HACTAHOBW 3 10MNMOMOI' NOPAHEHUM
B YMOBAX BOUNOBUX OIU
ana MEOUNYHOIO NMEPCOHATTY
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YepBOHUM KONIbOPOM BUAINEHUM TEKCT OHOBNIEHHA HacTaHoB
TCCC;

6/1aKUTHUM KOJIbOPOM BUAINEHNI TEKCT, AKMIN He 6yno 3MiHEHO,
npoTe Moro NepeMicTmnm 0o iHworo po3aisny B Mexkax HactaHos.
OcTaHHI 3MiHU cToCytoThCA 3abe3neYeHHs NPOXiaHOCTI ANXanbHUX
WNAXiB Ta HagaHHA OOMOMOrY NP YepernHoO-MO3KOBIN TpaBMi

Ha eTani [lonoMory B NoboBMX YMOBaXx.

TACTICAL COMBAT
CASUALTY CARE
GUIDELINES FOR
MEDICAL PERSONNEL

25 january 2024

RED text indicates new text in this
year’'s update to the TCCC Guidelines;
BLUE text indicates text that did not
change but was relocated within the
guidelines.

Recent changes include airway
managementand traumatic brain injury
management in tactical field care.
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% OCHOBHUM NJ1IAH OIN
HA ETAMI JOMNOMOru
Mnig BOrHEM/MiQ 3ArPO3010

Pearimauii Ta ExcTpeHoi
Meau4oi [lonomoru

1. BiokpuitTe BOroHb y BiaNoBiab Ta 3HaMOiTb YKPUTTA.

2. HakaxkiTb abo ouikyliTe Bif, MopaHeHOro NpoaoBXeHHS

BWKOHaHHs1 60MOBOro 3aBAaHHS, SKLLO Le O0oNYyCTUMO.

3. HakaxKiTb NnopaHeHOMY pyXxaTUCb B YKPUTTS | HapgaTu cobi
O0MoMOory, SAKLLO BiH 34aTHUI Le 3pobuTK; abo, AKLLO Le TaKTUYHO
MO>K/IMBO, NMepeHeciTb abo NepeTArHiTb MOPaHeHoro 40 YKPUTTS.

. HamaranTecb He 3aBgaTk NnopaHeHOMY A00aTKOBMX TPABM.

. Butarnitbe nopaHeHoro 3 aBToMo06ing 4 6yaisni, aKki ropaTb, Ta
MepeMicTiTb y BigHOCHO 6e3neyYHe Micue. 3pobiTb yce MOXKnBE,
LWo6 NPUNWMHNTY FOPIHHS Ha MOPaHEeHOoMYy.

6. 3yNuHITb 3arpo3nunByYy AN XKUTTS 30BHILLHIO KPOBOTEYY, AKLLO

003BOJIAE TaKTUYHA CUTYyaLis:

a) Haka>kiTb NopaHeHOMY CaMOCTIMHO 3YMUHUTU KPOBOTEYY, AKLLO
LLe MOXX/TNBO;

6) 3acTtocyiTe pekoMeHaoBaHi KoMiteTtoM TCCC TypHikeTu onsa
KIHLIBOK 3 METO0 3yMNUMHKM KPOBOTEYI B MicLSX, IKi aHAaTOMIYHO
OOCTYNHI And IX BUKOPUCTAHHS;

B) Haknagitb TypHIiKeT 019 KiHLIBOK NOBEPX OOArY, YiTKO
MpPOoKCcMManbHille Bif, MicLa KpoBoTeYi. AKLLO MicLie 3arpo3nmeol
ONA XKNTTSA KPOBOTEYi He o4eBMaHe, HaKMaaiTh TYPHIKeT
«BUCOKO i Tyro» (AKoMora npoKcuMarsbHille) Ha NOLKOOXKEHI
KIHLIBLI Ta NepeMICTiTb MopaHeHoro B YKpUTTS.

7. 3abe3neyeHHs NPOXiAHOCTI AMXaNbHUX LWSXIB Y MOpPaHEeHoro

Kpalle Bigknactu o etany [JonoMorn B NosibOBUX YMOBaX.

[SalF N

BASIC MANAGEMENT PLAN FOR
CARE UNDER FIRE/THREAT

1. Return fire and take cover.

2. Direct or expect casualty to remain
engaged as a combatant if appropriate.

3. Direct casualty to move to cover and
apply self-aid if able or when tactically
feasible, move or drag casualty to cover.

4. Try to keep the casualty from sustaining
additional wounds.

5. Casualties should be extracted from
burning vehicles or buildings and
moved to places of relative safety. Do
what is necessary to stop the burning
process.

6. Stop life-threatening external
hemorrhage if tactically feasible:

e Direct casualty to control hemorrhage
by self-aid if able.

e Use a CoTCC-recommended limb
tourniquet for hemorrhage that is
anatomically amenable to tourniquet
use.

e Apply the limb tourniquet over the
uniform clearly proximal to the bleeding
site(s). If the site of the life-threatening
bleeding is not readily apparent, place
the tourniquet “high and tight” (as
proximal as possible) on the injured
limb and move the casualty to cover.

7. Airway management is generally best
deferred until the Tactical Field Care
phase.
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0 OCHOBHUM NJ1AH OIN
HA ETAMI JOMNOMOrum
B MNOJ1IbOBUX YMOBAX

Peanimauii Ta EkctpeHoi
MegwHoi [lonomoru

1. OpraHisyiiTe nepmumeTp 6e3neKu BignoBigHO 00 CTaHOaPTHOI
onepaLiiHOoI NpoLeaypu Balloro nigpo3ainy ta/abo 601MoBsoi
MiaroToBKU. 3abe3neyte KOHTPO/Ib TAKTUYHOT CUTYaLl.

2. MpoBeaiTb MeguuHe COpTyYBaHHA MOpaHeHUX. Y NMopaHeHux 3
MOpPYLLUEHHAM CBigoMocCTi Tpeba HeranmHo BUTy4YMUTM 30pOto Ta
3acobu 3B’a3Ky.

3. Massive Hemorrhage. MacuBHa KpoBoTeua.

a) OrngHbTe Ha NpeaMeT HEBUABIEHMX KPOBOTEY Ta 3YMUHITD iX.
AKLLLO LbOro e He By/io 3pobeHo, HaKNa4iTb PpeKoOMeHa0BaHuM
KoMmiteToMm TCCC TypHIKeT ANe KiHLiBOK, 0O 3YNMUHUTU 3arpo3nmBy
OJ19 >KNTTSA 30BHILLHIO KPOBOTEYY TaM, A€ Lie aHaTOMIYHO MOXK/IMBO,
abo y BMNagKy TpaBMaTUYHOI aMnyTauii. Haknagite TYpHIKET npsaMo
Ha WKipy, Ha 5-8 cM BuLe Micus KpoBoTeui. AKLL0 KpoBoTeYda He
3yNMHMIAcA Nicna HaknagaHHSa NepLIOro TyYpPHIKETa, HaknagiTb
OPYrnii TYpHIKeT 6e3nocepenHbo nopsan 3 NepLluuvM.

6) MNpn 30BHILLHIN KPOBOTEYI, AKY HE MOXKHA 3YMUHNTU
HaKNagaHHAM TYPHIKeTa O/19 KiHLIBOK Yepe3 aHaTOMiuHe
PO3MillleHHS paHuK, abo AK JOMOMIXKHUK 3acib NMpu 3HATTI TYPHIKeTa,
BUKOPUCTOBYMTE reMocTaTuyHy nos'a3ky Combat Gauze, aka
pekoMeHpoBaHa KoMiteTom TCCC.

AnbTepHaTUBHI reMoCTaTUYHI 3acobu:

e Celox Gauze abo

e Chito Gauze a6bo

e XStat™ (HalKpalle BMKOPUCTOBYBATM MPU MNOOKMX paHax 3
BY3bKMM PaHOBWM KaHa/oM, AKi 3HaX04ATbCA B MiCLAX 3’€AHAHHSA
KiHLiBOK Ta Tynyba - By3/710BMX 30Hax).

e iTClamp (Mo>ke 3acTocoByBaTUCb OKpPeEMO abo pasoM i3
reMocTaTU4YHKMK NoB’a3kamMum abo XStat)

° [icna BUKOPUCTAaHHA reMOoCTaTUYHOI NOB'A3KM HEobXiaHO
3acTocyBaTU MPAMUN TUCK Ha PaHy NPOTArOM He MeHLe 3 XBUUH
(onuiriHoO nMpw 3acTocyBaHHi XStat™). Yci reMocTaTUUHI NOB’A3KM
Lil0Tb MO-Pi3HOMY, TOMY, AKLLO KPOBOTEYA HE 3YMNMUHAETLCH,
BMKOPMUCTaHY MapJlto MOXKHa BUMHATK | 3aMiHWUTM Ha HOBY - TOrO
caMoro Tuny a6o iHwy. (YBara: XStat™ He Mo)KHa BUAanaT1 Ha noni
6oto, NpoTe NoBepx NMonepeaHboro A04aTKOBO MOXXHA BUKOPUCTATU
e ogmH XStat™, a TakoxK iHLWI KpOBOCMKWHHI 3acobu abo NoB’a3Ku).
° AKLWoOo Micue KpoBOTeYi 403BOJISE BUKOPUCTATU BY3NTIOBUIM TYPHIKET,
HeramHo Moro HaknagitTb. He 3aTpuMyinTech - HaknaganTe By3N0BUIA
TYPHIKET, K Ti/IbKM BiH 6ye roToBuii. AKLLO BYy3/10BUA TYPHIKET
HeOOCTYMHUI abo TiNIbKU FOTYETHCA 0,0 BUKOPUCTAHHS, Clif,
3aCToCyBaTU reMOCTaTUYHY MOB A3KY Y MOEAHAHHI 3 MPAMUM TUCKOM
Ha paHy.

B) [1na 3ynMHKM 30BHILUHbOI KPOBOTEYi B AiNAHLI ronoBu abo wui,
AKLLO Kpal paHM MO>XHa NNIErKo CYMIiCTUTU, IK OCHOBHWIA BapiaHT
MoyKe BukopuctoByBaTuca iTClamp. Nepepn 3acTtocyBanHAM iTClamp
pPEKOMEHO0BAHO BMKOHATM TaMMNoHany paHW reMoCcTaTUYHOO
noB’A3Koto abo, AKLLO Le MoXXInBo, XStat.

BASIC MANAGEMENT PLAN FOR
TACTICAL FIELD CARE

1. Establish a security perimeter in
accordance with unit tactical standard
operating procedures and/or battle drills.
Maintain tactical situational awareness.
2. Triage casualties as required.
Casualties with an altered mental status
should have weapons and communica-
tions equipment taken away
immediately.

3. Massive Hemorrhage

a. Assess for unrecognized hemorrhage
and control all sources of bleeding. If not
already done, use a CoTCCC-recom-
mended limb tourniquet to control
life-threatening external hemorrhage that
is anatomically
amenable to tourniquet use or for any
traumatic amputation. Apply directly to
the skin 2-3 inches above the bleeding
site. If bleeding is not controlled with the
first tourniquet, apply a second tourniquet
sideby-side with the first.

b. For compressible (external)
hemorrhage not amenable to limb
tourniquet use or as an adjunct to
tourniquet removal, use Combat Gauze as
the CoTCCC hemostatic dressing of
choice.

Alternative hemostatic adjuncts:

e Celox Gauze or

e ChitoGauze or

e XStat (best for deep, narrow-tract
junctional wounds)

e iTClamp (may be used alone or in
conjunction with hemostatic dressing or
XStat)

° Hemostatic dressings should be applied
with at least 3 minutes of direct pressure
(optional for XStat). Each dressing works
differently, so if one fails to control
bleeding, it may be removed and a fresh
dressing of the same type or a different
type applied. (Note: XStat is not to be
removed in the field, but additional XStat,
other hemostatic adjuncts, or trauma
dressings may be applied over it.)
° If the bleeding site is amenable to use
of a junctional tourniquet, immediately
apply a junctional tourniquet. Do not
delay in the application of the junctional
tourniquet once it is ready for use. Apply
hemostatic dressings with direct pressure
if a junctional tourniquet is not available
or while the junctional tourniquet is being
readied for use.

c. For external hemorrhage of the head
and neck where the wound edges can be
easily re-approximated, the iTClamp may




1) iTClamp He noTpebye A04aTKOBOIO NPAMOro TUCKY Ha paHy: Hi
KOJTM BUKOPUCTOBYETbCS OKPEMO, Hi B MOEAHAHHI 3 iHLINMMN
reMocTaTU4yHMMK 3acobamu.

2) Akwo iTClamp HakMaAa€eTbesA B AiNSHLUI WK, HeobXigHO YacTo
NPOBOAUTU NEPEOLLIHKY CTaHy AMXaNnbHUX WWNAAXIB Ta CNigAKyBaTH
040 NOPYLUEHHS TX NPOXiQHOCTI BHACMIAOK MOXXNMBOI reMaToMM,
AKa 30iNblIYETbCA. 33 HAABHOCTI 03HAK FreMaToMM, AKa 36iNbLUYETbCS
(Ta BUKNMKaE OO6CTPYKLO OMXaNbHUX LWWNAXIB), PO3rNsSHbLTE BapiaHT
iHTY6auii Tpaxei.

3) HE 3ACTOCOBYWTE iTClamp Ha oko a60 6713bKo Bif, 0Ka/MoBiK
(B pamiyci 1 c™M Big opbiTK).

r) MNpoBepiTb NOYaTKOBMIA OrNsAL Ha NPeaMET reMopariyHoro LWoKy
(3HM>KeHM piBEHb CBIAOMOCTI 33 BiACYTHOCTI YepEeNHO-MO3KOBOI
TpaBMu Ta/abo cnabkuin abo BiACyTHIM Nynbc Ha NPOMEHEBI apTepii)
Ta pPO3rNsgHbTe HEObXiAHICTb HEFAaMHO PO3MNoYaTn HEBIOKAAOHI
3ax04M 3 METOHO JTiKYBaHHS LLOKY.

4. Airways. NpoxigHicTb AUXaNbHUX WAAXIB:

a) OuiHITb, UM HEMAE NOPYLUEHHSA MPOXIAHOCTI ANXaNbHUX LUAAXIB.

6) AKLLO € O3HAKM YM 3arpo3a BUHUKHEHHS HEMPOXiQHOCTI
OVXaNbHUX WAAXIB BHACNIAOK TpaBMU, NiAroTyMTeCcs 4O TOro, Lo,
MO>XNKMBO, Tpeba byae NpoBOOUTU XipypriYHE BiGHOBNEHHS iX
MPOXigHOCTI.

B) [103BO/IbTE MPUTOMHOMY MOCTPAXKAANIOMY 3aMHATU MONOXKEHHS,
AIKe HalKpalle 3axX1LWaE AnXarbHi WASXW, 30KpeMa, cnasadm abo
CXMNUBLUUCH BNepes,.

r) MNoknagiTe HEMPUTOMHOTO MOCTPaXKOasoro y ctabinbHe 6oKoBe
NMOJIOXKEHHS, FO/10Ba 3/1erka po3irHyTa, nigbopigna nogani Big,
rPYLHOI KIITKMN.

r) BukoHaliTe acnipaduito, AKLW0 BOHa OOCTYMHa i AouinbHa.

n) AKuWo nonepenHi 3axogm He NPUHECTN Pe3yNnbTaTiB, a
HeNpPOoXiOgHICTb OMXaNbHUX LWAAXIB NOCTPaXk4asnoro (Hanpuknaga,
nepenoMm KicTok o6myys, NnpsiMa TpaBMa OMXabHUX LUAXIB,
HaABHICTb KPOBI, AedopmMauii abo onikiB) He MiAJAETLCS NiKYyBaHHIO,
BMKOHaNTe XipypriyHy KpPiKOTUPEOTOMIt0, BAKOPUCTOBYHOUM OOMUH 3
HaCTYMHUX METOLIB:

1. BigkpuTa XxipypridyHa TexHiKa i3 3aCToCyBaHHAM Oy»Ka Ta KaHo/i 3
hNaHUEM | MaH>KETOIO, 3 30BHILHIM giaMeTpoM MeHLwe 10 MM,
BHYTPILIHIM AiaMeTpoM 6-7 MM i OBXKMHOK BHYTPILLHbOTPaxeasibHoi
YacTuHu 5-8 cm.

2. CTaHpapTHa BigKpUTa XipypriyHa TeXHIKa 3 BUKOPUCTAHHAM
KaHIoMi 3 o/TaHLEM | MaHXKETOLO, 3 30BHILWHIM AiaMeTpoM MeHwe 10
MM, BHYTPILWHIM fiaMeTpoOM 6-7 MM i OBXKNHOO
BHYTPILWHbOTPaxeasbHOI YacTuHK 5-8 cm.

3. [NepeBipTe NpaBMIbHICTb PO3MilLleHHS KaHoJli 33 JOMNOMOroto
nocTinHoi KanHorpadii EtCO2.

4. 3acTocyinTe NigoKaiH, AKLL,0 NOCTPa*kaanun y cBigoMOoCTi.

e) PerynapHo ouiHtorite Sp0O2, EtCO2 Ta npoxigHicTb AnNXanbHMUX
LWNAXIB, OCKINIbKM IX CTaH MOXXe 3MiHIOBATUCSA 3 YaCOM.

€) lNocTparkganum, SKi MakoTb NMLLE NPOHUKHY TPaBMY LUMI,
cTabinisauisa wunHoro Bigainy xpebta He NOTPiOHa.

be used as a primary option for hemor-
rhage control. Wounds should be packed
with a hemostatic dressing or XStat, if
appropriate, prior to iTClamp application.

°The iTClamp does not require
additional direct pressure, either when
used alone or in combination with other
hemostatic adjuncts.

°If the iTClamp is applied to the neck,
perform frequent airway monitoring and
evaluate for an expanding hematoma that
may compromise the airway.

¢ Consider placing a definitive airway if
there is evidence of an expanding
hematoma
e DO NOT APPLY on or near the eye or
eyelid (within 1cm of the orbit).

d. Perform initial assessment for
hemorrhagic shock (altered mental status
in the absence of brain injury and/or weak
or absent radial pulse) and consider
immediate initiation of shock resuscitation
efforts.

4. Airway Management

a. Assess for unobstructed airway.

b. If there is a traumatic airway obstruc-
tion or impending traumatic obstruction,
prepare for possible direct airway
intervention.

c. Allow a conscious casualty to
assume any position that best protects
the airway, to include sitting up and/or
leaning forward.

d. Place unconscious casualty in the
recovery position, head tilted back; chin
away from chest.

e. Use suction if available and appropri-
ate.

f. If the previous measures are unsuc-
cessful, and the casualty’s airway
obstruction (e.g. facial fractures, direct
airway injury, blood, deformation or
burns) is unmanageable, perform a
surgical cricothyroidotomy using one of
the following:

1. Bougie-aided open surgical technique
using a flanged and cuffed airway
cannula of less than 10 mm outer
diameter, 6-7 mm internal diameter, and
5-8 cm of intratracheal length.

2. Standard open surgical technique using
a flanged and cuffed airway cannula of
less than 10mm outer diameter, 6-7 mm
internal diameter, and 5-8 cm of intra-tra-
cheal length.

3. Verify placement with continuous
EtCO2 capnography.

4. Use lidocaine if the casualty is
conscious.

g. Frequently reassess SpO2, EtCO2,
and airway patency as airway status may
change over time.

h. Cervical spine stabilization




5. Respiration / OuxaHHa:

a) OrnaHbTe NoOpaHeHOoro Ha NpegMeT HanpPy>KeHoro
NMHEBMOTOpPAKCY Ta, 3a HeOOXiAHOCTI, NpoBe.iTh HeobXigHe
BTPYYaHHS.

1. Nigo3ptonTe HanNpy»XeHn NHEBMOTOPAKC Ta NPOBeAiTb HeobXxigHe
BTPYYaHHS, AKLLO Y MOPaHEHOrO BUSAIBMIEHA 3HAYHa TpaBMa rpynHoi
KNiTKM abo BiH OTPMMaB NePBUHHE BUOYXOBE YParKeHHs, a TaKOXK
NMPUCYTHS 0f4Ha abo Bifblle 3 HACTYMHUX O3HaK:

- Bakka abo nporpecytoya gmxanbHa HeO4OCTaTHICTb;

- 3HayHe abo nporpecytoye NigBULLEHHSA YaCTOTU ANXAHHS;

- AyCcKynbTaTUBHO: BiACyTHiCTb abo iCTOTHe ocnabnieHHs
ONXaNbHUX LWYMIB 3 04HOI0 6OKY;

- 3HWKEHHS caTypauii KpoBi KucHeM <90% 3a gaHnMK
NMyNbCOKCUMETPIT;

- LLok;

- TpaBMaTn4Ha 3ynuMHKa cepus 3a BiACYTHOCTI iHWKX haTanbHUX
NMopaHeHb.

Mam’aTanTe:
- AKLLLO CBOEYACHO He HaZaTK JOMOMOrY, HanpPy>XeHWi
NMHEBMOTOPAKC MOXXe NpOorpecyBaTu Bif, OMXallbHOI HEAOCTATHOCTI 4O
LLOKY | NPU3BECTM 00 TPaBMaTUYHOI 3YMUHKK cepLs.

2. HeBigknagHa gornoMora npu nigo3pi Ha Hanpy>KeHuin
NMHEBMOTOpPAKC:

- AKLLO Yy MOCTPa*KAaoro B MicLi MOPaHEHHS € OK/O3ilHA
Haninka, cnig abo BigKIEITM oOuH i Kpal (BUMYCTUBLUW NOBITPS), abo
MOBHICTIO ii 3HATY;

- 3abe3neyTe NOCTIMHMIN MOHITOPUHT caTypaLlil KPOBi KUCHEM

- [MoknapiTb NopaHeHoro Ha CNMHy abo NepeBeaiTb Y cTabinbHe
60KOBE MOMOXKEHHS; AKLLO MOPAHEHUN MPUTOMHUN | MA€E
LLeNnenHo-N1LeBy TPaBMYy, NocagiTb MOro, Wo6 TakKMM YNHOM
3aXUCTUTU JUXaNbHI LWASXK;

- BuKoHaiTe pekoMnpecito rpyaHoi KiTKM 3 60Ky MOLIKOOXKEHHS,
BUKOPUCTOBYIOUM ronky/kaTtetep 14G abo 10G posrkumHotw 8 cM (3,25
OIoMMIB).

* TIYHKLIMHY LEKOMMPECi0 MOXXHA BUKOHYBATU AK Yy b-My
Mi>KpebepHOMY MPOMIXKKY Mo NepeaHii NaxBoBin NiHil, TaK iy 2-My
Mi>KpebepHOMY MPOMIXKKY MO CepeaHbOK/TIOUMYHIN NiHii. AKLWOo
BUKOPUCTOBYETE TOUKY B 2 MiXkpebep'i, He BBOObTE roNKy
MegianbHile Bif, cocKa.

* [lonka / KaTeTep MalTb BBOAUTUCb NMepreHANKYISPHO 40 NOBEepXHi
rPYLHOI KTITKK, MO BEPXHBOMY Kpat HUXKHbOro pebpa. Beegitb
rosiky/KaTeTep Ha BClo OOBXMHY (00 MydTn) Ta noTpuMaiiTe Tak 5-10
CceKyHp, O/ia Toro, wob Bigbynaca gekoMnpecis.

* [icns npoBefeHHA [,EKOMMNPECIT BUIMITb FOMKY, 3a/IUMLWNBLUIN
KaTeTep Ha MicL,.

- AKLLO Y MOpaHeHOro BMSBIeHa 3HAaYHa TpaBMa FPyaHOI KNITKK
ab0o BiH OTpMMaB NepBUHHE BUOYXOBE YPArKEHHS, Ta MPUCYTHI
O3HaKM TPaBMaTUYHOI 3yNUHKK cepus (BIACYTHICTb NyNbCy, OANXAHHSA,
peakKLii Ha 6inb abo iHWKWX 03HaK XXUTTHA), BUKOHANTE JBOCTOPOHHIO
rOSIKOBY OEKOMMPECItO, NEPLU HXK MPUMUHUTU HAaJAHHSA OOMOMOrU.

3. lonkoBa [eKOMMNpECis BBAXKAETbCA YCMILLIHOLO, AKLLO:
- 3MEHLLYIOTbCA 03HAKN AMXaNbHOI HeO0CTaTHOCTI, abo
- lo6pe 4yTu CMYaHHSA - 3BYK BUXOLY MOBITPSA 3 rpygHoI

5. Respiration/Breathing

a. Assess for tension pneumothorax and
treat, as necessary.
e Suspect a tension pneumothorax and
treat when a casualty has significant torso
trauma or primary blast injury and one or
more of the following:

- Severe or progressive respiratory
distress

- Severe or progressive tachypnea

- Absent or markedly decreased
breath sounds on one side of the chest

- Hemoglobin oxygen saturation
<90% on pulse oximetry

- Shock

- Traumatic cardiac arrest without
obviously fatal wounds

If not treated promptly, tension
pneumothorax may progress from
respiratory distress to shock and
traumatic cardiac arrest.

Initial treatment of suspected tension
pneumothorax:

— If the casualty has a chest seal in place,
burp or remove the chest seal.

— Establish pulse oximetry monitoring.

— Place the casualty in the supine

or recovery position unless he or she is
conscious and needs to sit up to help keep
the airway clear as a result of maxillofa-
cial trauma.

— Decompress the chest on the side of the
injury with a 14-gauge or a 10-gauge,
3.25- inch needle/catheter unit.

- Either the 5th intercostal space (ICS)
in the anterior axillary line (AAL) or
the2nd ICS in the mid-clavicular line
(MCL) may be used for needle decom-
pression (NDC.) If the anterior (MCL) site
is used, do not insert the needle medial to
the nipple line.

- The needle/catheter unit should be
inserted at an angle perpendicular to
the chest wall and just over the top of
the lower rib at the insertion site. Insert
the needle/catheter unit all the way to
the hub and hold it in place for 5-10
seconds to allow decompression to
occur.

- After the NDC has been performed,
remove the needle and leave the
catheter in place.

- If a casualty has significant torso
trauma or primary blast injury and is in
traumatic cardiac arrest (no pulse, no
respirations, no response to painful
stimuli, no other signs of life), decompress
both sides of the chest before discontinu-
ing treatment.

e The NDC should be considered
successful if:

— Respiratory distress improves, or

— There is an obvious hissing sound as
air escapes from the chest when NDC is
performed (this may be difficult to




NOPOXXHUHM OApa3y MNicna BBeAEHHSA rofikK / KaTteTepa (Moxke 6yTu
BaXXKO OLLIHUTW Yy pa3i Ny4YHOro wyMy HaBKoJ10), abo

- Catypauis 36inbwmnack noHag 90% (ue Moyxke BigbyTMCA NuLe
yepes AeKinbKa XBU/INH, abo HaBiTb He BigdyTMUCA Ha 3HAYHIN BUCOTI
Haf piBHEM Mops), abo

- NopaHeHut, wo 6yB 6e3 03HaK XKUTTH, CTa€ NPUTOMHUM Ta/ abo B
HbOIO 3'ABNSETLCA NY/IbC Ha MPOMEHEBIN apTepil.

4. AKWw,0 NoYaTKOBa roJIKOBa AEKOMIMPECIA HE CNpMANa 3MEHLLEHHIO
B MOpPaHEHOro 03HakK / CUMMTOMIB HaMpy»>XeHOro MHEBMOTOPAKCY:

- BkoHanTe gpyry ronkoBy OEKOMMPECItO Ha TilA CaMil CTOPOHI
rpyaHoi KNiTkK, e 6yna npoBefeHa neplua cnpoba, ane B iHWIN 3
OBOX TOYOK (3a51e)XXHO Bif Toro, Ae BMKOHaHa nepuwa). Onsa gpyroi
cnpobu Bi3bMiTb HOBY rofiky/KaTeTep.

- Po3rngHbTe, UM NoTpibHO 3p06UTHU OEKOMMPECItO Ha iHLLIN
CTOPOHI FPYAHOI KNITKM MOPaHEHOro, BUXOAAYN 3 MEXAHI3MY TpaBMU
Ta BUSBNEHUX CUMMTOMIB.

- MNocTinHO NpoBoAbTE NEepPeOoLiHKY CTaHy!

5. AKWo NnpoBeaeHa roslkoBa AeKOMMpecia cnovyaTky 6yna
yCnilHO0, ane rnoTiM 03HaKM Hanpy>XeHOro MHEBMOTOPAKCY
BiAHOBUNCD:

- BuKkoHanTe Wwe ogHy ronkoBy OeKOMIpPECito y Til e Touui. [na
NMOBTOPHOI cNpobu Bi3bMiTb HOBY roJIKy/KaTeTep.

- MNocTinHO NpoBoAbTE NepeoLiHKY CTaHy!

6. AKwo gpyra cnpoba geKoMnpecii TaKoXK BUABU/IAaCb HEBA,AOLO:
nepexoabte go etany “Circulation/KpoBoobir” HacTtaHos TCCC.

6) Yci BigKpUTi paHu rpyaHoil KNiTKK i/abo paHu, L0 BCMOKTYIOTb
MoBITPS, CMif HEFAMHO 3aKPUTKN OKJ/TIO3IMHOI HasIMKOM 3 K/1anaHoM.
AKLLO HEMAE HaMIMKKX 3 KNanaHoOM, BAKOPUCTOBYNTe HaninKy 6e3
KnanaHa. YBa>KHO CNigKynTe 3a MOXK/TMBMM PO3BUTKOM
Hanpy>XeHoro NHEBMOTOPAKCY. AKLLO Y MOpaHEHOrO HAPOCTa€E
rinokKcis, oMxanbHa HEOOCTATHICTb ab0 3HMKYETLCA apTepiarbHUM
TUCK, | BU MiLO3PIOETE HAMPY>KEHMIM MHEBMOTOPAKC, — CNif, BiOKIEITH
OAMH KpaW Hasinkuy, BUNyCTUBLUM 3-Mif Hei NoBiTpsA, abo NOBHICTHO i
3HATK, a60 XK BUKOHATU FONIKOBY AEKOMMPECIto.

B) 3abe3neyTe NMynbCOKCUMETPIlD. Y BCiX NopaHeHunx 3 YMT
CepenHboro i TAXKKOro CTyrneHs Ma€ NPOBOOUTUCA MOHITOPUHI
caTypauii. JaHi nynbCOKCUMETPIT MOXKYTb BYTU HETOUHUMU, AKLLO Y
NMopaHeHoro WoK abo 3HayHa rinoTepmis.

r) NopaHeHUM 3 YepenHo-MO3KoBo TpaBMoto (UMT) cepeaHboro
UM TXKKOrO CTyrneHst HeobXigHO MPY MOXKIMBOCTI 4aBaTU KMCEHb Ta
nigTpMMyBaTK caTypauito Kposi >90%.

r') AKWO Yy NOCTPaXk4anoro € NOpyLUEHHA BEHTUAALIT Ta rinokcis,
fIKa He KOPUIYETbCH, 3i 3HM>KEHHAM caTypauii MeHwe 90%,
PO3rNsAHbTE BCTAHOB/IEHHS Ha30apMHIreaibHOro NOBITPOBOAY
Bi4MOBIAHOMO PO3Mipy Ta NPOBOAbTE BEHTUMSALLIO 3@ LOMOMOIOH0
MilWKa TNy amby (06'emom 1000 M) 3 MacKoto.

a) MocTinHmn MoHiTopuHr EtCO2 Ta SpO2 € KOPUCHUM MPU OLLIHLL
MPOXiAHOCTI AMXanbHUX LWAAXIB.

6. Circulation / KpoBoobir

a) KpoBoTeua
1. Y Bunagkax nigo3pu Ha nepesioM KicToK Tady HeobXigHO HaKIacTu
Ta30BUM BaHOaX:

appreciate in high-noise environments), or
— Hemoglobin oxygen saturation
increases to 90% or greater (note that this
may take several minutes and may not
happen at altitude), or

— A casualty with no vital signs has return
of consciousness and/or radial pulse.

o [f the initial NDC fails to improve

the casualty’s signs/symptoms from the
suspected tension pneumothorax:

— Perform a second NDC on the same
side of the chest at whichever of the two
recommended sites was not previously
used.

Use a new needle/catheter unit for the
second attempt.

— Consider, based on the mechanism

of injury and physical findings whether
decompression of the opposite side of the
chest may be needed.

— Continue to re-assess!

e [f the initial NDC was successful, but
symptoms later recur:

— Perform another NDC at the same site
that was used previously. Use a new
needle/ catheter unit for the repeat NDC
— Continue to re-assess!

e |f the second NDC is also not success-
ful: continue on to the Circulation section
of the TCCC Guidelines.

b. All open and/or sucking chest
wounds should be treated by immediately
applying a vented chest seal to cover the
defect. If a vented chest seal is not
available, use a nonvented chest seal.
Monitor the casualty for the
potential development of a subsequent
tension pneumothorax. If the casualty
develops increasing hypoxia, respiratory
distress, or hypotension and a tension
pneumothorax is suspected, treat by
burping or removing the dressing or by
needle decompression.

c. Initiate pulse oximetry. All individuals
with moderate/severe TBI should be
monitored with pulse oximetry. Readings
may be misleading in the settings of
shock or marked hypothermia.

d. Casualties with moderate/severe TBI
should be given supplemental oxygen
when available to maintain an oxygen
saturation > 90%.

e. If the casualty has impaired ventilation
and uncorrectable hypoxia with decreas-
ing oxygen saturation below 90%,
consider insertion of a

properly sized Nasopharyngeal Airway,
and ventilate using a 1000ml resuscitator
Bag-Valve- Mask.

f. Use continuous EtCO2 and SpO2
monitoring to help assess airway patency.

6. Circulation

a. Bleeding
e A pelvic binder should be applied for
cases of suspected pelvic fracture:




Takka Tyna abo BUbyxoBa TpaBMa, Npu aKili BUABNAETbLCA OOHE
abo Gifblle 3 NepepaxoBaHOro:

- binb B pinAHUi Taza;

- [NoBHa abo YyacTKkoBa aMnyTaLig 3HaYHOI YaCTUHU HOIU (piBeHb
KONiHa i BULLE);

- IMpw ornagi BUABMNEHI 03HaKM NepesioMy Tasa;

- BipcyTHicTb cBigOMOCTI;

- Wok.

2. [NepeouiHiTb nonepenHbo HakNageHW TypHikeT. OrnaHbTe paHy,
3BIIbBHUBLUM i Bif, O4ArY, | BUPIWITb, YN TYPHIKET e NOTPIOHWNIA.
AKLLO TaK, 3aMiHITb TYPHIKET AN KiHLIBKKY, pO3TalloOBaHMN MNOBEPX
ogAary, iHWKM, HaknaBwu Moro 6esnocepenHbo Ha WKipy Ha 5 - 8 cM
BULLE MicLA KpoBOTeYi. BneBHITbCSA, O KpoBOTEYaA 3yNMHMNACD.
AKLLO HEMaAE TpaBMaTUYHOI aMnyTauil, Cllifg NepeBipnTH
nepudeprnyHmin Nynbe. AKWOo KpoBoTeYva TpUBaE abo gucTanbHURN
NynbC LWe NPUCYTHIM, NoayManTe Mpo A0OAaTKOBE 3aTANyBaHHS
nepLoro TypHikeTa abo HaKnagaHHSA Opyroro TypHiKeTa
6e3nocepefHbO NOPSAA 3 NEPLUMM, 3 METOI 3YMUHKN KPOBOTEYi Ta
3HUKHEHHS OMCTa/IbHOrO NysibCy. AKLLO Nif Yac MepeoLiHKM
BUABMEHO, L0 TYPHIKET HE MOTPIOHMI, 3HIMITb MOro Ta MO3Ha4YTe yac,
Konu BiH 6yB 3HATUI, Y KapTui nopaHeHoro TCCC.

3. TypHikeTn 09 KiHLiBOK i By3/10Bi TYPHIKETV MaloTb 6yTY 3aMiHeHi
Ha remMocTaTU4Hi abo KOMMpeCiiHi MoB’A3KM AKOMOra LBuLle, AKL0
HaABHI TPW KPUTEPIl: y MOPAHEHOrO BiACYTHIN LLOK; € MOXKMBICTb
MUBbHOIO CNOCTEPEXKEHHSA 3@ PAHOIO HA MPeaMeT BiAHOB/IEHHS
KpOBOTeUi; TYPHIKeT He OyB BUKOPUCTAHUI 019 3YMUHKM KPOBOTEYi y
BMMNaaKy amnyTauii. Cnig AoknacTu BCiX 3yCub AN 3aMiHU
TYPHIKEeTa y TEPMiH, MEHLLNI HiXK 2 TOANHU, AKLLO0 KPOBOTEYUY MOXKHA
KOHTPOJIOBATU iHWMMMK 3acobaMn. He 3HiIMalTe TypHIKET, AKLLO BiH
3HAXoOMUTbCA Ha KiHLiBL 6inblue 6 roouH. 3a TaknMx o6CTaBUH Le
O0MYCTUMO JLLE, AKLLO OOCTYMNHI PETE/TbHUIA MOHITOPUHT i
MOXX/TMBICTb 1ABOPAaTOPHUX JOCTIAKEHD.

4. lMopb6aiTe, W06 TypHiIKETM By/10 BUAHO, | YiTKO MO3HauTe Ha BCiX
TYPHiKeTax Yac iX HakagaHHsa. 3agoKyMeHTynTe B KapTui
nopaHeHoro TCCC HaaBHICTb TYPHIKeTIB Ta Yac iX HaK/agaHHs; Yac
NMOBTOPHOr0 HaK/MafaHHSA; Yac KoHBepCii (3aMiHK) TypHIKeTiB; Yac,
KO/ BOHW B6ynn 3HATI. BUKopucToBYIMTE A1 MapKyBaHHSA TYPHIKETIB
Ta 3anucCiB y KapTLi NepPMaHEHTHMNI MapKep.

6) MpoBepniTb ornan Ha NPeaMeT reMopariyHoro WoKy (3HMKEeHUN
piBEHb CBiAOMOCTI 3a BiACYTHOCTI YepenHO-MO3KOBOi TpaBMM Ta/abo
cnabkuit abo BioCyTHIN pagianbHUIA Nybc).

B) BB/BK mocTyn:
1. BHyTpiwHboBeHHMI (BB) abo BHyTpiwHboKicTKoBUI (BK) moctyn
MOKa3aHi y pasi, AKLLO MOPaAHEHWNI 3HAXOANTLCA Y CTaHI
reMopariyHoro LWokKy, abo Ma€ 3Ha4YHUN PU3UK PO3BUTKY LLIOKY (Y
3B’A3KY 3 UMM MOXKe 3HaJ0buTUCS NpoBedeHHs iHy3iiHOI Tepanii),
abo nopaHeHOMY HeobXigHO BBOOUTU MeAUKAMEHTH, i Le
HEMOXX/TMBO 3p0OUTU MepopabHO.
- [NepeBara HafaeTbCA BCTAHOB/IEHHIO BEHO3HOro KaTeTepa 18G
(3BMYariHOro abo 3 NOPTOM-3arayLIKoLo);

— Severe blunt force or blast injury with
one or more of the following indications: e
Pelvic pain

e Any major lower limb amputation or
near amputation

e Physical exam findings suggestive of

a pelvic fracture

e Unconsciousness

e Shock

e Reassess prior tourniquet application.
Expose the wound and determine if a
tourniquet is needed. If it is needed,
replace any limb tourniquet placed over
the uniform with one applied directly to
the skin 2-3 inches above the bleeding
site. Ensure that bleeding is stopped. If
there is no traumatic amputation, a distal
pulse should be checked. If bleeding
persists or a distal pulse is still present,
consider additional tightening of the
tourniquet or the use of a second
tourniquet side-by-side with the first to
eliminate both bleeding and the distal
pulse. If the reassessment determines
that the prior tourniquet was not needed,
then remove the tourniquet and note time
of removal on the TCCC Casualty Card.

e Limb tourniquets and junctional
tourniquets should be converted to
hemostatic or pressure dressings as soon
as possible if three criteria are met: the
casualty is not in shock; it is possible to
monitor the wound closely for bleeding;
and the tourniquet is not being used to
control bleeding from an amputated
extremity. Every effort should be made to
convert tourniquets in less than 2 hours if
bleeding can be controlled with other
means. Do not remove a tourniquet that
has been in place more than 6 hours
unless close monitoring and lab capability
are available.

e Expose and clearly mark all tourniquets
with the time of tourniquet application.
Note tourniquets applied and time of
application; time of re-application; time of
conversion; and time of removal on the
TCCC Casualty Card. Use a permanent
marker to mark on the tourniquet and the
casualty card.

b. Assess for hemorrhagic shock
(altered mental status in the absence of
brain injury and/or weak or absent radial
pulse).

c. IV/IO Access
e Intravenous (V) or intraosseous (10)
access is indicated if the casualty is in
hemorrhagic shock or at significant risk
of shock (and may therefore need fluid
resuscitation), or if the casualty needs
medications, but cannot take them by
mouth.

— An 18-gauge IV or saline lock is
preferred.




- AKL1L0 HeobxigHO NMPOBOAUTM iHMY3iMIHY Tepanito, NpoTe He BAasnocH
wemnako otpumatm BB goctyn, Bukopuctarite BK gocTtyn.

r) TpaHekcamoBa kucoTta (TXA):
1. fAKwo NnopaHeHoOMy, WBMALLE 33 BCE, 3HAJ00UTLCA NepenBaHHSA
3HAYHOro o6’eMy KpoBi (HanpwWKagd, € reMoparivyHuii WokK, ogHa abo
OBi BENUKI aMnyTauii, NPOHMKHI MopaHeHHs Tynyb6a abo o3HaKu
3HAYHOI KPOBOTEUI):
Abo
2. K0 nopaHeHnin Mae 03HakK abo cuMnToMn Tsxkkoi YMT abo
3HMKEHWI PiBEHDb CBIAOMOCTI, acOoLinoBaHM i3 BUbyxoBoto abo
TYyNot TPaBMOIO:
- BBegitb 2 r TpaHekcamMoBoi kucnotn BB abo BK cTtpyMyHHO
noBiNbHO AKHanweuawe, ane HE MI3HILLUE 3 roanH 3 MoMeHTY
OTPUMaHHS TPaBMK).

n) IHdy3iiHa Tepania (pigMHHa pecycumTauis):

1. OUiHiTb, UM € y MOPAHEHOIr0 03HAKM reMOpPariyHoro oKy
(MopyLUeHHs CBILOMOCTI 3a BigCYTHOCTI YepernHo-

MO3KOBOI TPaBMM i/abo cabKmini UM BiACYTHIN Ny/ibC HA MPOMEHEBI
apTepii).

2. IHY3irHI po34nHM BUOBOPY O/19 NliKyBaHHS MOPaHEHUX 3
reMopariyHMM LLOKOM, Bif, HanbiNbll 00 HaliMeHLW 6a)kaHnX, HaBedeHi
HU>KYeE:

(1) OxonopykeHa UinbHa KpoB O rpynu 3 HU3bKUM TUTPOM aHTUTIN

(2) Ceixka winbHa KpoB O rpynu 3 HU3bKUM TUTPOM AHTUTIN Bif,
nornepenHbo 06CTEXEHMNX AOHOPIB

(3) MnasmMa, eputpounTy i TPOMbOLINTK B criiBBigHOWEHHI 1:1:1

(4) TTnasma i epuTpounTM y cniBBigHOLWeEHHI 1:1

(5) OkpemMo nnasma abo epUTpPOLINTU

MPUMITKA: 3axoan wopno nonepemXeHHsa rinotepmii (Po3gin 7) cnig,
PO3MOYMHATM BXKE Mif Yac NpoBeAeHHS iHy3iMHOI Tepanii.

3. AKLW0o NopaHeHMn HE MAE LLOKY:

- HeMae HeraliHoi noTpebu y BBeOeHHi iIHQY3iiHNUX PO3YMHIB;

- Mo)kHa paBaTy NopaHeHOMY NUTK, AKLLO BiH Yy CBiJOMOCTI i MOXKe
KOBTaTW.

4. AKW,0 NopaHEeHW y CTaHi WOKY i € NpenapaTth KpoBi (i ix
BUKOPWCTAHHSA 0O3BOJIEHO BiAMOBIAHMMM NPOTOKOIAMM),
rnepenmMBamnTe:

- Oxonopy»keHy uinbHy KpoB O rpynu 3 HU3bKUM TUTPOM aHTUTIN
a6o, AKLL0 BOHA He JOCTYMHa,

- CBi>Ky uinbHY KpoB O rpynum 3 HU3bKUM TUTPOM aHTUTIN BIfg,
nornepenHbo 06CTEXKEHMX OOHOPIB abo, AKLLO BOHA HEe AOCTYMHa,

- MnasMmy, eputpounTn i TpoMboumTK y criiBBigHOWeHHI 1:1:1 abo,
AKLLLO He OOCTYIMHO;

- Nna3sMy Ta eputpoumTu y cniBBigHoweHHI 1:1 abo, AKLWo He
OOCTYIHO;

- OKpeMo BigHOBEHY NioginizoBaHy MaasMy, CBiXKy naasmy abo
PO3MOPOXKeHY MnasMy, abo OKpeMo epUTPOLUTY;

- OuiHtoMTe cTaH NopaHeHOoro nicisa BBeAEHHSA KOXKHOT ogMHNLL
npenapaty. [1poooBXynTe pecycumTaLito 4o NosSBU BigYyTHOMO
MynbCy Ha MPOMEHEBI apTepii, MOKpPaLLleHHSA CTaHy CBigoMocCTi abo
OOCArHEeHHS NokasHmKa cmuctonivyHoro AT 100 MM pT. cT.

- MNpUNUHITE BBEOEHHS PO34UMNHIB, AKLLO OOCATHYTO OAHI€i abo
Oinblue 3 BULWEBKA3aHMX O3HaK.

— If vascular access is needed but not
quickly obtainable via the IV route, use
the IO route.
d. Tranexamic Acid (TXA)
e |f a casualty will likely need a blood
transfusion (for example: presents with
hemorrhagic shock, one or more major
amputations, penetrating torso trauma, or
evidence of severe bleeding)
OR
e [f the casualty has signs or symptoms
of significant TBI or has altered metal
status associated with blast injury or
blunt trauma:
— Administer 2 gm of tranexamic acid via
slow IV or IO push as soon as possible
but NOT later than 3 hours after injury.
e. Fluid Resuscitation
e Assess for hemorrhagic shock (altered
mental status in the absence of brain
injury and/or weak or absent radial
pulse.
e The resuscitation fluids of choice for
casualties in hemorrhagic shock, listed
from most to least preferred, are:
(1) Cold stored low titer O whole blood
(2) Pre-screened low titer O fresh whole
blood
(3) Plasma, red blood cells (RBCs) and
platelets in a 1:1:1 ratio
(4) Plasma and RBCs in a 1:1 ratio
(5) Plasma or RBCs alone

NOTE: Hypothermia prevention measures
[Section 7] should be

initiated while fluid resuscitation is

being accomplished.

e [f not in shock:

— No IV fluids are immediately necessary.
— Fluids by mouth are permissible if the
casualty is conscious and can swallow.

e |f in shock and blood products are
available under an approved command
or theater blood product administration
protocol:

— Resuscitate with cold stored low titer
O whole blood, or, if not available

— Pre-screened low titer O fresh whole
blood, or, if not available

— Plasma, RBCs, and platelets ina 1:1:1
ratio, or, if not available

— Plasma and RBCs in a 1:1 ratio, or, if
not available

— Reconstituted dried plasma, liquid
plasma or thawed plasma alone or RBCs
alone

— Reassess the casualty after each unit.
Continue resuscitation until a palpable
radial pulse, improved mental status or
systolic BP of 100 mmHg is present.

— Discontinue fluid administration when
one or more of the above end points has
been achieved. If blood products are
transfused, administer one gram of
calcium (30 ml of 10% calcium gluconate
or 10 ml of 10% calcium chloride) IV/IO
after the first transfused product.




AKLLO NpoBOAUTBLCA NepPeNMBaHHA NpenapaTiB KPOoBi, BBeAiTb 1 rpam
Kasnbuito (30 ma 10% rniokoHaTy Kanbuito abo 10 ma 10% xnopupy
KasnbLito) BB/BK nicna nepLuoi oguHULI nepennToro npenapaTty
KPOBI.

5. BpaxoBytoumn NigBULLEHUK PU3UK NOTEHLINHO NeTasbHOI
reMoniTMYHOI peakuil, nepenrBaHHA CBIXKOI LinibHOT KpoBi O rpynu
Bi[, HEOOCTE)XXEHNX OOHOPIB ab0 0QHOIrPYMHOI CBI*KOT LiNIbHOI KPOBI
Ma€ NPoOBOAUTUCH NMLLIE Nif, KOHTPOSIEM KBasihiKoBaHOro MegmuyHoro
nepcoHarny.

6. NepenvBaHHA HeObOXiOHO NPOBECTN AKOMOra LWBUALLE Micas
BUABJ/IEHHA 3arpo3/1IMBOI KpOBOTEeUi, LL06 36eperTy nopaHeHOMyY
MKUTTS. AKLLO Y MOpPaHEHOr0 reMopariyHMii LWOK i HEMAE Mifg PYKOto
pe3yc-HeraTMBHMX NpenapaTiB KPoBi, C/lif BBOOUTU PE3yC-MO3UTUBHI
npenaparu.

7. fKLL0 Yy MopaHeHoro 3 NopyLleHo CBigoMicTio BHacnigok YMT €
cnabknii abo BiACYyTHIW MpoMeHeBUIA Nysbc, HEO6XigHO BBOAUTH
iHQY3iMHI PO34YMHM 0,0 MOMEHTY MOSABM aJeKBAaTHOINO MPOMEHEBOIO
nynbCy. AKLWO MOXKIMBO, CNiAKYyNTe 3a AT, NiaTpUMynTe piBEHDb
cuctoniyHoro AT B piana3oHi 100-110 mM. pT. cT.

8.YacTo npoBoabTe MOBTOPHY OLLIHKY CTaHy NOPaHEHOro LWo40
BiAHOBNIEHHS LLIOKY. AKLLO 3HOBY BUMHUMKAOTb O3HAKM LLOKY,
nepesipTe BCi Micus, ae 6ynum 3ynnuHeHi 30BHILLHI KpoBOTeui, Ta
BMEBHITbLCA B e(heKTUBHOCTI MPOBEAEHMX PaHilLie 3aX0AiB; MOBTOPITb
PIOVHHY pecycumMTaLito, SK 3a3Ha4YeHO BULLLE.

e) PechpakTepHuii wok
1. AKLLO NOpaHEHNI 3HAXOANTLCA Y CTaHI LUOKY Ta BiACYTHA peakKLis
Ha BBELEHHS PiANH, HEOOXIOHO PO3IM/ISHYTU Y AKOCTI MOXKTMBOI
MPUYMHU LLOKY HEJTIKOBAHMIM HaNpPy>KeHUN MHeBMOTOpPaKC. HasaBHicTb
TpaBMU rpyaHoOI KNITKK, CTiMKa AnxalbHa HEAOCTaTHICTb, BiACYTHICTb
OVXanbHUX WYMIB 3 60Ky yparkeHH:A Ta SpO2 <90% nigTBepaXKyoTb
Len aiarHos. Y TakoMy pasi BUKOHAWTE MOBTOPHY FOSIKOBY
JexkoMnpecito abo nanbLeBy TOPAaKOCTOMIIO /BBeAeHHSA
naeBpanbHOro ApeHaka B 5-My MixkpebepHOMY NPOMIXKKY Mo
nepeaHii NaxBoBil NiHil, 3a/1e)XXHO Bif, HABMYOK, OOCBIAY Ta NiLeH3il
Ha Taki MaHinynauii. lNaM’aTanTe, Wo nicna BUKOHaHHA NanbLeBOi
TOPaKOCTOMIi HE 3aB)XAN OTBIP 3a/IMLIAETLCS BIOKPUTUM, | MOXKe
BUHWUKHYTU HEOBXIQHICTb MOBTOPHOI AEKOMMPECIT NabLLeM Yepes TOW
caMuin po3pis. Po3rnsgHbTe HEOOXiOHICTb AEKOMMPECIi Ha iHLWOMY
6oL, BUX0OA4N 3 MEXAHI3MY TPAaBMM Ta BUABIEHUX CUMMTOMIB.

7. NMonepep>keHHS rinoTepMii:

a) AkoMora paHille 1 arpecmBHilLe BXXKMBaWTe 3axX0AiB
nonepea»XeHHs rnogasblUoi BTPATK TeMa 0praHiaMoM NOPaHEHOro, |,
KON Lie MOXK/IMBO, BUKOPWUCTOBYIMTE 30BHILUHI JyKepena 3irpiBaHHS
OJ19 MOPaHeHOoro 3 TpaBMoto abo TAXKKNUMK OMiKaMu.

0) 3BeaiTb 40 MiHIMyMy BMRIMB X0N04HOI MOBEPXHI, BITPY Ta
TeMnepaTypu NOBITPA Ha NopaHeHoro. HeobxigHO sKoMora weuaLle
PO3MICTUTM I30MIALINHUIA MaTepian Mi>K mopaHeHUM Ta Oyab-sKOto
XO/I0HO0 NOBEPXHEID, HA AKIN BiH NeXXNTb. 3anuMwTe, aKLLO
MO>K/TMBO, 3aXMCHE CNOPSOXKEHHS Ha MopaHeHOMY abo NMopyY 3 HUM.

B) 3aMiHITb MOKPUI O0OAT CYyXMM, SKLLO Lie MOXX/TMBO, Ta 3aXUCTIiTb
BiO, NoAanbluoi BTpaTK Tenna.

r) HakpuiiTe nopaHeHOro caMoHarpiBHoO KOBAPOLO TakK, o6 BoHa
NMoKpuBasia NepeaHto YacTUHY Tyny0a, Ta NiAropHiTb KOBAPY Mif
naxeu (o6 He O0MYCTUTK OMIKIB, HE KMafdiTh XXOAHOI0 aKTUBHOIO

e Given increased risk for a potentially
lethal hemolytic reaction, transfusion of
unscreened group O fresh whole blood or
type specific fresh whole blood should only
be performed under appropriate medical
direction by trained personnel.

e Transfusion should occur as soon as
possible after life-threatening hemorrhage
in order to keep the patient alive. If Rh
negative blood products are not
immediately available, Rh positive blood
products should be used in hemorrhagic
shock.

e |f a casualty with an altered mental
status due to suspected TBI has a weak

or absent radial pulse, resuscitate as
necessary to restore and maintain a normal
radial pulse. If BP monitoring is available,
maintain a target systolic BP between
100-110 mmHg.

e Reassess the casualty frequently to
check for recurrence of shock. If shock
recurs, re-check all external hemorrhage
control measures to ensure that they are
still effective and repeat the fluid resuscita-
tion as outlined above.

f. Refractory Shock

e [f a casualty in shock is not responding

to fluid resuscitation, consider untreated
tension pneumothorax as a possible cause
of refractory shock. Thoracic trauma,
persistent respiratory distress, absent
breath sounds, and hemoglobin oxygen
saturation < 90% support this diagnosis.
Treat as indicated with repeated NDC or
finger thoracostomy/ chest tube insertion at
the 5th ICS in the AAL, according to the
skills, experience, and authorizations of the
treating medical provider. Note that if finger
thoracostomy is used, it may not remain
patent and finger decompression through
the incision may have to be repeated.
Consider decompressing the opposite side
of the chest if indicated based on the
mechanism of injury and physical findings.

7. Hypothermia Prevention

a. Take early and aggressive steps to
prevent further body heat loss and add
external heat when possible for both
trauma and severely burned casualties.

b. Minimize casualty’s exposure to cold
ground, wind and air temperatures. Place
insulation material between the casualty
and any cold surface as soon as possible.
Keep protective gear on or with the
casualty if feasible.

c. Replace wet clothing with dry clothing,
if possible, and protect from further heat
loss.

d. Place an active heating blanket on the
casualty’s anterior torso and under the
arms in the axillae (to prevent burns, do not
place any active heating source directly on
the skin or wrap around the torso).




I>Kepena Tenna 6esnocepedHbo Ha LWKipy Ta He obropTanTe Moro
HaBKoJ10 Tyny6a).

) 3aropHiTb NMOPaHEHOro B BOAOHENMPOHUKHMIA 30BHILLHIXA YOXO0N.

[) 3a NepLloi > MOXK/TIMBOCTI MOKPALLITb 3aXUCT Bif FinoTepmil,
00AaBLLUN CrasIbHUI MILLOK i3 KamntowWoHOM abo iHLLi JOCTYMHI
TePMOI30NALIHI 3acobn BcepeauHy Nig BOOAOHENPOHUKHNM
30BHILLHI Yoxon/rigpoi3onauinHy 060/10HKY, TaKUM YMHOM 3HAYHO
NMOKpPaLLMBLLM TEPMOI30NALLIIO.

e) MNMepep 3amiHoO 3acobiB 3aXUCTY B rinoTepMii 6e3
TepMOoi30N4LIi Ha cMcTeMy 3acobiB 3 rapHOIO TEPMOI30NSLLIELD,
OCTaHHiI HeobXigHO NnonepenHbO NPOrpPiITK 33 AOMOMOrOH
30BHIHbOro AyKepesna Tensa; 3a MoOXX/IMBOCTI, HAMaranTechb
BOOCKOHa/IloBaTK 3acobM 3aXUCTY Bif rinoTepMil.

€) BukopucrtoByrTe NpuUcTpin 4Na NigirpiBy pigvH Ha akyMynsatopi
ona BB/BK BBefeHHSA iHPY3IMHMX PiAMH BiANOBIAHO 40 YMHHUX
HacTaHoB CoTCCC, 3i wBuakictio notoky Ao 150 Mn/xB i
TemnepaTtypoto Ha Buxoai 38°C.

»K) 3axXMCTiTb MOPaHEHOro Big BNAMBY BITPY Ta aTMOCHEPHUX
onafiB Ha BCiX eBaKyaliliHMX 3acobax.

8. YepenHo-Mo3KOBa TpaBMa CEPEOHbOIO i TAXKKOro CTyneHs
(nopaHeHuI He 30aTHUN BUKOHYBAaTU KOMaHAM 3a HAagABHOCTI
03HaK TpaBMU rosioBu abo haKTty Tynoi/BnbyxoBoi TpaBMHU)

a) 3anobiranTe rinokceMii (uinboBa SpO2>90-95%)

1. Akwo 6a30Bi MaHeBPU AN NIOTPUMKM OMXANIbHUX LWAAXIB He
MOXKyTb 3a6e3neunTt SpO2 >90% abo Ue He € TAKTUYHO
MOXK/TMBUM, MEPEKOHANTECS, LLLO HM3bKa caTypaLis He € HACiAKOM
HaMpy>XeHoro NHeEBMOTOPAKCY abo KpOBOTEM.

2. Po3rnaHbTe HaginHe 3abe3nevyeHHs NPOXiAHOCTI OMXanbHUX
WNAXiB (iIHTy6aLuis/TpaxeocToMmis), SKLLO iHaKLWe HEMOXK/TMBO
nigTpumyBaTtn SpO2 >90%.

6) 3anobiranTe rinoTeHsii - NiATPUMYNTE CUCTONIYHUIA AT He
mMeHwe 100-110 mMm pT.cT. MNepenmaiite LinbHY KpoB abo nia3my,
AKLLO Y NOCTPaXK4anoro € reMopariyHui Wok. B iHwoMy BunagKy
MO>XHa BBECTW 60t0CHO 1-2 N1 KpUCTaNoIAiB, AKLLO HEMAE O3HaK
KpoBOTEeYi abo reMopariyHoro LIoKy.

B) Po3ni3HanTe 03HaKM BKIMHEHHS TOJTIOBHOIO MO3KY
(moripweHHs HEBPOJIONYHOMO CTaHy 3 aCUMETPUYHUMM abo
HEPYXOMUMU/PO3LNPEHNUMU 3iIHMLAMM, a6O NoABa MATONOMYHOI
nosu) Ta HaganTe BigNoBiAHY AOMNOMOrY:

1. BTpy4aHHs Npu 03HaKax 3arpo3n BKAMHEHHS CNif MpoBOAUTU
He poBLe 20 XBUNWH, | AKLLO NOCTpaXk4anuin nepebyBae Ha LUNAXY
00 MeANYHOI YCTAaHOBW 3 MOXK/IMBICTIO MPOBEAEHHS XipyprivyHOi
OEeKoMIMpecii.

e Beepnitb 250 M1 3% abo 5% po3unHy xnopuay HaTpito, abo 30 mn
23,4% rinepToHiYHOro po3umnHy xnopuay Hatpito BB/BK MOBIJIbHO
CTPYMUHHO npoTaroM 10 XBUAKWH, MiCA8 YOro NPOMUINTE KaTeTep
hizionoriyHMM po3ymHoM. [NoBTopiTh Yepes 20 XBUNVH, AKLO HEMAE
peakKuii (MakcMMyM 2 0o3sun).

e CrniocTepiraiTe 3a MicueM BB/BK gocTyny i npunuHiTe noganblue
BBEAEHHS rnepToHIYHMX PO3YMHIB, AKLLO € O3HAKM eKCcTpaBa3aLiil.

e [1igHIMiITb ronoBHMI KiHeub Ha 30 rpagyciB, AKLLO NOCTPaXkaanumn
He B LLOKOBOMY CTaHi, i Lle TAaKTUYHO MOXK/TMBO.

e Po3cnabTe WUNHUA KOMIP, SIKLWO BiH €, | yTPUMYITE FrONoBYy
obnmnyuam Bnepes.

e. Enclose the casualty with the
exterior impermeable enclosure bag.

f. As soon as possible, upgrade
hypothermia enclosure system to a
wellinsulated enclosure system using a
hooded sleeping bag or other readily
available insulation inside the enclosure
bag/external vapor barrier shell.

g. Pre-stage an insulated hypothermia
enclosure system with external active
heating for transition from the non-insu-
lated hypothermia enclosure systems;
seek to improve upon existing enclosure
system when possible.

h. Use a battery-powered warming
device to deliver IV/IO resuscitation fluids,
in accordance with current CoTCCC
guidelines, at flow rate up to 150 ml/min
with a 38°C output temperature.

i. Protect the casualty from exposure to
wind and precipitation on any evacuation
platform.

8. Moderate or Severe Traumatic Brain
Injury (unable to follow commands with
either evidence of head trauma or a
blunt/blast mechanism)

a. Prevent hypoxemia (goal SpO2
>90-95%)

1. If basic airway maneuvers fail to
maintain SpO2 >90% or are not tactically
feasible, ensure low oxygen saturations
are not due to tension pneumothorax or
hemorrhage.

2. Consider definitive airway if unable
to maintain SpO2 >90%.

b. Prevent hypotension — maintain SBP
100-110 mmHg. Transfuse whole blood
or plasma preferentially if casualty is in
hemorrhagic shock. Otherwise use 1-2 L
bolus of crystalloid if no evidence of
hemorrhage or hemorrhagic shock.

c. Identify and treat herniation (declin-
ing neurologic status with asymmetric or
fixed/dilated pupil(s), or posturing):

1. Interventions for signs of impending
herniation should only be employed for
up to 20 minutes, and if en route to
surgical decompression.

— Administer 250ml or 3% or 5% OR
30ml of 23.4% hypertonic saline SLOW
IV/IO push over 10 minutes followed by a
saline flush. Repeat in 20 minutes if no
response (max 2 doses).

— Monitor IV/IO site and discontinue if
signs of extravasation.

— Elevate head 30 degrees if casualty not
in shock and tactically feasible.

— Loosen cervical collar if present and
keep head facing forward.




e [IpoBOAbTE riNEPBEHTUIALIIO 3 BUKOPUCTAHHAM MOCTIAHOT
KanHorpadii (LinboBui nokasHuK EtCO2 32-38 MM pT.CT.).

9. NpoHKKHa TpaBMa OKa:

AKLLLO € NPOHMKHA paHa OKa YM MNigo3pa Ha Hel:

- [NpoBeaiTh WBUAKNIA NONbOBUIM TECT FOCTPOTM 30PY Ta
3a0KYMEHTYITe MOro pesysbTar.

- HaKpwiiTe 0KO 3aXMUCHUM »KOPCTKUM WmuTKoM (HE HAKTAOANTE
NMOB’A3KY, KA TUCHYTVUME Ha OKO).

- MNepekoHawTech, Wo nopaHeHn npuinHas 400 mr
MOKCUIOKCALMHY 3 BINCbKOBOFO Habopy TabneToK Ans nikyBaHHSA
paH, AKLLO Le MOXXTNBO. Y BUMALKY, KOS MOPaHEHWNM He MOXKe
NPUNHATY TabneTKy MOKCUMIOKCaLMHY NepopasibHO, BBELITb
aHTMbioTkM BB/BK/BM, K 3a3Ha4eHO HUXKYeE.

10. CnocTepe)keHHS
1. Po3MnoYHiTb 00O0aTKOBUIA €NEKTPOHHMK MOHITOPUH, AKLLO Le
HeobXigHO, Ta AKLLO OOCTyrnHe obnagHaHHS.

11. 3HebonoBaHHA
a) Akwo gonomory Hagae HE MeguyHuin nepcoHan,
3Heb0/10BaHHA Ha Mosi 600 3a6e3nevyeTbCcs HAaCTYMHUM
YMHOM:
1. Jlerkuin Ta noMipHW Ginb.
2. MNopaHeHnn 60e3naTHUN.
- BiicbkoBui Habip TabneTtok ana nikyBaHHA paH TCCC:
- Mapauetamon 500 Mmr;, no 2 TabneTKM KOXKHi 8 roguH
nepopasnbHo;
- Menokcrkam 15 mr; 1 pas Ha goby nepopasnbHo.
6) AKLWo fonoMory Haga€e MeguyHMn NepcoHan
BapiaHT 1.
1.Jlerkuin Ta noMipHUi Ginb.
2. MNopaHeHnn 6oe3gaTHUN.
- BiicbkoBui Habip TabneTtok ana nikyBaHHA paH TCCC:
- Mapauetamon 500 mr, No 2 TabeTKM KOXKHi 8 roguH
nepopasnbHo;
- Menokcrkam 15 mr; 1 pas Ha goby nepopasnbHo.
BapiaHT 2.
3. Jlerkuii Ta noMipHuit 6inb.
4.Y nopaHeHoro HEMAE woky un gmuxanbHoi HegocTaTHoOCTI TA
HEMAE 3Ha4YHOro puanKy po3BUTKY LiMX CTaHIB:
- OpanbHU TPAHCMYKO3HWUI heHTaHiny uuTtpat (OTOL) 800 mkr;
- 003y MO)XHa NMoBTOpPUTK Yepe3 15 xB, aKLLO nicna BBeOeHHS
nepLwoi 4031 He 4OCArHYTO 3He60/10BaNIbHOIO edheKTY.
AKWo gonoMory Hagae 6oMoBUIA NapaMeguK:
- ®enTaHin 50 mkr BB/BK (0,5-1 Mkr/kr). [1o3y MoXXHa MOBTOPUTH
yepes 30 xB.
- ®enTaHin 100 MKr iHTpaHasanbHo. [1o3y MOXKHa MOBTOPUTH
yepes 30 xB.
BapiaHT 3.
5. MNoMipHUi1 abo cunbHU Binb.
6. Y nopaHeHoro € reMoparivyHuii WOK abo AnxanbHa HegoCTaTHICTb,
ABO
7.Y nopaHeHoro € 3HaYHUM PU3NK PO3BUTKY LMX CTaHIB:
- Ketamin 20-30 mr (a6o 0,2-0,3 Mr/Kr) noBisibHO CTPYMUHHO
yepes BB abo BK goctyn.

— Hyperventilate using continuous
capnography (goal EtCO2 32-38 mmHg).

9. Penetrating Eye Trauma

e |f a penetrating eye injury is noted or
suspected:

— Perform a rapid field test of visual acuity
and document findings.

— Cover the eye with a rigid eye shield

(NOT a pressure patch).

— Ensure that the 400 mg moxifloxacin
tablet in the Combat Wound Medication Pack
(CWMP) is taken if possible and that V/IO/IM
antibiotics are given as outlined below if oral
moxifloxacin cannot be taken.

10. Monitoring

e |nitiate advanced electronic monitoring
if indicated and if monitoring equipment is
available.

11. Analgesia

a. TCCC non-medical first responders
should provide analgesia on the battlefield
achieved by using:
e Mild to Moderate Pain
e Casualty is still able to fight
— TCCC Combat Wound Medication Pack
(CWMP)
° Acetaminophen — 500 mg tablet, 2 PO
every 8 hours
° Meloxicam — 15 mg PO once a day

b. TCCC Medical Personnel:
Option 1
e Mild to Moderate Pain
e Casualty is still able to fight
— TCCC Combat Wound Medication Pack
(CWMP)
° Acetaminophen — 500 mg tablet, 2 PO
every 8 hours
° Meloxicam — 15 mg PO once a day
Option 2
e Mild to Moderate Pain
e Casualty IS NOT in shock or respiratory
distress AND Casualty IS NOT at significant
risk of developing either condition.
— Oral transmucosal fentanyl citrate
(OTFC) 800 ug
° May repeat once more after 15
minutes if pain uncontrolled by first
TCCC Combat Paramedics or Providers:
— Fentanyl 50 mcg IV/IO 0.5-1 mcg/kg
° May repeat g 30 min
— Fentanyl 100 mcg IN ° May repeat g 30 min
Option 3
e Moderate to Severe Pain
e Casualty IS in hemorrhagic shock or
respiratory distress OR
e Casualty IS at significant risk of
developing either condition:
— Ketamine 20-30 mg (or 0.2 - 0.3 mg/kg)
slow IV or IO push
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- [MoBTOpIOVMTE BBEAEHHSA TaKoi 4,031 3a NOTPebu KoxKHi 20 xB
BB/BK.

- KiHueBi TouKkM (MeTa): 3HUKHEHHSA 60/110 ab0 PO3BUTOK
HiCTarMy (PUTMIYHI KONMBANbHI PyXM O4HUX S61YK B Ty UM iHLIY
CTOPOHY).

- KeTtamiH 50-100 mr (a6o 0,5-1 mr/kr) BM abo iHTpaHa3sanbHO
(IH).

- [MoBTOplONMTE BBEAEHHSA TaKoi 4031 3a NoTPebu KoxKHi 20 xB

BM/IH.
BapiaHT 4.
AKLo gonomMory Hagae 60MoBUIA NapaMenmK
e HeobxigHicTb cepaLlii: 3HaYHI BaXKKi TpaBMU, LLLO BUMaratoTb
cepauii (ancouiauii) ona 6e3nexku NauieHTa abo ycnilHOro
BUKOHaHHSA 6OMOBOro 3aBAaHHA, abo Koy nopaHeHoMy Tpeba
NpPoBeCTV iIHBAa3MBHY NpoLeaypy; Cig NigroTyBaTmcsa oo
3abe3rneyYyeHHs MPOXiAHOCTI AMXaNnbHUX LWASAXIB:

- KeTamiH 1-2 mr/kr BB/BK noBinbHO CTPYMUHHO K MOoYaTKoBa
0o3a.

- KiHueBi ToukmM (MeTa): npouenypHa (ancouiatmBHa)
aHecTesis.

- Ketamin 300 Mr BM (a6o 2-3 mr/kr BM) gk noyaTkoBa gosa.

- KiHueBi ToukM (MeTa): npouenypHa (ancouiatmeHa)
aHecTesis.

e Posrnanbte BBeaeHHa 0,5-2 Mr migasonamy BB/BK, aKuio BUHMKaE
36yI>KeHHS.
e AKLLo NoTpibHa Noganblua cepalis, 3BepHiTbca 0o HactaHoB
wono 3HeboneHHsa Ta cepadii nig Yyac TpUBanoi 4ONoMorm
nopaHeHuM (Prolonged Casualty Care, PCC).
e AKLLO HeobxigHe 6iNnbll TprBasie 3HeOOIeHHS:

- Ketamin 0,3 mr/kr, possegenuii B 100 mn 0,9% NaCl, BB/BK
NMOBINIbHO KpPanjMHHO, BBOOAUTW npoTaroM 5-15 xB.

- [MoBTOpIOVMTE BBEAEHHSA TaKoi 4031 3@ NOTPEOU KOXKHI 45 xB
BB/BK.

- KiHueBi TouKkM (MeTa): 3HMKHEHHS 60/110 ab0 PO3BUTOK
HiCTarMy (PUTMIYHI KONMBANbHI PyXM O4HUX S6YK B Ty UM iHLIY
CTOPOHY).

B) 3HeboneHHsA Ta cepauia (MPUMITKKM):
1. Micna 3actocyBaHHa OTOL, dheHTaniny BB/BK, keTamiHy abo
Miga30/1laMy NopaHeHoro HeobxigHo Po336pPoiTK.
2. MeTa 3Heb01eHHS MONIArae y 3MeHLWeHHi 60/1t0 [0 TepPrMMOro
piBHS, 3i 36epe>KeHHsM CBiQOMOCTI Ta 34aTHOCTI CaMOCTINHO
NiIATPUMYBATU MPOXIAHICTb ANXANbHUX LWNAXIB.
3. MeTa cepauii — BiAcyTHICTb YCBIQOM/IEHHS Ta Big4yTTs 60NICHUX
MaHinynauin.
4. OuiHiTb piBeHb cBigoMocCTi 3a WwKanoto AVPU Ta 3ag0oKyMeHTyMTe
pe3ynbTaT nepem BBeAeHHAM onioifiB abo KeTaMiHy.
5.4Ku0 nopaHeHM BBOAATb onioign, KeTaMiH abo 6eH3oaia3eniHu,
YBa>*KHO CNigKynTe 3a MNPOXIHICTIO iX AUXaNbHUX LWASAXIB, AUXAHHAM
Ta KpoBOObGIroMm.
6. IHcTpyKuia wono 3actocyBaHHa OTOLL;

- MNoMicTiTb NbOOAHNK MiXK LLLOKOI Ta ACHAMW.

- He »kyiTe nboasiHMK.

- PekoMeHpoBaHO NPUKPINUTU NbOOAHWUK Ha NannyLi 0o nanbus
NMOPaHEHOro NIacTUPOM K A0AATKOBY Mipy 6e3nekn ABO
NPUKPINUTKX 1A0ro (Mif HAaTAroM) Jo yHibopMm Um BpoHeXkmneTa 3a

° Repeat doses g 20min prn for [V or

|O ° End points: Control of pain or
development of nystagmus (rhythmic
back-and-forth movement of the eyes).
— Ketamine 50-100 mg (or 0.5-1 mg/kg)
IM or IN X Repeat doses q20-30 min prn
for IM or IN

Option 4

TCCC Combat Paramedics or Providers:
e Sedation required: significant severe
injuries requiring dissociation for patient
safety or mission success or when a
casualty requires an invasive procedure;
must be prepared to secure the airway:
— Ketamine 1-2 mg/kg slow IV/IO push
initial dose

- Endpoints: procedural (dissociative)
anesthesia
— Ketamine 300 mg IM (or 2-3 mg/kg IM)
initial dose

- Endpoints: procedural (dissociative)
anesthesia

- If an emergence phenomenon
occurs, consider giving 0.5-2 mg /IO
midazolam.

- If continued dissociation is required,
move to the Prolonged Casualty Care
(PCC) analgesia and sedation guidelines.
e If longer duration analgesia is required:
— Ketamine slow IV/IO infusion 0.3 mg/kg
in 100 ml 0.9% sodium chloride over 5-15
minutes.

- Repeat doses g45min prn for IV or
¢}

- End points: Control of pain or
development of nystagmus (rhythmic
back-and-forth movement of the eyes).

c. Analgesia and sedation notes:
e Casualties need to be disarmed after
being given OTFC, IV/IO fentanyl,
ketamine, or midazolam.
e The goal of analgesia is to reduce pain
to a tolerable level while still protecting
their airway and mentation.
e The goal of sedation is to stop aware-
ness of painful procedures.
e Document a mental status exam using
the AVPU method prior to administering
opioids or ketamine.
e For all casualties given opioids, ketamine
or benzodiazepines — monitor airway,
breathing, and circulation closely.
e Directions for administering OTFC:
— Place lozenge between the cheek and
the gum.
— Do not chew the lozenge.
— Recommend taping lozenge-on-astick
to casualty’'s finger as an added safety
measure OR utilizing a safety pin and
rubber band to attach the lozenge (under
tension) to the patient’s uniform or plate
carrier.
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JOornoMoroto 6ynaBKM 3 3acTiOKOIO Ta F'YMOBOI CTPIYKM.

- NoBTOPHO OUiHITb CTaH NopaHeHoro Yepes 15 xBUAKUH.

- AKuwo 36epiraerbca cunbHUIM 6inb, fanTe OPYrun NboOosHUK,
AKMIM CNig MOKIACcTX 3a iHLWY LWOKY.

- CnigkynTe 3a MOXX/IMBUM NPUTHIYEHHAM ANXaHHS.
7. KeTaMiH BUMYCKAETbCA Y PI3HMX KOHLUEHTPALLIAX; HAMBULLLA
KoHLUeHTpauia (100 Mr/Mn) pekoMeHaoBaHa Npu iHTpaHas3anbHOMY
BBELEHHI 019 TOro, wobu 3MeHWNTM 06'EM 3aCTOCOBAHOMO PO3YMHY.
8. AKLL,0 BUKOPUCTOBYIOTLCSA OMiOIAHI aHANIbreTUKK, Ma€e ByTu
LOCTYynHUM HanokcoH (0,4 mr BB/BK/BM/IH).
9. YUMT Ta/abo TpaBMa OKa He € MPOTUMOKa3aMM O/ BUKOPUCTAHHSA
KeTaMiHy. [1poTe, BCce »K TaKun, 3 obeperkHicTio 3actocoByinTe OTOL,
denTaHin BB/BK, keTaMiH Ta Miga3sonaM y nopaHeHux 3 YMT, Tomy
WO ue 3pobUTb CKNAAHILIMM OLLIHKY HEBPOJIOFIYHOIo CTaTyCy Yn
BM3HAYEHHSN MOTipLIEHHS CTaHy NOpaHEeHOro.
10. lopaTtKkoBe BBeAEHHS KETAMiHY MOXXe JOMOMOITU 3HU3UTK 003y
onioifis, HeobXioHY ANa epeKTUBHOro 3HeboneHHA. BBoanTu
KeTaMiH NMopaHeHOMY, SKNM OTPMMaB paHille MopdiH abo eHTaHiIn,
€ 6e3neyHnM. BBoguTn KetaMiH BB cnig npotsarom He MeHwe 1
XBUNTUHN.
11. Akwo nicna BBeOeHHA onioigie abo KeTaMiHy YacToTa OUXaHHSA
3MEeHLWKWAach, MOMICTITb MOPAHEHOro B MOMOXXEHHS “MPUHIOXYBaHHA"
(ronoBa MakcMManbHO PO3irHyTa B aTNaHTO-MOTUIMYHOMY Cyrnobi —
[OCAraeTbCsA 3a AOMNOMOroto NigKnagaHHS BannKa/MoayLwKm nig,
noTUIMLIO). AKLLO Le He JornoMorXke - 3abesnedte AnxanabHy
NiATPMMKY 33 JOMOMOrO0 MillKa TUMy amby 3 MacKoto.
12. OHpaHceTpoH 4 Mr, y hOpPMi OpanbHUX PO3YUHHUX TabNeToK
(OPT) a6o BB/BK/BM Ko»kHi 8 roguH 3a noTpebu, npm BUHUKHEHHI
HyOoTW abo 61to0BOTU. KOoXKHY 8-roguHHy Ao3y (4 Mr) MoXkHa
MOBTOPUTM OAMH pa3 vYepes 15 xB, AKLLO HyOoTa i 61toBOTa
36epiratoTbca. He BBogbTe 6inblue, HiXK 8 MT, Y KOXXHUK 8-FroanHHUIA
iHTepBan. OpanbHa popMa OHOAHCETPOHY He € MPUAHATHOO
anbtepHatmnaoto OPT.
13. HE pekomMeHp0BaHe pyTUHHE BUKOPUCTaHHA GeH304ia3eniHiB
(Hanp., Miga3onamy) 3 MeTolO 3HEBONEHHS. i Yac NpoBeaeHHS
npoueaypHoI cepalii MOXKHa PO3riaHYTM BBeAeHHs 6eH3oaia3eniHiB
0119 NiKyBaHHA po3/1afiB NoBeAiHKM Ta Heba)KaHUX peakKLin
(36ynykeHHs). He cnig BuKopuctoByBaTh 6eH304ia3eniHm 3
NpoinakTUYHO MeTo. 3a3BMYall, BOHW He NOTPIOHI, AKLLO
3aCTOCOBaHa KOPEKTHa A5 3HeO0NeHHs Yn cefalii L03a KeTaMiHy.
14. He pekoMeHgoBaHo npusHadaTth 6arato npenaparis; HE cnig,
3acTocoBYyBaTW 6eH30ia3eniHn Npu onioigHIN aHanbresii.
15. AKLL0 Y MopaHeHoro CNoCTepiraeTbCca YacTKoBa gMcoLliaLis
(HepocTaTHIN aHaNbreanBHO-cegaTUBHNUI edheKT), 6esneyHile
BBECTM 000ATKOBI 003U KETaMIiHY, Hi>K BUKOPUCTOBYBATU
6eH3opiazeniHu.

12. AHTUGIOTUKMN.
a) AHTUBIOTUKM peKOMEHO0BaHI Npu BCiX BiAKPUTUX BOMOBUX
NMOpPaHEHHAX.
6) AKLWO0 NMopaHeHUn MoXKe NPUNMATK NiKM NepopasbHO:

1. MokcugnoKcaumH (3 BincbKoBOro Habopy TabneTok ans
nikyBaHHSA paH), 400 Mr 1 pa3 Ha oeHb nepopasnbHO.
B) AKLLO He MOXXe NpUIMaTK NiKM NepopasibHO (LWOoK, BTpaTa
CBiZOMOCTI):

1. EptaneHem, 1 r BB/BK/BM 1 pas Ha feHb.

— Reassess in 15 minutes.

— Add second lozenge, in other cheek, as
necessary to control severe pain.

— Monitor for respiratory depression.

e Ketamine comes in different
concentrations; the higher concentration
option (100 mg/ml) is recommended
when using IN dosing route to minimize
the volume administered intranasally.

e Naloxone (0.4 mg IV/IO/IM/IN) should
be available when using opioid analge-
sics.

e TBIl and/or eye injury does not preclude
the use of ketamine. However, use
caution with OTFC, IV/IO fentanyl,
ketamine, or midazolam in TBI patients
as this may make it difficult to perform a
neurologic exam or determine if the
casualty is decompensating.

e Ketamine may be a useful adjunct to
reduce the amount of opioids required to
provide effective pain relief. It is safe to
give ketamine to a casualty who has
previously received a narcotic. IV
Ketamine should be given over 1 minute.
e |f respirations are reduced after using
opioids or ketamine, reposition the
casualty into a “sniffing position”. If that
fails, provide ventilatory support with a
bag-valve-mask or mouth-to-mask
ventilations.

e Ondansetron, 4 mg Orally Dissolving
Tablet (ODT)/IV/IO/IM, every 8 hours as
needed for nausea or vomiting. Each
8-hour dose can be repeated once after
15 minutes if nausea and vomiting are
not improved. Do not give more than 8
mg in any 8-hour interval. Oral ondanse-
tron is NOT an acceptable alternative to
the ODT formulation.

e The use routine of benzodiazepines
such as midazolam is NOT recommended
for analgesia. When performing proce-
dural sedation, benzodiazepines may
also be considered to treat behavioral
disturbances

or unpleasant (emergence) reactions.
Benzodiazepines should not be used
prophylactically and are not commonly
needed when the correct pain or sedation
dose of ketamine is used.

e Polypharmacy is not recommended;
benzodiazepines should NOT be used

in conjunction with opioid analgesia.

e |f a casualty appears to be partially
dissociated, it is safer to administer more
ketamine than to use a benzodiazepine.

12. Antibiotics

a. Antibiotics recommended for all
comobpaetn wounds.

b. If able to take PO meds:
e Moxifloxacin (from the CWMP), 400
PO onmceg a day.

c. If unable to take PO meds (shock,
unconsciousness):
e Ertapenem, 1 gm IV/IO/IM once a day
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13. OrnaHbTe i HAKNAA[ITb NOB’A3KMU Ha BCi BUAIBJZIEHI paHM.

a) OrngHbTe | HAaKNAZITb NOB'A3KM Ha BCi BUABNEHI paHK

6) EBeHTpauis opraHiB 4epeBHOI MOPOXKHUHU — 3YMUHITb KPOBOTEYY;
NPOMUINTE YNCTOIO (i TEMMOHO, AKLLO MOXK/TMBO) PIANHO, L6
BUAANNTM 3HAYHe 3ab6pyaHEHHS. AKLLO € HE3YMNMMHEHA KpoBOTeYa -
3actocoByiTe Combat Gauze abo pekomeHgoBaHy CoTCCC
reMocTaTU4Hy NMoB’'a3Ky. HakpuinTe BMMani YacTUHM KULWKIBHMKA
BOJIOrOl0 CTEPUSIbHOIO MOB’A3KO abo CTEPUTbHNM
BOLOHEMPOHUKHUM MOKPUTTSAM.

1. BnpaBneHHs eBEHTPOBAHWX OPraHiB: He HaMaramTecsa BNPaBUTH
BUMasni OpraHu, SKLLO € 03HAKN PO3PUBY KULLKIBHMKA
(LLTYHKOBUI/KMLLKOBWIA BMICT @60 BUTIK KanloBMX Mac) abo aKTMBHa
KpoBoOTeYa.

2.AKLLO HEMAE 03HAK NOPYLUEHHSN LiNICHOCTI KULWKIBHWKa abo
aKTUBHOI KpOBOTEUi, MOXKHa 3p0OUTK OHY KOPOTKY cripoby (<60
CeKyHA) BrnpaB/ieHHSA/3MeHLEeHHs eBeHTpaLlji.

3. AKLLo He BAanocsa BNpaBUTU/3MEHLLINTN 06’eM: HaKpUintTe
€BEHTPOBaHi OpraH BOOOHEMPOHUKHUM HEKNENKUM MOKPUTTAM
(6arkaHo Npo30opuM: W6 MaTK 3MOry MOBTOPHO OLiHIOBAaTK paHy
040 BiAHOBNEHHS KPOBOTEUI) - HAaNpWKIag, MOXKHa
BMKOPUCTOBYBATW KasionpuiMad, NnakeTu 3-nifg iHpy3inHuxX
PO34YMHIB, MPO30PY Xap4oBY MAIBKY TOLLO - MiCNA YOro 3aKpiniTb
BOOOHEMPOHUKHY MOB’'A3KY Ha Tifli MaLi€HTa 33 JONOMOIO KenKol
NnoB’A3KK (Hanp., ioban, OKMO3iliHa HaiNKa ANA FPyLHOI KITKK).

4. He HAMATAMTECSA CUJTOIO 3alUToBXHYTU €BEHTPOBAHi OpraHu
Ha3aj B YepeBHY MOPOXXHUHY; HE BMPaBNANTE BHYTPILLHI OpraHu,
LLLO aKTUBHO KPOBOTOYATb.

5. MopaHeHOMy He MOXKHa Hivoro gasaTu nuTu/ictu/npuiitMaT
npenapatn (“Hivyoro yepes pot”).

14. MNepeBipTe Ha HAABHICTb iHLWMX NOPAHEHD.

15. Oniku:

a) OrnapanTte Ta nikynTe 9K, HacaMmnepen, TPaBMOBaHOroO
NMopaHeHoro, KM Ma€ ONiKK, a He AK 06NeYeHOro NopPaHeHoro,
AKUN Ma€E TPaBMMU.

6) Oniku 06nKnYYsa, 0cobaMBO Ti, WO Oy OTPUMaHI B 3aKPUTUX
NPUMILLEHHSAX, MOXXYTb MOEAHYBATUCH 3 IHFANALIMHUM YPaXKeHHAM
anxanbHUx Wwnaxie. NocTiMHO ouiHOMTEe CTaH NPOXiQHOCTI
OVXANbHUX WNAXIB | HACMYEHHS KPOBi KMCHEM (caTypalLlito) Yy Takmx
NMopaHeHNX; PO3rNITHbTE PAHHE XipypriyHe 3abe3neyeHHs
NPOXiAHOCTI ANXaNbHUX WAAXIB (KPIKOTUPEOTOMIO) NPU AMXasbHIN
HEeLOCTAaTHOCTI ab0 3HMXKEHHI caTypallil.

B) [NopaxyiTe 3aranbHy NioLLy onikiB, BUKOpUcToBytoun «[1paBuno
OEB’ATOK», Ta OKPYINiTb [0 HaBAMXK4YOro gecaTKa.

r) HakpuiiTe oniku cyxoto cTepunbHOtO NoB’a3Koto. [pu Benukin
naowi onikiB (>20%), po3rnsHbTE BUKOPUCTAHHA CaMOHarpiBHOI
koBopu TMNy HRS a6o Blizzard Survival Blanket 3 Habopy npwu
rinoTepMii 3 METOIO NOKPUTTS 0BMEeYEHNX OiNIFHOK Ta Nonepen>KeHHs
rinotepwii.

r) IHdby3inHa Tepania («[1paBunio gecaTok» IHCTUTYTY XipypriYHMX
nocnigkenb Apwmii CLUA):

1. Akwo nnowa onikie 6inbwe 20% Big, 3aranbHOI NOLLLI MOBEPXHI
Tina (3r1M1T), HeramHo PO3MNoYHITb iIHY3iHY Tepanito, AK TiIbKK
6yne BB/BK moctyn. PecycunTauiio cnig noymMHaTt 3 nakrarty
PiHrepa, gisionoriyHoro posunHy abo 6% MEK. Axuio

13. Inspect and dress known wounds.
a. Inspect and dress known wounds.
b. Abdominal evisceration — [Control

bleeding]; rinse with clean (and warm

if possible) fluid to reduce gross

contamination. Hemorrhage control —

apply combat gauze or CoTCCC recom-
mended hemostatic dressing to uncon-
trolled bleeding. Cover exposed bowel
with a moist, sterile dressing or sterile
waterimp

eermReedaubcleti ocno:v edroin gn.ot

attempt if there evidenisce of ruptured

bowel (gastric/ intestinal fluid or stool
leakage) or active blee

odilnf g.no evidence of bowel leakage

and hemorrhage is visibly controlled, a

single brief attempt (<60 seconds) may

be made to replace/reduce the eviscerat-
ed abdominal contents.

e |f unable to reduce; cover the orgaenvsi

swciethra wteadter impermeable

non-adhesive material (transparent
preferred to allow ability to re-assess for

ongoing bleeding); examples include a

bowel bag, IV bag, clear food wrap, etc.

and secure the impermeable dressing to
the patient using adhesive dressing

(examples: ioban, chest seal).

e Do NOT FORCE contents back

abdomiennto or actively bleeding

viscera.

e The patient should remain NPO.

14. Check for additional wounds.

15. Burns.

a. Assess and treat as a trauma
casualty with burns and not burn
casualty with injuries.

b. Facial burns, especially those that
occur in closed spaces, may be associat-
ed with inhalation injury. Aggressively
monitor airway status and oxygen
saturation in such patients and consider
early surgical airway for respiratory
distress or oxygen desaturation.

c. Estimate total body surface area
(TBSA) burned to the nearest 10% using
the Rule of Nines.

d. Cover the burn area with dry, sterile
dressings. For extensive burns (>20%),
consider placing the casualty in the
Heat-Reflective Shell or Blizzard
Survival Blanket from the Hypothermia
Prevention Kit in order to both cover the
burned areas and prevent hypothermia.

e. Fluid resuscitation (USAISR Rule of
Ten):

e If burns are greater than 20% of TBSA,
fluid resuscitation should be initiated as
soon as IV/IO access is established.
Resuscitation should be initiated with
Lactated Ringer’s, normal saline, or
Hextend. If Hextend is used, no more
than 1000 ml should be given, followed
by Lactated Ringer’s or normal saline as
needed.
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3acTtocoByeTbcsa [EK, To lioro cnig BBOAWTY B KiNbKOCTI He Binblue
1000 mn, nicns yoro BBOAUTM nakTaT PiHrepa abo gisionoriyHmi
pPO34MH (3a HeObXigHOCTI).

2. MouaTkoBa wBMaKicTb BBeaeHHA BB/BK pianHn pospaxoByeTbces
AaK % 3aranbHol naoui obnedeHoi nosepxHi Tina x 10 mn/rog ana
nopocnux Baroto 40-80 Kr.

3. Ha koxkHi 10 kr NMOHA[, 80 kr Baru nauieHTa, gogante 100
mn/ron.

4. AKWo y NopaHeHOro TakoXX € reMoparivyHni LWoK, iHy3irHa
Teparnis reMopariyHoro LWoKy MaE npioputet

Haf iHy3iiHO Tepanieo onikoBoro LWoKy. BBoabTe po34mHMU
BB/BK BignosigHo oo Hactanos TCCC, BuknageHux y po3aini 6.

5. Po3rnaHbTe MOXKNMBICTb NMepopasnbHOi perigpaTalii, SKLLo naowa
onikie cknagae go 30% Big 3IMMT, aKWo NnopaHeHUn MPUTOMHUNA i
MO>Ke KOBTaTW.

n) 3HeboMeHHSA NMpKY ONiKax MOXXHa NPOBOAMUTU 3rigHO 3 HaBeAEHUMU
y po3aini 10 pekoMeHpauiaMu.

€) AHTNBIOTMKM Ha gorocniTasibHOMY eTani BUK/IOYHO O/19 ONiKiB He
MoKasaHi, MpoTe, BiANOBIAHO 00 peKOMeHZALi, BKa3aHUX y po3aini
11, ix cnig BBOAUTK ANA 3anobiraHHA iHPEKLUiMHNX YCKNagHeHb Mpw
MPOHUKHMX NOPaAHEHHSAX.

€) Yci BTpy4YaHHsa BignosigHo ao HactaHoB TCCC MoKy Tb
BMKOHYBATUCS Ha obreyeHil ginaHui abo yepes obneyeHy LUKipYy.
) MNauieHTn 3 onikaMn ay»Ke CXUbHI 00 MepeoxonoaKeHHs.
OcobnmBnii akueHT HeobXigHO 3p0bUTK Ha Bap EPHUX MeTodaxX
nonepegkeHHs BTPATM Tena OpraHiaMoMm.

16. BukoHarite iMM0o6inizauito (LUMHYBaHHSA) BCiX nepesioMiB Ta
rnepeBipTe HasABHICTb ANUCTA/IbHOIO NysbCy.

17. CepueBo-nereHeBa peaHimauia (CJ1P)

a) PeaHiMauia Ha noni 60to y NopaHeHMX i3 MPOHUKHUMK abo
BUOYXOBMMW TPABMaMM, Yy SKUX HEMAE MyNbCy, ANXAHHA Ta iHLWNX
03HaK XXUTT4, byae 6e3ycnilHoto i il He cnig po3noyYnHaTK.

6) MNpoTe, NnopaHeHoMy 3 TpaBMoto Tynyba abo noniTpaBmoto, 3
BIACYTHICTIO Ny/bCY | AMXaHHSA, Ha eTani [lonoMoru B NonboBMX
YMOBaX C/if, BAKOHATK ABO6GIYHY FrO/IKOBY AEKOMMPECIito Ta
BMEBHUTUC, LLO Y HbOTO HEMAE HAMpPY>*KeHOro MHEBMOTOPAKCY
nepea TMM, K MPUNUHUTK HagaHHA gornomMoru. MNpouenypa roskoBoi
OeKoMMpecii NpoBoanTbCS TakK, SK onncaHo Bulle (Po3gin ba).

18. KoMyHikauiga

a) Po3moBnainTe 3 nopaHeHnM, aKLLo MoxnuBo. [igbagboptlolite Ta
3acrnokotolTe roro. lNoacHonTe, AKY O0MOMOry Bu byaeTe HagaBaTu.
0) 3B’AXKIiTbCA AKHaANLIBUALLE 3 TAKTUYHMUM KOMaHOyBaHHAM Ta
NiATPUMYITe 3B’A30K NPOTArOM BCbOro Nepioay HagaHHSA OOMoOMOrm
nopaHeHoMy. HapganTe iHbopMaLito KOMaHAyBaHHIO LLOAO CTaHY
MopaHeHoro Ta BigNoBIiAHNX eBaKyaLiMHNUX BUMOI 3 METOIO
O0MOMOrY B KOOPAMHYBaHHI 3acobiB eBaKyaliji.

B) 3abe3neyTe 3B'A30K i3 cMCTeMOIO eBaKyalii (Hanpuknag, 3
BiOAiNOM KOOpAMHALIT eBaKyalil MaLieHTIB) Ana opraHisauii
TACEVAC. lNiaTpuMyinTe 3B’A30K 3 MegMKaMM eBaKyaLinHUX
nigpo3ainie, AKLLO LLe MOXK/IMBO, Ta NepeaanTe iHpopMalito Wwono
MexaHi3My TpaBMU, OTPMUMaHUX TPaBM, 03HaK Ta CUMMNTOMIB, @ TAaKOXK
obcary HagaHoi gornomoru. Hapalite Bclo HeobXiaHY 00OaTKOBY
iHchopMaUito.

e Initial IV/IO fluid rate is calculated as
%TBSA x 10 ml/hr for adults weighing
40- 80 kg.

e For every 10 kg ABOVE 80 kg, increase
initial rate by 100 ml/hr.

e [f hemorrhagic shock is also present,
resuscitation for hemorrhagic shock takes
precedence over resuscitation for burn
shock. Administer IV/IO fluids per the
TCCC Guidelines in Section (6).

e Consider oral fluids for burns up to
30% TBSA if casualty is conscious and
able to swallow.

f. Analgesia in accordance with the
TCCC Guidelines in Section (10) may be
administered to treat burn pain.

g. Prehospital antibiotic therapy is not
indicated solely for burns, but antibiotics
should be given per the TCCC guidelines
in Section (11) if indicated to prevent
infection in penetrating wounds.

h. AlL TCCC interventions can be
performed on or through burned skin in a
burn casualty.

i. Burn patients are particularly suscep-
tible to hypothermia. Extra emphasis
should be placed on barrier heat loss
prevention methods.

16. Splint fractures and re-check pulses.

17. Cardiopulmonary resuscitation
(CPR).

a. Resuscitation on the battlefield for
victims of blast or penetrating trauma
who have no pulse, no ventilations, and
no other signs of life will not be success-
ful and should not be attempted.

b. However, casualties with torso
trauma or polytrauma who have no pulse
or respirations during TFC should have
bilateral needle decompression
performed to ensure they do not have a
tension pneumothorax prior to discontinu-
ation of care. The procedure is the
same as described in section (5a) above.

18. Communication.

a. Communicate with the casualty if
possible. Encourage, reassure and explain
care.

b. Communicate with tactical leadership
as soon as possible and throughout
casualty treatment as needed. Provide
leadership with casualty status and
evacuation requirements to assist with
coordination of evacuation assets.

c. Communicate with the evacuation
system (the Patient Evacuation Coordina-
tion Cell) to arrange for TACEVAC.
Communicate with medical providers on
the evacuation asset if possible and relay
mechanism of injury, injuries sustained,
signs/symptoms, and treatments
rendered. Provide additional
information as appropriate.
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19. [loKyMeHTyBaHHS1 HaAaHOI AOMOMOrM.

a) 3anuwiTe AaHi KNiHIYHOro ornNsAy NopaHeHoro, NpPoBefeHe
NiKyBaHHSA Ta 3MiHK cTaHy o KapTku nopaHeHoro TCCC (popma DD
1380).

0) MNepenaiTe HOKYMEHTALLIIO Pa30M 3 MOPAHEHNM Ha HACTYMHUM
eTan JonoMoru.

20. MigroToBKa go eBaKyauii

a) 3anoBHiTb KapTKky nopaHeHoro TCCC (cdbopma DD 1380) Ta
NPUKPINITb Tl 4O NauieHTa.

6) 3akpiniTb yci BiNbHi KiHUi 6aHAa>KiB Ta MOB’A30K.

B) 3aKpiniTb KoBOPW / HAKMAKM / peMeHi, siki 6y/iM 3acTocoBaHi oa
nonepen»XeHHs rinoTepmii.

r) 3akpiniTe peMeHi How, SK NnepenbayvyeHo iIHCTPYKLUIED 80 iX
3acTocyBaHHA. [logymMaiTe Npo AoAaTKOBI MiAKNaAKM B pasi
OOBroTpMBanoi eBakyaldlii.

r') 3a noTpebn HapgalrTe HEOOXIiAHI IHCTPYKLUIT MOPaHEHUM, AAKi MOXKYTb
XOOUTW.

o) MigroTynTe nopaHeHMX 00 eBaKyauii BiGNOBIgHO 0O CTaHOAPTHUX
onepauinHnx npoueayp BalIoro nigpo3ainy.

e) doTpumyliTecb 6e3neKku B 30Hi eBaKyallil BiAMoBigHO 40
CTaHOAPTHUX ornepaLinHKUX NpoLenyp Baworo Nigpos3ainy.

3iHChKy
N )
2 %5

OCHOBHUU MNAH ,u,l_gh
HA ETAMI TAKTUYHOI
EBAKYALLI|

Peanimauii Ta EkctpeHoi
MeguuHoi [lonomoru

1. NEPEOAYA NMOPAHEHOIO

a) binui nigpo3ainy MatoTb opraHizyBaTn 6e3neKy B 30Hi eBaKyau,ii
Ta NigroTyBaTy NOpaHeHUX O/ eBaKyau,l.

0) Binui nigpo3ainy abo MeayKu MaloTb MaKCUMaribHO YiTKO
nepenaT iHpopMaLito NPo NOpPaHEeHOro Ta MOoro CTaH eBaKyaliiHil
koMaHai TACEVAC. MiHiManbHa iHhopMalLis NoBMHHA BKtOYaTH
TaKi faHi: nopaHeHnr cTabinbHWI abo Hi; BUABIEHI NOPaHEHHS;
HagaHa gornomora.

B) NepcoHan TACEVAC noBMHEH PO3MICTUTU NOPAHEHNX Ha
eBaKyaLliinHoMy 3acobi BignoBigHNUM YMHOM.

r) 3adikcyliTe NopaHeHMX Ha eBaKyaliliHOMy 3acobi BiAnoBigHO 40
CTaHOAPTHUX MpoLenyp Balloro Niapo3ainy, KoHdirypadii 3acoby Ta
BMMOT 6e3neKmu.

r) Komanga TACEVAC Mae npoBecTV NepeoLiHKy CTaHy NMopaHeHKX,
MOBTOPHO OINIIHYTU YCi MOPaHEHHS Ta NepeBIpUTU ePEKTUBHICTb
rnonepeHix BTpyYaHb.

2. Massive Hemorrhage. MacuBHa KpoBoTeua. (Zii Taki >, K i Ha
eTani [lonoMoru B nosibOBMX YMOBaXx)

3. Airways. lMNpoxigHicTb guxanbHUX WNAXIB.

Po3rnsHbTe NpoBeAeHHA eHOoTPaxeabHOl iIHTYb6auii 3aMicTb
KPIKOTMPEOTOMIl, AKLLLO € BiAMOBIOHI HABUYKMW.

19. Documentation of Care.

e Document clinical assessments,
treatments rendered, and changes in the
casualty’s status on a TCCC Card (DD Form
1380). Forward this information with the
casualty to the next level of care.

20 . Prepare for Evacuation.

a. Complete and secure the TCCC Card
(DD 1380) to the casualty.

b. Secure all loose ends of bandages and
wraps.

c. Secure hypothermia prevention wraps/
blankets/straps.

d. Secure litter straps as required.
Consider additional padding for long
evacuations.

e. Provide instructions to ambulatory
patients as needed.

f. Stage casualties for evacuation in
accordance with unit standard operating
procedures.

g. Maintain security at the evacuation
point in accordance with unit standard
operating procedures.

PRINCIPLES OF TACTICAL
EVACUATION CARE (TACEVAC)

* The term “Tactical Evacuation” includes
both Casualty Evacuation (CASEVAC) and
Medical Evacuation (MEDEVAC) as defined
in Joint Publication 4-02. Basic Management
Plan for Tactical Evacuation Care

1. Transition of Care

a. Tactical force personnel should estab-
lish evacuation point security and stage
casualties for evacuation.

b. Tactical force personnel or the medic
should communicate patient information and
status to TACEVAC personnel as clearly as
possible. The minimum information commu-
nicated should include stable or unstable,
injuries identified, and treatments rendered.

c. TACEVAC personnel should stage
casualties on evacuation platforms as
required.

d. Secure casualties in the evacuation
platform in accordance with unit policies,
platform configurations and safety require-
ments.

e. TACEVAC medical personnel should
reassess casualties and re-evaluate all
injuries and previous interventions.

2. Massive Hemorrhage (same as
Tactical Field Care)

3. Airway Management Endotracheal
intubation may be considered in lieu of
cricothyroidotomy if trained.
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4. Respiration / JuxaHHS.
BinblwicTe NopaHeHMX He NOTPebytoTb 40AATKOBOIrO KUCHIO, NpoTe
BiH MO>Ke 3HaZOOUTUCL Y HAaCTYMHUX BMMNagKax:

- Hn3bKuMi nokasHMK caTypauii 3a [aHUMU Ny/IbCOKCUMETPI;

- NopaHeHHs, NoB’A3aHe 3 MopPYyLUEHHAM OKCUreHau,l;

- MNopaHeHuni 6e3 cBiooMoCTi;

- MNopaHeHunit 3 YMT (HeobxigHUM piBeHb caTypauii >90%);

- NopaHeHn1 y cTaHi WOoKy;

- [NopaHeHMn 3HaXogMUTbCA BUCOKO Hag, PiIBHEM MOPS;

- OoBeneHe abo nigo3ptoBaHe OTPYEHHA MPOAYKTaMU FOPIHHA
(BAMXAHHSA TOKCUYHOTO OUMY).
5. Circulation / KpoBoo®Gir. (aji Taki »<, AK i Ha eTani JJonomoru B
NoONbOBUX YMOBAX)
6. YepenHo-M0O3KOBa TpaBMa cepenHboro abo TAXKKOro CTyrneHsa
(nii TakKi ), 9K i Ha eTani [JonoMoru B No/ibOBMX YMOBaXx):
a) MNopaHeHnM 3 YMT cepegHboro abo TAXKKOro CTyneHs cif
MOCTINHO NPOBOANTU MOHITOPUHT LLLOA0:
1. 3HM>KEHHS PiBHSA CBIJOMOCTI.
2. Po3wupeHHs 3iHuLb.
3. CuctoniyHoro apTepianbHoro TMcky >90 MM pT. CT.
4. Sp02 >90%.
5. linoTepwmii.
6. EtCO2 (akwo poctynHa umdpoBa KanHorpadis, NMoKasHUK Mae
6yt 35-40 MM pT. cT.).
7. HaaBHOI NpOHNKHOT TPaBMU ro/10BU (SIKLLO € — BBEAITb
aHTUOBIOTUK).

8. MNipo3ptoliTe HaABHICTb TPABMU LUNIMHOMO BigAiny XpebTa, NoKn He

0OBELEHO MPOTUNIEXKHE.
6) OQHOCTOPOHHE PO3LUMPEHHS 3iHULb, SKE CYNPOBOOXKYETHCSH
3HU>KEHHSAM PiBHA CBIAOMOCTI, MOXXe 03Ha4YaTu HAPOCTaHHSA
BHYTPILLHbOYEPEMHOI0 TUCKY; AKLLO Lie CTaslocs, BUKOHAWTE HMXKYe
HaBeLeHi Aii ANA 3MEHLEHHS BHYTPILWHbOYEPENHOMO TUCKY:
1. Beepitb BB/BK 6ontocHo 250 mn 3% a6o 5% rinepToHiuHOro
po3unHy NaCl.
2. MMigHiMiTb ronoBy nopaHeHoro Ha 30 rpagyci..
3. lNinepBeHTUMIONTE MOPaAHEHOrO:

- yactota 20 3a 1 xB,;

- OPIEHTYMTECh Ha MOKA3HWKM KanHorpada, wob nigTprumMyBaTh

piBEHb BYrnekucnoro rasdy Ha KiHui sugmnxy (EtCO2) 30-35 MM pT. cT;

- 0N TiNepBEHTUIALIT Ma€ BUKOPUCTOBYBATUCS MaKCMMaribHa
KOHLLeHTpauia kucHio (FiO2);

- He rinepBeHTUNIIONTE NOpaHeHoro 6e3 03HakK 3arposu
BKJIMHEHHS FO/TIOBHOIO MO3Ky. [lopaHeHNX MO>KHa
rinepBeHTUNIOBATU, BUKOPUCTOBYOUN MILLOK TUMY aMby 3 MacKoto 3
nigegHaHUM KUCHEM.

7. Monepep)keHHs rinoTepwmii. (Lii Taki >k, AK i Ha eTani Jonomoru B
NOSbOBUX YMOBAX)

8. NMpoHnKHe NopaHeHHS oKa. (aii TakKi X, 9K i Ha eTani JJonomoru B
NOSbOBUX YMOBAaX)

9. MoHITOpUHTE. (Lii Taki >, AK i Ha eTani [JJonoMorn B NofboBmMX
yMoBax)

10. 3Heb6onoBaHHA. (Oii Taki >, 9K i Ha eTani [JJonoMoru B No/ibOBUX
yMoBax)

11. AHTUGIOTMKM. (Iii TakKi X, AK i Ha eTani [JJonoMoru B NoiboBMX
yMoBax)

4. Respiration/Breathing
Most combat casualties do not require
supplemental oxygen, but administration of
oxygen may be of benefit for the
following types of casualties:

e | ow oxygen saturation by pulse oximetry
e [njuries associated with impaired
oxygenation

e Unconscious casualty

e Casualty with TBI (maintain oxygen
saturation > 90%

e Casualty in shock

e Casualty at altitude

e Known or suspected smoke inhalation

5. Circulation (same as Tactical Field
Care

6. Moderate or Severe Traumatic Brain
Injury (same as Tactical Field Care)

a. Casualties with moderate/severe TBI
should be monitored for:

e Decreases in level of consciousness
e Pupillary dilation

e SBP should be >90 mmHg

e 02 sat>90

e Hypothermia

e End-tidal CO?2 (If capnography is
available, maintain between 35-40 mmHg)
e Penetrating head trauma (if present,
administer antibiotics)

e Assume a spinal (neck) injury until
cleared.

b. Unilateral pupillary dilation
accompanied by a decreased level of
consciousness may signify impending
cerebral herniation; if these signs occur,
take the following actions to decrease
intracranial pressure:

e Administer 250 ml of 3 or 5%

hypertonic saline IV/IO bolus.

e Elevate the casualty’s head 30 degrees.

e Hyperventilate the casualty.

— Respiratory rate 20

— Capnography should be used to

maintain the end-tidal CO2 between 30-35
mmHag.

— The highest oxygen concentration

(FIO2) possible should be used for
hyperventilation.

— Do not hyperventilate the casualty
unless signs of impending herniation are
present. Casualties may be hyperventilated
with oxygen using the bag-valve-mask
technique.

7. Hypothermia Prevention (same as
Tactical Field Care)

8. Penetrating Eye Trauma (same as
Tactical Field Care)

9. Monitoring (same as Tactical Field
Care)

10. Analgesia (same as Tactical Field
Care)

11. Antibiotics (same as Tactical Field
Care)
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12. OrnaHbTe | HaKNaKTb NOB’A3KKU Ha BCi BUABJIEHi paHW. (aii Taki
XX, SIK i Ha eTani [lonoMoru B NonboBMX yMOBax)

13. MNMepeBipTe Ha HAaABHICTb iHWNX MNOpPaHeHb (Aii TaKi X, AK i Ha
eTani JJonoMorun B NoNbOBUX YMOBaX)

14. Onikwn. (pii Taki K, 9K i Ha eTani [lonoMory B NosiboBUX YMOBax)
15. BukoHanTe iMMoGini3auito (LULMHYBaHHS) BCix nepesioMiB Ta
nepeBipTe HasABHICTb ANUCTA/IbHOIO NybCy.

(mii Taki >, 9K i Ha eTani [JonoMoru B NonboOBMX YMOBaX)

16. CepueBo-nereHeBa peaHiMauia (CJ1P) Ha etani TACEVAC.

a) [MopaHeHoOMy 3 TpaBMoto Tynyba abo NoniTpaBMolIo, 3 BiACYTHICTIO
NynbCy i ANXaHHS, Ha eTani TakTUYHOI eBaKyaLlil C/lif BUKOHATU
OBO6IYHY ronKoBY AEKOMMPECIiO Ta BNEBHUTUCD, LLLO Y HbOrO HEMAE
Hanpy>eHoro NHeBMoOTOpaKcy. Npouenypa rofkoBoi gekoMnpecii
NpPoBOAUTbLCS TakK, 9K onmncaHo BuLle (Po3gin 5a).

6) Ha paHoMy eTani cnig po3nodnHaT cepueBo-ereHeBy
peaHiMaL,ito, AKLL0 Y TPABMOBAHOI0 HEMA€E OYEBUOHO CMEPTEIBHUX
paH Ta BiH 6yae 0oCTaB/eHUM B NiKyBanbHUIA 3aKag 3 MOXK/IUBICTIO
HadaHHSA XipypriyHol gonoMory 3a KopoTkuii Yac. CJ1P He noBMHHa
NMPOBOANTUCH, AKLLO Le WKOANTb 60MOBOMY 3aBAaHHIO abo 3aBarkae
HaZaBaTW iHLWWM MOPAHEHUM EKCTPEHY OOMOMOrY, O PATYE XKUTTS.
17. KomyHikauis.

a) [oBOPITb 3 NOpaHeHUM, AKLWOo MoXknnBo. [NigbagboptonTe Ta
3acnokKotonTe roro. NosacHNTe BCO ,ONOMOrY, Ky BU HafJa€eTe.

6) 3B'SKITbCA 3 MEOUYHMM MEPCOHANIOM HAaCTyMHOMO PiBHSA
O0MOMOrK, AKLLLO MOXK/TMBO, Ta NepefanTe iHdhopMaLito Wwo[o
MeXaHi3My Ta XapaKTepy TPaBMU, O3HAKM Ta CUMATOMM, @ TAKOXK
HagaHui o6’em gonomorn. lNepenanTe Oyab-sKy iHWY 0OOATKOBY
iHpopMaLito, AKLWLO NOTPI6HO.

18. [loKkyMeHTyBaHHA HagaHOI JONOMOIW. (4ii TaKi XK, AK i Ha eTani
Honomoru B NonboBMX yMoBax)

12. Inspect and dress known wounds
(same as Tactical Field Care)

13. Check for additional wounds. (same
as Tactical Field Care)

14. Burns (same as Tactical Field Care)

15. Splint fractures and re-check pulses
(same as Tactical Field Care)

TCCC Guidelines 2021

16. Cardiopulmonary resuscitation
(CPR) in TACEVAC

a. Casualties with torso trauma
or polytrauma who have no pulse or
respirations during TACEVAC should have
bilateral needle decompression performed
to ensure they do not have a tension
pneumothorax. The procedure is the same
as described in Section (4a) above.

b. CPR may be attempted during this
phase of care if the casualty does not have
obviously fatal wounds and will be arriving
at a facility with a surgical capability within
a short period of time. CPR should not be
done at the expense of compromising the
mission or denying lifesaving care to other
casualties.

17. Communication

a. Communicate with the casualty if
possible. Encourage, reassure and explain
care.

b. Communicate with medical providers at
the next level of care as feasible and relay
mechanism of injury, injuries sustained,
signs/symptoms, and treatments rendered.
Provide additional information as appropri-
ate

18. Documentation of Care (same as
Tactical Field Care)
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