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A CASF is a self-contained staging facility with holding capacity for up to 72 hours using tents or buildings of opportunity.  It is designed to hold increments of 25 patients who have been stabilized and are awaiting strategic airlift out of the theater.  Patients can be brought by ground or air, and must be manifested and cleared by the validating flight surgeon prior to air evacuation. 

 Depending on the configuration, the CASF has limited stabilization capability.  Some configurations have a ground critical care aeromedical transport team (GCCATT) whose job it is to care for critical care patients awaiting air evacuation.  The CASF is reliant upon the support of a hospital for inpatient care, surgery and stabilization of patients.  The patient will be traveling in a C-130, C-141, or C-17 for several hours prior to arriving at the theater hospital.  Clinical conditions in a tent are challenging, but are nothing compared to the 3rd litter tier on an aircraft.  

Our CASF was initially located at Camp Wolverine, Kuwait, but two weeks after our arrival, Camp Wolverine was to close and the 50-bed CASF would have to be moved.  No site had been established.  It fell to the new CASF crew to downsize, develop the logistical plan, and move the entire facility under FPCON Charlie conditions to another location.  With minimal time to acclimatize to the 120 degree desert heat, the CASF personnel packed up the entire operation, while maintaining uninterrupted operations at Camp Wolverine.  The CASF had to be broken down one section at a time, transported 60 Km west, and set up in the new location.  Night operations were used to assemble tentage and for activities requiring significant work outdoors.  Two weeks and over 10 convoy operations later, the new location was established and fully mission capable.  

Establishing a new air evacuation mission requires significant coordination with the new Wing, Joint Patient Movement Requirements Center (JPMRC), Air Evacuation Control Team (AECT), Medical Regulating Office (MRO), and the multiple medical facilities that send patients to the CASF.  In the case of this CASF, the support hospital was a Navy Expeditionary Medical Facility (EMF) located about 1.5 hours away by ground.  Another major player was the Army Medical Brigade which operated multiple troop medical clinics and also controlled the medevac helicopter operations.  These medevac flights were essential for movement of critical patients from the EMF to the CASF due to the prolonged ground times, extreme weather, and FPCON considerations.  

The closest MTF was a 10-person clinic with less medical presence than the CASF.  The newly sized CASF +25 had two flight surgeons, 6 nurses, 16 technicians, dietary, pharmacy, BMET and logistics techs along with 2-4A0s and 2 MSC officers.  A mixture of active duty and reserve personnel from 6 different bases were combined to make the CASF.  The clinic, although labeled an EMEDS minus, had limited ancillary services (ISTAT, and a digital x-ray with a questionable reliability) and no lab or radiology technicians.  

One of the hardest things to remember when deployed is that the standard of care is the same in the deployed environment as it is at home station.  If it wouldn’t be done at home, don’t do it when deployed unless the circumstances are so extreme there is no other choice.  The major role of the chief nurse is to ensure mission accomplishment while maintaining patient care standards.   Other roles include cheerleader, coach, referee, counselor, and disciplinarian.  Be there and be predictable.  

Leadership by example is essential to success.  This means carrying baggage, loading trucks, carrying litters, and providing direct nursing care.  Long hours and interrupted sleep are the rule, not the exception.  If possible, evaluate the staff and provide input to selection of the deployment team.  It is not a good idea to use a deployment as a “test” for personnel who are not exceptional performers at home station.   

Ongoing training is essential.  Work with your service counterparts before you need them.  In this case, helicopter operations needed to be trained to ensure staff and patient safety.  The first time you recover a mission from a helicopter should not be during night operations, it should be in a controlled environment.  Your equipment may be unfamiliar or older models that your junior staff may not know how to operate.  My experience showed that although the junior nurses were more current on the medications, the equipment we deployed with was new when I was a bedside nurse several years ago and was totally foreign to the staff.  

Understand how all the pieces of your unit fit together, both physically and conceptually, and know their limits.  This includes personnel.  We literally tore down and rebuilt the entire CASF, asking for help from civil engineering (CE) only when absolutely necessary.  Interestingly enough, because of this tack, the CE troops would volunteer to help in their off shifts because they appreciated our self-reliance.  In the desert, you must understand how your environmental control units work.  Frequently, the circuit breakers would trip or the condensers freeze leading to excessive inside temperatures.  It is not acceptable to have patients in a 90+ degree inside environment. CE may be too busy with other high priority tasks to come over and flip a switch for you.   

Open dialog with the medical staff, nurses, and support personnel helps to avoid mission creep.  It is very easy to find yourself caring for patients from the base that should be hospitalized rather than “observed” in the CASF.  Given the long transport times and logistical problems associated with transferring patients, this can become a significant issue.  However, the CASF is for patients with established diagnoses, and stabilized conditions.  Patients can be very critically ill, but should require no additional definitive care prior to transport.  This is different than a patient that is being admitted to a hospital for observation.  The hospital patient has a condition that is ill defined, requires support services to ensure proper care and diagnosis, and is not stabilized.  Without the ancillary support of lab, x-ray, standard of care issues soon arise.  

The most rewarding portion of the job was to see the seamless patient care handoffs from one service to another and from one unit to another.  Army, Navy, Marines, and Air Force personnel working around the clock to ensure that our patients were cared for expediently and with compassion.  There were many times that a mission was generated in about an hour, aircraft and crew assembled, and patients transferred by whatever means available and moved out of the theater in less than 6 hours.  A special thank-you goes to the superb readiness training staff at Sheppard.  Remarkable work by remarkable people both in the CASF and in areas far removed, ensuring our comrades at arms receive the finest care anywhere, anytime.  
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The breakdown of  the CASF at 


Camp Wolverine.
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