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Prologue

Based on scientifidoint Trauma System ® anbhactical Combat Casualty Care ® (TCCC)
principles, adapted to United Nationsd needs
support in thdield.

Since the number of professional medical personnel among the peacekeepemnissldNs is

limited, additional measures have to be taken to urgently treat casualties within the first minutes
after an incident. These first minutes are considereipsl at i num 10 mi nut eso I
essential for the survivability of wounded patients.

So, this becomes a task for the peacekeepers.

As a first step every peacekeeper has to attend a mandatedepi@yment Buddy First Aid

Course. But thereemains still a gap between First Aid and professional medical emergency
treatment.

To fill this gap a United Nation§actical Combat Casualty Ca@N TCCC)Course has been
developed. Selected peacekeepers will be trained on enhanced measures to nesdad, Wb

or injured casualties even under the {ifeeatening conditions in robust missions in the fields.
Therefore, this course not only contains medical/technical approaches but also takes into
consideration the At ssitudtionswhiclopeatekeepess mightface.er t ai n
This instructors® manual aims to help thaibersto receive a common understanding of UN
principles in the rescue chain in order to provide a proper training to the studér@s’rinciples

are based orthe open JoinTrauma System, TCCC, and Deployed Medicine sources which are
developed by U.S. military and afvidence Based

As this is a living document it shall be adjusted to the latest scientific results for emergency
medicine measures.

We hope that based on thidormation given in this document a successful training based on
common UN emergency medicine principles will be conducted to enhance the survival rate of ill,
injured or wounded UN personnel.

New York, 25. Nov, 2021
Dr. Carolina Herrerai Section ChieMWFM
Col Dr. Arne Muelleii Military Medical Advisor

Cpt Pedro Montoliu Garcia Medical Planner Nurse Educator
N.N.

[Type here]
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MODULE 1

Principlesand Applicationof United Nations Tactical
Combat Casualty Care (UN TCCC)

These comprehensive speaker notes provide a script for the trainer to use in delivering
thisUN TCCGFMA didactic presentation. The notes include key points that should be
emphasized throughout the presentation.

SLIDE 17 TITLE SLIDE 0 .
Good morning. Welcomto theUnited Nations , ALASSIST : (F
TaCtlcal Combat Casualty Care (UN chméld PRINCIPLESANDAF:;‘LOIEK':'IEO%’S OF TACTICAL FIELD

Medical Assistarg(FMA) Course. MEDICAL AID (TFMA)

My name ig(insert name), and | am the lead
trainer for this course. | am joined by other trainers whc
will assist with the handsn portion of thdraining. .
(Introduce other trainers as appropriate.)

Explain JTS, TCCC, CLS and UN Equivalent
Terminology and Qualifications.

SLIDE 1b7 ADJUSTMENTS
Adjustments are as follows:

A The UN equivalent tdactical Combat
Casualty Care (TCCC)= United Nations
Tactical Combat Casualty Care (UN TCCC)
The UN equivalent td CCC Combat Lifesaver
= Field Medical Assistans (FMA)

The UN equivalent to thECCC 9-Liner
Medical Evacuation £)JN Evacuation 4 Liner
The UN equivalent tgCCC DD Form 1380=
UN Casualty Card

The UN equivalent tdCCC CASEVAC/MEDEVAC/TACEVAC =UN CASEVAC
The UN equivalent td CCC Joint First Aid Kit (JFAK) = Buddy First Aid Kit

(BEAK)
The UN equivalent td CCC Combat Lifesaver Bag (CLS BagF UN Trauma Pack

(UNTP)

The UN equivalent td CCC Combat / Combatant= Peacekeeping / Peacekeeper
The UN equivalent td CCC Combat Wound Medication Pack (CWMPY¥ound
Medication Pack (WMP)

oo Po  DeDe Do To o
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SLIDE 27 UN TCCCROLES .
UN Tactical Combat Casualty Cassoroken up

into two roles of care. The most basic taught is the UN ., ...

Buddy First Aid Course (BFAC), whids designed to

instruct in the absolute basics of hemorrhage control an¢ -~

to recognize more serious injuries.

PERSONNEL

Tz

You are in the Field Medical Assistant (AYirole.
This teaches you more advanced care to treat the most
common causes of death on the battlefield, and to
recognize, prevent, and communicate with medical personnel thbrifatening complications
of these injuries.

TheCombat Mediaole includesmuch more advanced and invasive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionsileh as Paramedics, Nurses and Dogtors
provide the most sophisticated care to keep our wounded warna@saat get them to
definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat othes@sated but not immediately |#reatening injuries.

SLIDE 371 TLOS/ELOs
Students need to understand the basis for the
course, and the expected learning outcomes.

TheUN TCCGFMA course is built on a
foundation of learning objectives. Thadgectives lay
out the basic structure of the course and describe the
knowledge and skills you are expected to acquire by thi
end of the course.

This module has two Terminal Learning
Objectives, or TLOs. Each TLO is supported by a series of Enabling hgaDijectives, or
ELOs.

This module has one performance objective: to demonstrate the applicatibinT@@CC
skills in a combapeacekeepingr noncombatpeacekeepingcenario.

This module has seven cognitive learning objectives. They are to:

1. Identify the leading causes of preventable death due to traumatic injuries and the
corresponding interventions to help increase chances of survival

United Nations Field Medical Assistaiit Instructor Handbook (28}



2. Describe th&JN TCCCPhases of Care and how intervention priorities differ in each
phase

3. Describe thapplication ofUN TCCCin combatpeacekeepingnd norcombat
peacekeepingettings across different environments

4. Describe the role and responsibilities of a nonmedidhinember in rendering/N
TCCCcare

5. Identify the key factors influencingN TCCC
6. Identify the importance &N TCCCtraining
7. ldentify the three objectives (or goals)ifl TCCC

SLIDE 47 CONGRESSIONALLY MANDATED

STANDARD

Standardized Field Medical Aid training for all
members is mandated by the UN.

UN TCCCis the standard of care in prehospital
battlefield medicine.

SLIDE 57 ONLINE RESOURCES

The Deployed Medicine site
(DeployedMedicine.com) and phone app from the Defense
Health Agency (DHA) leverage technology to provide acce -
to ondemand multimediaontent. This content supports
continuous lifelong learning and access to-teaé updates
in TCCC training and education.

SLIDE 6T COURSE CONTENT —
This course will reinforce the principlesl dN TCCC

and teach the knowledge and skills needed to save lives ai

improve outcomes for combat casualties. o
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SLIDE 771 WELCOME TOTCCC(VIDEOQO)
Trainer: Play video. The course starts by playing a
motivational video or scene setter to launchabrse.
TCCCTraining Overview Video. This video
describes the genesis and evolution 6GCIC and the critical
role it plays in saving lives on the battlefield and improving
outcomes for the combat wounded.

SLIDE 817 ROLES AND RESPONSIBILITIES OF | s
FMA

Your role as a FMA is to treat the most common
causes of death on the battlefield, which are massive
hemorrhage and airway/respiratory problems.

SLIDE 97T ROLES AND RESPONSIBILITIES OF | @s=
FMA (CONT.)

Also, you are given the skills to prevent
complications and treat other associated but not immediat¢
life-threatening injuries.

ease and non-bale injury (DNEI) or
nd caused by adors othe

SLIDE 107 THE KEY FACTORS @

INFLUENCING UN TCCC

Several key factors influence how prehospital care i
provided in the combat versus the civilian setting. Factors
influencingUN TCCCare: hostile fire, tactical and
environmental considerations, wound patterns, equipment
constraints, delays reaching highevels of care, and level
of first responder training and experience. These factors w
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be discussed more within this module and throughout the training.

SLIDE 117 IMPORTANCE OFUN TCCC

TRAINING

Approximately90 percentof combatcasualty
deaths ocaubefore the casualty reaches a higher level of
care (surgeon, etc.). Prehospital care, including the care
provided by FMA, is critical to the survival of those 3 &
wounded in combat. Multiple research studies and casualf =%
data from Iraq and Afghanistan higiitit the causes of
preventable death on the battlefield.

UN TCCCtraining focuses on identifying and
treating these most common causes of preventable death on the battlefield: hemorrhage/bleeding,
injuries resulting in tension pneumothorax, and airway &sue

SLIDE 127 THREE GOALS ORUN TCCC — .
The three goals dIN TCCCare to:

1. Treat the casualty

2. Prevent additional casualties W e ,;’};/f‘da
3. Complete the mission { i;
/5{
SLIDE 137 ENTER PEACEKEEPING @ E=- .
OPERATIONS

PEACEKEEPING OPERATIONS
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SLIDE 147 THREE PHASES ORJN TCCC

UN TCCCis organized into Phases of Care that
start at the point of injury. These phases are relevant tc
combatpeacekeepingnd norcombatpeacekeeping
combattrauma scenarios:

1. Care Under Fire, or Care Under Threat, is the
aid rendered at the trauma scene while the three
is still active. Available medical equipment is
limited to that carried by an individual or found
in a nearby first aid kit. Massive bleeding is the
only medical priority that requires your attentionidgrthis phase, as you are actively
dealing with an ongoing threat in a potentially chaotic and dangerous situation.

2. Tactical Field Care (TFC)is the care provided once the threat has been neutralized
and/or the scene is safe or the casualty has movedfimerd out of the immediate
threat situation. During this phase, a rapid casualty assessment should be performed.
Bleeding control should be assessed/reassessed, and airway/breathing issues addressed.
Other injuries such as burns, fractures, eye trauntehead injuries should now be
identified and treated. Medical equipment is still limited. Time to arrival of medical
personnel or evacuation may vary considerably, depending on the tactical situation, etc.

3. Tactical Evacuation Careis the care rendered dng and once the casualty has been
moved by an aircraft, vehicle, or other mode of transportébioavacuation to a higher
level of care. Additional medical personnel and equipment are typically available in this
phase of casualty care.

Remember: The gdaf the FMA in UN TCCCis to rapidly assess casualties to identify
and treat potentially lifethreatening injuries to keep them alive long enough to reach a higher
level of medical care.

SLIDE 151 PHASE 1: CARE UNDER FIRE W= .
Care Under Fire is the care rendered byfitise PHASE 1

responder/FMA at the scene of the injury while still under
effective hostile fire. Available medical equipment is
limited to that carried by the individual responder or
casualty Buddy First Aid Kit BFAK) or aUN Trauma
Pack (UNTB). Remember: Alwayusethe asual t vy
BFAK first .

The critical feature of CUF is that the casualty and
responder/FMA are still under effective hostile fire.

The mission does not stop just because there is a casualty. Most battlefield casualty
scenarios involve making mexdil and tactical decisions rapidly. In the combat environment,
there i-euno WwWhemecasualties occur. Good medi c
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doing the RIGHT thing at the WRONG time can get you and your teammates killed or cause the
mission to &il.

Order of initial actions will be dictated by the tactical situation. Little time is available to
provide casualty care while under effective enemy fire. Suppressing hostile fire and gaining fire
superiority should be the priority to minimize the raflinjury to other personnel and minimize
additional injury to the casualty while completing the mission. Personnel may need to assist in
returning fire instead of stopping to care for casualties (this includes the casualty if still able to
fight). WoundedUN members who are exposed to enemy fire should be directed to continue to
return fire, move as quickly as possible to any nearby cover, and perforaidséifable.

Remember: Do not become a casualty! Assess the situation and the risk. Suppress
enemy fire and gain fire superiority first. Communicate with the casualty (return fire, move to
cover, selaid), and develop a plan before moving to care for a casualty under fire.

SLIDE 1617 PHASE 1: CARE UNDER FIRE o 2

CONT. (EARLY CONTROL OF SEVERE PHASE 1
HEMORRHAGE IN CARE UNDER FIRE IS CRITICAL)

In CUF, your#1 priority is to recognize and stop
massive bleeding and get yourself and the casualty to co\
and out of hostile fire. Massive bleeding can be identified
by a pulsing or steady bleeding from a wounttraumatic
amputation of an extremity.

Apply a tourniquet without delay if indicated. Injury to a major vein or artery can result
in shock or death from blood loss in minutes. Extremity (arm or leg) hemorrhage is a leading
cause of preventable combat de&iking tourniquet(s) to stop the bleeding is essential to the
survival of casualties with these types of injures.

Permanent skin, muscle, and blood vessel damage to the limb is rare (tourniquets are
often left in place for several hours during routineggal procedures). Applying a tourniquet
promptly to stop lifethreatening bleeding saves lives and may allowrtfueed UN members to
continue to fight while awaiting further care and evacuation. It is imperative thatlall
members with access to BFAHKic. be trained in tourniquet use.

Remember: Both you and the casualty remain in grave danger under threat of enemy
fire while applying a tourniquet in the CUF phase. Quickly place the tourniquet high and tight
on the affected limb. Treatment of nelife-threatening bleeding should be deferred until the
Tactical Field Care phase.

1C
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SLIDE 171 PHASE 2: TACTICAL FIELDCARE

MARCH PAWS

Tactical FieldCareis the care rendered by a first
responder/FMA once the responder and casualty are no =~ == -
longer under direct threat from effective enemy fire. This = v
allows for the time and the relative safety for a more e
deliberate approach to casualty assessment and treatme| oo

Casualty assessment and management@ TF
follow an approach known &8ARCH PAWS.

Massive bleeding

Airway

Respiration/breathing

Circulation

HypothermiaHead Injuries

Pain

Antibiotics

\Wounds

Splinting

This is a helpful pneumonic for remembering howsystematically approach casualty
assessment and management to ensure th#iddatening injuries are identified and treated
promptly, saving lives on the battlefield and reducing preventable combat death.

MARCH

SLIDE 187 OTHER CONSIDERATIONS OF .

TACTICAL FIELD CARE

The critical feature of Tactical Fieldareis that the
casualty and responder/FMA are no longer under effective
hostile fire.

However, the FMA must maintain security and
situational awareness at ithes while continuing to treat
casualties and preparing for handoff to medical
personnel/evacuation assets.

The tactical situation is often fluid and can change
rapidly and revert to a CUF scenario at any time.

PHASE 2:
TACTICAL FIELD CARE

Lim

REMEMBER:

Your available medical equipment is stithited to that carried into the field by the
casualty (BFAK), the FMA, and other first responders (BFABNTP or theMedic in their aid
bag. Remember to use the supplies within the
supplies.

The TKC phase allowsnore time, and relatively more safety, for you to provide further
medical care. You may need to continue treatment until medical personnel arrive and then assist
medical personnel with continued treatment and preparation for evacuation. Anticipated time t

11
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evacuation to the next higher level of care may vary depending on the tactical situation. The
FMA must be prepared to reengage the enemy and continue the mission.

Medical personnel will be focused on casualty treatment, so you and unit leaders must
coordnate, and request evacuation assets based on the operational situation.

SLIDE 191 PHASE 3: TACTICAL

EVACUATION CARE (TEC)

Tactical Evacuation Care is the care rendered once
the casualty has begitked up by an aircraft, ground
vehicle, or other evacuation platform. It continues the care
for the casualty started in the earlier phases of care.

PHASE 3: TACTICAL EVACUATION CARE

CASUALTY MONITORING
ntinue loremsess and

Tactical Evacuation Catie similar to TEC in many
ways. However, the extra medical personnel and equipme
on the evacuation asset may enable provision of additioni
care in this phase of casualty management.

The tCASEWARCO means evacuation f rTeeatmeBtoi nt of
Facility (MTF). Tnheeantse rtmm ainMEpDOEEMA (boet ween MTFO6 s
responders or FMAs are not expected to care for casualties during evacuation. However, if it
does happen, the approach (MARCH PAWS) and skills learned for CUFR-&hdpply.

The key principle inractical Evacuation Caiie that monitoring with appropriate
assessment and treatment MUST be continued until the casualty is handed off to medical
personnel or arrives at a higher level of care.

Preevacuation proceduresdlude ensuring that all assessment and care rendered in CUF
and TFC have been documented by the first responder or FMA on the Casualty Card.

An evacuation request using thdide format is communicated per unit Standard
Operating Procedures to initidBASEVAC. The 4line CASEVAC request includes dIST
(Mechanism of injurylnjuries,Symptoms, and reatment) report.

Before evacuatiorthe casualty must be packaged for evacuatigiitems (weapons,
equipment, etc.,) secured, litter and evacuation equippnepared, etc.

SLIDE 207 IN SUMMARY ) s
The GOALS ofUN TCCCare to:
1. Treat the casualty (provide lifesaving care to the
injured combatant)
2. Prevent additional casualties
3. Complete the mission

GOALS

The three phases tfiN TCCCare:
1. Care Under Fire

12
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o Takecover, return fire, and gain fire superiority
0 Address lifethreatening hemorrhage with tourniquets/move to cover
2. Tactical FieldCare
o Cover and conceal
o MARCH PAWS
o Prepare for evacuation Casualty Cartind CASEVAC Request, MIST)
3. TacticalEvacuation CarelEC)
o Continue monitoring and care (additional medical personnel/equipment) until handoff
at a higher level of care

Remember that bleeding is the number one cause of preventable prehospital combat death:

A Remain tactically vtalgindsamybuceull decomaa cadualty. n s e c
A Document al | assessment and care on the Cas
SLIDE 217 CHECK ON LEARNING o) o

Ask questions of the learners referring to key

concepts from the module.
Now for a check on learning.
1) What are factors that influentéiN TCCC?

1 Hostile fire

1 Wounding patterns

1 Equipment constraints

1 Delays in reaching higher levels of care

1 Level of first responder training and experience

2) What are the phases of carddN TCCC?
9 Care under Fire (CUF)
1 TacticalField Care(TFC)
1 Tactical Evacuation Care ELC)

3) What is the most essential treatment task in Care Under Fire?
1 Tourniquet (TQ) application to stop massive bleeding

4) What i s every first responderds role in Care
i To treat the most immediate lifareatening injuries with TQ application on the
battlefield

5) What does MARCH PAWS stand for?
M 1 Massive Bleeding (Hemorrhage)
AT Airway

R T Respiration

C1 Circulation

H 7 Hypothermia/Head Injuries

= =4 =4 -4 -9

13
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Pi Pain

AT Antibiotics
W1 Wounds
Si1 Splints

= =4 =4 -4

SLIDE 2217 QUESTIONS o e

United Nations Field Medical Assistanit Instructor Handbook (2R}
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MODULBE)2

MEDICAL EQUIPMENT

NOTE TO TRAINERS: Pass out appropriate kits so the students can have them in hand
during the discussion.

SLIDE 17 TITLE SLIDE e .

MODULE 02:
MEDICAL EQUIPMENT

SLIDE 217 UN TCCCROLES .

UN Tactical Combat Casualty Casesbroken p into
two roles of care. The most basic taught is the UN Buddy
First Aid Course (BFAC), which is designed to instruct in
the absolute basics of hemorrhage control and to recogniz
more serious injuries.

You are in the Field Medical AssistaifMA) role.
This teaches you more advanced care to treat the most
common causes of death on the battlefield, and to recognize,
prevent, and communicate with medical personnel théHieatening complications of these
injuries.

The Combat Medic role inatles much more advanced and invasive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Paramedics, Nurses and Roctors,
provide the most sophisticated care to keep our wounded waalivgsand get them to
definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat otlassociated but not immediately liflereatening injuries.

15
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SLIDE 37 TLO/ELO
The Medical Equipment module héage cognitive
learning objectives The cognitive learning objectives are to:

1. Describe the use of the first aid kit in accordance witl ~—_
UN policy

2. ldentify the contents of the Buddy First Aid Kit and/ot
otherUN specific first aid kits

3. Describe the general maintenance and resupply
procedures for trauma materials in the first aid kits

4. Identify the contents of N Trauma Pack (UNTR3nd/or othetJN-specific first aid
kits

5. Describe the use of the components biMaTrauma Pack (UNTHh accordance with
UN Policy

The criticalaspects are to be familiar with the contents, use, and maintenance/resupply of
the BFAK,UNTP, and/or othelJN specific first aid kits used by a FMA to provide aid and save
a life.

SLIDE 47 MEDICAL SUPPLIES YOU WILL O .

NEED TO PROVIDE AID AND SAVE A LIFE MEDICAL SUPPLIES
Peacekeepern the UNcarry a large array of
equipment, and survivalepends heavily on the ability to

properly use that equipment. @ g
One piece of critically important equipment is Beddy
First Aid Kit (BFAK). S R

Every piece of equipment chosen for the BFAK is
evidencebased (lessons learned from the recent overseas
contingency operations in Afghanistan arabj) and serves a distinct purpose for the individual
UN member; knowing how to properly use what is in the BFAK can save a life. Remember,
whentreatingacasugt use the items that &he@Nnmenmbtehred sc as t
BFAK should be reseed for selfaid whenever possible.

Individu:
Bhucidy F st Aid Kil (BF2K]

Every item in your BFAK supports provision 0N TCCCper the current guidelines.
This lesson provides an opportunity to get a haordstroduction to the kit and its contents. The
equipment discussed supports the piovi of UN TCCCper the current guidelines and enables
the first responder/FMA to address issues identified in QBE, and EC (MARCH PAWS).

Trainer Note: While items are being explained, students should be given the
opportunity to open wrappers and prage their equipment for upcoming lessons.

16
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SLIDEST CONTENT LIST

Medic Pack UN TraumaPack (UNTP) See
Handbook B

Individual: Buddy First Aid Kit (BFAK)- See
Handbook

SLIDE6T CONTENT OVERVIEW (M P
MASSIVE HEMORRHAGE ANDC-

CIRCULATION)

Tourniquet i TheUN-recommended tourniquet is e
used to control massive or severe hemorrhage (bleeding) -
an extremity (arms and legs). This is the most important * iﬂ {f"“
lifesaving item in the BFAKand should be kept easily '
accessible and ready for use.

Hemostatic Dressing The UN-recommendetype
of dressing, called a hemostatic (helps with blotwdting) dressing, contains a chemical that
bonds to another chemical in blood and causes clotsrtodbthe source of bleeding. Use of a
hemostatic dressing is called for when severe bleeding is observed from a wound that is in a
junctional or other area where a tourniquet cannot be used (groin, neck, underarm wounds) or
when a wound is not severe enbug warrant a tourniquet.

Remember, hemostatic dressings cannot be used inside the abdomen or cligst an
emergency bandage or other trauma dressing for these areas).

Emergency Bandage/Trauma Dressing This elastic bandage can be used as a
standard dresing for most wounds and can be used for wounds not bleeding enough for a
tourniquet. This dressing can also be used alone or along with other forms of hemorrhage control
(hemostatic dressing, etc.) to enhance effectiveness in controlling bleeding ioyngrpvessure
to the wound.

SLIDE 7717 CONTENT OVERVIEW (AAIRWAY b .

AND R-RESPIRATION)

Nasopharyngeal Airway (NPA) with Lubricant i
This is a nonsterile, rubber tuisbaped device that is
inserted into the casualty
the airway open by keeping the tongue from falling back
into the space behind the mouth leading to the windpipe.
Only a 32 French NPA is found within standasdue

17
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BFAKS, sizing the NPA before insertion is not necessary. The lubricant is alvastent
subsance that assists in device insertion into the nose.

Chest Seal This vented (preferred) sedidhering chest seal is used for treating sucking
chest wound/open pneumothorax.

Catheter-over-needle Devicd This10to14g a u g e 3 .-overreedle Hegid ie r
used to treat tension pneumothorax.

SLIDE 81 CONTENT OVERVIEW:i (P-PAIN
AND A-ANTIBIOTICS) wrirted
Wound Medication Pack (WMP)i1 The WMP is a n -

1. Moxifloxacin 400mg tatlet
5 tablet

example of @re-packaged medication packet with drugs an¢  : s

phen x2 650mg

dosages specifically chosen for use in concbatialty care
The WMP contains drugs for mild to moderate pain
(meloxicam and acetaminophen) and an antibiotic specific 1
penetrating wounds (moxifloxacin).

The WMP should be used only for traumatic injuries
and is not for routine usedrugs should only be
administered by trained medical personnel

SLIDE97T CONTENT OVERVIEW (WWWOUNDS) | @

Compressed Gauze/Gauze RolisGauze rolls are
used to stop minor bleeding, cover wounds/burns, pack
wounds, act as bulky material for pressure dressings, or pai
pressure points in splinting.

Elastic Bandagei Elastic bandages are used to hold
dressings or splints in place or canadpplied more tightly to
apply localized pressure on a wound.

SLIDE 107 CONTENT OVERVIEW (H —
HYPOTHERMIA)

Hypothermia Prevention Kits/Blankets i
Hypothermia prevention kits (active) and blankets (passive)
used for preventing/treating hypothermia.

18
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SLIDE 117 CONTENT OVERVIEW (HHEAD

INJURY/DOCUMENTATION)
MACE Card (MACE2)

d MILITARY ACUTE CONCUSSION EVALUATION
T (MACE2)

SLIDE 127 CONTENT OVERVIEW (W s %

WOUNDYS)

Rigid Eye Shieldi This plastic or metallic eye shield
provides a domed protection of eye injuries without applying
pressure. It may be sedfdhering or require tape.

Malleable Splinti Read slide.

Cravat T The cravat can be used to secure a splint o
to create a sling/sath.

SLIDE 137 DOCUMENTATION

Casualty Card1 This is the UNapproved for official
casualty care documentation (of all assessment and treatm
outlined by theJN TCCCguidelines) to be completed on
every casualty before handoff to another providefand
evacuation to a medical treatment facility.

NOTE: This documentation should remain with the = .,
casualty throughout the prehospital evacuation system and === ot
become part of the casual t) ~cord
a medical treatment facility. The data frothe Casualty
Card will also benoted on the casuajt©medical record.

NOTE: Many commercially availableasualty carddo not replicate all information
requirements of the Casualty Card. While the Casualty Card may be reproduced locally, it should
be on waterproof paper or laminated with a means of attaching it to the casualty. It is best to have
an indelible/permanent marker available for writing onGlasualty Card.

CAEVAC Request Form/Templat& his form is used in many units as a template to
assist in preparing and sending-bngé CASEVAC request.

18

United Nations Field Medical Assistanit Instructor Handbook (2R}



SLIDE 1417 MAINTENANCE AND RESUPPLY
PreDeploymentreadinesghecks are critical for every
piece of equipment @N member carries and/or uses.

For the BFAK,UNTP, or servicespecificfirst aid kit, | DEVEMBER: o ourBRAK,
your |ife or your buddyds | M meea e R d 0N
and serviceability of the contents. It is critical that you J DURIG
frequently inspect equipment before, during, and after all AL eining events and missions
training events and combat missions. Resupply when needq
SLIDE 157 MAINTENANCE AND RESUPPLY 0 g .

(CONT.))

Inventory i Make sure all required/applicable
equipment is in the Kkit.

Seals and wrapperd Items with broken or unsealed
wrappers should be replaced. If an item was vacuum sealec
tightly when issued and is no longer sealed upon
inspection, it should beeplaced.

Check expiration datesi Medications and many
medicalgrade materials such as hemostatic dressings have an expiration date and lot number.
Check all medications and medigahde items for expiration date and replace if expired or the
expirationdate does not exceed your expected deployment timeframe.

Generally, items such as tourniquets do not have an expiration date, but check to ensure
the devices are approved by the UN, are serviceable, and reflect the current generation (have not
been replaakwith a newer model, etc.).

BEWARE OF UNAPPROVED EQUIPMENT! Only a few items within the BFAK
require specific recommendation fralre UN. UN recommendations are based on scientific
studies, evidenebased medicine, fieldse testing, and lessons learnehf the battlefield.

Always check to ensure your kits are stocked only withrddbmmendeldpproved items and
beware of unapproved equipment.

BEWARE OF FAKES! There ardraudulent manufactureraround the world that
produce fake, misleading, or substandaigtes of medical equipment, especially those used in
the BFAK (tourniquets and hemostatic dressings).

Check unit-specific evacuation equipmentLitters should be inspected for proper
functioning and serviceability; litter straps should be checked f&irigdunctions and
pl acement; special evacuation equipment shoul
or unit guidelines/standards.
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SLIDE 167 UN TRAUMA PACK

Available medical equipment includes tH8&ITP and
the BFAK. Always access thBFAK from the casualty first.

When supplies are exhau ’ ¥ casua
BFAK, resort to using supplies from theNTP. # m

SLIDE 171 SKILL STATION "
At this time, we will break into skill stations to
practice thdollowing skills:
1 Familiarization with BFAK &UNTP

Famiiarzation with BFAK and UNTP

SLIDE 187 SUMMARY —
In this module, we discussed medical equipment tha
Field Medical Assistants use to provide aid and save lives ¢ w
the battlefield. We described the use of the first aid kit in
accordance witluN policy, identified the contents of the
BuddyFirst Aid Kit ard otherunit specific first aid kits,
described general maintenance and resupgedures for
trauma materials in the first aid kits, identified the contents
aUN Trauma Packand described how to use the
components of BIN Trauma Packn accordancevith UN

policy.

SLIDE 197 CHECK ON LEARNING i .
Trainer. Ask questions of the learners, referring to
key concepts from the module.
Now for a check on learning. iy 5 sk o Bt
1. When pr ®dwddydAidnagg sithoul d yo e et
BFAK or the casualtyods | s
T Thecasualtyds BFAK
2. What is the most important lfgaving item in the
BFAK?
1 Tourniquet
3. When shouldnedicationsand medicagrade equipment be replaced in the BFAK?

21
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1 All medicationsand medicabrade items should be replaced if expired or the
expiration date is before your expected deployment timeframe.
1 Items such as tourniquets do not have an expiration date, but the device may have

been replaced by a new generation of the device with improvements. You should
seek to replace with newgenerabn items, if possible.

SLIDE 207 QUESTIONS
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MODULHI3

CARE UNDER FIRE

SLIDE 17 TITLE SLIDE

MODULE 03:
CARE UNDER FIRE

SLIDE 217 UN TCCCROLES

UN Tactical Combat Casualty Cassbroken up into
two roles of careThe most basic taught is the UN Buddy First
Aid Course (BFAC), which is designed to instruct in the
absolute basics of hemorrhage control and to recognize mor -
serious injuries.

You are in the Field Medical Assistant (FMA) role.
This teaches you more adwaed care to treat the most

ROLE 1 CARE

common causes of death on the battlefield, and to recognize;
prevent, and communicate with medical personnel the life
threatening complications of these injuries.

The Combat Medic role includes much more advancedraadive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Paramedics, Nurses and Doctors, to
provide the most sophisticated care to keep our wounded warriors alive and get them to

definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat other associated but not imielgdife-threatening injuries.

United Nations Field Medical Assistanit Instructor Handbook (2R}
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SLIDE 37 TLO/ELO
The Care Under Fire (CUF) module has five cognitive

learning objectives and four performance learning objectives

The cognitive learning objectives are to:

1. Describe the role of fire superiority attleat containment o =

and the impact of the tactical environmentdmited Nations

Tactical Combat Casualty Care (UN TCCC)

2. Describe the actions required before engaging with a
casualty to prevent harm or additional casualties in accordance —_—
with UN TCCCguidelines

3. Identify appropriate actions and priorities to treat and move casualties in CUF

4. |dentify the importance of early application of limb tourniquets to contrelfifeatening
bleeding

5. Describe the principles, advantages, and disadvardhgesperson drag/carry or twperson
drag/carry in CUF

The four performance learning objectives are to:
1. Demonstrate the osfeanded tourniquet application to self in CUF

2. Demonstrate the twieanded tourniquet application to a casualty in CUF
3. Demorstrate the onperson drag/carry of a casualty in CUF
4. Demonstrate the twperson drag/carry of a casualty in CUF

The initial priority of CUF is to return fire, suppress the enemy, and gain fire superiority.
Treatment priorities while still under effeai enemy fire/threat are addressing massive
hemorrhage with tourniquets and moving the casualty to cover.

SLIDE 417 THREE PHASES ORJN TCCC B .

CUF is the first of three phasesWiN TCCC It is the
lifesaving care provided while still under acteeemy fire or
threat. Actions are prioritized to suppress enemy fire, gain
fire superiority to prevent further harm or additional
casualties, identify and control litereatening bleeding, and
move the casualty to cover.

24

United Nations Field Medical Assistaiit Instructor Handbook (28}



SLIDE 57 PHASE 1: CARE UNDER FIRE

CUF isthe care rendered by the first responder/FMA al
the scene of the injury while still under effective hostile fire.
Available medical equipment is limited to that carried by the
individual responder or casualty (BiydFirst Aid Kit (BFAK)
or aUN Trauma Pack (UNTP Remember: Always use the
casualtybds BFAK first.

The critical feature o€UF is that the casualty and
responder/FMA are still under effective hostile fire.

The mission does not stop just because there is a
casualty. Most battlefield casualty scenarios involve making medical and tactical decisions
rapi dl y. I n the combatoudamviwhemmemts utal eri e si so crc
can sometimes be bad tactics; doing the RIGHT thing at the WRONG&mget you and your
teammates killed or cause the mission to fail.

Remember: Do not become a casualty! Assess the situation and the risk. Suppress
enemy fire and gain fire superiority first. Communicate with and direct the casualty to
return fire, move to cover, apply selfaid, and develop a plan before moving to care for a
casualty under fire.

PHASE 1:

SLIDE 67 ROLE OF FIRE SUPERIORITY wa 3
Remember to return fire and take covidre best
medicineon the battlefieldis fire superiority!

SLIDE 77 FIRE SUPERIORITY PRINCIPLES i 3

Order of initial actions will be dictated by the LS
tactical situation.

Little time is available to provide casualty care while
under effective enemy fire. Suppressing hostile fire and gainii
fire superiority should bthe priorities to minimize the risk of
injury to other personnel and minimize additional injury to the
casualty while completing the mission. Personnel may need t
assist in returning fire instead of stopping to care for casualtics
(this includes the casliqif they are still able to fight).
WoundedUN members who are exposed to enemy fire should be directed to continue to return
fire, move as quickly as possible to any nearby cover, and perforaidgéifable.

=’
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SLIDE 81 CASUALTY SELFAID

If the casualty is responsive and able, the first
responder/FMA should direct the casualty to return fire, appl
seltaid (tourniquet), reengage, and move to cover (if
possible).

SLIDE 971 IF CASUALTY IS UNABLE TO MOVE
I f a casualty i s respons
should be devised and executed if tactically feasible.
Do not put two people at risk if it can be avoidedlf
cover is not available or the woundgtl membercannot move
to cover, they should lie flat and motionless.

SLIDE 101 PHASE 1: CARE UNDER FIRE

If the casualty cannot apply selfd or move to cover,
devise and execute a rescue plan to reach the casualty. Appl
tourni quet A lguickyhas possithle tb staph t O
bleeding (within 1 minute, ideally) and move the casualty to
cover. A casualty can bleed to death in as little as 3 minutes.
The faster you apply a tourniquet, the better the outcome and
the less chance of shock and death.

PHASE 1:

SLIDE 117 MASSIVE BLEEDING IN CARE

UNDER FIRE

Remember: If you can do only ONE thing for the
casualty, it should be to identify and stop-lifeeatening
bleeding, and keep them from bleeding to death.

M

CARE UNDER FIRE

United Nations Field Medical Assistanit Instructor Handbook (2R}
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SLIDE 127 CARE UNDER FIRE OVERVIEW

BLEEDING CONTROL (VIDEO)
Play the video.

CARE UNDER FIRE BLEEDING
CONTROL

SLIDE 1371 IDENTIFY LIFETHREATENING W X
B I_ E E D | N G IDENTIFY BLEEDING

The following are examples of when bleeding is bt
considered lifehreatening: 1) there is a traumatic amputation ;ﬁ‘?

of an arm or leg; 2) there is pulsing or stebtBeding from the -~ 4
wound; 3) blood is pooling on the ground; 4) the overlying
clothes are soaked with blood; 5) bandages or makeshift _#
bandages used to cover the wound are ineffective and are )
steadily becoming soaked with blood; 6) there was prior
bleeding,and the patient is now in shock (unconscious, confused, pale). If you see any of these
examples, it means that a tourniquet is needed to stehidatening bleeding.
You may not really know if hemorrhage is lifiereatening until the Tactical Field Care
phase when the wound can be exposed and evaluated. Htadiégening hemorrhage is
suspected, you should treat it immediately.
Remember during CUF the only medical intervention is applying a tourniquet to stop

life-threatening bleeding from an extrayninjury. Other wounds (neck, armpit, groin, or
abdomen) are not treated during CUF. If the casualty is able, direct them to apply pressure to the
wounds as selfid. Airway and other issues are also not treated until the TFC phase.

Notes about the tounmiet:
Constricting band placed around an arm or |
Typically, 2 inches wide

o Width reduces tissue damage
Qui ck t o ap pthrgateming dxtrangyrbleegslihgop | i f e
Hi gh and tight during CUF
A i 2inches above the wound dugifiFC
A Do not document the tourniquet time during

oo oo
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SLIDE 147 TIME TO BLEED OUT

The number one medical priority in CUF is early
control of severe bleeding. Extremity hemorrhage is the mot
frequent cause gifreventable battlefield deaths. Over 2,500
deaths occurred in Vietnam secondary to hemorrhage from
extremity wounds. A large number of deaths in Iraq and
Afghanistan were also seen from hemorrhage. Injury to a
major vessel can quickly lead to shock andlile@nly life-
threatening bleeding warrants intervention during Care Undi

How long does it take
10 bleed to death

TIME BLEEL

Fire. Casualties with injuries to large central blood vessels

(like the femoral artery in the groin, the axillary artery in the arm, or the carotid artery in the

neck) can bleed tdeath in as little as 3 minutes.
Play video of Care Under Fire Bleeding Video.

SLIDE 157 KNOW YOUR ACCESS TO A

TOURNIQUET

All personnel orpeacekeepingiissions should have a
UN TCCGrecommended tourniquet readily available (standal
location on their battle gear) and be trained in its use. Casual
should be able to easily and quickly reach and apply their ow
tourniquet. Tourniquets shoudEVER be at the bottom of the
pack. Aways use the casualtyods t

KNOW YOUR ACCESS

. AK)

SLIDE 167 ONE-HANDED TOURNIQUET SELF

APPLICATION

Casualty may need to apply ehanded tourniquet to an
upper extremity when applying selfid. Onehanded tourniquets
are used to apply sediid for bleedig from an injury to the
upper arm or forearm.

ONE-HANDED

WINDLASS TQ

+ Awindiass T2 the chaice: it
& effective and can b

United Nations Field Medical Assistanit Instructor Handbook (2R}



SLIDE 177 ONE-HANDED WINDLASS

TOURNIQUET APPLICATION (VIDEO
Play the video.

ONE-HANDED WINDLASS

ONE-HANDED WINDLASS
TOURNIQUET

SLIDE 187 ONE-HANDED TOURNIQUET — A
APPLICATION CRITICAL POINTS ONE HANDED TOURMIGUET APPLICATIO

All personnel on combat missions should hawé\a ey
TCCGrecommended tourniquet readily available (standard ‘E
location on their battle gear) and be trained in its use.

Casualties should be able to easily and quickly reach and ap :
their own tourniquet.

SLIDE 197 BUDDY AID IF CASUALTY IS o

UNRESPONSIVE OR UNABLE TO MOVE

If a casualty is unresponsive and/or unable move, a
rescue plan should be devised and executed if tactically ot
feasible. Do not put two people at risk if it can be avoided. If T e
cover is not avitable or thewoundedUN member cannot
move to cover, they should lie flat and motionless. Quickly — RS
perform a blood sweep (looking for major bleeding). Apply a
hasty tourniquet high and tight on the injured extremity and get
to cover as quickly as possibBe sure t o use equipment (tourmni
and not your own. Do not put a tourniquet directly over the knee or elbow or over a holster or
cargo pocket that contains bulky items.

@

SLIDE 207 TWO-HANDED (WINDLASS) s .
TOURNIQUET APPLICATION (VIDEO) TWO-HANDED WINDLASS
Play the video.

TWO-HANDED WINDLASS
TOURNIQUET
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SLIDE 217 SKILL STATION o 3
At this time we will break into skill stations to practice
the following skills: Er——

One-Handed (Windass) TQ Application in CUF

A  OHueded (Windlass) TQ Application in CUF T anded Windoss T pslcan i CLF
A T-Maoded (WindlassyQ Application in CUF

SLIDE 217 EXTRACTION OF CASUALTIES — A&
Follow UN standard operating procedures for o SRR it
removing/extracting casualties from vehicles. If the casualty is + camah e st
fire, put out the fire, address litreatening bleeding with a e ———
tourniquet if indicated, and move to cover as quickly as possibl g

SLIDE 237 CRITICAL OBJECTIVES FOR THE —
ONE- OR TWOPERSON DRAG/CARRY

Remember:Once a tourniquet has been applied, the
priority is to get the casualty to the nearest cover and out of
effective enemy fire/threat.

Carries and drags will enable the first responder/FMA tc
do this as quickly as possible without causing further harm to tl
casualty.

i

SLIDE 247 ONE-PERSON DRAG/CARRY o ‘o
A variety of effective carries can be used depending on
the casualtyds | evel of cons

etc.

Here aresome examples of the operson drag/carry:
support carry (for a conscious casualty), neck drag (helps limit
exposure from enemy fire based on low crawl of rescuer), kit/a
drag (rescuer pulls casualty backwards to safety), and eradle
drop, which allowsescuer to move the casualty short distances:

3C
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SLIDE 2517 ONE-PERSON CASUALTY o a
DRAG/CARRY (VIDEOQO)
Play the video.

ONE-PERSON
A SUALTY DRAGICARRY

ONE-PERSON DRAGS & CARRIES

SLIDE 2617 TWO-PERSON DRAG/CARRY wEE e

A variety of effective carries can be used, depending ¢ 0-PERSON DRAGICARR
t he c as ua tonsgidusnesk, eneraylthreatflevel,
terrain, etc.

Some examples of the twmerson drag/carry include:
two-man supporting carry (casualty is carried between two
rescuers), kit/arm (two rescuers drag the casualty by their dre
handle), and fore/aft (casualgy/carried between two rescuers
moving forward in unison).

SLIDE 277 TWO-PERSON DRAG/CARRY b e

(VIDEO)
Play the video.

ALTY DRAGICARRY

TWO-PERSON DRAGS & CARRIES

SLIDE 2871 SKILL STATION L )
At this time, we will break into skill stations to practice SKILL STATION

the following skills: S

A ©Remon Drag/Cay ! Qo

A T-Rewson Drag/Carry
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SLIDE 297 SUMMARY

Care Under Fire is the care rendered by the first
responder/FMA at the scene of the injury while still under
effective hostile fire.

Remember to return fire and take covire best
medicine on the battlefield is fire superiority!

If you can do onlyONE thing for the casualty, identify
and stop lifethreatening bleeding, and keep them from bleedin
to death by using @N TCCGrecommende tourniquet.

Once a tourniquet has been applied, the priority is to get
the casualty to the nearest cover and out of effective enemy fire/threat.

Drag/carry will enable the first responder/FMA to do this as quickly as possible without
causing further harno the casualty.

SLIDE 017 CHECK ON LEARNING .
Ask questions of the learners, referring to key concept:
from the module.
Now for a check on learning.
1) What is Care Under Fire?

- Care Under Fire is the care given by the first responder at tr
scene othe injury while they and the casualty are still under
effective hostile fire or near the threat. Available medical
equipment is limited to that carried in timelividual UN
member 6s BFAK.

e aovantages and disadvantages of wo-person

2) What are the signs of |Hiareatening bleeding?

- Bright red bbod is pooling on the ground

- The overlying clothes are soaked with blood

- There is a traumatic AMPUTATION of an arm or leg

- There is pulsatile (pulsing) or steady bleeding from the wound

3) How long does it take to bleed to death from a complete féudeay and vein disruption?
- 3 minutes

4) What are the advantages and disadvantages ofgeosen drag?

- Advantages: No equipment required and only one rescuer is exposed to enemy fire.

- Disadvantages: Relatively slow to move the casualty; doealloat optimal body position for
dragging the casualty; can be tiring for the first responder if the patient is heavy or wearing a lot
of gear.

5) What are the advantages and disadvantages ofpargon carry?

- Advantages: May be useful in situations wehdrags do not work well; less painful for the
casualty than dragging; quicker than most-paeson carries.
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- Disadvantages: Causes the rescuers to have a higher silhouette than most drags, exposing them

to possible hostile fire; hard@wc c ompl i sh with the rescuerdés and
being worn.
SLIDE 317 QUESTIONS o .
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MODULEO4

PRINCIPLES AND APPLICATION OF TFC

SLIDE 17 TITLE SLIDE

MODULE 04:
PRINCIPLES AND APPLICATION OF
TACTICAL FIELD CARE (TFC)

SLIDE 217 UN TCCCROLES

UN Tactical Combat Casualty Cassbroken up into
two roles of care. Thenost basic taught is the UN Buddy First
Aid Course (BFAC), which is designed to instruct in the [
absolute basics of hemorrhage control and to recognize more =i S—
serious injuries.

You are in the Field Medical Assistai®MA) role. This
teaches you more advanced care to treat the most common

causes of death on the battlefield, and to recognize, prevent, and
communicate with medical personnel the-tifeeatening complications of these injuries.

ROLE 1 CARE

The Combat Medic role inatles much more advanced and invasive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Paramedics, Nurses and Doctors, to
provide the most sophisticated care to keep our wounded waalivgsand get them to
definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat otlassociated but not immediately lflereatening injuries.

SLIDE 371 TLO/ELO o8 .
Principles and Applications of Tactical Field Care

module has five cognitive learning objectives and one

performance learning objective. The cognitive learning

objectives are to identify:

1. The importance of security and safety in Tactical Field Car¢

2. Basic principles of removal/extraction of casualties from a
unit-specific platform
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3. The importance and techniques of communicating casualty informationntithctical
leadershimnd/or medical personnel

4. The relevant tactical and casualty data involved in communicating casualty information, and
identify triage considerations in Tactical Field Care

The performance learning objective is to demonstrate coneation of casualty
information totactical leadershipnd/or medicapersonnel (in accordance witiN and/or unit
standard operating procedures in TFC).

It is critical to identify the importance of maintainiaguational awareness during TFC,
as the taatal situation is fluid and may revert to CUF at any time.

SLIDE 47 THREE PHASES ORJN TCCC e “
TFC is the second of three phaset®)bf TCCC s of T
It is the care provided once the responder and casualt

are no longer under direct threat from effective enemy fire.

SLIDE 57 CASUALTY AND RESPONDER NO
LONGER UNDER EFFECTIVE ENEMY FIRE OR

THREAT
TFC is the care rendered hyfirst respondéFMA once

the responder and casualty are no longer under direct threat

from effective enemy fire. TACT?%’;‘E:@;“RE
This allows for the time and the relative safety for a

more deliberate approach to casualty assessment and treatm

SLIDE 617 PHASE 2: TACTICAL FIELD CARE @ .
Casualty assessment and management in TFC follows
more deliberate approach known as MARCH PAWS:
Massive bleeding
Airway
Respiration/breathing
Circulation
Hypothermia/Head Injuries

Pain
Antibiotics
Wounds
Splinting
35
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This is a helpful pneumonic foemembering how to systematically approach casualty
assessment and management, ensuring thdhigatening injuries are identified and treated
promptly to save lives on the battlefield and reduce preventable combat deaths.

Keep in mind, even when youeain the TFC phase, it does not mean that the danger is
over. The tactical situation could change back to CUF again at any time. FMAs must maintain
security and situational awareness while continuing the assessment, treatment, and preparation of
casualtiesor handoff to medical personnel/evacuation while remaining prepared to engage the
enemy and continue the unit mission at any time.

SLIDE 77 SECURITY AND SAFETY IN —

TACTICAL FIELD CARE SECURITY AND SAFETY
Establish a security perimeter in accordance with unit
tactical sandard operating procedures and/or battle drills.
Maintain tactical situational awareness. Casualties wi
altered mental status should be disarmed, have communicat
secured, and have sensitive items redistributed.

SLIDE 87 OTHER CONSIDERATIONS OF e .

TACTICAL FIELD CARE

In TFC, medical equipment that is available will be
limited to that carried into the field by the casualty (their
BFAK), thefirst respondédFMA (BFAK or UN Trauma Pack
UNTP), or a responding medic (abag, etc.). Remember,

whenever possible, use the s u

SLIDE 91 CASUALTY REMOVAL/EXTRACTION

PRINCIPLES

Although the types of extractions you may encounter
will vary based on your unit mission and the vehicles you use
or locations you encounter, a couple of principles have
universal application and can apply to most extraction
situations.

The first principle is safety. The worst outcome would
be to have additional casualties during an extraction attempt,
and almost all exaction scenarios have some compromised
safety; whether that is from fires at the removal site, vehicle rollovers that are unstable,
condemned buildings that are structurally compromised, or some other scene issues.

Extractions will vary based on the
mission and vehicles located in
\,  your Area of Responsibility (AOR)

36

United Nations Field Medical Assistanit Instructor Handbook (2R}



The second principle is that the concepMARCH still applies, and the treatment
priorities do not change because the casualty is in a position that is difficult to access. If
lifesaving treatments like limb tourniquet application can be done before extraction, they should
be completed and mdored throughout the extraction process. If the casualty is in a position
where access to provide those treatments cano
quickly as is safely possible. To that end, if a cervical spine injury might be sedpibe delay
to i mmobilize the spine may | ead to a bad out
the casualty to perform other lifesaving interventions.

The third principle is that is it important to spend time training, before deployments and
during deployments, on how to extract and remove casualties from the unit assets and

tactical environments that you are most likely to encounter while performing your unit
mission. The unit medical team may organize these, but as a combat lifesaalsoityisur
responsibility to ensure the unit is properly trained to help support you if an extraction is needed.

SLIDE 101 MARCH PAWS e .
When you are in Tactical Field Care, follow the
MARCH PAWS sequence in assessing the casualty.
A full tactical traumaassessment should follow the ANSLTETIATING TR T
MARCH PAWS sequence. I
Massive bleeding
Airway
Respiration/breathing
Circulation
Hypothermia/Head Injuries

Pain
Antibiotics
Wounds

Splinting

SLIDE 117 COMMUNICATION i .
FMAs will continue treatment until handoff with

medical personnel and should communicate with:

1. The casualty throughout assessment and treatment

2. Tactical leadership about casualty status and evacuation
requirements

3. The evacuation systemASEVAC), including 4line
CASEVAC request/MIST —

4. Medicalproviders about casualty assessment and treatment (Casualty Card)

Communicate with the casualty throughout careBeing physically wounded may
generate significant anxiety and fear above and beyond the psychological trauma of combat.
Talking frankly with e casualty about their injuries and offering reassurance by describing the
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treatments being rendered and emphasizing that everything possible is being done on their behalf

and that they will be well taken care of will help to counter their anx@syhorest about the

injuries sustainedbut maintain a positive talking through procedures helps maintain your own

confidence and the casualtyod6s confidence in vy
Communicate with tactical leadership ASAPand throughout casualty treatment.

Tactical leadership regls to understand the impact on the mission. For example, tactical

leadership may need to know:

A  How many casualties were inflicted?

A -Who is down as a casualty?

A Can the caswualty still fight?

A  Has the enemy threat been eliminated?

A Ar e wystens daws or fields of fire not covered because the unit has taken
casualties?

A I's it necessary to have others fill in t

casualties need to be moved?

Communicate with the evacuation coordination cell to arrage for CASEVAC.
Communicate with medical providers about details of the casualty injuries. This incllides 4
communication and ongoing MIST reports.

Medical leadership may need to know:

A What injuries were sustained?

A What is the mesofeadhcasualy? physical s

A What treatments were needed and rendered
A Does the medic need to triage multiple ¢
A Should the medic move to a casualty, or
A Does the unit needioneguipmentt ak out | itters

SLIDE 121 COMMUNICATE RELEVANT o
CASUALTY DATA

Documentall assessment and care provided (including
medications and interventions) on thasualty Card.
Communicatevith CASEVAC using a4-line CASEVAC
request anIST Report.
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SLIDE 137 TRIAGET PRIORITIZING MULTIPLE

CASUALTIES
FMA should consider these priorities (following
MARCH) to decide how to prioritize treatment of multiple

Casualties with these injuries must be treated first:

casualties in the TFC phase of care: e ome bor o)
#1 Massive bleeding o T
#2 Penetrating trauma - X

#3 Airway
#4 Respatory distress
#5 Altered mental status

SLIDE 147 TRIAGE CONSIDERATIONS i A

ATriage Considerationso i
be sorted into prioritized treatment groups.

The FMA may be required to assist medical personnel
with urgent casualties.

TheFMA may be assigned to monitor casualties after
emergency interventions; the FMA may be tasked with
preparing casualties for evacuation.

SLIDE 151 SUMMARY

In this module, we discussed the principles and
applications of TFC, emphasizing the needantain situation
awareness. We identified the importance of security and safe
in TFC, the basic principles of casualty removal and extractio
from a unitspecific platform, techniques for communicating
casualty information with unit tactical leadershipd medical
personnel, relevant tactical and casualty data involved in
communicating casualty information, and triage consideratior

SLIDE 167 CHECK ON LEARNING Sy X
Ask questions of the learners referring to key concepts

from the module.
Now for acheck on learning: s s nboTHE it e

1) What is the difference between the TFC and CUF phases? Gpdirdey

- TFC is distinguished from CUF by a reduced level of threat
from hostile fire (the shooting has stoppeor enemy fire is
ineffective), and relatively more time available to\pde care,
depending on the tactical situation and available medical
equipment (still limited but often includes additional equipment carried iIDREP, medic
bags, or in medical kits in tactical vehicles).

2) True or False: During TFC, the tactical ation could change back to CUF, again at any time.

3¢
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- True
3) What is MARCH PAWS?

- The MARCH PAWS sequence is the pneumonidftkr TCCCassessment and treatment of
casualties, which enables systematic identification and intervention-tildatening injries
that could result in preventable combat deaths.

SLIDE 1717 QUESTIONS

4C
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MODULHI5

TACTICAL TRAUMA ASSESSMENT

SLIDE 17 TITLE SLIDE .
This module is an overview of tactical trauma

assessment (TTA). The skills practice will take place near th

end of the course after you have learned ALL of the skills.

MODULE 05:
TACTICAL TRAUMA ASSESSMENT (TTA)

SLIDE 27 UN TCCCROLES
UN Tactical Combat Casualty Casebroken up into
two roles of care. The most basaught is the UN Buddy First
Aid Course (BFAC), which is designed to instruct in the .
absolute basics of hemorrhage control and to recognize mor
serious injuries. "

You are in the Field Medical Assistant (FMA) role.
This teaches you more advanced caredattthe most
common causes of death on the battlefield, and to recognize,
prevent, and communicate with medical personnel théHreatening complications of these
injuries.

ROLE 1 CARE

The Combat Medic role includes much more advanced and invasive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Paramedics, Nurses and Doctors, to
provide the most sophisticated care to keep our wounded warriors alive and get them to
definitive care.

Your role asa FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat other associated but not immediatdlyréégening injues.
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SLIDE 371 TLO/ELO -
The Tactical Trauma Assessment (TTA) module has
three cognitive learning objectives and five performance
learning objectives. The cognitive learning objectives are to
identify the:
1. Common causes of altered mental status inbadrar
noncombat environments
2. Importance of disarming and securing communicatior
equipment of a casualty with altered mental status
3. Importance and techniques of communicating with a
casualty in TFC

The performance learning objectives are to demonstrate:

Techniques used to assess a casualty for responsiveness

Communication with a casualty in Tactical Field Care

Application of body substance isolation (BSI) in TFC

TTA in the proper order using the MARCH PAWS sequence in accordance&/MWith
TCCCaguidelines

Appropriate actions and interventions used during a casualty assessment to render aid to
the casualty in accordance withN TCCCGuidelines.

PwnE

o

The critical aspects are to identify the importance of and demonstrate the systematic
approach for assessment and interventions in providing lifesaving care to a casualty following
the MARCH PAWS sequence in accordance withUheTCCCguidelines.

SLIDE417T MARCH PAWS B .
A full tactical trauma assessment should follow the MARCH

MARCH PAWS sequence.
Massive bleeding
Airway
Respiration/breathing
Circulation
Hypothermia/Head Injuries

AFTER LIFE -THRE ATENING

Pain
Antibiotics
Wounds

Splinting

We will cover the interventions and proceduoé$IARCH PAWS in more detail in later
modules.
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SLIDE 51 TACTICAL TRAUMA ASSESSMENT

HOW-TO (VIDEO)
Play video

@ %

TACTICAL TRAUMA ASSESSMENT HOW-TO

TACTICAL TRAUMA ASSESSMENT

Pay attention to this video. You will be expected to
perform a full TTA upon completion of this training.

G S5 -
v

-
i

SLIDE 67 COMBAT SPEED TTA "FIRE FIGHT
CONSCI OUS CASUALTYoOo (VI FIRE FIGHT CONSCIOUS CASUALTY
Play video

TACTICAL TRAUMA ASSESSMENT
“Fire Fight Conscious Casualty”

SLIDE7f COMBAT SPEED TTAO E e= ‘.
UNCONSCIOUS CASUALTY (VIDEO) MR scor. o by IO
Play video

TACTICAL TRAUMA ASSESSMENT
‘Explosion’ Unconscious Casualty™

SLIDE 87 BODY SUBSTANCE ISOLATION (BSI) | s "
Whenever possible, thresponder/TFA should don
latex-free gloves as a BSI precaution.
Gloves are provided in tHBFAK andUNTP bags.

BODY SUBSTANCE ISOLATION (BSI)

Whenever possible, the responder
should don latex free gloves asa

precaution
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SLIDE 91 CASUALTY BLOOD SWEEP T
Your initial casualty evaluation should be a rapid head

to-toe check for any unrecognized iflereateningleeding (a

blood sweep). =
This blood sweep should include a visual and hamds '

(palpation) inspection of the front and back of the casualty frc

head to toe, including neck, armpits, groin, etc.

LTY BLOOD SWEEP

dto-toe check

SLIDE 10T QUICKLY IDENTIFY MASSIVE, b e A
LIFE-THREATENING BLEEDING

This blood sweep is a systematic way to ensure rapid R
identification of any unrecognized litbreatening bleeding. prau oo e

%5@’#

E IG REDELOOD
AMPUTA Tc o
the arm or

MARCH

SLIDE 117 HEMORRHAGE CONTROL o £A
If you identify life-threatening bleeding that was missec HEMORRHAGE
in the Care Under Fire phase, immedwatgbply a tourniquet or .
hemostatic dressing, and/or pressure dressing. 4 % —T
If a tourniquet was previously applied but bleeding is > 8
not controlled, apply a second tourniquet digeside with the
original tourniquet, preferably higher on the injured limb, if
possible, to contr &bd bfe MAR is t
PAWS.

SLIDE 1271 IDENTIFYING OBSTRUCTED —

AI RWAY IG OBSTRUCTED AIRWAY

Evaluate the casualtyos sur e
open.LOOK (for rise and fall of the chest)]STEN (for :
sounds of breathing), ar¢EEL (breath on your cheek) for
indications of trouble breathing, snoring or gurgling sounds,
visible objects obstructing the airway, and any severe trauma
the face.

Do not do a blind finger sweep.
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SLIDE 137 IN A CASUALTY WITHOUT AN
AIRWAY OBSTRUCTION, YOU CAN PERFORM
THE FOLLOWING MANEUVERS TO OPEN THE e :
AIRWAY oy, ATUTONAST  swnius

If a casualty is unconscious, the tongue may have e VBT
relaxed, causing an airway blockage. Use thetiétazhin-lift
or jaw-thrust method to open the airwampor tant note: If a
neck or spinal injury is suspected, use theflamst method to
open the airway.

This i sAot hoef fMARSQH AP AWS.

NOTE: Once the airway has been opened using one of these maneuvers, the casualty
may require repeated/continued maneut@rsaintain an open airway.

CASUALTY WIT

SLIDE 147 MANAGING THE AIRWAY .
If the casualty is unconscious or semiconscious but s
breathing on their own AND you do not identify an airway
obstruction, you may be able to better support airway
management through the useaafasopharyngeal airway
(NPA). This can help open/maintain a conscious or
unconscious casualtyodos airw
Note any clear fluid coming from the nose or ears. Thi WARCH
may be cerebrospinal fluid, which indicates a possible skull
fracture. Do not attempt to plaae NPA if clear fluid is
coming from the nose or ears.
If airway maneuvers and nasopharyngeal airway are ineffective at opening or maintaining
an open airway, notify medical personnel.

SLIDE 1571 MANAGEMENT/RECOVERY — “:.

POS'TION M T'/RECOVERY POSITION
If the casualty izonscious allow them to assume any

position that best protects the airway and allows them to brez | 4

easily, including sitting up. P~
Place anunconsciouscasualtyin the recovery position.

If an NPA was inserted into the right nostril, place the casuall

on their rignt side, if possible. MARCH

up and
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SLIDE 167 RESPIRATIONS

LOOK (for rise and fall of the chest)]STEN (for
sounds of breathing), arkEEL (breath on your cheek) for
indications of trouble breathing (as noted for airway
previously).

Respiration rate (breaths per minute) and quality 7 g
(shallow, labored, etc.) should be noted. o). At

Indications of respiratory distress include:

Br eat hi megsivehhddfitulti s pr og
Decreased breathing sounds
Di stended neck veins
Opposed to fAprogressiveo
Hunched over; they need t
Agitation due to a | ack o
Hi gh pul se

This is the AWSO of MARCH P

MARCH

e i

—
—+ O
=5 =
o<
ot Q.
o wm
n ~
—_ =
- O

res
o b
f o)

X (M T
® S QD

Q — =

y

Too Joo Too Too o o o

SLIDE 177 LIFE-THREATENING CHEST INJURY | @a A

Common causes of chest injuries include gunshot, stal
or shrapnel wounds to chest and biforte trauma.

Note obvious signs of penetrating trauma, bruising,
swelling, crackling/popping (on palpation), ohet deformities
of the chestCheckt he casual tyds resp
breathe. All open and/or sucking chest wounds should be i ez e
treated by immediately applying a vented chest seal to cover
defect.

For respiratory distress not resolved by a ckeat or in
a casualty with known or suspected chest or back trauma without an open and/or sucking chest
wound, consider a tension pneumothorax, and perform a needle decompression of the chest.

Injuries to the chest are very serious and can béhlits|aten ng. The casualtyéd
can change quickly with a chest injury.

MARCH

SLIDE 187 REASSESS TREATMENTS 0 "

This €& ithheMARCH PAWS. Tk oul d
be reassessed for kfareatening hemorrhage (including R
effectiveness of prior interventiofis)s, prasure bandages,
etc.).

Is there an obvious pelvic or femur fracture? If so, a
medic should be informed immediately. Assess the radial pul e
If the pulse is absent or weak, shock should be suspec MARCH
and a medic should be informed immediately.
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SLIDE 197 GENERAL INDICATOR OF SHOCK
The TFA should be familiar with the signs/symptoms c 7 —_
shock. In the combat environment, shock is assumed to be d HGHS AN SYURTONR OF HOCK IELUCE:
to blood loss.
If untreated, shock could lead to death. If shock is
suspected, a medic should be infedimmediately.

35) TR £y

S L
el . LR
[ u;ﬁ;;ﬂ

MARCH W

SLIDE 207 HYPOTHERMIA PREVENTION o &

Prevent hypothermia by m YP OTHERNIA PREVENTION casu
exposure to the elements and applying active hypothermia
prevention measures, when possible.

If no rewarming equipment is available, then use dry
blankes, poncho liners, sleeping bags, or anything that will
retain heat and keep the casualty dry. Make sure you assess
hemorrhagic shock and ensure bleeding is controlled.

REMEMBER
Hypothermia is an issue
even in ho!

SLIDE 217 IF A PENETRATING EYE INJURY IS —

NOTED OR SUSPECTED PENETRATING EYE INJURY

Perform rapid fieldest of visual acuity (e.g., read Meals
Ready to Eat (MRE) label, or name tag).

If the casualty has any penetrating injuries, they shouli
take the antibiotic in the Wound Medication Pack (WMP).
Cover eye with rigid shield, not pressure paf2b.not cover
both eyes unless both are injured and you are sure the casue
will not return to the fight.

SLIDE 227 WOUND MEDICATION PACK o .

The WMP contains drugs for mild to moderate pain
(meloxicam and acetaminophen) and an antibiotic specific fol
penetrating woutts (moxifloxacin).

A WMP can give significant pain relief for mild to
moder ate pain and will not
also includes antibiotics for preventing/treating infections afte
traumatic injuries, such as penetrating wounds, yeies, and bAWS PAWS.
burns.

Thi s Pos atAbde oii MARCH PAWS.
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SLIDE 2371 INSPECT AND ADDRESS ALL

KNOWN WOUNDS
This We tmeMARCH PAWS.

LR ]

All other wounds (burns, fractures, other soft tissue “éﬂg'
wounds, etc.) should be addressed with splintingssings, etc. T el
as appropriate. This will be covered in more detail in a later e e
module. DO NOT EVER APPLY IT AND FORGETIT!
Note: Reassess pulses after all dressings are placed tc MARCH PAWS
ensure that they are not too tight. Do not ever apply one and
forget it!
SLIDE 2417 BURN CARE — "
Stop the burning processby extracting the casualty -
from the source, and cover the burned areas with dry, sterile o
dressings. o5 ’;:j
If the burn is caused hyhite phosphorus submerse %}5 /T s
the affected area in water, if possible; otherwise, the dressing wmer ~ & e oo

vehicle, bullding, orarea

must be wet. Advise medical igennel immediately. o e
Remember to prioritize assessing MARCH before

addressing burnwo ohi MAREHpP

SLIDE 251 ASSESS FOR A FRACTURE e )
Assess foany fractures, and if present, splint the ASSERE FoRANREG I
fracture using whatever materials are &lde, making sure to
immobilize the joint above and the joint below the fracture.
Check pulse(s) before and after applying splints. Treal
open fractures with meds (for pain and to prevent infection)
with meds from the CWMP.
This &s otfheMAARCH PAWS. CLOSED FRACTIRE  OPEN FRACTURE

WARNING SIGNS

OF A FRACTURE:

+ Significant pain and swelling

+ An auditle or perceived “snap

+ Different length or shape of limb

+ Loss of pulse or sensation in the
mjured arm of leg (check pulse
before and after treatment)

+ Crepitus (hearing a crackling or

+ popping sound under the skin)

v

SLIDE 2671 COMMUNICATION AND - .

DOCUMENTATION

Communicate with the casualtyby reassuring them ) @ e omon
and telling them about procedures being performed. “ﬁﬂ 4 T
Communicate with medical personnelnd your o

« Com
Communicate wilh the

tactical leadership and relay casualty status aghcuation .
needs. " Erpancam con s e

es
+ Keep the Casuaky
Card
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SLIDE 271 PHASE 3: TACTICAL EVACUATION —

CARE PHASE 3:
Document all assessment and caien a Casualty Card. oo comerems  ene e smoceouees
EveryUN membemwill carry their ownCasualty Cardh their e

EVAC REQUEST S Symploms

BFAK. If possible, use a permanent marker (such as a Sharp o e
to make entrig on the card. When rendering care or assisting s
medical personnel, include as much information as you can g - =
the card. o

o
-
g
3

This is the official record of the care provided and
should go with the casualty when care is handed off to a medic
or at the time of evauation.

Communication includes tHdIST report and4-line CASEVAC request.

SLIDE 281 SKILL STATION
At this time we will break for a trainded
demonstration on TTA.

SLIDE 297 SUMMARY —
In this module, we discussed the TTA. We identified th
common causes of altered mental status in combat or
noncombat environments, the importance of disarming and e e
securing the communications equipment of a casualty with '
altered mental status, and techmgdior communicating with a
casualty in TFC. We also demonstrated techniques for asses
a casualty for responsiveness, applying body substance
isolation, conducting a TTA in the proper order using the

+ We discus:

MARCH PAWS sequence, and using appropriate actinds a
interventions in a casualty assessment to render aid in accordantiNvitBCC Guidelines.
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SLIDE 307 CHECK ON LEARNING I .
Ask questions of the learners referring to key concepts
from the module.

Now for a check on learning: e s o e e T
1. In which phase of care the TTA performed? B

- TFC
2. What pneumonic is used to prioritize care in the TTA?

-  MARCH PAWS

3. What is a blood sweep?
- A blood sweep is your initial casualty evaluation. It should be a rapidtbead

check for any unrecognized litreatening bleeding.

SLIDE 317 QUESTIONS T .

5C
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MODULHB6

MASSIVE HEMORRHAGE CONTROL IN TFC

SLIDE 17 TITLE SLIDE [—
Good morning/afternoon, my name is (insert here) anc

will be your lead trainer for Module 6: Massive Hemorrhage

control in the Tactical Field Care (TF€pvironment.

Before we get started are there any questions? MODULE 06:

MASSIVE HEMORRHAGE CONTROL

SLIDE 217 UN TCCCROLES

UN Tactical Combat Casualty Casebroken up into two
roles of care. The most basic taught is the UN Buddy First Aid
Course (BFAC), which is designed to instruct in the absolute .. . ...
basics of hemorrhage control and to recognize more serious = -riii
injuries.

You are in the Field Medical Assistai®MA) role. This
teaches you more advanced care to treat the most common
causes of death on the battlefield, and to recognize, prevent, and
communicate with medical personnel the-tifeeatening complications of these injuries.

The Combat Medic role inatles much more advanced and invasive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Paramedics, Nurses and Doctors, to
provide the most sophisticated care to keep our wounded waalivgsand get them to
definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat otlassociated but not immediately liflereatening injuries.
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SLIDE 371 TLO/ELO

TheUN TCCGFMA course is built on a foundation of
learning objectives. These objectives lay out the basic structt
of the course and describe the knowledge and skills gou a
expected to acquire by the end of the course.

The module has one Terminal Learning Objective, or
TLO. The TLO is supported by a series of Enabling Learning
Objectives, or ELOsvhich include identifying:

Life-threatening hemorrhage (bleeding)

Importance of early application of limb tourniquets to controttfeeatening bleeding
Anatomical sites for applying direct and indirect pressure to control bleeding
Appropriate application of N TCCGrecommended limb tourniquet

Risks associated witlppplying an improvised limb tourniquet.

2. Application of dJN TCCGrecommended hemostatic dressing

Evaluation of previously applied tourniquet(s) for hemorrhage control effectiveness
Improvised junctional hemorrhage control with hemostatic dressing esat gressure

=4 =42 =4 8 8 -8 -9 19

The critical aspects are to identify lifiereatening hemorrhage and the importance of
prompt intervention and to demonstrate the appropriate interventions fthréggtening
hemorrhage in accordance with till TCCCguidelines.

SLIDE 47 THREE PHASES ORJN TCCC o .
UN TCCCis organized into Phases of Care that start a

the point of injury. These phases are relevant to combat and

noncombat trauma scenarios:

1. Care Under Fire or Care Under Threatis the aid rendered

at the trauma scene whileetre is still an active threat. - Lo

Available medical equipment is limited to that carried by an D ——

individual or found in a nearby first aid kit. Massive bleeding i

the only medical priority that requires your attention during this

phase, as you are activelyatiag with an ongoing threat in a

potentially chaotic and dangerous situation.

2. Tactical Field Careis the care provided once the threat has been neutralized and/or the scene
is safe or the casualty has moved/been moved out of the immediate threansibuating this

phase a rapid casualty assessment should be performed. Bleeding control should be
assessed/reassessed, and airway/breathing issues addressed. Other injuries such as burns,
fractures, eye trauma, and head injuries should now be identitetiesated. Medical equipment

is still limited. Time to arrival of medical personnel or evacuation may vary considerably,
depending on the tactical situation, etc.

3. Tactical Evacuation Careis the care rendered during and once the casualty has been moved
by an aircraft, vehicle, or other mode of transportation for evacuation to a higher level of care.
Additional medical personnel and equipment are typically available in this phase of casualty care
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Remember: The goal ofUN TCCCand the role of the FMA is to rapidly assess
casualties to identify and treat potentially fifeeatening injuries to keep them alive long
enough to reach a higher level of medical care.

SLIDE 51 MARCH PAWS o "
Massive bleedingassessment and managemsrihe
iMO i n the MARCH PAWSprigitg.quen

DURING LIFE-THRE ATENING AFTER LIFE-THRE ATENING

MARCH

P MASSIVEDLEEDING  #1 Priority AN

ARWAY NTIBIOTICS

SLIDE 61 HEMORRHAGE OVERVIEW IN TFC @ £x
(VIDEO) :
Play video

HEMORRHAGE CONTROL IN
TACTICAL FIELD CARE

Summary:

1. UseUN TCCGapproved limb TQ
2. Use hemostatic dressings

3. Use junctional TQs

4. Use pelvic compression device

5. REASSESS all interventions
6. DO NOT apply a TQ and forget it

SLIDE 717 SECURITY AND SAFETY IN P— &
TACTICAL FIELD CARE SECURITY AND SAFETY

Remember to maintasecurity and tactical situational \
awarenesgduring TFC.

Casualties with altered mental status (due to shock, he
injury, or medications) who can no longer fight effectively
should have weapons and sensitive items secured so they dc
cause harm to themselves, their teammates, or the mission.
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SLIDE 81 PRIORITIZING MULTIPLE

CASUALTIES

When you come upon a casualty, multiple injuries may
need interventions. However, rememb&gissive bleeding is
the#1 priority !

SLIDE 917 WHEN IS BLEEDING
LIFETHREATENING? EARLY CONTROL OF

SEVERE HEMORRHAGE IS CRITICAL

This slide show signs of ongoing ktereatening
bleeding thatnay not have been noted or appropriately
addressed in CUF.

TIZING MULTIPLE CASUALTIES

Casualties with these injuries must be treated first

#1 M assi, o
42 Penetrs trauma into the box (torso)
#3 Airway COmpromes: e

#4 Respiratory distress Mg 3
#5 Altered mental status CR
%’

>

ce

GE IS CRITICAL

SLIDE 107 MASSIVE HEMORRHAGE

REASSESMENT

The TFC phase allows the time and relative safety for
more deliberate assessment tmedtment (MARCH PAWS).
All casualties should be reassessed with a full tactical traume
assessment.

Assessment for massive hemorrhage includes a visua
and manual blood sweep of the front and back of the casualt

<8

E HEMORRHA GE REASSESSMENT

from head to toe (including neck, armpasd groin).

Any massive hemorrhage identified (newly identified or
ineffectively treated during CUF) should be addressedediately.

All tourniquets placed during CUF should be reassessed for effectiveness, tightened if
needed, and/or a second tourniquiated adjacent (siday-side) to the first to ensure bleeding

is effectively stopped.
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SLIDE 117 TOOLS TO CONTROL LIFE

THREATENING HEMORRHAGE & = .
Describe items on the slide and their use. LIFE-THREATENING

HEMORRHAGE CONTROL

Direct Pressure After packing the wound withemostatic
dressing or gauze, hold pressure for 3 minutes.

Gauze/Other Dressings & Pressure Bandage$hese items
are allUN TCCGapproved hemostatic dressing, etc.

UN TCCC Recommended TQ They are either windlass or
ratchet but have been proven effeciiveise.

Pressure Delivery DeviceA PDD is made using improvised materials, such as a shoe/boot, full
water bottle, or canteen, and applies additional pressure to the wound after it has been packed.

Hemostatic Dressing:UN TCCGrecommended hemostatic driegs are safe and contain

active ingredients that assist with blood clotting at the bleeding sitelUNORCCG

recommended supplies may be available; however, they have not been shown to be effective in
controlling massive hemorrhage.

SLIDE 1271 INITIAL DIRECT PRESSURE BEFORE | @z .

INTERVENTION

Direct pressure can and should be used as a temporal
measure until a tourniquet or dressing is in place. It is difficult
to use direct pressure alone to control significant bleeding or
while moving the casualtyVhile packing a wound, maintain
constant, direct pressure at the source of bleeding to be
effective.

SLIDE 137 TOURNIQUETS b e 5
Remember A tourniquet is ane-time use device.

Neverdeploy with or use a tourniquet that has been used
previously in trainmg, as there is an increased risk of device
failure.
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SLIDE 147 DELIBERATE TOURNIQUETS
In TFC, there is more time to expose the wound and
determine the actual site of bleeding.

All tourniquets applied during TFC should be deliberat
tourniquetsapplied 2 to 3 inches above the wounand
directly on the skin. This maximizes the effectiveneghef
TQ in stopping bleeding and minimizes the amount of health!
tissue that might be impacted by a TQ unnecessarily placed
high on the limb.

Reassesany tourniquets that were applied in CUF for effectiveness. These tourniquets
are rapidly appliedanchay have been placed fAhigh and tight
when the actual site of bleeding is near the ankle), and this will need to be addressed by medical
personnel as they respond.

Remember: DO NOT put tourniquets over the knee, elbow, halste cargo pocket
containing bulky items, as the tourniquet will be inadequate.

SLIDE 157 TOURNIQUETS IN TACTICAL FIELD —

CARE

Tourniquets applied during TFC shoulddeiberate
tourniquets. They are anatomically amenable told TCCC
approved tourniget.

If bleeding isnot controlled with the first tourniquet,
apply a second tourniquet sitdg-side with the first, which is
further away from the wound.

Remember: Bleeding should b®ppedwithin 1
minute and the tourniquet was fulsecuredwithin 3 minutes

The time the tourniquet was placed should be documented on the tourniquet itself and on
the Casualty Cardin TFC (not during CUF). This is important for medical personnel as the
casualty is moved to higher echelons of care.

SLIDE 167 TOURNIQUET EFFECTIVENESS b &

CH ECKS EFFECTIVENESS
Check for circulation below the tourniquet by feeling
for distal pulse (a pulse below the tourniquet).

If bleeding continues or you detect a distal pulse,
tighten the existing tourniquetfurther or apply a second
tourniquet next to the first.
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SLIDE 1717 TWO-HANDED WINDLASS

TOURNIQUET APPLICATION IN TFC (VIDEOQO)
Play video(s)

1. GA-T bUddy IOOped WINDLASS TOURNIQUET
2. GA-T buddy routed

SLIDE 187 TOURNIQUET PITFALLS/MISTAKES ——

1. The longer you wait tapply a tourniquet the more
blood the casualty loses.

2. If you do not pull all the slack out, you will not be able
to tighten the tourniquet effectively.

3. Tourniquets should be tight amdll hurt a lot when
applied properly.

4. If one tourniquet is not effectiy apply a second. This
may be necessary in casualties with large extremities.

5. When in doubt, apply a tourniquet. However, the need
for a tourniquet should be reassessed as soon as possible.

PITFALLS/MISTAKES

6.l n CUF, a tourniquet i s pl aiquetshoutdeptpded & t i

2-3 inches above the wound.

7. DO NOT loosen!

8. Leave the tourniquet in place even if loosened by medical personnel. You DO NOT want
to have rebleeding occur and not have a tourniquet available.

9. DONOTput tourniquets over jointséthey DO
directly below a joint, place the tourniqueB2anches above the joint.

SLIDE 197 IMPROVISED TOURNIQUETS p—
Remember: DO NOTuse an improvised tourniquet
except as aabsolute last resortwhen there is nother option
to control lifethreatening bleeding. If no tourniquet is
available, pack the wound and use direct pressure. Improvise
tourniquets can cause damage to skinaf/tare too narrow
(less than 2 inches), they may loosen, and may not complete
control bleeding. Improvised tourniquets that are 2 inches wic
may be more successful in controlling bleeding.

sssss ASSOCIATED
'WITH IMPROVISED
TOURNIQUETS:

+ DAMAGE may occur lo skinifthe
band & too narmw
- Bisading may WOR SEN

+ Bleeding MAY NOTBE
COMPLETELY CONTROLLED
. A TQ may likely

Continue to check the tourniquet, as improvised tourniquetsrane to loosening due to
(but not limited to) casualty movement, shift fluid, and quality of improvised material.
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SLIDE 271 SKILL STATION
At this time, we will break into skill stations to practice
thefollowing skills:

A Two-Handed Windlass Tourniqueipflication in TFC

TFC Hemorthage Control (Skills)
+ Two-Handed Windlass Toumiquet Applcation in TFC

SLIDE 217 HEMOSTATIC DRESSING .
Familiarize yourself with the items in yoBFAK.

A BFAK contains one hemostatic dressing and one dry sterile
gauze.

UN TCCGrecommended hemostaticessings are safe and
contain active ingredients that assist with blood clotting at the g -
bleeding site.

Dressings include:

A Combat Gauze®,a 4yardlong roll of gauze about 3 inches wide, used to control
hemorrhage. The material has a chemical in it thases a clot to form when it comes
into contact with blood. This action, along with packing it into a bleeding wound and
applying manual pressure, forms a clot and stops the bleeding.
A Celox gauzewith Celox granules bonded to its surface. Celox granuée€hitosan
based products that absorb fluid from blood, swell, and form a binding gel. The adherent
gel plug seals the wound.
A ChitoGauze, a Chitosirbased hemostatic dressing that binds red and platelets on the
dressingds surf acefthewdintofbleedng.ovi des cl ottin

Note: Although Chitosin is a shellfish derivativewtll NOT cause an allergic reaction in
casualties with a shellfish allergy.

Note: When packing larger wounds, more than one hemostatic dressing and/or gauze may be
needed to autrol bleeding. If bleeding has not stopped, remove prior hemostatic packing
material and repack with a new hemostatic dressing, if available. Apply additional gauze and
pressure (for at least 3 minutes) until bleeding has stopped. Watch for rebleeding.
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SLIDE 217 HEMOSTATIC DRESSING (CONT.)
While hemostatic dressings should be packed into

wounds of the limbs, when the source of bleeding is too high

limb for tourniquet application such aeck, armpit, and

groin, they shouldNOT be packed into thebdomenor chest

For compressible (exterhdemorrhageot amenable
to limb tourniquet, places where a tourniquet cannot be
effectively applied likeneck, armpit, andgroin areas, use a
UN TCCGrecommended hemostatic dressing.

Even with the active hemostatic agents in hemostatic dressings,lesstiranust be
applied for at least 3 minutes.

SLIDE 237 WOUND PACKING BT o
DO NOT blindly pack a wound.

Make an efforto locate the source of bleeding and
immediately apply direct pressure while retrieving gauze.

While packing a wound with gauze, maintaonstant
direct pressure at the source of bleeding within 90 seconds.
Once the dressing is applied, hold direcsptge on the gauze
over the wound foat least 3 minutes Then, carefully observe
for blood continuing to flow from under the gauze to determine
if bleeding has been controlled. Once you are sure the bleeding has stopped, apply a pressure
bandage over theemostatic dressing.

SLIDE 247 WOUND REPACKING FOR FAILED e A

CONTROL

If bleeding has not been stoppeginove the
hemostatic dressing/packing materiallmmediately, repack
with a new hemostatic dressing, if available. Each dressing
worksdifferently, so if one fails to control bleeding, it may be
removed and a fresh dressing of the same type or a different
type applied.

Alternatively, additional hemostatic or nt'emostatic
dressings can be applied on top of the first dressing. Applyi@ualigauze and pressum at
least 3 minutes until bleeding has stopped. Watch for rebleeding.

NOTE: When packing larger wounds, more than one hemostatic dressing and/or gauze
may be needed to control bleeding.

5¢
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SLIDE 2517 PRESSURE BANDAGES
Once bleding has been controlled with a hemostatic
dressing/packing material you must maintain pressure on the ,
wound.

Place the pressure dressing directly on top of the

hemostatic dressing/packing material and wrap around the lin
ensuring you cover all the wodrand gauze previously applied.

Be sure to secure the pressure dressing tail either by

hooks or with a knot. Tape both to ensure they do not come
loose.

SLIDE 267 PRESSURE BANDAGE ASSESSMENT]| @z

ASSESSMENT

1. Pressure bandages should not have a tournediget.

2. If there is no pulse below the pressure bandage, it has
been applied too tightly and will need to be loosened
and retied.

3. Another sign the pressure bandage has been applied
tightly is the color of the skin will have a bluish tint, the
skin may e cool to touchor the casualty will complain

of numbnessin the extremity below the bandage.
Remember: REASSESS any and all bandages after the casualty has been moved.

SLIDE 2717 MASSIVE HEMORRHAGE CONTROL | ®==

PRESSURE BANDAGE (VIDEO)
Play video

PRESSURE BANDAGE
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SLIDE 287 JUNCTIONAL ANATOMY —
This is a key concept for the FMA learner to understand.

AreasNOT amenable to extremity tourniquets are neck, axilla
(arm pit), groin, and perineal. These areas are known as

A UNCT | Oardas and are difficult to stop bleeding even
though the vessels are larger than in the extremities. '

**Have the students locate thengtional areas on each other.

SLIDE 291 NECK JUNCTIONAL HEMORRHAGE o 3

CONTROL NECK JUNCTIONAL HEMORRHAGH
Carefully pack the wound with hemostatic dressing :

using your fingers to ensure that the gauze is packed in all pe Eg b E

of the wound. Beitoroni By Vi
The wound should be packed sufficiently twere that e e

thegauze extends -8 inches above skin surfaceMaintain
direct pressure continuoudigr 3 minutes, and maintain
pressure throughout the application of the dressing. Apply a
pressure dressing on top of the gauze.

Wrap the tail under the armmt the noninjured side, continue to wrap around the arm
on the injured side. Finally, the last wrap should be tied to the tails of the bandage on the neck
for pressure.

NOTE: If the bandage has a pressure bar, pull the bandage tight, and reverseweback
the top of the pressure bar forcing it down onto the pad.

SLIDE 07 NECK JUNCTIONAL HEMORRHAGE o £A
CONTROL (VIDEO)
Play video

NECK JUNCTIONAL
HEMORRHAGE CONTROL
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SLIDE 3117 AXILLARY JUNCTIONAL

HEMORRHAGE CONTROL
Il f there is a suspected O6ax
hemorrhageot amenable to limb tourniquet

AXILLARY JUNCTIONAL

1. Expose the wound to assess it (Remove only the gear
you need to).

2. Make an effort to locate the source of bleeding and
immediately apply direct pssure whileretrieving
gauze.

3. Carefully pack the wound with hemostatic dressing using your fingers to ensure that the
gauze is packed in all parts of the wouD@ NOT blindly pack a wound.

4. While packing a wound with gauze, maintaonstant, direct pressure at the source of
bleeding vithin 90 seconds. The wound should be packed sufficiently to ensure that the
gauze extends 8 inches above skin surface

5. Once the dressing is applied, hold direct pressure on the gauze over the waind for
least 3 minutes

6. Then, carefully observe for dd continuing to flow from under the gauze to determine if
bleeding has been controlled.

7. Once you are sure the bleeding has stopped, apply a pressure bandage over the
hemostatic dressing and wrap the long end around the injured shoulder twice ensuring the
gauze underneath is completely covered, next wrap the elastic bandage across, back and
under the opposite armpit, anchoring aroun

8. Finally, secure the bandage. This will depend on the type of bandage usedd eit
closure bar or tie tails) and wrap tape a minimum of 16 times.

9. Swath the upper arm on the injured side to the side of the chest to add pressure to the
dressing.

SLIDE 3271 AXILLARY JUNCTIONAL . :

HEMORRHAGE CONTROL (VIDEO)
Play video

1. SAM Junctional Burniquet HEMORRHAGE CONTROL
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SLIDE 3317 JUNCTIONAL HEMORRHAGE
CONTROL WITH A PRESSURE DELIVERY : B —
DEVICE (PDD) PRE SSURE DELIVERY DEVICE ‘ _

A Pressure Delivery Devicenay be needed to apply s o IR
additional and targeted pressure to control inguinal/groin
hemorrhage.

For groin injuries packed with hemostatic dressings, ut
an improvised junctional PDD to secure the dressing.

A PDD is made using improvised materials, such as a
shoe/boot, full water bottle, or canteen, and applies additional pressure to the wound after it has
been packed.

The PDD is placed in the inguinal gutter while continuously maintaining pressure to the
dressing.

The PDD is then secured with a tourniquetjch is wrapped over the hips with the
windlass or ratchet placed directly over the improvised device and tightened to add additional
pressure. You may need to put two tourniquets together when improvising a PDD.

Remember: These are larger blood vessetyuieng more pressure (and targeted
pressure) than can be applied with a pressure dressing alone.

SLIDE 3471 INGUINAL JUNCTIONAL o i o
HEMORRHAGE CONTROL WITH IMPROVISED : -

PRESSURE DELIVERY DEVICE (VIDEO)
P|ay Video (for Junctional Hemorrhage)

SLIDE 371 SKILL STATION
At this time, we will break into skill stations to practice the
following skills:
1. Wound Packing with Hemostatic dressing and Pressut
Bandage
2. Neck Junctional Hemorrhage Control
3. Axillary (Armpit) Junctional Hemorrhage Control
4. Inguinal (Groin) Hemorrhage Control with Improvised
Junctional Pressure Delivery Device (PDD)

) &
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SLIDE 3617 SUMMARY
UN TCCCis broken up into four roles of care.

We covered four Cognitive ELOs, and four Performanc
ELOs that taught you how to control asave hemorrhage
control in TFC.

REMEMBER,Massive bleeding is your #1 priority in
treating casualties.

Some of the tools you have available to you are

1) direct pressure, 2) gauze/other dressingg NBYf CCGrecommended tourniquets, 4)
Pressur®elivery Devices, and 5) hemostatic dressing, and pressure bandages.

You now know the difference between a deliberate and hasty tourniquet and where to
apply them and avoid the common pitfall s/ mist
tour ni gld@NLY besidedasBASTr e s o r tD® NOTewprk.

Everyone should have had the chance to app
you learn while applying #setourniquets? We covered the proper technique in packing
Ohemostat i c drrecspsessarg, and praper pdplication @f a gressure bandage in
all anatomic locations.

What do you do if the hemostatic dressing you applied has rebleeding? We learned there
are certain areas that &®©T amendable to limb tourniquets. Where are thesesdoeated?

Everyone should have had a chance to practice 1) wound packing with hemostatic
dressing and pressure bandage, 2) Neck junctional hemorrhage control, 3) axillary (armpit)
junctional hemorrhage control, and 4) inguinal (groin) hemorrhage corithoimprovised
junctional pressure delivery device (PDD).

SLIDE 3717 CHECK ON LEARNING s 2
Ask questions of the learners, referring to key concepts from
the module.

Now fora check on learning.

1. What is the proper distance a deliberate tourniquet
should be placed from the bleeding Site in TFC?
- 2to 3inches above the bleeding site
2. Highlight the difference between the need for high & e
tight (hasty) tourniquets needed in CUF as opposed to
deliberately placed tourniquets in Tactical Field Care.
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- A high & tight (hasty) tourniquet is placed above the clothing as high as possible

on the extremity. A deliberate TQ is applied after the wound has been exposed, 2
3 inches above the bleeding site.

- High & tight (hasty) TQs are applied during CUF, and deliber&s are applied
during TFC.

3. How long should direct pressure be applied onto packed hemostatic dressings?
- 2 minutes

4. Why is it important to check the pulse after applying a pressure bandage?

- If the bandage is too tight, it could block circulation and the agadhould be
loosened.

5. What additional intervention beyond packing with hemostatic dressing and wrapping
with a pressure bandage is needed to stop the bleeding from a groin wound?
- PDD is needed to secure the dressing.

SLIDE 381 QUESTIONS
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MODULBD/

AIRWAY MANAGEMENT IN TFC

SLIDE 17 TITLE SLIDE —

MODULE 07:
AIRWAY MANAGEMENT

SLIDE 217 UN TCCCROLES

UN Tactical Combat Casualty Casebroken up into two
roles of care. The most basic taught is the UN Buddy First Aid
Course (BFAC), which is designed to instruct in the absolute
basics of hemorrhage control and to recognize more serious
injuries.

You are in the Field Medical Assistai®MA) role. This
teaches you more advanced care to treat the most common

ROLE 1 CARE

NONMEDICAL PERSONMNEL

causes of death on the battlefield, and to recognize, prevent, and
communicate with medical personnel the-tifeeatening complications of these injuries.

The Combat Medic role inatles much more advanced and invasive care requiring

significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Paramedics, Nurses and Doctors, to

provide the most sophisticated care to keep our wounded waalivgsand get them to
definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/respiratory problems. Also, you are given the skills to
prevent complications and treat otlassociated but not immediately lflereatening injuries.
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SLIDE 37 TLO/ELO —
TheUN TCCGFMA course is built on a foundation of

learning objectives. These objectives layout the basic structu

of the course and describe the knowledgeskilts you are o T o b T

expected to acquire by the end of the course.

The module has one Terminal Learning Objective, or
TLO. The TLO is supported by a series of Enabling Learning
Objectivespr ELOs.

1. Demonstrating opening the airway with the h#iéd
chirtlift or jaw-thrust maneuver

2. Demonstrating placing a casualty in the recovery position in Tactical Field Care

3. Demonstrating inserting a hasopharyngeal airway (NPA) into a casualty in Tactical Field
Care

4. Describing the technique for ventilating a casualty witlag\mlve mask (BVM) in
Tactical Field Care

The critical aspects are to identify signs of-lifeeatening airway obstruction and the
importance of prompt intervention and to demonstrate the appropriate interventions to address
airway obstruction in accordaewith theUN TCCCguidelines.

SLIDE 47 MARCH PAWS o
Ai rway managd@memt tihe tMAR
sequence.

MARCH

MASSVEBLEEDING #1 Priority AN

D nIRwAY NTIBIOTICS

SLIDE 57 AIRWAY MANAGEMENT IN TFC — "
Remember: If a casualty is conscious and can speak
normally, there is no airway obstruction.

Airway obstruction on the battlefield is often due to
maxillofacial trauma (trauma to the face and jaw).

Unconscious casualtiesan also lose their airway when
the muscles of their tongue relax, causing the tongue to block
the airway by sliding to the back of the mouth and covering tr
opening to the windpipe.

Airway obstruction on the battlefield is often easily corrected with simple maneuvers.
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SLIDE 67 IDENTIFYING OBSTRUCTED i &

AI RWAY DENTIFYING OBSTRUCTED AIRWAY
Airway obstruction on the battlefield is often due to

maxillofacial trauma, which may include disrupted airway .v/"

anatomy and/or bleeding into the airway. Q

Casualty may indicate that they are in distress and/or G;
make snoring or gurglingounds. .,

If you see something in the casualty's mouth (such as
foreign material, loose teeth, dentures, facial bone, or vomitus)
that could block their airway, use your fingers to perform a sweep to remove the material as
quickly as possible.

Donotperforma bl i nd finger sweep if no foreign b
SLIDE 77 IN A CASUALTY WITHOUT A o S

FOREIGN BODY AIRWAY OBSTRUCTION, YOU CASUALTY WITHOUTA FOREIGN BODY Al
CAN PERFORM THE FOLLOWING MANEUVERS Sk

Unconscious casualties can also lose their airway, as = =
muscles of thie tongue may have relaxed, causing the tongue =
to block the airway by sliding to the back of the mouth and
covering the opening to the windpipe.

HEAD-TILT CHIN-LIFT

JAWTHRUST

Using the head tilt/chtift or jaw-thrust maneuver to
move the tongue away from the windpipe and open thagir
may allow the casualty to resume breathing on their own.

If you suspect that the casualty has suffered a neck or spinal injury, use-theustv
method. If a casualty cannot maintain an open airway once opened, a second responder may be
needed to agst in maintaining an open airway.

SLIDE 87 HEAD-TILT / CHIN-LIFT AND JAW- o £x
THRUST MANEUVER (VIDEO) e Sl G R
Play video.

JAW-THRUSTMANEUVER

Inspect mouth for injuries, burns, or foreign items.

Do not perform a blind sweep if a foreign body is not
visualized.
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SLIDE 97 SKILL STATION
At this time we will break into skill stations to practice
the following skills:

A Headtilt/chin-lift and jawthrust maneuver - Jow T

SLIDE 101 MANAGING THE AIRWAY — "
If the casualty is breathing on their own but unconsciol A

or semiconscious, arttdere is no airway obstruction, further

airway management is best achieved with a nasopharyngeal

airway (NPA).

An NPA can help an unconscious or conscious casual =
maintain an airway if they are breathing on their own.

MARCH

Al so known as a fTNousnep eHo,
NPA is well tolerated by conscious and unconscious casualties
and is unlikely to stimulate their gag reflex.

An NPA provides an open (patent) airway and helps to keep the tongue from falling to
the back of the mouth and blocking the airway.een i f an unconscious cas.u
and partially covers their normal airway.

Do not use an NPA if there is clear fluid coming from the ears or nose. This may be
cerebrospinal fluid (CSF), an indication of a possible skull fracture.

The NPA shald be inserted into the nostril. If unable to insert into one nostril, insert into
the other nostril. Ensure lubrication is used.

SLIDE 117 NPA INSERTION (VIDEO)
Play video.

NASOPHARYNGEAL AIRWAY
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SLIDE 1217 CASUALTY POSITIONING

Place unconsciousasualties in the recovery position
after ensuring their airway is open and completing any
necessary treatments.

The recovery position allows blood and mucus to drair
out of the casualtyds nose
the airway.

The recoveryosition also helps to protect against

LTY POSITIONING

+ Ifa casualty can breathe on their owm, let them assume

the best position that allows them to breathe, incuding
siting up

+ Ifa casualty can breathe on their owm in a position of

choice, DO NOT force them intc a positon or perbrm
arway procedures that causes them diffcuties in breathing

inhaling vomit if the casualty throws up.

SLIDE 137 MAINTAINING THE -

AIRWAY/RECOVERY POSITION

If a casualty can breathe on their own, let them assum
the best position (position of comfort) that allows them to
bredh, including sitting up.

SLIDE 147 CASUALTY UNABLE TO BREATHE 5

ON THEIR OWN
If a casualty is1ot breathing on their own, notify a
combat medic as soon as possible.

The medic will need to assist the casualty in breathing
with a bag valve masttevice.

Medical personnel may ask the FMA to assist in using
the BVM.

SLIDE 157 BAG VALVE MASK (BVM) (VIDEO) @

Play video.

If respirations are noted to be reduced, provide ventilator
support with BVM.

Medical personnel may ask you to assist whi@ing a BVM.

BAG VALVE MASK (BVM)

ONE & TWO-PERSON
BAG VALVE MA SK (BVM) VIDEO
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SLIDE 167 AIRWAY SKILLS STATION b .
At this time we will break into skill stations to practice
thefollowing skills:

NFA)

M asi (BYM)Twa-Person BVM

A Recovery Position : one
A Nasopharyngeal Airway (NPA)
A OnePerson Bag Valve Mask (BVM)/TwBerson BVM

SLIDE 171 SUMMARY ——
Prompt identification of airway obstruction and treatment are
critical and can be accomplished, in most cases, with simple
maneuvers/interventions l@aFMA in the TFC phase of care.

SLIDE 187 CHECK ON LEARNING o
Ask questions of thiearners, referring to key concepts
from the module.

Now for a check on learning.

+ How doesan NPA provide an open (patent) airway?

1. What is the best position for a conscious casualty who
breathing on their own?
- A comfortable position of choice that allows
them to breathe, including sitting up.
2. Why arecasualties placed in the recovery position?
- The recovery position allows blood and
and mouth and not to drain back into the airway. This position also helps to
protect against inhaling vomit if the casualty thrayes
3. What are the two methods that can be used to open an airway?
- Headtilt/chin-lift method
- Jawthrust method
4. How does an NPA provide an open (patent) airway?
- A nasopharyngeal airway provides an open (patent) airway, helping to keep the
tongue from fallingo the back of the mouth and blocking the airway even if an
unconscious casualtyds tongue rel axes
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SLIDE 1917 QUESTIONS
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MODULH)8

RESPIRATION ASSESSMENT AND MANAGEMENT
IN TFC

SLIDE 17 TITLE SLIDE —

MCDULE 08:
RESPIRATION ASSESSMENT
AND MANAGEMENT

SLIDE 27 UN TCCCROLES

UN Tactical Combat Casualty Cassbroken up into
two roles of care. The most basic taught is the UN Buddy Firs
Aid Course (BFAC), which is designed to instruct in the T
absolute basics of hemorrhagmntrol and to recognize more oo
serious injuries.

Paramadic

ROLE 1 CARE

IIIIIII

You are in the Field Medical Assistant (FMA) role. Thig =
teaches you more advanced care to treat the most common
causes of death on the battlefield, and to recognize, prevent, aru
communicate with medical pgonnel the lifehreatening
complications of these injuries.

The Combat Medic role includes much more advanced and invasive care requiring
significantly more medical knowledge and skills.

Finally, the last role, is Medical Professionals such as Param&llicses and Doctors, to
provide the most sophisticated care to keepnmurnded warriors alive and get them to
definitive care.

Your role as a FMA is to treat the most common causes of death on the battlefield, which
are massive hemorrhage and airway/firaspry problems. Also, you are given the skills to
prevent complications and treat other associated but not immediatelyréfgening injuries.
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SLIDE 3i TLO/ELO

The TCCCCLS course is built on a foundation of
learning objectives. Thesdjectives lay out the basic structure
of the course and describe the knowledge and skills you are = =i
expected to acquire by the end of the course.

The module has one Terminal Learning Objective, or
TLO. The TLO is supported by a series of Enabling Learning
Objectives, or ELOs.

SLIDE 47 MARCH PAWS —

Respiration &Reséessmbaet MAKRCH
sequence.

AFTER LIFE-THRE ATENING

NTIBIOTICS

LLLLLL

SLIDE 57 RESPIRATION OVERVIEW (VIDEO) o

Play video

RESPIRATIONA SSESSMENTAND
MANAGEMENTIN TACTICAL FIELD
CARE

SLIDE 671 LIFE-THREATENING CHEST INJURY
Respiratory distress meadsficulty breathing.

The casualty is struggling to get air in or out or their breathing
is ineffective.

This can result from blunt or penetrating injury.
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