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Afghanistan, Ghazni, 2014



No Evacuation, What now?



Surgical  Care in Austere Locations



SOF Perspective: The Golden Hour Does Not Exist In Africa  Populations at Risk

100% of SOCFWD-NWA personnel 
areNOT within 4 hours of
acceptable damage control surgical 
(DCS) intervention

20% of SOCFWD-EA personnel are
NOT within 4 hours of acceptable 
damage control surgical (DCS) 
intervention

100% of SOCFWD-CA personnel are
NOT within 4 hours of acceptable 
damage control surgical (DCS) 
intervention

* SORT is NOT surgical team and will not 
be sourced beyond  FY16. 



SOF Perspective: The Golden Hour Does Not Exist In Africa

ÅRisk
ȤIn 4 hours, 50% of blunt 

chest/abdominal casualties will die 
without surgery
ȤBlunt trauma is the number one 

serious injury for USASOC in this AO

ÅCritical Gap
ȤIntra-theater lift assets to transport 

injured to surgical teams



The War on Terror

ÅLong Term Low Level Counter Insurgency Operation
ςEnemy technologically inferior / low lethality weapons 

systems

ςUS enjoys air superiority & uncontested mobility

ÅGolden Hour Doctrine / Surgical Advances
ςPosition medical assets so no soldier is more than 1 hour 

away from a surgery suite on the battlefield.

ςTourniquet use and fresh whole blood reinvigorated 

ςCasualty rate so low triage almost never used



Multi-Domain Operations

Å Sensor-rich military of several peer states
Å U.S. forces face large numbers of precision guided 

weapons
Å Highly lethal battlefields
Å Traditional U.S. air & maritime superiority challenged
Å Space, cyberspace, electromagnetic spectrum domains 

exploited to create weaknesses
Å Coordinated enemy advanced technical reconnaissance, 

satellite based communications.
Å Precision employment of enemy sea power, air power, and 

long range fires



Casualties & Personnel

ÅRecent War Fighter Exercises (WFX); 1 Corps 
fight
ÅNear peer fight
Å 10 day battle
Å 40-50,000 Casualties (20-30K KIA, 20K WIA)
Å 150 severe open fx/day X 10 days

ÅPersonnel for large scale combat ops (6 Corps)
ÅGeneral Surgeons

Å 10% of needed surgeons available
Å Approx 120 active duty/ 18 reserves

ÅOrthopaedic Surgeons
Å 30% of needed surgeons available
Å Approx 135 active duty /14 reserves



Medical Implications MDO

ÅGolden Hour Doctrine Meaningless
ÅSporadic availability air/ground evacuation
ÅDemand for continuous mobility
Å5ŜŎǊŜŀǎŜŘ ǎŀŦŜǘȅκǎŜŎǳǊƛǘȅ ƻŦ άǊŜŀǊ ŀǊŜŀǎέ
ÅIncreased capability needed for forward 

medical assets

ÅProlonged Field Care 
ÅNot enough resources 
ÅContested Resupply / Battlefield Congestion
ÅMedics / PAs / Physicians / Surgeons all 

overwhelmed



Trauma Readiness: Perception



Actual Readiness #s for Trauma Care



USASOC BESST

ÅUSASOC Battlefield Emergent Stabilization Skills 
Triad (BESST)

ςTrained non-surgeons

ςDamage control procedures

ςStabilize until arrival at surgical facility

ςSupported with telemedicine



Telementoring & Telestration

ÅTelementoring
ςMentoring by means of 

telecommunications or 
computer networks

ÅTelestration
ςDrawing over a moving 

video or still image



Surgical Telementoring Exists


