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¡  C-TECC	Overview	
¡  US	Terror	response	operational	landscape	
¡  Response	Gaps	
¡ What	keeps	me	up	at	night	





Best	practice	develop	group	convened	in	2010	
to	speed	the	translation	and	evolution	trauma	

lessons	learned	from	combat	to	the	high	
threat	civilian	environment	



In	a	multi-stakeholder,	disseminated	command	
and	control	environment,	eliminate	potentially	
preventable	trauma	deaths	from	high	threat,	

Active	Violent	Incidents	



Threat–Driven	and	Applied	in	3	Dynamic	Phases		
	
¡  Direct	Threat	Care	(Hot	Zone/Care	Under	Fire)	

§  Access	casualties	
§  Mitigate	the	Threat	
§  Rapid	Control	of	Life	Threatening	Hemorrhage	(TQ)	
§  Rapid	extraction	
	

¡  Indirect	Threat	Care	(Warm	Zone/Tactical	Field	Care)	
§  Tactical	Primary	Survey	+	Rapid	LSI	
§  Establish	CCP	and	triage	
§  Initiate	RDCR	as	appropriate	
	

¡  Evacuation	Care	
§  Tactical	Evacuation:	alternate	transport	platforms	
§  Conventional	Protocols	with	focus	on	DCR	

Download	the	guidelines	at	www.c-tecc.org	





¡ Static	MCI	

¡ Traditional		WMD	

¡ Active	Shooter	Incidents	
	









¡  New	tactics	
§  IED	&	multi-	modality	attacks	

§  High	velocity	ballistics	

§  Lone	wolf	active	shooters	

§  Dynamic	coordinated	small	unit	
attacks	

§  Perpetrators	willing	to	die	
§  Military	style	tactics		
§  Multi-capacity	high	velocity	weapons	
§  Potential	for	toxic	hazards	







¡  New	Response	Paradigm	
§  New	Operational	Strategies	Required:	

▪  	ALL	first	responders	must	be	able	to	transition	
from	routine	to	high	threat	operations	

§  New	Treatment	Strategies:	TECC	

▪  Threat	mitigation	

▪  Hemorrhage	control	

▪  Rescue	and	Extraction	
▪  Common	language	across	all	

responders	

▪  Accounting	for	special	populations	



ACCESS	 ASSESS	 EVACUATE	STABILIZE	



CARE	IN	HIGH	THREAT	
ENVIRONMENTS	

¡  Access	

¡  Assessment	
	
	

¡  Stabilization	
	
	
	

¡  Extraction/Evacuation	

BARRIERS	TO	CARE	

¡  Access	
§  Active	threat,	chained	doors,	fire,	

gas,	active	shooting,	etc.	
¡  Assessment	

§  Active	threat,	access,	MCI,	
knowledge,	communication,	etc.	

¡  Stabilization	
§  Active	threat,	wounding	pattern,	

manpower,	equipment,	SOP’s,	
access	to	blood	

¡  Extraction/Evacuation	
§  Active	threat,	equipment,	training,	

fire,	collapse,	manpower	





	
Casualty	access	is	a	medical	procedure,	but	the	

guys	who	do	access	don’t	do	“medical”	







“During	my	drive	to	the	Theaters	I	encountered	hundreds	of	
people	running	and	screaming	for	help.	Many	people	
appeared	wounded,	others	were	just	running”	(B1).	

	
Evacuation:	APD	75%	in	first	30	min	



¡  Communities	need	comprehensive	strategy	
for	accessing	and	delivering	care	in	the	Hot/
Warm	Zone	

¡  Tactical	Teams	are	subject	matter	experts	and	
force	multipliers	but…	

¡  Foundation	must	be	non-tactical	teams	



STOP THE KILLING STOP THE DYING



ASSAULT	 ASSAULT RESCUE
RESCUE TASK FORCE



Lack	of	a	common	trauma	response	lexicon	in	
the	civilian	setting	limits	application	of	DCR	in	

Direct	Threat	and	Indirect	Threat	Zones	



















Effective	RDCR	in	AVI	requires	whole	of	
community	SOP	with	common	language	based	

upon	TECC	principles		





75th	Ranger	regiment		
¡  7.6%	overall	case	
fatality	rate	

¡  3%	of	total	fatalities	
considered	preventable	
deaths	

¡  0%	Pre-hospital	
preventable	deaths	

Kotwal	et	al.	2011	Archives	of	Surgery,	“Eliminating	Preventable	Death	on	the	Battlefield”	





Trauma	Surgery		
&	Critical	Care	

Medical	First	
Responders	
	(BLS/ALS)	

Emergency	Medicine	

First	Care	Providers	
(Bystanders,	teachers,	

students,	public	workers)	

Non	medical	First	
Responders		

(LEO)	

Conventional	Responders	

Underemphasized		
Critical	Early	Links	



There	is	a	lack	nuanced,	multi-modal	
evacuation	strategies	that	align	resources	with	

goals	of	DCR	
	



Stay and Play



Load and Go

“Eight minutes after the first bomb went off, we had our first patient 
already,”

Maureen McMahon 
Director of Emergency Preparedness at Boston Medical Center



AURORA	 ORLANDO	

Critical	role	of	law	enforcement		
(APD	evacuated	75%	of	victims	in	first	30	min)	

Law	enforcement	and	self	evacuation	requires	
coordination	





¡  RCDR	in	rotary	wings	is	feasible	
Jenkins	et	al.	Shock	2014	

	

¡ Multi-center	trial	(PROHS)	unable	to	
demonstrate	benefits	of	HEMS	blood	

Holcomb	et	al.	JTACS	2017	
	

¡  25%	(59/235)		U.S.	HEMS	Programs	
independently	carry	blood			

Karl	et	al.	PEC	2016	
	



1.  Know	what	problem	you	are	trying	to	solve	

2.  Incorporate	alternate	evac	platforms	(e.g.	
LEO)	into	AVI	response	plan	

3.  Train	to	be	interoperable	







Hemorrhage	control	
§  What	TQ	validated	in	peds?	
§  Pelvic	binders?	

Hypotensive	resuscitation	
§  Familiarity	w/	peds	values	
§  IV/IO	access	kits	

Hemostatic	Resuscitation		
§  Hemostatic	agents	
§  Hypothermia	risk	
§  Blood	product	availability	
§  Blood	product	protocols	









1.  Reducing	time	from	POI	to	LSI	to	definitive	
care	is	a	TACTICAL	and	MEDICAL	issue	

	
2.  Tactical	Teams	are	conductors	of	the	orchestra	

not	just	jazz	soloists	

3.  RDCD	in	high	threat	environments	requires	a	
whole	of	community	approach		

	
4.  We	have	to	figure	out	what	to	do	with	

Pediatrics	victims	



David.callaway@carolinas.org	


