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Peanimauji Ta EkcTpeHoi
MegwyHoi lonomoru

& PEKOMEH[IALI 3 TAKTHYHOI
[0NOMOTH NOPAHEHHM B
YMOBAX BOMOBHX I

119 MELHYHOTO

[NEPCOHANY
15 rpynHa 2021

YepBOHMM  WPUHTOM BUAINEHUI TEKCT OHOBAEHHA npoTokony TCCC upOro poky;
ONAKUTHAM WPUGTOM BUAINEHUI TEKCT, AKMI He ByNo 3mMiHeHo, NpoTe nepemilleHo Ao
iHLIOro PO3/iNy B pamMKax NPoToKoNy. OCTaHHi 3MiHW CTOCYHOTLCA NPUCTPOIB AN 3YMUHKM
BY3710BOi KPOBOTEYi Ta BiAHOBAEHHA NPOXIAHOCTI AMXaNbHWX LUNAXIB, PEKOMEHAALN
WoA0 3HeOONEHHA Ta MPOHMKAKUMX NOPaHeHb YepeBHOI MOPOXKHUHM 3 eBicLepaLlieto
KULLEYHMKa.

OCHOBHUWI MNAH Ol ONg ETANY
«JJ,OI'IOMOFA Mg BOrHEM/MIQ YAC 3ATPO3U»

2.

e

BizkpwiiTe BOrOHb Y BiANOBIAb Ta 3HANAITL YKPUTTA.

HakasiTb abo ouikyiiTe Bif NOPaHEHOrO NPOLOBXKUTI BUKOHAHHA 60OI10BOMO
3aBAaHHS, AKLLO Lie A0NYCTUMO.

HakaxiTb nopaHeHOMY pyXaTUCb B YKPUTTA i HaZaTu cobi 4onomory, AKLWO
Lie MOX/IMBO, ab0 AKILO TAaKTUYHO MOKAMBO, NEPEMICTITb ab0 NepeTArHiTh
NOPAHEHOTO A0 YKPHUTTA.

Hamaraitecb YHUKHYTWU Y NOPAHEHOTO0 3HA4YHUX 4OAATKOBUX TPABM.

BUTATHITL NopaHeHOro 3 aBTOMOGiNA um ByaiBAi, AKi ropaTb, Ta NEPEMICTITb
y BigHOCHO 6e3neyHe micue. Micna uboro 3pobiTb yce moxauBe, 10O
NPUNUHUTY FOPIHHA Ha NOPaHEHOMY.

3YNUHITL KWUTTEBO-3arPO3NMBY 30BHILLHIO KPOBOTEYY, AKLLO Le TaKTUYHO
3[iICHUMO:

®  HaKkasaTM MOPaHEHOMY CaMOCTIMHO 3yMMHWUTW KPOBOTEYY, AKLLO Le
MOK/IBO;

® 3actocyBatu pekomeHaoBaHi Komitetom TCCC TypHiKeTM ANA KiHLIBOK
3 METO0 3YMMUHKM KPOBOTEYI B MiCLAX, AKI aHAaTOMIYHO AOCTYNHI ANA iX
BMKOPUCTAHHS;

®  HaKNaAiTb TYPHIKET ANA KiHLIBOK NOBEPX OAArY YiTKO MPOKCMMANbHO
Big, MicuA KpoBoTeui. AKLWO Micue 3arpo3nMBOi ANA KUTTA KpoBOTeui
HE O0YeBWAHE, PO3MICTITb TYPHIKET «BMCOKO Ta LULiNbHO» (AKOMOra
NPOKCUMa/IbHO) Ha NOLIKOAMEHIN KiHLiBLj Ta NEPEMICTiTb NOPaHEHOTO B
YKpUTTA.

3abe3neyeHHs NPOXiAHOCTI AMXaNbHMX LWAAXIB Y MOPAHEHOro Kpalle
BiZKNacTK Lo eTany «[lonomora B TaKTUYHUX YMOBaAX».
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TACTICAL COMBAT
CASUALTY CARE
GUIDELINES FOR

MEDICAL PERSONNEL
5 December 2021

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 junctional
and airway device recommendations, analgesia,
and abdominal evisceration guidelines.

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:

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

® UseaCoTCCC-recommended limbtourniquet
for hemorrhage that is anatomically
amenable to tourniquet use.

® 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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Yo OCHOBHWI NMNAH O
Ona eETAMyY «4ornoMoOorA B
TAKTUHHNX YMOBAX»
Peanimauji Ta EkcTpeHoi
MegwyHoi lonomoru
1, OpraH|3yBaTV| nepumeTp 6e3neku BiANOBIAHO A0 CTAHAAPTHOI NpoLeaypH

BalIOro Miapo3ainy Ta/abo 06cTaBuH 60k. 3ab6€3NEUNTU KOHTPONb TaKTUYHOI
cuTyaLi.

2. MpoBecT! MeANYHE COPTYBAHHA NOPAHEHMX. Y NOPAHEHMX 3 NOPYLUEHHAM
cBifoMOcTi Tpeba BUAYYMTH 30010 Ta 3ac0bM 3B's3KY HEralHo.
3. Massive Hemorrhage. MacuBHa KpoBoTeua.

a) OrnsHbTE Ha NPeaMET HEBMABNEHOI KPOBOTEYI Ta KOHTPOAIIOMTE BCi MicLis
KpoBoTeYi. AKLLO LbOro Lie He 3p0baeHo, HaKNaAiTb PeKOMEHLOBaHMI KomiTeTom
TCCC TypHiKeT ANA KIiHLiBOK ANA 3YNWUHKW KPOBOTEYi 3 paH, AKi aHaTOMIY4HO
NiAXOAATb ANA HAaKNAZaHHA LaHOro TypHikeTa abo npu Byab-AKi TpaBMaTUYHiiA
amnyTauji. Haknagitb TYpHIKET NPAMO Ha LWKipy Ha 5-8 cm (2-3 Atoiimu) BULLE Micus
KpoBOTeui. AKLLO KPOBOTEYA HE 3yNMHWUAACA NICAA HAKNAAAHHA NEPLIOrO TYPHIKeTa,
HaKNAAITb APYTUM TYPHIKET 6e3nocepeaHbo NOpAs, 3 NePLUMM.

6) Mpu KpoBOTeui (30BHIiLHIN), AKY HE MOMHA 3yNUHWUTU HaKNAZAHHAM
TYpHiKeTa ANA KiHLIBOK Yepe3 aHaTOMiYHe PO3MILLEHHA paHW abo AK LONOBHEHHA
NpW 3HATTI TYPHIKETA, BUKOPUCTOBYMTE remocTaTYHy mapato Combat Gauze, Aka
pekomeHgosaHa Komitetom TCCC.

ANbTepHaTMBHI reMoCTaTUyHi 3acobu:
* Celox Gauze abo
* Chito Gauze abo

* XStat™ (6inblW NPUCTOCOBAHWMIA ANS BMKOPUCTAHHA MNpW  [NBOKMX
NOPaHEHHAX B NPOBNEMHMX 30HaX 3 BY3bKUM PaHbOBUM KaHanoMm)

*iTClamp (moKe 3acTOCOBYBaTUCH OKPEMO, 300 Pa3oMm i3 reMoCTaTUYHUMM
nos’askamu abo XStat)

leMocTaTU4Hi Mapni  HeoOXiZHO BMKOPMCTOBYBATW 3 MOAANbLIMM NPAMUM
TUCKOM Ha paHy NPoTAroM He MeHLWe 3 XBUAMH (ONLiMHO NpU 3acTOCyBaHHI
XStat™). Yci remoCTaTUyHi NOB'A3KM MOXYTb NPALIOBATU NO-Pi3HOMY, TOMY Y
BMNAZKY, AKWO KPOBOTEYA 3a/NMLIAETLCA HEKOHTPONbOBAHO, BUKOPUCTAHA
Mapnsa Moxe OyTU BWANEHa Ta 3aMiHEHA Ha ApYry TOro camoro abo iHworo
iny. (Yeara: XStat™ He moe 6yTW BuAaNeHUI Ha noni 6010, ane A0AaTKOBO
MOXHa BUKOPUCTATM iHLLMIA XStat™, a TaKoK NOBEPX HbOTO MOMKHa 3aCTOCYBATH
iHLi KPOBOCMMHHI 3ac06M abo NOB'A3KM)

AKWO Miclle KpoBOTEYI AOCTYMHe ANA BMKOPUCTAHHA BY3/0BOTO TYPHIKETa,
HeramHo Hakna4iTb BY310BMI TypPHiKeT. He Bigknagante HaknafaHHA rotoBoro
ANA  BUKOPUCTAHHA BY3N10BOr0 TypHiKeTa. fKWO BY3N0BWI TYpHIKET He
JOCTYMHUIA abo He roTOBUI 10 BMKOPUCTAHHA, Nif yac 110ro MiAroToBKM A0
HaKNafaHHA CNif 3acTOCyBaTU reMOCTaTMYHY MaPAt Y NOEAHAHHI 3 NPAMUM
TMCKOM Ha PaHy.

B) 119 3yNUHKM 30BHiLLHbOT KPOBOTEYI F0/10BM ab0 LK Y pasi, AKLLO MOXKHA
NErKo CyMICTUTM Kpai paHu, y AKOCTi OCHOBHOTO BapiaHTy MOXe BUKOPMCTOBYBATMCA
iTClamp. Nepeg 33CTOCYBaHHAM iTClamp peKoMeHZOBaHO BMKOHATK TaMMOHAZY
paHm reMoCTaTU4YHOIO NOB’A3KOH abo, AKLLO Lie MOXAMBO, XStat.

iTClamp He noTpebye [A0AaTKOBOrO NPAMOTO  TUCKY Ha pPaHy Kou
BMKOPUCTOBYETbCA OKPEMO, abo Yy MOEAHAHHI 3 iHWWMM reMoCTaTUYHUMK
3acobamu.

AKwo iTClamp Haknafa€eTbCA Ha WK, HEOOXiAHO NPOBOAMTM YACTY NEPEOLLHKY
CTaHy ANXaNbHUX WAAXIB Ta NUAbHYBATH LOAO MOXAMUBOI HAABHOCTI reMaTOMM,
WO 36iNbLIYETHCA, Ta MOKE CNPUYUHUTM NOPYLIEHHA NPOXIAHOCTI AUXaNbHMX
Lnsxis.

3a HaABHOCTI O3HaK remaTomu, fAKa 36iNblUyE Ta BUKAMKAE OOCTPYKLtO
AMXaNbHUX WAAXIB, PO3MNAHBTE HEOOXIAHICTb BUKOPUCTAHHA HaArOPTaHHOrO
noBiTPONpPoBOAY abo BMKOHAHHS iHTYbaLLi Tpaxei.

HE 3actocosysatu iTClamp Ha oko abo 6an3bKo oyeit (banxye 1 cm Big opbiTh).
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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 communications
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-recommended
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 side-
by-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:

Celox Gauze or

ChitoGauze or

XStat (best for deep, narrow-tract

junctional wounds)
* 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 be
used as a primary option for hemorrhage
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.

*
*
*
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r) MpoBeAiTb MOYATKOBMI OMNAZL Ha nNpeamer If the iTClamp is applied to the neck,
reMopari4Horo LOKY (3HWKeHWI piBeHb csigomocti 3a |  perform frequent airway monitoring and
Bi/ICYTHOCTi YepenHo-Mo3KoBOi TpaBMu Ta/abo cnabkuit |  €valuate for an expanding hematoma that
ab0  BiACYTHIi pagjanbHuii Mynbc) Ta po3mAHLTe | o MaY COMpromise theairway.
HEOBXIAHICTb HErailHO PO3NOYaTH HeBiaknaaHi saxogu 3 |  Considerplacingadefinitive airway if there

MeTOPOﬂiKyBaHHﬂ oKy is evidence of an expanding hematoma e
Peariimauii Ta E i i
?\;}Smﬂg:ﬁo;&%&&m DO NOT APPLY on or near the eye or eyelid

(4

4. Airways. MpoxigHicTb AMXaNbHUX WAAXIB: (within 1cm of the orbit).
a) ﬂOpaHEHMVI y CBi,D,OMOCTi Ta 6e3 Henpoxip,Hocﬂ d. Performinitial assessment fgr hemorrhagic
(O6CT|:)YKU|i'II) BerHiX AVXaNbHUX LWNAXIB: shock (altered mental status in the absence

6 . of brain injury and/or weak or absent radial
HE NOTPEDYE NPOBEAEHHA IOAATKOBMX 3aXOAIB; pulse) and consider immediate initiation of

6) NopaHeHui1 6e3 ceigomocTiTa 6e3 HenpoxigHOCTi (06CTPYKLi) BEPXHIX AMXAaNbHUX | shock resuscitation efforts.

*

LWAAXIB: 4. Airway Management
¥ NepemicTuTi MOpaHEHoro y cTabinbHe MONOXEeHHS; a. Conscious casualty with no airway
x . . ) problem identified:
ATV NinbopPIAAA b0 BUCYHYTU HUXKHIO Lieneny abo; « No airway intervention required
* 33cTOCyBaTH Ha30dapuHreanbHuMit NoBiTPOBIL abo; b. Unconscious casualty without airway

obstruction:
e Place casualty in the recovery position

*

HaAropTaHHWI NOBITPONPOBIZ.

B) MopaHEeHWit 3 HENPOXIZAHICTIO UM 3 3arPO30t0 HEMPOXIAHOCTI BEPXHIX AUXaNbHUX « Chin lift or jaw thrust maneuver or
LWAAXIB: * Nasopharyngeal airway or
* [03BOANUTM NOPaHEHOMY 3aifHATU  Bydb-AKE MONONKEHHA, NMPU AKOMY * Extraglottic airway

v . P . f c. Casualty with airway obstruction or
HanKpalle 36eplra€TbCﬂ NPOXIAHICTb AUXaNbHUX LLAAXIB, Y TOMY YUCAI impending airway obstruction:

CnaA4n, Ta/a6o HaXM/IMBLLIUCL BNEPEA, e Allow a conscious casualty to assume
* nigHATM Nigbopiaan abo BUCYHYTU HUKHIO LUeNeny; any position that best protects the airway, to

* BUKOHATV acnipaLiito BMICTY BEPXHiX AMXaNbHMX WAAXIB, AKLO Lie Mosue; | nclude sitting up and/or leaning forward.
e Use a chin lift or jaw thrust maneuver

¥ BBECTH |'|a30¢aF)Vll'lreé”"'i’l'll'ﬁ;I HOBiTpOBiA 360; e Use suction if available and appropriate

* HaAropTaHHWM NOBITPONPOBIA, (AKLLO NopaHeHuUI be3 caigomocTi); * Nasopharyngeal airway or

* NepemicTUTU NopaHeHoro y CTabiNbHe MONOKEHHS. unc;nizfgii;Ottic airway (if the casualty is
r) AKLLLO nonepeaHi MaHinysLi He yCiLLHi, BUKOHaMTE XipypriYHy KPIKOTMPEOTOMIlO, « Place an unconscious casualty in the
BMKOPUCTOBYIOUM OJHE 3 HUXKYEHABEAEHOTO: recovery position

* XipyprivyHO BigKPWUTY TEXHIKY NO NPOBIAHMKY, BUKOPUCTOBYIOUM TPaxeanbHi d. If the previous measures are

KaHION 3 MaHMeTolo 30BHIWHIM AjiameTpom <10 Mm, BHyTpiwHim | Unsuccessful, — perform &  surgical
cricothyroidotomy using one of the following:

niameTpom 6-7 MM Ta 3aBAO0BKKM BCepeamHi Tpaxei 5-8 cm; « Bougie-aided open surgical technique

* CTaHAAPTHY BIZKPUTY XipypriuHy TEXHiKy, BUKOPUCTOBYIOUM TPaxeanbHi | using a flanged and cuffed airway cannula
KaHION 3 MaHXeTol 30BHiWHIM AiameTpom <10 MM, BHYTPIlWHIM | of less than 10 mm outer diameter, 6-7 mm
AiameTpom 6-7 MM Ta 3aBLOBXKKW BCepeauHi Tpaxei 5-8 cm (HalimeHw | internal diameter, and 5-8 cm of intratracheal
baaHuil BapiaHT); length.

" . . o . . e Standard open surgical technique using
BUKOPUCTOBYUTE AN1A 3He60ﬂeHHﬂnIAOKaIH,ﬂKLLI,0 MOPaHeHMnYy CBIAOMOCTI. | flanged and cuffed airway cannula of less

£) Crabinisauis WwWuiHoro Biaainy xpebTa He € HEODXIAHOW Y NOCTPAXAANNX | than 10mm outer diameter, 6-7 mm internal
3 IMe NPOHMKAYMMU NOPAHEHHAMM diameter, and 5-8 cm of intra-tracheal length.

e) BM3HauMTM Yy NOpaHEHOro caTypaljlo remornobiHy Kposi AnA * Use lidocaineif the casualty is conscious.

. .. . X . e. Cervical spine stabilization is not
niarsepaXeHHA afeKBaTtHOl NPOXIAHOCTI ANXaNbHUX LWAAXIB necessary for casualties who have sustained

) 3aBKAM Nam’ATanTe, WO NPOTATOM Yacy CTaH MPOXiAHOCTI AMXaNbHUX | only penetrating trauma.

*

LWAAXIB Y NOPAHEHUX MOXKE 3MIHIOBATUCh, L0 BMMArae 4actoro npoBefeHHs f. Monitor the hemoglobin oxygen
nepeoLLiHKK. saturation in casualties to help assess airway
patency.

AKLwWwo 3aCTOCOBYIOTbCA HAATOPTaHHI MPUCTPOI 3 MAHXKETOH, AKa g. Always remember that the casualty’s
HaNOBHIOETbCA MOBITPAM, HEOOXiAHWIA KOHTPOMb TUCKY BCEPEAMHI airway status may change over time and
MaHXeTW AnA  3anobiraHHA nepeposayBaHHsa, 0C06AMBO Mif | requires frequent reassessment.

yac MOBITPAHOI eBaKyallii, AKa CYNPOBOLKYETbCA Mepenasamu Airway Notes:

aTmoccbepHoro TUCKY. 0 If an extraglottic airway with an air-filled

© HagroprawHi  npucTpoi  3a3BM¥all  MOTAHO  MEPEHOCATHCA cuff _i: “Ssdt' the C,:ff pressure m_ustt_ be
MOPaHEHNMM 3 HErMMOBOKMM MOPYLIEHHAM PiBHA CBIZOMOCTI. monitored to avord overpressurization,

q 6 . 6 . especially during TACEVAC on an
KLO nopaHeHnn be3 CBIAOMOCTI | be3 NPAMOI TPaBMU ANXaNbHUX aircraft with the accompanying pressure

LWAAXIB BMMAra€ BiJHOBNEHHA MPOXIGHOCTI AMXaNbHUX LUNAXIB, changes.

ane pearye Ha HaAropTaHHi MPUCTPOi, PO3MAHbTe 3acTocyBanHA | € Extraglottic airways will not be tolerated

Ha30(papnHreanbHOro NOBITPONPOBOAY. by a casualty who is not deeply
© ¥ nopaHenux 3 Tpasmamu 0B6auuus Ta poty, onikamm 06aMYYS unconscious. If an unconscious casualty

without direct airway trauma needs
an airway intervention, but does not
tolerate an extraglottic airway, consider
the use of a nasopharyngeal airway.

Ta 03HaKaMM IHrANALIMHOTO YPaKEHHA AWXaNbHUX  LUNAXIB
Ha30hapuHreanbHUt MOBITPONPOBIL Ta HAArOPTaHHI NPUCTPOI
MOXYTb BUABUTUCb HeePeKTUBHUMM. TaKi NOpaHeHi BMMaraTUMyTb
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e NpoBeLeHHA XipyprivyHOi KPIKOTUPEOTOMII.
© He tpeba oppasy nposogUTM XipypriuHy
KpiKOTUPEOTOMito nopaHeHUMm be3
CBIZOMOCTi y AKX He BWABNEHO NPAMOI
TPaBMM AMXANbHUX LWAAXIB, LOMOKM He byae
Peatinaji 12 EXCrpeHo AoBefeHa HeedEeKTUBHICTb 3aCTOCYBaHHA
MegwyHoi lonomoru .
HasodapuHreanbHoro nositponposogy Ta/

ab0 HaAropTaHHMX NPUCTPOIB.
5. Respiration / iuxaHHs:

a) 3p06MTVI ornAag NopaHeHOro, Yn € B HbOMO O3HAKM HaMPy*XEHOro
NHEBMOTOPAKCY, Ta 34 HeO6Xi,£I,HOCTi HafaTh Aonomory.

+  Tpeba ouikyBaTM Hanpy*eHUi i MHEBMOTOPAKC Ta HagaBaTi AOMOMOTY, AKLO
y MOPaHEHOro BMAB/EHA 3Ha4HA MPOHMKaloya abo 3aKpuTa TpaBma rpyAHOI
KNiTKK, Ta NPUCYTHE 0AHE abo bifbLue 3 HACTyMHOrO:

* BaKuit abo nporpecyoymnin pecnipaTopHUin AUCTpec

* 3HayHe abo nporpecytoye NiABULLEHHA YaCTOTU ANXAHHA

* AYCKyNbTaTMBHO BiACYTHICTb ab0 iCTOTHE 0CNAbNEHHA AMXaHHA Ha OAHOMY
boui

* 3HuKeHHsA caTypauii kposi <90% 33 AaHMMM NYAbCOKCUMETPI

Lok
TpaBMaTUYHa 3yNWHKa CepLiA 3a BiACYTHOCTI IHLIMX GaTaNbHUX NOPaHEHb
Nam’araiire:

L/ v
N\, fIKWO CBOEYACHO He HaZaTW [ONOMOrY, HAMPYMKEHWI MHEBMOTOPAKC MOXeE
HapOCTaTM Ta NPU3BECTY [0 LWOKY i 3yNUHKM Cepus

HeBizfKknaAHa LONOMOra Npu O4iKyBaHOMY HaMpYeHOMY MHEBMOTOPAKCi:

* AKWL0 Yy NOpaHeHOro NPUCYTHA OK/03ilHA HaKewKa, cnif abo BigkneiTM oguH
KpaW Haknemnku, abo NoBHICTHO ii 3HATYH

* TpoBoANUTH NOCTIMHWIA MOHITOPUHT CaTypaLii KPOBi KUCHEM

* TlepemicTTn nmopaHeHoro y crtabinbHe OOKOBE MONOMEHHA, MOKW BiH
He npunge y CBIZOMICTb, MICAA YOTO NOCAAMTW WOTO ANA MiATPUMAHHA
NPOXIZHOCTI ANXaNbHUX WAAXIB Y pa3i WenenHo-AnLeBoi TPaBMMU.

* BMKOHaTM [JEKOMMpECito TpyaHOI NOPOMHMHM 3 OOKY NOWKOAKEHHS,
BMKOPMUCTOBYIOUM roKy — KaTeTep 14G abo 10G foB*uHOK NoHaz 8 cm (3,25
Atoiimis).

* AKWO y NopaHeHoro BUABAEHA 3HA4YHA NPOHMKatoYa abo 3aKpuTa TpaBMa
TPYZAHOI KNITKM, Ta NPUCYTHI 03HAKM TPABMATUYHOI 3yNUHKM cepus (BiACYTHICTb
NynbCy, AMXaHHSA, peakuii Ha 6inb abo iHWMX O03HAK XWTTA), BUKOHATM
ABOCTOPOHHIO MYHKLMHY AEKOMNPECio NepL, Hi¥ NPUIMHWTM NOAanblue
HaAaHHA LONOMOTHK.

Mam’araitre:

[/ ™ . .

N, TYHKUiHY JeKOMNpPeciio MOMHa BMKOHYBAaTM AK Y 5-My MixpebepHomy
NPOMiXXKY MO fKLWO CBOEYACHO He HajaTM [OMOMOTY, Hanpy*KeHui
NHEBMOTOPAKC MOXKe HapOCTaTX Ta MPU3BECTM A0 LOKY i 3yNUHKKM cepLA

O HesigrnagHa gonomora npu 04iKyBaHOMY Hanpy:KEHOMY MHEBMOTOPAKCI:

* AKLLO Y NOPaHEHOro NPUCYTHA OKALO3ilHa HaKNeliKa, ciig abo BigkneiT oauH
Kpal Haknenku, abo NOBHICTIO ii 3HATH

* NPOBOANTM NOCTINHMIA MOHITOPUHT CaTypaLii KPOBI KUCHEM

*[lepemicTUTM nopaHeHoro y cTabinbHe OOKOBE MONOMEHHSA, MOKW BiH
He npuige y CBIZOMICTb, MICAA YOTO NOCAAMUTW WOro ANA NiATPUMAHHSA
NPOXiZAHOCTI ANXaNbHUX WAAXIB Y Pa3i LWenenHo-11LEBOI TPaBMU.

* BUKOHATW  [LeKOMNPECi0  TPYAHOI MOPONKHMHM 3 DOOKY MOLIKOZAKEHHS,
BMKOPUCTOBY0UM rONKy — KaTeTep 14G abo 10G gosuHo0 noHag 8 cm (3,25
ALOAMIB).

* fKWOo y NOpaHeHOro BMABNEHA 3HAYHA NMpOHMKatoya abo 3akpuTa TpaBma
TPYAHOI KNITKM, Ta NPUCYTHI 03HaKM TPABMATUYHOI 3yNUHKM CepLiA (BIACYTHICTb
NyAbCy, AMXaHHA, peakuii Ha 6inb abo iHWWX O3HAK KMTTA), BUKOHATH
ABOCTOPOHHIO MyHKLiAHY LEKOMNPECII0 NepL, HiX NPUMMHUTKA Nojanblue
HaAaHHA LONOMOTH.
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‘> For casualties with trauma to the
face and mouth, or facial burns
with suspected inhalation injury,
nasopharyngeal airways and
extraglottic airways may not suffice
and a surgical cricothyroidotomy
may be required.

‘> Surgical cricothyroidotomies should
not be performed on unconscious
casualties who have no direct
airway trauma unless use of a
nasopharyngeal airway and/or
an extraglottic airway have been
unsuccessful in opening the airway.

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
opviously fatal wounds

. If not treated promptly, tension

pneumothorax may progress from
respiratory distress to shock and
traumatic cardiac arrest.

0 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 maxillofacial
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 the
2nd ICS in the mid-clavicular line (MCL)
may be used for needle decompression
(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
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Nam'aTanTe:

* MTYHKUiIMHY OEeKOMNPEeCito MOMHA BMKOHYBATM AK
y 5-my MixkpebepHOMy NpOMiXKY N0 nepeaHii
MaxBUHHIM NiHil, Tak i y 2-mMy MixpebepHomy
MPOMIKKY MO CePeAHbOKOUYMYHIN NiHIi. YNeBHITbCA,

(4

e LLLO TOYKA NPOKOAY FOIKOK PO3MIiLLEHa He MefiaNbHO
(B cepeauHy) Big niHii cocKa, i ronka He CNpPAMOBaHa
B OiK cepu.

* Tonka / KaTeTep MatoTb BBOAMTUCH i, KYTOM, NEPNEHANKYAAPHUM NOBEPXHI
TPYAHOI KAITKK, NOBEpX Kpalo pebpa. BBectn ronky/katetep Ao ynopy Ta
BUTPUMATH 5-10 ceKkyHA Ana Toro, Wobw BacHe AeKkomnpecis Bigbynacs.

*Micna npoBeAeHHA AeKOMNpecii BUAANNTU TONKY | 3a/MIUMTM KaTeTep Ha
micuj.
L ) MyHKLiNHa AeKOMNPECiA BBAXKAETbCA YCNILWHOK, AKLLO:
* 3MeHLYTLCA 03HAKM PecnipaTopHoOro AucTpecy, abo

* YiTKO BiAYYTHWI 3BYK BMXOZY MOBITPA 3 rPYAHOI NOPOXHMHW OApPa3y
nicns BBEAEHHA rokK / Katetepy (Moe BYTH BasKKO OLJIHWTK y pasi
FY4HOrO LWYMY HaBKono), abo

* Catypauis KpoBi 36inbwunace noHazg 90% (ue moxe BiadyTvca aunwe
yepes AeKinbKa XBUMH, ab0 HaBIiTb He BiAOYTUCA Ha 3HAYHiIW BUCOTI
nonboTy), abo

* TopaHeHuH, o bys 63 03HaK XMTTA, NPUXOANTb A0 CBIAOMOCTI Ta/
ab0 B HbOrO 3'ABNAETLCA NY/IbC Ha NPOMEHEBIN apTepii

L ) AKWO nposesieHa NYHKLiWHA LEKOMNPECIA He NMpPW3BeNa A0 3MEHLUEHHA Y
NOpPaHEeHOro 03HaK / CUMMTOMIB HaNpPy)KeHOro NHEBMOTOPAKCY:
* BuKoHaTM apyry cnpoby NyHKLiMHOI AeKOMNpECii Ha Till CaMiit CTOPOHI
rPYAHOI KNiTKM nopaHeHoro, Ae Gyna npoBedeHa nepla cnpoba, ane
B iHIWIM TOYL, B 3aNEXHOCTI BiA TOro, e BMKOHaHa neplia cnpoba.
0608'A3K0BO BUKOPUCTOBYNTE HOBUIA KAaTeTep-Ha-roAL.

* PO3INSHbTE, YM MOTPIOHO 3POOMTM AEKOMMPECIHD Ha iHWIA CTOPOHI
FPYAHOI KNITKM NOPAHEHOr0, BUXOZAAYM 3 MEXaHI3MY TPaBMM Ta BUAB/EHMX
CUMNTOMIB.

* TIpogoBXNUTH NepeoLLiHKy!
AKLLO 0Apa3y NpoBeseHa NyHKLiMHA Aekomnpecia cnoyaTky byna eGpeKTMBHOL,
ane NpOoTArOM Yacy BiZHOBMUCb 03HAKM HAMPYXeHOro MHEBMOTOPAKCY:
* BMKOHaTK Lie 0AHY cnpoby NyHKLiHOT Aekomnpecii Ha boui nopaHeHoro
B TiM camin Touui, ae Oyna BMKOHaHa nepwa cnpoba. 060B'A3KOBO
BMKOPUCTOBYWTE HOBMI KaTeTep-Ha-ronLj.
AKwWo Apyra cnpoba NyHKLiMHOI AEKOMNPECIT TAKOXK BUABUNACH HEBAANOIO:
* Tepeittvt go posainy Circulation / Kposoobir npotokony TCCC.
6) Yci BiAKpUTI paHu rpyaHOI KNiTMHK i/ab0 paHK, L0 BCMOKTYIOTb NOBITPS,
CNifL HEraHO 3aKPUTM OKNIO3IMHO HAKNEMKOO 3 KNanaHOM. AKLLO HEMAE HaKNeKK
3 KnanaHoMm, BMKOPMUCTOBYWTE 6e3knanaHHy. YBAHO CRigKyiiTe 33 MOMIMBUM
PO3BMUTKOM HaMpyKEHOro MHEBMOTOPAKCY. fKLLO Yy MOPaHEHOro PO3BMBAETHCA
HapOCTaloua TiNoKCiA, AWXanbHa HEAOCTATHICTb abo 3HMMKYETbCA apTepiaibHMiA
TUCK, L0 € O3HAKaMM HanPY*KEHOro MHEBMOTOPAKCY, — CAif abo BiAKNEiTM OAunH
KpaW Hakneiku, abo NoBHICTIO il 3HATK, DO BUKOHATM rONIKOBY AEKOMMPECIHO.

B) Po3noyaT nposeaeHHA NybCOKCUMETPIl. Y BCIX NOpaHeHux 3
cepesHbOBAXKKOK abo Baxkot YMT Mae npoBOAMTUCA MyAbCOKCUMETPIA. [aHi
NYbCOKCMMETPIi MOXKYTb OyT HETOYHUMM, AKLLO Y MOPAHEHOTO LWOK abo TAXKA
rinotepmis.

r) MopaHeHMm 3 yepenHo-mo3KoBot Tpasmow (YMT) cepeaHboro uw
BAXKKOTO CTyNeHA HeobXijHO Mpu MOXKAMBOCTI AABATU KMCEHb Ta MiATPMMYBATH
catypaito Kposi >90%.

6. Circulation / Kposoobir

a) Kposoteya

O Y BMnagkax nigo3pu Ha nepenom KicTok Tasy HEOBXiAHO HAKIACTH TasoBMiA

DaHaax:
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before discontinuing 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 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.

e If 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 If the second NDC is also not successful:
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 non-
vented 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%.

6. Circulation

a. Bleeding

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

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

®  pelvic pain

®  Any major lower limb amputation or

near amputation

®  Pphysical exam findings suggestive of

a pelvic fracture

®  Unconsciousness

®  Shock

* Reassess prior tourniquet application.
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o Baxka Tyna abo BuOyxoBa TpaBMa, NMpu AKiN

BUABNAETBHCA LLOCH 3 NEPEPAXOBAHOrO:

®  bBinb B AinAHLj Tasy
® bygb-AKa MOBHa abo YacTKOBAa BWCOKa
v ] amMnyTaLifa HUXKHBOT KiHLiBKM
Peanimauji Ta EkcTpeHoi . .
Meawstioi Jonowiory ®  [lpu 0BCTEXEHHI BUHMKAE Nif03pa Ha NEPenom
KICTOK Ta3y
® Tloctpakaanuii 6e3 cBifomocTi
®  BaMkKMM WOK

© MepeoLiHiTb NonepeaHbO 3acTOCOBAHMIA TypHiKeT. 3pobiTb ornag paHu i
BMPILLITb, YM TYPHIKET NOTPIOHMIA. AKLLO TypHIKET NOTPIOHMIA, 3aMiHiTb byAb-
AKMIA TypHIKET ANA KiHLiBKW, PO3TalOBaHMI NOBEPX YHIGOPMM, iHLWIKM,
HaKnaBLKM Moro 6e3nocepeaHbo Ha LWKipy Ha 5 - 8 cm (2-3 Atoiimm) BuLLe micua
KpoBOTeui. BneBHiTbCA, LU0 KPOBOTEYA 3yNUHUAACH. AKLLO HEMAE TPAaBMATUYHOI
amnyTauji, nepudepuyHuii nynbc mMae bytn nepesipeHnit. AKWO KpoBoTeua
TPMBAE, ab0 AMCTaNbHWIA NyNbC e NPUCYTHIWA, PO3ISAHbTE AOLATKOBE
3aKpy4yBaHHA TypHiKeTa abo BUKOPUCTANTE APYrUil TYPHIKET, PO3MICTUBLUM
oro 6e3nocepeHbO NOPAL 3 NEPLUMM, 3 METO AK 3yNUHKM KPOBOTEYI, TaK
i YCYHEHHA AMCTANbHOTO NyAbCy. AKWO Nif Yac NepeoLiHKU BUABNEHO, LWO
TYPHIKET He NOTPIOHMM, 3HATU TYPHIKET Ta NO3HAYMTY Yac, KON BiH OYB 3HATUN,
B KapTouLi nopaHeHoro TCCC.

TYPHIKETU [ANA KiHUiBOK | By3/70Bi TYpHIKETM MaloTb OyTM 3amiHeHi Ha
remMocTaTUyHi abo KOMNPeCiiHi NOB'A3KM AKOMOra WBKALLE, AKLLO HaABHI TP
KpWTepii: y NOpaHeHOro BifCYTHIl LOK; MOXAMUBO OLLIHUTY CTaH HaMbAMKYOI 10
TYPHiKeTa paHW — MicLiA KPOBOTEYI; TYPHIKET He BYB BUKOPUCTaHUI A/15 3YNUHKM
KPOBOTEUI 3 aMNYTOBaHOI KiHLiBKM. AKLLO KPOBOTEYA MOXKE KOHTPONOBATUCA
iHWKMM 3acobamu, BCi 3ycUANA CAif CnpsMyBaTH Ha 3aMiHy TYPHIKETa Y TEPMIH
MEHLUWIA HiX 2 roguHu. He 3HimaiiTe TYPHIKET, AKLLO BiH HaKkna4eHWN binblue
6 roayH. 3a Takux 06CTaBUH Lie NPUMYCTUMO INLLE, AKLLO AOCTYNHI PETENbHUN
MOHITOPUHT | MOKAMBICTb 1aDOPATOPHUX AOCAIAMKEHD.

YiTKO NO3HauTe Ha BCiX TYPHIKeTaX Yac iX HaknagaHHA. [103HauTe, AKi TYpHIKeTH
Byno 3acTOCOBaHO Ta Yac iX HaKNALaHHA; YaC NOBTOPHOTO HAKNaAaHHA; Yac
KOHBEpCii TYPHIKETIB Ta Yac, KoM BOHM BYAW 3HATI, B KApTOYL NOPaHEHOro
TCCC BuKopucTOBYMTE HE3MMBHMUIA MapKep.

6) MpoBeaiTb MOYATKOBMI OMNAZ Ha NPEAMET TemMOopariyHoro  LOKy
(3HMKEHMI piBeHb CBIAOMOCTI 3a BiACYTHOCTI YepenHo-MOo3KOBOI TpaBMu Ta/abo
Cnabkuit abo BiACYTHIN paaianbHUit Nynbe)

6) BHyTpilHboBEHHMI (B/8) ocTyn:

© BHYTpilWHbOBEHHMIA (B/B) ab0 BHYTpIIHBOKICTKOBMI (B/K) AocTyn
NOKa3aHi y pasi, AKLO NOPaHEHMW 3HAXOANTLCA Y CTaHi reMOpPariyHoro
LLIOKY, aD0 Ma€ 3HaYHMM PU3MK LLIOKY (BHACNIJOK YOrO MOKE 3Ha0OUTHUCS
nNpoBeAeHHAIHPY3iiHOT Tepanii), abo nopaHeHOMy HeobxiaHO BBOAWTM
MeAMKAMEHTY, AKi HEMOXAMBO NPUIAHATY NEPOPAbHO.

i. nepeBara Hafla€TbCA BCTAHOBMEHHIO KaTetepa 18G abo «3amky 3
di3ionoriyHMm po3ynHOMY;

- Y BMMAZKy HeobXiAHOCTI NpPoBOAMTM iHGY3iMHY Tepanito i BiACYyTHOCTI
MOX/AMBOCTI  3abe3nedyeHHA nepudepuyHoro B/B  AOCTYNY, BMKOPMUCTaiTE
BHYTPILUHbOKICTKOBMIA AoCTyN (B/K).

B) TpaHeKkcamoBa kucnota (TXA):

O fkwo nopaHeHOMy LUBMAWE 33 BCE 3HAAOOWUTbCA NepenuBaHHsA
3HayHOro 0b’emy KpoBi (HanMpWUKNag, € remopariyHuii WoK, oAHa abo
[ABi BeNWKi amnyTaLii, NPOHMKatoui nopaHeHHA Tynyba abo ABHO TAXKKA
KpoBOTeya):

Ab6o
O akwo nopaHeHui Mae 03Haku abo cumnTomu 3HayHoi YMT abo 3HMMKEeHWN
piBEHb CBIAOMOCTI, acoL,iii0BaHUiA i3 BUOYXOBOI abo TyNoO TPABMOK
BBEAITb AKHAMIIBMALLE (ane He Ni3Hiwe 3 roAnH 3 MOMEHTY OTPUMAHHS
TpaBMM) 2 I TPaHEKCAMOBOI KMCNOTM NOBIbHO Yepe3 BB abo BK goctyn
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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.

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/10 Access

e Intravenous (V) or intraosseous (I0O)
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.

— If vascular access is needed but not
quickly obtainable via the IV route, use the
|10 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
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r) IHdy3iitHa Tepanis:
© BusHaute y MOpaHeHOro 03HakM  remopariyHoro
LWOKY (nopyLueHHa cBifoMocTi be3 HaaBHOI YepenHo-
MO3KOBOI TPaBMMU i/abo cnabkuit un BiACYTHIN Nyabe
Ha NpoMeHesBii apTepii).
el Mool L) IHGY3IAHUMI PO3UMHaMU ANA NIKYBAHHS NOPAHEHNX
3 remopariyH1m LOKOM Bif, Hanbinbll 40 HaUMeHLU
DaxaHux €:

(4

(1) UinbHa kpoB 0 rpynu 3 HM3bKMM TUTPOM
arNtoTUHIHIB, L0 36epiranacb B yMOBaX X0ON0AN/bHMUKA
(2) CBixka winbHa KpoB 0 rpyny 3 HU3bKMM TUTPOM arILOTUHIHIB BiA NonepeaHbo
0bCTeMXEHMX JOHOPIB
(3) Mnasma, eputpounTy i TPOMBOLMTH B cniBBigHOWEHHI 1:1:1
(4) Nnasma i epuTpoLMTH i B CMiBBIAHOWEHHI 1:1

(5) Mna3ma abo epuTPOLUTH OKPEMO
*MPYMITKA: 3axoau WoAo nonepeaskeHHs rinotepmii [Po3ain 7] cnig
PO3MOYaTH BXKE NifJ Yac NpoBeAeHHA iHPy3iHOI Tepanii.
* AKLLO HEMAE LLOKY:
° he CNif, 0APa3y BBOAUTH iHOY3ilHI PO3UMHK;
MOXHa [aBaTV NOPAHEHOMY NMUTH, AKLLO BiH Y CBILOMOCTI | MOXe
KOBTaTH

* HAKLO € LWOK i B HAABHOCTI NpenapaTty KPoBi, a iX BUKOPUCTaHHSA [03BONEHO
BiANOBIAHMMM NPOTOKONAMMU:
o

nepenuBante UinbHy KpoB O rpynu 3 HWU3bKUM TUTPOM
arIlOTUHIHIB, L0 36epiranach B yMOBax X0N0ANNbHUKA

abo, AKLLO BOHA He AOCTYMHa CBIX0O3aroTOBAEHY LibHY KpoB
0 rpynu 3 HWM3bKMM TUTPOM arAKOTUHIHIB B4 MNONepeaHbo
obcTexeHnx JOHOPIB

ab60, AKLLO BOHA He fOCTyNHa

naasmy, eputpoLmuTH i TpombouuTy y cnissigHowenHi 1:1:1 abo,
AKLLO He AOCTYNHO;

nnasMy Ta epuTpouLuTh y cnisgigHoweHHi 1:1 abo, AKWO He
AO0CTYMHO;

BiAHOBNEHY CyXy NAa3My, PiAKY Nasmy abo auLe PO3MOpPOKEHY
nnasmy, abo AnLe epuTpoLMUTH;

OLLiHIOMTe CTaH MOPAHEHOro MiCAs BBEAEHHA KOXHOI OAMHML
(500 mn) npenapaty. BBogbTe po34YMHM 4O MOABM BiLYYTHOTO
NynbCy Ha NPOMEHEBIN apTepii, NOMINWEHHA CTaHy CBIAOMOCTI
ab0 JOCATHEHHA NOKa3HMKa cuctoniyHoro AT 100 mm pr. CT.

NPUNUHITL BBEAEHHA PO3UMHIB, AKLLO BUABNEHA OA4HA ab0 binblue

3 BULLEBKA3aHMX 03HAK

AKWO NPOAYKTM KPOBI BXe nepennto, BBeAiTb 1 (oauH) rpam

KanbLito (30 mn 10% rntokoHaTy Kanbuito abo 10 mn 10% xnopuay

Kanbliito) BB/BK nicna nepuwoi 403 Kposi abo i KOMNOHEHTIB

) BpaxoBytoum nifBALLEHNI PU3MK NOTEHL,HO N1ETaIbHOI TEMONITUYHOI peaKLi,
NepenuBaHHA LiNbHOI CBIKOI Kposi 0 rpynu Big HEOBCTEXKEHNUX AOHOPIB abo
BM3HAYEHHA TPYNM LiAbHOI CBIXOI KPOBI Ma€ OyTW NpoBefeHO Aule nig
BiAANOBIZHMUM KOHTPONIEM KBa/iiKOBAHOrO MEANYHOTO NEPCoHany

) MepennBaHHA HeobXiAHO NPOBECTU AKOMOra LWBMALE MIiCAS BUABNEHHSA
KPOBOTeYi, WO 3arpOXKYE KUTTIO, WOD YTPUMATK NaLiEHTa B MMBMX. AKLLO
pe3yc-HeraTMBHi NpenapaTti KpoBi He JOCTYNHi o4pasy, CAij BBOAUTH pesyc-
NO3WUTWUBHI NPenapaTy KPoBi Npu HAABHOMY reMopariyHoMy LIOLi

L ) AKILO Yy NOPAHEHOTO i3 MOPYLLEHOK CBIAOMICTIO BHacnigok YMT cnabkui
ab0 BiACYTHIN NPOMEHEBMIA NyNbC, HEOOXiAHO BBOAMTM iHOY3ilHI PO3UMHK
B0 MOMEHTY MOABKA HOPMANbHOTO MPOMEHEBOTO MyAbCy. AKLIO MOMAUBO,
cnigkyite 3a AT, nigTpumyiite piBeHb cuctoniyHoro AT B aianasoni 100-110
MM. pT. CT.
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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 If not in shock:

—No IV fluids are immediately necessary.

— Fluids by mouth are permissible if the
casualty is conscious and can swallow.

e If 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 in a 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.

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 resuscitation
as outlined above.

f. Refractory Shock

e |f a casualty in shock is not responding
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¥ Yacro npoBoAbTe  MOBTOPHY  OLHKY  CTaHy
MOPAHEHOr0 Ha NPeAMET BiHOBNEHHA O3HAK LLOKY.
AKWO BMABNEHO BILHOBNEHHA LUOKY, NepesipTe BCi
30BHILLHI 33C0BK KOHTPO/IIO KPOBOTEYI Ta BNEBHITHCA
B iX eQeKTMBHOCTI; NOBTOPITb BBEAEHHA iHOY3iMHNX
PO3YMHIB, AIK 3a3HAYEHO BULLE.

1) PebpakTepHWit WoK
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AKLLO NOCTPaX4anuiA 3HaXOANTLCA Y CTaHi WOKY Ta BiACYTHA peakLif Ha
BBEAEHHA PiAMHM, HEOOXiAHO PO3MAHYTU Y AKOCTI MOMAMBOI MPUYMHM LLIOKY
HanpyeHW NHeBMOTOPaKC.

HasBHICTb TPaBMM rPYAHOI NOPOKHUHM, 3HAYHUI PECNIPATOPHUIA ANCTPEC,
BiACYTHICTb AWXaHHA Ha 6o ypakeHHA Ta Sp02 <90% niaTBEPAKYIOT e AiarHo3.
B TakoMy pasi BUKOHATK ABiYi NYHKL,iAHY AEKOMNPECito ab0 NanbLLEBY TOPAKOCTOMIO
| BLpeHyBaHHA rPyAHOI NOPOXKHUHM Y 5-My MikpebepHOMY NPOMIKKY MO NepeaHii
NaxBUHHIWA NiHii, AKLLO MeAWK MAE BiANOBIAHI HABUYKM, AOCBIA Ta NiLEH3i0 Ha TaKi
MaHinynauii. Mam’ataiiTe, Wo nicns BMKOHAHHA Ma/NbLEBOi TOPAKOCTOMIi, MOKe
BMHUKHYTU HeOoOXiAHICTb MOBTOPHOI AEKOMMPECii ManbLEeM yYepe3 TOM Camui
po3pi3. Po3rAHbTE, YM NOTPIBHO 3p0OUTH LEKOMNPECIHO Ha IHLWOMY BOLL, BUXOAAYM
3 MexaHi3My TpaBMK Ta BUABNEHWUX CUMNTOMIB.

7. MonepeaXeHHA rinotepmii:

a) AKOMOra paHille M arpecuBHilIE BMMBAMTE 3aXOAIB NONEPEAKEHHS
noAanblLOi BTPATV TeNa OPraHi3MOM NOPAHEHOrO, i, KO Lie MOX/INBO, 3irpiBaiTe
NOPAHEHOrO, AK NP TPaBMax, TaK i y NOPAHEHMX 3i 3HAYHUMM OMiKaMM.

6) 3BeaiTb 40 MiHIMyMy BNAWB XONOAHOI NOBEpPXHI, BITPY Ta TemnepaTypu
noBiTPA Ha nopaHeHoro. HeobxigHO AKOMOra LWBMALLE PO3MICTUTK i30NALIMHWNA
MaTepian Mix nopaHeHUm Ta byab-AKOK XONOAHOK NOBEPXHEH. 3aAMLLTE, AKLIO
MOM/NBO, 3aXMCHe CNOPAAKEHHA Ha/abo NOpyY 3 NOPaHEHNUM.

B) 3aMiHiTb MOKPWIA OAAT CYXMUM, AKLO LE MOMAWBO, OO 3aXMUCTUTH
NOpPaHEHOro Big NOLANbLLOI BTPATK Tenna

r) BKpuitTe nopaHeHoro Tenno3bepiratouor KOBAPOK TaKUM YMHOM, W06
BOHa MOKPWBANA NEPEeSHI0 YaCTUHY Tynyba NOpaHEeHOro Ta MiAropHiTb KOBAPY Nij
naxsu (3 MeTok 3anobiraHHA Onikam He po3MmilLyiTe Byab-aKy Tennosbepiratoyy
KoBApy 6e3nocepeaHbO Ha LWKipy abo HaBKoso Tyny6ba)

) BKNaZiTb NOPaHEHOr0 B repPMETUYHMIA MILLIOK .

4) Akomora WBMALE 3aMiHiTb TepMOpedNEKTOPHI KOBAPU Ha CUCTEMM 3
KPaLLOto TEN0I30NALLIEID, BUKOPUCTOBYHOUYM CNasbHUI MILLOK i3 KantoLwoHOM abo
iHLWI NErkoAoCTYNHI yTen/toBadi BCepeauHi Milllka/30BHiLLHI cucTeMu 36epiraHHs
Tenna Ta BOAOIY.

e) Mepes 3amiHOW He i30/1b0BAHOI CUCTEMM 3aC06iB MONEPeaKEHHS
rinoTepMmii Ha TeN0i301bOBaHY CUCTEMY OCTaHHIO HEODXIAHO NONepPeAHbO HarpiTH;
3@ MOX/IMBOCTI HamaraimTecb BLOCKOHANt0BaTH CMCTEMY 3ac0b6iB nonepesKeHHs
rinotepmii

€) BukopucToBy#TE HarpiBasbHUI NPUCTPIN Ha aKyMynATopi 419 BB BBeAEHHSA
iHY3iHMX pianH BiANOBIAHO A0 YMHHMX BKa3iBOK CoTCCC, npu WBMAKOCTI NOTOKY
10 150 mn/xs 3 Temnepatypoto Ha Buxogi 38°C.

) 3axuCTiTb MOPaHEHOro Bif, BNAMBY BITPY Ta aTMOCHEPHUX OMAZiB Npu
Byab-AKil eBakyauji Ha naaTGopmi.
8. MpoHuKaloue NopaHeHHA OKa:

AKLLO € NPOHMKAOYA paHa OKa UM Nigo3pa Ha He:

a) NpoBeAiTb WBWAKMI NONbOBWUIA TECT HA FOCTPOTY 30PY Ta 330KYMEHTYIATE
0ro pesynbrar.

6) HakpuitTe 0KO 3aXMCHUM }KOPCTKUM LMTKOM /15 04elt (HE BuKopucToByiATe
3BUYAHY NOB'A3KY, AKa 3[iICHIOE TUCK Ha OKO).

B) MepeKkoHanTech, WO nopaHeHuit npuitHas 400 mMr MoKcUdAOKCaLMHY
3 Habopy MeAMKAMEHTIB ANA MOPaHEHMX, AKWO Le MOXAMBO. Y BMMAZKY,
KON MOPaHEHUI He MOXe NMPUIHATU TabAeTKy MOKCUQPAOKCAUMHY, — BBEAITb
aHTMOIOTUKM B/B UM B/M, SIK 333HAYEHO HUKYE.
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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).

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

f. As soon as possible, upgrade
hypothermia enclosure system to a well-
insulated 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-insulated
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. Penetrating Eye Trauma

e If 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 IV/IO/IM
antibiotics are given as outlined below if oral
moxifloxacin cannot be taken.
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9. CnocrepeeHHA

P03M0OYHITb A0AATKOBMI €NEKTPOHHMA MOHITOPUHT,
AKLLO Lie HeobXiaHO, Ta AKLLO HeobXiaHe 06aHAHHS € B
HaABHOCTI.

10. 3Heb0N0BaHHA

a) AKwo gonomory Hagae HE meanyHWIA nepcoHan,
3HeboNtoBaHHA Ha nosi 60to 3ab6e3neyyeTbca HACTYMHUM
YMHOM:

Cnabkwii Ta nomipHwit 6inb. NMopaHeHWi LLe Moxe BecTH 6oiiosi Aji.
Habip meankamenTis ans nopaHeHux TCCC:
* Napauetamon 500 mMr no 2 Kancynu KOXHi 8 roanH NepopanbHo;
* Menokcukam 15 mr 1 pas Ha goby nepopanbHo
6) AKL0 AONOMOrY HaZAE MeANYHUIA NEePCOHaN
Cnoci6 1.

Cnabkwit Ta nomipHwit 6inb. NMopaHeHuit we moxe BecT bonosi aii. Habip
MeLyKaMeHTiB gna nopaHeHux TCCC:

* Tapauetamon 500 mr no 2Kkancynu KOxHi 8 roanH NepopanbHo;
* Menokcukam 15mr 1 pas Ha goby nepopanbHo
Cnoci6 2.

Cnabkuit Ta nomipHuit 6inb. Y nopaHeHoro HEMAE LWOKY 4M AMXanbHOI
HeAOoCTaTHOCT i y nopaHeHoro HEMAE 3HauHWX nepeaymoB 1S PO3BUTKY LLOKY 4
[IMXaNbHOi He0CTaTHOCTI:

* ¢deHTaHiny umutpat 800 MKr B OpasbHiii GOpMi, O NPOHUKAE Yepe3 CAN30BY
0060/10HKY; 03y MOXHa NOBTOPUTM 3a 15 XB, AKILO NicNA BBEAEHHA NepLuoi
L0341 He LO0CATHYTO 3Heb0/1101040r0 eQekTy

AKwo donomozy Haoae boliosuli napameduk
* deHTaHiny uutpat 50 mkr BB (0,5-1 MKr/Kr). 103y MOXHa noBTOPUTM 3a 30 XB
* ¢deHTaHiny umutpat 100 MKr iHTpaHa3anbHO. 403y MOXHa NoBTOpMTH 33 30 XB
Cnoci6 3.

MomipHWit abo cunbHWiA binb. Y nopaHeHoro € remopariyHuii WoK abo
AnXxanbHa HegocTaTHicTb, ABO y nopaHeHoro € 3HaYHUIM PU3KK PO3BUTKY 0BOX LnX
CTaHiB:

* ketamiH 20-30 mr (a6o 0,2-0,3 mr/Kr) nosinbHo Yepes BB abo BK goctyn
° noBTopiTb £03y 33 20 xB AN BB abo BK BBeaeHHA

MpUKIHUEBI MONOMEHHA: KOHTPOAtOMTE 6inb abo PO3BUTOK HicTarmy
(pUTMiYHI pyxu 04HMX ABAYK 31iBa HANPABO | HaBMAKM).

* KeTamiH 50-100 mr (a6o 0,5-1 mr/kr) BM a6o iHTpaHa3anbHO
o .
nosTopiTb £03Y 3a 20-30 xB a4 BM Ta IH BBEAEHHA
Cnoci6 4.
AKwWo fonomory Haaae 60MoBUIA NapameamnK

* HeobXiAHa cefallif: 3HAYHI BaKKi TPaBMM, LLO BUMaraloTb cepalii ana
be3neku naLieHTa abo ycniHoro NpoBeeHHs Micii, abo KoM NopaHeHN BUMarae
iHBA3WBHOI NpOLLeAYPY; NOBUHHI ByTV roTOBI 3a6€3NeYnNTH NPOXIAHICTD ANUXANbHUX
LNAXIB

¥ No4yaTKOBa /103a - KeTaMiH 1-2 Mr/Kr nosinbHO Yepes BB goctyn
° LliNbOBWMIA piBEHb: NPOLEAYPHA (AMcoLiaTUBHA) aHecTesis
* noyaTKoBa 403a - Ketami 300 mr BM (abo 2-3 mr/kr BM)
° L{iNboBMIM piBEHb: NpoLEAYPHa (AMcoLiaTUBHA) aHecTesis
po3rAHbTE BBEAEHHSA 0,5-2 Mr MiAa3onama, AKILO BUHUKAE 30YIKEHHS
AKWo noTpibHa noganblua cefalis, NeperaiTb A0 PEKOMeHAaALN Woao
3HeboneHHa Ta cedallii MpoToKoNY NPONOHIOBAHOI AOMOMOrM NOPAHEHUM
(Prolonged Casualty Care, PCC)

* AKLL0 HeobXiaHe 6inbl TpUBaNe 3HeOONEHHS

* KetamiH nosinbHo BB 0,3 mr/kr, possegeHuit 8 100 ma 0,9% xnopucroro
HaTpito, BBOAMTM npoTArom 5-15 x8
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9. Monitoring
e |nitiate advanced electronic monitoring
if indicated and if monitoring equipment is
available.
10. 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
(OTEC) 800 pg
May repeat once more after 15
minutes if pain uncontrolled by first
TCCC Combat Paramedics or Providers:
5 Fentanyl 50 mcg IV/10 0.5-1 mcg/kg
May repeat g 30 min
5 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
developing either condition:
- Ketamine 20-30 mg (or 0.2- 0.3 mg/kg)
slow, IV or 10 push
Repeat doses g 20min prn for IV or

o

citrate

risk of

, 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

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:
anesthesia

procedural (dissociative)




s@@diucb/ra 2,

MosTopiTb 403y 3a 45 xB Ana BB abo BK
BBEZEHHH

MPUKIHLUEBI  MONOXEHHA:  KOHTPO/IOIATE
6inb a60 PO3BMTOK HiCTarmy (PUTMIYHI pyxu
OYHMX AB/YK 3/1iBa HANPaBO i HaBMaKK)

HoTaTku o0 3He60NeHHA Ta cepallii:

"N, Ticns 3aCTOCYBAHHA LMTPATy GEHTaHiNy B OpanbHiii
dopmi, deHTaHiny umtpaty BB, KeTamiHy abo

Mifa3onamy nopaHeHoro HeobxigHo po336poiTw.

L/ . .
N\. MeTa 3He6oneHHa nonArae y 3meHLeHHi 6010 40 AONYCTUMOrO PiBHA, Ha
AKOMY LLie 36epiraeTbca NPOXIAHICTb AMXaNbHUX WASAXIB Ta CBIAOMICTb

L/ . . . ‘v
N, MeTa cegaLiii — NpUNMHATY BigYyTTA BOAICHMX MaHinyAAL,l

N\, 3anuwiTb cTaH CBIZOMOCTI y NOpaHeHoro nepes, BBeAEHHAM onioigis abo
KeTamiHy, BUKopucTosytoun metog AVPU

N, Y nopaHeHunx, AKUM BBEAEHi onioian, keTamiH abo 6eH3oaiaseniHu, yBaxKHO
CNifZKYWATE 33 NPOXIAHICTIO ANXaNbHUX WAAXIB, AUXAaHHAM, KPOBOOBIrOM.

r) BKa3iBKM LLOA0 3aCTOCYBAHHA GEHTAHINY LUTPATY:
- MomiCTiTb NACTUAKY MiXK LLOKOKO Ta ACHAMM
- [1aCTUAKY He XyBaTK

- PeKOMeHZ0BaHO MPUKPINUTM MacTUAKYy Ha Naaudli A0 Nasbls
NOpPaHeHoro Ak AoAaTKoBy Mipy 6e3neku ABO NpuKPINUTW NacTUAKY A0 oasry
NOPaHEHOro;

- NoBTOPHO OLIHUTYM CTaH NOpPaHeHOro Yepes 15 XBUNH;
- AKWo 36epiraeTbca CUAbHWIA binb, AaiTe APYry NACTUAKY 33 iHLY LLOKY;
- CnigkyinTe 33 MOXAMBUM NPUTHIYEHHAM AMXAHHS

A) KeTamiH BUNYCKAETbCA Y Pi3HMX KOHLIEHTPALLIAX; HAMBMLLA KOHLEHTPaLLiA
(100 mr/mn) pekomeHAoBaHa A9 iHTPaHa3aNbHOrO BBEAEHHA AN TOrO, LWobw
3MEHLIMTH 06’€M 3aCTOCOBAHOTO PO3UMHY

e) AKLLO BMKOPUCTOBYIOTbCA ONiOIAHI aHANbrETUKM, Ma€E BYTU AOCTYNHUM
HanokcoH (0,4 mr 8/8, /M abo iHTpaHa3abHo).

*) YMT Ta/abo TpaBma OKa He € MPOTUMOKA3amMM ANS BUKOPUCTAHHS
KeTamiHy. 3 iHworo 60Ky, 3 obepexHicTio 3actocosyitte npu YMT deHTaHIn
B/B abo y nacTuiKax, KeTamiH Ta Miga3onam, TOMy IO LE MOXKE NPU3BOAUTM
[0 YCKNaZHEHHA OLHKM HEBPOOTYHOTO CTaTyCcy Ta BM3HAYEHHA PanTOBOrO
NOripLeHHs CTaHy NOPAHEHMNX.

3) KeTaMiH MOXe 3HU3UTK KiNbKiCTb BBEAEHHA ONioiaiB ANs 3HEDONEHHS.
be3neyHo MoXHa BBOAWTW KETaMiH NOPAHEHOMY, AKUW OTPUMAB paHille MopdiH
ab0 deHTaHin. BBOANTM KETAMiH B/B CAia, NPOTATOM He MeHLLE 1 XBUAMHMU.

M) AKWO nicns BBEAEHHA onioiais abo KeTamiHy BUHMKAE MPUTHIYEHHS
JNXaHHA, 3abe3neyte AWXanbHy MiATPUMKY (WTYyYHE AMXaHHA) 33 AOMOMOroH
MillKa Amby Ta AyMXanbHOI MacKMm.

i) OHmaHceTpoH 4 mr ODT (TabneTku, AKi PO3UYMHIOIOTLCA B POTOBIA
NOpPOKHMHI) abo B/8, abo B/M, ab0 B/K KOXHI 8 roAWUH NPU BUHWUKHEHHI HYA0TH
a60 61t080TH. KOXHi 8 rofH MoXHa pobuTH NOBTOPHE BBEAEHHA Le 4 Mr yepe3s
15 XxBUAMH, AKLLO HyAOTa | 6At0BOTa 30epiratoTbes. He BBOALTE DinblUe Hix 8 Mr B
KOMHMIN 8-MW roguHHNiA iHTepsan. OpanbHa GOpMa OHAAHCETPOHY He NPUIAHATHA
anbTepHatvea Gopmi ODT.

K] HE pekomeHfoBaHe pYTWHHe BWKOPUCTAHHA BeH30zia3eniHiB
(migazonam) 3 MeTolo 3HeboneHHA. [lig yYac nNpoBeAEHHA npoLueaypHOI
cepauii beH3opjaseniHM TaKOXK MOXYTb OYTM 3acTOCOBaHi A4S NiKyBaHHA
PO37aZiB NOBEAiHKM Ta HenepeabayyBaHUX Al 3 60Ky nopaHeHoro. He Tpeba
BMKOPUCTOBYBATW DeH30Aia3eniHu NpodinakT1YHO. 3a3BKYail BOHM He NOTPIOHI y
pa3i NpoBeAEHHA aHanresii KeTaMiHOM.

n) He pekomeHaoBaHa noninparmasis;
BeH30/ia3eniHn Ha 10AATOK A0 ONioiAHOI aHanresii.

M) AKLLO HeobXiaHO TiNbKM YaCTKOBO 3aCNOKOITH NOpaHeHOro, 6e3neyHille
BBECTM A0/AATKOBO KETaMiH, aHiXX BUKOPUCTOBYBATH BeH304ia3eniHu.
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*Of an emergence phenomenon
occurs, consider giving 0.5-2 mg IV/IO
midazolam.
If continued dissociation is required,
move to the Prolonged Casualty Care
(PCC) analgesia and sedation guidelines.
e |f 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 1O
* 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 awareness
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-a-

stick 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.

- Reassess in 15 minutes.

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

— Monitor for respiratory depression.

o 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 analgesics.

e TBI 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
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11.  AHTUGiOTMKM: BCiX
BiAKPUTHMX PaH.
a) AIKLLO MOXKe KOBTaTU:

- MoKcudnokcaumH 400 mr 1 pa3 Ha [AeHb
nepopanbHo

6) AKLLO He Moe KOBTaTK (LLOK, BTpaTa CBiZOMOCTI):
- epraneHem, 1r8/B abo 8/m 1 pa3 Ha AeHb

OrnAHbTe | HAKNAAITL NOB'A3KM Ha BCi BUABNEHI PaHM.

a) OrnAHbTe | HaKNAAITL NOB’A3KM Ha BCi BUAB/EHI paHy

) esicuepalia 4YepeBHOi MOPONKHUHWM — [KOHTpOAIOMTE KpPOBOTEYY];
NPOMUIATE KMLIEYHMK YUCTOK (Ta TEMNOH, AKLIO Le MOMK/MBE) PiAMHON, WO
3MEHWNTM 3apakeHHA. KoHTponb KposoTeui - 3actocosyite Combat Gauze
abo pekomeHgosaHy CoTCCC remocTaTUyHy MOB'A3KY ANA HEKOHTPOJbOBAHMX
KpoBoTeY. HaKkpuiTe BIZKPUTY YaCTMHY KMLIEYHMKA BOJOTO CTEPU/IBHOKD
NoB’A3Kok abo CTEePU/IbHOK BOAOHEMNPOHUKHOK CEPBETKOKD

O 3menwenns eBicLepalji: He HamaranWTeca BMPaBUTM BMICT YepeBHOI
NOPOXKHMHM, AKLLO € O3HAKM PO3PUBY KMLIEYHMKA (LUNYHKOBA/KMILKOBA pignHa
ab0 BUTIK KanoBMX Mac), abo aKTMBHa KpoBOTEYA.

AKLLO HEMAE HaAABHMX O3HAK BMTOKY BMICTy KMLIEYHMKA abo KpoBoTeui,
MOXHa 3pOBUTU OAHY KOPOTKY cnpoby (<60 cekyHA) BNPaBUTU/3MEHLINTH
BMMOTPOLLEHMI BMICT YEPEBHOI NOPOKHUHN.

AKWO He BAAETbCA 3MEHLIMTM eBiCLiepaL,ito; HaKpUTK eBiCLepoBaHi OpraHu
BOZOHENPOHUKHUM HEKNeNKMM MaTepianom (6akaHO NPo3opuM, LWob maTtm
3MOry MOBTOPHO OLHMTK KPOBOTEYY, LIO MPOAOBNKYETHCA); HANpUKNAL —
MOMHa BUKOPUCTOBYBATH MILLOK AR KMLEYHWUKA, NAKETU ANA B/B PO3YMHIB,
NPO30pPY Xap4oBy NAIBKY TOLLO, Ta 3aKPiNiTb HEMPOHWKHY NOB'A3KY 40 NaLliEHTa
3a JONOMOTOH0 KNenKoi NoB'A3KuM (Mpukaaau: ioban, okntosiiHa Hakneiika ana
FPYAHOI KNiTKM)

He HAMATAMTECA CW/OK 3alTOBXHYTM eBicLepOBaHi OpraHu Ha3az B
yepeBHY NOPOXKHMHY ab0 BHYTPILLHI OPraHy, L0 aKTUBHO KPOBOTOYATL

© MopaHeHoMY Tpeba HiYoro He AaBaTh NUTK i KOBTATMK.
13. MepesipTe HaABHICTb 4OAATKOBMX NOPAHEHD.
14, Oniku:

a) NPoBOAbTE OLiHKY Ta NiKyBaHHA NMOPAHEHOTO, IK TaKOTO, O MAE TPaBMM
Ta OMiKM, @ He TaKOro, L0 rOpPiB Ta MAE Bif LIbOTO YLIKOAKEHHS

6) Onikn 0bnnyys, 0cobaMBO Ti, WO BIAGYMCA Y 3aKPUTUX MPOCTOpAX,
MOYTb NOEAHYBATUCb 3 IHFANALIMHUM YPAKEHHAM AMXaNbHUX WAAXiB. [OCTiHO
OLiHIONTE CTaH NPOXIAHOCTI AMXaNbHWX LAAXIB | HACUYEHHA KPOBi KUCHEM
(caTypauito) y TakuMx MOPaHeHMX, i PO3rNAHbTE AKHAMLWBMALE HEOobXiAHICTb
XipypriyHoro BTpy4aHHA (KPiKOTUPEOTOMIto) NpW AWXanbHiii HegocTaTHOCTI abo
3HUMKEHHI caTypaLi.

8) MopaxyiiTe 3arafbHy NaoOLly ONIKiB 3 TOYHICTIO npubansHo go 10%,
BMKOPUCTOBYtOUM «[1paBUNO AEB'ATOKY.

r) HakpuitTe OMikM CyXOK CTEPUNBHOK MOB'A3KO. Mpu BEAMKIN naoLi
onikie (>20%), po3rmAHbTE MonepeaKeHHs riNoTepMii WAAXOM BUKOPUCTAHHA
TennoisonaujiHoi kosapu HRS abo Blizzard Survival Blanket 3 Habopy ans
3anobiraHHs rinoTepmii.

) IHdysiiiHa Tepania
pocnigxeHb Apmii CLUA):

- AKWO naowa onikie Ginbwe 20% Big 3aranbHOi NAOLW NOBEPXHi Tina,
HeranHo POo3noYHiTh iHQY3ilHy Tepanito nicAa BCTaHOBAEHHS B/B abo B/K AocTyny.
Cnig, nounHaTv 3 PiHrepa naktaty, disionoriyHoro po3unHy abo 6% [EK. Akwo
3actocoByeTbea [EK, T0 ioro cnig BBOAUTY B KinbKoCTi He binblwe 1000 ma., a notim
PiHrepa nakTat abo ¢isionoriyHnin po3umH 3a HeobxigHOCTI;

- MoYyaTKoBWMiA 06'eM BBEAEHO! B/B abo B/K PiAuHM PO3paxoBYeTbCA AK %
oniKy 3arasibHOI nAoLLi nosepxHi Tina x 10 ma/roa. ans gopocaux saroto 40- 80 Kr;

- Ha KoxHi 10 Kr noHaz 80 Kr Baru NopaHeHoro, No4YaTkoBuit 06'em piauHy,
LLI0 BBOAMTHCA, 36inbLuyeTbCA Ha 100 ma/rog.;

peKomeHfoBaHi  Ana
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Peanimauji Ta EkcTpeHoi
MegwyHoi lonomoru

12.

0

¢

(«MpaBuno AecATOK» IHCTUTYTY  XipypriuHmMX
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not give more than 8 mgin any 8-hour interval.
Oral ondansetron 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 procedural
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 If a casualty appears to be partially
dissociated, it is safer to administer more
ketamine than to use a benzodiazepine.

11. Antibiotics

a. Antibiotics recommended for all open
combat wounds.

b. If able to take PO meds:

e Moxifloxacin (from the CWMP), 400 mg
PO once a day.

c. If unable to take PO meds (shock,
unconsciousness):

e Ertapenem, 1 gm IV/IO/IM once a day.

12. 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 recommended hemostatic dressing to
uncontrolled bleeding. Cover exposed bowel
with a moist, sterile dressing or sterile water-
impermeable covering.

e Reduction: do not attempt if there is
evidence of ruptured bowel (gastric/intestinal
fluid or stool leakage) or active bleeding.

e If no evidence of bowel leakage and
hemorrhage is visibly controlled, a single
brief attempt (<60 seconds) may be made to
replace/reduce the eviscerated abdominal
contents.

e [f unable to reduce; cover the eviscerated
organs with water 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
abdomen or actively bleeding viscera.

e The patient should remain NPO.

13. Check for additional wounds.

into

14. 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 associated
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.
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- AKWO Yy MOPAHEHOTO TaKOX € remopariyHuii
LWOK, iHY3iitHa Tepania remopariyHoro WOKY NepeBaxae
Haz iHQy3iMHOT Tepanieto onikoBoro Woky. 3abe3sneyte
BBEEHHA po3uMHiB B/B abo B/K BignNOBIAHO A0
pekomeHzauin TCCC, BUKNaaeHuX y po3gini 6

- PO3INAHBTE  MOMAMBICTb  [JaBaTU  PidWHY
NopaHeHOMy NepopanbHoO, AKLLO NAOLLA ONiKiB CKNaAaE
10 30%, i AKLLO NOPaHEHWIA Y CBIAOMOCTi Ta MOXKe KOBTaTH

) 3HeboneHHs, 3a3HayeHe y po3gaini 10, TaKOK MOKe BYTU BUKOPUCTAHO
npu NikyBaHHi 6o/t0 Npw onikax.

e) AHTMGIOTUKM Ha fZorocniTanbHOMY eTani He MOTPIOHI ANA NiKYBaHHSA
BMK/IOYHO NPW OMiKaX, ane BUKOPUCTOBYHOTbCA BIANOBIAHO A0 PEKOMEHAALLN,
BKasaHux Yy po3gini 11 ana 3anobiraHHA iHOEKLiAHUX YCKNAAHEHb npw
NPOHMKAOYNX NOPAHEHHAX.

€) Yci BTpyyaHHs BianosigHo 4o pekomeHaaLit TCCCMoXyTb BUKOHYBATUCA
yepes OMniKoBY NOBEPXHIO LLKipK.

) NaLieHTM 3 onikamm 0cobMBO CXMAbHI 40 NepexonoaxeHHs. Ocobansui
aKLEHT HeobXiAHO 3p0bUTM Ha METOAAX NOMEPEKEHHS BTPATU TEMNA OPraHi3MOM

(4

Peanimauji Ta EkcTpeHoi
MeguyHoi [lonomoru

15. BukoHatM immobiniauito ycix nepenomis Ta nepesipUTU HaABHICTb
AUCTANbHOTO NYNbCY
16. CepueBo-nereHeBsa peaHimauia (C/1P)

PeaHimaujs (pecycumTauis) Ha noai 600 y NOPAHEHMX i3 NPOHUKAOYUMM
abo BMOYXOBMMM TPaBMaMM, y AKMX HEMAE MyNbCy, AMXaHHA Ta iHLWKX O3HaK
WUTTA, Oyae 6esycniHOW i He MOBMHHA NPOBOAMTUCH. [poTe nopaHeHoMy
3 ypaxeHHAM Tynyb6a abo MHOMMHHUMM TPaBMaMmu, 3 BiACYTHICTIO ny/bCy i
AWXaHHA, Ha eTani «[lonomora B TaKTMYHUX YMOBax» CAif, BUKOHATU TFOMKOBY
[EKOMNPECito NneBpanbHUX NOPOXKHUH 3 060X DOKIB Ta BNEBHUTMUCD, LLO Y HbOTO
HEMaE Hanpy)XeHOro MHEBMOTOPAKCY Nepes, BiZMOBOIO Y HaZlaHHI AONOMOTH.

MpaBuna BUKOHAHHA NYHKLii aHanoriYHi TMM, AKi 3a3Ha4eHi B po3aini 5a
LMX peKoMeHAaaLn.

17. KomyHiKauis

a) Po3moBAsiATe 3 NOPAHEHNUM, AKLLO MOXBO. MigbaabopionTe,
3acnokotonTe. MoACHITH, Wo 36upaeTtecs pobuth
6) 3B'AKITbCA AKHAMWBMALE 3 TAKTUYHUM KOMAHAYBaHHAM Ta

NiATPMMYMTE 3B’ A30K NPOTATOM BCbOTO NEPIOAY HaZaHHA A0NOMOTY NOPAHEHOMY.
Hapaiite iHpopMaLlito KOMAHAYBaHHIO LLOAO CTaHy MOPAHEHOTO Ta BiAMOBIAHWX
€BaKyaLliiHMX BUMOT 3 METO JONOMOTM B KOOPAMHYBAHHI 3ac0bamm eBakyaLji

wwuw.urc.org.ua

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.

e |nitial 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. AllTCCC interventions can be performed
on or through burned skin in a burn casualty.

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

15. Splint fractures and re-check pulses.

16. 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 successful 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
discontinuation of care. The procedure is the
same as described in section (5a) above.

17. 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.
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Peanimauji Ta EkcTpeHoi
MeguyHoi [lonomoru

B) 3abesneyte 38'A30K i3 3ara/sibHOBICbKOBOK ~ CUCTEMOKD
eBakyauii (Hanpuknag, Patient Evacuation Coordination Cell) ana opranisauii
TACEVAC. NigTpumyiTe 38'A30K 3 MeAMKaMM eBaKyaLiiiHUX MiApo3Ainis, AKLLO
e MOXAWBO, Ta nepeaanTe iHGOPMALLO LWOAO MEXaHi3My TPaBMM, BNACHE
OTPUMaHMX TPaBM, 03HaK Ta CUMNTOMIB, 0bcary HaaaHoi gonomoru. Hagaite Bcro
HeobXiaHy A0AaTKOBY iHGOpPMaLLto.
18.3anuc HagaHoi gonomoru

3anuwwiTb AaHi KNIHIYHOTO OrNAZY, BTPYYaHHA Ta 3MiHM Y CTaHi NOPAHEHOro
B oro TCCC kapTui (DD dopma 1380). Mepenaitte U0 iHdopmaLiito pasom 3
NOPAHEHMM Ha HACTYMHWIA eTan LONOMOTHK.

19. NigrotosKa Ao eBaKyauii

a) 3anosHutM TCCC KapTky (DD dopma 1380) Ta npwukpinuth ii Ao
nopaHeHoro
6) 3aKpinuTK BCi KiHLi GaHAaXiB Ta NOB'A30K

B) 3aKpinuT KOBAPM / HAKWMAKW |/ peMeHi, WO 3acTOCOBYBAaNUCL ANA
nonepeaXeHHsa rinotepmii

r) 3aKpinuTM pemeHi HOCMAOK, AK NepefbayeHo iHCTPYKLiED A0 iX
3aCTOCYBaHH#A. 3aCTOCYMTE A0AATKOBI NiAKNALAHHA Y pPa3i AOBrOTPMBAOI eBaKyaLji

4) Hapalite HeobxigHi iHCTPYKLii amBynaTOpPHUM NOPaHEHWUM, AKWO Le
HeobXiaHo

e) Migrotyite nopaHeHWx A0 eBaKyalii BiANOBIAHO A0 CTAHAAPTHMX
npoLeAayp Baworo nigposainy

€) [loTpumyinTech be3nekn B 30Hi eBaKyallii BigNoOBIAHO A0 CTAHAAPTHMX
npoLeayp BaLworo nigpo3ainy

wwuw.urc.org.ua

c. Communicate with the evacuation
system (the Patient Evacuation Coordination
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.

18. 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.

19. 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
Consider additional
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.

straps as required.
padding for long
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MEPEXOAI AOMNMOMOIMN Ao
ETAMY

«TAKTUYHA EBAKYALIF»

MPOOOBXEHHA AOMOMOIA

Peanimauji Ta EkctpeHoi
MeguyHoi [lonomoru

a) biluj nigpo3ainy matoTb opraHisysaTi 6e3neky B MicLi eBakyallii Ta
ni4roTyBaTM NOPaHeHUX ANA eBaKyaw;i

6) Biiui nigpo3ainy abo MeayK NiapPo34iny MatoTb MaKCUMa IbHO MOBHO Ta
4iTKO NepesaTi iHhopMaLLito LWoA0 NOpAaHEeHNX eBaKyaLiiHii komaHgai TACEVAC.
MiHimanbHa iHGopmaLia NOBMHHA BIZOOPANKATK, YN MOPAHEHUI CTABINbHWN,
abo Hi; BUsAB/NEHI NOPaHEHHSA Ta HaZlaHy JoNomMory

8) TACEVAC KomaHZa NOBMHHA PO3MICTUTM MOPAHEHOTO BiAMNOBIAHWUM
YMHOM Ha eBaKyaLilHil naatdopmi

r) 3adikcyiiTe nopaHeHMX Ha eBaKyalilHiii nnatdopmi BignNoBigHO
[0 CTAHZAPTHWX Npoueayp BaWoro nigpo3giny, KoHoirypauii niatpopmu Ta
BMXO4AYM 3 NUTaHb Be3neku

4) TACEVAC KomaH/a Ma€ NepeoLiHUTV NOPaHEHOTO, MOBTOPHO OTNISHYTH

yCi NOpaHeHHs Ta NepeBipUTM HaZaHy Aonomory

wwuw.urc.org.ua

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
Evacuation Care

1. Transition of Care

a. Tactical force personnel should establish
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
communicated should include stable or
unstable, injuries identified, and treatments
rendered.

c. TACEVAC personnel
casualties on evacuation
required.

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

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

Tactical

should stage
platforms as
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% OCHOBHWW NMAH OIN HA
ETAMI
«TAKTUYHA EBAKYALLISI»

Peanimauji Ta EkcTpeHoi
MegwyHoi lonomoru

1. Nepexia aonomorn

2. Massive Hemorrhage. MacuBHa KpoBoTeua. (He Biapi3HAETbCA Big eTany
“[lonomora B TaKTUYHKX ymoBax”)

3. Airways. MpoxigHicTb AUXanbHUX WNAXIB

Po3rnsiHbTE  MOM/IMBICTb  NPOBEAEHHA EeHAOTPaxeanbHoi iHTybalii  3amicTb

KPIKOTUPEOTOMI, AKLLO NePCOHAN HABYEHWIA i MaHinyaaLi
4. Respiration / uxaHHA:
BinblWicTb NOpaHeHUX He NOTPebYOTb NPOBEAEHHA KUCHEBOI Tepanii, NpoTe BoHa
MOXe 3HAaZ0OUTUC B HACTYNHUX BUNAAKaX:

° HU3bKHIA NOKA3HUK caTypau,ii 3a AaHUMM NYAbCOKCUMETPIT;

° NopaHEeHHA, NoB'A3aHe 3 MOPYLLEHHAM OKCUreHaLlii;
nopaHeHuii 6e3 ceigomocTi;
nopaHeHuit 3 YMT (HeobXigHMI piBeHb caTypauii >90%);
NOPaHEHMWA B CTaHi LWOKY;
NOPaHeHW 3HAXOAMTbCA BUCOKO HaZ, PiBHEM MOpA
poBefeHe abo Nigo3proBaHe OTPYEHHA NPOAYKTaMM FOPiHHA

5. Circulation / KpoBoobir (He Biapi3HAeTbca Big eTany “fonomora B
TaKTUYHMX yMOBax”)

6. TpaBMaTMYHE NOLKOAKEHHA MO3KY:
a) MopaHeHi 3 YMT cepeiHbOro abo BaXKKOrO CTyMeHs MOBUHHI MOCTIMHO
LOCNIAXKYBATUCH LLOAO:
1. 3meHweHHs PiBHA CBIZOMOCTI.
2. PO3LUMPEHHSA 3iHNLb.
3. ApTepianbHoro TMcky >90 Mm pT. CT.
4. 02 catypauii >90%.
5. rinotepmii.
6. pC)OZ (AKWO KanHorpadis AoCTynHa, NOKa3HUK Mae byt 35-40 mm pr.
CT.).
/. MpoHWKatouOi TPaBMM roa108M (SKLLO € — aHTUBIOTUKOTEpaNiA).
8

. [punyckatM HasBHICTb TPaBMMU LUMIAHOrO BIAZiny XpebTa, MOKM He
[0BEeEHO NPOTUNEKHE.

6) [IBOCTOPOHHE PO3WIMPEHHA 3iHULLb, AKE CYNPOBOAKYETLCA 3HUMKEHHAM
piBHA  CBIZOMOCTi, MOME€ 03HAa4aTM HAPOCTaHHA  BHYTPILHbOYEPENHOTO
TUCKY; AKLLO Le CTaNocs, BMKOPWUCTANTE HMMKYe HaBeAeHi Aji ANA 3MeHLeHHs
BHYTPILIHbOYEPENHOTO TUCKY:

1. Bsectit 250 M 3% a6o 5% rinepToHiuHoro po3unty NaCl 6ontocHo.
2. MNigHATM ronosy nopaHeHoro nig kytom 30 rpagycis 4o Tina.
3. linepBeHTUAALIA NOPAaHEHOrO:

* yactota 203a 1x8.;
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BASICMANAGEMENT
PLAN FOR TACTICAL
EVACUATION CARE

2. Massive Hemorrhage (same as
Tactical Field Care)

3. Airway Management

Endotracheal intubation may be

considered in lieu of cricothyroidotomy if
trained.

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 Low oxygen saturation by pulse
oximetry

e Injuries 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. Traumatic Brain Injury

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 O2sat>90

e Hypothermia

e End-tidal CO2 (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/10 bolus.

e Elevate the casualty’s head 30
degrees.

e Hyperventilate the casualty.
— Respiratory rate 20
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KanHorpadia  NOBMHHA  BMKOPUCTOBYBATUCb A0
[ocArHeHHaA nokasHuka CO2 B KiHLUi Buauxy mixk 30-35
MM PT. CT.;

ona  rinepBeHTMAALIl  MAaEe  BMKOPMCTOBYBATUCA
MaKCUMa/IbHa KOHLLEHTPAL,A KMUCHIO.

He npoBogpTe rinepBeHTUNALiIO, AOKM HE BU3HAYEHO
03HAaK HAPOCTaHHA  BHYTPILHbOYEPEMHOTO  TUCKY.

MopaHeHi MOXYTb 6YTW TiNepBEHTUNbOBAHI KUCHEM i3
BMKOPUCTAHHAM AWXaAbHOTO MilKa TRy AMOy

Peanimauji Ta EkcTpeHoi
MegwyHoi lonomoru

7. MonepeaeHHa rinotepmii (He BiApi3HAETbCA Big eTany “Jonomora B
TaKTUYHMX yMOBaX”)

8. MpoHuUKaloue NopaHeHHA OKa (He Biapi3HAETbCA Big eTany “onomora B
TaKTUYHUX ymoBax”)

9. CnocTepeeHHA (He Bigpi3HAETbCA Big eTany “[lonomora B TaKTUYHMX
ymoBax”)

10. 3Hebonto0BaHHA (He BiApi3HAETbCA Big eTany “Zlonomora B TaKTUYHMX
ymoBax”)

11. AHTMGIOTMKM (He Bigpi3HAETbCA BiA eTany “[lonomora B TaKTUYHMX
ymoBax”)

12. OrnaHbTe i HAKNAAITb NOB’A3KM Ha BCi BUABAEHI PaHM (He Biapi3HAETbCA

Big eTany “[lonomora B TaKTUYHMX yMOBaxX”)

13. OrnsaHbTE Ha NPeAMET HaABHOCTI AOLATKOBUX PaH (He BiApi3HAETbCA Bif
etany “/lonomora B TakTU4HUX yMmoBax")

14.

15. IMMO0Gini3yiiTe yci nepenomu Ta nepeBipUTM HAABHICTb AUCTANbHOTO
nynbcy (He BiAPi3HAETbCA Big eTany “lonomora B TaKTUYHUX yMoBax”)

16. CNP Ha eTani TACEVAC:

a) MopaHeHOMYy 3 ypaeHHAM Tynyba abo MHOMMHHOK TPaBMOI, 3
BIiACYTHICTIO MyAbCy i AMXaHHA, HA eTani «TaKTMYHA eBaKyalifa» CAif BMKOHATK
FONKOBY AEKOMMPECi0 MAEBPANbHUX MOPONKHWUH 3 060X OOKIB Ta BMEBHUTUCD,
LLLO Y HbOTO HEMAE HAMpYKeHOro NHeBMOTOPaKCy. MeToAMKa BUKOHAHHA NyHKLi
BiAMNOBIAAE pEKOMEHAALIAM, BUKNAAEHUM Y NMYHKTI 4a BULLE.

OniKu (He BiApi3HAETLCA Big eTany “Zlonomora B TaKTUYHUX ymoBax”)

6) CepLeBo-nereHeBa peaHimaL,ito BapTO NPOBOAMTM Ha LibOMY eTani, AKLLO
y TPaBMOBAHOTO HEMAE OYEBMAHO CMEPTENbHMX PaH Ta BiH NPOTATOM KOPOTKOMO
nepiogy Yacy npnbysaTMme Ha MicLie eBaKyaLii i3 34aTHICTIO XipypriYHOro NikyBaHHA
nowkoaxeHb. C/IP He NMOBMHHA MPOBOAWUTUCHL 33 PAXYHOK LWIKOAM AN Micii abo
BiZIMOBW Y HaZlaHHi EKCTPEHO BAXAMBOI JONOMOTM iHLIMM NOPaHEHUM.

17. KomyHiKauis

a) [0BOPITb 3 NOPAHEHNM, AKLLO MOXAKBO. MMiabaaboptoiTe, 3acnoKoonTe
Ta NOACHITb, WO BM pobute

) 3B’AKITBCA 3 MEAMYHMM NEepPCOHANOM  HACTYMHOTO PiBHA AOMNOMOrY,
AKLLO MOX/MBO, Ta NepeaanTe iIHOPOPMaL,iO LLOAO0 MeXaHi3mMy TpaBMM, XapaKTepy
TPaBMM, 03HAKM Ta CUMNTOMM, Ta HagaHu 0b6’em gonomorn. Hagainte byab-aky
iHLWY AoAaTKOBY Baromy iHpopmalio

18. 3anuc HagaHoi AONOMOrK (He BiApPI3HAETLCA BiA eTany “Zlonomora B TaKTUYHKX
ymoBax”)
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- Capnography should be used to
maintain the end-tidal CO2 between 30-35
mmHg.

- 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)

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)
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16. Cardiopulmonary
(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.

resuscitation

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 appropriate

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




