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1. | Tactical Combat Casualty Care for Medical Personnel,
Aug 2018

(Based on TCCC-MP Guidelines 180801)

Tactical Evacuation Care

TaKTM4YHa eBaKyallia NOpaHeHMX ANA MeAUYHOro
nepcoHany CepneHb 2018

(MNobyaosaHo Ha npoTokoni TCCC-MP Guidelines
180801)

Tactical Evacuation Care is provided while
casualties are moved from the hostile and
austere tactical environment in which they
were injured to a more secure location
capable of providing advanced medical care.
The term “Tactical Evacuation” includes both
CASEVAC and MEDEVAC as we will discuss.
This phase may represent the first
opportunity to bring in additional medical
personnel and equipment.

TaKTMYHA eBaKyaliliHa gonomora
3[,iICHIOETLCA B TOM Yac, KOAW NopaHeHi
nepemilLyoTbCA Bif, BOPOTiB Ta i3 Hanpy»KeHoi
TaKTUYHOT 06CTAHOBKMU, B SIKili BOHU
nocTpaxaanu, ao b6inblw 6esnevyHoro micug,
AKe Mmoxe 3abe3neunTu nepesosui
MeaNYHUIN gornsag. Bucnis “TakTnyHa
eBaKyauin” BKkaoyae B cebe Ak CASEVAC TaK i
MEDEVAC, npo wo 6yae poskasaHo gani. Lia
dasa BnepLue f03BONAE 3aNyUUTH
[,003TKOBUI MEANYHUI NEepCOHan Ta
obnagHaHHA.

2. 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.

3acTepexeHHs

“Mornaam abo TBEPAXKEHHS, WO MICTATLCA B LLbOMY
OOKYMEHTI - € 0cOBUCTUMM NOrNALAMM aBTOPIB | He
NOBUWHHI po3rnsaaTuca, Ak odiuiliHi abo Bigobparkatn
nornaan AenapTameHTiB apMmii, BiiCbKOBO-MOBITPAHUX
cun, dnoty abo miHicTepcTBa 060poHM. Lia
iHbopmaLiia He € nigcTaBoto ANA KOHDAIKTY iHTepecis

Read the disclaimer.

MpouunTaiite TBEPAKEHHA

3. LEARNING OBJECTIVES

DESCRIBE the differences between MEDEVAC and
CASEVAC

DESCRIBE the differences between Tactical Field Care
and Tactical Evacuation Care

DESCRIBE the additional assets that may be available
for airway management and electronic monitoring
KNOW which casualties are most likely to benefit from
supplemental oxygen.

META HABYAHHA

OMWCATHU pisHunuto mixk MEDEVAC Ta CASEVAC.
OMUCATW pi3HMLIO MiK TaKTUYHOIO JONOMOrOI0 Ha
noni 60to Ta TaKTMYHOIO AONOMOrOH0 Mif Yac
eBaKyaLuii.

OMUCATU poAaTKOBI MOKAUBOCTI, AKIi MOXYTb ByTU
BMKOPUCTaHi ANA YNPaBAiHHA AiANbHICTIO AUXaNbHUX
LWAAXIB Ta €N1EKTPOHHOIo MOHITOpUHTY. 3HATU, akum
nopaHeHUM Haibinble NoTpibeH [04aTKOBUI KUCEHD

Read the disclaimer.

MpouuTaiite TBEPAKEHHSA

4. LEARNING OBJECTIVES

DISCUSS the indications for and administration of
Tranexamic Acid during tactical evacuation

DISCUSS the management of moderate/severe TBI
during tactical evacuation

KNOW the importance and the methods of
documenting casualty care in TCCC

DISCUSS the role of cardiopulmonary resuscitation in
combat casualties during the Tactical Evacuation Care
phase of TCCC

DESCRIBE the management of wounded hostile
combatants during TACEVAC

META HABYAHHA

OBIOBOPUTU npusHayeHHA Ta NOKa3n 414 BBEAEHHA
TPaHeKCaMOBOI KMCNOTK Mif, Yac TaKTUYHOI eBaKyaLlii.
OBrOBOPUTW HagaHHA A0NOMOTM Nif Yac TaKTUYHOT
eBaKyaLjii nopaHeHnm 3 YMT cepegHbOro i BarKKoro
CTYNEHA TAXKKOCTI.

3HATW BaKNUBiCTb | METOAM AOKYMEHTYBAHHA
ponomoru nopaHeHum B TCCC

OBrOBOPUTW ponb C/IP y nopaHeHux nig yac ¢pasm
TaKTUYHOI eBaKyauiii TCCC

OMUCATU npuHUMNKU ynpaBaaHHA npu poboTi i3
nopaHeHnmm Boporamu nig yac TACEVAC

Read the text.

MpounTaiTe TekcT

5. | Tactical Evacuation

TakTuuyHa EBakyauis
= [lopaHeHi NicnAa OTPUMaHHA 3HAaYHUX TPaBM
NoBWHHI ByTK eBaKyiMoBaHi AKOMOra WBKALLe.

Casualty movement/evacuation may occur as
a separate moving portion of the operation
while the main assault force continues tactical

MepemileHHn nopaHeHx /eBakyaLis Moxe
BiAbGyBaTUCA AK OKPeMa pyxoma 4acTuHa
onepaLii, B TOV Yac fiK ro/I0BHa LWUTYpPMOBa
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= Casualties need evacuation as soon as feasible after
significant injuries. Evacuation asset may be a
ground vehicle, aircraft, or boat.

= Evacuation time is highly variable — significant delays
may be encountered. Tactical situation and hostile
threat to evacuation platforms may differ markedly
from one casualty scenario to another.

The Tactical Evacuation Care phase allows for

additional medical personnel and equipment to be

used.

= EBaKyalis moxe byTn npoBeeHa HaseMHUM,
NoBITPAHUM ab0 BOAHMM TPAHCNOPTOM

= Yac eBaKyaLii MOXe CUNbHO PISHUTUCA — MOXYTb
6yTM 3HAYHI 3aTPUMKM.

= TaKTWYHA CUTyaLifA Ta BOPOXKa 3arpo3a micuam
eBaKyaL,jii MOXe 3HaYHO Pi3HUTUCD.

ETan TakTMYHOT eBaKyaL,ii LO03BONAE 3any4aTh

[04aTKOBUIA MeAUYHUI NepcoHan Ta 06n1afHaHHA

operations or the casualties may be
evacuated along with the main assault force
as it exfiltrates from the main objective.
Pre-mission planning should identify medical
facilities and capabilities within the area of
operations. Transport times to these facilities
by various types of vehicles should also be
identified. Planning for loading casualties
onto mission vehicle assets is important. A
single litter patient may occupy space within a
tactical vehicle normally occupied by 4
uninjured combatants. Take this into account
during planning

cuNa NPOAOBIKYE TaKTUUHI onepauii, abo
NopaHeHi MOXYTb BiANPaBUTUCDH Ni3Hile i3
OCHOBHMUMM CUIAMU AK 3a3BUYAN.
MnaHyBaHHA Nnepes, Micieto NOBUHHO
BM3HaAYaTUCb MeANYHUMM 3acobamm Ta
MonmBocTaAMM y cdepi AianbHOCTI.
HeobXxigHO TaKoX BU3HAUYUTKM Yac
nepemileHHA A0 Unx 06'ekTiB pisHUMMU
TUNAMW TPAHCMOPTHMX 3acobiB.
BaXkAMBMM € NNaHYBaHHA KiNbKOCTI
NOCTPaXXAaNNUX Y TPAHCNOPTHOMY 3acobi.
OfMH NoCTpaxKaanuii Ha HOCUAKaX MOXKe
3ailimatu micus 4 HenopaHeHwux 6ilLis.
Bi3bmiTb Lie 40 yBaru nig yac nnaHyBaHHA.

Evacuation Terminology

= MEDEVAC: evacuation using special dedicated
medical assets marked with a Red Cross

= MEDEVAC platforms are non-combatant assets
CASEVAC: evacuation using non-medical platforms —
May carry a Quick-Reaction force and provide close
air support as well.

Tactical Evacuation (TACEVAC) — this term encompasses

both types of evacuation above

EBaKyauiiHa TepmiHosoria

= MEDEVAC: eBaKyalLlifi 3 BAKOPUCTAHHAM
cneuianbHUX MeanyHMX 3acobis No3HauYeHMx
YepBoHUM XpecTom

= 3acobu Medevac - He € 6olioBUMM 3a
NPWU3HAYEHHAM.

= CASEVAC: eBakyauia 3 BukopuctaHHam HE-
MeANYHUX NAaTdopMm.

= MorKe HafaBaTUCb CMNAMM LIBUAKOMO pearyBaHHA i
HaNBNMKYOIO NOBITPAHO NiIATPUMKOI.

TakTnyHa EBakyauin (TACEVAC) - ueit BUCAiB OXONAOE

06uasa BULLEBKA3aHi TUNW eBaKyauii.

Any platform can be used to evacuate
casualties. You must understand the
capabilities and limitations of any vehicle you
opt to utilize.

MEDEVAC vehicles and aircraft are specifically
configured for casualty care and designated
with a Red Cross. These assets are generally
minimally armed. They will often NOT
evacuate casualties where there is a high
threat of hostile fire.

CASEVAC assets are combatant platforms —
good firepower, good armor, no Red Cross,
designed to go into the fight. You will need
CASEVAC assets if you have to evacuate
casualties from a tactical situation where the
threat level is high.

Byab-aka nnatbopma moxe 6yTn
BMKOPUCTaHa A/1A eBaKyaLlii nopaHeHux. Bu
CaMOCTIAHO OLLiHIOETE MOKNMBOCTI Ta
HeAONIKN TPAaHCMOPTY

TpaHcnopTHi 3acobu Ta nitaku MEDEVAC
cneujianbHo obnalwToBaHi gna gornagy 3a
NnopaHeHUM Ta No3HaueHi YepBoHUM
Xpectom. Li nigpo3ainn, ak npasuno,
MiHimanbHO 036poeHi. YacTo, BoHW HE
eBaKyHITb NOPaHEeHMX Tam, A€ iCHYE BUCOKA
3arpo3sa Bopororo BorHto. CASEVAC - 6olioBa
nnatdopma, Lo MAE XOPOLLY BOFHEBA Millb,
MiLHy 6poHto, 6e3 embiem YepBoHOroO
XpecTa, npu3HayeHa an1s Toro, Wwob Bectu Hill.
Bam 3Hazo6utbea n CASEVAC, sKLwo noTpibHO
eBaKyloBaTV NMOPAHEHUX Y 3 TAKTUYHIN
cuTyauji, fie piBeHb 3arpo3u BUCOKMUIA.

Aircraft Evacuation Planning
Flying rules vary widely among different aircraft and
units

Consider:

= Distances and heights

= Daytime and night

= Passenger capacity

= Danger of the enemy

= Medical equipment

= Medical staff

= |ce conditions

MnaHyBaHHA NOBITPAHOI eBaKyaLii

MpaBnna NONbOTIB 3HAYHO PI3HATLCA Y PISHUX
NoBITPAHUX 3acobax nepecyBaHHA Ta BiiCbKOBUX
niaposainax

Bpaxyiite:

= BigcraHii Bucotu

= [leHHW# Yac Ta Hiu

= KinbKicTb Nnacaxupis

= Hebe3neyHicTb BOpora

= MeanyHe CnopaaKeHHs

= Mean4HMI nepcoHan

= YmoBU 0bnefeHiHHA

In tactical situations where the threat of
hostile fire is high, plan to use a CASEVAC
asset.

However, in general, if the tactical situation
will allow for a MEDEVAC asset to be used, it’s
best to use that asset and save the CASEVAC
assets for other contingencies that may arise
later.

If you use a tactical CASEVAC asset, you may
have to make plans to augment its medical
capabilities. Plan to have extra medical
personnel and equipment on the CASEVAC
platform.

Y TaKTUYHMX CUTYaLifAX, e 3arpo3a BOPOXKOro
BOTHIO € BUCOKOIO, NaHyMTe
sBukopucrosysaTn CASEVAC.

OfHaK, B LiNoMy, AKLLO TaKTUYHA CUMTyaLiA
[,03BONUTbL BUKOpuUcToByBaTn MEDEVAC,
Kpalie BUKOPUCTOBYBATH ii, 36epiratv akTnem
CASEVAC pns iHWKX HenepeabaveHnx
06CTaBUH, LLLO MOXKYTb BUHUKHYTU Ni3Hilue.
AKLLO B BUKOPUCTOBYETE TaKTUYHUIA aKTUB
CASEVAC, Bam, MOXK/IMBO, A0BEAETbCA
NNaHyBaTH 36iNbLLIEHHA CBOIX MEeANYHUX
pecypcis. NnaHyiTe MaTv 4OAATKOBUI
MeAWMYHWUIA NepcoHan Ta obnafHaHHA Ha
nnatpopmi CASEVAC.

Aircraft Evacuation Planning

= Ensure that your evacuation plan includes aircraft
capable of flying the missions you need.

= Plan for primary, secondary, & tertiary options.

MnaHyBaHHA NOBITPAHOI eBaKyaLii

= [lepeKoHalTecs, WO Ball NAaH eBaKyaLii Mae
NoBITPAHI 3acobwu, AKi 34aTHI BUKOHATK NOTPIiOHI
3aBAaHHA

= CnnaHyiTe NepBUHHI, BTOPUHHI, TPETUHHI BapiaHTU.

Always have a backup plan. Or two.
KNOW the flying rules for all your potential
evacuation aircraft.

3aBXAau maiiTe 3anacHuit nnaH. Abo aBa.
3HAWTE npaBuna nonboTy ANA BCiX BalIUX
NOTEHLiMHUX eBaKyaLiMHWX NiTakis.
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9. | CASEVAC vs. MEDEVAC: The Battle of the la Drang CASEVAC npoTtv MEDEVAC: butsa B gonuHi A-Apaxr 1 Here’s an example of how preventable deaths | Ocb npuKknag, Toro, ik Mo»KHa 3anobirtu
Valley 11, 7 1 KaBanepiicbKi 3aroHun y B'eTHami OtoueHi 2000 can occur from evacuation delays if you don’t cMepTeIbHUM HacNifKam Yepes 3aTPUMKK
1st Bn, 7th Cavalry in Vietnam 6iiiyiB niBHiYHOro BoeTHamy (NVA) Bakki nopaHeHi understand the difference between a eBaKyaL,jii, AKLLO BU He PO3yMiETe Pi3HULL MiX
Surrounded by 2000 NVA - heavy casualties Called for BMK/IMKaNN MeM4Hy eBakyaliito (MEDEVAC) CASEVAC and a MEDEVAC. CASEVAC i MEDEVAC.
MEDEVAC Tx npoxaHHa 6yno BigxuneHe 3 ornagy Ha Hebesneky Soldiers died because of this planning error. Congatv NoMmnpatoTb Yepes NoOMUIKK
Request refused because landing zone was not Ha micui nocaaku. nnaHyBaHHs.
secure.Eventual pickup by 229th Assault Helo Squadron | B pewTi pewT BoHu 6y/n BuBe3eHi 229 um
afterulong delay. LLITypMmOBMM renikonTepHUm eckagpoHOM nicaa
Soldiers died because of this mistake. TPUBANOI 3aTPUMKM
Must get this part right. ConpaaTti 3arMHyAM BHACNIAOK Liel nomunku MoTpibHo
NPaBUIbHO CNNAHYBaTH Aji eBaKyaLlji
10. | Ground Vehicle Evacuation EBaKyalia Ha3eMHUM TPAHCNOPTOM Ground evac typically took too long in LLnax cyxonyTHOI eBakyau,ii B ApraHicTaHi
More prevalent in urban-centric operations in close BoHa € 6inblu NOWMPEHOI0 B MIiCbKMX OnepaLliax B Afghanistan 3aiimae 6araTo 4acy. Takox, BiNCbKOBMIA
proximity to a medical facility 6e3nocepeHit 6A1M3bKOCTI Big MeanyYHOro 3aknaay. Also, military vehicles are not designed for TPaHCMOPT He Npu3HaueHwnii ana komdopty. Y
Vehicles may be organic to the unit or designated MaLUMHU MOXKYTb HANEKNUTH NiAPO3AINY un 6yt comfort. There is usually significant noise and | CanoHi HaABHMIA WyM Ta Bi6paLii, a HasemHe
MEDEVAC assets 3acobamu MEDEVAC. vibration in cargo areas, and overland nepemileHHs, AK Npasuno, nepegbayae
movement generally provides for an HaA3BUYaHO rpyby noisaky, Aka moxke bytn
extremely rough ride, which may be hard on Ba)KKOIO A/1A NMOPAHEHMX.
the casualty.
11.| Tactical Evacuation Care MpaBuna TaKTUYHOT AONOMOTM MO eBaKyauii The Tactical Evacuation phase may present dasza TaKTMYHOI eBaKyaLjii MoXe cTaTh
= TCCC guidelines for care are largely the same in * Mopaam TCCC wono HagaHHA TakTuuHoi gonomorn | the first opportunity within the tactical NepLIOIo MOK/IMBICTIO B PAMKAX TaKTUYHOT
TACEVAC as they are in Tactical Field Care. TACEVAC (nig yac eBakyaujii) B OCHOBHOMY € operation to bring additional medical onepauji, ie BUNaAe HaroAa 3anyyuntn
= There are some changes that reflect the additional TaKMMK, AK | NPW TaKTUYHI gonomosi Ha noni 6oto | equipment and personnel to bear .Additional | goaaTkose meaunuHe obnagHaHHA Ta
medical equipment and personnel that may be = Pi3HWLA € B JOAATKOBUX MeNUYHUX 3acobax Ta medical personnel should arrive with the nepcoHar. [loAaTKoBMIA MeANYHMI NepcoHan
present in the TEC setting. ocobax, AKi MOXKyTb 6paTh y4acTb TaKTUUHIM evacuation asset. This is important because: - NoBWHEH NpubyYTH 3 aniapo3ainom eBaKyallii.
= This section will focus on those differences. eBaKyaLliliHill JonomMos3i. The unit’s medic or corpsman may be among Lle BaxnuBo, ToMy W0:
= Lleit po3ain pOKyCyeTbCA Ha BiAMIHHOCTAX its casualties -The unit’s medic or corpsman -MeauuHi cuam MoxyTb ByTH B UnCAi
may be dehydrated, hypothermic, or nopaHeHux
otherwise debilitated -The unit’s medic or -MeAunUHi CUAM MOXKYTb BYTH Y CTaHi
corpsman may need to continue on the unit’s | neperpisy, sHeBoaHeHHs a6o ocnabneHi
mission and not get on the evacuation MeAMYHUM CUAaM, MOXAMBO, L0BEAETHCA
platform -There may not have been a medic NPOACBIKYBATU MICiI0 NiZPO3AINY i He
or corpsman at the casualty scene BXOLMTM Ha eBaKyaLliiiHy naathopmy
-Ha micui onepauii He noBuHHO 6yTK BTpaT
cepes MeMYHOro NepcoHany
12.| Tactical Evacuation Care Guidelines MpaBuia TaKTUYHOT 4ONOMOTM NO eBaKyaLii Read the guidelines. MpouunTaiiTe npasuia
1. Transition of Care 1.Nepexia A0 HagaHHA AOMOTU
a. Tactical force personnel should establish a. MepcoHan TaKTUYHUX CUN NOBUHEH 3abe3neynTu
evacuation point security and stage casualties for CTaH 6e3nekun eBaKkyal,ii Ta nocTpaxkaanu| Ha cragii
evacuation. eBaKyaLii.
b. Tactical force personnel or the medic should b. MepcoHan TakTUUHUX cnn abo MeauK NOBUHHI
communicate patient information and status to AKOMOra yiTKile nepeaasaTy iHpopmaLito Ta cTaTyc
TACEVAC personnel as clearly as possible. The nauieHTa go nepcoHany TACEVAC. MiHimanbHa
minimum information communicated should include iHbopmaLifa, Npo AKy NOBILOMNAETLCA, NOBUHHA
stable or unstable, injuries identified, and treatments BKNKOYATM CTabiNbHICTb abo HecTabinbHiCTb CTaHy,
rendered. HasABHi TPaBMM Ta NliKyBaHHA.
13.| Tactical Evacuation Care Guidelines Mpasuna TakTUYHOI Jonomoru no esakyauii MepcoHan | Read the guidelines. MpouuTaiiTe npasuna
Transition of Care (cont) NOBMHEH OpraHi3oByBaTH A0NOMOrY NOCTPAXKAANMM
Ha nnaTtdopmax esakyaluii 3a HeobxigHicTio.
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TACEVAC personnel should stage casualties on
evacuation platforms as required.

Secure casualties in the evacuation platform in
accordance with unit policies, platform configurations
and safety requirements. TACEVAC medical personnel
should re-assess casualties and re-evaluate all injuries
and previous interventions.

3abesneunTy NoTepninnx Ha naatoopmi esakyauii
BiANOBIQHO 4,0 CNpAMYBaHb NiAPO34iNis,
KoH®irypauit nnatbopmm Ta BUMOT 6e3neku.
MeganyHuii nepcoHan TACEVAC noBMHEH NOBTOPHO
OLiHUTM CTAH NOPAHEHWX | MOBTOPHO OLHUTK BCi
TpaBMM Ta nonepeaHi BTPyYaHHA.

Communicate casualty information to TACEVAC
personnel.

“SIT” Casualty Report

= Stable or Unstable

= |dentify Injuries

= Treatments Rendered

MNepepasaiTe iHpopMaLito LWOA0 NOPAHEHUX 40
nepcoHany TACEVAC

“SIT” — AONOBiZAb NPO NOPAHEHUX

= CTabinbHMiM abo HecTabinbHUi

= BuW3HAYeHHA TpaBM

= [lpoBeaeHe NniKyBaHHA

medical, should communicate casualty
information and status to TACEVAC personnel
if possible. Identify the receiving provider and
identify yourself as the relinquishing provider
if possible.

The minimum information communicated
should include whether the casualties are
stable or unstable, injuries identified, and
treatments rendered.

All information should be documented on
every casualty’s DD 1380 (TCCC Card). Make
sure the card is visible.

Reinforcement by physically pointing to
injuries and interventions can be critical to
relaying information to the next care giver.
Use exaggerated motions by pointing to each
injury while confirming acknowledgement
from the receiving provider.

14.| Transition of Care MigrotToBKa A0 HaZaHHA AONOMOrMU Read the text. MpounTaiTe TeKCT.
= Involves both the tactical force and the evacuation = BK/IHOYAE TAaKTUYHI CUAM | NepcoHan eBakyaLii Hazards at the site of transfer may include Heb6e3neka Ha micLi NOrpy3Kku BKAOYaE
platform personnel. = PiBeHb LWYMY YHEMOX/IMBAIOE BepbanbHe spinning rotor blades, brownout dust, or obepToBuin pyx sionartis, xmapu 6pyay Ta
= Loud environment making communication difficult. CNiNKYBaHHA small boats bobbing on waves. Y4apy No Kopnycy YOBHA XBUAAMU
= Hazardous environment and safety concerns. = Hebe3neyHe oTOYeHHS i cTpax 3a 6esneky.
= Preplanned procedures, rehearsals and effective = 3aniaHoBaHi TEXHIKM Ta BiANPaLbOBaHi aropuTMu
communication can reduce the chaos and risks. MOKYTb 3HU3UTU XaoC
15.| Tactical Force Responsibilities 0608'A3KM eBaKyaLiNnHUX cun The tactical force must ensure that the TaKTMYHa cuna NOBMHHA 3abe3neunTy, Wwob
= Ensure appropriate selection, clearing, and securing = 3a6e3neuynTy BiANOBIAHWI BIAGIP, OUNLLEHHA Ta evacuation site (helicopter landing zone or Micue eBaKyalUji (30Ha nocafikn BepTONLOTY
of evacuation site. 3abe3neyeHHA micuA eBaKyaLii ambulance exchange point) is appropriately 260 NyHKT 06MiHy WBKAKOI gonomoru) 6yno
= Move casualties to site and stage for loading. * [lepeHeceHHs NOCTpaXAanmnx Ha micue Ta 30Hy ana | selected, cleared, and secured prior to the HaNEXHUM YMHOM 06PaHO, OUMLLEHO i
= Stage according to specifics of the evacuation 3aBaHTaXKeHHsA arrival of evacuation platforms. The tactical 3abe3neyeHo 4o npubyTTa naatdopm
platform. = 30Ha po3TallyBaHHA BiANOBIAHO A0 cneundiku force then moves casualties to the evacuation eBakyadii. Micna uboro cunu esakyau,ii
= Maintain accountability of personnel. eBaKyaLiliHoi nnaTpopmm. site and stages them for loading. Staging must | nepeHocATb NoCTpaxkAanux Ha micue
* [iaTPUMYBaTH NiA3BITHICTL NEpCoHany. be carried out according to the evacuation eBaKyaL,jii i po3ropTatoTb oro anA
platform (helicopter, fixed-wing aircraft, 3aBaHTa)KeHHsA. MoCTaHOBKa NOBUHHA
ground vebhicle or boat) to be employed. It is nNpoBOAUTUCA BiANOBIAHO A0 NnaTdopmu
imperative for tactical force leaders to eBaKyau,ji (BepTo/aboTa, /liTaka 3 piKcoBaHUM
account for both casualties and tactical KPUIOM, Ha3EMHOTO TPAHCNOPTHOrO 3acoby
personnel moving casualties onto evacuation a60 YoBHa).
platforms to ensure 100% personnel
accountability during the transition phase.
16. | Tactical Force Responsibilities 0608B’A3KM €BaKyaLitHUX CUN Tactical force personnel, medical or non- TaKTUYHUI cnyboBeLb, MeAVK YK Hi,

NOBWHEH MO MOK/MBOCTI NOBIZOMAATU NPO
CTaH nocTpaxkaanux ao nepcoHany TACEVAC.
Bu3HauTe ocoby BiANOBiAaNbHY 3@ NpUIiOM Ta
3a3HauTe cebe AK 0coby, WO nepesae no
MO/IMBOCTI.

MiHimanbHMIA 06’em NOBIZOMNEHHA NPO CTaH
naujieHTa BK/OYAE : cTabinbHUI\HI,
BCTAHOB/IEHi YpaXKeHHA Ta NpoBeae NiKyBaHHA
Ycsa iHpopmauin mae 6yt 3adikcoBaHa Ha DD
1380 (TCCC Card). 3pob6iTb Lo KapTKy
BMAMMOIO Ha MOCTPAXKAANOMY.

[Haiite 3HaTv 0cobi, Wo npuiimae, npo
XapaKTep TpaBM i KapTKy LWAAXOM pisnyHOro
BKa3yBaHHA NanbLem. Lle KpUTUUHO BaXKIMBO
O/1A NepcoHany, Lo HACcTyNHUM Hajae
aonomory

BrKoOpUCTOBYITE LWMPOKI KecTu Ta aobuiiteco
Bi3ya/IbHOTO NiATBEPAXKEHHA Bif,
CNiBPO3MOBHMKA.
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17.| TACEVAC Responsibilities 0608’A3KM €BaKyaLitHUX CUA As TACEVAC personnel receive casualties onto | OcKinbKv nepcoHan eBakyauinHUx cun
Triage and ensure appropriate placement during 06po6Ka Ta po3MiLLLeHHA Nif, Yac 3aBaHTaKEHb. their platform, they should triage them and OTPUMYIOTb NOCTPaXKAANNX Ha CBOT
loading. ensure appropriate placement for best access nnathopmMm, BOHN NOBMHHI 06p0obAATU Ta
during enroute care. 3a6e3neyyBaTv PO3MILLEHHA 4/1A KPaLOoro
nocryny
18.| TACEVAC Responsibilities 0608’A3KM eBaKyaLitHUX CUA Casualties must be secured in accordance MocTpaxaani NOBUHHI BYTU 3axuLLEHi
= Secure IAW platform-specific required = 3abe3neunTy HeobXiaHe PO3MILLLEHHS, with platform configurations, unit policies, BiANOBIAHO A0 KOHIrypauin nratdopmu,
configurations, policies and safety. cnpAamoBaHicTb Ta 6e3neky ana nnatpopmm IAW. and safety requirements. CNPAMOBAHOCTI NiAPO34iNiB Ta BUMOT
= Check and double-check. = [lepesipTe Ta Le pa3 BCe nepesipTe. TACEVAC personnel are the experts on their 6e3neku. NMepcoHan TACEVAC € ekcnepTamm
specific evacuation platform. Ha iX KOHKPETHIlt eBaKyaLiiHii nnatdopmi
19.| TACEVAC Responsibilities 0608'A3KM eBaKyaLinHUX cun TACEVAC personnel should re-assess all MepcoHan NoOBTOPHO nicaA Npuitomy
Re-assess ALL previous interventions and treatments. — MNosTopHO ouiHiTe BCl nonepeaHi BTpy4aHHsA Ta previous interventions and treatments. NoCTpaKAannx OLiHIOE, NiKyBaHHA Ta Byap-
Assess all interventions for effectiveness. NiKyBaHHA. — OUiHITb BCi 3ax0aM Woa0 epeKTUBHOCTI. fAIKE iHWe MeMYHe BTPYYAHHA MaHXeTui y
NOPIBHAHHI 3 iIHWMMK JOCTYyNamu
20. | Airway in TACEVAC [VxaHHA Nnpu eBaKyaLii The Nasopharyngeal Airway adjunct was [opaTtok no HazogpapuHreanbHOro AocTyny
o i described in the Tactical Field Care section. onucaHuii BuLe y po3aini TakTMYHa NonboBa
Once a casualty has been secured aboard an nonomora.
evacuation platform, a wider variety of more Konu BsKe nawieHT gocTasaeHunin Ha 6opT
definitive airway adjuncts and personnel eBaKyaLiliHOro TPaHCMOPTY MOXHa BUKOHaTH
= |f the casualty is conscious with no airway difficulty, = AKLLO Y NOCTPaKAAN0Oro Hemae Npobem i3 ;?yl,r:)id to use them may be ayallable, AoBoni bararo TexHik Ta ’D'OCTVF!IB A .
) o . . gh the NPA should suffice for most 3abe3neyerHa AuxaHHA. [ina 6inblocTi
no intervention is required. OMXaHHAM — BTPYYaHHSA He € HeobXigHUM patients. najexTis Hasoda "
= Allow conscious casualties to assume any positions = [103BO/IbTE CBIZOMMUM MOCTPANKAANMM 3aNHATH u . pw—,reanbﬂmm 'D‘OFTy_ny €
that best protects the airway, including sitting up 3pyYHy im nosuuito, Wo PO3BaHTAXKYE ANXANbHY AOCTATHIM. MaHMETLIY NOPIBHAHHI 3 IHWNMM
and leaning forward. CUCTEMY, BK/IKOYAIOUM CUAAYM TA 3 HAXMANEHUM Aocrynamn
= An extraglottic airway may be a good choice for an Tyny6om gonepeay.
unconscious casualty during TACEVAC. = 03arno0TKOBMIA AOCTYN € ONTUMANbHUM ANA
nawieHTiB 6€3 cBiZOMOCTI.
21.| Airway in TACEVAC [OunxaHHA npu eBakyauii A number of extraglottic airways can be used BaraTo eKkcTpa rnoTKOBMX TEXHIK AOCTYNY
= Thei-gel is the preferred extraglottic airway in TCCC * The i-gel € pekomeHA0BaHUM A7 eKCTPpa in the Tactical Evacuation Care setting. They MO3KyTb ByTH 3aCTOCOBai y NOCTPaXKAANMX.
= The gel-filled cuff eliminates the need to inflate it rNOTKOBOrO JOCTYMY. are easier and faster to insert than an ET BinbLicTb i3 HUX € NPOCTIWMMM HiX
with air = 33M0BHEHa refleM MaHKeTKa BUK/IIOYAE tube, are less likely to harm the casualty if not | nocrtaHoBka eHAOTpaxenbHOI TPYOKM Ta €
= |t also eliminates the need to monitor airway cuff HeobXiAHICTb HagdyBaTH ii NOBITPAM. correctly placed, and require less training and | MeHL TPaBMaTUYHUMW Y BUNAAKY
pressure, which will increase at altitude. = Lle TaKOX BMK/IIOYAE HEOBXIAHICTb KOHTPOIOBATK experience to use successfully. HEeMpaBW/IbHOI MOCTAHOBKM
= Increased cuff pressure with air filled cuffs can cause TUCK Y MaHKeTLi Y AUXaNbHUX LWASAXAX, AKUI The i-gel® is the preferred extraglottic airway The i-gel € nepeBaroto Ha eTanax TaKTUYHOI
palsies of nerves that pass through the oropharynx. 36iNblYBaTUMETHCA Ha BUCOTI in TCCC because of its simplicity of use: eBaKyau,ji :
* 36iNblEHHA TUCKY B MAHXeTi i3 3aN0BHEHUMM There is no need to fill the cuff with air, as BifCTyHiCTb NOTPebu po3ayBaT MaHKeTKy
I'IOBiTpﬂM MOXXe BUKTMKATU Napesn HepBiB, AKi with most extraglottic airways, BiACVTHiCTb n0Tpe6M MOHiTOpMHI’y TUCKY Y
NPOXOAATL YEPES POTOTNOTKY. There is also no need to monitor cuff pressure | maHKeTUi y NOPIBHAHHI 3 iHWUMK AOCTynamu
with the i-gel, as there is with other
extraglottic airways.
22.| Airway in TACEVAC OuxanbHi wasxu npn TACEVAC Read the text. MpouunTaiiTe TeKcT
= |f an extraglottic airway with an air-filled cuff is used, | = fAKLWoO BUKOPUCTOBYBaNACb MaHeTKa Ann
cuff pressure must be monitored. po34yBaHHA — HEObXiAHO KOHTPONOBATU pPiBEHDb
= Extraglottic airways will not be tolerated unless the TUCKY
casualty is deeply unconscious. = [103ar10TKOBUI AOCTYN HE € NPIOPUTETOM, AKLLO
= Monitor the hemoglobin oxygen saturation in NaLieHT y CBiZOMOCTI.
casualties to help assess airway patency. = KOHTpOAb caTypaLii € NOKa3HUKOM MPOXiAHOCTI
= Use capnography monitoring in this phase of care if ANXaNbHUX WANAXIB
available.

TCCC - TaktnyHa EBakyaujiHa Jonomora




= Always remember that the casualty’s airway status
may change over time and requires frequent
reassessment.

= KanHorpadin y uiit ¢asi gonomorun npoBoamUThbCA,
AKLLO Lie MOXK/NBO

= 3aBXAM Nam'aTainTe, WO CTaH AMXANbHUX WAAXIB
NnoTepnifioro MoKe 3MiHIOBaTUCA 3 YaCOM | BUMarae
YacToi NepeoLiHKM.

5. Circulation

c. Tranexamic Acid (TXA)

If a casualty is anticipated to need significant blood

transfusion (for example: presents with hemorrhagic

shock, one or more major amputations, penetrating

torso trauma, or evidence of severe bleeding)

= Administer 1 gram of tranexamic acid (TXA) in 100 ml|
Normal Saline or Lactated Ringer’s as soon as
possible but NOT later than 3 hours after injury

= Begin second infusion of 1 gm TXA after initial fluid
resuscitation has been completed.

5. Kposoobir

c. TpaHekcamoBa Kucnora (TXA)

AKLLO Y NOPaHEHOro OYIKYETbCA 3HAYHE NepenBaHHA

KpOBi (HanpuKnaa, Npy remopariyHoMy LIOL,i, OAHIN

260 binblue BENMKMX aMnyTaLAX, NPOHUKatoYil

Tpasmi B Tyny6 abo 03HaKax BaxKKoi KpOBOTEYI)

= fAKHaWwWBMALWeE, a/e He Ni3Hile HiXK 3 roanHK nicns
TpaBmMu, NpusHayaiTe 1 rpam TpaHeKcamoBoi
Kncnot Ha 100 mn disionoriyHoro posumHy abo p
Hy PiHrepa nakrary.

If the casualty meets the criteria for
treatment with TXA, and it has not already
been given, then give the first dose in Tactical
Evacuation Care. Note that TXA should not be
initiated if more than three hours have
passed since the casualty was injured.

23.| Airway in TACEVAC OunxanbHi wnaxu npu TACEVAC Do not attempt endotracheal intubation He HamaraiTecs npoBoAWUTU eHO0TpaxeanbHy
= Endotracheal intubation is an advanced skill and is = EnpgoTpaxeanbHa iHTyballia € nepeaoBMM HaBUKOM unless you have been trained on this iHTy6aUjto, AKLLO BU HE NPOMLLAM HaBYaHHA 33
not taught in the basic TCCC course, but may be i He BUKNagaeTbea B 6asoBomy Kypci TCCC, ane procedure and are proficient in its use. uieto npoueaypoto i Bonogjete i
useful in this phase of care. moxke ByTu KopucHa B Uil dasi gornagy edeKTUBHiCTIO.
= For casualties with trauma to the face and mouth, or = Y nocrpaxaanux 3 TpaBmamum 061m4us Ta pota, abo
facial burns with suspected inhalation injury, onikamy 061144 3 NiZO3POIO HA IHraNAUINHY
nasopharyngeal airways and extraglottic airways TPaBMy, HOCOT/IOTKOBI AMXaNbHi LWNAXM TA
may not suffice and a surgical cricothyroidotomy €KCTPara0TKOBI AMXasbHi WAAXM MOXKYTb ByTH
may be required. HecnpoMOXHUMM 0 GYHKLIOHYBaHHSA | MOXe
= Surgical cricothyroidotomies should not be 3Hag0buTHCA XipypriYHa KPUKOTUPEOTOMIA.
performed on unconscious casualties who have no = XipypriyHa KPUKOTUPOILOTOMIA HE MOBUHHA
direct airway trauma unless use of a nasopharyngeal BMKOHYBATUCA Y HECBIJAOMMX NALLEHTIB, AKi He
airway and/or an extraglottic airway have been MatoTb NPAMOTO YPaXKeHHA AUXaNbHUX WNAXIB, A0
unsuccessful in opening the airway. MOKW BUKOPUCTaHHA Ha3odpapuHreanbHoro Ta\abo
no3arn0TKOBOrO AOCTYNiB HE Aa/NN pe3y/bTaTis
24. | Respiration/Breathing in TACEVAC [nxaHHA npu eBakyau;i Consider tension pneumothorax in casualties Po3rnaHemo Hanpy»KeHui NHeBMOTOpPAKC 3
= Watch for tension pneumothorax as casualties with * CnocTepiraiiTe 3a HaNpyeHMM NHEBMaTOPaKCOM, with penetrating chest injuries and NPOHUKAIOHOIO TPABMOIO TPYAHOT KAITKU i
chest wounds ascend into the lower pressure at KON NOPaHeHi NigHIMaloTbCA B cepefoBuLLe 3 progressive respiratory distress. Decompress NPOrpecyoynm pecnipaTopHUm ANCTPECOM.
altitude. HU3bKUM TUCKOM HaBUCOTI using a 14- or a 10-gauge, 3.25-inch needle. [ekomnpecyiite 3a gonomoroto 14- a6o 10-
= Pulse ox readings will become lower as casualties * [oKa3aHHA NyJbCOKCMMETPA Y NOpaHeHnx ByayTb The photo in this slide shows a very large At0AMOBOI, 3,25-A10AMOBOI ro/IKu.
ascend unless supplemental oxygen is added. 3HUKYBATUCA Mig Yac HabupaHHA BUCOTU A0 nojadi tension pneumothorax on the right shifting doTO Ha LbOMy Cnaiaj NoKasye ayxe
KUCHIO. the heart to the left and compressing the left BENIMKUI MHEBMOTOPAKC NPaBopyu, Lo
lung. 3MilLy€E cepLie BNiBO i CTUCKAE NiBY IereHto.
25. | Supplemental Oxygen in Tactical Evacuation Care [opatkoBuii KuceHb y $asi TaKTUYHOT AONOMOTY Mif, Oxygen should be pre-positioned on KunceHb noBuHeH byTu nonepegHbo
Most casualties do not need supplemental oxygen, but yac eBaKyalji. BinblWicTb NOpaHeHUX He NoTpebytoTb evacuation assets. pPO3TaLOBaHMI Ha eBaKyaLinHKX
have oxygen available and use it for: AOAATKOBOrO KUCHIO, a/1eé KNCEHb BUKOPUCTOBYETLCA Oxygen generators or concentrators are nnatpopmax. lreHepaTopu KucHio abo
= Casualties in shock ana: preferred over compressed gas cylinders KOHUEHTPaTop1 MatoTb nepesary Haj,
= Low oxygen sat on pulse ox = [lopaHeHMUX y CTaHi LWOKY. because of the reduced explosive hazard. 6as10HaMM 3i CTUCHEHMM ra30oM Yepes MeHLy
= Unconscious casualties = Hu3bKa caTypaLif KUCHIO HA NYNbCOKCUMETPI Hebe3neky BuUbyXxy.
= Casualties with TBI (maintain oxygen saturation > = [lopaHeHi 3 BTPATOO CBifOMOCTI
90%) = [lopaHeHi 3 TPAaBMaTUYHUM YPAXKEHHAM MO3KY
= Chest wound casualties YMT. NigTpumyiiTe Hacu4YeHHA K1cHIo binblue 90%
= - [lopaHeHi B rpyaHY KNiTKy
26. | Tactical Evacuation Care Guidelines Mpasuia TaKTUYHOT 4ONOMOTM NO eBaKyaLil Read the guideline. MpouuTaiiTe TekcT

AKWO noTepninunii Bignosiaae Kputepiam
NiKYBaHHA TPAHEKCAaMOBOIO KUCOTOHO, i
npenapart He byB BBeAEHUUI, TO AaliTe nepLly
03y B TaKTUYHOMY eBaKyaLiiHOMyY AOTNAA).
3BepHiTb yBary, WO TPAHEKCamMoBa KUC/I0Ta He
3aCTOCOBYETLCA, AKLLO NpoiwWwo binblue
TPbOX rOAMH NIiC/A TOTO, AK NOPAHEHUI
OTPMMaB TPaBMmy.
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= [ouHiTb gpyre BBegeHHA 1 rpamy TpaHeKcamoBoOi
KUCNOTK MiCNf TOro, AK 3aKiHYMTbCA NonepeaHs
nopuis piaMHu
27.| TXA Administration —2nd Dose TpaHeKkcamoBa Kncnota TXA should not be given together with BignoBiaHO [0 iHCTPYKLii TpaHeKcamoBy
= Typically given after the casualty arrives at a Role Mpu3HayeHHs 2 403K Hextend is accordance with manufacturer’s KMCNIOTY HE MOYKHA 3aCTOCOBYBATU CMiNIbHO i3
II/Role Il medical facility. * 3a3BMualt AAETbCA NICANA NOTPAN/IAHHA NOPAHEHOTO instructions to mix it with normal saline or rekcTeHaoM.
= May be given in Tactical Evacuation Care if the first [0 MeANYHUX 3aKnagis 2 3pisHis Ringer’s Lactate. Remember that rapid IV LLBnaKe BBEAEHHA NpenapaTy Moxe
dose was given earlier, and fluid resuscitation has = Moske AaBaTUCb NPU TaKTUYHIl AONOMO3i Nig, Yac push of TXA may cause hypotension. NPW3BECTM [0 rinoTeHsii. AKWO0 BUHUKAE
been completed before arrival at the medical facility. eBaKyaL,ji AKLL0 NepLuy 403y BBE/W paHille i If there is a new-onset drop in BP during the nagiHHa AT nig vac iHoysii — npunuHiTe i
— TXA should NOT be given with Hextend or iHdysiliHa Tepanis Bxe 3aBeplueHa 40 infusion — SLOW DOWN the TXA infusion.
through an IV line with Hextend in it NoTPanNAAHHA B MeANYHWUIA 3aKNaga.
— Inject 1 gram of TXA into a 100-cc bag of normal — HE MOHA 8BOANTU pa3om 3
saline or lactated Ringer’s BHYTPILWHbOBEHHUM BBEAEHHAM reKCTeHAY
- Infuse slowly over 10 minutes — BseaiTb 1 rpam TpaHeKCaMoBOi KMCNOTY B
100mn disionoriyHoro posunHy abo PiHrepa
nakrary.
— BBoauTM nosinbHO npoTtarom 10 XBUAUH
28. | Refractory Shock in TACEVAC CTilKWIA LWOK NPM TaKTUYHIl eBaKyaLii Consider tension pneumothorax as a possible PO3rn1aHEMO NHEBMOTOPAKC AK MOX/IUBY
= |If a casualty in shock is not responding to fluid = AKWLO NaLLEHT y CTaHi LWOKY He Bignosigae Ha cause of shock that is not responding to fluid NPUYUHY pedPaKTEPHOTO CTIAKOrO WOKY,
resuscitation, consider untreated tension BBeZeHi MegMYHMX NpenaparTis, Po3riAHbTe resuscitation. AKWIA He BIANOBIAAE Ha BBEAEHHA PIAMHY.
pneumothorax as a possible cause of refractory Nporpecyymnini NTHEBMOTOPAKC AK NPUYMHY cTikoro | Chest tubes or simple thoracostomy should MocTaHOBKa rpyaHoro Katetepa abo npocra
shock. pedpaKkTePHOro LWOKY be performed only by providers who are TOPaKOCTOMIA NOBUHHI BUKOHYBATUCA TiNIbKK
= Thoracic trauma, persistent respiratory distress, = [pyaHa TPaBma, CTiMKWUIA ANXanbHWUIA gucTpec, trained and skilled at the procedure and NiKapAMMK, AKi NPOMLLAM NiATOTOBKY Ta
absent breath sounds, and hemoglobin oxygen BiZICYTHi/ 3BYK AUXaHHA, HACUYEHHA KUCHEM authorized by the command to perform them. | KsanidikoBaHy npoueaypy i ynoBHoBaeHi
saturation < 90% support this diagnosis. remorno6iHy <90% cBig4aTb Ha KOPUCTb AiarHosy. ® KOMaHZA0H BUKOHYBATH iX
= Treat as indicated with repeated NDC or finger JlikyBaHHA NpoBOAMTbCA abo NanbLEeBoto
thoracostomy/chest tube insertion at the fifth ICS in TOPAKTOCTOMIiEIO/BBEAEHHAM TPYOKM y 5
the AAL, according to the skills, experience, and Mixpebep’s No nepeaHin NaxBUHHIW NiHIT,
authorizations of the treating medical provider. Note BiANOBIAHO A0 HaBWYOK, AOCBIAY Ta 3 J,O3BONY
that if finger thoracostomy is used, it may not Nikaps, Wo NiKye.
remain patent and finger decompression through = 3ayBaKTe, IO AKLLO BUKOPUCTOBYETLCA NasibLieBa
the incision may have to be repeated. TOPAKOCTOMIfi, BOHA MOXe He 3abe3neuntu
= Consider decompressing the opposite side of the NPOXiAHiTb, i AEKOMNpeCcito NanbLiB Yepes po3pi3
chest if indicated based on the mechanism of injury MorKe byT NoTpibHO NOBTOPUTY.
and physical findings. = POo3rnfHbTE AEKOMNPECiIO NPOTUNEKHOI CTOPOHU
rPYAHOI KNITKK, AKLLO BKa3aHO Ha OCHOBY
MeXaHi3mMy TpaBMM Ta AaHUX $i3UUHOTO ornsay.
29. | Tactical Evacuation MpaBwna TaKTUYHOI AONOMOrM MO eBaKyaL,i Read the guidelines. MpouuTaiiTe npasuia
Care Guidelines 6. YepenHo — MO3KOBa TpaBma Unilateral pupillary dilitation accompanied by OfHOCTOPOHHE PO3LUMPEHHA 3iHULb, WO
6. Traumatic Brain Injury a. MopaHeHi i3 cepegHIM\BaXXKUM ypaskeHHAM a decrease in the level of consciousness may CYNPOBOAMKYETHCA 3HUNKEHHAM PiBHA
a. Casualties with moderate/severe TBI should be FON0BHOTO MO3KY OFNAAAIOTLCA HA NPeAMeT: indicate that intracranial pressure is risingand | CBiZOMOCTI, MO}Ke BKa3yBaTH Ha Te, IO
monitored for: 1.HapocTaHHa Komu that cerebral herniation is imminent. BHYTPiLUHbOYEPENHMIA TUCK NiABULLYETbCS, i
1.Decreases in level of consciousness 2.PO3WMPEHHA 3iHMLb Casualties with moderate/sevgre TBI should CMH'D").OM BK/MHEHHA HEMUHYYMIA. opaHeHHA
2.Pupillary dilation 3. CUCTONINH THCK 590 MM DT.CT. be watched closely for these signs. 3 MNOMIPHUM / BaXKKMM ypaXKeHHAM roI0BHOMO
P i i iBHO NocTiliHO cnocTepiraTh WoA0
3.58P should be 30 mmHg 4.Carypauja KincHem > 90 Hypotension and hyp.oxem.la may worsen N\03KY_FI0TPI : ’ p r :
outcomes for casualties with nepeniyeHnx o3Hak. [iNoTeHsiA Ta rinokcemin
4.02 sat > 90 moderate/severe TBI. MOYTb MOTiPWUTU HACNIAKKN ANA
These conditions should be watched for and MOCTPaXAaNnnX 3 NOMIPHUM / BaXKUM
prevented or corrected as quickly as possible. ypaxeHHam YMT. Lii cTahm cnig noctiitHo
cnocrepiratv i nonepeaxysatu abo
KOPWryBaTW AKOMOTa LUBUALLIE.
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6. Traumatic Brain Injury
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:
1.Administer 250cc of 3% or 5% hypertonic saline
bolus
2.Elevate the casualty’s head 30 degrees
Continued...

6. TpaBMa ronoBHOrO MO3Ky
b.OpgHOCTOPOHHE PO3LWMpPEHHA 3iHWL, WO
CYNpPOBOAKYETLCA 3HUMKEHHAM PiBHA CBiZOMOCTI,
MOXe 03Ha4YaTU MalbyTHIN CUHAPOM BKAMHEHHS;
AKLLO Lii O3HAKN BUHWKAIOTb, O1A 3HUKEHHA
BHYTPILLHbOYEPENHOro TUCKY BUKOHAWTe TaKi Aji:
1. NpwusHauTe 250mn 3% abo 5% rinepToHiYHOro
po34nHy BontocHo
2. MigHimiTb ronoBy noctpaxganoro Ha 30 rpagycis

[ani byge...

When signs of herniation are presentin a
brain-injured casualty, rapid reduction is the
ICP is needed.

Hypertonic saline may help decrease ICP and
improve cerebral perfusion pressure and
brain tissue oxygen levels.

Elevation of the casualty’s head may help
reduce ICP.

30. | Tactical Evacuation Care Guidelines Mpasuia TaKTUYHOT 4ONOMOTM NO eBaKyaLii Read the guidelines. MpouuTaiiTe pekomeHaauii linotepmia moxke

6. Traumatic Brain Injury 6. TpaBMa roN0BHOMO MO3KY Hypothermia may result in coagulation npu3BecTn 2o AedekTis koarynawii, A
a. Casualties with moderate/severe TBI should be a. MopaHeHi i3 cepeAHIM\BaXKKNM yparKeHHAM defects that may be associated with increased MO3yTb 6yTv nos'asaHi 3 ”iﬂ-BV{”*eHO'O
monitored for: rONOBHOTO MO3KY 06CTEXYIOTLCA LOAO: mortality in trauma victims with moderate to CMEpPTHICTIO y NOCTPAXAANNX BIA TPABMU 3
5.Hypothermia 5.TinoTepmii severe brain injury. It, too, should be nomipHoto Ta Baxkoto YMT. Ti Takox chig,
6.End-tidal CO2 (If capnography is available, maintain 6.KiHueBe Hanpyx)eHHa CO2 (npu KanHorpadii prevented or corrected as quickly as possible 3an06|r'r.l4 a§o BUMPaBUTM AKOMOTA WBAALE Y
between 35-40 mmHg) pedpaKTepHi 3HaYeHHs 35-40 mmHg) in these patients. Unx naulenTis. F|n§pKanH|ﬂ (”"E,"Bm”‘eHMM
7.Penetrating head trauma 7.MpoHuKatoua TpaBma Elypzf)capma E)elevated level of CO2 in thi | 5\'2::;32?3 :p*;‘:;‘z‘giﬁ_;piﬂ: 36(:'22”;‘1':;;

. - I . . . ood) contributes to an increase in cerebra » WO, ’
(if present, adr.mnlster an.tIF)IOtICS) . (Heo5j(l,c.l,He NPU3HaYeHHs aHTI/I6IOT.I/IKIB) blood flow which in turn contributes fo CTIPMAE NIABMLLEHHIO BHYTRILIHBOUEPENHOTO
8.Assume a spinal (neck) injury until cleared z;)U;lg:lTkg)ZZ::(eHHﬂ BMKJ/IIO4AIOTb MicnA elevation of the intracranial pressure (ICP). Tl./ICKy (BYT). Heo6xip,H9 YHUKaTH

Elevated ICP must be avoided as this may lead | NiABuiieHoro BYT, ockinbku Le moxe
Continued.... to cerebral herniation. It is important, then, NPW3BECTU A0 CUHAPOMY BKIMHEHHA. OTxe,
Bani byze... to keep CO2 from rising in casualties with BAXNMBO yTpumyBaTh CO2 Bif 3poCTaHHsA B
injured brains. On the other hand, hypocapnia | NocTpaxaanmnx 3 YMT. 3 iHworo 6oky,
leads to cerebral vasoconstriction and rinoKanHis Be/ie 10 Ba3OKOHCTPUKLIT
decreased cerebral blood flow, which can also | F0/10BHOTO MO3KY i 3HU}KYE MO3KOBUA
be bad for the casualty in that it reduces the KPOBOTIK, L0 TAKOX MOXe 6YTU WKIANNBUM
amount of oxygen supplied to the brain. It is AN1A NOCTPaX/AANNX, OCKINbKM 3MeHLIye
important, then, to maintain normal CO2 Ki/IbKICTb KMCHIO, LLLO HAAXOANTL Y MO3OK.
levels in casualties with injured brains (unless OTxKe, BaX/MBO NiATPUMYBATU HOPMANbHMIA
signs of cerebral herniation appear —more on | PiBeHb CO2y noctpakaanux 3 YMT.
that just ahead). Capnography should be used | KanHorpagito cnig, Bukopuctosysatn ans
to monitor the casualty’s end-tidal CO2 to MOHITOPUHTY KiHuesoro npunamsy CO2y
make sure that respiration remains adequate noTepninoro, Wob nepekoHaTUCA, Wo
to keep the blood level of CO2 in the normal AVXaHHA 3a/IMLLIAETLCA ALEKBATHUM, W06
range. nigTpumysatu piseHb CO2 B KpOBi B
With respect to wound infection, a HOpManbHUX mexax. Lo ctocyeTbea paHeBoi
penetrating injury to the brain is the same as iHdeKLUii, To NPOHKKaloya TpaBMa roNoBHOTO
a penetrating injury to any other tissue. Early | MO3KY € TaKOI0 X, Ak NPOHMKalota Tpasma
administration of an antibiotic may help 6y Ab-AKOI IHLWOT TKAaHUHK. PaHHe BBEACHHA
prevent infection. aHTUBIOTMKA MOXKe AOMOMOITH 3anobirt
If an injury to the head is severe enough to iHbeKuji. AKILO TPaBMa ro/108M AOCTATHLO
cause brain injury, then there was enough BMP?)KEHa’ 106 BMKHMKETMMTPEBMV M°3K,y’
energy involved to cause injury to the cervical Toai 6yno 'D'PCTaTHlfO ?HEF’”" wo6 sanoiATH
spine as well. Therefore, in cases of TPABMY LIMMHOTO BIAAINY xpe?Ta. TaKM,',V'
moderate/severe TBI, cervical spine fracture LM,HOM’ Y BUnNaAKax cepe,u,Hbm“/ TH)KKC," LIMT
should be presumed, and appropriate A np1.4nycr<a1'14 ne‘pen0{v| LL_MMHOF(_) B"C_"’D'my
precautions taken, until the spine is cleared xpebTa i BuBaTH ?'AHOB'AH' 3ano6ikHi
for injury. 3aX04M, LOKM He NiATBepAUTLCA NPOTUIEKHE.
31. | Tactical Evacuation Care Guidelines Mpasuia TaKTUYHOT 4ONOMOTM NO eBaKyaLil Rising ICP may lead to cerebral herniation. MpouunTtaiiTe pekomeHaauii FinepToHiYHNUIA

$i3ioNoriyHnit po3uMH MoXKe JOoNOMOrTH
3HU3MTK BYT i noninwutk uepebpanbHuii
nepdy3ifiHMIN TUCK | piBEHb KUCHIO B TKAHWHAX
roNoBHOro Mosky. lNigHeceHHA ronosu
NOCTPaXKAaN0ro MOXe A0MOMOITU 3MEHLLNTH
BYT.
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Use a portable fluid warmer capable of warming all IV
fluids including blood products.
enFlow Thermal Angel

B, (P &

Buddy Lite

BuKopuUCTOBYWiTE NepecyBHWUIA 3irpisay piguHN ana
nigirpisaHHA B\B PO3UMHIB, BKAOYAKOUM KOMMNOHEHTH

KpOBi.
enFlow Thermal Angel Buddy Lite
- S o~
wm - e
o5 @ ‘ =y = b_@

32. | Tactical Evacuation Care Guidelines Mpasuia TaKTUYHOT 4ONOMOTM NO eBaKyaLii Read the guidelines. MpouunTaiite pekomeHaauii linepseHTUAALA
6. Traumatic Brain Injury (Continued) 6. TpaBMa rosI0BHOTO MO3KY Hyperventilation leads to reduced levels of NpU3BOAUTL A0 3HMKEHHs piBHiB CO2 B KPOBI,
3) Hyperventilate the casualty 3) MinepBeHTUAALLA NOPaHEHNX: CO2 in the blood that, in turn, can contribute LU0, Y CBOIO YEPTY, MOXKE CNPUATU
a) Respiratory rate 20 a) YacroTa gnxaHHs 20 4.p\xB to cerebral vasoconstriction and lowered ICP. Ba3OKOHCTPUKUIT uepebpanbHoro i
b) Capnography should be used to maintain the b) KanHorpadis gna yTpumanHa pisHa CO2 30-35 Therefore, hyperventilation can be used as a 3Hmkeroro BUT. Takum unHom,
end-tidal CO2 between 30-35 mmHg mmHg temporary measure to lower ICP in brain- rinepBeHTUNALIA MOXe 6yT1 BUKOpUCTaHa B
c) The highest concentration of oxygen ) HaviBuwwa KoHUeHTpauisa KucHio (FIO2) moxauea injurf-:-d.casualties exhibiting sign§ of cer‘ebral AKOCTI TMHacoBoro 3ax'o,u,y ANIA SHIKEHHA
(FIO2)possible should be used for hyperventilation ANA BUKOPUCTaHHA NpU rinepBeHTuAALI. herniation. If capnography s ava.llable, it BHT I'IOCTpa)K,C‘l‘,aﬂMM,.FIKI marote 03HaKM.
Continued... Nani 6yze.. should be used to monitor end—t.ldaI.COZ Ll,epe6pan|?_r;|0|.rpm>+<|. AKWo KanHorpadisa
levels. The target range for CO2 is slightly [OCTYNHa, I CNig BUKOPUCTOBYBATU ANA
lower than normal as shown on #19 above. MOHITOPUHIY PiBHIB KiHLLEBOro NpUnAnBy
Hyperoxia also contributes to cerebral CO2. Linbosuit gianazoH ana CO2 Tpoxm
vasoconstriction that will reduce cerebral HUXKYE, HiXK HOPMaNbHMIA, IK MOKa3aHO Ha #
blood flow which may help reduce elevated 19 suue.
ICP. However, because of the increased lnepokcia Takox cnpuae LepebpanbHii
amount of oxygen carried by the blood when BA3OKOHCTPUKLilA, WO MOXKe 3HW3uTH BUT
hyperoxic, it will improve cerebral tissue BaX/MBUM € Te, L0 NiABULLEHHA PiBHA KUCHIO
oxygenation even while reducing cerebral npusseae A0 OKCUreHauii TKaHMH MO3KY
blood flow. If oxygen is available, the highest HaBiTb NPV 3MeHLEeHi MO3KOBOroO
concentration that can be delivered should be | KpOBOTOKYAKLLO KMCEHb AOCTYNHUIA,
delivered. 3abe3neute MakcMmasnbHy Moro
KOHLEeHTpaL,to.
33. | Tactical Evacuation Care Guidelines MpaBuia TaKTUYHOT 4ONOMOTY NO eBaKyaLil Read the guidelines. MpouunTaiite TBEPAKEHHSA
6. Traumatic Brain Injury 6. TpaBMaTUYHE ypParKeHHA MO3KY The hypocarbia and cerebral vasoconstriction FinokanHin i uepebpanbHa Ba3OKOHCTPUKLSA,
Notes: = He rinepsUHTENIONTE NOKM HE BUABNATHLCA that result from hyperventilation may be L0 BUHMKAIOTb BHACNiAOK rinepBeHTUAALT,
= Do not hyperventilate unless signs of impending 03HaKM BKJAMHEHHA MO3KY harmful to a brain-injured casualty who is not MOXYTb BYTU LIKIAAMBUMM N1 NOPAHEHMX.
herniation are present. = [opaHeHi MOXyTb BYTH rinepBeHTUAbOBaHI herniating. These casualties need to maintain Y UMX NOCTPaAanux NoBMHHa
* Casualties may be hyperventilated with oxygen KMCHEM 3a 0NOMOFOI0 TEXHIKM MilLIOK-KnanaH- their cerebral perfusion. Accordingly, NiATPMMYBaTUCL CTana Mo3KoBa nepdysis.
using the bag-valve-mask technique. MacKa. hyperventilation should only be used in BignosiaHo, rinepseHTuaAwito cnig
casualties who display signs of cerebral 3aCTOCOBYBaTW /INLLE Y NOCTPANKAANMX, Y AKMUX
herniation, and who need emergent BMABNAIOTLCA 03HAKM LepebpanbHoi rpui, i
reduction in ICP. AKi NOTPebyIoTb HeraliHoro ameHLeHHsa BYT.
34. | Hypothermia Prevention in TACEVAC 3anobiraHHA NepeoxoNoAKyBaHHIO
Remember to keep the casualty on an insulated surface | BukopucToByiiTe 3irpisatouy kosapy (Ready-Heat
or get him/her on one as soon as possible. Blanket) i3 Habopy ans 3anobiraHHA
Apply the Ready-Heat Blanket from the Hypothermia nepeoxonomxexHs (HPMK) 6esnocepeaHbo ana
Prevention and Management Kit (HPMK), to the 3irpiBy Tyny6a nopaHeHoro (ane He 6e3nocepesHbO
casualty’s torso (not directly on the skin) and cover the Ha LWKipy), Ta BKpUITe NOpaHeHoro
casualty with the Heat-Reflective Shell (HRS). Tennosiabusaounm HakputTam (HRS).
35. | Hypothermia Prevention in TACEVAC 3anobiraHHA NePeOX0N0AMKEHHIO
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36. | Remember: Prevention of Hypothermia in Helicopters! Mam'aTaliTe: 3ano0biraHHA NEPEOXONOAKEHHS B Imagine how cold these casualties are. It is YABITb, HACKINIbKM XONI04HO NOCTPaXKAaIMM Ha
= Cabin wind and altitude cold result in cold stress. renikontepax! always cold at altitude in helos, but much 60pTy. Ha B1COTI TemnepaTypa najae, Wwo €
= Protection especially important for casualties in = BiTep B KabiHi Ta X0/104 Ha BUCOTI MOXe BUK/IMKBTU worse during winter. 0c0611BO Hebe3neuHnm B3nMKy JoLiNbHUM
shock and burn casualties. X0N0A0BMIA CTPEC. Medics and corpsmen in helicopters in winter | € BUKOPUCTaHHA XiMiYHUX HarpiBayis AN pyK,
= 3axuct noTpebyoTb BCi - 0c061MBO NOpaHeHi B should bring chemical hand warmers to Wwo6 NiATPMMYBaTU CAPUTHICTL NanbLis.
woui i 3 onikamu. maintain manual dexterity!
37.| Tactical Evacuation Care Guidelines Mpasuia TaKTUYHOT 4ONOMOTM NO eBaKyauil Read the guideline. MpouunTaiite TBEPAKEHHSA
14. Burns 14. Onikun Hypothermia prevention is especially FinoTepmia € 601OYUM NUTAHHA Y NALEHTIB i3
h. Burn patients are particularly susceptible to h. NauieHTy i3 onikamu € YyTAMBUMM [0 important for Burn Casualties in TACEVAC. onikamu.
hypothermia. Extra emphasis should be placed on nepeoxonogxeHHam Ocobnusy ysary chig, The Ready Heat Blanket can be placed over Tennosb6epiratoya kosapa (The Ready Heat
barrier heat loss prevention methods and IV fluid npuainATM metogam 3anobiraHHA Tena10BTpaT Ta burned skin if care is taken to place a barrier Blanket) moe 6yTun 3acTOCOBaHa AKLO €
warming in this phase. po3irpisy piaMHU ANA BHYTPILHBbOBEHHOMO between the blanket and the burn. 6ap’ep MixK WKipOI Ta KOBAPOIO.
BBeAEHHA Ha Uil dasi.
38. | Tactical Evacuation Care Guidelines MpaBuia TaKTUYHOT LONOMOTM MO eBaKyauil As in Tactical Field Care, when a polytrauma AK | NPY TaKTUYHI NONbOBIN JONOMO3i, KOn
17. CPR in TACEVAC Care 17. Cepueso- nereHeBa peaHimatiia npu TACEVAC or torso trauma victim loses signs of life nopaHeHuit 3 NoNiTpaBmoto abo TpaBMoto
a. Casualties with torso trauma or polytrauma who a. MocTtpaskaani 3 TpaBmoto Tyny6a abo during resuscitation, bilateral needle Tyny6a BTpavae 03HaKM KUTTA Nig vac
have no pulse or respirations during TACEVAC NoAITPaBMOIO, AIKI HE MatoTb My/bey abo ANUXaHHA decompression of the chest should be peaHimaLyii, HeobXiAHO BUKOHATH
should have bilateral needle decompression nig yac TACEVAC, noBMHHI MaTh ABOCTOPOHHI performed, if feasible, to rule out tension ABOCTOPOHHIO AEKOMIMPECitO rpyAeN, AKWO Le
performed to ensure they do not have a tension LEKOMNPECiiHI roNKu, Wwob 3anobirtu pneumothorax. MO/IUBO, LLOB BUK/IONTHU HaMPYKEHNI
pneumothorax. The procedure is the same as MOX/IMBOMY NHEBMOTOpPAKCy. Mpoueaypa NHEBMOTOPAKC.
described in section 4(a) above. aHanoriyHa y c.4
39. | Tactical Evacuation Care Guidelines Mpasuia TaKTUYHOT 4ONOMOTY NO eBaKyaLii Read the guideline. MpouunTaiite TBEPAKEHHSA
17. CPR in TACEVAC Care (cont) 17. CepueBo-nereHaBa peaHimauis (C/1P) CPR may be considered during TACEVAC if itis | CJIP moske po3rnagatuca nig yac eBakyalwii,
b. CPR may be attempted during this phase of care b. BUKOHYeTbeA Nig yac TACEVAC, konn tactically and practically feasible, and surgical | AKLWO BOHa € TAKTUYHO | NPAKTUYHO
if the casualty does not have obviously fatal NopaHeHUt He Ma€ OYEBUAHNX CMePTE/IbHUX care is not far away. 34jiicHeHoI0, a XipypriyHa gonomora -
wounds and will be arriving at a facility with a nopaHeHb Ta LWBUAKO MOKe ByTW fonpasneHnit HenoAanik.
surgical capability within a short period of time. [0 MeAMYHOTO 3aK1aay 3 XipypriyHoi Jonomoroto.
CPR should not be done at the expense of He BukoHyitte C/IP 3a pagm ycnixy TakTUYHOrO
compromising the mission or denying Iifesaving 3aBAaHHA abo no3basneHHsA PATYBaNbHOI
care to other casualties. [IOMOMOTY iHILMM NOPaHEHUM.
40. | TACEVAC CARE - Hoisting [onomora TACEVAC NiataryBaHHA Stokes or basket-type litters should be used [na nigiomy notepninmx y Ha 60pT NOBUHHI
= Rigid Litters Only When Hoisting! = YopcTki Howi Npu nigiomi for hoisting casualties into helos. BMKOPWCTOBYBATUCb CTOKEPU ab0 KOLLUKM
= Check and double-check rigging = [lepsipaliTe i We pa3 nepsipaiTe obnagHaHA Secure the casualty — check and double-check | 3abesneute nopaHeHHs — nepesipTe Ta NOTIM
the rigging. Lie pa3 nepeBipTe OCHALWEHHS.
41.| TACEVAC Care for TaKTW4Ha eBaKyalis AN nopaHeHux 6iluis Bopora. Maintain proper prisoner handling MigTpUMyITE HaNeXKHi YMOBU YTPUMAHHA
Wounded Hostile Combatants TMPUHLMNK HAaZaHHA ONOMOTK Ti XK cami sik | ans Byap | Procedures. 33aTPUMaAHWUX.
Principles of care are the same for all wounded AKux biiiuis
combatants MpaBwuna cninKkyBaHHA 3 BOPOroM Npu KepyBaHHi
Rules of Engagement may dictate evacuation process npouecom esakyauii
¢ Restrain and provide security * YrpumyiTe i 3abe3neuyiite 6esneky
Remember that each hostile casualty represents a Mam'ATaiTe, WO KOXHUA BOPOXKWIA NOPAHEHUI ABNAE
potential threat to the provider and the unit and take €o60t0 MOMKAMBOIO 3arpo3y A/1A TOrO, XTO HAAAE
appropriate measures aonomory iB u,inomy ANA 3aroHy, Tomy BXWBalTe
They still want to kill you. HanexHi 3axoau 6esneku
BoHu poci 6akatoTb Bac BOUTK.
42.| Tactical Evacuation Care Summary of Key Points TaKTM4YHa gonomora nig Yac eBakyau,ii Read text. MpouunTaiiTe TekcT
= Evacuation time is highly variable BucHOBKM
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= Thorough planning is key
= Similar to Tactical Field Care
guidelines but with some modifications

= Yac eBaKyau,ii Ay»e pi3HOMaHITHWUI

= [loknagHe NAaHyBaHHA Lie roNI0BHE

= [opaau noaibHi 4O Nopas TaKTUYHOI JONOMOTM Nig,
yac 6oto, ane i3 NeBHUMM 3MiHaMK

43.| Convoy IED Scenario

Recap from TFC

The last medical interventions during TFC were:

= Placed tourniquet on both bleeding stumps —
Disarmed

= Placed NPA

= Pelvic binding device applied — Established IV

= Administered 1 gm TXA and 1 unit whole blood

= |V antibiotics

= Provided hypothermia prevention

e Your helo has now arrived at the HLZ

CuTyaLif 3 KOHBOEM Ta CaMOpPObHUM BUOYXOBUM

NPUCTPOEM

KopoTke noBTOpeHHA HafaHHA TaKTUYHOI AONOMOTHU

Ha noni 6oto TFC

OcTaHHi MeanyHi BTpyYaHHs y TFC byaun:

= HaknacTu TypHiKeTu Ha 0buaBi KyKeu, Wwo
KpoBOTOYaThb - P0336p0iTi

= Po3mileHHA HaszodapuHreanbHoOi TPyOKK

= HanarogyeHHs B\B goctyny

= [lpu3HayeHHna 1 rpamy TXA(TpaHekcamoBoi
Kucnotu) Ta 500 mn Hextend

= B\B aHTMBIOTMKM

= 3anobiraHHA rinotepmii

= Balu renikonTepTs gaHui yac npubys ao HLZ
(nocasouHOi 30HM)

Read text

OK — let’s go back to our scenario that we
started in Care Under Fire.

Your element was in a five-vehicle convoy
moving through a small Iraqi village when a
command-detonated IED exploded under the
second vehicle. The person next to you
sustained bilateral mid-thigh amputations. He
had heavy arterial bleeding from the left
stump, and the right stump was only mildly
oozing blood. The care you rendered during
Tactical Field Care is shown here. The time in
flight to the hospital will be 30 minutes.

MpouuTaiite TekcT Jobpe - noBepHEMOCA 40
HaLLOro cueHapito, AKWUIA Mmu novanu B Care
Under Fire. Baw enemeHT 6yB y KOHBOT 3
n'aTbMa TPaHCNoOpPTHUMM 3acobamum, Lo
pyxaBcs Yepes HeBe/IMKe ipaKcbKe ceso, Koau
nig iHWKWm aBTomobinem BMBYXHyB 3apAaa,
JllognHa nopyy 3 Bamun oTpnmana
LBOCTOPOHHI TPaBMaTUYHI amnyTauii
cepefHbOol YaCTUHM cTerHa. BiH maB macuBHy
apTepianbHy KPoBOTEYY 3 NiBOI Ky/bTI, @
npaBsa KynbTA MLLE 3/1erka NpocoyyBanacs
Kpos'to. TyT HaBeEeHO BKa3iBKM, AKi Bam
HaJaBaNMCb paHiwe nig yac TakTUYHOI
no/sbOBOI 4ONOMOrK. Yac y NoNboTi A0 NiKapHi
3alime 30 XBUAWH.

What's next?

= Inspect and dress known wounds and search for
additional wounds

What's next?

= Try to remove tourniquets and use hemostatics? —No

—Why? THREE reasons:

NPUCTPOEM

Wo pani?

= [lepeauBiTbCA Ta NEPEB'AXKITL PaHM Ta WyKalTe
[0AAaTKOBI paHu

Lo pgani?

= CnpobyliTe 3HATU TYPHIKETU Ta BUKOPUCTATH
remocTtaTuku.-Hi

44.| Convoy IED Scenario CuTyauina 3 KOHBOEM Ta CAMOPOBHUM BUOYXOBUM Read text. MpounTaiTe TeKkcT
What’s Next? NPUCTPOEM
= (Casualty is now conscious but is confused o aani?
= Reassess casualty for ABCs = [lopaHeHW NPUTOMHUIA, ane CBIAOMICTb CNAyTaHa
— NPA still in place = [lepernaHbTe NnopaHeHoOro Bukopucrosytoun ABCs
— Tourniquets, pelvic binding device in place, no — HasodapuHreanbHa Tpybka foci Ha micw
significant bleeding — TypHiKeTM Ha micLi, Hemae 3HauHOI KpoBoTeYi
= Attach electronic monitoring to casualty — Heart rate | * MPW€AHaliTe @NEKTPOHHE MOHITOPYBaHHA A0
140; systolic BP 70 nopaHeHorolynbc 140, cuctoniyHuii Tuck 70
— 02 sat = 90% — CaTypauia KucHio 90%
45. | Convoy IED Scenario CuTyaLin 3 KOHBOEM Ta CAaMOPOBHUM BUBYXOBUM Read text. MpouunTaiiTe TeKcT
What's next? NPUCTPOEM
= Supplemental Oxygen Wo pani?
- Why? NigTpUMyOUNin KUCeHb
= Casualty is still in shock —Yomy?
What's next? = [lopaHeHwuit AOCi B CTaHI LWOKY
= Continue fluid resuscitation with whole blood or Lo pani?
plasma and RBCs in a 1:1 ratio = [lpu3HayaliTe Naas3my i epUTPOLUTAPHY Macy y
— Why? cniBBigHOWEHHI 1:1, AKLLO MOXANBO
= Casualty is still in shock —Yomy?
= [lopaHeHUIt AoCi B CTaHi WOKY
46.| Convoy IED Scenario CuTyauina 3 KOHBOEM Ta CAMOPOBHUM BUOYXOBUM Read text. MpounTaiTe TeKkcT
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= Short transport time - less than 2 hours from
application of tourniquets

= No distal extremities to lose

= Casualty is in shock

Yomy? TPU npuunHu:
= KOpOTKMI1 Yac TpaHCMOPTyBaHHA
MeHLUe 2 rogMH Nicna HakNaAaHHA TYpHIKeTIB
= BigcyTHi KiHLiBKK
= [opaHeHu A0Ci B CTaHIi LWOKY
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