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ABSTRACT

This article presents a comprehensive framework to guide medical and nonmedical personnel in managing
military mass-casualty (MASCAL) events through an evidence-based, command-directed approach. Military
MASCAL management (MCM) is defined as a leader-driven system that synchronizes planning, rehearsal, and
execution of the collective tasks required to preserve combat power and optimize casualty outcomes. In a
combat theater, all have the potential to be a casualty, and all have the potential to be a first responder. Because
nonmedical responders often serve as the first link between point of injury and definitive care, the framework
emphasizes their critical part in triage, lifesaving interventions, and casualty movement. This article outlines
principles for scalable response, acknowledging that MASCAL definitions are relative and that catastrophic
events may exceed the capacity for rapid lifesaving treatment. It highlights the necessity of training, realistic
expectations, and preparation for prolonged casualty care operations, end of life care, and human-remains
management. By integrating leadership, medical, and nonmedical personnel into holistic, standardized training,
MCM enhances operational reach, lethality, and mission success in complex, chaotic environments.

A military mass-casualty (MASCAL) is an event in which
the number and type of casualties exceed planned
medical and logistical capabilities or capacity, requiring
the implementation of triage and other procedures and
standards specific to caring for the wounded that may be
different than caring for a single casualty. It is a complex
problem inundated with tactical, medical, and logistical
challenges that non-medical and medical responders
must overcome to complete the mission.

Defining a MASCAL is dynamic since one casualty may
overwhelm nonmedical responders, but three experienced
medical responders may be able to care for many
casualties without burden.

Hence, the term MASCAL is relative and used for the
incident based on multiple factors from the mechanism of
injury to evacuation platforms to a communication plan.

Because MASCALs are chaotic, unique, and complex,
there are no perfect solutions. Educating planners

and responders with general principles, training

on how to implement these recommendations into
command-directed casualty response systems, and
rehearsing MASCAL actions at regular intervals constitute

military mass casualty management (MCM) best
practices.

MCM relies upon a well-rehearsed casualty response
system (CRS). CRS describes a leader-driven system
designed to synchronize the planning, rehearsal, and
execution of the individual and collective tasks required to
complete the mission while optimizing casualty outcomes.
A command-directed CRS that provides oversight and
direction concerning the management of combined
nonmedical and medical individual and collective tasks
will conserve combat power, enhance lethality, and
extend operational reach during MCM. It also enables
commanders to synchronize, oversee, and enforce how all
warfighting functions respond to casualties during MCM.
Therefore, commanders own CRS and MCM and must
take responsibility for institutionalizing a unit CRS. That
responsibility includes training leaders to navigate the
complexities of MCM situations; assessing and validating
all service members on tactical combat casualty care
(TCCC) and prolonged casualty care (PCC); incorporating
casualty response into battle drills, standard operating
procedures, and all training events; and continuously
evaluating indicators to drive tactical and medical
performance improvement.



Spc. Hannah Atteberry and Spc. Zachary Duke, both assigned to
Headquarters and Headquarters Company, 2nd Battalion, 124th Infantry
Regiment, Task Force Seminole, 53rd Infantry Brigade Combat Team,
Florida Army National Guard, place a simulated casualty on a litter for
evacuation during a mass casualty validation exercise at Fort Bliss,
Texas, Feb. 16, 2026. (U.S. Army photo by Capt. Dakota Burr)

MCM RESPONSE

The objective of MCM is to manage the event. MASCAL
casualty numbers can range from a dozen to hundreds or
thousands. Therefore, MCM response should be scaled
based on the number of injured personnel, threat (enemy
and environmental), time on the target, time to a military
or civilian treatment facility, resources, personnel, and
capacity to evacuate. Considerations include rapid sorting
of casualties by acuity and needs (triage), performance
of lifesaving interventions (LSIs), and optimization of
limited resources while managing the safety and security
of the responders and the casualties. Because MASCALs
are infrequent, specific focus should be placed on
incorporating MCM into appropriate individual and team
events.

MASCAL Truths:

1. MASCALs can happen anytime and anywhere causing
mayhem and death.

2. Scene safety and security always supersede medical
treatment.

3. MCM is intuitive and reactive and relies on familiar
terminology, skills, and principles.

4. Medical interventions should be scaled based on
resources and time to surgery.

5. Ateam approach to MCM including triage, treatment,
and casualty movement should be trained and
rehearsed frequently to institutionalize automatic
response.

The team approach must include non-medical responders.

These individuals, who may have limited medical
training, are often the first to respond to emergencies.
They conduct triage, provide initial LSls, and coordinate
casualty or medical evacuation. Therefore, nonmedical
responders are an essential part of MCM as they serve

as a crucial link between the point of injury and definitive
medical care. If the casualty does not survive this first
interaction, they will not have the opportunity to benefit
from the remainder of the trauma system. Because

their actions will significantly impact casualty and

mission outcomes, their ability to quickly understand the
situation, make informed decisions, and take appropriate
action, given the tactical situation, is paramount to
maintaining combat power, operational reach, and mission
accomplishment.

To improve casualty outcomes,non-medical and
medical leaders should:

Conduct a thorough analysis and anticipate the

most likely medical contingencies based on potential
threats or historical information while also planning for
worst case scenarios.

Communicate the MASCAL plan to every member
of the team and ensure rehearsals are routinely
conducted to assess and validate MASCAL
preparedness.

Include forecasted MASCAL limitations and risk
mitigation factors into risk assessment decision-
making processes.

Adjust the plans based on the mission, enemy,
environment, terrain, time, civilian considerations, and
personnel available.

Leaders and responders should understand that in
large-scale catastrophic events, the sheer number of
casualties may exceed the ability to provide lifesaving
care to all, and some individuals will die or suffer despite
best efforts. Preparing responders for this reality can help
reduce adverse psychological effects. Therefore, Unit
Ministry Teams (UMTs) must also be part of the team
approach. The UMTs should understand the triage system
and integrate into it providing spiritual care for the wounded
and dying. The Chaplain may provide care to individual
casualties while the chaplain assistant moves among

the other service members to identify those in greatest
need and provide care when able. Neither the chaplain
nor chaplain assistant should provide medical care, pull
security, or be a litter bearer until all spiritual needs are
met. UMT members should not hesitate to do first aid and/
or other medical care that they are trained to do following
spiritual triage and care.

In many situations, rapid lifesaving treatment may not

be possible for some or most casualties due to scale,
response time, blood product availability or surgical
capacity. In such cases, medical efforts will focus on wound
care, pain control, basic survival needs and evacuation.
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"Time is a tyrant. All responders fight against the tyranny of time.
Time of injury, time of response, to treatment and time of death."

Time to a required capability is paramount for survival.
Critically injured casualties who do not receive essential
interventions, such as tourniquets, blood transfusions,
damage-control surgery or neurosurgery, within a specific
time window are unlikely to survive. Timely interventions
delivered as soon as possible after severe injury have the
greatest impact on survival.

Timeline of effective interventions:

1. External hemorrhage control techniques (e.g.
tourniquets) within seconds to minutes after injury have
the greatest potential to save lives.

2. Relieving airway obstruction (preventing suffocation)
and ensuring breathing within minutes after injury has
the second greatest potential to save lives but is much
less frequent.

3. Starting blood transfusion within 30 min and accessing
damage control surgery (DCS) within 1 hour after injury
are associated with improved survival, while the same
interventions initiated later have a reduced impact on
survival.

4. Some surviving casualties may still benefit from
advanced resuscitation and DCS initiated between 1 to
4 hours after injury.

5. Most casualties who have survived 4 or more hours
after injury with only prehospital care will likely survive
with ongoing care.

TRIAGE METHODOLOGY

All military members should use the prehospital triage
methodology outlined by the committee on tactical combat
casualty care guidelines (TCCC) triage working group.
However, for situations that have large-scale casualty
volumes, at higher roles of medical care with delayed or
denied evacuation, use of traditional triage methods may
be more appropriate.

Timeline of
Effective Interventions

Lifesaving interventions delivered too late

do not improve survival
BTime of InjuryT_ <30 Minutes Golden Hour

Control Massive

External Bleeding
—_——
Transfuse Handoff to Damage

Blood Control Surgery Team

Use Prolonged
Care Capabilities

Chances of survival
stabilizes after 4 hours

Clear Airway "
of ongoing care

Ensure Breathing

TRIAGE IN ACTION

e Conduct first pass triage to provide immediate
lifesaving care and identify urgent and nonurgent
categories.

a. Urgent category: Casualties that are dying now and
require immediate lifesaving interventions to survive.

b. Nonurgent category: Casualties that do not need
immediate lifesaving interventions but will require
medical care.

e Conduct second pass triage and sort casualties based
upon priority of medical and evacuation needs into
three categories: urgent, priority, and routine.

a. Urgent: High priority casualty with severe or critical life-
threatening injury or ililness who will only survive with
immediate surgery, rapid damage control resuscitation,
or advanced medical treatment.

b. Priority: Medium priority casualty with serious injury or
illness who will require surgery or advanced medical
treatment at a delayed time (may include limb and
eyesight threatening injuries).

c. Routine: Low priority casualty with minimal injury or
illness who will require additional medical treatment, or
catastrophically injured casualties for whom survival is
not expected.

e Establish casualty count by precedence and
patient type to determine resource allocation and
accountability.

e Communicate casualty status and situation reports with
leaders and responders to inform tactical, logistical,
and medical decision-making processes during TCCC.

e Continually reassess and communicate casualty
evacuation categories during all TCCC phases of care.

e Casualties with an altered mental status, secondary to
injury, illness, or mind-altering analgesia, should have
weapons and communication equipment disabled or
removed.

Additionally, when in PCC, consider the following:

e Tactical, logistical, and medical limitations or
constraints relevant to the PCC situation. Casualties

(RAPID) TRIAGE

URGENT
*REQUIRES IMMEDIATE
LiFE SAVING INTERVENTIONS

SECOND PASS 3
(DELIBERATE) TRIAGE ¢

URGENT )=*’
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may die when lifesaving interventions cannot be
delivered, as such time should be used as a triage tool.
Always seek opportunities for casualty evacuation and
movement.

e On command, be prepared to re-triage casualties
with minor injuries or illnesses for rapid treatment to
facilitate return to duty based on changes within the
operational environment.

e Casualties with an altered mental status, secondary to
injury, illness, or mind-altering analgesia, should have
weapons and communication equipment disabled or
removed.

e Communicate casualty status and situation reports with
leaders and responders to inform tactical, logistical,
and medical decision-making processes during PCC.

MCM, in PCC, may require a triage methodology that shifts
away from medical criteria to balancing logistical, tactical,
or operational outcomes. The process of Triage should

be simple and field expedient, there is no such thing as
reverse triage. Triage is dynamic and requires frequent
re-evaluation. The category may change with an injury
worsening or improving with treatment. In combat, the
assumption is that all casualties with minimal injuries will
stay armed and engaged if no narcotics are given.

The goal of prehospital triage and MCM is evacuation or
return to duty. As such, medical and non-medical personnel
should expect to move, treat, and transport the casualty

as soon as tactically feasible. Therefore, the casualty
collection point (CCP) location should be constantly
reassessed for efficiency during MCM.

END OF LIFE CARE CONSIDERATIONS

Triage in action during MCM and PCC should anticipate a
moral complexity of transitioning to end of life (EoL) care
while seeking to prioritize and optimize casualty survival.
However, casualties with severe and critical injuries may
require EoL care. These casualties should be identified and
communicated to all responders. EoL care should focus
on reducing suffering and preserving dignity. Continually
monitor the casualty’s condition and operational situation
to reassess and retriage, especially when opportunities
arise to provide resupply or evacuation. EoL care will
include medical, emotional, psychological, and spiritual
components. EoL care may also be characterized as
pharmacological and non pharmacological (nursing,
splinting, etc.). Examples of each are below:

Minimum e Assessment of basic vital signs

* HR

* RR

e Mental status

Pain levels

Judicious use of medications to reduce
suffering

Positioning in most comfortable position
Routine visiting and reassurance

Food and drink as tolerated

Assigning a watcher to provide
compassionate

e Non-medical care

Better

Continuous reassessment or monitoring
Extended-duration analgesics or pain-
control drips

Adjunctive anti-anxiety medications
Padded bedding

Deliberate splinting

Psychological first aid

Patient comfort items

* Oral hygiene

» Tobacco products

« Etc.

Dedicated EoL-trained team to
administer ongoing care to any
expectant casualties to include spiritual
support when needed.

Best °

An episode of EoL may affect all members of the care
team-medical, non-medical, and leadership. Everyone
may process the same episode very differently based

on a variety of factors, including personal values, prior
experiences, and medical training. Deliberate recognition
of acute and longer- term stress reactions may require
informal or formal individualized assessment, which is
planned and executed by leadership, medical personnel,
and behavioral health-trained individuals.

MASCAL CLASSIFICATION

Medical care is one aspect of MCM and is part of a larger
strategic view of the event .The ultimate goal is security,
force protection, and casualty evacuation. Triage and
treatment are part of this overall response. The demands of
MCM can vary widely. At one end of the spectrum, a single
medic may be treating a dozen casualties during a firefight,
where life-saving interventions are the priority. At the other
end, a large-scale attack may require a response from
other bases or assets outside of theater, shifting the focus
to wound care, analgesia, and survival needs. Effective
planning and response must account for this full range

of possibilities. Varying degrees of LSls on the objective,
X, CCP medical treatment, and movement of unstable
patients to surgeons depends entirely on MASCAL factors.
A MASCAL may be classified into three broad categories
presented here with the corresponding criteria for each
class:
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Concepts in consideration of MASCAL classification

Class 2 -

Class 1 - Class 3 -
What is the total casualty esiimaie?

What is the threat?

re there resource limitations that will affect survival?

Can medical personnel arrive to Iha location of injury?

Is evacuation possible?

This table should not be interpreted literally but used as a guide
to plan for and respond to various levels of MASCAL events that exist on a continuum of the above criteria.
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MASCALs are chaotic, and when combined with other
operations (tactical, recovery, etc.), the likely degradation
of the available assets may become overwhelming. For
this reason, integrating realistic casualty response and
MASCAL operations into other organizational training

is essential to increasing MASCAL preparedness.
Organization, accountability, communication, resource
management, and leadership are the tenets of managing
the chaos that a MASCAL presents in an all-hazards
setting. Overall, MCM, specifically prehospital MCM, should
be simple, achievable, and realistic.

MASCAL POSITIONS AND RESPONSIBILITIES

To complete a successful MASCAL operation, all personnel
present, including medical and non-medical responders,
will need to communicate their position and complete

their assigned tasks. There are five primary positions.

The most senior medical responder will take charge and
perform the duties of a Triage Leader, delegating tasks and
casualty movement. The Triage Leader will communicate
with tactical team leaders and ensure accountability of all
personnel, including casualties, is completed as well as
determine if searching for more casualties is warranted.

If personnel are severely lacking in medical skill, beyond
tourniquet placement or simple airway positioning, available
personnel should be used to consolidate and prepare

living casualties for evacuation first and then collect the
deceased afterward.

Five Primary Positions:

e Medical responders (Triage Leader = Senior Medic)
= delegates work to triage and move casualties;
informs TL of accountability (# of casualties and team
members); determines is further search is warranted;
divides large areas into sectors and delegate work
teams to each sector

Nonmedical responders

Medical Leadership (Triage Leader)

Nonmedical Leadership (Team Leader)

Communicators
*Positions may be combined due to personnel availability

COMMUNICATION IN MASCAL

Communication is key to any successful MASCAL
operation. Therefore, it is imperative to ensure there

is an experienced communicator on the team and
integrated into the response plan. This individual will
work alongside key leaders to relay significant actions
and pertinent information, including between MASCAL
personnel and operations centers and with incoming
evacuation platforms. For all external communication,
casualty report brevity codes or nine lines should be
used for clear, concise communication of the casualties,
including numbers, disposition, and resupply to name a
few. Routine updates describing what is on hand and what
is needed, such as personnel, resources, and time, may
be provided as feasible and vital for decision- making.
For internal communication, including the security team

and MASCAL responders, the use of established triage
and evacuation categories (urgent, priority, routine) is
necessary. Network frequencies must remain open to allow
the relay of information between leaders and members
of the team. Using different frequencies for security and
medical personnel, but maintain the ability to quickly
switch between frequencies when necessary. Hands free
communication devices, such as tactical headsets and
earpieces, are preferred to allow for problem resolution
while simultaneously monitoring the communication
platform. Regardless of type, all training and rehearsal
must be conducted using the same communication
equipment personnel intend to use during a MASCAL.

Medical planning is pivotal to MASCAL preparedness and
is a challenging topic on its own. Several key components
are essential for planning purposes including the use of
non-medical personnel and medical personnel, the location
of Casualty Collection Points (CCPs), the dispersion of
supplies, the evacuation process, the chain of survival,
casualty reporting, and search and rescue capabilities.

Considerations inherent to medical planning for MASCAL
are known as common MASCAL decision points.
Preparedness includes incorporating these decision points
into planning.

Common MASCAL decision points

Casualty Collection Point Locations (CCP)

Patient Movement Techniques (Non-Standard)
Organizational management of MASCAL operations
Logistics (resources, and resupply timelines)
Contingency Plan Coordination

Crisis Care Standards

Evacuation routes

During MCM planning, non-medical leaders are responsible
for security, comms, and accountability. Medical leaders
are responsible for collecting casualties, managing the
CCBP, triage, treatment and evacuation loading. Non-
medical personnel may be used to support command and
control (C2), security, accountability, casualty movement,
documentation of care, and to provide TCCC or PCC
treatment as needed.

SECURITY IN MASCAL

Security takes priority over casualty care. MASCAL training
must include external and internal security aspects.
External perimeter security must be maintained within

the team or with the partner force. The most commonly
used method for establishing a secure perimeter standard
is 5 meters and 25 meters out. These distances may be
adjusted as required. Call Signs, challenge questions and
passcodes should be pre-determined and disseminated to
all members of the team. This helps establish and maintain
perimeter security. All involved in the MASCAL should

be able to move freely between security and casualty
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response teams. Internal security considerations include
maintaining situational awareness and accountability
regarding who is inside the perimeter; the use of a choke
point is recommended. Areas and casualties must be
inspected for threats, including unexploded ordinance,
hazardous terrain, structural instability, environmental
hazards, smoke and fire, etc. In addition, casualties must
be searched before entering the CCP. Severely injured or
disoriented casualties are searched, as appropriate, for
weapons or sensitive items. A best practice for maintaining
internal security is to leverage the role of supporting
personnel, including Explosive Ordinance Disposal,
Multipurpose K9s, and other personnel who provide
necessary non-medical skills.

Medical Personnel should be included as assigned
providers, supporting elements, specialty capabilities, and
any unexpected medical resources available. Casualty
Collection Points (CCPs) should be planned for in base
operations with PACE (Primary, Alternate, Contingency,
Emergency) locations identified to ensure redundancy.
Supplies should be dispersed among 2-4 locations to
prevent total loss in case the primary gets destroyed. If
responding to an event on the X, leadership needs to
strategically choose a CCP for security, accessibility,
casualty flow, and proximity to evacuation platforms.
Evacuation planning requires a PACE plan for both
evacuation assets and destination sites, considering
available assets, patient capacity, asset response times,
as well as time of travel to the next role of care. The
chain of survival should also be addressed, beginning
with buddy care and supported by TCCC training for all
personnel. Planners need to balance resuscitative and
surgical capabilities, available en route care, specialty
requirements such as chemical biological, radiological,
nuclear, and explosives (CBRNE) or K9 support, return-to-
duty options, telemedical options, PCC, EoL care and the
management of deceased personnel. Casualty reporting
must be standardized so that medical, operational, and
intelligence elements use the same triage lexicon: urgent,
priority, routine. Trauma names should be developed in
advance to support casualty tracking and documentation,
and a PACE plan should be established for submitting
records to the Department of War Trauma Registry.
Search and rescue planning should also include PACE
structure that identifies which assets can provide this
capability and the criteria for launching them. Resource
management must account for the movement of personnel
and equipment to and from the point of need. Standard
Operating Procedures (SOPs) and Tactics, Techniques,
and Procedures (TTPs) should be developed to include
clear Casualty Collection Point (CCP) procedures and
detailed planning for walking blood bank operations like
donor pre- screening, training, supplies, and activation
steps.

CASUALTY MOVEMENT CONSIDERATIONS:

If MCM operations extend for many hours or days, survival
needs will eventually affect all casualties and must be
incorporated into planning. If on the ground for a prolonged

period, planners must devise a system to swap out teams,
positions, and responsibilities to mitigate fatigue. Planning
must also include EoL care, and the management of human
remains. These casualties should be anticipated during
training, contingency, or combat operations. Therefore,
casualty movement must also be considered in MASCAL
planning. Casualties should be moved using practiced
techniques, including standard litters or improvised
methods like drags, carries, or webbing. Ambulatory
casualties are directed off the X to the CCP if they are not
required to assist. Medical and non-medical personnel
should focus on removing casualties from danger, treating
immediate life-threatening conditions as able, and
preparing them for transport to higher roles of care as soon
as the situation permits. Evacuation planning includes
establishing an evacuation timeline, packaging and lining
up casualties for evacuation by medical precedence,
determining whether sending medical personnel on
evacuation platforms is justified given the impact on the
remaining team, and optimizing load plans to include
ambulatory patients when space allows. When preparing
the deceased for movement to the CCP, personnel should
cover the head and torso with materials such as space
blankets and tape when body bags are not available to
ensure protection and dignity for both the individual and the
team.

MASCAL
MOVE, TREAT, TRANSPORT

TREAT TRANSPORT

TO A HIGHER ROLE OF CARE

MOVE

OUT OF DANGER AS ABLE

) & 2 “, S

e Secure medical
interventions, document
where possible, and
package the patient

e Evacuate URGENT
patients first!

e Optimize load plans

e Maximize casualty
evacuation (CASEVAC)
when medical evacuation
(MEDEVAC) is limited

Move directly to higher e Direct or perform TCCC
role of care if situation/ focused on immediate
resources allow LSls

Find/move URGENT o Reserve other treatments
casualties first or move in the CCP if evacuation
all live casualties at same is delayed

time if time & tactics do

not permit field triage

SHARED UNDERSTANDING OF TRIAGE

Non-medical personnel often rely on simplified,
action-oriented cues while medical providers interpret triage
data through a clinical lens; therefore, understanding these
differing perspectives is critical to ensuring a coordinated
and accurate response. Creating a shared understanding of
how to act during triage in TCCC is paramount to optimizing
casualty and mission outcomes. The following examples
illustrate the differences in understanding reported triage
information between nonmedical and medical responders:
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NONMEDICAL TEAM

MEDICAL INTERPRETATION LEADER INTERPRETATION

URGENT

Litter patient requires evacuation to the next
role of care as soon as possible, but prior

to completion of the mission. Responders
will have to determine if it is an acceptable
risk to the evacuation platform, the force
posture, and the mission to evacuate this
casualty. Responders must rely on alternate or
contingency assets once primary evacuation
assets are expended evacuating this casualty.

Casualty has suffered life-threatening trauma
and is at risk of or is actively decompensating.
Medical interventions may extend the casualty
survivability, but survival will require

timely surgical intervention and andvanced
resuscitation/stabilization. These patients will
require a majority of the co-located medical
personnel’s time and resources.

Ambulatory or litter patient. No immediate

life threats. Do not attempt evacuation if it

will increase risk to asset, mission or force.
Prioritize the tactical problem and then
coordinate for evacuation once secure to do

so. If tactical problem will take an extended
period of time, and it is deemed safe to do so, |
performing evacuation for the casualty will
reduce the logistical burden on the force.

Casualty will likely need surgery to correct
underlying condition; however, damage control
surgery is not required. Casualty condition
permits delay in definitive care without
endangering life. Casualty has stable vital
signs and normal level of consciousness in the
absence of narcotics for pain control.

ROUTINE

“Walking Wounded” with minor injuries such
as small burns, lacerations, abrasions or small/
non-weight bearing musculoskeletal injuries.
Does not require advanced analgesia or
sedation. Casualty will follow-up post mission
for continued care.

Minor injury to member of the force. Can
shoot, move, and communicate effectively.
For Awareness and reporting only, no actions
required. Will depart from the mission with
the force and receive any further medical care
upon return to base.
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CASUALTY COLLECTION POINT CONSIDERATIONS:

The CCP is a location, usually selected prior to a MASCAL,
that is meant to bring structure and predictability to the
chaos a MASCAL presents. CCPs are only effective

if predetermined standards, processes, positions and
responsibilities are well planned and rehearsed. In
unplanned events such as an aircraft crash, the CCP will be
designated by the ground force commander or team leader.
CCPs will vary by location and number of casualties, and
be influenced by enemy forces, environmental conditions
(snow, maritime, altitude), and other threats (CBRNE,
downed aircraft, collapsed structure); however, there

are guiding principles that should be observed during
planning and execution. First, every attempt should be
made to consolidate and maintain an inventory of existing
resources, typically in the center of the CCP. However, due
to the numerous CCP options available, it is best to refer to
SOPs/TTPs established during the planning process and
agreed upon in real time. The key point is that all personnel
know where to get needed supplies.

Second, medical care in a CCP may be limited and
dependent upon fluctuating ratios of non- medical and
medical responders, number of casualties, available
resources and time to evacuation. In fact, it is possible
that no medical care can be provided within the CCP
given the situation. It may simply serve as a triage and
evacuation point when capabilities are greatly exceeded.
Therefore, it is important to continuously reassess

and re-triage all casualties. Establish an entry and exit
control point with the non-medical CCP team leaders to
control ingress and egress and maintain accountability

of litter and ambulatory patients as well as track triage
and evacuation categories. The non-medical leader in
this position should be accompanied by communication
personnel to expedite reporting and requests for additional
security or aid and litter personnel to help move casualties
into and out of the CCP. If the CCP exit pointis in a
different location than the entry site, every attempt should
be made to position the most critical casualties there. This
will expedite their departure from the CCP. If litter patients
can be brought to the CCP, place unstable patients on the
right, stable litters on the left, and ambulatory in the back
or put to work. Casualties receiving EoL Care should be
kept separate from those receiving active resuscitation;
however, these casualties still require comfort measure
and periodic re-triage. The deceased should be placed
out of sight whenever possible and covered appropriately
with body bags or space blankets secured with duct

tape to maintain dignity. Overall, the principles of TCCC
need to be consistently emphasized, and security and
environmental threats continuously evaluated. Depending
on the number of casualties and evacuation platforms,
personnel should be prepared for MASCAL ambulatory
casualties to self- evacuate if they have a place to go or
stay in the fight. This may cause confusion during the
accountability phase of the MASCAL, so planners need to
account for this inevitability.

Third, there are several considerations concerning CCP
site selection. The site should be reasonably close to the
incident or near areas expected to receive large casualty
numbers yet far enough from threats to ensure safety.

It should also be close in proximity to a landing strip,
helicopter landing zone (HLZ) or arrival location of ground
vehicles for evacuation. The site should be adjacent to
incident entry and exit control points and be accessible to
evacuation routes and assets by foot, vehicle, or aircraft.
Considerations must also include drainage, wind protection,
and other environmental conditions and a location upwind
from smoke, fire, or CBRN events. In addition, personnel
should establish the CCP adjacent to recognizable
landmarks when possible and use a structure or hardstand
because a distinguishable structure reduces confusion.
Passive security should be planned in and around the
CCP perimeter. Passive security refers to measures that
protect the CCP and responders in it without engaging

in active defensive actions. These measures include site
selection, barriers, signs, camouflage, concealment, and
access points. Opposition forces or enemy combatants
may look for and target locations determined to be suitable
for establishing CCPs. They often have secondary attacks
and look for weak spots with the most casualties. If such
a situation is anticipated, then planning may also require
multiple CCPs. Multiple small CCPs will most likely be
established during the initial wave of casualties during

a MASCAL event anyway. These smaller CCPs may be
combined, as feasible, to consolidate resources, medical
personnel, and security efforts. Multiple CCPs should

also be considered in planning for fixed or large bases for
redundancy if there are large casualty numbers possible.
Planners need to expect to expand or move the CCP
depending on the situation and casualty volume.

MCM TRAINING RECOMMENDATIONS

Standardized training with defined objectives is invaluable
when preparing teams for the possibility of MCM in the
deployed environment. MASCALSs are by their very nature
unpredictable, and while no training event can capture every
possible outcome, high quality simulations can provide

a foundation for success. MCM requires coordinated,
synchronous effort from medical and non-medical personnel
to optimize casualty outcomes and ensure ongoing mission
success. As such, training should not be performed as

an isolated ‘medical’ event but rather a ‘casualty’ event
inclusive of nonmedical leadership and personnel.
Therefore, we make the following recommendations:

e Include the full spectrum of MCM Tasks: Training
goals for MCM should be well defined and encompassing
across the spectrum of MCM tasks. These include but
are not limited to leadership/command, communication,
security, triage, treatment, and patient movement.
Training events which focus only on medicine and/or
triage is akin to building a chair with only two legs.

e Have well defined training goals / objectives:

Rather than focus on specific individual treatments,
critical actions/objectives should consider whole patient
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population outcomes. For example, be able to answer
questions like: Were life threatening injuries identified in
all patients during first pass triage? Did all patients with
hemorrhagic shock receive blood product transfusion
within 30 minutes? Did command have accountability/
communication of all patient movement? Without well-
defined standards and objectives, training events are
often little more than stress inoculation.

e Include non-medical leadership and personnel:
MCM in the military prehospital setting is often thrust
upon teams in the middle of ongoing missions/
combat actions. As such, leadership and non-medical
personnel are, by necessity, integrated into the MCM
response and should be included in training events.

e When possible, make MCM part of a larger non-
medical command level exercise: It is often most
convenient and effective to include MCM events
as part of larger exercises. When possible, these
should include command level training exercises. If
not possible, include command support for outbound
communication. The more combat-focused training

Logistical Resources:

MASCAL assemblages should include:

Box of gloves

Contractor bags

Hemostatic or compressed gauze

Duct tape rolls

Cravats (slings, pressure dressings, securing splints
or buddy splinting legs, etc.)

Betadine bottles

Manage the Incident

e Security, comms, CCP

e Maintain accountability

e Manage resources (tactical, medical, and
logistical)

e Coordinate transportation

e Perform End of Life Care

e *Oversee end of life and deceased care

objectives, (movement, shooting, communication), are
congruent and integrated with holistic MCM training
objectives (evacuation, security, communication), the
stronger both sets of training will be.

Mobile Patient Models: Patient model selection

must consider training goals for MCM, which include
triage, treatment, communication, security, movement,
and logistics. They should be amenable to standard
(stretcher) and non-standard patient movement. Many
high-fidelity mannequins provide simulated vitals and
limited procedure simulation at the expense of flexible
patient movement. Given the importance of maintaining
a holistic approach to MCM, these limitations are often
not worth the gains over other patient model choices.
Self Sufficient Patient Models: We recommend
patient role models that are self-sufficient or have as
close as 1:1 supervision as possible given training
and resource constraints. In the chaos of MASCAL
exercises, fidelity on individual patient treatments is
often lost by overwhelmed proctors. An ideal scenario
is live human role players who are experienced medics.

Washcloths to wipe dirt of patients and wipe all wounds
on a patient

Space blankets

Energy bars or gels
TCCC Casualty Cards
Rubber bands
Sharpies

Pill packs

Possibly tarps and cord

FIRST PASS
(RAPID) TRIAGE

URGENT
*REeQuIRES IMMEDIATE
LiFeE SAVING INTERVENTIONS

SECOND PASS ?
(DELIBERATE) TRIAGE ..'

URGENT )==*’



PREHOSPITAL MCM TEMPLATE

The following is an example template for MCM training, including the layout and organization of a CCP. No template is
universal, and each CCP will be necessarily modified based on the location of the MASCAL and the number of casualties. The
template is presented as a checklist in 4 phases.

Prehospital MCM Example

Phase I: Access, Assess, and Stabilize

Non-medical Eliminate the threat Note* This task
combatants should be performed
primarily by non-
medical combatants.

Get to the wounded, get them to safety, and perform immediate life- saving interventions if response is within
certain time frames.

Establish security, access the casualties, move to reasonable safety, assess initial condition, and perform
life-saving interventions.

Senior member of the  Relay the following: “Number of casualties, location and initial status of the casualties” as casualties are

element performing recovered and moved to safety. Leaders should utilize known task organization of the element involved at the

the task incident site, as well as subordinate leaders, to gain accountability of their force. The estimated degradation
to the force, based on number and type of casualties, will help to guide decision-making further.

Combatants Perform quality responder level Tactical Combat Casualty Care. The priority is to control life-threatening

responding to the hemorrhage and confirm airway is patent.

incident site

Phase II: Consolidate Casualties at the CCP

Medics and Leaders Consolidate and organize the casualties in a safe location

Verify accountability
Triage or re-triage

Determine an appropriate location for and establish the Casualty Collection Point (CCP).

Medic or CCP Triage Establish security, mark the choke point, organize triage/treatment areas, consolidate additional medical
Leader supplies, equipment and personnel. (Priorities of work)

Relay the call “ready to receive” if casualties have not yet arrived, and the CCP is established.

Remove combat equipment from the casualties to perform medical assessments and place it away from the
casualties in organized, separate piles to maintain accountability of sensitive items.

Turn off radios, clear weapons, and ensure hazardous explosive material is consolidated and rendered safe.

Remove and consolidate excess or unused medical equipment from casualties’ IFAKs for use in the CCP.
Once complete, equipment should be placed into casualty equipment bags.

Medics Segregate treatment areas by casualty type and conduct a thorough head count if it is secure and makes
sound tactical sense to conduct CCP operations at the point of injury. As casualties arrive to the CCP,
accountability (labeling or marking of casualties) and triage should occur as they are moved through
the choke point (can be done in ten seconds based on if the patient is alert with a good radial pulse and
breathing ok).

Arrange casualties in an organized manner as they are brought into the CCP if litter teams are not directed
upon arrival to place casualties in a specific location based on triage category. Non-medical personnel should
be prepared to shift casualties into further organized groups as the medic continues triage and further directs
organization of the CCP.

Prioritize and direct treatments to the non-medical assistants.

CCP Team Leaders Account for personnel, weapons and equipment. A thorough head count should be accomplished, and
leaders must ensure 100 percent accountability of the force.

Account for additional personnel not organic to the tactical force, including pilots and crew chiefs, if the
MASCAL was due to an incident such as a helicopter crash.




Phase llI: Resuscitate, Package Casualties, and Set Conditions for Evacuation:

Medics Prepare the casualties to move and prioritize for evacuation.
Make rapid, calculated logistical decisions on the appropriate distribution of medical support and supplies.
Advanced airway gear, narcotics, monitoring capability, and damage control resuscitation supplies are just
a few examples of logistical constraints. The appropriate distribution of these supplies and choosing which
casualties on which to use them is critical to “doing the most good for the most people”.
Finalize casualty triage according to evacuation priority and make recommendations to leadership. This will
help to prioritize casualties for the appropriate casualty evacuation platform.
Prepare to evacuate casualties in multiple waves during a sizeable MASCAL.
Account for factors such as the availability of medical providers on receiving evacuation assets, response
time, asset capacity, and transport time to higher levels of care.
Prioritize the most URGENT casualties for the asset that can get them most rapidly to life-saving surgery.
Consider cross-loading additional medical capability onto the asset with the most urgent casualties when
tactically sound and without degrading medical coverage for the remaining force on the ground.
Package high priority surgical casualties on a rigid litter in a hypothermia prevention and management kit
(HPMK). Litter teams should be organized and assigned to enable casualty transportation to the casualty
transfer site (e.g HLZ).
Attach a TCCC casualty card, to the casualty. If they received blood, tape the donor bag to the patient.
Casualty cards should be available in every IFAK. Write essential information directly on the casualty’s
casualty card. Write on casualty’s face, chest, or extremity with a sharpie if no card is available.

Phase IV: Finalize Essential Treatments, Secure Casualty Movement to Casualty Transfer Site and Evacuate to
Higher Level of Medical Care:

Leaders Coordinate security for movement to and at the casualty transfer site (e.g. HLZ).

Tactical leadership Move litter teams and casualties out of the CCP through the choke point when directed by tactical leadership,
and account for each casualty upon departure. This may occur in waves, based on availability and capacity of
evacuation platforms.

Medics Provide clear leading instructions to litter teams upon arrival at the casualty transfer point. This includes
order of movement on to the asset, direction of load, and any short-halts that may be required for casualty
handover.

Prepare to deliver a clear and concise patient handover once the receiving evacuation platform arrives. This
should last no longer than 30 seconds in order to limit exposure time of the evacuation asset to potential
enemy engagement. When performing casualty handover in noisy conditions (i.e. under rotor blades), medics
should consider utilizing pre-coordinated hand and arm signals to assist relaying casualty information to the
receiving medical personnel. Once verbal handover of the casualty is complete, medics should ensure the
receiving medical personnel have positive control of all casualty documentation. Repeat this process for each
casualty.

e An example of a concise casualty handover utilizing the CITE format is below:
» Condition:
» Medical personnel: “Urgent/Nonurgent”
» Non-Medical Responder: “Conscious/Unconscious”
* Injuries:
» Medical personnel: “GSW to proximal femur of right lower extremity”
» Non-Medical Responder: “Gunshot wound to right leg”
» Treatments: (Medical personnel should lead with what the receiving personnel CANNOT see {TXA,
Ketamine, etc...})
» Medical personnel: “2G TXA 10, 1u LTOWB”
» Non-Medical: “Tourniquet applied to right leg”
» Everything else: (Other pertinent information as time permits)
» Medical Personnel: “Patient is capable and trained to assist with... En Route ”
» Non-Medical First Responder: “Ready for resupply requested”
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