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"THE FLOWING STREAM" 

EASTERN COMMAND MEDICAL EXERCISE, 1955 

BY 

Lieut.-Colonel P. D. STEWART. M.B., Ch.B.(Edin.) 
Royal Army Medical Corps 

IN the event of another major emergency many of the more junior Regular and 
Territorial officers would find themselves either employed as regimental medical 
officers or posted to field ambulances. 

. Major-General A. Sachs, C.B., C.B.E., Q.H.P., the D.D.M.S., Eastern 
Command, decided that his 1955 exercise would be planned to meet the require
ments of these officers and consequently it was mainly confined to a study of 
the medical services' in the forward areas. Included in the programme was a 
session devoted to clinical problems and this innovation proved to be an un
qualified success. 

The exercise began with a review of the organization and role of the various 
medical units in the forward area. Lieut.-Colonel J. D. Finnegan spoke about 
the infalltry division field ambulance; Lieut.-Colonel H. J. L'Etang, the 
armoured division field ambulance; Major R, B. Robinson, the airborne field 
ambulance; Major W. F. de C. Veale, the field dressing station; and Lieut.
Colonel J. L. D. Roberts, the casualty clearing station. This was followed by des
criptions of how a field ambulance might function in the field. Lieut.-Colonel G. N. 
Prideaux, G.S.O.l(Trg.), Eastern Command, depicted with the aid of a large 
floor model the situation in which we were attacked while holding a position along 
a river. Lieut.-Colonel M. W. Gonin, D.S.O., described how he would deploy 
an infantry division field ambulance in defence; Lieut.-Colonel D. T. Rowlands 
spoke on' the parachute field ambulance in defence; aQd Colonel J. A. Dudgeon, 
M.C., told how he wo'uld use the field ambulances of an armoured division in 
the counter-attack. For the second situation, ,which dealt with an attack, 

. Colonel S. G. de Clive Lowe gave his dispositions for the medical units of an 
infantry division, and finally Colonel G. Rigby-Jones discussed the deployment 
of the medical services of an airborne division after an air drop. 

The following morning was devoted to the treatment of casualties in the 
forward area. A number of excellent "mock" casualties provided by the 6th 
Field Ambulance were demonstrated as they were admitted to an R.A.P. Each 
type of casualty was discussed informally by an experienced specialist, the 
emphasis throughout being on the first aid treatment in the battle area. In 
addition, Sir Arthur Porritt, K.C.M.G., C.B.E., Professor G. A. H. Buttle, 
O.B.E., Mr. R. J. Furlong, Brigadier J. Huston, Q.H.S." and Lieut.-Colonel 
W. H. Scriven, M.RE., formed an expert panel who commented on various 
points raised by each ~peaker. 
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.62 "The Flowt'ng Stream" 

Case No. I-G.S.W. of jaw (Fig. 1, Plate I) 
Brigadier Huston and Lieut.-Colonel D. V. Taylor, R.A.D.C., stressed 

the importance of maintaining a free airway and reminded us that a good way 
to achieve this was to pass a suture through the tongue. The patient should be 
nursed in the prone position. 

Case No. 2-G.S. W. of chest and upper abdomen 
Colonel G. B. Parker, D.S.O., T.n., who had much experience with the 

Maquis of surgery under far from ideal conditions, pointed out that this type 
of wound, if on the right side, involved the liver and the prognosis depended to 
some degree on the extent of the damage; if on the left side, it always damaged 
a hollow viscus and the outlook was grave. Such a case should not be moved. 

Case No. 3-G.S. W. of chest (sucking) 

Colonel Parker stressed that the first and most important thing was to cover 
the wound, and he recommended tulle gras. Tension pneumothorax, if it 
developed; could be relieved by inserting a needle. He considered that the 
evacuation of this type of casualty was not contraindicated. Sir Arthur Porritt 
confirmed that treated sucking wounds. of the chest travelled quite well by air 
at low altitude. 

Case No. 4-G.S. W. of pelv':s 
This casualty had been wounded twelve hours previously. Colonel Parker 

considered that if this man had been brought in earlier, then blood transfusion 
and operation might easily have saved his life, but he felt that the prognosis was 
poor if first seen twelve hours after wounding. In the A.D.S. such a case should 
have a dressing applied and possibly a catheter inserted into the bladder. This 
casualty could be evacuated by air. 

Case No. 5-Blast injury of chest 
Colonel N. C. Oswald, T.n., recommended penicillin to minimize broncho

pneumonia, morphine if necessary and the administration of oxygen if available. 
He considered that there wa~ no place for atropine in the treatment of such 
casualties. If a hremothorax developed, then this might require aspiration. 
Evacuation by jeep might make the patient worse, but he could be moved by 
air at low altitude if the journey was not long. 

Case No. 6-Compound fracture of femur 
A Thomas splint had already been applied. Colo~el C. M. Marsden, Q.H.S., 

drew our attention to the shocked condition of the patient who had a small 
entrance wound and a large bleeding exit wound in the thigh. In the R.A.P. 
bleeding must be stopped by pressure dressing, artery forceps, or if necessary 
by a tourniquet properly applied. If a tourniquet was used, then a large "T" 
should be marked on the patient's forehead and an entry made on his field 
medical card. This type of casualty required evacuation to a surgeon without 
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FIG. 1 FIG. 2 
PLATE I 
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P. D. Stewart 63 

more delay than was necessary to check his .condition at the A.D.S. On reaching 
the surgical centre he was treated as a Priority I case and, after resuscitation, 
taken to the operating theatre. Amputation was necessary if the tourniquet 
had been on over two hours. Blood must be available if these cases were not to 
die., 
Case No. 7-Mine wounds (multiple) 

This patient had been injured by a mine and had sustained multiple injuries 
with extensive muscle damage and fractured tibia, humerus and hand. The 
treatment of these wounds consisted of stopping the hremorrhage, relieving 
pain, immobilizing the fracture and evacuating the casualty as quickly as pos
sible. His general condition soon after wounding was fair, but quickly de
teriorated and by the time of arrival at the casualty clearing station he was 
severely shocked. Blood was required in considerable quantity. Surgery 
consisted of extensive excision of devitalized muscle tissue and possibly 
amputation if a limb was severely damaged. 

Cases Nos. 8 and 9-Burns (Fig. 2, Plate I) 
No representative collection of modern war casualties would be complete 

without an example of burns, and our last two patients illustrated this major 
problem. Lieut.-Colonel R. A. Stephen, O.B.E., gave a very clear and concise 
account of, modern views on the treatment of burns. The "rule of 9" provided 
a fairly accurate means of assessing the extent of a burn and such an assessment 
was made as early as possible. At the R.A.P., burns were covered and the 
patient was not undressed. Burns of the face, however, were left exposed and 
the patient propped up to reduce swelling: With burns involving the hands it 
was necessary to remove rings, important to start finger movements early and 
best to keep the hands elevated. <Edema of the mucosa of the respiratory tract 
following the inhalation of hot fumes sometimes made tracheotomy necessary. 
While the patient was still at the R.A.P. oral fluids were given, a start made with 
theadministratlon of antibiotics and one dose of tetanus toxoid injected if 
circumstances permitted. On arrival at the C.C.S. all but the minor burns 
required intravenous fluid, and the quantity of fluid~ needed wa. calculated 
from the extent of the burn and body weight. Lieut.-Colonel Stephen stressed 
that if for any reason casualties could not be evacuated, then it would be 
necessary to arrange for resuscitation to be carried out in the divisional area.' 

This completed the discussion on the treatment of specific casualties in the' 
forward area. Professor Buttle then gave a short discourse on blood transfusion 
in the field and on the use of antibiotics. He stressed that blood transfusion 
was mainly of use when combined with surgery. For transfusion at the C.C.S. 
we would require Group 0 blood, as we could not hope to carry out blood 
grouping ;it this level. If a formation was isolated or if the lines of communication .. 
were very long it might be necessary to transfuse in the divisional area, but in 
these circumstances we should have to rely mainly on dextran or plasma, as 
there were technical difficulties which limited ,the supply of blood far forward. 
Travelling transfusions required very careful supervision and were not advised 
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64 "The Flowing Stream" 

except perhaps in quiet times. Setting up a transfusion in a collapsed wounded 
man under active service conditions was not always easy, but a good light, 
pressure on the arm and massage all helped to make entry into the vein possible. 
Blood transfusion might increase the absorption of previously injected morphine, 
and a number of cases of morphine poisoning following transfusion were seen 
in the last war. Turning to antibiotics, Professor Buttle thought that soluble 
_penicillin was the agent of choice in severely wounded men. Procaine penicillin 
. could be given in addition, but absorpti'on was someti'mes delayed in shocked 
individuals .. The emergence of penicillin-resistant strains of organisms such as 
Staphylococcus aureus might present a problem particularly in burns units. 
Centres treating burns would probably require a battery of antibiotics. Two 
antibiotics could sometimes be used together but this procedure required 
laboratory control. 

Lieut.-Colonel Scriven spoke about the problem of anresthesia in the field. 
He pointed out that while the transport of the army was being drastically cut, 
anresthetic apparatus was becoming more and more elaborate. He put forward 
a well-argued plea that we should not forget the simple method of anresthesia 
which involved no more than a "rag and bottle" and which could be easily 
transported. The newer relaxants would prove of great value in the field. 
Much had been heard recently about artificial hibernation, but further experi
ence was required before a decision could be reached on this procedure. 

The purely clinical portion of the exercise was concluded after a discussion 
on the maximum permissible interval between wounding and surgical inter
vention. Brigadier Huston, Mr. Furlong, Sir Claude Frankau; Sir Arthur 
Porritt and Colonel" Parker contributed to this discussion. All agreed that it was 
important to keep this interval to a minimum, but most speakers felt that the 
problem had been exaggerated and had tended to become a bogey. It was 
considered that when, for any reason, casualties could not be evacuated, then 
the solution was to send the surgeon and his team to the casualties and evacuate 
the surgeon after his job was done; 

The G.O.C.-in-C., Eastern Command, Lieut.-General Sir Francis Festing, 
K.B.E., C.B., D.S.O., after thanking everyone for giving up their week-end to 
attend the exercise, spoke of the value of the medical services in maintaining the 
morale ·of an army. Referring to the problem of evacuation which we had been 
discussing, he ob3erved that long lines of communication might well be impos
sible in a nuclear war and then medical care would be required on the spot. 

Mter lunch we turned our attention to a. somewhat different problem and 
studied the medical requirements of a division operating in a limited war, 
transported by air and supplied in the first instance by air only. The problems 
were primarily those of administration, army health and tropical medicine 
rather th3.n surgery, as no fighting had taken place .. The principal speakers in 
this serial were Colonel T. Woods, O.B.E.', Colonel J. H. Anderson, Colonel R. 
Johnstcn and Colonel A. MacLennan, O.B.E. The important lessons which 
emerged from this study were .the need for a very high standard of hygiene 
training and the necessity for maintaining 100 per cent. protection by inocu-
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P. D. Stewart 6S 

lation and vaccination in units employed in a "fire brigade" role. Colonel W. 
,Moursund, M.C., U.S.A., who had served in the part of the world under 
discussion, pointed out that the airfields on which we had based all our planning 
were frequently rendered unserviceable in wet weather! 

As a final problem we considered possible changes in the medical organiza
tion of the division. Colonels Dudgeon, Rigby-J ones and de Clive Lowe and 
Lieut.-Colonel S. O. Bramwell, M.B.E., gave their views on this subject, and 
Brigadier W. H. B. Bull, O.B.E., E.D., Q.H.S. (N.Z.R.A.M.C.), Brigadier H. L. 
Glyn Hughes, C.B.E., D.S.O., M.C., and Major-General W. R Dimond, C.I.E., 
C.B.E., I.M.S. (Retd.), also spoke. Space does not. permit mention of all the 
suggestions made, but these included the replacement of the Fordson 3-ton 
ambulance car by a lighter type of 4-stretcher ambulance with a low silhouette, 
reinstatement of the padre in the establishment of a field ambulance, revision of 
equipment especially with a view to man-carriage, pooling of divisional medical 
resources, increase in jeeps and trailers and the reintroduction of the divisional 
F.D.S. Opinion was divided on the need for wireless in medical units. 

I wish to thank Lieut.-Colonel F. J. H. Edmunds, Royal Army Dental Corps 
(T.A.), for the photographs. guest. P
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