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ABSTRACT

WHICH END DOES THE THERMOMETER GO? APPLICATION OF MILITARY
MEDICINE IN COUNTERINSURGENCY: DOES DIRECT PATIENT CARE BY AMERICAN
SERVICE MEMBERS WORK?, by Major Robert Franklin Malsby, 111, 123 pages.

Counterinsurgency is the most common conflict that America engages in. From the Mexican-
American War to the Philippine Insurrection and small wars of the early 1900s, the U.S. Army
Medical Department (AMEDD) focused on sanitation, hygiene programs and infrastructure
engineering to help alienate insurgents and bolster the local government’s claims of legitimacy.
Such programs provided continuity and a unity of effort that was consistent with counterinsurgent
principles.

Vietnam was the first concerted effort to use direct patient care to aid a counterinsurgency. These
programs, irrespective of the name or acronym, placed uniformed U.S. medical personnel into the
rural countryside to provide direct care to the indigenous population. From their inception in
1962 to current operations in Afghanistan these activities were lauded as “legitimate.”
Unfortunately, when these programs are evaluated with measures of effectiveness that are in
keeping with the principles of counterinsurgency they are shown invalid and a detriment to such
operations. In the absence of clear guidance or doctrine altruism circumvented pragmatism with
hundreds of millions of dollars expended. U.S. planners attempted no significant change in this
concept which persisted with as much vigor during the first five years of the Afghanistan
campaign as during Vietnam.
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CHAPTER 1

INTRODUCTION

Prologue
The convoy crawled through the Mirah Khal village along a narrow dirt road in a

deceptively peaceful part of the Tagab Valley in central Afghanistan. Tall mud walls hugged the
sides of the Humvees as the element moved back to its home firebase after another successful
medical mission. This unit of doctors, physician assistants, nurses, and medics treated over 800
children from the valley and surrounding villages that day. This included immunizations,
hygiene education, warm weather clothing, school supplies and acute medical care. This
mission, lauded as another successful operation in a series that had put this column in the valley
four months earlier, was part of an ongoing pacification program in this once Taliban haven. As
the vehicles pulled out of the school compound the children and school master waved with smiles
all around. This was in sharp contrast to what laid ahead just three kilometers down the path.

The first rocket propelled grenade (RPG) hit five feet behind the second vehicle, missing
the trailer being pulled, obviously the biggest target. The classic echo of the propellant and white
smoke streak led no one to question what was happening. As the crackle of small-arms fire
rained down on the caravan shouts went out in all vehicles, “contact, left side!" "They're on both
sides moving all around," reverberated in the intercom as the senior noncommissioned officer
surveyed the mountains while navigating through the bottle-necked road. More explosions
followed as the gun-fight continued to unfold with another rocket propelled grenade narrowly
missing one of the lead vehicles that would have cut-off their sole avenue of escape. All crew
served weapons in the six vehicle convoy began returning relentless fire with M240 and .50
caliber (M2) machine guns. All drivers attempted to increase speed but it was soon evident that
the terrain was against them. Soon the Humvees moved from a crawl to a slow walk around the
bending road.

Small arms fire continued to pour down from a stone wall approximately seventy meters
13



south and from a ridgeline 200 meters north. Automatic gunfire echoed off the hillsides. The
only interruption was the sound of the second, third, fourth and fifth RPGs screaming into the
convoy.

Fire continued at all elements, one round hit a soldier’s front site post on his rifle,
peppering his face with shrapnel, cutting his shooting thumb and whipping him back into the
vehicle like a rag doll. The attack was getting closer with enemy as close as five feet from the
trail vehicle. The last machine gunner in the column threw his hand grips as high in the air as he
could to lower the barrel onto the enemy; he killed three hiding in a ditch just off the road,
sending a cloud of dirt, flesh and blood flying into the air.

Calls for ammo echoed from all gunners prompting soldiers, sailors and airmen from
each vehicle to cut the cords holding extra rounds and sending them up to the machineguns in the
turrets. The silence, which marked the end of the attack, came as quickly as the initial fire when
the caravan reached a main supply route outside the chaotic and claustrophobic road. The
vehicles carried on in silence as they sped down the dusty road. "At least the children got their
medicine," one soldier said breaking the momentary silence.® After all this was for the good of
the people, we are helping them...right?

This mission was a Medical Civic Action Program (MEDCAP) and part of a bigger
counterinsurgency strategy conducted by the Provincial Reconstructive Team (PRT) and the
Combined Joint Task Force (CJTF) of Afghanistan in an attempt to win the proverbial “hearts of
minds” of the local populace. This activity, originally developed during the Vietnam War, has
gone by many names and acronyms, but the concept has been the same and defended as a viable
method for combating insurgencies. Irrespective of the name, these programs have placed

uniformed U.S. medical personnel, veterinarians and dental providers into the rural countryside of

! Timothy Dinneen, “Enemy engages Bagram PRT after MEDCAP visit,” Combined Joint Task Force-76 Public
Affairs, February 22, 2007. Additional information provided by the Bagram PRT after action report and the author who
fought in this engagement.
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a host nation where they provide direct patient care to the indigenous population. As already
mentioned, this is not a new concept, from counterinsurgency operations to disrupt Viet Cong
safe havens in South Vietnam, to stability operations in once Taliban controlled Afghanistan,
these programs have been lauded as a “legitimate” stability operation with a positive end state.
But has it? Ironically, the engagement described earlier occurred five years into the Global War
on Terror (GWOT) in a country that had witnessed American stability and security efforts. Such
examples would question whether direct patient care by U.S. personnel has a viable role in
counterinsurgency operations. It also questions whether this type of mission is validated by
previous American counterinsurgencies.

The traditional Army medical wartime structure gave way to certain historical
assumptions. One is that the U.S. Army Medical Department (AMEDD) is designed to support
U.S. conventional offensive and defensive operations. A fundamental tenet was that U.S. forces
"take care of its own." That only Americans provide care for Americans. Unfortunately this
underlying assumption breaks down when the mission is against unconventional or insurgent
forces. The AMEDD, historically, was not designed to support host nation civilians, or children.
This led to a second assumption that the U.S. did not expect to support or to coordinate with non-
governmental organizations or host nation medical providers.?> With the publication of the new
Operations Field Manual (FM) 3-0 in March of 2008, the United States Army pushed stability
operations to the forefront, giving such missions equal importance as offensive and defensive
operations.®> One tool considered for such stability operations is the MEDCAP.

Originally coined during the Vietham War, the MEDCAP was developed jointly by the
American Embassy, Saigon, and the United States Agency for International Development

(USAID) in 1962. Initially implemented in January of 1963, this was the precursor to the modern

2RAND Organization, “Traditional Army Medical Wartime Structure,”
http://www.rand.org/pubs/monograph_reports/MR773/MR773.chap2.html (accessed November 6, 2008).

% Department of the Army, Field Manual (FM) 3-0, Operations (Washington DC, March 2008). Henceforth FM 3-0,
Operations.
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day MEDCAP mission. The mission statement of the MEDCAP was to provide outpatient care
for civilians living in rural areas; its main objective being to increase mutual respect and
cooperation between the military and the civilian populace.* From their inception in 1962 to
current operations in Afghanistan these programs have been used and justified as a legitimate
aspect of stabilization.

Currently, MEDCAPs are conducted all over the world by U.S. forces and Department of
Defense providers. In the Southern Regional Command (SOUTHCOM) alone, over seventy
MEDCAPs are performed annually.” These missions deploy medical units in Central and South
America for two week intervals. These projects provide limited, usually one-time visits, to local
underserved populations as part of a host nation building program. They also provide
subspecialty surgical care including plastic/reconstructive and cataract surgery. These missions
are part of a larger humanitarian assistance program to aid developing allies and to build stronger
relationships with these countries. This study does not address such programs and any analysis of
MEDCAPs is limited to their historical support of counterinsurgency operations.

Counterinsurgency
To address these programs effectively, counterinsurgency must first be defined.

Counterinsurgency, just like its antithesis insurgency, is as old as warfare itself. U.S. Army Field
Manual 3-24 defines an insurgency as an “organized movement aimed at the overthrow of a
constituted government through the use of subversion and armed conflict.” Stated another way,
an insurgency is an organized, protracted politico-military struggle designed to weaken the
legitimacy of an established government. Counterinsurgency then, is the military, politico-
economic, psychological, and/or civic actions taken by a government to defeat an insurgency;

otherwise known as irregular warfare.®

* Neel Spurgeon, Medical Support of the U.S. Army in Vietnam 1965-1970 (Washington, D.C.: Department of the

Army, 1991), pp. 163-4.

% E. Loomis, “Humanitarian and Civic Assistance Program”, DISAM Journal, Winter 2000.

® Department of the Army, Field Manual (FM) 3-24, Counterinsurgency, (Washington, DC: December 2006), p. 4-1.
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Three guiding principles come from historical counterinsurgency campaigns; legitimacy,
continuity, and unity of effort. Legitimacy is the main objective, with security, both from internal
and external threats, as its foundation.” Continuity maintains this legitimacy with a prepared
long-term commitment. This should all be coordinated within a unity of effort that is
synchronized between all participants including civilian agencies, non-governmental
organizations, the host nation government, and other coalition allies.?

Measures of Effectiveness
One problem is the lack of data to support such missions. Objective analyses, doctrinally

known as Measures of Effectiveness, are lacking with most information anecdotal and primarily
through after action reports (AARs) from units conducting the activities. Evaluations,
historically, were limited only to number of patients treated.’

By U.S. Army standards the definition of a measure of effectiveness is “a criterion used to
assess changes in system behavior, capability, or operational environment that is tied to
measuring the attainment of an end state, achievement of an objective, or creation of an effect.”
These creations focus on the results or consequences of actions taken. They answer the question,
“Is the force doing the right things, or are additional or alternative actions required?” This
becomes the benchmark against which commanders assess progress toward accomplishing the
mission.*® Unfortunately such methods of evaluation are rare or non-existent, but worse, are
invalid, when applied to these types of direct patient care programs in counterinsurgency
operations. The question would beckon as to what happens when they are held up to this standard
and evaluated.

So to investigate such medical programs, this study uses set measure applied to the civil

medical programs in both Vietnam and Afghanistan. This criterion will incorporate the basic

Henceforth FM 3-24, Counterinsurgency.
" Ibid., p. 1-22.
8 Ibid., p. 1-22.
® Douglas Lougee, "Can We Build a Better Medical Civic Assistance Program? Making the Most of Medical
Humanitarian Civic Assistance Funding." DISAM Journal, February 2007: pp. 68-9.
0 FM 3-0, Operations, p. 5-17.
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historical principles of a successful counterinsurgency, and add elements that are specific to the
discipline of medicine and the Army as an institution. These criteria are legitimacy, continuity,

unity of effort, doctrine, resourcing, intelligence, and ethics. They are described below.

Legitimacy
The concept of military legitimacy brings together elements of history, culture, ethics and

leadership, and applies them to U.S. military operations. It is a study of military means and
methods, both destructive and constructive that can best achieve mission success.™

When discussing legitimacy in counterinsurgencies it is in the context of the legitimacy
of the host nation’s government in the eyes of its people. Put in another way, the people’s
ownership of any program by means of their own system. Direct patient care programs, including
MEDCAPs, conducted by the U.S. military during the Vietnam War and operations in
Afghanistan will be evaluated specifically for this legitimacy. To shed better light however and
to compare/contrast their results other medical programs will be addressed as well.

In the end, what these programs did in Vietnam and Afghanistan was to establish a false
sense of expectations by local people that the U.S. military could not live up to. The U.S. seeded
a continued sense of entitlement by local indigenous communities that it could not meet. This
occurred in Vietnam and Afghanistan. U.S. directed patient care programs were consistent in
their ability to de-legitimize counterinsurgency goals. However, what will also be explored are
other options that do shown potential for success but are focused more on training, education, and

infrastructure development.

Continuity
Follow-up is a frequently used phrase in the medical community to describe continuity.

Other phrases such as “long-term commitment” or “sustainability” are bantered around, but in the

end it is whether or not such assistance programs can be maintained by the host nation upon U.S.

1 Rudolph C. Barnes, Jr., COL, USA (Ret), MPA, JD, Special Topics in International Politics: Military Legitimacy
and Leadership, The Citadel Military College, Department of Political Science & Criminal Justice (Course syllabus,
Fall 2008).
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personnel removal. The concept of continuity is spoken of in Army doctrine and its importance
in marginalizing insurgent claims to governance.*

During Vietnam and Afghanistan this idea of continuity was not addressed by direct
patient care programs like the MEDCAP. MEDCAP missions could not provide follow-up nor
was it emphasized by leadership. Many defended this due to a lack of security with repeat visits,
but this echoes back to the foundation of legitimacy, which is security. In retrospect, such
programs did not possess the means to continue such care and by not doing so with a permanent
system addressing the chronic disease processes that they treated these programs where

ineffective and sometimes a detriment.

Unity of Effort
Current U.S. Army doctrine says unity of effort is “essential.” This concept has been

referred to as synchronization or integration. Whichever term is used, Army doctrine states that it
must be present at every echelon of a counterinsurgency campaign. It warns of “well-intentioned
but uncoordinated actions” that can cancel out efforts and provide insurgents avenues and
vulnerabilities to exploit.™

Current U.S. Army doctrine advocates that any and all programs should be conducted
“by, with, and through” the host nation and civilian agencies; long term sustainment of the host

nation’s infrastructure is the end-state. Keeping in mind:

. Operations and Programs should be joint ventures.

° The host nation military and civilian governance should gain a capability.
. Capabilities should be transferable at a given end-state to the host nation.

o The local populace gains ownership of the finished product.

o The host nation government, in the eyes of the people, is the lead agency.™

12 EM 3-24, Counterinsurgency, p. 8-13.

3 bid., p. 1-22.

4 Department of the Army, Field Manual (FM) 3-07, Stability and Support Operations (Washington, D.C.: February
2003), p. A-15. Henceforth FM 3-07, Stability and Support Operations.
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In Vietnam, the U.S. government was unclear of its own goals or objectives. Senior
leadership was confused as to whether MEDCAPSs were in place to relieve human suffering or to
politically win over the population. The two thoughts had conflicting methods and end-states. If
the goal was political then Civil Affairs or Psychological Operations should have received overall
control. If the main effort was to stop human suffering and improve health care, then the
AMEDD and USAID should have taken control.*> To improve this and synchronize efforts a
new experiment was launched with the establishment of the Civil Operations and Revolutionary
Development Support (CORDS). Discussed later in chapter three, CORDS attempted to unify
this endeavor but was still considered a “successful failure.”*®

In Afghanistan, the Civil-Military Operations Center (CMOC), an ad hoc coordination
center, was established to direct and coordinate unity of effort. The CMOC goal was to
legitimize all these assets within the host nation system. This included non-governmental
agencies. Unfortunately, there was no single military command, and most coalition forces
respond to different operational limitations with no unified approach.*’

Doctrine
Commanders have historically viewed MEDCAPs and other health services as valuable,

low-risk options for Civil Affairs planning. Generally considered non-controversial and cost
effective, these services are an enticing element to support U.S. national interests in host nation
countries.

In Vietnam, this concept became clear to senior leaders. The thought was that medical
contributions to political stability are viable and can promote theater objectives. The idea was

that the massive capabilities of America’s medical system could have positive influence on a

15 Robert J. Wilensky, Military Medicine to Win Hearts and Minds: Aid to Civilians in the Vietnam War, (Texas Tech
University Press, 2004), pp. 90-1. Henceforth noted as Wilensky, Military Medicine to Win Hearts and Minds.

18 Richard W. Stewart, “CORDS and the Vietnam Experience: An Interagency Organization for Counterinsurgency and
Pacification,” Project on National Security Reform: Case Studies, Volume I, (Washing, DC: Center for the Study of the
Presidency, 2008), pp. 472-3.

17 After Action Report on Afghanistan by General Barry R. McCaffrey, USA (Ret), on his visit to NATO SHAPE
Headquarters, 26 July 2008.
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counterinsurgency. Unfortunately, senior leaders did not address the question of who gets the
credit for this care, U.S. uniformed personnel or the host nation’s government.*® There was no
clear guidance or doctrine to fall back on to answer this question

Current publications view these activities as non-curative and recommend focusing on
long-term developmental programs. Today, doctrine is very explicit in that independent,
unplanned direct patient care programs like MEDCAPs should not be undertaken but yet this is
the most common medical mission seen in Afghanistan up to 2007.*

Joint Publication 3-07.6, Joint Tactics, Techniques and Procedures for Foreign
Humanitarian Assistance goes further to state that U.S. military medical personnel will not
routinely care for host nation people unless specifically authorized. It authorizes U.S. forces to
provide health care to foreign civilian populations but on an urgent or emergent basis, and “within
resource limitations.”?® The basic principle of joint doctrine is to return these services back to
their national health systems at the earliest opportunity or to avail services that can be provided
by other agencies and non-governmental organizations.? The primary consideration given to
supporting and supplementing whatever medical infrastructure exists. Joint Publication 4-02,
Doctrine for Health Service Support in Joint Operations reiterates that no operation should be
considered that would or could have the effect of supplanting the existing medical
infrastructure.?

Unfortunately, this concept is written in the operational confines of humanitarian

assistance and disaster relief, with no dedicated doctrine to medical support in a

18 Wilensky, Military Medicine to Win Hearts and Minds, p. 123.

'* Department of Defense, Joint Publication (JP) 3-57, Joint Doctrine for Civil-Military Operations (Washington,
D.C.: Department of Defense, 2001), p. 2-12. Henceforth JP 3-57, Joint Doctrine for Civil-Military Operations.
2 Department of Defense, Joint Publication (JP) 3-07.6, Joint Tactics, Techniques and Procedures for Foreign
Humanitarian Assistance (Washington, D.C.: August 2001), pp. 4-20-30. Henceforth JP 3-07.6, Joint Tactics,
Techniques and Procedures for Foreign Humanitarian Assistance.

! Ibid., pp. 4-20-30.

22 Department of Defense, Joint Publication (JP) 4-02, Doctrine for Health Service Support in Joint Operations
(Washington, D.C.: October 2006), p. 4-2. Henceforth JP 4-02, Doctrine for Health Service Support in Joint
Operations.
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counterinsurgency conflict. Humanitarian assistance and disaster relief are fundamentally
different from counterinsurgency. Commanders and Command Surgeons are ultimately
accountable for any medical support in these theatres but many are unaware of the limitations or

fundamental flaws in current doctrine.

Resourcing
In Vietnam, hundreds of millions of dollars were expended though field commanders did

not have the resourcing insight to address the core issue. South Vietham needed a complete
overhaul of the medical delivery system.”® What was done was direct patient care by U.S.
uniformed personnel. By the end of 1970, no basic change or improvement had occurred in the
Vietnamese health care system. The results of such direct patient care actions produced
impressive figures of funds spent and number of patient visits but no objective data or successful
outcomes.**

In Afghanistan, Humanitarian and Civic Assistance (HCA), Section 401, Title 10, United
States Code is the “catch all” that financially justifies most civil medical programs and authorizes
funding to conduct HCA activities to include MEDCAPs. Under this section one such activity is
defined as, “medical, dental, and veterinary care provided in rural or underserved areas of a
country.” This is further described in U.S. Army Field Manual 3-05.40 as categories of
assistance that may be rendered by U.S. military personnel.® So on paper it would seem that
congressional resourcing is available for current counterinsurgency operations in Afghanistan.

Such resourcing, however, is poorly accounted for with a large amount dedicated for
direct patient care programs like MEDCAPs. Responsible and proportioned spending was not

present. Despite slow changes in the more secure provinces, infrastructure development,

2 ElRay Jenkins, “Medical Civic Action Programs and Medical Readiness Training Exercises as Instruments of
Foreign Policy,” Military History Institute Archives (MHIA), Carlisle Barracks, PA (24 May 1988), pp. 43.
Henceforth Jenkins, “Medial Civic Action Programs.”

2* Raymond H. Bishop Jr., “Medical Support of Stability Operations: A Vietnam Case Study,” MHIA, (18 February
1969), p. 13.

% Department of the Army, Field Manual (FM) 3-05.40, Civil Affairs Operations (Washington, D.C.: September
2006), p. 3-7-8. Henceforth FM 3-05.40, Civil Affairs Operations.
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characteristic of a resourced state, remains absent. Afghanistan still relies on international
compassion to provide basic healthcare services.?

Another issue is the gross discrepancy of resourced capacity between the State
Department, USAID, and the Department of Defense. As of 2007, the State Department, together
with USAID, possessed a budget of less than $30 billion with total employee strength of 57,000.
Half of this employee force was foreign nationals. Compare this to the Department of Defense
with its $480 billion budget and a 3,000,000 strong workforce. One common complaint is, “we

have more IRS tax collectors than people in the State Department.”?’

Intelligence
One dilemma to be addressed is the issue of intelligence gathering at MEDCAPs. Many

have voiced this as a valid “ends” to justify its “ways and means.” lronically though, history has
not demonstrated a clear instance where medical support, especially MEDCAPs, have proven of
any significant value toward intelligence collection, or for that part, a successful
counterinsurgency.?®

In Vietnam, medical intelligence utilized MEDCAPSs to gain a picture of the health of
enemy forces. However, though informally lauded as a reason for conducting MEDCAPS, non-
medical intelligence collecting was not effective except in limited success at the tactical level.
Dr. Robert Wilensky looks at this topic specifically in his analyses of MEDCAPSs during the
Vietnam War and concludes that none of these assistance programs affected decision making at

the operational level.?®

% David P. Cavaleri, Easier Said than Done: Making the Transition Between Combat Operations and Stability
Operations (Fort Leavenworth, Kansas: Combat Studies Institute Press, 2007), pp. 72-3.

" Gary Luck and Mike Findlay, Focus Area: Interagency, and Nongovernmental Coordination, (A Joint Force
Operational Perspective), Insights & Best Practices, July 2007, Joint Warfighting Center, United States Joint Forces
Command, p. 4.

28 Arthur M. Smith and Craig Llewellyn, “Humanitarian Medical Assistance In U.S. Foreign Policy: Is There A
Constructive Role for Military Medical Service?” The DISAM Journal, (Summer, 1992), p 73. Henceforth Smith &
Llewellyn, “Humanitarian Medical Assistance In U.S. Foreign Policy.”

2 Wilensky, Military Medicine to Win Hearts and Minds, pp. 119-21.
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In Afghanistan, the MEDCAP program was considered as an avenue for passive
intelligence gathering. This is not to say that medical intelligence was not collected for public
health issues and force protection, but like Vietnam, actual gathering of passive tactical or
operational intelligence, which many lauded as a reason for such missions, was rarely
demonstrated.

Ethics
Over the past century, with the emergence of stability operations as a stated mission for

the U.S. Army, civic actions are now more interdependent than ever. This has placed a premium
on careful design of any given intervention. U.S. military physicians are eager to help as a moral
imperative. However, this moral energy cannot be single-minded and must address the “bigger
picture.” Flexible pragmatism is the underlying rule.*® Ethically, if aid is performed incorrectly,
it can reinforce conditions it was meant to repair. What seemed a simple humanitarian assistance,
can lead to numerous complications when related to an insurgencies’ goals. It has also shown
that single minded medical assistance can foster local dependency and exacerbate a conflict.

In Vietnam, this led most providers to feel unable to practice anything but the most
shallow and inadequate form of medicine which contradicted their medical oath. This
dissatisfaction became obvious with patients and providers alike. In the end, the intervention did
more harm than good.*

The life expectancy in Afghanistan is forty-three years. This is the result of non-existent
potable water, poor nutrition, and the lack of waste management and immunizations. These
problems cannot be addressed with a single-day MEDCAP.* This had led to providers feeling
morally trapped; especially in the absence of any guidance. The National Security Strategy does

provide guidance on the moral principles and values that are considered at the “forefront” of what

30 Jonathan Moore, Hard Choices (Rowman & Littlefield Publisher, 1998), pp. 6-7. Henceforth Moore, Hard Choices.
31 Mary B. Anderson, You Save My Life Today But for What Tomorrow? (Rowman & Littlefield Publisher, 1998), pp.
137-155. Henceforth Anderson, You Save My Life.

%2 Moore, Hard Choices, pp. 6-7.

% |nformation Paper, Cooperative Medical Assistance (CMA) Planning Considerations in Afghanistan, (Combined
Joint Task Force-82, Bagram, Afghanistan: March 2007) p. 2.
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we do as a nation and a military.** MEDCAPs, or any other direct patient care programs for that
matter, have operated outside of this guidance.

Before the Vietnam War and operations in Afghanistan are analyzed further it is
important to take a look at how the U.S. military utilized medical assets in support of
counterinsurgency and stability operations leading up to initial U.S. involvement in Vietnam.
Such pre-Vietnam assessment can then help to compare and contrast the medical programs used
in both of these campaigns. How did the U.S. military medically support counterinsurgency

campaigns before Vietnam?

% The White House, The National Security Strategy of the United States of America, (Washington, D.C.: 2002), pp. 1-
3.
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CHAPTER 2
PRE-VIETNAM & DOCTRINE DEVELOPMENT

The U.S. Army and sister services have focused most of their organizational and
doctrinal energies preparing for conventional warfare against a similarly armed and configured
opponent. Nevertheless, the U.S. military, and especially the Army and Marine Corps, have not
historically spent the majority of their time in conventional conflicts but rather in the performance
of a multitude of operations that would be considered “other than total war.” Much of the Army’s
combat experience prior to World War 11 was gained not on the conventional battlefield against
regular opponents, but in unconventional conflicts against a bewildering array of nonconventional
opponents. From the American Indians in the 1860s onward to the Bolshevik partisans in 1919,
this form of limited conflict was eventually referred to as “small wars.” Current doctrine refers to
these adversarial actions as insurgencies, with the opposite being a counterinsurgency. By
definition, proper counterinsurgency strategy incorporates all of the political, economic, social
and military actions taken by a government and uses these assets to suppress such insurgencies,
resistance or revolutionary movements.* This strategic awareness, and subsequent doctrine, did
not occur instantaneously, but evolved through innovation and experience. Doctrine is important
because it helps soldiers navigate through the “fog of war.”*®

The U.S. military’s role in counterinsurgency traditionally embraces two broad
categories: combat, frequently counter-guerrilla or pacification, and civil administration

functions. The latter establishes governance, infrastructure development and constabulary

% Andrew J. Birtle, U.S. Army Counterinsurgency and Contingency Operations Doctrine 1860-1941 (Washington,
D.C.: Center of Military History Publishing, 1998), p. 3. Henceforth noted as Birtle, U.S. Army Counterinsurgency
1941.

% |bid., p. 5. For the purpose of this study, doctrine is defined as that body of knowledge disseminated through
officially—approved publications, school curricula and textbooks that represents an army’s approach to war and the
conduct of military operations. Well written doctrine offers a distillation of experience, furnishing a guide to methods
that have generally worked in the past, and are thought to be of some enduring utility.
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support in areas which are threatened by insurgents.*” One of the aspects of the second category
is medical assistance.

Innovation has been paramount to the progression of warfare for the U.S. military, both
as an art and a science. When one thinks of “innovation” one ponders thoughts of “high tech”
gadgets, unmanned aircraft, and smart bombs. These form only one aspect and a short-sided
view; many innovations occur outside the realm of technology. This is no more apparent than in
the area of counterinsurgency and its innovative doctrine. Such doctrine, whether called
“irregular warfare”, “guerrilla” campaigns or “small wars”, was influenced by historical
demonstrations which sparked the innovation necessary for all aspects of counterinsurgency,
including medical assistance.

U.S. counterinsurgency operations generally had two main characteristics: they
frequently occurred in relatively underdeveloped areas where transportation systems are
rudimentary, and topographical and climatic conditions posed significant obstacles to the conduct
of operations. The second was that combat in such situations usually pitted the Army against
irregular or semi-irregular forces. Such considerations played a central role in the activities at
both the operational and tactical levels. Ultimate success of these operations depended on the
interaction of soldiers with the indigenous civilian populations and thus was inherently civil
military in scope.®

At the heart of this was legitimacy. Legitimacy is confidence built and loyalty
established between the host nation’s government and the local populace. Key to this is host
nation representation during such civil military activities. The concept is that such activities are
not effective unless performed by the sovereign government. This necessitated the development

of working relationships with local civil authorities, and included augmenting civilian

37 Andrew J. Birtle, U.S. Army Counterinsurgency and Contingency Operations Doctrine, 1942-1976 (Washington,
D.C.: Center of Military History Publishing, 1998), p. 4. Henceforth noted as Birtle, U.S. Army Counterinsurgency
1976.

% Birtle, U.S. Army Counterinsurgency 1941, p. 4.
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infrastructure with military government programs to include social engineering. All these
programs designed to reshape the subject society.*

Before venturing further, it is necessary to clarify the definitions and differences of two
aspects of these operations: “Civil Affairs” and “Civic Action.” Civil Affairs describes the work
of the military in providing governmental services and support to a host nation. Civic Action is
those individual stability missions and programs the military uses to aid the local populace. Such
aid can be food, water, clothing, construction projects or medical care. Therefore Civic Action
can be a part of Civil Affairs.*

American medical civic action has its roots from the beginning of the United States. In
1798, Congress established the United States Public Health Service (USPHS), to support the
Merchant Marine Fleet and provide care to all its sea-going members. As part of their mandate
this organization, which included Marine Hospitals and physicians, was authorized to assist local
governments in combating epidemics such as cholera, yellow fever, and malaria. Forward
deployed Marines and Navy personnel were at risk from exposure to such diseases, and medical
civic actions were initially developed to protect these service members from this threat. Civic
actions provided the means of defensive medicine when contact with the surrounding population
was inevitable.* This attitude toward civic actions changed as America began to occupy larger
pieces of territory.

Antebellum (1820-1865)
The antebellum Army spent the bulk of its time policing the nation’s ever-changing

western boundaries. The frontier was thus an integral part of the Army’s existence, and
consequently it inherited a rich heritage of experience in warfare against Indians that dated back
to the colonial era. Several problems inhibited the dissemination of such experiences. There was

a general immaturity in the military educational and doctrinal development systems at the time.

% Birtle, U.S. Army Counterinsurgency 1941, p. 5.
0 Wilensky, Military Medicine to Win Hearts and Minds, p. 7.
4 bid., p. 17.
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Another problem was the tendency of soldiers to dismiss “savage” warfare as a form of conflict
less worthy of study than “civilized” (e.g. European) wars. These problems led to a reluctance of
Congress to allocate sufficient funds for the establishment of a professionally trained
counterinsurgent military force. All of these factors contributed to early doctrinal
shortcomings.*” Fortunately, many soldiers served in more than one campaign and were able to
apply lessons from one operation to another. For example, Brigadier General William Henry
Harrison utilized methods during the Indian campaigns after 1810 that he learned in the 1790s as
aide-to-camp to Major General Anthony Wayne. Officers and soldiers alike passed such informal
knowledge by word and example from one generation to the next. Another example comes from
the 1858 war with Indians of the Washington Territory. At that time Colonel George Wright
applied techniques of pacification first observed during his experiences in the Second Seminole
War (1835-1842). Wright’s knowledge was subsequently passed onto to a young Second
Lieutenant Philip H. Sheridan, who later employed the same techniques over the next thirty years
against Native American irregulars. Thus, through a combination of personal experience, word of
mouth, and informal writings, enough frontier lessons were preserved to produce a basic
continuity in the approach to Indian warfare, which would later serve as a basis for
counterinsurgency.*

Educational institutions eventually caught up. Swiss diplomat Emmerich Vattel,
considered one of the most important theorists of his time in the laws of war, originally argued in
his 1758 work The Law of Nations, that wars should be conducted with as much justice and
humanity as possible. He urged that soldiers should treat civilians with every consideration and
shield them from the lawlessness and disruption that normally accompanies war. He decried the
damage to civilian infrastructure as counterproductive. This included any acts that unnecessarily

harm the inhabitants of an area. His point was that moderation redounded to an army’s benefit

“2 Birtle, U.S. Army Counterinsurgency 1941, pp. 7-10.
“ bid., p. 11.
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and that by maintaining discipline over its soldiers, an army reduced the chances that the
populace would take up arms against it. He recommended that government should speed toward
reconciliation.*

Another innovator to set the stage for civic action doctrine was Dennis Hart Mahan. In
1835 he introduced Indian warfare into West Point’s curriculum. This was the Army’s first
formal training in unconventional warfare. Between 1836 and 1840, Indian warfare was a
standard part of Mahan’s lecture series, which he continued to address throughout his forty years
as a West Point professor. He taught that good soldiers adapt their methods to the characteristics
of their enemies.* Mahan focused his discussion on how to use partisans and small elements of
regular troops to conduct counter-guerrilla operations in what military theorists at the time
commonly coined petite guerre (“small war”). This principle resonated in the halls of West
Point. This was not only through the teachings of Vattel and Mahan but also through Antoine
Henri Jomini. Jomini counseled his readers to “calm popular passions in every possible way,
exhaust them by time and patience, display courtesy, gentleness, and severity united, and,
particularly, deal justly.”*® None addressed medical assistance specifically, but it was foremost in
campaign strategy.

The earliest actions which resembled later civil affairs programs embodied many of these
philosophies and included medical assistance. One early example dates back to the Mexican-
American War of 1846-48 when Major General Winfield Scott’s assistance programs contributed

to the Mexican people’s opposition to General Antonio Lopez de Santa Anna.*” Scott held out

“4 Birtle, U.S. Army Counterinsurgency 1941, pp. 11-15.

“ Conrad E. Harvey, An Army without Doctrine: The Evolution of U.S. Army Tactics in the Absence of Doctrine, 1779
to 1847 (Fort Leavenworth, KS: Command and General Staff College, 2007), pp. 72-3. Dennis Hart Mahan, noted
American military theorist, was a professor at the United States Military Academy, West Point from 1824-1871.
Mahan graduated from West Point in 1824, first in his class, but had such academic acumen that he was appointed
acting assistant professor of mathematics during his third year. After graduation, he started teaching at the Academy
the very next year in 1824. He resigned his commission in 1832 but remained on as Chair of the Department of
Engineering.

6 Antoine Henri Jomini, The Art of War (Philadelphia: J.B. Lippincott, 1862), p. 33.

47 Wilensky, Military Medicine to Win Hearts and Minds, p. 7.

30



the hand of reconciliation toward the people of Mexico. Shortly after beginning the campaign he
issued proclamations pledging to protect the lives and property of Mexican citizens. He
attempted to gain favor with the Catholic Church in Mexico by ordering his soldiers to salute
priests. In areas that Scott occupied, he encouraged municipal officials to remain in office and
exercised his full power to restore to normal the economic and social life of the country. Scott
preferred to pay for supplies rather than risk alienating the people. He maintained schools,
hospitals, clinics, and other public institutions; emphasizing public services and sanitation
systems. However, American forces dealt harshly with any rebellion.”® So by applying this
“carrot-and-stick” approach, Scott demonstrated to the local population that they had more to lose
by resisting U.S. authority.*

These early civic actions and their supporting medical programs from the Mexican-
American War continued during post-Civil War operations with the establishment of the
Freedman’s Bureau in March of 1865. Though not a counterinsurgency by definition, this post-
Civil War medical program was important because it demonstrated one of Americas’ first
attempts at reconstruction and stability operations. The Freedman’s Bureau worked alongside the
Army Medical Department for the “betterment of health and welfare.” This was an example of
the blurring of the lines between military care to soldiers and aid to civilians. This bureau
provided limited medical services with an emphasis instead on long-term programs. One such
program established the first medical schools for African Americans. This continued throughout
the reconstruction period with the creation of several medical programs to include institutions like
Lincoln University, Oxford, Pennsylvania in 1870, Straight University, New Orleans, in 1873,
and Leonard Medical College, Raleigh, North Carolina in 1882. Though most are no longer

active two are; Meharry University, Nashville, Tennessee (1867), and Howard University,

8 Birtle, U.S. Army Counterinsurgency 1941, pp. 16-17.
49 Brian McAllister Linn, The Philippine War, 18991902 (Lawrence: University Press of Kansas, 2000), p. 323.
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Washington, DC (1868). Both of these institutions remain to this day as well known medical
training programs. >

These programs promoted legitimacy and continuity with long-term sustainable projects.
Activities like Scott’s in Mexico focused on medical infrastructure, and locally operated hospitals
and clinics. Reconstruction efforts after the Civil War focused on medical education as a means
of long-term stability. Scott demonstrated unity of effort with his attempts to court the local
government, though the concept of non-governmental organizations and interagency participants
were ideas not yet developed. Theorists like Vattel addressed ethics and the idea of humanity, but
the concept of intelligence gathering as a reason for such activities had not emerged.

The military continued to evolve what might be termed an “informal” doctrine;
comprised of customs, traditions, and accumulated experiences that were transmitted from one
generation of soldiers to the next through unofficial writings and other means.>* American
officers and soldiers alike would take this informal doctrine and wisdom with them as they
ventured oversees to new territories.

Philippine Insurrection
In April of 1898 the United States had a “splendid little war” with Spain of only eight

months duration. The United States invaded the Spanish colonies of Cuba, Puerto Rico and the
Philippines, although by the time peace came in December 1898, the U.S. controlled only small
portions of all these islands. In the ensuing Treaty of Paris, Spain ceded the islands of Guam and
Puerto Rico; relinquished its claim to Cuba, placing it under American control; and sold the
Philippines to the United States for $20 million. With little preparation or forethought, the United

States found itself responsible for the long-term governance of over seven million Filipino

50 Earl H. Harley, “The Forgotten History of Defunct Black Medical Schools in the 19" and 20" Centuries and the
Impact of the Flexner Report,” Journal of the National Medical Association, vol 98 (September, 2006) pp. 1425-6.
5! Birtle, U.S. Army Counterinsurgency 1941, pp. 5-6.
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people.® Since the 1880s this population had struggled for independence; thus, the U.S. found
itself fighting against a mature insurgency.

Nearly every officer in the U.S. Army served in either Cuba, Puerto Rico, or the
Philippines between 1898 and 1902. Their experiences in what today would be called “nation
building”, and, in the case of the Philippines, counter-guerrilla warfare, became the model on
which the Army based its approach to counterinsurgency for the next forty years. lIdeas like
economic reform and democracy were unknown in Spain’s former colonies. Instead, class
relationships dictated socioeconomic affairs, and politics were little more than a vehicle for ruling
classes to compete among themselves for political power. President William McKinley’s guiding
principle was that the United States had a duty to free the “benighted” peoples of Spain’s former
colonies and show them the “fruits of Western civilization.” In accordance with this ideology, he
directed the Army to conduct its occupations as “benevolently” as possible. The goal was to
install a prosperous, self-governing democratic society in the former colonies. Fortunately, the
president chose not to micro-manage Army commanders with restrictive guidance on how to
achieve this goal. The War Department and commanders in the field thus had the freedom to
formulate occupation policies as they saw fit.>

The American officials most responsible for the development of this occupation policy
were two of the Army’s “rising stars,” Major General Leonard Wood and Brigadier General John
J. Pershing.>* Wood was a Harvard trained physician who cut his operational teeth in the
American southwest against Geronimo and his Apaches; receiving the Medal of Honor for his

actions. Wood had learned early on the importance of stability operations to support a

%2 Birtle, U.S. Army Counterinsurgency 1941, p. 99. The Philippines were purchased because Manila surrender after
the armistice and could not be demanded as war reparations.
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Studies Institute: 2004), p. 89.
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campaign.”®  The principles of international law and the Lieber’s code of 1863 discouraged
commanders from drastically altering the rules and customs of an occupied territory unless
military priorities mandated a change.”® Consequently, it was no accident that when the time
came to formulate the occupation policy in 1898 the Army adopted procedures upon those first
employed in the Mexico-American War of the 1840s. Further, the Army’s approach was heavily
influenced by its experiences in “pacifying” the American Indians and by the reform impulses of
contemporary American progressivism.>’ Otherwise called the “white-man’s burden,” the Army
derived lessons in “benevolent paternalism” and the “firm-but-fair” approach to governing
indigenous people.®® In line with the developing social Darwin theories of the time, the Army
wanted Spain’s former colonies to change via a quiet, evolutionary process. The government
would provide as much of a level playing field as possible. It would be up to the people to pull
themselves up “by their bootstraps in the finest of American traditions.”*

Many officers considered educational reform key to success or failure of the entire
nation-building program. By providing universal public education, the Army believed it was
laying the framework for political, social, and economic infrastructure evolution for Spain’s
former colonies. Army officers were aware that such changes, in light of the centuries of corrupt

colonial rule, could not be achieved by riding roughshod over the customs and traditions of the

indigenous population. The belief held that government needed to be designed not for American

% Mary C. Gillett, The Army Medical Department 1865-1917 (Center of Military History, U.S. Government Printing
Office, Washington D.C.: 1994), pp. 78-9.
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satisfaction but for the prosperity of the people. That the measures adopted should be made to
conform to their customs, habits, and even prejudices.60

Unfortunately, this purist view did not come to fruition for the Philippines. Cuba and
Puerto Rico had been relatively peaceful reforms. The Philippines, an archipelago of 7,000
islands and over seven million people, consisted of a patchwork of tribal and religious groups,
many of which disliked each other immensely. Some of these groups had organized into
revolutionary elements that previously assisted U.S. forces in the overthrow of the Spanish.
Unlike Cuba, where the U.S. had been able to convince rebel forces to disband, the Filipino
revolutionaries refused to accept American governance. Instead, under the leadership of Emilio
Aguinaldo, these groups rose up once again as an insurgent force against their American
“occupiers.” The Philippine Insurrection began and lasted over three years; costing the U.S. over
$4,000,000 and 7,000 U.S. casualties.®*

Medical support became a major component of the pacification program to win over the
population. This support concentrated on preventive measures and an extensive public health
program.® Such activities offered a clear, long-term commitment and brought the local
government in as an active participant.

The city of Manila was a good example. The threat of epidemic disease was apparent, so
the U.S. Army developed a comprehensive public health program. Established by the U.S. and
termed “the Board of Health,” this organization had both Filipino and American experts. The
program completely changed the face of the health care infrastructure. It appointed municipal
health officials at fixed salaries, and hired local physicians and midwives to provide free medical
care to the indigent population. The Board of Health ran leper hospitals and arranged for public

clinics. The military government also purchased supplies for hospitals not under direct control of

% Birtle, U.S. Army Counterinsurgency 1941, pp. 102-4.
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the Board. The Board vaccinated thousands of Filipinos during a smallpox outbreak in 1898.
City officials vaccinated over 80,000 people, and succeeded in averting a potential epidemic
catastrophe.®

Venereal disease was also a significant threat to indigenous people and U.S. soldiers. By
1901 an aggressive inspection program began weekly with certificates of cleanliness issued to the
working women. These women paid a standard fee for the inspection, with proceeds used to
support a portion of the San Lazaro Hospital for the treatment of “infected women.”®*

The Board of Health expanded its activities to other urban areas; the primary goal being
restoration of potable water and sanitation. Unfortunately, the Spaniards had done little toward
sanitation or public health and the Board had to reform the whole sanitation infrastructure. As a
result, sanitation departments increased in manpower and garbage was no longer dumped outside
the city, but was burned appropriately.®

These preventive medicine actions continued outside the cities with the establishment of
a Philippine Board of Health in September of 1898. Colonial rule and years of rebellion had
impoverished the population, and even the most simple remedies were absent in most towns. The
Army began a comprehensive program of “medical charity.” It supplied essential drugs and
surgical care and focused on prevention of outbreaks like plague, cholera, and smallpox.
Nationwide vaccination was one of the Army’s most important projects. At the insistence of the
chief surgeon of the Philippines, Brigadier General Patrick Henry Birmingham, the number of
U.S. medical officers increased markedly with a ratio of one surgeon per 176 men.*®

These programs and initiatives led to a decided reduction in the country death rate,

cutting it in half within the first year.®” At the cornerstone of all these programs was a unity of

& John Morgan Gates, Schoolbooks and Krags, The United States Army in the Philippines, 1898-1902, (Westport,
Connecticut, Greenwood Press: 1973), pp. 57-60. Henceforth Gates, Schoolbooks and Krags.
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effort between U.S. forces and the Filipino government. Resources were focused on such
projects and grounded in doctrine, even if that doctrine was informal.

There were, however, some ethical criticisms of these actions. Sometimes U.S. forces
had to counter cultural and ethnic practices; often colliding with long-held traditions and cultural
habits in these rural areas. For instance, the burial practices of these communities often included
the opening of graves for second internments of additional deceased family members.®® Coercion
was sometimes needed by patrols of the provost-marshal to enforce these new sanitary
regulations. Such regulations were in direct conflict, although the people eventually accepted
them over time.®

U.S. senior military leaders, both in the Philippines and in Washington, concluded that
the widespread distribution of doctors and the immediate statistical evidence of their effectiveness
showed that the Army’s public health work was an important element for pacification, bringing to
the Filipinos vivid evidence of the “benevolent” intentions of the United States.” Such programs
were lauded by military commanders as significantly depriving the insurgency of support and
winning the local population over to the Filipino government. Senior U.S. military leaders and
AMEDD officers realized the legitimacy of these actions.” Mary Gillett, in her official history
of the Army Medical Department from 1865 to 1917, commented that those activities offered a
unified, legitimate strategy that demonstrated continuity to the local population and results that
were seen as beneficial with the Philippine government as an active participant.”

The Philippine Insurrection introduced a new concept; medical services to support
interrogation. During some events medical corps officers were present for torturing and

information extraction. Their job was to supervise and prevent any permanent damage or injury
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to the detainee. Certainly such supervision, in this day and age, would be a violation of medical
ethics and even during its time it was in clear violation of the laws of war, yet it still happened
and apparently not hidden in the historical texts.” Other types of ethical dilemmas can be traced
back to Wood, who consciously used the implementation or denial of public health measures to
combat insurgencies among certain ethnic groups; withholding such services to resistant areas
while granting them to others.”

In the end, medical aid had helped, but the U.S. Army was victorious only after making
the conflict as distressing and hopeless as possible for the insurgents. Army officers firmly
believed by the end that positive incentives alone could not overcome a strong rebellion. The
principal lesson of the war was that decisive military action and the policies of chastisement, with
humanitarian action, rather than just policies of benevolence alone, were the ultimate keys to a
successful campaign. It was only when insurgents were pushed by coercion that the policy of
benevolence played a significant role in ending the insurrection. At that point, benevolence
helped to reconcile the remaining insurgents. Leaders emerged from the conflict convinced of the
importance of separating the population from the guerrillas through a combination of population
control and civic actions.” So even while American forces engaged in combat operations,
soldiers would build schools, clinics, and sanitation systems. In an attempt to “cultivate
friendships” the Philippine campaign has been considered the most successful counterinsurgency
in U.S. history.”

“Banana Wars” and the Interwar period (1920-1941)
With the end of the Philippine Insurrection the U.S. military began a series of small

foreign campaigns that were limited, but carried significant geopolitical consequences. These

operations again pitted U.S. Army and Marine Corps elements against insurgents and guerrilla
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forces within local populations with radically different traditions, cultures and beliefs. These
campaigns, interrupted briefly by the First World War, included the Mexican Punitive Expedition
1916-1917, Vera Cruz 1914, Panama 1918-1920, 1921, 1925, Cuba 1906-1909, Nicaragua
1912-1933, Haiti 1915-1934, Honduras 1915-1934, Dominican Republic 1916-1924, Rhineland
Germany 1918-1923, North Russia 1918-1919, Siberia 1918-1920, China 1900-1905, 1912-
1938, and Shanghai 1932.”" At the heart of most of these campaigns was the Monroe Doctrine,
which included the interventionist policies of the Roosevelt and Wilson administrations.”® These
policies dictated that the Marine Corps and the Army should prepare for such missions. This
included nation building, infrastructure assistance and other stability operations, all within the
confines of a counterinsurgency. This dictum left no doubt that service-related doctrine was
necessary.”

Previous campaigns, including the Mexican-American War (1846-8), Civil War
Reconstruction (1865-77), the Indian Wars and the Philippine Insurrection, brought about a
professional development with a “preparedness ethos.” Although many experienced soldiers had
died or retired, the historical data of their experiences contributed greatly to counterinsurgency
doctrine development. This continued into the 1920s and 1930s. Any fading memories were
supplemented by education and historical records at all of the American military institutions.

This included studies of special interests like Thomas E. Lawrence® and Lettow von Vorbeck®

7 Birtle, U.S. Army Counterinsurgency 1941, pp. 8-9.

"8 U.S. Department of State, “Monroe Doctrine, 1823, http://www.state.gov/r/pa/ho/time/jd/16321.htm (accessed
October 30, 2008). The Monroe Doctrine, articulated to congress on December 2, 1823 by President James Monroe,
stated that the newly independent states of the Americas were off limits to European colonization or interference.
Though actually written by Secretary of State, John Quincy Adams, this doctrine had the caveat that the U.S. would not
interfere with existing European colonies in the Western Hemisphere. Any attempt by European nations to gain control
of nations in the western hemisphere would be seen as an act of aggression by the U.S. and open to intervention.
Considered a defining moment in U.S. foreign policy this was supplemented by the Roosevelt Corollary. Added by
President Theodore Roosevelt this invoked a reason to intervene militarily in Latin America to stop any possible spread
of European influence.
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and their works on guerrilla actions during World War I. These institutions studied the post-war
pacification campaigns of the French and Spanish in Morocco, and the British in Irag and India.
As a common practice, the Command and General Staff College (CGSC) reviewed all U.S.
operational after action reports on a regular basis. This included the incorporation of small wars
and special warfare as part of the curriculum periodic review and required readings. All of which
was integrated into the Army’s small wars curriculum.®

U.S. Army Infantry School at Fort Benning was another institution that paved the way for
counterinsurgency innovation. Studies and operational experiences had shown small wars to be a
“distinct genre” within the broader art of war. These experiences led all branches of U.S. forces
to adopt enemy tactics and to discard certain aspects of their time-honored conventional
philosophy. Other innovators like Colonel Harry A. Smith in the 1920s pushed such thoughts as
“Military Governance”; deriving new principles and doctrine development. Smith and other
experts gave a degree of continuity and evolution to the doctrine of civil affairs, and
administrative support for small wars and counterinsurgency. These innovators, with their
academic research, led to further doctrine development and the first publication of official
counterinsurgency doctrine; Training Regulations (TR) 15-70, Field Service Regulations —
Special Operations of 1922. This publication reflected a significant foreign influence; especially
from the British. This even included older texts like Colonel Charles E. Callwell’s Small Wars
from the 1890s. All of this would eventually coalesce into Field Manual (FM) 27-5, Basic Field
Manual, Military Government, 1940, and the USMC, Manual of Small Wars, 1940.%* The latter

will be discussed later in the chapter.

8 paul Emil von Lettow-Vorbeck was a German general and commander of the East Africa campaign of World War 1.
He directed the only colonial campaign of the war and remained undefeated against far superior British forces.
Vorbeck used guerrilla tactics and insurgent warfare to tie down British forces that could have contributed to the
European campaign. Using a small detachment of highly motivated German officers and some 12,000 Askari soldiers,
Vorbeck engaged in guerrilla raids into the British provinces of Kenya and Rhodesia. He targeted railways,
infrastructure, and lines of communications.
8 Birtle, U.S. Army Counterinsurgency 1941, pp. 244-6.
8 |bid., pp. 246-52.
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Earlier publications, including TR 15-70 and later FM 27-5, addressed medical
operations. The primary focus was support to the populace by sanitation and preventive medicine
initiatives, and so included support to civilian hospitals, disposal of sewage, food inspections and
potable water production systems.*

Motivation for these publications came from many areas. One had been the five-year
U.S. presence in post-World War | Germany. This occupation forced an understanding of the
tenets of civil affairs and military governance, re-emphasizing the importance of nation building
as an integral part of the military art. Operational focus specifically highlighted reconstruction
operations and infrastructure development. This became the catalyst for greater attention to civil
affairs.®

Despite these efforts, many soldiers were unprepared for these duties. After World War
I, most of the underdeveloped world had challenged the dominance of industrialized nations.

This raised the chances of civil uprising and nationalistic movements.®* The prospect of waging
extensive pacification campaigns was no more evident than in Mexico, and thus provided
stimulus for studying irregular warfare and counterinsurgency during the interwar period. This
dictated that the Army should be prepared to conduct such operations and led to an open dialogue
between the Army and USMC; sharing experiences and collaborative ideas. Marine officers were
routinely invited to Army schools, as this collaboration gave aid to formulate the USMC’s Small
Wars Manual.®’

Doctrine development had additional motivations. Some occupations had been perceived
as oppressive by some U.S. congressional members and the media. The Army needed acceptance

from home.® This need for American support would necessitate innovative approaches and new

8 War Department, United States Army and Navy Manual of Military Government and Civil Affairs (Washington,
D.C.: 1943).
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doctrine for future operations. Another concern was the rise of communism, and with this a new
sophisticated model of warfare. In 1941 Marine observers warned Army colleagues in the
Cavalry Journal of the introduction of new small wars tactics by communist leader Mao Tse-
tung.®

The AMEDD became an active participant in the campaigns in Central and South
America. Some had even voiced the need for an increasing role for the AMEDD in all aspects of
civil affairs. For example, Army Brigadier General Frank R. McCoy was critical of the way the
Marines were conducting themselves operationally in Nicaragua. A veteran of General Wood’s
campaigns in the Moro Province of the Philippines, McCoy was instrumental in increasing the
size and activity of the Marine force in Nicaragua. He was a strong advocate of the restructuring
of the Nicaraguan military into a constabulary organization. McCoy felt that the Marines were
handicapped by an insufficient emphasis on civil programs. He maintained that the drive should
be toward developing communications, eliminating corruption, improving health conditions, and
modernizing schools. He recommended that any action needed slow and methodical preparation
with a long-term sustainment plan.*°

The Marines took these observations to heart which became evident in their experiences
in the Caribbean, and Central and South America in the early 1930s. This culminated in their
publication of the Small Wars Manual in 1940, which focused on civic action principles and how
they should apply to medical activities. The Marines emphasized using commissioned medical
and dental officers and the importance of highly trained corpsmen. They felt that in a “small wars

operation” the number of health care providers needed to be greater than that required for a

% Birtle, U.S. Army Counterinsurgency 1941, p. 261. Original citation from James Griffith, “Guerrilla Warfare in
China,” Cavalry Journal (September—October 1941): p. 12.
% |bid., pp. 247-9. Frank R. McCoy had served General Wood in the Philippine Insurrection. He later returned to the
islands while Wood was governor general. McCoy was known to have a talent for diplomacy. His assistance was
significant to Henry Stimson when Stimson was special envoy to Nicaragua for President Coolidge. In 1927 McCoy
was instrumental in the resolution of the revolutionary movement in Nicaragua that involved USMC intervention.
Cited from William M. Wright, Meuse-Argonne Diary; A Division Commander in WWI (University of Missouri Press,
2004).
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conventional conflict due to small units being dispersed throughout the theater. They realized
that they should exercise special care in selecting hospital corpsmen to accompany such forces
because of the extraordinary autonomy they would need. In many cases, these corpsmen made
diagnoses and administered medications normally prescribed by a medical officer. Commanding
officers were responsible for the enforcement of sanitation regulations within an operational area.
Each commander needed to be thoroughly conversant with the principles of military hygiene, and
sanitation. Marine elements paid particular attention to local hygiene inspections, washing
practices, vaccinations, vector eradication, water purification, and prevention of venereal
diseases. Operational planning included medical officers who were responsible for implementing
training programs to Marines and the local populace alike. The manual went further, saying that
medical personnel where one of the strongest elements in gaining the confidence of the local
inhabitants. If the campaign plan contemplated the organization of armed indigenous troops, then
additional medical personnel were recommended.*

The USMC advocated aggressive preventive medicine measures for both human and
veterinary patients.* Haiti (1915-1934) was one good example. Sanitation conditions of the
whole island were dismal at best. Edward R. Stitt*® (Navy Surgeon General) and L.F. Drum
(Assistant Theatre Surgeon) noted this in the early 1920s. Both understood that such conditions
and practices were not fixed immediately. It was only through long-term education and training
that Haiti was going to change for the better. An aggressive training program was implemented

with sanitation and preventive services, like refuse collection, put into practice. Health officials

® Department of the Navy, United States Marine Corps Small Wars Manual (Washington, DC: Government Printing,
1940), Ch. 11, pp. 59-60. Henceforth noted as Small Wars.
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enforced regulations like the prohibited practice of urinating and defecating in public. These new
programs also corralled all stray hogs, goats, and dogs.**

Nursing care and training received particular attention in Haiti. Post-partum infections
and malnutrition played an enormous role in the mortality of women. At the request of senior
theater medical officers, members of the Navy Nurse Corps arrived and developed a school of
nursing for local women and Catholic nuns. This also provided a desperately needed career
opportunity for the women of Haiti.*

In the 1920s and 1930s, Army and Navy medical elements used a similar preventive
template in Nicaragua. In a campaign to address “destitute natives”, medical personnel needed to
address public health issues with frequent visits to the villages and support camps. These visits
focused on the supervision and implementation of health and sanitation for the local populace.
Because of this, sanitation was not a significant problem in American held areas. This left
elements free to address other security and stability issues.®

Other activities included the Malaria Survey program. This, conducted with the
permission and cooperation of the local town “commandantes,” established Malaria and
preventive medicine clinics in local schools. In these schools, every child under the age of twelve
received an exam and thick film blood smears. Adults who gave a history of recent symptoms
also were examined with additional blood smears. Those found positive were treated and
followed up. These actions created an appreciation and respect for “El Doctor,” with local civic
leaders and populace alike realizing the long-term improvements from these interventions.
Medical personnel performed emergency procedures and surgeries, but no elective cases.

Preventive training programs, like the Malaria Survey, saw real progress with a substantial
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decrease in malarial cases. Departing Captain Stuart Cameron in 1932 stated, “the Medical
Department has undoubtedly secured many friends for the Army and for the Unites States as well,
among the natives of Nicaragua and Costa Rica.”®’

By 1934, the “Banana Wars” had ended with President Franklin Delano Roosevelt’s
signing of the Good Neighbor Policy. The general consensus was that medical efforts had been
effective. Since preventive medicine, sanitation infrastructure, and education were the priorities
then many of the principles of counterinsurgency and subsequent measures of effectiveness were
met. All of these programs promoted legitimacy and emphasized host nation cooperation and
participation. Continuity and long-term commitment was the norm with a unity of effort between
the U.S. military and the local government. This made resourcing simple as all programs had a
unified theme with one goal; community health. Unlike future operations in Vietnam and
Afghanistan, direct patient care was not in competition with these public health measures.
Altruism was placed on the backburner and substituted with a more pragmatic approach towards
population medicine. There was some direct patient care, but this was limited and usually nested
with the overarching intent of public health and infrastructure development. Interestingly,
intelligence collection was not an issue.

The next five years saw little in additional counterinsurgency development as the world
began to move toward its next World War. On the eve of World War Il the U.S. had
institutionalized many of the lessons learned from the past forty years. This was the traditional
“carrot-and-stick” doctrine that attempted to balance aggressive military action with nonmilitary
programs to appease the local population. So by 1940, with the publication of FM 27-5 and the
Marines Manual of Small Wars, the War Department had doctrine based on decades of
counterinsurgency and small wars experience. There were no dedicated publications to medical

support for such operations, though medicine was used and thought paramount to success. Its
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utility was understood and supported the broader concepts. These ideas consisted of host nation
participation with long-term sustainable programs.®®

Post World War 11
During World War Il the U.S. Army had little occasion for fighting guerrillas. In the

closing months of the war Germany’s Adolf Hitler launched the “Werewolf” movement which
harassed the Allies to a limited extent. This movement fizzled after Germany’s surrender.
Subsequently, the war had produced only a small cadre of guerrilla warfare practitioners, and
counter-guerrilla warfare evaporated from the curriculums of wartime service schools. With the
disappearance of most of the Army’s small wars veterans, due to death or retirement, the Army
emerged from World War Il with virtually no expertise in the conduct of counterinsurgency save
for the two manuals from 1940. Fortunately, the Army did maintain an expertise in two doctrinal
areas: military law and military government.®

In May of 1942 the Army established the School of Military Government in
Charlottesville, Virginia. The move drew immediate criticism, with many people believing that
such institutions presented a dangerous intrusion of the military into civilian affairs. The Army,
for its part, was not enthusiastic either. Still, it maintained that as a practical matter it was the
only agency with the training, organization, and personnel to fulfill this mission. Experience
would ultimately validate this thinking.'® This dictum recognized the value of courting the
population through proper troop conduct and governmental/politico-social reforms. With new
global responsibilities, and Cold War threats the Army found itself under greater pressure. This
pressure was based on a complex blend of American, and Western political and moral thought

disparagingly referred earlier in the chapter as “the white man’s burden.”**
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U.S. Army counterinsurgency activities during the post-World War Il period incorporated
an array of both advisory and direct action campaigns. The direct action campaigns included the
First and Second Indochina Wars (1945-1975), Korea (1945-1954, 1966-1969), Lebanon (1958),
and the Dominican Republic (1965). Advisory actions included Iran (1942-1975), China (1945-
1949), Philippines (1945-1955), Greece (1945-1949), Latin America (1960-1975), and Thailand
(1962-1975).1%

During World War Il the AMEDD was not used as an arm of foreign policy or an
instrument to combat counterinsurgency, but this changed quickly after cessation of major
combat operations.'®® After World War 11, Congress passed a series of laws authorizing aid to
other countries and establishing a civilian bureaucracy to administer any programs. This resulted
in greater Army and DOD Medical participation in foreign assistance than ever before.'®
Although not counterinsurgency, post-World War 11 Japan deserves mentioning as a good
example of medical civic action and its value in the nonconventional sense. General Douglas
MacArthur instituted an aggressive medical stability and reconstruction program. He established
public health centers and preventive medical stations that reached out to every corner of Japan.
These programs went far in establishing goodwill between U.S. forces and the local population;
greatly contributing to the recovery effort. Another example was the rehabilitation of the

Japanese pharmaceutical and medical supply industries by the United States. Rehabilitation of

102 Bjrtle, U.S. Army Counterinsurgency 1976, pp. 6-8.
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this industry significantly aided in the stability of not just Japan but also South Korea. This was
noted as an industry whose rebirth was critical in both countries’ survival.'®

In the late 1940s, with the majority of physicians having left the Korean peninsula after
World War 11, the U.S. military began an aggressive medical training campaign and infrastructure
rebuilding in South Korea to stabilize this fledgling democracy. These programs began training
Korean medical personnel alongside U.S. Army Medical Units on the peninsula. In 1949, with
the assistance of U.S. military medical personnel, a Korean Military Medical School was opened.
This was followed by the establishment of the Korean Army Medical Field Service School. This
school was staffed by instructors from the U.S. Army Medical Department in San Antonio,
Texas. All these stability programs were established prior to the outbreak of hostilities in 1950
and aided in Korea’s ability to support itself under catastrophic times. During the Korean War
these services suffered, but unlike counterinsurgency conflicts, military medicine was not needed
as a means to gain popular support as the local people viewed the enemy as invaders who needed
to be expelled. U.S. involvement with medical aid and training continued after the war by means
of a long-term sustainment training policy. This policy spanned a twenty-year period. Senior
officers later commented that this relationship was only possible through these medical programs
and not from any military achievement.*®

In May 1947, Congress passed an appropriation for unilateral aid to the people of war-
torn Europe, primarily Yugoslavia. As expected, this compassion mingled with the need for

diplomacy. Preservation and development of new democracies was the national strategy. Such

principles left one policy maker to state, “every morsel of food that goes into Europe from
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American, every kernel, was another golden seed of diplomacy.”*®" Over the next twenty years
the AMEDD was viewed as a diplomatic tool as the U.S. engaged international communism in
the Cold War. American medicine was envisioned as a means of demonstrating the superiority of
American democracy and building the strength of the free world. The idea was that Army
medicine would help remove the sources of totalitarianism and thereby make a more secure
world. Medicine had assumed a larger importance than ever.

For the next two decades this new form of “medical diplomacy” was used mostly in the
arena of disaster relief. From 1946 to 1950 American planes delivered medicines and supplies to
disaster areas in the Dominican Republic, Bolivia, Ecuador, and Mexico. In 1954 U.S. officials
used this concept to assist Pakistan after major flooding. This was repeated in 1960 when
humanitarian assistance personnel and supplies deployed to Chile after a devastating earthquake.
All actions were documented with successes and set-backs. Other examples of aid were during
earthquakes in Iran and Yugoslavia. These missions focused on large disaster relief packages of
short duration with an end-state that was visible from the onset. Because of such successes, an
“activist foreign policy” was adapted by the Kennedy administration in the early 1960s.
Subsequently, in 1961 Congress passed a comprehensive foreign aid bill, one provision of which
established a contingency fund to finance disaster relief and “other emergency measures.” That
same Yyear, the State Department created the Agency for International Development (AID) and
assigned it responsibility for such coordination.*®

The U.S. was now firmly involved with the idea of humanitarian assistance. This started
with the reconstruction efforts of post-World War Il Japan and Europe. From this U.S. foreign
policy makers ventured further into humanitarian programs in an attempt to support delicate
democracies during times of need. This included natural disasters from across the globe. These

programs met most of the measures of effectiveness. They put host nation administrations up
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front with a long-term commitment that had a unity of effort. Senior leaders like McArthur and
Marshall had adequate resourcing though doctrine was never changing.

Even natural disaster assistance missions showed merit since such programs were of short
duration with a set end-point that did not interfere with local government systems. Altruism was
present but with such a limited time table no damage could be done with such an ideology. None
of these actions were conflict related though, let alone a complex counterinsurgency.
Unfortunately such foreign aid policies would become the “square peg” used for the next decade

in the “round hole” that was the Vietnam War.
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CHAPTER 3
VIETNAM

Introduction
America was involved in Vietnam since World War Il. The Office of Strategic Services

(OSS) worked with the Viet Minh to rescue downed Allied flyers during the campaign for the
Pacific. The leader of the Viet Minh, Nguyen Sinh Cung, better known as “Ho Chi Minh”, a
French-educated communist and former advisor to the People’s Liberation Army of China, fought
the Japanese throughout the war and after cessation of hostilities declared independence.'®
Reversing Roosevelt’s policy, President Harry Truman supported the return of French colonial
rule due to ongoing Cold War pressures. The source of this reversal was escalating fears of Mao
Tse-tung’s communist revolution on mainland China, and the growing threat from the Soviet
Union. In 1950, the French requested American assistance in Indochina and President Truman
obliged.™® French presence culminated with the defeat at Dien Bien Phu in May 1954, leading to
the Geneva Conference of Indochina and subsequent Geneva Accord of the same year. The
country was officially divided at the seventeenth parallel, with plans for reunification and
elections in 1956.™ These elections never took place due to fears from South Vietnam’s Prime
Minister Ngo Dinh Diem that the elections would never be fair. Though true, this was a cover, as
America realized that the Communist Party under Ho Chi Minh would win. Eisenhower made
the decision to support the South Vietnamese Prime Minister, and pledged both military and
economic aid. Elements of the Viet Minh then began movement back to the north to join their
colleagues and form the National Liberation Front, often called the Viet Cong (VC). Founded in

1960, and exploiting nationalist sentiments, this was the umbrella organization for insurgent
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groups opposing Diem’s government. It received support, both economic and military, from
North Vietnam, China, and the Soviet Union.*?

The year 1960 was also the year that formal U.S. civil affairs and counterinsurgency
operations began. American military forces under the Military Assistance Advisory Group
Vietnam (MAAGV) grew throughout 1961. Despite recommendations from American
ambassador, Henry Cabot Lodge Jr., Secretary of Defense Robert McNamara continued to
increase American troop strength to over 4,000 by the beginning of 1962. Lodge feared that
even the insertion of a small number of combat forces would lead to “mission creep” that would
result in the engagement of large American ground forces.™?

Until 1965, President Robert F. Kennedy kept American troop strength below 25,000.
Kennedy worried about America becoming the new colonial force and “bleed as the French did.”
This dictum changed though with the decisive defeat of the Army of the Republic of Vietnam
(ARVN) by Viet Cong forces in the January 1963 Battle of Ap Bac. This proved that VC
guerrilla forces could defeat a multi-battalion conventional South Vietnamese force. After
Kennedy’s assassination, and a rapid succession of coups and regime changes, President Lyndon
Johnson decided to increase U.S. military aid. Retrospectively this commitment gave the South
Vietnamese government a sense of dependency and a belief in the permanence of U.S. assistance.
Soon thereafter in 1965, Operation ROLLING THUNDER started the first bombing campaign
against North Vietham. That same year U.S. Marines arrived in Da Nang, followed by the U.S.
Army; the war was squarely on American shoulders.**

Earlier, in September 1961, Congress established the United States Agency for
International Development (USAID) under the State Department for the development of health

care systems in third world countries. This left the military in a unique position as the supporting
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organization for the State Department.™® These programs, originally organized into the
Provincial Health Assistance Program (PHAP), incorporated the majority of the USAID resources
for public health development. USAID worked closely with the South Vietnamese Ministry of
Health, and Social Welfare and Refugees program. Its main objective was to train and develop a
South Vietnamese medical infrastructure which was considered one of the worst in the world; the
premise being that the South Vietnamese, rather than the U.S., should render all care to the
people. This venture included multinational civilian physicians, nurses and medical technicians.
These first groups arrived in 1962."® Unfortunately, as the conflict progressed the military
gradually dominated and controlled these activities.

Civic (or civilian) medical assistance began with the mass evacuation and medical care of
the over 450,000 French-speaking Vietnamese Catholics from North Vietnam to the south
following the Geneva Accords in 1954. This marked the first American civic medical assistance
action in support of South Vietnam.''" Ironically, the first American service member killed in the
Vietnam conflict was a medic on 22 December 1961, SPC4 James T. Davis. Atwar’s end in
1973, twenty-one American military physicians were killed in Southeast Asia.**®

By 1973, when all U.S. forces withdrew from South Vietham, multiple programs had
American military physicians, nurses, and medics providing care to host nation civilians. These
programs, based on ideas of altruism, were supplanted with U.S. governmental policy goals.
Almost 700,000 civilians were treated in 1963, reaching an annual peak of over ten million by

1967."° At war’s end an estimated 40 million encounters occurred between American providers
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and the Vietnamese populace.’”® To U.S. policy makers these direct patient care activities were
not a medical effort, but rather a psychological aid in combating the VC insurgency.
Unfortunately, this was not conveyed to the altruistically minded providers implementing these
activities. In the eyes of senior leaders this was a vehicle to establish contact with the local
populace. Though buildings, bridges, roads, and schools could be destroyed by insurgents it was
impossible to destroy medical care already rendered.*® Such programs set the stage for an
investigation on U.S. direct patient care in a counterinsurgency.

Medical Civic Action Program (MEDCAP) | & Special Forces
The first initial attempt at medical civic action programs (MEDCAPS) occurred

2 Conceived in November

simultaneously by both U.S. Army Conventional and Special Forces.*
1962 and under the control of MAAGV, the MEDCAP program was implemented two months
later in January of 1963. Considered by MAAGYV to be a political and psychological tool, this
was a nationwide program to establish a spirit of mutual respect and cooperation between the
Vietnamese armed forces and the civilian population. U.S. forces supported an element of this
purpose. The objective was to convince the local populace in the rural areas that the South
Vietnam government was vested in their wellbeing.**® Put another way this program was to
create a bond between the government in Saigon and their rural population. Any American
participation was supposed to be temporary and only until the Vietnamese proved capable of

continuing on their own.*® The medical need for Vietnam was apparent. Vietnam had no

national health system as of 1960. South Vietnam had only 1,400 physicians nationwide with
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approximately 1,000 of them in military service. This left only 400 physicians available to care
for the some sixteen million citizens.*®

Legitimacy
To promote host nation legitimacy these programs attempted to build confidence between

the government and the local populace. This confidence had to start with security. One of the
advantages of the U.S. military providing these programs was that it had the resources and
delivery systems to provide such security. This was particularly evident in the remote and rural
areas of the country. No sustainable civic action program was possible without security.

Special Forces teams especially, though small and underfunded, understood this need for
legitimacy and that local acceptance was critical. There were some 4,600 practitioners of Chinese
traditional medicine, as well as local sorcerers and healers, among the population. These
individuals provided most of the health care in the country; westerners needed to respect these
cultural practices and traditions to gain local confidence. They knew that these rural healers were
essential to their success and chose to work with them and not around them. Termed “credit
sharing,” this proved to be an effective tool to not only treat the local population but win the
confidence of the elders. For instance, a Special Forces team working in the Central Highlands
built a well for a local village. It was well constructed and away from sources of contamination.
The well pump, however, continued to break for unknown reasons. The team eventually learned
that the old well was under the control of local Buddhist monks, which required a fee when used.
Since not consulted or included in the contracting of the new well, the monks lost face, as well as
income, within the community. With this issue identified, and the monks given control of the

well, the pump worked appropriately without further repairs.*?®
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Continuity
Continuity was also critical for host nation infrastructure progression and eventual self-

sustainment. Unfortunately, the French never planned for Vietnamese self-government, so there
was no infrastructure available with which to work. Senior American planners identified early
that any evolution toward a modern medical system would require aggressive changes in the
economy, infrastructure, culture and medical education system. Due to this, the primary
difficulty was the near-complete lack of sanitation services, and primary/preventive care. This
proved to be the most significant health risk for the local population because in the absence of a
waste management system, the country was constantly under the threat of endemic diseases. So
the goal quickly became the development of public health programs that the Saigon government
could implement in rural areas and to educate village health workers.'?’ Even with limited
funding, these initial elements were long-term self-sustaining programs.

One example was the use of simple tools like soap and the emphasis of sanitation
practices. Special Forces Medical Sergeant, Staff Sergeant Scott Herbert, in his after action
report from 1964, commented on the use of soap in their program. This utilized the large
distribution of soap, which the detachment trained the local population to use. At that time the
only medicine the detachment had, in significant supply, was soap, so they established a “soap
economy” with the Special Forces team paying workers with this as a form of currency.
Eventually the villagers began bartering and trading with bars of soap, which everyone was now
using to good effect.’® The difficulty with these missions was that when a Special Forces

detachment rotated home or a MEDCAP team return to home station, since these initial groups
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where sent out on temporary duty not to exceed 150 days, their medical programs effectively
ceased.’”® So continuity was attempted but never achieved with inconsistent follow up visits.

Unity of Effort
Integration and synchronization efforts were problematic as these early programs and

activities developed into a quagmire of ad hoc organizations and funding. Some programs were
U.S. military only, some U.S. military in conjunction with the South Vietnamese military, and
some U.S. military with American civilian assistance. All were under autonomous control that
answered directly to its own Washington headquarters. No clear lines of communications were
established, and funding came from multiple resources via the Ministry of Health, the South
Vietnamese military, the U.S. military, and USAID. These programs overlapped in both
responsibility and in geographic areas.™** CORDS would attempt to fix this problem and is
discussed later in the chapter.

Doctrine
The U.S. strategic guidance for Vietnam had deep roots. Shortly before leaving office,

President Eisenhower sent Lieutenant Colonel Edward Lansdale, a pioneer in U.S. military
special operations, to meet secretly with the Central Intelligence Agency (CIA) station chief in
Vietnam. He presented his findings to President Kennedy later in 1961. Lansdale recommended
a concentration of strategic military civic action programs to gain the support of the
population.’® Taken to heart, by 1962 Washington planners formally drafted guidance
addressing counterinsurgency civil support. This became National Security Action Memorandum
(NSAM) 124 which established a new interagency group to coordinate the “subterranean war.”

This organization was to ensure maximum effectiveness and synchronize counterinsurgency
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