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Case Records of the 
JOINT TRAUMA SYSTEM

COL Julie Rizzo, MAJ Michael Broussard, 

Col Valerie Sams, LTC Andrew Beckett, 

CAPT Matt Bradley, CAPT (Ret) Travis Polk, 

COL(Ret) Brian Eastridge

    
Moderator: COL Jennifer Gurney

Military Health Science Research Symposium
4 August 2026
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Disclaimers

The opinions  or discussions  are not  to  be construed   as 

official  or as reflecting  the views  of the Departments  of  

the Army,  Navy,  Airforce,  the Defense  Health  Agency  or 

the Department  of  Defense .

These  are actual  case records  from  the  DoDTR; most  of  the  

photos  are of  the  case being  presented,  some  of  the  photo  

representations  of  the  injuries  because  actual  photos  were  

not  able  to be obtained .  



S
av

in
g 

Li
ve

s 
w

ith
 D

at
a

R
ig

ht
 P

at
ie

nt
 ~

 R
ig

ht
 P

la
ce

 ~
 R

ig
ht

 T
im

e 
~ 

R
ig

ht
 C

ar
e

Case Records of the JTS 10 -year 
Anniversary at MHSRS!!
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Case Records of the JTS 10 -year 
Anniversary at MHSRS!!
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What is Case Records?

Learning from patient careé.learning about the 

systemélearning on how to keep getting better
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Agenda

ÇCases presented

ÁActual cases from the conflicts Middle East ï past 

and present. 

ÁThis is not an M&M or critism  of care

ÁRespect for patients, respect for management 

challenges and resource limitations

ÇPanel Discussion on each case

Purpose of Case Records of the JTS

 Ą é..so that lessons learned are not forgotten

Panel Members:

Please introduce yourself:

1) Name and Current Job

2) Connection to Combat Casualty Care

3) Tell the audience 1 thing that you think can be 

improved in battlefield trauma management when 

thinking about challenges faced in combat casualty 

care.
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Rules of Engagement

ÇBe mindful of OPSEC issues, especially when 

discussing the current case

ÇAudience participation encouraged écaveat emptor

ÇComplex cases

ÁShould generate enthusiastic discussioné..

...so that lessons learned are not forgotten
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Case #1 ï March 2026

ÇSituation

Á22yo M slipped and fell on flight deck

ÁRun over by F/A -18G that was in tow  

ÁSevere LLE degloving injury resulting in 

completely exposed muscle, tendon and bone 

from left thigh to left foot
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Case #1 ï March 2026

ÇSituation

Á22yo M slipped and fell on flight deck

ÁRun over by F/A -18G that was in tow  

ÁSevere LLE degloving injury resulting in 

completely exposed muscle, tendon and bone 

from left thigh to left foot

ÁFlight deck corpsmen stabilized patient for 

transfer down to Main Medical BDS.
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Case #1 ï March 2026

ÇMain Medical BDS
ÁSecondary assessment was normal except for 

complete degloving of L leg

ÁSome tissue attached by connective tissue with 
all underlying bone, muscle, tendons and 
ligaments exposed, great toe missing

Á Musculature at bottom of foot dusky, no 
pulsatile/arterial bleeding but innumerable small 
venous bleeds noted.

Vitals: 

BP 141/98, P 108, RR 16, T 98.4F, Pain 10/10
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Early Wound 
Management 

Bleeding  Control
Trauma evaluation needed?
Debridement at Role 1?
Antibiotics?
Pain Management?
Keep at Role 1 or transfer?

What if no possibility to transfer?
 

What if you had to hold the patient 
for 3 days?

Telemedicine consultation is available
 

WOUND 

MANAGEMENT
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Case #1 ï March 2026

ÇRole 1  Care

ÁIV access: 18g to bilat ACôs

ÁPain controlled w/ Ketamine and Fentanyl

ÁCeftriaxone administered

ÁPlaced on 2L NC

ÁMARCH Algorithm completed, additional R foot 

injury identified

ÁLab panel drawn / FAST Neg

ÁX-rays of chest, pelvis, L leg & R foot obtained
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Case #1 ï March 2026

ÇTransfer to Role 2 for Surgeon Management
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Why is there no Role 3 in 

current MCO?

What are MCO?
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Why is there no Role 3 in 

current MCO?

What are MCO?



R1
Prehospital

R2
Forward 

Surgical

R3 
Theater

Hospital

R4
OCONUS

R4

CONUS

GWOT



R1
Prehospital

R2
Forward 

Surgical

R3 
Theater

Hospital

R4
OCONUS

R4

CONUS

Joint  Trauma  System
Right PatientéRight Timeé 

Right PlaceéRight Care

The last war shaped our assumptions:
ü Little reliance on civilian health care system

ü Bombs from below Ą IED blasts

ü Trauma system adapted: TQ/Transport/DCR/DCS

ü Optimized trauma system for specific threats



R1
Prehospital

R2
Forward 

Surgical

Theater Evacuation Capability Degraded

En Route Care

Biggest 

responsibilities are 

on those with the 

least  

training/experience Needs of the future 

battlefield are NOT the 

needs from the GWOT



R4
OCONUS

R1
Prehospital

R3 
Theater

Hospital

R2
Forward 

Surgical

R4

CONUS

Civilian / Partner 

Healthcare 

Systems

Civilian / Partner 

Healthcare 

Systems



Civilian / Partner 

Healthcare 

Systems

Civilian / Partner 

Healthcare 

Systems
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Case #1 ï March 2026

ÇTransfer to Role 2 for Surgeon Management

ÇWent to Operating Room

ÇLLE debridement and fasciotomy

ÇLLE Debridement - Viable skin demarcated, devitalized 

skin excised. Foot dusky  

ÇFasciotomy - superficial posterior, anterior and lateral 

compartments were decompressed by the injury. Deep 

posterior compartment opened.  

ÇKnee immobilizer placed due to instability

Admitted to ship ICU and prepared for 

transport to Host Nation Hospital

CAPT Bradley / CAPT (Ret) Polk

1) Can we transfer patients from ship to 

LRMC?

2) How long could a casualty like this be  

managed on a ship?

3) Pearls?
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Case #1 ï March 2026

ÇArrived to HN Hospital PID#2

ÁLabs and Bilateral LE XR performed

ÁOrtho Consult ï further debridement and 

application of external fixator was performed

ÁUndecided if amputation is warranted 

ÁPer LRMC H&P Ą no PNF Documentation found

Á5-day LOS at HN hospital

Thoughts on amputation of partner force 

limb?  Our experience?  Stigma?
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Case #1 ï March 2026

ÇMEDEVAC to LRMC PID 7

ÁDocumentation Received

ÁStable to fly per ISOS Surgeon

ÁNo complications en route

Col Sams

1) What are the ófit to flyô criteria
2) You ran CCAT training ï how much do 

you work with iSOSé.they are flying 
our patientsé
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Case #1 ï March 2026

ÇArrived at LRMC PID 7
ÁExFix  Spanning Knee and ankle 
ÁStable / normal vital signs



S
av

in
g 

Li
ve

s 
w

ith
 D

at
a

R
ig

ht
 P

at
ie

nt
 ~

 R
ig

ht
 P

la
ce

 ~
 R

ig
ht

 T
im

e 
~ 

R
ig

ht
 C

ar
e

DP & PT pulses 

present
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Case #1 ï March 2026

ÇLRMC PID#7

ÁBilateral screening venous duplex negative

ÁGiven Ceftriaxone, Flagyl, Tdap for Gustilo 

Grade III open fracture 

ÁRemoval of external fixator 

ÁBelow knee amputation

üGastrocnemius flap to cover exposed 

fractures and popliteal vessels

üApplication of NPWT; IFI Histopathology sent

Col Rizzo

1) Why did we send histopathology?

2) Letôs talk about IFIé.whatôs the risk?
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Case #1 ï March 2026

ÇLRMC PID#7

ÁPost -operative course uncomplicated

ÁPain control with PCA, Sciatic/Femoral nerve 

catheters

ÁTransferred to Wal ter Reed
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ÇLRMC PID#7

ÁPost -operative course uncomplicated

ÁPain control with PCA, Sciatic/Femoral nerve 

catheters

ÁTransferred to Wal ter Reed

Case #1 ï March 2026
Complete tear of 

the ACL 

Posterolateral 

injury of the knee 

with tear of the 

LCL, biceps 

femoris tendon, 

& anterior horn 

of the lateral 

meniscus. 

Postop changes
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Case #1 ï Discussion

Opportunities to improve trauma system?
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Rapid -Fire Round
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IED blast ésomething smells funny

Drs. Bradley, & Beckett éCOME TO 
THE OR STAT!

Now 
What?



S
av

in
g 

Li
ve

s 
w

ith
 D

at
a

R
ig

ht
 P

at
ie

nt
 ~

 R
ig

ht
 P

la
ce

 ~
 R

ig
ht

 T
im

e 
~ 

R
ig

ht
 C

ar
e

ÇMost important first step?

ÇWhat about water?

ÇMedical vs Surgical Therapy?

White Phosphorus

Be prepared!
ĄChemical

ĄBiological
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Scenario: Some place.. / Africa  / Ukraine

ÇHumanitarian mission

Ç5-person team

Ç1 surgeon, 1 CRNA

ÇBasic OR supplies

ÇWalking Blood Bank

 éif you set it up

ÇRudimentary Xray

Ç4-10 hour transport to 

next level of care

What do you Pack?
 - your ómust havesô for an
   austere mission
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Case #1 

AUDIENCE QUESTIONS 

/ DISCUSSION
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Case #2 ï Afghanistan 

ÇSeptember 2018

ÁExplosion followed by small arms fire
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Explosion followed by small arms fire
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ÇAfghanistan, September 2018

ÇTroops inspecting area for school construction

ÇCoordinated attack with VBIED 

ÇFollowed by small arms fire

ÇMultiple casualties most with extremity injuries

ÇCombat Support Hospital (Role 3) is 70 minutes away

ÇFRSD (Role 2) is 20 minutes away

How much at POI?

Explosion followed by small arms fire
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In general: How much care should be 
done at POI?

Scoop and Run?
Stay and Play?

Junctional Tourniquets?
CUF principals
Airway mgmt.?
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MEDEVAC Called to go to Role 2
POI: 

Å4 casualties get at total of 6 TQ placed by non -medics

Å2 casualties have b/l  LE TQ; 1 has UE TQ; 1 with LE TQ

ÅExtremity bleeding controlled when medic arrived

ÅAll casualties have normal mentation, HR 100 -120; 

strong radial pulses

Å1 casualty has GSW to chest (25 y/o male US SM) 
üPOI:  Unresponsive, continued enemy fire

üPulsatile bleeding  from wound

üHR 120, palpable carotid, GCS 8, RR 25



S
av

in
g 

Li
ve

s 
w

ith
 D

at
a

R
ig

ht
 P

at
ie

nt
 ~

 R
ig

ht
 P

la
ce

 ~
 R

ig
ht

 T
im

e 
~ 

R
ig

ht
 C

ar
e

MEDEVAC Called to go to Role 2

Å1 casualty has GSW to chest (25 y/o male US SM) 
üPOI:  Unresponsive, continued enemy fire

üPulsatile bleeding  from wound

üHR 120, palpable carotid, GCS 8, RR 25



S
av

in
g 

Li
ve

s 
w

ith
 D

at
a

R
ig

ht
 P

at
ie

nt
 ~

 R
ig

ht
 P

la
ce

 ~
 R

ig
ht

 T
im

e 
~ 

R
ig

ht
 C

ar
e

Should every extremity injury get a 
TQ during CUF?  

There is active combat engagement

CƻǳǊ ΨǎǘŀōƭŜΩ 59[!¸95 ŎŀǎǳŀƭǘƛŜǎ ǿƛǘƘ 
TQ and 1 unstable IMMEDIATE 
casualty with active junctional 
hemorrhage and GSW to chest
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Letôs talk  

tourniquet use

 High & tight 

always?
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Back to the Immediate: chest GSW 
Å1 casualty has GSW to chest (25 y/o male US SM) 
üPOI:  Unresponsive, continued enemy fire

üPulsatile bleeding  from wound

üHR 120, palpable carotid, GCS 8, RR 25

POI Care:

ü Chito Gauze to wound

ü Sternal and left humeral IO placed

ü 1 unit Cold Stored LTOWB transfused

ü 1 gram of TXA, Ketamine 50mg

ü NDC of right chest 

ü Blizzard Blanket and Ready heat placed

First priority?
POI Pearls?
- Hemostatic agent thoughts?

- Manual compression?

- IO vs IV Ą location?
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Option for junctional hemorrhage:

  Ą Does manual compression of      

subclavian (or femoral) work?

Should this be taught?
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TCCC AAR



S
av

in
g 

Li
ve

s 
w

ith
 D

at
a

R
ig

ht
 P

at
ie

nt
 ~

 R
ig

ht
 P

la
ce

 ~
 R

ig
ht

 T
im

e 
~ 

R
ig

ht
 C

ar
e

TCCC AAR
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TCCC AAR

Are we doing too many?

Is the lateral site a risk with 

the longer needle?
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Do we have a problem?
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TCCC AAR

Not FDA Approved for this useé..does it matter?
 Ą It matters for Combat Capability Developersé.

 Ą It matters for funding / research for things like autoinjectors

How do can clinicians better inform what is 

needed on the battlefield?
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TCCC AAR

Documentation is hardé.

Is this the best way to document?  

Is this feasible for 10 casualties / day?  

 100 casualties/day? 

 1000 casualties/day

But waité.we are high tech
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You donôt know what you donôt measure

Documentation is hardé.

Need provider 

friendly  & patient 

focused  solutions

Solutions?

Howôs it going 

with them??



The Future of Combat Casualty Survival

?

NEXT ONE

Purpose of Case Records of the JTS
 Ą é..so that lessons learned are not forgotten
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Purpose of Case Records of the JTS
 Ą é..so that lessons learned are not forgotten

We might not have 

years to get betteré.


