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Now let’s discuss management of
the airway.

Tenep 06roBopUMO NOCAIZOBHICTL
Aili 3 BiAHOBNEHHA Ta NIATPUMKM
NPOXiAHOCTI AUXaNbHUX LWNAXIB

Disclaimer: “The opinions or assertions contained
herein are the private views of the authors and are not
to be construed as official or as reflecting the views of
the Departments of the Army, Air Force, Navy or the
Department of Defense.”

There are no conflict of interest disclosures.

3acTepekeHHa: "[yMKku abo cTBEpAKEHHSA, WO MICTATLCA B LibOMY
[OKYMEHTI, € NPMBAaTHUMM MOTNALAMM AaBTOPIB | HE NOBUHHI
po3rnsgatvcs ak odiuiHi abo BigobpaxkaTi nornagn AenapTameHTis
apMmii, BIiCbKOBO BiiCbKOBO-MOBITPAHMX cu, daoTy abo MiHictepctsa
060pOHU »

Hemae KoHONIKTY BUAB/NEHHSA iHTepeciB.

Read the disclaimer.

YuTaiiTe 3acTepexeHHs

Terminal Learning Objective
= Perform Airway Management in Tactical Field Care.
Enabling Learning Objectives

= Describe the progressive strategies, indications, and
limitations of airway management techniques in
tactical field care.

= Describe the spinal precaution considerations for
penetrating vs. blunt trauma.

HABYA/TbHI 3ABAAHHA

KiHueBa HaB4YanbHa meTa

= BioHOBNIOBATY Ta NIATPUMYBATU MPOXIAHICTb ANXANbHUX LAAXIB HA
eTani HaZlaHHA TaKTUYHOT I0NOMOrM Ha noni 6oto

ETanHi HaBYaNbHi 3aBAAHHA

= OnucaT1 NPOrpecuBHi cTpaTerii, NoKasun Ta 06MeXeHHA MeToAis
BiZLHOB/IEHHA Ta NiATPUMKM NPOXiAHOCTI AMXaNbHUX LWAAXIB B
TaKTUYHIN AONOMO3i Ha noni 6oto.

= OxapaKTepm3yBaTh MipKyBaHHsA 3 60Ky xpebTa 419 NPOHMKatoYoi Ta
Tynoi Tpasmu.

Read the text.

YuraliTe TeKcT

LEARNING OBJECTIVES
Enabling Learning Objectives

= Describe the importance of the sit-up and lean-
forward maneuver to manage airway trauma in
conscious casualties

= Demonstrate opening the airway with the chin-
lift/jaw-thrust maneuver.

= Demonstrate the insertion of a nasopharyngeal
airway.

= Demonstrate the insertion of an extraglottic airway.

HABYA/TbHI 3ABOAHHA
ETanHi HaBYanbHi 3aBAAHHA

= Onuncat 3Ha4YMMICTb CUAAYOTO NMONOXKEHHA 3 HaXWUEeHUM Briepes,
Tyny6oM ANA BiAHOBNEHHA Ta NIATPUMKM AMXANbHUX WAAXIB Y
NOpPaHEeHMX y CBiLAOMOCTI

= [1poAEeMOHCTPYBaTH BIAKPUTTA ANXaNbHMX LWAAXIB 338 JONOMOrot0
MaHeBpy nignomy nigbopiaas / BUBeAEHHA HUKHBOI Wenenw.

= [IpofeMOHCTPYBaTV MOCTAaHOBKY HOCOTNOTKOBOMO NOBITPOBOAA

= [IpofeMOHCTPYBaTV MOCTAHOBKY M0O3arJ10TKOBOroO NOBITPOBOAA.

Read the text.

YuTaiite TeKcT

LEARNING OBJECTIVES
Enabling Learning Objectives

= |dentify the indications for cricothyroidotomy and
the preferred methods.

Identify the correct site for cricothyroidotomy.

= Demonstrate the recommended procedure for a
surgical crycothyroidotomy.

HABYAJIbHI 3ABOAHHA

ETanHi HaBYaNbHi 3aBAAHHA

= BW3HaAUMTM NOKa3N Ta KpaLli MeToan KpiKoTMpeoToMmii.

= BW3HaAUMTW NpaBuUAbHE MicLe ANA KPIKOTUPEOTOMIl.

= [lpoAeMOHCTpyBaTH CXBaneHy npoueaypy xipypriyHoi
KPMOTUPEOTOMii.

= BW3HAYWUTM BAKNMBICTb Ta MOPALOK 3aCTOCYBAHHSA NYybCOKCUMETPIT
nig, Yac NiATPMMAHHA NPOXiAHOCTI ANXanbHUX Wnaxis B TFC.

Read the text.

YuTaiite TeKCT
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= |dentify the importance and application of pulse
oximetry monitoring in TFC airway management.

(Note that the NPA is positioned at a 90° angle to the
front plane of the face.)

= Lubricate

= Insert along floor of nasal cavity

= |f resistance met, use back and forth motion
= Don’t force. Use other nostril.

(Bia3HauTe, wo noTpibHo BBOAMTM HITI nig KyTom 90 rpaaycis Ao
06114us)

3macriTb!

BeoabTe B 6iK fHAa HOCOBOT NOPOXKHUHM

AKLWO BiAYyBa€ETe onip, BBOAbTE NOCTYNaZbHUMM pyXamm
= He BBOAbTE CUIOMILLb — BBEAIiTb B iHLWY Hi3AptO
= AKWo y naujieHTa 3'aBmBCcA 6110BOTHUI pedaeKc, Nerko BUNMITb.

Insert gently with a rotary or back
and forth motion. Don’t start a big
nosebleed.

Some people have a deviated nasal
septum — try the other nostril if the
NPA doesn’t go in the first side you
try.

6. | Tactical Field Care Guidelines Mopagy TaKTUYHOI ONOMOTU Ha noi
4. Airway Management 4. NMocnifoBHICTb Al 3 BiAHOBAEGHHA Ta NiIATPUMKM NPOXiAHOCTI Read the guidelines. MpouunTaiiTe nopaam
a. Conscious casualty with no airway problem ANXANILHNX LINAXIB
identified a. MopaHeHwuit y cBiAOMOCTI, NOpYyLIEHHA NPOXiAHOCTI AMUXanbHUX
- No airway intervention required wnAXis He BUABNEHO
- He noTpibHO BTpyYaTUCh Y ANXANbHI LWAAXK
7. | Tactical Field Care Guidelines Mopaau TakTMYHOI AoNOMOrK Ha noni
4. Airway Management 4. MNocnifoBHICTb Al 3 BiAHOBAEHHA Ta NiIATPUMKM NPOXiAHOCTI Read the guidelines. MpouunTaiiTe nopaam
b. Unconscious casualty without airway obstruction: - AUXANbHUX WAAXIB
— Place casualty in the recovery position b. MopaHeHnii 6e3csigomocTi, 06CTPYKLiA AnXaNbHUX WAAXIB
— Chin lift or jaw thrust maneuver or BIACYTHA:
— Nasopharyngeal airway or — Hapaite nopaHeHOMy BiAHOBHE NONOXKEHHSA
— Extraglottic airway — 3acrocyiTe maHeBp nigiomy nigbopiaan/snseneHHA HUKHbOT
wenenu abo
— HasodapuHreanbHUit NoBiTpoBig abo
— lo3arnoTKoBU NOBITPOBIA,
8. | Chin Lift and Jaw Thrust Maneuvers MaHesp nigomy nigbopiaan/snseaeHH HUKHbLOI Wenenu Video not available in this Bif,e0 HeAOCTYMHe B LbOMy
document. OOKYMEHTI
9. | Nasopharyngeal Airway Hocornotkoswuii NoBiTpoBig, The oropharyngeal airway is more PoTornoTkoBmit NoBiTpoOBIA Nerwe
* The “Nose Hose,” “Nasal Trumpet,” “NPA” = «Ha3sodpapuHreanbHwii nosiTposig», «<Hocosa Tpyba», easily dislodged and more likely to 3MiLLETbCA | YacTille BUKANKAE
= Excellent success in GWOT «HMM» cause gagging in a conscious 61t0BOTHMIN pedaeKc y NOpPaHEHUX Y
. . o . . casualty. cBigoOMOCTiI.
= Well tolerated by the conscious patient = BigmiHHi ycnixu nig yac FobanbHoi 60poTbbu 3 Tepopuamom i
. R . . . NPA is better tolerated by a HIM Kpale nepeHocUTbCA
= Lube before inserting = [lobpe nepeHOoCUTHLCA NALIEHTOM Y CBiZOMOCTI conscious patient. NaLieHTOM y CBIAOMOCTI.
= Insert at 90 degree angle to the face NOT along the = 3MacTiTb Nepes NOCTaHOBKO
axis of the external nose = BcrasTe nig kytom 90 rpagycis go 06114ua HE B3goBx oci
= Tapeitin 30BHIiLIHbOrO HOCA
= Don’t use oropharyngeal airway (‘) Tube) = 3a3Kpinitb Moro
— Will cause conscious casualties to gag = He BMKOPWCTOBYITE POTOr/NI0TKOBMIA nosiTposia ("J- Tube")
— Easily dislodged — BuKAKMKae 6110BOTHUI pediekc y NOPaHEHOro Y CBiZOMOCTi
— Jlerko 3milLyeTbes, BUNALAE
10.| Nasopharyngeal Airway: Hocornotkosuii NoBiTpoBiA: Lubricate! 3macrTiTb!

Ob6eperkHo BBOAbTE 06epTanbHUMMU
abo nocTynanbHUMu pyxamu.
ObeperkHOo, Wob He BUKNMKATK
3HaYHY KPOBOTeYY 3 HoCa.

[JesAki ntoan matoTb BigxmneHy
HOCOBY NEpPeropoaky - cnpobyiite
iHWY Hi3apto, AKkwo HIM He
NpOXoAuTb B NepLly.
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= |f patient gags, withdraw slightly.

(ﬁ N
s P

11.| Nasopharyngeal Airway
What’s wrong with this NPA insertion?

Hocornotkoswii nosiTposig

AIKy MOMUAKY BM BaunTe Nnpu noctaHosui HIM?

This nasopharyngeal airway is being
inserted towards the brain and may
end up there if there are
craniofacial or basilar skull
fractures!

The correct angle for insertion is 90
degrees to the frontal plane of the
face. NOT along the long axis of the
nose.

Lielt HazodapuHreanbHui
NoBITPOBIA BBOAATb B HiK MO3KY, a
AKLLO € YepenHo-uuesi abo
nepenom OCHOBW Yepena, BOHU
MOYTb OMUHUTUCH BAACHE B MO3Ky!

MpaBunbHWUi KyT BBEAEHHSA - 90
rpaaycis A0 GpPOHTaNbHOI NAOWUHN
06aunyua. HE B3408X A0Broi oci
Hoca.

12.| Nasopharyngeal Airway Insertion

MNocTaHOBKa Ha3zodapuHreanbHOro NoOBiTPOBiIAa

The correct insertion angle for the
NPA will cause it to track along the
base of the nasal cavity and not
upward toward the brain.

Video not available in this
document.

MpasunbHUit KyT BBEAEeHHA HITI
CNpAMOBYE ioro B 6ik 0OCHOBM
MOPOXKHUHM HOCA, @ HE A0 MO3KY.

Bifleo HeOCTyMHe B LibOMy
LOKYMEHTI

13.| Recovery Position

Place unconscious casualties in the recovery position
after the airway has been opened.

BigHOBHe nonoxeHHA

Hapaite nopaHeHOMY BiflHOBHE MOIOXKEHHA MicNsA BigKpUTTA
OUXaNbHUX LWNAXIB.

Recovery position helps to protect
against vomiting and aspiration.
Note that C-spine stabilization is not
required in penetrating head and
neck trauma.

BiagHOBHE NONOXEHHA AoNoMarae
3aXUCTUTK Big B61t0BOTH i acnipauii.

Bia3Haunmo, wo cTabinisayin
LKniHOrO Biaainy xpebTa He
noTtpibHa Npu NPOHMKatoyil TpaBmi
rosI0BM Ta LWKI.

14.| Tactical Field Care Guidelines
4. Airway Management (continued)

c. Casualty with airway obstruction or impending
airway obstruction.

Allow a conscious casualty to assume any
position that best protects the airway, to include
sitting up

Use a chin lift or jaw thrust maneuver

Use suction if available and appropriate
Nasopharyngeal airway or

Extraglottic airway (if the casualty is
unconscious)

Place an unconscious casualty in the recovery
position

Mopaay TakTU4HOI Jonomoru Ha noni 6oto

4. MocnifoBHICTb Al 3 BiAHOBAEHHA Ta NiIATPUMKM NPOXiAHOCTI
AMXaNbHUX WAAXIB (MPOAOBKEHHA)

c. MopaHeHwit 3 06CTPYKLiEIO AUXaNbHUX LWNAXIB ab0 AKOMY Lie
3arpoxye:

AKLLO Y CBIAOMOCTI, f,03BO/ILTE NOPAHEHOMY NPUINHATU Byab-
AKE MOJIOKEHHSA, AKe HaKpaLLe 3aXMLLAE ANXaNbHI LNAXK,
BKJ/IlOYAIOUM cuande

Migimite Nigbopiaann abo BUBEAiTL HUXKHIO LLeneny
BuKopUCTaiiTe BiACMOKTYBAY, AKLLO Lie MOXKAUBO, i:
HasodapwuHreanbHuit nosiTposig abo

Mo3arnoTKOBMI NOBITPOBIA (AKLWLO NopaHeHwui 6e3csigomocti)
MopaHeHomy 6e3 cBigOMOCTi HagalTe BigHOBHE NONOMKEHHS

Read the guidelines.

MpounTaiite nopaan
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Notes:

= 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.

MpumiTkm:

= Y nopaHeHux 3 TpaBmoto 06amny4s i pota abo onikammn 0b6anyus 3
niAo03poto Ha iHranALiMHYy TpaBMy NOCTAHOBKA HOCOMIOTKOBOIO Ta
no3arJ0TKOBOrO NOBITPOBOAIB MOXYTb BYTW HEeAOCTaTHIMK, B LibOMY
BUMaAKY MOXe 3Haf0buTHCA XipyprivHa KpMKOTUPEOTOMISA.

= opaHeHUm 6e3 cBifOMOCTi, AKi He matoTb Be3nocepeAHbOT TPaBMMU
ANXaNbHUX WAAXIB HE MOTPIBHO BUKOHYBATU XipypriuHy
KPUKOTUPEOTOMItO 0 TOTO, NOKMU HOCOTNOTKOBMI Ta / abo
no3ar/sioTKOBUI NOBITPOBIA BUABNATLCA HEEPEKTUBHUMM Y BiAKPUTTI
OUXaNbHUX LWWNAXIB.

15.| Maxillofacial Trauma LLlenenHo-nuueBa TpaBma It would be almost impossible to MpPaKTUYHO HEMOXKAMBO IHTYBYBaTH
= Casualties with severe facial injuries can often = [lopaHeHi 3 BaXXKMMM TpaBMammn 061144 HaCTO MOXKYTb 3aXUCTUTKH intubate a casualty with this kind of NOPAHEHOTO 3 TaKUM BMAOM
protect their own airway by sitting up and leaning B/IACHI AMXaNbHI WAAXM, CUAAYM | HAXUAWBLLMCD BREPea, injury, especially on the battlefield TPaBMM, 0CO6/MBO Ha Nosii Goto
forward. = Hexait BOHM Lie pobaATh, AKLLO MOXKYTb! at night. BHO4I.
= Let them do it if they can! If his larynx and trachea are intact, AIKLLO MOro ropTaHb i Tpaxes
he may do well. HeyLKoAXKeHiI, BiH moxe fobpe
This casualty was treated with an ce6e nouysaru.
emergency surgical airway. Momy xipypriuHo BigHoBMAM
The only way they got this casualty NPOXiAHOCTI ANXaNbHUX LINAXIB.
alive to the ER was to let him sit up €EanHMIA cnocib fosesTu oro Ao
and lean forward. NPMIUMaNbLHONO BiAiNEHHS -
May have to do a surgical airway [03BO/IUTU MOMY CICTU | HAXMAUTUCA
with casualty in the sitting position. Bnepea.
MoxnnBo, f,oBeAeTbCA XipypriyHO
BiiHOBNIOBATWN NPOXiAHICTb
ANXaNbHUX LWNAXIB Y NONOMKEHHI
cMpaum.
16.| Tactical Field Care Guidelines Mopaau TakTU4HOI Jonomoru Ha noni 6oto Read the guidelines. MNpouunTaiiTe nopaam
Notes: Mpumitkm:
= The i-gel is the preferred extraglottic airway because = j-gel € KpaLMM NO3arNOTKOBMM NOBITPOBOAOM, TOMY LU0 MOr0
its gel-filled cuff makes it simpler to use and avoids MaH»KeTKa, 3anoBHEeHa resiem, pobuTb MOro NpocTiwmm y
the need for cuff inflation and monitoring. If an BMKOPUCTAHHI i BUK/IIOYAE HEODOXiZAHOCTb PO3YyBaHHA MAHMKETKM Ta
extraglottic airway with an air-filled cuff is used, the cnocTepeXeHHs 3a Heto. AKLLO BU KOPUCTYETECH MO3arN0TKOBUM
cuff pressure must be monitored to avoid NoBITPOBOAOM 3 MaHXETKO0, 3aM0OBHEHOIO NOBITPAM, CAig,
overpressurization, especially during TACEVAC on an KOHTPO/IOBATU TUCK B MAHXKETI, agyKe NoTPibHO YHUKaTK
aircraft with the accompanying pressure changes. HaZMmipHOro TUCKy, ocobamBo nig yac TACEVAC Ha niTaky, ae byayTb
= Extraglottic airways will not be tolerated by a 3MiHW TUCKY.
casualty who is not deeply unconscious. If an ® N03arnoTKOBi NOBITPOBOAM HE NiAXOAATb MOPAHEHUM, AKI He
unconscious casualty without direct airway trauma rnnboko 6e3cBigomocTi. AKLo nopaHeHuit 6e3 ceigomocTi, 6es
needs an airway intervention, but does not tolerate NPAMOI TPaBMM AUXaNbHMNX WAAXIB, NOTPEBYE BiAHOBNEHHS
an extraglottic airway, consider the use of a NPOXiAHOCTI AUXaNbHUX WAAXIB, aNe He NepeHOCUTb N03ar10TKOBUI
nasopharyngeal airway. NoBITPOBIA, PO3rAAHBLTE MOCTAHOBKY HOCOMI0TKOBOrO MOBITPOBOAY.
17.| The i-gel® Extraglottic Airway i-gel® Mo3arnoTkoBUit NOBITPOBIA Video not available in this Bi,eo HeJoCTynHe B LiboMy
document. [OKYMEHTI
18.| Tactical Field Care Guidelines Mopaau TakTU4HOI Jonomoru Ha noni 6oto Read the guidelines. MNpouunTaiiTe nopaam
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Open Surgical Technique

meToaom

document This is video of a

19.| Tactical Field Care Guidelines Mopaayu TakTMUHOI onomoru Ha nosi 6oto Read the guidelines. MNpouunTaiiTe nopaam
4. Airway Management (continued) 4. MNocnifoBHICTb Al 3 BiAHOBAEHHA Ta NiIATPUMKM NPOXiAHOCTI
d. If the previous measures are unsuccessful, perform AVXaNbHUX WAAXIB (MPOAOBKEHH?)
a surgical cricothyroidotomy using one of the d. fAKwo nonepegHi 3axoan He edeKTUHBI, BUKOHANTe XipypriyHy
following: KPUKOTMPEOTOMIt0, BUKOPUCTOBYHOUM OAHY 3 HACTYNMHUX Ailt:
— Cric-Key technique (preferred option) — TexHiKka Cric-Key (Kpalwymit BapiaHT)
— Bougie-aided open surgical technique using a — MeTog, BigKpWUTOro XipypriYHOro BTPy4aHHA 3 BUKOPUCTAHHAM
flanged and cuffed airway cannula of less than 6y»a, NaHLEBOT KaHIO/i 3 MaHXKETKOIO, 30BHILLHIN AiameTp
10 mm outer diameter, 6-7 mm internal AKoi MeHwWe 10 MM, BHYTPIWHIl AiameTp 6-7 MM i
diameter, and 5-8 cm of intratracheal length BHYTDILIHLOTPaxeanbHa 4OBXKMHa 5-8 cM
— Standard open surgical technique using a flanged C . . . .
) — CTaHAapTHa BiAKPWTa XipypriyHa TeXHiKa 3 BUKOPUCTAHHAM
and cuffed airway cannula of less than 10mm . X L .
. . ) $NaHLEBOI KaHIONI 3 MaHXETKOLO, 30BHILLHIN AiameTp AKOi
outer diameter, 6-7 mm internal diameter, and AV )
. . meHwe 10 mm, BHYTPILWHIM giameTp 6-7 mm i
5-8 cm of intratracheal length (least desirable . o o
i BHYTPILWHbOTPaxeanbHa AOBXMHA 5-8 cM (HalmeHL 6axaHui
op |o.n) L . . BapiaHT)
— Use lidocaine if the casualty is conscious. . . . . . .
— BuKopwCTOBYITE NiAOKaIH, AKLLO NOPAHEHWI Y CBiAOMOCTI.
20.| Tactical Field Care Guidelines Mopaay TakTM4HOI Jonomoru Ha noni 6oto Read the guidelines. MNpouunTaiite nopaam
4. Airway Management (continued) 4. MNocnifoBHICTb Al 3 BiAHOBAEHHA Ta NiIATPUMKM NPOXiAHOCTI
e. Cervical spine stabilization is not necessary for AVXaNbHUX WAAXIB (MPOAOBKEHH?)
casualties who have sustained only penetrating e. Ctabinisauia wuitHoro Biaainy xpebTa He € HEOBXigHOW ANA
trauma. NopaHeHUX 3 MPOHMKAOUO TPAaBMOIO.
f. Monitor the hemoglobin oxygen saturation in f. CnocrtepiraiiTe 3a caTypauji€to (HacMYeHHA remornobiHy KUCHeMm),
casualties to help assess airway patency. W06 OLiHIOBATM NPOXIAHICTb AUXANBbHUX LNAXIB.
g. Always remember that the casualty’s airway status g. Mam'aTaiTe, WO NPOXiAHICTb AUXANbHUX LUNAXIB MOXKE
may change over time and requires frequent 3MiHIOBATUC B BYAb-AKMIA Yac | BUMArae 4actoi nepeoLiHKu.
reassessment.
21.| The Need for Cricothyroidotomy MoTpeba B KpUKOTUPEOTOMIT Why should medics be able to do a Yomy MeaMKMU NOBUHHI XipypriyHo
= 4,596 battlefield fatalities in Operation Iragi Freedom | = 4596 3arnbaux Ha noni 6oto nig yac onepauii "Ceoboaa Ipaky" Ta surgical airway on the battlefield? BifHOB/IIOBATU NPOXIAHICTb
and Operation Enduring Freedom combat casualties onepauii "MocrTifiHa cBo6oaa", AKki TpuBanm 3 koBTHA 2001 poKy no AVXaNbHNX WAAXIB Ha noni 6ot0?
from October 2001 to June 2011 YyepseHb 2011 poKy Because upper airway obstruction is
— 87.3% of all injury mortality occurred in the — 87,3% BCix BUNAAKiB CMepTEN Bif, TPaBM CTaNMCA Y A0NIKaPHAHIN the second most common cause of Tomy wo 06CTPYKLiA BEPXHIX
prehospital environment (n = 4013) obcraHoBuj (n =4013) potentially preventable deaths on AVXaNbHUX WAAXIB € APYTO0
_ i 0, . - .
Of the Prehospl'tal deaths, 24.3% were deemed — 3 gonikapHaHMX cmepTeit 24,3% BBaX]anunca TUMM, AKUM MOXKHa the battlefield. HaUNOLIMPEHILIOO NPUINHOLO
potentially survivable. (n = 976) 6yn10 3an06irmu.(n = 976) cMepTeil Ha Noi 6010, AKUM MOXHa
— The second most common cause (8%) of . . 6vs10 6 6yno 6 3ano6irTu.
potentially preventable deaths was upper-airway - ﬂ,pyrg.nomwpeHa;pquHa (8%) c.Mep'rew, AKAM MO)K.Ha yno
obstruction due mostly to direct injury to the 3ar10 |rr.m, -ueo (_:prK""'ﬂ BEPXHIX ANXANIBHNX LINAXIE,
airway structures of the face and neck. (n = 78) HaVI‘-IE'lCTIUJe BHaCﬂI,CI,OK"I'IpﬂMVIX NOLIKOAMKEHD CTPYKTYP AUXANbHUX
waAxis 0611yus Ta wui. (n = 78)
22.| Battlefield Cricothyroidotomy KpukoTupeoTomia Ha noni 6oto The problem with Mpobaema KPUKOTUPEOTOMIi B TOMY,
= Military medics have a 33%failure rate when ® Y 33% BMNaAKiB LA NPOLeAYPa MPOBOAMTLEA BifiCbKOBUMM cricothyroidotomy is that it is hard LLIO Lie BaXKKO 3p06UTH. IcTOpHUHO
performing this procedure. MeaMKaMM HeyCriLHO. to do. Historically, combat medics BIICbKOBMM NliKapAM HepiAKo He
* This is the most technically difficult procedure we ask | = [ie texniuno HalicknaaHiwa NPOLEAYPa 33 CIOBAMM MEAVKIB, have often failed to get it right on B/1aBasioCb Lie BUKOHATW Ha noni
medics, Corpsmen, and PJs to do. caHitapis. the battlefield. 6oto.
23.| Video: An Actual Cricothyroidotomy Using Standard Bifeo: KpMkoTMpeoTomia cTaHAAPTHUM BIAKPUTUM XipypriuHMm Video not available in this 8ideo HedocmynHe 8 ybomy

doKymeHmi

TCCC - TaktTnyHa onomora Ha lMoni boto - AuxanbHi Lnaxm




cricothyroidotomy performed in an
actual emergency situation after an
attempt to intubate failed. Even in
the Emergency Department
cricothyroidotomy is a very difficult,
time-consuming procedure.

Ha upomy Bigeo KpukoTMpeoTomisn,
BMKOHAHa B peasibHili eKCTpeHin
cuTyauii nicnsa Hesaanoi cnpobu
iHTy6auii. HagiTb y BiagineHHi
HeBiAKNaAHOI gonomorun
KPUKOTUPEOTOMIAl Ay»Ke CKNaaHa
npoueaypa, 3abupae 6arato vacy.

(KpuKOTUpPEOTOMIS)

is the correct path for a
cricothyroidotomy. You want to
make the skin incision right over this
membrane. The most anterior
prominence of the thyroid cartilage
is the “Adam’s Apple” in men.

24.| Preferred Surgical Airway Technique Kpala xipypriyHa TexHiKa Big4HOBNEHHA NPOXiAHOCTI AMUXaNbHUX Under test conditions, medics were B ymoBax TeCcTyBaHHA MeauKu
* Cric-Key evaluation wnaxis faster and more successful using the | wsuawe i ycniwHilwe BUKoHyBanu
— Fifteen military medics with minimal training = QujnKa Cric-Key Cric-Key technique compared to the | Cric-Key y nopisHAHHi 3 BigkpuTOI0
performed one Cric-Key technique and one open — M'ATHaAUATb BIICbKOBUX MEAMKIB 3 MiHIMasIbHOIO NiArOTOBKOO open surgical technique. XIPYPTI4HOIO TEXHIKOIO.
surgical technique on cadavers. BMKOHann oaHy Cric-Key Ta oaHy BigKpUTY XipypriuHy
o Medics were able to insert the Cric-Key in KPUKOTUPEOTOMIN Ha TPynax.
significantly |ESS.tITTle (34. se.c.vs 65 sec.) * Meauku 3mornun BukoHatm Cric-Key 3a 3HauHo mMeHwWwMit Yac (34
e Though not statistically significant, there were ceK npoTh 65 cek.)
three failures with the open surgical technique, . Xou iHe 6 TATUICTINHO SHAUVLLM. BV Tou H i
and none with the Cric-Key. 04 U | HE LYNO CTaTUCTUTHO 3HAMYLIMM, LAV TPU HesAan
cnpobu BiAKPUTOI XipypriuHOi KPUKOTUPEOTOMII, | *KOAHOI 3
Cric-Key.
25.| Cric-Key Cric-Key As tested, the Cric-Key technique Cric-Key BUMarae BUKOPUCTaHHA
= The Cric-Key introducer is curvilinear, with an overall = MposiaHuK Cric-Key 3irHyTuit, LOBKMHOW0 19 cM, 3 AMCTaNbHUM requires a scalpel, a Cric-Key ckanenens, nposiaHuka Cric-Key,
length of 19 cm, and an anteriorly directed distal tip. KiHLEM CNpsAMOBaHUM gonepeay. introducer, a Melker airway, and a nosiTposoAa Menbkepa i wWnpuua
* Designed to guide insertion of a 5.0 cuffed Melker = [Ipu3HayYeHuit 4NA CNpAMYBaHHA BBeJEHHA KaHIoNi MenbKepa 3 10-cc syringe. 10mn.
cricothyroidotomy airway cannula. MaHKeTo 5.0 M
= Combines the functions of a tracheal hook, stylet,
. . . . = [oeaHye yHKLii TpaxeanbHOro rayka, CTuneTa, po3wmrpioBaya Ta
dilator, and bougie when incorporated with the . .
. NpoBiAgHMKa pa3om 3 NoBiTpoBoAOM Menbkepa.
Melker airway.
4
-
e
t/
26.| Surgical Airway (Cricothyroidotomy) XipypriyHe BigHOBNAEHHA NPOXiAHOCTI ANXaNbHUX LNAXIB Through the cricothyroid membrane | MNpaBuabHe micLe KpUKOTEPOTOMIT -

yepes KpUKoTUpeoigHy membpaHy.
Bu NOBMHHI 3p0bUTH pO3pi3 WKipK
NPAMO Haz, Lielo memMbpaHoto.
Haibinbw nepegHiit suctyn
wuTonoaibHoro xpAawa -
«ApamoBe A61yKO» Y YONOBIKiIB.

27.

usuallyvisible
only in males

MNoBepxHeBi OPIEHTUPU ANA KPUKOTUPEOTOMIT

Combat medic students should be
able to demonstrate to an instructor
the surface landmarks used to
locate the cricothyroid membrane.
These landmarks should be
identified on a buddy.

KypcaHTn NOBUHHI maTn
MO/IMBICTb NPOAEMOHCTPYBATH
iHCTPYKTOPY NOBEPXHEBI OPIEHTUPU
KpUKOTUpeoiaHoi membpaHm. L
OpPIEHTUPM CNif 3HANTM Ha cycigax
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To prepare for scenarios like this one, combat medics
should perform cricothyrotomy at least five times
during training on an anatomically realistic model.

LLlo6 niaroTyBat1ca 4o NoAibHMX cueHapiis, BiNCbKOBI Nikapi NOBUHHI
BMKOHYBATUN KPiKOTMPEOTOMIIO LWOHaMeHLe N'ATb pasis nig Yac
HaBYaHb Ha @aHATOMIYHO PeanicCTUYHIN moaeni.

procedure even under the best of
circumstances. Under stress, the
combat medic will fall back on his
training. Repetition and realism
(both clinical and tactical) during
training enhances skill development
and knowledge retention in combat
trauma care. Cricothyrotomy is a
critical skill that should be practiced
repeatedly on a realistic model.

28.| Beneath the Surface Landmarks LLlo 3HaxoAnTbCA Nif, NOBEPXHEBMMM OPiEHTMPaMM Here are the critical structures Lli KpUTUYHI CTPYKTYPU PopmytOTb
* Hyoid Bone = [Mig’A3nKoBa KicTKa underlying the key surface NOBepPXHEBi OPIEHTUPU.
® Thyroid prominence (Adam’s apple ) - usually visible = Buctyn wmronoaibHoro xpawa (Azamose abyKo) -3a3Bnyail BUAHO landmarks.
only in males e y HoNosikiB
- Th.yr0|d ca'rtllage = LWuToN0AIGHM XpALY
= Cricothyroid membrane . . 6
L
» Cricoid cartilage KpikoTupeoigHa membpaHa
= Thyroid gland = [lepcHenogibHui xpsaLy,
7 = lluTtonoaibHa 3anosa
Thyroid prominence (Adam’s apple ) -
usually visible only in males
29.| Locating the Cric Skin Incision with a Dotted Line Po3pi3 WKipK ANA KPUKOTMPEOTOMIl NO3HAYEHMUIT MYHKTUPOM In the practical, once the combat Ha npakTUYHUX HaBUYKax KypcaHT,
medic student has identified the BM3HAYMBLUW NOBEPXHEBI
pertinent landmarks, s/he should be | opieHTMpK, NoBMHEH HamanoBaTH
required to draw a dashed vertical NYHKTUPHY BEPTUKaNbHY (no
(mid-sagittal) line on his/her cepeauHHin NiHii) NiHito Ha wui
buddy’s neck over the cricothyroid CBOrO CyCifia Hag, KPMKOTUPEOiAHO
membrane where the incision membpaHoto, ae NoBuHeH byTn
should be made. 3pobaeHnii pospis.
30.| Cricothyroidotomy Technique: CricKey TexHika KpuKkoTupeoTomii: Cric-Key Video not available in this document | Bigeo HegocTynHe B LibOMy
LOKYMEHTI
31.| Cricothyroidotomy Technique: Bougie TexHika KpUKOTUPEOTOMIi: 3 Bykem Video not available in this document | Bigeo HegocTynHe B LbOMy
LOKYMEHTI
32.| Repetition and Realism in Cric Training MNoBTOpEeHH:A Ta peaniam y TpeHyBaHHAX 3 KPUKOTUPEOTOMIT Cricothyrotomy is a difficult KpikoTupeoTtomisa cknagHa

npoueaypa HaBiTb 3a KpaLux
o6cTaBuH. Y CTpecosiit cuTyalii
ycnix BiMCbKOBOro meanKa
3anexaTume Bif TPeHyBaHb.
MOBTOPEHHA Ta peanicTUYHICTb (AK
KNiHIYHI, TaK | TaKTWYHI) nig yac
HaBYaHHA NigBuLLye GOpMyBaHHA
HaBMKIB Ta BiAKNa4aHHA 3HaHb.
KpikoTupeoTomis - ue KpUTUYHUN
HaBUK, AKMI Tpeba NpaKkTUKyBaTH
6araTo pasis Ha peanicTUyHin
mogzeni.
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