
Leadership and a casualty response system for
eliminating preventable death

Russ S. Kotwal, COL (Ret.), MC, USA, Harold R. Montgomery, MSG (Ret.), MC, USA,
Ethan A. Miles, LTC, MC, USA, Curtis C. Conklin, MSG, MC, USA,

Michael T. Hall, CSM (Ret.), IN, USA, and Stanley A. McChrystal, GEN (Ret.), IN, USA, Joint Base San
Antonio-Fort Sam Houston, Texas

ABSTRACT: Combat casualties who die from their injuries do so primarily in the prehospital setting. Although most of these deaths result from injuries that are
nonsurvivable, some are potentially survivable. Of injuries that are potentially survivable, most are from hemorrhage. Thus, military organiza-
tions should direct efforts toward prehospital care, particularly through early hemorrhage control and remote damage control resuscitation, to
eliminate preventable death on the battlefield. A systems-based approach and priority of effort for institutionalizing such care was developed
and maintained by medical personnel and command-directed by nonmedical combatant leaders within the 75th Ranger Regiment, U.S. Army
Special Operations Command. The objective of this article is to describe the key components of this prehospital casualty response system, em-
phasize the importance of leadership, underscore the synergy achieved through collaboration between medical and nonmedical leaders, and pro-
vide an example to other organizations and communities striving to achieve success in trauma as measured through improved casualty survival.
(J Trauma Acute Care Surg. 2017;82: S9–S15. Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.)

T he mission of the 75th Ranger Regiment is to support the U.S.
National Defense through the precise and timely execution of

special operations and light infantry tactics.1 To achieve this,
rangers must be ready on short notice and also be proficient in
conducting complex combat operations during both the day
and night and in extremes of weather and terrain. The 75th Ranger
Regiment is the U.S. Army’s premier raid force and largest special
operations combat element. Composed of more than 3,500 person-
nel, rangers conduct combat missions to include airborne, air as-
sault, and other direct-action raids to seize key targets, destroy
strategic facilities, and capture or kill enemy forces. Providing care
to casualties during such missions can prove challenging.

BACKGROUND

Critical Assessment
The success of a trauma system can be measured through

lives saved.2 Lives saved in combat can be directly correlated to
improvements in casualty care and transport.3 Combat casualty
care statistics can provide comparisons of trauma systems within
a conflict,4–6 as well as between conflicts.6,7 These statistics pro-
vide a foundation for the general understanding of combat trauma
data which may prove helpful for identifying areas for perfor-
mance improvement; particularly, in the realms of killed in action
(KIA)mortality, or prehospital death; died of wound (DOW)mor-
tality, or hospital death; and all mortality, both KIA and DOW,
through a combined case fatality rate (CFR).3

In October 1993, Task Force Ranger conducted a direct-
action raid into a heavily armed and densely populated region
of Mogadishu, Somalia. During the subsequent 15-hour battle,
the task force sustained 125 casualties to include 14 who were
KIA and 111 who were wounded in action (WIA). Of the WIA,
4were DOWand 49were rapidly returned to duty (RTD)withmi-
nor wounds.8 This event resulted in a %KIA of 18.4, %DOWof
6.4, and a CFR of 23.7. In contrast, from 2001 to 2010, rangers
conducted more than 8,000 combat missions which were primar-
ily direct-action raids and incurred a total of 419 casualties dur-
ing 8.5 years of continuous combat in Afghanistan and 7 years in
Iraq.5 For Afghanistan, rangers sustained 180 casualties to include
13 who were KIA and 167 who were WIA. Of the WIA, 2 were
DOW and 76 were RTD with minor wounds resulting in a %KIA
of 12.5,%DOWof 2.2, and a CFR of 8.4. For Iraq, rangers sustained
239 casualties to include 15whowereKIA and 224whowereWIA.
Of the WIA, 2 were DOW and 81 were RTD with minor wounds
resulting in a %KIA of 9.5, %DOWof 1.4, and a CFR of 7.1.

Between 1993 and 2001, critical assessments of the
Somalia conflict with commensurate adjustments in “TTPs” or

Four brave men who do not know each other will not dare
to attack a lion. Four less brave, but knowing each other
well, sure of their reliability and consequently of mutual
aid, will attack resolutely.—Col. Ardant du Picq, 1870
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tactics (employment and arrangement of forces), techniques
(nonprescriptive methods to perform missions, functions, or
tasks), and procedures (standards and detailed steps that pre-
scribe how to perform specific tasks); personal protective equip-
ment (PPE); and casualty care and transport have proved
invaluable for saving ranger lives in subsequent conflicts.5 Al-
though it initially came at a cost of ranger lives, a “silver lining”
of the Somalia conflict was the subsequent ranger pursuit of
eliminating preventable death during the Afghanistan and Iraq
conflicts. As evidenced by ranger reductions in %KIA, %
DOW, and CFR between conflicts, parallel efforts from the De-
partment of Defense (DoD) Joint Trauma System and the Ranger
Casualty Response System have been vital in mitigating morbidity
and mortality through an integrated whole-community approach to
a continuous learning health system and evidence-based perfor-
mance improvement model.2,3,5,9,10 Of the 419 battle injury ca-
sualties incurred by rangers between 2001 and 2010, this model
resulted in no casualties who died from injuries that were poten-
tially survivable through additional prehospital medical inter-
vention, and only one casualty who died from injuries that
were potentially survivable in the hospital setting.5 A notable
and integral component of this model of success was the
leadership- and culture-driven integration of modern prehospital
combat casualty care practices.

Ownership and Priorities
Responsibility, accountability, and ownership are core

leadership traits. Developing a culture of personal accountabil-
ity, where leaders and subordinates alike possess the freedom
to make bold decisions and the courage to assume risk and take
ownership, is a vital characteristic of a successful organization.
Individuals who are invested in what they are doing, and engaged
with the greater good of the organization, will exhibit ownership.
Once individuals are engaged and have ownership, they will be
compelled to accomplish tasks and innovate solutions for the bet-
terment of the organization and to complete the mission.

Leadership is the key component of combat power, and
combat power is the total means of destructive and/or disruptive
force which a military organization can apply against an oppos-
ing force at a given time. As leaders can direct priorities of effort;
and as leaders can enforce expectations or standards; and as
leaders are also the standard bearers for their organization; leaders
must retain visibility, ownership, accountability, and responsibility
for major programs within their organization, regardless of subject
domain. Subject matter experts can propagate a leader’s intent by
developing and continuously refining systems-based programs that
achieve standards, goals, and expectations for performance asmea-
sured and analyzed through data and metrics. Thus, for combatant
units, many challenges in military medicine can be overcome
through ownership, prehospital trauma training and expertise,
and data collection and metrics that inform leader decisions.11–14

Combatant units within the U.S. Military are normally led
by a leadership team comprised of a commanding officer and a
command sergeant major or senior enlisted advisor. For the 75th
Ranger Regiment from 1997 to 1999, this team was comprised
of Colonel Stanley A. McChrystal and Command Sergeant Ma-
jor Michael T. Hall. Early on, this command team decided to fo-
cus primarily on four major priorities—marksmanship, physical
training, small unit tactics, medical training—which they called

“the Big Four.”15 As this team realized that they would not have
the time to do everything that they wanted to do, they decided to
do what they could do very well. Thus, prioritizing and continu-
ously reinforcing high standards and a mastery within these four
basic domains of effort. They accomplished this feat by uphold-
ing a regimented culture of excellence through standards while
also inspiring all to “flatten the organization” so as to encourage
leadership, innovation, and cohesion at all levels.

Cohesion is a critical factor for performancewithin an orga-
nization. Cohesion creates shared responsibility for success, while
giving each individual the confidence that someone else is
watching over them—“sure of their reliability and consequently
of mutual aid.”Asmedical training and readiness became a leader
priority, it created another cultural opportunity for cohesion that
primed the regiment for a prehospital casualty response system.

Also imparting support to this system, was the fact that the
other three leader priorities overlapped with the medical domain
and were viewed as components of a holistic approach. Expert
skills in marksmanship and small unit tactics translated readily
into preventive medicine, and heightened physical training es-
tablished a conduit for both prehabilitation and rehabilitation.
Although additional study is needed, rangers have supported
the concept that a conditioned body may be more apt to com-
plete the mission and avoid injury, and if injured, may have im-
proved outcomes and shortened periods of recovery.16–18 In
addition, in 2005, the commanding officer of the regiment, then
Colonel Paul J. LaCamera, added a fifth priority of “mobility.”
Once again, this domain overlapped with medical training in re-
spect to the transport and en route care of casualties.

Best Practices
Regardless of military or civilian sector, for trauma,

the greatest opportunity to save lives is in the prehospital
setting.2–8,11–14,19,20 Thus, for the military, efforts directed to-
ward reducing KIA mortality, or prehospital combat trauma
death, can have the largest impact on eliminating preventable
death on the battlefield.2–8,11–14,19,20 As rangers and ranger
leaders realized the importance of prehospital care early on,
before the recent conflicts in Afghanistan and Iraq, they im-
plemented best practices that would ultimately increase sur-
vival in their population.2,3,5

For critically injured combat casualties, survival from
trauma is associated with the time that has elapsed between injury
and receiving a required intervention or capability.6,21 Although
rapid prehospital transport to a higher level of medical care is im-
portant, it is rather the timely administration of a needed capabil-
ity that is ultimately paramount.5,6,21–25 Thus, as demonstrated
by the 75th Ranger Regiment, both medical and nonmedical
first responders must have the capability to successfully provide
life-sustaining prehospital trauma care.5 Because most poten-
tially survivable combat deaths are from hemorrhage,20 hemor-
rhage control and blood transfusion capabilities are paramount.

A modern-day revolution in prehospital trauma care was
born from the principles of Tactical Combat Casualty Care
(TCCC) in 1996.26–30 These principles have been continuously
updated, refined, and propagated since the advent of the Com-
mittee on Tactical Combat Casualty Care in 2001,28–30 which
currently resides under the DoD Joint Trauma System. The three
core goals of TCCC are to treat the casualty, prevent additional
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casualties, and complete the mission. These goals merge mission
tacticswith casualty care to optimize casualty response TTPs. The
resultant protocols are a standard of care that should be expected
from all first responders in a tactical or prehospital battlefield set-
ting. The 75th Ranger Regiment integrated TCCC into training in
the four years preceding the events of September 11, 2001.5,27

During more than a decade and a half of continuous involvement
in combat thereafter, this standard of care has become interwoven
into the very fabric of its organizational structure.

As has been previously described,11 prehospital combat
morbidity and mortality can be prevented by combatant and
medical leaders at multiple levels through: (1) primary preven-
tion; prevent injury incident through physical and mental condi-
tioning, TTPs, and evidence-based findings from tactical and
medical After Action Reviews (AARs), (2) secondary preven-
tion; mitigate injury extent through tactical contingency plan-
ning and PPE, and (3) tertiary prevention; optimize injury care
through properly executed TCCC, optimized tactical casualty
response, and remote damage control resuscitation.

CASUALTY RESPONSE SYSTEM

The 75th Ranger Regiment has three line battalions stag-
gered by three months onto a 9-month operational readiness
training cycle. The cycle begins with individual training, moves
through small unit collective training, and then culminates into
large scale training exercises, which are followed by combat de-
ployments as directed. Ranger leader integration of casualty care
and evacuation into their operational readiness training cycle
was absolutely vital, because it provided graduated levels of
knowledge and skill application in the context of and synchro-
nized with other combat-related TTPs that occur within fighting
formations. Every stage of training was evaluated for opportuni-
ties to provide casualty care training, and where appropriate, the
training was integrated for all personnel—medical officers,
medics, nonmedical leaders, and nonmedical first responders.
Thus, all received continuous casualty response training through-
out the 9-month cycle. A key underpinning of casualty response
training is the use of the term casualty response rather than med-
ical training, as it conveys a communal obligation for the entire
force to take action as with any other battle drill.5When a casualty
occurs on a mission, the incident is a tactical and leader problem
to be solved and not just an isolated issue consigned to medical
personnel alone. Although comprehensive medical training was
previously implemented and described by one battalion in the reg-
iment before the Somalia conflict,31 it was not ubiquitously prac-
ticed by all in a casualty response system, nor was it based on a
standard dictated by TCCC guidelines.

Standards for the Nonmedic
Distributed knowledge and capability are major force

multipliers.9 The principles of TCCC, coupled with the directive
for all rangers to focus on four priorities of training to include
medical readiness and casualty care, proved to be a timely catalyst
for developing a TCCC-based Ranger First Responder (RFR)
program of instruction in 1999.27 The RFR course is taught to
all personnel prior to assignment within the 75th Ranger Regi-
ment, and on a recurrent basis thereafter.5,9,27,32 The initial and re-
fresher 2-day course teaches critical first aid and advanced

combat lifesaver procedures through didactic lectures, hands-on
skill stations, and realistic trauma lanes that were conducted dur-
ing the day and night, and as frequently as possible, integrated
into live fire and other training exercises.

Standards for training were based on TCCC guidelines,
and all were expected to be current and competent on these stan-
dards. Regardless of military occupational specialty, this course
afforded every ranger the basic knowledge and operational skills
required to treat and save lives. Fundamental expectations are di-
vided into three categories of familiarization, proficiency, and
mastery within the fields of hemorrhage control, airway prob-
lems, breathing issues and chest trauma, and damage control re-
suscitation.9 The required skills to be mastered in this course are
practiced, reinforced, and rehearsed continuously throughout the
training cycle during the conduct of small-unit battle drills and
training exercises at every level—team, squad, platoon, company,
battalion, and regiment. For first responders with a propensity to-
ward medicine, and in accordance with a command directive for
at least one advanced nonmedic provider per squad or seven-
man element, additional training was provided through Emer-
gencyMedical Technician (EMT) courses which has evolved into
a more tactical advanced RFR training.

Confidence and competence was gained through training
and real-world experiences. These real-world experiences, in
both training and combat, prompted a cultural sense of immedi-
acy where casualties are expected. Because confidence does not
equate to competence, integrating performance measures was
paramount. The key to training was conditioning all to do the
right thing at the right time. Guidelines, protocols, and proce-
dures were established based on best practices from the medical
literature. Trainers were trained and provided performance mea-
sures based on guidelines so as to reduce variability in training.

Self and buddy care should be the foundation of a whole-
community approach to reducing mortality from trauma. Because
all have the potential to be a casualty, and all have the potential to
be a first responder, then all were directed to carry a bleeder con-
trol kit with commensurate ability to provide and document initial
care. Bleeder control kits were carried in a standard location with
contents directed toward the rapid treatment of the three major
causes of preventable death as outlined by TCCC guidelines—
extremity wound hemorrhage, tension pneumothorax, and airway
obstruction.26 Included in the bleeder control kits were extremity
tourniquets, hemostatic gauze, pressure dressings, needles for de-
compression of a tension pneumothorax, nasopharyngeal air-
ways, and casualty cards. Notable was that these kits became a
model for the modernization of individual first aid kits through-
out the DoD. Additionally, ranger squads were also expected to
carry aid and litter kits that contained a compact and collapsible
lightweight litter and additional medical supplies for the TCCC
management of casualties.

Standards for the Medic
Ranger medics are highly trained physician extenders with

trauma care expertise. Although training standards for ranger
medics have been previously described,33 their training has con-
tinued to evolve as commensurate to the needs of the mission
and their casualty population. Ranger medics are expected to
teach and have a mastery of prehospital trauma care practices.
Following initial EMT basic and TCCC training through the
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Army medical department, ranger medics complete the Special
Operations Combat Medic course where they receive EMT para-
medic training combined with advanced TCCC applications as
well as special operations-specific tactical medical emergency
protocols. Recurrent training is received through formal refresher
and certification courses, trauma center rotations, and a culminat-
ing combat trauma management and assessment and validation
program. This program included written and oral tests, multiple
hands on skill stations, and a variety of human patient simulator
and live tissue scenarios. This assessment occurred each training
cycle, just prior to large scale exercises or combat deployments.

Because knowledge plus experience equate to wisdom,
those medics who gained real-world experiences in addition to
the knowledge provided during training tended to perform better
and to have better judgement when providing care as they had
real-world applications and references for context. Thus, inte-
grating trauma center rotations, ambulance ride along call, and
clinical rotations into the training cycle was very important.
These rotations provided a venue for applying judgement, skills,
and knowledge. These rotations also provided experience and
objective performance measures through patient outcomes of
morbidity and mortality.

Knowledge products provided to ranger medics included
TCCC guidelines and updates, the military version of the
Prehospital Trauma Life Support manual,34 and a comprehensive
Ranger Medic Handbook that has been published and updated
since 2001.35–38 The RangerMedic Handbook succinctly outlines
standards, a scope of practice, and details and algorithms on pro-
tocols and procedures that are expected of the ranger medic;
and as stated in the handbook, ranger medics are expected to
have a “Mastery in Close Combat Medicine.”

Medical equipment and supplies carried by the ranger
medic are primarily geared toward the acute prehospital manage-
ment of trauma casualties, and secondarily tailored to support
specific mission profiles. Ranger medic aid bag contents are
synchronized with TCCC guidelines, and all medics pack in ac-
cordance with a standardized and routinely updated packing list.
The regiment also maintained additional modified packing lists
to accommodate specific mission profiles (e.g. airfield seizure) so
as to assist medics with adjustments based on mission require-
ments. A ranger medic’s kit worn on their body armor was stan-
dardized for the care of at least one acute multi-system trauma
patient, and afforded the opportunity to rapidly provide life-
saving treatment without the need to open their aid bag.

Standards for Ranger Leaders
Because tactical leaders manage all resources (e.g. person-

nel, training, equipment, time, money, etc.) dedicated to prepar-
ing for and completing a mission, it is this nonmedical leader
who is ultimately responsible for the prehospital casualty re-
sponse system. Thus, a Casualty Response Training for Ranger
Leaders (CRTRL) course was developed and initiated in 1999,5

and has been integrated into initial training for leaders as they
are assigned to the regiment; as well as during an internal team
leader’s course for enlisted personnel assuming their first leader-
ship position. This training event focused primarily on providing
each leader, at every level from team leader to ground force com-
mander, with an enhanced understanding and expectation of
their role and responsibilities in the casualty response system,

as well as how their individual decisions can affect both successful
completion of the mission and survivability of casualties. In addi-
tion to leader management of casualty response TTPs, to include
casualty evacuation procedures, contingency planning for the pos-
sibility of taking casualties during each phase of the mission was
stressed as paramount to casualty survival and the overall success
of the mission. Contingency planning and an appropriately condi-
tioned tactical response to casualties are just as important as
medical interventions for eliminating preventable death.

A critical component of CRTRL was the detailed instruc-
tion on capabilities, limitations, and employment methods of in-
ternal and external medical assets, because it was vital for
leaders to understand the intricacies of getting the right capabil-
ity to the right casualty at the right time and place; and balancing
such so as to not misappropriate or misuse limited resources. Addi-
tionally, an important and routinely updated component of CRTRL
was that of casualty vignettes and AARs from recent combat mis-
sions. These cases would demonstrate currency and relevance of
training, highlight casualty events they would likely encounter,
and prompt potential solutions for future casualty events.

Before and in response to casualty events, CRTRL teaches
leaders to take charge and to develop TTPs that are based on
organization-specific missions, assets, and capabilities; to imag-
ine and rehearse contingency plans; and to leverage first re-
sponders as their most abundant and responsive resource. As
leaders assume higher positions of responsibility, they are also
taught to be cognizant of their broader casualty response role.
A junior leader’s first encounter and decision-making on behalf
of a casualty should not be during a real-world event; it should
be during training. Ranger senior leaders have often injected un-
expected events (e.g., complex casualty scenarios) during train-
ing to challenge and progress the organization to a higher
level,39 and force junior leaders to think, react quickly, and exe-
cute contingency plans. As key leaders have often been desig-
nated as the casualty during training, junior leaders were also
forced to assume higher-level roles and responsibilities while
also ensuring care for the casualty. The practice of “next-man-
up” drills have become a hallmark of ranger leader training
and is paramount to the development of junior leaders.

Casualty Transport
During the planning phase of operations, contingencies to

accommodate rapid casualty transport included standard medi-
cal evacuation as well as use of mission aircraft and ground ve-
hicles. Some of the aviation units supporting rangers developed
and provided highly-trained special operations casualty trans-
port personnel; most achieving the level of critical care and flight
paramedic certification. Preparatory and synchronized training
with these casualty transport personnel, as well as with surgery
and resuscitation teams, afforded a seamless transition and cohe-
sive effort of care during combat operations.

Damage Control Resuscitation
In addition to implementing hypotensive resuscitation

practices historically recommended by TCCC guidelines,26,30

Rangers have also been at the forefront of evolving techniques
in tactical or remote damage control resuscitation.40–42 Follow-
ing the approval of a U.S. Army Special Operations Command
and Food and Drug Administration (FDA) Investigational New
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Drug protocol, ranger medical providers started routinely carry-
ing French freeze dried plasma during combat missions starting
in 2011. This effort, in combination with aggressive hemorrhage
control techniques, attempted to provide a more homeostatic re-
suscitation fluid compared with colloids and crystalloids while
retaining the ultimate goal of negating hemorrhagic shock and
increasing survivability.

In 2014, after a revision to the TCCC guidelines which ad-
vocated use of blood products over colloid or crystalloid solu-
tions,40 continued ranger efforts directed toward preventing or
reducing effects from hemorrhagic shock was initiated through
the development of a unit-wide whole blood program.41,42 With
active support from ranger leaders, this program identified blood
group O rangers who demonstrated antibody (IgM to group A
and B antigen) levels of less than 1:256. These individuals
were categorized as ranger O Low Titer, or “ROLO,” and tested
before deployment for standard transmittable diseases. This
group served as an immediate walking blood bank of universal
donors for prehospital casualty care. In 2015, the 75th Ranger
Regiment deployed its first group of ROLO personnel. Since that
time, every ranger task force has deployed with a fully functional
ROLO program. In 2016, prescreened Low Titer OWhole Blood
(LTOWB)was also supplied to ranger task forces fromU.S. blood
bank facilities. This permitted ranger medical personnel to rapidly
use LTOWB, and if needed, also activate the ROLO walking
blood bank to obtain additional whole blood within minutes.

As of December 2016, rangers have thus far administered
freeze dried plasma to 10 combat casualties. Of these casualties,
eight arrived alive at a surgical treatment facility. Rangers have
also administered cold-stored LTOWB to three combat casual-
ties with two receiving one unit and one receiving two units.
Two of these casualties arrived alive at a surgical treatment facil-
ity, but only one ultimately survived. Company- and platoon-
level leadership have been essential to the preparatory success
of the ROLO program through integrated training and rehearsal
of this protocol as a contingency battle drill. Although the
person-to-person ROLO protocol has not been activated and
used on a real-world combat casualty as of yet, this capability
is ready and available.

Performance Improvement—Integrating and
Distributing Lessons Learned

To continuously validate, refine, and solidify standards for
TCCC practice, the ranger casualty response system integrated a
performance improvement cycle, with components to include:
(1) provide casualty care; (2) document care; (3) collect and con-
solidate data; (4) analyze data; (5) enact performance improvement
by refining best practice guidelines and personnel, training, and
equipment requirements; (6) publish findings internally and exter-
nally to activate force modernization, research and development,
and to integrate and distribute lessons learned; and (7) provide
casualty care. Lessons learned are not lessons learned unless
you learn them; thus, a performance improvement cycle is re-
quired to preserve and advance lessons learned. Data and les-
sons learned can not only inform and educate they can also
recruit and garner support from leaders.

Data help to drive requirements and authorizations for
personnel, training, and equipment. Leaders appreciate data that
informs decisions and justifies expenditures of time and monies.

However, data rely on personnel to document efforts, and docu-
mentation of prehospital care in combat has historically been
suboptimal.3,6,11–13,43–45 In contrast, rangers developed, and their
leaders mandated and enforced, two simple documentation
tools—a casualty card and a casualty AAR—which have proven
successful in collecting combat casualty care data since 2001.3,5,44–49

Additionally, as funded and supported by ranger leaders, a Web-
based prehospital trauma registry (PHTR) was developed to
consolidate and analyze data from cards and AARs for near
real-time feedback, performance improvement, and sharing les-
sons learned.2,3,5,44–50 In addition to improving command and or-
ganizational visibility of casualties, the PHTR provided leaders
with data-driven evidence for decision making; validated and re-
fined casualty response system TTPs, PPE, and TCCC treatment
strategies; and refined medical and nonmedical personnel, train-
ing, and equipment requirements through cost-effective and di-
rected procurement.

For parent commands, ranger efforts have influenced med-
ical sustainment training efforts within U.S. Army Special Opera-
tions Command (regulation 350–1, Appendix G) and special
operations forces medical training within U.S. Special Operations
Command (directive 350–29). As ranger medical personnel have
been integral members of the CoTCCC since its inception, they
have also routinely used data to influence and propagate novel
practices and changes to TCCC guidelines which are distributed
throughout the DoD and beyond.2,3,5,44–50 Ranger casualty
cards, AARs, and PHTR have been, and continue to be, a vital
component of ranger performance improvement. Additionally,
this methodology has become a model of excellence fromwhich
to guide documentation and data collection for the Department
of Defense.3,10,21,44,50,51

Ranger medical force modernization efforts are based on
requirements directly related to casualty care dictated by TCCC
guidelines, battlefield lessons learned, and most importantly, the
tactical mission. As self and buddy aid are paramount to rapid
care and eliminating preventable combat death, medical capabil-
ity development priorities start with the individual ranger or
nonmedic first responder; then the ranger squad; followed
closely by the ranger Medic. The Regiment’s medical force
modernization efforts are synchronized with other special oper-
ations forces, as well as DoD research and development. Thus,
the regiment is often a lead in the testing and evaluation of med-
ical products and equipment.

CONCLUSION

The efforts described in this article support the charters for
the 75th Ranger Regiment as mandated by former U.S. Army
Chiefs of Staff General Creighton W. Abrams, General John
A. Wickham, and General Gordon R. Sullivan,52 and reinforced
by recent Army Chief of Staff General Raymond T. Odierno.
The regiment is to lead the way in modernizing doctrine, tactics,
techniques, procedures, and equipment to meet the challenges of
the future, and will share its philosophy and standards.

Eliminating preventable death is an organizational and
community issue that requires the attention of all leaders, bothmed-
ical and nonmedical. It is a matter of morale and moral obligation
that battlefield casualties receive the best care possible to optimize
survival and recovery from traumatic injury. However, this should

J Trauma Acute Care Surg
Volume 82, Number 6, Supplement 1 Kotwal et al.

© 2017 Wolters Kluwer Health, Inc. All rights reserved. S13



not be left to chance. The ability to set, know, enforce, and exceed
established standards is what sets a good organization apart from
others. Good leadership can instill what is required to fight on to
the objective to complete themission, and good leadership can also
instill what is required to save lives during such missions.

Continuous performance improvement processes and fo-
cused empiricism must be used to inform practice and evolve
standards.2 This article outlined several steps undertaken by the
75th Ranger Regiment to improve combat casualty care through
organizational structure, culture, and strategy to include: (1) con-
duct a critical assessment of the organization’s state of affairs;
(2) establish priorities of effort and ownership for those priorities;
(3) identify and integrate best practices into organizational struc-
ture as dictated by mission and culture; (4) establish cohesion and
a flat organizational construct for which to develop subject matter
experts and to train all to be masters of the basics through stan-
dards; (5) establish a continuous performance improvement cycle
through metrics and data collection, consolidation, and analysis;
and (6) share lessons learned.

The 75th Ranger Regiment institutional goal and commit-
ment to the relentless pursuit of eliminating preventable death,
which has been embeddedwithin their special operations and in-
fantry tactics and culture, has and will continue to help preserve
advances in combat casualty care. Regardless of personnel and
personality turnover, this organization and its systems-based ap-
proach has consistently and continuously sustained this goal for
nearly two decades. Several challenges to improving combat ca-
sualty care and survival on the battlefield had to be overcome,
particularly in the realms of ownership, prehospital trauma ex-
pertise, data collection, and metrics. For military medicine as a
whole, these challenges and others remain as friction points to
performance improvement.11–14 As U.S. national goals have
now aligned to develop a national trauma action plan to pursue
zero preventable deaths from trauma,2,53–55 intensified momen-
tum of bidirectional translation of efforts will aid in overcoming
challenges in both military and civilian populations.

The 75th Ranger Regiment model is readily translatable to
others throughout the military and civilian sectors. Organizing,
unifying, and training casualty response systems can provide all
levels of leadership with invaluable insight into strengths and
weaknesses found within their communities. As with leaders
within the 75th Ranger Regiment, community leaders at the local,
state, and national levels must recognize that severe and critical
trauma injuries are inevitable, but death from such is not. Medical
and nonmedical community leaders alike can take ownership of
their casualty response systems, and promote awareness, cohe-
sion, and creative solutions that will ultimately achieve the desired
outcome of eliminating preventable death.

FINAL COMMENTS FROM CURRENT
RANGER LEADERSHIP

“Standards of excellence for providing care to our fellow
rangers were firmly established and have become an integral part
of the Ranger Regiment culture. A mastery of the basics—
marksmanship, physical training, small unit tactics, and medical
proficiency—remain fundamental to our training and critical to
our success on the battlefield. An RFR's ability to master the ba-
sics of casualty care remains a top priority of the Regiment.

Likewise, our medical personnel must deliberately maintain a
learning posture that seeks to develop and implement innovative
approaches to confront and overcome the innate difficulties of
providing care to battlefield casualties. Accounting for the
challenges inherent to the extreme conditions in which we
are expected to operate, the Ranger Regiment will continue
to maintain focus on mastering the basics while also seeking
cutting edge solutions for trauma care. We will do this first
and foremost through our investment in our people—by provid-
ing realistic training that holds every individual ranger and leader
accountable for medical skills proficiency and ensures all are the
best trained on the battlefield.”

Rangers Lead The Way!

CSM Craig A. Bishop, IN, USA
17th Regimental Command Sergeant Major
75th Ranger Regiment

COL Marcus S. Evans, IN, USA
19th Colonel of the Regiment
75th Ranger Regiment
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