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Foreword

I can still recall how thrilled I was in early 2011 when I learned my friend 
and Air Force colleague, Elizabeth “Beth” Scannell–Desch, was going to 

be writing a book on military nursing along with her twin sister, Mary Ellen 
Scannell Doherty. I felt so honored when she asked me if I would consider 
writing the book’s foreword. We agreed I would be sent each chapter of 
the manuscript as it was written to better enable me to write a meaning-
ful foreword. I was enthralled after reading the first chapter, which gives a 
concise overview of military nursing through the ages. In the second and 
subsequent chapters, as readers, you meet the 37 nurses who participated 
in one, two, or all three of the research studies done by the authors.

Waiting for each chapter and the opportunity to learn about the addi-
tional nurses involved in the studies and learn more about their experiences 
and feelings reminded me of my childhood. It felt like I was a child during 
summer vacation anxiously waiting for the mailman to bring the latest issue 
of the Weekly Reader. I couldn’t wait to receive and read each new chap-
ter of Nurses in War: Voices From Iraq and Afghanistan. The nurses are 
so articulate at vividly describing what they were experiencing and feeling 
while deployed. After reading it in its entirety, I feel privileged to share some 
introductory thoughts with you in the foreword to this book.

After 40-plus years as a nurse, it has been my experience that the vast 
majority of nurses and society as well do not understand how military nurs-
ing—in particular, combat nursing—is unequalled. Even though the knowl-
edge, skills, and abilities are constant, the combat setting adds additional 
and distinct stressors to the delivery of nursing care.



Military nursing is a unique career. Their love of country is first and 
foremost the reason why many individuals choose to make the military a 
career. When commissioned into one of the military services, certain rights 
and freedoms are forgone to assure these same rights and freedoms for citi-
zens and residents of our great nation.

Nurses in War provides valuable insights into what separates military 
nursing from civilian nursing. The mission of each of the military services is 
to support and defend the United States of America against all enemies, for-
eign and domestic. Military nurses care for patients and provide nursing care 
in military settings similar to most civilian nursing settings. This peacetime 
delivery platform allows military nurses to maintain their knowledge, skills, 
and abilities for their combat-readiness mission should our country find it-
self at war or in a conflict. It is the unusual setting in which care is provided 
that sets combat nursing apart from nursing provided in peacetime military 
and civilian settings.

Most books written about military nursing in past wars and conflicts 
like Vietnam and World War II were published a decade or more after the 
war ended. This book is being published while our country is still involved 
in the Afghanistan war and just months after our country marked the 10th 
anniversary of the start of the wars in Iraq and Afghanistan. Nurses in War is 
extremely timely. The evidence from these research studies will be benefi-
cial to every level of military nursing and the health care system. From chief 
nurse officers to staff nurses, this book will enable any nurse to be better 
prepared to deploy and/or to support those nurses who will or  who have 
deployed.

As the 12th chief nurse of the Air Force Nurse Corps and the past di-
rector of medical readiness for the Air Force Medical Service from 1995 to 
2000, I can personally attest to the importance of this book to health care 
leaders, in particular, military leaders. It is a book every nurse should read, 
especially military nurses. For nurses who will be deploying, it will give 
accurate information regarding what to expect while deployed. For those 
nurses who have not deployed, it will provide you with a realistic under-
standing of what family, friends, and colleagues who have deployed or will 
deploy will be experiencing. It will enable the reader to be more supportive 
when nurses who have deployed transition back into the peacetime health 
care delivery system post-deployment.

Nurses in War embodies the core values of each of the military ser-
vices and is a personal testament to the integrity, excellence, selflessness, 
devotion to duty, courage, and commitment that exemplifies military nurs-
ing. The compelling first-person accounts of the challenges of combat nurs-
ing are readable and extremely informative. The authors’ layout of the book 
coupled with the lived experiences of these 37 nurses will make an indelible 
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impression. It is a step-by-step portrayal of the deployment experience. It 
starts with the assignment process to Iraq and Afghanistan and ends with 
the transition process back to the United States. It addresses every aspect 
of deployment comprehensively but not in a boring or repetitive manner. 
As a reader, this is as close as you will probably ever come to experiencing 
combat nursing unless you deploy to a war zone or an area of conflict. It is 
a realistic portrayal of nurses in war.

There is a growing body of nursing literature based on research ad-
dressing military nursing. Nursing research is not the passion of all nurses, 
nor does it excite every nurse. But Beth’s and Mary Ellen’s sharing of their 
three research studies in this book is unlike most published nursing re-
search. Their book is an enjoyable and an extraordinarily interesting read. 
I guarantee it will be a book you will finish, and you will always remember 
some of these personal and moving vignettes. If you are a nurse, it will make 
you extremely proud of your chosen profession. And if you also chose to 
serve our great nation by wearing the uniform of one of the military service 
branches, it will make you even more proud of your decision to make mili-
tary nursing one of your career choices. 

In closing, I know Nurses in War: Voices From Iraq and Afghanistan 
made me proud of both of my career choices, nursing and military service. 
This book should be in every nurse’s personal library. It has a well-deserved 
place of honor in my own nursing literature collection.

Brigadier General Linda J. Stierle (Retired)
United States Air Force
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Preface

They came from the plains of west Texas, the commuter suburbs of New 
York City, or the heartland of Iowa. Some were parents with young chil-

dren, whereas others were recent college graduates. A few were of Italian 
American descent, whereas others were African Americans or Irish Catholics. 
A few grew up in blue-collar industrial neighborhoods, whereas others were 
reared on Cape Cod. What did this mix of human diversity have in common? 
What was the glue that bound them together? They were all nurses. Most of 
them were women. They all took an oath to support and defend their coun-
try and to wear America’s uniform. Most importantly, they all answered their 
country’s call to serve in peacetime and in wartime. They were U.S. military 
nurses. Since 2003, these nurses have found themselves in places like Mosul 
and Tikrit, Iraq, or in Mazer-e-Sharif and Kandahar, Afghanistan. Although they 
were nurses, they carried weapons to defend themselves and protect their 
patients. They had no immunity to the horrors and dangers of war. As mortars 
and rockets landed in their hospital compounds, they continued to provide 
nursing care to wounded soldiers, enemy insurgents, and burned and maimed 
local nationals caught in the chaos of war. This book is their story.

More specifically, this book derives from three qualitative research 
studies examining the lived experience of military nurses in the Iraq and 
Afghanistan wars from 2003 to 2010. In the first study, 37 U.S. military nurses 
voluntarily told their stories of deployment; experiences of living and work-
ing in the war zone; and homecoming and readjustment to their families, 
stateside work environments, and communities. The sample for this study 
included 33 female and 4 male nurses. Within this sample, 18 nurses were 



from the Army Nurse Corps, 15 were from the Air Force Nurse Corps, and 4 
were from the Navy Nurse Corps. All four male nurses were from the Army 
(Scannell–Desch & Doherty, 2010).

The second study focused on 24 female nurses’ health and hygiene ex-
periences during deployment to Iraq or Afghanistan. We wanted to explore 
the topic of women’s health and hygiene because most deployed nurses 
were women, and the findings of the first study suggested that this was an 
area of concern for the nurses. The sample of 24 nurses was a subset of 
participants from the first study. Because the second study was conducted a 
year after the first study, several women from the first study were no longer 
available. Several were redeployed. Others had moved on to overseas as-
signments or could not be located because of reassignment or retirement 
(Doherty & Scannell–Desch, in press).

The third study examined the experience of parental separation for 
nurse–parents deployed to Iraq or Afghanistan. Again, we wanted to ex-
plore parental separation because it was an aspect of deployment from the 
first study that warranted further focused research investigation. Twenty 
men and women from the first study indicated that they were parents and 
agreed to be interviewed for the third study. Eleven were from the Army 
Nurse Corps, six were from the Air Force Nurse Corps, and three were from 
the Navy Nurse Corps. Sixteen nurse–parents were women, and four were 
men. 

We used Colaizzi’s (1978) phenomenological method to guide discov-
ery of the lived experience of military nurses in all three of our research 
studies. Phenomenology is the study of human experience from the per-
spective of those experiencing a particular phenomenon. The phenomenon 
could be, for example, the experience of working in a combat support hos-
pital, taking care of war-injured children, or losing a friend or colleague in a 
terrorist attack. Phenomenologists appreciate the importance and value of 
looking at the world through the variety of phenomena in human experi-
ence. Phenomenology seeks to describe the essential structures embedded 
in the phenomena under study (Husserl, 1970). Colaizzi’s (1978) method 
includes elements of both descriptive and interpretive phenomenology.

The population in the first study consisted of male and female deployed 
military nurses. The second study on health and hygiene concerns only in-
cluded a sample of deployed female nurses. The third study only included 
a sample of male and female nurses who were parents. Nurses in all three 
studies served in the Army, Navy, or Air Force in Iraq or Afghanistan during 
the war years 2003 to 2010. This included nurses assigned to aeromedi-
cal evacuation aircraft as well as those serving on mobile surgical teams, 
in combat support hospitals, in Iraqi or Afghan hospitals, and in hospitals 
for detainees. Sampling criteria included that study participants be: (a) a 
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registered nurse; (b) able to read, write, and speak English; (c) a current or 
former member of the Army, Navy, or Air Force Nurse Corps; (d) able to recall 
experiences as a military nurse, and (e) willing to discuss war experiences. 
This group included active-duty and reserve Nurse Corps members. Contact 
information for all nurses who met these criteria was not centrally avail-
able, so a purposive sample was drawn using “snowball sampling” (Polit & 
Hungler, 2000) and calls for voluntary participation.

One researcher was acquainted with two nurses who met the sam-
pling criteria, and both agreed to participate. These nurses contacted other 
nurses who met the criteria, and more nurses agreed to participate. This 
researcher also knew an Air Force nurse assigned at headquarters, who sent 
out an electronic synopsis of the study aims and a call for potential sub-
jects. This electronic message yielded more potential subjects. The second 
researcher knew an Army Nurse Corps reservist and a retired active-duty 
Army nurse. She contacted these nurses, and both provided contact infor-
mation for more potential study participants. Successive respondents were 
selected for participation in these studies while data collection and analy-
sis progressed. These procedures served to broaden the scope, range, and 
depth of information (Denzin & Lincoln, 2000).

Interview settings were chosen by participants. Locations included 
residences, offices, parks, and restaurants. Interviews ranged from 45 to 90 
minutes. Most interviews were conducted face to face. Owing to geographi-
cal constraints, several interviews were conducted by telephone. All face-
to-face interviews took place in the eastern United States, whereas most 
telephone interviews included nurses in the western United States.

Data-generating open-ended questions guided the interview process in 
all three studies. We used an interview guide of four questions for the first 
and third studies and five questions for the second study. Follow-up ques-
tions were asked to clarify thoughts, feelings, and meanings of what was 
expressed, and to gain a deeper understanding. Reflective questions were 
asked, whereas suggestive questions were avoided.

The three study proposals were approved by institutional review 
boards where the investigators were employed, as well as by the funding 
agencies. Before commencing interviews, participants were mailed written 
explanations of the purpose and nature of the study. Once informed con-
sent forms were returned, an investigator contacted potential participants 
by phone; verbally discussed the purpose of the study, informed consent, 
and study withdrawal procedures; and set up a date and time for the in-
terview. Participation was voluntary and could be withdrawn at any time. 
Participants were informed of immediate availability of a mental health 
nurse practitioner, if needed, because of possible emotional upset due to 
recall of war experiences. Procedures about how data would be collected, 



analyzed, used, and stored were explained. Interviews were audio-recorded 
for transcription and analysis. Data collection for each study took place over 
a 5-month period for 3 consecutive years and continued until saturation oc-
curred without discovery of any new themes.

Data for all three studies were analyzed using procedures adapted from 
Colaizzi (1978). Tapes were listened to several times by both investigators 
to gain familiarity with content, feeling, and tone. After verbatim transcrip-
tions were made, respondents’ descriptions were reviewed. Significant 
statements were extracted and categorized into thematic clusters for each 
study. Findings were integrated by the investigators into a thick exhaustive 
description of the lived experience. Although all experiences and interview 
content were appreciated and valued, within the confines of this book, it 
was not possible to include all interview statements. Because there was re-
dundancy within answers to the research questions, statements that best 
captured the essence of an experience in our judgment were those we in-
cluded in this book. 

The reader will be introduced to each of the 37 nurses in the first half 
of the book, whose stories vividly relate the emotional, clinical, physical, and 
experiential stresses and strains of living and working in a war zone thou-
sands of miles from the comforts and safety of home and family. They im-
part their roles in the austere and harsh environments where they provide 
combat casualty care. Some were volunteers for these roles, whereas oth-
ers were deployed when their units were mobilized for war. Their stories 
capture the essence of the hardships, emotions, sounds, sights, and casualty 
care milieu found in a wartime nursing environment. Their stories form a 
tapestry of nursing experience within these two wars.

Because this book is representative of three research studies, the names 
and some of the demographic details about each nurse have been changed 
to maintain the anonymity of our research study participants. All study par-
ticipants signed informed consent documents and agreed to have their in-
terview comments repeated in scholarly presentations of this research as 
well as published in print media such as nursing journals and books. Any 
statement enclosed in quotation marks was recorded in a formal interview 
and represents that individual’s recollection of events leading up to, during, 
and after their deployment to Iraq or Afghanistan. The quoted statements 
are the opinions and recollections of the people who expressed them. They 
do not constitute an official position of the Department of Defense or the 
military services.

For every military nurse who served in Iraq or Afghanistan during the 
war years 2003 through 2010, there is a story. Their stories contribute to 
the history of U.S. military nursing and add to the developing body of knowl-
edge about nursing in war. This book gives the nurses a voice.
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We are grateful to the nurses who shared their personal accounts with 
us. We acknowledge and respect their courage, dedication, and commit-
ment as they ventured into harm’s way to provide timely life-saving care to 
those injured by explosive projectiles and gunfire. The care they provided 
stretched across cultural and ideological boundaries to include U.S. and co-
alition troops as well as contractors, insurgents, detainees, local villagers, 
and children.

At Springer Publishing, we thank Allan Graubard, executive editor, for 
championing the need and demand for this book. His thoughtful advice 
along the way is greatly appreciated.

We are indebted to Brigadier General Linda Stierle, USAF, NC (ret.), and 
Major General Melissa Rank, USAF, NC (ret.), for review of our manuscript 
and many helpful suggestions. Our heartfelt thanks go to Colonel Jennifer 
Wilber, USA, NC (ret.), and Colonel Linda Kisner, USAF, NC (ret.), for their 
help in advertising our research studies to potential participants. We also 
want to thank our family—Len, Chris, Meaghan, Marie, Sadie, and Max—for 
their patience, support, and belief in us and in this book. We acknowledge 
support of the granting agencies, Connecticut State Universities/American 
Association of University Professors and Foundation of New York State 
Nurses in funding the three research studies defined in this book.

It is our hope that the nursing voices of the Iraq and Afghanistan wars 
will contribute to future improvements and training for those who will fol-
low. We believe that the nurses’ stories will inspire and guide future genera-
tions of nurses.
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1
Historical Roots of U.S. Military Nursing

Although this book tells the stories of U.S. military nurses in Iraq and 
Afghanistan during the war years of 2003 to 2011, it is important and 

timely to provide contextual and historical information about the roots of 
military nursing. To do so, we must start with the world’s most famous war 
nurse, Florence Nightingale.

Florence Nightingale is most prominently known and revered for her 
work in caring for British soldiers in the barracks hospital in Scutari, Turkey. 
In March 1853, Russia had invaded Turkey. Britain and France, alarmed about 
the growing imperialism of Russia, went to Turkey’s aid. This conflict became 
known as the Crimean War (Kalisch & Kalisch, 2004). The Crimean War 
was the first distant war covered by British war correspondents. News from 
the Crimean region marked the first time the British public was regularly  
informed of the actualities of war. War correspondents for British news
papers reported the deplorable and neglectful treatment of wounded and sick  
British soldiers. They described how, soon after the British soldiers arrived 
in Turkey, they began contracting cholera and malaria. Within a few weeks, 
an estimated 8,000 soldiers were suffering and dying from these two infec
tious diseases. These reports so angered the people of Britain that there was 
a public outcry for British intervention (Hobbs, 1997).

In early October 1854, Florence Nightingale, a woman from a promi
nent British family, who had trained as a nurse in France with the Sisters 
of Charity and in Germany with the Protestant Deaconess nuns, offered 
her services to the British War Office after being contacted by her friend, 
Sidney Herbert, the British Secretary for War. Nightingale was promised full 
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support from the War Office and the British Army if she accepted the chal
lenge to lead a group of British nurses to the British Army Garrison in Scutari, 
Turkey (Bostridge, 2008). On October 21, 1854, Nightingale and her group 
of 38 female volunteer nurses, many of them Roman Catholic and Anglican 
nuns, began their travel to Turkey to take over nursing responsibilities in the 
Scutari barracks hospital (Donahue, 1985).

These women found the conditions at the hospital in Scutari truly ap
palling. The soldiers were kept in open bays without beds; blankets; towels; 
clean bandages; medicine; and sufficient amounts of uncontaminated food, 
eating utensils, and clean water (Kelly & Joel, 1995). Soldiers were still clad 
in their service uniforms, which were filthy from the dirt of the battlefield. 
Open wounds and bodies enveloped with cholera or malaria were infested 
with vermin. The barracks hospital reeked of rotting flesh, infected tissue, 
and human excrement (Dossey, 2000).

Nightingale and her band of volunteer nurses worked diligently to bring 
order to the chaos they found at the barracks hospital. They instituted mea
sures to clean up the environment by improving hospital sanitation practices 
through boiling water, opening windows and doors to allow for improved 
ventilation, and securing cooking utensils for meal preparation (Bostridge, 
2008). Nightingale instituted woundcleaning measures, established sched
ules for bandage changing and hotmeal preparation, and introduced proper 
waste disposal and disinfection of hands and other surfaces using soap and 
water. She also began recording the measures she took to improve condi
tions at the hospital and the results in terms of infection rates and other hos
pital statistics. The sanitary measures she employed dramatically reduced 
the hospital infection rates and overall mortality rates (Donahue, 1985).

Army commanders and military physicians opposed Nightingale’s 
views on reforming and improving the barracks hospital. They interpreted 
her comments about the deplorable conditions and the measures she en
acted to improve the health and hygiene practices at the hospital as an as
sault on their competence to manage the hospital and to provide care for 
their soldiers. As a result of this friction between Nightingale and the mili
tary hierarchy in Scutari, Nightingale and all of the nurses were made to feel 
unwanted and unappreciated (Kalisch & Kalisch, 2004).

Although Nightingale and her team had cleaned up the barracks hos
pital and added many sanitary and qualityoflife improvements for their 
soldierpatients, broadbased change did not happen overnight. The British 
War Office, at the urging of Nightingale, ordered the sanitary commissioners 
at Scutari to carry out immediate reforms, including revamping and unclog
ging the hospital’s defective sewers and improving sick bay overcrowding 
and ventilation. By June 1858, the death rate had declined from 42% to 2% 
(Bostridge, 2008). Although Nightingale cannot be credited solely for the 
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dramatic decline in the death rate, her efforts to improve the sanitation, 
h ygiene, nutrition, and qualityoflife of the soldierpatients at the barracks 
hospital certainly contributed significantly to this end (Hobbs, 1997). After 
her tour of duty at Scutari, she went on to assist the British War Office with 
improvements in other war hospitals. Later, when she returned to England, 
she expanded her involvement by starting a nursing school, serving in 
health and nursingrelated posts, and authoring several texts for nurses.

The Crimean War emphasized the significant work of Florence Nightingale 
and her team serving the British Army in a war zone. This work led to the 
development and implementation of modern nursing methods and practices 
throughout the world and served as a foundational step in formalizing military 
nursing for the future.

EARLY NURSING IN THE UNITED STATES

The historical roots of military nursing in the United States can be traced 
back to before the founding of our nation. When the fight for independence 
began in 1775, untrained nurses served on the battlefield as wound dressers 
and water bearers (Donahue, 1985). General George Washington needed to 
provide for the medical care of his wounded soldiers, and there were too 
few men available to serve as nurses. Washington found meaningful work 
for the wives, mothers, daughters, and sisters of his soldiers who followed 
their encampments. The Continental Army offered these women employ
ment as nurses, cooks, laundresses, and water bearers, thereby releasing 
male soldiers to fight. The Continental Army medical corps was authorized 
to employ one nurse for each 10 sick or wounded soldiers. Since most medi
cal care at the time was provided in the home by women, training programs 
for nurses were nonexistent in the colonies. Therefore, whatever skills these 
women brought to war came from home experience or were learned as 
needed on the battlefield. These nurses were paid a few dollars per month 
and a daily ration of food and water (Kelly & Joel, 1995).

THE WAR OF 1812

The War of 1812 was fought between the United States and the British 
Empire. The United States declared war for a variety of reasons. The most 
prominent included U.S.preferred expansion into the Northwest Territory, 
trade restrictions imposed owing to Britain’s ongoing war with France, and 
British support of U.S. Indian tribes against U.S. territorial expansion. The 
war was primarily naval in scope, although ground troops were also involved 
(Donahue, 1985).
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Female assistance in the War of 1812 was limited to making ban
dages, preparing meals, and tending to sick and wounded sailors. Untrained 
nurses served on Commodore Decatur’s ship, the United States, caring for 
wounded sailors. This was the first time women nurses served on a naval 
vessel. Nurses employed by the Navy were generally wives and widows of 
sailors (Donahue, 1985).

THE U.S. CIVIL WAR

As we know, the main cause of the Civil War was the practice of slavery in 
the southern states. Politicians and slave owners in the South became an
gered at the antislavery factions in the North, especially because of northern 
attempts to block expansion of slavery into the Western territories. Southern 
slave owners believed that restrictions on slave ownership violated states’ 
rights. The election of President Abraham Lincoln resulted in declarations 
of secession from the United States by slave states of the Deep South and 
their formation of the Confederate States of America. Fighting began in April 
1861 when Confederate forces attacked Fort Sumter, a major fortress held 
by the United States on land claimed by the Confederacy (Kalisch & Kalisch, 
2004).

When the Civil War began, there was no organized system within the 
Union or Confederate armies to care for wounded and ill soldiers. When calls 
came out from the two respective armies for volunteers to perform nursing 
duties, women rushed to join (Kelly & Joel, 1995). The Union Army secretary 
of war appointed Dorothea Lynde Dix, a former schoolteacher and advocate 
for human rights and mentally ill persons, as superintendent of Women Nurses 
for the Union Army (Kalisch & Kalisch, 2004).

By 1862, large military hospitals were being built by both the 
Confederate and Union armies. Since construction took considerable time, 
buildings of opportunity such as schools, churches, plantation homes, 
and factories were used as interim hospitals. Women provided casualty 
care for Union and Confederate troops at field hospitals and on the Union 
Hospital Ship Red Rover. Those serving included prominent women such 
as Dorothea Dix, Clara Barton, Mary Bickerdyke, and Louisa May Alcott, 
who organized nurses and provided support to Union Army casualties, 
and Walt Whitman, who served as a battlefield wound dresser (Kelly & 
Joel, 1995). Around 6,000 women performed nursing duties for the Union 
and Confederate forces. It is estimated that some 181 Black nurses served 
during the war in Union Army hospitals. Harriet Tubman and Sojourner 
Truth were notable Black women who provided care for Union soldiers 
(Carnegie, 1986).



1: Historical Roots of U.S. Military Nursing 5

Many women served as nurses in the hospitals of both the Union and 
Confederate Armies, often venturing out onto the battlefield to perform the 
humanitarian service of bringing water to the soldiers or bandaging their 
wounds. These women earned the utmost respect and gratitude of those 
they served so bravely and unselfishly. After the end of the Civil War, many 
training programs for nurses were established at U.S. hospitals, so the era of 
using untrained personnel to provide military casualty care ended (Kalisch 
& Kalisch, 2004).

THE SPANISH–AMERICAN WAR

This war originated in the Cuban struggle for independence from Spain 
that began in 1895. The 1898 conflict between Spain and the United States 
started after the mysterious sinking of the Maine, a U.S. battleship, in the 
harbor at Havana, Cuba. Prior to the sinking, there had been considerable 
friction and mistrust in the relationship between Spain and the United States 
for decades, and the Cuban people had revolted numerous times against 
Spanish rule of the island. The United States sent an ultimatum to Spain 
demanding it relinquish control of Cuba. The ultimatum was not accepted, 
and Spain declared war on the United States (Donahue, 1985).

While the importance of trained female nurses had been demonstrated 
in U.S. hospitals for several decades after the U.S. Civil War, there were still 
many physicians and military leaders who questioned whether a field hospi
tal was an appropriate place for a woman. However, the Army surgeon gen
eral knew that women would be needed at military base hospitals to serve 
as nurses and dieticians. Therefore, he appointed both men and women 
nurses as civilian contract employees for the U.S. Army. At the same time, 
Dr. Anita Newcomb McGee, vice president general of the Daughters of the 
American Revolution (DAR), offered to examine all applications referred 
by the government from women seeking to serve. All applications were 
forwarded to Dr. McGee, who was permitted by the government to set her 
own standards. To be considered eligible, a nurse had to be a graduate of 
a nurse training school and have the endorsement of the school’s superin
tendent. The age limit for these nurses was 30 to 50 years, but exceptions 
soon needed to be made because of the huge demand for nurses (Kalisch & 
Kalisch, 2004).

Several Catholic Sisters of Mercy from Baltimore served as nurses at 
Camp Thomas and the Chickamauga Park Camp in Georgia. The Sisters 
of Charity from Emmitsburg, Maryland, also provided over 200 nursing 
nuns to care for the sick and wounded (Donahue, 1985). By August 1898, 
there were almost a thousand nurses under contract with the demand still 
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growing, owing to the dreadful epidemic of typhoid fever that erupted that 
summer in the military camps (Kelly & Joel, 1995). Although the military 
hierarchy had once again been reluctant to employ women nurses in battle
field hospitals and on naval vessels, by the end of the war, nurses proved 
their value once again (Donahue, 1985). The war with Spain established the 
essential need for trained nurses as hastily built army camps for more than 
28,000 members of the regular army were overcome by diarrhea, dysentery, 
typhoid, and malaria. These infectious illnesses took more of a toll on the 
troops than did enemy gunfire (Kalisch & Kalisch, 2004).

The Spanish–American War marked the United States’ entrance in the 
world scene as a global power seeking to expand its influence. U.S. forces 
quickly overcame the Spanish in the Philippines and then moved on to Cuba. 
Within months, they overwhelmed the Spanish, and Theodore Roosevelt 
gained the prominence that would lead him to the U.S. presidency (Alger, 
1901).

Nursing under wartime conditions required professional competence, 
physical stamina, courage, personal discipline, and mental toughness. 
The nurses employed by the U.S. government became known as contract 
nurses. Between 1898 and 1901, more than 1,500 female nurses signed 
government contracts. Contract nurses served in the United States, Puerto 
Rico, the Philippines, Hawaii, China, briefly in Japan, and on the hospital 
ship, Relief. Fifteen nurses died of febrile illnesses while serving (Kalisch 
& Kalisch, 2004). Owing to the exemplary performance of contract nurses 
during the Spanish–American War, the U.S. military realized that it would be 
helpful to have a corps of trained nurses, familiar with military ways, avail
able on an oncall basis. This led the way to the establishment of the Army 
Nurse Corps and Army Reserve Nurse Corps (Kelly & Joel, 1995).

U.S. ARMY AND NAVY NURSE CORPS ESTABLISHED

On February 2, 1901, the U.S. Army Nurse Corps became a permanent 
corps of the Medical Department under the Army Reorganization Act passed 
by Congress. Nurses were appointed to the Regular Army for a threeyear 
period, although they were not actually commissioned as officers in the 
Regular Army during that period. The appointment could be renewed pro
vided that the applicant had a satisfactory record of nursing performance, 
professional conduct, and good health. The law directed the surgeon general 
to maintain a list of qualified nurses who were willing to serve on an emer
gency basis as a reserve unit of the Army Nurse Corps. On March 25, 1901, 
Dita H. Kinney, a former Army contract nurse, was officially appointed the 
first superintendent of the Army Nurse Corps, a position she held until she 
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resigned in July 1909 (Sarnecky, 1999). In October 1908, the Army Nurse 
Corps consisted of an initial core group of 20 nurses. Many of them had 
previous experience serving as Army contract nurses with the military. The 
Navy Nurse Corps was established in 1908 with 20 women selected as the 
first members. Esther Voorhees Hasson served as the first superintendent of 
the U.S. Navy Nurse Corps from 1908 to 1911 (Kalisch & Kalisch, 2004).

WORLD WAR I

Although the assassination on June 28, 1914 of Archduke Ferdinand of 
Austria, the heir to the throne of Austria–Hungary, was the immediate cause 
of the war, larger issues tied to imperialism also contributed. Simply, the 
ambitions of the great powers—Germany, France, Russia, Great Britain, and 
Italy—to control lands beyond their borders and to harvest their human and 
material capital, played a key role in fueling the winds of war (Goodspeed, 
1985). The Archduke’s assassination by a Yugoslav nationalist resulted in the 
Habsburg ultimatum against the Kingdom of Serbia. Several alliances formed 
over previous decades were invoked. Within weeks, the major powers were 
at war, and conflict soon spread around the world (Chickering, 2004).

The United States initially followed a strategy of nonintervention. When 
a German submarine sank the British ocean liner Lusitania in 1915, with 128 
Americans aboard, U.S. President Woodrow Wilson demanded an end to attacks 
on passenger ships. Initially, Germany complied with this request. Wilson re
peatedly warned that the United States would not tolerate unrestricted subma
rine warfare in violation of international law and human rights. In January 1917, 
Germany resumed unrestricted submarine warfare. After the sinking of seven 
U.S. merchant ships by submarines, President Wilson called for war on Germany, 
which the U.S. Congress declared on April 6, 1917 (Chickering, 2004).

When the United States entered the war, military nursing strength 
was very low. Only 403 Army nurses were on active duty, including 170 
reserve nurses who had been ordered to duty in 12 Army hospitals in Texas, 
Arizona, and New Mexico. The United States stepped up its recruiting ef
forts, and more than 400 nurses sailed for France for service with the British 
Expeditionary Forces in May 1917. By 1918, more than 12,000 Army nurses 
were on active duty serving at 198 bases worldwide. During the course 
of the war, 21,480 Army nurses served in military hospitals in the United 
States and overseas (Sarnecky, 1999). More than 1,476 Navy nurses served 
in military hospitals stateside and overseas. More than 400 military nurses 
died in the line of duty during World War I (Kalisch & Kalisch, 2004). The 
vast majority of these women succumbed from a highly contagious form of 
influenza known as the Spanish flu, which swept through crowded military 
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camps, hospitals, and ports of embarkation. Several nurses received war
time wounds, but none died because of enemy action (Sarnecky, 1999).

In May 1918, the Army School of Nursing was authorized by the 
Secretary of War. Courses of instruction began at several Army hospitals in 
July 1918. Annie W. Goodrich was appointed as Chief Inspector Nurse for 
the Army. She also became the first Dean of the Army School of Nursing. 
During World War I, Army nurses did not have officer status. They were not 
commissioned but appointed into the ANC. Appointment, rather than com
mission, meant that a nurse lieutenant received less pay than a male infantry 
commissioned lieutenant (Sarnecky, 1999).

WORLD WAR II (1941–1945)

As we know, World War II began in September 1939 when Germany invaded 
Poland. There were subsequent declarations of war on Germany by France 
and the British Commonwealth. The war extended into much of Europe and 
North Africa. In June 1941, Germany and the Axis powers launched an inva
sion into the Soviet Union (Adamthwaite, 1992). On September 11, 1941, 
U.S. President Franklin Roosevelt ordered the Navy and Army Air Corps to 
shoot on sight at any German war vessel. On December 7, 1941, the United 
States was attacked by the Japanese in a daring surprise assault on the Pacific 
fleet at Pearl Harbor, Hawaii. President Franklin D. Roosevelt and the U.S. 
Congress swiftly declared war on Japan. The German government discon
tinued diplomatic relations with the United States and declared war on the 
them on December 11, 1941 (Adamthwaite, 1992).

When the United States entered World War II in December 1941, U.S. 
military nursing assets were at peacetime diminished strength. There were 
fewer than 1,000 nurses in the Army Nurse Corps and 700 in the Navy Nurse 
Corps; all were women. Over the next six months, their numbers grew to 
more than 12,000. Throughout the duration of the war, more than 60,000 
Army nurses served in the United States and overseas in every theater of U.S. 
military operations (Sarnecky, 1999). Sixtyseven Army nurses were captured 
by the Japanese in the Philippines in 1942 and were held as prisoners of war 
for over two and a half years (Frank, 1985). More than 14,000 Navy nurses 
served in the United States and overseas on hospital ships and at naval bases 
(Link & Coleman, 1955). Five Navy nurses were captured by the Japanese in 
Guam and held as prisoners of war for 5 months before being exchanged. A 
second group of 11 Navy nurses was captured in the Philippines and held 
for 3 years (Norman, 1999).

Military nurses were wounded by enemy fire on the beaches at 
Anzio, Italy, during the Allied beachhead landings. Nurses were killed in air 
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evacuation flights and spent time behind enemy lines. They worked closer 
to the front lines than ever before. Army nurses were on Omaha beach just 
a few days after the DDay invasion of Normandy and in North Africa caring 
for casualties from the tank battles (Hastings & Stevens, 1985).

Although carrying injured soldiers by airplane had been discussed and 
tried between the World Wars, the usefulness of this means of patient trans
port became a necessity in World War II. Use of air transport to move injured 
U.S. troops introduced the advent of a new nursing specialty, flight nurs
ing. The first class of Army Air Corps flight nurses trained at Bowman Field, 
Kentucky, and graduated in February 1943. Their 6week course included a 
curriculum of air evacuation nursing, air evacuation tactics, survival train
ing, altitude physiology, mental hygiene in relation to flying, aircraft loading 
procedures, cargo aircraft interior reconfiguration procedures, and field biv
ouac (Link & Coleman, 1955). Following graduation, they quickly began fly
ing aeromedical evacuation missions aboard C47 transport aircrafts in the 
European, African, and Pacific theaters of operation. Flight nursing was con
sidered the most dangerous nursing duty, and 17 flight nurses were killed 
during the war (Donahue, 1985). The war in Europe ended on May 8, 1945, 
and the war in the Pacific ended on September 2, 1945, with the surrender 
of Japan (Hastings & Stevens, 1985).

During World War II, the Army Air Corps became a significant, highly 
specialized, and sophisticated fighting force. Following the end of World War 
II, the Army Air Corps became a separate service, named the U.S. Air Force, in 
1947. Later, in 1949, the Air Force Nurse Corps was established. A segment of 
the Army Nurse Corps, many of them flight nurses, transferred to the newly 
formed Air Force Nurse Corps (Barger, 1991). The Army–Navy Nurse Act of 
1947 made the Army Nurse Corps and the Women’s Medical Specialist Corps 
part of the Regular Army and gave permanentcommissionedofficer status 
to military nurses. This legislation put an end to relative rank and the full
buttemporary ranks granted during the middle of World War II. The law also 
granted military nurses permanent ranks and commissions in the Regular and 
Reserve Corps equal to the ranks of male officers (Sarnecky, 1999).

THE KOREAN WAR (1950–1953)

As we know, the Korean War was a military action between South Korea 
and North Korea. South Korea was backed by the United Nations (UN), and 
North Korea was supported by the People’s Republic of China (PRC), along 
with military ordinance and weaponry supplied by the Soviet Union. The 
war was a result of the physical division of Korea by agreement of the Allied 
forces at the end of the Pacific fighting in War World II (Halberstam, 2007).
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Following Japan’s surrender in 1945, U.S. occupational forces divided 
the Korean peninsula along the 38th parallel, with U.S. troops occupying 
the southern part and Soviet troops occupying the northern part. The 38th 
parallel increasingly became a political border between the two Koreas, 
with frequent border attacks by the two sides. The situation escalated into 
open warfare when North Korean forces invaded South Korea on June 25, 
1950. The United Nations, principally led by the United States, came to the 
aid of South Korea in repelling the invasion. The U.S. Army, Navy, and Air 
Force were employed to aid the South Korean military (Foot, 1985). At the 
beginning of the conflict, the U.S. Army Nurse Corps activeduty strength 
was below 3,500 persons, and that of the U.S. Navy Nurse Corps was below 
2,000 nurses. The newly established Air Force Nurse Corps yielded fewer 
than 1,200 nurses (Kalisch & Kalisch, 2004). Many U.S. nursing leaders ex
pected a mass exodus of civilian nurses to join the military, but this exodus 
never occurred. From 1950 until the end of the Korean War in 1953, the 
Army Nurse Corps membership rose to a modest 5,500, while the Navy 
Nurse Corps increased to about 3,200 nurses, and the Air Force Nurse Corps 
to about 1,800 members (Clarke, 1951; Kalisch & Kalisch, 2004).

During the Korean War, Navy nurses were assigned to hospital ships 
and at overseas and stateside bases. Three hospital ships, the Consolation, 
Repose, and Haven, rotated as main seaborne hospitals in Korean waters. 
Two hundred Air Force flight nurses were quickly engaged in providing air 
evacuation of wounded soldiers to base hospitals away from the fighting. 
Although Army Air Corps nurses served as flight nurses in World War II, the 
specialty of flight nursing really expanded and matured during the Korean 
War. The Korean War also provided the first real test of the usefulness of the 
helicopter and the Army’s Mobile Surgical Hospital (MASH), a concept that 
had been born out of assessment of World War II casualty evacuation needs 
(Kalisch & Kalisch, 2004).

The typical MASH unit included about 15 physicians, 16 nurses, and 
120 enlisted medical personnel. The nursing staff comprised 2 nurse anes
thetists, 4 operating room nurses, and 10 nurses working on preoperative 
and postoperative wards. A helicopter unit was assigned to each MASH to 
provide rapid transport from the area of battle. Once patients were treated, 
they were either held at the MASH for recovery or, if their injuries would re
quire longerterm care, evacuated by helicopter or air evacuation transport 
plane to a hospital further to the rear.

As was the case in World War II, Army nurses served in the war zone 
close to the extremely fluid front lines. As a rule, nurses were the only 
military women allowed into the combat theater. Nurses served in MASH 
units, in field hospitals, on hospital trains, and on Army transport ships and 
Navy hospital ships at the beginning of the war. Once again, nurses found 
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themselves treating casualties on foreign shores and in the air aboard C47 
and C54 cargo aircrafts. Army nurses staffed MASH units and standard hos
pitals in Japan and Korea. Navy nurses served on hospital ships in the Korean 
theater of operations as well as at Navy hospitals stateside. Air Force nurses 
served stateside, in hospitals in Japan and Okinawa, and as flight nurses in 
the Korean theater. Nurses found themselves on the forefront of battlefield 
medicine, playing a major role in the treatment of wounded UN forces 
within mere minutes or hours of the wounds being inflicted (Holm, 1982; 
Hovis, 1992). One Army nurse, 11 Navy nurses, and 3 Air Force nurses were 
killed during Korean War service (Donahue, 1985).

In 1953, the war ended with an armistice that restored the border be
tween the Koreas near the 38th parallel and created the Korean Demilitarized 
Zone, a 2.5milewide (4.0 km) buffer zone between the two Koreas. Minor 
outbreaks of fighting continue to the present day.

Following the end of the Korean War, male nurses were accepted into 
the Army and Air Force Nurse Corps in 1955. It was not until 1965 that men 
were accepted into the Navy Nurse Corps (Donahue, 1985).

THE VIETNAM WAR (1965–1973)

There was no fixed beginning for U.S. involvement in Vietnam. The United 
States entered that war incrementally in a series of steps between 1950 
and 1965. In 1950, President Truman authorized a modest program of eco
nomic and military aid to the French, who were fighting to retain control 
of their Indochina colonies, including Laos, Cambodia, and Vietnam. When 
the Vietnamese Nationalist Viet Minh army defeated the French forces at 
Dien Bien Phu in 1954, the French were forced to agree to the creation of 
a Communist Vietnam in the north at the 17th parallel while leaving a non
Communist portion of Vietnam south of that line. The United States refused 
to accept the arrangement. U.S. President Eisenhower feared the spread 
of communism throughout Vietnam and sent military advisers to train the 
fledgling South Vietnamese Army (Lewy, 1977).

In 1961, U.S. President Kennedy sent 400 Special Operations Forces
trained Green Beret soldiers to teach the South Vietnamese how to fight 
what was called a “counterinsurgency war” against Communist guerrillas in 
South Vietnam. When Kennedy was assassinated in November 1963, there 
were more than 16,000 U.S. military advisers in South Vietnam. President 
Lyndon Johnson committed the United States more deeply to the war. In 
early 1965, Johnson authorized the sustained bombing of targets north of 
the 17th parallel, and in March, he dispatched 3,500 combat Marines to 
South Vietnam (The Pentagon Papers, 1971).
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The fundamental reason for U.S. involvement in Vietnam was rooted 
in the fear that the Viet Minh, then the National Liberation Front (NLF), 
and the forces of Ho Chi Minh would become agents of global commu
nism. U.S. administrations after the end of World War II through the late 
1960s bought into the domino theory, which held that if one nation fell 
to communism, other nations would follow like dominos lined up on end. 
U.S. policymakers viewed Vietnam as the first domino in Southeast Asia 
(Lewy, 1977).

Before the current wars in Iraq and Afghanistan, the Vietnam War was 
the longest war fought by the U.S. military. Although this was an unde
clared war, active U.S. military participation began in 1961 and lasted until 
early 1973 (Santoli, 1985). Humanitarian military aeromedical evacuations 
were flown into and out of Vietnam until April 1975 (ScannellDesch, 1996; 
Schimmenti & Darmoody, 1986). A total of 2.6 million U.S. military person
nel served in Vietnam (Frye & Stockton, 1982), of whom over 250,000 were 
seriously injured or wounded (Cook, 1988) and over 58,000 were killed or 
listed as missing and presumed dead (Jones & Janello, 1987).

According to U.S. Department of Defense estimates, between 1962 
and 1973, approximately 7,500 U.S. military women served on active duty 
in Vietnam (Walker, 1985). About 80% of these women were members of 
the Army, Navy, or Air Force Nurse Corps (Marshall, 1988). Among the more 
than 58,000 names carved on the wall of the Vietnam Veterans Memorial in 
Washington, D.C., are those of eight female and two male military nurses. 
Their names are preserved on the wall along with the sailors, soldiers, air
men, and marines they cared for and died with (ScannellDesch, 2000a).

The Vietnam War was fought with no discernible front lines, safe 
places, or clear rules of engagement. Much of the enemy forces did not wear 
uniforms, and in some situations, it was impossible to distinguish the enemy 
from proU.S. or neutral villagers. These circumstances added a dimension 
of deception and confusion to the fighting (Gault, 1971; Schwartz, 1987), 
and soldiers on patrol rarely saw the enemy they were attempting to kill 
(Freedman & Rhoads, 1987; Santoli, 1981).

In April 1965, with the rapid buildup of American forces in Vietnam, 
Army nurses were dispatched with medical units to support the fighting 
forces. The 8th Field Hospital, Nha Trang, had been the only U.S. Army hos
pital in the country for three years. The 3rd Field Hospital, Saigon, was the 
first to arrive during the buildup (Freedman & Rhoads, 1987).

Because there were no front lines or consistently secure road systems 
in Vietnam, the helicopter became the primary means of evacuating casual
ties from combat to medical facilities. Helicopters, known as “dustoffs,” 
delivered wounded troops to hospitals or aid stations within minutes of 
injury (Cook, 1988). As a result of this rapid evacuation, many patients who 
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would have died in previous wars were kept alive by pressure dressings, in
travenous fluids, emergency tracheotomies, and a short flight to immediate 
surgical care (Freedman & Rhoads, 1987; Schwartz, 1987). As Holm (1982) 
pointed out, “the record of the Vietnam War in terms of saving the lives of 
the wounded was unparalleled in the history of warfare. Less than 2% of the 
casualties treated died as a result of their wounds” (p. 233).

The first Navy hospital opened in Saigon in 1963 (McVicker, 1985). 
As the war progressed, the Navy established hospitals in Danang and near 
Cam Ranh Bay (Marshall, 1988). The Danang hospital was completely lev
eled by an enemy rocket in 1965, injuring several nurses (Donahue, 1985; 
Martin, 1967). The majority of Navy nurses assigned to the Vietnam theater 
of operations were stationed aboard two hospital ships, the U.S.N. Repose 
and the U.S.N. Sanctuary, which sailed off the coast in the South China Sea. 
These ships followed the intensity of the fighting up and down the coast, 
usually between Danang and the demilitarized zone in the north (Marshall, 
1988). The U.S.N. Repose, for example, was 520 feet long and could accom
modate up to 750 patients. The ship was completely airconditioned and 
superbly equipped with intensive care units and operating rooms. Battle 
casualties needing immediate surgery were evacuated to these floating hos
pitals by dustoffs, sometimes within 5 minutes after injury (Martin, 1967). 
Navy nurses went on to serve in the Provincial Health Assistance Program 
at Rach Gia from 1965 to 1968 and at the station hospital at Danang from 
August 1967 to May 1970. The Danang hospital became the Navy’s largest 
landbased combat casualty treatment facility, with 600 beds and admissions 
of 63,000 patients (Holm, 1982).

Air Force nurses worked in large evacuation hospitals, such as the 12th 
USAF Hospital, Cam Ranh Bay, Vietnam, and at smaller hospitals, called casu-
alty staging flights, such as those at Phan Rang, Danang, and Tan Son Nhut 
Air Base (Martin, 1967). The hospital at Cam Ranh Bay usually operated at a 
bed capacity of 650 but could be expanded to up to 1,200 beds when nec
essary. It consisted of 18 Quonset hut wards, most of which were aircondi
tioned (Marshall, 1988). Air Force flight nurses cared for wounded troops on 
incountry aeromedical evacuation flights, using the C7 Caribou, the C123 
Provider, and the C130 Hercules aircraft. These planes were propeller or 
turboprop cargo aircraft, which were reconfigured to carry patients in litter 
stations within the rear fuselage. Additionally, the planes could perform in a 
short takeoff and landing configuration and could safely land on a short dirt 
strip. When under enemy fire, loading of patients could be accomplished 
in 1 to 3 minutes as the plane stayed in a slow taxi or takeoff roll. These 
planes could take off under fire with the back doors still open. This type of 
loading was referred to as hot loading by most flight and aeromedical crews 
(ScannellDesch, 1999, 2000b).



Nurses in War14

Strategic aeromedical evacuation missions carried the more seriously 
wounded or ill patients out of Vietnam to medical facilities at Clark Air Base, 
Philippines; Yakota Air Base, Japan; Kadena Air Base, Okinawa, or back to the 
continental United States (Marshall, 1988; Schwartz, 1987). The aircraft used 
for these longrange missions was the C141 Starlifter, which could accom
modate up to 77 litter patients in the wartime configuration of 5 patients per 
tier. Routinely on incountry and strategic aeromedical evacuation missions, a 
flight nurse served as senior medical authority aboard the aircraft. Physicians 
rarely served on air evacuation missions (ScannellDesch, 1996, 1999, 2005).

Flight nurses airlifted more than 400,000 patients between 1964 and 
1973. During the height of the Tet 1968 offensive, about 11,000 casualties 
were airlifted per month (Schimmenti & Darmoody, 1986). Additionally, when 
Saigon was falling in April 1975, flight nurses airlifted more than 1,000 home
less infants and refugees as part of Operations Babylift and New Life. The last 
military nurse to die in Vietnam was an Air Force flight nurse, Captain Mary 
Therese Klinker. She was killed while caring for Babylift children when her C5 
Galaxy aircraft experienced a catastrophic decompression and crashed shortly 
after takeoff from Tan Son Nhut Air Base, Vietnam (ScannellDesch, 1996).

The Army sent more nurses to Vietnam than the other services com
bined. The Army established 27 field, evacuation, surgical, and convales
cent hospitals on the coast and at inland locations within the Republic of 
South Vietnam. Many of these medical facilities were close to the fighting. 
Inflatable rubber shelters known as MUSTs (medical unit, selfcontained, 
transportable) were shipped to Vietnam for the Army Medical Services; how
ever, the lack of a safe road system severely hampered the mobility of these 
medical units. These hospitals, therefore, could not follow and support tacti
cal troop movements and other ground operations, so most were converted 
to fixed permanent medical installations (Donahue, 1985).

Thousands of U.S. Army nurses served in Vietnam between 1962 and 
1973. The largest number for any single year was 900 in 1969. Several were 
wounded, and nine Army nurses and one Air Force nurse died while serv
ing. One Army nurse, 1st Lt. Sharon A. Lane, was killed by hostile fire. The 
other seven female nurses and two male nurses died in the line of duty in 
Vietnam (Bigler, 1996). On March 29, 1973, the last of more than 5,000 
nurses departed from the Republic of Vietnam, two months after the cease
fire (Freedman & Rhoads, 1987).

CHANGES IN U.S. POLICY AFTER THE VIETNAM WAR

By the mid1970s, policy changes relating to women serving in the military 
were long overdue. These policy changes finally paved the way for equal 
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treatment for women serving on active duty with minor children as fam
ily members. In late 1974, the U.S. Supreme Court ruled that inequities in 
benefits for the dependents of military women were unconstitutional. Until 
then, military women with dependents were not authorized housing, nor 
were their dependents eligible for benefits and privileges afforded the de
pendents of male military members, such as medical, commissary, and post 
exchange availability. In 1975, the Department of Defense finally reversed 
its policy and provided pregnant service women with the option of electing 
discharge or remaining on active duty. The previous policy required that 
women be discharged upon pregnancy or the adoption of children (Holm, 
1982).

THE PERSIAN GULF WAR (1990–1991)

The invasion of Kuwait by Iraqi troops that began on August 2, 1990, was 
met with international condemnation and brought immediate economic 
sanctions against Iraq by members of the UN Security Council. President 
George H. W. Bush deployed U.S. forces to Saudi Arabia and urged other 
countries to send their own forces to the Persian Gulf. A wide assortment 
of nations joined the deployment of coalition forces. The majority of the 
military forces in the coalition came from the United States, Saudi Arabia, 
the United Kingdom, and Egypt.

The Persian Gulf War (August 2, 1990–February 28, 1991), commonly 
referred to as the Gulf War, was waged by a UNauthorized coalition force 
from 34 nations led by the United States against Iraq in response to Iraq’s 
invasion of the sovereign nation of Kuwait. The mobilization buildup of co
alition forces was known as Operation Desert Shield, whereas the actual fight
ing after mobilization became known as Operation Desert Storm. Operation 
Desert Storm commenced with aerial bombardment of Iraqi troops and bun
kers on January 17, 1991. Once targets were softened by airborne assault, 
the ground war followed on February 23, 1991 (Schwartzkopf, 1992).

Some 40,000 U.S. military women were deployed during Operations 
Desert Shield and Desert Storm. By January 17, 1991, when the air campaign 
began, 2,265 Army nurses were serving in the Persian Gulf. At the conclu
sion of the ground war on February 28, 1991, 2,215 Army Nurse Corps of
ficers were on duty in the Persian Gulf region. As of April 1991, the required 
strength of the Army Nurse Corps in the Persian Gulf theater was 2,211, 
and 2,214 Army nurses were assigned there (Sarnecky, 2010). The Army 
Medical Department mobilization in support of Operation Desert Shield/
Desert Storm was enormous, complex, and very challenging. At this time, 
the Army was converting from its Vietnamera MUST hospital configuration 
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with updated deployable medical system equipment and tentage. Many of 
the units deploying to the Persian Gulf had the MUST equipment. Deploying 
medical personnel soon discovered that the desert environment severely 
tested the efficient operation of those medical units that went to war with 
the MUST setup, and this forced a fasttrack substitution of deployable medi
cal systems in many of the Army’s medical units (Sarnecky, 2010).

In addition to updating medical material and equipment assets with 
deployable medical systems, the Army Medical Department was also transi
tioning to a new doctrine and concept of operations, called Medical Force 
2000, at the time of Operation Desert Shield/Desert Storm. Two important 
changes included farforward surgical care and enriched psychiatric sup
port. It used forward surgical teams (FSTs), exceedingly mobile portions of 
the MASH, to provide initial care close to the combat area. The FSTs oper
ated separately from their units of origin by moving with the combat forces 
to provide farforward surgical treatment. An FST usually had a staff of 10 
officers and 10 enlisted medics. The officer staff usually included two nurse 
anesthetists, an operating room nurse, one medical–surgical nurse, one crit
ical care nurse, three trauma surgeons, an orthopedic surgeon, and one field 
medical officer. The enlisted component usually included four emergency 
medical technicians, three surgical technicians, and three practical nurses. 
To enhance psychiatric capability, the Army employed combat stress teams 
staffed by psychiatric nurses, psychiatrists, psychologists, social workers, 
and chaplains to assess, treat, and efficiently return troops with combat 
stress symptoms to the battlefield (Sarnecky, 2010).

When the air campaign began, the Air Force had deployed 972 nurses 
on active duty, of whom 19 were flight nurses, and 872 nurses from the 
Air Reserve Component, of whom 613 were qualified as flight nurses. This 
was the largest Air Force medical deployment since the Vietnam War. The 
Air Force medical deployment in support of Operation Desert Shield began 
in August 1990. Air Force medical teams were the first medical assets in the 
Gulf, arriving on the Arabian Peninsula just two days after combat units. The 
Central Command surgeon controlled one 250bed contingency hospital, 15 
airtransportable hospitals, 31 airtransportable clinics, and several aeromedi
cal staging facilities in the Persian Gulf theater of operations. The European 
Command Surgeon controlled four contingency hospitals, three in England 
and one in Germany, in preparation for potential casualties that needed to be 
moved out of the combat theater for more extensive and definitive treatment 
(Lindberg, 1999).

Shortly after Iraqi troops invaded Kuwait, Navy medical personnel de
ployed to Saudi Arabia. Navy corpsmen accompanied Marine units in the 
combat zone. Three days after forces were committed to support Operation 
Desert Shield on the Arabian Peninsula, deployment orders went out to 
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the Navy hospital ships, the U.S.N. Comfort and U.S.N. Mercy. Both vessels 
were immediately activated, manned, and supplied. They were on station 
and ready in the Persian Gulf by September 23, 1990 (United States Navy, 
1991).

After being treated by a corpsman in the field, sick or injured person
nel could be rapidly moved to battalion aid stations, where a physician could 
assess their condition in a safer environment with ample time to accomplish 
a more definitive examination. The next step up the medical ladder of care 
was a medical battalion surgical support company or a casualty receiving 
and treatment ship, where patients were treated by teams of medical per
sonnel with more sophisticated medical facilities, including pharmacy and 
laboratory facilities, holding wards, and more specialty surgical capability. 
Casualties requiring even more extensive treatment were transported to ei
ther a combat zone fleet hospital or a hospital ship. The scope of treatment 
available at the combat fleet hospital or hospital ship mirrored fully staffed 
hospitals in the United States (United States Navy, 1991).

Although the casualty toll on the coalition forces was light in the 
Persian Gulf War, the U.S. and coalition medical forces stood ready to handle 
a much more robust onslaught of injured troops and civilian casualties. The 
coalition ceased their advance and declared a ceasefire 100 hours after the 
ground campaign started (Schwartzkopf, 1992). The medical concept of op
erations in war had evolved from the Vietnam era of mostly fixed medical 
facility assets to a much more fluid and mobile set of small facilities tailored 
to follow the fighting. This concept has been carried forward into the cur
rent wars in Afghanistan and Iraq.

THE WAR IN AFGHANISTAN

In December 1979, the Soviet Union deployed occupying troops to Afghani
stan. Shortly after the invasion, like thousands of Muslims throughout 
the world, a wealthy Saudi Arabian named Osama Bin Laden traveled to 
Afghanistan to join the Afghan resistance. Osama Bin Laden and his com
rades viewed it as the duty of all Muslims to repel the Soviet invasion. Bin 
Laden helped finance and take command of about 20,000 Muslim freedom 
fighters from around the world. The conflict lasted almost 10 years and 
ended with a Soviet force withdrawal. Later, Bin Laden left Afghanistan but 
became increasing militant toward the west, especially the United States 
(Cole, 2004; Feifer, 2009).

The United States went to war in Afghanistan because the global intel
ligence community determined that Osama Bin Laden, a known terrorist 
whose global organization was called Al Qaeda, was behind the September 
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11, 2001, attacks on the United States, and that he was being sheltered in 
Afghanistan by the Taliban. After several unsuccessful attempts to negoti
ate the surrender of Bin Laden to U.S. security forces, the United States 
launched bombing attacks on Afghanistan, specifically on the Taliban. Later, 
Osama Bin Laden was killed in Pakistan in a daring surprise raid ordered by 
U.S. President Barack Obama and carried out by a U.S. military specialforces 
unit on May 2, 2011.

Several coalition countries, including the United States, deployed 
forces to Afghanistan to engage the Taliban and Al Qaeda on the ground. 
In 2003, the United States began assigning military nurses and other medi
cal personnel to formerly Russianbuilt hospitals in Bagram and Kandahar, 
Afghanistan. These personnel were housed in tents or primitive plywood 
structures called “Bhuts.” The medical mission was to support U.S. and co
alition forces deployed in Afghanistan at the time. From 2003 through 2010, 
the number of nurses deployed to Afghanistan increased, as did the number 
of combat forces.

THE WAR IN IRAQ

On another front, the March 2003 invasion of Iraq was considered a con
tinuation of the Gulf War of 1991. The 1991 Gulf War, known as Operation 
Desert Storm, started several months after Saddam Hussein invaded Kuwait. 
Hussein’s forces were subsequently defeated by coalition forces, led by the 
United States and the United Kingdom, after shortlived combat operations. 
Following Hussein’s defeat, the Iraqi government had agreed to surrender or 
destroy several types of weapons, including missiles and chemical and bio
logical weapons caches. In early 2003, the U.S. government, led by President 
George W. Bush, believed that Iraq was still hiding some weapons of mass 
destruction. As a result, in March 2003, Operation Iraqi Freedom, with a 
combined force of troops from the United States, the United Kingdom, and 
smaller contingents from Australia and Poland, invaded Iraq and toppled the 
regime of Saddam Hussein, which concluded with the fall of Baghdad.

After the fall of Baghdad, the second phase of the Iraq War lasted un
til August 31, 2010. The second phase was marked by urban warfare in the 
c ities, intermittent ground operations, convoys being blown up by improvised 
explosive devices, construction to restore Iraqi infrastructure by provisional 
r econstruction teams, and many military and civilian casualties. The third phase 
of the war began on September 1, 2010, and consisted of a drawdown and 
redistribution of U.S. and coalition forces into a training mode to support the 
Iraqi military and police forces. This third phase ended 12/31/2011 when the 
last U.S. troops were withdrawn from Iraq by U.S. President Barack Obama.
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The first contingent of military nurses supporting the U.S. invasion of 
Iraq was sent to Kuwait in February 2003. When the U.S. invasion began in 
late March, nurses assigned to FSTs and mobile hospitals moved into Iraq 
and quickly set up to receive the first casualties. It was not long before an 
intermittent stream of the injured and dead began to ebb and flow into tri
age areas and a hastily set up morgue (Ruff & Roper, 2005). The U.S. military 
and its nurses had embarked on a long journey that would test its resolve as 
well as its nursing readiness for war.

CURRENT STATUS OF AFGHANISTAN AND IRAQ WARS

U.S. military nurses and nurses from multinational coalition forces served 
in the Iraq and Afghanistan war zones. All U.S. military personnel left Iraq 
by December 31, 2011. Many of these nurses are from the military services 
of the United Kingdom, Australia, Germany, Denmark, Poland, South Korea, 
and Spain, as well as the U.S. Army, Navy, and Air Force. These nurses are 
members of their respective military services and are providing care for 
their own forces as well as forces of other coalition countries, local civilians 
caught in the crossfire of war, and insurgents brought to their hospitals for 
care.

In 2009, the death toll of U.S. forces deployed to Iraq and Afghanistan 
surpassed 5,000. Estimates place the number of physically injured U.S. per
sonnel at over 35,000, and no estimate of those psychologically injured is 
available. The number of military nurses deployed to Iraq and Afghanistan 
from 2003 through 2009 is not available, nor is the number of nurses injured 
in these wars. To date, one Army nurse has been killed in Iraq, and no U.S. 
military nurses have been killed in Afghanistan. Very little has been written 
about the U.S. military nurse experience in the Iraq and Afghanistan wars.
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