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ABSTRACT 

THE ROLE OF THE U.S. ARMY IN HEALTH SYSTEM RECONSTRUCTION AND 
DEVELOPMENT DURING COUNTERINSURGENCY, by Lieutenant Colonel Michael 
J. Tarpey, 151 pages. 
 
Health system reconstruction and development in developing countries is difficult under 
the best of conditions. In counterinsurgency environments, it is even more complex and 
challenging. U.S. military and civilian organizations involved in Afghan and Iraqi health 
system reconstruction and development have been criticized for the lack of planning prior 
to the initiation of conflict, inadequate coordination among involved agencies, and poor 
strategic planning for comprehensive development. U.S. Army efforts in particular have 
been criticized for being ad hoc, focused primarily on short-term and high impact 
projects, and unconnected with host nation ministries of health. As a result, some civilian 
development theorists have recommended a severely circumscribed role for the U.S. 
Army in health system reconstruction and development, limited to providing security, 
supporting military programs, and providing temporary emergency care. Based upon a 
review of current doctrine, historical experiences, and analysis of the reconstruction and 
development of the Iraqi and Afghan health systems this thesis recommends that the U.S. 
Army continue to play a significant role, beyond providing security, in health system 
reconstruction and development while engaged in counterinsurgency and proposes a 
series of recommendations to improve Army involvement in the process. 
 



 v 

ACKNOWLEDGMENTS 

First and foremost, I would like to thank my wife Ceci for her incredible love and 

support. Your dedication has enabled me to accomplish things I never thought possible. 

We were blessed during the writing of this thesis by the birth of our daughter Camilla and 

I will forever associate this modest work with the tremendous and overwhelming joy that 

Camilla has brought to our lives. 

I would like to thank each of my committee members for their patience, interest, 

and direction. Mr. Joseph Bebel’s guidance and encouragement kept me focused and on 

course through what was occasionally a rocky process. LTC Stephen Smith’s extensive 

knowledge of both military medicine and international health were a big help in 

developing and refining my ideas. Finally, COL Rocky Farr is a legendary figure in 

military medicine under whom I had the privilege to serve in Afghanistan. His incredible 

wealth of experience and knowledge brought new and original perspectives to the thesis. 

Thanks also to MAJ (RET) David W. Cannon, Lessons Learned Analyst at the 

AMEDD Center and School, who spent countless hours researching to ensure that I had 

all relevant documents. 

Finally, this work is dedicated to all of the Army medical personnel who have 

given their lives in Iraq and Afghanistan, especially SGT Michael Robertson, medic with 

1st Battalion, 15th Infantry Regiment, 3rd Infantry Division, who died on 25 October 

2005 from wounds received in Iraq. 



 vi 

TABLE OF CONTENTS 

 Page 

MASTER OF MILITARY ART AND SCIENCE THESIS APPROVAL PAGE ............ iii 

ABSTRACT ....................................................................................................................... iv 

ACKNOWLEDGMENTS ...................................................................................................v 

TABLE OF CONTENTS ................................................................................................... vi 

ACRONYMS ................................................................................................................... viii 

TABLES ..............................................................................................................................x 

CHAPTER 1 INTRODUCTION .........................................................................................1 

Overview ......................................................................................................................... 1 
Primary Research Question ............................................................................................ 4 
Secondary Research Questions ....................................................................................... 4 
Assumptions .................................................................................................................... 4 
Definitions ...................................................................................................................... 5 
Scope and Delimitations ................................................................................................. 6 
Limitations ...................................................................................................................... 7 
Significance of the Study ................................................................................................ 7 
Research Design ............................................................................................................. 7 

CHAPTER 2 HISTORICAL OVERVIEW AND REVIEW OF DOCTRINE ..................10 

Historical Overview ...................................................................................................... 10 
Army Medical Department Doctrine ............................................................................ 15 
Other Army Doctrinal Manuals .................................................................................... 16 
Joint Doctrinal Publications .......................................................................................... 19 
The Development of Doctrine in Response to Wartime Experiences .......................... 22 

CHAPTER 3 CRITIQUES OF MILITARY INVOLVEMENT IN HEALTH SYSTEM  
RECONSTRUCTION AND DEVELOPMENT ...............................................................25 

Principles of Health System Reconstruction and Development ................................... 25 
Critique Of the Military’s Role In Health System Reconstruction and Development . 28 
Critique of Militarized Aid ........................................................................................... 31 
Critique of Comprehensive Approaches ....................................................................... 33 
The Development Perspective ...................................................................................... 35 

CHAPTER 4 THE IRAQ EXPERIENCE .........................................................................40 



 vii 

The Iraqi Health Care System Prior to the 2003 Invasion ............................................ 40 
Pre-Conflict Planning for Relief and Reconstruction ................................................... 43 
The Immediate Aftermath of Major Combat Operations (April 2003 to June 2004) ... 45 

Civil-Military Coordination ...................................................................................... 46 
Initial U.S. Army Efforts .......................................................................................... 48 
Strategic Planning ..................................................................................................... 51 
The Security Situation ............................................................................................... 52 

Growing Insurgency and Destabilization (July 2004 to December 2006) .................... 53 
Efforts to Improve Interagency Coordination ........................................................... 54 
U.S. Army Projects ................................................................................................... 56 
Provincial Reconstruction Teams ............................................................................. 60 

The Surge in U.S. Forces (January 2007 to July 2008) ................................................ 61 
U.S. Army Efforts during the Surge ......................................................................... 61 
Embedded Provincial Reconstruction Teams ........................................................... 64 

Stabilization and Drawdown (August 2008 to December 2011) .................................. 67 
Military Efforts ......................................................................................................... 68 

Overview of Iraqi Health System Reconstruction  and Development .......................... 70 

CHAPTER 5 THE AFGHANISTAN EXPERIENCE .......................................................81 

The Afghan Health Care System Prior to the Fall of the Taliban ................................. 81 
A Growing Insurgency (December 2001 to December 2007) ...................................... 83 

Basic Package of Health Services ............................................................................. 84 
Initial U.S. Army and Provincial Reconstruction Team Efforts ............................... 87 
Unity of Command and Unity of Effort .................................................................... 90 

The Adoption of Counterinsurgency Tactics (January 2008 to December 2011) ........ 91 
U.S. Military Efforts ................................................................................................. 92 
The Evolution of Provincial Reconstruction Teams in Afghanistan ...................... 100 
International Security Assistance Force Position on Military Medical Engagements
 ................................................................................................................................. 101 
Experiences with Implementing Counterinsurgency Tactics in Afghanistan ......... 104 

Overview of Afghan Health System Reconstruction and Development .................... 106 

CHAPTER 6 CONCLUSION AND RECOMMENDATIONS ......................................114 

Conclusion .................................................................................................................. 114 
Recommendations ....................................................................................................... 125 
The Way Ahead .......................................................................................................... 130 

BIBLIOGRAPHY ............................................................................................................132 

 



 viii 

ACRONYMS 

ACR Armored Cavalry Regiment 

ANSF Afghan National Security Forces 

BPHS Basic Package of Health Services 

CERP Commander’s Emergency Response Program 

CJTF-82 Coalition Joint Task Force-82  

CSH Combat Support Hospital 

DART Disaster Assistance Response Team 

DOD Department of Defense 

DOS Department of State 

DTP3 Diphtheria, Tetanus, and Pertussis  

ePRT Embedded Provisional Reconstruction Team 

FM Field Manual 

ISAF International Security Assistance Force 

JP Joint Publication 

MEDCAP Medical Civic Action Program 

MEDSEM Medical Seminar 

MOH Ministry of Health 

MOPH Ministry of Public Health 

NATO North Atlantic Treaty Organization 

NGO Non-Governmental Organization 

PRT Provincial Reconstruction Team 

UN United Nations 

 



 ix 

U.S. United States 

USAID U.S. Agency for International Development 



 x 

TABLES 

 Page 
 
Table 1. Iraq’s Progress Over Time within Health System Building Blocks ................74 

Table 2. Afghanistan’s Progress Over Time within Health System 
Building Blocks .............................................................................................109 

 



 

1 

CHAPTER 1 

INTRODUCTION 

Nation-building efforts cannot be successful if adequate attention is not paid to 
health. Indeed, health can have an important independent impact on nation-
building and overall development.  

— Seth G. Jones et al. 
Securing Health: Lessons from Nation-Building Missions 

 
 

Overview 

For United States (U.S.) Army medical personnel in combat, the expeditious 

treatment and evacuation of wounded American and allied troops is always the major 

priority and focus. This certainly applies to the recent conflicts in Iraq and Afghanistan. 

However, in counterinsurgencies like those in Iraq and Afghanistan, U.S. Army medical 

personnel have found themselves repeatedly involved to varying degrees with the 

medical treatment of host nation citizens as a result of collapsed or undeveloped health 

systems. In addition, Army medical personnel over the last decade have been consistently 

engaged alongside civilians from a wide variety of organizations, including other U.S. 

government agencies, Non-Governmental Organizations (NGOs), and International 

Governmental Organizations in the reconstruction and development of the Iraqi and 

Afghan health systems. Army medical personnel have generally sought to do whatever 

they can to support the complicated and difficult task of rebuilding collapsed or 

dysfunctional health systems despite a dearth of training, expertise, or doctrine on the 

subject to guide them. Though the Army Medical Department has over the years 

maintained to some extent training and doctrine focused on humanitarian assistance and 

disaster relief missions, there has been no similar attempt to develop and maintain 
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doctrine and training on a far bigger, more complicated, and more protracted mission—

health system reconstruction and development during counterinsurgency. 

U.S. Army medical personnel have provided aid to civilians in various ways 

during multiple counterinsurgency campaigns going all the way back to the  

19th century.1 During the prolonged counterinsurgency effort in Vietnam a generation 

ago, the U.S. Army initiated a large number of programs designed to support the 

development of the Vietnamese military and civilian health care systems.2 Unfortunately, 

in the aftermath of the conflict in Vietnam, there was no institutionalization via training 

and doctrine of important lessons learned through years of conflict. Counterinsurgency is 

an exceedingly messy, complicated and difficult form of warfare and once a particular 

conflict is concluded, the Army, including the Army Medical Department, tends to 

transition quickly back to focusing on preparation for conventional large-scale 

operations, and the knowledge gained over years of counterinsurgency gets lost in the 

process. As a consequence, Army medical personnel end up repeating the same mistakes 

in different conflicts resulting in the unnecessary loss of life and the waste of large sums 

of money. It is essential that this process not be repeated as the current counterinsurgency 

campaign winds down. Instead, the hard-fought lessons learned on the battlefield must be 

captured and institutionalized in doctrine and training for the benefit of the next 

generation of Army medical personnel, as the current conflicts will surely not be the last 

time that the U.S. engages in counterinsurgency. 

U.S. military and civilian organizations involved in Afghan and Iraqi health 

system reconstruction and development have been criticized for the lack of planning prior 

to the initiation of conflict, inadequate coordination among involved agencies, and poor 
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strategic planning for comprehensive development. U.S. Army efforts in particular have 

been criticized for being ad hoc, focused primarily on short-term and high impact 

projects, and unconnected with host nation ministries of health.3 As a result, some 

civilian development theorists have recommended a severely circumscribed role for the 

U.S. Army in health system reconstruction and development, limited to providing 

security, supporting health programs for the Iraqi and Afghan militaries, and providing 

temporary emergency services in insecure areas.4 Many military authors, on the other 

hand, after having spent time on the ground in Iraq or Afghanistan, support a significant 

role for the military in health system reconstruction and development during 

counterinsurgency but have varying opinions about the best way to accomplish this.5 

This thesis seeks to determine what role the U.S. Army should play, beyond 

providing security, in health system reconstruction and development during 

counterinsurgency. Chapter 2 includes a historical overview of the involvement of U.S. 

Army medical personnel in previous counterinsurgencies, as well as an examination of 

current Army and joint doctrine. The third chapter reviews the critiques of military 

involvement in Iraq and Afghanistan from the perspective of civilian development 

theorists and humanitarian workers. Chapter 4 provides an in-depth look at health system 

reconstruction and development in Iraq from the pre-conflict planning stages through the 

withdrawal of U.S. forces. It examines the actions of the various civilian and military 

organizations involved in health system reconstruction and development, including the 

degree of integration and coordination between various groups. Chapter 5 addresses the 

ongoing experience with health system reconstruction and development in Afghanistan. 

Finally, chapter 6 summarizes the perspectives and experiences presented throughout the 



 

4 

thesis to suggest the role the U.S. Army should play in health system reconstruction and 

development during a counterinsurgency and the corresponding principles which apply. 

Primary Research Question 

Should the U.S. Army play a significant role, beyond providing security, in health 

system reconstruction and development while engaged in counterinsurgency? 

Secondary Research Questions 

In seeking an answer to the primary research question, several secondary research 

questions will be addressed: 

1. What does U.S. military doctrine say on this issue? 

2. What are the primary perspectives concerning the proper role of the military 

and other U.S. Government agencies in health system reconstruction and development 

while engaged in counterinsurgency? 

3. What lessons can be learned from the experience with health system 

reconstruction and development in Iraq and Afghanistan? 

4. Which strategies and what types of military medical operations have been 

effective in supporting counterinsurgency principles and which have not? 

5. What principles should guide health system reconstruction and development in 

countries confronting insurgencies? 

Assumptions 

This paper makes the assumption that the U.S. Army will continue to be involved 

in counterinsurgency into the near future. It also makes the assumption that lessons 
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learned in Iraq and Afghanistan are relevant to counterinsurgencies in other countries, 

though each counterinsurgency is different. 

Definitions 

This paper accepts the World Health Organization definition of a health system: 

(1) all the activities whose primary purpose is to promote, restore and/or maintain health; 

(2) the people, institutions and resources, arranged together in accordance with 

established policies, to improve the health of the population they serve, while responding 

to people’s legitimate expectations and protecting them against the cost of ill-health 

through a variety of activities whose primary intent is to improve health.6 There are six 

building blocks which make up a health system: service delivery; health workforce; 

leadership and governance; health information system; medical products, vaccines, and 

technologies; and health system financing. 

For the purposes of this study: 

Health system reconstruction and development refers to the process of rebuilding 

aspects of the health system that are damaged or destroyed while simultaneously creating 

new structures and mechanisms for the effective delivery of health care. 

Medical civil-military operations are “health related activities . . . that establish, 

enhance, maintain and influence relations between the joint or coalition force and host 

nation, multinational governmental authorities and NGOs, and the civilian populace in 

order to facilitate military operations, achieve U.S. operational objectives, and positively 

impact the health sector.”7 

Insurgency is defined as “the organized use of subversion and violence by a group 

or movement that seeks to overthrow or force change of a governing authority.”8 
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Counterinsurgency is defined as the “comprehensive civilian and military efforts 

taken to defeat an insurgency and to address any core grievances.”9 

Two common measures used in assessment throughout the military are measures 

of effectiveness and measures of performance. This study uses the joint definitions of 

these terms: 

A measure of effectiveness is a criterion used to assess changes in the operational 

environment that is directly related to the achievement of an objective or the creation of 

an effect.10 Measures of effectiveness have to do with the results or consequences of 

actions and seek to determine whether the results being achieved are making progress 

towards the desired end state. 

A measure of performance is a criterion for assessing friendly action that is 

directly related to task accomplishment.11 Measures of performance seek to determine 

whether a given task or action was performed as the commander intended. 

Scope and Delimitations 

This paper will look primarily at U.S. Army experiences in counterinsurgency 

warfare in Iraq and Afghanistan over the last 10 years. Army and joint doctrine published 

over that time period will be reviewed. In addition, an attempt will be made to identify 

examples of instances in which U.S. Army units and personnel successfully contributed 

to Iraqi or Afghan health system development. 

In analyzing the development of the Iraqi and Afghan health systems, the analysis 

will be limited to three of the World Health Organization’s six building blocks of health 

systems: (1) service delivery; (2) health workforce; and (3) leadership and governance. 

The three remaining health system building blocks (health information system; medical 
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products, vaccines, and technologies; and health system financing) will not be addressed 

due to space and time limitations. 

Limitations 

There is a limited amount of quantitative data on the health systems of Iraq and 

Afghanistan. The data that does exist often comes from more developed and urbanized 

areas of these countries and data from rural areas is sometimes lacking. In addition, much 

of the data cannot be independently verified. Conclusions will be drawn primarily based 

on analysis of the literature and review of the published experiences of individuals and 

organizations who have worked in these countries. 

Significance of the Study 

This paper seeks to contribute to the body of theory underlying counterinsurgency 

warfare and the Army’s role in health system reconstruction and development. It is 

anticipated that answers to the primary and secondary research questions will have 

ramifications for Army medical doctrine and policies in the future. 

Research Design 

This study seeks to answer the primary research question, “Should the U.S. Army 

play a significant role, beyond providing security, in health system reconstruction and 

development while engaged in counterinsurgency?” As such, it is an exploratory study 

which looks at two cases: the campaigns undertaken by the U.S. Army in Iraq and 

Afghanistan over the last 10 years. The study is primarily a qualitative one, concerned 

with evaluating the involvement of the U.S. Army and other agencies in health system 

reconstruction and development in Iraq and Afghanistan and identifying significant 
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lessons learned. A review of military doctrine on these subjects will be undertaken with 

the goal of assessing its suitability to the situation on the ground in these countries. 

Although the study is primarily a qualitative one, a review of quantitative data that has 

been gathered on public health indices in Iraq and Afghanistan will be included in the 

evaluation of effectiveness. 

Written documents will be the foundation for research. Primary sources including 

after action reports and other assessments from U.S. Army personnel who have been 

involved with health system development in Iraq and Afghanistan will make up the most 

important group of evidence. In addition, literature on this subject from non-military 

sources including scholarly articles, reports, and other assessments will be reviewed.

                                                 
1Robert J. Wilensky, Military Medicine to Win Hearts and Minds: Aid to Civilians 

in the Vietnam War (Lubbock, TX: Texas Tech University Press, 2004), 18. 

2Ibid., 48-77. 

3See, for example, Frederick M. Burkle, Jr., Bradley A. Woodruff, and Eric K. 
Noji, “Lessons and Controversies: Planning and Executing Immediate Relief in the 
Aftermath of the War in Iraq,” Third World Quarterly 26 (2005): 797-814, 
http://www.jstor.org/discover/10.2307/3993721?uid=3739672&uid=2129&uid=2134&ui
d=2&uid=70&uid=4&uid=3739256&sid=56108111593 (accessed 11 February 2012); 
Shakir Jawad (AL-ainachi) et al., “Post-Conflict Reconstruction in the Health Sector: 
Host Nation Perspective,” in Transitions: Issues, Challenges and Solutions in 
International Assistance, ed. Henry R. Yarger, November 2010, 95-110, 
http://www.dtic.mil/cgi-bin/GetTRDoc?AD=ADA548963 (accessed 25 April 2012); 
Leonard S. Rubenstein, “Post Conflict Health Reconstruction: New Foundations for U.S. 
Policy,” United States Institute of Peace Working Paper, September 2009, 
http://www.usip.org/files/resources/post-conflict_health_reconstruction.pdf (accessed 25 
April 2012). 

4Leonard S. Rubenstein, “Health Initiatives and Counter-Insurgency Strategy in 
Afghanistan,” United States Institute of Peace Brief, 5 March 2010, http://www.usip.org/ 
files/resources/PB%2012%20Health%20Initiatives%20and%20Counterinsurgency%20St
rategy%20in%20Afghanistan.pdf (accessed 29 April 2011), 4. 
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5See, for example, Jay B. Baker, “Medical Diplomacy in Full-Spectrum 
Operations,” Military Review (September-October 2007): 67-73; Edward Lee Bryan, 
“Medical Engagement: Beyond the MEDCAP” (Monograph, School of Advanced 
Military Studies, U.S. Army Command and General Staff College, 2008), 
http://www.dtic.mil/cgi-bin/GetTRDoc?AD=ADA485508 (accessed 5 May 2012); Bret 
T. Ackermann, “Assisting Host Nations in Developing Health Systems” (Strategy 
Research Project, U.S. Army War College, 2010), http://www.dtic.mil/cgi-
bin/GetTRDoc?AD=ADA522017 (accessed 5 May 2012). 

6World Health Organization (WHO), Everybody’s Business: Strengthening Health 
Systems to Improve Health Outcomes (Geneva, Switzerland: WHO Press, 2007), 
http://www.who.int/healthsystems/strategy/everybodys_business.pdf (accessed 5 May 
2012), 2. 

7Chairman, Joint Chiefs of Staff, Joint Publication (JP) 4-02, Health Service 
Support (Washington, DC: Government Printing Office, 31 October 2006), IV-7. 

8Chairman, Joint Chiefs of Staff, Joint Publication (JP) 1-02, Department of 
Defense Dictionary of Military and Associated Terms (Washington DC: Government 
Printing Office, 2010), 163. 

9Ibid., 77. 

10Headquarters, Department of the Army, Field Manual (FM) 3-07, Stability 
Operations (Washington, DC: Government Printing Office, October 2008), Glossary. 

11Ibid. 
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CHAPTER 2 

HISTORICAL OVERVIEW AND REVIEW OF DOCTRINE 

That we have had to spend several years relearning these lessons is a measure of 
the U.S. defense establishment’s failure to take counterinsurgency seriously after 
the American retreat from Vietnam. 

— James Dobbins 
New U.S. Commander to Change Iraq Focus 

 
 

Army medical personnel have been involved with providing aid to host nation 

civilians while engaged in counterinsurgency throughout multiple conflicts going back to 

the 19th century. This chapter provides a brief historical overview of U.S. Army 

experiences with health system reconstruction and development in previous conflicts up 

to and including the Vietnam War. It also includes an examination of current Army and 

joint doctrine on the subject of health system reconstruction and development during 

counterinsurgency. 

Historical Overview 

Because the vast majority of books and articles concerning the history of the U.S. 

Army focus on large-scale wars involving conventional operations, many people are not 

aware that the U.S. Army going back to its origin has actually spent far more years 

engaged in “small wars,” the majority of which have been counterinsurgencies, than in 

conventional combat operations.1 U.S. Army medical personnel in each case have been 

there first and foremost to treat wounded American troops, but in many cases have also 

provided aid to host nation civilians and in some cases have worked on the reconstruction 

of host nation health systems. Two significant examples which provide several important 
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historical lessons relevant to today’s counterinsurgencies are the Philippines Insurrection 

and the Vietnam War. 

During the U.S. Army’s involvement in the Philippines Insurrection that followed 

the Spanish-American War of 1898, U.S. Army medical personnel played an important 

role in the Army’s pacification strategy directed towards the Filipino countryside. U.S. 

Army physicians worked side-by-side with Filipino physicians and nurses on multiple 

campaigns focused on public health, including extensive vaccination programs and 

measures to ensure a safe water supply.2 These programs were successful in reducing the 

country’s death rate by 50 percent within the first year.3 Senior U.S. Army leaders at the 

time asserted that this statistical data establishing effectiveness was evidence that the 

Army’s public health work was an important element of the pacification strategy because 

it helped to deprive the insurgency of popular support.4 Four aspects concerning the 

involvement of U.S. Army medical personnel in the Philippines Insurrection are 

important to note and relevant to contemporary health system reconstruction and 

development during counterinsurgency: (1) the focus was on public health measures 

which benefited the population as a whole; (2) there was a unity of effort between U.S. 

and host nation medical personnel; (3) the efforts of U.S. Army medical personnel 

contributed significantly to the overall success of the war effort; and (4) data was 

collected which demonstrated the effectiveness of the public health interventions. 

Throughout the course of the Vietnam War, U.S. Army medical personnel 

designed and implemented a number of medical programs to aid Vietnamese civilians. 

Some were more successful than others, but the most well known is certainly the Medical 

Civic Action Program (MEDCAP). There were actually two versions of MEDCAP 
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instituted during the Vietnam War: MEDCAP I and MEDCAP II.5 MEDCAP I, instituted 

in 1962, was designed to “establish and maintain a continuing spirit of mutual respect and 

cooperation between the Republic of Vietnam Armed Forces and the civilian 

population.”6 Under this program, Vietnamese military medical personnel accompanied 

by U.S. Army medical personnel provided medical support and preventive medicine to 

Vietnamese villagers in remote areas. In 1967, the program became the full responsibility 

of the Army, Republic of Vietnam (ARVN).7 By featuring a unity of effort between 

American and Vietnamese military medical personnel and an eventual transition to 

complete Vietnamese control, MEDCAP I was implemented in line with the lessons 

learned during the Philippines Insurrection. Additionally, by connecting the local 

population with host nation military medical forces, MEDCAP I conformed to 

counterinsurgency principles. 

MEDCAP II, on the other hand, generally ignored previous lessons learned and 

counterinsurgency principles. This program is what is normally meant when the term 

MEDCAP is used today. Created in 1965 during the surge of U.S. forces into Vietnam, 

MEDCAP II involved the direct delivery of medical care to Vietnamese civilians by 

uniformed U.S. military medical personnel.8 MEDCAP II included no involvement of 

Vietnamese military medical personnel or Vietnamese government officials and there 

was no effort to build support among the population for the Vietnamese military or 

government. Instead, the program was designed to gain the cooperation of the local 

population, particularly in areas where large numbers of U.S. troops were stationed. Most 

of the medical treatment provided by U.S. military medical personnel involved a one day 

trip to a remote village during which Army physicians and medics performed cursory 
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examinations of Vietnamese villagers and passed out basic medications.9 The program 

was medically unsound because there was no attempt to do more extensive analysis such 

as laboratory or x-ray exams when indicated and there was no follow-up. 

Despite the fact that this tailgate medicine program was medically substandard 

and ignored basic counterinsurgency principles, it survived the war and became the 

popular conception of a MEDCAP. The mistaken notion that these types of MEDCAPs 

were a useful tool in a counterinsurgency to “win the hearts and minds” of the local 

populace via direct patient care by uniformed American military personnel also survived 

the war. MEDCAPs were then adopted by both Army medical personnel and maneuver 

unit commanders as the U.S. Army’s primary medical engagement strategy. Thirty years 

after the American withdrawal from Vietnam, MEDCAPs featured prominently in the 

initial phases of the Iraq and Afghanistan conflicts. MEDCAPs failed as a 

counterinsurgency tactic during the Vietnam War and in subsequent counterinsurgency 

settings because they were medically unsound, lacked coordination with host nation 

health officials, neglected training of host nation medical personnel, and did not address 

important public health issues. 

MEDCAP is not a doctrinal term and has been used to refer to various types of 

medical operations. The most common usage refers to single day events involving 

tailgate medicine as in Vietnam. The fact that MEDCAPs have no role as a long-term 

population engagement strategy in counterinsurgency does not mean that there are not 

some occasions when MEDCAPs may be appropriate. In the immediate aftermath of 

major combat operations, during humanitarian assistance missions, and in disaster relief 

settings, short-term MEDCAPs may well be effective and appropriate. Additionally, 
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larger-scale operations which provide advanced surgical treatments such as cleft palate 

repair can also be effective. In these settings, Army medical personnel should seek to 

include host nation medical officials, address key public health issues, and provide 

training whenever possible. 

It is impossible to say just how successful MEDCAPs and other U.S. Army 

medical operations focused on aid to Vietnamese civilians were in contributing to the 

achievement of U.S. operational objectives in the war. Unlike in the Philippines 

Insurrection, there was no attempt to obtain data establishing effectiveness in Vietnam. 

Data was obtained on performance, such as numbers of patients seen, but this information 

was incidental to whether or not desired effects were achieved. In his book Military 

Medicine to Win Hearts and Minds: Aid to Civilians in the Vietnam War, Dr. Robert 

Wilensky concludes that the entire American medical assistance effort “made little 

impact on the outcome of the conflict” because it did not build support for the 

Vietnamese government.10 Wilensky concluded that in future conflicts the emphasis 

should be on developing capability and training indigenous personnel while U.S. 

personnel remain as invisible as possible. 

Unfortunately, the Army Medical Department did not undertake any type of 

comprehensive analysis in the immediate aftermath of the Vietnam War concerning 

whether MEDCAPs and other medical programs were medically sound or contributed to 

overall success in the war. In the absence of such analysis and understanding, the idea 

that MEDCAPs were an effective tool for achieving counterinsurgency objectives took 

root. 
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Army Medical Department Doctrine 

Army medical personnel, like all Soldiers, use doctrine as a guide to action in 

training and combat. The remainder of this chapter will review current Army and joint 

doctrine concerning health system reconstruction and development in foreign countries 

where the U.S. military is involved in counterinsurgency. Overall, Army Medical 

Department doctrine is extremely limited in its discussion of health system reconstruction 

and development while engaged in counterinsurgency. 

The newly published Army Tactics, Techniques, and Procedures 4-02, Army 

Health System, issued after a decade of war in Iraq and Afghanistan, contains less than 

one page on support to stability operations.11 The word “counterinsurgency” does not 

appear in this publication. Readers are referred to Field Manual (FM) 8-42, Combat 

Health Support in Stability Operations and Support Operations, for additional details. 

The most recent edition of FM 8-42 is from 1997.12 The only portions relevant to health 

system reconstruction and development in FM 8-42 are three pages each on nation 

assistance and medical support for counterinsurgency.13 Included are some common 

sense general precepts for working together with host nation personnel to make 

assessments, allocate resources, and develop training programs. Army medical personnel 

are instructed to make assessments of the host nation’s military medical infrastructure 

and capabilities as well as those of the civilian sector. There are no specific details 

concerning what exactly is involved in working together with host nation personnel to 

reconstruct a country’s health system while the country battles an insurgency. This is the 

full extent of material on the subject of health system reconstruction and development 

found in Army Medical Department doctrinal manuals. For the last decade of war, Army 
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medical personnel in Iraq and Afghanistan have been forced to look elsewhere for 

guidance on this subject. 

Other Army Doctrinal Manuals 

Beginning with the publication of FM 3-24, Counterinsurgency, in 2006, a 

number of Army doctrinal manuals concerned with counterinsurgency and stability 

operations have addressed in various ways some of the issues involved with health 

systems reconstruction and development. The publication of FM 3-24, followed by FM 3-

07, Stability Operations, and FM 3-24.2, Tactics in Counterinsurgency, was a direct 

reaction to the U.S. military’s initial lack of success in its wars in Iraq and Afghanistan. 

FM 3-24 provides a method for defeating an insurgency via the development of effective 

governance by a legitimate host nation government, supported by coalition military and 

civilian personnel.14 There are actually relatively few references specifically to medicine 

and health in FM 3-24; however, the method provided for how to conduct 

counterinsurgency is applicable in some ways to health system reconstruction and 

development. 

FM 3-24 lists essential services as one of the possible logical lines of operation in 

counterinsurgency. Also mentioned as possibilities are combat operations-civil security 

operations, host nation security forces, governance, and economic development.15 The 

medical treatment and public health of the host nation population are key aspects of these 

essential services, all of which address the life support needs of the population. Ensuring 

that the populace has access to these essential services, including medical treatment, is an 

essential aspect of successful counterinsurgency. 
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Counterinsurgencies involve a whole host of civilian organizations, both 

governmental and non-governmental, working alongside military forces. Regarding this, 

FM 3-24 states: 

In counterinsurgency it is always preferred for civilians to perform civilian tasks. 
There are many U.S. agencies and civilian IGOs with more expertise in meeting 
the fundamental needs of a population under assault than military forces have; 
however, the ability of such agencies to deploy to foreign countries in sustainable 
numbers and with ready access to necessary resources is usually limited. The 
more violent the environment, the more difficult it is for civilians to operate 
effectively. Hence, the preferred or ideal division of labor is frequently 
unattainable. The more violent the insurgency, the more unrealistic is this 
preferred division of labor.16 

In unstable environments, military forces often possess the only available capability to 

provide essential services to the populace. When civilians are unable to provide these 

services for whatever reason, military forces are obligated by doctrine to do so. 

In addition, FM 3-24 provides a number of principles for successful 

counterinsurgency. These include the notion that the better learning organizations usually 

are victorious and that long-term success is founded on assisting people to take control of 

their own affairs and consent to the government’s rule.17 In addition, unity of effort of the 

different agencies involved must be present at every level in order to achieve success. 

Interagency planning teams are essential. The establishment of security for the populace 

is the cornerstone of all counterinsurgency operations. Without security, the restoration of 

essential services and the development of effective governance are impossible. The 

manual also advises Army personnel to develop genuine partnerships with host nation 

authorities and to employ local leadership and labor as much as possible. 

Finally, FM 3-24 explains the clear–hold–build approach to counterinsurgency 

operations in areas with significant insurgent operations. The initial goal is to create a 
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secure environment by clearing the area of insurgents. Then security forces continue to 

hold the area while support is built and the population is protected. Throughout the clear–

hold–build process, the focus is on providing security for the population, eliminating the 

presence of insurgents, enforcing the rule of law, and rebuilding local institutions.18 

FM 3-07, Stability Operations, published in 2008, emphasizes the “whole of 

government” approach to reconstruction and development throughout all sectors, 

integrating the “collaborative efforts of departments and agencies of the United States 

government to achieve unity of effort toward a shared goal.”19 FM 3-07 also stresses the 

importance of building institutional capacity within the host nation as a key to success in 

stability operations. Building capacity involves creating an environment which promotes 

community participation, strengthening managerial systems, and developing sustainable 

training.20 

The final Army manual which has some relevance for health system 

reconstruction and development is FM 3-24.2, Tactics in Counterinsurgency, published 

in 2009.21 FM 3-24.2 goes into greater detail on the importance of support for public 

health programs. Initial efforts immediately after the cessation of combat operations 

should involve stabilizing the public health situation within the operational area.22 This 

will likely involve assessments of infrastructure, medical logistics, training, and public 

health programs. It is important to coordinate from the beginning with other actors and 

agencies working in public health. Other important tasks include assessment of water 

sources, sanitation, repairing civilian clinics and hospitals, and vaccination campaigns. 
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Joint Doctrinal Publications 

At the outset of the wars in Iraq and Afghanistan, joint doctrinal manuals had 

little to say about counterinsurgency, and even less about health system reconstruction 

and development during counterinsurgency. This began to change late in 2005 with the 

publication of the Department of Defense (DOD) Instruction on Stability Operations, 

which was later updated in 2009. This instruction established “stability operations as a 

core U.S. military mission that the Department of Defense shall be prepared to conduct 

with proficiency equivalent to combat operations.”23 In 2006, with the publication of 

Joint Publication (JP) 4-02, Health Service Support, there was for the first time a U.S. 

military medical manual which devoted significant attention to health system 

reconstruction and development.24 The changes to this manual grew directly out of the 

recent experiences of military medical personnel in attempting to work together with host 

nation officials to rebuild health systems in Iraq and Afghanistan after the conclusion of 

major combat operations. 

According to JP 4-02, medical civil-military operations are generally performed 

in coordination with other U.S. government or multinational agencies. The focus of 

Health Service Support initiatives during medical civil-military operations should be to 

improve the capacity of host nation officials to provide public health and medical 

services to the population, leading to increased legitimacy on the part of the host nation 

government. Joint Force Surgeons are instructed to coordinate closely with civil affairs 

units and information operations teams to ensure unity of effort.25 In addition, 

coordination with other U.S. government civilian agencies, coalition partners, host nation 

agencies, NGOs, and International Governmental Organizations is deemed essential for 
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successful medical civil-military operations. All projects should be sustainable and the 

host nation should ultimately have ownership of all of them. In addition, these missions 

should include cultural awareness training and should enhance the legitimate authority of 

the host nation government. The Health Service Support staff should include an 

international health officer or subject matter expert with regional medical expertise and 

the ability to speak the local language, in order to enhance partnerships with other 

agencies and the host nation. Health service support representatives should also 

participate in all available civilian and military coordination mechanisms. 

Finally, according to JP 4-02, the provision of Health Service Support and health 

education via medical civil-military operations can provide a noncontroversial and cost-

effective way to support U.S. interests in another country. This may include assisting 

with the development of the host nation medical infrastructure, developing host nation 

civilian medical programs, improving basic health and sanitation services, and 

monitoring civil health indicators.26 

In 2010, DOD Instruction 6000.16 was published and asserted that: 

Medical Stability Operations are a core U.S. military mission that the Department 
of Defense Military Health System shall be prepared to conduct throughout all 
phases of conflict and across the range of military operations, including in combat 
and noncombat environments. Medical Stability Operations shall be given a 
priority comparable to combat operations and integrated across all Military Health 
System activities including doctrine, organization, training, (and) education.27 

The Instruction goes on to say that the Military Health System will develop health sector 

capacity and capability for indigenous populations when indigenous, foreign, or U.S. 

civilian personnel are unable to do so. In so doing, military medical personnel should be 

prepared to work closely with their interagency counterparts, international organizations, 

NGOs, and private sector individuals. The Assistant Secretary of Defense for Health 
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Affairs is tasked to implement a Medical Stability Operations education and training 

program while the secretaries of the military departments are tasked to develop Medical 

Stability Operations capabilities by organizing and training medical personnel to 

effectively execute them. Finally, Geographic Combatant Commanders are tasked to 

incorporate Medical Stability Operations into campaign plans, theater security 

cooperation plans, training, and planning.28 

The most recently published joint doctrinal manual which considers health system 

reconstruction and development is JP 3-07, Stability Operations, from September 2011.29 

This manual reflects a decade of war in Iraq and Afghanistan and includes numerous 

lessons learned during the conduct of stability operations in those two countries. The 

Department of State (DOS) is given overall responsibility for leading a whole of 

government approach to stabilization. The primary contribution of the military to stability 

operations is to protect and defend the population. There are three categories of missions 

in stability operations: initial response activities, transformational activities, and activities 

which foster sustainability. Initial response activities involve immediate humanitarian 

assistance; transformational activities aim to increase security and involve reconstruction; 

and activities that foster sustainability involve long-term efforts at capacity building.30 

JP 3-07 defines stability operations as the “build” in the counterinsurgency 

process of clear–hold–build. The foundation of stability efforts involves strengthening the 

perception of legitimacy of the host nation government by the population. The restoration 

of essential services, including public health, is considered a key to achieving security in 

fragile areas. In addition, human security is a requirement for building and sustaining 

stability. The human security needs of the population are met when both their personal 
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security needs and their basic physiological needs (e.g., food, water, and shelter) are 

adequately addressed. The U.S. Agency for International Development (USAID) 

generally takes the lead in the restoration of essential services. The military should be 

focused on enabling access to the population for USAID and other civilian organizations 

where possible; however, only military forces may be able to operate in some insecure 

areas.31 

The Development of Doctrine in Response to Wartime Experiences 

Military medical personnel in Iraq and Afghanistan in the first several years after 

the conclusion of major combat operations were confronted with host nation health 

systems which had been largely destroyed or in some areas had never existed. 

Unfortunately, there was almost a complete doctrinal void on the subject of host nation 

health system reconstruction and development. Beginning in late 2005, Army and joint 

doctrine began to reflect some of the lessons learned from fighting two different 

counterinsurgencies. FM 3-24, Counterinsurgency, laid out the principles of 

counterinsurgency operations, including the primacy of securing the population, the 

importance of developing the legitimacy of the host nation government, unity of effort, 

interagency cooperation, and the restoration of essential services. Various joint 

publications issued over the next several years, including JP 4-02, Health Service 

Support, discussed the importance of capacity building, sustainability, and host nation 

ownership when working to develop health systems. However, Army Medical 

Department doctrinal manuals have thus far continued to lack any significant discussion 

or analysis on the subject of health system reconstruction and development. In addition, 

none of the doctrinal publications from the Army or the joint realm go much beyond 



 

23 

some basic precepts and principles to lay out concrete details concerning how exactly 

organizations go about the process of reconstructing a host nation’s health system while 

engaged in counterinsurgency. 

The next chapter will examine how humanitarian workers and development 

theorists view this military doctrine, as well as their perspectives on the experiences of 

military personnel on the ground doing health system reconstruction and development.
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CHAPTER 3 

CRITIQUES OF MILITARY INVOLVEMENT IN HEALTH SYSTEM 

RECONSTRUCTION AND DEVELOPMENT 

Social and economic factors such as basic education, elementary health care, and 
secure employment are important not only on their own, but also for the role they 
play in giving people the opportunity to approach the world with courage and 
freedom. 

— Amartya Sen 
Development as Freedom 

 
 

Military medical personnel involved in health system reconstruction and 

development in Iraq and Afghanistan frequently have worked alongside humanitarian 

workers from a wide variety of NGOs and international organizations. In general, 

military personnel and humanitarian workers share a common interest in building the 

legitimacy and capacity of the host nation government within the health sector. However, 

there is at times an underlying tension between military strategies focused on 

counterinsurgency principles on the one hand and humanitarian strategies focused on the 

promotion of equity and the eradication of poverty on the other. This chapter reviews 

criticisms of the military’s role in health system reconstruction and development from the 

perspective of theorists and humanitarian workers engaged in development. 

Principles of Health System Reconstruction and Development 

Critiques of the U.S. military’s involvement in health system reconstruction by 

development theorists are based upon experiences not only in Iraq and Afghanistan but 

throughout the developing world over the last several decades. Based upon their 

experiences in helping to build health systems throughout the developing world, in 
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conflict zones as well as in countries relatively free of conflict, development theorists 

have formulated what has been termed an “emerging international consensus on what 

principles should guide health system reconstruction and development.”1 Six of these 

principles are encountered consistently throughout the literature and are particularly 

relevant to this thesis. The first of these principles is that health system reconstruction 

and development should take a comprehensive systems-based approach which integrates 

all six building blocks of a health system: service delivery; health workforce; leadership 

and governance; health information system; medical products, vaccines and technologies; 

and health system financing.2 Because health systems as a whole cannot be strengthened 

by separating out their different components, isolated actions directed towards short-term 

goals may temporarily improve one aspect of a country’s health system, while weakening 

the overall system. Planners need to consider the effects their actions will have on the 

entire health system and seek to develop strategies which are integrated across all six 

building blocks of health care systems. 

Second, health system reconstruction and development should be focused around 

public health interventions and primary care medicine. In this type of approach, public 

health measures aimed at ensuring clean water, good sanitation, and methods of disease 

prevention that benefit the masses of a country are prioritized over more expensive, 

specialized interventions. In addition, the primary, or first contact, level of a patient with 

the health care system acts as a foundation for the entire health care delivery system.3 

The principle of providing as much care as possible at the lowest level, backed up by 

secondary facilities which focus on specialized care, is central to this approach. 

Continuity of care for the individual patient with his or her primary care provider over 
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time and across levels of care is also essential to this approach. Finally, a focus on 

maternal and child health is an important component of an approach centered on primary 

health care. 

The third principle is that health system reconstruction and development should 

strive to create an equitable health system which minimizes systemic disparities.4 In most 

health care systems, those who are poor and those who live in rural or remote areas tend 

to have less access to coverage and receive fewer services. Health system reconstruction 

and development should seek to correct this pattern as much as possible.  

Fourth, there should be an effort to enhance the development of capacity at all 

levels, from individuals all the way up the Ministry of Health (MOH).5 Building the 

institutional capacity of organizations from the smallest level to the highest to lead, plan, 

and oversee their own health care system is essential to this process. 

The fifth principle of health system reconstruction and development is that it 

should be community-centered. Community members need to be active partners in every 

step of the development process and should see themselves as co-owners of all 

programs.6 In general, priority should be given to community-based clinics in small 

towns and rural areas over initial large resource commitments to hospitals in wealthier 

urban areas.7  

The sixth and final principle is that it is essential to transition as soon as possible 

from the provision of emergency health services towards building the capacity of the host 

nation health ministry to implement plans for developing a functional health system.8 In 

the immediate post-conflict period, there is an inevitable tension between the need to 

provide acute health care to people in need and the long-term necessity to build capacity 
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and develop systems which are sustainable. It is important for organizations involved in 

health system reconstruction and development in post-conflict settings not to get so 

involved with attempting to meet the acute health care needs of the population that 

attention to longer term capacity-building projects is completely ignored. Much of the 

critique of military involvement in health system reconstruction and development from 

development theorists is centered on their belief that military organizations do not adhere 

to these principles which have developed out of years of experience with health system 

reconstruction and development throughout the developing world. 

Critique Of the Military’s Role In Health System 
Reconstruction and Development 

Within the development community, there is a diversity of opinion concerning 

what constitutes the proper working relationship between humanitarian organizations on 

the one hand and military forces on the other. This chapter outlines the perspectives of 

some development theorists and humanitarian workers who are generally critical of 

military involvement in health system reconstruction and development. However, this 

perspective is not monolithic within the development community. Among NGOs, there is 

a diversity of viewpoints and practices when it comes to working with military forces 

during counterinsurgencies. Some, such as Doctors Without Borders and the International 

Red Cross, value their independence highly and generally have no relationships 

whatsoever with foreign governmental organizations or military forces.9 Others, such as 

World Vision and CARE, have limited contact with foreign governments and militaries 

but are very careful to distinguish themselves from governmental organizations in their 

interactions with the local population.10 A final group, including International Medical 
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Corps and many faith-based NGOs, cooperates freely with foreign governments and 

military forces.11 

In addition, some civilian development experts who have worked with coalition 

forces in Iraq and Afghanistan have written positively of the military’s role in 

reconstruction and development. Andy Tamas is a development worker who was 

assigned to a Strategic Advisory Team with Canadian forces in Afghanistan from  

2005 to 2006. His book on the subject, Warriors and Nation Builders: Development and 

the Military in Afghanistan, praises the team’s work in building support for the Afghan 

National Development Strategy, coordinating donors, and focusing on the development 

of capacity.12 

On the other hand, a number of development theorists are critical of military 

involvement in health system reconstruction and development. One common criticism, 

provided by development theorist Carol Messineo, is that “the U.S. military lacks the 

expertise to address the structural sources of underdevelopment, alienation, and 

instability in fragile states.”13 According to this view, the reconstruction of a developing 

country’s health system is far too complex and difficult a task for military forces to 

accomplish. In addition, according to this perspective, military forces base their 

development strategies on security, political, and tactical objectives. Development 

workers, on the other hand, make decisions according to what will best promote equity 

and the eradication of poverty. The fact that military forces are focused on tactical and 

security objectives rather than development as an end in itself distorts the military’s 

practice of development assistance, according to Messineo.14 As a result, military support 
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for host nation health system reconstruction and development fails to conform to the six 

principles outlined earlier in the chapter, according to this development perspective. 

Leonard Rubenstein, another development theorist critical of military 

involvement, asserts that the military prioritizes work in insecure areas or in regions 

where allegiance to the government is at risk.15 Development principles, on the other 

hand, base the deployment of resources on the promotion of equity with a focus solely on 

where need is greatest. Rubenstein also criticizes military interventions during 

counterinsurgency for their focus on short-term tactical gains rather than the long-term, 

capacity-building strategy favored by development principles.16 According to 

Rubenstein, counterinsurgency principles and Provincial Reconstruction Team (PRT) 

guidelines emphasize the importance of achieving immediate results. This short-term 

focus may be inconsistent with and actually undermine long-term development. 

Rubenstein argues that the requirements of military strategy and the nature of short-term 

military deployments make it impossible for the military to link short-term interventions 

with long-term development objectives.17 

Some development theorists are critical of FM 3-24, the Army’s manual on 

counterinsurgency, for what they say is a lack of concrete guidance on how to go about 

actually doing health system reconstruction and other types of development.18 The 

manual’s failure to include any kind of analytical assessment tool is also criticized. 

According to Messineo, “the manual expects field commanders to achieve ambitious 

development goals based upon no more than a chapter’s worth of very general guidance, 

often in environments where active war fighting is occurring in parallel.19 
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Development theorists go on to criticize the military for designing and 

implementing projects such as the construction of new clinics without prior consultation 

with the host nation health ministry.20 According to this view, the military tends to act 

independently because it has its own funding mechanisms. Messineo asserts that the huge 

expenditures by military forces in Iraq and Afghanistan working in health system 

reconstruction and development have “been complicit in the culture of corruption that 

exists . . . undermining the legitimacy of institutions of state and commerce.”21 

The conclusion of these development theorists is that the military should largely 

stay out of host nation reconstruction and development.22 Rubenstein recommends a 

severely circumscribed role for the military, limited to logistical aid, support for military 

programs, the establishment of security, and the provision of temporary services in highly 

insecure areas.23 Echoing other development theorists, Rubenstein concludes that the 

resources for health reconstruction now found within the DOD should be transferred to 

civilian agencies and those agencies should be more robustly funded and staffed.24 

Critique of Militarized Aid 

In 2010, eight NGOs working in Afghanistan published a paper, “Quick Impact, 

Quick Collapse: The Dangers of Militarized Aid in Afghanistan,” on what they saw as 

the harmful effects of an increasingly militarized aid strategy in the country.25 Like the 

development theorists in the previous section, they are quite critical of what they believe 

is the military’s overemphasis on achieving a quick impact with short-term projects rather 

than on the long-term development of capacity and sustainability. Their paper alleges that 

military projects are often “poorly executed, inappropriate and do not have sufficient 

community involvement to make them sustainable.”26 They also state that there is little 



 

32 

evidence that the military approach is generating stability. The authors assert that 

military-dominated institutions, including PRTs, lack the capacity to effectively manage 

development and are unable to achieve the trust of local communities.27 

The NGO authors are also critical of what they believe is the inappropriate focus 

of the militarized aid approach. They quote from the 2009 version of “Commander’s 

Guide to Money as a Weapon,” which defines aid as a “non-lethal weapon” to be used to 

win the hearts and minds of the indigenous population and to facilitate defeating the 

insurgents.28 The authors go on to list a multitude of projects overseen by the military and 

PRTs in Afghanistan which they describe as short-term, feel-good projects which failed 

to consider larger strategic and capacity-building implications. These include poorly 

designed schools which were never used due to shoddy construction and the lack of 

adequate consultation with the local community. They are also critical of U.S. funding 

mechanisms, including the Commander’s Emergency Response Program (CERP), which 

prohibits funds from being used for project maintenance or upkeep.29 Finally, the authors 

are critical of the lack of monitoring of the impact of military and PRT projects and the 

lack of oversight. 

The NGO authors go on to say that while military and PRT projects have in some 

cases helped address immediate needs, they have more importantly delayed the process 

of rebuilding Afghan institutions.30 They attempt to make the case that coalition 

militaries and PRTs are weakening the accountability of the Afghan government to its 

people by assuming responsibilities that the Afghan government should be filling. Like 

the development theorists, they believe that the military does have a role to play in 

providing assistance in insecure areas where civilian actors are unable to do so, but they 
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think that this aid should be provided impartially and on the basis of need rather than 

according to military tactical goals or counterinsurgency principles.31 The authors are 

furthermore critical of the military for focusing development on insecure areas in the 

southern and eastern regions of Afghanistan while neglecting stable, but desperately 

poor, regions in the North and West. Like the development theorists, they believe that all 

health system reconstruction in Afghanistan, including that overseen by the military, 

should be based solely upon what will yield the best outcome for Afghans, rather than on 

political or military objectives. They conclude with a recommendation to gradually phase 

out militarized forms of aid to enable military institutions to return to a focus on security, 

while at the same time increasing the funding of national and international civilian 

organizations to take the place of the military in Afghan health system reconstruction and 

development. They also recommend a greater role for the United Nations (UN) in 

delivering and coordinating aid.32 

Critique of Comprehensive Approaches 

“Civil-Military Relations: No Room for Humanitarianism in Comprehensive 

Approaches” is an article by Stephen Cornish and Marit Glad from CARE, an 

international humanitarian organization devoted to fighting global poverty, focused 

particularly on the needs of women.33 The authors are critical of what they term a 

“comprehensive” approach to stabilization and reconstruction in which military, political, 

and development efforts are complimentary instruments.34 They believe that aid has 

become increasingly politicized and militarized since 11 September 2001, and that since 

then “the security agenda has largely trumped the human security agenda to the detriment 

of vulnerable populations and of the development and humanitarian actors which come to 
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their assistance.”35 Like the development theorists and the NGO authors, Cornish and 

Glad are critical of what they see as the use of development and humanitarian assistance 

by the military as a strategy to win hearts and minds and appease communities, instead of 

being based exclusively on the criteria of need and aid effectiveness.36 

Cornish and Glad are most concerned about the impact that the militarization of 

aid has had on NGO security. They write that since the end of the Cold War there has 

been an evolution from neutral humanitarian assistance to what they call “forcible 

humanitarian interventions,” which are founded upon political and strategic 

considerations rather than on need alone.37 In their view, the U.S. military views 

humanitarians as potential force multipliers in these new conflicts and has sought ways to 

coordinate and control their actions in order to obtain the maximum of strategic benefit. 

This results in the subordination of humanitarian and development aid programming to 

political interests in ways that are counterproductive, according to the authors. 

Cornish and Glad go on to say that there has been a significant increase in 

violence against humanitarian workers since the development of the “comprehensive” 

approach to aid.38 They do concede that “there seems to be no clear correlation between 

attacks on NGOs and the intensity of the conflict or the presence of specific military 

actors,” but are nevertheless deeply concerned about the overall increase in attacks of a 

political nature on aid workers throughout the world.39 International data does show that 

the “number of attacks in which aid workers were killed, kidnapped, or injured has risen 

significantly since 1997” with a particularly sharp increase from 2006 to 2008.40 The 

reasons for this increase are multifactorial, with commentators disagreeing on primary 

causes.41 Cornish and Glad are particularly concerned about the role of PRTs in blurring 
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the distinction between the military and aid workers since, according to the authors, PRTs 

seek primarily to achieve the political ends of their sponsoring governments by working 

to improve security and governance in conflict regions. Like many other humanitarian 

workers, they are concerned about what they believe is the “loss of humanitarian space” 

which occurs as a result of military involvement in aid and development. Humanitarians 

abide by the core principles of humanity, independence, and impartiality, which are 

codified in UN General Assembly Resolution 46/182.42 The authors believe that military 

activities in the humanitarian space jeopardize the perceived neutrality of aid workers, 

endangering them and reducing the operating space for civilian organizations. 

According to the authors, NGOs are generally unable to operate in insecure areas, 

limiting their ability to access populations in need. Aid organizations have had to largely 

withdraw from the eastern and southern regions of Afghanistan due to these security 

constraints. The recommendation of the authors for their fellow humanitarian workers is 

to attempt to maintain independence in programming and to keep a clear distance from 

military actors.43 

The Development Perspective 

The development perspective on the proper role of the military in health system 

reconstruction and development, as outlined in this chapter, is encountered throughout 

the literature on humanitarian aid and development, though there are countercurrents 

which are more supportive of military involvement. According to this perspective, there 

is a fundamental conflict and tension between development strategies on the one hand 

and military, or counterinsurgency, strategies on the other. Development theorists believe 

that health system reconstruction and development should be based on the principles of 
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humanity, independence, and impartiality with equity and the eradication of poverty as 

primary goals. Because military activities are frequently based, instead, on other tactical 

or political goals, by definition these activities result in unsuccessful or inappropriate 

forms of reconstruction and development, according to many development theorists and 

humanitarian workers. 

In addition, according to development theorists, military forces lack the skills 

required to effectively assist development. Military actors, according to this view, are 

inevitably focused on short-term interventions at the expense of the development of 

sustainability and capacity over the long-term. Military medical personnel are 

furthermore unable to establish a proper working relationship with host nation health 

ministry officials because military actors will ultimately act in accordance with their own 

funding mechanisms and objectives, rather than those of the host nation health ministry.44 

The result, according to development theorists, is a “loss of humanitarian space” as aid 

becomes increasingly militarized and politicized, putting humanitarian workers 

increasingly at risk and unable to operate in insecure areas. 

The next chapter will examine how health system reconstruction and development 

has played out in Iraq with particular attention to the role of the military and bearing in 

mind the criticisms of development theorists outlined in this chapter.
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CHAPTER 4 

THE IRAQ EXPERIENCE 

History will judge the war against Iraq not by the brilliance of its military 
execution, but by the effectiveness of the post-hostilities activities. 

— Lieutenant General Jay Garner 
Hard Lessons: The Iraq Reconstruction Experience 

 
 

For many years, Iraq’s health care system was considered one of the best in the 

entire Middle East and patients from neighboring countries frequently traveled to Iraq in 

pursuit of high quality health care. This began to change as the system suffered during 

Iraq’s involvement in a series of conflicts beginning with the Iran-Iraq War in the 1980s. 

By the time of the U.S.-led military intervention in 2003, the Iraqi health care system was 

in dire straits. This chapter examines the reconstruction and development of the Iraqi 

health care system, with particular attention to the role of the military. 

The Iraqi Health Care System Prior to the 2003 Invasion 

In the mid-1980s, Iraq had one of the most developed and effective health care 

systems in the Arab world. The system provided primary and specialized health care to 

97 percent of the population in urban areas and 79 percent of the population in rural 

areas.1 During the 1970s and the first few years of the 1980s, Iraq experienced significant 

improvements in the majority of its health indicators including significantly reduced 

infant and under-five mortality rates.2 

The health care system in Iraq traditionally was organized much like the British 

health care system. It was oriented around high-technology hospitals and required the 

large-scale supply of medicines, equipment, and personnel.3 Prior to Iraq’s entry into a 
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succession of conflicts beginning with the Iran-Iraq War in 1980, this capital-intensive 

system worked fairly well for a significant percentage of the Iraqi populace as a result of 

the relative strength of Iraq’s economy.4 The system also had three important weaknesses 

which were to play a key role in the reconstruction process beginning in 2003: the lack of 

a public health focus, the absence of a formal mechanism to collect data on health 

indicators, and the lack of a strategy for effectively developing human resources.5 

Iraq’s health care system has for many years included extensive public as well as 

private delivery systems.6 The Iraqi public health care system includes hundreds of 

primary health clinics throughout the country, as well as hospitals which provide 

specialized care at the provincial and district levels. The private health sector in Iraq 

includes a large number of primary care clinics, small hospitals, and pharmacies 

throughout the country.7 Traditionally, Iraqi health care personnel have worked in 

government facilities in the morning and in private clinics, pharmacies, and hospitals in 

the afternoon. However, the private health sector has suffered chronically from strict 

regulations imposed by the government, as well as from a lack of investment.8 During the 

periods of economic sanctions, the private health sector was able to supplement some of 

the services provided by the beleaguered public sector. 

The Iraqi health care system began to deteriorate during the 1980s and continued 

to do so for the next three decades as a result of almost continuous war, exacerbated by a 

decade of economic sanctions.9 Spending on health care began to decrease during the 

latter stages of the Iran-Iraq War as Saddam Hussein focused his spending on the 

military. The situation only got worse during the 1990s as a result of the 1991 Gulf War 

and subsequent economic sanctions.10 Iraq’s health care infrastructure was seriously 
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affected by the 1991 Gulf War. During the 1990s, there was a 90 percent decrease in 

funding for health care and critical health indicators fell sharply as a result.11 In addition, 

Iraq was unable to restore damaged buildings or replace necessary medical equipment. A 

great many health care workers also chose to leave the country as a result of the 

worsening economic conditions, caused in large part by economic sanctions. 

In the latter part of the 1990s, the Iraqi MOH adopted a partial fee-for-service 

system in an attempt to generate more money after many years of fully subsidizing health 

care for the population. These mechanisms created a two-tiered system which offered 

higher-quality health care services for those who could afford to pay and inadequate 

services for those who could not.12 These efforts were ultimately unsuccessful in raising 

more money and led to greater inefficiency and unequal access to health care services 

throughout the country. In 1996, the UN Security Council established the Oil-For-Food 

Program, according to which Iraq was allowed to export oil in exchange for food and 

medical supplies.13 However, the program was employed primarily for political purposes 

and had a negligible effect on the ability of Iraq’s health care system to meet the needs of 

the population.14 

Iraq’s health care system continued to decline in the years leading up to the 

invasion in 2003. Communicable diseases, including cholera, typhoid, dysentery, and 

hepatitis, continued to increase in incidence throughout the country.15 In addition, 

expenditures on public health continued to plummet. The MOH’s annual budget 

decreased from $450 million before 1992 to approximately $22 million in 2002, a 

96 percent decrease in spending per capita.16 At the time of the invasion in March 2003, 

the national stock of critical medical equipment and supplies was dangerously low.17 By 
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March 2003, Iraq’s health care system was in crisis. Over three decades of war and 

economic sanctions had transformed it from one of the best in the region into one 

completely unable to meet the needs of the Iraqi people. 

Pre-Conflict Planning for Relief and Reconstruction 

Traditionally, post-conflict relief and reconstruction efforts are overseen by the 

U.S. State Department. The State Department’s Office of Foreign Disaster Assistance and 

USAID normally deploy an operational on-site Disaster Assistance Response Team 

(DART). The DART is designed to get on the ground quickly and is involved in initial 

assessment, development of project proposals, liaison with the military, and funding of 

international relief organization programs for immediate relief.18 In planning for post-

conflict relief and reconstruction in Iraq, U.S. State Department planners assumed that 

they might face a humanitarian disaster. Though DARTs typically include fewer than 10 

people, the DART for Iraq included 80 people due to the unpredictable potential 

consequences of the conflict.19 The vast majority of the DART had previous experience 

in complex emergencies including refugee care, epidemiology, military liaison, public 

affairs, security, and biological, chemical and nuclear threat analysis. 

However, in January 2003, acting on President Bush’s directive, the Pentagon 

created the Office of Reconstruction and Humanitarian Assistance to oversee relief and 

reconstruction efforts, including coordination with all U.S. and international 

organizations.20 This was highly unusual since responsibility for relief and reconstruction 

traditionally belongs to the State Department. Instead, the DOD would oversee all relief 

and reconstruction efforts in Iraq. The Office of Reconstruction and Humanitarian 

Assistance was to be in charge of all operational and policy requirements with regard to 
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humanitarian relief, reconstruction, and national as well as local governance.21 As a 

consequence of President Bush’s directive, most of the pre-conflict planning for 

humanitarian relief was done in secrecy by military authorities, leaving the State 

Department agencies which normally oversee this kind of planning mainly in the dark.22 

In addition, because the Office of Reconstruction and Humanitarian Assistance was a 

DOD agency, many UN agencies and NGOs were not willing to coordinate and 

collaborate with the U.S. due to concerns about remaining independent and impartial.23 

As a result, most of the planning for initial humanitarian relief, as well as initial efforts at 

reconstruction, involved little or no coordination between the various civilian and 

military agencies involved. As time went on, this lack of civil–military coordination 

would come to be a recurring theme. 

DOD planners believed that there would be little population displacement or 

public health infrastructure damage as a result of the conflict.24 They also assumed that 

reconstruction could be carried out primarily by the private sector, with funding from oil 

revenues and support from a cooperative Iraqi population.25 The organizations which 

were supposed to provide the majority of the immediate humanitarian relief were U.S. 

military Civil Affairs units and the DART. However, the extent of public health expertise 

on Civil Affairs teams is generally very limited. 

The trajectory of health system reconstruction and development, from the end of 

major combat operations in late April 2003 until the departure of U.S. troops in 

December 2011, can be divided into four periods: (1) The immediate aftermath of major 

combat operations until the transfer of authority from the Coalition Provisional Authority 

to the interim Iraqi government (April 2003 to June 2004); (2) Growing insurgency and 
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destabilization (July 2004 to December 2006); (3) The surge in U.S. forces (January 2007 

to July 2008); (4) Stabilization and drawdown (August 2008 to December 2011). Each 

period will be considered separately. 

The Immediate Aftermath of Major Combat Operations 
(April 2003 to June 2004) 

On 19 March 2003, coalition forces moved into Iraq from Kuwait as major 

combat operations began. By 14 April 2003, major combat operations in and around 

Baghdad were concluded and on 1 May 2003, President Bush declared that the war was 

over. The fighting did not create large numbers of Internally Displaced Persons within the 

country or cause large numbers of refugees to cross the Iraqi borders. Neither was there 

extensive damage to civilian infrastructure such as highways, bridges, and power stations. 

However, widespread looting throughout the country and pervasive social disorder 

resulted in the destruction of numerous public facilities and the disruption of essential 

public services, including health care. Throughout Iraq, hospitals, clinics, pharmaceutical 

stores, laboratories, and administrative offices were looted and ransacked, resulting in the 

virtual collapse of the already fragile Iraqi health care system.26 In addition, the 

disruption throughout Iraq of essential services including electricity, water, police, public 

transportation, and communication systems made it next to impossible for patients to 

travel to obtain health care and for health workers to do their jobs. Hospital directors 

cited the lack of security, water, and electricity as their three major concerns in the 

months immediately after the cessation of major combat operations.27 

Between May 2003 and June 2004, the Coalition Provisional Authority, headed 

by U.S. Ambassador L. Paul Bremer III, oversaw all reconstruction activities in Iraq. 
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During the initial post-conflict period, J. K. Haveman, formerly the director of public 

health for the state of Michigan, oversaw the Iraqi MOH.28 In September 2003, he turned 

the position over to an Iraqi health minister, Khudair Fadhil Abbas. On 28 March 2004, 

the MOH was officially turned over to the Iraqis and became the first autonomous Iraqi 

ministry. During the first few months after the end of major combat operations, all 

military and civilian medical and relief organizations were focused on meeting the many 

immediate humanitarian needs of the Iraqi people. Though there were no significant 

epidemics or humanitarian catastrophes, it quickly became apparent to those on the 

ground that there were a number of significant challenges and obstacles affecting those 

organizations which were beginning the work of health system reconstruction and 

development. 

Civil-Military Coordination 

The failures of coordination and integration among the multitude of military and 

civilian organizations, which first developed during the planning process leading up to 

the invasion, expanded during the period immediately following major combat 

operations. The virtual collapse of the Iraqi health system created a situation in which it 

was absolutely essential that civilian and military organizations work closely with Iraqi 

MOH officials to collectively and urgently confront immediate problems. Unfortunately, 

there was no effective mechanism for these organizations to work together and ultimately 

there was little coordination or unity of effort.29 The DOD was in charge of interagency 

coordination but had no formal way of coordinating with other U.S. government 

agencies, NGOs, and international organizations. As a result, various organizations 

carried out unilateral initiatives without the appropriate planning and integration with 
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host nation authorities or with other groups working on health system reconstruction and 

development, resulting in frequent duplications of effort, waste, and projects that did not 

reflect the needs or desires of Iraqi government officials or the Iraqi people. 

During the initial months after the end of major combat operations, there was a 

vacuum of leadership over the Iraqi health system as all of the different organizations 

involved in the initial stages of reconstruction and development sought to identify the 

major issues and begin the rebuilding process. Unfortunately, during this initial period, 

both U.S. civilian and military organizations were unsuccessful in forging an effective 

partnership with the host nation in the planning and implementation of reconstruction 

projects. Most of the major initial policy decisions, which were so important because they 

established the initial foundations and structures upon which further efforts would build, 

were made by U.S. administrators along with a handful of Iraqi exiles with little 

knowledge of existing processes within the MOH.30 For instance, the new organizational 

structure of the MOH was created without significant participation from Iraqi officials. 

Many Iraqis believed that this multilayered system created too many opportunities for 

duplication, corruption, and administrative confusion.31 In addition, little effort was made 

initially to consult with the World Health Organization and other multilateral institutions 

which had spent years working with the Iraqi MOH. The de-Baathification policy of the 

Coalition Provisional Authority also prevented many of the senior MOH officials with 

significant experience from participating in the reconstruction process. 

Because U.S. planners had made the assumption that the stabilization and 

reconstruction process would be brief, there were no processes or mechanisms in place 

for identifying and evaluating individuals at both the local and national level for 
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participation in the reconstruction of the health system. Instead, U.S. military and civilian 

officials frequently made rapid assessments on their own of what they believed was 

needed and then quickly went about implementing their own proposals. This resulted far 

too often in the construction of clinics or hospitals which Iraqi officials did not want and 

as a result were not used at all or not used effectively. Far too often, American efforts 

during this period were perceived by Iraqi officials and medical practitioners as “foreign, 

unnecessary, and condescending of existing institutional knowledge, policy, capabilities, 

and practices.”32 

Initial U.S. Army Efforts 

U.S. Army and other coalition military units were also confronted with the 

collapsed Iraqi health care system and the vacuum in leadership. Following the 

conclusion of major combat operations, Army medical personnel throughout Iraq sought 

to develop and implement solutions to aid in the reconstruction of the Iraqi health care 

system, but they were completely unprepared to do so and had done no planning for this 

contingency prior to their arrival in Iraq. The experiences of Army medical personnel in 

the 82nd Airborne Division and the 101st Airborne Division during Operation Iraqi 

Freedom I are representative. 

The 101st Airborne Division was based out of Mosul and led by David Petraeus, 

then a Major General, during Operation Iraqi Freedom I. According to LTC Michael 

Place, their division surgeon at the time, his division’s medical team was forced to take 

the lead on all medical civil-military operations in that part of Iraq due to a shortage of 

other agencies doing health system reconstruction in that part of the country at that time. 

In addition, there were very few military civil affairs personnel with medical 
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experience.33 According to Place, there were also very few NGOs and USAID was 

notably absent in their area of operations at that time. As a result, the military medical 

community was “intimately involved in the development of the medical portion of the 

entire reconstruction effort.”34 Throughout their one year deployment, there were no 

current national plans from the MOH, the corps surgeon, or the civil affairs brigade. As a 

result, division surgeon’s sections were forced to develop their own priorities despite 

their lack of training and staffing for health system reconstruction and development. 

The 82nd Airborne Division operated in Al Anbar province from September 2003 

until March 2004. As with the 101st Airborne Division, the 82nd’s medical team 

encountered an Iraqi health system in crisis with an absence of leadership and oversight. 

The 82nd division surgeon at the time, LTC Frank Christopher, and his team eventually 

took over command and control of all medical civil-military operations in the area, since 

no one else was doing so.35 They did so despite the fact that they had not planned to 

conduct these types of operations, did not have any personnel with expertise in health 

system reconstruction, and lacked anyone on their team with formal training in civil 

affairs, facilities evaluation, pay agent operations, contracting, or the Iraqi culture. The 

82nd division surgeon’s team received assistance from a company grade nurse officer 

from the attached civil affairs brigade as well as from the organic G-5 section (civil-

military operations) and engineers. The medical personnel from the 82nd worked closely 

with local medical leaders in the area including the Al Anbar provincial medical director. 

Over time, the medical team from the 82nd developed a medical civil-military 

operations budget of $500,000 per week with over 500 individual projects.36 Because 

they were task organized and prepared to provide combat health support only to their own 
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troops, these operations quickly overwhelmed available resources. In addition, there was 

no available medical civil-military operations doctrine to follow and very few lessons 

learned from Afghanistan or elsewhere which were applicable. Despite all that, the 82nd 

medical team over the course of its tour spent over $11.5 million of CERP funds to 

rehabilitate the infrastructure of the Al Anbar medical system, including providing 

standardized equipment, furniture and diagnostic sets, training of the Iraqi National 

Guard in basic medical skills, development of a distribution system for medical supplies, 

and setting the conditions for hospital construction efforts.37 

The 82nd Airborne Division’s medical civil-military operations team did not have 

much success in working with civilian organizations and agencies in the Al Anbar 

province during this time period. Both USAID and the Research Triangle Initiative had 

representatives working in the 82nd’s area of operations. However, neither of these 

groups was able to execute quickly enough to meet the needs of the maneuver 

commander.38 For example, over 115 primary and secondary health clinics in Al Anbar 

province were physically reconstructed during this time. The Research Triangle Initiative 

initially planned to accept bids and pay for 10 clinic rehabilitations every two weeks. 

After 12 weeks, they had accepted bids on seven but had not yet started work on any. 

During the same time period, the 82nd Airborne Division’s team was able to do its own 

bidding, contracting, and paying on the rehabilitation of over 50 clinics.39 The 82nd’s 

medical team was also told that the Red Crescent Society and a number of NGOs had 

conducted large-scale assessments in the area and were planning projects, but none of 

these projects ever came to fruition. Finally, the government of Japan came into the 

province with the intention of supporting the reconstruction effort. They met with the 
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82nd’s team in an effort to prioritize projects. However, the day after the meeting, several 

of the Japanese delegates were killed by insurgents and the 82nd’s medical team never 

again heard from the Japanese government. Overall, the poor security situation in the 

major cities of Al Anbar province, Fallujah and Ramadi, severely constricted the freedom 

of civilian agencies to participate in the reconstruction of the health system in this area. 

For both the 82nd and the 101st, as well as for the medical teams from other 

Army units operating throughout Iraq at this time, there was little or no guidance from 

higher civilian or military medical authorities concerning priorities for health system 

reconstruction and development. As a result, each military medical unit, from the platoon 

level all the way up to division, was forced to develop and implement its own programs 

for supporting health system reconstruction and development in its area of operations. 

The result was a complete lack of synchronization and integration between tactical level 

efforts throughout Iraq and strategic level planning. 

Strategic Planning 

In August 2003, the Iraqi MOH began to hold priority setting workshops as part 

of its strategic planning. Participants included representatives from the MOH, the 

Coalition Provisional Authority, the UN, NGOs, International Governmental 

Organizations, and other health system stakeholders.40 Nine different working groups 

were established and continued to meet throughout 2003 and 2004, leading to the creation 

of an Iraqi MOH strategic vision and plan which would eventually be approved by the 

Iraqi Minister of Health. This strategic vision included five important goals: the provision 

of high-quality, affordable, accessible health care for all Iraqis; the elimination of 

corruption; a shift from a hospital-based, curative model of health care to a primary care-
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based, preventive model; increased autonomy for local health care directors; and a 

decrease in the infant mortality rate by 50 percent by the end of 2005. The Iraqi MOH 

also signed a detailed memorandum of agreement with the Ministry of Defense which 

provided for MOH personnel and logistical support for the Iraqi armed forces.41 Overall, 

the strategic vision and plan for the reconstruction and development of the Iraqi health 

system represented a realistic vision of an attainable end which would serve the interests 

of the Iraqi people. However, this vision document did not include an implementation 

plan to guide the MOH in designing and carrying out projects which accomplished the 

outlined goals.42 

The Security Situation 

Shortly after the end of major combat operations, the security situation across Iraq 

began to deteriorate. The worsening security situation had a profound impact on the 

reconstruction and development of the health system. It simultaneously increased the 

Iraqi people’s need for health services while it made efforts to provide these services 

much more difficult. Asked what he believed were the three most urgent problems for the 

Iraqi health system two weeks after the end of major combat operations, the World 

Health Organization representative in Baghdad stated “security, security, and security.”43 

This lack of security kept both patients and staff from going to the clinics, out of fear of 

looters and other dangerous elements. 

The bombing of the UN Headquarters in Baghdad on 19 August 2003, for which 

Al Qaeda claimed responsibility, killed 22 people and wounded more than 100 others. 

This bombing targeted the UN assistance mission which had been created just five days 

earlier. A second bombing one month later resulted in the withdrawal of 600 UN staff 
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members from Iraq.44 Many other NGOs, international organizations, and civilian 

contractors also left the country. Those who remained, including those working on health 

system reconstruction and development, had severely restricted mobility and freedom to 

operate. In most areas of the country, there were few organizations available to do the 

work necessary to achieve the goals of the Iraqi MOH strategic vision and plan. USAID, 

which according to U.S. policy should play a key role in health system reconstruction and 

development, was severely restricted from doing anything in most areas of the country 

and was most active in Baghdad. In many areas, military units were the only entities able 

to act and thus they were forced to step in and do what they could to rebuild the Iraqi 

health system despite their lack of training, expertise, and doctrine. 

Growing Insurgency and Destabilization 
(July 2004 to December 2006) 

In late June 2004, the Coalition Provisional Authority officially transferred 

sovereignty to the interim Iraqi government. Within the Iraqi MOH, the transition 

strategy appeared to be focused on transferring resources and leadership for existing 

projects to Iraqi officials as quickly as possible. Sufficient time was not provided to 

develop a comprehensive plan for integrating ongoing reconstruction projects into a 

strategic plan for the health system. In addition, the Iraqi officials chosen to take 

leadership of the MOH generally lacked the capacity to take ownership of ongoing 

programs to make them succeed. Iraqi MOH officials in leadership positions at that time 

lacked the ability to successfully guide health system reconstruction and development via 

policy development, strong oversight, and personnel management.45 This failure of the 

transition process to set the new Iraqi MOH leadership up for success represented the 
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continuation of the largely disjointed, ad hoc, and poorly coordinated coalition effort 

since the end of major combat operations. 

Over the next 2 1/2 years, sectarianism, corruption, and poor governance at the 

national level would grow throughout Iraq, including within the MOH. In the highly 

politicized atmosphere which dominated the various Iraqi ministries, Moqtada al-Sadr, a 

sectarian Shiite leader fundamentally opposed to the U.S., was able to gain control of the 

MOH and quickly went about replacing skilled technocrats with party loyalists. As  

al-Sadr gained increasingly more control of the ministry, resistance to U.S. and coalition 

assistance would grow and complicate the reconstruction effort. 

As the insurgency grew and the security situation worsened over the next several 

years, the Iraqi health system continued to suffer. Perhaps most harmful to the 

reconstruction effort was the departure of approximately 18,000 Iraqi physicians, about 

half the national total, who abandoned jobs in government clinics and hospitals and 

sought refuge abroad.46 In addition, thousands of nurses discontinued working in 

government facilities. This departure of key personnel literally crippled the Iraqi health 

care system. Medical professionals who worked in government facilities became a target 

of the insurgency and at least 628 physicians were killed according to Iraqi government 

estimates.47 

Efforts to Improve Interagency Coordination 

Difficulties with U.S. government interagency coordination and integration 

permeated not only the health system but essentially all aspects of the U.S. stabilization 

and reconstruction effort in Iraq. In an effort to improve the situation, the Office of the 

Coordinator for Reconstruction and Stabilization was created within the U.S. State 
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Department to coordinate a “whole of government” federal effort concerning stability and 

reconstruction operations. In December 2005, President Bush signed National Security 

Presidential Directive-44, which outlined the responsibilities of the new office. At the 

same time, the Defense Department issued DOD Directive 3000.05, Military Support for 

Stability, Security, Transition, and Reconstruction (SSTR) Operations, which established 

stability operations as a core U.S. military mission and called for the development of 

doctrine, organizations, training, education, exercises, material, leadership, personnel, 

facilities, and planning in support of this effort.48 The directive also asserted that 

integrated civilian and military operations were the key to success in stabilization. It 

directed that the stability operations dimensions of military planning should be closely 

integrated with the plans of other U.S. government agencies, relevant multinational 

organizations, international organizations, NGOs, and private sector groups. 

In the Iraqi health sector, there continued to be a “critical need for improved 

coordination across the Department of Defense, U.S. government, host nation, coalition, 

international organization, and NGO leadership.”49 In January of 2007, an Iraqi Health 

Sector Reconstruction After Action Review, which included a diverse cross-section of 

subject matter experts from the DOD, Coalition Provisional Authority, other U.S. 

government agencies, NGOs, and Iraqi health officials, recommended the creation of a 

“medical staffing model” to merge military efforts with interagency and host nation 

(MOH) representation, such as through a coalition joint interagency task force 

approach.50 They recommended that this model include a clear outline of the roles and 

missions of each of the contributing organizations, top-down training for civil-military 

interactions, and clear guidance for interagency collaboration, as specified in National 
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Security Presidential Directive-44 and DOD Directive 3000.05. Unfortunately, such a 

model of interagency collaboration and integration with host nation officials was not 

established and difficulties with duplication of effort and the failure of integration would 

continue. 

U.S. Army Projects 

In the years between the transfer of sovereignty in June of 2004 and the surge of 

forces in January 2007, U.S. Army medical personnel in units scattered throughout Iraq 

largely found themselves on their own when it came to developing and implementing 

plans for reconstruction and development of the health system. As the insurgency 

increased in strength throughout many areas of the country and the security situation 

deteriorated as a result, there were large swathes of the country where there were no 

civilian organizations working on health system reconstruction and development. There 

were civilian agencies and multinational organizations working with the MOH in 

Baghdad but their work had little to no effect on Army medical personnel working in 

rural or insurgent-laden areas of the country. Instead, each battalion and brigade surgeon 

throughout the country in conjunction with his own medical team went about interacting 

with the Iraqi civilian and military health systems in his own way. 

The method most familiar to Army company, battalion, and brigade commanders 

was the MEDCAP, in which Army medical personnel, as discussed in relation to the 

Vietnam War, provided direct patient care on a short-term basis to local Iraqi villagers. 

MEDCAPs were considered by many American commanders as a fairly easy way to 

make positive inroads with the local population, while at the same time providing needed 

medical care to medically underserved villagers. Given their lack of preparation, 
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planning, training, and doctrine for health system reconstruction and development, it is 

perhaps not surprising that Army medical personnel and their commanders initially chose 

to employ the MEDCAP as one of their primary tools for the health sector. The problem 

with MEDCAPs as a long-term medical engagement strategy in counterinsurgency, as 

discussed in chapter 2, is that they are medically unsound because they often provide 

substandard acute care without any mechanism for follow-up or continuity of care. In 

addition, MEDCAPs did not contribute to the development of capacity or sustainability 

within the Iraqi health system nor did they provide for the training of Iraqi medical 

personnel. In fact, MEDCAPs undermined the local health care system and thus 

decreased the population’s support for its own local government. They acted in 

opposition to the primary counterinsurgency principle of improving local governance and 

connecting the people to their own government. 

However, because MEDCAPs were the most well-known tool in the kitbag, 

particularly on the part of commanders, they were a common occurrence throughout Iraq 

during this period. Too often, medical and combat arms officers alike saw MEDCAPs 

and other forms of medical civil-military operations as a “drive-by operation for 

supporting pacification, gathering local intelligence, or rewarding locals for their 

cooperation.”51 During the first 3 to 4 years after the end of major combat operations, the 

principles for how to wage successful counterinsurgency had not yet been inculcated into 

the vast majority of U.S. Army personnel on the ground in Iraq (or their leadership) and 

so there was frequently little consideration about how various operations affected the 

legitimacy of the Iraqi government or the people’s confidence in their own government. 

Instead, MEDCAPs seemed like a good idea to many Army medical personnel and 
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commanders because they appeared on the surface to be an easy way to build goodwill 

towards Americans. 

Task Force 30th Medical Brigade provided medical support to Multinational 

Corps–Iraq from late 2005 until early 2007. Their after action review discusses their 

efforts in the area of medical civil-military operations.52 Task Force 30th Medical 

Brigade was involved with the reconstruction and development of both the Iraqi military 

and civilian health care systems throughout this period. Their focus was on the 

development of the health system of the Iraqi security forces, and they worked together 

with the Iraqi Surgeon General to develop systems for medical training, medical logistics, 

medical operational planning, and physician recruitment.53 In addition, Task Force 30th 

Medical Brigade distributed over $40 million worth of class VIII medical supplies to 

provinces throughout Iraq in support of the Iraqi civilian health system.54 

During this time period, many coalition military units became involved with the 

building or reconstruction of hospitals and clinics. Commanders authorized the use of 

CERP funds for these actions. CERP funds were designed for short-term projects which 

could immediately assist the local population. More importantly, they were not designed 

to provide for the development of long-term sustainability and capacity within the health 

system or other sectors. Unfortunately, too many Army units quickly authorized the 

building or reconstruction of medical facilities without first consulting with local MOH 

officials or performing comprehensive assessments of current capacity along with a 

projection of needs. As a result, millions of dollars were spent on hospitals and clinics 

which were never completed or never used because no one within the Iraqi MOH would 

take ownership. Many of these projects did not make sense in terms of local or national 
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health system resources and priorities. The Task Force 30th Medical Brigade after action 

review gives an example of a battalion which used CERP funds to build a clinic without 

first notifying local MOH officials or local civil affairs units. Once completed, the local 

representative from the Iraqi MOH refused to staff the clinic or to supply it.55 In this case, 

as in many other similar situations, a short-term photo op turned into a long-term public-

relations disaster. 

As time went on, the Task Force 30th Medical Brigade civil-military operations 

team came to realize that the MEDCAPs then occurring throughout Iraq were not only 

not contributing to health system reconstruction and development, but were in many 

cases actually hindering these efforts. As a result, they recommended that all MEDCAPs 

be discontinued and replaced by “Cooperative Medical Engagements.” Cooperative 

Medical Engagements were defined as “specific humanitarian opportunities led by Iraqi 

civilian or military medical personnel for which American involvement is incidental to 

the overall engagement.”56 Each Cooperative Medical Engagement was to focus on 

assisting Iraqi civilian or military health officials to provide for the medical care of their 

own populations. Eventually, all Cooperative Medical Engagements required the 

approval of the Multinational Corps–Iraq surgeon and units had to demonstrate that each 

project would advance Multinational Corps–Iraq security goals, improve access and 

influence, increase stability, and generate goodwill prior to approval. The replacement of 

MEDCAPs by Cooperative Medical Engagements over the next several years by units 

operating throughout Iraq was proof that U.S. Army medical personnel and their 

commanders were learning some things from their initial mistakes and working to 



 

60 

develop operations which contributed to capacity building and improved Iraqi 

governance, in conjunction with counterinsurgency principles. 

Provincial Reconstruction Teams 

PRTs are civil-military organizations designed to operate in semi-permissive 

environments.57 They were initially deployed as a transitional mechanism to improve 

security and facilitate reconstruction and economic development.58 PRTs were designed 

as a mechanism for extending good governance, security, and economic development 

beyond the central government in Baghdad to provincial and local officials across Iraq. 

They were first implemented in Iraq in 2005. PRTs in Iraq were under State Department 

control and were led by a senior Foreign Service Officer with a military deputy. Each 

PRT sought to combine military capability with civilian expertise as a way to overcome 

the difficulties of interagency collaboration. PRTs worked to accelerate the development 

of civic, economic, and governance capacities in insecure areas.59 During this time, there 

were 10 PRTs operating in provincial capitals throughout Iraq. Each team was made up 

of 30 to 80 members from civilian agencies including the State Department and USAID, 

as well as military members. However, there were no health care personnel in the original 

design of the PRTs operating in Iraq and thus they had little or no effect on Iraqi health 

system reconstruction and development.60 Beginning in 2007, embedded Provisional 

Reconstruction Teams (ePRTs) were deployed and included a small number of health 

care personnel. These teams will be discussed in the next section. 
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The Surge in U.S. Forces (January 2007 to July 2008) 

The surge in U.S. forces that began in January of 2007 corresponded with three 

important events which opened the doors for significant improvements in the Iraqi health 

system after years of stagnation. First, in November of 2007, the government of Iraq 

announced that Dr. Salih M. al-Hasnawi would serve as the next Minister of Health. Dr. 

Salih is a psychiatrist who was committed to the reform of the Iraqi health care system 

after several years of stagnation and domination of the MOH by loyalists to al-Sadr. One 

of Dr. Salih’s initial key objectives was the repatriation of Iraqi physicians who had left 

the country. He established programs under which Iraqi physicians who chose to serve in 

rural areas could receive free land in return and also substantially increased the salaries 

paid to Iraqi physicians. These programs were initially quite successful and resulted in 

the hiring of over 1000 Iraqi physicians by the MOH in their first year.61 Second, the 

publication of FM 3-24, Counterinsurgency, in 2006, and the subsequent widespread 

adoption of counterinsurgency tactics by U.S. Army units, including their medical 

personnel, led the way to the use of more effective techniques for building capacity 

within the Iraqi health system. Finally, the improvements in security which accompanied 

the surge of U.S. forces and the political reconciliation with large segments of the Sunni 

leadership, created the necessary space for civilian organizations throughout the country 

to work on the reconstruction and development of the Iraqi health system. 

U.S. Army Efforts during the Surge 

The adoption of counterinsurgency tactics by U.S. Armed Forces in Iraq did not 

begin on a significant scale until it had become painfully clear that conventional tactics 

were not working against the growing insurgency in Iraq. The publication of the 
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Counterinsurgency manual in 2006 helped to build momentum, and the installation of 

General David Petraeus as Multinational Forces-Iraq Commander in February 2007 

established the primacy of the counterinsurgency methodology. The MNF-I 

Commander’s Guidance, released early in 2008, distilled the philosophy down into a 

series of principles, most of which were directly applicable to the reconstruction and 

development of the Iraqi health system.62 These included the necessity of securing the 

population since the people were the decisive terrain; the importance of actually living 

among the people in their neighborhoods; the need to generate a unity of effort among 

interagency partners, the host nation, and NGOs; the importance of fostering the 

legitimacy of the Iraqi government; and the necessity of looking for sustainable 

solutions.63 

The Battle for Tal Afar in northwestern Iraq is considered by many to be the first 

successful counterinsurgency campaign of the war. From the summer of 2005 until the 

winter of 2006, Colonel H.R. McMaster’s 3rd Armored Cavalry Regiment (ACR) 

successfully implemented the counterinsurgency methodology in order to build the 

capacity and legitimacy of the local government, secure the population, and restore 

essential services in the area. Major Jay Baker was the regimental surgeon at the time and 

led the way in ensuring that medical civil-military operations played a key role in his 

unit’s successful strategy. He wrote an article about his team’s efforts which was 

published the next year in Military Review and served as a template for others to follow.64 

The 3rd ACR’s medical team focused on building the capacity and capability of 

local medical institutions as a way of increasing the legitimacy of the Iraqi government in 

the minds of the local population. One of the key reasons for the success of the 3rd 
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ACR’s medical team was that its plans consistently corresponded with and were nested in 

the strategy of the regiment as a whole. By the time of the unit’s arrival in the city of Tal 

Afar, Al Qaeda had infiltrated the city’s only hospital and the hospital’s director was 

reportedly sympathetic with the insurgents.65 The local population was afraid to visit the 

hospital and outpatient visits had fallen to less than 10 per day. The 3rd ACR began their 

operation by positioning one of their units in an overwatch position near the hospital, 

preventing injured insurgents from continuing to receive care there. A few months later, 

this overwatch mission was passed off to an Iraqi Army unit. 

In the fall of 2005, Operation Restoring Rights was successful in restoring 

security to the city, setting the conditions for subsequent medical civil-military 

operations.66 Baker notes in his article that 3rd ACR’s higher headquarters had prohibited 

MEDCAPs but that no alternative policy guidelines or doctrine existed. In addition, there 

were no civil affairs public health teams available. The 3rd ACR medical team instead 

organized their own teams, which they called Medical Clinic Action Teams, to interact 

with local medical institutions.67 They began by conducting assessments of the 

administration, clinical operations, and infrastructure of the hospital and then worked 

together with local officials on numerous projects including ambulance repair, the supply 

of medicines, and preventive medicine instruction. One of the key benefits of their team’s 

work was that it created the opportunity for increased engagement with the Iraqi medical 

personnel working in local facilities and ultimately led to the creation of strong 

relationships between Iraqi and U.S. Army medical personnel. This relationship building, 

which can come only as a result of sustained, consistent, day-to-day work at the local 

level, is absolutely essential to the success of any counterinsurgency strategy. 
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The 3rd ACR medical team would go on to build strong relationships with local 

NGOs and medical representatives from local Iraqi security forces, in addition to Iraqi 

physicians and MOH officials. They helped organize a regional medical society with the 

goal of enabling it to become a self-sustaining professional organization. By  

February 2006, the hospital was seeing over 800 patients per day and female physicians 

had returned to work.68 Adopting the counterinsurgency model as a guide, Baker 

proposes that the principles of successful medical civil-military operations are “secure, 

engage, and build.”69 First, the establishment of security for local clinics and hospitals is 

essential. Second, units should engage consistently with local Iraqi medical leaders in 

order to understand the needs and wants of the population in their area of operations. 

Finally units should then build medical capacity within their area. 

Embedded Provincial Reconstruction Teams 

In January 2007, President Bush announced that the PRT program in Iraq was 

being expanded with increased PRT staffing throughout the country and the fielding of 

10 embedded PRTs in three key areas: around Baghdad and in Anbar and Babil 

provinces.70 Embedded PRTs were smaller and leaner versions of the traditional PRTs. 

Whereas the focus of traditional PRTs was at the provincial level, the ePRT mission was 

to support military counterinsurgency efforts at the district and local levels by improving 

governance, fostering economic development, and improving essential public services 

including health.71 Each ePRT was embedded in an Army Brigade Combat Team or 

Marine Corps Regimental Combat Team and was led by a State Department Foreign 

Service Officer. Each team also included representatives from the military, USAID, 

interpreters, and other government agencies such as the U.S. Department of Agriculture. 
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Unlike traditional PRTs, the ePRTs included medical representation which varied from 

team to team but frequently included personnel from the U.S. Public Health Service-

Centers for Disease Control and Prevention. The State Department initially was unable to 

fill the majority of the ePRT positions and as a result most of the slots had to be filled by 

military personnel.72 

In their efforts to improve governance, foster legitimacy, and restore essential 

services including the reconstruction and development of the Iraqi health system, ePRTs 

faced many of the same challenges previously discussed in reference to Army units. First, 

as with Army medical personnel, “the vast majority of medical personnel assigned to 

ePRTs had little experience in health policy, health planning, or the management of 

health care systems within international or interagency systems.”73 And they received 

little relevant training on reconstruction and development of health systems prior to 

deployment. In addition, some ePRT members complained about the lack of any sense of 

operational direction because they had not received any strategic guidance from the 

embassy in Baghdad or from any other higher authority. As a result, they were never able 

to adequately determine whether their efforts were making progress towards achieving 

some strategic end state and led to a somewhat haphazard approach to reconstruction. 

The same lack of unity of effort that had confounded relationships between U.S. 

military and civilian organizations since the pre-conflict planning phase continued to be 

an issue for the ePRTs. There were multiple chains of command: through the military, the 

Office of Provincial Affairs, the Embassies, and representatives of the departments and 

agencies based in Washington D.C.74 The ePRTs lacked clear lines of authority and, as 

with most other interagency structures in Iraq, coordination procedures between civilian 
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and military organizations were generally disjointed or nonexistent. Some ePRTs were 

directed primarily by the Brigade Combat Team Commander while others were led 

mainly by the State Department Foreign Service Officer. Because the ePRTs and their 

embedded Brigade Combat Teams each had their own separate agendas, it was not 

uncommon for representatives from each to meet with the same Iraqi official around the 

same time period, without any coordination between the two groups. 

The difference in time orientation between Army units and many civilians on the 

ePRTs continued to be an issue, with the Army generally focused on short-term gains 

while the ePRTs, particularly their USAID representatives, tended to work on multiyear 

projects aimed at building capacity. Army units, including their medical personnel, often 

moved into a decimated area and quickly initiated a wide variety of reconstruction 

projects including clinics and hospitals. This was frequently problematic because it 

occurred without consultation with the Iraqi MOH and because “just funding projects for 

the Iraqi government replaced capacity rather than developing it.”75 Even as late as 2008, 

the Army continued to focus on these kinds of rapid infrastructure development projects 

using CERP funds, rather than on the concept of developing sustainability. This practice 

of doing projects for the Iraqi government, rather than finding ways to enable them to do 

things for themselves, retarded the development of capacity within the Iraqi health 

system rather than developing it.76 

Finally, ePRTs, like conventional PRTs and Army units working on health system 

reconstruction and development, were unable to say how well they were doing because 

they had no metrics for determining this.77 There was some good performance data 

collected, such as number of clinics built and number of patients seen, but there were no 
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good metrics developed to measure the effectiveness of various interventions. This failure 

goes back to the lack of strategic guidance and agreed upon objectives. Neither the DOD 

nor the DOS adopted an “ends, ways, and means” approach to measuring the progress of 

PRTs or their advancement toward operational and strategic goals.78 Army units were 

notorious for measuring their performance primarily in terms of what percentage of their 

CERP funds were spent during a given period, though obviously this had no certain 

relationship to the achievement of effects. 

Stabilization and Drawdown (August 2008 to December 2011) 

As a result of the positive effects of the surge in U.S. forces, the effective 

adoption of counterinsurgency tactics, and political reconciliation with the Sons of Iraq, 

there was a gradual and sustained improvement in the security situation throughout Iraq. 

This allowed civilian organizations to begin work on the Iraqi health system in areas 

where they had previously been unable to do so. On 30 June 2009, U.S. combat forces 

officially withdrew from the cities and towns of Iraq and returned to their forward 

operating bases. 

The Iraqi MOH under the direction of Dr. Salih continued to make improvements 

in the Iraqi health system with support from their partners including coalition forces, 

USAID, various NGOs and multinational organizations. In the “International Compact 

with Iraq,” Dr. Salih spelled out the MOH’s objectives and priorities.79 He established as 

policy the idea that public health and primary care principles would guide the future 

development of the Iraqi health system. The World Health Organization officially 

returned to Iraq in July 2008, five years after they had withdrawn following the bombing 

of the UN Headquarters in Baghdad, and began to provide policy guidance and various 
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other forms of support to the Iraqi MOH. The Iraqi MOH would remain in the lead for all 

future operations as the U.S. took on a supportive role as technical advisors. 

Military Efforts 

Despite the drawdown in U.S. forces, some Army medical units continued to play 

a role in the reconstruction and development of the Iraqi health system, particularly the 

health system of the Iraqi security forces. Many of these units were able to capture some 

of the lessons learned over the previous several years in order to more effectively support 

health system reconstruction and development. The 21st Combat Support Hospital (CSH) 

is an example of a unit that was successful in employing some of the newer medical civil-

military operational techniques during this time period.80 The 21st CSH deployed to Al 

Asad Airbase in western Iraq in January 2010 and was located adjacent to the Iraqi 7th 

Army Division Headquarters. They were directed to advise and assist the Iraqi 7th Army 

medical personnel in improving the quality of care provided to 7th Army troops in their 

clinic.81 Their self-imposed constraints included using only existing Iraqi clinic 

infrastructure (as opposed to replacing it), avoiding the employment of unsustainable 

means (items that could not be continued beyond the departure of the 21st CSH), no 

spending of money, and no transfer of supplies to the Iraqi Army.82 They identified as 

their terminal goal an Iraqi clinic staff able to successfully conduct patient assessments, 

provide basic treatment based upon protocols, utilize a pharmacy, and successfully 

operate a medical supply system. 

Direct bedside teaching of the Iraqi Army medical personnel by U.S. Army 

medical staff on a consistent basis served as the foundation of the mission. The Iraqi 

Army medics had received training in the past but this was the first time they had 
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undergone a sustained practical application. Over time, the Iraqi Army medical personnel 

grew significantly in their ability to diagnose and treat patients. There were also 

significant improvements in the organization and utilization of the pharmacy and medical 

supply system. Despite not spending any money, transferring any supplies, or using 

unsustainable means, the 21st CSH succeeded in their small “advise and assist” mission 

to help develop the health system of the Iraqi security forces. The 21st CSH physicians 

wrote that “in contrast to big-ticket investments in construction, formal education, and 

long-term advising, our modest effort yielded fairly large returns, at least locally.”83 The 

21st CSH managed to avoid the temptation to provide the “quick fixes” which had 

doomed other U.S. Army units such as providing Iraqis with supplies or pharmaceuticals, 

rebuilding their clinics, or treating their patients. All of these apparent solutions would 

have been unsustainable and would have created continued dependence on U.S. support, 

rather than the development of capacity. The 21st CSH personnel, like so many other 

U.S. Army units which were effective in health system reconstruction and development, 

found that the building of relationships with the Iraqi Army personnel through daily 

shoulder to shoulder interaction was fundamental to their success. 

One final issue which came up during this time period involved support provided 

by U.S. forces to the Iraqi military’s health care system. Because the Iraqi military health 

system competed for the same resources as the civilian health system, overseen by the 

MOH, there was a perception by many that those in the Iraqi military were getting the 

better of the severely limited resources. The leadership of the Iraqi military health system 

and the civilian MOH leaders were able to come together on this issue and ultimately the 

Iraqi Surgeon General accepted the need to place development of the military medical 
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system as a lower priority, agreeing to open military health care facilities to civilians as 

well.84 The issue for the U.S. military and other organizations concerned how much time 

and money should be devoted to reconstruction and development of the Iraqi military 

health system, versus the reconstruction and development of the Iraqi civilian health 

system. The U.S. Army during most of the time it was in Iraq had medical personnel 

involved in both, though the greater number of personnel and money seemed to be 

devoted to development of the military health system at the expense of the civilian health 

system. The problem was that reconstruction of the two health systems was completely 

stovepiped, so that those working on one had no connection to the other. In addition, 

there was no systematic attempt at analysis to determine where emphasis should be 

directed at any given time in order to maximize opportunities to enhance local 

government and defeat the enemy. 

Overview of Iraqi Health System Reconstruction 
and Development 

Widespread insurgency significantly complicated the reconstruction and 

development of the Iraqi health system. Many of the errors and missteps which would 

come to characterize the approach of the U.S. government as a whole were first in 

evidence during the planning process prior to major combat operations, during which 

there was little to no coordination and integration between military and civilian agencies. 

This failure on the part of different agencies of the U.S. government to work together to 

rebuild the Iraqi health system in a whole of government approach would continue 

throughout the course of U.S. involvement in Iraq and was one of the primary reasons for 

the many difficulties. The end of major combat operations revealed a collapsed Iraqi 
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health system which had been decimated by decades of war. Over the next several years, 

as the insurgency grew in strength and the security situation deteriorated, it was not safe 

for civilian organizations to operate in most parts of Iraq. As a result, the U.S. Army in 

many cases became the primary agent responsible for the reconstruction and development 

of the health system. Army medical personnel confronted this situation with little or no 

expertise in health system reconstruction and development, inadequate resources, no prior 

training, and no relevant doctrine. At the same time, thousands of Iraqi physicians and 

other medical personnel departed the country out of fear. Despite all this, some U.S. 

Army units developed innovative solutions to do what they could in support of health 

system reconstruction and development. 

Unfortunately, U.S. Army units working in the health sector too often focused 

initially on short-term projects including infrastructure development, without adequate 

consultation with host nation authorities or adequate assessment. In addition, there was 

too often an emphasis on short-term security gains, rather than capacity building and 

sustainability. The fact that the Iraqi MOH was led by al-Sadr and his followers for 

several of these years only compounded the problem. The surge in U.S. forces which 

began in January 2007 and the adoption of counterinsurgency tactics by the medical 

personnel from some U.S. Army units resulted in better local outcomes. However, this 

good work done by some Army units at the tactical level was generally not tied to 

strategic efforts at the national level. In addition, the Army, PRTs, and other 

organizations working on health system reconstruction and development never developed 

effective metrics for assessing the effectiveness of their interventions at the local or the 

national level. 
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Stuart Bowen, the U.S. Special Inspector General for Iraqi Reconstruction, 

summed up many of the failures that plagued U.S. government efforts in the 

reconstruction and development of the Iraqi health system in a devastating critique in 

2010: 

I think that the single largest failed program has been the health sector. The plan 
was to build a state-of-the-art children’s oncology hospital in Basra, to construct 
151 public health care clinics, taking a new level of aid out to the hinterlands in 
Iraq and to refurbish the many broken-down hospitals across the country. None of 
those programs really succeeded.85 

Audits conducted by Bowen’s team of the nearly $1 billion poured into the Iraqi health 

sector by the U.S. government documented large cost overruns, delays, poor planning and 

waste.86 This includes nearly $150 million spent on advanced medical equipment which 

sat idle because Iraqi doctors were not trained to use it. Bowen concluded that “the health 

sector was the worst” and was the sector that fell the furthest short of expectations.87 

The most recent data from the World Health Organization on health indices for 

the Iraqi health system paints more of a mixed picture. Overall, the system has yet to 

recover from decades of war but has made progress in some areas, particularly over the 

last several years as the security situation has improved. On the positive side, between 

2000 and 2010, there were small improvements in several key indicators, including the 

infant mortality rate, which declined from 34 deaths per 1000 live births to 31; the under- 

five mortality rate, which declined from 43 deaths per 1000 live births to 39; and the 

maternal mortality rate, which declined from 84 deaths per 100,000 live births to 75.88 

On the other hand, despite the return of some Iraqi medical personnel from abroad over 

the last several years, at 6.9 physicians for every 10,000 people, Iraq remains far below 

the regional average of 11.0.89 Life expectancy at birth declined from 68 years in 2000 to 
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66 years in 2010.90 Child immunization rates have decreased nearly 20 percent since 

2000 and the rates of tuberculosis are orders of magnitude higher than in neighboring 

countries Syria and Jordan.91 

A retrospective analysis of the entire course of Iraqi health system reconstruction 

and development in light of the six principles discussed in chapter 3 which should serve 

to guide the process reveals a mixed picture. On the positive side, over time U.S. Army 

medical personnel and PRTs did come to focus on the development of capacity and, more 

often than not, sought to ensure that local initiatives remained community-centered. On 

the negative side, there was an initial failure to quickly transition from emergency relief 

to health system reconstruction and a comprehensive systems-based approach was not 

taken. In addition, there was too frequently a focus on specialized care and advanced 

medical equipment, rather than on public health and primary health care. 

Table 1 demonstrates the progress over time within the three health system 

building blocks which are the focus of this thesis: health service delivery, the health 

workforce, and leadership-governance of the health system. With the exception of the 

Diphtheria, Tetanus, and Pertussis (DTP3) immunizations for one year olds, which 

showed a slight decrease, the other indicators within all three building blocks 

demonstrated slow but steady progress toward health system strengthening. 
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Table 1. Iraq’s Progress Over Time within Health System Building Blocks  

 
BUILDING BLOCK 2001 2006 2009 Percentage 

Change (2001-
2009) 

A. HEALTH 
SERVICE 
DELIVERY 

 

DTP3 immunization 
among 1 year olds 
(%) 

76 57 65 (2010) -14.5 

Smear-positive TB 
treatment success rate 
(%) 

89 84 90 +1.1 

Primary Health care 
Centers per 10,000 
population 

0.5 0.6 (2007) 0.6 (2008) +20.0 

B. HEALTH 
WORKFORCE 

 

Physician density 
(per 10,000 
population) 

Not available 0.53 (2007) 0.69 +30.2 

Dentist density (per 
10,000 population) 

Not available 0.12 0.15 +25.0 

Nurse and midwife 
density (per 10,000 
population) 

Not available 1.05 (2007) 1.38 +31.4 

C. LEADERSHIP 
&GOVERNANCE
  

    

National Health Care 
Strategy 

No  Yes Yes N/A 

Essential Medicines 
List 

No Yes Yes N/A 

National Strategic 
Plan for TB 

No Yes Yes N/A 

 
Source: Adapted by author from World Health Organization data (World Health 
Organization, 2012), http://apps.who.int/ghodata/ (accessed 21 April 2012). 
 
 

The next chapter will examine the reconstruction and development of the Afghan 

health system over the last decade during a period of growing insurgency, including a 

look at some of the similarities and differences with the experience in Iraq.
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CHAPTER 5 

THE AFGHANISTAN EXPERIENCE 

During a time of continued violence and pessimism about Afghanistan’s future in 
some quarters, tens of thousands of men, women, and children who would not 
have survived continued Taliban rule are alive today because of the partnership 
between the Afghan people, health care providers and the international 
community. 

— Dr. Suraya Dalil, Afghan Minister of Public Health 
On the Road to Recovery 

 
 

Unlike Iraq, whose health system prior to decades of war beginning in the 1980s 

was considered one of the finest in the Middle East, Afghanistan has never had a well-

functioning health system which effectively provided care to its citizens. With the 

Communist takeover in 1978 and the decades of war that followed, the Afghan health 

system steadily deteriorated so that by the time of the U.S. intervention in 2001, it was in 

complete disarray. This chapter examines the reconstruction and development of the 

Afghan health care system since the overthrow of the Taliban in 2001. 

The Afghan Health Care System Prior to 
the Fall of the Taliban 

Since the communist seizure of power in 1978, Afghanistan has suffered through 

decades of nearly continuous war which have devastated the country’s infrastructure and 

left over one million of its citizens dead.1 By the time the Taliban was ousted from power 

in late 2001, Afghanistan ranked “at or near the bottom of every socioeconomic indicator 

used to measure human and economic progress.”2 During the 1980s and 1990s, the 

majority of the health care provided to Afghans living in rural areas, where more than  

80 percent of the population lived, was provided by NGOs.3 Overall coverage was not 
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very good with only approximately one health care facility for every 50,000 people.4 

There was generally little coordination between NGOs and even less government 

oversight. As in Iraq, many of Afghanistan’s health care professionals departed the 

country during these decades due to the poor security situation. 

During the Taliban’s rule, the country’s health system deteriorated rapidly. 

Hospitals were frequently shut down, medical supplies were generally unavailable, and 

female physicians and nurses were forbidden to work.5 The female population of the 

country therefore had little access to medical care since cultural norms generally prohibit 

male physicians from treating females. Average life expectancy in 2001 was 43 years, the 

lowest in the region. The provision of primary health care services throughout the country 

was exceedingly low, with only 6 percent of births involving skilled birth attendants, a 

prenatal care coverage rate of 4.6 percent, and a child immunization coverage rate of less 

than 20 percent in rural areas.6 Overall, the country had only a handful of functioning 

hospitals with few trained physicians, and the modern medical facilities that did exist 

were reserved almost exclusively for the urban elites while the huge majority of the poor 

in rural areas did without. At that time, Afghanistan faced some of the worst health 

statistics ever recorded, including an infant mortality rate of 165 per 1000 live births and 

1600 maternal deaths for every 100,000 live births.7 Over 25 percent of children died 

before their fifth birthday and over 60 percent of the population did not have access to 

any form of health care.8 

Several factors which contributed significantly to the deplorable state of 

Afghanistan’s health system would complicate the reconstruction and development effort 

that began after the removal of the Taliban. First, Afghanistan’s extreme poverty 
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contributed to the poor nutrition of its children and the lack of infrastructure, including 

health infrastructure. Second, insecurity limited the ability of Afghanistan’s few health 

care professionals to reach the population, particularly in rural areas. Third, geographic 

inaccessibility further isolated the rural population. Fourth, Afghan cultural traditions had 

powerful influences on the manner in which health care was delivered, and in many ways 

constrained the development of the Afghan health system. In particular, gender attitudes 

limited opportunities for female medical personnel and frequently contributed to poor 

health care for women. Beliefs about the proper role of women in society likely 

contributed to higher female mortality from disease, including tuberculosis, and to high 

rates of maternal, child, and infant mortality.9 Finally, unlike Iraq, the central government 

of Afghanistan had no history of providing health care to the nation as a whole, 

particularly to the rural areas. As result, the Afghan health system lacked leadership and 

capacity.10 

A Growing Insurgency (December 2001 to December 2007) 

Following the overthrow of the Taliban regime in 2001, the U.S. worked together 

with the UN and other organizations to begin the reconstruction and development of the 

Afghan health system. The U.S. effort was initially led by USAID in conjunction with the 

DOS and the DOD.11 As in Iraq, the initial priority was humanitarian relief in order to 

prevent famine and epidemics. These initial efforts were successful in that neither famine, 

nor epidemics of disease, nor large flows of refugees ensued. 
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Basic Package of Health Services 

Unlike in Iraq, effective planning concerning the health system at the national 

level began shortly after the departure of the Taliban and the establishment of the 

Transitional Islamic State of Afghanistan. In March 2002, the Afghan Ministry of Public 

Health (MOPH), working together with various U.S. government agencies, the UN, 

International Governmental Organizations, and NGOs, began a process to determine the 

major priorities for rebuilding the Afghan national health system. In so doing, it sought to 

identify those health services which should be available to all Afghans, even those living 

in remote and poor areas.12 The U.S. Army and other coalition militaries played a very 

peripheral role in this process. These essential services were termed the Basic Package of 

Health Services (BPHS). The goal in developing them was to provide a standardized 

group of basic services to form the core of health care delivery in all primary care 

facilities in Afghanistan.  

In developing the BPHS, the Afghan MOPH and its partners sought to include 

those basic services which would have the greatest impact on major health problems. The 

new package was designed to be cost-effective, to extend coverage into remote and rural 

areas, and to provide a foundation for a new Afghan health system focused on public 

health and community-based primary care.13 The initial version of the BPHS was adopted 

and published by the MOPH in March 2003. This package addressed seven important 

programs which form the foundation of good public health: maternal and newborn health, 

child health and immunization, public nutrition, communicable diseases, mental health, 

disability, and the supply of essential drugs.14 The BPHS clearly delineated which 

services should be provided by each type of primary health care facility in the Afghan 
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health system, and furthermore specified the staff, equipment, diagnostic services, and 

medications required to provide those services. 

The initial BPHS was too ambitious and did not include benchmarks or cost 

budgeting. In response, over 100 international experts compiled a report published in 

2005 which addressed many of these shortfalls.15 It provided costs for all the goals listed 

in the plan, milestones for 2006 and 2015, and recommendations concerning the future 

transition to sustainability. The establishment of the BPHS was crucial in the 

reconstruction and development of the Afghan health system because it brought 

coherence and unified the priorities of the health system after decades of war. In addition, 

it provided a roadmap and sense of direction for all of the organizations working in the 

health sector. All NGOs and other organizations delivering health services in Afghanistan 

were required to work with the MOPH to ensure that their programs fulfilled the 

requirements of the BPHS. It also ensured that public health and primary health care 

would be the basis of the Afghan health system. In 2005, the Afghan MOPH developed 

the Essential Package of Health Services (EPHS), which was modeled upon the BPHS 

and focused on standardizing and improving the quality of hospital services provided to 

the population of Afghanistan. 

Because of the complete lack of trained personnel, infrastructure, and resources in 

the years immediately after the overthrow of the Taliban, the Afghan MOPH, in 

consultation with its partners, made the decision to contract with NGOs to deliver 

primary care services to the vast majority of the Afghan population. The European 

Union, USAID, and the World Bank were the primary donors who funded these 

contracts. By 2008, 82 percent of the Afghan population lived in districts where primary 
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care services were provided by NGOs under contract with the MOPH.16 Each NGO was 

contracted to provide the BPHS as defined by the MOPH in a given area (usually a 

province). The approximate cost of delivering the BPHS was $4 per capita per year in 

2008, a modest amount in comparison with the experience in other poor countries.17 

The Afghan MOPH and its partners also made a significant commitment to 

independent monitoring and evaluation of health system performance via household 

surveys, health care facility assessments, and an improved health management 

information system. The initial results reported in 2007 were encouraging. The number of 

functioning primary health care facilities grew from 496 facilities in 2002 to 1169 

facilities in 2007, with an increase in the proportion of those facilities with female 

medical personnel increasing from 24.8 percent to 83.0 percent.18 In addition, there were 

increases in the number of outpatient visits, immunization rates for children, and prenatal 

care visits. The infant mortality rate decreased from 165 per 1000 live births in 2002 to 

129 in 2006.19 Despite these improvements, there were some critics of the Afghan 

MOPH’s decision to engage in long-term contracting with NGOs. For instance, Doctors 

Without Borders, which withdrew from Afghanistan in July 2004 after several of its 

members were killed, asserted that this approach was not sustainable in the long-term and 

retarded the development of host nation personnel and facilities. The issue of 

sustainability is the fundamental one and only time will tell whether the Afghan people 

will be able to successfully take over once the NGOs depart. However, given the 

deplorable conditions faced by the Afghan MOPH in 2002, there was really no other 

choice which would have provided a realistic path towards successful reconstruction and 

development other than through contracting with NGOs. 
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Initial U.S. Army and Provincial 
Reconstruction Team Efforts 

In the immediate aftermath of the Taliban’s overthrow, there were two camps 

within the U.S. government concerning the appropriate size and mission of U.S. forces in 

Afghanistan.20 The side which included Secretary of Defense Donald Rumsfeld and U.S. 

Central Command Commander Tommy Franks favored a “light footprint” with a small 

force located only in Kabul. This side eventually won out over those who advocated a 

larger force spread throughout the country and involved in development projects. 

Ultimately, the U.S. deployed 8000 troops to Afghanistan in 2002 with a mission to hunt 

Taliban and Al Qaeda members, while the 4000 member international peacekeeping force 

in Kabul did not leave the city limits.21 Over the next several years, as the war in Iraq 

grew in size, the focus of the U.S. military would shift to Iraq while the mission in 

Afghanistan would always come second. As the war in Afghanistan progressed, there 

were never enough troops or civilian experts in Afghanistan to accomplish the necessary 

tasks and as a result the insurgency grew progressively stronger. By 2008, there were just 

over 30,000 U.S. troops in Afghanistan while there were over 140,000 in Iraq. This light 

footprint “translated into one of the lowest levels of troops, police, and financial 

assistance in any stabilization operation since the end of World War II.”22 

As a result of the inadequate numbers of troops and civilian experts, the U.S. 

military and coalition forces were able to clear territories of insurgents temporarily but 

could not then hold them. There were also far too few troops available to provide 

assistance with development and the restoration of essential services, including health, 

throughout the wide expanses of rural Afghanistan. As a result, weak local, district, and 

provincial governments throughout Afghanistan were unable to provide essential services 
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or security to local Afghans, especially in rural areas. This failure of governance in rural 

areas throughout Afghanistan, but particularly in southern and eastern Afghanistan, 

opened the door to the resurgence of the Taliban and other insurgent groups. Between 

2002 and 2006, the number of insurgent initiated attacks increased 400 percent and by 

2006, a full-fledged insurgency existed in Afghanistan.23 Also in 2006, the North Atlantic 

Treaty Organization (NATO) assumed responsibility for security across the whole of 

Afghanistan by formally expanding its mission to the south. By 2007, international forces 

in Afghanistan were divided into five regional commands. 

U.S. Army medical personnel at the tactical and operational levels generally had 

little or no guidance concerning the role they should play in the reconstruction and 

development of the Afghan health system during this period. There was no linkage in 

most cases with the Afghan MOPH and no military efforts to develop the BPHS in areas 

of rural Afghanistan where U.S. troops were based.24 There was a complete impasse 

between strategic level planning in Kabul on the one hand, and Army medical personnel 

and tactical units on the ground on the other. As a result, for the first five years of U.S. 

involvement many units fell back on their old standby, the MEDCAP, and other forms of 

short-term, ad hoc direct patient care to Afghan villagers. During this period, Army 

medical personnel at the tactical level generally did not work together with Afghan 

MOPH officials to build medical capacity and improve governance at the local level, 

despite the overwhelming need. As in Iraq, too often CERP funds were used to build 

clinics and purchase expensive medical equipment which ended up going unused because 

prior consultation with host nation officials had not been done. 
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PRTs were first implemented in Afghanistan in 2002. By 2008, there were 12 

PRTs under U.S. control and 15 PRTs controlled by other NATO countries throughout 

Afghanistan.25 American-led PRTs in Afghanistan differed from those in Iraq in that the 

lead authority was a military officer and staffing was heavily weighted toward military 

personnel, with only three to five civilians on a team of 50 to 100 individuals. PRTs in 

Afghanistan normally co-located with combat units. The medical personnel on U.S.-led 

PRTs normally included a physician assistant, one Non-Commissioned Officer, and two 

medics, none of whom generally had any training or expertise in health system 

reconstruction and development. During this time period, PRTs in Afghanistan were 

subject to many of the same criticisms as those in Iraq, including that they were focused 

exclusively on short-term projects, lacked strategic objectives, and had no metrics to 

measure effectiveness. 

However, the most important factor limiting the effectiveness of PRTs overseen 

by both NATO and the U.S. is that five years after the overthrow of the Taliban, they had 

very little operational reach into rural areas. PRTs operated in virtually all Afghan cities, 

but their activities were largely restricted to urban areas due to security conditions.26 This 

inability of coalition military units and PRTs to operate effectively in rural areas 

throughout Afghanistan in order to build effective governance, security, and 

development, including health system reconstruction and development, was the key 

factor in the growth of the insurgency throughout rural areas of Afghanistan. This was 

particularly true of Afghanistan’s southern and eastern regions. 

During this period, the Defense Department also invested hundreds of millions of 

dollars in order to develop a health system for the Afghan National Security Forces 
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(ANSF), including the Afghan National Army and Afghan National Police. 

Unfortunately, the lack of integration and coordination between civilian and military 

organizations, as well as between various branches of the Afghan and U.S. militaries, 

meant that much of this money was wasted in stovepiped projects with significant 

duplication of effort. In a review conducted in 2007, the DOD’s Deputy Inspector 

General concluded that a sustainable ANSF health care system depended upon achieving 

an integrated Afghan civil–military–police health care system, with the ANSF supported 

by civilian clinical services, medical education, and medical logistics.27 However, the 

Deputy Inspector General found that the lack of coordination and long-term planning by 

the U.S. Central Command, ISAF, Combined Security Transition Command-

Afghanistan, and the U.S. Mission–Afghanistan, significantly hindered progress in this 

area. He also found that the majority of U.S. and NATO-ISAF medical mentoring teams 

were not fully manned or adequately trained. Furthermore, restrictive personnel practices 

for the U.S. Navy and U.S. Air Force medical personnel assigned to Combined Security 

Transition Command-Afghanistan seriously hindered its ability to relocate them to meet 

requirements throughout Afghanistan. The Deputy Inspector General concluded that U.S. 

Central Command, in coordination with the U.S. Mission–Afghanistan, Afghan medical 

leadership, NATO–ISAF, and multiple interagency and international partners, “needs to 

develop a comprehensive, integrated, multi-year plan to build a sustainable ANSF health 

care system.”28 

Unity of Command and Unity of Effort 

Challenges with attaining unity of command and unity of effort pervaded U.S. 

involvement with reconstruction and development of the Afghan health system. The 
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presence of multiple military headquarters and the division of U.S. forces between 

Operation Enduring Freedom and NATO-ISAF complicated efforts to integrate and 

synchronize the efforts of military medical personnel from different countries. The same 

institutional arrangements which complicated interagency coordination in Iraq affected 

relationships between military units and civilian organizations in Afghanistan as well. 

There was no effective mechanism for coordination and integration of the various 

organizations working on health system reconstruction and development. In addition, the 

lack of a lead actor during various phases of the war significantly hindered the 

development of effective unity of effort. 

The Adoption of Counterinsurgency Tactics 
(January 2008 to December 2011) 

The growing strength of the insurgency in Afghanistan, the realization that the 

strategies and tactics employed over the previous six years had been largely unsuccessful, 

and the success of counterinsurgency tactics in Iraq all contributed to the adjustments in 

strategy which began in 2007 to 2008. The drawdown in Iraq eventually freed up 

significant numbers of U.S. troops for deployment to Afghanistan beginning in 2009. 

These additional forces finally began to provide the minimal numbers of troops necessary 

to wage a counterinsurgency campaign. Preliminary data was beginning to show an 

overall improvement in Afghanistan’s health system but many rural areas, particularly in 

less secure southern and eastern parts of the country, had failed to see much progress. 

This lack of progress in remote and insecure areas likely reflected the absence of 

development assistance from coalition military forces, PRTs, and local Afghan 

governments in these regions. 
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U.S. Military Efforts 

The 82nd Airborne Division, organized as Coalition Joint Task Force-82 (CJTF-

82), was one of the first units in Afghanistan, and certainly the first conventional unit, to 

wage a comprehensive and successful counterinsurgency campaign within its area of 

operations. During previous tours in 2002 and 2004, they had earned a reputation as 

“door kickers,” focused on killing bad guys. But over the course of a 15 month tour 

beginning in January 2007, Major General David Rodriguez’ Task Force focused on 

reconstruction and development projects throughout Regional Command-East.29 One of 

their key lessons learned was that security improvements occur when the population sees 

growth in governmental capacity and tangible development efforts. In other words, “good 

governance leads to good security.”30 

The CJTF-82 surgeon’s section developed a health sector strategy which was in 

complete alignment with the Afghan MOPH’s own strategy involving the implementation 

of the BPHS. The overall goal of the CJTF-82 strategy was to develop confidence and 

support for the government of Afghanistan within the Afghan population through 

improved health care. They also sought to connect the districts and provinces to the 

national level of government.31 The CJTF-82 surgeon’s section began with an analysis of 

actions taken in the health sector over the previous five years in order to identify what 

had worked and what had not. They identified three areas which required transformation. 

First, a change from short-term projects to long-term programs which were sustainable 

was required to develop capacity and self-reliance. Second, the provision of direct patient 

care to Afghan citizens by U.S. and other coalition health care providers via MEDCAPs 

needed to be stopped. It was doing nothing to develop capacity or promote confidence on 
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the part of the Afghan people in the local government and MOPH. Third, a focused 

change from building large-scale infrastructure to increasing intellectual capacity was 

necessary. The overarching objective of CJTF-82 was described as emphasizing 

“Facilitate and Empower” rather than “Perform and Do.”32 

The CJTF-82 plan called for subordinate units to conduct medical engagements, 

training events, and team leader meetings at all government levels from the village to the 

province in support of the MOPH’s strategy to implement the BPHS. Military providers 

in maneuver units and PRTs were specifically tasked to partner with the communities in 

their battle spaces to improve the Afghan health system and infrastructure. CJTF-82 units 

were involved in training programs for midwives and other capacity- building workshops. 

They were also extensively involved with teaching medical skills to the ANSF and 

sought to leverage U.S. military international partners (Jordanians, Koreans, and 

Egyptians) to change past humanitarian practices to reflect the new practice of mentoring 

Afghans, and to conduct side by side training to further build capability and capacity. 

CJTF-82 units worked closely with Afghan MOPH officials to develop a responsive 

medical logistics system along with disease surveillance and outbreak response systems. 

Finally, subordinate units were tasked to perform ongoing village medical assessments 

involving the availability of clean drinking water, facility evaluations, and preventive 

medicine programs in order to capture community health needs.33 

Because there were no USAID or Department of Health and Human Services 

civilian representatives at the local, district, or provincial level to mentor Afghan health 

leaders, CJTF-82 medical personnel performed this job in their place. The CJTF-82 

strategy recommended placement of USAID and Department of Health and Human 
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Services representatives at lower levels of government in mentorship roles, and also 

recommended an expansion of the medical section of the PRT to include a senior medical 

provider and a medical service operations officer to coordinate projects. Throughout all 

of CJTF-82’s written documents and actions, the Afghan MOPH was recognized as the 

lead agency in directing health care efforts in Afghanistan.34 

Under the leadership of CJTF-82, eastern Afghanistan appeared to rebound in 

2008. Whereas only approximately 10 percent of Afghans in the east had access to basic 

health care in 2004, by 2008 more than 75 percent did.35 However, it is important to note 

that eastern Afghanistan represented only one of five regional commands in Afghanistan, 

and none of the other regional commands were at that time implementing widespread 

counterinsurgency strategies or having that kind of success. In fact, the British 

government, which controlled Regional Command-South, went out of its way to assert 

that eastern Afghanistan was easier terrain for counterinsurgency and that successful 

approaches there were not transferable to the south. It was another example of the lack of 

unity of effort that was all too common throughout the war. 

While the 82nd Airborne Division is a prime example of a conventional unit 

which had success in Afghanistan employing the unconventional tactics of 

counterinsurgency, the small teams which make up the unconventional Army Special 

Forces have a long history of successful counterinsurgency operations. No other unit 

spent as much time day-to-day, on the ground, working shoulder to shoulder with the 

population as the 12-man Special Forces Operational Detachment Alpha. The prolonged 

intimacy that Special Forces teams develop with local villagers serves as the foundation 

for their success in the fundamentals of counterinsurgency, including building security, 
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governance, and development. For Special Forces units in Afghanistan, the best solutions 

were local ones, developed by the Afghans themselves, and the only effective way to 

build the Afghan government was from the bottom-up in the villages. Village Stability 

Operations were one method employed by Special Forces units throughout Afghanistan. 

According to one Operational Detachment Alpha Commander, “The Village Stability 

Operations methodology is a bottom-up approach that employs U.S. Special Operations 

Forces teams and partnered units embedded with villagers in order to establish security 

and to support and promote socio-economic development and good governance.”36 

Medical personnel assigned to Special Forces units in Afghanistan also developed 

innovative ways of engaging the population at the grassroots level as a means of 

improving public health and health care delivery in remote and insecure areas, where the 

insurgency was most powerful. For example, Major Shawn Alderman, the battalion 

surgeon for 2nd Battalion, 1st Special Forces Group (Airborne), along with the 

battalion’s other medical personnel, developed the concept of Medical Seminars 

(MEDSEMs) during their service in the Philippines. They then transported the concept to 

Afghanistan in 2010, while serving in some of the most conflicted parts of Regional 

Command-South.37 MEDSEMs are medical operations designed to connect isolated 

populations to their government while providing sustainable, medically sound 

interventions which improve public health. 

Whereas MEDCAPs involve the provision of direct patient care by U.S. doctors 

to local villagers and may undermine counterinsurgency objectives by reducing the 

confidence the population has in their own local government’s ability to meet their health 

care needs, MEDSEMs turn the MEDCAP concept on its head in support of 
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counterinsurgency principles. MEDSEMs are completely led by local national officials 

and are facilitated by coalition forces. They are designed to promote interoperability 

between local Afghan leaders, Afghan medical officials, and Afghan security forces. The 

key to their success is a prolonged period of area preparation and relationship building 

which occurs over 30 to 60 days. During this period there are multiple planning meetings 

which foster relationship building and information sharing between participants. This 

first phase is followed by phase two, the actual execution of the medical seminar over 

three to four days. The seminar features classroom instruction by local Afghan medical 

officials on public health topics focused on basic women’s and children’s health to 

Afghan villagers. The event is hosted by local government officials and security is 

provided by ANSF. The event concludes with student-led medical engagements in which 

students assist local medical officials in surrounding villages. Phase three, the final phase, 

involves follow-up and relationship maintenance indefinitely into the future. During this 

phase the MEDSEM graduates serve as volunteer assistants in local clinics and facilitate 

future medical interventions and engagements under the mentorship of local medical 

providers.38 

According to Alderman, medical programs in counterinsurgencies can be valuable 

tools when they properly align with operational objectives. MEDSEMs are a way for 

commanders to influence operationally important geographical areas or populations in 

order to meet the desired end state. By fully integrating host nation assets, ensuring that 

host nation officials are at the forefront at all times, promoting the capacity of the host 

nation government, and enabling self-sufficiency, MEDSEMs improve governance and 

the confidence of the people in their own government. MEDSEMs connect local doctors, 
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nurses, midwives, and recently trained villagers to their local population with the intent 

of increasing the perception by villagers that local MOPH officials and medical personnel 

are responsible for their health and have their best interests in mind.39 

The 2nd Battalion, 1st Special Forces Group (Airborne) had significant success in 

implementing the MEDSEM concept throughout southern Afghanistan in 2010. They 

obtained support for the concept from a wide cross-section of organizations throughout 

Afghanistan including ISAF, the Afghan MOPH, Regional Command-South, USAID, the 

Kandahar and Zabul PRTs, and numerous NGOs. They also worked closely with Afghan 

MOPH officials to ensure that all of their efforts were completely aligned with MOPH 

strategic plans. Many of the events featured an opening ceremony with an introductory 

address by the provincial Director of Public Health in the area. Over time, as a result of 

regular meetings between the unit’s medical personnel and local MOPH officials, 

MEDSEMs became more closely aligned with the MOPH policy to place Community 

Health Workers in isolated villages and featured instruction based on the official Afghan 

Community Health Worker program.40 

MEDEMs were particularly successful in activating and empowering the MOPH 

in rural villages of southern Afghanistan where they had not been previously active due 

to the security situation and the influence of the insurgency. Special Forces medical 

personnel also worked closely with USAID during these MEDSEMs and they thus served 

as a mechanism for USAID to become involved in areas where they had previously been 

unable to work due to poor security.41 

Finally, Alderman and his team were able to do something that very few medical 

personnel involved in medical operations in either Iraq or Afghanistan were able to do: 
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they developed relevant measures of performance and more importantly measures of 

effectiveness aligned with their objectives and then tracked the effects on the population 

that their MEDSEMs were having over time. Measures of effectiveness were tracked 

across seven different lines of operation: capacity to govern, security, access, 

interoperability, focused engagement, medical, and information operations. Preliminary 

reports of measures in multiple categories taken 45 days after the first event in one 

district supported the idea that MEDSEMs were making a difference. There was 

improved attendance at district shuras, increased Improvised Explosive Device reporting 

by local nationals, increased white space around the district, and multiple requests by 

tribal leaders for additional medical engagements.42 

This use of measures of effectiveness by 2nd Battalion, 1st Special Forces Group 

(Airborne) in an effort to establish metrics for identifying just which medical operations 

were successful and should be expanded versus which should be discontinued, was 

unfortunately far too rare. The ongoing failure of military medical personnel and PRTs to 

develop effective metrics for determining which types of medical operations had the 

desired effects, and then to track those metrics closely over time, was a huge factor in the 

inability of U.S. medical counterinsurgents to learn as the war progressed. 

Although Alderman’s Special Forces Battalion did great work in some of the most 

insecure districts of southern Afghanistan, there were far more villages and districts 

which were not engaged by the Afghan MOPH, coalition military units, or PRTs. An 

examination of after action reviews from many units throughout Afghanistan active at 

this time provides only sporadic evidence that their medical personnel were effectively 

engaged in medical civil-military relations or health system reconstruction and 



 

99 

development. Furthermore, given the economy of force, ISAF and the U.S. military had 

to make difficult decisions about priorities of effort. One area in the health sector which 

continued to receive a large percentage of U.S. dollars and manpower was the 

development of the ANSF health system. By 2010, the U.S. Medical Training Advisory 

Group included 155 U.S. military medical mentors throughout Afghanistan who worked 

in the offices of the Surgeons General for both the Afghan National Police and the 

Afghan National Army. They also worked in the National Military Hospital in Kabul and 

in regional military hospitals in other cities.43 The U.S. Medical Training Advisory 

Group oversaw the construction of five 50-bed hospitals exclusively for the use of ANSF 

and had a budget of approximately $130 or $140 million per year, not including 

infrastructure costs, solely for equipment, pharmaceuticals, and other necessities to 

support development of the ANSF health system.44 

The issue with the U.S. decision to prioritize money and support for the Afghan 

military health system is that it did so at the expense of the Afghan civilian health system 

at a time when large areas of rural Afghanistan, particularly in the southern and eastern 

regions of the country where the insurgency was strongest, rarely if ever had contact with 

the Afghan MOPH, U.S. forces, or PRTs. This failure to attack the insurgent’s center of 

gravity via support and development of the population in rural areas of the country that 

served as the insurgents’ base remained a crucial driver of further insurgency. In addition, 

the continued lack of coordination and integration among the Afghan civilian health 

system, the Afghan National Army health system, and the Afghan National Police health 

system defied logic and is not sustainable once the U.S. and NATO depart. Events like 

the construction and reopening in 2009 of the Afghan Military Medical School, dedicated 
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solely to the training of physicians for the Afghan military, are evidence of a failure of 

integration. Once again, the fact that there was no mechanism or body for coordination 

between civilian and military organizations working in the respective health systems led 

to duplication of effort and wasted money. The prioritization of resources for military 

health systems tends to create the multitiered health systems not uncommon in poor 

countries in which the military health system far outclasses the underfunded and second-

class civilian health system.45 

The year 2009 represented a pivotal year for U.S. and coalition forces in 

Afghanistan with the appointment of General Stanley McChrystal as ISAF Commander, 

the codification of the change in strategy represented by McChrystal’s ISAF 

Commander’s Counterinsurgency Guidance, and a decision by President Obama to surge 

30,000 additional troops. All of these events represented a recognition of the fact that the 

ISAF strategy was not working and that the insurgency was growing in strength. In his 

guidance, McChrystal directed ISAF forces away from conventional tactics and towards 

an embrace of the Afghan people, with a focus on building governance capacity and 

accountability at all levels down to local communities.46 General Petraeus went one step 

farther the next year in his guidance, recommending that ISAF forces “live with the 

people.”47 The subsequent actions and directives of both the PRTs and ISAF medical 

officials reflect this change in direction. 

The Evolution of Provincial Reconstruction 
Teams in Afghanistan 

By 2010, there were 27 ISAF PRTs in Afghanistan, including 12 belonging to the 

U.S. Though PRTs in Afghanistan initially faced criticism for their focus on short-term, 
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unsustainable construction projects, over time most critics acknowledged that PRTs 

moved towards support for more long-term, capacity-building efforts. The 2009 ISAF 

PRT handbook reflects this with its focus on the four enduring principles which 

underpinned all of its operations in reconstruction and development: Afghan-owned, 

ISAF-enabled, wholly collaborative and sustainable.48 It focused on operationalizing 

these principles in the health sector via engagement with the Afghan MOPH at the 

national level and the application of military medical resources at the local level. 

However, the dearth of medical personnel assigned to PRTs severely limited their ability 

to make meaningful contributions to health system reconstruction and development. In 

addition, their ability to work in the insecure areas of southern and eastern Afghanistan, 

where the insurgency was most powerful, remained severely constrained. 

International Security Assistance Force Position 
on Military Medical Engagements 

In July 2010, ISAF released its Guidance on Military Medical Engagement in 

Health Sector Reconstruction and Development. The document reflected a decade’s 

worth of experiences on the part of ISAF nations in the reconstruction and development 

of the Afghan health system, including the initial failures with direct patient care by ISAF 

medical personnel and subsequent success with strategies based upon counterinsurgency 

principles. The document begins by asserting that the primary responsibility for health 

sector reconstruction and development rests with Afghan government, particularly the 

MOPH, and that ISAF military units and PRTs play a supporting role only. It goes on to 

discuss the reciprocal relationship between security and improved health care. Improving 

health care depends on the existence of secure conditions under which health care 
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providers can act. At the same time, improved health care capability reinforces security 

conditions by enhancing community support for the legitimacy of the government and 

reducing support for insurgents.49 The document also states that the direct provision of 

health care by military personnel to Afghan citizens is generally detrimental to the long-

term development of the Afghan health system and it therefore asserts that MEDCAPs do 

more harm than good. 

The guidance goes on to say that military involvement in health sector 

reconstruction and development should always be based upon a direct request from the 

Afghan MOPH and that civilians should have primacy over health sector reconstruction 

and development. All medical engagements in which military units participate should 

have Afghan health care professionals at the forefront and should be Afghan-owned, 

delivered to Afghan standards, and sustainable.50 Finally, the document acknowledges 

the need for the development of improved measures of performance and measures of 

effectiveness during the planning for any medical engagement. This guidance reflects 

how many important lessons were learned over the first decade of ISAF involvement in 

Afghanistan and establishes a firm groundwork for future military medical engagements 

by ISAF countries.51 

In 2011, the ISAF medical section began to focus on transitioning towards its 

desired end-state: an Afghan government capable of assuming and sustaining execution 

of medical operations.52 ISAF’s engagement strategy reflected the important lessons 

learned over the previous decade about the right way to do health system reconstruction 

and development during counterinsurgency. ISAF’s initiatives (plans, programs, and 

operations), capabilities (knowledge and training), and resources (materials, facilities, 
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and services) were all focused on support for the Afghan MOPH’s development efforts. 

All ISAF medical operations now had to pass a six question test: 

1. Is it necessary to establish an essential system or service? 

2. Is it culturally appropriate? 

3. Is it supported by the Afghan government? 

4. Is it executable? 

5. Is it affordable (in the long-term)? 

6. Is it sustainable?53 

ISAF’s support was focused increasingly on public health programs such as the 

Community Led Total Sanitation Program used in Village Stability Operations and 

community development councils, a Polio Eradication Campaign, and a National Burn 

Campaign focused on the prevention of burns to children.54 It also focused on human 

capacity building via mentoring and training of the ANSF with the goal of a competent 

and self-sustained ANSF medical service, capable of independent support of ANSF 

operations. On the civilian side, ISAF training programs used only MOPH-approved 

standards and curricula and focused on training the Afghan trainer. Its civilian physician 

assistant and nurse training programs were geared toward increasing the rural postings of 

these medical professionals.55 All of these initiatives were evidence of the significant 

progress ISAF and the U.S. military had made in developing programs which were 

medically sound, host nation-led, capacity-building, sustainable, and aligned with 

counterinsurgency principles. 
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Experiences with Implementing Counterinsurgency Tactics 
in Afghanistan 

Several important lessons learned have grown out of recent experiences with 

implementing counterinsurgency tactics throughout Afghanistan, in the health sector as 

well as in other lines of operation. First, the efforts in Afghanistan of the U.S. 

Government as a whole, including both civilian and military organizations, have been 

delivered in too much of a top-down fashion rather than from a bottom-up approach. The 

vast majority of money, personnel, emphasis, and projects have all gone to and through 

Kabul where they have been subject to all kinds of misdirection and corruption, rather 

than directly to local communities in rural areas of Afghanistan. Two-thirds of U.S. 

government civilians in Afghanistan work in Kabul. The failure of the U.S. to prioritize 

improved governance and development in rural areas of Afghanistan, particularly in 

regions of southern and eastern Afghanistan which serve as the base for the insurgency, 

has allowed the insurgency to continue to grow despite increased numbers of troops and 

billions of dollars spent.56 

Afghanistan is a rurally based society and its insurgency is “rooted in the political, 

economic, and social dynamics of rural areas.”57 Many of the rural areas of southern and 

eastern Afghanistan have been wracked by violence and insecurity and, as a result, have 

remained mainly off-limits to NGOs and other civilian organizations. Unfortunately, for 

too long ISAF and the U.S. military did not prioritize the placement of troops, the 

development of good governance, and the delivery of essential services in these areas. On 

those occasions when U.S. Army medical personnel have engaged local populations in 

these areas via innovative medical operations based on counterinsurgency principles, they 

have been quite successful. Overall though, despite GEN Petraeus’ injunction to “live 
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among the people,” the majority of U.S. Army and ISAF troops for many years remained 

largely isolated on well-fortified Forward Operating Bases while most U.S. Government 

civilians remained in Kabul. Meanwhile, the insurgency continued to thrive in villages 

that were mainly out of the reach of the Afghan Government and coalition military 

forces. 

U.S. Army medical personnel had the most success when they worked side-by-

side in local communities with the population and with Afghan MOPH officials, 

developing relationships while building capacity, improving governance, and tying the 

population to their government. Medical personnel from the 82nd Airborne Division and 

the 2nd Battalion, 1st Special Forces Group (Airborne) validated this concept in their 

operations. In counterinsurgency generally, and in health system reconstruction and 

development during counterinsurgency in particular, how people are engaged may be 

more important than what is produced.58 Engaging in health system reconstruction and 

development during counterinsurgency, like all counterinsurgency work, is incredibly 

difficult and too often units and commanders fall back on conventional methods and 

force protection. In order to be successful, units need to engage the population, live 

among the people, develop innovative programs, and build capacity in the areas where 

the insurgency is strongest. 

One other important lesson learned is that too much aid can in many ways be 

destabilizing.59 The billions of dollars poured into Afghanistan by the U.S. and other 

countries have destabilized Afghanistan’s fragile economy and political system by 

“fueling corruption, supporting a lucrative economy that benefits insurgents, and creating 

perverse incentives among key actors to maintain the status quo of insecurity and bad 
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governance.”60 In the health sector, those programs that have been most successful have 

been focused on capacity building and tailored to the public health and primary care 

focus of Afghanistan’s BPHS. Meanwhile, the hundreds of millions of dollars spent on 

advanced medical equipment and unwanted medical facilities have largely been wasted. 

Overview of Afghan Health System 
Reconstruction and Development 

At the time of the overthrow of the Taliban in 2001, Afghanistan was one of the 

poorest countries in the world with a completely dysfunctional health system, one in far 

poorer condition than the Iraqi health system at a similar juncture. Despite this, the 

Afghan MOPH in conjunction with numerous international health organizations quickly 

developed an effective national strategic plan built around the BPHS that was public 

health and primary care-oriented. It was also designed to reach underserved rural 

populations. The most recent survey data shows that in many ways health system 

reconstruction and development over the previous decade has been quite successful. 

The Afghanistan Mortality Survey, conducted in 2010, found that most Afghans 

are living longer, fewer newborns are dying, and far more women are surviving childbirth 

as a result of the dramatic improvements in Afghanistan’s health system over the past 

decade.61 Life expectancy has improved from 43 years in 2000 to between 62 and 64 

years for both men and women.62 Infant mortality has declined from 165 deaths per 1000 

live births in 2000 to 97.63 In addition, the number of health care facilities in Afghanistan 

improved from 450 in 2003 to more than 1800, while the number of trained midwives 

grew from 400 to 2000.64 There are also now more than 20,000 trained Community 

Health Workers.65 However, one very important caveat must be noted in regards to the 
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survey data. While the survey covered 87 percent of Afghanistan, this included 98 

percent of the urban population but only 84 percent of the rural population.66 Most 

importantly, for security reasons it did not include rural areas of the three major southern 

provinces (Kandahar, Helmand, and Zabul) which are the base of the insurgency. 

This failure to include data from the provinces in southern Afghanistan where the 

insurgency is strongest is a reflection of the failure, until recently, of the Afghan 

government and its many partners, including the U.S. and ISAF, to effectively engage the 

population in these areas in an effort to improve security, governance, and development. 

The inability of the U.S. Army and other organizations to do effective health system 

reconstruction and development (and other forms of development) for too many years in 

the areas where the Taliban was strongest was largely the result of too few troops and at 

times misplaced priorities. Developing an effective national strategy, as occurred with the 

creation of the BPHS, is an essential and necessary first step for effective health system 

reconstruction and development but it is not sufficient. The inability to fully implement 

the BPHS in the areas where it was most needed for success in counterinsurgency 

illustrates the essential role that the lack of security played in preventing local 

government officials and civilian organizations from operating in crucial areas of the 

country. In these areas it was primarily left to military organizations to step in, and in the 

vast majority of cases they did not for the first six or seven years of conflict. By the time 

they began to engage the population in these conflicted areas of particularly southern 

Afghanistan, they were forced to try to come from far behind in battling a well- 

established insurgency. However, over the last several years, some impressive strides 

have been made with the adoption of strategies based on counterinsurgency principles. 
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There have been several examples of effective medical operations by units in 

Afghanistan, including the 82nd Airborne Division and the 2nd Battalion, 1st Special 

Forces Group (Airborne). Unfortunately, though, there are not enough other examples 

from throughout the country. These units established an effective model of medical 

operations performed in alignment with counterinsurgency operational objectives. The 

success of these operations, like the Village Stability Operations implemented by Special 

Forces units and others, demonstrates the importance of engaging the population via 

bottom-up strategies focused at the local and district level in a rurally-based society like 

Afghanistan. In addition, it is essential that these local and tactical operations are nested 

with and tied to operational and strategic planning at higher levels.67 

A retrospective analysis of the entire course of Afghan health system 

reconstruction and development in light of the six principles discussed in chapter 3 which 

should serve to guide the process shows a significant degree of conformity with the 

principles. There was an effective transition from emergency relief to health system 

reconstruction and development. In addition, a comprehensive systems-based approach 

guided the process and there was a consistent focus on public health and primary care. 

Health system development largely remained centered in the community and the 

development of capacity was generally a priority.  

Table 2 demonstrates the progress over time within the three health system 

building blocks which are the focus of this thesis: health service delivery, the health 

workforce, and leadership and governance of the health system. There was consistent 

progress within all three building blocks and particularly within the health service 

delivery block. 
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Table 2. Afghanistan’s Progress Over Time within Health System Building Blocks 

 
BUILDING BLOCK 2001 2006 2009 Percentage 

Change (2001-
2009) 

A. HEALTH 
SERVICE 
DELIVERY 

 

DTP3 immunization 
among 1 year olds 
(%) 

33 58 66 (2010) +100.0 

Smear-positive TB 
treatment success rate 
(%) 

84 84 86 +2.3 

Primary Healthcare 
Centers per 10,000 
population 

0.4 (2002) 0.5 (2007) 0.6 (2008) +50.0 

B. HEALTH 
WORKFORCE 

 

Physician density 
(per 10,000 
population) 

0.19 0.14 0.20 +5.3 

Dentist density (per 
10,000 population) 

0.03 0.01 0.03 0 

Nurse and midwife 
density (per 10,000 
population) 

Not available 0.37 0.50 +35.1 

C. LEADERSHIP 
&GOVERNANCE
  

    

National Health Care 
Strategy 

No  Yes Yes N/A 

Essential Medicines 
List 

No Yes Yes N/A 

National Strategic 
Plan for TB 

No Yes Yes N/A 

 
Source: Adapted by author from World Health Organization data (World Health 
Organization, 2012), http://apps.who.int/ghodata/ (accessed 21 April 2012). 
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CHAPTER 6 

CONCLUSION AND RECOMMENDATIONS 

If you want to go fast, you go alone. If you want to go far, you go with others. 
— Dr. Suraya Dalil, Afghan Minister of Public Health 

Health Sector Reconstruction and Development in ISAF 
 
 

Conclusion 

At the conclusion of major combat operations in both Iraq and Afghanistan, U.S. 

Army medical personnel confronted host nation health systems which were virtually 

collapsed. Together with host nation officials, other U.S. Government Agencies, NGOs, 

and international organizations, they took up the task of health system reconstruction and 

development. Army medical personnel assumed this effort in addition to what is always 

the primary and essential duty of all Army medical personnel in any combat 

environment: the treatment and evacuation of wounded American troops. The problem 

was that while American medical personnel were well-trained and well-resourced to care 

for American troops, they had absolutely no training, expertise, resources, or doctrine to 

guide them in health system reconstruction and development during what quickly turned 

into counterinsurgency in both countries. This occurred despite the fact that the last 

prolonged conflict in which the U.S. Army had been engaged was the nearly decade long 

Vietnam counterinsurgency and that since then the Army had provided support on a 

much smaller scale to counterinsurgency efforts in Central America and elsewhere. 

However, lessons learned concerning the medical aspects of counterinsurgency had not 

been institutionalized in doctrine or training after the Vietnam War or subsequently and 

instead were mainly lost to history. 
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Health system reconstruction and development in developing countries is difficult 

under the best of circumstances, even when done by humanitarian workers who are 

experts in the subject. It is significantly more complex in the aftermath of major combat 

operations and with a budding insurgency. Initial experiences in both Iraq and 

Afghanistan reflect these difficulties with frequent missteps as Army medical personnel 

and the other organizations involved in health system reconstruction and development 

tried to make the best of difficult situations. In Iraq, the lack of coordination and 

integration between the military and U.S. government agencies prior to the conflict and in 

the initial stages of post-conflict operations complicated the situation considerably. So 

too did the rapidly progressive deterioration in security which made it nearly impossible 

for civilian organizations to work in most areas of the country. As a result of the security 

situation, military units were frequently the only organizations capable of working at the 

local level for several years throughout the majority of the country. 

In Afghanistan, effective planning at the national level did occur expeditiously 

after the end of major combat operations with the creation of the BPHS, a well-designed 

effort to bring preventive medicine and primary health care services to all of Afghanistan, 

including underserved rural areas. However, due to the very low number of troops for the 

first seven to eight years of the war and decisions concerning their prioritization, the 

population was generally not engaged for many years in large expanses of rural 

Afghanistan. Particularly in rural parts of the southern and eastern regions of the country 

where the insurgency was based, there was little reconstruction and development of the 

health system because coalition military forces and the Afghan MOPH were not active in 

those areas. 
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In both countries, initial efforts by military units and PRTs working on health 

system reconstruction and development were criticized on multiple accounts, including 

for their focus on short-term and expensive projects. Often, these costly projects included 

the purchase of large-scale infrastructure or medical equipment not appropriate for 

developing countries. In addition, there was little focus initially on capacity building or 

sustainability. Many expensive projects went unused because host nation medical 

officials were not consulted prior to initiation, and then not interested once they were 

complete. Finally, many medical personnel from Army units in the initial years after the 

end of major combat operations provided direct patient care to local villagers during 

MEDCAPs and similar operations, directly undermining the confidence of the population 

in the ability of their own government’s medical officials and providers to care for them. 

In both Iraq and Afghanistan during the first five years after the end of major combat 

operations, the insurgency grew progressively stronger and though there were some 

minor improvements in each country’s health system, overall health system 

reconstruction and development was not nearly as effective as it could have been. 

However, in both countries things improved somewhat with the introduction of 

counterinsurgency doctrine and tactics, significant increases in the number of troops, and 

as Army medical personnel, PRTs, and other organizations learned about what worked 

and what did not when it came to health system reconstruction and development. 

According to the FM 3-24, the Counterinsurgency manual, the side that learns faster and 

adapts more rapidly, in other words the better learning organization, is the side that 

normally wins in a counterinsurgency campaign.1 In both Iraq and Afghanistan, it took 

too long for the U.S. military to begin to adopt the appropriate counterinsurgency tactics 
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and during this period the insurgency grew strong and developed significant influence 

over the population. 

Success in counterinsurgency depends on the ability to build and maintain the 

legitimacy of the host nation government in the eyes of the people. In both Iraq and 

Afghanistan, Army medical personnel in some units were successful in implementing 

medical operations which were aligned with the principal counterinsurgency objectives. 

For example, as discussed in chapter 5, from 2005 to 2006 the 3rd ACR in Al Anbar 

Province Iraq adopted a “secure, engage, and build” strategy to develop the capacity and 

capability of local medical institutions in the city of Tal Afar. Over their year-long 

deployment, the unit was very successful in increasing the confidence of local Afghans in 

the legitimacy of their own government. Similarly, in 2010 in southern Afghanistan, 2nd 

Battalion, 1st Special Forces Group (Airborne) employed the MEDSEM concept as a 

way to connect local populations to their government and to the health officials 

responsible for their care while simultaneously addressing the health needs of the 

population. In both of these examples, medical operations succeeded because they were 

aligned with operational objectives and with the desired end state in a counterinsurgency 

environment. Unfortunately, these models of success were not quickly institutionalized 

into doctrine and training for the benefit of other units which followed. As a result, too 

many subsequent units engaged in medical operations which repeated the same mistakes 

over and over. 

An assessment of the progress in Iraq and Afghanistan with health system 

reconstruction and development at the strategic level reveals that despite the multitude of 

difficulties initially, over time development conformed to some degree with the six 
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principles outlined in chapter 2. These principles include the need for a comprehensive 

systems-based approach, a focus on public health and primary care, the pursuit of equity, 

the development of capacity, remaining community-centered, and transitioning quickly 

from providing emergency health services to the development of a functional health 

system. In Iraq, the major shortcomings arose from deficiencies in adopting a  

systems-based approach, maintaining a focus on public health and primary care, and 

achieving equity. Afghanistan was overall more successful in conforming to all six 

principles, though significant inequality continued to exist, particularly between rural and 

urban areas. 

Problems remained even years after the adoption of counterinsurgency tactics as 

there was no comprehensive program in Iraq or Afghanistan to ensure that all medical 

operations throughout the entirety of both countries were coordinated and aligned with 

counterinsurgency principles. Successful operations like the ones discussed in chapters 

four and five were too often the product of hard-charging and innovative Army medical 

personnel, rather than the result of a systems-based approach by Army medical 

leadership. In addition, there continued to be little connection between strategic planning 

in the capital and tactical operations at the local level. Too much of the approach to 

health system reconstruction and development was top-down rather than bottom-up. 

Interagency coordination also continued to be a major problem. Overall, there was not a 

complete transition from the conventional tactics which dominated early on to the 

irregular ones which proved to be more successful. 

In the medical field, embracing the irregular tactics of counterinsurgency involved 

identifying those local populations most at risk and most vulnerable to insurgency, 
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engaging them, and building relationships with them in conjunction with host nation 

medical officials via public health training and other forms of medical engagement. 

When done well, these types of medical operations accomplished the primary 

counterinsurgency objective: they fostered the development of effective governance by a 

legitimate government. However, some Army medical units continued to prioritize things 

like hospital-based training which, while not harmful, failed to engage the target 

population. As stated in FM 3-24, “the military forces that successfully defeat 

insurgencies are usually those able to overcome their institutional inclination to wage 

conventional war against insurgents.”2 

After 10 years of waging counterinsurgency in Iraq and Afghanistan and multiple 

repeated deployments by thousands of Army medical personnel involved in health system 

reconstruction and development, the Army Medical Department still has not developed 

training or doctrine on the subject of health system reconstruction and development while 

engaged in counterinsurgency. This is the case despite repeated calls to do so from Army 

medical personnel, particularly those with multiple deployments with operational units. 

As outlined in chapter 3, some development theorists favor a severely 

circumscribed role for the U.S. Army in health system reconstruction and development 

during counterinsurgency. They believe that the Army should focus only on providing 

security, supporting military programs, and providing temporary emergency services 

when absolutely necessary. There are five main arguments given in support of this 

position: 

1. The military lacks the configuration and the expertise to do development work 

well. As a result, its development efforts are consistently substandard. 
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2. The military focuses on short-term interventions at the expense of the 

development of sustainability and capacity over the long-term. 

3. The military does not follow the lead of host nation health ministries because it 

has its own funding sources and hence develops its own programs. 

4. Military activities are generally based on tactical or political goals rather than 

the principles of humanity, independence, impartiality, and equity which guide 

humanitarian workers. 

5.Military involvement in health system reconstruction and development threatens 

the security of humanitarian workers. 

The first three arguments were largely true of American involvement in Iraq and 

Afghanistan in the first several years after the end of major combat operations. However, 

over time U.S. Army medical personnel and PRTs learned from their mistakes and 

mainly stopped doing short-term projects in favor of longer term capacity-building 

efforts. With time, they also recognized the importance of host nation leadership over all 

medical programs. The experiences of U.S. Army medical personnel and PRTs validated 

the six principles for health system reconstruction and development discussed in chapter 

3 which are based upon the experiences of humanitarian workers in developing countries 

over the last several decades. 

As for the fourth argument, it remains true that military forces, unlike 

humanitarian workers, often seek to achieve tactical or political goals rather than simply 

promoting development for its own sake. Ultimately, though, military medical personnel 

share with humanitarian workers the goal of working with host nation personnel to build 

self-sufficient, functional, and sustainable health systems. The prioritization that military 



 

121 

forces use in getting to this goal may differ on occasion based upon tactical 

considerations but ultimately the goal is the same. Experiences over the last 10 years 

have impressed upon Army medical personnel the fact that short-term, ad hoc strategies 

in the health sector inevitably fail and that only long-term strategies focused on building 

capacity are successful. Finally, the concern on the part of NGOs and humanitarian 

workers about their security when working with military forces in a counterinsurgency 

environment is legitimate and military forces must do everything in their power to 

mitigate these threats. Most importantly, military personnel need to recognize the 

necessity of maintaining a division between “humanitarian space” and “military space” 

and avoid blurring the distinction between the two. 

Events in Iraq and Afghanistan demonstrate the folly of the idea held by some 

development theorists that health system reconstruction and development in a 

counterinsurgency environment could be successful without the significant involvement 

of military medical personnel beyond simply providing security, aid to military programs, 

and emergency care. In both Iraq and Afghanistan, analysis shows that there have been 

two critical situations in which military involvement was essential for effective health 

system reconstruction and development: immediately after the conclusion of major 

combat operations and in unsecured areas not accessible to civilian organizations. The 

initial months and then first several years following the conclusion of major combat 

operations are a crucial period in the reconstruction and development of the host nation 

health system. It is essential that organizations working with host nation officials engage 

the population and begin the reconstruction process in a timely manner, particularly in 

areas vulnerable to insurgency. Since it generally takes at least many months, if not more 



 

122 

than a year, for most NGOs, international organizations, and other civilian organizations 

to establish a presence after major combat operations have ended, it almost inevitably 

falls on the military to perform this function until civilian organizations are in place. 

Events over the last 10 years have shown the decisive role that security plays in 

counterinsurgency. A counterinsurgency force that is unable to secure the population is 

destined to be unsuccessful. In health system reconstruction and development, the degree 

of security in a given area is the primary determinant of which organizations and which 

strategies can be employed to engage the population in rebuilding the health system. A 

lack of security severely limits or completely eliminates the ability of civilian 

organizations to work in a given region. However, since these areas are often the base of 

the insurgency, it is essential that they not be written off as too difficult. Military forces, 

perhaps aligned with civilian organizations depending on the situation, have the ability to 

go into these areas, engage the population via effective medical operations aligned with 

counterinsurgency objectives and development principles, and create a more secure 

environment over time with space for civilian organizations to eventually operate. The 

ability of military units and medical personnel to perform this function in these crucial 

areas is essential to successful counterinsurgency. 

There is absolutely no reason to believe, particularly given current budget 

concerns affecting the U.S. Government, that USAID and the State Department are going 

to vastly increase their expeditionary capacity and take over this dangerous mission, as 

some have called for. The failure in both Iraq and Afghanistan to engage the population 

and implement medical programs in key at-risk areas in the immediate aftermath of the 

conclusion of major combat operations created a hole which American forces and their 
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partners subsequently have spent many years trying to dig out of. Insecure areas are 

frequently the base of the insurgency and thus crucial ground for counterinsurgents to 

focus their efforts to improve governance and restore services, including health. 

Normally, only the military (sometimes partnered with civilian organizations) has the 

ability to go into these areas, live with the people and build relationships with them, 

creating space for host nation officials and civilians to operate. 

The argument from development theorists that the involvement of military 

personnel in health system reconstruction and development should be severely restricted 

is not realistic, ignores the significance of the initial period after the conclusion of major 

combat operations before most civilian organizations are in place, and essentially writes 

off poor people living in insecure areas inaccessible to civilian organizations. On the 

other hand, the ISAF guidelines issued in Afghanistan in 2010 correctly prescribe the 

appropriate boundaries for military involvement in health system reconstruction and 

development. First, the host nation and its officials should always have the lead in all 

programs associated with health system reconstruction and all programs should have host 

nation professionals at the forefront. In addition, these programs should be host nation-

owned, delivered to host nation standards, and sustainable over the long-term. Civilians 

should have primacy over health system reconstruction development and the military 

should be in a supporting role. 

Development theorists critical of military involvement in health system 

reconstruction and development are ultimately short-sighted when assessing the 

military’s role in Iraq and Afghanistan. Their criticisms concerning many of the Army’s 

initial mistakes are apt, but these theorists ignore the progress made by Army medical 
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personnel and units over the course of both wars. Army involvement in health system 

reconstruction and development is not forever destined to focus on expensive, short-term, 

and independently designed projects. Of course these types of operations are doomed to 

fail and Army medical personnel have largely learned that painful lesson. Over the course 

of the campaigns in both Iraq and Afghanistan, Army medical personnel moved away 

from these failed strategies and towards strategies which were based on both 

counterinsurgency and development principles. It is true that Army medical personnel 

still have plenty of room for improvement, but the evidence shows that they have to a 

significant degree learned from their initial mistakes and developed improved ways of 

supporting host nation officials. Development theorists are correct that Army medical 

personnel will never have the same level of expertise as civilians who spend their careers 

doing development work. For this reason, civilian experts should always maintain control 

over the process and have the lead role. But Army medical personnel play a crucial role 

during times and in situations where civilians are unable to act. The challenge for the 

Army Medical Department and Army medical personnel will be to continue to make 

progress by capturing lessons learned and incorporating them into training and doctrine. 

As the events of the last 10 years demonstrate, achieving success in 

counterinsurgency is tremendously difficult. It is a protracted, messy, and confusing form 

of warfare. The medical aspect of counterinsurgency requires not only effective planning 

at the national level but more importantly extended engagement with the population, 

alongside host nation health officials and providers at the local level. It is essential that 

these engagements are focused on insecure areas where the insurgency is strongest in 

order to be to be effective. Success requires the Army Medical Department and all its 
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physicians, physician assistants, nurses, medics, and other medical professionals to be 

completely engaged. There is no way that the U.S. Army can succeed in the 

tremendously difficult and complex business of counterinsurgency without a complete 

commitment from the Army Medical Department and all its personnel (along with all 

other Army branches) to do everything in their power to achieve success. In a 

counterinsurgency, the Army Medical Department is obligated to go beyond its primary 

mission, conserving the fighting strength of American forces, to take on the secondary 

task of host nation health system reconstruction and development. The U.S. Army has 

been engaged in large-scale counterinsurgency operations (Vietnam, Iraq, Afghanistan) 

for approximately 20 of the last 50 years and has provided support to smaller 

counterinsurgency operations in places like Central America, for many of the intervening 

years. Though in the near future U.S. forces may “no longer be sized to conduct large-

scale, prolonged stability operations” as stated in the 2012 Defense Strategic Guidance, it 

remains highly likely that the U.S. Army will continue to be involved in some form of 

counterinsurgency in the future.3 It may involve simply providing support to 

governments at risk to prevent small conflicts from developing into full-scale 

counterinsurgencies. The Army Medical Department cannot afford to repeat the mistakes 

made after Vietnam, in which lessons learned under difficult conditions on the battlefield 

about counterinsurgency operations were not effectively captured and institutionalized in 

doctrine and training. 

Recommendations 

1. The Army Medical Department should develop doctrine and training for health 

system reconstruction and development while engaged in counterinsurgency. This 
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doctrine should include lessons learned from Army experiences throughout history, up to 

and including Iraq and Afghanistan. It should particularly address the complexities of 

integrating and synchronizing all civilian, military, and host nation organizations 

involved in health system reconstruction and development. It should also reflect 

knowledge gained from health system development by civilian organizations around the 

world. Most importantly, this doctrine should be based upon a careful and comprehensive 

analysis at the tactical, operational, and strategic levels addressing which methods have 

worked and which have not. Training on health system reconstruction and development 

in counterinsurgency should be integrated into all levels of Army Medical Department 

education including the Basic Officer Leader Course and the Captain’s Career Course. It 

should also be incorporated into Joint Readiness Training Center and National Training 

Center scenarios where commanders will benefit from learning about the harm of direct 

patient care by American forces in many situations and the benefits of a strategy focused 

on capacity building and improving local governance. It is absolutely essential that the 

Army Medical Department does not repeat the mistake made after Vietnam in failing to 

institutionalize lessons learned by Army medical personnel under some very demanding 

conditions on bloody battlefields. 

2. Mechanisms to improve the integration, coordination, and synchronization of 

all military and civilian organizations involved in health system reconstruction and 

development at both the strategic and operational levels should be developed. The failure 

to successfully integrate the various civilian and military organizations involved in Iraq 

and Afghanistan’s health system reconstruction and development, which began in the  

pre-conflict planning stages and continued nearly unabated throughout years of conflict, 
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resulted in recurrent duplication of effort and tremendous inefficiency. Multiple books 

and articles have been written concerning the failures in interagency coordination 

throughout all aspects of government involvement in Iraq and Afghanistan. Many of the 

solutions proposed and executed thus far have not succeeded, illustrating the scope and 

complexity of the problem. In the health sector, it is absolutely essential that there be an 

operational level mechanism for bringing together all U.S. Government civilian and 

military organizations as well as other key stakeholders including host nation officials, 

NGOs, and international organizations in order to develop strategic plans and objectives, 

set priorities, and integrate programs. The way in which PRTs overcame their initial 

missteps and succeeded to a significant degree in integrating civilian and military 

organizations at the tactical level can serve as an effective model for civilian and military 

integration in health system reconstruction and development. In addition, there needs to 

be unity of effort among groups working on reconstruction and development of both the 

military and civilian health systems in order to ensure that the appropriate prioritization is 

given to each and that programs are implemented which are complementary and 

beneficial to both. 

3. The Army Medical Department should develop an International Health 

Program. The DOD Office of Force Health Protection currently has an International 

Health Division which develops policies concerning all aspects of military involvement 

in global health. The Army should develop a program focused more at the operational 

level, given the fact that it provides the physicians, nurses, and other medical personnel 

who do the majority of the work on the ground in difficult conditions around the globe.4 

This International Health Program should not be limited to health system reconstruction 
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and development in counterinsurgency, but should also include stability operations, 

humanitarian assistance, disaster relief, and any setting involving international health. 

This office would be responsible for overseeing the development of doctrine and training 

concerning international health and would also seek to build long-term relationships with 

NGOs and international organizations. 

4. The PRT medical section should be expanded. PRTs in Iraq and Afghanistan 

have accomplished many positive things over the last several years after some initial 

difficulties. Overall, they are a successful example of civilian and military integration 

among the crowd of failures. The makeup of the medical section of PRTs varied across 

Iraq and Afghanistan but in both cases there was not sufficient staffing to accomplish the 

mission. PRTs should include a medical provider who is a Field Grade Officer and a 

Medical Service Corps Officer to coordinate and oversee all aspects of programming and 

logistics, in addition to the physician assistant, Non-Commissioned Officer, and two 

medics currently on the team. Furthermore, pre-deployment training focused on the 

principles of health system reconstruction and development as well as cultural awareness 

should be developed for PRTs. 

5. All medical operations in a counterinsurgency should be aligned with 

operational objectives and consistent with counterinsurgency principles. Medical 

programs undertaken during counterinsurgency should always seek to connect the 

population with their local health officials and providers and to develop the confidence of 

the population that their government and health ministry are interested in their care. Like 

all counterinsurgency operations, counterinsurgency medical operations should seek the 



 

129 

development of effective governance. Whenever possible, these medical programs should 

seek to target the populations most at risk and most vulnerable to insurgents. 

6. Health system reconstruction and development undertaken during 

counterinsurgency should adhere to established principles for effective development. 

These principles include those found in civilian development literature as well as those 

derived from military experiences. They include the 6 principles outlined in chapter 3: 

taking a comprehensive systems-based approach, focusing on public health and primary 

care, striving for an equitable system which minimizes disparities, enhancing the 

development of capacity, remaining community-centered, and moving quickly from 

providing emergency health services to developing a functional health system. In 

addition, all projects should be host nation-led, appropriate to the standards of a 

developing country, affordable in the long-term, and sustainable. Low cost and small 

footprint approaches are preferred over expensive and unsustainable projects. The U.S.-

funded multimillion dollar high-end projects which were commonplace in Iraq and 

Afghanistan and which failed because they were neither appropriate nor desired by host 

nation officials have no place in effective health system reconstruction and development. 

Measures of effectiveness which account for both medical effects and other 

important counterinsurgency-based lines of operation including security, information 

operations, and governance should be developed and tracked for all medical operations. 

Finally, health system reconstruction and development involves the transfer of 

information, respect, and knowledge in multiple directions and both counterinsurgency 

forces and host nation personnel have much to gain from the other. U.S. Army medical 

personnel certainly do not have all the answers and have much to learn from working 
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side-by-side with host nation officials, providers, and citizens to experience first-hand 

some of the different methods and approaches employed successfully in other countries. 

The Way Ahead 

U.S. Army medical personnel involved in health system reconstruction and 

development during counterinsurgency have the opportunity to play a powerful role in 

overall mission success via support for host nation officials and governments in building 

more effective public health programs and providing basic health care to millions of the 

medically underserved. These efforts can potentially save thousands of lives while 

simultaneously empowering masses of people in war torn countries to take charge of their 

own affairs and their own governments. Future success requires the abandonment of 

failed strategies and the adoption of methods proven effective. It also requires continuous 

analysis and education, including learning from the experiences of humanitarian 

organizations involved in health system reconstruction and development throughout the 

developing world. 

Further research in the following areas has the potential to aid future Army efforts 

in health system reconstruction and development during counterinsurgency: 

1. The appropriate metrics to quantify the success or failure of medical operations. 

2. Ways to improve working relationships between NGOs and Army units. 

3. Mechanisms for better integrating civilian and military organizations involved 

in health system reconstruction and development. 

4. Evidence to support or refute the notion that health system reconstruction and 

development is a significant contributor to security and nation building.
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1Headquarters, Department of the Army, Field Manual 3-24, Counterinsurgency, 

1-26. 

2Ibid., ix. 

3Department of Defense, Sustaining U.S. Government Leadership: Priorities for 
21st Century Defense (Washington, DC: Government Printing Office, 2012). 

4The U.S. Army’s Long Term Health Education Training program includes an 
option to pursue a Masters of Public Health in International Health and Policy 
Management. However, currently graduates of this program generally have little or no 
involvement with the development of doctrine and training concerning international 
health. 
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