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TCCC Standardization
The Time Is Now

Carl W. Goforth, PhD, RN, CCRN; David Antico, MSN, RN, FNP-BC

Trauma remains the leading cause of death in adults 
worldwide,1 and a significant portion of those 
deaths occur within the first 6 to 24 hours after 

initial injury secondary to hemorrhage.2,3 The evolution 
of modern-day trauma care has witnessed revolution-
ary changes over the past century, with lessons learned 
from war providing the primary stimulus. Major ad-
vances in surgical vascular procedures and resuscitation 
techniques, such as whole blood infusion, prehospital 
hemorrhage control, and a resurgence of immediate 
and aggressive tourniquet use, are more recent develop-
ments.4,5 In addition to prehospital advances, the timing 
from injury to medical interventions also emerged as an 
important factor for positive outcomes. During the wars 
in Iraq and Afghanistan, under the Tactical Combat 
Casualty Care (TCCC) construct, trauma care and the 
enhanced capability to collect trauma information from 
the battlefield have resulted in a greater understanding 
of managing penetrating injuries, explosive injuries, 
and life-threatening hemorrhage. The fatality rate dur-
ing Vietnam was approximately 14%; that has dropped 
to 9% during Operation Enduring Freedom (OEF) and 
Operation Iraqi Freedom (OIF).6 This improved sur-
vivability is widely attributed to two recent advances: 
rapid evacuation from the battlefield and early prehos-
pital treatment. The purpose of our commentary is to 
emphasize that while great strides in prehospital care 
TCCC have been made in the past 14 years, the lack 
of institutional standardization is one of the remaining 
challenges of trauma care.

R. Adams Cowley, an Army veteran, is credited as the
pioneer of the “Golden Hour” concept in the 1970s.7,8

The Golden Hour refers to the 60 minutes from time
of traumatic injury to definitive care that can to greatly
reduce the mortality of severe trauma. This concept led
to the TCCC initiative, which was developed in 1996 by
the Naval Special Warfare Community in partnership
with the Uniformed Services University of the Health Sci-
ences. This paradigm-changing concept was introduced
in an article titled “Tactical Combat Casualty Care in
Special Operations,” in the journal Military Medicine.9

Since 2001, the TCCC guidelines have been updated

as needed by the Committee on TCCC (CoTCCC), 
the prehospital arm of the Joint Trauma System (JTS). 
The CoTCCC was established at the Navy Operational 
Medical Institute in 2001, with funding from the US 
Special Operations Command. This 42-member group 
comprises trauma surgeons, emergency medicine physi-
cians, combatant unit physicians, physician assistants, 
and combat medical educators. By charter, no less than 
30% of its membership is made up of active or former 
Combat medics, corpsmen, and pararescue personnel. 
The CoTCCC has representation from all of the US 
Armed Services and, as of January 2016 [personal com-
munication, CAPT (retired) Frank Butler], has 100% 
deployed experience among its members. The CoTCCC 
was relocated in 2007 to the Defense Health Board and, 
in 2013, came under the auspices of the JTS (Figure 1) 
to standardize the care and treatment across all of the 
US Armed Forces. This consolidation has saved count-
less lives on and off the battlefield.

Practice guidelines and lessons learned from recent mili-
tary conflicts around the globe that apply to TCCC are 
directly credited for increasing injury survivability.10–12 
The TCCC guidelines cover a broad range of prehos-
pital procedures, from simple tourniquet placement to 
prehospital blood administration and performing sur-
gical airways. These TCCC lessons learned also have 
potential benefits for civilian agencies. For instance, 
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civilian committees for prehospital care have embraced 
the TCCC concept for a wide range of civilian agencies, 
such as firefighters, emergency medical services (EMS), 
and tactical law enforcement activities.13–17 Examples 
of violence, such as those in Newtown, Connecticut; 
Boston, Massachusetts; and Aurora, Colorado, in ad-
dition to other recent events, such as in Paris, France, 
led to trauma similar to military conflict. In addition to 
civilian first-responder activities, governmental agencies 
other than the Department of Defense (DoD) have also 
adopted TCCC for federal security operations.18

TCCC is now widely accepted by the US Armed Forces, 
federal agencies such as Department of Homeland Secu-
rity, and civilian prehospital care organizations. Active 
shooter events, such as the Navy Yard in Washington, 
DC, and the Columbine High School in Colorado, 
have driven civilian first responders and tactical law 
enforcement departments toward the TCCC construct. 
For instance, the Hartford Consensus,14,19 published in 
2013, is a list of recommendations directly related to 
TCCC. Namely, that hemorrhage control should be a 
core function of law enforcement and the response to 
active shooter incidents requires a unified medical re-
sponse involving all first responders and tactical person-
nel involved to minimize the loss of life.16,20 Collectively, 
the work of the American College of Emergency Physi-
cians, the American College of Surgeons Committee on 
Trauma, the Federal Bureau of Investigation,19 and for-
eign armed forces21 makes it clear that the TCCC con-
cept is quickly becoming the new accepted standard for 
all prehospital environments.

These different organizations, however, are currently 
free to interpret and/or incorporate TCCC guidelines as 
they see fit for their particular organization or needs. 
The guidelines published by the CoTCCC are not uni-
formly applied across a disparate landscape of military, 
federal, and prehospital organizations. Thus, the in-
terpretation of TCCC guiding principles varies widely 
from agency to agency. Naturally, this leads to an incon-
sistency from one agency’s TCCC provider to the next. 
In turn, this lack of consistency is a threat to Service and 
agency interoperability at the trauma/prehospital level, 
which is a DoD priority.22–24

One way to prevent this current low rate of interoper-
ability between agencies is to move TCCC training to-
ward national certification. We see similarities between 
the current state of TCCC standards and the evolution of 
basic lifesaver (BLS), advanced cardiac life support, and 
pediatric advanced life support national certifications 
from the 1960s.25 Like TCCC, BLS in the 1960s era was 
a qualification. Without overarching national guidance, 
BLS standards varied widely from region to region, 
with serious consequences to  healthcare outcomes. To 

overcome this disparity, the federal government enacted 
the Emergency Medical Services System Act of 1973,26 
resulting in both cardiopulmonary resuscitation (CPR) 
standards and training, and core standards for prehos-
pital medical care. Once BLS was subsumed under the 
newly formed American Heart Association (AHA), stan-
dards were nationalized. In other words, a BLS provider 
under one EMS had the exact same education and skill 
sets as a BLS provider elsewhere in the United States. 
This consistency has significant advantages both locally 
(fire, EMS, and police responders) and nationally, when 
EMS personnel deploy to other areas of the country dur-
ing disaster response. The same issues that were found 
with BLS at the national level (i.e., AHA and Ameri-
can Red Cross both have different standards for CPR) 
currently apply to TCCC: lack of coordination between 
agencies, and differing recertification requirements, re-
sources, and funding.

Specifically, the benefits of TCCC standardization will 
be:
• Improved communication of best-practice prehospital 

trauma care guidelines to Combat medical providers, 
who, in turn, will be better prepared to render opti-
mal care to our country’s Combat wounded

• More precise feedback to key stakeholders; namely, the 
US Armed Services (e.g., the JTS, geographical Com-
batant Commanders, and the Defense Health Agency)

• Improved identification of education gaps for TCCC 
providers

• More easily identified casualty outcome trends across 
Services and other agencies

• Promotion and support of JTS and facilitation of the 
conduct of prehospital research and the JTS perfor-
mance improvement process

In conclusion, the continuing improvement efforts to 
develop TCCC guidelines under the leadership of the 
CoTCCC have transformed battlefield trauma care 
in the US Military and greatly improved casualty sur-
vival.9,10,27 Additionally, the realignment of CoTCCC 
under JTS has been of great benefit to the functioning 
of the CoTCCC and to the transition of both its prod-
ucts and life-saving tactics, techniques, and procedures 
to our nation’s warfighters.27,28 Much has been accom-
plished. As stated by Butler and Blackbourne,10 the US 
Military and coalition partners now have the best pre-
hospital care and evacuation capabilities for managing 
combat trauma.

We believe for the next generations of TCCC provid-
ers, the gaps that need to be closed are (1) between the 
published TCCC guidelines and their implementation 
and execution, and (2) how the military certifies and 
recertifies its members and instructors to establish a 
 national/DoD certification process. We have identified 
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the  immediate need to develop a TCCC curriculum with 
a set of core training standards to aid in the national 
standardization of education, examination, certifica-
tion, and recertification with an option to add situation 
and/or service-specific components. Accomplishing this 
task would be a revolutionary step forward in ensuring 
that TCCC, a time-tested methodology of tactical casu-
alty care, would be a consistent and transportable skill 
set across services and other governmental agencies.

Using the model of the Military Training Network’s 
agreement with the AHA as a baseline program, we 
propose that the solution to this lack of standardization 
is already in place. The civilian sector, namely the Na-
tional Association of Emergency Medical Technicians 
(NAEMT), has already incorporated the DoD’s TCCC 
course as part of the US prehospital trauma life sup-
port (PHTLS) program.29 Therefore, the framework for 
standardization across Services and civilian agencies al-
ready exists. The struggle to bring consistency, quality, 
and competence to the delivery of prehospital Combat 
casualty care over the past 14 years of conflict has been 
a major factor in the US Military achieving the highest 
historical wounded survival rate during OEF and OIF. 
Despite paradigm-changing advances, adverse casualty 
care events directly attributed to inconsistent TCCC 
training still persists, as most recently highlighted by 
Col Kirby Gross, JTS Director.24 Therefore, we conclude 
that a clear opportunity exists for CoTCCC and other 
governmental and civilian agencies (e.g., NAEMT and 
the PHTLS Executive Council) that have already ad-
opted the TCCC construct to establish a strategic part-
nership with the central vision and overarching goals of 
developing national TCCC certifications applicable to 
all civilian services (fire, law enforcement, rescue), gov-
ernmental agencies, and US Armed Services.
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