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What’s Old Is New 
LSCO Casualty Evacuation in the  
21st Century
By Jonathan S. Pederson

An update and integration of 
our military medical strategy 
is needed before the next large 

conflict. In the current lull between 

major conflicts, much discussion has 
been generated regarding the next 
fight, which is postulated to be quite 
different than the wars in Afghanistan 
and Iraq. This predicted large-scale 
combat operation (LSCO) battle will 
require different strategies and tactics 
to adequately evacuate and treat the 

large numbers of expected casualties 
not seen since the mid-20th century.1 
It is expected that the next LSCO will 
generate thousands of casualties in 
the opening days and stress the U.S. 
health-care system. Casualty evacua-
tion will present new challenges. The 
scope and scale of the conflict will 
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require a greater level of coordination 
between military and civilian health-
care systems to aid the large numbers 
of expected casualties. Old lessons can 
be revamped, however, and innovation 
is needed. Recognition of our health-
care system as a national security asset 
is required.

The historical “rear area” of past 
conflicts may not exist in the predicted 
modern conflict.2 Long-range munitions 
and multidomain operations (satellites, 
long-range reconnaissance) will expand 
the combat zone where the enemy 
can be targeted. Casualties will need 
to be evacuated quickly and for longer 
distances until they are in a safe zone 
and definitive care can be rendered. 
Sustainment (under which medical 
support falls), logistics, and resupply 
have always been recognized as vitally 
important in winning a war.3 With this 
being the case, the foe will target these 
key features if it can. Medical assets may 
not enjoy the protection they have had 
in past conflicts.

Casualty evacuation is largely a logisti-
cal problem and thus depends on logistic 
supply lines. If a Servicemember is in-
jured in a conflict at the front line, ideally, 
he or she would immediately be removed 
from the line of fire, be triaged, and re-
ceive first aid from a medic or corpsman. 
Casualty collection points right off the 
front line will be established where more 
triage, treatment, and casualty movement 
to higher levels of care will occur—within 
minutes if possible. If immediate move-
ment is not possible or is constrained, 
medics will need to provide prolonged 
care in the field until evacuation is 
possible. Moreover, recognizing that un-
contested air space might not exist during 
a LSCO fight, “prolonged field care” 
is being taught and encouraged. This 
training assumes that a medic will need 
to take care of a casualty or casualties for 
potentially days before they are able to be 
evacuated to a role of care such as a bat-
talion aid station (Role I) or equivalent 
with more medical and lifesaving capabil-
ity. However, medics will need to resist 
the urge to consolidate and congregate 
with other medics’ casualty collection 
points to avoid being targeted.4

Current numbers of dedicated 
military casualty evacuation platforms 
are likely inadequate and would be over-
whelmed by the number of casualties in a 
LSCO conflict.5 Other means of casualty 
evacuation will be employed. Necessity 
will dictate that anything that rolls, 
floats, drives, or flies will be considered 
and utilized. Casualties will become an 
important priority of movement for logis-
tical resupply operations. Supplies will go 
forward, and casualties will come back. 
Whether it is an Air Force Air Mobility 
Command aircraft, Navy Military Sealift 
Command ship, or Army 5-ton truck, 
cargo will go out and patients will come 
in. Any platform used for logistics may be 
pressed into casualty evacuation service. 
Medical planners will need to become 
intimately familiar with an area of op-
eration’s main supply routes, alternate 
supply routes’ resupply, and retrograde 
timetables. They will need to know the 
number and types of vehicles used in the 
supply convoy.

Medical planners within a fighting 
unit will estimate the number of expected 
casualties from a pending battle. They 
will calculate how many casualties can 
be evacuated and at what times from 
preplanned resupply packages and rank 
them within the priority-of-movement 
system. Casualties will be loaded on to 
trucks, flatbeds, and other vehicles com-
ing back from a battle after they drop off 
their supplies. Casualties will be put on 
ships, planes, trains, or any other means 
of transportation being used by logistics. 
Using these preplanned logistical resup-
ply schedules, medical officers can predict 
how many casualties could potentially be 
evacuated from a given area. This medi-
cal information gives commanders the 
ability to compare how many casualties 
could potentially be evacuated with the 
estimated casualty numbers from pend-
ing battles and help inform decisions on 
where to attack.

Nonstandard casualty evacuation 
platforms will be utilized and should 
be included in our current military 
exercise scenarios. All civilian modes of 
transportation should be considered. If a 
contested area has a robust rail network, 
medical planners should know how many 

casualties could potentially be evacuated 
using trains and coordinate their use if 
needed. If a contested area has a system 
of domestic ferries to move people and 
supplies in peacetime, medical planners 
should calculate how many casualties 
could be moved using these platforms. 
If there is an extensive network of canals 
or rivers (for example, in Europe), the 
number of potential casualties using these 
evacuation routes should be calculated.

Civilian passenger jets have the 
potential to be retrofitted to transport 
casualties as well.6 The current military 
medical casualty evacuation system—field 
ambulances or medical helicopters to 
a C-17 or C-130 transport aircraft, to 
a medical ship, or to a fixed medical 
facility—will be quickly overwhelmed 
and prove inadequate during a LSCO 
fight. The Civil Reserve Air Fleet is 
a Department of Transportation and 
Department of War (DOW) program 
in which U.S. civilian airlines volunteer 
their aircraft during a national defense 
crisis.7 It has been activated three times 
since it was established in 1951 and was 
last used in 2021 to evacuate U.S. citi-
zens and personnel, Special Immigrant 
Visa applicants, and other at-risk indi-
viduals from Afghanistan.8

In regions like the Indo-Pacific, wa-
tercraft casualty evacuation may become 
the primary mode in contested airspace. 
Navy and Army transport vessels will be 
pressed into service for casualty evacu-
ation and ad hoc treatment platforms. 
The Navy, in anticipation of this scenario, 
is purchasing fast ferries and retrofitting 
them into medical treatment and trans-
port platforms.9 These will expand and 
diversify military medical capabilities as 
well as increase survivability via speed and 
agility. The current hospital ships, USNS 
Mercy and USNS Comfort, are large, 
slow, and vulnerable.

Dispersion is key to survival on the 
battlefields of the future. Any congrega-
tions of personnel or equipment will 
be under threat if they are larger than 
the enemy’s targeting threshold and 
stationary long enough for fires against 
them to be calculated and executed. This 
expanded area of conflict resulting from 
the introduction of long-range precision 
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munitions will mean that all casualty care 
will need to be mobile, which means 
smaller and more mobile than current 
doctrine dictates.10

Role I aid stations, the most far-for-
ward medical capability, will need to be 
exceptionally mobile and move frequently 
to avoid being targeted. The larger Role 
II aid stations will also need to be mo-
bile and frequently moved if they are to 
provide far-forward medical and surgical 
capabilities without being targeted.11 
Many of our current Role I and Role 
II combat medical aid stations are not 
designed to be agile or mobile. As such, 
they will need to be set up far outside the 
much larger combat zones of the future 
to avoid being targeted. In turn, these 
stations will become less relevant to their 
mission of providing intermediate care 
and salvage surgery en route to the next 
tier (Role III) medical care facility as they 
encroach on the safe spaces this next tier 
occupies as well. During our more recent 
conflicts, casualties frequently bypassed 

Role II forward surgical capabilities and 
were taken to Role III facilities for more 
definitive surgery when casualty evacu-
ation was expeditious.12 Highly agile 
medical assets will increase survivability 
and give commanders more options as 
they perform risk analysis for medical 
coverage within combat zones. If the 
appropriate threshold for survivability of 
precious surgical/medical assets cannot 
be obtained within the future combat 
zone, rapid casualty evacuation becomes 
even more critical.

The tactical realities of the future bat-
tlefield need to inspire strategic medical 
requirements now. Our current tactical 
battlefield medical structure will likely 
not survive within the future expanded 
combat zone without becoming more 
agile and mobile. Role I may need to 
become a single tent that can be put up 
and taken down in minutes, coupled with 
a 5-ton truck that can quickly move out 
if needed with everything onboard. Role 
II may become an expandable 20-foot 

surgical suite container on the back of a 
HEMTT (heavy expanded mobility tacti-
cal truck), unlike the current complex 
of several fixed tents with little organic 
transportation capability. A modular 
system, with a small mobile base unit of 
perhaps 10 beds that can scale up and 
down quickly, will be more survivable 
and useful than large immobile Role IIs 
and IIIs. All three Services have versions 
of expeditionary hospitalization. A LSCO 
will put interoperability (not necessarily 
interchangeability) to the test.13

Lines of evacuation will coincide with 
logistical hubs. As casualties flow back 
from contested theaters of operation, 
they will coalesce at large military treat-
ment facilities (MTFs). Casualties from 
European or Middle East theaters will 
continue to flow to Ramstein Air Base, 
then to Landstuhl Regional Medical 
Center in Germany or to secondary 
medical facilities in Europe, such as RAF 
Lakenheath in the United Kingdom, and 
then on to Walter Reed/National Capital 

Army Specialist Jazmyne Wanger, combat medic specialist with Headquarters and Headquarters Company, 56th Stryker Brigade Combat 
Team, Pennsylvania National Guard, tends to simulated wounded soldier while HH-60 Black Hawk helicopter draws near pickup site during air 
medevac exercise at Grafenwoehr Training Area, October 11, 2024 (U.S. Army National Guard/Leanne Demboski)
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Region, with overflow to facilities such 
as Naval Medical Center Portsmouth. 
Casualties from U.S. Southern 
Command will flow to San Antonio’s 
Brooke Army Medical Center. U.S. Indo-
Pacific Command casualties will flow 
through air logistical hubs such as Joint 
Base Lewis–McChord, where Madigan 
Army Medical Center is located, and then 
on to other hubs such as Travis Air Force 
Base in California, where David Grant 
USAF Medical Center is located, or to 
Naval Medical Center San Diego.

Other lines of evacuation may include 
bases such as Joint Base Elmendorf–
Richardson in Anchorage, where the 
673rd Medical Group is based. Tripler 
Army Medical Center in Hawaii may 
become the logistical/casualty line of 
evacuation hub for those coming by sea. 
Casualties will be treated, triaged, and 
dispositioned. Some of these casualties 
will then be moved and dispersed to their 
unit’s base treatment facility or loca-
tions close to their homes of record for 

long-term recuperation and be under the 
care of their local medical facilities. Many 
of these medical facilities will be civilian. 
This system already exists on a small scale, 
such as Army Soldier Recovery Units, 
but will need to be vastly expanded and 
jointly applied during a LSCO fight.14 
The Department of Veterans Affairs (VA) 
will be a major player in the long-term 
treatment of LSCO casualties.

There will be a large shift in medical 
providers within the abovementioned 
areas with large MTFs. Active-duty medi-
cal personnel will deploy downrange. 
Guard and Reserve medical providers will 
be called up either to deploy directly to 
the contested theater of operation or to 
be assigned to backfill those Active-duty 
medical personnel who are deployed. 
This Guard and Reserve activation will 
have a large effect on both the civilian 
and VA health-care facilities within these 
population centers. Currently, 55 per-
cent of the Army’s operational medical 
personnel are located within the Guard 

and Reserve.15 Their mobilization will 
create large gaps in these communities’ 
civilian health-care capabilities. This may 
accelerate the triage, disposition, and 
dispersion of casualties to their homes 
of record more widely distributed across 
the United States, better sharing the 
patient/casualty medical care load. Small 
community health-care centers will be 
essential to the medical war effort. Every 
able-bodied medical provider in even 
the smallest towns will thus become an 
important contributor to the National 
Military Medical Care System. National 
strategies to rectify impending physician 
shortages deserve greater emphasis within 
this context of national health security.16

The nature of health care as a strategic 
national asset was starkly revealed during 
the COVID-19 pandemic. It served as 
a wake-up call to the type of mobiliza-
tion and civil-military partnering that is 
required to provide medical care in times 
of emergency. During the COVID-19 
crisis, state governments mobilized 

Air Force 1st Lieutenant Erin Patinella and Master Sergeant Brandon Fitch, clinical nurse and medical technician, respectively, with 932nd 

Aeromedical Staging Squadron, treat simulated field casualty during Tactical Combat Casualty Care training for exercise Patriot Medic 25, 
August 10, 2025, Grissom Air Reserve Base, Indiana (U.S. Air Force/Noah J. Tancer)
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their respective National Guard units 
to augment their overwhelmed medical 
systems. This did not always mean mo-
bilized medical personnel. Nonmedical 
National Guardsmen were activated and 
deployed to rural clinics to serve as clerks 
or nonmedical attendants to alleviate 
overburdened staff.17 The USNS Comfort 
and a Department of Defense–manned 
care facility within the Javits Convention 
Center were mobilized in New York City. 
To preserve and sustain these civilian-
military relationships, periodic exercises 
among the civilian, VA, and military 
health-care systems should be conducted.

Exercises should start with the large 
DOW MTFs. Conduct tabletop exer-
cises with a scenario that involves the 
entire military, VA, civilian health care, 
and support-service sector in the area. 
What happens if most of the Active-duty 
medical staff are deployed overseas? What 
happens when the Guard and Reserve 
medical personnel are activated and de-
ployed overseas or tasked to backfill for 
those who deployed overseas? Who is left 
to take care of the civilian population? 
What services can safely be curtailed? 
During the COVID-19 pandemic, 
health-care services were restricted to 
essential-only in many areas of the coun-
try. In a wartime environment where 
thousands of casualties are arriving at 
large MTFs daily, similar health service 
degradations may occur in the surround-
ing area as health-care workers tend the 
wounded. Having periodic exercises 
within these communities and war-
gaming what would happen in this type 
of scenario could mitigate the impact of 
such a situation and galvanize the com-
munity better when the scenario unfolds.

A strong national health-care system 
is critical to our national security. DOW 
should take a hard look at how it can 
partner better with the civilian health-
care system and VA to expand access 
and capabilities in the event of a large 
influx of casualties from a LSCO fight. 
Ensure there is a reliable chain of care 
from front-line medic/corpsman to 
hometown provider by having periodic 
exercises with the entire health-care 
system within a community. Start with 
the communities where large MTFs 

are located (for example, Puget Sound, 
National Capital Region, San Antonio, 
San Diego) and develop the collab-
orative VA and civilian medical center 
relationships and muscle memory before 
the hour of need arises. Additionally, 
DOW should inculcate rigorous casu-
alty evacuation dilemmas within joint 
exercises. The use of available non-
standard casualty evacuation platforms 
(for instance, resupply vehicles, trains, 
ferries, and civilian aircraft) should be 
encouraged and exercised. Emphasize 
rapid mobility, dispersion, and medical 
inter-Service interoperability within the 
scenario. Drive innovative change by 
studying the large-scale combat opera-
tions of the 20th century and adapting 
them to those in the 21st century. JFQ
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