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Abstract

Using an interpretative research approach to ethical and legal literature, it is argued that nursing in the
battlefield is distinctly different to civilian nursing, even in an emergency, and that the environment is so
different that a duty of care owed by military nurses to wounded soldiers should not apply. Such distinct
differences in wartime can override normal peacetime professional ethics to the extent that the duty of
care owed by military nurses to their patients on the battlefield should not exist. It is also argued that as
military nurses have legal and professional obligations to care for wounded soldiers on the battlefield,
this obligation conflicts with following military orders, causing a dual loyalty conflict. This is because
soldiers are part of the ‘fighting force’ and must be fit to fight and win the battle. This makes them more
of a commodity rather than individual persons with distinct health care needs.
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Introduction

This article offers a critique of the concept of military nurses owing a duty of care to wounded soldiers on the
battlefield (where direct contact with the enemy takes place owing to hand-to-hand fighting or where soldiers
and the enemy are closely engaged in firing bullets, rockets and grenades at each other). It suggests that the
battlefield environment is so unusual that the duty of care, which is normally owed by military nurses to their
patients, should not apply. Drawing on analogies between battlefield and emergency civilian health care
treatment, the article examines significant differences between military and civilian nursing practice.

The article acknowledges that there are professional similarities between military and civilian nursing
practice in general. However, it is asserted that the battlefield health care environment is significantly dif-
ferent from the civilian health care environment because caring for wounded soldiers on the battlefield is
detached from traditional support mechanisms,' even when compared with administering emergency care
or treatment to a casualty in a busy civilian accident and emergency (A&E) department in an inner city
on a Friday or Saturday night, or even a localized major incident such as a terrorist attack similar to that
of the London bombings in July 2005. In such situations, civilian nurses may be able to call on and expect
the assistance of a specialized nurse, modern matron or doctor, although it is acknowledged that this assis-
tance may not always be immediate. Military nurses, however, could be alone and isolated in a bleak Afghan
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plain, working in extreme high or low temperatures,” and could also be under enemy fire from missile
attacks, all of which make the environment extremely dangerous.’ Moreover, civilian nurses would not have
the uncertainty about medical supplies being replenished to the same extent as military nurses.* Accordingly,
even though it is acknowledged that giving care and treatment in emergency civilian circumstances is diffi-
cult and challenging for civilian nurses,” this article explores the evidence that it is unreasonable for military
nurses to owe their patients the same duty of care in the battlefield.

The methodology used is an interpretative research approach with a critical analysis of ethical and legal
literature. The article commences by explaining the current legal position of nurses owing their patients a
duty of care. It highlights legal and ethical conflicts and constraints among professional regulations, military
orders, ethos and command. It explains the differences between military and civilian health care practice. It
does this by noting that these differences are due to strategic, clinical and environmental criteria. In doing so,
it explains that, despite these differences, military nurses continue to owe all their patients a duty of care. This
article compares and contrasts this duty with civilian nurses’ duty of care and, throughout, comments upon
some ethical differences and difficulties that military nurses can encounter on the battlefield.

The legal position

In English law, all health care professionals, irrespective of whether they are military or civilian, owe their
patients a duty of care, regardless of the location or the circumstances in which they give this care.” For mil-
itary nurses serving overseas, this also means that they owe their patients a duty of care in the battlefield.®
This legal principle therefore protects patients because the concept of a duty of care provides an overall
framework for the huge variety of situations in which accountability may arise.

Although there is no legal or professional distinction between civilian and military nursing, the law and
the Nursing Midwifery Council’s (NMC)’ professional code is clear: if nurses give care, treatment, or advice
to patients they then owe those patients a duty of care.” The duty of care and the legal responsibility begins
‘whenever they accept a patient for treatment’.® Thus, it can be argued that the duty of care concept is com-
prehensive and goes to the very essence of ensuring that it sets clinical boundaries for all health care profes-
sionals irrespective of them being either civilian or military. This is so that they remain accountable for their
acts or omissions and are liable for the consequences of careless clinical practice and/or behaviour.” The duty
of care concept is comprehensive, embracing and wide ranging. It is not, as mentioned by Green,’ an ‘indi-
visible phenomenon’.

For military nurses, by the very fact they are deployed on the battlefield giving medical support to
soldiers, it is clear that if they come across a wounded soldier who requires treatment they have a legal and
professional accountability to that patient.'® In such an environment, they are duty bound to assist casualties
and potential casualties.!' However, the difficulty with legal and professional accountability is that, if it con-
flicts with military orders on the battlefield it places military nurses in an ethical dilemma about what course
of action to take. Thus, military orders and discipline can appear to be almost a physical impediment for a
military nurse in deciding what course of action to take.

According to Tschudin, one person can seldom solve an ethical dilemma.'? Tschudin goes further by say-
ing that problems can be solved whereas dilemmas cannot. This arises when faced with an agonizing choice.
For example, such a conflict could occur if a military nurse travelling in a Landrover within a battlefield area
has been given prior orders not to leave hard-packed roads owing to landmines. However, the nurse then
comes across a soldier lying on a dirt track five metres away, who has just experienced a traumatic amputa-
tion of his right leg and arm caused by a landmine. Unexploded mines surround him; he is screaming out in
pain and bleeding profusely. The military nurse, as he or she is trained to do, can see the urgency of needing to
place tourniquets around the soldier’s severed limbs. The nurse wants to start de-mining a path to reach the
injured soldier, by lying prone and feeling for mines with bare hands or a thin rod, and gently crawl towards
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the soldier to treat him. (This manoeuvre would take approximately five minutes: one metre per minute.)
However, military orders on operations'? prevent the nurse from doing so; the nurse must wait until person-
nel with appropriate technical equipment arrive to make a safe passageway. Statistics state that there are
700,000 unexploded mines in Kuwait from the first Gulf War, thus highlighting the reality of this threat."*
Military nurses’ duty to care on the battlefield therefore appears to be constrained by the power of military
orders. However, by following military orders (because nurses must adhere to the law) they would therefore
breach the NMC code of ethics® by not making the patient their first concern. In addition, they would also not
be following the guidelines of the International Council of Nurses Code of ethics for nurses, where it advises
that nurses’ fundamental responsibilities are to alleviate suffering.'®

Although a similar analogy, for example, could be drawn if a civilian nurse, when driving while on duty in
the community, witnesses a child struggling in a deep lake but is unable to help because it is too dangerous to
do so, the scenario environments are significantly different. This is because, whereas the civilian nurse can-
not help because he or she is not able to do so (e.g. the nurse may not be able to swim), the military nurse can
help but is ordered from a higher command not to do so. As mentioned by Altun,'® military nurses must be
unquestionably obedient to military orders, which they must follow and accept with the utmost seriousness.
However, if on the other hand, the military nurse disobeyed military orders and immediately de-mined a safe
passage to the soldier, although there would be no conflict with professional accountability, the nurse would
have disobeyed a lawful military command and would perhaps have committed a reckless act under military
law that could lead to disciplinary action.'’

Consequently, in relation to the scenario, if the military nurse failed to act by not putting tourniquets
around the soldier’s severed limbs, it is likely that the soldier would exsanguinate. If the nurse, however,
disobeyed military orders and acted by de-mining a safe passageway with the intent of giving treatment
to the wounded soldier, by this act the nurse would also assume a duty of care.® Thus, it appears that the law
and the NMC’s professional code” leave little scope for any dispute because it is clear that the military nurse
would owe a duty of care to the wounded soldier in both situations in the context of the scenario.

However, this article suggests that, in spite of the law and the regulation from the NMC, military nurses
should not owe a duty of care that is subject to legal negligence when in a battlefield environment. The main
reason for this, as will be discussed in detail, is owing to the battlefield being a distinct hostile environment.
As mentioned by Beam, '® the battlefield is ‘the antithesis of the ideal medical setting’. It is more violent than
a civilian A&E department. It is noisy, chaotic, in a constant state of flux and unpredictable. ‘There are sim-
ply no comparable situations in the civilian sector, despite frequent comparisons to inner-city emergency
rooms on “any Saturday night”” (p.371)."®

Military nursing practice: its distinctness

Strategic differences

Gross'? explains that during war and on the battlefield military nurses treat individual soldiers as an essential
part of the ‘fighting force’ so that they can be fit to fight. Soldiers are therefore seen more as a commodity to
win battles and wars rather than individuals with distinct health care needs. As such, according to Kowtow,2°
the battlefield can force military nurses to perform duties that are clearly not always in a patient’s best inter-
ests if they have to follow military orders first. This is supported in a different article by Gross,”' where he
states that ‘on the battlefield, military healthcare is an adjunct of war, it does not speak to saving the lives of
soldiers as an end in itself, but of salvaging their lives so they can fight’. This emphasizes a clear difference
between an emergency civilian situation either within or outside a hospital and the battlefield. This is
because, unlike military nurses, in accordance with their professional code civilian nurses would need to
‘make the care of people’ their “first concern’ even in an emergency (p.1).> Thus, military nursing in an
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organization that is involved in fighting can seem contradictory to the values and beliefs of civilian health
care professionals.?

Gross®! goes on to explain that, in the battlefield, salvaging lives in order to maintain manpower and mil-
itary capability is of paramount importance. For civilian nurses, salvaging lives is equally their goal but, for
different reasons, they would ‘promote the health and wellbeing of those in their care’.> Moreover, on a wider
scale, whereas civilian health care is directed towards saving life, military health care offers a legitimate
framework for taking life in war.*® Gross'® also states, ‘During war, healthcare personnel do not treat indi-
vidual soldiers “qua discrete” patients but as components of a fighting force: a living, collective entity’. This
is because in choosing a particular course of action military personnel are governed by an enforced ‘com-
mand structure’, which expects its soldiers to carry out tasks that are more demanding compared with
civilians.**

Both Gross®' and Kottow”" highlight the different ethical and moral concept that military nurses have of
patient care when compared with civilian practice. Furthermore, they illustrate how military nurses act dif-
ferently in war when they are compared with civilian nurses. Civilian nurses caring for wounded soldiers
would not consider their patients (i.e. the soldiers) as a ‘fighting force’. They would ‘treat people as individ-
uals and respect their dignity’ (p.2).” They would care for patients according to the severity of their wound or
illness, not based on whether that individual was required to fight a decisive battle. Moreover, they would
give nursing care in an atmosphere that allows individualized patient care for the attainment of patient auton-
omy and fulfilment of self-determination.*®

However, the courts are keen to allow the military to remain autonomous and detached from civilian
norms.?® Gross’s*! article therefore highlights that the military nurse owing a duty of care to a patient on the
battlefield may be seen as an unnecessary constraint because it is secondary to winning the battle and the war.
This is because, as Tripodi*’ mentions, soldiers (this includes military nurses) are equipped through basic
training to act without later thinking of the moral or legal repercussions of their decisions. In other words,
an army’s existence is not to adhere to normal peacetime social expectations such as a military nurse auto-
matically acquiring a duty of care when giving treatment to a patient on the battlefield. ‘The military objec-
tive must override the interests of the individual’*® so that they are fit to fight’ before being accorded
personal needs and individualized health care.'” Thus, the critical ethical difference between civilian and
military health care practice in the battlefield is that the military need is primarily to provide care to achieve
and maintain battle readiness.

Fit to fight

There are two reasons why military nurses consider soldiers to be part of the ‘fighting force’ so that they must
first be fit to fight before being viewed as patients with individual health needs.

First, the existence of an army and its aim in a conflict is to ‘fight and decisively win its nation’s wars’.?’
Thus, it is crucial that military nurses ensure that soldiers are fit to fight and win the battle decisively before
acknowledging the individual needs of their patients. This article accepts that this notion may be morally
repugnant to civilian nurses and contradict the entire principles of health care.*° However, if winning the
battle was not important, it can be questioned why should an army with military nurses exist in the first place?
A state or country should not lose sight of this ‘fit to fight” concept by placing constraints on those military
personnel who fight and aspire to achieve this aim and those who give military nursing care.

Second, for the British Army, wherever a service person is serving, military law and discipline must under-
pin operational effectiveness,®' which, at its highest level, achieves the military intent of the government of the
day. This could be to win the war or to maintain peace. The military Commander’s intent is then mirrored in
this concept. Thus, operational effectiveness takes precedence and is the British Army’s ultimate objective
before everything else. On the contrary, however, this article acknowledges that operational effectiveness
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is perhaps not a consideration or issue that front line civilian nurses in the NHS are preoccupied with to the
extent that owing a duty of care to their patient becomes secondary. Operational effectiveness has a rather
different interpretation in the NHS context: it is to ensure that civilian nurses provide equally high quality
patient care while, alternatively, military nurses’ high quality patient care must ensure that soldiers are ‘fit
to ﬁg}:‘slg.s’32 The legal mandate for providing high quality care is found in the National Health Service Act
2006.

Military discipline

Although military nurses owe their patients the same duty of care as civilian nurses, these nurses are different.
This is because they more readily adapt their clinical skills to any situation and have a different disciplinary
code,*® even though these differences are due to what Beam'® comments on as a predisposition of military
medical personnel to obey military orders and a closed hierarchical military rank structure that does not allow
orders to be questioned by subordinates. Military nurses, by the adoption of military rank and following mil-
itary orders, the wearing of combat uniform, the carrying of arms and the undertaking of general military
training are, according to Bassett,>* of the military’. This makes military nurses soldiers first, who are sub-
jected to military discipline, and nurses second. Thus, discipline is the ‘backbone’ that promotes efficiency in
the armed forces and involves military nurses following military orders.*'

Although it may be argued that civilian nurses have the same distinctness in terms of civilian uniform, a
hierarchical structure (albeit less authoritarian than the armed forces), and an internal training structure, mil-
itary nurses nonetheless remain different as they also have diverse expectations placed upon them and more
demands.® For example, military nurses are on duty 24 hours a day and they are sometimes ordered to attend
military duties outside their normal clinical duty working hours while wearing military uniform.*® For
instance, a military nurse could be caring for a patient on the battlefield and then be on guard duty at a med-
ical establishment and carrying a loaded weapon during the night.

Furthermore, although civilian nurses must equally follow civilian orders, a civilian order is more patient
focused than a military one. Harper®® argues that this is one of the main differences between military and
civilian medical services because it demonstrates a significant distinction between which duty should take
precedence over the other. For civilian nurses there is no doubt that patients’ health care needs are paramount
and come first.” However, for military nurses the situation is less straightforward because operational effec-
tiveness takes precedence. This raises the question of the legal and ethical conflict of interest arising when
military nurses, who are soldiers first, can be acting legally and ethically in one sense only by compromising
legality and acting unethically in the other!*” This is because it is legally right to follow a military order and
legally wrong not to do 50, a dilemma that civilian nurses do not experience because they are accountable
only to the NMC.

Toner>® remarks that a sword dominates military ethics, with the importance of following military orders
being a priority. This means that achieving operational effectiveness is a feature that every military nurse
must accept and anything after that, such as nurse autonomy or patients’ self-determination, is secondary,
a concept that would be clearly unacceptable for civilian nurses. For example, one could not imagine a civil-
ian administrator in an A&E department during an emergency ordering where and when civilian doctors or
nurses must treat patients. However, in striving to achieve operational effectiveness in the battlefield, a nur-
sing obligation to treat casualties must be weighed against the military obligation to win the battle, a notion
that civilian nurses would not even have to contemplate. Furthermore, in the battlefield, military orders
become a ‘third party” in that they can sometimes interfere with what Enemark®® comments on as the ‘dyadic
doctor—patient relationship’ or nurse—patient relationship. A fundamental difference is that third-party inter-
vention would not normally occur or affect the civilian relationship between nurses and patients, especially in
an emergency environment.
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Clinical differences

Gross”! also comments about patients having limited rights on the battlefield. Here, he emphasizes that in the
American armed forces it is an offence for soldiers to refuse medical treatment that would subsequently render
them unfit for duty.** In English law, ‘even when his or her own life depends on receiving medical treatment,
an adult of sound mind is entitled to refuse it”.*' Nevertheless, although in English law every competent adult
is entitled to refuse medical treatment, even if they could die, in the British armed forces, refusing medical
treatment could equally be seen as wilful neglect of their military duty, even on the battlefield. According
to the Armed Forces Act 2006,** an act or omission to aggravate or prolong any injury is considered an
offence. Clearly, refusing medical treatment on the battlefield would delay the soldier returning to fight.

Other clinical differences arise from the evacuation chain of casualties. Owing to the unpredictability of
warfare, this chain can never be guaranteed to work. Moreover, on operations, large numbers of clinical per-
sonnel may attend the same casualty at different points in the treatment chain.** This can make the evacua-
tion chain longer than what it would be in a civilian hospital and delay treatment.** In particular, this can
delay critical treatment in the ‘golden hour’:

The first 60 minutes following a serious injury is known as the ‘Golden Hour’. Seriously injured casualties cor-
rectly resuscitated and treatment begun in a definitive care facility during this vital time will be given the best
chance of survival with minimum long-term disability. Of those victims of major trauma who die, two-thirds will
have suffered major head or other central nervous system injuries about which little could have been done that
would have altered the inevitable outcome. However, two-thirds of the remaining fatalities would be preventable
if the casualty were to receive appropriate medical management in this ‘Golden Hour’. The majority of preven-
table deaths at the scene occur because of inadequate airway management. The rest occur because of inadequate
management of ineffective breathing or inadequately treated shock following haemorrhage.*

Even more lives can be saved by adequate treatment during the ‘platinum 10 minutes’:

Recently, the Army medical community rediscovered that even more important than the Golden Hour was the
first 10 minutes after a traumatic injury. The first 10 minutes is now being called the “Platinum 10°.%¢

Although a delay in emergency treatment can be equally problematic, for example, when rescuing a
drowning child, nonetheless, providing essential care on the battlefield is clearly deemed more dangerous.
As mentioned by Callan*’ and Murdock,*® to prevent death, trauma patients must receive definitive care
within these two crucial timescales. Moreover, as stated by Hess and Holcomb,*® when military physicians
treat patients from the battlefield ‘who require massive transfusion [blood] four to five times the frequency
seen in civilian practice’ the situation can become more problematic. Hodgetts et al.>® highlight this differ-
ence further when they explain that injury caused by ballistic weapons generates significantly more damage
than the blunt trauma commonly seen in a civilian A&E department, and that profuse bleeding is the main
cause of death on the battlefield. Consequently, the traditional ABC (airway, breathing and circulation) man-
agement is now replaced by training military nurses to adapt to ‘<C>ABC management where C stands for

dealing with catastrophic haemorrhage’.>

Environmental differences

Localized environmental differences are also significant. Unlike civilian health care professionals working in
a stable and often relatively safe environment, military nurses work in the battlefield in total isolation from
medical assistance. They do not have access to the same emergency facilities to summon assistance. They
can be fatally injured at any time when giving treatment to their patients. They also work in extreme hot and
cold conditions without heating or air conditioning, and in harsh temporary and mobile facilities without any
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reinforcements to assist or relieve them.”' Even civilian nurses and others attending major incidents outside
the safety of their hospitals do not experience such conditions. If they are outside the hospital, the environ-
ment to this extent does not impede them. Although many civilian nurses work alone in the community and in
sparse rural areas where mobile phone reception can be extremely poor, they are still never totally isolated in
terms of communication and dangerous terrain such as landmines to the same degree as military nurses can
be isolated in the battlefield. They do not, for example, ever have a minefield to circumvent before reaching a
casualty. Thus, caring for wounded soldiers on the battlefield carries awesome responsibility and requires
courage.”

These harsh environments are not, according to Griffiths and Jasper,** ‘ring fenced’, meaning that the bat-
tlefield is no longer static; instead it is fluid and movable given the use of modern weapons. For example, in
the deserts of Iraq and Afghanistan, Colonel Tim Hodgetts, a military A&E consultant at the local field hos-
pital, commented that ‘the clinical routine was regularly interrupted by ballistic missile warnings for incom-
ing SCUDs [tactical ballistic missiles developed by the Soviet Union during the Cold War and exported
widely to other countries], or chemical attack alarms’.>® The threat of chemical attack would have entailed
all personnel wearing their nuclear, biological and chemical warfare charcoal suit and putting on their
respirator within nine seconds. This makes treating casualties almost impossible owing to the degradation
(i.e. physical exhaustion) of the human body caused by the charcoal clothing.

Concluding comments

This article has discussed and exposed legal and ethical dilemmas, which can create dual loyalty conflict.>* It
has also highlighted the difficulties for military nurses facing this dual role conflict; that is, that of soldiers/
nurses having to obey military orders while also having to follow professional codes of practice.”

Military nursing is significantly different from civilian nursing, and even more so on the battlefield*®
because caring for wounded soldiers in this environment is detached from traditional support mechanisms.?
However, in spite of this distinctiveness, legally, military nurses continue to owe a duty of care to their
patients. This article has also highlighted that military nursing is deemed to be secondary to achieving opera-
tional effectiveness, which is to achieve whatever military objective has been given by the government of the
day. This could be to win a decisive battle, the war, or to achieve peace if deployed on a peace-keeping
mission.

Best’’ remarks that a ‘medical readiness mission’ supports military necessity, which is to ensure that sol-
diers are fit to fight. It is therefore clear that the primary role of military nurses is to maintain the readiness of
combat soldiers to ensure that they are fit to fight and, if necessary, to kill the enemy during war.>® As dis-
cussed, this can cause a distinct ethical dilemma for military nurses. In one sense, they are as described by
Matthews>’ as having two roles: that of healer in doing no harm and that of a ‘security agent’ in preparing a
soldier to inflict harm on another person. This dual role and being a servant to two masters can be proble-
matic. For a professional body such as the NMC to have an effective code of ethics for determining accep-
table behaviour, it must have sole responsibility for its members.®® This perhaps is not possible for military
nurses because, even though they are responsible and accountable to the NMC and owe all their patients a
duty of care,” military orders and law primarily govern their actions. However, as Witting®' points out in his
analysis of the concept of a duty of care, the courts would be willing to examine the impact that a duty of care
could have on a party as long as the argument was sufficiently robust and was in the administration of justice.

To draw a clear distinction between civilian and military nursing it must be seen that such clear differ-
ences in wartime can override normal peacetime professional ethics. This, however, creates ethical dilemmas
for military nurses on the battlefield. ‘An action may be legal but unprofessional, exposing a healthcare pro-
fessional to action by his/her Statutory Regulatory Body.”*> Thus, following military orders and maintaining
operational effectiveness can make following professional codes of practice and owing a duty of care to
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patients in the battlefield more difficult. This is a view shared by London,®* who stresses that health care
ethics very often yields to the ‘acquiescence to military demands’, so acknowledging friction between
achieving the military mission and adequately caring for casualties on the battlefield.

This article has also concluded that the limited colonization of military law by civilian norms should
remain distant.?® In other words, the duty of care owed by military nurses to their patients who have been
injured in the battlefield is constrained and thus questionable under existing ethical and legal parameters.
It could be argued that civilian norms in the battlefield cannot be colonized and are thus incompatible with
the reality of war and, in particular, with the battlefield environment.

Perhaps, as stated by Hallgarth,® the ‘painful truth’ may be that, when practising nursing in the battlefield
and ‘when the stakes are sufficiently high’, to allow patients the same duty of care relationship as they would
have with civilian health care professionals is not practicable or reasonable in such hostile conditions and is
too onerous a legal task for military nurses.
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