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Letter to the Editor

At a time when the value of military-civilian coordination in trauma care practice, research and development is being
emphasized,1 we are concerned by the
recently published statement of the American College of Surgeons’ Committee
on Trauma and the American College of
Emergency Physicians (ACS-COT/ACEP)
on the use of resuscitative endovascular
balloon occlusion of the aorta (REBOA).2
We are disconcerted that the work group
did not include any representatives from
the US military’s Joint Trauma System
(JTS) and failed to cite the JTS’ REBOA
clinical practice guideline (CPG).3 We are
concerned that after overlooking the military perspective on the use of REBOA,
the work group crafted language is too
prescriptive and that could limit the military health system’s use of this life-saving
technique in deployed settings.
The data that defined the disproportionate mortality from torso hemorrhage
that led to the development of REBOA
were generated by the US military.4
JTS-led studies of combat injured indicate that as many as one in five service
members killed in action during the recent
wars bled to death while being transported to, or waiting for, a surgeon and
an equipped operating room.4 It became
readily apparent to those of us who served
down range that the old ‘surgeon-centric’ dogma to hemorrhagic shock did not
work in all cases. This is why the military
pursued endovascular solutions that could
enable all types of surgeons, as well as
certain non-surgeon providers who staff
early points in the chain of casualty care,
to temporarily stabilize a shocked and
rapidly deteriorating patient.5
The military pursued new or revised
endovascular approaches for the scenario
of torso hemorrhage and shock as these
methods had clear advantages in the
management of aortic aneurysms and
blunt aortic injury.5 The military partnered
with civilian innovators, private investors
and the Food and Drug Administration to
efficiently develop and commercialize a
viable REBOA-specific product.5 6 Recognizing the need for concurrent training,
the military also developed a comprehensive ‘Endovascular Skills for Trauma and

Resuscitative Surgery’ course.7 Finally,
with the aid of a new, evidence-supported
practice guideline, the military successfully implemented REBOA in deployed
settings.1 8 9 Although it is too soon to
definitively characterize the impact of
REBOA in casualty care, early reports
suggest that it can be safely and effectively
used in the austere setting.8 9
This experience is overlooked in the
ACS-COT and ACEP statement. The
working group asserts that military
general and trauma surgeons ‘should’ and
military emergency physicians ‘must’ take
a proprietary ACS course before they can
attempt REBOA. Furthermore, military
emergency physicians must have an acute
care surgeon present prior to attempting
the procedure. Both statements are unduly
prescriptive and fail to address the fact
that the initial effectiveness of REBOA
in deployed settings was not achieved
by fellowship-trained trauma or vascular
surgeons, but by general surgeons, emergency physicians and anesthesiologists
without critical care certificates.6 7 The
US military has consistently found that
an inclusive, team approach, guided by
standard operating procedures and practice guidelines, is more useful in deployed
settings than arbitrary rules based on
specialty interests. Taken too far, overemphasis of needed certificates could limit
the use of REBOA, and other endovascular
procedures, to only fellowship-trained
endovascular surgeons and interventional
radiologists, a move that would be antithetical to the premise to save lives in the
‘pre-operating room’ setting.
Instead of taking inflexible positions
such as ‘one must always’ or ‘one can
never’, and endorsing a single proprietary training program such as the
ACS-COT’s Basic Endovascular Skills
for Trauma (BEST) course, the military
has opted for a more pragmatic, provider-centered approach. Consistent with the
motto ‘One team, one fight’, the US military engages all members of its resuscitation teams (including medics, nurses and
physicians). We recognize that in many
cases, a trauma surgeon, vascular surgeon
or even a critical care trained emergency
physician may be unavailable, or too
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busy saving other casualties to supervise
REBOA. This is why we have developed
a variety of practical training modalities,
including recently implemented vascular
access and REBOA courses stateside and
down range, to prepare our personnel to
save lives down range. Making use of this
approach, and guided by the JTS CPG and
its performance improvement processes,
REBOA has been safely implemented and
used to good effect by forward-deployed
resuscitation and surgical units.1 6 7
Given the rapidly changing nature of this
field, including emergence of new prospective clinical data, we hope that the ACS-COT
and ACEP will revise its joint statement
in the near future. If this occurs, we urge
them to include military experts in the
work group and incorporate the military’s
data and unique perspective in the analysis.
Perhaps with this added perspective, a more
collaborative approach to this and future
much-needed casualty care products can
be attained to improve survival from severe
torso hemorrhage and refractory shock.
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