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TACTICAL COMBAT CASUALTY CARE-2003

Stephen D. Giebner, MD, MPH

ABSTRACT

The original guidelines for Tactical Combat Casualty Care were published in 1996.

In 2000, the USSOCOM Biomedical Initiatives Steering Committee convened the Committee on Tactical Combat 

Casualty Care (CoTCCC) to update the guidelines to reflect advances in pharmacology, technology, and 

tactics. The CoTCCC completed this work in 2003. The new guidelines are introduced and presented in 

comparison to the original, with a brief discussion of the rationale behind the changes.

The Tactical Combat Casualty Care (TCCC)

guidelines were first published in 1996 as a special supplement to Military Medicine.1 This hallmark 

publication marked the culmination of a multi-year effort that began with a needs statement from Commander, 

Naval Special Warfare Command.1 Six years later, the Biomedical Initiatives Steering Committee of the United 

States Special Operations Command convened the Committee on Tactical Combat Casualty Care (CoTCCC) via a 

project facilitated by the Naval Operational Medicine Institute.

The Committee’s purpose is to monitor developments applicable to TCCC, and to periodically update the 

guidelines. The CoTCCC comprises a multi-service group of trauma surgeons, operational medical specialists, 

and, most importantly, combat medics. Figure 1 depicts the committee’s membership.

The 2003 TCCC guidelines are the first such

update rendered by the committee. The new guidelines along with explanatory text appear in the chapter on 

military medicine in the Prehospital Trauma Life Support Manual Acknowledging the committee’s authorship, 

this article presents the new guidelines in comparison to the original, with discussion limited to the 

differences between. The three goals of TCCC provide the

background for this examination. They are:

1. Treat the casualty.

2. Prevent additional casualties.

3. Complete the mission.

Readers will perhaps understand from their

own experience that these goals are not presented as a hierarchy. The realities of combat frequently dictate 

that the last must override the others. This fact demonstrates the importance of mission commanders and 

their combat medics working together in casualty management.

It also highlights the need for providing

mission commanders a working familiarity

with the tenets of TCCC. 
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As defined in the original article1, TCCC is

broken down into three phases:

1. “Care Under Fire” refers to care rendered at the scene of the injury while both the medic and the 

casualty are under effective hostile fire. The risk of additional injuries being sustained at any moment is 

extremely high for both casualty and rescuer. Available medical equipment is limited to that carried by each 

operator and the medic.

2. “Tactical Field Care” is the care rendered once the casualty and his unit are no longer under effective 

hostile fire. It also applies to situations in which an injury has occurred on a mission, but hostile fire 

has not been encountered. Medical equipment is still

limited to that carried into the field by mission personnel. Time to extraction may range from a few minutes 

to many hours.

3. “Combat Casualty Evacuation Care” (CASEVAC)

is the care rendered while the casualty is being evacuated by an aircraft, ground vehicle, or boat for 

transportation to a higher echelon of care. Any additional personnel and medical equipment pre-staged in 

these assets will be available during this phase. The term

“CASEVAC” is used to describe this phase since

“MEDEVAC” refers to a non-combat medical transport.

CARE UNDER FIRE

The original care under fire guidelines are

presented in Figure 2, and the 2003 version in Figure 3. The first point of difference stems from 

recognition that some wounds will not be incapacitating and that whenever possible, the wounded will not 

only continue the firefight, but also finish the mission.

The second change, a hemostatic intervention

for non-extremity wounds, was made possible by

the advent of the HemCon Bandage. This is a chitosan dressing that has demonstrated efficacy in laboratory 

trials, and can be applied rapidly, even under combat conditions. Its application while under fire, like any 

other medical intervention, must be weighed

against the risk of additional injuries if the medic disengages from the firefight. To minimize this risk 

and to provide for the earliest possible hemostasis on the

battlefield, the committee has recommended that all combatants should carry both tourniquets and hemostatic 

dressings, and should be proficient in their application upon themselves and others.

The third change in care under fire is the

addition of a simple reminder to talk to the patient. Understanding what is happening physically and what 

the medic will do and why has a highly desirable positive impact on the wounded.

The last change made to care under fire is the

deletion of the statement about taking the casualty along. This was dropped from the guidelines as it is a 

tactical decision, not a medical one.

TACTICAL FIELD CARE

Original and updated tactical field care

guidelines are depicted in Figures 4 and 5 respectively. The first change here addresses the obvious need to 

disarm any casualty with altered mental status to prevent inadvertent or inappropriate employment of the 

casualty’s weapons. The committee’s modifications

to the airway management guidelines present a

progressive scheme from simple to more invasive.

Opening the airway manually, inserting a nasopharyngeal airway, and placing the casualty in the recovery 

position should suffice for unconscious casualties without airway obstruction. For casualties (conscious or 

not) with frank or impending airway obstruction, if these simple measures prove insufficient, the medic 

should proceed to surgical crycothyroidotomy.

The committee still sees crycothyroidotomy

as yielding the highest probability of success in the tactical setting, so it is still preferred here over 

oropharyngeal intubation.

Under breathing, the committee added conventional advice on battlefield management of sucking chest wounds. 

It is attended by the obligation to monitor for tension pneumothorax.

With respect to hemostasis, the new guidelines

contain an additional prompt to the medic to

transition from applied tourniquets to hemostatic or pressure dressings whenever possible. This is an 

necessary

follow-on to the use of tourniquets in order to

minimize the risk of ischemic or compressive injuries.

Figure 2

Care Under Fire - 1996

1. Return fire as directed or required

2. Try to keep yourself from getting shot

3. Try to keep the casualty from sustaining additioal wounds

4. Airway management is generally best

deferred until the Tactical Field Care Phase

5. Stop any life-threatening external hemorrhage

with a tourniquet

6. Take the casualty with you when you leave

Figure 3

CARE UNDER FIRE - 2003

1. Expect casualty to stay engaged as a combatant if appropriate

2. Return fire as directed or required

3. Try to keep yourself from being shot

4. Try to keep the casualty from sustaining additional wounds

5. Airway management is generally best deferred until the Tactical Field Care phase

6. Stop any life-threatening external hemorrhage:

Use a tourniquet for extremity hemorrhage

For non-extremity wounds, apply pressure

and/or a HemCon® dressing

7. Communicate with the patient if possible:

Offer reassurance, encouragement Explain first aid actions

Figure 4

Tactical Field Care - 1996

1. Airway management

Chin-lift or jaw-thrust

Unconscious casualty without airway obstruction:Nasopharyngeal airway

Unconscious casualty with airway obstruction: Cricothyroidotomy

Cervical spine immobilization is not necessary for casualties with penetrating head or neck trauma

2. Breathing

Consider tension pneumothorax and decompress if a casualty has unilateral penetrating chest trauma and

progressive respiratory distress

3. Bleeding

Control any remaining bleeding with a tourniquet or direct pressure

4. IV

Start an 18-gauge IV or saline lock

5. Fluid resuscitation

Controlled hemorrhage without shock:

No fluids necessary

Controlled hemorrhage with shock:

Hespan 1000cc if available; otherwise LR 2000cc

Uncontrolled (intra-abdominal or thoracic) hemorrhage:

No IV fluid resuscitation

6. Inspect and dress wound

7. Check for additional wounds

8. Analgesia as necessary:

Morphine - 5mg IV

Wait 10 minutes

Repeat as necessary

9. Splint fractures and recheck pulses

10. Antibiotics

Cefoxitin - 2gm slow IV push (over 3-5 minutes) for penetrating abdominal trauma, massive soft tissue 

damage, open fractures, grossly contaminated wounds, or long delays before casualty evacuation

11. Cardiopulmonary resuscitation

Resuscitation on the battlefield for victims of blast or penetrating trauma who have no pulse, no 

respirations, and no other signs of life will not be successful and should not be attempted

Figure 5

Tactical Field Care - 2003

1. Casualties with an altered mental status should be disarmed immediately

2. Airway management

Unconscious casualty without airway obstruction:

Chin lift or jaw-thrust

Nasopharyngeal airway

Place casualty in recovery position

Casualty with airway obstruction or impending airway obstruction

Chin-lift or jaw-thrust

Nasopharyngeal airway

Place casualty in recovery position

Surgical cricothyroidotomy (with lidocaine if conscious) if above

measures unsuccessful

Spinal immobilization is not necessary for casualties with penetrating trauma

3. Breathing

Consider tension pneumothorax and decompress with needle thoracostomy if casualty has torso trauma and 

respiratory distress 

Sucking chest wounds should be treated by applying a Vaseline gauze during

expiration, covering it with tape or a field dressing, placing the casualty in the sitting position, and 

monitoring for development of a tension pneumothorax

4. Bleeding

Assess for unrecognized hemorrhage and control all sources of bleeding

Assess for discontinuation of tourniquets after application of hemostatic dressing

(HemCon®) or a pressure dressing

5. IV

Start an 18-gauge IV or saline lock, if indicated

If resuscitation is required and IV access is not obtainable, use the intraosseous route

6. Fluid resuscitation

Assess for hemorrhagic shock; altered metal status in the absence of head injury

and weak or absent peripheral pulses are the best field indicators of shock

If not in shock:

No IV fluids necessary

PO fluids permissible if conscious

If in shock:

Hextend 500cc IV bolus

Repeat once after 30 minutes if still in shock

No more than 1000cc of Hextend

Continued efforts to resuscitate must be weighed against logistical and tactical

considerations and the risk of incurring further casualties

If a casualty with TBI is unconscious and has no peripheral pulse, resuscitate to

restore the radial pulse

7. Inspect and dress known wounds

8. Check for additional wounds

9. Analgesia as necessary

Able to fight:

Rofecoxib 50mg po qd

Acetaminophen 1000mg po q6h

Unable to fight:

Morphine 5mg IV/IO

Reassess in 10 minutes

Repeat dose q10min as necessary to control severe pain

Monitor for respiratory depression

Promethazine 25mg IV/IO/IM q4h

10. Splint fractures and recheck pulse

11. Antibiotics: Recommended for all open combat wounds

Gatifloxacin 400mg PO qd

If unable to take PO (shock, unconscious, or penetrating torso injuries) cefotetan 2gm IV (slow push over 

3-5 minutes) or IM q12 hours

12. Communicate with the patient if possible

Encourage, reassure

Explain care

13. Cardiopulmonary resuscitation

Resuscitation on the battlefield for victims of blast or penetrating trauma who have no pulse, no 

respirations, and no other signs of life will not be successful and should not be attempted.

The modification “if indicated” added to the

recommendation for IV access recognizes that some casualties will require neither IV medications nor IV 

fluid resuscitation. This recognition is continued in the expanded guidelines for fluid resuscitation, 

analgesia,

and antibiotic therapy. The committee also

points out here that the IO route is an effective alternative.

Contemporary IO devices are safe, quick, and

generally easy to use on the battlefield, and the IV regimens for analgesia and antibiotic therapy can be 

given IO. Of the available devices, the general concensus among committee members was that the 

FAST-1sternal intraosseous was best suited for the

tactical environment. 

The recommendations for fluid resuscitation

were extensively modified. The Hextend® formulation of hetastarch is now recommended as the resuscitation 

fluid of first choice on the battlefield. It has not yet been widely used as a front-line resuscitation 

fluid, but in clinical settings, it provides a prolonged

physiologic effect with minimal volumes.

Furthermore, a protective influence against multiple organ injury after hepatoenteric ischemia reperfusion 

has been reported. The new guidelines propose that all casualties in shock (defined by absent peripheral

pulses or altered mental status in the absence of brain injury) be given a 500cc rapid IV bolus of Hextend. 

If no improvement is noted in 30 minutes, the bolus is repeated once. Resuscitation thereafter remains a

matter of clinical judgment, supplies on hand, and tactical considerations. This regimen offers important

advantages: 1) titration to the desired effect conserves both fluid and time; 

2) administration of fluids keyed to a monitored response may avoid the problem of

excessive blood pressure elevation and fatal rebleeding from previously clotted sites; and

3) tailoring fluid therapy to clinical response is consistent with ATLS teaching, and allows for a single 

approach to patients with both controlled and uncontrolled hemorrhage.

Other resuscitation fluids offer great promise for battlefield use, and further investigations in this area 

are forthcoming. For the present, however, Hextend® is the recommended fluid for the Tactical Field Care 

phase.

Another noteworthy change from the original

guidelines is the recommendation for oral (PO) fluids for casualties with penetrating trauma. This 

recommendation is based upon two important observations. First, trauma surgeons attached to forward-deployed 

treatment facilities report that combat casualties arrive at the OR markedly dehydrated. Second, in trauma 

surgery centers, the observed risk of emesis and aspiration in alert patients with penetrating trauma is 

remarkably low. Under the new guidelines, therefore, PO fluids are recommended for all casualties with a 

normal state of consciousness, including those with penetrating torso trauma.

The last change made to the fluid resuscitation

guidelines is a modified regimen for casualties

with traumatic brain injury (TBI) and shock.

Hypotension in the presence of brain injury is associated with increased mortality, and in these patients, 

adequate cerebral perfusion pressure must be ensured.

These casualties should receive IV or IO fluids to achieve a palpable radial pulse, commensurate with a 

systolic blood pressure of at least 80 mm Hg. The committee expanded the analgesia guidelines to include a 

PO regimen for moderate pain for casualties who will be able to continue as combatants.

The combination of acetaminophen and rofecoxib

should preserve normal sensorium while providing

significant pain relief. Rofecoxib (Vioxx®) is a

cyclo-oxygenase-2 (Cox-2) inhibitor that does not cause platelet dysfunction, and has a milder side effects 

profile than other Cox-2 inhibitors.

Furthermore, it carries no contraindication in sulfasensitive individuals. In the regimen for IV analgesia, 

the Committee also added a recommendation for promethazine to combat the nausea and vomiting often 

associated with the use of morphine.

The antibiotic regimen was changed significantly, beginning with the recommendation that antibiotics should 

be given for any significant open wound on the battlefield to combat the increased risk

of morbidity and mortality associated with infection.

Gatifloxacin, a fourth generation flouroquinolone,

emerged as the agent of choice in the new PO regimen due to its high rating on several important 

characteristics. It has a very broad spectrum of activity, including Vibrio and Aeromonas species of 

interest in aquatic

operations; its once daily dosing allows for minimal weight and cubes in the medic’s ruck; it has a mild 

side effects profile; it is environmentally stable; and it is competitively priced. For those patients 

requiring IV antibiotic therapy, cefotetan is the new

drug of first choice for similar considerations.

CASEVAC CARE

Casevac guidelines expand upon the Tactical

Field Care guidelines with the caveat that additional medical equipment and personnel will be available on 

the extraction platform. The old and new guidelines are presented in Figures 6 and 7. Pre-planning for this 

phase of the mission would optimally include provisions

for airway intubation alternatives, oxygen as

needed, options for continued fluid resuscitation, and electronic monitoring. The serious potential for 

casualties to develop hypothermia and secondary coagulopathy

received special emphasis during Casevac.

Concomitant use of the Thermal Angeldevice, the Rescue Wrap, and gel heaters was endorsed in recognition 

of the successful use of this combination in combat operations. It is also particularly noteworthy here that 

the

Committee reiterated the recommendation to establish designated Combat Casualty Transportation Teams for 

Special Operations forces.

Acknowledgments

The Naval Operational Medical Institute that

facilitated this project, and the sponsor, the US Special Operations Command Biomedical Initiatives Steering 

Committee deserve special thanks for making the work of the Committee possible. This author expresses a 

special appreciation for the hard work of the members and support staff of the CoTCCC, and for the 

enthusiasm with which they embraced this

effort. No acknowledgement would be complete

without recognizing the Special Operations medics who put their lives on the line to aid wounded teammates. 

Hopefully, this work will be worthy of them.

Figure 6 Combat Casualty Evacuation (CASEVAC) Care - 1996

1. Airway management

Chin-lift or jaw-thrust

Unconscious casualty without airway obstruction: Nasopharyngeal airway, endotracheal intubation,

Combitube or laryngeal mask airway

Unconscious casualty with airway obstruction: Cricothyroidotomy if endotracheal intubation and/or other 

airway devices are unsuccessful

2. Breathing

Consider tension pneumothorax and decompress with needle thoracostomy if a casualty has unilateral 

penetrating chest trauma and progressive respiratory distress.

Consider chest tube insertion if a suspected tension pneumothorax is not relieved by needle thoracostomy

Oxygen

3. Bleeding

Consider removing tourniquets and using direct pressure to control bleeding if possible

4. IV

Start an 18-gauge IV or heparin lock if not already done

5. Fluid resuscitation

No hemorrhage or controlled hemorrhage without shock: Lactated Ringers at 250cc/hr

Controlled hemorrhage with shock: Hespan 1000cc initially if available; otherwise LR 2000cc

Uncontrolled (intra-abdominal or thoracic) hemorrhage:

No IV fluid resuscitation

Head wound patient:

Hespan at minimal flow to maintain infusion unless there is concurrent controlled hemorrhagic shock

6. Monitoring

Institute electronic monitoring of heart rate, blood pressure, and hemoglobin oxygen saturation

7. Inspect and dress wound if not already done

8. Check for additional wounds

9. Analgesia as necessary:

Morphine - 5mg IV

Wait 10 minutes

Repeat as necessary

10. Splint fractures and recheck pulses if not already done

11. Antibiotics (if not already given):

Cefoxitin - 2gm slow IV push (over 3-5 minutes) for penetrating abdominal trauma, massive soft tissue

damage, open fractures, grossly contaminated wounds, or long delays before casualty evacuation

Figure 7

Combat Casualty Evacuation (CASEVAC) Care - 2003

1. Airway management

Unconscious casualty without airway obstruction:

Chin-lift or jaw-thrust

Nasopharyngeal airway

Place casualty in recovery position

Casualty with airway obstruction or impending airway obstruction:

Chin-lift or jaw-thrust

Nasopharyngeal airway

Place casualty in recovery position

or Laryngeal mask airway/ILMA or Combitube

or Endotracheal intubation or

Surgical cricothyroidotomy (with lidocaine if conscious)

Spinal immobilization is not necessary for casualties with penetrating trauma

2. Breathing

Consider tension pneumothorax and decompress with needle thoracostomy if casualty has torso trauma and 

respiratory distress

Consider chest tube insertion if no improvement and/or long transport anticipated

Most combat casualties do not require oxygen, but administration of oxygen may be of benefit for the 

following types of casualties:

- Low oxygen saturation by pulse oximetry

- Injuries associated with impaired oxygenation

- Unconscious patient

- TBI patients (maintain oxygen saturation > 90)

Sucking chest wounds should be treated with a Vaseline gauze applied during expiration, covering it with 

tape or a field dressing, placing the casualty in the sitting position, and monitoring for the development 

of a tension pneumothorax

3. Bleeding

Reassess for unrecognized hemorrhage and control all sources of bleeding 

Assess for discontinuation of tourniquets after application of hemostatic dressing (HemCon®) or a pressure 

dressing

4. IV

Reassess need for IV access

If indicated, start an 18-gauge IV or saline lock

If resuscitation is required and IV access is not obtainable, use intraosseous route

5. Fluid resuscitation

Reassess for hemorrhagic shock

Altered mental status (in the absence of brain injury) and/or abnormal vital signs

If not in shock:

IV fluids not necessary

PO fluids permissible if conscious

If in shock:

Hextend 500cc IV bolus

Repeat after 30 minutes if still in shock

Continue resuscitation with PRBC, Hextend, or LR as indicated

If a casualty with TBI is unconscious and has no peripheral pulse, resuscitate as necessary to maintain a 

systolic

blood pressure of 90mm Hg or above

6. Monitoring

Institute electronic monitoring of pulse oximetry and vital signs if indicated

7. Inspect and dress wound if not already done

8. Check for additional wounds

9. Analgesia as necessary

Able to fight:

Rofecoxib 50mg po qd

Acetaminophen 1000mg po q6h

Unable to fight:

Morphine 5mg IV/IO

Reassess in 10 minutes

Repeat dose q10min as necessary to control severe pain

Monitor for respiratory depression

Promethazine 25mg IV/IO/IM q4h

10. Reassess fractures and recheck pulses

11. Antibiotics: Recommended for all open combat wounds

Gatifloxacin 400mg PO qd

If unable to take PO (shock, unconscious, or penetrating torso injuries):

IV cefotetan 2gm IV (slow push over 3-5 minutes) or IM q12 hours

12. MAST trousers may be useful for stabilizing pelvic fractures and controlling pelvic and abdominal 

bleeding. Their application and extended use must be carefully monitored. They are contra-indicated for 

casualties with thoracic and

brain injuries. 
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