
Treating the Enemy

The telephone rings at the front desk at our U.S. Air
Force EMEDS hospital in Baghdad and is promptly

answered by the Master Sergeant enlisted medic. “Sir, they
need you over at the morgue—2 casualties—U.S.” It is
early spring in Baghdad and a light rain is falling. I grab a
radio, pick up the keys to one of our assigned vehicles and
drive the 500 meters to the ramshackle building near the
flight line. Coalition casualties are brought here in heavy
black body bags to be processed; after that, they are trans-
ferred to sturdy metal caskets covered by an American flag
before being loaded on a C-130 transport plane by an
honor guard for the first leg of their final journey home.

The mortuary affairs facility’s staff is drawn from an
Army Reserve unit from Puerto Rico. Many of the soldiers
are older than the usual active duty Army troops, and all of
them are quiet, extremely professional, and take solemn
pride in preparing these human remains to make their final
journey home with dignity. I think the staff know my
questions about how they’re holding up are sincere and
that my interest in how their kids are doing at home re-
flects genuine concern. I imagine they also find it a little
strange that a “bird colonel” speaks with them so infor-
mally since, by necessity and the nature of the command
structure in the Army, an Army colonel would seldom be
called upon to perform such a task as signing death certif-
icates, let alone have time to chat with enlisted soldiers. It
has always been different in the Air Force, where colonels
fly aircraft sitting next to lieutenants and enlisted aircrew.

I ask the sergeant what he knows about the casualties.
He tells me that the remains are of 2 U.S. Army pilots who
were flying an Apache helicopter gunship that was shot
down by insurgents south of Baghdad the day before; the
bodies were not recovered until today. The insurgents had
posted a video on an Islamist Web site showing the attack,
the helicopter crashing and burning, and an insurgent
dragging one of the pilots’ bodies from the wreckage.

The soldier gently unzips the body bags; I roll up the
sleeves of my flight suit and don latex gloves to examine
the remains. The bodies of both crew members are burned,
and we can’t locate the dog tags. The Armed Forces Insti-
tute of Pathology team at the large mortuary at Dover Air
Force Base, Delaware, will have to confirm their identities
without our help. I notice that the intense heat from the
postcrash fire has fused the ceramic strike plate from one
pilot’s body armor to his torso. I have never seen that
before, not even with soldiers whose bodies had burned in
Humvees hit by the newer and more lethal explosively
formed penetrator type of improvised explosive device.

My eyes are moist as I complete the death certificates.
I think about the unbearable grief and sadness that the
wives, children, and parents must feel. These young men
are, indeed, America’s best and their loss will leave a hole
in their families for generations. I get up from the desk

and, as a dad and an American, thank the Puerto Rican
soldiers for the way they accomplish their grim mission.

A week later, Captain “Chris,” one of my younger
colleagues and the other flight surgeon assigned to our
unit, is on duty in the emergency room at about 5 a.m.
when a team of Iraqi Special Forces soldiers rush in, ac-
companied by a U.S. Navy SEAL. They have brought an
insurgent into one of our trauma bays, and he is in shock
from blood loss. A tourniquet is in place on his right thigh,
where he had been shot less than an hour earlier, resulting
in transection of his femoral artery. An IV is running, and
the SEAL tells Chris that the patient is on his third liter of
fluid. The patient’s heart rate is about 150 beats per
minute and his blood pressure is palpable at 50 systolic.
Chris places the patient on oxygen, he and his medics
insert a second large-bore IV catheter, and they rapidly
infuse crystalloid and packed red blood cells. The patient is
stabilized and is taken to the operating room, where his leg
is amputated but his life is saved.

I arrive for my shift while the patient is still in the
operating room and ask the SEAL what happened. He
states that the patient is the same guy who shot down the
helicopter the week before; apparently, even the insurgent’s
acquaintances felt the video was a little “over the top,” and
someone called in an anonymous tip to the Coalition
Forces hotline. The SEAL tells me how his Iraqi soldiers
engaged the insurgents with small arms, but when they
thought the firefight was over, one last “bad guy” rounded
a corner in the compound firing his AK-47. The SEAL
drew his 9-mm pistol and fired, striking the insurgent in
his right thigh. Most U.S. Special Operations troops are
trained as combat medics as well as weapons specialists.
The SEAL tells me, “Colonel, I was scared to death, but I
don’t think I hesitated more than 5 seconds before I ran
over to him, pulled out a roll of Kerlex, jammed it as
deeply into the wound as I could, then applied a tourni-
quet. Would you have done anything differently, sir?” All
of the Special Ops people I’ve met over the years are im-
pressive—intelligent, multilingual, curious, always desiring
to polish their skills and improve their knowledge, and
amazingly caring. I tell him that what he did was perfect
and no one could have done a better job with that injury in
the field. He thanks me and says he would like to come
and spend more time with us to get his medical skills up to
date. “The captain mentioned you’re an infectious diseases
specialist and teach at Stanford. Maybe you could get me
up to speed on all these new antibiotics.” I tell him that I’d
like that.

A few days later, on my shift, an elderly Iraqi man
wearing a traditional long white robe is brought in by
Army MPs, a blindfold in place. He was arrested in a raid
on his house, where a large cache of weapons and impro-
vised explosive device components were found. On the way
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to the Coalition detention facility, he began complaining
of chest pain and was brought to our emergency room.

As “commander” of the emergency room when we are
on shift, I have the discretion to remove the blindfold on
insurgents or keep it in place and to remove my name tag
from my uniform or not, for my own protection and po-
tentially the protection of my family in the U.S. I always
order the blindfold removed and introduce myself just as I
would to any patient back home—I want them to know I
am an American, a doctor, and an officer in the United
States Air Force. I want them to know my name and that
I am not afraid of them, nor should they be afraid of me.

Although insurgents are brought in with an Arabic
translator, I greet the patient in Arabic with “Salaam alei-
kum” (“Peace be upon you”), to try to put him at ease. We
place a nasal cannula and start oxygen, the medic inserts an
IV line, and blood is drawn for lab studies. His electro-
cardiogram shows evidence of ischemia, and we administer
nitrates, aspirin, morphine, and low-molecular-weight hep-
arin. He is still having chest pain after 2 doses of nitroglyc-
erin, so I order IV metoprolol; his heart rate slows and his
pain disappears. After an hour, he remains pain-free, the
repeat electrocardiogram shows no evidence of myocardial
infarction, and his creatine kinase and troponin levels are
normal. He is thirsty, so I give him water. Just before he is
placed in an ambulance to be transferred to the detention
facility’s medical unit, he gently takes my arm and tells me,
through the translator, “Thank you, doctor, for your excel-
lent care. You are merciful and kind. May God bless you
and your family.”

A tall, muscular young man is brought in already
wearing an orange jump suit. He reports being shot in the
right upper arm while being captured 2 days earlier by
Iraqi Army soldiers. Apparently he is a “foreign fighter”
(the translator thinks he is from Syria by his accent) who
has confessed to placing improvised explosive devices and
participating in ambushes of Coalition forces and has now
been turned over to us. Because of his wound, he is
brought to our emergency room before being transported

to the Coalition detention facility. I carefully examine him
and determine that he is afebrile; the entrance and exit
wounds in his right upper arm appear benign and pulses
and neurologic exam are normal. I irrigate the wound
gently with sterile water. A radiograph is taken of his chest
and upper arm, and both are normal. I order tetanus tox-
oid and release him to detention. Four days later, he is
brought back and reports increased pain and a slight swell-
ing in his arm. A thrill is now palpable. Doppler ultra-
sound confirms an arteriovenous fistula. I ask our 2 sur-
geons to examine him. They are uncomfortable operating
on him because we are unable to perform angiography at
our facility, so we arrange a helicopter medevac to the 10th
Combat Support Hospital located in the Green Zone on
the other side of Baghdad. The hostility he displayed on
his first visit is gone, and he now seems more like a fright-
ened boy. Through the translator, I tell him what we are
going to do and promise that he will receive the same care
an American soldier would receive. Before the UH-60
Black Hawk helicopter arrives to whisk him to the combat
support hospital, he tells me, “Thank you, doctor. May
God bless you, sir, and all the American doctors.”

Two hours later the telephone rings. The sergeant at
the front desk quietly says, “I’m sorry to bother you, sir.
They need you at the morgue—3 casualties—U.S.”
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