Salvando Vidas en Comabte: Una Revisión del Sistema de Trauma Conjunto
de la Asistencia al Trauma Prehospitalario en un Área de Operaciones Combinada
Conjunta – Afganistán (CJOA-A)

Resumen Ejecutivo

A. Antecedentes
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2013)

Durrante el conflicto de Vietnam, muchos de los heridos estadounidenses murieron porque no
recibieron una aistencia al trauma prehospitalario tan simple como la colocación de un
torniquete en una estremidad sangrante. Un documento de la época de Vietnam observó que:
“...poca, si alguna mejora se ha reaizado en ésta fase (prehospitalaria) de tratamiento de las
lesiones en combate en los pasados 100 años.” Esto continuaba siendo cierto hasta el
desarrollo delTactical Combat Casualty Care (TCCC) en 1996. El TCCC es un conjunto de
diectrices para la asistencia al trauma prehospitalario adaptadas para su uso en combate.
Un ejmplo del potencial salvavidas de las directrices TCCC renueva el enfoque del uso del
torniquete pehospitalario. Hasta hace poco tiempo se enseñaba a los medics militares que un
torniquete sólo debia usarse como último recurso para controlar la heomragia en una
extremidad, sin embargo, un estudio de 2600 muertes en combate ocurridas durante el
conflicto de Vietnam y un estudio de 982 muertes ocurridas durante la pimera época de los
conflictos de Irak y Afganistán concluyó que la muerte por hemorragia en extremidad había
cambiuado relativamente poco, de un 7.4% a un 7.8% respectivamente. After the global
implementation of the tourniquet recommendations from the TCCC guidelines, a recent
comprehensive study of 4596 U.S. combat fatalities from 2001 to 2011 noted that only 2.6% of
total combat fatalities resulted from extremity hemorrhage. This dramatic decrease in deaths
from extremity hemorrhage resulted from ubiquitous fielding of modern tourniquets and
aggressive training of all potential first responders on tourniquet application.
Currently, if you are a U.S. or Coalition casualty on the battlefield of Afghanistan and you arrive
alive to a Role 3 Medical Treatment Facility (MTF), your chance of survival is greater than 98%.
Although the overall case fatality rate in the ongoing conflict is lower in comparison to previous
conflicts, significant challenges still remain. The comprehensive study of 4596 U.S. combat
fatalities incurred in Afghanistan and Iraq from 2001 to 2011 mentioned above also found that
87% (4016/4596) of deaths occurred prior to reaching a MTF. This percentage remains
relatively unchanged from the 88% noted from the Vietnam conflict. Additionally, of the pre-MTF
fatalities, a panel of military medical experts determined that 24% (976/4016), or 1 in 4 of these
deaths, were potentially preventable. Surgically correctable torso hemorrhage, junctional
hemorrhage, airway compromise, and tension pneumothorax remain as significant challenges
and causes of preventable death in the pre-hospital battlefield environment.
A recent study of combat casualties from the 75th Ranger Regiment, U.S. Army Special
Operations Command, between 2001 and 2010 documented that 0% of their pre-MTF fatalities
and 3% of their total fatalities were potentially preventable. This is largely attributable to the
Ranger Casualty Response System, a Tactical Combat Casualty Care (TCCC) based program
that is aggressively taught to all unit personnel. This casualty response system is a commanddirected program that was in place prior to the onset of hostilities in Afghanistan in 2001. It has
been continuously updated throughout the current conflict as guided by a unit-based trauma
registry and by the expert recommendations from the Committee on TCCC. The unprecedented
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low incidence of preventable deaths achieved by the Ranger Casualty Response System is a
model for improving pre-hospital trauma care and saving lives on the battlefield.
The Ranger system provides an example of how command ownership, comprehensive TCCC
training at all levels, casualty data collection, and process improvement using Joint Trauma
System principles can save lives when implemented. This system offers key insights into how
future improvements in battlefield trauma care and casualty survival can be made throughout
the DoD. The 1993 Battle of Mogadishu provided invaluable lessons learned and led to dramatic
changes in Ranger pre-hospital trauma care that have subsequently saved many Ranger lives
on the battlefield. The current conflict has also provided invaluable lessons which can save lives
now and on future battlefields if these techniques are uniformly implemented, well-trained, and
well-executed by U.S. military forces.

B. Mission
Assess pre-hospital trauma care within the Combined Joint Operations Area - Afghanistan
(CJOA-A) and provide recommendations to reduce preventable combat death among U.S.,
Coalition, and Afghan forces to the lowest incidence achievable.

C. U.S. Central Command Pre-Hospital Trauma Care Assessment Team
COL Russ S. Kotwal, MC, USA – Director, Trauma Care Delivery, Joint Trauma System
CAPT Frank K. Butler, MC, USN (Ret) – Chairman, Committee on Tactical Combat Casualty
Care
COL Erin P. Edgar, MC, USA – Command Surgeon, U.S. Central Command
Col Stacy A. Shackelford, MC, USAF – Outgoing Deployed Director, Joint Theater Trauma
System, U.S. Central Command
CAPT Donald R. Bennett, MC, USN – Incoming Deployed Director, Joint Theater Trauma
System, U.S. Central Command
Col Jeffrey A. Bailey, MC, USAF – Director, Joint Trauma System

D. Itinerary
5-6 Nov:
6-7 Nov:
7-10 Nov:
8-9 Nov:

Bagram Airfield: Role III (USAF, USA), Role II (USA)
Salerno FOB: Role II (USA, USAF), Role I (USA), TACEVAC (USA)
Bagram Airfield: Role I (USA), TACEVAC (USA)
JTTS Theater-Wide Trauma Conference (> 130 medical providers from
AFG, DEU, FRA, NOR, UK, USA, USAF, USMC, USN)
10-11 Nov: Kandahar Airfield: Role III (USN), Role I (USA)
11 Nov:
Tarin Kowt: Role II (USN), Role I (USN, AUS)
12-14 Nov: Bastion: Role III (UK, USA), Role I (UK, USA, USMC, USN), TACEVAC (UK, USAF)
14-17 Nov: Bagram Airfield: TACEVAC (USAF), JTTS, JC2RT

E. Selected Observations
1. Throughout the course of hostilities in Afghanistan, TCCC has gone from being used by only
a few USSOCOM and 18th Airborne Corps units to being used throughout the battle space. This
evolution has, however, occurred unevenly and sporadically.
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2. There is incomplete fielding and use of updated TCCC technologies and techniques, even
when these are desired by the combatant units and endorsed by the combatant unit medical
leaders.
3. One reason for the apparent randomness of advances in pre-hospital trauma care is the lack
of a clearly responsible organization for developing best-practice pre-hospital trauma care
recommendations to the Services and Combatant Commanders.
4. A second reason for the apparent randomness of advances in pre-hospital trauma care is a
matter of ownership, and the potential for decisions in this area to be made or not made by any
number of different senior military leaders and at multiple levels within the chain of command of
each service.
5. Combat medics serving at Role I are generally very familiar with TCCC principles. This is not
reliably true for physicians, physician assistants, and nurses, since there is no DoD-wide
requirement for them to receive this training.
6. Even Role I combat medical personnel who are familiar with TCCC techniques and
equipment may not receive up-to-date TCCC training and equipping prior to deployment.
7. The lack of pre-hospital care documentation is a major obstacle to advancing pre-hospital
trauma care. If you cannot document what was done, then you can’t make evidence-based
improvements. You can’t improve what you can’t measure, and you can't measure without data.
8. A clear opportunity for improvement exists in the area of providing an advanced casualty
evacuation capability for severely injured casualties.
9. The key elements of an advanced casualty evacuation capability are: 1) a multi-provider
team; 2) air and ground platforms that can support this team and its casualties; 3) the ability to
perform Damage Control and Hemostatic Resuscitation with 1:1 PRBCs to plasma; 4) the ability
to perform an array of advanced airway interventions; and 5) the ability to administer tranexamic
acid (TXA).
10. A continuous review of all deaths in CJOA-A conducted as a combined effort of the Joint
Trauma System and the Office of the Armed Forces Medical Examiner is needed to identify
potentially preventable deaths among U.S. combat fatalities and enable necessary performance
improvement efforts to be made in a timely manner.

F. Selected Recommendations (Sustains and Improves):
Secretary of Defense:
1. Command-direct an on-going 100% preventable death review and analysis of all combatrelated fatalities to be conducted by a joint team from both the Armed Forces Medical Examiner
and the Joint Trauma System.
2. Command-direct an on-going review and analysis of preventable deaths in CJOA-A as they
relate to tactics, techniques, and procedures (TTPs), tactical trends, personal protective
equipment (PPE), evolving injury patterns, and OPTEMPO through a consolidated registry of
findings from formal tactical investigations and theater-wide tactical operations interfaced with
the DoD Trauma Registry
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3. Support designation of the Joint Trauma System (JTS) as a DoD Center of Excellence and
as the lead agency for Trauma Care and Trauma Systems
4. Support TCCC realignment under JTS with POM support, and strengthen its role in providing
best-practice pre-hospital trauma care recommendations
5. Develop a TCCC Rapid Fielding Initiative to fast-track new TCCC techniques & technology to
deployed and deploying combatant units as requested.
Service and Combatant Commanders:
1. Line commander priority, emphasis, and understanding of their tactical casualty response
system is critical to success (e.g. 75th Ranger Regiment Casualty Response model)
2. Train all combatant unit personnel in basic TCCC initially, annually, and within 6 months of
combat deployment (e.g. USSOCOM Directive 350-29 model). This should be a requirement for
deploying to a combat theater.
3. Train all medical personnel (physicians, PAs, nurses, medics) in instructor-level TCCC
courses initially and within 6 months of combat deployment. This should be a requirement for
deploying to a combat theater.
4. Integrate TCCC-based casualty response into battle drills, small unit tactics, and training
exercises at all levels (e.g. 75th Ranger Regiment Casualty Response model).
5. Support enduring sustainment hands-on trauma training for all pre-hospital medical
personnel (Live Tissue & Trauma Center Rotations) (e.g. USASOC Regulation 350-1 model)
6. Advance pre-hospital care and improve performance through Point-of-Injury (POI) care
documentation (TCCC Casualty Card, JTS AAR, unit-based registries) directed by line
commanders (e.g. 75th Ranger Regiment Casualty Response model)
7. Advance pre-hospital evacuation care and improve performance through TACEVAC care
documentation (TCCC Casualty Card, Run Sheets) directed by line commanders
8. Emphasize contingency planning to ensure evacuation capabilities in non-permissive
environments.
Service Surgeons General:
1. Sustain and expand initiative to train and sustain all tactical evacuation medics as Critical
Care Flight Paramedics (e.g. 160th Special Operations Aviation Regiment (Airborne) model;
AFSOC model; newly implemented AMEDD model)
2. Support and expand USFOR-A initiatives to develop an advanced tactical evacuation
capability for the critically injured – blood, plasma, advanced airway interventions, advanced
provider teams (e.g. UK MERT model)
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Research and Development Commanders:
1. Elevate the priority of pre-hospital trauma care research and funding and emphasize the
need for advances in non-compressible hemorrhage control and resuscitation of casualties in
shock in the pre-hospital environment
2. As all on the battlefield have the potential to be a casualty and a first responder, explore
information technology (IT) solutions for pre-hospital documentation that are first responder
centric, not medic centric, and integrated into tactical communications in a manner that
surpasses proven TCCC card method
CENTCOM Commander and Surgeon:
1. Continue support for the Joint Theater Trauma System (JTTS) Deployed Director position in
CJOA-A.
2. Create and support the position of JTTS Pre-Hospital Care Director in CJOA-A to be filled by
a physician with experience in POI pre-hospital combat trauma care
3. Minimize use of platelet-inhibiting drugs (e.g. aspirin, Motrin, other COX-1 NSAIDs, SSRIs) in
individuals who leave secure areas for combat missions in CJOA-A
4. Expand TCCC-endorsed trauma guidelines, training, and use of 1) tranexamic acid (TXA);
and 2) ketamine to all pre-hospital medical providers in CJOA-A (e.g. USSOCOM model)

G. Concluding Remarks:
Pre-hospital combat death can be prevented by combatant and medical leaders at multiple
levels through:
1. Primary prevention – prevent injury incident through TTPs and evidence-based findings
from tactical and medical After Action Reviews (AARs)
2. Secondary prevention – mitigate injury extent through tactical contingency planning and
Personal Protective Equipment (PPE)
3. Tertiary prevention – optimize injury care through properly executed TCCC, optimized
tactical casualty response (POI and Evacuation), and forward damage control resuscitation
Medically, the key to trauma care delivery is the time to a required (injury dictated) capability
(successfully performed). However, ultimately, the solution to trauma care delivery, and
subsequent reduction of preventable combat death, is both tactical and medical, and therefore
must have the attention and support of combatant commanders.
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