 | 11.3 | 17,843
April___._____ 2,661,237 | 219,098 | 82.3 34,659 | 13.0 | 20,049
214,254 | 80.5 | 28,561 | 10.7 | 18,367
May_ oo 2,834,610 | 236,734 | 83.5 38,645 | 13.6 | 22,632
230,519 | 81.3 32,430 | 11.4 | 20,852
June oo _____ 3,074,184 | 253,707 | 82.5 43,755 | 14.2 | 26,508
245,978 | 80.0 36,026 | 11.7 | 23,551
July o 3,272,803 | 275,719 | 84.2 50,764 | 15.5 | 32,518
267,663 | 81.8 42,708 | 13.1 | 29,817
August________ 3,585,120 | 312,238 | 87.0 57,299 | 16.0 | 38,161
304,758 | 85.0 49,814 | 13.9 | 385,373
September.- - .| 3,971,016 | 349,253 | 87.9 65,922 | 16.6 | 45,778
339,384 | 8.5 56,058 | 141 | 41,185 | 104 || oo e el
October.__.___ 4,413,816 | 395,396 | 89.5 70,582 | 16.0 | 40,427 | 11.2 | 33,488 | 7.58 9,017 | 2.04 | 1,438 | .325
386,714 | 87.6 61,900 | 14.0 | 45,766 | 10. 4 | oo e e
November._.__ 4,932,469 | 439,844 | 89.1 73,877 | 15.0 | 51,997 | 10.5 | 34,992 | 7.09 9,334 | 1.89 | 1,482 300
432,458 | 81.7 66. 491 | 18.5 1 48,801 9.9 | 83.148|6.72 8,895 | 1.70 | 1,829 | .270
December_._... 5,397,674 | 475,999 | 88.1 76,525 | 14.2 | 53,913 | 10.0 | 35,594 | 6.59 9,773 | 1.81 | 1,532 283
469,981 | 87.1 70,507 | 13.1 | 51,313 9.5 | 34,369 | 6.37 8,832 | 1.64 | 1,366 | .250
1943
January..___.. 5,824,517 | 497,252 | 85.3 79,945 | 13.7 | 56, 401 9. 36,173 | 6.19 9,929 [ 1.70 | 1,571 | . 269
499,385 | 85.7 76,415 | 13.0 | 53,839 9.2 | 85,2431 6.05| 8899 |1.53 | 1,416 | .240
February__.._.| 6,139,362 | 530,746 | 86.4 82.790 | 13.5 | 58,166 9.5 | 36,584 [ 5.95 | 10,101 | 1.64 | 1,592 | .259
597,144 | 86.9 | 79,188 | 18.9 | 55,696 9.1 | 34,867 | 5.68 | 9,790 | 1.59 | 1,469 | .240
March_____.._. 6, 508, 854 | 558,010 | 85.7 85,878 | 13.2 | 59, 505 9.1 | 36,801 | 5.65 | 10,381 | 1.59 | 1,655 | . 2564
556,858 | 85.4 | 83,726 | 12.9 | 57,663 | 8.9 | 36,008 | 5.53 | 9,529 | 1.46 | 1,847 | .240
Apriloo__ .. 6,719,827 | 588,330 | 87.5 | 88,673 | 13.2 | 61,079 | 9.1 | 36,780 | 5.47 | 10,726 | 1.59 | 1,753 | .260
586,935 | 87.3 &7,278 | 13.0 | 59,165 8.8 | 36,015 | 5.36 110,029 | 1.49 | 1,632 | .240

See footnotes at end of table,
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of general officers), by months, 30 June 1989-30 June 1946

numerals; The Adjutant General’s data in italics]
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Male Medical Department officers—Con.

Female Medical Department officers

Enlisted men

Sanitary Pharmaey | Medical Ad- Army Medical Physical Di\ggl('itmn?(}nt
Corps Corps ministrative Total Nurses Department | Therapists
Corps Dietitians
g |g%| 8 |e%| & |s%| S |sgh| £ |8%| € |s%| € |gx| £ |&%
£ 15| & |2E| £ |2E| £ |2E| f |sE| 5 [sE| £ 28| £ | sE
& il = = 5 Rt = Rt = =hl = =< a @ = 8 =t
5] ~ 1431 [ ] o] n ~ 73] = 3] [ 7] ~ ) ~
___________________________ 64 | 0.34 672 | 3.6 672 | 3.66 || |C 9, 359 49.6
8 10.030 |_.o_ifioo.. 66 .25 942 | 3.5 942 | 3.52 || . [N 14,974 55.9
187 | L128 |- 1,108 .76 5433 | 3.7 5433 | 3.72 | e 98, 369 67.3
227 | L1388 | |oooaac 1,343 .82 6,811 | 4.1 6,811 | 4.14 |l _ [ I 108, 102 65.7
224 | 132 | _jo_ . 1,470 .87 7,043 | 4.2 7,043 | 417 | |aas 107, 867 64.0
,,,,,,,,,,,,,,,,,,,,,,,,,,, b 048 a2 | 7048 48 ||| 107,867 | 64.0
9,213 | 4.9 9,213 124, 861 66.0
7,484 | 4.0 7,484 124,861 66. 1
10,778 | 5.0 10, 778 145,921 68.0
8,564 | 4.0 8,464 146, 491 68.3
12,776 | 5.4 12,776 169, 627 71.1
9,713 | 4.1 9,718 170,196 71.8
14,610 | 5.5 14, 610 184, 439 69.3
10,184 | 8.8 10,194 185,693 69.8
16,013 | 5.6 16, 013 198, 089 69.8
11,578 | 4.1 11,578 198,089 69.9
17,247 | 5.6 17,247 209, 952 68.2
12,475 | 4.1 12,475 209,952 | 68.3
18,246 | 5.6 18, 246 224, 955 68.7
12,891 | 3.9 12,891 224,955 | 68.7
19,138 | 5.8 19,138 254,939 711
14,441 | 4.0 | 14 441 254,939 71.1
20,144 | 5.1 | 20,144 283,331 | 71.3
14,870 | 3.8 14,870 283,331 71. 4
21,155 | 4.8 21, 155 324,814 73.5
16,184 | 8.7 16,134 824,814 73.6
21,880 | 4.4 | 21,880 365,967 | 74.1
. 17,690 | 3.6 | 17,690 365,967 | 74.2
1,154 | (213 | ___|_.____ 5,860 | 1.08 | 22,612 | 4.2 22,612 | 418 || e |eieae 399, 474 74.0
1,052 | 190 | |- 5,694 | 1.05 | 19,194 | 8.6 | 19,194 | 8.56 {....__.|._._. RN U 399,474 | 74.0
1,228 | .210 fo_.__._|.o_._. 7,500 | 1.28 | 23,544 | 4.04 | 23,544 | 4.04 | | .| .| oo 417,307 | 71.6
1,093 | 190 || 7,188 | 1.23 | 21,576 | 1.23 | 21,576 428,970 | 72.8
1,324 8,565 | 1.39 | 24,624 | 4.0 | 24,624 447,956 | 72.9
1,181 8,289 | 1.35 | 23,592 | 3.8 23,592 3 447,956 | 73.0
1,448 9,220 | 1.41 | 26,373 | 4.1 25,709 | 3.94 448 (0. 067 216 |0.033 | 472,132 72.5
1,801 9,278 | 1.48 | 26,063 | 4.0 | 25,406 | 8.90 448 | 070 209 | .030 | 472,132 | 72.5
1,565 | .282 | .| 10,255 | 1.52 | 27,504 | 4.1 26,709 | 3.97 572 | . 085 313 | .046 | 499,657 74.3
1,463 1 .280 . _l._____ 10,036 | 1.49 | 28,113 | 4.2 | 27,257 | 4.06 572 | . 080 284 | L0401 499,657 | T4 4
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Tasre 1.—Strength of Medical Department, by components (exclusive
[Office of The Surgeon General’s data in Arabic

Male Medieal Department officers

Total Total
Medical officers

Department Medical Medical Dental Veterinary

Department Total Corps ? Corps Corps

Total
End of month| Army
Strength !

= =g c St = =g = SE = S& s | B85
£ |5<| £ j&8<| & |&5<| & |§5<| % |&z<| & |34

7 g n K % s 7 g ho| e -

1945—Con.
May.cooueane. 6, 858, 591 | 606,358 | 88.4 | 91,401 | 13.3 | 62,956 9.2 | 37,000 | 5.39 | 11,524 | 1.68 | 1,812 |0.264
604,475 | 88.1 | 89,5628 | 13.1 | 59,965 | 8.7 | 84,735 | 5.06 | 10,995 | 1.60 | 1,699 | .250
June___.__._.__ 6,993,102 | 619,020 | 88.5 | 93,994 | 13.4 | 64,461 9.2 | 37,189 | 5.31 | 12,048 | 1.72 | 1,839 | .264
619,543 | 88.6 | 94,517 | 13.5 | 63,212 9.0 | 36,786 | 5.26 | 11,639 | 1.66 | 1,751 | .250
July .. 7,126,818 | 628,360 | 88.1 | 99,000 | 13.9 | 68,257 | 9.6 | 39,074 | 5.48 { 12,769 | 1.79 | 1,858 | .260
628,965 | 88.3 | 99,605 | 14.0 { 66,985 | 9.4 | 88,699 | 5.43 | 12,276 | 1.72 | 1,783 | .250
August._______ 7,214, 595 | 634,548 | 87.9 | 102,731 | 14.2 | 70, 536 9.8 139,735 | 5.50 | 13,200 | 1.82 | 1,922 | . 266
631,429 | 87.5 | 102,675 | 14.2 | 69,077 9.6 189,348 | 5.45 ) 12,873 | 1.79 | 1,791 | .250
September..___ 7,273,784 | 622,275 | 85.5 | 105,294 | 14.5 | 71,517 9.8 | 39,951 | 5.49 | 13,579 | 1.86 | 1,909 | .262
622,226 | 85.5 | 105,245 | 14.5 | 70,325 9.7 | 39,813 | 65.47 | 13,078 | 1.80 | 1,854 | .250
October_...__. 7,333,474 { 615,102 | 83.9 | 107,491 | 14.7 | 71,900 9.8 | 40,106 | 5.46 | 13,791 | 1.88 | 1,968 | . 268
614,061 | 83.7 | 106,450 | 14.6 | 70,741 | 9.7 | 89,677 | 5.40 | 13,295 | 1.81 | 1,848 | .250
November_._._ 7,405,665 | 619,030 | 83.6 | 110,163 | 14.9 | 73,134 9.9 | 40,203 | 5.42 | 14,241 | 1.92 | 1,993 | . 269
617,009 | 83.8 | 108,150 | 14.6 | 71,671 9.7 189,799 | 5.36 | 13,609 | 1.84 | 1,829 | . 260
December..._. 7,482,434 | 623,650 | 83.3 | 111,899 | 15.0 | 73,683 9.8 | 40,328 | 5.38 | 14,332 | 1.91 | 2,007 | . 268
622,207 | 83.2 | 110,492 | 14.8 | 73,286 | 9.8 | 40,287 | 5.89 | 14,074 | 1.88 | 1,934 | . 260
1944
January.__.__.. 7,556,157 | 628,758 | 83.2 | 113,994 { 15.1 | 75,663 | 10.0 | 41,850 | 5.54 | 14,193 | 1.88 | 1,957 | .259
698,727 | 83.2 | 113,608 | 16.0 | 75,303 | 10.0 | 41,859 | 5.54 | 14,193 | 1.88 | 1,957 | .260
February....__ 7,653,036 | 636,107 | 83.1 | 116,657 | 15.2 | 77,226 | 10.1 | 43,196 | 5.64 | 14,748 | 1.93 | 2,002 | . 262
636,075 | 83.1 | 116,625 | 15.2 | 77,226 | 10.1 | 43,196 | 6.64 | 14,748 | 1.93 | 2,602 | . 260
March.. ... 7,757,629 | 638,642 | 82.3 | 117,965 | 15.2 | 77,644 | 10.0 | 43,503 | 5.61 | 14,818 | 1.91 | 1,984 | .256
638,032 | 82.3 | 117,955 | 15.2 | 77,644 | 10.0 | 43,503 | 5.60 | 14,818 | 1.91 | 1,984 | .250
Aprilo. .. 7,848,172 | 651,290 | 83.0 | 118,419 | 15.1 | 77,398 9.9 | 43,356 | 5.52 | 14,782 | 1.88 | 2,012 | . 256
651,180 | 83.0 | 118,409 | 16.1 | 77,898 9.9 ) 43,356 | 5.6 | 14,782 | 1.88 | 2,012 | .260
May. . oo 7,910,496 | 661,256 | 83.6 | 119,417 | 15.1 | 78, 005 9.9 | 43,690 | 5.50 | 14,971 | 1.89 | 1,993 | .252
661,225 | 83.6 | 119,386 | 15.1 | 78,005 9.9 | 43,690 | 5.62 | 14,971 | 1.89 | 1,993 | .2560
June_____ [ 7,992,868 | 673,316 | 84.2 | 120,221 | 15.0 | 78,312 9.8 | 43,987 | 5.50 | 14,868 | 1.86 | 2,037 | .255
673,278 | 84.2 | 120,183 | 15.0 | 78,312 9.8 | 48,987 | 5.60 | 14,868 | 1.86 | 2,037 | .250
July e 8,049,770 | 679,576 | 84.4 | 120,748 | 15.0 | 78, 646 9.8 | 43,995 | 5.47 | 14,952 | 1.86 | 2,068 | .257
679,633 | 84.4 | 120,805 | 15.0 | 78,646 | 9.8 | 48,995 | 5.46 | 14,952 | 1.86 | 2,068 | .260
Aungust________ 8,102, 545 | 688,537 | 85.0 | 121,269 | 15.0 | 79,180 9.8 | 44,726 | 5.52 | 15,121 | 1.87 | 2,024 | .250
688,516 | 85.0 | 121,248 | 15.0 | 79,180 | 9.8 | 44,726 | 6.62 | 15,121 | 1.87 | 2,024 | . 250
September.___. 8,108,129 | 680,859 | 84.0 | 121,532 | 15.0 | 79,038 9.7 | 44,577 | 5.50 | 14,948 | 1.84 | 2,012 | .248
680,817 | 84.0 | 121,490 | 15.0 | 79,038 | 9.8 | 44,577 | 6.60 | 14,948 | 1.84 | 2,012 | .250
October__._.__ 8,103,376 | 687,500 | 84.8 | 124,713 | 15.4 | 80,830 | 10.0 | 45,888 | 5.66 | 15,148 | 1.87 | 1,994 | .246
687,501 | 84.8 | 124,705 | 15.4 | 81,030 | 10.0 | 45,888 | 5.66 | 15,148 | 1.87 | 1,994 | . 2560
November ... 8,102,061 | 632,038 | 84.2 | 126,814 | 15,7 | 82,787 | 10.2 | 46,747 | 5.77 | 15,292 | 1.89 | 2,014 | .249
682,026 | 84.2 1 126,802 | 15.7 | 82,787 | 10.2 | 46,747 | 6.77 | 15,292 | 1.89 | 2,014 | . 250
December._.. 8,052,693 | 669,762 | 83.2 | 128,112 | 15.9 | 83,418 | 10.4 | 46,747 | 5.81 | 15,110 | 1.88 | 2,038 | .253
669,767 | 83.2 | 128,117 | 16.9 | 83,418 | 10.4 | 46,747 | 5.80 | 15,110 | 1.88 | 2,038 | .250
1945

January. ... 8,070,929 | 667,207 | 82.7 | 129,544 | 16.1 | 84,080 | 10.4 | 46,970 { 5.82 | 14,895 | 1.85 | 2,045 | .253
667,188 | 82.7 | 129,885 | 16.1 | 84,417 | 10.5 | 46,973 | 6.82 | 15,126 | 1.88 | 2,070 | .260
February__.___ 8,129,890 | 669,917 | 82.4 | 132,137 | 16.3 | 84,760 | 10.4 | 46,940 { 5.77 | 14,835 | 1.82 | 2,045 | . 252
669,929 | 82.4 | 132,149 ]| 16.2 | 84,820 | 10.4 | 47,814 | 6.81 | 14,991 | 1.84 | 2,059 | .250

See footnotes at end of table.
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Male Medical Department officers—Con. Female Medical Department officers
- Enlisted men
Medical
Sanitary Pharmacy | Medical Ad- Army Medical Physical Department
Corps Corps ministrative Total Nurses Department | Therapists
Corps Dietitians
T38| % |sE| % oigm % o|gE| B|ZE|RogE| R R i
e 85| £ 85| 5 25| B |85 2 (23| E (83| £ 53| : |iA
ST & |7 & |87 & |87 & (&7 & || 4 = a |2
1,661 |0.242 | oo 10,950 | 1.59 | 28,445 | 4.1 | 27,459 | 4.00 601 |0.087 385 |0.056 | 514,957 | 75.0
1,562 | .230 10,974 | 1.60 | 29,563 | 4.8 | 28,647 | 4.18 601 | 090 315 | 040 | 514,947 | 751
1,755 | . 250 11,630 | 1.66 | 28,533 | 4.2 | 28,423 | 4.06 707 | .101 403 | . 057 | 525,026 75.0
1,674 | . 240 11,862 | 1.62 | 31,305 | 4.6 | 80,816 | 4.33 666 1 . 100 323 | .050 | 525,026 | 75.1
1,876 | .263 12,622 | 1.77 | 30,743 | 4.3 29,576 | 4.14 734 | . 102 433 | .060 | 529, 360 74.2
1,790 | . 250 12,418 | 1.74 | 32,620 | 4.6 | 81,506 | 4.42 739 | . 110 375 | .050 | 529,860 | 74.8
1,938 | .275 13,633 | 1.88 [ 32,195 | 4.5 | 30,922 | 4.28 826 | . 112 448 | . 062 { 531, 817 73.7
1,964 | .270 18,073 | 1.81 | 33,598 | 4.7 | 82,877 | 4. 49 785 | . 110 473 1 .00 | 528,747 | 73.8
2,054 | .282 13,966 | 1.92 | 33,777 | 4.6 | 32,355 | 4.44 909 | .124 513 | .072 | 516,981 | 71.0
2,01} | .280 18,5387 | 1.86 | 34,920 | 4.8 | 38,602 | 4.62 882 | . 120 436 | .060 | 516,981 | 71.1
2,110 | .288 13,867 | 1.89 | 35,501 | 4.9 | 34,089 | 4.65 966 | .132 536 | .073 | 507,611 | 69.2
2,141 | .290 . 13,840 | 1.89 | 35,709 | 4.9 | 84,276 | 4.67 937 | . 130 496 | 070 | 507,611 | 69.2
2,162 | .292 58 | .008 | 14,477 | 1.95 | 37,079 | 5.0 35,465 | 4.79 | 1,027 | .139 537 | .073 | 508,867 | 68.7
2,166 | . 290 431.010 | 14,195 1 1.92 | 36,479 | 4.9 | 85,012 | 4.73 969 | . 130 498 | LO70 | 508,859 | 68.7
2,209 | .295 58 | .008 | 14,749 | 1.97 | 38,216 | 5.1 36,607 | 4.89 | 1,048 | . 140 561 | .075 | 511,751 68. 4
2,195 | .290 65 | .010 | 14,731 | 1.97 | 87,206 | 6.0 | 85,711 | 4. 77 995 | . 180 500 | 070 | 511,785 | 68.4
2,246 | . 297 58 | .008 | 14,990 | 1.98 | 38,331 | 5.1 | 36,672 | 4.85 | 1,100 | .146 559 | .074 | 515,124 | 68.2
2,246 | .300 58 | 010 | 14,990 | 1.98 | 88,300 | 5.1 | 86,672 | 4.86 | 1,069 | .140 559 | .070 | 515,124 | 08.2
2,266 | .296 47 | .006 | 14,967 | 1.96 | 39,431 | 5.2 | 37,722 | 4.93 | 1,127 | .147 582 | .076 | 519,450 | 67.9
2,266 | .300 47| .010 | 14,967 | 1.95 | 89,399 | 5.2 | 87,714 | 4.98 | 1,101 | . 140 581 | .080 | 519,460 | 67.9
2,317 | . 299 45 | .006 | 14,977 | 1.93 | 40,321 | 5.1 38,538 | 4.97 | 1,187 | .150 616 | .079 | 520,677 | 67.1
2,317 | .300 451,010 1 14,977 | 1.93 | 40,811 | 6.2 | 38,588 | 4.97 1,157 | .150 616 | .080 | 520,677 | 67.1
2,288 | .292 58 | .007 | 14,902 | 1.90 | 41,021 | 5.2 39,184 | 4.99 | 1,195 | .152 642 | . 082 | 532,771 67.9
2,288 | .290 58 | 010 | 14,902 1 1.90 | 41,011 | 5.2 | 39,184 | 4.99 | 1,185 ) .150 642 | .080 | 532,771 67.9
2,288 | .289 53 | .007 | 15,010 | 1.90 | 41,412 | 5.2 | 39,542 | 5.00 | 1,228 | .155 642 | . 081 | 541,839 | 68.5
2,288 | .290 53| .010 | 15,010 | 1.90 | 41,381 | 5.2 | 89,542 | 6.00 | 1,197 | .150 642 | .080 | 541,839 | 68.6
2,441 | .305 55| .007 | 14,024 | 1.87 | 41,909 | 5.2 | 40,018 | 5.01 | 1,248 | .156 643 | .080 | 553,095 | 69.2
2,441 | 300 55| .010 | 14,924 | 1.88 | 41,871 | 5.2 | 40,018 | 5.00 | 1,210 | .150 643 | .080 | 53,095 | 69.2
2,515 | .312 56 | .007 | 15,060 | 1.87 1 42,102 | 5.2 | 40,086 | 4.97 | 1,283 | .15¢ 783 | .097 | 558,828 | 69.4
2,615 | .310 561.010 | 15,060 | 1.87 | 42,159 | 5.2 | 40,108 | 4. 98 | 1,268 | .160 783 | 100 | 568,828 | 69.4
2,350 | .290 57 | .007 | 14,002 | 1.84 | 42,089 | 5.2 | 39,970 | 4.93 | 1,312 | .162 807 | .100 | 567,268 | 70.0
2,350 | .290 57 | .010 | 14,902 | 1.84 | 42,068 | 6.2 | 89,970 | 4.93 | 1,891 | .160 807 | .100 | 567,268 | 70.0
2,364 | .292 59 | .007 | 15,078 | 1.86 | 42,494 | 5.2 | 40,305 | 4.97 | 1,376 | .170 813 | .100 | 559, 327 69.0
2,864 | .290 69| .010 | 15,078 | 1.86 | 42,452 | 6.2 | 40,805 | 4. 97 | 1,884 | .170 813 | .100 | 559,327 | 69.0
2,446 | . 302 60 | .007 | 15,494 | 1,91 | 43,683 | 5.4 | 41,354 | 5.10 | 1,405 | .173 924 | .114 | 562, 796 69.5
2,446 | .300 60| .010 | 15,494 ) 1.91 | 48,675 | 6.4 | 41,854 | 5.10 | 1,897 | . 170 924 | .120 | 562,796 | 69.8
2,394 | .205 63 | .008 | 16,277 | 2.01 | 44,027 | 5.4 | 41,604 | 5.13 | 1,449 | .179 974 | . 120 | 555,224 68.5
2,394 | .290 68| .010 1 16,977 | 2.01 | 44,0156 | 5.4 | 41,604 | 5.18 | 1,437 | .180 vy | 120 | 555,224 | 68.5
2,386 | .296 66 | .008 | 17,071 | 2.12 | 44,694 | 5.6 | 42,248 | 5.25 | 1,456 | .181 990 | .123 | 541,650 | 67-3
2,886 | .300 66 | .010 | 17,071 | 2.12 | 44,699 | 6.6 | 42,248 | 6.25 | 1,461 | .180 990 | .120 | 541,650 | 67.8
2,505 | .310 67 | .008 | 17,958 | 2.23 | 45,464 | 5.6 | 42,914 | 532 | 1,470 | .182 | 1,080 | .134 | 537,303 | 66. 6
2,561 | .320 67 | 010 | 17,620 | 2.18 | 45,468 | 5.6 | 42,914 | 5.32 | 1,483 | .180 | 1,071 | .130 | 537,308 | 66. 6
2,525 | .3811 65| .008 | 18,350 | 2.26 | 47,377 | 5.8 | 44,802 | 5.51 | 1,490 | .183 | 1,085 | . 133 | 537,780 66. 1
2,621 1 .310 65 1.010 | 17,970 | 2.21 | 47,329 1 5.8 | 44,8021 5.51 11,4661 .180 1 [, 061 | 130 | 587,780 | 66.2
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TaBLE 1.—Strength of Medical Department, by components (exclusive
[Office of The Surgeon General’s data in Arabic

Male Medica! Department officers
Total Total
Mecdical oflicers !
Department Medical Medical Dental Veterinary
Department Total Corps 2 Corps Corps
Total
End of month Army
Strength !
= S, = Q = oy = S < Q = Q
8 E B ZE| B O|SE| R O|ZE| ® OcE B i
|54 £ 32| £ 24| £ |54 £ 32| g &<
7] A & [ 7 ~ 7 = 7 o & ~
1945—Con.
March_____ ____| 8 157,386 | 660,927 | 82.1 | 136,483 | 16.2 | 84,070 [ 10.4 | 46,820 | 5. 74 | 14,775 | 1.81 | 2,045 |0.251
670,151 | 82.2 | 136,707 | 16.8 | 85,204 | 10.5 | 46,973 | 5.76 | 14,914 | 1.83 | 2,08 . 250
April_______ .. 8,248 780 | 671,967 | 81.5 | 139,938 | 17.0 | 85,235 | 10. 3| 46,790 | 5.67 | 14,730 | 1.79 | 2,040 | .247
672,651 | 81.6 | 140,622 | 17.1 | 85,906 | 10.4 | 47,183 | 5.71 | 14,807 | 1.79 | 2,046 | .250
May. .. 8,291,336 | 666,710 | 82.2 | 142,298 | 17.2 | 85,430 | 10.3 | 46,750 | &. 64 | 14,705 | 1.77 | 2,050 | .247
666,930 | 80.4 | 142,598 | 17.2 | 85,735 | 10.3 | 46,773 1 5.64 | 14,848 | 1.79 | 2,056 | . 250
June_______..__ 8,266,373 | 638,980 | 80.3 | 142,616 | 17.3 | 85,585 | 10.4 | 46,600 | 5.64 | 14, 770 | 1.79 | 2,040 | .247
664,703 | 80.4 | 148,481 | 17.4 | 86.894 | 10.5 | 42,071 | 5.69 | 14,758 | 1.78 | 2,059 | .250
July . 8,186,444 | 659,853 | 80.6 | 145,342 | 17.8 | 86,700 | 10.6 | 47,980 | 5.86 | 14,325 | 1.75 | 2,050 | . 250
661,019 | 80.8 | 146,608 | 17.9 | 87,950 | 10.7 | 48,837 | 6.97 | 14,507 | 1.77 | 2,069 | . 250
August____._.. 8 023,304 | 637,684 | 79.5 | 144,475 | 18.0 | 85,645 | 10.7 | 46,980 | 5.86 | 14,170 | 1.77 | 2,070 | . 258
637,641 | 79.5 | 144,432 | 18.0 | 86,805 | 10.8 | 47,834 | 5.96 | 14,370 | 1.79 | 8,116 | . 260
September_____ 7,564, 514 | 593,644 | 78.5 | 138,655 | 18.3 | 82,800 | 11.0 | 45,040 | 5.94 | 13, 760 | 1.82 | 2,040 | .270
598,793 1 79.2 | 143,794 | 19.0 | 86,584 | 11.5 | 48,850 | 6.38 | 14,004 | 1.85 | 2,107 | . 280
Octoher____.__| 6,487,053 | 503,516 | 77.6 | 115,390 | 17.8 | 71,595 | 11.0 | 37,880 | 5.84 | 12,275 1.89 | 1, 850 | .235
i 597,658 | 81.3 | 139,532 | 21.5 | 84,871 | 18.1 | 48,093 | 7.41 | 13,687 | 2.10 | 2,008 | .310
November...-.i 5,333,978 | 408,190 | 76.5 96,820 | 18.2 | 61,465 | 11.5 | 32,010 | 6.00 | 10,845 | 2.03 | 1,660 | .311
443,822 | 83.1 | 131,952 1 24.7 | 80,894 | 15.1 | 45,620 | 8.56 | 18,115 | 2.46 | 1,987 | .370
Decemher. . __ 4,228,936 | 323,085 | 76.4 81,795 | 19.3 | 52,010 | 12.3 | 27,060 | 6.40 9,620 | 2.27 | 1,450 | . 343
830,678 | 78.2 | 116,388 | 27.5 | 73,897 | 17.4 | 41.839 | 9.78 | 12,662 | 2.99 | 1,929 | . 460
1946
January_ .. .__ 3,469,272 | 226,735 | 65.4 66,700 | 19.2 | 41,290 | 11.9 | 21,610 | 6.23 7,390 | 2.13 | 1,260 | . 363
261,291 | 75.8 | 101,256 | 29.2 | 64,890 | 18.7 | 36,849 |10.45 | 11,466 | 3.81 | 1,761 | .510
February_.__.. 2,785,748 | 173,218 | 62.2 55,810 | 20.0 | 83,595 | 12.1 | 17,965 | 6.45 5,800 | 2.08 | 1,050 | .377
199,118 | 71.7 82,410 | 29.6 | 53,488 | 19.2 | 29, 459 |10.57 9,867 | 3.64 | 1,574 | .570
March_.___ ___.| 2,430,779 | 146,807 | 60.4 47,713 | 19.6 | 28,798 | 11.8 | 16,291 | 6.70 5,011 | 2.06 878 | . 361
165,674 | 68.2 66,589 | 27. 4 | 43,352 | 17.8 | 24,973 | 9.99 7,888 | 3.25 | 1,299 | .530
April .. 2,167,931 | 137,254 | 63.3 44,443 | 20.5 | 28,217 | 13.0 | 16,610 | 7.66 4,880 | 2.25 863 | .393
150,128 | 69.3 57,817 | 26.4 | 87,846 | 17.5 | 22,041 110.17 6,707 1 3.09 | 1,146 | .5630
May_ ... 2,008,494 | 121,752 | 60.6 38,087 | 19.4 | 24,786 [ 12.3 | 14,948 | 7. 44 4,010 | 2.00 766 | . 381
132,426 | 65.9 | 49,661 | 24.7 | 82,824 | 16.3 | 19,823 | 9.87 5,871 | 2.67 973 | . 480
June.._.______. 1,889,690 | 112,303 | 59.4 34,324 | 18.2 ] 22,053 | 11.7 | 13,134 | 6.95 3,421 | 1.81 733 | .388
121,566 | 64.8 43,587 | 83.1 | 28,738 | 15.2 | 17,347 | 9.18 4,684 | 2.48 874 | 460

1 Strength for 1939 is male strength as shown in the Annual Report of the Secretary of War for 1939 plus strength of
nurses for 1939 as shown in this table. Strengths for June 1940 to November 1941, inclusive, arc from 1 Oct. 1945. All
other strengths are from “Strength of the Army,” 1 Mar, 1947, except the strength for March 1942 which has been corrected
as explained in footnote 6 of table 31.

2 Tncludes women doctors. One was on active duty at least as early as November 1942, By December 1943, they
numbered 42. Their peak strength, reached in November 1944, was 76. On 30 June 1946, their number was 15.

3 Per 1,000 of total Army strength.

¢ The Annual Report of the Personnel Service of the Office of The Surgeon General for fiscal year 1941 shows strengths
for all Medical Department components as of 30 June 1940 which arc equal to those stated here cxeept in the case of the
Sanitary Corps, which is credited with 6, and enlisted men, whose strength is reported as 13,585,

5 The Annual Report of the Personnel Service of the Office of The Surgeon General for fiscal year 1942 gives the follow-
ing strengths as of 30 June 1941: MC, 8,813; DC, 2,111; VC, 512; SnC, 173; M AC, 803; and enlisted men, 41,120.
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of general officers), by months, 30 June 1939-30 June 1946—Continued

numerals: The Adjutant General’s data in italies]

Male Medical Department officers—Con. l TFemale Medical Department oflicers
| _| Enlisted men
i Medical
Sanitary | Pharmacy | Medical Ad- ‘ Army Medical Physical Department
Corps Corps ministrative | Total Nurses Department | Therapists
Corps Dictitians
] ;
2 lenl = ool 2 1ol & |e% =2 |gh) 2 22| £ 8% 2 |=%
5] ~ & M & [ 5] ~ @0 ~ @& [ 5] &~ 5] =

2,525 (0.310 61 10.007 | 18,744 | 2.31 | 51,513 | 6.3 48,923 | 6.00 | 1,500 (0.184 | 1,090 |0. 134 | 533,444 | 65.4
2,534 { .810 61| .010 | 18,688 | 2.29 | 51,508 | 6.3 | 48,923 | 6.00 | 1, 4951 .180 | 1,085 | 180 | 533,444 | 63.4
2,560 | .310 70 | .008 | 19,045 | 2.31 | 54,703 | 6.6 52,023 | 6.31 | 1,520 | .184 | 1,160 | .141 532,029 | 64.5
2,600 | .320 70| 010 | 19,250 | 2.33 | 54,716 | 6.6 | 62,023 | .81 1,637 | (190 | 1,156 | (140 | 532,029 | G4.5
2,560 | .309 60 | .007 | 19,385 | 2.34 | 56,868 | 6.9 54,128 | 6.53 | 1,550 | 187 | 1,180 | . 144 | 524,332 | 63.2
2,559 | 810 60| .0{0 | 19,439 | 2.84 | 66,863 | 6.9 | 54,188 | 6.53 1 1, 540 | 190 | 1,186 | 140 | 524,832 | 63.2
2,540 | . 307 58 | 007 | 19,577 | 2.37 | 57,031 | 6.9 54,201 | 6.57 | 1,555 | .188 | 1,185 | .143 521,282 | 63.1
2,566 | .3810 58 | 010 | 19,893 | 2. 41 | 57,087 | 6.9 | 54,291 | 6.7 } 1, 623 1 .200 | 1,173 | .140 | 521,282 | 63.1
2,520 | .308 57 | .007 | 19,848 | 2.42 | 58,552 | 7.2 55,702 | 6.80 | 1,580 | .193 | 1,270 | . 155 514,511 | 62.8
2,544 | .810 571 .010 | 19,942 | 2.44 | 55,552 | 7.2 | 65,702 | 6.81 | 1,685 L190 | 1,265 1 .150 | 614,511 62.9
2,490 | .310 68 [ .008 | 19,867 | 2.48 | 58,830 | 7.3 55,950 | 6.97 | 1,580 | .197 | 1,300 | . 162 | 493,209 | 61.5
2,466 | . 300 68| .010 | 19,961 | 2.49 | 57,627 | 7.2 | 64,779 1 6.83 | 1, 580 | .200 | 1,268 | .160 | 493,209 | 61.5
2,895 | .317 61 | .008 | 19,594 | 2.59 | 55,765 | 7.4 52,950 | 7.00 | 1,550 | .205 | 1,265 | . 167 | 454, 989 | 60.1
2,334 | .810 GI | .010 | 19,822 | 2.62 | 57,210 | 7.6 | 54,291 | 7.18 | 1,696 L210 | 1,323 | (170 | 454,989 | 60.2
2,025 | .312 57| .009 | 17,508 | 2.70 | 43,795 | 6.8 | 41,250 | 6.36 | 1,360 .210 | 1,185 | . 183 | 388,126 | 59.8
2,187 | .840 57 0 .010 | 18,889 | 2.91 | 54,0661 | 8.4 | 51,851 | 7.99 | 1,638 | . 240 | 1,272 | .200 | 888,126 | 59.8
1,685 | .316 62 | .012 | 15,208 | 2.85 | 35,355 | 6.6 | 33,150 | 6.21 1,140 | . 214 | 1,065 | .200 | 311,370 | 53.4
1,898 | . 360 621 .010 | 17,612 | 8.30 | 51,658 | 9.7 | 48,946 1 9.18 | 1, 496 | 270 | 1,286 | .240 | 811,370 | 8.4
1,325 | .313 48 | .011 {12,507 | 2.96 | 29,785 | 7.0 | 27,850 | 6.59 995 | .235 940 | . 222 | 214,290 | 50.7
1,676 | . 400 48| 010 | 15,743 | 3.72 | 42,991 |10.2 40,654 | 9.61 | 1,284 .290 11,103 | . 260 | 214,290 | 50.7
1,095 | .316 57|.016 | 9,878 | 2.85 | 25,410 | 7.3 23, 650 | 6.82 910 | . 262 850 | .245 | 160,035 | 46.1
1,507 | . 430 57 1.020 | 13,850 | 3.99 | 86,366 |10.5 | 34,291 | 9. 88 | 1,063 | .30 | 1,012 | .290 | 160,085 | 46. 1

915 | . 328 48 | . 017 7,817 | 2.81 | 22,215 | 8.0 | 20,630 | 7.41 790 | . 234 795 | .285 | 117,408 | 42.1
1,206 | . 450 48| .020 | 11,874 | 4.05 | 28,922 |10. 4 | 26,996 8.69 989 | .850 937 | L340 | 117,408 | 42.2

750 | . 309 44 1.018 5,830 | 2.40 | 18,919 | 7.8 17,523 | 7.21 668 | .275 728 | .299 99,084 | 40.8
1,078 | . 440 44| .020 | 8770 | 3.61 | 23,237 | 9.6 | 21,604 8. 89 814 | .830 819 | .340 | 99,085 | 40.8

664 | . 306 47 | . 022 5,153 | 2.38 | 16,226 | 7.5 14,907 | 6.88 625 | .283 694 | .320 | 92,811 | 42.8

894 | . 410 471 .020 7,010 | 3.23 | 19,472 | 9.0 | 18,024 | 8.32 704 | . 330 44| L840 | 92,811 | 42.8

545 | .271 514 .025 4,466 | 2.22 | 14,201 | 7.1 12,956 | 6.45 609 | .303 636 | .317 | 82,765 | 41.2

738 | .870 511.020 | 6,808 2.92 | 16,837 | 8.4 16,499 | .72 655 | .330 683 | L340 | 82,765 | 41.2

521 | .276 47 1 .025 | 4,197 | 2,22 | 12,271 | 6.5 11,193 | 5.92 526 | .278 552 | .292 77,979 | 41.3

668 | . 350 47| .020 5118 | 2.71 | 14,849 7.9 | 13,617 7.21 598 | . 320 6341 .840 1 77,979 | 41.8

Source : Basic Medical Department data, 30 June 1939-80 November 1941, from table 12; does
not include reservists on active duty on 30 June 1939. Except for enlisted strength on 81 December
1941 and 31 January 1942, which is reported in “Strength of the Army” (STM 30) for the cor-
responding dates, all basic Medical Department data for the period December 1941-June 1946 come
from ‘“Time Series on Medical Department Personnel by Corps, 1942-1946,” which were supplied to
J. H. McMinn by the Resources Analysis Division, on 24 January 1950. The series insofar as they
cover the period from December 1941 through December 1944 existed as early as September 1945,
when they were made available by the Resources Analysis Division for use in a statistical review
under preparation by the Army Service ITorces. (Memorandum, E. Ginzberg, Resources Analysis
Division for Director, Control Division, Office of The Surgeon General, 28 Sept. 1945, subject : ASF
Statistical Reference Book.) They incorporated within the material covering the period mentioned,
strength data prepared by the Office of The Adjutant General embracing the following: All of 1944
except the Pharmacy Corps in January, the Army Nurse Corps in February and July, Physical
Therapists in February, and Medical Department Dietitians during the entire year, the Medical

Continued at bottom of next page.
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Both dietitians and physical therapists had worked in Army hospitals in
World War I as civillans. In the years between the two World Wars, they
continued to be employed as civilians in the Medical Department, being assigned
in emall numbers to all of the general and large station hospitals. In the
early 1920’s, training courses were established at Walter Reed General Hospital,
Washington, D.C., and the graduates of these courses filled most of the vacancies
in Army hospitals from 1922 to 1939. In 1938, both dietitians and physical
therapists were brought into the competitive civil service system.

After Pearl Harbor, it became apparent that civil service registers could
not fill the demand for these two categories and that recruitment, adminis-
trative control, and professional supervision should rest in the Office of The
Surgeon General. In January 1942, Miss Helen C. Burns, Chief Dietitian
at Walter Reed General Hospital, and Miss Emma J. Vogel, Chief Physical
Therapist there, were assigned to the Surgeon General’s Office on a part-time
basis. Eight months later, both were appointed superintendents of their re-
spective groups and part time became full time,

The need for military status for dietitians and physical therapists became
more imperative as they assumed positions of greater responsibility in which
they supervised military personnel. As civilian employees, they could not be
ordered to stations outside the United States, where their services were badly
needed, although they could volunteer for oversea service. Hospital units
designated for oversea service, as well as those in the United States, seldom
had their full quota in either category.

Source—Continued

Department Dietitians, March—May 1943 ; and enlisted men except for February—April 1942, January
43, and August-December 1943. All other figures are diverse from those shown in “Strength of
the Army” and were computed by use of the following sources :

For all male officer corps except the Pharmacy Corps Orders issued by The Adjutant General for
accessions and separations.

Pharmacy Corps. Report on Active Duty Personnel, Last Week of the Month, Office of The
Surgeon General.

Army Nurse Corps. “Procurement and Separations Account,” Nursing Branch, Personnel
Service, Office of The Surgeon General.
¢ Meldical Department Dietitians, Dietetics Branch, Personnel Service, Office of The Surgeon

eneral.

Phlysical Therapists. Physical Therapist Branch, Personnel Service, Office of The Surgeon
General,

It is probable that all the sources other than those pertaining to the Pharmacy Corps were based,
despite the absence of a specific statement to that effect, on entrances into and departures from the
service and were, specifically, orders issued by The Adjutant General for such actions. It is also

robaple that the strength figures obtained on this basis were prepared by the Resources Analysis

ivision a short time before they were dispatched for use by the Army Service Forces; but it is not
impossible, in view of the dissatisfaction of the Office of The Surgeon General with strength data
submitted by The Adjutant General, that they were computed much earlier in some other unit than
the Resources Analysis Division.

The time series as compiled for the Army Service Forces extended through July 1945 but repro-
duced The Adjutant General's figures for all dates shown within that year except in the case of the
dietitians. By 1950, however, the ficures for 1945, including those pertaining to the dietitians had
been revised by the Resources Analysis Division, and data going through the entire year 1946 had
been added. For the period January 1945 to June 1946, inclusive, The Adjutant General’'s strength
figures therefore appear only in the following cases: Pharmacy Corps throughout; enlisted men
throughout except for a slight variation, probably due to a clerical error, in March 1946 ; Army Nurse
Corps, January to July 1945, inclusive, and Dietitians, August 1945; in the case of the last, the
agreement between The Adjutant Gencral’s and The Surgeon General’s ficures may be merely coin-
cidental. The revision was made with a view to establishing conformity between the data on separa-
tions compiled by the Resources Analysis Division (table 67) and the strength figures utilized by the
Office of The Surgeon General. The figures on separations covered orders for such actions rather
than the separations themselves. Orders for accessions also were used in the computing of strengths.

Since considerable time might elapse between the issuance of an order for an accession or separa-
tion and the compliance with the order, the use of these orders in determining strength tends, in the
early period of the war, to show greater strengths than those reported by The Adjutant General, who
compiled figures on the basis of counts of individuals present at the time of the report.
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On 22 December 1942, an act of Congress 2* provided that female dietetic
and physical therapy personnel should be members of the Medical Department
for the duration of the war and 6 months thereafter. Their rank was to be
relative, but they were given the pay (including longevity pay), allowances
for subsistence and rental of quarters, and mileage and other travel allowances
for commissioned officers, without dependents, of the Regular Army in grades
from second lieutenant through captain.?2 Early in January 1943, on recom-
mendation of The Surgeon General, the Secretary of War appointed the di-
rectors of these two groups in the relative rank of major, the first appointments
under the new law. It was not until June 1944 that Congress granted full
commissioned rank in the Army of the United States to the three female com-
ponents of the Medical Department—nurses, dietitians, and physical thera-
pists.2* This action placed them on a par with all other commissioned officers,
male and female. It conferred on them certain important rights and privileges
not granted by their previous status?* The same law also gave the members
of the Army Nurse Corps full officer status.

Pharmacy Corps

Unlike the dietitians and physical therapists, pharmacists in the Army
already had military status, most of them being enlisted men. In the late
1930’s, Congress had decreed that only pharmacists should be eligible for the
Medical Administrative Corps of the Regular Army and that the strength
of this component should be limited to 16 members.* Since the law did not
provide that the corps should be reduced immediately, the desired strength was
achieved through attrition. Pharmacists, however, wanted not only a larger
officer corps but one bearing their name, and their insistence increased follow-
ing American entrance into the war.** But Maj. Gen. James C. Magee (fig. 1),
The Surgeon General, did not favor legislation of a permanent character dur-
ing the emergency and stated that “no purpose would be served by legislation
affecting a minor component * * * at this time.” He further stated that regu-
lations assured the proper dispensing of drugs and prescriptions and that “the
organization of a Pharmacy Corps to discharge this responsibility is not indi-
cated.” To charges that pharmaceutical service in the Army was “deplorable,”

56 Stat. 1072,

22 Army Regulations No. 40—-25, 9 Apr. 1943, formulated procedures and requirements for appoint-
ment to both groups and for personnel administration in them.

2 (1) 58 Stat. 824. (2) Executive Order 9454, 10 July 1944.

2t In 1947, an act of Congress (61 Stat. 41) combined the dietitians, physical therapists, and
oceupational therapists (who had never had officer status) into a new Regular Army element of the
Medical Department, the Women’s Medical Specialist Corps.

2 (1) See footnote 12, p. 7. (2) 53 Stat. 559.

26 (1) Letter, Hon. J. P. Wolcott, to Secretary of War, 13 Oct. 1942. (2) Letter, H. M. Burlage,
Professor of Pharmacy, University of North Carolina, 17 Oct. 1942, (3) Postal card, Pat O’Malley
(no address given) to General McAfee (SGO), 30 Nov, 1942,
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FI16URE 1.—Maj. Gen, James C. Magee, USA, The Surgeon
General, 1 June 1939-31 May 1943.

he replied that if any specific instances warranting such charges were brought
to his attention, he would request an investigation.>

Despite the Surgeon General’s opposition, Congress passed a law, ap-
proved by President Roosevelt on 12 July 1943, which established a Pharmacy
Corps in the Regular Army to comprise 72 officers in grades from second lieu-
tenant through colonel. Officers in the Regular Army Medical Administra-
tive Corps, pharmacist and nonpharmacist alike (there were 58) were to be
transferred to the new corps and carried there in addition to the 72 authorized.*
The effect was to abolish the Regular Army Medical Administrative Corps.
Unlike the law giving military status to the dietitians and physical therapists,
this Jaw made no mention of a director for the new corps and The Surgeon
General did not name one. The strength authorized for the corps permitted
only a few of the pharmacists then in the Army to have commissioned status.

27 (1) Letter, Maj. Gen. James C. Magee, to L. E. Foster, General Manager, Chamber of Com-
merce, Birmingham, Ala.,, 6 Nov. 1942, (2) Letter, Assistant to The Surgeon General (Brig. Gen.
Larry B. McAfee), to L. I. Foster, General Manager, Chamber of Commerce, Birmingham, Ala., 11
Nov. 1942, (3) Letter, Assistant to The Surgeon General (Brig. Gen. Larry B. McAfee), to Dr.
H. M. Burlage, Professor of Pharmacy, University of North Carolina, 5 Nov. 1942.

28 (1) 57 Stat. 430. (2) Regular Army Strength Book, Military Personnel Division, Office of
The Surgeon General, U.S. Army.
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CIVILIAN COMPONENTS

Civilians served in many types of Medical Department installations. In
the Zone of Interior, the majority were employed in hospitals and medical
supply depots but they were also employed in the Office of The Surgeon Gen-
eral, the offices of other command surgeons, in laboratories, and elsewhere.
Oversea activities of civilian personnel, most of them nationals of the countries
in which they served, were similarly widespread, extending even into the com-
bat zones. Among the thousands who were employed in many parts of the
world were to be found men and women of every degree of skill from laborers
and trained artisans to technicians and even to physicians classified as
specialists.

An important group of civilian workers for the Medical Department who
received no (Government pay were members of the American National Red
Cross. The Red Cross, in addition to giving certain types of assistance to the
able-bodied members of the Armed Forces, assigned many of its personnel to
Army hospitals, both in the Zone of Interior and overseas. In the hospitals,
Red Cross workers rendered the patient various kinds of nonmedical service,
such as providing assistance in the adjustment of social, economic, and family
problems that might otherwise retard recovery; obtaining social histories, in-
cluding medical information, upon the request of medical officers, to be used
as an aid in determining diagnosis, treatment, and disposition ; making loans or
grants of money for certain purposes; providing “comfort” items and services
to patients unable to obtain them for themselves; and planning and directing
approved recreation for patients.® TFor these purposes, the Red Cross recruited
both volunteer workers and paid employees, providing salaries for the latter
out of its own funds.

2 Army Regulations No. 850-75, 30 June 1943. It should be noted that neither the Salvation
Army nor the Young Men’s Christian Association, both of which had rendered valuable services in
World War I, was authorized as a welfare agency in World War II.




CHAPTER II

Organization and Administration

Throughout World War II, the authority for all Army personnel matters
rested with the Secretary of War and through him with the Chief of Staff.
On these matters, the Chief of Staff was advised by the Assistant Chief of
Staff, G-1 (personnel), and acted through The Adjutant General. This pro-
cedure applied to all areas, but both organization for personnel administra-
tion and the actual operation of the system differed widely between the Zone
of Interior and the oversea theaters. Briefly, as far as medical personnel were
concerned, the oversea surgeons had far greater jurisdiction than did The Sur-
geon General in the Zone of Interior, particularly after the War Depart-
ment reorganization in 1942. Following this latter event, The Surgeon Gen-
eral no longer had the authority derived from being the “immediate” ad-
viser to the Chief of Staff on medical matters, whereas the theater and oversea
command surgeons were virtually independent of further control by The Sur-
geon General or other authorities in the Zone of Interior.

ZONE OF INTERIOR
Early Organization for Personnel Administration

The Surgeon General’s Office

As the Chief of Stafl’s immediate adviser on medical affairs, The Surgeon
General was responsible for the overall administration of medical personnel
affairs, although the Medical Division in the Office of the Chief of the Air
Corps later achieved similar responsibility for medical personnel assigned to
that corps.

According to Army regulations, The Surgeon General had “advisory
supervision * over (1) the appointment, classification, and assignment of Medi-
cal Department personnel; (2) the procurement, appointment, classification,
assignment, promotion, and discharge of members of the Medical Department
sections of the Reserve Corps.” He had, in addition, full control over per-
sonnel matters within units under his own command. This is implied in the
provision which gave him “direct supervision over * * * the administration
of all establishments for the care, treatment, and transportation of the sick
and wounded personnel and animals of the Military Tstablishment, under the

1This meant the supervision he exercised through his power to advise commanders not under
his direct control on the enumerated matters.

21
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F1GURE 2.—DBrig. Gen. William L. Sheep, MC, prewar chief of
Military Personnel Division, Office of The Surgeon General.

immediate direction of the War Department.” He was also charged with pre-
paring, and keeping up to date, plans for the mobilization of Medical Depart-
ment personnel and material required in war, or in a major emergency.’

The Military Personnel Division of the Surgeon General’s Office admin-
istered a large share of these functions through its Commissioned, Reserve,
and Enlisted Subdivisions, the remainder being performed by other branches
of the Office which will be discussed below. The Reserve Subdivision had
jurisdiction over Reserve officers in the Arm and Service Assignment Group,
which was administered by the chiefs of arms and services. Each chief of
a technical service placed officers in this group whom he could assign to his
own installations in case of mobilization.? In 1939, the group contained only
about 2 percent of the Reserve Corps of the Medical Department.* The
remaining officers in these corps were assigned to the Corps Area Assignment
Group, which will be discussed later. The Commissioned Subdivision kept
individual records of all Medical Department officers on active duty. Until

2 Army Regulations No. 405, 15 Jan. 1926.
3 Army Regulations No. 140-5, 16 June 1936.
¢+ Annual Report of The Surgcon General, U.S. Army. Washington: U.S. Government Printing

Office, 1939, pp. 174-175.
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Fieure 3.—Brig. Gen. (later Maj. Gen.) George I. Lull, MC,
first wartime chief of Military Personnel Division, Office of The
Surgeon General.,

some time after the United States entered the war, the Enlisted Subdivision
kept similar records of enlisted men.® Col. (later Brig. Gen.) William L.
Sheep, MC (fig. 2), headed the Military Personnel Division, until June 1940,
when Col. (later Maj. Gen.) George F. Lull, MC (fig. 3), became its chief.

The Nursing Division was responsible for personnel administration af-
fecting Army nurses,® the Dental and Veterinary Divisions each had certain
personnel functions relating to those particular corps, while the Professional
Service Division (fig. 4) furnished advice to the chief of personnel in the
selection of medical officers to fill key professional assignments.

The Office Management Subdivision of the Administrative Division (fig.
5) handled personnel matters of all civilians employed in the Office of The
Surgeon General. Personnel employed in field installations were dealt with
by the Civilian Personnel (Field) Subdivision of the Finance and Supply
Division (fig. 6). The personnel duties of this subdivision were defined as
the “supervision and management of the employment of civilians for Field
Service * * * including their appointment, promotion, demotion, transfer,

5 Memorandum, Director, Military Personnel Division, Office of The Surgeon General, for Colonel
Love, Historical Division, Surgeon General’s Office, 14 Mar. 1944,
6 Office Order No. 1, Office of The Surgeon General, U.S. Army, 8 Jan. 1939.
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G

FicUrE 4—Brig. Gen. Charles C. Hillman, MC, wartime chief
of the Professional Service Division, Office of The Surgeon
General.

separation, classification, and retirement”; and the preparation of statistical
reports concerning these functions and of estimates of appropriations re-
quired. The subdivision allotted funds to stations to pay civilians employed
there.” The organization for personnel administration in the Surgeon Gen-
eral’s Office is shown in chart 1.

Corps areas

The medical personnel functions of the corps area commander were
exercised by the corps area surgeon. The latter reported on, or reviewed reports
on, the efficiency of Medical Department officers in the corps area for the action
of the commander. The corps area surgeon also was responsible for main-
taining his allotted quota of Medical Department enlisted men by encouraging
recruitment. He could recommend the transfer of members of the Medical
Department from station to station within the corps area and also the transfer
of enlisted men within the area into or out of the Medical Department.® He

7 8ee footnote 6, p. 23.
8 (1) See footnmote 2, p. 22. (2) Army Regulations No. 615-200, 24 Nov. 1939.
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FicurE 5.—Brig. Gen. Larry B. McAfee, MC, Chief, Admin-
istrative Division, Office of The Surgeon General, when the
United States entered the war.

could make permanent appointments to the grades of sergeant and corporal in
the Medical Department, appointments of this kind in the higher grades—staff
sergeant, technical and first sergeants, and master sergeant—being reserved for
The Surgeon General. Like The Surgeon General, he could make temporary
appointments to all enlisted grades.® He distributed to the various stations
within his jurisdiction the numbers and classes of enlisted specialist ratings
allocated to the corps area by The Surgeon General. He could recommend en-
listed men to The Surgeon General for ratings in the three higher classes and
could himself give the lower ratings on the recommendation of the senior Medi-
cal Department officer concerned.*®

Medical Department Reserve officers in the Corps Area Assignment Group
fell under the jurisdiction of the corps area commander who, acting on the
advice of his surgeon, placed such officers on active duty and made recom-

9 Army Regulations No. 615-15, 25 May 1937.
10 Army Regulations No. 615-20, 30 Nov. 1923.
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TF16UrE 6.—Col. Francis C. Tyng, MC, Chief, ¥inance and Supply
Division, Office of The Surgeon General.

mendations for their assignment. This assignment group had a strength on 30
June 1939 of nearly 23,000, about 98 percent of the Reserve Corps of the Medical
Department. Of these, almost 15,000 belonged to the Medical and 5,000 to the
Dental Corps.™

Air Corps

In the Air Corps, the Personnel Subsection of the Medical Division (so
designated on 1 April 1939) administered Medical Department personnel
affairs.’? Prior to the creation of the Army Air Forces (June 1941), the Air
Corps seems to have exercised much less control over Medical Department
personnel assigned to it than it wielded later. The Surgeon General of the
Army procured personnel, assigned them to the Air Corps, and acted on recom-
mendations for promotions. Once the Air Corps received personnel from The
Surgeon General, it apparently had freedom to assign individuals as it saw fit.

11 See footnote 4, p. 22,
12 Memorandum, Chief, Medical Division, Officc of the Chief of Air Corps, for The Surgeon
General, 25 July 1939, with enclosure thereto.
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Crrant 1—Organization of the Surgeon Gencral’s Ofice for personnel administration,
Juary 1939
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ELEMENTS NOT CONCERNED WITH PERSONNEL ADMINISTRATION.

In addition to the aforementioned offices, personnel sections and offices
existed in hospitals, tactical organizations, and other units and installations
of the Medical Department,

Changes in Organization, 1942

At the time of the reorganization of the War Department in March 1942,
the Office of The Surgeon General also underwent reorganization. At that
time, the Military Personnel Division was redesignated as the Personnel Serv-
ice; Colonel Lull, who became its first chief, was promoted to the rank of
brigadier general in March 1943. The former subdivisions (Conumissioned,
Enlisted, and Reserve) were renamed divisions. The Commissioned Division
had three branches: Assignment, Classification, and Promotion; the Enlisted
Division, two—Classification and Promotion. For some months, the Civilian
Personnel Division remuained seprrate from the Personnel Service, being placed
under the Administrative Service. In August 1942, however, the administra-
tion of military and civilian personnel was united under the Personnel Service
consisting of a Military Personnel Division and a Civilian Personnel Division.

The Military Personnel Division, as it was established in August 1942, had
three branches: Commissioned, Nursing, and Lnlisted. The Reserve Division
had been dropped; Reserve activities had all but ceased, as almost all qualified
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Reserve officers (except those in afliliated units) were already on active duty.
The Nursing Branch, according to the organization manual, “accomplishes the
appointment of all Army nurses and recommends their assignments, transfers,
and other changes in status,” nominally superseding the Nursing Personnel
Division of the Nursing Service which had had similar duties and which were
now discontinued. Actually, however, the Nursing Service (or Division, as it
was now called) retained most of its personnel functions even though its new
Selection and Standards Branch was mentioned only as being responsible n
that feld for evaluating nurses’ educational and professional qualifications.*
The announced functions of the Veterinary Division more obviously over-
lapped those of the Military Personnel Division, for the Miscellaneous Branch
of the former (in the words of the same organization manual) “processes appli-
cations, makes recommendations as to appointments and assignments of veteri-
nary personnel.” The other professional divisions of the Surgeon Greneral’s
Oflice—Medical Practice, Preventive Medicine (fig. 7), and Dental-—likewise
CHART 2—Organization of the Suprgeon Gencral’s Office for personnel  adindnistration,
August 1942
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3 (1) Blanchfield, Florence Al and Standlee, Mary W.: The Army Nurse Corps in World War IL.

[Official record.] (2) Services of Supply Organization Manual, 30 Sept. 1942,
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F1eure 7.-—Brig. Gen. James 8. Simmons, MO, Chief, Preventive
Medicine Division, Office of The Surgeon General.

performed more or less extensive personnel work even though this aspect was
not always mentioned in the oflicial manual (charvt 2).

The Civilian Personnel Division had four branches: Employment, Classi-
fication and Wage Administration, Training, and Employee Service. Since
the reorganization of March 1942, it had been concerned not only with civilian
employces of the Medical Department outside the Surgeon General’s Office
but with those in the Oflice as well, the latter function being taken over from
the Office Management Subdivision of the former Administrative Division.
The names of the branches reflected other new duties. At the direction of
Services of Supply headquarters, the Civilian Personnel Division assumed
training and employee-relations functions. The work of placement and elassi-
fication was greatly expanded, and the Division laid more stress on the effective
utilization of personnel with a view to reducing the number of employees.™
Until physical therapists and dietitians were given military status, their per-
sonnel administration was handled by the Civilian Personnel Division. Sub-
sections were later established for them in the Procurement Section of the
Commissioned Branch of the Military Personnel Division.

* Annual Report, Personnel Service, Office of The Surgeen General, U.S. Army, 1943,
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TraTrE S——Col. Janies R, Hudnall, MO, Chief, Personnel Service,
Office of The Surgeon General, T9E—1H.

Further Reorganizations, 1943-45
te ?

Tn May 1943, General Lull, appointed Deputy Surgeon General, was
succeeded by Col. James R. TTudnall, M, as chief of the Personnel Service
(fig. 8). Colonel Hudnall vemained in that position until October 1944, after
which Col. Durward G. Hall, MC (fig. 9), becanie acting chief and then
chief, serving in that capacity until April 1946,

During the administrations of both Colonel TTudnall and Colonel ITall,
steps were taken to revise personnel resourees for planning purposes and to
centralize in the Surgeon General’s Office greater control over medical person-
nel. Consequently, several groups were appointed to study the problems and
malke recommendations. One such group was the so-called Kenner Board,
whose chairman was Brig. Gen. (later Maj. Gen.) Albert W. Kenner, MC
(fig. 10). Another, less formally conxt ituted, consisted of the personnel direc-
tors of Standard Oil of New Jersey, Atlantic Refining Corporation, and E. 1.
Dupont de Nemours, who contributed 6 weeks of their time to review the
personnel policies of the Surgeon General’s Office."”

15 (1) Report, Kenner Board, 28 Oct. 1943, (2} Statement of Durward G. TIall, M.D., to the
editor, 27 May 1961,
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Frevre 9—Col. Durward G. Hall, MC, Chief, Personnel Service,
Office of The Surgeon General, 194446,

Personnel planning

Revision of The Surgeon General’s organization for personnel adminis-
tration, like other organizational changes in his Office at this time, was Iargely
inspired by criticism from Army Service Forces headquarters dirvected at the
procedures which Maj. Gen. Norman T. Kirk (fig. 11), installed as The Sur-
geon General on 1 June 1943, inherited from his predecessor.’® One of the
critics was the newly established Control Division of Headquarters, Army Serv-
ice Forces. In September 1943, that office snggested a survey of “the entire field
of ZI hospitalization, to study possible savings in cost of operation, and in
personnel, and as to the latter particularly in the scarce category of doctors and
nurses.” 17 As this proposal indicates, a cloge relationship existed between per-
sonnel administration and the hospital system, changes in the latter being
largely influenced by the effort to save personnel without lowering the standards
a saving which became particularly necessary during the later

of medical care

® 3\[edical Department, United States Avrmy.  Organization and Administration in World
War II. Washington : U.8. Government Printing Office. 1963, pp. 182-185, 202-214,

17 Memorandum, Control Division, Ofiice of The Surgeon General, (Col. Tracy 8. Voorhees), for
Col. A. H. Schwichtenberg, Chicf, Liaison Brauch, Operations Service, Office of The Surgeon General,
30 Sept. 1943,
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Freure 10.—DBrig. Gen. Albert W. Kenner, MC, being decorated by
Gen. George C. Marshall.

war years when personnel resources were move strictly limited than formerly.
Representatives of the Surgeon General’s Office, the War Department Man-
power Board, and the Army Service Fovces, after making the proposed sur-
vey, concluded that “there is reason to believe that the present personnel systen:
in TSGO needs revamping to insure that essential data requisite for stafl plan-
ning are available in Washington and that proper guidance based upon
such planning be given the service command surgeons. The Contrel Division,
Headquarters, ASF, may be in a position to lend assistance in this matter.” **

Some remodeling of The Surgeon General’s organization for the purpose
of obtaining fuller data as an essential of personnel planning had already
begun. On 1 October 1943, a Personnel Planning and Placement Branch, to
which was later added the former Records Branch, was formed in the Military
Personnel Division. The new unit {(later called the Records and Statistics
Branch) kept individual vecords of all Medical Corps ofticers in the United

13 Memorandum for Chief, Operations Service, Office of The Surgeon General (through Director,
Control Division, ASIT), 30 Nov. 1943, subject @ Survey of General TTospitals,
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Freure 11-—Maj. Gen. Norman 1. Kirk, USA, The Surgcon
General, 1 June 1943-31 May 1947,

States according to specialty, together with the requirements in these cate-
gories. It also developed statistics on medical officer oversea strength. * The
work of the branch proved very usetul. Ior instance, it enabled The Surgeon
General to demonstrate to Army Service Forces headquarters and to the War
Department General Stafl in the fall of 1943 that the Army Air Forces had a
larger share of doctors, consideving its workload, than the Army Service
Forces had; as a result, several hundred Army Air Forces Medical Corps
officers were transferred to the Arimy Service Forces.™

Another fruitful result of the studies made in this branch was The Sur-
geon General’s ability to demonstrate that the machine records submitted by
the theaters to The Adjuiant General were inaccurate. It was these records
that formed the basis of the figures published by The Adjutant General in
“Strength of the Army.” Whatever the reasons for such inaccuracy, The
Surgeon General was able to point out that the names of more than 1,100

19 (1) Memorandum, Chicf, Dersonnel Serviee, Office of The Surgeon General, for xecutive
Officer (attention : Historical Division, SGO), 15 June 19435, subject : Additional Material for Annual
Report, Fiscal Year 1945,  (2) Semianuual Report, Personnel Service, Office of The Surgeon General,
U.S. Army, 1 July—31 Dec. 194+,

20 Annual Reports, Military Personnel Division, Office of The Surgeon General, U.S. Army,
1944, 1945.
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Freures 12.—Col. Arthur B. Welsh, MC, wartime Depuiy Chief,
Operations Service, Office of The Surgeon General,

Medical Covps officers were erroneously included in machine-records rosters
while 2,000 others not, so listed were actually on duty. In compiling its own
figures, the Records and Statistics Branch relied heavily on rosters of Medical
Department personnel sent to it by all types of units. The branch also obtained
worldwide head counts of officers. Once it was acknowledged that dis-
crepancies existed between The Adjutant General's and The Surgeon General’s
figures, representatives of their offices were able to set about reducing them
and by V-E Day had brought the difference down to only about 100.**

While personnel administration became steadily more efficient, the man-
power requirements of the combat theaters more than kept pace. In January
1944, The Surgeon General, at the direction of the Commanding General,
Army Service Forces, appointed a board of oflicers, two {rom ITeadquarters,

21 (1) Annual Report, Personnel Planning and Placement Branch, Military Personnel Division,
Office of The Surgeon General, U.& Army, 1944, (2) Semiannual Report, Records and Statistices
Branch, Military Personnel Division, Office of The Surgeon General, U.8. Avmy, 1 July-31 Dec. 1944,
(3) Quarterly Report, Records and Statistics DBranch, Military DPersonnel Division, Office of The
Surgeon General, U.S. Army, 1 Jan.—31 Mar, 19435,
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Fleure 13.—Kli Ginzberg, Ph. D., Resources Analysis Division,
Oflice of The Surgeon General.

Army Service Forces, and one from his own Personnel Division, to seek further
mprovements. The board recommended greater emphasis on overall, long-
term planning and the transfer of this function to the Operations Service,
although the Personnel Planning and Placement Braneh of the Personnel Serv-
ice could continue to supply the necessary data on availability of personnel. In
the Operations Service, the statfing of oversea units was the direct responsi-
bility of Col. Arvthur B. Welsh, MC (fig. 12), Deputy Chief for Plans and
Operations, while the continuous study of personnel resources for Zone of
Interior hospitals was assigned to Eli Ginzberg, Ph. D. (fig. 13), recently
obtained from the Army Service Forees to head the Facilities Utilization
Branch under the IHospital Division. These two functions were merged later
in the year, together with responsibility for personnel planning on a mass
ather than an individual basis, in a new Resources Analysis Division, of
which Ginzberg became the divector. The unit received added status when
Ginzberg was also named special assistant to Brig. Gen. (later Maj. Gen.)
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Freune 14—2aj. Gei. Raymond W. Bliss, ALC, wartime Doeputy
Surgeon General, Office of The Surgeon General.

Raymond W. Bliss, MC (fig. 14), who served in the dual capacity of Chief,
Operations Service, and Assistant Surgeon General.™

Meanwhile, demobilization and redeployment became an additional problem
to the personnel planners of the Medical Department. The lirst oflice to be
charged with planning for the reduction of operat jons as hostilities ceased was
the Plans Coordination Branch, established within the Plans Division of the
Operations Service, Office of The Surgeon General, in June 1943. The
branch was renamed the Demobilization Braneh and transferred to the Spe-
cial Planning Division of the same service in Februavy 1944 Tts functions
concerned not only planning for reduetion in personnel, but im facilities and sup-
plies, and it also worked on medical procedures to be used in demobilizing
nonmedical personnel. Since demobilization affected almost every element of
the Surgeon General’s Office, the Resonrces Analysis Division was given the

22 (1) Alemorandum, Col. Charles D, Tranjels. L. Col. Gerald 1L Teasley, and Lt Col. TTamilton
Robinson, for The Surgeon General, 18 Feb. 1944, subject @ Survey of the ITandling of Medical Personnel
in the Office of The Surgeon General,  (2) Letter, 1211 Ginzherg, to Col. John I3 Coates, Jr., MC,
Director, Historical Unit, U.S, Army Medieal Serviee, 25 Jan. 1956, (3 Interview, Kli Ginzberg and
Isane Cogan with Col. J. B. Coates, Jr. Donald O, Wagner, and Maj. T TI. Ahlfeld, 29 I'eb. 1956
(hercafter referred to as Ginzberg Tuterview). pp. 13 17 and 29, (4) Oflice Order No. 175, Office of
The Surgeon General. TS0 Army, 25 Aug. 194 () Oflice Order No. 208, Oflice of The Surgeon

General, U.8. Armny, 23 Oct. 1944
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further responsibility of coordinating all demobilization and redeployment
planning and all matters pertaining to civil aflfairs.®

Only 8 days before the defeat of Germany, the Resources Analysis Divi-
sion received the responsibility for unified personnel planning for redeploy-
ment and allied planning problems. The division could call upon any other
elements of the Surgeon General’s Office, including the Demobilization
Branch, for aid in these matters.® Dr. Ginzberg later stated that while The
Surgeon General’s previous planning for reduction of operations had prob-
ably been well coordinated with Army Service Forces headquarters and was
satisfactory in evolving general principles, no adequate “logistical plan” for
redeploying and reducing personnel had been worked out—a plan, namely,
“for coping with the tremendous difficulty of which doctors and in what num-
bers you would be able to let out at what rvate from which places.”* The
assembly of detailed facts concerning the distribution and other aspects (age,
efficiency, length of service, and so forth) of medical personnel, the estimating
of future personnel needs as medical operations declined and shifted geo-
graphically or in relation to the type of patient care requived, and the periodic
setting and resetting of criteria for discharge in the light of these facts and
estimates became the funetion primarily of the Resources Analysis Division.
Action of this sort was of course closely related to the division’s work in plan-
ning the reduction of hospital facilities.®  The organization of the Surgeon
General’s Office for personnel administration as it stood in the middle and
latter part of the warisshown in charts 3 and 4.

The Personnel Control Branch

Besides the major changes in office organization which affected planning
on o broad scale, another development, much more limited in scope, was taking
place. This wasg the establishment of a means of controlling the allotment
and distribution of personnel within The Surgeon General’s installations
to conform with directives from higher authority. As early as September
1942, General Magee, then The Surgeon General, had set up a board of officers
for that purpose. General Kirk continued the board, with various changes of
name and composition, and created the Personnel Control Branch in the Per-
sonnel Service (pursuant to an Army Service Forces directive of 30 July 1943)
to supplement or assist its work.”

# Annual Report, Plans Coordination Branch, Plans Division, Operations Service, Office of The
Surgeon General, U.S. Army. 1944,

2t Office Order No. 88, Office of The Surgeon General, TU.8. Army, 28 Apr. 1045,

% Ginzberg Interview, pp. 33-36.

#* For this phase of the division’s work see¢ Smith, Clarvence McKittrick : The Medical Department :
Hospitalization and Ivacuation, Zone of Interior. TUnited States Army in World War II. The
Technical Services. Washington : U.S. Govermmnent Printing Office, 1956.

¥ (1) Office Orders No. 515, Office of The Surgeon General, T7.8, Army., 9 Dec. 1942 : No. 109, 3
Mar. 1943 ; No. 1050, 24 Mar. 1943 ; No. 24, 28 Jan. 1944 ; No. 206, 24 Ang. 1945 ; and No. 244, 3
Dec. 1945. (2) Report, Personnel Control Branch, Military Personnel Division, Office of The Surgeon
General, 28 Jan. 1945.  (3) Memorandum, Director, Control Division, Office of The Surgeon General,
for Txecutive Officer, Office of The Surgeon General, 15 Nov. 1945, subject: Personnel Control Unit.
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Crranr 3.—O0rganizalion of the Surgeon (foneral’s Office for personnel administration,
Febrwary 1944
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Organization of the Air Surgeon’s Office

Sinee all medical personnel functions of the Air Corps had been handled
by the Surgeon General’s Office prior to February 1942, the Ollice of the Air
Suargeon, which came into existence at that time, inherited a personnel unit of
only limited authority.”> The business of the Air Surgeon’s Personnel Divi-
sion, however, increased with the mounting numbers of medical personnel as-
signed to the Air Forces. TIts authovily also widened in scope, egencrally be-
cause of the increased prestige of the Alr Forces and specifically because of
the transfer of the responsibility for the procurement of Air Forces medical
officers from the Surgeon General’s Oflice. Tate in 1942, by agreement with
The Surgeon General, the Air Surgeon also established a Nursing Section
in his office, and it was understood that the Air Forces should have the power
to procure and appoint its own nurses, assion and transfer them, and dis-
charge them “for unsuitability and conduct prejudicial to the service.” The
move was intended to speed nurse recruitment, but lack of personnel in the
Nursing Section caused the recruiting program to be turned over to the Air

23 See footnote 16, p. 31,
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Surgeon’s Personnel Division. The Iatter directed publicity, forwarded ap-
plication blanks, and handled correspondence with applicants.

Decentralization of Personnel Administration

TUntil almost the end of 1943, perhaps the most important change of respon-
sibility for medical personnel administration was the loss of certain elements of
control by the Surgeon General’s Oflice and the corps arvea (or service com-
mand) # surgeons’ officers to certain other anthorities, such as the commanding
generals of the service commands, the Ground and Air Forces, and the
commanders of local installations.

The 1942 reorganization of the War Department

The reoreanization of the War Department in Mareh 1942 created three
separate Zone of Tntevior commands: Army Ground Forces: Services of Sup-
ply. later known as Army Service Forces; and Army Air Forces, with com-
manders responsible for administrative details.®>  On paper, the General Staff
was reduced in numbers and its functions limited to policymaking and super-
vision. Aectually, the reorganization weakened the General Stadl and caused
unnecessary confusion because of the lack of clear-cut vesponsibility down
through the major command channels of the Army. G-I, for example, was
responsible for those duties “relating to the personuel of the Army as individ-
uals, a function which * * * conflicted with the powers the same directive
had delegated to the Army Service Forces.” #

Tnder the new organization, The Surgeon General, though he remained
chief of a technical service, was subordinate to the Commanding General, Serv-
ices of Supply. e could not send supervisory instructions under his own
name, directly and officially, to medical authorities in the Air and Ground
Torees or the surgeons of the service commands, but nnofticial channels were
still open to him and he could issue official instructions concerning medical
matters to the commanding officers of the service commands in the name of the
Commanding General, Services of Supply.®

28 (1) Aemorandum. the Air Surgeon, for Col. Julin O. Flikke, Oflice of The Surgeon General,
22 Qept. 1942, (2) Memorandum, Col. Julia O. Ilikke, for Col. W. F. Hall, Oflice of the Air Surgeon,
16 Nov, 1942,

3 The corps areas werve redesignated serviee commands on 22 Taly 1942,

31 War Department Circular No. 2 Mar. 1042,

52 Lerwill, Leonard L.: The Personnel Replacement System, U.S. Army.  Washington: U.S.
Government Printing Office, 1954, p. 257. (DA Pamphlet 20-211.)

= Letter, Lt. Gen. Brehon Somervell, Commanding General, Services of Supply, to Commanding
Generals, all Service Commands, 22 July 1942, with Service Command Organization dManual, 22
July 1942, enclosure 2 thereto.

On the other hand, according to a high ranking Medical Corps officer, this concession ‘“as
envisioned by regulation and the reorganization manual included only such things ag broad policy
concerning preventive medicine, evacuation, and similar subjects. By no stretch of the imagination,
did they inclnde utilization of personnel.”  Letter, Col. Paul A. Paden, to Col. C. H. Goddard,
Office of The Surgeon General, 9 June 1952, ‘

‘
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Froure 15~ L, Col. Panl A. Paden, MC, of the Personnel Division,
Office of The Surgeon General.,

Certain particular items of personnel control were redistributed in 1942
and early 1943 as a further expansion of the Services of Supply policy of
decentralization.

IFor example, when The Surgeon General, acting through the Commanding
Greneral, Services of Supply, wished to transfer medical officers from one service
command to another he might find himself hampered by the service command
commanders involved ; the Iatter did not complain too vigorously if oflicers were
assigned to them, but did object if they were taken away. At first, the practice
was to order an officer in or out and then, if complaint was forthcoming, to
revoke the order. T.t. Col. (Iater Col.) Paul A. Paden, MC ({ig. 15), an officer
who served in The Surgeon General’s Personnel Division during the war, wrote
afterward that for some months after the reorganization of the War Depart-
ment “we were often able to materially expedite the movement of personnel to
all areas through good linison with the Adjutant General’s Sections * * * hut
as time went by we were no longer able to do this, as more and more staff sections
had to process the papers. It was only by the most carefully gnarded liaison
with Medical Department officers, and other officers outside the ASF, as well
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as within it, that we were able to accomplish the things we did, often despite ‘the
letter’ of published directives.” **

The doctrine of decentralization apparently proceeded so far that before
andertaking to move a medical officer it became standard practice to obtain
definite concurrence from the service command concerned. Moreover, this con-
currence was obtained not from the chief of the service command’s Medical
Branch but from the divector of personnel of that headquarters.”  The restrie-
tions that The Surgeon General suflered in his relationship with service com-
mands, particularly in the early war years) also applied generally to his
relations with oversea commanders throughout the war.

Another phase of the 1942 reorganization was the subordination of the
corps area commanders (later called service command commanders) to the
Commanding General, Services of Supply, and the subsequent realinement of
the service command commander’s headquarters. The realinement of service
command headquarters moved the medical adviser of the service command com-
mander—the service command surgeon—one noteh lower in the official organiza-
tion by subordinating him in personnel matters to the divector of personnel of
the service command—a nonmedical officer. The divector’s office, however, was
to obtain “recommendations from the fechnical (including the medical)
branches * on. matters relating to technical military personnel” and “tech-
nical civilian personnel.” % At the same time, physical therapists and dietitians
who were still in civilian status, remained under control of the Medical Branch.

Still another phase of the reorganization was the transfer of installations
from the direct command of The Surgeon General to the commanding generals
of the service commands, which began in July 1942 thereby depriving the for-
mer of a very important share of personnel control. Included among these
installations were medical training centers, certain schools, and all the general
hospitals except Walter Reed. TFor a time, The Surgeon General kept some of
his authority over all general hospitals, including the power to determine per-

sonnel allotments for their staffs—subject to Services of Supply headquarters
approval—but this power was transferred to the service commands in April
1945.57 There were other shifts of command authority, and the personnel
control involved in it, back and forth between The Surgeon General and the

st Letter, Col. Taul A. Paden, MC, to Col. J. II. MeNinch, M, Office of The Surgeon General,
17 Jau. 1950,

% Memorandum, Director, Military Personnel Division, Office of The Surgeon General, for Colonel
Tove, Historical Division, Office of The Surgeon General, 14 Mar. 1944,

36 Qervices of Supply Organization Manual, 24 Dee. 1942, Before the issuance of this manual,
however, some service command personnel officers were apparvently shifting Medical Department
personnel (including scarce specialists) avound as they saw fit, even though they lacked knowledge
of their special gqualifications. Letter, Col. B. C. Jones, Ret, to Col. . G. Prentiss, Jr., Office of
The Surgeon General, 8 Sept. 1951, Tater, apparently as a consequence of such actions, a provision
was inserted in the Services of Supply Organization Manual requiring the persomniel oflicers to
consult with the medieal branch on Medical Department personnel assignments.

Commenting on how the reorganization worked in practice, Colonel Paden, who served in the
Surgeon General’s Office from 1941 to 1944, stated that the inference that service command personnel
directors were to obtain such recommendations “was actually farcieal, for they seldom did at first.”
Tetter, Col. Paul A. Paden. to Col. C. H. Goddard, Office of The Surgeon General, 9 June 1952,

37 Qee footnote 26, p. 37.




ORGANIZATION AND ADMINISTRATION 13

service command commanders during the conrse of the war. The Surgeon
General retained command of a number of installations such as the medical
depots, the Army Medical Center (including Walter Reed General Hospital),
and the Army Medical Museum. ™ But he recovered control of a most important
group of installations—the general hospitals—only after the end of the waa.

Decentralization of personnel control within the Army Service Forveces
appears again in the divect transfer of authority over civilian personnel from
The Surgeon General to the service commands durimg 1942 and in the transfers
resulting from changes in the system of personnel authorizations.

Before 1 September 1942, the Surgeon General’s Office, working partly
through the corps area surgeons, had had virtually complete control of civilians
emploved in all Medical Department installations.  On that date, however,
Services of Supply headquarters iransferred the administration of all eivilian
personnel except those employed in the installations directly under command
of The Surgeon General (as well as in those under other chiefs of technical
services) to the service conminand commanders. At first, there was some un-
certainty as to where the 4,400 civiliang employed in staiion hospitals at air-
bases belonged, and The Surgeon General kept them under his own jurisdiction.
Within 2 months, however, Services of Supply headquarters directed him to
transfer them to the Army Air Forces. These actions removed about 26,000
civibans from The Surgeon General’s direct control, leaving him only about
9,500.#* About the same time, Services of Supply headquarters directed The
Surgeon General to transfer some of his authority over civilian employees in
installations under his direct command “down to the lowest possible echelon.”
Ior this purpose, the Tatter set up eivilian personnel offices in each of these in-
stallations and gave them almost complete authority m their field.s®

System of bulk authorizations

From the beginning of the war, responsibilities for personnel adnnnistra-
tion were aflected by changes in the system of personnel allowances. One of
the most important of these changes was the establishment of bulk authoriza-
tions by the Army Service Forces headquarters in June 1943,

The general purpose of such authovizations, according to the Army Service
Forces cireular that introduced them, was “to afford a commander the utmost
lIatitude in the administration of his personnel, and at the same time establish
an effective control over numbers of personnel employed. The new pro-
alters the control over personnel exerciged by the Commanding

cedure *

s A\organ, Bdward J., and Wagner, Donald O.: The Organization of the Medical Department in
the Zone of Interior (1946),  [Official record.]

# (1) Annual Report, Personnel Service, Office of The Surgeon General, U.S. Army, 1943, (2)
Serviees of Supply Organization Manual, 24 Dee. 1942, (3) Letter, Col. J. A. Rogers, to Commanding
General, Services of Supply, 19 Sept. 1942, subject : Medical Department Civilian Iersonnel at Army
Air Torees Stations.  (4) Letter, Director, Civilian Personnel, Office of The Surgeon General, to
Headquarters, Army Air Forees, 22 Oct. 1942, subject: Civilian Personnel of Station Iospitals.

10 Letter, Commanding General, Services of Supply, to The Surgeon General, 31 Aug. 1942, subject :
Responsibility for Civilian Personnel Programs,



4t PERSONNEL

General, Army Service Forces, from a “retail” to a “wholesale’ basis, and places
correspondingly greater responsibility upon subordinate commanders to ex-
ercise close control of sub-authorization.” *

Under the new system, Army Service FForces continued to set personnel
ceilings, changing these authorizations as conditions required, for all medical
installations divectly responsible to it. The ceilings authorized the maxi-
nium strength for the numerous categories of officer personnel, such as Medical
Department, Quartermaster, and others. Tlowever, there was no limit on the
number of rank within a specific category.  Rather, the limitation on rank was
a percentage of overall strength in all categories. In other words, a certain
percentage of all officers, regardless of category, were authorized as colonels,
licutenant colonels. and so forth.

The authorization of enlisted men was not divided into categories indica-
ting where they must be assigned (as so many in Medical Department installa-
tions, and so many in Quartermaster installations) but was set at a total
figure with a maximum percentage in each grade (master sergeant, technical
sergeant, and so forth). This method of allotting officers and enlisted men ap-
plied to personnel not in table-of-organization units.  Many such units (med-
ical and other) ere assigned, as a rule temporarily and for training, fo the
Army Service Forces, but the size of each and the number of doctors, nurses,
and enlisted men assigned to it were fixed by the provisions of its table of
organization.

Tnder the new system, the commander’s allowance for civilian employees
was brought into divect relationship with the allowance for military personnel.
Previously, the number of civilians who could he employed was unrestricted
except through the allotment of funds.  Now, however, the number varvied ac-
cording to the number of military personnel in service. Tf, for example, the
total ceiling for civilian and military personnel was set at 30,000 for a serviece
command and the military numbered 20,000, the service command could there-
fore employ a maximum of 10,000 civilians.

Army Service Forces headquarters requived its commanders and their
subordinates down to the lowest installation in the command structure to follow
similar practices in subauthorizations of personnel. .\ commander might make
subauthorizations totaling less than the authorization he received: in fact, he
was enconraged to do so, since Army Service Forces headquarters emphasized
economy in the use of personnel.

The bulk-authorization system was designed to give subordinate com-
manders greater freedom in personnel administration, especially in the assign-
ment of numbers, types, and grades of personnel for or within service com-
mand installations, as well as to give service command commanders greater
freedom from divection by the technical services. s Brig. Gen. (later Maj.

1t Army Service Forees Cireular No. 39, 11 June 19453, The deseription which follows js hased on

this document and on the “AManual of Tnstructions for Preparation of Personnel Control Forms,” Ilead-
quarters, Army Service Forces, 11 June 1943,
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Gen.) Joseph N. Dalton, AGD, director of the Army Service FForces Personnel
Division at the time the new system was introduced, explained it:

We have done our utmost to free you from many burdensome rules and regulations
under which vou previously had to operate. No longer will some Headquarters Statt
Officer tell you that you must have 120 enlisted men in a station hospital when you know
from first hand experience that you could do the job with 100. No longer will you be
prohibited from putting an intelligent captain in charge of a function because another
Headquarters Stalt Officer, in his great wisdow, decided that you must use a Major. No
longer will you be hamstrung in assigning (enlisted) men according to their ability be-
cause they are ordnance men, or xingle men. Hereafter, the only conxideration ix, "Who is
the best man for the job?”

12

While there was no question that decentralization of control of personnel
relieved The Surgeon General of much routine detail which could be handled
more efficiently locally, it made the correction of inequities move diflicult when
these were found to exist, and restricted overall planning.

Partial Restoration of Authority

There was a growing awareness in the Avrmy Service Forces headquarters
that if the medical mission was to be accomplished a more centralized control
of medical personnel should be reestablished in the Office of The Surgeon Gen-
eral and in the offices of the various service command surgeons. Consequently,
personnel reports coming into the Office of The Surgeon General which had
been considerably curtailed in the decentralization process were again author-
ized. These reports permitted an analysis of the personnel situation, both as
to number and professional quality and made possible the operations of the
control and planning branches in both Operations and Personnel Divisions.

Tn late 1943, the service command surgeons regained some of the power
which they had lost as corps avea surgeons through the reorganization of the
service commands in Angust 1942, Now called service command surgeons,
they were restored to their position of direct responsibility to the service coms-
mand commander, as were the representatives of other technical services. The
personnel division of the service command headquarters, while still charged
with arranging for the selection and placement of all military personnel, was
to make its assignments from then on “upon recommendation of service com-
mand Technical Services” (one of which was the surgeon’s office) .**

Tn a letier to the commanding generals of the service commands, Army
Service Forces headquarters stated that the selection of Medical Department
personnel for newly activated units had not been as successful as desired and
gave directions concerning the new method of assighment.  In each service
command, a Medical Corps and a Medieal Administrative Corps officer were
to be placed on the stall of the Director of Personnel and put in charge of the
Medical Department personnel records. Their office was to be convenient to

2 Record of Droceedings, Personnel Conference, Army Service Forces, 21 June 1945,

5 Letter, Headgquarters, Army Service Forces. to Cowmmanding Generals, all Mervice Commands,
12 Nov. 1943,
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that of the service command sargeon. They would maintain necessary spe-
cial records to assure adequate professional and technical evaluation and as-
signment. of Medical Department personnel.  The service command surgeon
was empowered to initiate requests for assignment and reassignment of such
personnel, and his vecommendations were to be followed unless they were
contrary to service command policies.  The letter stated that continual super-
vision and conirol of assignments of medical personnel were necessary fo pre-
vent misassignments and to provide competent stafls for tactical units. ** The
changes ordered were important steps in assisting the Medical Department
to place its officers in appropriate assigniments,

In May 1944, 6 months after the service command surgeons regained more
complete control of personnel within their commands, The Surgeon General
also acquired Iimited authority to move personnel from one service command
to another. In early 1944 when there was difficulty in properly staffing both
table-of-organization units and installations in this country, a committee ap-
pointed by Army Service Forces headquarters to study the administration of
military personnel by the Surgeon General’s Office made recommendations *
which when put into effect gave The Surgeon General a limited power of as-
sienment.  Under this avrangement, The Surgeon General had the respon-
sibility for distributing Medical Corps officers and nurses within the Army
Service Forces. TITe was to direct the transfer of doctors and nurses between
service commands “to effect the indicated rveadjustment.” In addition, he
could transfer Medical Corps officers returning from overseas who were under
the jurisdiction of Army Service IForees if officers having their particular
qualifications were needed more in one place than in another. ITe was also
empowered to request the transfer by name of certain key Medical Corps spe-
cialists, but he could not eflect their transfer without the concurrence of the
receiving commander under Army Service Forces jurisdiction. *  Ilence, The
Surgeon General’s authority to assign personnel, although increased, was not
complete even for Medical Corps officers, and members of other Medical De-
partment corps were not included in the new grant of authority. At the same
time, The Surgeon General could review the rosters of commanding officers
and Medical Corps specialists assigned to table-of-organization units then in
the United States, and to fixed installations, and direct the commanders to
make changes when the stafl’ did not meet required standards or was not being
properly utilized.

The control of The Surgeon General, and also of the service command
surgeons, over the assignment and utilization of personnel was made more
effective by the operation of the consultant system, which will be discussed in
considerable detail in another chapter of this volume.

 Letter, TTeadquarters, Army Scrvice Torces, to Commanding Generals, all Service Commands,
2G Nov. 1943, subject : Classifieation and Assignment of Medieal Department Poersontel.

45 Alemorandum, Lt. Col. Gerald TI. Teasley, Office of The Surgeon General, and others, for The
Surgeon General, 18 Ifeb. 1944, subject: Survey of the Handling of Military Personnel in SGO.

45 Army Service Forces Circular No, 138, 12 May 1944,
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THEATERS OF OPERATIONS

Personnel Functions of the Theater Commander

As early as 1940, the War Department declared that the Chief of Staff of
the Army possessed the duty of specifying the personnel required for the field
forces and establishing policies and priorities for its distribution. Prepara-
tion of the replacement plan, including determination of the number of re-
placements estimated to be necessary, was classified as a function of the War
Department in the Zone of Interior,' a function that was extended in April
1942 to include estimating the number of replacements needed in oversea
theaters. War Department policies relating to appointment, assignment, trans-
fer, promotion, demotion, and elimination of personnel by discharge or retire-
ment, likewise were expected, as early as 1940, to govern theater practice, as
were, insofar as feasible, policies relating to promotion of morale authorized by
the Department for the Zone of Interior. Nevertheless, broad powers over per-
sonnel matters were delegated to commanders of oversea theaters. Field serv-
ice regulations issued before Pearl Harbor stated that such commanders were
to control assionment and rank as well as discharge and retirement of person-
nel within their areas of operations. Their responsibility for proper function-
ing of both classification and assignment throughout their commands was
emphasized in 1944 One exception to this rule was the granting of ratings
as aviation medical examiner and flight surgeon, which was the function, at
least until the end of September 1943, of the Commanding General, Army Air
Forces.® During the latter half of 1944, however, this authority appears to
have been delegated to the commanders of the air forces in the individual
theaters. This was true, at least, in the Mediterranean Theater of Opera-
tions.”? As early as 1942, the War Department granted individual theater
commanders special authority to commission warrant officers and enlisted men
in the Army of the United States. The authority was restricted during the
course of the war, but throughout the period, a considerable number of Medi-
cal Department soldiers overseas received commissions in the Medical Ad-
ministrative Corps.

Throughout the period of American participation in the war, it was the
duty of these commanders to prescribe the system of leaves of absence and fur-
loughs to be observed within their areas of jurisdiction and to establish uniform
practices in the award of decorations. Mobilization Regulations 1-10, section
6, of 5 March 1943, permitted them to modify War Department regulations
concerning the maintenance of good morale; field service regulations issued
some months later empowered them to promote various welfare and other
activities having that object. Under field service regulations in effect as early

17 The following section is based largely on material incorporated in War Department Field Manual
100-10, “Tield Service Regulations,” 9 Dec. 1940 and 15 Nov. 1943 and the changes to them.

1 Army Regulations No. 350-500, 11 Aug. 1942; 7 July 1943, and Changes No. 1, 30 Sept. 1943.

9 History of Twelfth Air Iorce Medical Section, 1 June—31 Dec. 1944, p. 13, [Official record.]

663076—63 -
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as 1940, the theater commander was to inform the War Department as to his
veplacement requirements. Ie was also to give directions to his subordinate
echelons concerning the submission of periodic replacement requisitions and
was to make allotments of replacement personnel to the various armies in the
theater. A War Department order of 19 June 1943 delegated to the command-
ing generals of theaters of operations, oversea departments, and defense com-
mands outside of the United States the authority “for all phases of civilian
personnel administration with rvespect to civilian personnel under their re-
spective jurisdiction who are paid from funds appropriated to the War
Department.”

In turn, the theater commander delegated to his G-1 section the respon-
sibility for formulating policies and supervising the execution of administrative
matters perfaining to personnel. This extended to civilians under the super-
vision or control of the command and to prisoners of war.”

Replacement, systems overseas were established as carly as the spring of
1942, hut each theater developed its own replacement policies largely by a trial
and error method. It will not until after the (-1 conference in April 1944,
which was attended by officers from the North African and Ituropean Theaters
of Operations, that there was any uniformity in oversea replacement systems.
As a result of the conference, on 4 May 1944, the War Department directed
“all theaters to establish theater replacement and training commands whiel
were to operate replacement installations and exercise control over casual per-
sonnel.  These commands were (o be responsible for the receipt, classification
and training of all personnel i the replacement system * * 7 It further
divected each field force commander “to designate an adiutant general from his
command  for serviee at the headqguarters of the theater replacement

%10 57

training command * .

The adjutant general of the theater was also responsible for the classifica-
tion of all individuals joining the command: their subsequent assignment,
reclassifieation, and reassignment: their promotion, {ransfer, rvetivement, and
discharge: actions for the procurement and replacement of personnel; bestowal
of decorations, citations, honors, and awards: grants of leaves of absence and
furlonghs: measures forr recreation and welfare and all other morale matiers
not specifically charged to other agencies.  In addition, he was given custody
of the records of a1l personnel belonging to the command whicl were not kept
in subordinate units.*

Commanders directly o1 indivectly subordinate to the theater headquarters
also exercised personnel functions within their jurisdictions that were compa-
rable to those of the theater commander, subject, of course, to his authority, and
they performed these functions through staft representatives similar to those of
ihe theater commander. Adjustments of classification or assignment, although
the responsibility of the theater commander, were to be decentralized as much as

SMAVar Departmment Tield Mannal 101-35, “Staft Officers’ Tield Manual,” 19 Aug. 1940,

M See footnote B2, p. 40,
5 Qee footnote 50.




ORGANIZATION AND ADMINTISTRATION 49

possible.  This was especially the case with respect to enlisted personnel, in
regard to which final authority usually was vested in regimental or separate
unit commanders.

Medical Department Personnel Functions

As has been pointed out previously in this chapter, although the theater
commanders were responsible for all matters pertaining to personnel, they
delegated to the theater chief surgeons most of their anthority for Medical
Department, personnel. The oversea department suwrgeons had been given
responsibility for certain problems as early as 1942 when Army regulations had
made it the responsibility of the department surgeon, as a stall officer of the
oversen commander, to submit to the latter “such recommendations as to train-
ing, instruction, and utilization of Medical Department personnel belonging to
the command, including those not under his personal orders, as he may (might)
deemn advisable * * #75  Ty December 1940, the preparation of estimates of
personnel requirements that a theater technical service might develop was ex-
pressly stated to be the function of the chief of that service.

Within their own, more limited, spheres of jurisdiction, the surgeons on
lower levels of command down to the lowest echelon possessed similar functions.
In the European theater, the personnel functions of base section surgeons ex-
tended not only to medical personnel permanently assigned to the base section
and to patients in base medical facilities, but also to that of units stagimg in the
area so far as the halancing of their professional staffs was concerned.”

Medical Department authorities therefore might intervene i a great va-
riety of matters affecting the personnel of their service, including assienment
and rank, but the extent to which they could make their intervention effective
raried, and depended, frequently, on the ability of the officer concerned to estab-
lish eood working relations with those staffs of the theater or lower commands—
including the air forces—that had the decisive authority in such matters.

Medical Department Personnel Offices

As the burden of duties increased for the various theater chief surgeons
(fig. 16), they devolved some of their personnel functions, particularly the
“paper work,” on assistants by setting up personnel sections in their offices.
Since the theater chief surgeon was also at times Services of Supply or Com-
munications Zone surgeon, a single personnel section might serve him in both
capacities. The War Department offered some guidance as to how a theater
medical personnel section should be constituted by including such a wnit in
the table of organization for a headquarters, medical service, communications
zone. The tabie provided for a personnel section headed by a major of the

= Army Regulations No, 40100 6 June 1924, par. 2h(5), and 17 Nov. 1940, par. 2h(3).
5 Apnual Report, Surgeon, Channel Base Scetion, Communications Zoue, Huropean Theater of
Operations, UK. Army, 22 Aug. 31 Dee, 1944, pp. T9-8-1.
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Frcure 16.—Representative theater chief surgeons.
Hawle;

Upper left: Maj. Gen. I’aul R.
, MC, Kuropean Theater of Operations, U.S. Army. Upper right: Brig. Gen.
TFrederick A. Blesse, MC, North African Theater of Operations, U.S. Army. Lower left:
Maj. Gen. Guy B, Denit, MC, Soutlhhwest I’acific Area. Lower right: Brig. Gen. Iidgar
King, MC, Pacific Ocean Areas.
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Treors 16—Continued.  Upper left: Maj. Gen. Morrison C. Stayer, MC, Mediter-
ranean Theater of Operations, U.S. Army. Upper right: Brig. Gen. Robert . Williams,
M, China-Burma-India theaier. Lower left: Col. George I, Armstrong, MC, China theater.
Lower right : Brig. Gen. Crawlord I7. Sas, MO, U.S. Army Forces in the Middle Iast.
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Medical Corps, with a first leutenant, who might be an officer of the Medical
Administrative Corps, and four enlisted men.”

The largest and most elaborate organization for the administration of
matters pertaining to medical personnel in any oversea area was the Personnel
Division in the Office of the Chief Surgeon of the EKuropean theater, who was
also surgeon of the Services of Supply or Communications Zone. ILts preemi-
nence was natural in view of the strength of the Medical Departiment in that
theater. The division originally consisted of but one second lientenant of the
Medical Administrative Corps, but grew from 3 officers and 9 enlisted men at
the end of Mugust 1942 to 9 officers, 29 enlisted men, and 2 British civilians
in September 1944 when the office began to function in Paris.™

Generally speaking, however, Medical Department persounel oflices at
theater, army, or base section headquarters were staffed by velatively small
numbers of officer and enlisted personnel.  In the Southwest Pacitic at the be-
ginning of 1945, when the Services of Supply headquarters was located in
Hollandia. New Guinea, the statl assigned to the Personnel Division of the
Surgeon’s Office comprised three officers and nine enlisted men.  Heading the
division was a lientenant colonel of the Medical Corps; the Medical Adininis-
trative Corps provided the other two officers.™  When the Medical Seetion of
the Mediterranean theater was at its peak strength (April 1945), the personnel
subsection consisted of one officer and two enlisted men.  Similariy, during the
combat operations of the Third U.S. Army in the Ituropean theater, its Ilead-
quarters Medical Seetion handled personnel matters through two Medical Ad-
ministrative Corps officers and two enlisted men.’s

In base sections and like jurisdictions, one officer ordinarily was assigned
1o personnel duties in the corresponding surgeon’s oflice, often contbining these
with other functions. One or two enlisted men also were assigned to personnel
activities.”  As might be expected, the medical personnel officers i the base
sections of the Touropean Theater of Operations had somewhat larger stafls than
were conmon elsewhere,  In fact. the Personnel Division of the Surgeon’s
Office, United Kingdom Base, was a sizable organization. s of 1 January
1045, the stafl comprised 6 officers and 15 enlisted men.”

55 Pable of Organization 8-500--1, 1 Nov. 1940,
5 (1) Administrative and Logistical History of the Medieal Service, Communications Zone-—

Turopean Theater of Operations (1945). ch. II1, p. G353, [Oflicial record.i  (2) Annual Report, Chief
() History of Medical Service. Services of

Surgeon, Furopean Theater of Operations, 1944, pp. o 5.
Supply, European Theater of Operations, TS, Army. From Inception to 31 Dec. 1043 (1944),

51 Annual Report, Surgeon, U.8. Army Forces, Western Pacifie, 1905, pt. I—U.8. Army Scrvices
of Supply, p. T2

58 (1) Munden, Kenueth W.: Administration of the Medical Department in the Mediterrancan
Theater of Operations, T.S. Army, 1945, vol. T. chart p. 153, [Official record.]  (2) Staterent of
Col. John Bovd Coates, Jr., MC, to the editor, 27 May 1961,

(1) Annual Report. Surgeon, Basc R, U.S. Army Forces, Western T'acifie, 12 Heh.—~30 June 1945,
pp. 83—+ (2) Annual Report, Surgeon, DBase K. T8, Army Services of Supply, 1944—45.  (3) Annual
Report. Surgeon, Base K, U.8. Army Services of Supply, 1945, . 2.

60 Annual Report, Surgeon, Channel Base Section. Commnunications Zone, Turopean Theater of
Operations, August—December 1944, January—July 1945, (2) Annual Report, Surgeon, Seine Base
Seetion, Communications Zone, European Theater of Operations, January-June 1945,




CHAPTER III

Requirements: 1939-41

STRENGTH OF MEDICAL DEPARTMENT COMPONENTS

Congressional Responsibilities

Although the Medical Department might estimate its personnel require-
ments for any fiseal year, the number 1t was allowed was fixed by Congress or
by the War Department within congressional appropriation.  Congress had
set the quotas for officers of the Regular Army until 1939 and for enlisted men
wntil 1940, Until 1916, the quotas were in terms of numbers of individuals.
The National Defense Aet of 19167 and its amendments, which formed the
National Defense Act of 1920.2 based the number of officers and enlisted men
on the total enlisted streneth of the Army, the ratio varying for each covps.
Tn time of actual or threatened hostilities, however, the Secretary of War was
permitted to procure such additional numbers of enlisted men as might be
vequired. Thus, in World War I, the maximum strength figure of the Medical
Department—343,394—was 92.52 per 1,000 total Army strength or 98.52 per
1,000 Avmy enlisted strength.® In 1922, Congress abandoned the ratio system
for officers and again authovized an absolute number for each corps.

The authorized officer strength of the Medical Department just prior to
the emergency period was established by act of 3 April 1939 at 1,424 Medical,
316 Dental, 126 Veterinary, and 16 Medical Administrative Corps oflicers m
the Regular Army, to be veached by 30 June 1949 through 10 approximately
equal annual nerements.t Officers appointed in the Medical Administrative
Corps after the passage of this act were to be selected from candidates who
were graduates of a 4-year course in pharmacy from an approved school. It
was contemplated that the then current members of the corps would have left
the military service hy 30 June 1940, The Medieal Administrative Corps was
never reduced to 16 members.  Normal attrition had brought the total down
only to 88 by 1943, al which time the members were absorbed in the newly
created Pharmacy Corps. No further changes occurred in anthorizations for
Medical Department Regular Army officers during the remainder of the

emergency and the war period.

139 Stat. 171,

241 Stat. 766.

sPor a detailed digeussion of Medieal Department strength in World War I, see The Medieal
Department of the United Stales Army in the World War, Washington : Government Printing Office,
1923, vol. I

453 Stat. 559.

[
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Until 1940, the enlisted strength of the Medical Department remained at
5 percent of the total Army strength, the ratio set by the National Defense
Act of 1920,

Between 9 April and 22 June 1940, a1l of Western Iurope except England
fell under German control. These events in Europe had a tremendous effect
on the U.S. military preparedness program. On 13 June, Congress appropri-
ated sufficient funds to bring the Regular Avmy to its full statutory strength
of 280,000 set by the National Defense Act of 1920. Before this could he accom-
phished, when the enlisted strength was still only 249,441, Congress passed a
bill allowing the Army to be increased to 375,000,

No further limitations were placed on the size of the Regular Army. The
thivd supplemental appropriations act for fiscal year 1941 (approved on 8
October 1940) made it clear that the only Tnit on the Regular Army’s
strength was that which cash appropriations would impose.®

On 31 May 1940, the President asked Congress for authority to bring the
Natonal Guard into Federal sevrvice without the existing restriction which
forbade use of the guard outside the United States. The vequest met with
considerable opposition, and it was not until 27 August that the President was
authorized to call up for a period of 12 months the National Guard and other
Iteserve components, which however were not fo be employed “beyond the
limits of the Western Hemisphere except in the {evritories and possessions of
the United States, including the Philippine Islands.” 7

On 16 September 1940, Congress passed the first peacetime selective service
act in the history of the United States. T.ike the National Guard-Reserve Act
of 27 August of that year, the inductees were to serve for 12 months only, and
the same Timitation on oversea serviee was included.®  In August 1941, the
President was empowered to extend idefinitely the length of service for the
National Guard, selective service trainees, and Reserve officers should Congress
find our nationalinterest to be imperiled.

WAR DEPARTMENT RESPONSIBILITIES
Army Nurse Corps

The strength of the Army Nurse Corps was never set by Congress but
rather by the War Department within the limits of congressional appropria-
tions.  In June 1939, the strength was set at 675 a year later, 949, This was
the Regular Army nurse component, the only one on active duty until Septem-
ber 1940, when Reserve nurses hegan to be appointed for that purpose. The
authorvization for Regular Army nurses continued to be raised, however, reach-

5 Watson, Mark Skinner: Chief of Staff: Prewar Plans and Preparations,  United States Army
in World War II. The War Department. Washington : .8, Government Printing Oflice, 1950,

¢ See footnole 5, above.

78T Res. 286, 27 Aug. 1940, in 54 Stat. 858.

§ 8. 41064, 16 Sept. 1940, in 54 Stat. 883,
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ing 1,875 in March 1945, Until 1941, the basis for the caleulation of require-
ments was 1 nurse per 270 military personnel (3.7 per 1,000). In that year,
the War Department General Stafl, on recommendation of The Surgeon Gen-
eral, changed the formula to 120 nurses for each 1,000 hospital beds, or approxi-
mately 6 nurses per 1,000 of Army strength.?

Reserve Officers

During the emergency and war years, Congress placed no statutory limita-
tions on the number of non-Regular Army officers of the Medical Department.
Like the nurses, the number to be added became the vesponsibility of the War
Department, acting within the limits of congressional appropriation. For
example, an act of 3 April 1939 which permitted the calling of 300 Reserve
oflicers of the Corps of Chaplaing and of the Medical Department to extended
active duty did not specify how many of each branch were to be called.  The
General Stafl in making the decision allotted 255 of these oflicers to the Medieal
Departiment.  In December 1939, the General Stafl, in anticipation of sup-
plemental appropriations, authorized the corps area commanders to call up an
additional 508 Medical Department Reserve officers. In the following Sep-
tember, it anthorized the calling of 4,019 Reserve nurses to active duty, the
first. time such action was taken during the emergency. The number was
inereased by 1,000 i January 1941.

Besides setting quotas for personnel on active duty with the peacetime
Army, the War Department provided for the establishment of a procurement
objective for each section of the Oflicers Reserve Corps. No procurement
objective was established for the Red Cross nurses’ veserve; it might therefore
recruit members without limit.

In 1939, the elements to be considered in establishing a procurement objee-
tive were reviewed and restated; according to a memorandum prepared in G-1
(8 June 1939), a number of misunderstandings about the objective had arisen,
among others that it “should include all officers needed for a maximum effort.
NAetnally, the peacetime procurement objective should he limited to the needs
to fill early requivements during mobilization until such time as mobilization
procurement, can cateh up with current needs.” " .\ month later, the War
Department published a set of figures giving the procurement objectives for
Reserve personnel to be assigned to the corps areas. Comparison of these
figures with the actual membership of the Medical Department Reserve Corps

o Annual Reports of The Surgeon General. U.S. Army.  Washington : U.S. Government Printing
Office, 1940, p. 256 ; 1941, pp. 245244,
10 Letter, Secretary of War, to Danicl W. DBell, Acting Director, Bureau of the Budget, 27 May

M AMemorandum for Record, signed “I2SJ,” and concurred in by The Adjutant General, Assistant
Adjutant General, and Officer in Charge, Rexerve Division, War Plans Oflice, § June 1939, (Compare
with Army Regulations No. 1055, 16 June 1936.)
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TABLE 2—Procurement objectives (10 July 1959), and actudd strengths (30 June 1839), of
Medical Department Officers Reserve Corps

Component Procurement | Act
objeetives ‘ stren

Medical Corps oo o B 20, 870 15, 198
Dental Corps ' oo 3, 585 5, 063
Veterinary Corps . oo oo e 668 | 1, 381
Medical Administrative Corps-- . 1, 918 1, 243

195 | 451

Sanitary Corps . o oo I

1 The large excess of actnal strength of the Dental Corps Reserve over the procuretent objective
is not easily reconciled with the later statement (see p. HT) that procurement was stopped when
actual strength of that corps slightly exceeded the objective. Rither the figures themselves ave in-
correct or, possibly, a larger procurement objective was in operation at the time the actual strength
was computed. It also seems possible that authorities mway have continued to appoint men in the
Dental Corps Reserve even after the procurement objective had been exceeded.

Qonrce: (1) Memorandum, The Adjutant Goeneral., for Commanding Generals of all Armies:
Commanding Generals, all Corps Arcas: Chiefs of all Arms and Services; Commandants, General
Service Schoolg: Superintendent, U.S. Military Academsy : Awssistant Chiefs of Staff, Wuar Department
General Staff ; and the Office of the Assistant Seeretary of War, 10 July 1939, subject: Reserve Oflicers’
Peacetime Procurement Objective Tor Mobilization, and Assignment and Promotion Procedures for
Teserve Officers, of the Corps-Area Assignment Group—Current Instruoctions Supplementary to MU
(2) Annual Report of The Surgeon General, 1.8, Army. Washington: U.S. Gov-

1-3 (new number).
ernnient Printing Office, 1939, pp. 174175,

about the same time (30 June 1939) will give some idea of how adequate—in
the opinion of the General Stafi—the existing Reserves were tomeet anticipated
needs (table 2). The comparison is necessarily a rough one, as the figures for
the procurement objective covered only allotments to the corps areas, not to
other nsing agencies. The latter agencies, however, ordinarily received only
a very small proportion of total personnel.

In September 1939, The Surgeon General estimated the vequirements of
a fully mobilized Army of 4 million, which was the maximum contemplated
by the War Department’s Protective Mohilization Plan with its several aug-
mentations. Reduced to ratios (number of medical personnel per 1,000 of
total Army strength), his estimates were as follows:  For the Medieal Corps,
7.5; for the Dental Corps, 1.875; for the Veterinary Corps, 0.375; for the
Nurse Corps, 6.25; for the Sanitary and Medical Administrative Corps, 0.75:
and for the enlisted complement, 75.00.2  This estimate was based on World
War I experience.

Although the total Medical Department strength of the Officers Reserve
Corps (including members on duty and those not yet called) was below the

procurement, objective, The Surgeon General, as late as November 1939, ex-
pressed the opinion that the Reserves were suflicient for the basic force of

12 (Memorandum, Col. A, G. Love, for The Surgeon General, 28 Sept. 1939,
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Freure 17—Aaj. Gen. Charles R. Reynolds, The Surgeon
General, 1935-39.

1,150,000 contemplated in the War Department Protective Mobilization Plan.
He was doubtful however that they contained enough of the right types of
specialists.®®  Appointments in the Dental Corps Reserve had been suspended
in 1938 with the consent of The Surgeon General, Maj. Gen. Charles R.
Reynolds (fig. 17), when membership slightly exceeded the procurement objec-
tive.® In December 1939, the General Stafl ordered a partial suspension of
appointments to all sections of the Officers Reserve Corps, although neither
the Medical Corps nor the Medieal Administrative Corps had reached their
authorized procuvement objectives. However, the suspension order excepted
the following categories: Graduates of the Reserve Officers Training Corps;
applicants for the Air Corps Reserve; and recent graduates in medicine,
dentistry, and veterinary medicine who were qualified for duty with the Regu-
lar Army.?

B Aagee, James C.: The Medical Depavtment, pp. 10-12 (@ Jecture delivered at the Army War
College, 17 Nov. 19349).

1 Medical Department, Tuited States Army. Dental Service in World War II. Washington :
U.S. Government Printing Office, 1955, p. 51.

15 Letter, The Adjutant General, to Corps Area and Department Commanders and Commanders
of Arms and Secrvices, 8 Dec. 1639, subject: Suspension of Appointments in Officers Reserve Corps.
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FACTORS AFFECTING DETERMINATION OF REQUIREMENTS
Medical Department Officer Shortages

After Congress enacted the legislation just discussed, the responsibility for
its implementation fell on the War Department. With no statutory restric-
tions remaining on strength, outside those imposed by 001]0'1'9%%1011:11 appro-
priations, the Army incre: wsed from a total stren oth of 264,118 on 30 June 1940
to 1,455,565 on 30 June 1941.%

Naturally, this tremendons inerease in such a short period of time created
many problems.  One of the biggest problems in the Medical Department was
the shortage of officers.  As early as Angust 1940, before actual augmenta-
tion took place, The Surgeon General reported to The Adjutant General and
to the Assistant Chief of Staft, G—1, that an acute shortage of Medical Depart-
ment; officers hag been the subject: of “very grave concern” to his office for some
time and that as of 25 July the deficits for the various corps were as follows
(based on an authorized troops strength of 375,000) : Medical Corps, 1,527
Dental Corps, 391; Veterinary C(np% 225, ITe predicted that if the National
Guard were called into Federal service the shortages wonld rige to the following
figures: Medical Corps, 5,295; Dental Corps, 1,259; Veterinary Corps, 657.
Should “some form of Selective Service™ increase the Avmy still further, the
Surgeon General’s Office estimated that in April 1941 the following shor mges
would obtain: Medical Corps, 8,455; Dental Corps, 2,044; Veterinary Corps,
1,049.7

Problems Created by National Guard Induction

At the time of induction into Federal service (27 August 1940), the
National Guard brought with it a complement of Medical Department oflicers
and enlisted men. National Guard officers had the same rights of resignation
as members of the Ofticers Reserve Corps.® \I'-my were also relieved from

assignment because they were deemed necessary in an ndustry or occupn'ion
essential to the pubhc interest.  Upon mobilization, {he medical service of the
National Guard consisted of personnel asslonod to tactical units only. In the
middle of 1941, these nnits comprised 306 medical do achmomh, 20 medical
regiments, and 1 medical battalion. 'l'ho euard had no medical personnel of
its own for fixed hospital service or for administrative overhead;™ National

1 Kreidberg, Marvin A., and ITenry, Merton G.: Jlistory of Military Mobilization in the TU.S.
Army. 1775-1943.  Washington: U.S. Government DPrinting Office, 1955, p. 581. (DA Pamphlet
20-2120)

17 (1) Letter, The Surgeon General, to The Adjutant Geneval, 6 Aug. 1940, subject: Shovtage
of Medical Department Personnel.  (2) Memorandam, Office of The Surgeon General (Col. C. I
Lull), the Assistant Chief of Staff, G-1, 12 Ang. 1940, subject: Shortage of Medieal Department
Officer Personnel,

15 Army Regulations No. 140-5, 16 June 1936, pars. 49, 53,

1 (1) Annual Report of The Surgeon General, U.S. Avmy. Washington: U.S. Government Printing
Office, 1941, p. 260. (2) Committee to Study the Medieal Department, 1942, pp. 14-15.
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Guard units, including medical units, were far below full strength when they
were called into Federal service, so that personnel from Regular and Reserve
components had to be assigned to them,* and National Guard oflicers could
not be readily shifted to meet changing needs since certain restrictions on their
reassignment were not removed until September 1941.  These three factors con-
siderably increased the demand on the Army for medical personnel at the time
of the induction of more than 250,000 guardsmen.

Reserve Shortages

In September 1940, the Army had, aside from the medical units that were
organie parts of existing divisions, only the following field medical units: Two
surgical hospitals, two evacuation hospitals, two medical regiments, one medical
supply depot, and one medical lTaboratory. In December, this was increased
to 8 medical battalions, 8 medical regiments, 1 medical supply depot, 1 medical
Taboratory, 1 general dispensary, 15 evacuation hospitals, 6 surgical hospitals,
22 general hospitals, and 22 station hospitals. By the end of June 1941, all
units had been activated.”

The next problem was the personnel to staff these units. In October 1940,
The Surgeon General asked the War Department General Staff to remove the
partial suspension of appointments to the Reserve imposed in December 1939,
and to restore the situation that had existed before that date. This meant. that
appointments would be permitted in all corps of the Medical Department up
to their procurement objectives, and the General Stafl granted the request in
December 1940 in that sense, with the proviso that applicants must agree to
accept active duty when called upon.>> Apparently, The Surgeon General had
either disregarded the fact that the Dental, Veterinary, and Sanitary Corps had
already passed these objectives or had felt at the time that their uncalled
Reserves were sufficiently large and accessible for all purposes. Two months
later, however, he pointed out that the authority granted did not perimit com-
missioning additional dentists or veterinarians in the Reserves and urgently
recommended that it be “expanded to cover” both of these corps. The recom-
mendation was unfortunately worded; what he wanted was not an expansion
of the authority to cover these corps—the authority already covered them—Dbut
permission to exceed their procurement objectives. Ie further recom-
mended that in view of prospective needs during 1941 and 1942 the existing
procurement objectives for all Medical Department corps be suspended “until

2 Letter, The Adjntant General, to Commanding Generals all Corps Areas and Departments,
4 Scept. 1940, subject: Induction of the National Guard of the United States.

21 Smith, Clarence MceKittrick: The Medieal Department : Hospitalization and FEvacuation, Zone
of Interior. United States Army in World War X1, The Technical Services. Washington: U.S.
Government Printing Office, 1956.

22 (1) Letter, Oflice of The Surgeon General, to The Adjutant General, 26 Oct. 1940, subject:
Appointments in Medical, Dental, and Veterinary Reserve Corps.  (2) Memorandum, Assistant Chief
of Staff, G—1, for Chief of Staff, 1T Nov. 1940, suhject: Appointments in Medical Department Reserve.
(3) Letter, The Adjutant General, to each Corps Arca Commander and The Surgeon General, 19 Dec.
1940, subject : Appointments in Medical Reserve.
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in the opinion of The Surgeon General an (uleqlmte Reserve is available for the
defense program with rapid expansion, if such should be vequired.” #  This did
not mean that The Surgeon (TGDELI] was willing to accept unlimited numbers in
the Reserves. If the surplus became larger than necessary to meet future needs,
it might mean granting \'irtun] deferment of service to a considerable group.®

Becanse of the difliculties in proeuring officers for certain corps, some sub-
stitution of one type of officer for another was permitted in meeting require-
ments. s early as February 1940, the Medical ])epm timent received authority
to %11])51 itute reservists of the Medieal Administrative Cor ps and Sanitary Corps
for members of the Medical Corps Reserve in meeting the quotas for active-duty
assionments.®  In 1941, after the Medical Replacement Training Centers for
enlisted men at Camp Lee, Va., and Camp Grant, I, had been functionig for
several monihs, the task of obtaining suflicient numbers of mediecal, dental.
and medical administrative officers to stafl them properly led The Surgeon
General to suggest that, “branch immaterial™ ** officers he nsed in hattalion and
center headquarters as well as in the companies. The reconmmendation was
approved. At this time, The Surgeon General stated that each company could
be adequately and properly staffed with six Reserve officers: Two medical, two
dental, one medical administrative, and one hranch immaterial *7

Enlisted Personnel

With the inereased medical facilities, the Medical Department had an
additios m] problem of securing an adequate supply of enlisted personnel. As
enrly as February 1939, General Reynolds, declaving that the 5 percent maxi-
mum allowed by the N ational Defense Act of 1920 wonld be inadequate in an
emergency, recommended that Congress be asked to amend the Taw so as to
permit enlisting “in time of actual or ihreatened hostilities * * * «uch addi-
tional number of men as the service may rvequire.” Iligher authority in the
War T)epzlr mient, however, rejected the proposal on the eround that the reasons
for giving pumlt to the Medical Depariment in thig matter were not apparent.
Several months later (May 1939), The Surgeon General w])mw(l his request,
but it was not until 1940 that he achicved his objective when Congress raised
the Medical Department’s quota to T percent and empowered the President

setter (not found), from Senator Pepper, which euclosed a protest from the American Dental
Asenciation on gelection for fraining of dentists not commissioned in the Reserve, with 27 endorsement,
The Surgeon General to The Adjutant General, 18 Peh. 1041,

2 Compare the argument advanced by a spokesnan of the Dental Division, Office of The Surgeon
General. against o large increase in the size of ihe Dental ("mp\ Reserve,  (Letter. Office of The
Surgeon General (L. Col. R, T Craven). to The Adjutant General, 8 Oct, 1941)

25 Letter, The Adjutant General, to he Savgeon General, 19 I<h, 1940, subjiecct 1 Added Reserves
for Active Duty With Regular Army.

2 “Brancl immaterial” personnel were those whose {raining was in basic subjeels without arm
or service specialization.

27 (1) Memorandum, Trocurement Branch, Military Personnel Division, Oflice of The Surgeon
Genoral, for Director, Iistorieal Division. Office of The Surgeon General, 20 Apr. 1944 (2) Memo-
randum, Ofiice of The Surgeon General, for The Adjutant General, I8 Aug. 1941, subject @ Utilization
of Branch Immaterial Officers in Replacement Training  Centers, with Ist endorsenient thereto,
3 Sept. 1941,
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(and hence the War Department) in the event of actual or threatened hostilities
to authorize such additional enlistiments as he considered necessary.”>  This did
not insure that the General Staft would immediately raise the Medical Depart-
ment’s authorizations even to 7 percent, for as late as June 1941 these amounted
to less than 6 percent, although by that time actual strength had apparently
risen to a little more than 7 pereent.

Nor did it settle the question as to what ratio of enlisted men should be
allocated to tactical nmits on the one hand and to nontactical units and head-
quarters other than The Surgeon General's Office on the other. Differences
of opinion avose, particularly on the latter point.  Until the middle ot 1939, The
Surgeon General had been using enlisted men for nontactical assigninents to the
extent of a little more than 4 of the 5 percent authorized him at that time, leav-
ing less than 1 percent for tactical use. At the existing strength of the Avmy
(174,000 enlisted men), this permitted the maintenance in this country of no
more than two medical vegnuents and a medical squadron-—all at modified peace
strength.  Surgeon General Magee reported on 30 June 1939 that the following
units were to be organized: Two additional medical regiments; one veterinary
company, one ambulance battalion, and one medical squadron. Outside the
country, there were two medical regiments, one of which was composed of
Filipinos. General Magee did not propose to transfer any personnel from
nontactical activities, having (as he asserted) already less than enough for those
activities; nevertheless, he called attention to the dearth of medical personnel
for tactical units.® Subsequent increases in the authorized strength of the
Army to 227,000 during 1939 made possible the creation of more tactical medical
units and detachments.  General Magee welcomed {his increment: in May and
June 1940 when further enlargement of the Army to 375,000 was underway
and Congress raised the Medical Department’s ratio of enlisted men from 5 to 7
percent or more, he recommmnended the establishment of more tactical medical
units, af least of certain types, than the General Staff was ready to approve—for
example, four evacuation hospitals as against two, and four surgical hospitals as
against two.  No hogpitals of either type had vet been activated, and up to
this point, the Avmy was entively lacking in field units to provide medical service
above the division or corps level®  From then on, expansion of the Army pro-
ceeded even more rapidly—especially after the itroduction of selective service
m 1940—and with it the need for tactical medical units, including those at the
divisional Jevel.

A year or more before the outbreak of the war, planning for the number
of units (and therefore of enlisted men as well as officers) which would be

23 (1) Memorandum (excerpti. The Surgeon General, for The Adjutant General, 15 Teb. 1939,
with endorsements thereto, 27 Apr. 1939 and 26 May 1939, (2) 54 Stat. 214,

2 Annual Repert of The Surgeon General, U.80 Army, Washington: U.S. Government Printing
Office, 1939, pp. 173, 181,

2 (1) Letter, The Surgeon General, to The Adjutant General, 20 Jan, 1940, subject: Enlisted
Personnel, Medical Departinent.  (2) Letter, The Surgeon General, to The Adjutant General, 19
June 1940, subject: Deficiencies in Corps and Army dedical Units,  (3) Annual Report of the Sur-
ceon General, U.8, Army. Washington: T.S. Government Printing Office, 1940, p. 175, (4) Sece
footnote 21, p. 39.
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needed in the event of actual hostilities had produced disagreements between
The Surgeon General and the General Stafl.  General Magee regarded the
War Department’s Protective Mobilization Plans for 1939 and 1940 as totally
inadequate in the nmmber of hospital centers and general and gtation hospitals
projected for tactical use in wartime. The General Stafl hesitated to increase
this number, presumably because of the limited initial force contemplated in
the mobilization plans and also because of a desire fo emphagize in them combat
units rather than service wnits.  Kventually, however, in August 1940, the
Staft modified its plans so as to include the number of general hospitals asked
for by The Surgeon General—102—insicad of the 32 oviginally specified.
It was in connection with the mobilization plans and in order to create a reserve
of officers to stafl these hospitals that The Surgeon General obtained permis-
sion to revive affiliated units in various civilian medical schools and hospitals.”

The quota of enlisted men for nontactical units and headquarters was Jess
easily agreed upon than the size of the Medical Department’s tactical force,
just discussed. In February 1940, General Magee declaved that Medical De-
partment enlisted strength for these purposes was below the 4.0715-percent
ratio which had prevailed before 1 July 1939 and which, he said, was itself
inadequate. In June 1940, he proposed +.85 percent of total Army strength
as the desirable ratio and continued to argue in terms of this figure until at least
the middle of 1941. The argument was bound up with his objection to “dis-
placing™ enlisted men by civilian employees in nontactical hospitals to the
extent of more than 20 percent. (His use of the word “displacement” may not
have been quite apt. Little or no actual displacement of enlisted men had
taken place—ecivilians had been employed mainly if not entirely to supplement
them.) If a permanent displacement of 50 percent were accepted, where, he
asked, would the Medical Department, whose hospitals were continually losing
trained personnel to form cadres, get trained cadrves for new nontactical hos-
pitals and tactical units? Tle argued further that a displacement of more
than 20 percent would seriously impair the training of tactical units then being
activated, for personnel of the latter must receive their instruction as under-
studies in nontactical hospitals actually in operation and rendering patient
care. Tnlisted men of tactical units could not receive their training as under-
studies of civilian employees in nontactical hospitals when the civilians them-
selves had to be {rained, and furthermove did not stay very long in their jobs.
The Surgeon General’s Office justified the 4.85-percent ratio on the ground
that this figure was indicated conclusively by “the experience of the Medical
Department extending over many years, both in peace and war.” #

st See footnote 21, p. 59,

22 (1) Memorandum, The Surgeon General, for Assistant Chief of Stafl, G-3, 13 Teb, 1940. (2)
Letter, The Surgeon General, to The Adjutant General, 3 Sept. 1940, subjeet : Employment of Civil-
jans.  (3) Memorandum, Acling Surgeon General, for Assistant Chief of Staff, G-1, 1 Apr. 1941,
subject : I. Increase in Authorization for Medieal Department Inlisted Men for Corps Area, Service
Command, and War Department Overhead. (4) Letter, Maj. Gen. Norman T. Kirk, to Col. John B.
Coates, Jr., MC, Director, Historical Unit, U.S. Army Medieal Service, 12 Dee. 1955. (5) Letter,
Col. Paul A. Paden, MC, to Col. John B. Coates, Jr., MC, Director, Iistorical Tnit, U.8. Army
Medical Serviee, 10 Dec. 1955,
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In September 1940, when General Magee presented the 4.85-percent ratio
as a formula for allocating newly inducted personnel of the National Guard
and selective service o the Medical Department, the reaction of the General
Staff was mixed. G-1 considered the ratio reasonable. G-3 (operations)
thought it might be acceptable for planning purposes, but proposed that as no
“studied determination” of medical personnel requirements for nontactical
units and headquariers had apparently been made, the actual needs of each such
entity should be determined; The Surgeon General should then meet part of
their requivements by “afliliaiing” ¥ with them the tactical units of a similar
type—it seemed to G-3 that such afliliation would also facilitate the training
of these units. Commenting that the allotments alveady tentatively made
seemed generous, G—3 recommended that no change be made in them for the
present. A notation in the file containing this correspondence dated 1 January
1941 states that General Magee’s recommendations were “adjusted” in con-
ference, and in a memorandum dated 16 April, G=1 promised that any further
inereases in Army strength would include a recommendation that Medical
Department personnel be allocated in the ratio of 4.8 percent. The context of
the latter document indicates that the 4.8 percent applied to nontactical units
and headquarters and was therefore very close to General Magee’s .85 percent
for these purposes. But in May 1941,°* and probably until the very end of this
period (December 1941), actual anthorizations ran far below the desired ratio.

Although the War Department General Stafl allotted a much smaller
number of enlisted men to nontactical units and headquarters than the Sur-
geon General’s Office and (-1 thought proper, it authorized the employment
of considerable numbers of civilians to make up the difference. In April 1941
when the enlisted allotment was only 2.2 percent, the civilian authorization
amounted to 15,000 or 33 percent of the total allotment, military and civilian,
This, according to G-1, still Ieft a shortage of 22,000 enlisted men (on the
basis of the 4.85-percent ratio). In terms of actual strength, comparable
figures for which are lacking, the proportion of civilians may of course have
been somewhat different. In December 1941, General Magee reported that it
had Deen necessary to supplement the enlisted men allotted to hospitals by
civilians to the extent of 50 percent, and by the temporary employment of
tactical hospital wunits in nontactical hospitals.®® IHe agreed that civilians
might replace enlisted men in certain technical positions (those in which an
enlisted man could not hope to attain proficiency without long education) and
certain “scullery jobs™ (which had no training value for him).* DBut he con-
tended that the hiring of civilians itself presented problems; for example,

38 G—3 did not explain what it meant by this term.

3t Memorandum, Col. H, I. Wickert, for General Magee, 6 May 1941, subject : Enlisted Personnel,
Medical Department.

3 (1) Memorandum, G-I, for The Surgeon General, 16 Apr. 1941, subject: I. Increase in Au-
thorization for Medical Department Enlisted dMen for Corps Area, Service Command, and War Depart-
ment Overhead. (2) Memorandum, The Surgeon General, for G-3, 11 Dec. 1941, subject: Personnel
for Arms and Services With Army Alr Forees.

% (1) See footnote 52 (2). p. 62, (2) Report, The Surgeon General’s Conference With Corps
Area Surgeons, 14-16 Oct. 1940,
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their housing, messing, and the impermanence of their employment if they
were later replaced by enlisted men. Such problems proved to be matters of
some moment, althongh apparently they did not prevent the hospitals from
rendering adequate service. Moreover, the nse of new and relatively un-
trained enlisted men also presented some difficulties.

The War Department General Stafl enabled nontactical installations and
activities of the various services, including those of the Medical Department,
to utilize personnel of the field forces. Tn October 1940, when the latter were
placed under commands separate from those of the corps aveas, thelr com-
manders were vequired to furnish the corps area commanders \Vl(h such com-
missioned and enlisted personnel as they might request to operate their in-
stallations, pending procurement of the required personnel in the corps areas.
In February 1941, announcement was made that field force personnel wonld be
used to augment station complements whenever field forces were present on a
post. This was part of a policy which aimed at restricting perimanent gtation
complements to the size necessary to mainiain services when tactical forces
were absent. It represented a departure from the former policy of providing
station complements large enough for all contingencies so that tactical nnits
could devote the proper amount of time to training.  According to the General
Stafl, this expedient was necessary in ovder fo prevent a material reduction of
the number of troops assiened to field forces. Whether or not the policy re-
sulted in a diminution of the allotments of Medical Department personnel to
nontactical installations, it certainly enabled the latter to inerease their com-
plement of enlisted men, at least on a temporary basis.”

(-3’5 opinion that a study of the personnel needs of individual Medieal
Department installations w ould afford a firmer basis for allotments was prob-
ab]v not shared by the Surgeon General’s Office: at any rafe, no such studied
determination seems to have been made. I it were not made the reason may
have been that the number of officers then available did not permit them to
spend the time away from their day-to-day opel rations.  Whether such a study
would have enabled allotments to be calculated with complete accaracy may
be doubted. To achieve that end in a period of rapid expansion, when the
workload and other responsibilities of medical mstallations were constantly
shifting, the study would have had to be continnous. Nevertheless, a thorough
survey of the personnel situation at each hospifal. for example, might have
disclosed facts of considerable value to the policymakers. If it did not but-
tress General Magee's demand for an enlisted ratio of £.85 percent, the survey
might have enabled him to see a litile more elearly how he could get along
withont it—as he actually had to do.

One substitute for such a detailed study was an estimate of needs according
to the size of installations. For nontactical station hospitals, an estimate of
this kind existed in the form of a table of organization showing the normal

57 (1) Letter. The Adjutant General, to Commanders of Arms and Services, 3 Oct. 1940, subject :
Organization, Training, and Administration of Army. (2) See footnote 21, p. 59,
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personnel requirements for station hospitals of various bed capacities In the
Zone of Interior in time of war® Karly in 1940, the War Department issued
directions on the use of this table in responding to a request from a corps area
commander for instructions concerning the employment of civilians in the event
of mobilization. The table was to serve as a guide, the local situation determin-
ing actual need, pending issuance of a new table similar in purpose
which would be included in Mobilization Regulations. The old table stated
requirements only in terms of military personnel; the General Stafl therefore
at the same time publicized a list of “appropriate positions recommended by
The Surgeon General that may be filled by civilians in Station and General
Tospitals, Zone of Interior, during mobilization.” * This list was reissued in
June 1940.

Meanwhile, General Magee was asked for recommendations as to the form
and content of a new table for converting bed requirements into personnel
requirements. The General Staff probably expected that the new table would
state requirements in terms of civilian personnel. General Magee, however, 1n
December 1940 submitted a guide for determination of Medical Department
personnel in Zone of Interior station hospitals, which followed the form of the
old table of organization in specifying only military personnel, and merely
stated that corps avea commanders and chiefs of arms and services could “re-
place in part, decrease o1 angment the authorized enlisted men shown in the
guide by qualified civilian employees.” When G-4 (logistics) asked for a re-
vision of the guide to show requirements for civilian as well as military person-
nel, General Magee’s Office gave assurance that the substitution would be macde
on a man-to-man basig, an explanation which satisfied G-4.%° The new guide
also, however, raised the requirements for enlisted men above those of the old
table of organization. This caused discussion within the General Staff as to
whether if the guide was approved 1t might not compel larger allotments to the
Medical Department than those already made, which had been based upon the
old table. The (inal decision was that it would not, and the guide was published
on 9 April 1941 with the understanding that it embodied requirements, not
availabilities.  Thus, the General Stafl saved itself from sanctioning an
increased allotment. On the other hand, General Magee avoided the necessity
of again committing himself, except in vague fterms, to the principle of sub-
stituting civilian employees for enlisted men. Nor did the Surgeon General’s
Oflice apparently use the gnide as a new factor in estimating the general re-
quirements for enlisted men in nontactical units and headquarters, for that
Office continued to talk in terms of the +.85-percent ratio. The Acting Surgeon

S Table of Organization 786, W, 1 July 1929,

¥ (1) Letter, Surgeon, Third Corps Area, to The Surgeon General, 22 Jan. 1940, subject : Civilian
imployees for Station Xospitals, with endorsements thereto, 23 Ieb. 1940 and 28 Mar. 1940, (2)
Letter, The Adjutant General, to all Corps Arvea and Department Commanders, 28 Mar, 1940, subject :
Use of Civilian mployees in Station Hospitals.

W Pywo months after this explanation was fortheoming (Mareh 1941), the Surgeon General’s Oflice
informed the corps area surgeons that eivilinng should replace enlisted men on a three-for-two basis,
(Minutes, The Surgeon General’s Conference with Corps Area Surgeons, 10-12, Mar, 1941.)
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General urged publication of the guide so that it could be used for planning
purposes and for the assistance of corps area surgeons in procuring properly
balanced stadls.

Civilians

No global figure or ratio was set during the emergency period to determine
the number of civilians who could be employed by the Medical Department.
The only formula affecting them which appears to have been discussed ab this
time was the proper percentage to be employed in nontactical hospitals—a
proportion which, as we have seen, The Surgeon General held should not exceed
20 percent.




CHAPTER IV

Requirements: 1941-45

In May 1941, the War Plans Division of the General Stafl was given the
task of preparing a study on the ultimate munitions that the United States
would have to produce to defeat the Axis Powers. At the request of Presi-
dent Roosevelt in July and again in August, the study was expanded to
include an estimate of troop strength and total units necessary for the various
theaters. This Victory Program submitted to the President on 25 Septem-
ber 1941 placed total strength at 8,795,658.* The production goals for muni-
tions were immediately established on the basis of the Victory Program, but
no action was taken on a troop basis until after the Japanese attack on Pearl
Harbor. The Victory Program became the War Munitions Program at that
time, and the preparation of intermediate troop bases became necessary. The
1943 troop basis was set at 8,208,000 (7,533,000 enlisted men, 675,000 officers) ;
the 1944 troop basis reduced overall strength to 7,700,000.2 In the spring of
1942, The Surgeon General estimated his requirements for the various corps of
the Medical Department based on the strength estimates of the Victory Program
and the 1943 troop basis, as vet unapproved.

MEDICAL CORPS

In April 1942, in compliance with a request from the Assistant Chief of
Staff, G-1, War Department, General Magee estimated that the United States
had a total of 176,000 physicians, and remarked that “while many ave overage
or have retired from practice * * * it will be assumed that the entire number
is available for the period of national emergency.” He doubted that the
Federal services, including the Military Establishment, could obtain more
than a third of these and declared that, if no more than 50,000 were avail-
able for the Army, the existing allotments and tables of organization would
have to be reduced by one-third. He estimated that under these existing
allotments and tables 75,000 physicians would be needed for a 7,500,000-man
Army, or one for every 100 men. Initially, however, the ratio would be

1 Watson, Mark Skinner: Chief of Staff : Prewar Plans and Preparations. TUnited States Army
in World War II. The War Department: Washington: U.S. Government Printing Office, 1950,
pp. 338-349.

2 Kreidberg, Marvin A., and Henry, Merton G.: History of Military Mobilization in the U.S. Army,
1775-1945. Washington : U.S. Government Printing Office, 1955, pp. 628—-629. (DA Pamphlet 20-212.)
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greater, decreasing as the troop basis rose” In suggesting that he might
be allowed 50,000, The Surgeon General at this early date had arvived at a
figure very close to the 45,000 ultimately granted him.

Tn the course of the next few months, the question of the ratios of phy-
sicians to troops in foreign armies was injected into the discussion of the
desivable strength of the Medical Corps. This point may have been raisec
at this time by the fact that in July plans for the first Allied assault landing
(Operation TORCIH) were being formulated. It was the President himself
who raised the question by telling the Chief of Staft and the Chairman of
the War Manpower Commission that he could not reconcile the British ratio
of 3 physicians per 1,000 troops with the United States ratio of 8§ per 1,000.
At about the same time, a subcommittee of the Senate Committee on Labor
and Bducation dealing with war manpower issaed a prelimmary report in
which it stated, after noting that the ratio of doctors to military strength
in the American Army appeared to be move than twice that maintained
by the Allies of the United States, that British experience should be studied
in order to work out a balanced plan for use of this scarce national resource.

Shortly after this recommendation was published, The Surgeon General
took note of the President’s comment in a communication to the General Staff.
After stating a belief that the British ratio was 4.5 per 1,000 instead of 3,
he said that the ratio of physicians to population in Great Britain was consid-
erably lower than in the United States and that because of proximity to active
operations “a large percentage” of British casualties were cared for in civilian
hospitals. Moreover, not only were standards of medical care much higher
in the United States than in Greai Britain but the British themselves had rec-
ognized the inadequacy of their medical service by requesting “large numbers”
of medical officers from the United States before we entered the war. Then,
The Surgeon General, after reviewing the history of congressional action on
ratios, pointed out that the act of 3 April 1939 in authorizing 1,424 Medical
Corps officers had established a vatio of 6.33 per 1,000 of enlisted strength. Tle
contended, however, that this figure provided Medical Corps officers only for
administrative overhead and hospital care, not for combat units or for the or-
ganization and training of tactical medical nnifs. He asserted that it had been
demonstrated “through all the lean years prior to the present emergency’’ that
this ratio would provide only for the necessary care of the sick “in accordance
with the accepted standards of American medicine.”*  Buf during a war, he
continued, it was necessary to man tactical units and to provide a relatively
higher proportion of Medical Corps officers for the increased hospitalization
incident to the care of battle casualties and troops living under adverse cli-

s Memorandum, The Surgeon General (Col. John A. Rogers, MC, Iixecutive Officer), for Personnel
Division, Services of Supply, 27 Apr. 1942,
+3emorandum, The Surgeon General (General Magee), for Chief of Staff, 23 Oct. 1942.
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matic and general health conditions in various parts of the world. Small gar-
risons and task forces scattered throughout the world increased medical
personnel requirements, although The Surgeon General said it was difficalt
to evaluate that factor accurately. Ile pointed out that he had reduced tables
of organization and service command allotments sufficiently to save more than
8,600 doctors.

General Magee declarved that he would be remiss in his duty if he “failed
to emphatically protest any reduction of medical officers which wounld lower
the standards of medical service * * * below that confidently expected by the
American public. Should these standards be dangerously lowered future crit-
icism wonld be mainly directed against the Army.” “Any further material
reduction,” he said, “will lower medical efficiency to a dangerous level.” He
believed that 50,000 physicians for an army of 7.5 million men would enable
hig Department to perform its mission.

In coneluding this strong statement of his position, The Surgeon General
expressed his conviction that from the national point of view the problem was
not so much one of reducing the number of physicians in the Army as it was one
of redistributing available physicians to meet civil requirements.

The question of foreign ratios and also the proper ratio of doctors for the
U.S. Army came before the Committee to Study the Medical Department of the
Army. Those who testified on personnel matters included not only officers
from the Surgeon General’s Office and the Services of Supply, but also indi-
viduals from the Directing Board of the Procurement and Assignment Service,
the Director of the War Manpower Commission, which in April 1942 had in-
corporated the Procurement and Assighment Service into its organization,
officials of the American National Red Cross, and other civilians.

Shortly after General Magees reply to President Roosevelt concerning
the ratios of foreign and American doctors in army medical services through-
out the world, the committee made its report. Among other comments, the
committee stated, on what authority is unknown, that the ratios of Medical
Corps oflicers to military personnel adopted by the Army was 6.5 per 1,000
troops in the United States and 10.5 per 1,000 in theaters of operations, but this
ratio in foreign armies was not obtainable.  Furthermore, the committee stated
that it did not feel competent to express an opinion as to the adequacy of the
American ratios.” ?

Meanywhile, the Deputy Chief of Staff in October 1942 asked The Surgeon
General to submit a plan for the medical service of a fully expanded army (fig.
18). The plan, concurred in by the Air and Ground Surgeons and presented
m December 1942, proposed 49,100 doctors for an army of 7.500,000—a ratio of
about 6.5 per 1,000

and recommended a reduction of allotments to Zone of

5 Report, Committee to Study the Medical Department, 1942,
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1
Freure 18.—Representative Army surgeons. Upper left: Brig. Gen. John A. Rogers,
MC, First U.S. Army.  Upper right: Brig. Gen. Thomas . Hurley, M, Third T.8. Army
Lower left: Brig. Gen. Joseph I. Martin, MC, Fifth T.8. Army. Lower right: Col. (later
Brig. Gen.) William A. Hagins, MC, Sixth U.S. Army.
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Figure 1S.—Continued. TUpper left: Col. Myron P. Rudolph, MC, Seventh TU.S8. Army.
Upper right: Brig. Gen. George W. Rice, MC, Bighth U.S. Army. Lower left: Brig. Gen.
William X Shambora, MO, was colonel when Surgeon, Ninth U.S. Army.  Lower right : Col-
Irrederic B. Westervelt, MO, Tenth T.8. Avmy.
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Interior installations based on new personnel guides to be promulgated.® The
proposed allotment to the three major forces werve as follows:

Army Ground Forces: Allotment
Units in the 1943 troop basis__ 113, 222
Army Air Forces:
Units in the 1943 troop basis 4, 553
Zone of Interior (including station hospital staffs, schools, and so forth) - * 7,858
Services of Supply:
Units in the 1943 troop basig for medical service (3 million overseas) .. P14, 254

Zone of Interior (including station and general hospitals, techuician schools,
Medieal Replacement Training Centers, Inboratories, overhead and procuve-
ment and sapply activities, except those provided by Army Adr I'orces) oo .- 18, 809
" 49, 100
T Afker
2 After
B After ¢

+ After a reduction of 2,805.
5 Includes 904 allotted to War Depavtment filler and Joss replacement pool.

After diseussion about the number of doctors, the Deputy Chief of Stafl
in March 1943 set the permissible number at 48,000 for an Army strength of
8,248,000 (the 1943 troop basis plus 40,000 Army nurses). Six months later,
however, G—1 stated that in view of a reduction of the troop basis to 7,686,000
the War Department could not support the previous figure and ordered a
restudy to reduce it, indicating that 45,000 would be about the vight number.
Shortly afterward, Army Service Forces headquarters dirvected The Surgeon
General to modify his plan for the utilization of Medical Corps officers, using a
basis of approximately 45,000 officers for an army of 7,686,000 as of
31 December 1943.7

At the end of September 1943, Medical Corps strength stood at 39,951 and
total Army strength at 7,273,784, or a ratio of 549 doctors per 1,000 strength.
Forty-five thousand doctors for an Army of 7,686,000 would have provided a
ratio of slightly less than 6 per 1,000. In protesting against this reduction, The
Surgeon General declaved that 48,000 was an irreducible minimum.  Although
no action seems to have been taken on this rejoinder, The Surgeon General
later noted that the reduction to 45,000 had been made while a draft of doctors
was under discussion, and claimed that it was without prejudice to additional
requirements after 1 January 19445 At this time, there was no question of

6 Memorandum, Acting Surgeon General, for Deputy Chief of Staff (through Military Dersonnel
Division, Services of Supply), 14 Dee. 1942, subject : Availability of I’hysicians.

7 (1) Memorandum, Deputy Chief of Staff, for Commanding General, Army Service Forces, 10 Mar.
1948, subject: Availability of Physicians, (2) Memorandum, G-1, for Commanding General, Army
Service Torces, attention : Military Personnel Divigion, 18 Sept. 1943, subject : Officer Requirements.
(3) Memorandum, Military Personnel Division, Army Service Forces, for The Surgeon General, 22 Sept.
1943, subjeet: Oflicer Requirements, Mcedical Corps.

s (1) Memorandum, Military Personnel Division, Army Service Forees, for The Surgeon General,
22 Sept. 1943, subject: Officer Requirements, Medical Corps, with 1st endorsement thereto, 2 Oct.
1943, (2) Mecemorandum, The Surgeon General, for Assistant Chief of Staff. G-1, 11 Sept. 1944,
subject : Conference With Chairman, Procurement and Assignment Service,
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exceeding an actual strength of 48,000 or even 45,000, since the total number
of Medical Corps officers on duty was only about 40,000 as late as the end of
December 1943 (table 1),

By the end of September 1944, however, the number on duty was approxi-
mately 45,000, and on 7 October, the War Department again established that
figure as a ceiling; any excess was to be disposed of either by transferring
oflicers to the Veterans’ Administration or by separating them from the serv-
ice. T'wo days later, The Surgeon General stated that 47,000 as of 81 December
1944 was a “firm requirement” and that further reduction of tables of organiza-
tion was “out of the question.” * On T November 1944, his appeal was rejected,
but the War Department acknowledged that it was “impracticable to main-
tain an exact ceiling of 45,0007 and that “some tolerance or leeway appears
desirable on the long side.”* In any event, the strength of the Medical Corps
was permitied to exceed the ceiling; at the end of November 1944, it stood at
46,747 and reached its maximum—about 48,000—in July 1945 (table 1).

Procurement and Assignment Service

The Procurement and Assignment Service, whicl had been established
shortly before Pearl ITarbor as a coordinating agency for all Federal services
for medical, dental, and veterinary personnel, in April 1942 created a Com-
mittee on Mlocation of Medical Personnel, which was charged with determin-
ing a safe minimum standard of medical cave for civilians. The minutes of
the first meeting of this committee (26 April 1942) show that it entered on its
task with the idea not only of allocating personnel to civilian and military
service, but of trymg to constrain the Army into what it considered an efficient
use of physicians. Dr. Harold S. Diehl, Dean of Medical Sciences, University
of Minnesota, the chairman, said that the committee had to plan to prevent
medical personnel from being put into positions where their special qualifica-
tions were not utilized. Dr. Roscoe G. Leland, Director of the Burean of Medi-
cal Iconomics of the American Medical Association, a member, expressed
the opinion that 16 would be the committee’s job to get the Army to change
its position on requirements by reducing the ratio of physicians to Army
strength and by replacing certain physicians with medical administrative per-
sonnel. Dr. Diehl then said that “if we have a case and can get the figures to
prove it, we can get the Army to revise their demands.”

This is one of the first indications that the members of the Procurement
and Assignment Service actually meant to put a limit on the number of phy-
siclans the Army could have so as to keep civilian communities from being
stripped of doctors. The sequel was that for the duration of World War IT

? Memorandum, The Surgeon General, for the Assistant Chief of Staff, G—1, 9 Oct. 1944, subjeet:
Medical Oflicer Requirements and Availabilities.

0 Letter, The Adjutant General, to The Surgeon General, 7 Nov. 1944, subjeet: Medical Corps
Officers—Procurement, Assignment, and Ceiling.
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the Medical Department was governed in many aspects of its personnel pro-
curement program by the wishes of a civilian agency.

On 7 November 1942, at a meeting attended among others by Surgeon
General James C. Magee: Vice Adm. Ross T McIntire, his Navy connterpart;
and Paul V. MeNutt, Chairman of the War Manpower Commission, the Pro-
curement and Assignment Service recommended a ratio of 1 physician to 1,500
of population as w minimum for civilian medical service in each State. This
of course would indirectly set a limit on the procurement of doctors for the
armed services. Admiral Melntive agreed that every possible etfort should
e made to maintain the proposed ratio and stated that the Navy could operate
with “amywhere from 6 to 6.5 in thix war”  General Magee aceepted the
1:1.500 ratio for civilian medical service, hut objected to committing himgelf as
to (he precise number of doctors the Army would need. The Medical Depart-
ment, he said, was reducing its igures “as far ws our conscience and intelligence
will Tet us,” hut “if it comes (o a point of making immediate decisions, I am
hot in a position to do o at the present time.”  Mr. MeNuft was obviously
dissatisfied with The Surgeon General’s position. IHe said that the Procure-
ment and Assignment Service would give the Armed Forces all 1t possibly
could, but that he knew “full well™ that tables of organization had been too
high, “If vou want my candid appraisal of the situation,” he said, “we cannof
be dealing with any 8.2 or 8.3 per 1,000, We had hetter be talking about 6.4
or 6.5.7 The Tatter ratios would have given the Army about 48.000 doctors
ficured on a strength of 7.5 million, or in fact very nearly the 50,000 which
The Surgeon General had earlier suggested.  That suggestion had probably
heen made. however, with a view to giving the Army not as many doctors as
would be considered ideal hut simply enough to enable the Medical Depart-

ment to fulfill its funetion.
The Procurement and Assignment Service adhered to the 1: 1,500 ratio
‘he

—

for civilian medical service thronghout the war as a basis for authorizing
military services to procure doctors in the several States. Many States did
not possess <o high a ratio: ome had higher. The Procurement and Assign-
ment Service had small power to improve their positions by reallocating eivilian
doctors, and in fact, itachieved little in that respect.

Tu disenssing the Procurement and Assignment Service’s lack of power
to relocate doctors. the vice chairman of that organization had stated :

Our position would liave heen much easior. and gome of our obvions failures might
Tave been avoided. it we had possessed the same “power” over the relocation of civilian
doctors to needy communities that we had to limit the commisgioning of medical officers
to those men considered “available.”” The fact that New York and Chicago, throughout ihe
war, had an excess of doctors and dentists that we could not relocate, weakened our po-
sition and prevented the accomplishment of owr obligations to the civilians. If another
ereaf war should break out. I personally think that a body with power over all profes-
sional people should be set up.”

1 Letter, Havvey B. Stone, ALD., to Col. C. I Goddard, MC, Ofiice of The Suargeon General,
4 June 1932,
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Freunri 19.-~-Brig. Gen. Robert Mills, DC, wartime director of the
Dental Division, Oflice of The Surgeon General,

DENTAL CORPS

By the start of World War 11, experience had shown that any ratio of less
than 1 dental officer for each 750 men would be grossly inadequate. Although
formal requests for procurement objectives were generally brief, containing no
discussion of the method of caleulation, it is clear that the ultimate goal of the
Surgeon General’s Office was an overall ratio of 1 dentist for each 500 men.
This ratio was agreed upon informally between the director of the Dental
Division (fig. 19) and the chief of the Personnel Service, both in the Oflice of
The Surgeon General.® Iven though it was not “oflicially recognized,” the
July request for a procurement objective stated that it was based on a ratio of
2 dentists per 1,000, and permission was asked to appoint up to 9,000 Dental
Corps oflicers for an Army of 4.5 million.®  In November 1942, The Surgeon
General estimated that in view of the planned increase in the size of the Army

12 3\edical Department, United States Avmy. Dental Service in World War 11, Washington : T.S.
Government Printing Oflice, 1955,

1 Letter, Office of The Surgeon General, to Commanding General, Services of Supply, 8 July 1942,
subjeet : Procurement Objective, Dental Corps, Army of the United States,
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he would need 17,248 dentists. This estimate was accepted by the War
Department General Staff.

The overall ratio of dental officers (1 to 500) which the Dental Service
congidered necessary was never reached during the entire war period except in
September and October 1942, The problem of meeting the needs of new
reeruits for dental rehabilitation, which was particularly serious during the
sarly part of the war, seems to have been partially met by deferring all but work
of an emergency nature.

Early in 1943, the Procurement and Assignment Service determined that
1 dentist was required for each 2,500 civilians and that a total of 22,620 could
be spared for the Army and Navy, thereby leaving 50,250 in civilian prac tice.r?
This standard and its application could be 01111('1/9(1 on several grounds. In
the first place, the Shl]l(hl’ was arbitrary, being based more on opinion than
knowledge. Moreover, not all communities had as many as 1 dentist per 2,500
civilians—many had not above half that ratio—and there was no machinery to
give them more or even to restrict recruiting to other areas. Finally, if the
number of dentists that could be spared for the Armed Forces had heen arrived
at simply by counting as available all dentists in excess of the 1:2,5001 ratio
communities po%@e%%inw a higher ratio, the number would have been consider-
ably larger than 22,620.  The military authorities, however, did not raise these
or other objections to 1110 caleulations of the Procurement and Asgighment Serv-
ice; they could hardly have effectively challenged a formmula w hich gave them
thc right to solicit one-third of the Nation’s dentists for 12 million men while
two-thirds were reserved for 120 million civilians,

Tn late 1943, Army Service Forces set a ceiling of 15200 for the Dental
Corps.  According to Col. Greorge F. Jeffcott, DC:

The manner in which the ceiling for the Dental Corps was established, and the exact
date, are not entirely clear. In a memorandum to the Depufty Surgeon General, of 7 \‘ep 43,
Lt Col D. G. Hall of the Personucl Service, 8GO, stated that his office had “that day™ heen
notified of a revised requirement based on changed plans in ASI? = % %, Other incidental
references [however] indicate that representatives of the Dental Division [SGOT, the Mili-
tary Personnel Division, 8GO, and of G-1 attended conferences on the matter betore a
decision was reached. It is also probable that PAS [Procurement and Axsignment Service]
had a hand in the matter, but the extent to which its influence affected ASI is not known.*

VETERINARY CORPS

Unlike the Medical, Dental, and Army Nurse Corps, the size of the
Veterinary Corps could not be caleulated by a simple ratio of veterinarians
to the overall strength of the Army. One factor that complicated the proc-
ess of caleulation was present to some degree before the United States entered

1 Letter, The Adjutant General, to The Surgeon General, 27 Nov. 1042, subject: Increase in
Procurcement Objective for The Surgeon General (Dental Corps).

w3\ inutes. Committee on Dentistry, Procurement and Assignment Service, 20 Feb. 1943,

% See footnote 12, p. 75.
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the war—the inspection of food by the Army Vetevinary Service for other
branches of the Military Iistablishment and even for certain nonmilitary
agencies of Government. During the war, one of the most important tasks
of Veterinary Corps officers was the procurement-inspection of food for the
Navy and the Marine Corps; by the end of the war, Avmy veterinarians
were inspecting about 90 percent of the Navy's food at the time of
procurement.’”

New and increased requests for veterinary officers throughout the war
period therefore perplexed the General Stafl, for no fixed basis, such as
troop strength, could be used as a guide in making their decisions.  Army
Regulations No. 40-2035, 18 December 1942, governing veferinarians, listed
the number of assistants a station veterinarian could have (depending on
animal strength) and stated further:

A station having a human strength of approximately 1,000 will be allowed one or
more veterinary officers, as eircumstances warrant, for duty in connection with meat
and dairy hygiene, the maintenance of instruction courses, or other duties pertaining
to the veterinary scrvice. At depots, ports of embarkation and debarkation, purchasing
points, and other places where foods of animal origin are purchased, stored, or handled
by the Army, the assignment of veterinary officers will be based on actual need as deter-
mined by The Surgeon General.

In practice, The Surgeon General from time to time requested new pro-
curement objectives which would authorize the Medical Department to ob-
tain additional veterinary officers as the occasion seemed to demand. Al-
thongh the objectives granted were not as large as those he vequested, they
enabled the corps to be moderately enlarged. No ceiling appears to have been
set. for the Veterinary Corps until January 1945 and even this svas more in
the nature of a procurement objective, since the War Department General
Stafl not only set a figure (2,150) somewhat above the actual strength but
authorized procurement of the necessary officers from certain specified, though
restricted, sources!’

SANITARY CORPS

Throughout the war, no personnel ceiling was established for the Sanitary
Corps, and no ratio was adopted as a means of computing the numbers re-
quired. The Surgeon General merely requested and justified successive pro-
curement objectives which, if approved by the War Department General
Stafl, permitted him to add certain numbers to the corps. In February 1945,
further commissioning in the corps was ordered stopped, the membership
being considered large enough for the Army’s needs.

17 Annual Reports, Veterinary Division, Office of The Surgeon General, U.S. Army, 1942-46.

18 Information from Maj. I2, 3. Miller, VC, U.S. Army Medical Serviee historian, 1950.

19 Semiannual Report, Procurement Branch, Military Personnel Division, Office of The Surgeon
General, U.8. Army, 1T Jan,—31 May 1845,
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Frevre 20.—DBrig. Gen, Edward Reyvnolds, MAC, Chief,
Medical Administrative Corps.

PHARMACY CORPS

The number of personnel required by the Pharmacy Corps was deter-
mined by The Surgeon General. Since most of the pharmaceutical work in
the Army could be done by pharmacy technicians working under supervision,
the 72 Pharmacy Corps officers permitted by the act of 1943 which created

the corps proved to be more than suflicient throughout the war from The
Surgeon General’s point of view.

MEDICAL ADMINISTRATIVE CORPS

On 30 June 1940, the ratio of Medical Administrative Corps (fig. 20)
officers on active duty to Medical Corps officers was a little more than 1: 253
5 years later, the ratio had risen to 1: 2.4, This was due not to the estab-
lishment of a formal requirement for Medical Administrative Corps officers
but rather to the transfer of administrative duties from Medical Corps offi-
cers to qualified nonprofessional personnel, thereby frecing the physicians for

strictly professional work.
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In April 1942 when, in reply to questions from G-1, The Surgeon Gen-
eral was diseussing the substitution of Medical Administrative Corps for
Medical Corps officers, e said that whereas 75,000 physicians would be needed
according to existing tables ol organization and allotments, probably 10 per-
cent of that number, or 7,500, could be supplanted by Medical Administrative
Corps officers.  “It is douhtful that all of these or additional substitutions
would prove of economic value,” he explained.®

Apparently not until the Medical Department found itself limited by the
ceiling on doctors did it envisage the great number and variety of assignments
that members of the Medical Administrative Corps were qualified to fill.
Nevertheless, in a report on the procurement and supply of Medical Corps
officers, the Control Division. Services of Supply, stated in June 1942 that as ¢
result of the serions shortage of Medical Corps oflicers the Medical Department
had an obligation (o release them from “all administrative procurement, and
similar duties which can be assigned to nonmedical personnel.”  This report
did not Timit those to he substituted (o members of the Medical Administrative
Corps, but suggested the use of Sanitary Corps, braneh immaterial, and Avrmy
Specialist. Corps oflicers a= well.2 Tn July 1942, The Adjutant General issued
a letter requiring the velict of Medieal Corps officers from duties that did not
demand professional {raining.

The Committee to Study the Medical Department reviewed the problem
of replacement of Medical Corps oflicers and made the following recom-
mendations:

1. The practice of assigning Medical Corps officers, even temporavily, {o
any tvpe of work that could be performed by nonprofessional personnel should
be discontinued.

2. Medical and dental officers should be utilized to the fullest extent in
their professional fields.

3. AN professional personmel engaged in administrative tasks except those
who had lost the skills necessary for professional work should be replaced by
Medical Administrative Corps personnel.

4. More nonmedical men who had proved competent in managing establish-
ments providing medical care should be used in positions of greater
responsibility in Army hospitals and even in the higher echelons of the
Medieal Department.

5. The Medical Department should take steps, “even at this late date,”
[1942] to increase greafly the number of Medical Administrative Corps trainees
per montlh.

The committee believed that statements made by The Surgeon General’s
representatives that the supply of such officers would equal demand by 1 Jan-

= \emorandum, The Surgeon General (Col. John A, Rogers, MO, Exccutive Officer), for Personnel
Division, Services of Supply, 27 Apr. 1942,
2 The Army Specialist Corps was composed of administrative, professional, scientifie, aud technieal

specialists who were “civiliang in uniform™ functioning under civil sorvice. The corps existed less
than a year, heing abolished in Tate 1942,

BO30T6Y— 63— &
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uary 1943 were far too optimistic.?> As by that date only about 5,900 were on
duty in contrast to the later peak strength of nearly 20,000, the committee’s
belief seems justified (table 1). Actually, the Department did not have enough
Medical Administrative Corps officers until nearly a year after the committee
met ; even then, the sufficiency lasted but a few months.

Not all high ranking Medical Department oflicers agreed on the extent to
which Medical Administrative Corps officers should replace those of the Medi-
cal Corps. The commanding officer of the Medical Replacement Training
Center at Camp Pickett, V., was veported in 1942 as insisting that he “could
not possibly” run his center “on a sound basis” with fewer than two and one-
half or three Medical Corps officers per training company: this would have
required either 10 or 12 for each battalion. At the same time, it was reported
that the training center at Camp Barkeley, Tex., was operating with only three
Medical Corps officers per battalion.”

In 1943, the training center at Camp Grant, I1., noted that young Medical
Administrative Corps officers were rapidly replacing doctors and dentists, and
that in most cases the replacement had proved very satisfactory. Whereas, on
30 June 1942, 37 pevcent of the 383 officers at the center had been Medical Corps,
25 percent Dental Corps, and 19 percent Medical Administrative Corps ollicers,
a year later the percentage of medical and dental officers had fallen to 10 and 2,
respectively, while that of Medical Administrative Corps officers had risen to
3 in a total officer group of 423.

In the fall of 1943—at a time when difliculties were foreseen in furnishing
doctors to all the mnits and installations which The Surgeon General believed
to be in need of {hem—General Kirk determined to effect a more widespread
replacement. ITe decided to replace one of the two battalion surgeons with a
specially trained Medical Administrative Corps officer to e known as battalion
surgeon’s assistant and to malke other substitutions of a similar nature.*'  Al-
though fear was expressed that such substitution in the battalion was a veal
source of danger since it was “unquestionable that many such untrained officers

will assume unwarranted diagnostic powers and seriously endanger the health
of the soldier under treatment,” The Surgeon General disagreed with this belief,
declaring flatly that the battalion surgeon’s assistant was not given that assign-
ment to make diagnoses or to treat the seriously injured. “He is put in there
to do the administration of the detachment, command the litter bearers and
assist the battalion surgeon * * *7  General Kirk reasoned that since there
had been no trouble in the hospitals with Medical Administrative Corps oflicers
attempting to assume professional duties there was no reason to anticipate

a

2 Report, Committee to Study the Medical Department, pp. 11, 38-39.

2 Tetter, 1st Lt. T. C. M. Robinson, Training Division, Office of The Surgeon General, to Col.
Frank Wakeman, c¢/o Col. George M. Edwards, William Beaumont General Hospital, Bl Paso, Tex.,
13 Dec. 1942,

2t Annual Report, Operations Branch, Military Personnel Division, Office of The Surgeon General,
U.S. Army, 1943-44.
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trouble in the wnits.? Actually, althongh there may have been complaints
against individual officers, the Office of the Surgeon, Army Ground Forces, was
reported as stating that the work of the assistants had been very satisfactory.*s

Fortunately, there were about 1,500 Medical Administrative Corps oflicers
in replacement pools in the United States at the time The Surgeon General
decided to use them in this way,*” and beginning in January 1944, they were
ordered to school in successive groups at Camp Barkeley to be trained as bat-
talion surgeon’s assistants.  Ultimately (by May 1945), about 2,100 were grad-
uated; * in the later stages of the training program, recently commissioned
Medical Administrative Corps officers were sent to the school.

In addition to serving as battalion surgeon’s assistants, Medical Adminis-
trative Corps oflicers came to be assigned to other positions formerly reserved
for doctors.  In November 1943, The Surgeon (General proposed using them as
registrars in hospitals. Some months later, the General Staff announced that
they were to be preferred for assignment not only as registrars but as execu-
tive officers in station and general hospitals both at home and overseas.® The
Surgeon General objected to making them executive oflicers of general hospitals
on the ground that these officers must act for and in the absence of the com-
manding oflicer and must have a professional appreciation of the proposals
presented in order that the personnel of the hospital might be properly utilized.
As a consequence, the General Staff omitted reference to the use of Medical
Administrative Corps (also Pharmacy and Sanitary Corps) officers as execu-
tive officers of general hospitals in the restatement of its policy in August 1944.%°

There were other places in hospitals, however, where Medical Administra-
tive Corps officers could relieve doctors. For example, in the later war years
when the bed census in Army hospitals in the United States was running high,
they were made ward property officers.  In some hospitals, too, they came to
serve as administrative assistants to the chiefs of the medical and surgical
services.t

The extent to which Medical Administrative Corps officers were used in
conjunction with Medical Corps oflicers in general hospitals of the Zone of
Interior during the later war years is indicated by the table of suggested allot-
ments published by the War Department in May 1944 (table 3). A similar
situation came to prevail in other Medical Department installations as well;
for example, in the replacement training centers, which late in the war were
using large percentages of Medical Administrative Corps officers.

2 Letter, Surgeon General Kirk, to Maj. Gen. Morrison C. Stayer, Surgeon, North African Theater
of Operations, U.S. Army, 11 Sept. 1944, in reply to General Stayer’s letter of 8 Sept. 1944, in which
General Stayer had reported the comments of one of his subordinate officers.

26 Semiannual ITistory of Medical Administrative Corps and Sanitary Corps, 1 Jan.—31 May 1945.

27 See footnote 24, p. 80.

28 See footnote 26.

20 War Department Circular No. 99, 9 Mar. 1944,

30 War Department Circular No. 827, 8 Aug. 1944,

st Annual Reports, Willinm  Beaumont General Hospital, 1944; Ashburn General Hospital,
1944 ; apd Fifth Service Command, 1945,
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IPravne 21.—Col. David . Liston, M. Deputy Chief Surgeon,

Ionropean Theater of Operations, .8, Army.

As Jate as 10 years after the war, there were differences of opinion among
Medical Corps officers as to how completely Medical Administrative Corps
officers hiad heen able to perform certain duties previously performed by Medi-
cal Corps oflicers and noncommissioned officers.  General Kivk stated that
regardless of the number of Medical Administrative Corps officers employed
Sthere were never cnough doctors to do the job properly™ until V-I& Day.
Several other medical oflicers also expressed opinions based on their wartime

TasLE 3.—Numbers of Medical and Medical Administrative Corps officers  suggested (1944)
Jor Zone of Inlerior general hospiials of verious sizes

. Medical ‘ } Medieal Medieal Ad-

Number of beds Corps officers . minist i Number of heds | Corps officers | ministrative
(mumber) Corvs officers | (number) Corps officers

(number) ‘ ‘ (number)
,,,,,,,, _ . “!, — - __
1,000_________ L 35 21| 2500 \ 60 30
1,500_ - .. ... 46 30 } 3,000 . ! 64 44
1750 50 33 1| 3500 ‘ 70 17
¢ . - Y i ~ e
2000_ . o ___ 55 30 ‘i +.000 I 80 56
| | |

Sowree: War Department Cireular No. 200, 26 May 1944,
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IFravee 22.—Col. Tred J. Fielding, M, Office of The Surgeon
General, U.S. Army.

experiences. Col. David K. Tiston, MC (fig. 21), Depuly Chief Surgeon,
European Theater of Operations, 17.S. Army, stated his belief that “the in-
creased nwmber of Medical Administrative Corps officers did not materially
affect the requirement for doctors and did affect [that is, reduce] the require-
ment for senior nonconmmissioned oflicers.  Often the Medical Corps officer
had to exercise an equal degree of supervision over the Medical Administrative
officer to that exercised over his NCO previously.” On the other hand, Col.
Fred J. Fielding, MC (fig. 22), stated that in the Iater war years tables of
organization and equipment *were culled to eliminate M positions of admin-
istrative nature except for CO [commanding oflicer].” He went on to state
that when in 1944 Medical Administrative Corps officers were trained as
battalion surgeon’s assistants =% * % this produced a dirvect replacement of
many MC oflicers formerly required in a position not of administrative nature
but related to the professional duty field.” Lt Col. Paul A. Paden, MC, also
favored using Medical Adnmmistrative Corps Oflicers where possible to relieve
Medical Corps oflicers. Ile went so far as to state: “Ixcept for training,
there was no reason why other than a few Medical Department officers should
have been assigned to any type of unit until just befove its actual employment
in a theater of operations.” He felt that even in combat the treatment should
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have been minimal and that therefore a Medical Administrative Corps officer
could easily have heen a battalion surgeon’s assistant.”

ARMY NURSE CORPS

During the first months of the war, the Surgeon General’s Office made
its estimates for nurse requirements and submitted them to the General Stalf,
which customarily accepted them. The ratio was approximately 6 nurses for
1,000 overall strength. In September 1942, when the troop basis was raised to
8,200,000, the Surgeon General’s Office transmitted to the General Stafl'a figure
of 51,177 as its estimate of the nurses required to serve a force of that size
On this occasion, the General Stafl did not approve the estimate. Some time
during the first 2 months of 1943, G-3 notified the Surgeon General’s Oflice
that 51,177 was too high a figure and that the number was being held at 40,000
(including physical therapists and dietitians), which had been previously
authorized for the fiscal year ending on 30 June 1944, The nurse requirement
was verbally agreed to by the Assistant Chief, Operations Service, Office of The
Surgeon General, but neither the Nursing Division nor the Personnel Division,
Office of The Surgeon General, nor the nursing authorities of the War Man-
power Commission, were informed that the authorized fignre was to be
retained.”

As a result, the Superintendent of the Army Nurse Corps (fig. 23) and
rarious nursing organizations engaged in recruiting continued to assume for
months that the War Department had authorized a quota of 51,000 nurses.
Therefore, when the Superintendent heard that the budget contained provision
for only 40,000 she refused to believe that the budget directive constituted =
limitation and insisted that it would be impossible to operate with such a
number. The nursing organizations also continued to use the goal of 51,000
to impress the nursing profession with the critical need for recruits.”

In a memorandam to the Commanding General, Army Service Forces, on
18 December 1943, General I(irk argued that the ceiling ligure of 40,000, which
actually included not only nurses but physical therapists and dietitians, was
far too small to meet the rvequirements of the 1944 troop basis. In reaching

3 (1) Letter, Maj. Gen. Norman T. Kirk (Tet.), to Col. John B. Coates, Jr., JC, Director,
Hisxtorical Unit, U.S. Army Medical Service, 12 Dee, 1955, (2) Col. David E. Liston, MC, to Col. John
B. Coates, dJr., MC, Director, Ilistorieal Unit, U.S. Army Medieal Service, 3 Jan. 1956, (3) Letter,
Col. Fred J. Fielding, MC, to Col. John I3. Coates, Jr., MC. Director, ITistorical Unit, U.S. Army Medical
Serviee, 12 Dec, 1955,  (4) Lt. Col. Paul A. Paden, MC, to Col. C. I1. Goddard, MC, Office of The
Surgeon General, 9 June 1952,

2 At 6 per 1,000 of troop strength, the estimate would have been 49,200, The higher figure may
have been set in order to provide for losses.

3t Blanchfield, Florence A., and Standlec, Mary W.: The Army Nurse Corps in World War II.
[Oflicial record.]

3 (1) Haupt, A. C.: National War Nursing Program. Ilospitals 17 : 26-30, April 1943, (2) “Tlave
You Thought It Through, Private Duty Nurse?” Am. J. Nursing 43 : 522 3, June 1943, (dloreover,
the Subcommittee on Nursing of the National Defense Couneil’'s Health and Medical Committee,
unaware of the true situation, used the prospective depletion of civilian resources as a lever to
gecure an authoritative place for the Nursing Supply and Distribution Service in the Procurement
and Assignment Service.)
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Fraure 23.—-Col. Florence A. Blanchfield, ANC, Superintendent
of the Army Nurse Corps.
this conclusion, he relied largely on the use of a ratio of 1 nurse to 10 fixed
beds, the approximate ratio established for Zone of Interior hospitals and
theater of operations lixed hospitals.”

G-1 of the War Department General Stafl answered The Surgeon Gen-
eral’s protest, but before doing so, it assembled further data on the subject.
From the Inspector General, G-1 obtained a report by Maj. Gen. Howard
McC. Snyder, MC, the medical representative on the Inspector General’s staft.
General Snyder cited a vecent survey of 95 Zone of Interior hospitals which
showed that they averaged 19 beds and 12.4 patients per nurse without con-
sistently overworking the nurses; this was bolstered by a consideration of the
facts which the War Department Manpower Board used to justify its estimate
of Army nurse requirements for hospitals in the Zone of Interior; namely, 1
nurse per 12 beds in general hospitals and 1 nurse per 12 to 1714 beds in station
hospitals. General Snyder pointed out that only 30.6 percent of the patients in
the 95 hospitals surveyed were bed patients, which reduced the amount of
nursing cave requived. Taking this into consideration, and allowing for the
dispersion of heds necessitated in part by the care of patients having communi-

26 \War Department Circular No. 306, 22 Nov. 1943,
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cable diseases, he estimated that a 750-bed “cantonment hospital™ would require
40 nurses, o1 1 nurse per 1834 beds. Ilis general conclusion was that The
Surgeon General’s estimate of 1 nurse per 10 beds wuas excessive and that the
allotment of nurses for Zone of Interior hospitals should be reduced to 1 nurse
per 1714 beds and for fixed-hed theater of operations hospitals to 1 nurse per
15 beds.

G-1 added some observations of its own, chiefly on the subject of how
many fixed beds actually were required, and annonneed on 8 January 1944 that
the ratio for Zone of Interior hospitals would be 1 nurse to 15 heds and for
theater of operations fixed hospitals T nurse to 12 beds.  The Surgeon General
was to recommend reductions in allowances for Zone of Interior hospitals and
in tables of organization to meet these ratios for the purpose of keeping within
the 40,000 ceiling.  G-1 concluded that “the present ceiling of 40,000 nurges
will amply meet the overall requirements provided the ratio of nurses to beds
is decreased, convalescent hospitals established, and maximum use made of
semi-skilled aides, ¢ivilians, and corpsmen to replace nurses.”  The only con-
cession The Surgeon General’s Personnel Service was able to secure was that
physical therapists and dietitians, of which the combined total at that time
was approximately 1,700, would not be Tnmped with the nurses but would be
in addition to the 40,000 Tinit.”

Tn response to this directive, The Surgeon (General again entered a plea
for the 1 to 10 ratio. Jle proposed, however, to retain the 40,000 ceiling “for
the present” by f{illing all units in the troop basis with Army nurses at the
existing table-of-organization figures—which would require 38,818 of the
40,000—and supplementing those who remained in the Zone of Interior by
civilian nurses o as to provide a ratio of 1 nurse to 10 beds. G-1 rejected this
proposal of 25 February 1944, “in view of the critical shortage of military and
civilian nurses,” and a few days later, the Deputy Chief of Stafl enjoined com-
pliance with the original directive of 8 January.”

In a little more than a month, on 5 April 1944, General Somervell was
able to veport that this divective was being carried ont—in part.  The Sur-
geon General had modified the tables of organization and also the allotments
for Zone of Interior installations to provide the required ratios of nurses to
fixed beds—1 to 12 and 1 to 15, respectively.  Asto maintaining the 40,000 ceil-
ing, General Somervell referred to a study by The Surgeon General which
showed that a total strength of 47,677 nurses was necessary fo meet require-
ments for 1944, taking into account the new ratios but not allowing for poten-
tial requirements of 3,646 nurses “that can be forveseen at this time.” The fig-
ure of 47,677 nurses required was arrived at as follows:

57 (1) Memorandum, G-1, for Chief of Staff, 4 Jan. 194, subject : Nurse Personnel Requirements.
(2) Letter, G—1, to Military Dersonnel Division, Army Service Forces, to The Surgeon General, and
to The Adjutant General, & Jau. 1944, subject : Nurse Personnel Requirements.

5 (1) Disposition Form, G-—1. to The Snrgeon General, 25 Teh. 1944, subject: Nurse Personnel
Requirements,  (2) Memorandum. Deputy Chief of Staff, for Commanding General, Army Service
Forces, 1 Mar, 1944, subject : Nurse Persounnel Requirements.
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Nuwber
required

Tor general and station hospitals in Zone of Interior 113, 867
For fixed-bed theater of operations hospitalsc - 226, 03
TFor other units, provided for in the 1944 troop basis:
Tlospital SIS o 1, 309
Tospital trajns_o___ 228
Auxiliary surgical groups_______ 420
Composite WIS o 390
Alr evacuation squadrons . 498
Evacuation bospitals_ . ____ 988
Jvacuation hospitals, xemimobile 2,200
Trield hospitals o 1, 746
MO AL e e 47, 677

17Thig number was caleulated by applying the 1:15 ratio to 108,000 beds in station hogpitals
and 100,000 beds in general lospitals; total, 208,000 beds. DBed strength of station hospitals was
arrived at by counting it as 4 percent of a 2,700,000 troop strength.

2T his number was ealenlated by applyving the 1:12 ratio to 312,875 beds, which were provided
for in the War Department Operations Division troop unit basis.

General Somervell added that at his instance The Surgeon General was
continuing his studies to produce the greatest possible economies in the use of
nurses, but it seemed clear to General Somervell that the existing ceiling of
10,000 should be increased by at least 5.000. e therefore asked for a further
authorization of 5,000 “to avoid interruption of the Nurse vecrultment
program.” #

On 28 April 1944, G—1 more than met General Somervell’s request by rais-
ing the authorization for nurses to 50,000 where it vemained until almost the
end of January 1945, Meanwhile, The Surgeon General’s estimates of re-
quirements ran considerably above that figure. Tn October 1944, his Strategic
and Logistics Planning Unit forecast that by 31 December 1944 the need would
rise to 45,869 and would remain at approximately that point until September
194550 Tarly in January 1945, The Surgeon General raised the forecast to
59,401 for June 1945 (table 4).

The Surgeon General’s estimate was considerably higher than a forecast
made about 2 weeks later by the Military Personnel Division, Army Service
Forces, which placed the requirement at 55,722 nurses by 30 June 1945. On 28
Jannary 1945, the War Department General Stafl virtually met this require-
ment by raising the ceiling to 55,000. A week afterward, it added 5,000 to
make the total 60,000. These increases came in the midst of public agitation
concerning the adequacy of the nursing force and the necessity of a drvaft of
nurses. As many as 60,000 nurses might have been needed if Germany had
continued in the war beyond May 1945, With her defeat in that month, how-
ever, the requirement for nurses vapidly diminished, and the problem became
one of reduction rather than increase of the nursing force.

@ \emorandum, Conumanding General, Army Service Forces, for Deputy Chief of Staff, & Apr,
1944, subject : Nurse Personnel Requirements,

10 Memorandum, Director, Strategic and Logistics Planning Unit, for The Surgeon General, 24 Oct.
1944, subject: Army Nurse Corps Reguirements, Aedical Department, U.S. Army.
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Tasry 4.--Proposed distribution of nurses, June 1945

Authorized Bases for computation of [ Nurse require-
Tnits and installations heds (number) TeQUIreMents ments
(numbery
. - _ ‘ -
Table-of-organization units in troop basis:
Overseas ' L. 137, 500 | table of organization_ 34, 657
Zone of Interior . . . _.._ .. 6,325 | .. __ do_. ... | 570
Non-table-of-organization  in Zone  of
Interior:
Genceral hospitads o _______________ 165, 000 | 1 nurse per 15 beds__ 11, 000
Convaleseent hospitals. o ____________ 50, 000 | 1 nurse per 30 beds_ - 1, 667
Regional and station hospitals_________ 2130, 000 | I nurse per 15 beds__ 8, 667
Miscellaneous_ o __________ 575
Miscellancous:
Theater of operations overhead. . ] 265
Pipeline; pools; sick oo ____ 2, 000

Total o o . 59, 101

I neludes fixed and mobile beds actually overseas., 2 Estimated strength V-E Day4-60.
Source: Memorandun, The Surgeon General, for G=1, 4 Jan, 19045,

DIETITIANS AND PHYSICAL THERAPISTS

Early in 1013, after the dietitians and physical therapists had atiained
military status, Maj. Enima K. Vogel, WALSC, Superintendent of Physical
Therapists (He. 24), recommended a ratio of 1 physical therapist to 100 beds
Zone of Interior hospitals. She Iater was forced to lower the ratio when pro-
curement failed to meet it.** The number of physical therapists specified in the
manning guide for 10 April 1943 #2 veflected this Towered ratio. Seven months
later, on 22 November, a further reduction, for the same reason, was put into
effect.® The November reduction was drastic: for a 500-bed hospital, the
number of physical therapists was cut from + to 23 for a T00-bed hospital, from
6 to 3; and for a 1,000-bed hospital, from 10 to 5. Dietitians, on the other hand,
did not undergo comparable reductions.  The gnide issued in April 1943
allotted them (o Zone of Interior hospitals at a considerably lower rate than
physical therapists; Lor example, the 500-hed hospital was to have 3 dietitians,
the 700-bed hospital 4, and the 1,000-bed hospital 5. The November guide,
however reduced the allotment in only the larger sized hospitals—those of
2,000- to 8,000-bed capacity—which were to have 1 to 3 fewer dietitians than
formerly. The result was that from November 1943 onward the guide for
general, station, and eventually regional hospitals provided for the same, or
nearly the same, number of physical therapists and dietitians in proportion to
a hospital’s bed capacity. This proportion was not changed, except for minor
reductions in the largest hospitals,* during the remainder of the war. The

UV oeel, Tmma 13.: Thysical Therapists of the JNedical Department, United States Army.
| Official record.]

2 3War Department Circular No. 99, 10 Apr. 1943,

43 See footnotes 3G, p. 85, and 41.
AV ar Department Circular No. 209, 26 May 1944,
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Teune 24—3aj. Fwme 1. Vogel, WMSC, Superintendent of
Physical Therapists.

new Zone of Interior comvalescent hospitals, however, were to have from two to
six times as many physical therapists as dietitians, according to the guide issued
in June 1945,% but the proportion of both was much smaller in relation to bed
capacity than that allotted to other Zone of Interior hospitals.

The general and station hospitals for service overseas were provided by
their tables of organization with fewer physical therapists and dietitians than
were allotted to similar hospitals of like capacity in the Zone of Interior, and
in 1943, even these few were reduced. Thus, November 1943, the number
of physical therapists in a 1,000-bed general hospital was cut from 5 to 3; in
750- to 900-bed station hospitals, from 4 to 23 and in 500- to 700-bed station
hospitals, from 3 to 1. The numbers and reductions of dietitians were the same
as for physical therapists. I July 1944, dietitians in the 1,000-bed general hos-
pitals were reduced from 3 to 2, and 5 months later, physical therapists in 750-
to 900-bed station hospitals were reduced from 2 to 1. Twvacuation hospitals
(750-bed) retained one physical therapist from April 1943 to the end of the
VV&I‘.‘“"

15 War Department Cirenlar No. 170, 8 June 1645,
@ (1) Sce footnotes 56, p. S5, and 42, p. 88, (2) T/O §-550, General ITospital, 3 July 1944,
and /0 8-560, Station TTospital, 28 Oct. 1944,
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Requests for authorizations of both phiysical therapists and dietitians were
based mainly on the manning guides and tables of organization, but the authori-
zations granted by the War Department usually fell helow those requested by
the Surgeon General’s Office.  In September 1944, the latter asked for an
increase in the ceiling for physical therapists from 1,000 to 1464+ and for
diefitians from 1,500 to 2,000, In October, the War Department went no
farther than 1,250 for physical therapists and 1,750 for dietitians.  Next month,
the Surgeon General’s Office responded by asking for an increase from 1,250
to 1,700 in the authorization for physical therapists.  This was disapproved in
December, but af the end of January 1945, the War Department raised the
ceiling for physical therapists to 1,500 and for dietitians to 2,000,

A further Inerease was sought 1 April 1945, Based chiefly on manning
euides and tables of organization, the total requirement for physical therapists
was 1,779 and for dietitinng, 2,303, made up as follows:*

Pliysical
Dietitinns Therapists

Zone of Interior gencral hospitals - _____ S 597 GGS

Zone of Interior regional hospitals:
Army Service Yorees o _____________ .. 153 124
133 90

Army Air Forees o
Zone of Interior station hospitals:

Army Service Forees . ____________________ 253 121
Army Adr Forces_____________________ U 185 19
Zone of Interior convalescent hospitals:
Army Service Forees L 10 101
Army Adr Foveeso L L ______________ 20 20
Instructors oo S 3 24
surgeon Generals Offce. .o ________________ 4 +
Table-of-organization units___ . ______________________ e 862 AT
.S, Army Military Aeademy_ . ________ 2 1
Nonavailables:
In tranxit and in personnel centers_____ E 25 18
Patients and personnel on terminal leave ___ . ____ 13 12
Total 2,303 1,779

The Surgeon General vequested ceilings a trifle lower than this compntation
called for: namely, 1,750 for physical therapists and 2,250 for dietitians.  Six
weeks later (30 May 1945), the War Department raised its total anthorization
for physical therapists to 1,700 and for dietitiang to 2,150.% By that time,
Germany was ouf, of the war. Moreover, during the following months, recruit-

47 (1) Letter, Chicf, Personnel Service, Office of The Surgeon General, to Assistzint Chief of Staft,
G—1, War Department, 14 Sept. 1944, subject : Request for an Increase in the Procunrement Objective for
Dietitians and Physieal Therapists, AUS.  (2) Letter, The Adjutant General, to Commanding General,
Army Service Forees, 30 Oct. 1944, subject : Procurement Objective for Appointment of Nurses, Physical
Therapistx. and Dietitiany in the AUS.  (3) Quarterly Report, Phyxical Therapy Branch, Oflice of The
Surgeon General, U.S0 Army, 1 Jan.=31 Mar, 1945, (4) Diary of Personnel Service, Oflice of The
Surgeon Geueral, for week ending 3 Feb. 19435,

S Memorandum, The Surgeon General, for Assistant Chief of Staff, G-1, 16 Apr. 1943, subject:
Requirements for Dietitians and Phyxical Therapists.

® Letter, The Adjntant General, to Commanding General, Army Serviee Forces, 30 May 1943,
subject : Requirements tor Dietitians and Physical Therapists. ' v
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ment did not suceeed in inereasing actual streneth above 1,350 for the dietitians
and 1,300 for the physical therapists (table 1).

ENLISTED MEN

In 1940, the quota for the enlisted strength of the Medical Department
was raised from the 5 percent of total Army strength, established by the
National Defense et of 1920, to T percent or more, at the discretion of the
War Departinent, in case of emergency.  This quota remained throughout the
war.  The lowest percentage in the period 194243 was 6.5; the highest, 7.5.
After August 1944, it never vose above 7 percent ; and between October 1944 and
August 1945, it fell steadily from 6.9 to 6.1 (table 1).

At the end of December 1944, the Enlisted Branch of the Surgeon General’s
Office ohserved that for some time it “had acknowledged that theve was suflicient
enlisted personnel, such as it was™ At this time, total Medical Department
enlisted strength was 541,650 (table 1), By the end of Maveh 1945, strength
had decreased to 533,04 but the decline was not considered dangerous since
it was caused “mainly by the deactivation of a number of T/0 units.”  Two
months afterward (31 May 1945), although Medical Department enlisted
strength had fallen still further
(table 5)—the enlisted personnel situation was described as “the best it has been
for some time.” *°

Manning guides and tables of organization provided a basis forr estimating
the enlisted requirements, as they did in the case of other personnel. Guides for
station hospitals in the Zone of Interior were issued in April 1941, December
1942, and May 1945 .\ comparison between the fivst and Jast of these will
show the extent to which enlisted personnel were reduced in all except the
1,500- and 2,000-bed unifs: ™

to 524332, of which 877,231 was overseas

FEulisted requlirement

Table-of-organization bed capacity : April 1951 May 1974
150 131
175 157
200 180
225 198
250 222
239
202
1
3068
383
422
458
706
912

a Ouarterly Reports, Iinlisted Personnel Branch, Personnel Service, Office of "T'he Surgeon General,
T.S. Army, for periods ending 31 Dee. 1944, and 31 Mar. 1945, and for 2 months ending 31 May 1943,

3t (1) Mobilization Regulations No. 4-2, Change No. 1, 9 Apr. 1941, (2) See footnote 44, p. 88,
(3) Smith, Clarence McKittrick: The Medical Department : ITospitalization and Xvacuation, Zone of
Interior. United States Army in World War II.  The Techniceal Services, Washington: U.S. Govern-
ment Printing Office, 1956,
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TaprLe 5 —Medical Departinent enlisled strenglh, worldwide and
Seplember 1945

PERSONNEL

overseas, 31 July 1941-50

Date and arca

Army enlisted strength

Medical Depar

tment enlisted strength

Pereentage
of total
Army
gtrength 2

Number!

31 July 1941
Worldwide__
Overseas.._. .

30 Nov. 1941
Worldwide_ .
Overseas____ ___

31 Mar. 1942:
Worldwide.
Overseas._ .. -

30 June 1942:
Worldwide_ R
Overseas___

30 Sept. 1942:
Worldwide__ . .

Overseas..__. ___°

31 Jan. 1943:
Worldwide__
Overseas_ .

30 Apr. 1943
Worldwide_ . ___
Overseas____

31 July 1943:
Worldwide__ .
Overseas_.._ .- __

31 Oet. 1943:
Worldwide_
Overseas____ ..._

31 Jan. 1944:
Worldwide._ - -
Overseas________

30 Apr. 1944:

Overseas___ .
31 July 1944:

Worldwide. .. ...

Overseas_

1, 422, 158 92, 9
128, 176 04, 7

[, 523, 116 92, 6
154, 938 03. 8
;2,235 113 93, 7
3006, 638 93. 5

2, 867, T62 93. 3
565, 384 94,0

3, 670, 95 92, 4
768, 165 93, 3
5,370, 755 92. 2
1, 036, 329 92,5

147,
1, 288,

G, 467, 436 490. 7
1, 634, 890 91. 9
6, 625, 157 90. 3
2,054, 190 91,7
6, T2, 871 89. 9
2, 580, 104 1.7
7,042, 116 89. 7
3, 251, 857 91. 5
7,191, 703 89. 3
3,716,742 ©  90. 8

See footnotes at end of table.

Number #

, 307
, 263

667
446 1

529, 360
, 162

611
059

124
696

2,771
18, 003

558, $28

Pereentage
of
worldwide

Medieal De-

partment
enlisted
strength

100. 0
17. 3

100. 0
18.5

100. 0
21.6

100. 0
29. 0

100. 0
38,2

100. 0
46. 5

100. 0

284, 791

51. 0

Rate por
1, 000
troops t

o
=
[

Percentage
of Army
enlisted
strength

Percentage
of total
MedicalDe-
partment
strength 3

e 1 ~t
o= NV

S|
for}

~sT

St
far]

® %
=
[S1 8]

84.9

84. 3

31. 8

82. 5
81.7
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TasLe 5.—Medical Department enlisted strength, worldwide and overseas, 31 July 1541-30

September 1945—Continued
Army cenlisted strength Medical Department enlisted strength
Percentage
Date and area Pereentage of Percentage | Percentage
of total worldwide |Rate per| of Army of total
Number ! Army Number 3 jMedicalDe-| 1,000 enlisted | MedicalDe-
strength 2 partment | troops 4| strength partment
enlisted strength 3
strenglh
31 Oct. 1944
Worldwide.. __| 7,204, 580 88. 9 | 562, 796 100. 0 |- .___ 7.8 819
Overseas._._____ 4, 225, 564 91.2 | 324,711 57.7 1 70.0 7.7 83.
31 Jan, 1945:
Worldwide._____ 7, 139, 700 88. 5 | 537,303 100.0 |- _.__ 7.5 80. 5
Overseas_..._.___ 4, 678, 043 91. 3 | 357, 567 66.5 | 69. 8 7.6 83.2
30 Apr. 1945:
Worldwide. .. ___ 7,274,779 88.2 | 532,029 100.0 [______ 7.3 79. 1
Overseas________| 4,974, 051 01,2 | 385, 296 72.4 | 71.9 7.8 83. 1
31 May 1945:
Worldwide...___| 7, 305, 854 88.1 | 524, 332 100. 0 |______ 7.2 78. 0
Overseas...____. 4, 925, 323 91. 1 | 377,231 71.9 | 69. 8 7.7 82.9
30 Junc 1945:
Worldwide_.____ 7, 283, 930 88. 1 | 521, 282 100.0 |- ____ 7.2 78. 4
Oversens. ..o __._ 4, 783, 503 01.3 | 367, 844 70.6 | 70.2 7.7 82.9
31 July 1945: l
Worldwide___ ... 7, 200, 220 87.9 | 514, 511 100. 0 |_o___. 7.1 78.0
Overseas 4, 491, 271 91. 2 | 350, 056 68.0, 71.1 7.8 83.0
31 Aug. 19456
Worldwide. __ ..~ 7, 010, 446 87. 7 | 493, 209 100. 0 .- __ 7.0 77.3
Overseas_ .o 4, 214, 725 01.2 | 311, 047 63.0 | 67.3 7.4 82.5
30 Sept. 1945:
Worldwide_.____ 6, 598, 986 87.2 | 454, 989 100.0 |- ___ 7.9 76.0
Overseas.__._ .| 3, 788, 062 91. 1 | 273,049 60.0 | 65. 7 7.2 82. 4
I

1 Male personnel only.  All data are from “Monthly Strength of the Army, Continental United States,”” and
“Monthly Strength of the Army, Foreign and En Route,” in “‘Strength of the Army,”” 1 Oct. 1945, pp. 58-59, with the
following excoptions: Oversea data for 31 March 1942 are from sources of corresponding data listed in table 31, foctnote 2
(soe the eited footnote for the reasons for the subskittution); worldwide data for 31 March 1942 arve ove strength as shown
here plus male enlisted strength for the same date reported in “Monthly Strength of the Army, Continental United
Stutes,” cited above; data for 31 July 1944 are from “Sirength of the Army” for the same date and exclude personncl
unaccounted for by commands (such personnel are included in the male enlisted strength for oversea arcas (3,734,062)
reported in ““Monthly Strength of the Arny, Foreign and Bn Route,” cited above, but are excluded from this table since
the number of medical personnel among them is unknown).

2 Tor total Army strength, see table 81.

3 Worldwide strength for July and November 1941 from “Strength of the Army”’ for corresponding dates; for other
dates, from table 1 (3GO data).  Oversea strength from sources shown in table 31, footnote 3, for pericd prior to September
1942 and for April 1944 in part, from *‘Strength of the Army” in all other instances.

4+ Tor troop strength, see table 31; for worldwide rates, sce table 1 (SGO data).

i For total Medical Department strength, see table 31,
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As for the Zone of Inierior general hospitals, The Surgeon General m 1942
instructed them to use the table of organization for oversea general hospitals
as their guide. This table provided for 500 enlisted men I a 1,000-bed los-
pital. A guide specifically for Zone of Interior general hospitals was issued
at the end of 1942 and a new one in May 1944 The latter allotted from 558
enlisted men for a 1,000-hed hospital to 2,291 for a £,000-bed hospital (table
6). The new guides for both general and station hospitals permitted the re-
placement of enlisted men “by similarly qualified civilians generally ona three-
civilian for two-enlisted-men basis” because of the disparity in working hours.
The guide for Zone of Interior convalescent hospitals, issued in June 1945, also
permitted the replacement of enlisted men by civilians, but made no reference
to ratios. i allotted from 200 enlisted men for the 500-bed hospital to 1,400
for the 6,000-bed hospital (table 7). Tt will be noted that in these guides the
ratio of enlisted men to bed capacity was much lower in convalescent hos-
pitals than in station hogpitals, and Tower in the latter than in general hospitals.

Successive tables of organization for oversea units, like the manning guides
for Zone of Interior installations, showed reductions in the number of enlisted
men during the war period, as is illugtrated in the tables for various types of
hospitals and for the medical detachment of the infantry regiment (tables S
and 9).

The total requirement for personnel in table-of-organization wnits of all
types appeared in the troop basis issued from time to time by the War Depart-
ment.  An analysis of the troop basis for 1 October 1944, prepaved by the
Surgeon General’s Office, showed the distribution of Medical Department
personnel among table-of-organization units of the ground, air, and service
forces at the actual strength on 30 September 1944 and at the strength planned
on 1 October 1944 for 31 December 1944 and 30 June 1945, The distribution

TasLe 7.—Guide for ulilizalion of personnel in convalescent hospilals, Zone of Inierior

Officers
— Tatal
Number of Enlisted | Total | person-
authorized | Med- Medical | Sani- | Hospi- |Physieal] Chap- men | person- i nel per
beds ical | Dental| Admin-| tary tal di- thera- lain  |Warrant| Total nel 100 beds
Corps | Corps | istrative| Corps | etitians | pists  { Corps | oflicers
Corps
500..__| 13 3 30 1 1 2 1 1 52 200 252 50. 4
1,000___.| 20 5 50 1 1 4 1 1 83 323 406 40. 6
1,500____| 24 6 60 1 1 5 2 1| 100 428 528 35.2
2,000____| 28 8 68 1 1 6 2 1] 115 529 644 32.2
2,500___.| 34 10 80 1 2 7 3 1138 649 787 315
3,000.__.| 40 12 91 1 2 7 3 21158 768 926 30.9
4,000___.] 50 16 100 1 2 8 3 21191 958 |1, 149 28. 7
5,000___.| 63, 20 130 1 3 10 4 3| 234 11,203 |1, 437 28.7
6,000..__} 74 24 146 1 3 12 4 3| 267 1,400 |1, 667 27. 8
| i \ ]
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of Medical Department enlisted personnel presented in this analysis was as

follows: 5

Arny Ground Forces:
Combat and communications zones__ . __ ________ IR
Zone of Iuterior —_..._

Ay Adr Forees:
Combat and communications Zones__
Zone of Intevior—______________ -

Total o _______ B
Army Nervice TForces:

Combat and communicatiens zones__ - ___
Zone of Interior_

Total - ______.. S S

Grand total_______ . _____ [ R,

Tasre 9 Table-of-organization changes in the medical detachinent

(T/0 7-11), 193845

Planned
strength.
Actial foir 31 Dec.

strength, 1950 and
S0 Nept. S0 Jawene
1044 1995
166, 935 164, 664
80T 943
167, 742 163, 607
24, 708 25, 011
117 103
24, 826 23, 204

180, 250
1, 636

181, 006

874, 474 200, 531

of the infanlry regiment

Medical Ad- | Enlisted men
ministrative in medical
Corps detachment

War strength Nedical § Dental
Date of regiment, Corps Corps
6 Dece. 1938 . 2, 542 S
T Mar, I040- o 2,776 8
1 Oct. 1940 3, H9 8
1 Apr. 1942 3,472 8
1 Mur. 1943 3, 088 - 7
26 Feb, 1040 ___ 3, 257 7
30 June 1944 .. - 3, 207 b5}
TJune 1945 . ______ 3, 697 5
5 Sept. 1945 3, 607 3
i

,,,,,,,,, . 06
,,,,,,,, , 96
96
,,,,,,,,,,, 126
. 103
[E— 126
z 3 126
% 3 126
‘ 3 136

52 Letter, Military Personnel Planning and Placement Braneh, Military Personnel Division, Office
of The Surgeon General (Lt. Col. Fred J. Fielding), to Director, Military Personnel Division, Office of
The Surgeon General, 1 Dec. 1944, xubject : War Department Troop Basix ag of 1 October 1944,
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ENLISTED WOMEN

The establishment of a requirement for enlisted women—members of the
Women’s Army Corps (usually called Wacs) *—evolved during the course of
1942, The Surgeon General rejected the idea of adding them to the hospital
complements when it was first broached in the spring of 1942.  ITis objection to
taldng them was that it would inferfere with the employment of civilians and
the training of enlisted men and would cause difliculties in the way of housing
and rvecreation. Ilis opinion changed as a vesult of pressure from various
sources before the end of 1942—the insistence of the General Stafl and Services
of Supply headquarters that all services should make use of Waes in order
to release more men for combat duty, the recommendations of the Committee
to Study the Medical Depavtment that Wacs could supplement the supply
of nurses, the difliculty of enlarging or even maintaining the civilian stails,
and the trend of thought in his own Office and among hospital commanders.
Accordingly, after proposing a test at two hospitals, which could not be carried
out because WAC personnel were not available, he appointed a boavd in Jan-
uary 1943 to consider the matter and asked for reports from the service
commands, the Air Forces, the Transportation Corps, the Military District of
Washington, and the Army Medical Center on the possibilities involved.
While not all hospital commanders were favorable to the use of Waes, Serv-
ices of Supply hospitals of 600 beds or more estimated that Waes could re-
place from 30 to 50 percent of their enlisted men; the Xir Forces planned to
make use of Waes in hospitals having a capacity of as few as 200 beds. On
this basig, The Surgeon General’s board calculated that more than 10,000
Waes would be needed in the hospitals. The Surgeon General sent the serv-
ice commands tabulations of W.AC personnel Tor hospitals to be used in making
up anticipated requisitions.  Before the matter could be carried further, a
falling oft in WAC recruitment caused WAC headquarters to notify The Sur-
egeon General i June 1943 that he could expect only 150 (o 175 wonen a month
for training, heginning in September. The use of large numbers of Waces
in hospitals therefore hiad to be postponed.

Late in 1943, when medical installations were requisitioning these women,
the Deputy Surgeon General wrote that the Medical Department could employ
all of them who could he made available, “in fact,” he declaved, “the entire
WAC organization could be utilized in order to release male military operating
personnel.” #* Several campaigns to recruit members of the Women's Army
Corps for employment as Medical Department technicians (fig. 25) ensued
during 1944 and 1945, one setting its quota as high as 7,000.  This quota was
met.

% Ior convenience, the later title of thisx ovganization will be used here. Tts earliev title (unfil 1
July 1943) was “Women's Auxiliary Army Corps.”

#ATemorandum, General Tull, for Commanding General, Army Service TPovees, 27 Doe. 1943,
subject : Reduction of Military Operating Personnel, Army Service Forces.
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25 —Members of the Women’s Army Corpsg learning {rom Army
nurse how to change sargical dressing.

Ficurnr

CIVILIANS

No formula was established for computing the total number of civihians
required for Army medical service in the Zone of Interior until the establish-
ment of bulk authorizations in June 1943.7%  Before then, the number of civil-
1ans who could be employed was minrestricted except through the allotment of
funds. Under the new systen, the permitied number varied inversely with
the number of military personnel authorized.

Large numbers of civilians were used throughout the war as substitutes for
military personnel in many kinds of work. The process of substitution was
intensified during the later war years when the Medical Department had to
move large numbers of officers and enlisted men out of its installations in the
United States for service overseas. As the number of enlisted men remaining
was more than ever inadequate to meet all demands, Medical Department au-
thorities could hardly repeat their earlier protests against the free substitution
of civilians 1 their installations with any prospect of being heeded. At one
time (May 1944), the General Stafl permitted the substitution of civilians
m hospitals for enlisted persounel on a three-for-two basis (taking account
of the civilians” work day of only 8 hours as against that of 12 for enlisted

personnel) ; in 1945, however, the General Staff ordered that substitutions be

% This section deals only with developments in the Zone of Interior. Of necesxity, there was no
requirement for civilians in oversea theaters. They were nsed if they were available but could not
be counted on in advance. Oversea use of ecivilians is therefore treated under “DProcurement” in
chapter VIIL.




REQUIREMENTS : 1941-45 101

Freune 26.-—~Nurses’ aides, Camp Fannin, Tex.

made on a one-for-one hasis. *°  This one-Tor-one rule handicapped commanders
of hospitals and other installations which operated for more than 8 hours a day.

Civilians employed in Medical Department installations represented ail
grades of skill, from the janitor who kept the floors of a hospital tidy to the
highly specialized medical or surgical consultant. Technical positions, includ-
ing those of dental hygienists and laboratory technicians, were more diflicult
to fill than those demanding less skill. As male help became scaveer, large
numbers of women were employed. TFor example, in 1943, when many enlisted
men were withdrawn from installations for shipment overseas, the commander
of Percy Jones General Hospital, Mich., reported that he had elicited the help
of the families of military personnel. *

In the nursing field, Army nurses were supplemented by civilian nurses’
aides (fig. 26), both paid and volunteer; by cadet nurses, who were students
receiving part of their training in Government hospitals, in the course of which
they rendered nursing service and on graduation accepted employment as fuli-
fledged nurses in one branch or another of the Federal hospital system; and
finally, graduate nurses who for one reason or another could not meet the
qualifications of the Army Nurse Corps but who could meet the qualifications
of the Civil Service Commission, **

56 (1) See footnote 55, p. 100, (2) War Department Circular No. 87, 19 Mar. 1945.

37 Annual Report, Percy Jones General Hospital, 1942,
8 See footnote 34, p. 84,
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Occupational therapisiz also were employed as civilians throughout the
war by the Medical Department.

The Army Specialist Corps, as already mentioned, during 1942 furnished
a limited number, possibly about a hundred, of administrative, professional,
scientilic, and technical specialists. In late 1942, the Secretary of War decided
that it was not feasible to have two uniformed services and abolished the corps,
permitting its members to the extent practicable fo apply for commissions 1
the Army of the United States.™

Although some difficulties and complaints avose concerning the use and
performance of civilian employees in the Medical Department, certainly thou-
sandds of intelligent, hard-working, and responsible civilian employees were
to be found in its establishments. Tt is even more obvious that whatever diraw-
hacks the use of civilians involved, the Medical Department would have heen
quite mmable to carry its load without thelr assiztance.

While Red Cross workers in Avmy hospitals were not regarded as making
up deliciencies i the supply of military personnel, at least not o the same
sense s were civilians hired for that purpose, they performed a variety of
services in connection with the care of patients, for which they received no
pay from the Government. The Medical Department had reason to be grateful
for ihe contributions these workers made to the well-being of its patients.

ADDITIONAL UNIT REQUIREMENTS OVERSEAS

Additional requirements overseas ° were based on four factors: (1) Losses,
both physical or adminisiratives (2) additions to non-table-of-organization per-

sonnel; (3) reorganizations of table-of-organization wnits; and (4) shortages.

T.osses

An individual was officially recognized as a physical “loss” to his unit
when the unit was notified of his death, capture, internment in a neutral coun-
try, absence without leave for an appreciable period, or hospitalization. The
unit could then request a replacement. The question as to whether a hospital-
ized soldier ghould remain on the rolls of his unit wag resolved in the light of
the amount of time it was believed that the unit could operate efficiently without
the services appropriate to hiz position. .\ difference necessarily existed be-
tween units functioning in forward aveas and those operating in the rear.
Under combat conditions, a unit conld not afford to wait any appreciable period
for the return of an individual, and its right to replace him arose simultane-

# Memorandum, Secretary of War, for Director, Army Specialist Corps, 51 Oct, 1942, subject:
Dispoxition of the Army Specialist Corps.

6 Unlegs otherwise indieated, this section is based on (1) Annual Reports, Surgeon, Ruropean
Theater of Operationg, U.S. Army, 1943 and 1944, and (2) Administrative and Logistical Iistory of
Medical Service, Communications Zone, Xuvopean Theater of Operations, .8, Army, chs. IV and
X. [Ofiieial record.]
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ously with his hospitalization.® In July 1944, this situation was given official
recognition when the War Department in effect directed that troops in combat
areas officially designated by the theater commander be dropped from the rolls
of their units immediately upon hospitalization. Ifor most personnel whose
Lospitalization oviginated in locations not designated as combat areas, the as-
signment to the original unit was to be severed only after completion of 60 days’
total hospitalization.®

Administrative losses occurred when table-of-organization positions were
vacated by the transfer of individuals to other assignments within the unit or in
other umits or when they were separated from the military service altogether
for reasons wholly within the control of the Army. From the middle of 1943
on, rotation was still another cause. Even if the vacancy were filled by reas-
signment or promotion, another vacancy was thus created.

Non-Table-of-Organization Allotments

The War Department recognized the need for oversea personnel beyond
that shipped in units from the Zone of Interior and therefore established a
“non T/0 allotment” for each theater. In the ILuropean theater, the amount
of personnel authorized for the medical service out of the non-table-of-organi-
zation allotment during 1943 and 1944 was as follows:

1 April 1943 ;

Total ______ O O 1, 143

Officers (including warrant officers) 281

Emlisted e 862
1 September 1943 :

Ot 1,275

Officers (including warrant officers) oo 390

Enlisted e 885
1 April 1944 :

Ot A o 1,710

Officers (including warrant officers) 362

Enlisted o 1, 348
G September 1944 :*

Total oo e 1,403

Officers (including warrant officers) . 416

Enlisted . __ O 987

17his date is only approximate, the authorization being fixed about the time HMHeadquarters,
European Theater of Operations, U.S. Avmy, was established in Paris.

In relation to theater medical strength, the authorization for 1 April 1943
amounted to 10.86 percent; that for 1 September 1943, to 6.05 percent; 1 April
1944, to 1.54 percent; and ¢ September 1944, 0.83 percent. During 1944, the

6 In the Furopean theater, units engaged in combat were authorized in November 1944 to include
in their daily replacement requisitions a statement of anticipated losses for a period of 48 hours
after the requisition was made as a basis for provision of replacements.

62 War Department Cireular No. 280, G July 1944,

66307T6V—63—9
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number of Medical Department personnel actually assigned to non-table-of-
organization establishments, including, besides the offices of the Theater Chief
Surgeon and base section surgeons, two central dental laboratories, the supply
depots, and other installations, declined from about 4 percent of the total
number of medical personnel in the theater to less than 1 percent.

Additional and Reorganized Table-of-Organization Units

In some cases, the Zone of Interior failed to provide the oversea theaters
with a sufficient number of table-of-organization units to meet the requirve-
ments. It was therefore necessary to set up such units locally and to provide
them with personnel. In the early part of 1945, for example, the War Depart-
ment authorized the European theater to activate 11 medical teams, each with
a strength of 10 men; 34 mess teams, each with 4 men; 23 dental prosthetic
teams, each with a similar strength; and 2 optical repair teams which required
an ageregate of 9 men.% The establishment of newly activated table-of-orga-
nization units in the Southwest Pacific Avea in late 1944 was one of the factors
which created a large nwumber of vacancies for dental officers in that region.®

An inerease in the authorized size of a unit after it had arrived in a theater
of operations also made it necessary for authorities within the theater to pro-
vide 1t with additional personnel. In 1943, several small station and general
hospitals arriving in the United Kingdom were rerated as larger units. Thig
required additional personnel. Additional personnel also were required in
certain units in the North African theater through augmentation in size of
all 1,000-bed general hospitals by 50 to 100 percent.®® For example, the 6th
General Hospital, by an increase of its authorized bed capacity from 1,000
to 1,500 beds in mid-1944, witnessed an expansion of its authorized enlisted
strength from 500 to 562 men.®  When patients in excess of the table-of-orga-
nization bed capacity of certain hospitals in the Seine Section were hospitalized
in these installations during January-March 1945, augmentation of the nurs-
ing personnel became necessary wherever this took place. Revisions of tables
of organization that established additional authorizations for personnel, such
as dental and medical administrative officers, likewise compelled theater medi-
cal authorities to look for the personnel with which to {ill these slots. As one
example, the revision of Table of Organization 8-360 on 28 October 1944
created 326 new medical administrative officer posts in oversea station hospitals.

5 Wor the table-of-organization strength of the units mentioned see “Aedical Department Service
Organization,” T/O&E 8-500, 23 Apr. 1944,

ot Essential Technical Medieal Data, U.8. Army Forces, Far Tast. for Decomber 1944, dated 15
Treh. 1945,

% Logistical Tistory of North Afriecan-Mediterranean Theater of Operations, U.S. Army, pp. 291—
2904,  [OfMcial record.]

66 TTistorical Report, G6th General IHospital, Mediterranean Theater of Operations, 22 Oct. 1944,
{Oflicial record.]
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Shortages

Another factor which created a need for personnel to fill vacancies over-
seas was the practice dating from the spring of 1944 of sending table-of-orga-
nization units abroad short of their full complements of medical personnel. In
the latter part of that year, many general hospitals were sent to the ILuropean
theater with only 16 Medical Corps officers in each; field units likewise were
dispatehed without their full complement of such officers. One justification for
this procedure was that by this time the theater already boasted an ample
supply of specialist personnel who could be assigned to these understatled
units, but there continued to be shortages outside the specialties. During June
and July 1944, the European theater received 12 general hospitals, each of
1,000-bed capacity, without their nurse complements (table 10).

Tariw 10.—Medical Deparimnent oversirenglhs and undersirengths in various oversea thealers or
areas, 30 November 1943

Overstrength ! TUndersirength
Theater or arca Authorized _
strength i !
Number 2 Pereent ! Number 2 Pereent
Medical Corps
Larope o 3,812 2 0.05 0 0
North Afriea_. . _________. - 3, 43 102 2,97 0 0
China-Burma-India. . _______ 671 0 0 0 0
Central Paeifie. .______._ .. _._ 740 70 9. 46 0 0
South Pacifie_____ o 1,131 0 0 157 13. 88
Dental Corps
Tourope_ o 729 0 0 0 0
North Afriea________ 650 1l 1. 69 0 0
China-Burma-India___ 106 0 0 0 0
Central Pacific_ - ____________. 195 0 0 26 13. 3¢
South Pacifie._______ .. . _._ 207 0 0 21 10, 14
Veterinary Corps

Tourope - . 51 0 0 0 0
North Afriea____ ... ___ I 30 7 23. 33 0 0
China-Burma-India___________ 85 0 0 0 0
Central Pacifie. ______________ 22 2 9. 09 0 0
South Paecific.._______ . 19 0 0 1 3. 20

See footnotes at end of table.
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Tann 10— Medical Department overstrengths and understrengths in various oversea thealers or

areas, 30 November 1945

Continued

Authorized
strength 1

Theater or area

Overstrength !

Understrength

I
Numberz | IPereent
|

Number 2

Percent

Ranitary Corps

Kurope_ .- —_. . — o1 0 0 0 0
North Afriea____ . . ._ I 118 2 1. 69 0 0
China-Burma-India - . 20 0! 0 0 0
Central Pacifie .o .__ ‘ 17 0! 0 0 0
South Paetfic_._ e Gl 0 0 1Y 3115

|

Medieal Administrative Corps

Turope_ oo . [ 835 ‘ 0 ‘ 0 0 0
North Afriea_. . __.. . _._ 786 | 33 ‘ 1. 20 0 0
China-Burma-Tndin_ I 125 ‘ 0 0 8] 0
Central Pacific. .. . ____ ‘ 201 0 0 20) 14, 43
Sonth Pacifie. oo ‘ 230 ‘ 0 ‘ 0 56 23,13

1

1 -

\ Army Nurse Corps

\‘ |
Towrope. oo L4 T2 0 0 0| 0
North Afriea_. . ____. R l 4, 120 5 L2 0 0
China-Burma-India___ . 633 0! 0 0 0
Central Pacific _ . . ____._ .. 1, 054 0 0 157 14 90
South Paecifie_____._____. I 1,117 0 0 290 25. 96

i
Ionlisted men
|

FoUrope. - oo 41, 972 139 ; 1.05 0 0
North Africa.. oo ___._.__ 39, 349 924 2,35 “ 0 0
China-Burma-India. . ___ 6, 200 3 L05 | 0 0
Central Pacifie. . _____ 14, 056 0 0 1, 521 | 10. 82
South Paeifie . _____ 13, 593 0 0 1,105 8. 15

1 The exach authorized strensth used in determining overstrength or understrengt his unknown,

For the purposcs

of this tuble, it Is assumed that the authorized strength is the aclual strength on 30 November 1043 as veported in
“Sirength of the Army” for that date minus the overstrength or plus the understrength,
2 AMemorandum, Acting Adjutant General, for Assistant Chief of Staff, (-3, stthject: Monthly Reports of Replace-

7 Dec. 1943,

ments Available in Overseas ‘T'heaters,

T/0 allotments plus permanent overstrength as authorized by the War Department.)

o

(Oversirengths appear to be strength above T/O strength and non-
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In some instances, the overall strength was up to the table-of-organization
requirement, but the personnel were not professionally suitable. IFor example,
the 5th Auxiliary Surgical Group, after repeated depletions of its well-quali-
fied professional personnel in order to fill other umits, was finally shipped to
the Furopean theater i the summer of 1944 with whatever medical officers
were available, regardless of their suitability to the organization’s functions.

During 1944, the Furopean theater was almost consistently below author-
ized strength in Medical Corps officers. Even on D-day, there was a shortage
of 35 Medical Corps officers in the theater. A persistent shortage of Dental
Corps officers existed during the same year, which was aggravated by increases
in table-of-organization authorizations: in November, the shortage amounted
to 238, With regard to nurses, the situation was similar to that pertaining
to Medical Corps officers.  Consistent shortages began to appear in April and
continued into June. From the end of July, the shortages reappeared and
steadily increased so that by the end of the year the theater Iacked 345 of its
proper table-of-organization strength in nurses. Until October, there was a
eritical shortage of physical therapy aides. A severe shortage of dietitians
also existed throughout the year. From November, there was a steady in-
crease in the deficit in enlisted men, particularly in ground force units. Be-
cause of the losses occasioned by the Battle of the Bulge, a shortage of
approximately 500 medical enlisted men appeared in each of the four field
armies engaged in the theater.

The shortages persisted to the end of the war. In mid-March 1945, the
medical service of the communications zone of the Furopean theater was ve-
ported to be at 94.1 percent of its table-of-organization strength. In this
respect, it was worse off than every other service except the Signal Corps. For
all arms and services, the corresponding fignre was 96.2 percent. As regards
Medical Department oflicers, the shortage in table-of-organization strength
was 9.9 percent and in this category of personmnel, too, only the Signal Corps
was at a greater disadvantage. The shortage of Army officers ag a whole was
7.7 percent.

In other theaters, there weve similar shortages in 1944, For example, as
of 31 December 1944, the Southwest Pacific Area needed approximately 124
officers to reach the dental strength required under tables of organization.ss
With regard to nurses, the shortage was in excess of 1,300.9

As of 31 May 1945, the Eighth U.S. Army, operating in the Pacific, had
shortages of medical officers and nurses which were, respectively, in excess of
10 and 25 percent of authorized strengths (table 11). In July 1945, the short-
age of medical oflicers in the entire Pacific was at least 800.7°

o Annual Report, 5th Auxiliary Surgical Group, 1944, pp. 98, 144-145.

68 Sec footnote 64, p. 104.

% Annual Report. Surgeon, T.8. Army Services of Supply, Southwest Pacific Area, 1944, p. 47.

" Memorandum, i Ginzberg, Dircetor, Resources Analysis Division, Office of The Surgeon Gen-
eral, for Licutenant Colonel Lueth, 26 July 1945, subject: Notes on 10 July Conference With AT'PPAC.
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TABLE 11.—-Awuthorized and aclual strengths of medical personnel, Eighth U.S. Army,
31 May 1945

Strength
Group Percent short
Authorized Actial
Medieal COUPS - - - - oo oo j 786 703 10. 6
Medical Administrative Corps ... _____.___ I 354 330 | 6.8
Veterinary Corps_ . oo .o : 3 e 0
Dental Corps_ - e 172 160 7.0
Sanitary Corps.____. ____ 41 42
Army Nurse Corps . .___ 372 278 25. 3
Enlisted men__. . _____ ‘ 11, 973 11, 148 6.9
|

Source: Quarterly Report, Surgeon, Eighth U.S. Army, 1945 (2d quarter), p. 2.

Tn the Middle Pacific Area, although there was no shortage of Medical
Corps officers in July 1945, there were inadequate numbers of medical and
surgical specialists. After V-E Day, certain units designed for the European
theater had been diverted to the Pacific and arrived in that area short of such
specialists.™

In the period 7 December 1941-31 August 1945, Medical Corps officers n
the Central Pacific attained their authorized strength only during the month
of January 1945.72 In late 1943, reports to the War Department indicated that
in terms of table-of-organization and table-of-allotment strength plus author-
ized overhead there was a surplus in the North African theater among all, or
virtually all, Medical Department elements. At that time, there were also
some surpluses in the European theater and the Central Pacific. The Central
Pacific, however, had substantial shortages in dental and medical administra-
tive oflicers as well as in enlisted men, the shortages apparently being greater
than 10 percent of the authorized strength in each case. The situation was
even worse in the South Pacific, every element reported being understrength.
In some elements, the understrength was over 25 percent.

Both line officers and Medical Department authorities were sometimes ex-
tremely reluctant to use nurses in forward areas, particularly during the
earlier phases of combat operations. Units sometimes were given additional
enlisted personnel instead of nurses.™ In at least one case, after a unit had
been transferred from Alaska to Europe, it was considered necessary or advis-
able to replace the extra enlisted technicians by nurses.™

7 (pl. Fred J. TFielding, formerly of the Military Personnel Division, Office of The Surgeon
General, minimizes the extent to which units arrived in the Pacifie short of specialists, Commenting
on the statement in the text, he remarks (Letter to Col. J. B. Coates, Jr., MC, Director, Historical
Tnit, U.S. Army Medieal Service, 12 Dec. 1955) : “This was not the policy, however, and only one
or two units were diverted while on high seas or before landing in TTO. TUnits from ETO were
reorganized with balanced staff and shipped to Pacific after V=T Day.”

72 \Whitehill, Buell: Administrative IIistory of Medical Activities in the Middle Pacific, 1946,
p. 12, [Official record.]

7 Phis was authorized for eertain evacuation hospitals by 'T/0&E 8-5S1 (23 Mar. 1944).
7t Annual Report, 28th Field Hospital, Furopean Theater of Operations, U.S. Army, 1944, p. 11,
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Shortages of enlisted specialists also existed although it 1s difficult to assess
their prevalence. TFor example, the 3d General Tlospital, through the operation
of the 38-year draft limitation, lost 140 enlisted men in the 2 months before its
departure for the North African theater on 12 May 1943, This created a
shortage which was manifested overseas primarily in the clerical field since the
unit had not obtained adequately trained replacements before leaving the
United States.™

% Annual Report, 3d General ITospital, 1944,




CHAPTER V

Procurement During the Emergency Period

During the period 1939-41, the problems of procurement were apparently
of greater moment to The Surgeon General than those of requirements. Iis-
pecially difficult was the procurement of Medical Corps officers although in
no category of Medical Department personnel was the supply always equal to
the demand. Shortages varied, of course, and according to Lt. Col. Paul A.
Paden, MC, a former chief of The Surgeon General’s Personnel Division:
“Army-wide shortages were never so acute as local shortages.” >

PREEMERGENCY PROCEDURES

The National Defense Act of 1920 stated that the Army of the United
States should consist of the Regular Army, the National Guard, and the Or-
ganized Reserves. Thus, there were three means of entering the medical serv-
ice of the Army:

1. Regular Army.—TIndividuals interested in securing an appointment in
the Regular Army could apply to The Adjutant General. Applicants having
the necessary educational qualifications had to pass a competitive examination
prepared by The Surgeon General and conducted by an examining board which
also considered the candidate’s physieal condition, moral character, and general
fitness.? The board’s report went to the Central Medical Department Ex-
amining Board for review and the necessary grading of papers. If the candi-
date was found qualified by this board and was recommended by The Surgeon
General, and if the recommendation was approved by the Secretary of War,
he was appointed to the appropriate Medical Department corps as a Regular
Army officer.?

9. Officers’ Aeserve Corps—DPersons interested in obtaining Reserve com-
missions applied to the corps area commander. The latter, acting on the
recommendation of a board which examined the candidates’ qualifications
(educational and otherwise), transmitted the names of successful applicants

1 Letter, It. Col. Paul A. Paden, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S.
Army Medical Service, 10 Dec. 1955,

2 Beginning at least as carly as 1921, the competitive examination was dispensed with in the case
of medical and dental interns who had completed a year’s internship in an Army hospital, and who were
found qualified by a board of oflicers, and were recommended by the commanding officer of the hospital
wherein their internship was served. Ixaminations for such interns were apparently in effect, how-
ever, from August 19589 to November 1941, (AR 605-10, 24 TFeb. 1921; AR 605-20, 16 Aug. 1939
and C 1, 14 Nov. 1041.)

3 Army Regulations No. 605-20, 16 Aug. 1939.
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to The Adjutant General for issuance of letters of appointment to the appropri-
ate Medical Department Reserve Corps.*

3. National Guard.—Any officer of a State National Guard Unit might be
commissioned in the National Guard of the United States upon passing “such
tests as to his physical, moral, and professional fitness as the President may
prescribe.”®  Most State National Guard oflicers obtained such commissions.®
In peacetime, this made them eligible for active duty with the Guard at the
order of the State Governor, and in time of national emergency declared by
Congress, it enabled the President to call them into the active service of the
United States. IEnlisted men of the National Guard also might hold com-
missions in the National Guard of the United States, which would give them
officer status whenever the latter was called into active service.

EARLY RESERVE MEASURES

The Situation at the Beginning of the Emergency

The most important function of the procurement system during the early
emergency period—at least from the standpoint of the Medical Department—
was to provide additional officers and nurses, by way of the Reserves, for the
medical service of the active forces. These forces were constantly expanding,
and their needs were immediate. On 30 June 1939, the Nurse Corps and all
officer corps except the Veterinary Corps were below their authorized active-
duty strength, and authorizations of medical, dental, and veterinary officers,
ag well as nurses, mcreased considerably during the following vear. The Na-
tional Guard and the Regular Army could not furnish the additional strength
that would be needed under conditions of rapid expansion. The National
Guard was called in August 1940, but Congress did not authorize officer ap-
pointment to the Regular Army in suflicient numbers to correspond with the
198940 increases in enlisted strength. Iven the small Regular Army addi-
tions which Congress permitted were not vealized in full. Thus, at the end
of June 1940, there were 46 vacancies in the Regular Army Medical Corps, 11
in the Dental Corps, and 10 in the Medical Administrative Corps; only the
Veterinary Corps had filled its quota.” The backlog of reservists, however,
looked more than adequate on paper. On 30 June 1939, the Reserves of three
of the five officerr corps were above their procurement objectives (table 12),
while Reserve nurses registered with the Red Cross were many times the num-
ber of the nurses on active duty with the Army.® Changes in the Oflicers’
Reserve Corps as of June 1940 and June 1941 are shown in table 13. Com-
parable figures for the National Guard are in table 14.

*Army Regulationsg No. 140-33, 30 July 1936.

548 Stat. §3.

5 Annual Report of the Chief, National Guard Bureau, 1940, p. 9.

7 Annual Report of The Surgeon General, U.S. Army, Washington: U.S. Government Printing
Oflice, 1940, p. 162,

& The active duty strength was 672 ; the Red Cross Reserve amounted to 15,761,
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TABLE 12— Active-duly sirength of Medical Depariment groups, by Army components, 30 June

1939~30 November 18411

Component

30 November
1941 2

Regular Army:?
Medieal Corps. oo
Dental Corps oo .
Veterinary Corps_ oo ..
Medical Administrative Corps_____ L
Army Nurse Corps_ oo

Total officers and nurses. .. __
Enlisted men ¢ ______ .. ___
Grand total - - o ..

Reserves:?
Medical Corps_.____ i

Sanitary Corps_ .- oo
Medieal Administrative Corps______ .~
Army Nurse Corps. oo

Total officers and nurses_ - _ ... __

Enlisted men ¥_ _ . ___ . ____...

Grand total - - __ . _________

National Guard:
Medical Corps. oo oo
Dental Corps_ oo
Veterinary Corps_ ...~
Sanitary Corps. - - - oo
Medical Administrative Corps._______

Total officers. o _______
Tnlisted men__ . ______
Grand total - .. __

Army of the United States:
Medical Corps ... [
Dental Corps.o oo
Veterinary Corps._ oo
Medical Administrative Corps_. .-

Total officers 7 _ . _______
Inlisted men ®_ _ _____ . ______
Grand total - - __ . __

Selectees, enlisted men 9. ________________

1,271
270
126

68

1, 402

53,137

831, 872

35, 009

8, 084
2, 531
541
226
933

4,153 5, 409

15, 630 18, 624

147,669 151,647

870

63, 351

See footnotes on pages 114 and 115.
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1 Unless otherwise specified. data on oflicers and nurses from 30 June 1939 to 30 June 19541,
inelusive, are from corresponding “Aunual Reports of ‘The Surgeon General, U.S. Army” ; and data on
culisted men are from equivalent “Annual Reports of The Sceretary of War”

2 Data for male officers, with the exceptions mentioned in other footnotes, arve from Memoranduny,
I, M. Ritts, to Colonel Tull, 20 Oct. 1942, subject @ Status of Medieal Department Oflicers as of 7T Dee,
1941, addendum to “ITistory of Ailitary Personnel Division, Dersonnel Service, 1939-April 1944.”
The figures represent strength on 3 December 1941

S Authorized Regular Army strengths were: (1) or 30 June 1939: MC, 1,133; DC, 233;
VO, 126; MAC, 72 5; and enlisted men, 8,645, (2) Ior 30 June 1940 : MC, 1,210 ; DC,
2G4 VC, 126; MAC, , H9 5 and enlisted men, 15,628, (3) Tor 50 June 1941 : AMC, 1,230
DC, 267 VC, 126; MAC, 72; ANC, 1,875 (no figures for enlisted men). (Data are from “Annual
Reports of The Surgeon General, U.S, Army” for dates corvesponding to those shown except authoriza-
tion for enlisted men in 1939 which is from the report for 1H40, p. 170.)

+Probably includes vetived officers on active duty as follows: MC, 18; VC, 2; and MAC, 3.
(Figures pertaining to the Medical and Medical Administrative Corps are for the week ending
on 4 July 1941 and were provided by the Military DPersonuel Division, Office of The Surgeon General,
on 30 August 1949.)

SIncludes the following retired officers on active duty: M, 38; DC, 2; VC, 2; and MAC, 7.
(Data from source of Regular Army strength figures on the same date, sce footnote 2, ahove.)

S Includes Philippine Scouts.

“Includes an estimated 608 members of the Regular Army Rescrve.  The number of Regulav
Army Iinlisted Reserves who, regardless of branch, were called into active service was 12,1905 all of
these went on dufy in February 1941, Of the total, 672 or somewhat more than 3

Al

3 percent were
Medical Department personnel. By 350 June 1941, the Legular Army Knlisted Reserves on active
duty had deelined to 10,919, Assuming that 5 percent of the decline had occurred in the Medical
Department, the Ioss to the medieal service amounted to 64, leaving a balance of 608,

§ I'igure supplied by Statistics and Accounting Branch, Statisties Sectiou, Office of The Adjutant
reneral, 24 October 1957. Includes an estimated 534S members of the Regular Army Reserves, This
estimate is based on the rate of decline of the Regular Army Reserves without distinction of branch
between February and 30 June.  As shown in footnote 7, above, this rate when applied to the Medical
Department left o balance of 608 on 30 June. If the rate of decline, approximately 12 per month, is
assumed to have continued, the loss between this date and 30 November 1941 amounts to 60, and the
strength on the Iatter date is reduced to the figure stated at the beginning of this note.

¢ Authorized active-duty strengths for the Reserves are known only for 30 June 1940, At that
time they were: MC, 1,271 ; DC, 219; VC, 76 ; and MAC The number authorized for the Medical
Corps was 1,283 minus the number of Medical Adminisirative and Sanitary Corps Reserve oflicers on
active duty.

10 Divisional reports in the source for these figures (Annual Report of The Surgeon General, 1941)
show 1,745 dental Rteserve officers and 435 veterinary Reserve officers on extended active duty (pp. 183,
190). The explanation for the discrepaney in the case of the dental officers may be similar to that
mentioned in footnote 12 (that is, the figure stated in the table may include individuals for whom
active-(uty orders had been requested), but it does not explain the difference in the Veterinary Corps
figures.

It Includes Sanitary Corps.

2 Data are described in the source as “on duty or duty orders rcguested as of June 30, 1940.”
Except in the ease of the Sanitary Corps, where the strength is reduced to G, the same fligures are
reproduced in the report for 1941 (p. 142) under the simple heading of “on duty June 30, 1940.”
The report for 1940 also states (p. 209) that 25 Veterinary Corps reservists were on active duty on
30 June ; failure to include those who had not yet come on active duty may account for the diserepaney.

% Does not include Regular Army Reserve (sce footnotes 7 and 8. above). The figure for 30
November 1941 was provided by the Statisties and Aecounting Branch (see footnote 8, ahove) on
24 October 1957,

It Commissioned personnel of the dMedical Department in the National Guard of the United States,
as reported by the Chief of the Nutional Guard Burecau in his annual report for fiscal year 1941,

The Annual Report of The Surgeon General, U.S. Army, for the same date (p. 260), gives the
following figures instead of those shown: For MC, 1,120 ; DC, 243; VC, 60; MAC, 153 ; fotal, 1,576,

No strength is shown for the Sanitary Corps, but 16 warrant officers are credited to the Medical
Department ; presumably, these were men serving in medieal units.

Ilsewbere in the 1941 Annual Report of The Surgeon General, the number of Veterinary Corps
officers of the National Guard is stated to be 84 (p. 190), and the nuwmber of Dental Corps oflicers,
282 (p. 183). These figures, wh approximate those shown in the body of this table, undoubtedly
are more accurate than the corresponding persennel figures stated. It also is unlikely that the
strength of the Medical Corps personnel, Iike that of the Veterinary Corps personnel, eould have
excecded the strength shown for the Nautional Guard of the United States, which consisted of all
individuals who had been inducted since the federalization of the National Guard minus those who
had been completely separated from the IFederal serviee and also had been dropped from their
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National Guard status. On the other hand, the figure for the Medical Administrative Corps probably
is very low in view ol the much higher strength shown for the group at later periods and the fact
that few if any members of the corps could have been inducted after 30 June 1941, (Sce footnote 15.)
As Iate as 30 June 1943, the active-duty strength of the Medical Administrative Corps in the National
Guard was shown to be 277. (Annual Report, Military Personnel Division, Office of The Surgeon
General, U.S. Army, 1943.)  Similar considerations govern the strength of the Dental Corps personuel,
whiclh at the same date was reporvted to be 273,

The Annual Iteport of the Sceretary of War for the fiscal year 1941 shows no breakdown for
the Medical Department corps in the National Guard but reports the aggregate strength of these
groups on 30 June 1941 as 1,491,

B Adjustment of strengths shown for 1 November 1941, in memorandum cited in footnote 2,
p. 114, for DMC is 1,072 ; for DC, 300; for VC, 28; and for MAC, 2646.

In view of the considerations mentioned in footnote 14, it is unlikely that the Dental Corps
personnel of the National Guard numbered 300, since at the end of June it had been only 280. At
that time, the total number of Medical Department cflicers of the National Guard remaining to be
inducted had been gix. (In Annual Report of Chief of National Gunard Bureau for the fiscal year
1941, pp. 117-118.) Tor that reason, the number of Dental Corps officers of the National Guard
on active duty on 1 November 1941 has been reduced to 280. In view of the fact that the Active
National Guard as late as 30 June 1942 is credited with one Sanitary Corps officer, one such officer
iy credited to the active duty strength on 1 November 1941, A breakdown of the National Guard
strength of AMedical Department officers on 30 November 1941 is not available, but it is assumed
that it did not differ greatly from the same strength at the beginning of the month. Ilowever, ac-
cording to information supplied by the Statisties and Accounting Branch, Statisties Scetion, Oflice
of The Adjutant General, on 24 October 1957, the aggregate of the strength on 30 November 1941
was 1,090, but for purposes of consistency, the total of 1,647 as of 1 November 1941 is stated in the
body of this table.

16 Strength tor 30 June 1941 is based on Annual Report of Sceretary of War for 1941, which
shows medieal enlisted strength of National Guard on that date to be 15,470. Since 755 of these
are estimated to be Army of the United States personnel (sece footnote 18), the strength of the
National Guard personnel proper is deemed to he 14,715, Strength of 30 November 1941 is based
on data supplicd by Statistics and Accounting Branch, 24 October 1957, showing medical enlisted
strength of the National Guard on the former date to be 12,869, Since no separate strength figures
for AUS cenlisted personnel are shown in these data, it is assumed that the estimated 794 medical
enlisted men in that category (sxce footnote 18) must be subtracted from 12,869 in orvder to arrive
at approximately the true National Guard strength, that is, 12,075,

17 Personnel who entered the Avmy of the United States directly, without previous service as
members of the Regular Army, the Reserves, or the National Guard. Strength information from
Statistics and Accounting Dranch (sce footnote 8), 24 October 1957, This information is not broken
down by corps, but the number 76 corresponds closely to the strength (77) of the first class for
MAC's at Carlisle Barracks, Pa., which graduated in September 1941. The entire 76 therefore have
been attributed to the Medical Administrative Corps.  According to *‘Officers Appointed in the MG,
DC, VC, MAC, and PhC.  IFrom 1 January 1939 through 1946. Month of Occurrence. OTN 337,”
(preparced by the Adjutant General’s Office, Strength Accounting Dranch, 8 July 1946), 161 Medical
Department officers classified as AUS had come on duty by 30 November 1941, They included the
following: MC, 28; DC, 58; VC, 10: MAC, 85, Ilowever, some of these are shown as having come
on active duty as early as January 1941, and it is possible that many of those comprehended in the
data entered upon active duty at the time stated but as members of the Reserves or the National
Guard, acquiring AUS status later,

18 Comprises volunteers on I-year enlistments.  According to the Annnal Report of the Secretary
of War, 1941, a total of 767 cnlisted volunteers had come on duty with the Medical Department from
September 1940 to the end of June 1941, The corresponding number for the Army as a whole was
22,390, Of these, 22,060 remained on duty on 30 June 1941, for a loss of 1.5 percent. Applying the
same pereentage to the enlisted volunteers of the Medical Department, the balance remaining on
30 June 1941 was 755, The number of such personnel on duty on 30 November 1941 is unknown,
but on 31 December 1941, it was 802, (Information from Statistics and Accounting Branch, 24
October 1957.) DBy prorating the difference between the numbers present on 30 June and 31 Decem-
ber on a monthly basis, the estimated strength of Medical Department enlisted personnel classified
as “AUS” is found to he 794,

1 The figure for 30 November was prorvated by the Statistics and Accounting Branch (see foot-
note 8), 24 Octoler 1957.

200f these, 38,736 were serving in Regular Army units and 12,799 in National Guard units.
(Annual Report of Secretary of War, 1941.)

At this time, the total authorized strength of Medical Department cenlisted personnel, both se-
lectees and others, was approximately 82,150. Of these, about 20,437 were allotted to National Guard
units, 1,387 to the veterinary service, and 60,326 to the remainder of the Medical Department
establishment. (Annual Report of The Surgeon General, 1941, p. 148.)
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1292 PERSONNLEL
Since no means existed at this time by which persons could be compelled
to accept appointments in the Regular Army or the Reserves, or even (if
reservists) to accept a call to active duty, Army authorities had to depend on
appeals to the patriotism or self-interest of those they wished to reach; in the
case of nurses, the Red Cross joined in the appeal. During the spring and
summer of 1940, publicity campaigns were undertaken to speed the entry of
medical reservists into active service. The Surgeon General requested medical
journals to print informational letters, and prominent civilian members of the
Reserve Corps as well as Reserve Officers” Training Corps instructors in medical
schools were utilized to encourage recruitment.

The procedure for bringing Reserve officers and nurses on active duty began
with a summons from the chief of the reservists assienment group (the corps
area commander or The Surgeon General). The reservist had the right to either
accept or refuse the call as he wished. Tf he accepted, the next step was a physi-
cal examination. Tf that was satisfactory, the necessary papers were forwarded
to The Adjutant General, who issued duty orders.

Act of 3 April 1939

Jut the problem of applying the oflicer Reserves to actual needs proved to
he acute. The first move of any importance to draw on the Medical Department
Ofiicers Reserve Corps for the benelit of the active forces was made in the act
of 3 April 1939—the same act that fixed the authorized strength of the Regular
Army oflicer corps.  Under this act, the President was empowered to call up
255 male Reserve lieutenants and captains of the Medical Department for not
more than 1 year of voluntary active duty with an extension, at the discretion
of the Secretary of War, to as long as 2 years. Only during an emergency
declared by Congress could Reserve officers be ordered to duty without their
consent ; virtually no means existed by which, in time of peace, they could
be compelled to serve even their 2-week tour of active duty when called upon.
They could resign, or if they persisted in ignoring the call, one of two courses
was open to the Army: It might place them on the ineligible list for the
remainder of their 5-year term of appointment, or if they had had 15 years of
satisfactory service to their credit, it could transfer them to the Inactive
Reserve. Ineither case, they lost certain privileges, such as right of promotion.®
Like all previous legislation pertaining to reservists, the new act imposed no
penalties whatever on those who declined to serve for the 1 or 2 years specified;
in fact, it was only on their application that the duty orders could be issued.
This concession was necessary as a matter of good faith, since reservists had
accepted their commissions under no obligations of lengthy peacetime service.

The act of 3 April 1939 was the last occasion, until the later emergency
period, that Congress itself laid down the conditions under which new incre-

¢ Army Regulations No. 140-5, 16 June 1963.
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ments of Reserve oflicers were to be called to active duty.”® Thereafter, the
War Department assumed that funection.

Modification of the act

In making allotments to the Medical Department for the purpose of
bringing Reserve officers on duty, the General Staft did not always prescribe
the same conditions of service as were laid down in the act of 3 April 1939.
With only 139 of the 255 medical officers allotted under this act procured and
placed under orders by the end of November, the General Staff modified the
rules. A proposed further enlargement of the Army would give the Medical
Department an additional 508 officers, whenever the necessary legislation
should be passed. In anticipation of such legislation, corps area commanders
were instructed to recruit only eaptains and lieutenants who were less than 85
years old.  These men could be placed on active duty for 1 year only.* The
Surgeon General, foreseeing administrative difficulties arising from these differ-
ences, recommended to The Adjutant General (1) that procurement of oflicers
over 35 years of age for active duty be permitted, and (2) that the allowable
tour of duty be extended beyond 1 year. The latter step would reduce the
annual twrnover to a number “considered morve within reason.”® A few
months later, the War Department granted authority to extend the tour of
all Medical Department officers to 2 years, but there is no indication that, for
the time being, the age limit was raised above 35.® The restriction was
lifted only after the enactment of compulsory service for the Reserves in
Angust 1940.

Since the bulk of the new officer and nurse strength added during this
period was to come from ihe Reserves, anything that limited the number of
reservists subject to call, that interfered with summoning them to active duty,
or that prevented the Medical Department from using them as long as necessary
might mean that requirements could not be fully met. Late in December
1939, therefore, the War Department authorized new appointments in the
Reserve if the existing members would not accept active duty voluntarily and
1f the new appointees would agree to serve immediately. This authority seems
to have had a rather limited application and to have resulted in the appoint-

10 Letter, Secrefary of War, to Hon. Daniel W. Bell, Acting Director, Burcau of the Budget,
27 May 1939.

(1) Letter, The Adjutant General, to each Corps Area Commander, 23 Oct. 1939, subject:
Additional Reserve Officers To BBe Placed on Duty With the Regular Army. (2) Letter, The Adjutant
General, to each Corps Areca Commander, 8 Dee. 1939, subject: Age Limif, Reserve Officers, Medical
Department. (The policy was laid down in October 1939, in anticipation of the appropriation act of
February 1940 which made the procurement possible.)

12 Lietter, The Surgeon General, to The Adjutant General, 18 Jan. 1940, subject: Removal of
Certain Restrictions Governing Selection of Additional Medical Department Reserve Officers.

B Memorandun, Brig. Gen, William ¥. Shedd, Assistant Chief of Staff, G-1, for Chicf of Staff,
War Department General Stafl, 27 May 1940, subject : Medical Department Reserve Officer Personnel,
with 1st endorsement thereto, 4 June 1940,
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ment of no more than 125 Medical Department oflicers between June and
August 19404

Emergency Measures

An indication of the scarcity of officers is the fact that, in January 1940,
The Surgeon General was forced to recommend the sammoning of Reserve
officers to active duty for periods of 28 days as a provision for the vear’s
maneuvers. The General Staft approved the use of 138 Medical Department
Reserve officers on this basis for service in factical nnits.*

At almost the same time, the General Staff announced two measures of
more permanent relief. One was a program recalling retired Regular Army
officers to active duty for utilization with Reserve Officers’ Training Corps
units and the recruiting service. This was of small importance numerically,
and it was not tntil 6 months later that The Surgeon General substituted
retived officers for some of the 28 Regular Army Medical Corps officers on
Reserve Officers’ Training Corps duty.’® Much more significant from the
standpoint of policy was the grant of authority to substitute reservists of the
Medical Administrative and Sanitary Corps for members of the Medical
Corps Reserve in meeting the quotas for active-duty assignments.

THE BEGINNING OF MOBILIZATION

The Change From Voluntary to Involuntary Service

Full mobilization began with the calling of the National Guard into
Federal service (27 August 1940) and the enactment of the Selective Training
and Service Act less than a month later (16 September). More or less con-
currently with these measures, a number of steps were taken to increase the
supply of Medical Department officers and nurses. The law ordering the
induction of the National Guard was itself perhaps the most important in this
respect. This Taw also made active duty compulsory for all reservists, including
those of the Medical Department. It authovized the President during the

(1) T.etter, The Adjutant General, to each Corps Area Commander, 22 Dec. 1939, subject:
Procurcment of AMedical Department Rescerve Officers.  (2) Letter, The Surgeon General, to The
Adjutant General, 15 Aug. 1940, subject : Reserve Officer Personnel. (3) Letter, The Surgeon General,
to The Adjutant General, 24 Aung. 1940, subject: Appointments in Medical Deparfment Reserve.
(4) Memorandum, Assistant Chief of Staff, G-1, for Chief of Stalf, 30 Dee. 1940, subject: Cancellation
of Authority to Appoeint in the Medical Department Resersye,

(1) Letrer, The Surgeon General (Executive Officer), to The Adjutant General, 18 Jan. 1940,
subject : Additional Medical Department Reserve Oflicers Required for Temporary Duty With Regular
Army.  (2) Memorandum, War Department General Stail (Personnel Division, G-1), tor Chief of
Staff, 3 Teb. 1940, subjeet: Additional Medical Department Reserve Officers Required for Temporary
Duty With Regular Avmy, with 2d endorsement thiereto. 6 dar. 1940,

6 (1) Letter, The Adjutant General, to Corps Area and Department Commanders, 22 Jan. 1940,
subject : Assignment of Retired Oflicers to Active Duty. (2) Letter, The Surgeon General, to The
Adjutant General, 3 July 1040, subject : Utilization of Retired Officers (cited in Memorandum, Lt. Col.
D. G. Hall, Officc of The Surgeon Geneval, for Director, Iistorical Division, Oflice of The Surgeon
General, 20 Apr. 1944, subject : History of Procurement Braneh, Military Personnel Division, Personnel
Service, Offtce of The Surgeon General.)
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period ending on 30 June 1942 to call to active duty for a period of 12 months,
with or without their consent, members and units of the Reserve components
of the Army of the United States (Officers” Reserve Corps, National Guard,
and Enlisted Reserve Corps) and retired members of the Regular Army. There
were important rvestrictions, however. Reserve components could mnot be
employed beyond the limits of the Western Iemisphere, except in territories
and possessions of the United States. The law also stipulated that any reservist
called to duty, if below the rank of captain and having no income beyond what
he himself earned to support dependents, could resign and be discharged upon
his own request if made within 20 days of his entry upon duty.™”

Signalizing as it did the passing from voluntary to involuntary military
service, this law constituted an important step toward placing the United States
on a preparedness basis as far as personnel was concerned. Physically qualified
Reserve and National Guard officers holding the rank of captain or above were
for the fivst time compelled to serve. Previously, too, Congress had in one way
or another limited the numbers of Reserve officers to be placed on active duty;
this law, carrying no such limitations, opened the way for mobilization on a
much wider seale.  The effect of granting individual officers below the grade of
captain the right to resign, however, reduced the benefit of the law, for hundreds
of Medical Department Reserve oflicers exercised this right before it was can-
celed on 13 December 1941, shortly after entry of the United States into the
war. Desirable as it was from the standpoint of the Avrmy to prohibit resigna-
tions entirvely, Congress may have felt that public opinion demanded some con-
cessions to officers in the lower ranks; it is worth noting that these concessions
were similar to the exemptions granted drafices when selective service legisla-
tion was enacted shortly afterward.

Further Emergency Reserve Measures

Immediately following the enactment of the Selective Service Act, two
measures were introduced to increase the supply of officers for the Army as a
whole and therefore for the Medical Department. On 27 September 1940, the
War Department called Rescrve officers employed with the Civilian Conser-
vation Corps to active duty for assignment within Army installations.’® The
second measure came in October when the system of corps arvea debits and credits
was initiated. It the number of Reserve oflicers available to a corps area com-
mander was insufficient for his needs, he was ordered to report the shortage
to the War Department, which would then start action to supply additional
officers from other corps areas. Such a system was necessary because the distri-
bution of men in training by corps areas did not correspond to the distribution

154 Stat. 858.

18 Letter, The Adjutant General, to ecach Corps Avea Commander and Commanders of Arms or
Scevices, 13 Sept. 1940, subject: Placing on Active Duty of Reserve Officers Who are Employees of
the Civilian Conservation Corps.
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of Reserve officers.® A similar system had already been applied to nurse
procurement.”
Medical Administrative Corps

Members of the Medical Administrative Corps Reserve responded to the
call to active duty in larger proportion than did Medical Corps reservists
(tables 12 and 13). A possible reason 1s that some of those holding Reserve
commissions in the Medical Administrative Corps were enlisted men of the
Regular Army who for reasons of pay and prestige would accept active duty
as officers more readily than would civilian doctors in the Medical Corps
Reserve. Yet the number responding fell far short of the demand for qualified
personnel who could act as instructors in medical training centers or serve in
hospital administration. Men therefore had to be trained for commissioning
in the corps. It was not until July 1941, however, that the first officer candi-
date school, at Carlisle Barracks, Pa., opened for Medical Administrative
Corps training. In April, The Surgeon General had asked for the establish-
ment of such a school, to accommodate 100 candidates with eventual expansion
to a capacity of 200.  As part of a general enlargement of the oflicer candidate
school program (planned but not yet put into effect), the Chief of Stalf
authorized a school for 100 Medical Administrative Corps candidates, to be
opened on 1 July instead of on 1 August 1941, although The Surgeon General
had recommended the latter date. One class of 77 second lieutenants gradu-
ated before Pearl IHarbor.*"

Sanitary Corps

The procurement of Sanitary Corps officers presented no great problem,
from the standpoint of actual numbers, during this period. Members on
active duty increased from 6 on 50 June 1940 to 186 a year later; the shortage
on 30 June 1941 was only 22, The Sanitary Corps in the prewar period
consisted of professional men, such as entomologists, hacteriologists, and sani-
tary engineers. As such, its members requived long periods of civilian train-
ing. No officer candidate school, therefore, was established for the corps at
this time—or even later when the practice of commissioning nonprofessional
men n the corps began.

1 (1) Tetter, The Adjutant General, to Commanding General, each Corps Area, 2 Oct. 1940,

subject ; Additional Reserve Officers for xtended Active Duty with Corps Areas.  (2) Memorandum,
Lt. Col. D. (. Hall, Oflice of The Surgeon General, for Director, Iistorical Division, Oflice of The
Surgeon General, 20 Apr. 1944, subject : ITistory of Procurement Braneh Military Personuel Division,
Personnel Service, Office of The Surgeon General.

@ Letter, Tlie Adjutant General, to each Corps Arvea Commander and The Surgeon General.
24 Sept. 1940, subject : Procurement of Reserve Nurses.

2t (1) Letter, The Surgeon General, to The Adjutant General, 3 Apr. 1941, subject: Officer
Candidate School. (2) AMemorandum, Operations and Training Division, War Department General
Staff, for Chict of Stalf, 9 Apr. 1941, subject: Officer Candidate School.  (3) Memorandum, Reserve
Division, Office of The Adjutant General (Col. II. N. Summner), for Major West, G=3, 13 Oct. 1941,
with enclosure thercto.
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DEFERMENT OF SERVICE FOR RESERVE OFFICERS

While The Surgeon General was anxious to place many reservists on
active duty as possible, he recognized that in some cases they might, at least
temporarily, be employed to greater advantage in a civilian capacity. Reserve
officers on inactive status were exempt from the draft, and the process of grant-
ing them deferment of service differed from that employed with respect to
potential draftees. On his own authority, The Surgeon General could defer
the service of Medical Department Reserve officers in the Arm and Service
Assignment Group only.  Appeals for deferment by officers in the Corps Area
Assignment Group (which contained much the larger portion of the Reserve)
could be acted upon only by the corps area commanders. At times, in order
to protect civilian interests, The Surgeon Gieneral recommended the transfer
of officers from the latter to the former group. In September 1940, he
recommended to the Office of the Secretary of War that Reserve oflicers who
held key positions as public health oflicers or as teachers at medical institutions
be transferred to the War Department Reserve Pool for assignment and
retention in their civilian jobs. That office disapproved the proposal, stating
that they must be available for active duty if their services were needed, but
agreed that the military service of State public health oflicers and teachers at
medical institutions would be deferred as long as possible.”* Throughout the
emergency and war periods, deferment continued to be granted to certain
members of faculties (either reservists or civilians) who were declared by the
respective deans to be essential.

U.S. Public Health Service and Veterans’ Administration Reserves

The T.S. Public Iealth Service and the Veterans’ Administration coop-
erated with The Surgeon General in keeping to a minimum the deferments of
members of their staffs who were also Reserve officers in the Medical Depart-
ment. The Surgeon General of the U.S. Public Health Service stated in a
circular addressed to members of his organization that except in cases of
emergency or in unusual situations, where the services of the men who hap-
pened to be Reserve officers were most essential to the conduct of Public Health
Service work, no effort would be made to delay or prevent such officers from
being ordered to active duty. When called, they were to be released immedi-
ately from employment by the Public ITealth Service.**

22 Totter, The Surgeon General, to Dean, School of Medicine, Creighton University, Omaha,
7 Teb. 1941,

2 Alemorandum, The Surgeon General, for Maj. F. . Kohloss, Office of Assistant Secretary of
War, 2 Dec. 1940, subject: Deferment of Extended Active Duty of Certain Categories of Officers of
the Medical Department Reserve.

2t Cireular (unnumbered), Surgeon General, U.S. Public ITealth Service, to Commissioned Officers
in Charge, U.S. Public Health Service, and Others Concerned, 9 Oct. 1940, subject: Commissions in
Reserve Corps of Army, Navy, or Marine Corps.
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The Veterans’ Administration and the War Department, beginning n
August 1940, worked out a plan by which the Medical Department when neces-
sary could obtain the services of the Medical and Dental Corps Reserve officers
employed as civilians by the Veterans’ Administration without disrupting
the medical service of the latter. The Veterans’ Administration employed
about 400 such Reserve officers, and to call to duty any appreciable number at
one time would obviously have disorganized the work of that agency. The
plan agreed upon provided that the War Department would defer the military
service of ey employees as long as possible; it would submit names of officers
desired but would not order anyone to active duty until the Veterans” Admin-
istration had an opportunity to secure a replacement.® The War Department
would ascertain from the Veterans’ Administration the earliest date on which
an officer could be made available. If that date was more than 60 days ahead,
the officer would be transferred to the War Department Reserve Pool and not
called to active duty. A similar plan was adopted for Reserve nurses who were
in the employ of the Veterans’ Administration.®®  Later, this plan was modified,
at the request of The Surgeon General, by a provision that the headquarters
having assignment jurisdiction was to make every reasonable effort to determine
the officer’s physical fitness before requesting his release from the Veterans’
Administration.**  Obviously, an officer found physically unfit for duty was
not requested, and the Veterans’ Administration therefore was spared the
trouble and expense of obtaining a replacement for a man who later was
returned to it after being rejected for Army service.

Establishment of Rosters for Reserve Officers

In November 1940, the Secretary of War directed each assignment
authority (corps area, departmental, and arm or service headquarters) to pre-
pare and maintain rosters for the purpose of establishing priority in which
Reserve officers would be ordered to active duty. These headquarters were to
maintain separate vosters for Medical Department Reserve officers, general
provisions and restrictions on selection of Reserve officers being clearly defined.
The position of an officer on a roster was to depend on the following factors:
Extent of deferment proposed by the officer and reasons therefor, personal
obligation as to dependents, professional attainments and value to the service
(in this connection age and physical aptitude were to be considered), and the
need for the officer’s services to the community in his civilian status. In the

2 (1) Letter, The Secretary of War, to the Administrator of Veterans Affairs, 18 Oct. 1940.
(2) TLetter, The Surgeon General, to Senator Chan Gurney (South Dakota), 22 Oct. 1940.

2% (1) Sce footnote 25(1), above, (2) Letter, Col. Florence A. Blanchfield, USA (Ret.), to Col.
John B. Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 21 I'ch. 19536, with
enclosure thereto.

27 (1) Letter, The Surgeon General, to The Adjutant General, 25 Aug. 1941, subject: Release of
Medical Department Reserve Officers by Veterans’ Administration for Fxtended Active Duty. (2)
Letter, The Adjutant General, to Commanding General, First Corps Arca [and other corps areas],
11 Sept. 1941, subject: Release of Medical Department Reserve Officers by Veterans’ Administration
for Extended Active Duty.
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preparation of these rosters, assignment authorities were directed to use the
supplementary classification questionnaires for Medical Department Reserve
officers (W.D., A.G.O. Form No. 178-2).2 Such a system of rosters became
necessary after the Chief of Staff stated that as individuals had accepted com-
missions in the Officers’ Reserve Corps with the understanding that a national
emergency meant war, they would be consulted as to their availability before
being arbitrarily called to duty for training during peacetime.*

EXTENSION OF RESERVISTS’ TOUR OF DUTY

As early as January 1939, even before the augmentation of the Army began,
The Surgeon General stated that the tours of duty of Medical Department
Reserve officers might have to be extended beyond 1 year. As voluntary pro-
curement measures failed to secure the desired number of officers, it became more
evident that an extension of the 1-year tour was necessary.® In 1939 and 1940,
Medical Department Reserve officers were brought on duty for 1 year, with a
possible extension of service to 2 years.

Extension by Interpretation

After Congress made active duty compulsory (or partially so) for both
Reserve and National Guard officers (August 1940), the Judge Advocate
General ruled that officers who had entered on active duty before passage of
this legislation could be compelled to serve an extra year without their consent.
He ruled further that officers called to duty under the new law without their
consent were exempt from the extra duty unless they agreed to it.** In other
words, those who had volunteered prior to August 1940 for 1 year’s service
were now forced to stay in for 2; those who had been brought on duty involun-
tarily after August 1940 did not have to stay in for the second year unless they
so requested.

At first, The Surgeon General favored retaining Medical Reserve Corps
officers on duty for the second year.”> Two months later, however, he conceded
that since few officers were concerned, the number thus made available for mili-
tary service would be negligible, and the psychological reaction of the indi-
vidual and the profession at large would be unfavorable. The Secretary of
War adopted The Surgeon General’s point of view and announced that, with

28 Tetter, The Adjutant Gencral, to Commanding Generals, all Corps Areas, and Commanders of
War Department Arms and Services, 20 Nov. 1940, subject : Reserve Officers for Extended Active Duty
Under Public Resolution 96, 76th Congress.

» Letter, Lit, Col. I, M. Fitts, to Col. Calvin H. Goddard, Director, Historical Unit, Office of The
Surgeon General, 21 Jan. 1952.

2 Letter, General Magee, to Colonel McCornack, 24 Jan. 1939.

3L(1) Letter. The Adjutant General, to each Corps Area and Department Commander, 19 Sept.
1940, subject: Reserve Officers Ordered to Active Duty Without Their Consent. (2) Letter, The
Adjutant General, to Chicfs ol all War Department Arms and Services, 10 Oct. 1940, subject: Con-
tinuation of Active Duty, Without Their Consent, of Reserve Officers Now on Extended Active Duty.

%2 Letter, The Surgeon Gencral, to The Adjutant General, 15 Jan. 1941, subject: Extensions of
Tours of Active Duty for Medical Corps Reserve Oflicers.
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the exception of ollicers whose current tours of active duty were based on agree-
ment for extension of tour, the policy of the War Department was that Reserve
officers of the Medical Department be not continued on active duty for a period
longer than 1 year without their consent. With minor exceptions, Reserve
officers of the Medical Department whose tours had been extended without
their consent under the law of August 1940 would upon application be relieved
from active duty.”

Service Extension Act, 1941

The Service Iixtension Act of August 1941 permitted the President to
extend for 18 months the service of members of the Reserves and National
Guard. The act also provided for the release of officers whose retention would
cause them undue hardship.  The War Department announced that so far as
practicable it would release all Reserve officers (other than officers of the Air
Forces) having 12 months’ service if they did not wish to extend their tours
beyond that period. The Surgeon General, under pressure {o obtain more
oflicers. recommended and the War Department in response dirvected that the
tours of all Medical Reserve Corps officers be extended where it had been de-
termined that replacements were not available®

Establishment of the Army of the United States

On 22 September 1941, a joint resolution of Congress permitted the Presi-
dent to commission newly appointed oflicers in the Army of the United States
as an alternative to one of its several components (including the Reserves).
Persons so appointed might be ordered to active duty for any period the Presi-
dent prescribed, and the appointment might continue “during the period of the
emergency and six months theveafter.””*  On this basis, the Secretary of War
declared that, with exceptions that would not include many officers, all persons
commissioned thereafter during the emergency were to be appointed in the
Army of the United States. Applications for appointment in the Oflicers’
Reserve Corps then being processed would, with the exceptions mentioned
above, be considered as applications for appointment in the Army of the United
States® Shortly after Pearl Harbor, the problem of extending the term of
active duty for National Guard and Reserve officers was solved by an act of 13
December 1941 which obliged all members of the Army to serve for the dura-
tion of the war and 6 months thereafter.

% Totter, The Adjutant General, to Commanding Generals of all Armies, Army Corps, and others,
1 May 1941, subject : xtension of Tours of Active Duty, Reserve Officers.

st Tetter, Office of The Surgeon General, to Oflice of The Adjutant General, 3 Sept, 1941, subjeet:
Extension of Tours of Active Duty, Reserve Officers, with Ist endorsement thereto, 20 Sept. 1941
(It must be assumed that National Guard officers, although they were not specifically mentioned in
thig correspondence, were covered by the same policy.)

85 55 Stat, 728,

% Letter, The Adjutant General, to Commanding Generals of all Armies, Corps Arveas, Departments,
and others, 7 Nov. 1941, subject : Policiex Relating to Appoinfments in the Army of the TUnited States

- ——

TUnder the Provisions of Public Law 252, T7th Congress.



EMERGENCY PERIOD 131

Fraerr 27.—Col. Richard II. BEanes, MC, Chief Medical Officer,
Selective Service Systen.

EFFECT OF SELECTIVE SERVICE LEGISLATION

When the Seleetive Training and Service Act was passed on 16 Septem-
ber 1940, no occupational group, as such, was excluded except ordained minis-
ters of religion and students preparing for the ministry. Therefore doctors,
dentists, veterinarians, and other professional people of value to the Medical
Department would be drafied as needed and duly commissioned in any of the
corps except the Nurse Covps (women were exempt from the draft). In addi-
tion, age limits were originally broad enough (21 to 35, Inclusive) to cover a
large number of the physicians and a much larger proportion of the dentists
in the country.

The prospect. of dirafting professional men in both the numbers and types
needed was dimmed by the action of the Selective Service boards. These
boards, in whom sole authority for the selection lay, may not have been tech-
nically qualified to pass upon the essentiality of professional personnel either
to the Army or to the local community; their decision as {o whether a doctor
or dentist was or was not to be deferred might depend somewhat on his local
popularity. On the other hand, Col. Richard I1. Eanes, MC (fig. 27), who
was on duty with Selective Service headquarters during the war, stated later
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that while it was “technically correct” that local boards were not technically
qualified to make decisions concerning the absolute essent jality of the indi-
vidual for the medical needs of the commumh, “sound judgment on the part
of many local boards generally resulted in decisions that were proper.” S U
was quite reasonable to expect, however, that since the boards had to consider
the health needs of their local commiunities they would consider these needs
first before taking into account those of the Army.

On the other hand, however lenient the draft boards might be toward
doctors and dentlstS, individual members of those professions could not be
certain of escaping the draft. That fact undoubtedly caused some to apply
for commissions before the blow fell. In that way, they avoided the indig-
nities—as some considered them—of being compelled to enter the Army and
serve as enlisted men until accepted for a commission, as all draftees must do.
Such a prospect was rather remote, especially for physicians, but it remained
a possibility.

The Medical Department, partly at the request of the professional organi-
zations, desired to remove that possibility completely. The Army felt that
it would be the target for widespread criticism if the services of p]O[Cﬁ%IODd]
men were wasted in relatively minor, nonprofessional activities. On the day
the Selective Training and Service Act was passed (16 September 1940),
therefore, The Surgeon General recommended to the War Department that

appointments in the Reserves be opened to persons who might be drafted.
Since no action was taken, substantially the same request was repeated on
96 October, again with no immediate result.”* About the same time, The
Surgeon Geneml reminded the corps area surgeons that they conld make
appointments in the Reserve Corps if \'a('m(,les existed and when an app]w it
was desired for active duty.** Meanwhile, the heads of selective service and
the local draft bhoards. foresceing no th tage of civilian dentists, did not
hesitate to induct as an enlisted man any dentist who was not needed at the
moment, in his own community. The American dental pr()f@«ion supported
by The Surgeon General, voiced 1t9 concern, claiming that serious diflienlties
might ensue if dentists were not used in their professional capacity.’” In
January 1941, the chief of the Dental Division, Oﬂl('o 0[' The Surgeon General,
suggested to ‘the Assistant Chief of Staff, (}* t qualified physicians,
dentists, and veterinarians who stood high on the ]1% 10[’ induction should be
granted commissions in the Reserve Corps “without reference to procurement
objectives.” e also advised that such persons be “assigned to active duty
as soon as commissioned.” This sugeestion was no doubt vitiated from the
War Department General Stafl’s point of view by a further and appavently

¥ Letter, Col. Richard . Kanes (Ret.), Chicf Medical Officer, Sclective Serviee System, to Col.
Q. . Goddard, Office of The Surgeon General, 5 Sept. 1953,

s Tetters, The Surgeon General, to The Adjutant General, 16 Sept. 1940, and 26 Oct. 1940, subject :
Appointment in Medieal, Dental, and Veterinary Corps Reserve.

w Letter, Office of The Surgeon General (Executive Oflicer), to each Corps Avea Surgeon, 29 Oect.
1940, subject : Txtended Active Duty Vacaney Required for Approval of Applicant for Commission.

90 \emorandum, Office of The Surgeon General (Brig, Gen. Albert G Love), for G 1, 25 AMar. 1941
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conflicting proposal that a person so commissioned should be called to active
duty “as soon as his services can be properly utilized.”* No action was
taken on these proposals.

Congressional Action

In the meantime, several bills were introduced in Congress to commission
licensed physicians and dentists in lieu of induction, and also to defer students
and teachers in medical and dental schools. The Army disapproved all these
bills on the grounds that no one group should get preferential treatment. In
addition, The Surgeon General did not want to be placed in the position of
commissioning all doctors and dentists.*?

War Department Action

At this same time, The Surgeon General desired to add to the numbers in
the Dental, Veterinary, and Sanitary Corps Reserve, but he wished to retain
the power to determine just which oflicers were to be commissioned. The pub-
licity surrounding the induction of dentists for service as enlisted men continued
to embarrass him; communities and professional societies persisted in demand-
ing that dentists be commissioned rather than be allowed to serve as enlisted
men. On 5 May 1941, the War Department finally stated that inducted indi-
viduals who qualified for appointment in the Dental or Veterinary Corps
Reserve should be encouraged to apply for appointment in the Reserve so that
they could serve in a professional capacity. Those qualified would be discharged
as enlisted men and ordered to active duty as commissioned officers for a period
of 12 months,” after which they would, presumably, return to inactive status
in the Reserve. Although this order undoubtedly accommodated many inducted
men, it did not prevent the induction of dentists or veterinarians. Agitation
continued both to commission inducted men and to open the Reserve Corps to
permit further commissioning,"* thereby preventing the induction of addi-
tional dentists. The Office of The Surgeon General, however, held that the
Army could not justify commissioning unlimited numbers in the Reserve with-
ouf reference to its needs, as this would be tantamount to granting a deferment
denied to persons outside the medical profession.s

# Letter, Brig. Gen. Leigh C. aivbank, to Brig. Gen. William E. Shedd. ¢ -1, 22 Tan. 1941,
subject : Reserve Commissions for Physicians, Dentists, and Veterinarvians Subject to Induetion.

(1) 8. 783 and 197, 77th Cong. (2) Senate Committee on Military Affairs, 77th Cong., 1st sess.,
hearings on 8. 753, “Doctors and Medical Students Under the Selective Service,” pp. 155, 159, 16:3-16+4.

# Letter, The Adjutant General. to cach Commander of Army ov Service, 5 May 1941, subjeet :
Appointment in the Dental and Veterinary Corps Reserve of Inducted Tndividaals.
# Letter, C. Willard Camalicr, Chairman, Dental Preparedoess Committee, Ameriean Dental

Assoclation, to James Rowe, Jr., Administrative Axsistant to the Dresident, 17 Sept. 1941,
B Memorandum, Office of The Surgeon General (Col. Robert C. Craven), for The Adjutant
General, 8 Oct. 1941,
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By the spring of 1941, the selective service authorities were beginning to
show some alarm over the professional personnel situation, and on 22 April
they cautioned local boards that a shortage of dentists might impend. This
warning was strengthened on 12 May.*® At that time, local boards were
reminded that (1) they still had full responsibilty for determining whether a
dentist was indigpensable to his community; (2) the Army did not need dentists
for the time being; and (3) if a hoard felt that a dentist should nevertheless be
inducted, he should be advised that he might apply for a commission as soon
as he went on active duty. This directive must have discouraged the draft of
dentists, but it did not positively prohibit it. Although the Selective Service
System maintained that group deferments should not be granted, it can be
seen from these memoranchums that the authorities of that agency moved closer
to sanctioning the deferment of at least one group. There were no 1major
changes of policy on the subject during the remainder of 1941, and with the
creation of the Procurement and Assignment Service in the fall of that year, a
new agency was to determine whether doctors, dentists, and veterinarians were
available for military service or should be kept in their communities.

ARMY NURSE CORPS

Applicants for appointment to the Army Nurse Corps underwent a some-
what different routine from the other Medical Department corps. To enter
the Regular Army component of the corps, they applied directly to The Swur-
geon General, and did not ordinarily have to take a professional examination,
although The Surgeon General might prescribe one it hie chose. An applicant
must, however, present a certificate from the superintendent of the nursing
school attended, and if she was qualified professionally, morally, and physically,
according to Army standards, and was registered in the State in whicl she bad
graduated or in which she was practicing nursing, she became eligible for
appointment. Kntrance to the Rleserve could be gained primarily but not
exclusively by envollment with the Red Cross Nursing Service which furnished
The Surgeon General a list of available nurses who could be called upon in
time of emergency. While Reserve nurses must be obtained from the Red Cross
“g0 far as practicable,” they could also be recruited “from any other acceptable
source.” *

The Taw calling up the Reserves did not aflect Reserve nurses, since the
latter were not part of the Army Reserves. Two weeks after the law was
enacted, however, the General Stafl authorized the assienment of 4,019 Reserve
nurses to active duty on a voluntary basis. Previously, all nurses yrocured for
active duty had to be appointed to the Regular Army. They could now also

16 Memorandums I—62 and I-99, Selective Service TTeadquarters, 22 Apr. 1941 and 12 May 1941,

respectively, for State Directors.
7 Army Regulations No. 40-20, 31 Dec. 1934,
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be brought in with the status of reservists serving for 1 year, but under suitable
conditions, the period could be extended.*s

The recruitment of nurses proved to be much less simple than The Surgeon
General had expected. With over 15,000 envolled in the First Reserve of the
Red Cross, he anticipated little difliculty in meeting the first requirements for
Reserve nurses, amounting to 5,019, by January 1941. At first, however,
relatively few accepted active duty, and only 607 had been assigned by 1 Febru-
ary 1941. The Red Cross sometimes found it necessary to canvass as many as
10 Reserve nurses before discovering one willing to accept active duty.*

The meagerness of the response impelled The Surgeon General to recom-
mend invoking the more liberal terms of Army regulations, and corps area
commanders were accordingly authorized to procure Reserve nurses not only
from the Red Cross but from “any acceptable source.” ? The Red Cross was
thus prodded to more vigorous action. A publicity campaign was undertaken,
using the radio, newspapers, and magazines, to promote recruitment. These
measures apparently had their effect—between the first of February and the
middle of March 1941, 1,000 nurses were placed on active duty. By 30 June
1941, 1,280 Regnlar Army and 4,153 Reserve nurses were in service, 500 of the
Regulars having been brought in within the past 12 months, and all the
Reserves since September 1940. This represented 595 and 866 fewer than the
respective authorizations as they existed on 30 June 1941,

Procurement for the Army Nurse Corps, unlike that for other Medical
Department Corps, was hampered by the fact that its Reserve, built up by the
Red Cross, was never under legal compulsion to accept active duty. On the
other hand, no limit was ever placed on the number who could be recruited for
the Red Cross Reserve. The War Department could restrict only the number
of nurses who were placed on active duty as Reserve appointees; it could not—
as in the case of other components—impose procurement objectives which
limited the inactive as well as the active membership to a certain figure.
Adherence to these procurement objectives for other corps sometimes reduced
the number of transfers from inactive to active status by preventing the
recruitment of new reservists who might be more amenable to accepting active
duty or more available for performing it than the existing members. The
Red Cross, however, could go on enlarging its backlog of Reserve nurses
indefinitely, with the prospect that among the larger number more would be
found to volunteer for active service.

¥ (1) Letter, Office of The Surgcon General (Exceutive Officer), to The Adjutant General, 10 Sept.
1940, subject: Procurement of Reserve Nurses. (2) Tetter, The Adjutant General, to cach Corps
Area Commander and The Surgeon General, 24 Sept. 1940, subject : Procurement of Reserve Nurses.

# (1) Annual Report of The Surgeon General, U.S. Army, Washington : U.S. Government Printing
Office, 1941. (2) Statement of Medical Department Activities by Maj. Gen. James C. Magee, The
Surgeon General, for the Sub-Committee of the Commiftee on Appropriations, House of Representatives,
77th Cong., 1941, p. 10. (3) Blanchfield, Florence A., and Standlee, Mary W.: The Army Nurse Corps
in World War II. [Official record.]

%0 (1) Letter, The Surgeon General, to The Adjutant General, 16 Dee. 1941, subject : Reserve
Nurses. (2) Letter, The Adjutant General, to each Corps Area Commander and The Surgeon General,
4 Jan. 1941, subject : Procurement of Reserve Nurses.

5t See footnote 49 (1).
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STUDENTS IN PROFESSIONAL SCHOOLS

Only one phase of the problem of obtaining professional personnel has so
far been discussed—that which concerned fully trained doctors, dentists, vet-
erinarians, and sanitarians. This aspect overlaps the second phase of the
problem, which concerned students in professional schools. Recent graduates
were a highly regarded source of officer persounel. For them and for the
community at large, the transition to military service was easier than for men
alveady established in civilian practice. As a group, these young men were
also physically best able to perform arduous military duties. The Medical
Department was therefore anxious to obtain their services as soon as they had
finished their education. But to do this, it was desirable to place a claim on
them gome fime in advance—while they were still students. They also had to
be permitted to complete their studies, which meant protecting them against
the drafi and against a premature call to duty as officers. Thus, the phase of
procurement having to do with fully trained doctors (and other professional
personnel) merged with that of maintaining the source of future supply—
students in professional schools. The civilian community was also interested
in maintaining such a supply for its own needs, and the Medical Department
could therefore cooperate with leaders of the civilian profession in protecting
the student group.

Although at the beginning of mobilization the Oflicers” Reserve Corps
seemed to contain ample numbers of dentists and vetevinarians for immediate
needs, it was carly recognized that a continuing supply of men in those fields
as well as in medicine could come only from the group of graduating students,
interns, and residents if civilians as well as military needs were to be metf.

Medical Students

Tn 1939, medical educators raised the question of how the Army would
utilize its young Reserve officers who, upon the declaration of a national emer-
gency, might be engaged m the study of medicine. Among those in process of
receiving their medical education, the Army had some claim on those holding
commissions in either medical or nonmedical sections of the Officers” Reserve
Corps, or enrolled in either of the corresponding sections of the Reserve
Officers’ Training Corps.

In February 1940, the War Department announced that Medical Corps
Reserve officers would not be called up until they had completed one year of
hospital internship.” A considerable number of medical students, however,
held commissions in nonmedical sections of the Officers” Reserve Corps, com-
missions which they had received on completing a course in the Reserve Offi-
cers’ Training Corps undertaken during their premedical years. Retention of
these commissions would have eliminated them as future officers in the Medical

32 Letter, The Adjutant General. to all Corps Area and Department Commanders and The Surgeon
General, 19 Feb. 1940, subject : Extended Active Duty for Medical Reserve Officers.
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Corps.  The growing possibility of war caused their status to receive careful
study within the War Department.  As a result, the Departiment in April 1940
authorized the transfer of these nonmedical Reserve officers to the Medical
Administrative Corps section of the Oflicers” Reserve Corps if they were full-
time students in approved medical, dental, or veterinary schools, The transfer
was to be effective only at the direction of the War Department during mobili-
zation, and the call to active duty was made a function of The Surgeon Gen-
eral.  The Wuar Department ordered the transfer in August 1940. By June
1941, 529 medical, 48 dental, and 32 veterinary students had been transferred
to the Medical Xdministrative Corps Reserve.’

Students in the medical units of the Reserve Officers’ Training Corps were
few; only 23 medical schools and colleges had such units and only a small per-
centage of their students were envolled. No similar units existed in dental or
veterinary schools. There were many more nonmedical Reserve Officers’
Traming Corps units in the educational institutions of the country, but how
many premedical students belonged to them is unknown. In September 1940,
the Selective Service Act granted deferment of service to third- and fourth-
year students in all sections of the Reserve Officers’ Training Corps.™

But the vast majority of medical students, interns, and residents had
assumed no military obligations whatever. At first, The Surgeon General
attempted to obtain for immediate service in the Medical Department some
of those who had just completed their studies as interns or residents. Later on,
as selective service became imminent, he tried to protect others of the unobli-
gated group-—veterinary and dental as well as medical students—from calls
to service until they had finished their schooling. TIn the early months of 1940,
The Surgeon General appealed to residents and interns (the Iatter after they
had finished a year’s internship) to take commissions in the Officers’ Reserve
Corps with the obligation of accepting active duty for 1 year beginning about 1
July 1940. He appealed to them because he thought they might be more
willing than others to accept such duty since they had not committed them-
selves to practice. As their acceptance had to be voluntary, The Surgeon
General was limited (o publicity and persuasion in his efforts to commission
these young physicians.

When it seemed probable in the summer of 1940 that selective service would
be introduced, the situation of students, interns, and residents changed con-
siderably. The vast majority of them, not being members of the Officers’ Re-
serve Corps or Reserve Oflicers” Training Corps, could lay no claim to exemp-
tion or deferment. The War Department made no plans to exempt them, and
1t was assumed that they would be faced with the choice of accepting commis-
sions in the Medical Department Reserve or being inducted into the Army, in
which case they would serve as privates. At the same time, the leaders of medi-

% (1) Letters, The Adjutant General, to Corps Area and Department Commanders and each Chief
of Arm or Service, 17 Apr. 1940, and 25 Aug. 1940, subject: Special Mobilization Proccdures for
Procurement of Medical Depavtment Reserve Ofiicers Who are Students in Approved Schools. (2) See
footnote 49 (1), p. 185.

5154 Stat. 858.
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cine, dentistry, and veterinary medicine expressed their concern over the harm
these professions might sufler if the supply were cut off by an interruption of
training.  In this matter, Army aunthorities, including The Surgeon General
and his assistants, had a dual rvesponsibility. They must first of all provide
the necessary medical service for an expanding Army. At the same time, they
had to take into account the problems of civilian medicine during periods of
mobilization and war.

Commissioning of Interns

The Surgeon General had followed the policy of approving interns’ ap-
plications for commissions with the understanding that they would not be called
to active duty before the completion of training. ®  In May 1941, the War De-
partment authorized the commissioning of interns in the Medical Corps Re-
serve “with the understanding that they will be ordered to one year's active
duty immediately upon completion of their internship.”® On 19 December
1940, the War Department had issued an order authorizing appointment of a
sufficient number of applicants to fill any vacancies in the procurement objec-
tives of the Medical Department Officers’ Reserve Corps. Men accepting com-
missions under the terms laid down in this order had to agree that they did not
come within the category of those entitled to resign (granted by the law of
August 1940 making active duty for reservists compulsory) and that they would
not exercise the right if ovdered to active duty. *f

Deferment Under Selective Service

The Selective Training and Service Act deferved the service of all college
and university students nntil July 1941, Otherwise, local draft boards were fo
orant deferments for persons whose employment or activity was necessary to
the maintenance of the national health, safety, or interest. Spokesmen for
the medical profession objected to leaving the decision on interns and residents
to the “wisdom or lack of wisdom” of the local draft boards, demanding that
medical men should have a voice in deciding “what is important to protect
in medical training and in the maintenance of American medical institu-
tHions.” A full-scale controversy was soon in progress, as the War Depart-
ment attempted to persuade a large number of students who would graduate
in June 1941 to apply for commissions in the Medical Corps Reserve. The
procedure for granting such commissions was simplified in February 1941,
and, as the end of the school year approached, considerable publicity was
given to the plan among military authorities and deans of medical schools. The

5 Statement of DBrig. Gen. A. G. Love, Office of The Surgeon General, at Confercnce, Committee
on Medical Prepareduness, Chicago, 23 Nov. 1940, reported in the Journal of the American Medical
Association, T Dec. 1940, p. 2008.

o Letter, The Adjutant General, to all Corps Arca and Department Commanders and ‘I'he Surgeon
General, 26 May 1941, subject : Deferment of Medical Students.

57 Letter, The Adjutant Genceral, to cach Corps Arca and Department Commander and The Surgeon
General, 19 Dec. 1940, subject: Appointment in the Medical Department Reserve.

s Wilhur, R. L.: Some War Aspects of Medicine. J.AM.A. 116 : 661-663, 22 Feb. 1941,
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response was not satisfactory.  Of the 5,000 male students who graduated in
medicine in 1941, only 1,500 made application for commissions in the Medical
Corps Reserve.™  Many interns and residents preferved to take their chance
with the draft, knowing the reluctance of local boards to induct physicians as
enlisted men. If actually drafted, that would be time enough to apply for a
commission.

The policy of the Selective Service authorities toward students was an
important factor in the situation. Although at first this agency stood firmly
against group deferments, it stated in February 1941 that it was of great 1m-
portance that the supply of physicians “be not only maintained but encouraged
to grow™ and that no medical student or intern who gave promise of becoming
an acceptable physician should be called for military duty prior to his becom-
ing one. A short time later (May 1941), the Selective Service office made the
same statement apropos of dental students.®® There is no doubt that local
boards placed vast numbers of students—medical, dental, and veterinary, as
well as other—in class IT and deferred them for occupational reasons. A com-
pilation prepaved by the Selective Service Administration covering the period
from the passage of the Selective Service Act to Pearl Harbor shows the per-
centage of deferred students in several fields of study : ¢

Pcercentage in
Ficld of study class IT

Veterinary medicine

Engineering ... ____

Chemistry

Pharmacy — o .
Physics o _._ [
Geology
B 10L08 Y

Medical Administrative Corps Reserve Commissions

In February 1941, The Surgeon General, linking a desire to build up the
strength of the Reserve Corps with his wish to permit the continuance of train-
ing in civilian schools, subwmitted to the War Department a detailed analysis
of the problem with a recommmendation that provision be made for the granting
of commissions in the Medical Administrative Corps Reserve to junior and
senior students not only in approved medical schools but in approved dental

59 (1) Letter, The Adjutant General, to all Corps Area Commanders, 18 Feb, 1941, subject: Ap-
pointment in Medical Corps Reserve of Graduates of Approved Medical Schools. (2) See footnote
49(1), p. 135,

60 (1) Memorandum I-91, National Headquarters, Selective Service System, for all State Direc-
tors, 22 Apr. 1941, subject: Supplement to Memorandum I-62: Occupational Deferment of Doctors,
Internees, and Medical Students (ITID. (2) Memorandum I-99, National Headgquarters, Selective
Service System, for all State Divectors, 12 May 1941, subject: Supplement to Memorandum I-62:
Occupational Deferment of Dentists and Dental Students (III).

i1 Qeleetive Service in Peacetine, First Report of the Director of Selective Service, 194041, p. 172,
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and veterinary schools. This would have extended the practice already adopted
to the case of interns but not vet formally approved by the War Department.
Tn rejecting this new proposal, the General Staff expressed the view that “such
action would constitute special treatment for a particular class of students
which would result in exempting them from Selective Service”; exemptions
from selective service could not be granted for any particular group unless it
could be clearly demonstrated that personnel in that group would be required
in key positions in industries essential to the national defense.*

Under pressure from various medical and dental societies and backed by
the knowledge that the Under Secretary of War, Robert P. Patterson, was
keenly interested in the problem, on 10 May 1941 The Surgeon General again
recommended to the War Department that either of the following actions be
taken: To commission a medical student in the Medical Administrative
Corps Reserve as soon as he was enrolled in a grade A wmedical school o1 to
enroll him at that time in the Enlisted Reserve Corps for a period of 3 years
and then commission him in the Medical Administrative Corps Reserve until
graduation, when he would be commissioned in the Medical Corps Reserve
and called to duty on completing his internship.”

On 26 May 1941, the War Department went part of the way by granting
authority to commission as second lieutenants in the Medical Administrative
Corps Reserve, after 1 July 1941, male junior and senior students in approved
medical schools in the United States who were fit for military service. Under
regulations published several weeks later, students so commissioned were trans-
ferred to and retained in the War Department Reserve Pool ¢ wuntil eligible
for appointment in the Medical Corps Reserve (at the end of their 4-year
course). No examination except the physical was necessary. \ppointments
were to be made without reference to the procurement objective for the Medical
Administrative Corps Reserve. Officers were to be discharged from the Re-
serve if they discontinued their medical education, dropped out of school en-
tirely, matriculated in an unapproved school of medicine, or failed to secure
appointment in the Medical Corps Reserve within a vear of the completion of
the 4-year course in medical school.””  Discharge from the Medical Adminis-
trative Corps Reserve placed the individual again within the purview of selec-
tive service. 1t will e noted that this grant of authority teok no account of
dental and veterinary students or of first- and second-year medical students.
No further concessions, however, were made until after the outbreak of war.

62 \lemorandam, The Surgeon General, for The Adjutant General, 18 Feb, 1941, subjeet: Com-
missioning of Junior and Senior Students in the Medical Department Reserve Corps, with Ist endorse-
ment thereto, 18 Mar., 1941,

6 (1) Memorandun., Under Secretary of War, for General Marshall. 1 Aay 1941, (2) Memo-
randwm, The Surgeon General. for Assistant Chiet of Staff, G=1, 10 May 1941,

st Officers in thix pool could be ordered to active duty only with the approval of the War Depart-
ment.

6 Tetter., The Adjutant General, to The Surgeon General (and others), 26 May 1941, subject:
Deferment of Medical Students.
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RESERVE UNITS
Revival of Affiliated Units

The aftiliated Reserve units constituted a special type of Reserve, and, from
the personnel viewpoint, they possessed a character in many respects different
from that of other medical units. They had their own quotas and their own
system of procurement, and their development affected the general personmnel
situation in a number of special ways.

The Protective Mobilization Plan

As the threat of war increased, the value of an afliliated Reserve such as
that so successfully used in World War I again became evident. The Pro-
tective Mobilization Plan of 1939 called for a number of tactical hospitals to be
brought into service during the first months of an emergency. A reserve of
personnel forr these hospitals composed of nien and women highly skilled and
already trained to work together ag a unit would make them quickly available
it the need avose. It was for this purpose that The Surgeon General, Maj.
Gen. Charles R. Reynolds, in March 1939 proposed the revival of affiliated
units.

Ie had made the suggestion several times before without effect. This
time, he submitted a formal and detailed request, beginning with a statement
of the case for affiliated units. Hospitals called for by the Protective Mobili-
zation Plan, he argued, must be completely integrated units with harmonious
stafls of competent and qualified physicians and surgeons, which would be
sufficiently coordinated and organized to be able to function in a theater of
operations with a minimum of delay. General Reynolds stated it to be his
firm conviction that such units would be forthcoming only if they were affili-
ated In peacetime with large and well-staffed civilian hospitals. An obstacle
to the provision of a superior medical service for mobilization, in any case,
was the fact that the necessary specialists could not be recruited under existing
Reserve regulations. These regulations provided that appointees to the Offi-
cers Reserve Corps must be less than 35 years of age and must enter the corps
as first lieutenants. Tew of the outstanding specialists who would be needed
in case of mobilization or war were under 35, for very few physicians acquired
the desired proficiency before reaching that age. Those who were qualified
could not be expected to accept commissions as first lieutenants and thus find
themselves in the same grade with recent graduates of medical schools.

On the basis of the facts just outlined, General Reynolds made a series of
recocmmendations, the most important of which was that selected hospitals and
medical schools rated as satisfactory by the American College of Surgeons and
the American Medical Association be invited to organize hospital units. Ile
also recommended that selected individuals in participating institutions, above
the age of 35 years, be commissioned in the Reserve with grades (and oppor-
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tunities for promotion) which were commensurate with their professional
gualifications.

Dwring succeeding months, the War Department General Staff studied
this proposal; it opposed the recommendation that officers be commissioned
above the rank of first licutenant as contravening current policy, but, on 3
August 1939, the proposal was approved, subject to the determination of cer-
tain details.s These details concerned the proposed waiving of restrictions on
the appointment, promotion, and training of Medical Department Reserve
officers for these units. The Surgeon General was requested to submit recom-
mendations on these points, and also on the allocation of units and other ad-
ministrative details.

In reply, General Magee, who had succeeded General Reynolds in June
1939, advised that, as a beginning, all theater of operations hospitals provided
for in the Protective Mobilization Plan—32 general, 17 evacuation, 13 surgical,
and 4 station hospitals—be afliliated units. e proposed to allocate these, as
far as possible, to institutions that had sponsored similar units in World War
I. The commanding officer of each unit was to be a member of the Regular
Army, as was the executive officer in general and evacuation hospitals; these
two officers would join the unit when it was activated. It was recommended
that all other officers be members of the Reserve. The unit director was to be
the senior staff member, and he would be the responsible peacetime head of the
organization. General Magee outlined a detailed procedure for the appoint-
ment and promotion of Reserve officers which included authority to appoint
officers between the ages of 23 and 55 to any grade for which there existed an
appropriale vacancy. Promotion in the unit was to be by virtue of appoint-
ment to a position which carried a higher grade. Withdrawal from the stafl
of the sponsoring institution would automatically operate to terminate the
Reserve appointment. Active- and inactive-duty training requirements were
also listed.””

On 19 October 1939, General Magee submitted a revised list of sponsoring
institutions, including all of the proposed units except the four station hospi-
tals.s War Department approval followed a month Jater. At the same time,
The Surgeon General was given assignment jurisdiction over officer personnel
prior to mobilization and was authorized to proceed with the organization of
these affiliated units upon issuance of the necessary War Department direc-
tive. Details of the plan were approved eavly in 1940.%

o Letter, The Adjutant General, to The Surgeon General, 3 Aug. 1939, subject @ System of Affiliat-
ing Medical Department Units With Civilian Institutions, and Appointment and Tromotion in the
Aedieal Reserve Corps.

o7 Letter, The Surgeon General, to The Adjutant General, 22 Sept. 1939, subject: Afliliation of
Medical Department Units With Civilian Institutions.

6 Letter, The Surgeon General, to The Adjutant General, 19 Oct. 1939, subject: Afliliation of
AMedical Department Units With Civilian Institutions.

% (1) Letter, The Adjutant General, to The Surgeon General, 22 Nov. 1959, subject: Aflilinted
Medieal Units—Allocation, Organization, and Moebilization. (2) Letter, The Adjutant General, to
The Surgeon General, 26 Jan. 1940, subject: Officers of Affilinted Medical Units—Appointment, Re-
appointment, Promotion, and Separation. (3) Letter, The Adjutant General, fo The Surgeon General,
11 May 1940, subject: Officers of Afliliated Aledical Units—Appointment, Promotion, and Separation.
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Organization of the units

Meanwhile, the Oflice of The Surgeon General had been actively engaged
in implementing this project. Once the sponsoring institutions had been
chosen and approved, The Surgeon General notified these institutions, out-
lined the plan, asked their acceptance of it, and requested them to begin the
necessary work of establishing and training the proposed units. Upon re-
ceipt of concurrence, the Office of The Surgeon General advised The Adjutant
General, and thus affiliation was formally established.™

The response during the spring and summer of 1940 was enthusiastic.
Since the project had been first proposed, Germany had overrun Norway,
France, and the Low Countries, and involvenient of the United States seemed
imminent to many. The resulting patriotic appeal was reinforced by the fact
that most of the proposed sponsors had organized shmilar units in the Iivst
World War, and the old numerical designations were revived for the new units.
Not only did the listed institutions respond to the appeal, but many others
applied to General Magee during 1940 and 1941 for inclusion in the project.
He rejected these offers, stating that the program might later be broadened to
inelude additional smaller hospitals.

The actual organization of the units through the commissioning and as-
signinent of officers was a Jong and tedious process, requiring many months to
complete. Detailed instructions were distributed.™ With rare exceptions,
officer appointments made by the institution were not questioned by The Sur-
geon General. The Office of The Surgeon General maintained contact with the
sponsoring institutions through its Reserve Subdivision and during the organi-
zation period established rosters of unit personnel. At the time, there was no
definite provision for furnishing these hospitals with enlisted men. It turned
out, however, that when the hospitals were activated—in 1942-43—a large
part of this personnel wag drawn from existing theater of operations hospital
units. Another part came from the reception or training centers. Special
arrangements were also made whereby men from the sponsoring institution
could be voluntarily induected into the service and earmarked for assignment
to the affiliated unit when it was activated.™

The orviginal list of hospitals proposed by The Surgeon General and
approved by the General Stafl provided for the necessary theater of operations
hospitalization envisaged by the Protective Mobilization Plan for the first 120
days of mobilization. There still remained the problem of insuring the addi-
tional hospitalization required for the four successive augmentations of the
basic plan. It had been The Surgeon General’s intention to create additional
affilinted wnits for this purpose, once the organization of the first group of

70 Memorandum, T.t. Col. Panl A, I'aden, Director, Medical Personnel Division, Office of The Sur-
geon Genoral, for Colonel Love, Historical Division, Office of The Surgeon General, 15 Apr. 1944

7 Letter (mimeographed), The Surgeon General, to each affilinting insticution, 16 May 1940,
subject 1 Affilinted Unitz, Medical Department, TS0 Army.

(1) Smith, Clarence MceKittrick: The Medieal Department: Hospitalization and ISvacuation,

Zone of Interior. Tnited States Army in World War II. The Techmical Services.  Washington: U8,
Govornment Drinting Office, 1956, (2) Nee footnote 70,

663076V ——63 —12
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hospitals had been accomplished. By June 1940, the prepavation of the ap-
proved hospitals had proceeded sufficiently to make the organization of addi-
tional afliliated units feasible. The widespread publicity given to the program
had resulted, as already mentioned, in a large number of requests for affiliation
from institutions not on the frst list, including some that had sponsored units
in 1917. Tt seemed the proper time therefore to expand the program. On 26
June 1940, General Magee requested permission to organize additional hos-
pitals.  He proposed that neither the exact number of units nor their distri-
bution be determined at that time. On 22 July 1940, the War Department
approved the organization, as afliliated units, of an additional 36 general hos-
pitals, 13 evacuation hospitals, and 10 surgical hospitals as part of the first
angmentation of the Protective Mobilization Plan.™  Tlas anthorization almost
doubled the number of affiliated hospitals to be made available.

The original plan had been to provide, at the time of activation, Regular
Army officers as commanding oflicers of these affiliated units who wonld replace
the directors when the units were called into service. As the organization
proceeded, however, it became apparent that in certain instances it would be
desirable to continue unit directors as commanding officers during mobilization.
Four unit directors, each of whom had had experience and training during
World War I and who had maintained an unusually active interest in the
Organized Reserve since that time, were considered qualified to command their
units.  General Magee recommended that these men receive mobilization assign-
ments as commanding officers, and that officers of the Regular Army Medical
Corps be assigned as executive officers. He further proposed that if similarly
qualified directors were appointed in other units he should be authorized to
malke similar assienments. The request for the assignment of the four officers
(fig. 28) was approved: Col. Thomas R. Goethals, MC, to the 6th General
Hospital, T.it. Col. (later Col.) Henry R. Carstens, MC, to the 17th General
Hospital, Col. E. T. Wentworth, MC, to the 19th General Hospital, and Col.
J. G. Strohm, MC, to the 46th General Hospital; but The Surgeon General was
required to make sepavate requests for future assignments, as these would
involve changes in the approved allotments of officers.™

By October 1941, the organization of afliliated units had reached an ad-
ranced stage, and 41 general hospitals, 11 evacuation hospitals, and 4 surgieal
hospitals actually had been organized. A certain number of institutions had
not shown interest in the project, and no personnel were assigned to those units;
a number of additional units also were contemplated, but the Secretary of War
had not yet authorized them.™

™ [Letter, The Surgeon General, to The Adjutant General, 26 June 1940, subject: Afliliated TUnits,
Medical Department, with 1st endorsements thereto, 22 July 1940.

“t Letter, The Surgeon General, to The Adjutant Genceral, 18 June 1940, subjeet @ Affilinted Units,
Medical Department, with 1st endorsement thereto, 8 July 1940.

% (1) Memorandum, Lt. Col. Francis M. Fitts, Office of The Surgeon General, 7 Oct. 1941, sub-
ject: Status Report, Affiliated Units. (2) The publication cited in footnote T2(1). p. 143, countains
lists (tables 6 and 7) of the afliliated general and cvacuation hospitals, showing Army number,
institution with which afiliated, dates of activation and embarkation, and initial destination.
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Frcure 28 —FEarly appointments ag commanders of affiliated units. Upper left: Col.
Thomas R. Goethals, MC, to the 6th General Iospital. Upper right: Col. Henry R.
Carstens, MC, to the 17th General Hospital. Lower left: Col. I2. T. Wentworth, MC, to the
19th General Hospital. Lower right: Col. J. G. Strohm, MC, to the 46th General FHospital.
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Deferment of Active Duty for Members of Afliliated Units

While afliliated units awaited activation, the Reserve officers in them en-
joyed what amornted to a deferment of service. The possibility of calling the
officers of these wnits to active duty received consideration in September and
October 1940, During the spring and summer of that year when large numbers
of Reserve officers in other categories were being called to duty, the directors
of affilinted units were recruiting for their organizations on the understanding
that appointees would remain on inactive status until the units themselves were
called up. Following mobilization of the National Guard and the advent of
selective service in the autumn of 1940, however, a number of persons suggested
calling the officers of afliliated units individually to active duty. The Surgeon
General not only rejected these proposals but attempted to get assurances from
the War Department that neither individual reservists nor the afliliated units
in which they served would be called to active duty before war came. While
the General Staff would make no clear-cut declaration of policy to that eflect,
it followed (for the time being) The Surgeon General’s recommendation In
practice.™ No affiliated unit was activated until after Pearl Harbor, and no
steps were talken to call up individual members until still later (table 15).

The urgent demand for additional Medical Corps officers throughout 1941
drew attention once more to the affilinted units as a source of supply, and
particularly to the more than two hundred Medical Corps Reserve officers in
these units who were of draft age. In May 1941, The Surgeon General sub-
mitted a recommendation to The Adjutant General that these officers be dis-
charged fromn their special commissions and that upon application they then
be appointed in the Reserve in the grade of first lieutenant and ordered to
active duty as soon as their services were required; they were also to be in-
structed that if their units were called they would be assigned for duty with
them. Apparently, the heavy demand for additional officers prompted The
Surgeon General to recommend a measure which would in effect have abrogated

Taper 15.—Medical Department officers of affiliated Reserve in affilialed wmedical unils,
February 1941

Medical Dental Medical Total
Status Corps Corps Administra- ollicers
tive Corps

Original appointments in the affiliated Reserve___.: 547 53 13 613
Transfers from nonaffiliated to afflinted Reserve 239 19 ! 6 . 264
Total ... 786 72 19 877

Source: Report, Operations Service, Office of The Surgeon Gieneral, subject: Officers in Aflilinted Units, as of
Febrnary 26th, 1941,

(1) Memorandom, The Surgeon General, for Assistunt Chief of Stafl, G-1. 28 Sept. 1940, (2)
Aemorandu, The Adjutant General, for The Snrgeon General, 29 Oct. 1940, subject 1 Mobilization ot
Affiliated Units.
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the original understanding with some of the officers in the sponsoring institu-
tions. To this recommendation, the War Department replied that a program
to discharge afliliated Medical Corps Reserve officers from their commissions
and permit them then to volunteer for appointment in the nonaffiliated Reserve
as first lieutenants would probably result in the loss of many officers. 1t was
pointed out that many of these officers would not accept reappointment in that
grade. However, the War Department authorized the discharge of affiliated
ofticers above the ranlk of first lieutenant who, prior to discharge, volunteered
to accept an immediate appointment in the nonafliliated Reserve in the lower
rank. The number of afliliated Reserve officers who accepted active duty on
these terms is unknown, but past experience indicates that it was probably
approximately 2 percent.’

While The Surgeon General was suggesting means of placing on active
duty some of the officers in affiliated units already formed, he was also sanc-
tioning the formation of additional units for use in case of war. In June
1941, the general regulations for affiliated units were modified, providing for
some amelioration of the condition mentioned above.” The Surgeon General
announced that no additional appointiments would be made to affiliated units
in the age group eligible for induction under selective service. Officers of
the nonafliliated Reserve who had been assigned without change of grade to
affiliated units were to be considered as available for active duty. But officers
of the afliliated Medical Corps Reserve could be brought on active duty only
when they requested appointment in the nonafliliated Reserve in the grade of
first lieutenant.

The number of personnel assigned to afliliated units on 30 June 1941 is
given in table 16. Of those shown, 1,257 Medical Corps, 122 Dental Corps,
and 81 Medical Administrative Corps officers werve said to belong to the affil-
iated Reserve and the remainder to the nonafliliated Reserve. In October

Tanre 16.—Medical Department officers in affiliated units, 30 June 1941

Moedical Dental ; Medical Ad-

Type of hospital ' Corps Corps ministrative
Corps
General - - _ . 1, 144 ’ 157 44
Bvacuation . ; 233 15 3
Surgieal . . ! 37 ‘ 4 2
Total - . 1,414 } 176 ‘ 49
| |

i%;)ruqco: Annual Report of The Surgeon General, U.S, Army. Washington: T.8, Government Printing Office, 1941,
PP, 145-146.

7 (1) TLetter. Office of The Surgeon General (Execcutive Officer), to The Adjutant General, 5 May
1941, subject: Physicians of Draft Age olding Commissions in Affiliated Units, with 1st endorsement
thereto, 26 May 1941, (2) Letter, The Surgeon General, to The Adjutant General, 5 Aug. 1941, subject :
Active Duty Orders for Medieal Officers (Afliliated).

S Letter, Office of The Surgeon General. to each affiliating institution, 2 June 1941.
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1941, 158 Medical Corps, 3 Dental Corps, and I Medical Xdministrative Corps
officers from afliliated units were on active duty.™ Thus, the basic problem
of obtaining the =ervices of medical personnel in affiliated units for the rapidly
expanding Army remained unsolved right up to the outbreak of war—and

even afterward.
OTHER SOURCES OF OFFICER PERSONNEL

Additional sources of professional personnel for the Medical Department
in the prewar years existed, but for a varviety of reasons were still looked upon
as “off limits.” These included graduates of foreign and of substandard
American medical schools, Japanese-Americans, female doctors ad dentists,
and certain other professional minovities.

Graduates of Foreign and Substandard American Medical Schools
Foreign graduates

As early as 1933, the National Board of Medical Kxaminers, while not
raising a general bar against graduates of foreign schools, stipulated that a
student. matriculating in a Kuropean medical school after the school year
1933 would have to submit evidence of the following in order to be admitted
to the board’s examination: (1) A premedical education equivalent to the
requirements of the Association of American Medical Colleges and the Coun-
cil on Medical Tducation of the American Medical Association; (2) gradua-
tion from a Iuropean medical school after a course of at least 4 academic
vears; and (3) a license to practice medicine in the country in which that
school was located. In 1939, the same board barred {rom its examinations
the graduates of “extramural” (that ls, not wniversity connected) Dritish
medical schools.®

Ammy Regulations No. 140-33, issued on 30 July 1936, required a can-
didate for the Medical Corps Reserve to possess a license to practice in a
State, Territory, or the District of Columbia, or a diploma from the National
Board of Medical Fxaminers; he must also hold the degree of Doctor of
Medicine from a class A medical school——that is, one approved by the Ameri-
can Medical Association. Although in the fall of 1940 The Surgeon General
received many profests, both from individuals and from organizations such
as the American Jewish Congress,®! protesting the exclusion of foreign grad-
uates from the Medical Corps, a revision of AR 140-33 on 15 December 1940
did not change essentially the previous conditions for admission to the Medical

Corps.

™ See footnotes 49 (1), p. 135, and 75(1), p. 144,

80 Tetter, Office of The Surgeon General (Colonel Lull), to George L. Cassidy, Associate Editor,
New York Post, 14 Nov. 1940, with enclosure thereto.

81 Tetter, Carl Sherman, Chairman, Administrative Committee, American Jewish Congress, to
Agsistant Secretary of War, 28 Nov. 1940.
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At that time, The Surgeon General stated that he himsell had no means
of classifying foreign medical schools definitively. While some were undoubt-
edly satisfactory, there was considerable evidence that many did not have
acceptable standards, and he did not desire to have the American soldier
treated by physicians not fully qualified in accordance with the standards of
approved American schools®?  Several officers who were in the Surgeon Gen-
eral’s Office at the time have vestated and enlarged upon these points.  Brig.
Gen. Albert Gv. Love (Ref.) has pointed out that “in the years prior to World
War II, the American Medical Association had done *** a tremendous job
in classifying medical schools, raising the standard of medical education, and
forcing substandard schools to raise their standards or close their doors.”
A former stafl member of The Surgeon General’s Personnel Division, who
dealt with hundreds of graduates of foreign medical schools, wrote that “some
were unquestionably well qualified professionally, mentally, physically and
socially. Others, were, however, very undesivable as Medical Corps officers
# % % any had failed in American medical schools before entering foreign
schools. Others had Arts school academic averages so low that their admis-
sion to an approved [medical] school was not justified. It was also known
that many Furopean medical schools, particularly German, had deteriorated
rapidly in the late twenties and in the thirties.

Algo in December, 1940, Dr. J. John Kristal, Chairman of the Executive
Committee of the American Almunni of British Medical Schools, wrote to Dr.
Trvin Abell, Chairman of the Committee on Medical Preparedness of the
American Medical Association, listing six “quite stringent” requirements that
might be established for graduates of the British medical schools in ovder to
obtain commissions in the U.S. Army Medical Corps Reserve. Ilis proposal was
approved by The Surgeon General who on 30 December 1940 forwarded it to
the War Department General Staff, substituting, however, the word “foreign”
where Dr. Kristal had used “British,” and including a stipulation of citizen-
ship. The six requirements were as follows:

1. They shall be citizens of the United States. They shall present satisfactory
evidence of premedical education equivalent to the requirements of the Association of
American Medical Colleges and the Council on Medical Fducation of the American Medical
Association.

2. They shall have completed a medical course of at least four academic years.

3. They shall have obtained a license to practice in the country in which the medical
school from which they gradusated is located.

4. They shall have evidence of a year’s internship or more in a hospital acceptable to
the Council on Medical Edueation and the Committee on Iospitals of the American Medical
Association.

5. They shall be eligible to take the examination given by the National Board of
Examiners.

6. They shall have a license to practice medicine in some state or territory of the
United States.

s2 Letter, Office of The Surgeon General (Colonel Lull), to The Adjutant General, 23 Nov. 1940.

88 (1) Letter, Brig. Gen, Albert G. Love (Ret.) to Col. John B. Coates, Jr., Director, Historical Unit,

U.S. Army Medical Service, 20 Nov. 1955, (2) Letter, Col. Paul A. Paden, to Col. C. H. Goddard,
Office of The Surgeon General, 21 Jan, 1952,




150 PERSONNEL
Two months later (5 TFebruary 1941), the War Department General Staff
approved these recommendations.™

Graduates of unapproved American schools

As to graduates of unapproved schools in the United States, The Surgeon
General continued to hold that they should be rejected, urging that as soldiers
had to take what the Army offered in the way of doctors they should be afforded
at least the protection which most States accorded them as civilians. There-
fore, only doctors who could be licensed to practice in a majority of the States
should be granted commissions in the Medical Corps.®® (The graduates of
these unapproved schools could receive licenses in only one or two States.)

Again, asin the case of graduates of foreign schools, objections were raised
to the existing policy. This time, however, it wag felt that considering the
shortage both m the Armed IForces and in civilian life the policy not only sub-
jected doctors to the chance of being drafted, after which they would serve not
as doctors but as enlisted men,*® but also that it worked to the economic disad-
vantage of doctors already in the service. “When these men get out of the
Army,” the president of a State medical society wrote to The Surgeon General,
“they will find that [graduates of unapproved schools| have adopted [that is,
taken over] their practices.” e considered this an unfair advantage to take
of any doctor and asked if it was possible to commission graduates of unap-
proved schools as second lientenants “or some lower commission” and allow
them to serve as mess or sanitary officers. The Surgeon General replied that
the advantage given to graduates of unapproved schools was more apparent
than real. Iowever, he held out a promise: “If the general thought of the
medical profession should be that these men should be accepted on the same
footing as graduates of Grade A schools, thought can be given to a modification
of our present practice.” 7

Soon, thereafter, the Directing Board of the Procurement and Assignment
Service suggested terms on which graduates of unapproved medical schools
might be accepted for commissions. In April 1942, accordingly, The Surgeon
General announced that such graduates would be commissioned n the Medical

s (1) Letter, Office of The Snurgeon General (Col. &. I, Lull), to The Adjutant General, 30 Dec.
1940, subject: Appointment of Graduates of Foreign Medieal Schools. (2) Tetter, The Adjutant
General, to The Surgeon General, 5 Feb, 1941, subject: Appointments of Graduates of Foreign Medieal
Schools in Medical Department Reserve.  (3) Letter, The Adjutant General, to Corps Area and Depart-
ment Commanders and The Surgeon General, 5 Teb, 1941, subject: Appointments of Graduates of
Toreign dMedical Schools in Medical Department Reserve.

& Letter, The Adjntant General, to President, Association of Medieal Students, Middlesex Hospital,
Cambridge, Mass., 22 Dec. 1941, (The Surgeon General had sent this reply to The Adjutant General
for forwarding to the president of the Associntion of Medical Students, 16 Dec. 1941.)

86 (1) Letter, Dr. John I". McGuinness, Woburn, Mass,, to President Roosevelt, 7 Jan., 1942, (2)
Letter, Senator C. Wayland Brooks (¥II), to The Surgeon General, 18 Feb. 1942, (3) Letter, Joseph
H. Dorfman, Detachment Commander, ITeadquarters Detachment, Detachment of Illinois, Sons of
American Yegion, to The Surgeon General, 10 Teb, 1942,

87 (1) Lefter, President, Massachusetts Medieal Society, to Surgeon General Magee, 31 Jan. 1942,
(2) Letter, Surgcon General Magee, to Dr. Frank R. Ober, President, Massachusetts Medical Society,
T Feb. 1942,
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Corps of the Army of the United States if they met the following conditions:
The applicant must, in addition to possessing the doctor of medicine degree,
have had a 1 year’s rot ating internship, and have a license to practice medicine
in one of the States or in the District of Columbia; he must also have been
engaged in the cthical practice of medicine and must present five letters to this
effect from doctors who knew him and who were graduates of recognized
schools of medicine. The Surgeon General would determine whether the
graduate was eligible. The final stipulation—that the applicant must be a
member of his local county medical society and be indorsed by his State medi-
cal society—had to be changed later because some medical societies refused to
admit graduates of unapproved schools until they had been practicing for 5
years. The Surgeon General agreed, therefore, that he would accept those
who met the other conditions if they presented a statement from the secretary
of the county or district medical society that they were engaged in the ethical
practice of medicine and would be eligible for society membership except for
the fact that they had been in practice less than 5 years.® Schools whose
graduates the Medical Department agreed to accept on these terms were
Middlesex University College of Medicine, the Chicago College of Medicine,
and the Cincinnati College of Eclectic Medicine. The Surgeon General
judged the graduates of two other schools more on their individual merits.
Doctors graduated from any of these unapproved schools were commissioned
only in the grade of first licutenant.

When in the fall of 1943 the State authorities of Massachusetts declared
that graduates of the Middlesex University College of Medicine would not be
eligible for the licensing examinations held after June 1944, the Medical De-
partment refused to recommend for appointment additional graduates of
that school (not waiting until Massachusetts examined the last ones it had
stipulated it would admit to examinations) ; in July 1944, the Medical Depart-
ment announced, however, that it would accept recent graduates of that school
under terms previously in effect. No figures are available on the total number
of graduates of unapproved schools who joined the Army Medical Corps under
the terms laid down by The Surgeon General, although in early 1944 it was
stated that between 200 and 300 graduates of Middlesex University College
of Medicine alone had been appointed.s

The problem of unapproved schools did not arise in the case of dentists,
there being no such dental schools. As for veterinary schools, The Surgeon
General refused to commission graduates of the sole unapproved institution of

8 (1) Letter, The Adjutant General, to The Surgeon General, 28 Apr. 1942, subject : Admission of
Graduates of Certain Nonrecognized Schools of Medicine to the Army of the United States. (2) Letter,
The Surgeon General, to Dr. Frank H. Lahey, Boston, Mass, 15 July 1942,

8 (1) Letter, The Surgeon General, to Dr. Frank H. Lahey, War Manpower Commission, 24 Aug.
1942, (2) Memorandum, The Surgeon General, for Oflicer Procurement Service, Army Service Forces,
Attn: Col. B. G. Welsh, Acting Director, 3 Dec. 19483, subject : Discontinuance of Appointments * #
of Gradnates of Middlesex University College of Medicine. (3) Memorandum, The Surgeon General,
for Director, Officer Procurement Service, Army Service Torces, 20 July 1944, subject : Middlesex Uni-
versity School of Medicine. (4) Letter, The Surgeon General, to The Adjutant General (for forwarding
to the Hon. David I. Walsh, U.S. Senator (Mass.)), 7 Jan. 1944,
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that kind, the veterinary school of Middlesex University.”” Graduates of that
school who were drafted served in enlisted status—unless they received com-
missions in an oflicer component, such as the Medical Administrative Corps,
which required completion of the regular course at an officer candidate school.

Alien and Naturalized Physicians

Alien and naturalized physicians in the Army in an enlisted status could
be commissioned in the Army of the United States provided they met the
following requirements: (1) Citizens of cobelligerent Allied countries had to
meet requirements for professional training and the necessary War Department
investigations, such as those of the Military Intelligence Service and the
Provost Marshal.  Such applicants had to have a release from the military
attaché of their country’s Tegation in the United States, and as The Surgeon
Gieneral pointed out, that process involved many diffienlties.  Since the appli-
ant’s government had to be acceptable to the U.S. Department of State, it
was often necessary for The Adjutant General to determine from day to day
that Department’s evalution of the foreign government concerned.  (2) Enemy
aliens Liad to meet the investigation of all agencies, including that of the
Assistant Chief of Staff, G—2 (intelligence), and in addition had to be natu-
ralized. (Naturalization had been rendered easier in Mareh 1942 by an enact-
ment of Congress that persons who had served 3 months in enlisted status
conld obtain citizenship immediately.)**  They must, moreover, have arvived
in this country before 1 January 1938, and also “as a general, but less rigid
rule,” they had to prove that they did not have relatives remalning in enemy
countries. (This meant that, even though naturalized, they had some of the
legal disabilities of aliens.) As a further barrier, most foreign physicians
applying for commissions had been educated in foreign schools and hence had to
meet the special requirements The Surgeon General had laid down for such
graduates.”

The question of what to do about alien physicians not serving in the Army
was a matter of concern to the Procurement and Assignment Service. Since
many States required applicants to establish American citizenship as one pre-
requisite to admission to State licensing examinations, and other States issued
temporary licenses which were subject to cancellation unless the holder obtained
American citizenship within a specified time, the Department of Justice took
steps in January 1943 to have the Immigration and Naturalization Service
assist in relieving the shortage of civilian plysicians by expediting the legal
process of naturalizing alien physicians.

o Lotter, Office of The Surgeon General (Col. J. I. Croshy, V), to Dr. Louis Karasoff, Middletown,
N.Y., 17 Apr. 1942, with 2d wrapper endorsement thereto, 10 Jan. 1945,
G Stat, 182,

o2 3\femorandum, The Surgeon General (Chief, Personnel Service), to Col. Richard . Ianes,
AMedieal Division, National Ieadquarters, Sclective Service, S Feb. 1943,

[
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Japanese-American Medical Personnel

Physicians and dentists

Japanese-American citizens were treated differently from other groups.
The Surgeon General recommended in May 1942 against commissioning them,
whether they were serving in enlisted status or were civilians.  Tle stated that
although they might meet all the requirements for commissions “they would
be placed at a personal disadvantage and in many embarrassing positions.
They would inspire a lack of confidence and distrust throughout the
Army * * * yendering no military value and being under suspicion at all
times.” °3

Regulations prohibited the assignment of Japanese-American officers to
units made up of others than their own group. At Camp Shelby, Miss., how-
ever, when the 442d Regimental Combat Team (a Japanese-American unit)
had an oversupply of doctors and dentists, the commander loaned one of the
doctors to another unit and the excess dentists to the camp dental elinic, where
their services proved very satisfactory. They could not, however, be per-
manently assigned to these organizations for the reason stated above. On a
visit to Camp Shelby in October 1943, the Assistant Secvetary of War learned
of this incident and ecalled it to the attention of The Surgeon General as an
indication of what might be done if War Department policy were changed,
remarking that Japanese-American medical talent was “not being usefully
employed.”  The Surgeon General followed this suggestion by attempting to
detach some of the Japanese-American doctors from the Army Ground Forces,
but without success.

Nurses

The question of whether to commission nurses who were Nisei (that is,
American citizens of Japanese ancestry) caused considerable discussion, par-
ticularly after it had been announced (January 1945) that a draft of nurses
was necessary to meet the Army’s needs. The Surgeon General had previously
stated that there were no position vacancies for Nisei nurses. This assumed
that because of their racial backeround they could be placed only in special
jobs. Possibly the belief existed in some quarters that use of such nurses
would antagonize soldier patients. In August 1944, however, the Secretary of
War ruled out the factor of race by announcing that qualified Nisei nurses
conld be appointed in the Army if their loyalty was vouched for by the

9 Letter, Office of The Surgeon General (Col. J. A. Rogers, Executive Officer), to The Adjutant
General, 11 May 1942, subject: Physicians, Dentists, and Veterinarians of Japanese Ancestry.
% (1) Letter, Assistant Secrectary of War, to The Surgeon General, 23 Oct. 1943, (2) Letter,

Surgeon General Kirk, to Assistant Secretary of War (McCloy), 10 Nov. 1943,
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Provost Marshal General’s Deparvtment, and that The Surgeon General would
direct their assignment to duty.”

Early in 1945, the Surgeon General’s Oflice estimated that about 300 of the
800 Nisei nurses in the United States would be available for military duty.
Under pressure from the New York newspaper, 224/, which had also previously
criticised him for rejecting these nurses because there were no vacancies for
themn, The Surgeon General announced that he would take them on the terms
laid down by the Seeretary of War. This meant that while they were subject to
the same conditions of availability, professional training, and physical condi-
tion as other nurses they would not be rejected because of ancestry alone. They
would, however, he used only in the United States. These transactions did not
lead to the admission of any large number of Nisei nurses into the Army. By
February 1945, only four had been appointed, all that were accepted during
the war.?®

Female Doctors and Dentists

With a few possible exceptions, before World War II, the Army had not
accepted women of any group in full commissioned status,’” although nurses
had held relative rank. In late 1942, dietitians and physical therapists re-
ceived the same status. During World War I, 55 female doctors had served
on a contract basis.” Even before World War I1, certain civilian groups had
agitated to have women commissioned in the Medical Corps in the event of
war. In England, after war broke out, female doctors were commissioned in
the “women’s forces,” but not in the Royal Ariny Medical Corps.”

In June 1942, the Services of Supply took steps to procure female doctors,
not for service with the Medical Corps, but with the Women’s Aunxiliary Army
Corps. They served as contract surgeons when first placed on duty and if
found acceptable were made members of the corps, in the status of “second
officer,” which was not a commissioned status. In January 1943, 25 female
doctors were assigned to the Women’s Auxiliary Army Corps or were being
considered for assignment.*®®

In 1942, The Surgeon General testified before the Committee fo Study the
Medical Department that he had requested that a few women doctors be com-

% Letter, G—1, to The Adjutant General, 11 Aug. 1044, subject : Enlistment of Japanesc-Anerican
Nurses.

9 (1) Memorandum, Acting Chief, Personnel Service, Office of The Surgeon General, for The
Surgeon General (and others), 17 Mar. 1945, (2) Weckly Diary, Acting Chief, Personnel Service,
Office of The Surgeon General, week ending 17 Mar, 1945, (3) AManuscript, Col. [Florencee A.]1 Blanch-
field, and Mary [W.] Standlee, The Appointment of Racial Minorities in the Army Nurse Corps, p. 82.

97 Dyuring the Civil War, at least onc woman, a Dr. Mary Walker, was commissioned as an
Assistant Surgeon.  (Letter, Oflice of The Surgeon General (Col. Albert G. Love), to Dr. Morris
TFishhein, American Medical Association, 5 Apr. 1943.)

% Letter, Office of The Surgeon General (Tt. Col. Francis M. Fitts), to Unit Director, 24 General
ITospital, Presbyterian Hospital, N.Y., 16 Aug. 1941

9 Crew, F. A. 15.: Army Medical Services, Adwinistration. Xondon: Fer Majesty’s Stationery
Office, 1953, vol. 1, p. 206.

100 Memorandum, Office of The Surgeon General (Brig. Gen. Larry B. McAfee, Acting Surgeon
General), for Commanding General, Services of Supply, 4 Jan. 1943, subject : Utilization of Women
Doctors, with 1st endorsement thereto, 19 Jan. 1943,
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missioned to serve the Women's Auxiliary Army Corps, but the Comptroller
of the United States had informed him that women could not hold com-
missioned rank in the Army of the United States. A few months later, he
reiterated the Comptroller General’s ruling to General Somervell and added
that if enabling legislation were introduced, women belonging to other pro-
fessional and technical groups might feel that they had been discriminated
against. He stated that there was no other objection to commissioning quali-
fied female doctors in the Avmy of the United States, but suggested that their
use be limited to service with the Women’s Auxiliary Army Corps either in
the United States or abroad. The Secretary of War, undeterred by the thought
that introduction of a bill to grant commissions to female doctors might an-
tagonize women of other professional and technical groups, pressed for such
legislation; he suggested that, once commissioned, female doctors should be
confined for the time being to duties with the Women’s Auxiliary Army Corps
and to hospitals where there was a large number of women patients.

The necessary legislation was passed in April 1943. Applying to both
Army and Navy, it provided that licensed female physicians could be granted
commissions in the Army of the United States or the Naval Reserve, “during the
present war and six months thereafter.” Such officers were to enjoy the same
rights, privileges, and benefits as other members of those organizations having
the same grade and length of service.'** This Jaw did not limit their service
to the United States, and a number served abroad. It made female doctors the
first women to hold full commissioned rank in the Army of the United States,
antedating not only the nurses,’® dietitians, and physical therapists (by more
than a year), but the oflicers in the Women’s Army Corps, who attained that
status a few months later (1 July 1943).

Desirable though it was in itself, the new law did little to meet the Medical
Department’s demand for personnel. Although the Army placed no limit on
the vumber of professionally and physically qualified female doctors it would
accept, only 76, or 1 percent of the approximately 7,600 women doctors in the
United States, were ultimately commissioned.*®  On 28 Februavy 1945, when T4
women were serving in the Army Medical Corps, 4 were majors, 36 captains, and
34 first lieutenants; on the same date, 17 were overseas. At least one received
a promotion to the grade of lieutenant colonel upon being separated from the
Army.10*

Between June 1943 and March 1945, several attempts were made in Con-
gress to authorize the commissioning of women dentists, but all attempts failed,

10157 Stat. 65.

102 Tywo exceptions were the Army Nurse Corps Superintendent, and her Assistant Superintendent,
promoted to the grade of colonel and lieutenant colonel, respeectively, in March 1942, (Letter, Col.
Florence A. Blanchfield, USA (Ret.), to Col. J. B. Coates, Jr., MC, Director, Historical Unit, U.S.
Army Medical Service, 21 Ireb. 1956.)

108 (1) Memorandnm, Lt. Col. D. G. Hall, Office of The Surgeon General, for Brig. Gen. G. T.
Lull and Col. J. R. ITudnall, Office of The Surgeon General, 21 Apr., 1943, (2) Sixteenth Census of
the United States: 1940, Population: The Labor TForce, vol, III, p. 75 (table 58).

10 Army Medical Bulletin No. SS0 1945, 1. 50O,
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probably because the War Department felt that there was no shortage of
dentists in the Army.*"”

Other Minority Groups

Lfforts to secure commissioned status for certain other groups serving in
the enlisted ranlks occurred spasmodically throughout the emergency and war
periods.  Groups who sought sueh status included chivopractors, optometrists,
osteopaths, and podiatrists. Of these groups, the optometrists alone were
commissioned and these only after the cessation of hostilities.

CONTRIBUTIONS OF ORGANIZED MEDICINE AND NURSING

Before the end of 1940, civilian professional organizations in the medical
field were becoming involved in the process of recruiting medical officers and
nurses for the Army. The most influential of these organizations was the
American Medical Association, whose interest in procurement extended beyond
the Reserves—at first the main source of oflicers—and inclnded the entire
civilian profession. It was for this reason that The Surgeon General vequested
the cooperation of the association.  To obtain much larger numbers of oflicers
than it already had, the Medical Department would have to go outside the
sanks of those previously enrolled in the Reserves and reeruit oflicers dirvectly
from civilian life. Moreover, if a major war occurred, even though the United
States had more physicians per capita of population than any other country,"
the supply would have to be rationed between the military and civilian medical
services. The civilian professional organizations would be vitally interested
in both processes and might render valuable aid in solving the problems they
involved. A precedent for collaboration had been set during World War I,
when the American Medical Association and ifs constituent groups, the State
medical societies, had parvticipated in the recruitment of medical officers.

Committee on Medical Preparedness

The American Medical Association, having offered its services to the Fed-
eral Government in May 1940, responded to The Surgeon General’s request at its
annual session in June 1940 by creating a Committee on Medical Preparedness.
This committee, consisting of 10 members, was to establish and maintain contact
with appropriate governmental agencies “so as to make available at the earliest
possible moment every facility that the American Medical Association can

165 AMedical Department, United States Army. Dental Serviee in World War II. Washington :
U.S. Government Printing Office, 1935.

166 According to figures compiled probably in 1942, by the I’rocurement and Assignment Service
for Physicians, Dentists, and Veterinarians, the United States had 1 physician for each 750 people.
The Iatest figures available for other countries, published in 1932, showed that Ingland and Wales,
on the other hand, had only 1 for cach 1,490 ; Germany, 1 for cach 1,560 : I'rance, 1 for cach 1,690 ;
and Sweden, 1 for cach 2,800. “Final Report of the Commission on Medical Education” (New York,
1932), p. 99.
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ofter for the health and safety of the American people and the maintenance of
American democracy.” " The committee was to cooperate with the Advisory
Commission to the C'ouncil of National Defense, the U.S. Public Health Service,
and cther Federal agencies, as well as with the Medical Department of the
Army and the Bureau of Medicine and Surgery of the Navy. The committee
was also to consider problems in other fields besides those concerned with
providing medical personnel for military needs.

At the same session, the American Medical Association considered a plan
presented by The Surgeon General of the Army ; at his request, it agreed to con-
duct a survey of the medical profession, and accepted in principle his sug-
gested procedure for designating physicians who could be spared from civilian
practice and brought into the Army. The plan had to receive the sanction
of the General Staff before it could become in all respects operative, and was
evidently intended to take full effect only “in the event of a national emergency
of great magnitude” ***—or, more specifically, a war.

The survey of the medical profession, however, was undertaken immedi-
ately by the Committee on Medical Prepavedness. To get information for the
preparation of a roster, the committee sent questionnaires to all physicians in
the United States. The committee realized that the returns would be based on
the individual doctor’s own estimate of his availability and utility as a medical
officer, but it planned to control this by using data from the various specialty
boards and other information in the possession of the American Medical Asso-
clation. The questionnaire was a single-sheet schedule, coded for transfer to
machine record cards. In addition to the usual personal data, the committee
asked for information concerning details of medical education, licensure, mem-
bership in medical societies, full-time appointments, type of practice, certifica-
tion of examining boards, details of specialty practice, previous military ex-
perience, present commission, willingness to volunteer in the event of war,
“service you consider yourself best qualified to perform,” and physical
disabilities.?®

The questionnaires were mailed in July 1940. Eventually, more than
185,000 physicians received them, and by 2 January 1942, 85.8 percent had heen
returned.  About 26,000 had to be completed for those who failed to do so for
themselves. These were prepared from available information on file in the
offices of the State and county medical societies. Eventually, 96 percent of the
questionnaires were completed.’® Meanwhile, the process of transferring the
information on the returned questionnaires to puncheards began, and the cards
were sorted into specialist groups and others. Various directories and lists
were constantly used in editing the returns.

The object of the survey was to determine (1) the number of physicians
licensed to practice medicine, (2) the number suitable for active service and the

w7 Medical Preparedness.  J.ADMAL 114 1 2466, 22 June 1940,

108 Memorandum, Colonel Dunham, for The Surgeon General, 14 June 1940.

319 Aledical Preparedness, JAMA. 115 1387, 13 July 1940.

10 Information from Lt. Col. IIarold C. Lueth, MC, former liaison officer, Office of The Surgeon
Gencral, with Chicago office of the American Medical Association, 26 May 1945,
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FIGURE 20.—T.t. Col. Tarold C. Lueth, MC, liaison officer from
the Office of The Surgeon General, to American Medical Asso-
ciation, 1942-45.

number incapacitated. (3) the number and location of physicians who were
qualified and available for the Armed Forces and for other essential services
in case of national emergency, (4) the number available for service to the civil-
ian population under emergency conditions, (3) the availability and qualifica-
tions of those who could serve in special fields of medicine, (6) the number and
identity of physicians qualified for teaching and research who were essential to
the maintenance of educational institutions, and (7) the number, age, qualifica-
tion, availability, and other characteristics of all members of the medical
profession.

In planning and curyving out this project, there was close liaison between
the Committee on Medical Preparvedness and the Office of The Surgeon General.
The latter assigned a vepresentative, Lt. Col. (Jater Col.) Charles G. Hutter,
MC, to the headquarters of the American Medical Association in Chicagos; he
reported for duty in October 1940, His successor, from 15 March 1942 to 26
March 1945, was Lt. Col. Farold C. Lueth, MC (fig. 29). An mmportant part
of the liaison work consisted of an exchange of information. From data sup-
plied Ly corps area commanders, the Jowrnal of the Lmerican Medical Alssocia-
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tion published weekly lists of Medical Corps Reserve oflicers ordered to active
duty, and the same information was recorded in the files of the committee. In
turn, the corps area surgeons were assisted in the classification and procurement
of Reserve oflicers by members of the committee.***

When the federalization of the National Guard and the inauguration of
selective service created a heavy demand for more medical officers in the fall
of 1940, the Committee on Medical Preparedness offered to aid in procuring
and classifying physicians qualified to act as chiefs of services, if a sufficient
number could not be obtained from the Reserve. The Surgeon (General
accepted this offer.

Acceptance of The Surgeon General’s Plan

Meanwhile, in August 1940, The Surgeon General presented to the General
Staff for approval a revised version of the plan placed before the American
Medical Association in June. The original plan had involved a rather elabo-
rate system of cooperation between Army authorities and the national, State,
and county organizations of the American Medical Association for the purpose
of designating physicians available for the Army. This one developed the first
more fully in some respects and curtailed it in others. The General Staff criti-
cized two points of the proposal—the decentralization of responsibility for the
Army’s part in the program to the corps area commanders and the commission-
ing of newly appointed civilians in a rank appropriafe to the position they were
to fill. Nonmedical officers of the War Department had difficulty in appreciat-
ing the fact that the average Medical Department Reserve ofticer who held
advanced rank by virtue of length of service and the fulfillment of certain non-
professional training requirements was not necessarily qualified to act as chief
of the medical or the surgical service in a Iarge hospital. To bring in qualified
civilians for such positions and commission them in grades appropriate to their
responsibilities meant changing the rules pertaining to rank and promotion in
the Reserves, which the General Stafl wished to uphold. After some discus-
sion, however, G-1 was inclined to go part of the way, conceding that the grade
should “in all cases be appropriate to the age of the applicant.” **

The approved version of the plan appeared on 3 February 1941.2* Tt
made no mention of advanced rank (although this was already being granted
in some cases) and allowed for only a small part of the decentralization which

1 (1) Letter, Office of The Surgeon General, to each Corps Area Surgeon, 30 Oct. 1940, subject:
Weekly Report for Liaison Officer, U.S. Army, in Care of the American Medical Association. (2) Letter,
Office of The Surgeon General, to Corps Area Surgeons, 27 Nov. 1940, subject: Assistance of the
American Medical Association in Classifiention and Procurement of Physicians.

1z Memorandum, Office of The Surgeon General (Col. L, B. MeAfee), for Assistant Chief of
Staff, G—1, for Chicf of Staff, T Oct. 1940, subject: Assistance of American Medical Association in
Classification and Procurement of Physicians.

13 Tetter, The Adjutant General, to The Suargeon General and Corps Area and Department Com-
manders, 8 Feb. 1941, subject : Assistance of American Medieal Association in the Classification and
Procurement of Physicians.
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The Surgeon General had recommended as a means of speeding the appointment
of new medical oflicers. The plan stated that the American Medical Associa-
tion would prepare and maintain a voster of civilian physicians, with their
specialties and qualifications, who had agreed to accept commissions in the
Army of the United States when needed for active duty in a “national emer-
gency.” The Surgeon General was to designate one or more officers to represent
him at the headquarters of the American Medical Association in Chicago for
all matters concerning the association and the Medical Corps Reserve.  Vacan-
cies existing in any corps aren were to be reported to the War Department,
which would attempt to {ill them by transfers of Reserve oflicers from the Arm
and Service Assignment Group or from the surplus of other corps aveas before
the services of the American Medical Association were called upon. If no
qualified Reserve officers could be found, The Surgeon General was to notify
the American Medical Association concerning the professional vacancies
required to be filled and their respective locations. His representative would
then forward the recommendations of the association to the corps area com-
mander who would have the designated person or persons examined physically
and send their applications for commissions to The Adjutant General for final
action. The corps area commander could not grant waivers for physical
defects, but could reject an applicant on these grounds. Applicants appointed
in this way must not be more than 55 vears of age and their appearance hefore
the examining board would be dispensed with.

The War Department General Stafl announced that the plan swould be
put in operation “at such time as the War Department may divect.” It
took no further action before PPearl Harbor. Nevertheless, The Surgeon Gen-
eral, the American Medical Association, and the corps areas had alveady car-
ried out some features of the plan before it was approved. The American
Medical Association had compiled its roster (which was intended to inciude
all physicians in the country, not merely those willing to accept commissions),
The Surgeon General had appointed his liaison officer with the association
in Chicago, and information had been exchanged concerning the availability
of civilian physicians for certain appointments in the Army.

The plan, while it might have met the rvequirements of a war situation
from a military standpoint, would not have insured adequate civilian medi-
cal service under war conditions. In his original proposal to the American
Medical Association, The Surgeon General had made the point that in time
of war such a plan would “distribute the professional load. and if properly
administered, should prevent the stripping of rural and isolated communities
of their necessary medical personnel.” ™ This was a point that greatly con-
cerned the profession before and during the war. Dut, in the first place,
neither The Surgeon General’s original plan nor the one finally approved
by the War Department specifically exempted members of the Reserves from
a call to active duty even if their departure should “strip” the local com-

11t See footnote 108, p. 157.
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munities. As early as November 1940, the secretary of the American Medi-
cal Association warned the Surgeon General’s Office that certain localities
in Kentucky and Tennessee were being deprived of doctors by that means.'*?
Moreover, nothing prevented a civilian doctor from volunteering his services
to the Army, and only the self-restraints of the latter and the limits of the
procurement objectives would keep it from accepting him. There were few
volunteers, however, in relation to the total need.

The plan had certain advantages in that it initiated joint action between
rarious agencies of the Federal Government and the American Medical As-
sociation, and after it was approved by the association, several conferences
took place between representatives of the Army, Navy, and Public Health
Service. It failed, however, to provide for the creation of an “indepenclent”
government agency to control the apportionment of doctors between the civil-
ian community on the one hand and Federal agencies on the other.

Origin of the Procurement and Assignment Service

While The Surgeon General was seeking the approval of the War De-
partment for his procurement plan, the American Medical Association was
projecting a broader plan of collaboration which led ultimately to the estab-
lishment of the Procurement and Assignment Service in October 1941. The
association’s Committee on Medical Preparedness, seeing “evidence of dupli-
cation of effort and of much confusion,” felt that “the early appointment
of a coordinator for medical and health services is greatly desired to speed
mobilization of medical resources for any emergency.” It voted that a
message to that effect be sent to President Roosevelt and the Advisory Com-
mission to the Council of National Defense. Whether or not as a vesult of
this action, the Council of National Defense established a Health and Medi-
eal Committee in September 1940 to coordinate these aspects of defense and
to advise the Council concerning them.”® Its membership consisted of the
chairman of the American Medical Association’s Committee on Medical Pre-
paredness, who served as chairman, the Surgeons General of the Army, Navy,
and Public Health Service, and the chairman of the National Research Coun-
¢il’s Division of Medical Sciences. Six months later (31 March 1941), its
Subecommittee on Medical Tducation **7 recommended the establishment of an
official procurement and assignment agency. The Health and Medical Com-
mittee transmitted this proposal to the American Medical Association, which
resolved on 3 June 1941 that the Government be urged “to plan * * * imme-
diately for the establishment of a central authority with representatives of
the medical profession to be known as the Procurement and Assignment

15 Tetter, 0. G. West, American Medical Association, to Gen. A. G. Love, 18 Nov. 1940.

16 (1) Medical Preparedness. J.ADM.A. 115: 465, 10 Aug. 1940. (2) Minutes of the Advisory
Commission to the Council of National Defense, pp. 90, 92.

u7 Membership : The Chairman of the Health and Medical Committee (chairman), fhe Com-
missioner of Hospitals of New York City, and members of the Ilavrvard, Minnesota, and Tulane
Medical Schools and the Stanford University Hospital.
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agency for physicians for the Army, Navy, and Public Health Service and
for the Civilian and Industrial needs of the nation.” The Surgeon Gen-
eral’s Office expressed its full support of this resolution.*

The Health and Medieal Committee in turn voted to adopt the association’s
resolution in principle and held a meeting on 22 October 1941 to “Initiate the
development of a Procurement and Assignment Service.” At this meeting,
which included the Surgeons General of the Army, Navy, and Public Health
Service, a number of consultants from the American Medical and Dental Asso-
ciations and one from the Veterans” Administration, a committee was appointed
to draft a program for the proposed agency.

The committec submitted a detailed report analyzing the medical and allied
personnel needs of the varions public and private agencies and outlining the
organization and duties of the proposed Procurement and Assignment Agency.
Two days later (30 October 1941), Paul V. McNutt, the Director of Defense
Health and Welfare Services (under whom the Health and Medical Committee
now functioned), sent a letter containing the substance of these proposals to
President Roosevelt for his approval which wag given the same day. After
outlining the purpose and organization of the new agency, Mr. MeNutt stated:

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

The letter concluded with a statement proposing to instruct the Agency to
draft legislation providing for the “involuntary recruitment” of medical,
dental, and veterinary personnel if the national emergency appeared to
require 1t.**°

On 17 November 1941, The Surgeon General appointed Capt. (later I.t.
Col.) Paul A. Paden, MC, as his liaison officer with the Procurement and
Assignment Agency.**® (The “Agency” had been designated a “Service”
shortly after its creation.) Another medical oflicer of the Army, Maj. (Jater
Col.) Sam F. Seeley, MC (fig. 30), became IExecutive Officer of the Service’s
Divecting Board.™*

War came a few weeks after the new Service was established and before it
had begun to function. It should be emphasized here, however, that the Pro-
curement and Assignment Service neither procured nor assigned personnel.
Tts purpose was simply to assist in these operations. In that respect, it differed

15 (1) Proceedings of the Cleveland Session [American Medical Association], 2-6 June 1941,
JADMA. 116 2783, 21 June 1941, (2) Letter, American Moedical Association, to Henry L. Stimson,
Seeretary of War, 12 June 1941, with 24 endorsement thereto, 28 July 1941,

19 Tetter, Paul V. MceNutt, Administrator, Irederal Security Ageney, to the President, 30 Oct.
1941.

120 (1) TLetter, Paul V. MeNutt, Administrator, Federal Security Agency, to The Surgeon
General, 14 Nov. 1941, (2) Letter, The Surgeon General, to Paul V. MeNutt, 17 Nov. 1941,

121 For composition of the direeting board, sece Mordeeai, Alfred: A Iisxtory of the Procurement
and Assignment Service for Physicians, Dentists, Veterinarians, Sanitary Engineers, and Nurses—-
War Manpower Commission.
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Froune 50.—Col. Sam I Sceley, MC, Iixecutive Officer, Direct-
ing Board, Procurement and Assignment Service.

little from the machinery contemplated in The Surgeon General’s plan
approved by the War Department 9 months before—which, in fact, 1t super-
seded. The Procurement and Assignment Service had no powers of com-
pulsion—other than moral force—over the men it declared available for Federal
service; and if they entered the service, it could only exhibit their qualifications,
not insure their assienment to jobs for which they were specially equipped;
in fact, “assignment” in the title of the new agency referred to the declaration
of availability for one orv other of the services rather than for a particular job.
Some of the objections that might have been made to the earlier War Depart-
ment plan therefore applied to the new agency. It met the request of the
American Medical Association, however, in being a coordinating body for all
Federal services; it also had the prestige of a Federal agency.

Subcommittee on Nursing
Meanwhile, the nursing profession was being organized for defense pur-

poses not only by the Red Cross but by other organizations as well, both govern-
mental and private. A TFederal agency, the Subcommittee on Nursing,




164 PERSONNEL

established late in 1940 under the Medical and Health Committee of the Office
of Defense ITealth and Welfare Services, had the following broad functions: 12

To coordinate on a national level all nursing for defense m the Government
agencies and the American Red Cross.

To act as a two-way channel between the Government agencies and the
Nursing Council on National Defense.

To assist the ITealth and Medical Committee and its various subcommittees
in all questions dealing with nursing.

To act as the Nursing Advisory Committee to the Office of Civilian Defense.

To suggest Federal legislation vegarding nursing and to assist in the
development of policy under which nursing programs are carried out.

The National Nursing Council

Private nursing groups had also created organizations designed to assist
in supplying the Armed Forces and to distribute nurses equitably in civilian
life. The National Nursing Council for War Service, originally formed on
29 July 1940 as the Nursing Council for National Defense, represented five
national nursing organizations—the American Nurses Association, the Na-
tional T.eagne of Nursing ISducation, the National Orvganization for Public
ITealth Nursing, the Association of Collegiate Schools of Nursing, and the
National Association of Colored Graduate Nurses—together with the Red
Cross. The National Council encouraged the creation of State councils. In
1940, it had also initiated a National Survey of Registered Nurses, “to deter-
mine the number of professional nurses, their availability for military and
particularly, for civil duty, and their special attainments.” Tacking the
money to complete such an ambitious project, however, it turned it over to the
Subcommittee on Nursing, where it was placed under the guidance of a Special
Inventory Committee, which completed it in 1941.2%® The Public Ilealth
Service assisted in coding and compiling the information gathered. This
survey was comparable in purpose to the survey of doctors conducted by the
American Medical Association.

PROCUREMENT OF ENLISTED MEN

The enlisted strength of the Medical Department on 30 June 1939 was
9,359 and by 30 November 1941 had risen to 108,674, representing 8 percent of
that of the Army as a whole (table 1). Most of the increment came by way
of voluntary enlistment, or after November 1940 by selective service, although
the induction of the National Guard into Federal service also added sizable

2 Haupt, Alma C., Bxecutive Secretary of Subcommittee: Report of the Subcommittee on
Nursing, Health and Medical Committee, Office of Defense Health and Welfare Services. Read before
Joint Boards of the National Nursing Associations, New York City, N.Y., 24 Jan. 1942,

(1) Sce footnote 49 (3). p. 135, (2) “News About Nursing.” Am. J. Nursing 41: 223, 1941.
(3) Speech presented by Pearl McIver, 12 July 1941, fo joint meeting of the Subcommittee on Nursing,
Nursing Council on National Defenge, and the American Red Cross Advisory Committee.
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numbers. The Medical Department Enlisted Reserve was only a negligible
source of personnel; in contrast with the Medical Corps Reserve, which had
many times the strength of the Regular Army Medical Corps, the medical
sections of the Tinlisted Reserve Corps and the Regular Army Reserve in
June 1940 together numbered 1,524, only a little over one-tenth of the Regular
Army enlisted strength of the Medical Department. None of its members was
on active duty.***

The supply of enlisted personnel could be increased—in effect and over
short periods—by speeding the production of trained men, for the Medical
Department could not make full use of a man’s services until he had received
a modicum of instruction in medical techniques. The establishment of training
centers was one means of attaining this goal. In the prewar period, medical
replacement training centers were established at Camp ILee, Va., and Camp
Grant, T11., in January 1941, and at Camp Barkeley, Tex., in November 1941,
In the latter month, The Surgeon General asked for additional training-center
facilities and requested that those in being should be kept at full capacity by
the prompt shipment of selectees to them. Reduction of the training period
from 13 to 11 weeks at those centers and elsewhere, which The Surgeon General
recommended at the same time, would also increase the rapidity of supply. It
was the maximum reduction he then considered possible.’*

It was important that after enlistment or induction enlisted men with
medieal skills should find their way into the Medical Department and remain
there; it was also important that if possible they should be put in jobs where
their civilian experience or natural intelligence could best be utilized. One
interesting experiment to this end was undertaken by the Medical Department
in collaboration with the Red Cross. Under an agreement signed in Janunary
1940, the Red Cross established a Registry of Medical Technologists, listing
individuals who met age and technical qualifications set by the Medical Depart-
ment. Male registrants who qualified physically were to serve as either staff
or technical sergeants in the Medical Department when called to duty in case
of mobilization. Female registrants and men who did not qualify physically
would be employed as civilian workers by the Medical Department in case of
war, and eivil service grades were established for them. The Army set age
limits of 21 to 45 years. Members of the Regular Army, National Guard, or
Reserve were not eligible for envollment. Types of technologists enrolled in-
cluded the following: Dietitians; physiotherapy and occupational therapy
aides; dental hygienists; dental and orthopedic mechanics; laboratory, chemi-
cal laboratory, pharmacy, and X-ray technicians; meat and dairy hygiene
inspectors; and statistical clerks. By September 1940, after almost 80,000
announcements had been mailed to these groups, 639 men and 403 women
technologists were enrolled.

12t Annual Report of the Secretary of War., Washington: U.S. Government Printing Office,
1940, pp. 45, 61.

125 Letter, The Surgeon General, to Assistant Chief of Staff, G-1, 3 Nov. 1941, subjeet : Replace-
ments From Medical Replacement Training Centers.
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Vastly more important than any other means of channeling newly in-
ducted men with appropriate backgrounds into the Medical Department was
the system of classification used from September 1940 onward at the Army’s
reception centers, a system which performed a similar service for all branches
of the Army. The classification at reception centers, although it did not, or
could not, always produce the desived results, was not only extremely useful
in channeling new recruits into the proper branch of the Army but aided in
directing them to the proper type of job within that branch.

The Medical Department experienced diflicalty in the emergency and
war periods in retaining trained noncommissioned officers.  During the emer-
gency, many Regular Army enlisted men and some National Guardsmen in
the first three grades (master or first sergeants, technical sergeants, and staff
sergeants) quickly became commissioned officers. Some were commissioned
directly, others after a course in officer candidate schooly still others accepted
active duty under commissions which they already held in the Officers’ Reserve
Corps. Most of these were only “paper” losses, for the great majority of the
men concerned accepted commissions within the Medical Department as Sani-
tary and Medical Administrative Corps oflicers; thus, a loss in the enlisted
group became a gain in officer personnel.




CHAPTER VI

Procurement, 1941-45: Medical, Dental, and
Veterinary Corps

LEGISLATION

Immediately following Pearl Harbor, two important measures were passed
regarding manpower in the Army. An act, approved on 13 December 1941,
extended the tour of active duty of all officers and enlisted men, including re-
tived officers in service, to a date 6 months after the end of the war. Under
it, reservists no longer served a stipulated period of time on active duty and
then reverted to inactive status. Reserve oflicers who had been relieved from
active duty following a period of satisfactory service were recalled. Restric-
tions on age-in-grade for service other than with troop units were removed as
were geographic restrictions on the use of reservists and guardsmen.

A week later, 20 December 1941, an amendment to the Selective Service
Act provided for registration of all men between the ages of 18 and 65, and
sanctioned military service for those between 20 and 45. The same law per-
mitted the President to defer the military service of diraftees by age groups if
this seemed in the national imterest.  The subsequent lowering of the maximuam
induction age from 45 to 37 years, which had certain adverse effects on the
procurement of Medical Department oflicers, did not, however, take place until
a year later.

Believing that it was unnecessary for officers to meet, the rigid physical
requirements then in force m order to perform many types of duty, the War
Department about the same time took steps to relax the physical requirements
for Reserve officers not yet called to active duty and for civilians who might
be commissioned as officers.  IFor minor deficiencies such as slight overweight
or defective vision, the prospective officers were permitted to sign waivers, sub-
ject to final acceptance or rejection by The Surgeon General in accordance with
the recommendations of his Division of PPhysical Standards.® The “limited
service” cafegory was later used as ameans of designating and classifying such
officers.

155 Stat. 799.
2 (1) Memorandum, TUnder Secrctary of War, for The Surgeon General, 12 Dece. 1941, (2)
Statement of Dr. Durward G, Hall, to the editor, 27 May 1961,
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MEDICAL CORPS
Lag in Procurement During the First Months of War

There were three means of getting physicians into the Army: By calling
up those who belonged to the Reserve or the National Guard; by organizing
affiliated units to be called into service when needed; and by direet commis-
sions from civilian life. The hard core of the wartime Medical Department
was the Reserve, made up for the most part of men who believed in their obliga-
tion to perform military service. The ranks these men held in the Reserve
were often lower than those given te men of no greater competence who volun-
teered at later dates.

Tn the first months after Pearl Harbor, the number of doctors that came
into the Army was relatively quite small. It is true that the Army in general
was growing rather slowly. Nevertheless, the Medical Department wished
to have more than enough doctors for immediate needs so as to be well pre-
pared for the vast increases in the size of the Army that were bound to come.
Physicians entering the Army directly from civilian practice needed some train-
ing in military methods before they could work with full effectiveness; more-
over, it was better to have an adequate system of medical care ready beforehand
than to build one in the midst of pressing need.

Five months after the declaration of World War IT, approximately 3,000
fewer physicians were on active duty with the Army than at the end of the
same length of time after the declaration of World War I.> In the first place,
the Army depended on the doctors to volnnteer. In the second place, many
doctors misunderstood the functions of the Procurement and Assignment Serv-
ice and, believing that that agency actually did procure, waited for some notifi-
cation from the agency. And, finally, the prevalent rumors about the idleness
and misassignment of Reserve doctors after they had gone into service un-
doubtedly discouraged some from accepting active duty in an Army which,
they believed, either did not need them or could not or would not use them
properly. As time went on, the knowledge of affiliated units which had been
called early in the war and had remained in this country without useful work
confirmed many doctors in their belief that the Army did not—at least not
yet—need additional doctors.

Role of the Procurement and Assignment Service

Organization

Although the Procurement and Assignment Service was established in
November 1941, it became an active factor in procurement only after the United
States entered the war. JFor several months, it was engaged n setting up its
organization, and functions changed somewhat during the course of the war.

3 Memorandum, Procurement Branch, Military Personnel Division, Office of The Surgeon General,
for Director, Historieal Division, Office of The Surgeon General, 20 Apr. 1944,
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Ficure 81.—Directing Doard, Procurement and Assignment Service. Lett to right:
Abel Wolman, Dy, J. B, Paullin, Dr. 11. 8. Diehi, Miss Mary Switzer, Dr. I, II. Lahey, Dr.
H. B. Stene, and Dr. C. W, Camalier.

From the standpoint of governmental organization in general, the Pro-
curement and Assignment Service was one of the agencies in the Iixecutive
Office of the President. There, it occupied a subordinate position, being at fivst
directly responsible to the Office of Defense IMealth and Welfare Services, a
branch of the Office for Kmergency Management, which in turn was a main
division of the President’s Executive Office. Later, in April 1942, it was shifted
to the Bureau of Placement of the War Manpower Couunission, another main
division of the Office for Emergency Management. In both positions, the Pro-
curement and Assionment Service was under the jurisdiction of Paul V.
McNutt, at first. divectly when he was Director of the Oflice of Defense 1Iealth
and Welfare Services, and then indirectly when he became Chairman of the
War Manpower Commission. Its head throughout the war continued to be
Dr. Frank H. Lahey, Chairman of the Volunteer Directing Board. Whatever
its position on an organization chart happened to be, the Procurement and
Assignment Service in practice seems to have worked somewhat independently
of control from above other than from Mr. MeNutt.*

The Procurement and Assignment Service at first concerned itself only
with doctors, dentists, and veterinarians. IEventually, nurses and sanitary
engineers also came within its scope. The Directing Board (fig. 31) was the
policymaking body of the Service and was instrumental in establishing the

t Letter. Mary T Switzer (Administrative Assistant to Mr. Paul V. MeNntt, during World War
II), to Col. C. H. Goddard, Office of The Surgcon General, 19 Aug. 1952,




1706 PERSONNEL

central and field organizations. It also created a number of advisory commit-
tees. Their names indicate the aspects of the Board’s work with which it
believed it would need special assistance; there was a commitiee on each of the
following: Allocation of Medical Personnel, Dentistry, Hospitals, Industrial
Health and Medicine, Information, Medical Fducation, Negro Iealth, Public
Health, Sanitary Engineering, Veterinary Medicine, and Women Physicians.
T 1943, two members of the nursing profession were appointed to the Divect-
ing Board, and a Nursing Advisory Committee and a Nursing Division were
created.

To carry out its functions locally, the Procurement and Assignment Service
sarly established a systeny of committees for the corps aveas, States, and districts
or counties. The committees were composed of members of the medical profes-
sions—physicians, dentists, veterinarians, medical and dental edueators, hospi-
tal administrators, and public health representatives.  Later, in 1943, a system
of State and local committees on nursing was also organized. Most of this
apparatus was modeled on or taken over from agencies set up by the national
nursing organizations,

Since it was agreed that representatives of the Procurement and Assign-
ment Service should act in an advisory capacity to the Selective Service System.
{he relationship between these two agencies was close. In fact for a time (5
December 1942 to 23 December 1943), both were part of the War Manpower
Commission.  Other agencies with which the PProcurement and Assignment
Service worked closely were the National Roster of Scientific and Specialized
Personnel, the National Research Council, and the national medical, dental,
and veterinary associations.

Functions

The unique function of the Procurement and Assignment Service was to
assure the continuance of adequate medical cave for the civilian population by
determining minimum local needs and calling a halt to recruitment when the
supply of physicians and dentists dvopped to the indicated level. Tor a short
time, the Procurement and Assignment Service also assisted in ascertaining the
professional eligibility of applicants for the Army and Navy, but for the greatex
part of the war, this function was carried out in the Chicago oflices of the
American Medical Association by personnel of the Office of The Surgeon
(reneral.

On 21 January 1942, the War Department issued a directive to corps arvea
and department commanders stating that applications received by the Army
were (0 be sent to the Procurement and Assignment Service, who would then
determine the eligibility of the applicant according to the requirements of
Army regulations on the basis of information from the authorities of the
National Roster of Scientific and Specialized Personnel and send eligible appli-
cants forms for appointment.  When returned, the completed forms were for-
warded to The Surgeon General together with a statement of the applicant’s
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eligibility and a description of his classification and evaluation as determined
by the recent nationwide survey wade by the Medical Preparedness Commitiee
of the American Medical Association.”

In May 1942, however, The Surgeon General requested the Service to send
all applications to hiny after vetaining them only long enough to obtain a state-
ment of the applicant’s availability from the Service's State chairman, Three
months later, he recommended revoeation of the directive of 21 January, stating
that the ’rocurement and Assignment Service no longer took any part in proc-
essing applications.®  The reason for The Surgeon General’s action undoubtedly
mecluded  the need to speed commissioning as the flow of applications
inereased, but it also reflected some dissatistfaction with the existing state of
things.  The Procurement and Assignment Service, with its nonmilitary orien-
tation, protected the civilian community better than The Surgeon General could
have done, bhut it was only as effective as its local administration. At this time
and throughout the war, the actual recruitment of medical and paramedical
personnel for the Army was the primary business of the Personnel Service in
the Oflice of The Surgeon General.

While the Procurement and Assignment Service ceased to have much to do
with determining the eligibility of professional men applying for appointment
in the Army, it continued to need information concerning the qualifications of
civilian professional personnel. A number of agencies had been collecting
information of this nature since before the war, information which in many
instances proved useful to the Medical Department as well as to the Procure-
ment and Assignment Service.  One of these agencies was the National Roster
of Scientific and Specialized Personnel. The National Roster had as its fune-
tion the registration of all persons trained in the sciences and in other special-
ized fields, the coding of their registrations, the machine processing of data,
and the machine selection of papers of qualified registrants.  Ag the American
Medical \ssociation was engaged in a similar task for plysicians, the National
Roster at first registered only a small specialized group of the medical profes-
sion.  IMowever, the Mmerican Medical Association, the American Dental
Asgsociation, and the American Veterinary Medical Association made available
to the National Roster all puncheard files they had collected. TLater on, the
Roster, cooperating with the Procurement and \ssignment, Service, developed
auestionnaires and envollment forms which were sent to all physicians, dentists,
and veterinarians.  T'he National Survey of Registered Nurses, initiated in 1941
by the Nursing Couneil for National Defense, was also cavried on and completed
in 1941,

5 (1) Letter, Office of The Surgeon General, to War Department General Staff, subject : Appoint-
ment of Physicians, Dentists, and Veterinariang in Army of the United States.  (2) Letter, Office of
The Adjutant General, to all Corps Arca and Department Commanders, 21 Jan, 1942, subjeet:
Procurement of Officers for Medical Department, Army of the United States.

6 (1) Aemorandum, Office of The Surgeon General, for Procurement and Assignment Service,
12 May 1942, (2) Letter, Office of The Surgeon General (Maj. D. G. Hall), to The Adjutant General,
31 Aug. 1942, subject: Procurement of Officers for Medical Department, Army of the United States.
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Tn determining minimum local civilian needs and deciding which and how
many professional men could be spared for the Armed Forees, the Procurement
and Assignment Service began with an individual J])pl()lch If the doctor
was g0 necessary to his community that he could not be permitted to volunteer
for military service, he was classified as essential and prohibited from accept-
ing & commission. If not, the Service classified him as available and encour-
aged him to enter the Anm' or the Navy. This procedure was soon partially
superseded, in the case of doctors, by what amounted to class sifying them as

essential en mnasse; that is, the Procuarement and Assiegnment Service prohibited
recruitment in any State which had less than the ratio of doctors to population
it considered a necessary minimum. In States having a higher ratio, recruit-
ment was permitted on the former basis. As the ratios were comput ted on the
basis of each State as a whole, wrban areas might conceivably have a much
higher ratio than rural districts, but the Procurement and Assignment Service
had no power to redistribute doctors.

The Procurement and Assignment Service attempted to classify as avail-
able or essential all doctors within the age eroup which was eligible for military
service, but it did not do this fast enough (o prevent some doctors from ac-
cepting commissions before being classified.” The difliculty would have been
obviated if the Service had promptly classified all applications for commissions.
In some cases, however, this was not done.

The task of classification was performed mainly by the State committees
of the Service. If an individual objected to the way he was classified, or if
his community or institution protested that he had heen wrongly designated
“available,” an appeal could be carried to the corps area committee, which
would reappraise the judgment. If the decision there went against the ap-
pellant, he could carry the matter to the Directing Board in Washington, D.C.

Probably the most important of the Directing Board’s advisory com-
mittees, so far as the Medical Department was concerned. was the Committee
on Allocation of Medical Personnel. This committee obtained information
for the Directing Board and appraised the sources of medical manpower. The
commiftee based its determination of civilian needs on studies carried on in
coope ration not onl\' with the official agencies concerned (the U.S. Publie
Ilealth Service, the Children’s Bureau of the Department of Labor, and the
Dep;u-t ment of Agriculture) but also with the American Medical Association,
the American Dental Association, the American Public Health Association,
and other similar oroups.® It established criteria for determining the mini-
mum personnel requirements of medical schools, hospitals, 111du»f1'v. and the
civilian population. Tn this respect, it was, to some extent, a “pationing”
board. The committee also determined and set up State quotas of physicians
for military service, taking into consideration the overall needs of the civilian
population.

T Committee to Study the Medical Department, 1942,
$ See footnote 4, p. 169.
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Since the Procurement and Assignment Service established the criteria
which controlled the recruitment of professional personnel for the Medical
Department of the Army and Navy, the Service could state rather definitely
the maximum number of doctors, dentists, veterinarians, and other groups
which the Armed Forces could contain. It thus restricted, and at the same
time promoted, the procurement, of medical personnel for the military forces.
It forbade any procurement whatever in certain States; in others, it classified
certain individuals as essential to their communities and so kept them from
entering either the Army or the Navy. On the other hand, by classifying a
person as available, it directed recruiting effort toward him and in effect told
him that he should be in uniform. True, it had no legal power to compel him
to join up—the legal power was all on the side of preventing essential prac-
titioners from doing so—but the moral pressure which a committee of profes-
sional men could exert on their colleagues by labeling them “available” must in
many cases have been decisive. Another effective influence was the pressure
from local medical societies.  And back of these intangibles stood the cver-
present threat that local draft boards could if they chose call up any able-bodied
man within the prescribed age group, regardless of his professional training.

Medical Officer Recruiting Boards

The Procurement and Assienment Service came too late, and had too
little actual aunthority, to effect Medical Department procurement in the carly
months of the war. In March 1942, the Surgeon General’s Office had no
alternative but to inform IMeadquarters, Services of Supply, that there was
a serious shortage of physicians for the Airmy. The 1940-41 procurcinent
program had fallen 1,500 short at the end of that fiscal year, and was still
falling behind. There were in fact only 12,465 medical officers then on active
duty, with orders for another 500 requested, compared with an objective of
28,656 by the end of 1942. Although the Procurement and Assignment Serv-
ice was sending applications and related papers to the Office of The Surgeon
General at a rate of about 75 a day, an average of only 50 a day could be
completed and sent to The Adjutant General, owing to inadequate data. These
figures, if projected through the remainder of 1942, forecast a shortage of
some 4,000 medical officers by 1 January 1943.° The analysis impressed both
the Services of Supply and the Assistant Chief of Staff, G-1, resulting in the
establishment of the Medical Officer Recruiting Board.

Procedures

On 12 April 1942, the Director of Military Personnel, Services of Supply,
instructed The Surgeon General to prepare a plan embodying the following
points: (1) The authority to accept, examine, and commission applicants

9 Memorandum, Office of The Surgeon General (Col. G. F. Lull), for Gen. J. E. Wharton, Military
Personnel Division, Services of Supply, 20 Mar. 1942, subject: Shortage of Medical Corps Officers.
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was to be decentralized to 48 State representatives; (2) commissions n suffi-
cient numbers were to be tendered in grades above the Towest to attract quali-
fied applicants, and upper age limits were to be relaxed to provide experienced
Medical Corps oflicers in appropriate grades; (3) corps avea and station sur-
geons were to be charged with active participation in the campaign to re-
cruit. Medical Corps officers: and (4) an intensive pub]icil*v campaign would
be launched to call the attention of physicians and the public to the Army’s
need. for doctors.®
These provisions were carried out, and as his coniribution to the plan,

The Surgeon General issued instructions to the new recruiting boards, each
board consisting of one Medical Corps oflicer and one officer whose Lranch
was not specified (branch immaterial). They were authorized fo secure ap-
plications for commissions in the Army of the United States (Reserve offi-
cers were to apply to The Surgeon General ]11111%0]1’ for active duty) of quali-
fied physicians under the age of 55 and of dentists under 37. The boards
were to funetion in cooperation with the Procurement and Assignment Sevvice
and where possible would obtain office space at or near the headquarters of
the State chairman of the Service. Medical societies also cooperated with
the board, rendering them considerable assistance. The boards were to ob-
tain applications, authorize physical examinations at the most convenient
Army medical installation empowered to perform such examination, and

evaluate the professional qualifications and physical findings. They could
appoint, without further delay, applicants under the age of 45 years to the
orade of first lieutenant or captain, the grade to depend upon experience
and professional qualifications.  The boards were to administer the oath and
forward the completed papers to The Surgeon General. Regulations which
determined rank on the basis of age and professional (ualifieations weve to
remain unchanged—applicants under the age of 37 years were appointed in
the grade of first lieutenant, except that those who had passed the age of 30
were appointed as captains when they had been certified by an Ameiican
specialty board or had completed 3 years’ residency in a specialty in addi-
tion to the required 1 year’s internship; or, if they were older than 36 years
and 10 months and would reach 37 years about the time active duty began,
they could be appointed in the grade of captain. The boards were not em-
powered to appoint certain types of applicants, but were to complete the
applications and send them to The Surgeon General.  Such were applicants
in the age group from 45 to 34, those applying for a grade higher than that
of captain, Negro physicians, graduates of American substandard or foreign
schools, Federal emplovees, or persong drawing Federal pensions, and others
whose qualifications the board questioned.™

10 Memorandum, Dirvector, Military Personnel Division, Services of Supply (Brig. Gen. James I8
Wharton), for The Surgeon General, 12 Apr. 1942,

1 Instructions to Medical Officer Necrviting Boards, by Col. John A, Rogers, Executive Officer,
Oftice of The Surgeon General, May 1942,
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The Surgeon General’s control

Until 1 September 1942, The Surgeon General controlled the boards on
behalt of the War Department, and he issued instructions to them either di-
rectly or throngh The Adjutant General. His authority included the power
not only to establish but to close a hoard. He might also be directed by higher
authority to open additional boards.™

Accomplishment of the boards

The boards had remarkable success in recruiting doctors. DBringing to
doctors, individually or in groups, for the first time during the war the story
of the Army’s urgent need for their services, clearing up misunderstandings,
and having the power to examine and commission dirvectly, they swore in very
Jarge numbers in their few months of operation. One board reported i June
that its record for minimim time elapsed between receipt of an application and
the commissioning of the applicant was 5 days and that it was prepared to main-
tain an average of 7 days® Tor the most part, the board cooperated closely
with the State representatives of the Procurement and Assignment Service,
requesting availability clearance for doctors who expressed willingness for
Army service. In some instances, however, the boards, in their enthusiasm,
did not await these availability rulings.® The Surgeon General informed the
Procurement and Assignment Service that the need for medical officers was
so pressing that it would not be possible to delay appointment of qualified ap-
plicants to ascertain their availability “as determined by anyone other than the
applicant himself.”  But Mr. MeNutt complained to the Secretary of War,
and The Surgeon General was directed to agree not to commission any more
medical officers unless they had been clearved by the Procurement and Assign-
ment Service.” Thus, however great his need, The Surgeon General’s attempt
to shake ofl the reins of a civilian agency was unsuccessful.

Air Forces activities

The Army Air Forces, meanwhile, had sought authority as early as March
1942 to procure its own medical officers, on the ground that The Surgeon Gen-
eral was not able to allot enough physicians to meet Air Forces needs, nor proe-

12 (1) Instractions to Medieal Officer Reeruiting Boards, by Order of The Surgeon General, 23
May 1942, (2) Memorandum, The Surgeon General, for The Adjutant General, 28