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served about 20 years in uniform and participated in many military activities. Many years
later, in a different century and in a different
world, I have tried to recollect the events that
have contributed to my understanding of military
medicine.
It was June 5, 1967—the first day of the Sixdays War. Our airborne brigade was pushing its
way through the defence lines of the Egyptian
army in broad daylight, with heavy casualties. I
was then a captain—the medical officer of the
brigade—commanding the brigade’s medical
company. I was 28 years old, having graduated
from Hebrew University Medical School,
Jerusalem, 3 years before. The medical teams
were very busy: wave after wave of casualties,
many of whom had been severely injured by
artillery fire, machine guns, and explosives, were
brought to our station. It seemed to be a constant
and endless stream of urgent cases who needed
immediate professional attention. For many hours
we were not able to evacuate any casualties to the
rear. Thus, the medical teams were busy in triage,
treatment, and stabilisation of casualties as well as
caring for and attending to the injured soldiers.
On one occasion, a severely wounded soldier
was brought to the medical station with thirddegree burns covering more than 90% of his body;
he was conscious and in agonising pain. One
glance was enough for me to realise that the
injured soldier had no chance of survival. In the
same glance, I recognised him: he had served with
us for the past 2 years. I could even remember his
name. My first thought was that I had to try and
to do everything possible for him. However,
professionally, it was clear that any serious
attempt to rescue this soldier’s life was not only
futile, but also time consuming and would affect
the chances of other casualties in need of urgent
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attention and treatment. There was only one
course of action to be made under these extreme
circumstances: to alleviate the soldier’s pain and
to continue to help other injured soldiers. For
many hours the medical team continued to work;
medical evacuation became possible only after
dusk. During these hours, I thought only about
the burnt soldier—watching him from time to
time. He was lying on a stretcher, breathing
quietly, free of pain, unaware of the fate awaiting
him. I knew I had made the right decision—
because it allowed us to do the best possible for
most of the injured soldiers under those
circumstances. And yet, 35 years later, I still think
from time to time about that poor soldier, who
died the next day.
That same night I had to confront another
medical situation: a soldier whose face had been
injured by a fragment. His jaw was broken and he
was coughing up blood. When I examined him he
was cyanosed—hungry for air. I knew the only
way to rescue him was to do a tracheotomy.
Unfortunately, I had never done one. I hesitated,
then realised that I had no choice, I was losing my
patient. Although I did my best, the soldier died. I
learned then, that in such circumstances I should
make treatment decisions on the basis on the
patient’s condition, irrespective of my experience.
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Medics carrying a casualty with a blast injury to a nearby medical station

The explanation for this discrepancy was
termed the “paradox of proximity”: most of those
who had died on the battlefield in previous wars
had not been treated by a medical officer—they
had died beforehand. Thus, they were listed as
“killed in action”. Those who had died from their
wounds after treatment were rather a small
minority. Because the medical officers were so
close to the combat units and because they were
very skilled, many soldiers who were severely
injured and had poor prognoses died after
reaching the medical officer and were listed not as
“killed in action” but rather as “died of wounds”.
Thus, the performance of the medical teams on
the battlefield seemed worse, which of course was
not the case.
For many years I have been asking myself if
military medicine were a distinct branch among
the medical professions. Several years ago, on the
basis of my own experience, I would not have
hesitated to answer the question positively:
military medicine is a part of our profession in
which treatment and organisation are uniquely
intertwined. Today, I am not so sure. Recent
terrorist attacks, which have affected mainly
civilian populations, have changed the boundaries
and definition of military medicine. Many of its
hallmarks are now being incorporated into civilian
emergency medicine. It seems to me that today,
any physician, anywhere, could find himself
engaged in professional activities that until
recently have been typical only of military
medicine. In the future, military medicine on the
battlefield might be a subspecialty of emergency
medicine in its broad sense.
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3 nights later, a similar case was brought to me.
This time I did not hesitate and did the
tracheotomy, even though I was still inexperienced and probably more scared than I had been
before. The soldier survived, was evacuated to a
hospital, and recovered.
During the war in October, 1973, I was a
medical officer at the southern front. After
18 days of active fighting on the Sinai Peninsula
and the banks of the Suez Canal, our troops had
more than 5500 casualties. About 1600 of them
were either killed in action or died from their
wounds. Most of the casualties were evacuated
from forward medical units to the main field
hospital of Sinai—some 50 km from the front lines.
The hospital had surgeons experienced in all types
of surgery and was accordingly very well equipped.
It also had psychiatrists and psychologists who
could deal with soldiers who had post-traumatic
stress disorder. The hospital was there for triage,
resuscitation, and stabilisation of casualties, so that
soldiers could either be evacuated safely to the rear,
or returned to their units.
Major surgery was done only when considered a
life-saving procedure. The concept of “return to
duty”, which had always been a basic concept of
military medicine, bothered me even then:
although soldiers who had been severely injured
were evacuated to rear hospitals and did not
return to the battlefield, those who had been only
lightly wounded were sent to their original combat
units after treatment. Physicians have always been
expected to give the best possible care to their
patients. Is treatment with the aim to return
soldiers to duty the best possible medical care that
can be given in time of conflict? I can only guess
that many soldiers thought it was an unfair
decision. However, from the point of view of the
military, whose only goal was to win the battle,
these lightly wounded soldiers were their best
source of experienced fighters and their
contribution to their units during impending
battles might be crucial. Medical officers should
be aware of this conflict of interests.
During the Lebanon war in 1982, I was the
surgeon general of the Israel Defense Forces.
Most of the battles during this conflict consisted
of military operations in built-up areas, which was
very demanding on the medical team.
Injuries were typically blast, crush, and multitrauma, since the causative agents were mainly
high velocity bullets and explosives. On many
occasions medical evacuation was very tedious
and took a long time. Thus, every combat unit
was augmented with medical officers and
orderlies. Our feeling in the field was that the
medical treatment given to battle casualties during
this war was better than that given in previous
conflicts. However, analyses showed that more
soldiers died from their wounds during this war
than during the war in October, 1973. It was both
surprising and frustrating: so many orderlies and
medical officers had given adequate treatment
immediately after the injury, and yet, no real
improvement had been achieved.
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