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Policy Updates

BUMEDNOTE 1500: Phased Medical 
Readiness Training Requirements

Establishes policy and training requirements of 
the combatant commands and deploying 
medical staff within BSO-18 for three training 
phases. Staff member’s commander or officer 
will be responsible for ensuring completion 
of the phased requirements/trainings.

11 JUN ‘21 BUMEINST 3501.1B: Operational 
Readiness Reporting and Monitoring 
Program

Provides guidance to operational
forces on how to report their readiness to 
meet Readiness Reporting and Monitoring 
Program requirements.

03 MAR ‘21

DHA Memo: Expeditionary 
Medical Skills Sustainment (EMSS) 
Initiative Change Plan

Develops the Defense Health Agency’s (DHA) 
strategy for the sustainment of expeditionary 
medical skills, focusing on highly perishable 
mission essential medical skills (HPMEMS) in 
accordance with the Joint Requirements 
Oversight Council memorandum (JROCM) 050-
19. A key focus of the policy is the development 
of a national trauma system that leverages 
military-civilian partnerships (MCPs).

20 MAY ‘21

BUMEDNOTE 1500: Navy Medicine
Fleet Training Management and 
Planning System Utilization 

Designates Fleet Training Management and 
Planning System (FLTMPS) as Navy Medicine’s 
central data repository for documentation of 
all required operational medical readiness 
training requirements.

01 MAR ‘21

Issues Tactical Combat Casualty Care (TCCC) 
training guidance for all Navy personnel. TCCC is 
the Department of Defense (DoD) standard of 
care for all first responders, both medical 
and non-medical personnel. 

OPNAVINST 1500.86: Tactical 
Combat Casualty Care Training

12 APR ‘21

If you would like to review the policies in more 

depth, all policies are attached.

Naval Medical Forces Atlantic 

(NMFL) Naval Medical Forces 

Pacific (NMFP) Touchpoints

What’s to Come

NKSA Champion Network (CN) 

Leader Forum

Navy Medicine Partnerships 

Panel
32 Phase III NMRC were 

concurred upon by Corps 

Chiefs, Specialty Leaders, & 

Enlisted Technical Leaders 

Phase III NMRC are in 

route for signature by 

Chief, BUMED

Once signed, Phase III 

Package will be 

uploaded to Max.gov.

JUL 2021 AUG 2021 TBD

117 total specialty-specific NMRC were prioritized by the Joint 

Requirements Oversight Council and the Council of Corps 

Chiefs. Since, 85 specialties in Phase I and Phase II have been 

signed by the Surgeon General and uploaded to Max.gov. Below 

is a timeline for the Phase III package: 

Policy development is a critical part of implementing and enforcing processes, procedures, and protocol in 

support of a ready medical force. Below are summaries of recent policies related to skills sustainment and 

readiness proficiency:   

Naval Medical Readiness Criteria (NMRC)

https://portal.max.gov/portal/home


Have a question for the NMFDC? Let us know by emailing us! 
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On 29 JUL 2021, the NMFDC met with the NKSA CN Leaders to explore the role of NMRC in readiness 

reporting and current data structures involved.

Key Takeaways:

❑ Assessment of Data Quality: CN Leaders discussed that authoritative data systems are often fed from 

non-authoritative data systems with varied data reliability / validity. As a result, it is unknown to what 

extent the data in the NKSA Proficiency Dashboard depicts actual deployment readiness.

❑ Improving Data Quality: CN Leaders emphasized that BUMEDNOTE1500, “Navy Medicine Fleet 

Training Management and Planning System (FLTMPS) Utilization,” March 1, 2021, is a step in the right 

direction toward cleaning up the data that will feed into the NKSA Proficiency Dashboard.

❑ Enhancing the NKSA Proficiency Dashboard (Data Display): The NMFDC and CN Leaders 

discussed several ways to improve the NKSA Proficiency Dashboard, such as leveraging additional data 

sources (e.g., clinical data from MHS GENESIS) and enhancing how data is displayed (e.g., displaying 

caseload data alongside clinical currency scores). 

Naval Knowledge Skills, and Abilities (NKSA) Champion Network 

(CN) Leaders Update

Clinical Community Update: En Route Care Subcommunity

In 2017, the Secretary of Defense established the

High Reliability Organization (HRO) framework 

for the Military Health System. To support this 

effort, six Clinical Communities (CC) were 

developed. The En Route Care (ERC) 

Subcommunity is part of the Trauma CC. Over the 

past three years, more than 50 patient movement 

subject matter experts and ERC stakeholders

representing each of the health service corps 

identified a need for a comprehensive, resourced, 

and requirement-driven Navy patient movement 

system. As a result, they developed two key 

recommendations and a Plan of Action. Both were 

presented to the Trauma Advisory Board and 

subsequently approved and published by the 

Clinical Community Board. The Action Plan aligns 

with the Surgeon General’s priorities and 

emphasizes the need for resources to ensure 

training, equipment, supplies and personnel are

available to accomplish the patient

Movement mission, with appropriate medical 

direction, research, and career pathways. 

The full plan and recommendations will be published on the Navy Medicine High Reliability 

Organization (HRO) SharePoint site under “CCB Approved Products.”

People

Platform

Performance

Power

The Surgeon General’s Priorities (4 Ps)

Below the NMFDC has highlighted actions specific to the Performance priority. These actions strongly 

align with recent work the NMFDC has supported. 

ERC Planned Actions aligned with the Performance Priority

❑ Develop Medical KSAs for ERC and a credentialing 

process for ERC clinicians

❑ Utilize Interfacility Transfer Teams and other pre- hospital 

partnerships for skills sustainment

❑ Implement research to support evidence-based practice

❑ Establish a robust QA process for patient movement 

missions

mailto:usn.ncr.bumedfchva.mbx.nmfdc---navy-ksa@mail.mil
https://esportal.med.navy.mil/bumed/rh/m5/NavyMedicineHighReliabilityNetwork/Pages/default.aspx
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BUMED INSTRUCTION 3501.1B 
 
From: Chief, Bureau of Medicine and Surgery 
 
Subj: OPERATIONAL READINESS REPORTING AND MONITORING PROGRAM  
 
Ref: (a) COMUSFLTFORCOMINST 3501.6   
 (b) DoD Directive 7730.65 of 11 May 2015 
 (c) DoD Instruction 7730.66 of 8 July 2011 
 (d) CJCSI 3401.02B of 31 May 2011 
 (e) OPNAVINST 3501.360A 
 (f) Navy Tactical Reference Publication (NTRP), Defense Readiness Reporting System – 
  Navy Reporting Manual 1-03.5 of February 2016 
 
Encl: (1) Definitions of Systems 
 (2) Defense Readiness Reporting System-Strategic Commander’s Assessment Guidelines 
 (3) Continuous Monitoring and Reporting Guidelines 
 (4) Readiness Reporting Functional Control Board Charter of 27 Feb 2020 
 
1. Purpose.  To provide guidance to the Bureau of Medicine and Surgery (BUMED) operational 
forces on how to report their readiness to meet Readiness Reporting and Monitoring Program 
requirements.  Enclosure (1) provides concise definitions of the systems that make up the 
Readiness Reporting and Monitoring Program.  Enclosure (2) outlines guidelines for submitting 
a commander’s assessment into the Defense Readiness Reporting System – Strategic (DRRS-S).  
Enclosure (3) delineates continuous monitoring and reporting guidelines.  Enclosure (4) provides 
purpose and guidance for the Readiness Reporting Functional Control Board Charter.  This 
instruction is a complete revision and should be reviewed in its entirety. 
 
2. Cancellation.  BUMEDINST 3501.1A. 
 
3. Scope and Applicability.  This instruction applies to BUMED, budget submitting office 
(BSO) 18 activities, and subordinate commands across the BUMED enterprise required to report 
operational readiness of their units (i.e., deployable capabilities or augmentation to existing 
operational units). 
 
4. Background.  BUMED provides agile, adaptable, and scalable capabilities that are employed 
globally across the full range of military operations in support of the National Defense Strategy. 
Naval forces must be prepared to respond rapidly to a wide range of operational environments.  
In order to ensure units are ready to deploy, BUMED requires a comprehensive view of the 
readiness of its Naval Expeditionary Health Service Support (NEHSS) units (e.g., forward 
deployable preventive medical unit (FDPMU) and expeditionary medical facilities (EMF)), to  
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meet U.S. Navy and U.S. Marine Corps current and future requirements.  This change has been 
necessitated by a paradigm shift from global sourcing of individual augments to unit assignment 
and sourcing. 
 
5. Policy.  This instruction provides policy and guidelines for the implementation and 
management of BUMED’s Readiness Reporting and Monitoring Program and the systems 
involved per references (a) through (f).  Reference (a) is available at U.S. Fleet Forces Command 
(USFLTFORCOM) Sharepoint site at https://usff.navy.deps.mil/sites/nrre/default.aspx (CAC 
access only). 
 
6. Action.  BUMED deployable platforms will report and monitor readiness data within the 
readiness reporting systems relevant to their mission and comply with readiness reporting 
requirements in enclosure (2). 
 
7. Roles and Responsibilities 
 
 a. Deputy Chief, Total Force (DCTF) must: 
 
  (1) Ensure oversight of operational readiness reporting and serve as approval authority 
for periodic review results. 
 
  (2) Act as coordinating body for all readiness reporting stakeholders listed in this 
instruction.   
 
   (3) Monitor DRRS-S reporting compliance and data quality. 
 
  (4) Recommend corrective measures for DRRS-S reporting and data quality deficiencies. 
 
  (5) Ensure Navy Medicine’s costs associated with the Expeditionary Medicine Platform 
Augmentation Readiness System (EMPARTS) and Readiness and Cost Reporting Program 
(RCRP) are included in the BUMED budget. 
 
  (6) Review readiness reporting system reports monthly to ensure compliance with 
reporting timeliness and data quality.  
 
  (7) Submit recommendations to USFLTFORCOM for approval to designate or remove 
subordinate units from status as readiness reporters. 
 
  (8) Authorize the use of Status of Resources and Training System (SORTS) levels “C-5,” 
“C-6,” and “N/A” for unit types under their cognizance, upon approval by USFLTFORCOM. 
 
 b. Deputy Chief, Operations, Plans and Readiness (DC OP&R) must: 
 
  (1) Align BUMED deployment readiness strategy with Department of Defense (DoD); 
joint, fleet, and U.S. Marine Corps strategic plans.   
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  (2) As requested, support DCTF with coordination of readiness reporting stakeholders in 
accomplishment of tasks described in this instruction. 
 
  (3) Collaborate with the Director, Medical Resources, Plans, and Policy Division 
(N0931); USFLTFORCOM; U.S. Pacific Fleet (COMPACFLT); Headquarters Marine Corps, 
Installations and Logistics (I&L); U.S. Marine Corps Forces Command (MARFORCOM), and 
U.S. Marine Corps Forces, Pacific (MARFORPAC), Naval Medical Forces Atlantic, and Naval 
Medical Forces Pacific on BUMED participation in operational exercises and certifications to 
facilitate readiness, monitoring, and tracking within DRRS-S. 
 
 c. Assistant Deputy Chief, Manpower and Personnel (BUMED-M1B) must: 
 
  (1) Ensure enterprise-wide medical billets, to include the Reserve Component (RC), are 
properly aligned in the Navy’s designated official manpower data system, Total Force 
Manpower Management System (TFMMS). 
 
  (2) Designate a personnel pillar lead and action officer who will serve as subject matter 
experts (SME), Active Component (AC) and RC, for the personnel pillar on the Reporting 
Functional Control Board. 
 
  (3) Provide SME support for annual RCRP periodic reviews which examine all resource-
to-task relationships. 
 
  (4) Maintain current unit activity manpower documents. 
 
  (5) Ensure appropriate staff establish accounts in respective readiness reporting systems 
(e.g., EMPARTS, RCRP, DRRS-S). 
 
  (6) Monitor the accuracy of respective pillar data within RCRP and DRRS-S monthly. 
 
 d. Director, Human Resources Systems Support (BUMED-M14) must: 
 
  (1) Ensure operations and maintenance, technical development changes, and 
configuration control management meet EMPARTS readiness reporting requirements. 
 
  (2) Ensure all unit readiness requirements (e.g., personnel and unit billets) are maintained 
in EMPARTS as defined by Manpower Plans and Policy (BUMED-M12) for evaluation of 
personnel readiness status. 
 
  (3) Ensure timely submission of EMPARTS data extracts to the Assistant Deputy Chief 
for Training and Education (BUMED-M7B) Readiness Reporting and Monitoring Branch RCRP 
program manager on the mutually agreed upon schedule. 
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  (4) Coordinate in advance with BUMED-M7B any changes to reporting content or 
format. 
 
  (5) Collaborate with regions, BUMED-M7B, and personnel and training pillar SMEs to 
assist with issues regarding EMPARTS personnel data and system changes that have a direct 
impact on readiness status reporting via the RCRP. 
 
  (6) Monitor readiness reporting compliance by providing weekly deployer and data 
quality reports for review by regional commands for unit readiness requirements in EMPARTS. 
 
  (7) Ensure appropriate staff establish accounts in respective readiness reporting systems 
(e.g., EMPARTS, RCRP, DRRS-S). 
 
  (8) Monitor the accuracy of respective pillar data within RCRP and DRRS-S monthly. 
 
 e. Assistant Deputy Chief, Fleet Support and Logistics (BUMED-M4B) must:  Ensure 
equipment and supply (E&S) sets are ready to execute requirements outlined in the respective 
platform required operational capability and projected operational environment. 
 
 f. Director, Logistics Policy and Programs (BUMED-M42) must: 
 
  (1) Establish policy and guidance for equipment and supply readiness reporting. 
 
  (2) Monitor the status of equipment and supply readiness and coordinate with Navy 
Expeditionary Medical Support Command (NAVEXPMEDSUPCOM) and units to address any 
changes to assigned E&S sets. 
 
  (3) Monitor E&S pillars within RCRP and DRRS-S at least monthly. 
 
  (4) Maintain situational awareness of all personnel, equipment, supply, and training 
(PEST) resources via established reporting systems. 
 
  (5) Collaborate with regions, BUMED-M7B, and E&S pillar SME to assist responsible 
parties with E&S resource degradation corrective measures. 
 
  (6) Ensure appropriate staff establish accounts in respective readiness reporting systems 
(e.g., EMPARTS, RCRP, DRRS-S). 
 
  (7) Provide E&S pillar lead and E&S pillar action officer to serve as SMEs for the E&S 
pillars on the Reporting Functional Control Board. 
 
  (8) Provide SME support to annual RCRP periodic reviews. 
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 g. Assistant Deputy Chief, Information Management and Technology (BUMED-M6B) 
must: 
 
  (1) Ensure BUMED readiness reporting systems interoperability to fulfill RCRP and 
DRRS-S import requirements. 
 
  (2) Provide representative(s) to serve as SMEs on the Reporting Functional Control 
Board. 
 
  (3) In collaboration with Information Technology and Communications Services 
(ITACS), assist Navy Medicine regions and subordinate commands with Secure Internet 
Protocol Router (SIPR) capability and access. 
 
 h. Assistant Deputy Chief, Training and Education (BUMED-M7B) must: 
 
  (1) Serve as the executive lead for BUMED operational readiness reporting and 
monitoring. 
 
  (2) Direct the program and monitor operational readiness reporting compliance. 
 
  (3) Ensure operational readiness training requirements are codified in BUMED policy. 
 
  (4) Collaborate with regions and training pillar SME to address and resolve personnel 
operational readiness training issues. 
 
  (5) Provide training pillar lead and training pillar action officer to serve as SMEs for the 
training pillar on the Reporting Functional Control Board. 
 
  (6) Provide SME support to annual RCRP periodic reviews. 
 
  (7) Submit RCRP periodic review results and recommendations to DCTF for approval. 
 
  (8) Ensure appropriate staff establish accounts in respective readiness reporting systems 
(e.g., EMPARTS, RCRP, DRRS-S). 
 
  (9) Submit RCRP budget data and programmatic funding requests to DCTF during 
annual BUMED budget call. 
 
  (10) Establish and maintain BUMED readiness reporting guidance. 
 
  (11) Ensure BUMED unit capability assessments align with DRRS-S reporting 
requirements. 
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  (12) Conduct annual unit Navy mission essential task list (NMETL) and periodic reviews 
to ensure an accurate operational readiness picture and create the foundation for comprehensive 
score calculations in RCRP. 
 
  (13) Assess DRRS-S reports of subordinate units for content, completeness, timeliness, 
and accuracy.  Report to enterprise leadership monthly unit readiness reporting compliance and 
data quality. 
 
  (14) Incorporate DRRS-S reporting into readiness assessment processes for assigned 
units and Navy Medicine’s chain of command. 
 
  (15) Manage Navy Medicine’s RCRP budget execution. 
 
 i. Assistant Deputy Chief, Capability Requirements (BUMED-M9B) must:  Serve as 
coordinating review authority for the core or assigned mission essential task list (METL) of 
operational units of record under Navy Medicine’s cognizance. 
 
 j. Director for Administration (DFA) (BUMED-M09B) must: 
 
  (1) Establish policies and procedures to acquire SIPR tokens for BSO-18 personnel who 
require access to SIPR based readiness reporting systems. 
 
  (2) Ensure Navy Medicine commands and activities have sufficient SIPR terminals 
installed to support readiness reporting requirements. 
 
 k. Readiness Functional Control Board:  See enclosure (4). 
 
 l. BUMED Echelon 3 Commands: 
 
  (1) Commander, Naval Medical Forces Atlantic and Commander, Naval Medical Forces 
Pacific must: 
 
   (a) Provide oversight for NEHSS platforms within respective region to ensure 
maximum unit readiness. 
 
   (b) Ensure appropriate staff establish accounts in respective readiness reporting 
systems (e.g., EMPARTS, RCRP, DRRS-S). 
 
   (c) Monitor and assist sourcing commands with the ability to meet unit, training, and 
readiness requirements.  Report operational readiness status to BUMED leadership, as requested. 
 
   (d) Review and verify EMPARTS, RCRP, and DRRS-S data accuracy after each 
EMPARTS data load into RCRP.  Report discrepancies immediately via e-mail to 
usn.ncr.bumedfchva.list.bumed---M72@mail.mil. 
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   (e) Monitor the DRRS-S reports of subordinate units for content, completeness, 
timeliness, and accuracy.  Ensure unit commander compliance with all operational readiness 
reporting requirements as outlined in this instruction. 
 
   (f) As an immediate superior in command (ISIC), submit commander’s assessments 
on behalf of supported units in the event commanding officers (CO) of respective Navy 
Medicine Readiness and Training Commands (NAVMEDREADTRNCMD) or Commander, 
Navy and Marine Corps Public Health Center (NAVMCPUBHLTHCEN) are unable to report 
due to extenuating circumstances.  ISICs must not change the reported readiness levels nor delay 
submission of reports by unit CO or officer in charge (OIC). 
 
   (g) Notify unit COs immediately of any alternate personnel assignments of AC 
personnel from one unit to another in support of an ad hoc mission.  These assignments must be 
reflected in EMPARTS and communicated with all stakeholders in an expeditious manner to 
support an accurate readiness posture in respective reporting systems. 
 
   (h) Provide designated representative(s) as requested to serve as SME and advisor to 
the Readiness Functional Control Board Working Group (WG). 
 
   (i) Provide operational SMEs as requested by BUMED-M7B to support annual 
RCRP periodic reviews including reviews of the platform’s NMETL and Fleet Readiness 
Training Plan (FRTP). 
 
   (j) Establish guidance to ensure subordinate commands within respective regions 
fully comply with this instruction by providing timely and accurate readiness reporting across all 
pillars in RCRP and DRRS-S. 
 
   (k) Ensure all echelon 4 commands within respective regions establish reporting 
guidance that complies with this instruction. 
 
   (l) Review and assess DRRS-S data of subordinate units, with particular emphasis 
given to identified degradations and resource shortfalls.  Take appropriate corrective or 
mitigating actions in coordination with respective BUMED pillar resource SMEs. 
 
  (2) Commander, Naval Medical Forces Support Command must: 
 
   (a) Enable professional and occupational education and training to support BUMED 
and operational forces.  Establish and maintain operational training courses as required by 
training plans.  All courses must be listed or hosted in Fleet Training Management and Planning 
System (FLTMPS). 
 
   (b) Serve as a resource advocate for BUMED readiness training requirements. 
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   (c) Provide SMEs as requested by BUMED-M7B to support annual RCRP periodic 
reviews.  
 
   (d) Provide designated representative(s) to serve as SME and advisor for Readiness 
Functional Control Board WG. 
 
   (e) Ensure appropriate staff establish accounts in respective readiness reporting 
systems (e.g., EMPARTS, RCRP, DRRS-S). 
 
   (f) Monitor training pillar within RCRP and DRRS-S. 
 
 m. BUMED Echelon 4 and 5 Commands 
 
  (1) Commander, Navy and Marine Corps Public Health Center (NAVMCPUBHLTH-
CEN) must: 
 
   (a) Monitor mission readiness within the established readiness reporting systems in 
support of FDPMUs. 
 
   (b) Provide designated representative(s) to serve as SME and advisor for the 
Readiness Functional Control Board WG. 
 
   (c) Provide SMEs to support annual RCRP periodic reviews. 
 
   (d) Ensure appropriate staff establish accounts in respective readiness reporting 
systems (e.g., EMPARTS, RCRP, DRRS-S). 
 
   (e) As an ISIC, submit DRRS-S reports for any unit unable to submit a report within 
the required time limits.  ISICs must not change the reported readiness levels nor delay 
submission of reports by unit OIC. 
 
  (2) COs, NAVMEDREADTRNCMDs must: 
 
   (a) Ensure all readiness requirements for members assigned to units are reported 
accurately in EMPARTS. 
 
   (b) Ensure billet management is conducted on a monthly basis to confirm operational 
billets are filled appropriately and the corresponding member is ready to deploy.  Non-
deployable AC members of an operational unit must immediately be replaced with an alternate 
member via the alternate personnel assignment process in coordination with the region. 
 
   (c) Immediately notify unit COs of any alternate personnel assignments from one unit 
to another in support of an ad hoc mission.  These assignments must be reflected in EMPARTS 
and communicated with all stakeholders in an expeditious manner to support an accurate 
readiness posture in respective reporting systems. 
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   (d) Monitor unit readiness scores in RCRP and collaborate with their respective Navy 
Medicine region. 
 
   (e) Monitor the DRRS-S reports of subordinate units for content, completeness, 
timeliness, and accuracy.  Ensure unit commander compliance with all operational readiness 
reporting requirements as outlined in this instruction. 
 
   (f) As an ISIC, submit DRRS-S reports for any unit unable to submit a report within 
the required time limits.  ISICs must not change the reported readiness levels nor delay 
submission of reports by unit COs. 
 
   (g) Ensure each unit has designated personnel adequately trained to use all reporting 
systems. 
 
   (h) Provide operational SMEs as requested by BUMED-M7B to support RCRP 
annual reviews of the unit’s NMETL and FRTP.  These experts may also be requested to 
augment staff expertise during the annual RCRP periodic review WGs which examine all 
resource to task relationships. 
 
   (i) Ensure appropriate staff establish accounts in respective readiness reporting 
systems (e.g., EMPARTS, RCRP, DRRS-S). 
 
  (3) COs, EMFs, OICs, and FDPMUs: 
 
   (a) Begin reporting readiness in DRRS-S upon establishment, commissioning, or 
being placed in service, including being placed “in service, special.” 
 
   (b) Complete the commander's assessment section in DRRS-S and submit monthly 
(no later than every 3rd Thursday of each month) and within 24 hours of significant event 
resulting in change to readiness status, for review by responsible region commanders. 
 
   (c) Notify ISIC and region to submit reports on the unit’s behalf if unable to submit 
reports within the required time limits. 
 
   (d) Collaborate with ISIC and region for any alternate personnel assignments of AC 
personnel from one unit to another in support of an ad hoc mission.  These assignments must be 
reflected in DRRS-S commander’s assessments and communicated with all stakeholders in an 
expeditious manner to support an accurate readiness posture in respective reporting systems. 
 
   (e) Provide operational SMEs as requested by BUMED-M7B to support annual 
RCRP periodic review including reviews of the platform’s NMETL and FRTP. 
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   (f) Ensure BUMED-M7B is included as an addressee on any Operations Report-5 
(OPREP 5) and Movement Report (MOVREP) messages; usn.ncr.bumedfchva.list.bumed---
M72@mail.mil. 
 
  (4) CO, NAVEXPMEDSUPCOM: 
 
   (a) Conduct quality assurance checks on Joint Medical Asset Repository (JMAR) 
data extracts to ensure accurate Defense Medical Logistics Standard Support (DMLSS) data is 
reflected for submission to RCRP. 
 
   (b) Submit JMAR data extracts to the designated RCRP program manager and 
BUMED-M7B on the mutually agreed upon schedule, ensuring accurate data requirements are 
met.  Any changes to either system affecting the agreed upon format will be coordinated with the 
Readiness Reporting and Monitoring Branch, BUMED-M7B prior to the change. 
 
   (c) Coordinate with BUMED-M42 to provide input regarding readiness of 
prepositioned equipment and supply sets to unit COs and OICs their consideration in preparing 
commander’s assessment for submission to DRRS-S on a monthly basis.  Any modifications to 
assigned equipment sets tailored to support ad hoc missions must be communicated to unit CO or 
OIC. 
 
   (d) Coordinate with BUMED-M42 to provide information regarding “operationally 
ready and available” status of E&S as outlined in reference (d) sufficient for unit COs and OICs 
to report readiness in DRRS-S. 
 
   (e) Manage E&S pillars within RCRP and DRRS-S at least monthly. 
 
   (f) Collaborate with regions, BUMED-M7B, and E&S pillar SMEs to assist with 
issues regarding DMLSS and JMAR equipment and supply data and system changes that have a 
direct impact on readiness status reporting via RCRP. 
 
   (g) Maintain situational awareness of all PEST resources via established reporting 
systems. 
 
   (h) Provide designated representative(s) to serve as SME and advisor for Readiness 
Functional Control Board WG. 
 
   (i) Provide SMEs to support annual RCRP periodic reviews which examine all 
resource to task relationships as requested by BUMED-M7B. 
 
   (j) Ensure appropriate staff establish accounts in respective readiness reporting 
systems (e.g., EMPARTS, RCRP, DRRS-S). 
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8. Records Management 
 
 a. Records created as a result of this instruction, regardless of format or media, must be 
maintained and dispositioned per the records disposition schedules located on the Department of 
the Navy Directorate for Administration, Logistics, and Operations, Directives and Records 
Management Division portal page at https://portal.secnav.navy.mil/orgs/DUSNM/DONAA/ 
DRM/Records-and-Information-Management/Approved%20Record%20Schedules/Forms/ 
AllItems.aspx. 
 
 b. For questions concerning the management of records related to this instruction or the 
records disposition schedules, please contact the local records manager or the Department of the 
Navy Directorate for Administration, Logistics, and Operations, Directives and Records 
Management Division program office. 
 
9. Review and Effective Date.  Per OPNAVINST 5215.17A, BUMED-M7B will review this 
instruction annually around the anniversary of its issuance date to ensure applicability, currency, 
and consistency with Federal, DoD, Secretary of the Navy (SECNAV), and Navy policy and 
statutory authority using OPNAV 5215/40 Review of Instruction.  This instruction will be in 
effect for 10 years, unless revised or cancelled in the interim, and will be reissued by the 10-year 
anniversary date if it is still required, unless it meets one of the exceptions in OPNAVINST 
5215.17A, paragraph 9.  Otherwise, if the instruction is no longer required, it will be processed 
for cancellation as soon as the need for cancellation is known following the guidance in OPNAV 
Manual 5215.1 of May 2016. 
 
10.  Information Management Control.  The reporting requirements contained in subparagraphs 
7a(2), 7a(5), 7d(6), 7h(11), 7h(13), 7h(14), 7l(1)(e), 7m(1)(e), 7m(2)(f); enclosure 2 
subparagraphs 5a, 5b(6), 5d(4), 6a, 6b; enclosure 3 subparagraphs 1b, 2a(1)(a), 2a(2)(c), and 
paragraph 3; and enclosure 4 subparagraphs 2f and 2h of this instruction is exempt from reports 
control per SECNAV Manual 5214.1 of December 2005, part IV, subparagraph 7k. 
 
 
 
  
 
        
Releasability and distribution: 
This instruction is cleared for public release and is available electronically only via the Navy 
Medicine Web site, http://www.med.navy.mil/directives/Pages/BUMEDInstructions.aspx 
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DEFINITIONS OF SYSTEMS 
 
1. DRRS-S.  DoD authoritative data system which provides a mission-focused, capabilities 
based common framework to the Secretary of Defense, Joint Chiefs of Staff, combatant 
commanders, military Services, combat support agencies, and other key DoD users.  This 
collaborative environment allows users to evaluate, in near real time, the readiness of Military 
Services to accomplish assigned and potential tasks.  It provides readiness data in the form of 
capability-based mission assessments and establishes a common language of tasks, conditions, 
and standards to describe capabilities.  DRRS-S is located on the classified SIPR Network. 
 
2. DRRS-S Navy Status of Resources and Training System (SORTS) Input Tool.  DRRS-S 
includes both mission essential task list (METL) and SORTS readiness reporting data inputs.  
Navy SORTS data is reported into the Navy SORTS input tool, if the unit reports into DRRS-S.  
This is a web-enabled module within the DRRS-S framework for U.S. Navy measured units to 
manage and submit a unit readiness status report. 
 
3. BUMED RCRP.  Serves as the web-based data management tool that delivers unit readiness 
data across the personnel equipment and supply, training figure of merit indicators for all Navy 
mission essential tasks and capabilities for BUMED operational units. 
 
4. EMPARTS.  The system of record by which BUMED BSO-18 personnel readiness is tracked 
and monitored.  The Naval Expeditionary Health Service Support (NEHSS) personnel pillar in 
Readiness and Cost Reporting Program (RCRP) is populated solely on the files received from 
EMPARTS. 
 
5. JMAR.  This is a joint information technology system which provides access to medical asset 
information.  Data extracted from Joint Medical Asset Repository (JMAR) reports are uploaded 
in RCRP to establish the equipment and supply (E&S) requirements and on-hand inventory for 
NEHSS inventory sets.  Within RCRP, NEHSS units align with inventory sets to calculate 
resource readiness scores. 
 
6. DMLSS.  A system of record used to maintain material, facilities, services, and information 
resources essential to patient care in peace, during contingency operations, and wartime.  The 
NEHSS E&S pillars in RCRP are based solely on the data files received from DMLSS via 
extract from JMAR. 
 
7. Navy Training Information Management System (NTIMS).  The authoritative data source for 
the Responsible Organization (RESPORG) Naval Mission Essential Task List (NMETL).  Every 
NMETL has attached training resource requirements which are submitted via BUMED for 
uploading into NTIMS via the RESPORG Fleet Readiness Training Plan (FRTP).  The FRTP 
includes BUMED pre-approved training schedules for each RESPORG including planned 
events, sub-events, and planned dates. 
 
 
 


Enclosure (1) 







 BUMEDINST 3501.1B 
 3 Mar 2021 
 


DEFENSE READINESS REPORTING SYSTEM-STRATEGIC 
COMMANDER’S ASSESSMENT GUIDELINES 


 
1. Assessment Roles.  Only the commander, CO, or designated representative, of the reporting 
unit can assess and approve the overall unit C-level.  Commanders above the reporting unit have 
the opportunity to review readiness input of subordinates and submit remarks as applicable.  
Users definitions are: 
 
 a. Unit Commander (UC) – Approve and submit 
 
 b. Unit Administrator (UA) – Can add in draft form but cannot approve or submit 
 
 c. Unit Viewer (UV) – Read only 
 
Access will be granted to two individuals per unit with UC or UA roles (i.e., commander, CO, or 
designee); two individuals per region with UA role; and one individual at echelon 4 with UA role 
(i.e., NAVEXPMEDSUPCOM).  See Figure 1. 
 
 UC Access UA Access UV Access 
BUMED 1 1 2 
Naval Medical Forces Atlantic and  
Naval Medical Forces Pacific  


2 2 2 


NAVMCPUBHLTHCEN 2 2 2 
EMF CO or Designee 2 2 2 


Figure 1 
 
2. General.  METL assessments, resource status inputs, and other data submitted in DRRS-S are 
Operation Reports (OPREP) used by joint and Navy commanders to inform force generation and 
employment decisions.  The content of DRRS-S reports must be timely, accurate, concise, and 
consistent.  The various elements of a DRRS-S report must be consistent with each other and 
with other OPREPs, mission specific situational reports, casualty reports, casualty correction 
reports, battle-rhythm support products submitted to operational commanders, etc.).  
Commander’s assessment remarks in DRRS-S and SORTS must align with the quantitative 
analysis provided in RCRP.  The direction that follows ensures consistency of Navy readiness 
reporting and compliance with joint readiness reporting requirements. 
 
3. Report Submission Criteria 
 
 a. All DRRS-S reporting units must remain continuously alert to changes in unit status that 
would necessitate changes to their readiness reporting. 
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  (1) UCs will report changes in readiness that affect overall C ratings (C-OVALL), 
resource category C-levels, percent effective (PCTEF), or mission essential task (MET) or 
mission assessments within 24 hours of the event that necessitates the change.  If no change 
occurs within 30 days of the previous report submission, commanders will submit a complete 
report to validate the existing data. 
 
  (2) Units in maintenance phase or in inter-deployment stand-down, reporting C-5 
OVALL in SORTS, except those assigned to the Forward Deployed Naval Forces, are exempt 
from the requirement to submit 30-day validation reports.  Commanders remain obligated to 
submit reports within 24 hours following a significant change in the status reported in DRRS-S 
(e.g., extension of the duration of the maintenance availability or a change in location).  Upon 
exiting C-5 OVALL status, commanders must immediately submit a complete report and resume 
normal reporting periodicity. 
 
  (3) Examples of events that require the submission of a DRRS-S report include, but are 
not limited to: 
 
   (a) Any unit location changes away from home station, installation, or base, to 
include partial unit deployment, if applicable. 
 
   (b) Receipt or loss of an operational certification (e.g., deployment certification). 
 
   (c) Departure or return of the unit, or operationally significant portion of the unit 
from deployment, or an operation (e.g., scheduled or surge deployment; contingency operations 
or execute order employment such as homeland defense or Defense Support of Civil 
Authorities). 
 
   (d) Significant change in the status of resources affecting the ability to execute a 
MET (e.g., gain or loss of critical personnel; degradation, restoration, or on and offload of 
mission essential equipment; on and offload of mission essential supplies). 
 
   (e) Change in status affecting the ability to meet deployment or employment 
timelines, to include the start or end of a stand-down. 
 
   (f) Submission of any other OPREP that documents a degradation in the ability to 
execute the unit’s as-designed or assigned missions (e.g., Category 3 or 4 casualty reports 
(CASREP) or casualty correction (CASCOR); OPREP 3 or 5, or mission specific situation 
report, reporting a degradation or restoration of mission capability). 
 
 b. Units must immediately inform their ISIC if unable to submit reports as required.  ISICs 
must assume reporting submission duties for any subordinate that is unable to submit reports 
directly. 
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4. Assessment of METs and Missions 
 
 a. Commanders must use the listed rationale and criteria when assessing METs and 
missions.  Commanders must enter assessment comments per the direction in paragraph 6 of this 
enclosure for any mission or MET assessment other than Yes (Y/Green) or standard assessment 
other than “achieved” and must include the additional detail identified listed here: 
 
  (1) Yes (Y/Green).  Unit can accomplish the task or mission to established standards and 
conditions.  The “Yes” assessment should reflect demonstrated performance in training or 
operations. 
 
  (2) Qualified Yes (Q/Yellow) 
 
   (a) For core or assigned mission assessments, Q/Yellow indicates the unit can 
accomplish all or most tasks to standards under most conditions. 
 
   (b) For MET assessments, Q/Yellow indicates one or more MET standards cannot be 
fully achieved under the prescribed conditions.  Commanders must enter assessment comments 
that clearly describe the specific standards and conditions that cannot be met, and the shortfalls 
or issues affecting the unit’s ability to accomplish the task. 
 
  (3) No (N/Red) 
 
   (a) For core or assigned mission assessments, N/Red indicates the unit is unable to 
accomplish the majority of tasks to prescribed standard and conditions. 
 
   (b) For MET assessments, N/Red indicates that the unit is unable to accomplish the 
task.  Commanders must clearly detail the rationale for the assessment and identify the shortfalls 
or issues affecting the unit’s inability to accomplish the task in the assessment comments. 
 
 b. Units that have assigned missions (named operations and top priority plans) in addition to 
their core METL must assess each METL individually.  Core METLs are based on the tasks the 
unit was organized or designed to perform for major combatant operations.  Assigned mission 
METLs are based on the combatant commander requirements for that given mission. 
 
 c. Commanders must base assessments on the unit’s current ability to achieve the MET 
standards under the prescribed conditions.  The unit’s ability to execute the requirements of the 
optimized fleet response plan (OFRP) phase or current employment is not a factor in assessing 
METs and missions.  Commanders are required to assess the unit’s ability to execute their 
currently assigned mission, such as OFRP events (e.g., composite training unit exercise) or other 
employment, in the PCTEF entry of the SORTS assessment. 
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  (1) Commanders must enter an assessed value for each prescribed MET standard.  The 
assessed value must represent the commander’s best judgement of ability to meet the prescribed 
criterion based on the totality of available evidence such as equipment status, qualification level, 
and supplies available.  For example, a criterion previously assessed as “not achieved” due to an 
equipment failure (e.g., CASREP) may be assessed as “achieved” following repair and test, even 
if performance has not been demonstrated under full operational conditions.  Similarly, a 
standard assessed as “not achieved” due to the vacancy of critical billets (e.g., ability to sustain 
24-hour operations) may be assessed as “achieved” upon filling the billets with qualified 
personnel although the required operational tempo has not been demonstrated. 
 
  (2) Commanders may enter an observed value and date for a MET standard to document 
performance of a task that the unit has demonstrated in exercise or real world operations.  These 
values are most informative when the associated measure addresses performance that depends 
upon perishable skills or infrequent observation of an operational capability (e.g., full unit 
deployment to a field exercise or operation).  If the observed and assessed values differ, then the 
rationale for the difference must be explained in the MET comments. 
 
  (3) DRRS automatically calculates a “standards-based assessment” for each MET.  If all 
standards have assessed values that satisfy the associated criteria, then the standards-based 
calculation will be “Yes (Y/Green).”  However, if one or more of the standards do not meet the 
associated criterion, the standards-based calculation will be “No (N/Red).”  This calculated 
“assessment” is merely a flag and is not authoritative.  In particular, the standards listed for each 
MET do not, by design, encompass every factor that may affect MET performance.  It is likely 
that commanders will encounter situations where all prescribed MET standards can be achieved 
but operational judgment dictates that the MET cannot be adequately performed.  Similarly, 
conditions may exist such that failure to achieve one specific standard may not prevent or 
significantly limit performance of a MET.  Commanders are always required to assess ability to 
perform each MET based on the totality of the information available to them. 
 
 d. Operational resource allocations do not supersede or override MET standards.  Standards 
reflect unit designed or assigned mission requirements.  If a unit receives an allocation of an 
essential resource (e.g., critical supplies) that is significantly less than the prescribed standard, 
then the MET must be no higher than Q/Yellow, and the affected SORTS resource category must 
be no higher than C-2.  This prevents force-wide shortages of critical resources from being 
masked in DRRS by ensuring that units degrade MET and SORTS assessments when they are 
not resourced to meet warfighting capability or capacity requirements. 
 
 e. Commanders must ensure MET assessments are consistent with and specifically reflect 
the limitations reported via other operational channels (e.g., OPREPs, mission specific situation 
reports, CASREPs, etc.). 
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 f. Commanders must enter comments for every MET not assessed as Yes (Y/Green) and 
every standard that is not assessed as achieved, per the direction in paragraph 6 of this enclosure.  
The comments must specifically address the rationale for the assessment. 
 
 g. Commanders must assess core and assigned mission readiness by considering the 
assessments of all associated METs.  A mission assessment of Yes (Y/Green) indicates present 
day readiness to execute the core or assigned mission. 
 
  (1) Units must not report Yes (Y/Green) for a mission if any METs are assessed as No 
(N/Red).  The highest allowable mission rating in this case is Qualified Yes (Q/Yellow) 
regardless of OFRP phase or currently assigned mission. 
 
  (2) Units must not report Yes (Y/Green) for a mission unless at least 51 percent of the 
METs are assessed as Yes (Y/Green) and the remainder as Qualified Yes (Q/Yellow). 
 
  (3) Commanders that assess any mission as other than Yes (Y/Green) must support this 
by ensuring that one or more associated METs are assessed as other than Yes (Y/Green). 
 
  (4) Ships and submarines must assess Core mission as No (N/Red) if the METs “Conduct 
Mobility” or “Conduct Command and Control” are assessed as No (N/Red). 
 
5. SORTS Reporting 
 
 a. SORTS reports provide an evaluation of unit level resource sufficiency, as measured 
against the resources required to execute the unit’s core mission.  SORTS reports include an 
assessment of the overall resource sufficiency (C-OVALL level), which incorporates the effects 
of independent assessments in up to five discrete resource categories (Personnel, Equipment, 
Supply, Training, and Ordnance (PESTO)).  Additionally, commanders are required to 
independently assess their ability to accomplish the unit’s currently assigned mission (PCTEF) 
and the ability to accomplish the unit’s mission in a chemical and biological environment.  
Commanders must ensure that SORTS reports are consistent with the unit level core assessment 
and reflect resource status in relation to the unit’s core mission.  Commanders must update or 
validate SORTS data fields as part of each DRRS-S report. 
 
 b. Overall and Resource Category Levels.  SORTS overall and PESTO resource category 
levels (C-levels) are assessed using the rationale and criteria listed: 
 
  (1) C-1.  The unit possesses the required resources and is trained to undertake the full 
wartime missions for which it is organized or designed.  The resource and training area status 
will neither limit flexibility in methods of mission accomplishment nor increase vulnerability of 
unit personnel and equipment.  The unit does not require any compensation for deficiencies. 
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  (2) C-2.  The unit possesses the required resources and is trained to undertake most of the 
wartime missions for which it is organized or designed.  The resource and training area status 
may cause isolated decreases in flexibility of methods for mission accomplishment, but will not 
increase vulnerability of the unit under most envisioned operational scenarios.  The unit requires 
little, if any, compensation for deficiencies. 
 
  (3) C-3.  The unit possesses the required resources and is trained to undertake many, but 
not all, portions of the wartime missions for which it is organized or designed.  The resource or 
training area status will result in significant decreases in flexibility for mission accomplishment 
and will increase vulnerability of the unit under many, but not all, envisioned operational 
scenarios.  The unit requires significant compensation for deficiencies. 
 
  (4) C-4.  The unit requires additional resources or training to undertake its wartime 
missions; however, the unit may be directed to undertake portions of its wartime missions with 
resources on hand. 
 
  (5) C-5.  The unit is in a planned period of operational unavailability (not resourced or 
trained) and is not prepared to undertake the wartime missions for which it is organized or 
designed.  Example of this scenario is when units are being considered or slated for program 
objective memorandum cuts. 
 
  (6) C-6 or N/A.  These levels do not factor into the overall C-level assessment.  They 
indicate that a particular PEST resource category, or operations in a chemical or biological 
environment, are not part of the as-designed capability of the affected unit type.  For example, a 
fleet surgical team that relies on a host unit to provide all facilities may be directed to report C-6 
for the supply and equipment resource categories.  Units must use these entries to indicate that a 
resource category is not measured only when directed by their coordinating review authority.  
Units must request BUMED DCTF authorization to use such levels as part of the METL 
approval process. 
 
 c. Commanders should normally assess C-OVALL as equal to the lowest measured (not C-6 
or N/A) resource category, but may raise or lower C-OVALL based upon a subjective evaluation 
of all relevant factors.  Commanders must carefully consider the combined effect of all resource 
categories when determining if a subjective change is warranted.  For example, a unit evaluating 
multiple resource categories as C-2 may determine that the combined effect produces an overall 
C-level of C-3.  If the overall C-level is subjectively changed, then the commander must provide 
the rationale for the change in the C-OVALL comments. 
 
 d. PCTEF.  Commanders must use PCTEF to report an assessment of the unit’s ability to 
execute its currently assigned mission. 
 
  (1) PCTEF will not necessarily correlate to the unit’s C-OVALL or core mission METL 
assessments. 
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  (2) Units may have more than one assigned mission at a time.  PCTEF should be based 
upon the most limiting mission, and PCTEF comments must indicate the mission being assessed.  
If higher headquarters designate a unit’s currently assigned mission as sensitive, commanders 
must assess PCTEF against core standards and indicate this in the comments. 
 
  (3) Commanders must update PCTEF within 24 hours of a change to the assigned 
mission or the ability to perform the assigned mission. 
 
  (4) PCTEF levels are reported on a scale of 1 through 4 that uses a rating rationale 
equivalent to that used for C-OVALL levels: 
 
   (a) Level 1 - The unit possesses the required resources and is trained to undertake the 
currently assigned mission. 
 
   (b) Level 2 - The unit possesses the required resources and is trained to undertake 
most of the currently assigned mission. 
 
   (c) Level 3 - The unit possesses the required resources to undertake many, but not all, 
portions of the currently assigned mission. 
 
   (d) Level 4 - The unit requires additional resources or training to undertake the 
currently assigned mission; however, they may be directed to undertake portions of the mission 
with resources on hand. 
 
   (e) Not Applicable (N/A).  Unlike overall C-levels, there is no PCTEF level 5.  Units 
reporting C-5 overall may report PCTEF as N/A. 
 
  (5) Comments are required for all PCTEF reports, except N/A, and are limited to 256 
characters.  Comments must indicate the mission to which the PCTEF assessment applies and 
must describe limitations when reporting PCTEF levels 2-4.  Additional guidance for completing 
a PCTEF report can be found in reference (e). 
 
 e. SORTS reports require that commanders populate a number of entries with objective data 
describing current unit status (e.g., location, operational activity, etc.).  Guidance and details for 
populating these fields can be found in reference (e). 
 
6. Commander Comments 
 
 a. Commander comments are the most important and valuable portions of DRRS-S reports.  
Comments must be clear, concise, and focused on operational effects.  They must be consistent 
among portions of the DRRS-S report and with other OPREPs. 
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 b. As described in subparagraph 6a of this enclosure, commander’s comments are required 
to supplement reports when: 
 
  (1) A MET or mission is not assessed as Yes (Y/Green). 
 
  (2) A MET standard is evaluated as “Not Achieved” or “Cannot Evaluate.” 
 
  (3) A C-OVALL or resource category is not assessed as “C-1.” 
 
  (4) A C-OVALL level is not assessed as equal to the lowest measured resource category 
(commander’s subjective override is used). 
 
  (5) A PCTEF level is not assessed as “1.”  Note PCTEF requires a description of the 
mission reported upon for all levels, including “1.” 
 
 c. Comments addressing specific shortfalls must provide substantive content that describes 
the specifics of each degradation or limitation being reported.  Additional narrative comments 
are provided for clarity and context in describing mission, MET, and SORTS assessment 
rationale.  At a minimum, comments must include one of these for each limiting degradation, if 
any exist: 
 
  (1) Description of degradation or shortfall. 
 
  (2) Specific operational limitations to task or mission. 
 
  (3) Ongoing corrective actions or mitigations. 
 
  (4) Estimated date of resolution. 
 
 d. Operational commanders and joint command and control systems process MET and 
resource category assessments, with associated comments, independently of the core mission and 
SORTS overall assessments.  Therefore, MET and resource category comments must stand alone 
to describe the unit commander’s rationale for the associated assessment.  Entries such as “See 
Core comments,” “nothing significant to report (NSTR),” or similar remarks are not acceptable.  
Additionally, units should avoid the use of Navy jargon, acronyms, or references.  These 
assessments are used by the chain of command through the Office of the Chief of Naval 
Operations, combat commander, joint staff, and Office of the Secretary of Defense levels for 
planning, assessment, and operational mission execution purposes. 
 
 e. The core or mission level comments should summarize overall impacts and address 
specific METs driving the overall assessment.  MET comments should address specific 
standards, as appropriate. 
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7. Use the guidance in subparagraphs 7a(1) through 7b(2) of this enclosure for submission of 
the written commander’s assessment at the core and MET levels: 
 
 a. Capability shortfall (list the “capability” affected): 
 
  (1) Issue.  Define the issue.  What is causing the “capability” to be degraded? 
 
  (2) Risk.  What is the risk with degradation of this “capability?”  What requirements of 
the mission cannot be met? 
 
  (3) Mitigation.  How can this shortfall be resolved?  Provide clear, concise, and detailed 
mitigation plans. 
 
  (4) Milestone.  What is the estimated time for resolution? 
 
 b. Provide full name, rank, telephone number, e-mail address, and date of entry.  If entering 
the data on the behalf of another, submit both the commander’s contact information and the 
complete information of the member providing the input.  See examples: 
 
  (1) Submitted by CAPT Jack Willow, (888) 555-0809, jack.x.willow8.mil@mail.smil.mil 
on 26 April 2016. 
 
  (2) Submitted on behalf of CAPT Jack Willow, (888) 555-0809, jack.x.willow8.mil 
@mail.smil.mil submission by HM1 Millie Sailor, (877) 555-9999, millie.g.sailor.mil@mail. 
smil.mil on 26 April 2016. 
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CONTINUOUS MONITORING AND REPORTING GUIDELINES 
 
1. General 
 
 a. Readiness reports and associated data will continuously be monitored for timeliness and 
accuracy by BUMED, and other higher authorities (e.g., Chief of Naval Operations and Joint 
Chiefs of Staff). 
 
 b. At least weekly, U.S. Fleet Forces Command will issue a data quality feedback report to 
BUMED-M7.  These reports will also reflect compliance status for report submissions. 
 
 c. The procedural compliance, accuracy, and quality of unit-level reporting will be 
evaluated against the requirements established in this instruction.  This monitoring supplements, 
but does not replace the echelon 2 command action to monitor the DRRS-S reports of 
subordinate units for content, completeness, timeliness, and accuracy. 
 
2. Continuous Monitoring Program Criteria 
 
 a. The continuous monitoring program uses two types of criteria to evaluate the 
effectiveness of unit readiness reporting: 
 
  (1) Compliance criteria are based on the objective requirements of this instruction that 
can be effectively evaluated via automated means.  These criteria are intended to flag clear 
evidence of non-compliance.  Examples of compliance criteria include, but are not limited to: 
 
   (a) Report submitted within 30 days of previous report or within 24 hours of a change 
(e.g., submission of category 3 and 4 CASREPs or CASCOR reports). 
 
   (b) Core mission assessment consistent with MET assessments (e.g., core mission 
other than Yes (Y/Green) when all METs No (N/Red)). 
 
   (c) Assessed value provided for each standard. 
 
   (d) Comments provided for all METs where one or more standards are evaluated as 
“Not Achieved” or “Cannot Evaluate.” 
 
   (e) Comments provided when the overall C-level is not equal to the C-level of the 
lowest measured resource category. 
 
   (f) The SORTS equipment resource category level and at least one MET are 
degraded when a Category 3 or 4 CASREP is active. 
 
   (g) PCTEF comments provided. 
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  (2) Qualitative criteria are used to flag reports that should be evaluated by the chain of 
command for rationale and consistency, but are not necessarily noncompliant at face value or 
cannot be found by automated means.  Examples of qualitative criteria include, but are not 
limited to: 
 
   (a) Overall C-level equal to the lowest measured resource category level. 
 
   (b) PCTEF assessed as N/A. 
 
   (c) Report submitted within 24 hours of a change, for those changes that cannot 
currently be tracked by automated means (e.g., change in deployment status or loss of critical 
personnel). 
 
   (d) Core mission is assessed as Yes (Y/Green) and overall C-level is C-1 or C-2 
during deployment or after operational certification.  While it is not a requirement to be Yes 
(Y/Green) during deployment, it is important for the chain of command to review reports of units 
that are not Yes (Y/Green) during deployment. 
 
3. Ad hoc Monitoring and Reporting.  Ad hoc monitoring in addition to the periodic analyses 
and reports described.  These reports may use the criteria of the periodic reports, but may also 
apply situational criteria.  This reporting will be performed in response to real world operational 
events and in support of data calls from higher authority (e.g., Office of the Secretary of Defense, 
joint staff, Office of the Chief of Naval Operations, or General Accountability Office).  These 
reports will be provided to affected echelon 2 and 3 commanders with specific direction for 
follow-up reporting. 
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Readiness Reporting Functional Control Board (RFCB) Charter 


1. Introduction


Charter Purpose This charter establishes the Navy Bureau of Medicine and Surgery (BUMED) 
RFCB. 


. . . . 


Background. Naval Forces must be prepared to rapidly respond to a wide range of operational 
environments with mobile, scalable, and capable Naval Expeditionary Health Service Support 
(NEHSS) operating from the sea or deploying ashore into austere locations. In order to meet 
these varied requirements Navy Medicine must possess complete visibility of the Navy Medicine 
Enterprise at the operational and strategic levels of war in order to meet Fleet & United States 
Marine Corps current and future requirements, necessitated by a paradigm shift from global 
sourcing to platform management. 


2. Readiness Reporting Systems/Resources


Expeditionary Medicine Platform Augmentation Readiness and Training System 
(EMPARTS) Overview. EMPARTS is the system of record by which BUM ED BS0-18 
personnel readiness is tracked and monitored. The personnel pillar in the Readiness Cost 
and Reporting (RCRP) is based completely on the information received from EMPARTS. 


Joint Medical Asset Repository OMAR) Overview. JMAR is a Joint information 
technology system which provides access to medical asset information in the Defense 
Medical Logistics Standard Support (DMLSS). Data extracted from JMAR reports are 
uploaded in RCRP to establish the equipment and supply requirements and on-hand 
inventory for NEHSS inventory sets. Within the RCRP, NEHSS units align with inventory 
sets to calculate resource readiness scores. 


Readiness and Cost Reporting Program (RCRP) Overview. RCRP has a Non-Secured 
Internet Protocol Router (NIPR) and Secret Internet Protocol Router (SIPR) environment. It 
provides Navy Medicine an analytical tool to help optimize decision making as well as provide 
the objective data needed to determine Commanders Assessment of units in Defense Readiness 
Reporting System-Strategic (DRRS-S). 


Defense Readiness Reporting System - Strategic Overview. DRRS-S provides timely, 
accurate information for planning, readiness and risk assessment purposes. This system is a 
mission-focused, capabilities-based, internet application that provides the combatant 
commanders, military services, Joint Chiefs of Staff, and other key DoD users a collaborative 
environment in which to evaluate, the readiness and capability of U.S. Armed Forces to carry out 
assigned tasks. DRRS-S provides the capability to find units that are both ready and available for 
deployment in support of a given mission. 
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3. Resources Overview


RCRP provides decision support capability to BUMED and Navy Medicine Enterprise 
leadership by providing readiness indicators based on operationally-prioritized resources and 
tying those resources to accurate costs. Resources will be organized into four separate and 
distinct pillar categories: · · 


• Personnel (P)
• Equipment (E)
• Supply (S) 
• Training (T) 


Collectively, these resource categories will be known as the PEST Figure of Merit (FOM) 
Pillars. Each PEST Pillar will have Subordinate (Sub) Working Groups (WG) designated to 
develop and monitor data, metrics, and processes to support the RCRP as necessary. 


4. Membership


Continuity among members is critical to enhance process consistency. Members should have a 
strong working knowledge of the readiness reporting and monitoring program goals and 
objectives, along with the ability to represent BUMED goals, objectives, issues/concerns and 
priorities for which they represent. Additionally, members should be the SME in their respective 
functional area PEST PiJlar. Members should be an Action Officer level representative who 
understands details of the PEST Pillar processes and understands metrics, readiness and related 
topics. 


The standing membership must be carefully selected to ensure a comprehensive approach to 
BUMED stakeholder representation in support of the FOM process. FOM representation will be 
from a cross-section of the Navy Medicine enterprise; to include BUMED Headquarters staff, 
readiness reporting system representatives, resource piJlar SMEs and commands supporting 
Navy Medicine readiness reporting efforts. The BUMED functional area representatives should 
consist of the following: 


• One PEST FOM Lead and one Action Officer for each of the respective PEST Pillars.
Specifically. require representatives from Ml (Personnel Pillar), M4 (Equipment and
Supply Pillar), M6 (Chief Information Officer/designee), and M7 (Training Pillar).


• At least one member will serve "Ad Hoc" from appropriate Navy Medicine supporting
organizations and external commands to include Navy and Marine Corps Public Health
Center (NMCPHC), Navy Medical Logistics Command (NMLC), Navy Expeditionary
Medical Support Command (NEMSCOM).


• General and Ad Hoc Membership consists of those participants with SME expertise for
each pillar and/or active role with overall readiness reporting and monitoring. Ad Hoc
members will be invited to join as needed.


• Readiness Reporting and Monitoring Branch Head, Program Manager and contract
support representative.


• BUMED Platform Managers (AD HOC)
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• PEST FOM Pillar Managers/SMEs (Ml2, Ml4, M42, M722)
• System Managers/Administrators (Ml4. M6, ITACS, USFFC)


See Enclosure ( l) for Membership List. 


MTs Readiness Reporting and Monitoring Program Branch will oversee all RFCB activities. 
The Program Manager will facilitate meetings and set deadlines for action items. The Program 
Manager and Branch team will collaborate and come to a timely decision for all issues that arise. 


5. Scope


The RFCB will: 


• Identify authoritative PEST Pillar specific databases to support FOM metrics.
• Act as the configuration control board (CCB) reviewing and determining disposition of


RCRP proposed configuration changes. Any requests for changes and enhancements to
EMPARTS and DRRS-S and other supporting Authoritative Data Systems (ADS) will be
approved by the Assistant Deputy Chief, M7 and then submitted to the respective system
administrators for action.


• Identify respective PEST FOM Pillar representatives (within BUMED Enterprise i.e. M 1
rep for manpower and personnel).


• Ensure PEST FOM Pillar representatives serve as SME/Leads with assigned Action
Officers and provide oversight for their RFCB Sub Working Groups.


• Serve as the conduit of EMPARTS, JMAR. RCRP and DRRS-S information for BUMED
Functional Area Representatives. coordinating with appropriate readiness reporting
stakeholders to ensure aligned requirements are being identified and processed for future
readiness reporting execution.


• Coordinate an annual review of the RCRP process, requirements, and data
mappings/weightings through a periodic review via contract support. Results will be
reported to Assistant Deputy Chief Education and Training (M7), Assistant Deputy Chief
Manpower and Personnel (M 1 ), Deputy Chief Operations Plans and Readiness (OP&R),
and Assistant Deputy Chief Medical Operations (M3) for concurrence and ultimately to
Deputy Chief Total Force (DCTF) for final approval.


• Validate enhancements and requirements (i.e. EMPARTS, RCRP, DRRS-S) following
any updates through end user implementation validation.


• Collaborate with BUMED Readiness Reporting and Monitoring Program stakeholders to
ensure concurrence on Readiness Reporting systems approach, visibility of EMPARTS.
RCRP and DRRS-S data, and other implications that affect PEST FOM Pillar data
development.


6. RCRP Purpose


RCRP is designed to capture and display detailed readiness data to support metrics-based 
resource decision making for the Navy Medicine Enterprise. RCRP metrics are pushed to Navy 
Readiness Analysis Suite (NRAS), formerly known as Defense Readiness Reporting System­
Navy (DRRS-N). 


RCRP is the standardized, enterprise-wide tool utilized for: 


BUMEDINST 3501.1B
3 Mar 2021 


3 Enclosure (4)







• Collecting and reporting the readiness status of BUMED PEST resources.
• Providing a capability for current and future resource planning based on resource priority.
• Providing metrics-based planning support for scenario-driven decision support.
• Developing tailored metrics to assess the overall status of readiness-related resources as a


function of operationally defined elements of readiness. ·


7. Change Configuration Request Process


Once a request is received, the RFCB must: 


• Instruct PEST FOM Pillar Leads to collaborate with respective pillar SMEs/stakeholders
(i.e. Platform Manager, MEDFOR Region SMEs, Supporting Commands, and respective
Navy Expeditionary Combat Command (NECC) Pillar Representatives) as appropriate to
propose change request considerations if it is a change relevant to a specific pillar. This
group will determine the need for the change, enhancement or requirement. They will
determine how it will improve current function, if the change is beneficial to all
platforms, and if the information is readily available within the system.
Recommendations to approve/disapprove the request will be submitted to the RFCB for
review and discussion.


• RFCB will review the recommendation. If approved by the Assistant Deputy Chief, M7,
requests will be submitted via email to respective System (EMPARTS, JMAR, RCRP,
DRRS-S) Program Management Offices (PMO) for action.


• Change requests requiring new functionality typically require funding support. In this
case, a level of effort (LOE) has to be determined by system developers. For RCRP, after
the LOE is determined, the change request will be reviewed by M7. and NECC RCRP
Program Manager for final approval. Each respective system PMO is responsible for all
resources and funding associated with change requests. Requests will be submitted to the
following PMOs:


o EMPARTS will be submitted to Ml (Ml4)
o RCRP requests will be submitted to M7.
o DRRS-S requests will be submitted to the Navy Readiness Support Center


(NR��), l)'S Fleet Forces Command
o JMAR requests will be submitted to Navy Expeditionary Medical Support


Command (NEMSCOM). NOTE: NEMSCOM only uses JMAR to export data
captured in DMLSS. If request impacts a change to DMLSS then the request
would have to be submitted to DMLSS PMO.


• If there is no requirement for funding of a function or enhancement, the request will be
submitted directly to the PMO for action once approved by RFCB.


• Once accepted, each change request will be prioritized by RFCB based upon any new or
previously identified requirements.
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8. Meetings, Records & Timelines


RFCB Meetings 


• The RFCB meetings will be conducted quarterly.
• Meeting minutes will be recorded by contract support, archived on Max.gov and provided


to members for review prior to the, next scheduled meeting.


RFCB Sub-Working Group Meetings 


• Sub-Working groups will be formed at the Action Officer level, with representation from
the BUMED functional area stakeholders, to support the execution of the detailed
processes and activities that evolve from RFCB meetings. The Sub-Working group
meetings will be conducted as needed. These meetings will be led by the respective
PEST FOM Pillar Lead and/or Action Officer with representation from BUMED
Headquarters and supporting organizations as noted in Section 6. Meeting minutes will
be recorded by contract support and provided to members for review and approval prior
to the next RFCB meeting.


9. Facilitation/ Process Improvement Tools and Support


If facilitation or Continuous Process Improvement tools and techniques are required, a facilitator, 
certified in Lean Six Sigma Black or Green Belt may be included as an Ad-Hoc member. 


10. Review and Effective Date


Per OPNA VINST 5215.17 A, BUMED M7 will review this Charter annually on the anniversary 
of its effective date to ensure applicability, currency, and consistency with Federal, Department 
of Defense, Secretary of the Navy, and statutory authority using OPNAV 5215/40, Review of 
Instruction. This Charter will automatically expire five years after the effective date unless 
reis ed or canceled pri to five-year anniversary date, or an extension has been granted 


[)/a.,-z /a,D7.b 
Date1 
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RFCB Membership List 


--- - - - - - - -


PROGRAM MANAGEMENT (M7) 


COMMAND ROLE/RESPONSIBILITY 


Overarchin RFCB Lead 


RFCB Lead 


Personnel FOM Lead 


BUMED (Ml2) Man owerCode Action Officer 


BUMED (Ml4) Personnel Code 


BUMED (MIO) Reserves Polic 


MEDFORCESLANT (NMF-A) 


MEDFORCESPAC (NMF-P) 


T-AH/MSC


EMF


FDPMU


Readiness and Health Directorate (M3)


BUMEDM55
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DEPARTMENT OF THE NAVY 


BUREAU OF MEDICINE AND SURGERY   
7700 ARLINGTON BOULEVARD 


FALLS CHURCH VA 22042 


    Canc:  June 2022 
 IN REPLY REFER TO 


 BUMEDNOTE 1500 
  BUMED-M7 
  11 Jun 2021 
 
BUMED NOTICE 1500 
 
From: Chief, Bureau of Medicine and Surgery  
 
Subj: PHASED MEDICAL READINESS TRAINING REQUIREMENTS 
 
Ref: (a) DoD Instruction 6490.11 of 18 September 2012  
 (b) COMNAVSURFPACINST 5450.6/COMNAVSURFLANTINST 5450.6 
 (c) BUMEDINST 1500.15F 
 (d) USCENTCOM FY 20-21 Theater Training Guidance 
  (e) BUMED memo 6000 Ser M9/I11UN093000775 of 9 Sep 11 (NOTAL) 
 (f) OPNAVINST 6320.7A/MCO 6320.4 
 (g) BUMEDINST 1510.25A 
 (h) DoD Instruction 1322.24 of 16 March 2018 
 (i) BUMEDINST 6440.5D 
 
Encl: (1) Trauma Training Requirements for Deploying Navy Medical Department Personnel 
 
1. Purpose.  To establish policy and training requirements of the combatant commands and 
deploying medical staff.  Enclosure (1) identifies and specifies the trauma training requirements 
for Navy personnel per references (a) through (f).  References (g) through (i) are provided for 
additional information.  
 
2. Scope and Applicability.  This notice applies to all budget submitting office (BSO) 18 
assigned personnel. 
 
3. Policy.  Commanders or commanding officers (CO), Navy Medicine Readiness and Training 
Commands will ensure their personnel meet all training requirements as outlined in enclosure 
(1).  Commanders or COs, Navy Medicine Readiness and Training Commands will ensure 
deployable platform training requirements are met for personnel mapped to platforms. 
 
4. Navy Medical Readiness Training.  Training will be coordinated and conducted in three 
phases: 
 
 a. Phase I.  Phase I medical readiness training requirements are identified in enclosure (1) 
and apply to all personnel assigned to the BSO-18 Navy Medicine Augmentation Program, 
deploying with an operational medical platform, or sourced globally for missions across the full 
range of military operations.  Commanders or COs, Navy Medicine Readiness and Training 
Commands are responsible for ensuring each member's completion of all training requirements 
specific to their Corps.  Phase I training requirements include individual medical and trauma 
skills training.
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 b. Phase II.  Phase II medical readiness training requirements are platform specific and 
include training that occurs in the environment, on the equipment, and with the unit construct 
similar to what the member is expected to encounter when deployed on that platform.  When 
possible, individuals who will be deploying together as a team should be scheduled to complete 
the same iteration of a required course.  Platform leadership, in coordination with Naval Medical 
Forces Support Command, is responsible for ensuring member completion of all phase II training 
requirements specific to their assigned platform. 
 
 c. Phase III.  Phase III training is mission specific training as defined by the combatant 
commands.  Phase III training will not always be possible, as such phase I and II training will be 
completed in full. 
 
5. Actions and Requirements 
 
 a. The special information and comments section contained within enclosure (1) provides 
additional guidance for course coordination.  Enclosure (1) delineates phased trauma training 
courses required to be completed prior to the member reporting to the receiving command for 
pre-deployment training. 
 
 b. The commander, CO, or officer in charge (OIC) of the member’s command is responsible 
for ensuring completion of all phase I and phase II requirements for all personnel.  The 
member’s commander, CO, or OIC will ensure the most current version of NAVPERS 1300/22 
Expeditionary Screening Checklist, is completed.   
 
 c. Unless otherwise noted, commanders, COs, and OICs are responsible for funding 
assigned personnel course attendance to meet identified training requirements.  The special 
information and comments section of enclosure (1) provides additional guidance for course 
coordination. 
 
 d. BSO-18 commands must implement this policy for all Navy Medical Department 
personnel under their purview who are globally sourced or assigned to an operational platform.  
Additionally, commands will take proactive measures to ensure personnel maintain their clinical 
skills and competencies as part of their overall readiness, whether assigned to a platform or not.  
Phase I and II training completion and compliance must be reported using the Fleet Training 
Management and Planning System.  Per reference (a), this information is used to update Navy 
Medicine’s designated official readiness tracking and reporting system - Expeditionary Medicine 
Platform, Augmentation, Readiness, and Training Systems, which uploads all personnel data into 
the personnel pillar (P-pillar) of the Readiness and Cost Reporting System. 
 
 e. Phased medical readiness training is required for Reserve component medical personnel 
assigned to operational platforms.  Funding sources and documentation of completed phased 
medical readiness training will be coordinated with Assistant Deputy Chief, Bureau of Medicine 
and Surgery (BUMED) Reserve Policy and Integration (BUMED-M10); Commander, Navy 
Reserve Forces Command; and other key stakeholders.   
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6. Records Management 
 
 a. Records created as a result of this notice, regardless of format or media, must be 
maintained and dispositioned per the records disposition schedules located on the Department of 
the Navy Directorate for Administration, Logistics, and Operations, Directives and Records 
Management Division portal page at https://portal.secnav.navy.mil/orgs/DUSNM/ 
DONAA/DRM/Records-and-Information-Management/Approved%20Record%20Schedules/ 
Forms/AllItems.aspx. 
 
 b. For questions concerning the management of records related to this notice or the records 
disposition schedules, please contact the local records manager or the Department of 
the Navy Directorate for Administration, Logistics, and Operations, Directives and Records 
Management Division program office. 
 
7. Forms and Information Management Control 
 


a. Forms.  The NAVPERS 1300/22 Expeditionary Screening Checklist is available from the  
Navy Personnel Command Web site at http://www.public.navy.mil/bupers-
npc/reference/forms/NAVPERS/Documents/NAVPERS_1300-22_Rev02-17.pdf. 
 


b. Information Management Control.  Reports contained in paragraph 9 of this instruction  
are exempt from reports control per SECNAV M-5214.1 of December 2005, part IV, 
subparagraph 7k. 
 
 
 
              
              
 
Releasability and distribution: 
This notice is cleared for public release and is available electronically only via the Navy 
Medicine Web site, http://www.med.navy.mil/directives/Pages/BUMEDNotes.aspx 
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TRAUMA TRAINING REQUIREMENTS FOR DEPLOYING NAVY MEDICAL DEPARTMENT PERSONNEL 


Physicians Course Timing Requirement* Special Information/Comments Acceptable Alternatives


Physicians 
 Combat Casualty Care Course 


(C4) 


Phase I Training 


Once in career, preferably 
within 2 years of accession 


MANDATORY 


OPNAVINST 6320.7A/MCO 6320.7A 


Advanced Trauma 
Life Support (ATLS) is included in C4 for physicians. 


Naval Medicine quota managed and funded by Navy Medicine  
Operational Training Center (NAVMEDOPTRACTR) 


1. Bushmaster Course (Bushmaster is conducted at Uniformed
Services University of the Health Sciences).


2. Prior deployed combat care” experience with Fleet
Hospital/Expeditionary Medical Facility (EMF) or Duty with
United States Marine Corps (USMC) or Army.


Medical Corps specific 
designators established 


by BUMEDINST 
1500.15F, 


Medical Corps officers 
assigned to Navy 


Medicine Augmentation 
Program (NMAP) 


billets, as individual 
augmentees, or in other 


contingency billets 


ATLS and Advanced Life 
Support (ALS)  


or 
Advanced Cardiovascular 


Life Support (ACLS) 
 Phase I Training 


Prior to assignment 


MANDATORY 


BUMEDINST 1500.15F 


ATLS certification is good for 4 years 
ACLS certification is good for 2 years 
ALS certification is good for 2 years 


Executive Sponsors:   
American College of Surgeons (ACS) 
American Heart Association (AHA) 


American Red Cross (ARC) 


None 


Those assigned to: 
Forward 


Resuscitative 
Surgical System 


(FRSS) and Shock 
Trauma Platoon 


(STP) USMC Billets 


Physicians (surgeons 
and non-surgeons) 
assigned to patient 


care delivery 
positions in a Role 1; 


Role 2 Light 
Maneuver or Forward 


Surgical Teams 
Elements; Role 2 


Enhanced and Role 3 
Hospitals 


Navy Trauma Training 
Center (NTTC) 


Phase I for USMC  


Phase III for all others 


Prior to deployment 


MANDATORY 


for FRSS or STP USMC Billets  
regardless of theater location – Director, Capabilities 
Development Directorate letter C134 of 13 Nov 2013 


MANDATORY 


One-time experience if going  
to Role 2 Light Maneuver units 


Highly recommended per United States Central Command 
(USCENTCOM) Fiscal Year (FY) 2020 and FY 2021  


Theater Training Requirements  
Date Time Group (DTG) 091425Z Jan 19 


NTTC holds 11 iterations/year and has 24 seats per class 


Navy Medicine (NAVMED) quota managed and funded by 
NAVMEDOPTRACTR 


Will earn approximately 65 continuing medical  
education (CME) credits 


Highly recommended for other appropriate specialties 


Coordinate training opportunities at usarmy.jbsa.medcom-
aisr.education@mail.mil or commercial (210) 916-0994 


1. Training conducted at any Service-specific trauma training
center (e.g., Los Angeles, Miami, Baltimore, Cincinnati, etc.).


2. Completed Trauma Fellowship within last 3 years.


3. Actively engaged in ongoing care of trauma patients
(moonlighting as defined by parent command).


4. Theater Trauma Systems Clinical Practice Guidelines (CPG)
familiarization training within past 3 months.


5. Emergency War Surgery Course (EWSC).


6. Advanced Surgical Skills for Exposure in Trauma (ASSET)
course or ASSET plus (2-day course) plus CPGs familiarization
training within past 3 months.


Physicians, (trauma 
surgeons) assigned to 
patient care delivery 
positions in a Role 1; 


Role 2 Light 
Maneuver or Forward 


Surgical Teams 
Elements; Role 2 


Enhanced and Role 3 
Hospitals 


EWSC 


Phase I Training Within 180 days prior 
to deployment. 


MANDATORY 


U.S. CENTCOM FY 2020 and FY 2021 Theater Training 
Requirements DTG 091425Z Jan 19 


EWSC is offered through Defense Medical Readiness Training Institute 
(DMRTI) and is open to surgeons, physicians, nurses, advanced practice 


registered nurses (APRN), and physician assistants (PA) 


Quota management provided by surgery specific specialty leader 


1. Joint Forces Combat Trauma Management Course
(JFCTMC) offered through the U.S. Army Medical Center of
Excellence (MEDCoE).


2. NTTC or other Service trauma training program (e.g., Army
Trauma Training Center ((ATTC)/Center for Sustainment and
Trauma Readiness Skills (CSTARS)).


3. Completed Trauma Fellowship within last 3 years.


4. Actively engaged in the ongoing practice of Trauma Surgery
(moonlighting at Level 1 Trauma Center as defined by parent
command).


5. ASSET course or ASSET plus (2-day course) plus CPGs
familiarization within past 3 months.


Enclosure (1)
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TRAUMA TRAINING REQUIREMENTS FOR DEPLOYING NAVY MEDICAL DEPARTMENT PERSONNEL 


Physicians Course Timing Requirement* Special Information/Comments Acceptable Alternatives


All 


Tactical Combat Casualty 
Care (TCCC) 


Phase I Training 


Within 180 days of 
deployment 


MANDATORY 


BUMEDINST 1510.25A 


USCENTCOM FY 2020 and 2021 Theater Training 
Requirements  


DTG 091425Z Jan 19 


United States Africa Command (AFRICOM) 
Reporting Instruction ACI 1700.14A 


Provides standardized training for all trauma care at the point 
of injury and for tactical evacuation. 


Training should be completed at parent command or Naval Expeditionary 
Medical Training Institute (NAVEXMEDTRAINST) by TCCC trainers. 


Direct TCCC training questions or concerns to NAVEXMEDTRAINST 
training officer at (760) 725-7121 ext. 217 or 


usn.pendleton.navmedotcnemtica.list.tcccqc@mail.mil 


None 


All orthopedic and 
general surgeons. 


Combat Extremity 
Surgery Course (CESC) 


Phase I Training 


New orthopedic surgeons: 
within their 1st year 


All other orthopedic surgeons:  
every 3 years 


Strongly recommended - not required 


CESC is offered at: 


1. ATTC


2. Society of Military Orthopedic Surgeons Conference Quota management
provided by orthopedic specialty leader.


1. NTTC.


2. EWSC.


3. Completed orthopedic trauma fellowship in last 3 years. Actively
engaged in the ongoing practice of orthopedic trauma surgery
(moonlighting as defined by parent command).


4. Theater Trauma Systems CPGs familiarization training within past
3 months.


All physicians 
(surgeons and non-


surgeons) assigned to 
patient care delivery 


positions in a 
Role 2 Light 


Maneuver or Forward 
Surgical Teams 


Elements; Role 2 
Enhanced and Role 3 


Hospitals. 


Fundamentals of Critical Care 
Support (FCCS) Course Within 3 years of deployment 


Strongly recommended - not required 


Certification is good for 4 years 


FCCS is offered by the Society of Critical Care Medicine (SCCM). 


1. Critical Care additional qualification designator (AQD) or
subspecialty code.


2. Actively engaged in ongoing care of trauma and critical care
patients (moonlighting as defined by parent command).


All deploying 
surgeons assigned to 
patient care delivery 
positions in Role 2 
Light Maneuver or 
Forward Surgical 
Teams Elements; 


Role 2 Enhanced and 
Role 3 Hospitals. 


ASSET Course Within 180 days of deployment 


Strongly recommended – not required 


ASSET is offered through the ACS and teaches surgical exposure of anatomic 
structures that, when injured, may pose a threat to life or limb. 


1. NTTC.


2. EWSC.


3. Completed orthopedic trauma fellowship in last 3 years.
Actively engaged in the ongoing practice of orthopedic trauma
surgery (moonlighting as defined by parent command).


4. Theater Trauma Systems CPGs familiarization training within
past 3 months.


All deploying 
surgeons, emergency 
medicine physicians, 


and intensivists 
assigned to patient 


care delivery 
positions in a Role 2 
Light Maneuver or 
Forward Surgical 
Teams Elements; 


Role 2 Enhanced and 
Role 3 Hospitals Role 
2 LM (FST); Role 2 


Enhanced. 


Resuscitative Endovascular 
Balloon Occlusion of the Aorta 


(REBOA) training 
Within 180 days of deployment 


Strongly recommended – not required 


REBOA training is offered through the ACS Basic Endovascular Skills for 
Trauma course. 


Training should offer both didactic and hands-on REBOA training; courses that 
use cadavers are preferred. 


Training should be approved by specialty leaders. 


None. 
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Physicians Course Timing Requirement* Special Information/Comments Acceptable Alternatives 


All land based 
medical units and 


medical sections & 
elements organically 


supporting a non-
medical organization, 


organized with the 
mission to provide 
Role 1 (unit level) 


through Role 3 
(hospitalization) 


medical care, will 
train a minimum of 
one (1) chemical, 


biological casualty 
management team. 


Medical Management of Chemical 
and Biological Casualties 


(MMCBC) 
or 


Field Management of Chemical 
and Biological Casualties 


(FMCBC) 


18-months prior to deployment Strongly recommended - not required 


MMCBC Course provides selected Medical Corps, Nurse Corps, Dental Corps, and Medical 
Service Corps officers familiarization with the principles, management, and treatment of 
acute chemical or biological warfare injuries in the operational environment.  This course is 
clinically intensive.  Satisfies NMAP requirements for medical management of chemical and 
biological casualties.  Candidates assigned to the operating forces or an identified 
mobilization platform have priority for quotas. 
https://www.med.navy.mil/sites/nmotc/opmed/Pages/MedicalManagementofChemicalandBi
ologicalCasualtiesMMCBCCourse.aspx 


FMCBC Course provides selected allied health science Medical Service Corps officers, 
physician assistants, and Hospital Corpsmen familiarization with the principles, 
management, and treatment of acute chemical and biological warfare injuries in the 
operational environment.  This course is similar to MMCBC, but less clinically intensive. 
Satisfies NMAP requirements for Medical Management of Chemical and Biological 
Casualties. 
https://www.med.navy.mil/sites/nmotc/opmed/Pages/FieldManagementofChemicalandBiolo
gicalCasualtiesFMCBCCourse.aspx 


None. 


All 


Joint Theater Clinical Practice 
Guidelines (CPGs) and 
USCENTCOM Clinical 


Operating Protocols (CCOP) 
Familiarization Training 


Within 180 days of deployment 
MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training Requirements 
DTG 091425Z Jan 19 


CPGs can be accessed on non-internet protocol router (NIPR) Web site at 
http://jts.amedd.army.mil.  CCOPs can be accessed at: 
https://intelshare.intelink.gov/sites/ccsg/sitepages/ccsg-clnops.aspx.  In addition to personnel 
listed, personnel assigned to patient care roles during evacuation will have a working 
knowledge of Joint Trauma System (JTS) trauma forms and how to access their location 
within 180 days prior to deployment.  Trauma forms can be accessed on the NIPR Web site 
at http://jts.amedd.army.mil.  For quality care and patient safety Joint Theater CPGs will be 
used to guide medical personnel in the delivery of evidence-based care in the USCENTCOM 
area of responsibility (AOR). 


None. 


All 
Theater Medical Information 


Systems Familiarization Training Within 90 days of deployment 


MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training Requirements 
DTG 091425Z Jan 19 


Per CCR 40-5, Medical Information Systems of 19 April 2018, for minimum required 
systems to be trained on and user account roles for medical and nonmedical personnel refer 
to policy and the user roles account matrix at NIPR Web site at 
https://intelshare.intelink.gov/sites/ccsg/HIMFolders/Policies%20and%20Important%20Doc
uments and secure internet protocol router (SIPR) Web site at 
https://ccj6.rel.centcom.smil.mil/R_DIV/RDP/Shared%20%Documents/CCR%2040-5.pdf 
Appendix B.  The documents are listed under the policies and important documents folder. 
Personnel will complete familiarization training with the applicable medical information 
system(s) within 3 months of deployment.  Desired proficiency for this task is that personnel 
will have established their user accounts and have a functional understanding of the systems 
they will use. 


None. 
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Dentists and 
Oral Surgeons 


Course Timing Requirement* Special Information/Comments Acceptable Alternatives


All Dental Corps 
officers assigned to 
Fleet Marine Force, 


sea duty, 
construction 


battalions, or to 
NMAP platforms 


 
 


C4, or ATLS, or Prehospital 
Trauma Life Support 


(PHTLS) 
 


Phase I Training 


Prior to assignment MANDATORY 


BUMEDINST 1500.15F 


ATLS and PHTLS are included in C4 


ATLS certification is good for 4 years 
PHTLS certification is good for 4 years 


NAVMED quota managed and funded by NAVMEDOPTRACTR. 


Note:  Physician training is primary ATLS emphasis and target audience. 
Non-physician attendance is contingent on quota availability. 


None. 


All Dental Corps 
officers assigned to 
outside continental 


United States  
duty stations, 
operational 
assignments  
or to NMAP 


C4, or ATLS, or Prehospital 
Trauma Life Support 


(PHTLS) 


Phase I Training 


Prior to assignment MANDATORY 


BUMEDINST 1500.15F 


ATLS and PHTLS is included in C4. 


ATLS certification is good for 4 years 
PHTLS certification is good for 4 years 


NAVMED quota managed and funded by NAVMEDOPTRACTR. 


Note:  Physician training is primary ATLS emphasis and target audience. 
Non-physician attendance is contingent on quota availability. 


None. 


All deployed 
Dental Corps 


officers 


C4 


Phase I Training 
Once in career 


Desirable, but not required 


OPNAVINST 6320.7A/MCO 6320.7A 


NAVMED quota managed and funded by NAVMEDOPTRACTR. None. 


Dental Corps 
officers with 


the 
subspecialty 


codes of 1750 
(oral and 


maxillofacial 
surgery) and 


1760 
(periodontics) 
who will be 
providing 
sedation in 


their practice 


ACLS or ALS 


Maintain current at  
all times with 


recertification every 
2 years 


MANDATORY 


BUMEDINST 6710.67C 


Certification is good for 2 years 


Executive Sponsor:  AHA ARC 


None. 


Per 
USCENTCOM 
Memo, Killed 


In Action 
Reduction 
Initiative 


Update, dated  
6 Nov 2017  


TCCC  
for Medical Personnel  


180 days prior to 
deployment  


MANDATORY 


USCENTCOM FY 2020 and FY 2021 Theater Training Requirements 
 DTG 091425Z Jan 19 


Information is available at https://deployedmedicine.com 
None. 
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TRAUMA TRAINING REQUIREMENTS FOR DEPLOYING NAVY MEDICAL DEPARTMENT PERSONNEL 


Nurses Course Timing Requirement* Special Information/Comments Acceptable Alternatives 


All deployment 
critical 


subspecialties  
(primary, 


secondary, 
tertiary) of 1945, 
1950, 1960, and 


1972 


Trauma Nurse Core 
Course (TNCC) 


Phase I Training 


Maintain current at all 
times with recertification 


every 4 years 


MANDATORY 


All 1945, 1950, 1960 and 1972 Specialty Codes 
BUMEDINST 1500.15F 


Executive Sponsor:  Emergency Nurses Association (ENA) Certification 
good for 4 years 


For Certified Registered Nurse Anesthetists and Nurse Practitioners, ATLS 
is preferred.  Strongly Recommended for all others. 


Note:  TNCC is taught the first 3 days of C4 for NC officers 


1. Advanced Trauma Nurse Course sponsored by Society of Trauma
Nurses.


2. Actively engaged in the on-going practice of Emergency Trauma
Resuscitation Nursing (moonlighting at a Level 1 Trauma Center as
defined by parent command).


All deployment 
critical 


subspecialties  
(primary, 


secondary, 
tertiary) of 1945, 
1950, 1960, and 


1972 


ACLS or ALS 


Phase I Training 


Maintain current at  
all times with 


recertification every 
2 years 


MANDATORY 


All 1945, 1950, 1960 and 1972 Specialty Codes 
BUMEDINST 1500.15F 


Certification is good for 2 years 


Executive Sponsor:  AHA, ARC None. 


All 
C4 


Phase I Training 
Once in career Strongly recommended-not required 


TNCC is included for nurses. 
NAVMED quota managed and funded by NAVMEDOPTRACTR 


Prior deployed "combat care" experience with Fleet Hospital, EMF, 
duty with USMC or Army. 


Those assigned to 
EnRoute Care 


roles and billets 


Joint EnRoute Care 
Course (JECC) 


Phase I or III Training 


Within 3 years 
of deployment 


MANDATORY 


for Registered Nurses (RN) assigned to USMC enroute care 
(ERC) billets and the critical care nurse for each of the nine 


Fleet Surgical Teams 


USMC ERC:  MARADMIN; ERC Team Training 
Requirements; DTG 251454Z May 10  


JECC is offered through the U.S. Army School of Aviation Medicine,  
Fort Rucker, Alabama. 


Navy registration:  (334) 255-9425 


 JECC Prerequisites: 


1. NAVMED 6410/15 Clearance for Non-Aircrew Personnel to Perform
Mission Essential Non-Flight Safety Related Duties in USN or USMC Aircraft 
required prior to attending FMC or JECC. 


2. Must successfully complete Non-Aircrew NASTP class III or V-22
survival training. 


ERC nurses MUST be Critical Care (1960) or Emergency/Trauma (1945) 
Specialties.  Do not substitute medical-surgery nurses or other nurse specialties. 


Strongly recommended for other 1960s and 1945s assigned 
to Fleet and USMC platforms 


Waived for nurses assigned to flight nurse billets. 


Non-waiverable if assigned to USMC ERC billets. 


Currently, only USMC billets associated with FRSSs or STPs 
have coded ERC billets. 


Those assigned to: 
FRSS or STP 


USMC 
billets and those  


assigned to patient 
care delivery 


positions  
in a Role 1; Role 
2 Light Maneuver 
(LM) or Forward 
Surgical Teams 


Elements; Role 2 
Enhanced and 


Role 3 Hospitals 


NTTC 


Phase I for USMC  
Phase III for all others 


Prior to deployment 


MANDATORY 


for FRSS and STP USMC Billets regardless of theater location 
Director, Capabilities Development Directorate ltr C134 of 13 Nov 


2013 
MANDATORY 


One-time experience if going to 
Role 2 LM units 


Highly recommended per USCENTCOM FY 2020 and FY 2021 
Theater Training Requirements DTG 091425Z Jan19 


This training carries additional qualification designator (AQD) which is good 
for 2 years 


NTTC holds 11 iterations per year and has 24 seats per class (6 MC seats, 
3 NC seats, and 15 HM seats) 


NAVMED quota managed and funded by NAVMEDOPTRACTR  
Highly recommended for other applicable specialty areas 


1. Training conducted at any Service-specific trauma training center
(e.g., Los Angeles, Miami, Baltimore, Cincinnati, etc.).


2. Actively engaged in ongoing care of trauma patients (moonlighting at
Level 1 Trauma Center as defined by Parent Command).


3. Theater Trauma Systems CPGs familiarization training within past 3
months.
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TRAUMA TRAINING REQUIREMENTS FOR DEPLOYING NAVY MEDICAL DEPARTMENT PERSONNEL 


Nurses Course Timing Requirement* Special Information/Comments Acceptable Alternatives


All 
TCCC 


Phase I Training 
Within 180 days of 


deployment 


MANDATORY 


BUMEDINST 1510.25A 


USCENTCOM FY 20-21Theater Training Requirements DTG 
091425Z Jan19 


AFRICOM Reporting Instruction ACI 1700.14A 


Provides standardized training for all trauma care at the  
point of injury and for tactical evacuation. 


Training should be completed at parent command or 
NAVEXMEDTRAINST by TCCC trainers 


Direct TCCC training questions or concerns to NAVEXMEDTRAINST 
training officer at (760) 725-7121 ext. 217 or 


usn.pendleton.navmedotcnemtica.list.tcccqc@mail.mil 


None 


All deployment 
critical 


subspecialties 
(1945s, 1950s, 


1960s) 


Emergency Nursing 
Pediatrics Course 


Phase I Training 


Within 2 years prior to 
deployment 


Strongly recommended-not required 
Certification is good for 4 years 


Executive Sponsor:  ENA, see ENA Web site (http://www.ena.org) to find 
a list of courses offered by State 


None 


All deployment 
critical 


subspecialties  
(1945s, 1950s, 


1960s) 


Advanced Burn Life 
Support (ABLS) 


Phase I Training 


Within 2 years prior to 
deployment 


Strongly recommended-not required 
ABLS is offered through DMRTI exportable training.  For list of courses 


contact DMRTI ABLS Section, (210) 295-0358 
E-mail address: dha.jbsa.education-trng.list.dmrti-abls@mail.mil


Registration good for 4 years 


None 


All assigned to 
patient care 


delivery positions 
in a Role 2 Light 


Maneuver or 
Forward Surgical 
Teams Elements; 
Role 2 Enhanced 


and Role 3 
Hospitals 


FCCS Course Within 3 years of deployment Strongly recommended - not required Certification is good for 4 years 


FCCS is offered by the SCCM. 


1. Critical Care AQD or subspecialty code.


2. Actively engaged in ongoing care of trauma and critical care patients
(moonlighting as defined by parent command).


All deploying 
nurses with  


critical 
subspecialty 


(1950s) 


Sterilization Training 


Phase III Training 


Initially and within 90 days of 
deployment  


Strongly recommended - not required 


BUMEDINST 1500.33A 


Sterilization skill set is included in a 1950's core competency. 1. 3-week intensive on the job sterile processing department training at
parent command.


2. Pre-deployment sterilization equipment familiarization based on assigned
platform authorized medical allowance list.


Those assigned to 
patient care 


delivery positions 
in a Role 1; Role 2 
Light Maneuver or 
Forward Surgical 
Teams Elements; 
Role 2 Enhanced 


and Role 3 
Hospitals 


EWSC 


Phase I Training 
Within 180 days prior 


to deployment. 


Strongly recommended - not required 


EWSC is offered through DMRTI and is open to surgeons, physicians, 
nurses, advanced practice registered nurses (APRN), and physician 


assistants (PA) 


Quota management provided by surgery specific specialty leader 


1. JFCTMC offered through MEDCoE.


2. NTTC or other Service trauma training program (e.g., ATTC or
CSTARS). 


3. Completed Trauma Fellowship within last 3 years.


4. Moonlighting at Level 1 Trauma Center, as defined by parent
command.


5. ASSET course or ASSET+ (2-day course) plus CPGs familiarization
within past 3 months.


All 


Joint Theater CPGs and 
USCENTCOM Clinical 


Operating Protocols 
(CCOPs) 


Familiarization Training Within 180 days of deployment 


MANDATORY 


USCENTCOM FY 20-21 Theater Training Requirements  


DTG 091425Z Jan 19 


CPGs can be accessed on NIPR Web site at, http://jts.amedd.army.mil. 
CCOPs can be accessed at: 
https://intelshare.intelink.gov/sites/ccsg/sitepages/ccsg-clnops.aspx.  In 
addition to personnel listed, personnel assigned to patient care roles during 
evacuation will have a working knowledge of JTS trauma forms and how to 
access their location within 180 days prior to deployment. Trauma forms 
can be accessed on the NIPR Web site at http://jts.amedd.army.mil.  For 
quality care and patient safety, Joint Theater CPGs will be used to guide 
medical personnel in the delivery of evidence-based care in the 


None. 


All 


Theater Medical 
Information Systems 


Familiarization Training 


Within 90 days of deployment 


MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training Requirements 
DTG 091425Z Jan 19  


Per CCR 40-5, Medical Information Systems of 19 April 2018, for 
minimum required systems to be trained on and user account roles for 
medical and nonmedical personnel refer to policy and the user roles 
account matrix NIPR Web site at 
https://intelshare.intelink.gov/sites/ccsg/HIMFolders/Policies%20and%20I
mportant%20Documents and SIPR Web site at 
https://ccj6.rel.centcom.smil.mil/R_DIV/RDP/Shared%20%Documents/CC
R%2040-5.pdf Appendix B.  The documents are listed under the policies 
and important documents folder.  Personnel will complete familiarization 
training with the applicable medical information system(s) within 3 months 
of deployment.  Desired proficiency for this task is that personnel will have 
established their user accounts and have a functional understanding of the 
systems they will use. 


None. 
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Physician 
Assistants 


Course Timing Requirement* Special Information/Comments Acceptable Alternatives


All 
C4 


Phase I Training 
Once in career Strongly recommended-not required 


PHTLS or ATLS is included in C4 for PAs. 
NAVMED quota managed and funded by NAVMEDOPTRACTR 


     Prior deployed combat care experience with Fleet Hospital, EMF, or 
     duty with USMC or Army. 


All 
ATLS and ACLS or 


ALS 


Phase I Training 


Maintain current through 
deployment 


MANDATORY 


BUMEDINST 1500.15F 


ATLS certification is good for 4 years  
ACLS certification is good for 2 years 
ALS certification is good for 2 years 


Executive Sponsor:  ACS, AHA, ARC 


None 


PAs assigned to 
patient care delivery 
positions in a Role 


1; Role 2 Light 
Maneuver or 


Forward Surgical 
Teams Elements; 
Role 2 Enhanced 


and Role 3 
Hospitals 


EWSC 


Phase I Training 


Within 180 days prior to 
deployment 


One-time requirement 
Strongly recommended - not required 


EWSC is offered through DMRTI and is open to surgeons, physicians, 
nurses, APRNs, and PAs.  Quota management provided by surgery 


specific specialty leader. 


1. JFCTMC offered through MEDCoE.
2. NTTC or other service trauma training program (e.g., ATTC or
CSTARS).
3. Actively engaged in the ongoing practice of Trauma Care
(moonlighting at Level 1 Trauma Center).
4. Theater Trauma Systems CPGs familiarization training within past
3 months.
5. ASSET course or ASSET+ (2-day course) plus CPGs familiarization
within past 3 months.


Those assigned 
to: FRSS or STP 


USMC 
billets and those 


assigned to patient 
care deliver 


positions in a Role 
1; Role 2 Light 
Maneuver or 


Forward Surgical 
Teams Elements; 
Role 2 Enhanced 


and Role 3 
Hospitals 


NTTC 


Phase I for USMC 
Phase III for all others 


Prior to deployment 


MANDATORY 


for FRSS or STP USMC Billets regardless of theater  
location - Director, Capabilities Development Directorate ltr 


C134 of 13 Nov 2013 


MANDATORY 


One-time experience if going to 
Role 2 LM units 


Carries AQD which is good for 2 years 


NTTC holds 11 iterations per year and has 24 seats per class 
(6 Medical Corps (MC) seats, 3 Nurse Corps (NC) seats, and  


15 Hospital Corpsmen (HM) seats) 
PAs may fill any of the empty class seats 


Navy Medicine quota managed and funded by 
NAVMEDOPTRACTR  


Will earn approximately 65 CME credits 
Highly recommended for other applicable specialty areas 


1. Training conducted at any Service-specific trauma training center
(e.g., Los Angeles, Miami, Baltimore, Cincinnati, etc.).


2. Theater Trauma Systems CPGs familiarization training within past 3
months.


All assigned to 
patient care delivery 


positions in a 
Role 2 Light 


Maneuver or Forward 
Surgical Teams 


Elements; Role 2 
Enhanced and Role 3 


Hospitals 


FCCS Course Within 3 years of 
deployment 


Strongly recommended - not required Certification good for 4 years  


FCCS is offered by the SCCM 


1. Critical Care AQD or subspecialty code


2. Actively engaged in ongoing care of trauma and critical care patients
(moonlighting as defined by parent command).


All 
TCCC 


Phase I Training 


Within 180 days of 
deployment 


MANDATORY 


BUMEDINST 1510.25A 


USCENTCOM FY 2020 and 2021 Theater Training 
Requirements DTG 091425Z Jan 19 


AFRICOM Reporting Instruction ACI 1700.14A 


Provides standardized training for all trauma care at the  
point of injury and for tactical evacuation. 


Training should be completed at parent command or 
NAVEXMEDTRAINST by TCCC trainers. 


Direct TCCC training questions or concerns to 
NAVEXMEDTRAINST training officer at (760) 725-7121 


ext.217 or usn.pendleton.navmedotcnemtica.list.tcccqc@mail.mil 


None 


All 
ABLS 


Phase I Training 


Within 1 year prior to 
deployment Strongly recommended-not required 


Certification is good for 4 years 


Course is offered through DMRTI exportable training. 
None 


All orthopedic  PAs 
CESC 


Phase I Training 
Within 1 year prior to 


deployment 
Strongly recommended-not required Applies ONLY to physician assistants holding the 6HL AQD. None 


All deploying PAs Sterilization Training 


Phase III Training 


Within 180 days of 
deployment 


Strongly recommended – not required None 


All 


Joint Theater CPGs and 
USCENTCOM Clinical 


Operating Protocols 
Familiarization Training 


Within 180 days of 
deployment 


MANDATORY 


USCENTCOM FY 2020 and FY 2021 Theater Training 
Requirements DTG 091425Z Jan 19 


CPGs can be accessed on NIPR Web site:  http://jts.amedd.army.mil. CCOPs 
can be accessed at: https://intelshare.intelink.gov/sites/ccsg/sitepages/ccsg-
clnops.aspx. In addition to personnel listed, personnel assigned to patient care 
roles during evacuation will have a working knowledge of JTS trauma forms 
and how to access their location within 180 days prior to deployment. Trauma 
forms can be accessed on the NIPR Web site at: http://jts.amedd.army.mil. For 
quality care and patient safety, Joint Theater CPGs will be used to guide 
medical personnel in the delivery of evidence-based care in the USCENTCOM 
AOR. 


None. 
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Physician 
Assistants 


Course Timing Requirement* Special Information and Comments Acceptable Alternatives 


All 


Theater Medical 
Information Systems 


Familiarization Training Within 90 days of deployment 


MANDATORY 
USCENTCOM FY 2020 and FY 2021 Theater Training 


Requirements DTG 091425Z Jan 19 


Per CCR 40-5, Medical Information Systems of 19 April 2018, for minimum 
required systems to be trained on and user account roles for medical and nonmedical 
personnel refer to policy and the user roles account matrix at 
NIPR Web site 
https://intelshare.intelink.gov/sites/ccsg/HIMFolders/Policies%20and%20Important
%20Documents and SIPR: 
https://ccj6.rel.centcom.smil.mil/R_DIV/RDP/Shared%20%Documents/CCR%2040
-5.pdf Appendix B.  The documents are listed under the policies and important
documents folder.  Personnel will complete familiarization training with the
applicable medical information system(s) within 3 months of deployment.  Desired
proficiency for this task is that personnel will have established their user accounts
and have a functional understanding of the systems they will use.


None. 
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Hospital 
Corpsmen 


Course Timing Requirement* Special Information/Comments Acceptable Alternatives


All 
TCCC 


Phase I Training 
Within 180 days of 


deployment 


MANDATORY 


BUMEDINST 1510.25A 


USCENTCOM FY 2020 and FY 2021 Theater Training Requirements  
DTG 091425Z Jan 19 


AFRICOM Reporting Instruction ACI 1700.14A 


Provides standardized training for all trauma care at the  
point of injury and for tactical evacuation.  Training should be completed 


at parent command or NAVEXMEDTRAINST by TCCC trainers 
. 


Direct TCCC training questions or concerns to NAVEXMEDTRAINST 
training officer at (760) 725-7121 ext. 217 or 


usn.pendleton.navmedotcnemtica.list.tcccqc@mail.mil 


None 


Those assigned to: 
FRSS or STP USMC 


billets and those 
assigned to patient 


care deliver positions 
in a Role 1; Role 2 
Light Maneuver or 
Forward Surgical 
Teams Elements; 


Role 2 Enhanced and 
Role 3 Hospitals 


NTTC 


Phase I for USMC 
Phase III  for all 


others 


Prior to deployment 


MANDATORY 


for FRSS or STP USMC Billets regardless of theater location Director, Capabilities 
Development Directorate letter C134 of 13 Nov 2013 


One-time experience if going to Role 2 Light Manuever units 


Highly recommended per USCENTCOM FY 2020 and FY 2021 Theater Training 
Requirements DTG 091425Z Jan 19 


NTTC holds 11 iterations/year and has 24 seats per class 


NAVMED quota managed and funded by NAVMEDOPTRACTR 
Highly recommended for other applicable specialty areas 


Training conducted at any Service-specific trauma 
training center (e.g., Los Angeles, Miami, 
Baltimore, Cincinnati, etc.). 


Those assigned to 
ERC roles or billets 


JECC and 
Flight Medic 


Course 


Phase I or III Training 


Within 3 years of 
deployment 


MANDATORY 


For Hospital Corpsmen assigned to one of the 33 HM USMC ERC Billets 


USMC ERC:  MARADMIN; ERC Team Training Requirements; 
DTG 251454Z May10 


JECC is offered through the Army School of Aviation Medicine, 
Fort Rucker, Alabama.  Navy registration:  (334) 255-9425 


 JECC Prerequisites: 
1. FMC, a 7-week course conducted at Naval Aerospace Medical


Institute, NAS Pensacola.
2. NAVMED 6410/15 Clearance for Non-Aircrew Personnel to


Perform Mission Essential Non‐Flight Safety Related Duties in
USN or USMC Aircraft required prior to attending FMC or JECC.


3. Must successfully complete Non-Aircrew NASTP class III/V-22
survival training.


1. Not waiverable if assigned to one of the 33 HM
USMC ERC billets.  Currently, only USMC
billets associated with STPs or FRSSs have
coded ERC billets.


2. Must repeat JECC after 3 years unless actively
engaged in the practice of critical care transport
(moonlighting as directed by parent command).


All independent duty 
corpsmen assigned to 


outside continental  
United States  
duty stations, 
operational 


assignments or to 
NMAP 


ACLS or ALS 


Phase I Training 


Maintain current at  
all times with recertification every 


2 years 


MANDATORY 


BUMEDINST 1500.15F 


ACLS certification is good for 2 years 
ALS certification is good for 2 years 


Executive Sponsors:  AHA ARC 
None. 


All assigned to patient care 
delivery positions in a 


Role 2 Light Maneuver or 
Forward Surgical Teams 


Elements; Role 2 
Enhanced and Role 3 


Hospitals 


FCCS Course Within 3 years of deployment Strongly recommended – not required 
Certification good for 4 years 


FCCS is offered by the SCCM 


      Actively engaged in ongoing care of trauma  
      and critical care patients (moonlighting as   
      defined by parent command). 


All deploying HMs 
with the following 


navy enlisted 
classification (NEC) 


codes 


(L23A, L33A) 


Sterilization Training 


Phase III Training 


Initially and within 90 days of 
deployment 


Strongly recommended – not required 
Sterilization skill set is included in a NEC L23A & L33A core competencies 


1. 3-week intensive on the job sterile processing
department training at parent command.


2. Pre-deployment sterilization equipment
familiarization based on assigned platform authorized 
medical allowance list and authorized dental allowance list 
(ADAL). 


All 


Joint Theater CPGs and 
USCENTCOM Clinical 


Operating Protocols 
Familiarization Training 


Within 180 days of deployment 


MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training Requirements 


DTG 091425Z Jan 19 


CPGs can be accessed on NIPR Web site at http://jts.amedd.army.mil. CCOPs 
can be accessed at: https://intelshare.intelink.gov/sites/ccsg/sitepages/ccsg-
clnops.aspx.  In addition to personnel listed, personnel assigned to patient care 
roles during evacuation will have a working knowledge of JTS trauma forms 
and how to access their location within 180 days prior to deployment.  Trauma 
forms can be accessed on the NIPRWeb site at http://jts.amedd.army.mil.  For 
quality care and patient safety, Joint Theater CPGs will be used to guide 
medical personnel in the delivery of evidence-based care in the USCENTCOM 
AOR. 


None 


All 


Theater Medical 
Information Systems 


Familiarization Training 


Within 90 days of deployment 


MANDATORY 


U.S. CENTCOM FY 2020 and 2021 Theater Training Requirements   


DTG 091425Z Jan 19 


Per CCR 40-5, Medical Information Systems of 19 April 2018, for minimum 
required systems to be trained on and user account roles for medical and 
nonmedical personnel refer to policy and the user roles account matrix at NIPR 
Web site: 
https://intelshare.intelink.gov/sites/ccsg/HIMFolders/Policies%20and%20Impo
rtant%20Documents and SIPR Web site: 
https://ccj6.rel.centcom.smil.mil/R_DIV/RDP/Shared%20%Documents/CCR%
2040-5.pdf Appendix B.  The documents are listed under the policies and 
important documents folder.  Personnel will complete familiarization training 
with the applicable medical information system(s) within 3 months of 
deployment.  Desired proficiency for this task is that personnel will have 
established their user accounts and have a functional understanding of the 
systems they will use. 


 
None 
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Collateral Duty Course Timing Requirement* Special Information/Comments Acceptable Alternatives 


Infection control 
officer, as a 


collateral duty, for 
one licensed 


medical provider 
(physician, PAs,  


APRN, RNs)  
per each 


Role 2 plus, Role 3 
medical treatment 


facility. 


Infection Control 
Officer Training 


12 months prior 
to deployment 


MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training 
Requirements DTG 091425Z Jan 19 


U.S. Army MEDCoE offers a 5-day course open 
to all Services titled Infection Control in a Deployed Environment (6A-F22).  


Course information available Web site at 
https://www.atrrs.army.mil/atrrscc/ 


Select new search and search for 6A-F22 in the course number. 


None 


Sexual Assault 
Medical Forensic 


Examiner 
(SAMFE) as a 


collateral duty. A 
minimum of  


one per each Role 
2 plus and Role 3 
medical treatment 


facility. 


SAMFE Course 
Within 12 months of 


deployment 


MANDATORY 


DoDI 6495.02 


USCENTCOM FY 2020 and 2021 Theater Training 
Requirements DTG 091425Z Jan 19 


SAMFE includes:  Sexual Assault Nurse Examiner (SANE),  
Sexual Assault Forensic Examiner (SAFE), Sexual Assault Examiner 
(SAE), and Forensic Examiner (FE).  Must hold a current, active, valid and 
unrestricted license as a Physician, PA, APRN or RN. 


Documentation of 40 continuing education hours (comprehensive health 
education, CME, or CEU) of SAMFE didactic course instruction meeting 
DoDI 6495.02 and U.S. Department of Justice National Training Standards 
found at: 
https://www.justice.gov/ovw/sexual-assault. 


For course quota management, contact the Regional Sexual Assault Program 
Manager at Naval Medical Forces Atlantic (757) 953-7637 or Naval Medical 
Forces Pacific (619) 767-6669. 


None. 


Joint Trauma 
System Training 


Joint Trauma System 
Training 


Within 12 months of 
deployment 


MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training Requirements 
DTG 091425Z Jan 19 


A minimum of one trauma coordinator per Role 2 enhanced and Role 3 
medical treatment facilities.  Trauma coordinators will have a working 
knowledge of the essential information systems and processes used to 
support the DoD Trauma Registry (DoDTR) database to analyze and 
evaluate clinical decision-making and to measure subsequent outcomes for 
improving treatment modalities. 


None 


Trauma Medical 
Director, 


sometimes called 
the Trauma Czar 


or Deputy 
Commander for 


Clinical Services, 
and the trauma 


program manager, 
previously called 
the Trauma Nurse 
Coordinator, who 
is dual hatted role 
of Patient Safety 


Manager 


The Joint Trauma 
System Performance 
Improvement Course 


Within 3 to 6 months of 
deployment 


MANDATORY 


USCENTCOM FY 2020 and 2021 Theater Training Requirements 
DTG 091425Z Jan 19 


The Trauma Medical Department (TMD) and Trauma Program Manager 
(TPM) will attend the JTS PIC at the Joint Trauma System, BHT1, 
USAISR Bldg., BAMC, Joint Base San Antonio, TX in conjunction with 
the JTS briefings from the JTS Director, Trauma Surgeons, and data team 
at JTS. 


Contact information for the JTS PIC is: usarmy.jbsa.mecom-aisr.list.jts-pi-
education@mail.mil, commercial (210) 539-8278 or DSN (312) 389-8278. 


None 
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All Deploying 
Military Healthcare 


Professionals Course Timing Requirement* Special Information/Comments Acceptable Alternatives 


All 
Detainee Healthcare 


Training 
Prior to deployment 


MANDATORY 


USCENTCOM FY 2018 and FY 2019 Theater Training Requirements  


DTG 231630Z Feb 18 


Course offered on Joint Knowledge Online: 


Advanced Medical Ethics and Detainee Operations Training 
(JP40 P-US176) 


Target Audience:  All deploying medical personnel 


None 


All 
Fresh Whole Blood 


Training 
Prior to deployment 


MANDATORY 


USCENTCOM FY 2020 and FY 2021 Theater Training Requirements  


DTG 231630Z Feb 18 


Training can be found on the Armed Service Blood Program Web site: 


http://www.militaryblood.dod.mil. 


Training will be conducted in accordance with the Joint Trauma System 
CPG for FWB. 


Training will be conducted per 
the Joint Trauma System CPG for FWB 


All 


Concussion and Mild 
Traumatic Brain 


Injury in the deployed 
setting 


Phase I Training 


Within 3 months  
of deployment 


MANDATORY 


DoDI 6490.11, Policy Guidance for Management of Mild Traumatic 
Brain Injury/Concussion of 18 Sep 2012  


Training is located at Navy E-learning 
https://learning.nel.navy.mil/ELIAASv2p/ 


POC for training is the Director, Mental Health (M333) 
Chief, TBI Programs, BUMED 


None 


All 


Military Acute 
Concussion Evaluation 
Version 2 (MACE 2) 


Phase I Training 


Within 3 months 
of deployment 


MANDATORY 


DODI 6490.11, Policy Guidance for Management of  
Mild Traumatic Brain Injury and Concussion of 18 Sep 2012 


Training is located at Navy E-learning 
https://learning.nel.navy.mil/ELIAASv2p/ 


POC for training is the Director, Mental Health (M333) 
Chief, TBI Programs BUMED 


None 


All 


Concussion Training for 
Medical Personnel 
Phase I Training 


Within 3 months  
of deployment 


MANDATORY 


DODI 6490.11, Policy Guidance for Management of  
Mild Traumatic Brain Injury and Concussion of 18 Sep 2012 


Training is located at Navy E-learning 
https://learning.nel.navy.mil/ELIAASv2p/ 


POC for training is the Director, Mental Health (M333) 
Chief, TBI Programs BUMED 


None 
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TRAUMA TRAINING REQUIREMENTS FOR DEPLOYING NAVY MEDICAL DEPARTMENT PERSONNEL 


These requirements were developed by BUMED per CENTCOM and AFRICOM guidance regarding both standard and non-standard forces deploying to the CENTCOM and AFRICOM area of responsibility and supported by BUMEDINST 1500.15F.  The purpose of this document 
 is to annotate trauma training requirements needed for deployment and, as such, consist of medical readiness requirements that should be proactively maintained. 


Additional medical requirements: 


Clinical practice guidelines (CPGs):  All medics, Corpsmen, medical technicians, physicians, PAs, APRNs, and nurses will have a working knowledge of current approved CPGs and how to access their location within 180 days prior to deployment.  CPGs can be accessed on the NIPR Web 
site at https://jts.amedd.army.mil/index.cfm/PI_CPGs/cpgs. 


Medical personnel assigned to administer vaccine or immunizations within the area of responsibility (afloat or ashore), must be appropriately trained and meet continuing education requirements per DoD policy and Service specific guidelines.  At a minimum, training should include vaccine 
storage and handling, vaccine characteristics, contraindications, injection techniques, documentation, managing and reporting adverse events, and anaphylaxis.  All medical personnel filling the role of an immunization technician have a onetime requirement to complete the Standards for 
Quality Immunization Practice Course found on the Joint Knowledge Online Web site at https://jkodirect.jten.mil/.  Medical personnel who provide clinical oversight and management of immunization activities should complete the Immunization Program Leaders Course found on the 
health.mil Web site at https://www.health.mil/vaccines. 


Special Handling and Administration of Blood and Blood Products during Medical Evacuation Training.  All flight medics, enroute care critical care nurses, aeromedical physician assistants, and flight surgeons onboard medical evacuation platform (air and ground) will complete special 
handling and administration of blood and blood products training within 3 months prior to deployment. 


Sexual Assault Forensic Examiner or Sexual Assault Nurse Examiner Training.  One primary and one alternate for each Role 2 and Role 3 facility. 
Tele-behavioral Health Familiarization Training.  All healthcare personnel involved in behavioral healthcare services will complete the Tele-behavioral health familiarization training.  Tele-behavioral health training will include: use of telecommunications equipment (operation and 
troubleshooting), user environment, patients selection criteria, protection of confidentiality, unique patient-to-provider communication, standards of care, medical record documentation requirements, peer review, medication and diagnostic prescribing, management of crisis, performance 
metrics, and patient safety precautions.  Completion of tele-behavioral health training will be documented in the behavioral healthcare provider file and provider privileging per Service policies.  A sample tele-behavioral health training guide is available at 
https://www.us.army.mil/suite/files/30275545. 


Policy Guidance for Medical Personnel Attending Commercial Combat Trauma Training:  Per reference (e), Department of the Navy sponsored combat trauma training, including commercially contracted courses, require BUMED-coordinated evaluation and approval before personnel attend 
training. 


* Chief, BUMED has designated specialty leaders as his agents to adjudicate whether prior training or experience meets requirement.  Waivers are intended to allow flexibility in meeting a requirement, since it is the skills we are interested in, rather than the specific course taken to acquire the
skill.  Waivers are NOT to be used to allow deployment of untrained individuals!  CENTCOM requirements cannot be waived by BUMED.


** Specialty leaders must still grant a waiver.  These alternatives simply provide guidance on other courses that may serve as the basis for requesting a waiver.  The specialty leader has the final decision regarding the adequacy of medical training of the individual for an assignment.  An e-mail 
from the specialty leader is sufficient evidence for command to document in Defense Medical Human Resources System - internet that a waiver has been granted. 


Joint Taxonomy of Care (previously echelons of care): 


Emergency Forward Care - First Responder = Role 1, Basic Emergency or Trauma Care 
Forward Resuscitative Care = Role 2 Light Maneuver, resuscitation to damage control surgery.  No bed or hold capacity. 
Role 2 (Enhanced) is a medical treatment facility capability to stabilize post-surgical cases for evacuation.  
Casualty Receiving and Treatment Ships, Carriers, and USMC Surgical Companies Theater Hospitalization = Role 3 ERC. 
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DEPARTMENT OF THE NAVY 
BUREAU OF MEDICINE AND SURGERY 


7700 ARLINGTON BOULEVARD 
FALLS CHURCH VA 22042 


 
 Canc:  Mar 2022 
                                                  IN REPLY REFER TO 


 BUMEDNOTE 1500 
 BUMED-M7 
           1 Mar 2021 
BUMED NOTICE 1500 
 
From: Chief, Bureau of Medicine and Surgery 
 
Subj: NAVY MEDICINE FLEET TRAINING MANAGEMENT AND PLANNING  
  SYSTEM UTILIZATION 
 
Ref: (a) BUMEDINST 3501.1A  
  (b) BUMEDINST 1500.15F   
  (c) BUMEDINST 1500.29C  
  (d) BUMEDINST 6440.5D 


 (e) Deployable Medical Units Navy Training Systems Plan  
 
Encl: (1) Operational Readiness Training for Deployable Navy Medical Department     
                  Personnel 
 
1. Purpose.  To establish the Fleet Training Management and Planning System (FLTMPS) as 
Navy Medicine’s central data repository for documentation of all required operational medical 
readiness training requirements as specified in references (a) through (d) and reference (e), which 
is located at 
https://es.med.navy.mil/bumed/M7EDUCATIONANDTRAINING/Policies%20%20Documents/
Forms/AllItems.aspx. 
 
2. Scope and Applicability.  This notice applies to all budget submitting office (BSO) 18 
Active and Reserve Component personnel.   
 
3. Background   
 
 a. The mission of Navy Medicine is to ensure the Navy and Marine Corps has 
available, at all times, a healthy military force supported by a combat ready healthcare 
support system.  To meet this mission requirement, Navy Medicine personnel require 
comprehensive training, continuing education, and a centralized training data repository 
source to track and record completion of all relevant training.  Completion of mandatory 
training is one aspect of operational readiness that commanders utilize to assess and 
report platform deployment readiness status.  FLTMPS will serve as Navy Medicine’s 
central data repository for all required operational medical readiness training, as shown in 
enclosure (1). 
 
  
 



https://es.med.navy.mil/bumed/M7EDUCATIONANDTRAINING/Policies%20%20Documents/Forms/AllItems.aspx

https://es.med.navy.mil/bumed/M7EDUCATIONANDTRAINING/Policies%20%20Documents/Forms/AllItems.aspx
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 b. FLTMPS regularly updates the Expeditionary Medicine Platform Augmentation 
Readiness Training Systems (EMPARTS) via the Defense Medical Human Resource 
System-internet (DMHRSi).  This flow of data provides critical extracts to the Readiness 
Cost Reporting Program, which provides essential data for commander assessments in the 
Defense Readiness Reporting System-Strategic to accurately reflect a unit’s capability to 
perform its mission essential tasks.    
 
4. Responsibilities  
 
 a. Assistant Deputy Chief, Training and Education (BUMED-M7B) will:  


 
  (1) Provide policy and guidance for FLTMPS utilization and management.  


 
  (2) Conduct annual review and verification of enclosure (1) contents. 


 
  (3) Provide and advertise to echelon 3 commands any ad hoc updates to enclosure 
(1). 


 
  (4) Oversee FLTMPS utilization via review of Naval Medical Forces Support 
Command Individual Medical Readiness Training Completion Reports.  These reports 
will be prepared quarterly (by 15 January, 15 April, 15 July, 15 October) for each echelon 
3 command, Navy Medicine Readiness and Training Command, and Navy Medicine 
Readiness and Training Unit.  
 
 b. Naval Medical Forces Atlantic and Naval Medical Forces Pacific will: 


 
  (1) Ensure echelon 3 and subordinate commands utilize FLTMPS to document 
enclosure (1) training courses. 


 
  (2) Monitor command compliance with FLTMPS utilization. 
 
 c. Naval Medical Forces Support Command will: 


 
  (1) Implement and manage Navy Medicine’s FLTMPS utilization. 


 
  (2) Prepare and forward to BUMED-M7B quarterly FLTMPS training completion 
reports for the enclosure (1) courses.  


 
 d. Director, Human Resources Systems Support (BUMED-M14) must:  


 
(1) Ensure training completions captured in DMHRSi are associated to the correct 


skill set in EMPARTS.  
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OPERATIONAL READINESS TRAINING  
FOR DEPLOYABLE NAVY MEDICAL DEPARTMENT PERSONNEL 
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Operational Readiness Training Courses Course Identification Number 


Advanced Burn Life Support (ABLS) 6A-C4C(ABLS) 
Advanced Life Support (ALS) MED-R-1500 


 Advanced Trauma Life Support (ATLS) 6A-C4C(ATLS) 
Basic Life Support (BLS) MED-R-1502/1503 
Cold Weather Medicine  B-300-0036 
Combat Casualty Care Course (C4) B-6H-0001 
Combat Extremity Surgery Course (CESC) 6A-A0158 
Detainee Ops Basic Course, Medical Ethics  DMRTI-US019  
Emergency Preparedness Response Course (EPRC)  
- Basic 
  


J3OP-US261 


Emergency Preparedness Response Course (EPRC) 
- Clinician DMRTI-US017 


Emergency Preparedness Response Course  
(EPRC) – Executive and Commander J3OP-US262 


Emergency Preparedness Response Course (EPRC) 
– Operator and Responder J3OP-US260 


Emergency War Surgery Course (EWSC) B-6A-1003 
Expeditionary Medical Facilities (EMF) Phase IIA B-300-2406 
Expeditionary Medical Facilities (EMF) Phase IIB B-300-2407 
Field Management of Chemical and Biological 
Casualties B-6H-3001 


Financial and Material Management Training 
  


B-7D-0002 
Food Safety and Food Service Sanitation CSS-FSFSS-010-2.0 
Food Safety Manager/Supervisor B-322-2101 
Global Medicine Course B-6A-1500  
Hearing Conservation Certification Course B-300-0140 
Heat Stress Afloat NMCPHC-HSA-1.0 
Hospital Corpsman Trauma Training  B-300-0006 
Joint Humanitarian Operations Course  K-2G-0223 
Joint Advanced Nutrition and Dietetics  6H-300/A0618 
Joint Enroute Care Course (JECC) B-6E-1000 
Joint Medical Operations Course - Advanced B-6I-2404 
Joint Medical Operations Course - Basic B-6I-2401 
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Note:  Operational Readiness Training courses and Course Identification Numbers shown in 
these tables reflect the existing course listings; other, older Course Identification Numbers may 
also account for the training course. 
 
* PALS - Use only if it applies as part of deployment requirements. 
 
** TCCC - Use only until the new OPNAVINST is published, then use TCCC Tier 1 - 4 
course identifiers per the instruction. 
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Medical Management of Chemical and 
Biological Casualties B-300-0038 


Medical Regulating B-6I-2311 
Military Tropical Medicine (MTM) Phase 1 B-6A-1501 
Military Tropical Medicine (MTM) Phase 2 B-6A-1502 
Mountain Medicine Course B-300-0023 
Introduction Naval Safety and Occupational 
Health Ashore A-493-0550 


Navy Trauma Training Center Program 
 


 


B-6A-1013 
Non SMT Flight Medic Course B-305-1100 
Occupational and Environmental Health Site 
Assessment (OEHSA) Course B-322-3002 


Operational Risk Communication and 
Management (ORC) Course B-322-3003 


Patient Administration B-6I-0002 
Pediatric Advanced Life Support (PALS) *  MED-R-1506 
Plans Operational Medical Intelligence (POMI) 


 
B-6I-2310 


Shipboard Pest Management B-322-1075 
Sexual Assault Medical Forensic Exam “Full 
Menu” Course B-6A-3000 


Tactical Combat Casualty Course (TCCC) ** B-300-4010 
TCCC Tier 1 – All Service Member (ASM) B-300-2010 
TCCC Tier 1 – All Service Member (ASM) 
Refresher Training B-300-2015 


TCCC Tier 2 – Combat Lifesaver B-300-2020 
TCCC Tier 3 – Combat Medic and Corpsman B-300-2030 
TCCC Tier 4 – Combat Paramedic and Provider 


  
B-300-2040 


Trauma Nursing Core Course (TNCC) 6A-C4C(TNCC) 
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DEFENSE HEALTH AGENCY
7700 ARLINGTON BOULEVARD, SUITE 5101 


FALLS CHURCH, VIRGINIA  22042-5101


MEMORANDUM FOR ASSISTANT SECRETARY OF THE ARMY (MANPOWER AND 
RESERVE AFFAIRS) 


ASSISTANT SECRETARY OF THE NAVY (MANPOWER AND
      RESERVE AFFAIRS)
 ASSISTANT SECRETARY OF THE AIR FORCE (MANPOWER


AND RESERVE AFFAIRS)


SUBJECT:  Coordination Request for Expeditionary Medical Skills Sustainment Initiative
Change Plan 


Request Services Military Medical Department coordination on the attached draft 
Expeditionary Medical Skills Sustainment (EMSS) Initiative Change Plan (Charter).  The 
purpose of this initiative is to develop the Defense Health Agency (DHA) strategy for the 
sustainment of expeditionary medical skills, focusing on highly perishable mission essential 
medical skills (HPMEMS), in accordance with the Joint Requirements Oversight Council 
Memorandum (JROCM) 050-19.  The change plan serves as the initiative charter, authorizing 
the initiative lead/team to implement the change plan as written. 


This initiative aligns with Department of Defense (DoD) Instruction (DoDI) 6000.19, 
Military Medical Treatment Facility (MTF) support of Medical Readiness Skills of Health Care 
Providers; DoDI 1322.24, Medical Readiness Training; DHA Fiscal Year 2021 (FY 2021) 
Campaign Plan, Line of Effort (LOE) 2, Ready Medical Force; and directly impacts LOE 2 
strategic key performance indicators. 


The EMSS initiative supports the DoD requirement to optimize the nation’s trauma care 
delivery for casualties of war and stateside victims of national disasters and sustain a ready 
medical force.  It focuses on two key areas: 1) enabling and sustaining expeditionary medical 
skills, with a focus on HPMEMS, among deployable medical teams, including medics and 
corpsmen (hospital and pre-hospital), and 2) developing a national trauma system that leverages 
military-civilian partnerships to provide a robust national disaster trauma response capability 
(pursuant to National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2017 Sections, 
706, 707, 708, 725 and Department of Defense Instruction (DoDI) 6000.19 and 1322.24). 


The EMSS initiative has five key objectives or work streams.  They are as follows: 
Work stream 1:  Facilitate continuous stakeholder engagement to identify future 
HPMEMS requirements and enable a national trauma system (JROCM 050-19, 
National Academies of Sciences, Engineering, and Medicine, 2018 National Defense 
Strategy). 


 Work stream 2:  Optimize the direct care network as a readiness platform through 
evaluation of MTF pathways to trauma center verification and designation status (DoDI 
6000.19/NDAA for FY 2017, Section 706). 
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Work stream 3:  Evaluate and enable partnerships to optimize expeditionary medical
skills development with a focus on HPMEMS (American College of Surgeons (ACS)
Blue Book/DoDI 6000.19/JROCM 050-19).
Work stream 4:  Recapture complex care workloads with emphasis on HPMEMS
(DoDI 6000.19/JROCM 050-19).
Work stream 5:  Assess and enhance expeditionary medical skills training with a
focus on HPMEMS and simulation in support of Service Title 10 responsibilities
(JROCM 050-19/ ACS Blue Book/DoDI 1322.24/NDAA for FY 2017, Section 708).


The EMSS initiative sponsor is Dr. Brian Lein, Assistant Director, Healthcare 
Administration.  Initiative oversight is provided by Colonel Stacy Shackelford, Chief Joint 
Trauma System, DHA Assistant Director–Combat Support, working in collaboration with DHA 
and Service subject matter experts, as well as military and civilian partner organizations as 
defined in the Change Plan, Appendix 3, “Work Breakdown Structure.” 


To proceed with final signatory approval, please provide your coordination and 
comments using the attached DoD Form 818-1, and return not later than 


.  Thank you for your assistance. 


Please upload your responses into the Task Management Tool.  If you have any questions 
or concerns, you may reach Mr. Matthew Motley at (571) 228-4769 or 
matthew.m.motley.civ@mail.mil. 


RONALD J. PLACE
LTG, MC, USA 
Director


Attachments:
As stated 


cc:  
Surgeon General of the Army 
Surgeon General of the Navy 
Surgeon General of the Air Force 
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OPNAV INSTRUCTION 1500.86 
 


From: Chief of Naval Operations 


 


Subj: TACTICAL COMBAT CASUALTY CARE TRAINING 


 


Ref: (a) Public Law 114-328 


(b) DoDI 1322.24, Medical Readiness Training, March 2018 


(c) ASD (HA) Memo of 4 Apr 2019 


(d) DoDI 1322.31, Common Military Training, 20 Feb 2020 


(e) ASD (HA) Memo of 6 May 2020 


(f) ASD (HA) Memo of 29 Jul 2020 


 


1. Purpose. To issue Tactical Combat Casualty Care (TCCC) training guidance for all Navy 


personnel. TCCC is the Department of Defense (DoD) standard of care for all first responders, 


both medical and non-medical personnel. References (a) and (b) mandate the use of 


standardized TCCC training. Reference (c) directs the sole use of Defense Health Agency’s 


(DHA) TCCC trauma skills curriculum for all “Service trauma skills currently taught in first aid, 


self-aid, and buddy care courses.” Reference (d) establishes TCCC as a pre-deployment 


requirement. References (e) and (f) updates reference (c) guidance and timelines. 


 


2. Applicability 
 


a. The requirements in this instruction apply to all uniformed Active and Reserve 


Component Navy personnel. 


 


b. Standardized TCCC curriculum developed by the DHA replaces all Service first aid, self- 


aid, buddy care and field trauma training. The curriculum published by the DHA for each of the 


four role-based TCCC training tiers represent the minimum learning objectives for certification 


to ensure training standardization across the Services. Additional topics may be added to meet 


Service, mission, platform, or unit-specific requirements. In line with reference (f), existing 


courses should be updated to use the standardized DHA curriculum by 30 June 2021. 


 


c. Four TCCC tiers provide role-appropriate curriculum for personnel. 


 


(1) TCCC Tier 1. All Service Member (ASM) training is designed to provide basic, 


evidence-based lifesaving skills for non-medical personnel at their duty stations or in preparation 


for non-combat deployments. 


 


(2) TCCC Tier 2. Combat Lifesaver (CLS) TCCC training is primarily for designated 


non-medical personnel tasked to provide additional medical support within their units during 
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sustained combat or contingency operations. Examples where TCCC Tier 2 training may be 


appropriate include: stretcher bearers, flying team, Emergency Medical Assistance Team, and 


select personnel in expeditionary or security units. 


 


(3) TCCC Tier 3. Combat Medic or Corpsman training is intended primarily for medical 


personnel, to include some licensed medical practitioners. Navy Hospital Corpsmen (HM) will 


receive Tier 3 training and certification during their HM “A” School. 


 


(4) TCCC Tier 4. Combat Paramedic or Provider (Advanced Resuscitative) TCCC 


training is primarily for advanced medical personnel, some licensed medical practitioners and 


select non-medical personnel that may need to provide prolonged advanced field care for injured 


Service Members (such as special operations and search and rescue forces). Tier 4 TCCC 


training and certification will be included in the Recon, Surface, and Dive Independent Duty 


Corpsman (IDC) courses of instruction. 


 


3. Background. DHA developed TCCC to provide evidence-based, lifesaving techniques and 


strategies for DoD trauma care as directed in reference (a). TCCC’s goal is to eliminate 


preventable deaths by ensuring all military personnel can provide lifesaving assistance for 


themselves and others. Reference (d) reduced reference (b), required TCCC training frequency 


to “Service discretion” and “pre-deployment.” 


 


4. Responsibilities 
 


a. Deputy Chief of Naval Operations for Manpower, Personnel, Training and Education 


(DCNO (N1)). Provides oversight of Navy TCCC training policy within the Total Force 


Manpower, Training and Education Requirements Division (OPNAV N13M). 


 


b. Commander, U.S. Fleet Forces (USFF) and Commander, U.S. Pacific Fleet (PACFLT) 
 


(1) Ensure that deploying units meet the standardized TCCC training certification 


requirements in references (b) and (d). Document unit TCCC deployment certification in an 


auditable system, such as the Defense Readiness Reporting System-Strategic. 


 


(2) Define the certification periodicity of TCCC training required for deploying and 


deployed units, Navy Reserve non-commissioned augmentation units, and assigned Reserve 


personnel. 


 


(3) Designate the minimum level of TCCC training required in line with reference (d), 


for deploying unit certification, including refresher training (REFTRA) requirements. This 


responsibility may be delegated to subordinate Type Commanders (TYCOM). 


 


(4) Ensure individual training certification completion for Tier 1 through Tier 4 are 


documented in the Fleet Management and Planning System (FLTMPS). 
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(5) Maintain primary responsibility for the implementation and sustainment of Tier 1 and 


Tier 2 TCCC training. 


 


(6) With Bureau of Medicine and Surgery (BUMED) support, identify and develop fleet 


training needed to ensure sustainability for Tier 1 and Tier 2 TCCC training. 


 


(7) Determine the role-appropriate Tier of TCCC training for non-medical personnel. 


This responsibility may be delegated to subordinate TYCOMs. 


 


c. Commander, Navy Reserve Force (NAVRESFOR). Coordinate with USFF and the 


applicable TYCOM to ensure role-appropriate TCCC training is included when required for 


Reserve individual augmentee or mobilization orders for deploying Reserve Component 


personnel. 


 


d. Surgeon General of the Navy (N093) and Chief, BUMED (M00) 
 


(1) Ensure all BUMED trauma skills curriculum development and delivery meets current 


standardized DHA TCCC curriculum standards. 


 


(2) Maintain primary responsibility for the implementation and sustainment of Tier 3 and 


Tier 4 TCCC training. 


 


(3) Provide support for Fleet Tier 1 through Tier 4 TCCC training via cognizant Navy 


Medicine Readiness and Training Commands or Units. 


 


(4) Support USFF and PACFLT in identifying and developing training needed to ensure 


sustainability for TCCC Tier 1 and Tier 2. 


 


(5) Ensure students in HM “A” School, Course Identification Numbers (CIN) B-300- 


0010, complete TCCC Tier 3 certification. Individual student certification will be documented 


in FLTMPS. 


 


(6) Ensure students at the HM (IDC) courses of instruction listed below complete TCCC 


Tier 4 certification. Individual student certification shall be documented in FLTMPS. 


 


(a) Surface IDC (CIN B-300-0019) 


 


(b) Recon IDC (CIN B-300-0015) 


 


(c) Dive IDC (B-300-0022) 


 


(7) Provide TCCC Tier 3 REFTRA to recertify all HMs going to shipboard sea duty, to 


include the Surface Force Medical Indoc course (CIN B-300-1000). Document completed 


TCCC REFTRA using the TCCC Tier 3 CIN in FLTMPS. 
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(8) Provide Tier 4 training to recertify all IDC Fleet returnees during REFTRA courses 


listed below. Document completed TCCC REFTRA using the TCCC Tier 4 CINs in FLTMPS. 


 


(a) Surface REFTRA (CIN B-300-0033) 


 


(b) Recon REFTRA (CIN B-300-2414) 


 


(9) Determine the role-appropriate level of TCCC training for licensed medical 


personnel. 


 


e. Commander, Naval Education and Training Command (NETC). Ensure all trauma skills 


curriculum taught in any NETC-controlled course uses the approved DHA TCCC trauma skills 


curriculum, available online at www.deployedmedicine.com. While there is no requirement to 


add additional instruction in trauma skills to any NETC course, all trauma skills training taught 


must utilize DHA’s standardized role-appropriate TCCC curriculum. There is no requirement 


that graduates of these courses be certified in any TCCC Tier. 


 


f. Resource Sponsors. Work with fleet and training stakeholders to program, budget and 


account for the costs of implementing and sustaining the TCCC training requirements outlined in 


references (b) and (d). DHA does not provide funding for TCCC training or training aids. 


 


5. General Policy 
 


a. Individual TCCC training certification completion will be documented in FLTMPS. 


Command training departments or the training officer are responsible for recording locally- 


completed training in FLTMPS. Learning sites will document student completion of course that 


include TCCC certification in FLTMPS. The following CINs will be used to document 


individual completion of DHA-approved TCCC curriculum: 


 
CIN Course Title 


B-300-2010 TCCC Tier 1 - ASM 


B-300-2015 TCCC Tier 1 - ASM Refresher Training 


B-300-2020 TCCC Tier 2 - CLS 


B-300-2030 TCCC Tier 3 - Combat Medic or Corpsman 
B-300-2040 TCCC Tier 4 - Combat Paramedic or Provider (Advanced Resuscitative) 


 


b. Commands with rates and designators that do not typically deploy will periodically 


schedule role-appropriate (usually Tier 1 ASM) TCCC training opportunities for personnel with 


limited or no deployment opportunities in their career. Examples of service members with 


limited deployment opportunity (based on the ratio of sea to shore billets) include: Musicians, 


Legalmen, Naval Reactors Engineers and Judge Advocate General Corps officers. 



http://www.deployedmedicine.com/
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c. Higher Tier TCCC certification satisfies all lower Tier requirements (i.e. a Sailor with 


TCCC Tier 3 certification satisfies any requirement for TCCC Tier 1 or 2 certification). 


 


d. Personnel with any Tier of TCCC certification are qualified to teach the TCCC Tier 1 


ASM course after completing the online tutorials for trainers or attending an approved in-person 


TCCC train-the-trainer course. DHA’s TCCC course and instructional material (course plans, 


train-the-trainer videos, etc.) are available at https://www.deployedmedicine.com/. Learning 


Centers and their Course Curriculum Model Managers will determine TCCC instruction 


qualification policy and trainer or master trainer requirements as applicable. 


 


e. Personnel with TCCC Tier 3 or 4 certification may provide experienced TCCC 


proctoring (DHA required periodic oversight) for TCCC Tier 1 instructors. 


 


6. Records Management 
 


a. Records created as a result of this instruction, regardless of format or media, must be 


maintained and dispositioned per the records disposition schedules located on the Department of 


the Navy Assistant for Administration, Directives and Records Management Division portal page 


at https://portal.secnav.navy.mil/orgs/DUSNM/DONAA/DRM/Records-and-Information- 


Management/Approved%20Record%20Schedules/Forms/AllItems.aspx. 
 


b. For questions concerning the management of records related to this instruction or the 


records disposition schedules, please contact the local records manager or the OPNAV Records 


Management Program (DNS-16). 


 


7. Review and Effective Date. In line with OPNAVINST 5215., OPNAV N13M will review 


this instruction annually around the anniversary of its issuance date to ensure applicability, 


currency and consistency with Federal, Department of Defense, Secretary of the Navy and Navy 


policy and statutory authority using OPNAV 5215/40 Review of Instruction. This instruction 


will be in effect for 10 years, unless revised or cancelled in the interim, and will be reissued by 


the 10-year anniversary date if it is still required, unless it meets one of the exceptions in 


OPNAVINST 5215.17A, paragraph 9. Otherwise, if the instruction is no longer required, it will 


be processed for cancellation as soon as the need for cancellation is known following the 


guidance in OPNAV Manual 5215.1 of May 2016. 


 


 


JOHN B. NOWELL, JR 


Deputy Chief of Naval Operations 


(Manpower, Personnel, Training and Education) 


 


Releasability and distribution: 


This instruction is cleared for public release and is available electronically only via Department 


of the Navy Issuances Web site https://www.secnav.navy.mil/doni/default.aspx. 
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