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Tactical Combat Casualty Care (TCCC)
Guidelines for Medical Personnel

PekomeHOauii 3 makmuyHoi doriomoau
rnopaHeHUM 8 ymosax bouosux 0it 0
Meou4Hoz20 nepcoHany (TblL)

English - Ukrainian / AHrninceka - YkpaiHcbka

This bi-lingual edition was prepared for AMRG with support
coming from VEU and other non-profit partners. This PDF
is formatted for A4 paper, the European standard, not the
standard 8 %" x 11” letter paper used in the U.S..

The original English text and content were prepared by
Deployed Medicine, a U.S. Defense Health Agency partner.
They are highly respected in military & veteran circles, and
are often considered a gold-standard for medicine in
austere environments. Given the urgency of the situation
as well as time constraints, they were not consulted in this
translation.

Linguists found the original English text to be dense and
hard to read, and as a consequence, the Ukrainian version
is sometimes longer and more descriptive. The Ukrainian
translation also assumes the reader has no military training
or background since AMRG intends to train a number of
civiians in the role of trauma first response. As a
consequence, the sections with military jargon have even
more descriptions (in italics, inside curved brackets) to
elucidate the original English text.

Special thanks to Mila who put the most amount of work into
redacting the Ukrainian translation. Without her time &
effort, none of this would be possible. Thank you to all
other contributors past & present who make this living
document possible!

AHrmincbKo-ykpaiHCbka Bepcis  LpOro [[okymeHTa Oyna
npurotoBaHa ana AMRG 3a ponomoroto VEU iHWvmMK
BOMOHTEpPaMMm.

OpwuriHan AHrMiACbKOro TeKCTy Ta BMICTy 6yB NpuUrotoBaHuin
PosropHyTtoto Meauumtoto, sika € napTHepoM areHuii 3
Oxoponun _3aopos’s MiHictepctBa O6opoHu CnonyyeHnx
LWraTiB Amepukun. Lis oprarisauis BUCOKO LiHYeTbCS cepen
BiliCbKOBMX Ta BETEPAHIB i € 30M10TUM CTaHAAPTOM HagaHHSA
MEAUYHOI  JomomMorm B CyBOpuX — ymoBax. Yepes
HeBIAKNaAHICTb AaHOI cuTyaLii Ta YacoBUX 0OMeEXeHb, BOHU
He Bynn NPOKOHCYNLTOBAHI B LIbOMY nepeknagi.

MoBO3HaBLi BUABUIN, LLO OPUriHANBbHUIA aHIMINCbKUIA TEKCT
€ LWiNbHUM | BaXKUM ANS YMTaHHS, TOMY, SK Hacnigok,
yKpaiHcbka Bepcisi iHOAdi € [oBLIOK Ta Binbll ONMCOBOM.
YkpalHCbkuii nepeknag npuiMae OO yBaru, WO 4uTady He
Mae_BiICbKOBOI_MiArotoBku, Tak sk AMRG nnaHye HaByatu
3BUYAVHUX FPOMasH sIK HaJaBaTu MepLly HeBiOKnaaHy
ponomory. B pesynbrarti, cekuis 3 BIICBKOBVMM aproHom
Mae e binblue NosACHeHb (KypCcuMBOM, B Qy>KKax), WO GinbLu
[eTanbHO MOSICHIOE aHITINCbKUIA TEKCT.

BenuuyesHa nogsika Mini, sika npuknana 6arato 3ycunb 40
penaryBaHHs ykpaiHCcbkoro nepeknagy. bes 1i 3ycunb i
fokrnafaHHs Yacy ue 6yno 6 Hemoxnusum. Benwvka nogsika
BCiM, XTO MPUKMNaB 3yCUmnfsi B MUHYNOMY i TenepillHboMY.
Bu BCi 3p061nu CTBOPEHHSI AAHOMO JOKYMEHTY MOXIIMBUM.

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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DISCLAIMER: This document and associated materials do not provide medical advice. The information, including but not
limited to, text, graphics, images, and other material contained in this document and associated materials are for informational
purposes only. No material in this document or its associated materials are intended to be a substitute for professional medical
advice, diagnosis or treatment. Always seek the advice of your physician or other qualified healthcare provider with any
questions you may have regarding a medical condition or treatment and before undertaking a new healthcare regimen, and
never disregard professional medical advice or delay in seeking it because of something you have read in this document or its
associated materials such as the additional training aids below.

3ACTEPEXEHHSA: Llei gokymeHT i NoB’si3aHi 3 HUM MaTepianu He HafaloTb MeanyHux nopagd. IHdopmauis, Bkntoyatoun, ane
He oOMexyluncb TeKcToM, rpadikamu, 300paKeHHsIMW Ta iHWWMKU maTepianamu, WO MICTATbCS B LbOMY AOKYMEHTI Ta
NoB’si3aHNX 3 HWM MaTtepianax, npusHadeHa nuwe Ans iHpopmauinHux uinei. XopgeH matepian y LbOoMy AOKYMEHTI abo
NoB’si3aHNX 3 HUM MaTepianax He MoXe 3aMiHUTK NPoeCiiHy MEAUYHY KOHCYnbTalito, AiarHocTuky abo nikyBaHHs. 3aexau
3BepTanTecs 3a Nopagor Ao CBOro fikapsi abo iHWOoro kBanichikoBaHOro MeanYHOro npauiBHuKa 3 Byab-AKUMU MUTAHHAMMN, SKi Y
BaC MOXYTb BUHMKHYTU, LLOAO CTaHy 340pOB’A abo MikyBaHHsl, @ TakoX nepeq TUM, siK MoYaTu HOBE MNiKyBaHHS, i HiKOMW He
HexTynTe NpodeciiHO MeAMYHOI0 Nopafoto Ta He BigknaganTte ii 3 ornagy Ha Te, Lo BU NpOYUTanu B LibOMY AOKYMeHTi abo
NOB’I3aHNMU 3 HAM MaTepianamu, TakuMu SK 0AaTKOBI HaBYarbHi OroNOLWEHHS HUXYeE.

Additional training aids: [lonaTtkoBi HaBYarbHi OrofIOLLEHHS:

Trauma Intubation Medications
nika AN TPaBMATASKO IHTyGauTl TPaXel

1. Trauma Intubation Medications
Nikn Ang TpaBMaTuYHOI iHTybGauii Tpaxei

2. Trauma Resuscitation Medications
[Npenapatv Ang HagaHHa AONOMOIU Y NALEHTIB 3 TDABMOO

Resuscitative Thoracotomy Guid
(CTPYKUIS 3 PoaNiMaUTAHOT TOpaK

3. Resuscitative Thoracotomy Guideline
| ; ; .

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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Basic Management Plan for Care Under Fire / Threat
OcHOBHMM NaH Ain gonomMoru nig vyac
oGcTpiny/3arpo3m (wo pobumu, SIKW,0 80po2 cmpirnsie y
eac, aJsie ceped 8ac € rnopaHeHi moesapuuli)

1. Return fire and take cover.
1. BigkpuiiTe BOroHb y BiAMNOBIAb Ta 3HAWAITb YKPUTTS. (SIKWO pOoCigHU cmpirnisioms Yy eac,
cmpinsaime 8 HuXx y 8idnoeidb, ane 3Halidimpb Orsi Ub020 besrneyHe micue!)

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

2. CkepyiTe NOCTpaxaanoro NpoAoBXKyBaTK BOroOHb abo OYikyrTe, Lo nocTpaxaanun
NpoaoBXyBaTUMe BUKOHAHHSI OOMOBOro 3aBOaHHS, AKLO Le Mae Micue. (Ckaximb ceoemy
rnopaHeHoMy moeapuwiesi, Wob 8iH MPodo8xXysas CMpIfiamu 8 POCIsH, AKUW0 NompibHo, wob
36epeamu OpyKHI CUITU 8 XKUBUX)

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

3. CkepynTe nocTpaxganoro NepeMiCTUTUCA B YKPUTTS Ta 3aCTOCyBaTK CamMogomnomMory,
SKLLO MOXNBO abo, KONu Le TakTUYHO 34iNCHIMO, MepeMicTiTb abo NepeTsarHiTh
noctpaxaganoro go ykputTs. (Ckaximb ceoemMy riopaHeHOMYy mosgapully 3Haumu besrne4yHe
Micye ma nikyeamu eniacHi mpasmu, SKWOo Hixmo iHWul He mMoxe doriomMoamu)

4. Try to keep the casualty from sustaining additional wounds.
4. HamaranTecs, wob noctpaxganui He oTpuMaB 4OL4ATKOBUX NMOPaHEHb. (3p0bimb ece
Moxsiuge, wob ybesrnedumu nopaHeHo20 8id dodamkosux mpaem)

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

5. MNocTpaxganux cnig BUTAryBaTH i3 nanarumx TpaHCnopTHUX 3acobis abo Byaisernb Ta
nepemiwyBaTtu y micus BigHocHoiI 6e3nekn. 3pobiTh Bce HeobXxigHe, Wwob 3ynuHUTK Npouec
rOpiHHA Ha nopaHeHoMYy. (BumsizHimb €8020 MopaHeHO20 moesapulia 3 rnasaaryo2o
mpaHcropmHozo 3acoby i 3pobimb yce moxrnusee, wob 3yrnuHUMuU 8020Hb)

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

6. 3yNUHITb 30BHILLHIO KPOBOTEYY, LLIO 3arpoXYye XUTTHO, SKLLO TaKTUYHO MOXNNBO (3yrnuHimsb
Kposomeuyy, SIKWO 8U MoxXeme ue 3pobumu, ane egaxaume Ha POCIsiH, SKi HaMaz2armbCsi
eac sbumu)

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

CkepynTe nocTpaxkganoro CaMOCTINHO 3yNMUHUTU KPOBOTEYY, SIKLLIO Lie MOXITMBO.
(Ckaximb ceoemy riopaHeHOMy moegapuuly 3Hatimu besnedyHe micue i nikysamu
enacHi mpasmu, SKWO HiXmo iHWuUl He MoXe iM dornomoamu)

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

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org

Hadcunatime 3anumaHHsi, pekomeHOauii i npornoHytime 3miHU 0o daHo20 AoKymMeHmMy 3a adpecoro A



Page 4 of 40

e Bukopucrtosyiite pekomeHaoBaHui Komitetom CoTCCC TypHiKkeT Ans KiHUiBOK W06
3YNMUHUTK KPOBOTEYY, SKLLO aHaTOMIYHO MOXIMBO BUKOPUCTATU TYPHIKET.
(Bukopucmosytme gidrogiOHull TYPHIKET, SKul € y amepuKkaHUje, 8 MicUsix, sKi
aHamomi4yHo 0ocmyriHi Orisi 020 8UKOPUCMAaHHS)

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

e HaknagiTb TYpHIKET ANs KiHLIBOK NOBEPX OAArNY UM YiTKO BULLE MiCLS KPOBOTEYI; SKLLO
MicLie XXUTTEBO-HEBE3MEYHOT KPOBOTEYI HE OYEeBMAHE, HAKNaAiTb TYPHIKET «BMCOKO Ta
LWiNbHOY» (MPOKCUMATbHO | MPUOMM3HO SIK MOXHA Bnvkye 4O paHKn) Ha MOLUKOIKEHY
KiHLIBKY | nepeMiCTiTb NoTepninoro B yKpuUTTa. (Haknadimb mypHikem rnogepx ods2y
rnopaHeHoezo bins kposomevi, wob 3ynuHumu ii. SKuo 8u He MoXeme MOYHO
rnobayumu, 38i0Ku lide Kposomeya, Haknadimb MypHIKEM «8UCOKO ma WirlbHO», Wob
3yrnuHUMU MOXIIUY Kpogomeyy)

7. Airway management is generally best deferred until the Tactical Field Care phase.
7. 3abesneyeHHs NPOXiAHOCTI AnxXarnbHUX LUMAXIB, SK NPaBuo, Kpalle Bigknactu o etany
«[Jonomora B TakTU4HUX yMOBax». (Lle Kpok 4 y cepii, onucaHril Hux4e)

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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Tactical Field Care
Odonomora B TakTM4HUX YMoBax

Basic Management Plan for Tactical Field Care

OcHOBHMI NNaH gin gna etany JlonomMora B TaKTUYHUX
yMoOBax

1. ESTABLISH PERIMETER
1. BCTAHOBITb NEPUMETP

Establish a security perimeter in accordance with unit tactical standard operating procedures
and/or battle drills. Maintain tactical situational awareness

BcTaHoBiTL nepumeTp 6e3neku BiAMOBIAHO 40 TAKTUYHUX CTaHO4APTHMX Npoueayp nigpos3ainy
Ta/abo obcTtaBuH 60oto. MiaTpUMynTEe TakTUYHY cuTyauiiHy obi3HaHicTb (Ckaximb OesikuM i3
gauwiux 300posux moeapuwiie, Wob 80HU rusbHy8aslu POCISH | cmeoprosasu rnepumemp
besneku, NoKU 8u ma iHwWi MeduKuU JliKyeme ropaHeHux moeapuwiie)

2. TRIAGE
2. MegunyHe copTyBaHHs, abo TPIAXK

Triage casualties as required. Casualties with an altered mental status should have weapons
and communications equipment taken away immediately.

BuaHauviTb, kOMy NoTpibHa gornomMora B nepLuy vepry. Y noctpaxnanux 3i aMiHeHUM
NCUXIYHMM CTAaHOM HeOoOXigHO HeranHo BUNy4YnTK 36poto Ta 3acobu 3B’s3Ky. (3’acylime, KoMy
8 nepwy 4epay nompibHa meduyHa OoroMoza, a Xmo Moxe riodekamu. SKWo firoOuHa
MCUXi4YHO HegpieHOBa)keHa, 3abepimpb 8i0 Hel 36poto, W06 8oHa 8UNadKOBO HE 3acmpernurna
moeapuuwia)

3. MASSIVE HEMORRHAGE
3. MACMBHA KPOBOTEYA

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

a. OrnsHbTe Ha HasABHICTb HEPO3Mi3HaHOI KPOBOTEYI Ta TPUMaNTe Nif KOHTPOsieM BCi MicLs
KpoBOTeui. AKLLO L€ Lie He 3pobrneHo, BUKOPUCTOBYNTE pekoMeHrgoBaHnn KomiteTom
CoTCCC TypHiKeT Ans KiHUIBOK, OO KOHTPOMNOBATU KPUTUYHY 30BHILLIHIO KPOBOTEYY.
BurKopuCTOBYIMTE TYPHIKET, AKLO Lie aHaTOMIYHO MOXIMBO B pasi kpoBoTeYi abo byab-sikoi
TpaBMaTM4HOI amnyTauii. Haknagite TypHikeT 6e3nocepeaHbo Ha WKipy, 5-8 cMm (2-3
OIONMK) BULLLE MiCUSA KPOBOTEYI. AKLLO KpOBOTEYA HE KOHTPOIMETLCA 3a JONOMOIOH0
NnepLloro TYPHIKETY, HaKNa4iTb APYrMin TYPHIKET NOpyY i3 NepLunM.

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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b. For compressible (external) hemorrhage not amenable to limb tourniquet use or as an
adjunct to tourniquet removal, use Combat Gauze as the CoTCCC hemostatic dressing of

choice.

b. Y pasi 30BHIiLLIHBbOT KPOBOTEMI, & HEMOXITMBO 3aCTOCYBaTU TYPHMKET abo X SK
AOMOBHEHHSA NPU 3HATTI TYPHUKETY, BUKOPUCTOBYMTE reMocTtaTnyHy mapnio Combat Gauze
pekomeHgoBaHy Komitetom CoTCCC.

Alternative hemostatic adjuncts:

AnbTepHaTMBHI reMOCTaTUYHI AOMNOMIXHI 3acobu:
m Celox Gauze or
m  Mapns Celox abo

m ChitoGauze or
m  YutoMapns abo

m XStat (Best for deep, narrow-tract junctional wounds)
m XStat (Hankpawe ansa rmmbokux By3bknx paH B NpobrnemMHmx 3oHax)

m iTClamp (may be used alone or in conjunction with hemostatic dressing or
XStat.

m iTClamp (MOXHa BMKOPUCTOBYBaTN OKPEMO, abo B MOEQHAHHI 3
reMocTaTU4HO MOB’'sI3Kkot0 abo XStat.

Hemostatic dressings should be applied with at least 3 minutes of direct pressure
(optional for XStat). Each dressing works differently, so if one fails to control bleeding,
it may be removed and a fresh dressing of the same type or a different type applied.
(Note: XStat is not to be removed in the field, but additional XStat, other hemostatic
adjuncts, or trauma dressings may be applied over it.)

IMig Yac HaknagaHHs reMOCTaTUYHUX NOB’SA30K TUCHITb Ha paHy He MeHLe 3 XBUIUH
(ue He 060B'sI3KOBO Mpu 3acTocyBaHHI XStatT). KoxxHa noe’sika gie no-pisHoMy, ToMy;,
AKLO He BAAETbCS 3YyMNUHUTIU KPOBOTEYY, iT MOXXHA 3HATM Ta HaKracTu CBiXY MOB’A3KY,
TOro > abo iHworo Tuny. (Mpumitka: XStat He MOXHa 3HIMaTK B NOMNbOBUX YMOBaX,
arne Ha Hei MOXHa HaknacTu gogaTtkoBuin XStat, iHLi remocTaTU4YHI JONOMIXKHI
3acobu abo TpaBMaTU4HI NOB’A3KM.)

If the bleeding site is amenable to use of a junctional tourniquet, immediately apply a
junctional tourniquet. Do not delay in the application of the junctional tourniquet once
it is ready for use. Apply hemostatic dressings with direct pressure if a junctional
tourniquet is not available or while the junctional tourniquet is being readied for use.
AKWOo Ha Micui KpOBOTEYI MOXIMBO BUKOPUCTATW BY3MNOBU TYPHIKET, TO HEranHO
HaknagitTe Moro. He BigknaganTe HaknagaHHA 3'€4HYBasribHOMO TYPHIKETY, KON BiH
roTOBUN 0O BUKOPUCTaHHA. HaknagiTe KpOBOCMMHHI MOB’A3KM Ta TUCHITb Ha paHy,
SIKLLO 3'€AHYBaNbHUA TYPHIKET HEAOCTYMHMIA ab0 MOKN TYPHIKET roTyeTbCs A0
BMKOPUCTAHHS.

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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c. For external hemorrhage of the head and neck where the wound edges can be easily
re-approximated, the iTClamp may be used as a primary option for hemorrhage control.
Wounds should be packed with a hemostatic dressing or XStat, if appropriate, prior to
iTClamp application.

c¢. [pn 30BHILWHIX KPOBOTEYAX FOMOBM Ta WKW, e Kpal paHu Nerko CyMillarTbCd, MOXHa
BuKkopuctoByBaTth iTClamp sk OCHOBHWIA BapiaHT ANs KOHTPOI KpoBoTeui. [epen
HaHeceHHAM iTClamp Ha paHu cnig BUKOHaTK TaMnoHagy paHn reMoCTaTUYHOK MOB'A3KOK0
abo XStat, AKkLWo MOXNMBO.

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

e iTClamp He noTpebye A0OaTKOBOro NPSIMOro TUCKY Ha paHy, sIk MPY BUKOPUCTaHHI
OKpeMo, Tak i B KOMBiHaLiT 3 iHLWMMM reMOCTaTU4HUMM AOMNOMIXKHUMK 3acobamu.

e |[fthe iTClamp is applied to the neck, perform frequent airway monitoring and
evaluate for an expanding hematoma that may compromise the airway. Consider
placing a definitive airway if there is evidence of an expanding hematoma.

e Axwo iTClamp HaknageHo Ha Wuo, NMPOoBOALTE YAacTy NEePEOLiHKY CTaHy AnXarbHUX
LWNAaxiB Ta cnigkymrte, wob He Byno rematomu, Lo 36iNbLIYETLCS, Ta WO MOXe
CAPUYNHUTI NOPYLLEHHSA NPOXiOHOCTI ANXanbHUX LWASAXIB. PO3rnsiHeTE MOXIMUBICTb
BUKOPUCTAHHS iHLWIMX 3acoBbiB (HagropTaHHOro NoBiTPONPoOBOAY abo BUKOHAHHS
iHTyGauii Tpaxei) ANS BiAHOBNEHHS NPOXOMKEHHSA ANXanbHMX LWUNAXIB, AKLLO € O3HaKN
remaTomu, Lo 36iNbLIyeETbCS.

DO NOT APPLY on or near the eye or eyelid (within 1cm of the orbit).
HE 3BACTOCOBYBATW Ha abo 6inga oka 4u noeiku (y mexax 1 cm Big op6iTtn).

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

d. BvkoHainTe nepBUHHY OLiHKY reMopari4HOro oKy (3HWXeHWI piBEHb CBIAOMOCTI 3a
BifJCYTHOCTi TpaBMu rOfIOBHOIO MO3Ky Ta/abo cnabkui pagianeHui nynsc abo noro
BiJCYTHICTb) Ta pO3rnsiHbTe MOXIMBICTb HEFAMHOIO NOYaTKy peaHiMauiiHMX 3axofiB 3 METO
NiKyBaHHSA LLIOKY.

4. AIRWAY MANAGEMENT
4. 3ABE3MNEYEHHA NMPOXIAHOCTI AUXANIbHUX LWNAXIB

a. Conscious casualty with no airway problem identified:
a. MNocTtpaxganun y ceigoMocTi 6e3 BuaBneHnx npobnem 3 gmuxanbHUMN LWASXaMu:

e No airway intervention required
e He notpebye npoBeAeHHSA 40OATKOBMX 3aX0AiB

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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b. Unconscious casualty without airway obstruction:
b. MNoTtepninun 6e3 ceigomocTi ane 6e3 06CTpyKUii (MOpyLEHHS NPOXIAHOCTI) AUXarnbHUX
LLNSAXIB:

Place casualty in the recovery position
MomicTiTe nocTpaxganoro y ctabinibHe NonoXXeHHs Ha Bik

e Chin lift or jaw thrust maneuver OR
e 3acTocyirTe MaHeBpu 3anpokuayBaHHs ronosu (NigHATK nigdopiaas) abo BUCYyBaHHSA

HWKHBOT Wenenn ABO

Nasopharyngeal airway OR
3acTocyinte HasodapuHreansHui noeitposig ABO

Extraglottic airway
3acTocynte HaagropTaHHUI NOBITPOMNPOBIA,.

c. Casualty with airway obstruction or impending airway obstruction:
c¢. MNocTtpaxganun 3 obeTpyKuieto (NopyLUEHHS NpoxigHOCTI) abo 3arpo30to 0BCTpyKLUil
BEPXHIX ANXanbHUX LUASXIB:

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

e [103BONUTK NOTEPMINIOMY B CBIAOMOCTI MPUAHATK Oyab-AKY NO3WLiH0, WO HanKpaLle
cnpusie NPOXiAHOCTI ANXanbHUX LUNSXiB, 30KpeMa cnasydmn Ta/abo HaxMnNmUBLLUCH
Brnepes.

Use a chin lift or jaw thrust maneuver
BukopucTaT MaHeBp 3anpoknayBaHHS ronoBu abo BUCYBaHHS HUDKHBOT LLEenenm

Use suction if available and appropriate
BukoHaTu acnipauito BMICTY BEPXHIX ANXaNbHUX LUMSXIB, SKLWO Le MOXINBO Ta
OOpPEYHO

Nasopharyngeal airway OR
BBecTun HasoapuHreaneHui nositTposig ABO

Extraglottic airway (if the casualty is unconscious)
BBecTu HagropTaHHMIA NOBITPOMPOBIA (SIKLLO NoTepninuii 6e3 cBigoMOCTi)

Place an unconscious casualty in the recovery position.
MomicTnTn noTepninoro 6e3 cBiAOMOCTi y CTabifibHE NMOMNOXKEHHS.

d. If the previous measures are unsuccessful, perform a surgical cricothyroidotomy using
one of the following:

d. Akwo nonepeHi 3axoan BuaABUNMUCS 6e3ycnillHMMK, BUKOHaANTE XipypridHy
KPUKOTMPEOIAOTOMII0, BAKOPUCTOBYHOYM OAHY 3 HACTYNHUX AiN:

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org
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e Bougie-aided open surgical technique using a flanged and cuffed airway cannula of
less than 10 mm outer diameter, 6-7 mm internal diameter, and 5- 8 cm of
intratracheal length

e BigkpuTa XipypridHa TexHika no NpoBiOHUKY, 3 BUKOPUCTAHHAM OOMOMIKHOIO Byxy, Ta
TpaxeanbHOI KaHHIi 3 dniaHUeM | MaHXeTOo 30BHILLHLOMO AiameTpa meHwe 10 mm,
BHYTPILUHBOrO AiameTpa 6-7 MM i BHYTpiLLHbOTpaxeasnbHOI AOBXMHU 5-8 cM

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

e CraHpapTHa BigKkpuTa XipypriyHa TexHika 3 BUKOPUCTaHHAM TpaxearnbHOT KaHtoni 3
donaHuemM Ta MaHXeTolo 3 30BHILUHIM AiaMeTpoM MeHLwe 10 MM, BHYTPILLHIM
JiaMeTpoM 6-7 MM i BHYTpILLHbOTpaxearbHOW JOBXUHOW 5-8 cM

Use lidocaine if the casualty is conscious.
BukopucTtoBynTe nigokaiH, aKLWo noTepninum y ceigoMocCTi.

e. Cervical spine stabilization is not necessary for casualties who have sustained only
penetrating trauma.

e. Ctabinisauis wunHoro Bigainy xpebTta He nNoTpibHa NocTpakganum, Wo oTpuMmanu nuwe
NPOHMKaIYi TpaBMU.

f. Monitor the hemoglobin oxygen saturation in casualties may change over time and
requires frequent reassessment.

f. KoHTpontonTe HacuyeHHs reMornobiHy KUCHeM Yy nocTpaxganux, 6o catypadisa moxe
3MiHIOBATMCA 3 YacoM, i BUMarae 4acTol nepeoLiHKu.

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

g. 3aexgu nam’atanTte, WO CTaH NPOXigHOCTI ANXanbHUX LWMSIXiB NOTEPMINIOro MoXe
3MiHIOBATMCA 3 YACOM i BMMarae 4acTol NepeoLiHKu.

e If an extraglottic airway with an air-filled cuff is used, the cuff pressure must be
monitored to avoid overpressurization, especially during a TACtical EVACuation
(TACEVAC) on an aircraft with the accompanying pressure changes.

e fKLLIO BMKOPUCTOBYIOTbCHA HALropTaHHI NPUCTPOT 3 MaHXXETOK HarnoBHEHOK MOBITPSAM,
HeobXigHO KOHTPOMBATU TUCK B MAHXETI, LWO6 YHUKHYTN HAOIULLIKOBOIO TUCKY B
AnxanbHUX Wwnaxax, ocobnmneo nig Yac TakTuYHOI NoBiTpsiHOT eBakyauii (TACEVAC) 3
CYnyTHIMW 3MiHAMWN aTMOCEPHOro TUCKY.

e Extraglottic airways will not be tolerated by a casualty who is not deeply unconscious.
If an unconscious casualty without direct airway trauma needs an airway intervention,
but does not tolerate an extraglottic airway, consider the use of a nasopharyngeal
airway.

e HapgroptaHHi NnpUCTpoi 3a3Bmnyan NoraHo NEPeHOCATLCA NOCTPaXAANMMM, LWLO He
nepebyBatoTb B IMUOOKIN HECBIAOMOCTI. AKLWO NnocTpaxxaanun 6e3 ceigoMocTi Ta 6e3
NpsiMOi TPaBMU AMXanbHUX LWNSAXiB NOTpebye MeguyHoro BTpyYaHHs, ane He MoXxe
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NepeHecTn BUKOPUCTAHHSA HaAropTaHHUX NPUCTPOIB, PO3rMAHLTE 3aCTOCYBaHHSA
HasodapuHreansHOro NoBITPONPOBOAY.

e For casualties with trauma to the face and mouth, or facial burns with suspected
inhalation injury, nasopharyngeal airways and extraglottic airways may not suffice
and a surgical cricothyroidotomy may be required.

e [Inga nocTpaxganunx 3 TpaBMoK obnnyys Ta poTy abo onikom obnmnyysa Ta nigo3poto
Ha iHransauinHy TpaBMy, BikOpiCTaHHA HazodapuHreansHUX NOBITPONPOBOAIB Ta
HagropTaHHIX NPUCTPOIB MOXe ByTn HeeEeKTUBHUM, | MOXe 3HagobuTncs XipypridHa
KPUKOTMPEOIAOTOMISA.

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

e KpuKOTMPEOoigoTOMiA HE MOBMHHA BUKOHYBATMCA Ha noTepninux 6e3 ceigoMocTi Ta 'y
AKNX HE BUSIBIEHO NPSMOI TPaBMU AMXaNbHUX LUASXIB; 3@ BUHATKOM, SIKLLO
BMKOPUCTaHHSA Ha3ogapuHreanbHOro NoBITPONpPoBoAy Ta/abo HagropTaHHMX
NPUCTPOIB AN BiAKPUTTS OMXanbHUX WAAXIB HE Oyno Banum.

5. RESPIRATION/BREATHING
5. AUXAHHA

a. Assess for tension pneumothorax and treat as necessary.
a. OUiHITb HasiBHICTb HaNpyXeHoro NHEBMOTOPAKCY Ta HajanTe AonomMory 3a HeobxigHOCTi.

e Suspect a tension pneumothorax and treat when a casualty has significant torso
trauma or primary blast injury and one or more of the following:

e 3anigo3piTe HanNpyXeHu NHEBMOTOPAKC Ta HaganTe ONOMOTrY, KO NOTEPNiNnni
Ma€ 3Ha4yHy NpoHuKatody abo 3akpuTy TpaBMy rpygHoi KniTku, Ta ogHe abo GinbLue 3
HaCTYMHOro:

m Severe or progressive respiratory distress
m  3HayHui abo nporpecyrounii pecnipaTopHUin QUCTpPeC

m Severe or progressive tachypnea
m [IpuckopeHa abo HapocTatoya YacToTa AUXaHHS (TaxinHoe)

Absent or markedly decreased breath sounds on one side of the chest
m  OcnabneHe uu BiACYTHE OUXaHHSA NpW aycKynbTaLil 3 oAHOro 60Ky rpyaHoi
KNiTKK

m Hemoglobin oxygen saturation < 90% on pulse oximetry
m HacuyeHHsa remorno6iHy kucHem < 90% npu NynbCOKCUMETPIi
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m  Shock
m LUlok

m Traumatic cardiac arrest without obviously fatal wounds
m  TpaBmaTtuyHa 3ynuHka cepus 6e3 ABHUX CMepTENbHNX NOpPaHEeHb

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

MPUMITKA: AKwo He HagaTu CBOEYaCHE NiKyBaHHS, HaNpYy>XeHWU NHEBMOTOPAKC MOXE
nporpecyeaTu Bif pecnipaTopHOro ANCTPECY A0 LIOKY Ta TpaBMaTMUYHOI 3YMNNHKN cepust.

e |Initial treatment of suspected tension pneumothorax:
e [loyaTKkoBe NiKyBaHHS NMpu Nigo3pi Ha Hanpy>XeHUn NMHEBMOTOPAKC:

If the casualty has a chest seal in place, burp or remove the chest seal.
m  SKLWO noTepninnin Mae OKMt3iNHY HaKNemky rpygHol KniTku, BUNYCTiTb NOBITPS
abo 3HIMITb ii.

m Establish pulse oximetry monitoring.
m BcTaHoBITb NyNbCOKCMMETP Ta ChifgKynTe 3a caTypauieto reMornobiHy

m Place the casualty in the supine or recovery position unless he or she is
conscious and needs to sit up to help keep the airway clear as a result of
maxillofacial trauma.

m [lomicTiTb nocTpaxganoro Ha crnvHy abo Ha 6iK; 3a BUHATKOM, SIKLLO
nocTpaxganuin nepebyeBae y CBiGOMOCTI i MOMy MOTPiIOHO cicTyn, Wob
NiaTPUMyBaTU NPOXIAHICTE ANXanbHUX LUASXIB BHACMIOOK WenenHo-nmueBol
TpaBMMu.

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

m BukoHanTe nyHKUiNHY AeKoMMpecito rpyaHOT MOPOXHUHM Ha Boui TpaBMK 3a
poromoroto rornku/katetepa 14G abo 10G Ta 8,25 cm (3,25-gronmis)
AOBXMHOI0.

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

®  SKWO NoTepninuin Mae 3HayHy NPOHUKarvy abo 3akpuTy TpaBmy rpyaHol
KNITKK, i Yy HBOro NPUCYTHI O3HAKM TpaBMaTUYHOI 3yNnHKK cepus (BiACYTHI
nynbC, ANXaHHS, peakuia Ha 60MnbOBI MOAPA3HUKN, Ta iHLUI O3HAKM XNUTTS),
aekomnpecynte obuasi CTOPOHM rPYAHOI KAITKM NepLU, HiXX MPUNUHUTK
HaJaHHS JONOMOTN.
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NOTE: Either the 5" intercostal space (ICS) in the anterior axillary line (AAL) or the 2™ ICS
in the mid-clavicular line (MCL) may be used for needle decompression (NDC.) If the
anterior (MCL) site is used, do not insert the needle medial to the nipple line.

MPUMITKA. MNyHKUiNHY JEKOMMPECIi0 MOXXHA BUKOHYBATU K y 5-My MixxpebepHomy
npomixky (ICS) no nepeaHin naxBuHHIN NiHii (AAL), Tak i y 2-My MixXpebepHOMY NPOMDKKY
(ICS) no cepeaHbokntoun4HiIn NiHiT (MCL). AKWwo BUKOPUCTOBYETLCA AifisTHKa Ha
cepeaHbokmtodnyHin niHii (MCL), He BBogbTE ronky megianbHO 4O fiHil cocka.

The needle/catheter unit should be inserted at an angle perpendicular to the chest wall and
just over the top of the lower rib at the insertion site. Insert the needle/catheter unit all the
way to the hub and hold it in place for 5-10 seconds to allow decompression to occur.
lonky/kateTep cnig BBOAUTM Mg KYyTOM NEPneHaNKYNApHUM 00 rPYAHOT KIiTKX Ta no
BEPXHLOMY Kpato HMKHBLOro pebpa B Micui BBeAeHHs. BBeaiTb ronky/katetep 4o ynopy T1a
yTpumyimTe horo Ha Micui npotsrom 5-10 cekyHa, o6 Biabynaca gekomnpecis.

After the NDC has been performed, remove the needle and leave the catheter in place.
[Micns npoBeAeHHA NYHKLUINHOT LEKOMMPECiT BUMMITb FOfKy Ta 3anuiTe KaTteTep Ha Micui.

e The NDC should be considered successful if:
e [lyHKUiNHY AekoMMpecito cnif BBaXkaTu YCNiLLHOM, SKLLO:

m Respiratory distress improves, OR
m  3MeHLWYyTbCA 03HaKM pecnipatopHoro anctpecy, ABO

m There is an obvious hissing sound as air escapes from the chest when NDC
is performed (this may be difficult to appreciate in high-noise environments),
OR

m [lig yac BuKoHaHHS aekoMnpecil 3 rpyaHol KNiTKM BUXOOUTb o4eBugHe
LWMMIHHA (e MOoXe ByTU BaXXKO OLIHUTU B cepefoBULLi 3 BUCOKUM PiBHEM
wymy), ABO

m Hemoglobin oxygen saturation increases to 90% or greater (note that this
may take several minutes and may not happen at altitude), OR

m Hacu4yeHHsa remornobiHy kucHeM 36inbLyetbesa Ao 90% abo binbLue (3BepHiTb
yBary, LLO Lie MOXe 3alHATU Kinbka XBUIUH | MOXe He BigbyBaTncs Ha BUCOTI),
ABO

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

m [lopaHeHun, wo G6yB 6e3 03HaK XUTTS, NPUXOAMTb 4O CBiAOMOCTI Ta/abo B
HbOrO 3’BMSETLCS pagianbHUA NynbC.

e |[f the initial NDC fails to improve the casualty’s signs/symptoms from the suspected
tension pneumothorax:

e AKWO noyaTkoBa NyHKUiHA AEKOMMPECist HE NOKpaLLy€e O3HAKN/CUMITOMMU
Hanpy>XeHoro MHeBMOTOPAKCY Y NoCTpaxaanoro:
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Perform a second NDC on the same side of the chest at whichever of the two
recommended sites was not previously used. Use a new needle/catheter unit
for the second attempt.

BukoHanTe gpyry NyHKUiMHY AEKOMMPECIiKO Ha Til K& CTOPOHI FPyaHOI KMiTKU B
OQHOMY 3 BOX PEKOMEHAOBAaHMX MiCUb, Sike He Byrno BMKOpMCTaHe 40 TOro.
BukopucToByiTE HOBY rosnky/kateTep.

Consider, based on the mechanism of injury and physical findings, whether
decompression of the opposite side of the chest may be needed.
MomipkyiiTe, BUXOL4AYN 3 MEXaHI3MY TpaBMM Ta CUMMATOMIB, UM NOTPiGHA
AeKoMnpecia NPOTUNEXHOro 6OKy rpyaHOi KMiTKu.

Continue to re-assess!
lMpogoBxXynTe NnepeoLiHoBaTh KMiHiYHMIA CTaH!

e |[f the initial NDC was successful, but symptoms later recur:
e KO cnoyaTKy gekoMnpecis Oyna eekTUBHO, ane CMMATOMM MidHille
BiJHOBUINCb:

Perform another NDC at the same site that was used previously. Use a new
needle/catheter unit for the repeat NDC.

BukoHanTe Wwe ogHy NyHKUinHYy AeKoMnpecito 3 Toro X 6oky, ae 6yna
nposegeHa norepefHsa cnpoba. BukopucTtosyinTe HOBY ronky/katetep Ans
NMOBTOPHOT AEKOMMPECIT.

Continue to re-assess!
MpopoBxynTe NnepeoLiHoBaTK KMiHIYHUIA cTaH!

e If the second NDC is also not successful:
e AKWO Apyra nyHKUinHa 4EKOMNPECIs TakoX He BAanach:

Continue on to the Circulation section of the TCCC Guidelines.
Mepengitb oo posainy Kpoeoobir npotokony TCCC.

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

b. Yci BigkpuTi paHu rpyaHoi KniTkn Ta/abo paHu, Wo BCMOKTYOTb NOBITPS, cnig 06pobnatu
HeramHo, Haknagar4m OKIHO3iNHY HaKIENKY 3 KnanaHoM, Wob npukpuTn gedekT. AKWo
Haknemnka 3 KnanaHoMm HegOCTYMNHa, BUKOPUCTOBYMTE Haknerky 6e3 knanaHy. Cnigkynte 3a
nopaHeHNM Ha nNpegMeT MOXIMBOIO PO3BUTKY HaMPY>KEHOro NHEBMOTOpPAaKCY. AKLLO Y
NnoTepninioro po3BMBAETLCA HAapOCcTato4a rinokcis, pecnipatopHM gucTpec abo rinoToHis, i €
nigo3pa Ha HanpyXeHu NHEBMOTOpAakKC, Tpeba nikyBaTu LWMASIXOM BUNYCKY NOBITPS
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(BigkneiBWIM OAMH Kpal HaKIENKN), 3HATTS HAKNEenkn abo BUKOHAHHS MYHKUINHOT
Aekomnpecii.

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

c. Po3noyHiTb nynbcokcMmeTpito. B ycix ocid 3 nomipHoto/Baxkkoro dopmoro UMT
(YepenHo-Mmo3koBa TpaBMa) Mae NPOBOANTUCS MyNbCOKCUMETPIA. MNMokasaHHA MOXyTb ByTn
OMaHJSIMBMMW B YMOBaX LLOKY abo BUPaXeHOI rinoTepmil.

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

d. lNopaHeHnM i3 nomipHoto/TskKo dhopmoto UMT cnig HagaTn 4oAaTKOBUIM KMCEHb, SIKLLO
BiH JOCTYNHUR, Wo6 NigTpMMyBaTh KUCHEBE Hacn4eHHs > 90%.

6. CIRCULATION
6. KPOBOOBII

a. Bleeding
a. KpoBoTteua

e A pelvic binder should be applied for cases of suspected pelvic fracture: Severe blunt
force or blast injury with one or more of the following indications:
e Y pasi nigo3pu Ha neperiom KicToK Tasy cnif HaknagaTtu Ta3oBui baHgax:

TpaBma Big BMOyxy abo cunbHOro ygapy TynMm npegMeTom 3 ogHieto abo Kinbkoma
HaCTYMHUX O3HaK:

m Pelvic pain
m binb B ginsaHui Tasy

= Any major lower limb amputation or near amputation
m DByab-aka Bucoka amnyTauis HWXKHBOI KiHUiBKM abo 6rnnsbka 4o amnyTauii

m Physical exam findings suggestive of a pelvic fracture
m Pesynbraty KniHiYHOro 06CTeXXEeHHSA BKa3yoTb Ha Nepenom Tasa

m Unconsciousness
m [locTtpaxaganun 6e3 cBigoOMOCTi

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

[MOBTOPHO OLiHITE NoNepeaHe HaknagaHHs TypHikeTy. OrmsHbTE paHy | BU3HaJTe, un
NoTpiBGeH TypHiIKeT. AKWO Le HeobXiaHO, 3aMiHITb Oyab-AKNUIA TYPHIKET KiHLIBKY,
HaKnageHun Ha yHiopmy, Ha TOW, SKUIN HaknagaeTbca 6e3nocepeaHbo Ha LKIpY Ha
5-8 cm (2-3 gronma) BuLLe Micusa KpoBoTeui. [epekoHanTecs, Lo KpoBoTeva
3ynHeHa. AKLLOo TpaBMaTMYHOI amnyTalii Hemae, HeobxigHO NepeBipuUTy
ONCTanbHUIM Nynbe. AKLWO KpoBOoTEYa TpMBae abo guctanbHUI NynbC BCe e
MPUCYTHIN, pO3rNAHLTE MOXIMBICTb AOAATKOBOrO 3aTAryBaHHS TYpHikeTy abo
BMKOPWUCTAHHS OPYroro TYPHIKETY NMOopyd i3 nepLuunM, Wob yCyHyTu KpoBoTeYy Ta
OUCTanbHUN Nyrbe. AKLWO NOBTOPHA OLiHKA BU3HAYUTD, LLIO MONepeaHin TYpHIKeT He
OyB NOTPIOHMM, 3HIMITb TYPHIKET i Big3Ha4uTe Yac 3HATTA B kapTui notepninoro TCCC.

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

TypHikeTV AN KiHLIBOK i BY3rOBi TYPHIKETU MNOBUHHI ByTW 3aMiHEHi Ha KPOBOCMUHHI
abo KOMMPECIlHI MOB’SI3KN SIKOMOra LUBUALLE, SIKLLIO BUKOHYKOTLCS TPU KPUTEPIi:
noTepninuin He nepebyBae B CTaHi LLOKY; € MOXIMBICTb YBaXXHO CTEXMUTU 3a PaHOI0 Ha
npegmMeT KpOBOTeMi; | TYpHIKeT He ByB BUKOPUCTaHUIA OIS 3yNUHKN KPOBOTEYI Ha
aMMyToBaHin KiHUiBLi. HeobXxigHO OKMacTu BCiX 3ycunb, WoO6 3aMiHUTU TYpPHIKET
MEHLL HiX 3a 2 roguHK, SIKLLO KPOBOTEYY MOXHA KOHTPOSHOBATY iHLLUMMK 3acobamu.
He 3HimMalTe TypHIKeT, HaknageHun binbLue 6 roguH Hasag, SKWo HeMae
MOXITMBOCTEN NTabopaTopHUX JOCHIIKEHDb | PETENbHOro CNOCTEPEXEHHS.

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

MpoBeaiTb 06MiK i 4iTKO NO3HaYTe Yac, KONN KOXXHUIN TYpHIKeT OyB HaknageHun. B
kapTui notepninoro TCCC nosHauTe, siki TypHiKeT Byno 3acTocoBaHO Ta 4vac ix
HaknagaHHSA; Yac NOBTOPHOIO HaKNadaHHS; vyac ix 3aMiHEeHHS; Ta Yac, KOnv BOHU
Oynu 3HATI. [o3Ha4YTe NepMaHeHTHUM MapkepoM Ha TYPHIKEeTI Ta B KapTui
noTepninoro.
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b. Assess for hemorrhagic shock (altered mental status in the absence
of brain injury and/or weak or absent radial pulse).

b. MpoBeaiTb ornaag Ha npegMeT reMopariyHoro WoKy (3HWXeHUW piBeHb
CBiAOMOCTI 3a BiACYTHOCTi TpaBMU royIoOBHOro Mo3Ky Ta/abo crnabkuum 4m
BiACYTHIN pagianbHUM NynbCe).

c. IV/IO Access
c. BHyTpiwHbOBeHHUM (B/B) ab0 BHYTpilWWHbLOKICTKOBUM (B/K) gocTyn

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

e [lokasaHui BHYTPILUHbOBEHHWUI (B/B) ab0 BHYTPILLHBOKICTKOBUM (B/K) AOCTYM, SKLLO
noTepninuin nepebyBae y CTaHi remopariyHoro oKy, abo Mae 3Ha4YHUI PU3NK
PO3BUTKY LLIOKY (TOMY MOX€ 3Hagobutncsa npoBeneHHs iHy3inHoi Tepanii), abo
nopaHeHomy HeobxigHO BBOAUTU MeOUKAMEHTU, SKi HEMOXIUBO MPUAHATK
nepoparbHo.

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

m Harikpauwe BukopuctoByBaTu katetep 18G abo 3aMok 3 i3ionorivyHnm
PO34YMHOM.

m If vascular access is needed but not quickly obtainable via the IV route, use
the 10 route.

m  AKuwo HeobxigHa peaHimMalid, a BHYTPILUHbOBEHHWUA JOCTYMN HEMOXITMBO
LWBNOKO OTPMMaTK, BUKOPUCTaNTE BHYTPILUHLOKICTKOBMIA JOCTYN

d. Tranexamic Acid (TXA)
d. TpaHekcamoBa kucrnota (TXA)

e If a casualty will likely need a blood transfusion (for example: presents with
hemorrhagic shock, one or more major amputations, penetrating torso trauma, or
evidence of severe bleeding)

e {KLLO NOTepninomy, MMOBIPHO, 3HAO0OUTLCA NepennBaHHSA KPOBi (HanpuKkniaa: BiH y
CTaHi remopariyHoro LIoKy, ogHa abo Kiflbka BENUKMX amnyTaLii, NpoHMKatoya
TpaBma Tynyba abo 03HaKku CUMbHOT KPOBOTEM)

OR - ABO

e If the casualty has signs or symptoms of significant TBI or has altered metal status
associated with blast injury or blunt trauma"

e SKLIO NOTepninuMi Mae 03Hakn Ym cumntomu 3HadHol UMT abo 3HWXKeHui piBeHb
CBiZAOMOCTI, NOB’si3aHWI i3 BUOYXOBOK TpaBMOK abo TpaBMOI 3a4aHOoK Tynnum
npeameTom
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m  Administer 2 gm of tranexamic acid via slow IV or 10 push as soon as
possible but NOT later than 3 hours after injury.

m [loBiINbHO BBEAITb 2 I TPAHEKCAMOBOI KUCNOTU BHYTPILUHBOBEHHO/
BHYTPILUHBbOKICTKOBO sikoMora wsugle, ane HE nisHiwe Hixx Yepes 3 roguHm
nicns Tpasmu.

e. Fluid resuscitation
e. IHdy3inHa Tepanis

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

e OrnsaHbTe NauieHTa Ha HasIBHICTb reMopariyHoro WoKy (MOpYLUEHHS CBIAOMOCTI 3a
BiACYTHOCTI YLUKOKEHHSI MO3Ky abo/i cnabkun 4m BiACYTHIN pagianbHUM Nynse).

e The resuscitation fluids of choice for casualties in hemorrhagic shock, listed from
most to least preferred, are:

e PekomeHOOBaHi po34MHKM AN peaHiMauii MOpaHeHuX y CTaHi remopari4Horo LLOKY,
noYnHaKuM Big HanKpaLmx:

1. Cold stored low titer O whole blood
1. LUinbHa kpoB rpynu O 3 HU3bKUM TUTPOM arfoTUHIHIB, WO 36epiranack B ymoBax
xonoguribHUKa

2. Pre-screened low titer O fresh whole blood
2. Caixa UinbHa KpoB rpynu O 3 HU3bKUM TUTPOM arftoTUHIHIB Big nonepegHb0o 06CTEXEHNX
OoHopiB

3. Plasma, red blood cells (RBCs) and platelets in a 1:1:1 ratio
3. Mnaama, eputpoumnTn (epuTpoumnTi) i TPOMOOUMTK Y ChniBBigHOLWWEHHI 1:1:1

4. Plasma and RBCs in a 1:1 ratio
4. [Mna3ma Ta epuTpoLnTK Y cniBeigHOLWeEHHI 1:1

5. Plasma or RBCs alone
5. MNnaama abo epuTpoOLNTM OKPEMO

NOTE: Hypothermia prevention measures [Section 7] should be initiated while fluid
resuscitation is being accomplished.

MPUMITKA. 3axogu wono 3anobiraHHs rinotepmii [Poagin 7] cnig po3noyaTu nig yac
npoBeaeHHs iH(y3inHoT Tepanil.

If not in shock:
AKLOo LWOoK BIACYTHIN:

e No IV fluids are immediately necessary.
e Hemae HeranHoi NOTpebu y BHYTPILLHEOBEHHOMY BBEAEHHI IH(DY3IMHOMO PO34MHY.
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e Fluids by mouth are permissible if the casualty is conscious and can swallow.
e MoxxHa gaBat nopaHEHOMY NUTK, SKLLO BiH Y CBIOOMOCTI | MOXe KOBTaTU

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

SAKLWIO NOTepninui y CTaHi LWOKY, i npenapaTn KPoBi € B HAABHOCTI Ta iIX BUKOPUCTAHHSA
A03BOMEHO Bi4NOBIAHNMW NPOTOKONaMMU:

Resuscitate with cold stored low titer O whole blood, or, if not available
MepenueanTe UinbHy KpoB rpynu O 3 HA3LKMM TUTPOM arfoTUHIHIB, LLO 30epiranack B
yMOBax XxornogurbHvka abo, SKLo BOHa He JOCTynHa

Pre-screened low titer O fresh whole blood, or, if not available
CBaixo3aroToBreHy UifbHYy KpoB rpynu O 3 HU3bKUM TUTPOM arfnioTUHIHIB Big
nonepeaHbo 00CTEXEHMX JOHOPIB abo, SIKLLO BOHA HE SOCTYMNHa

Plasma, RBCs, and platelets in a 1:1:1 ratio, or, if not available
Mnasmy, eputpoumnTh i TPOMOOLMTKM Yy cniBgigHOLWEHHI 1:1:1 abo, sKWo He JOCTYMHO

Plasma and RBCs in a 1:1 ratio, or, if not available
lMna3my Ta epuTpPOLMTM Y CniBBigHOLWEHHI 1:1 abo, SKLWO He JOCTYMNHO

Reconstituted dried plasma, liquid plasma or thawed plasma alone or RBCs alone
BigHoBRneHy cyxy nnasmy, pigky nnasmy abo nuiie po3amMopoXKeHy nna3mMy OKpemo
abo OKpeMO epuUTpOLUTH

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

e [lepeBipsanTe cTaH NOCTPaXKAanoro Nicns KOXHOro BBEAEHHS OauHULL npenapary.
MpopoBxynTe peaHimaLito, NOKM He Byae HasBHUIA padianibHUN NyNbC, NOKpaLLEHHS
CTaHy CBIiAOMOCTi abo JOCArHEHHS NoKasHMKa cucTonivyHoro Tucky 100 mm pt. CT.

e Discontinue fluid administration when one or more of the above end points has been
achieved.

e [lpunNuHITL BBEOEHHS PO3YMHIB, KON OOCATHETE 0gHOro abo GinbLue 3 BuLEe
nepepaxoBaHnX MyHKTIB.

e If blood products are transfused, administer one gram of calcium (30 ml of 10%
calcium gluconate or 10 ml of 10% calcium chloride) IV/IO after the first transfused
product.

e SKLLIO NPOAYKTU KPOBI BXXE NepennTo, BBeaiTb oanH rpam kanbLito (30 mn 10%
rmoKoHaTy kanbuito abo 10 mn 10% xnopuay KanbLito) BHYTPILLHEOBEHHO/
BHYTPILLUHBOKICTKOBO MiCrisi NepLuoi 4o3n KpoBi abo il KOMMOHEHTIB.

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org

Hadcunatime 3anumaHHsi, pekomeHOauii i nporoHytime 3miHU 0o daHo20 AoKymMeHmMy 3a adpecoro A



Page 19 of 40

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

BpaxoBytoun nigBULLEHNI PU3KK NOTEHLIMHO CMEPTENBbHOI reMOSITUYHOT peakLil,
nepennBaHHsA HenepeBiPeHOT CBIXKOI LiNbHOT KpoBi rpynn O abo BU3HAYEHHS rpynu LinbHOI
CBiXOi KpoBi Mae 6yTn NnpoBeaeHO NuLLe Nia BigNoOBiAHMM KOHTPONEM KBanidikoBaHOro
Meau4yHOro nepcoHany.

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

MepenvBaHHS NOBMHHO BigOyBaTMUCA AKOMOra LWBKUALLE MiCNA BUSBMNEHHSA XUTTEBO
Hebe3nevyHoi KpoBOTeui, OB 36eperti XUTTH nauieHTa. AKWo NpoayKTU KPOBi 3 HEraTMBHUM
pesyc-(hakTopoM He AOCTYMHI Biapasy, Cnif BUKOPUCTOBYBATK NpenapaTu KpoBi 3
NO3MTUBHMUM pe3yc-hakToOpOM MpU HAsBHOMY remopariyHOMy LLIOL.

If a casualty with an altered mental status due to suspected TBI has a weak or absent radial
pulse, resuscitate as necessary to restore and maintain a normal radial pulse. If BP
monitoring is available, maintain a target systolic BP between 100-110 mmHg.

AKWo y nopaHeHoro i3 NopyLeHo ceigomicTio BHacnigok YMT cnabkuin abo BigcyTHIN
NPOMEHEBUI NyIbC, HEOOXiAHO BBOAMTM iHAPY3iNHI PO34MHM AN BiQHOBNEHHS Ta MiATPUMKM
HOpPMasibHOro NPOMEHEBOIO NYMbCY. AKLWO MOXIMBE BIOCTEXEHHS TUCKY, NioTPpUMynTe
cuctonivyHnm Tuck B mexxax 100-110 mm pT.CT.

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

YacTto ornsigante noctpaxganoro, wob nepesipuTn, Y He MOYNHAETLCSA 3HOBY CTaH LLIOKY.
AKWO BUSIBNEHO 03HAKM MOBTOPHOrO LLIOKY, NepeBipTe BCi 3aC00M 3YMWHKN 30BHILLUHBOT
KpOBOTEMI, Ta BMEBHITLCS B IX €(PEKTUBHOCTI i MOBTOPITh IHQY3iNHY Tepanito, K OnMcaHo
BULLE.

f. Refractory Shock
f. PecppakTepHnn wok

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

e AKLIO BBEOEHHSA peaHiMaLinHol PigMHM Y MOCTPaXk4arioro B CTaHi LLOKY He €
e(PEeKTUBHOLO, PO3MMSAHbLTE HENIKOBAHWUI HaNpPy>XeHUn NHEBMOTOPAKC K MOXIMBY
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NPUYNHY pedpakTepHOro LWoKy. TpaBma rpyaHol KMiTKK, CTiKe MOPYLUEHHS OUXaHHS,
BIACYTHICTb LUYMIiB OUXaHHA Ta HAacU4YeHHSA reMornobiHy kucHem < 90%
NiATBEPOXKYOTh Len AdiarHo3s. JlikyrnTe 3a 4ONOMOror NyHKLUIMHOT Aekomnpecil ABiui
abo nanbLUeBOi TOPAKOCTOMIi/ApEHYBaHHS TPYAHOI MOPOXHUHU Y 5-My MixkpebGepHoMy
npomixky (ICS) no nepedHin naxeuHHIM NiHii (AAL), BiZnoBIiZHO A0 HABMYOK, JOCBIAY
Ta NiueHsin Ha Taki MaHinynauii. 3ayBaxTe, WO SKLO BUKOPUCTOBYETLCA NarbLeBa
TOPaAKOCTOMisi, BOHa MOXe He 3anuLLMTUCS BIAKPUTORD, | NanbLeBy AEeKOMMPECIto
yepes Ler po3pi3, MOXIMBO, OBeAETbCS MOBTOPUTU. PO3rNAHBTE MOXIUBICTb
AeKoMnpecii NPOTUNEXHOT CTOPOHWU IPYAHOT KITITKKU, B 3aNEeXHOCTI Big MexaHiamy
TpaBMu Ta pe3ynbTartiB KriHIYHOro ornsay.

7. HYPOTHERMIA PREVENTION
7. NONEPEMXEHHSA MNNOTEPMIT

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

a. BxxmBanTe paHHix i arpecuBHUX 3axodis, WoO6 3anobirtv noganbLuii BTpaTi Tenna Tinowm,
KOSIM Lie MOXINUBO, 3irpiBanTe NopaHEHoro, K Npu TpaBMax, Tak i3 3Ha4HUMK OnikaMu.

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

b. MiHiMi3yTe KOHTaKT NOCTpaXgarnoro 3 XOrO4HOK 3eMIiel0, BiTPOM Ta TeMnepaTypamu
noBiTps. MNMoMicTiTb i30nAUINHUI MaTepian MiX NoTepninum i 6yab-KO XONogHOK
NMoOBEPXHEID SIkOMora LBMALLe. 3anuiiTe 3axmMcHe CnopsiaXXeHHs Ha noTepniniomy abo nopyy
i3 HAM, AKLLO Lie MOXIMBO.

c. Replace wet clothing with dry clothing, if possible, and protect from further heat loss.
€. 3aMiHITb MOKPUIA OASAr CyXMM, SKLLO Lie MOXINBO, | 3aXMCTIiThb Big noganbLlumx BTpaT Tenna.

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

d. Bkpuinte nopaHeHoro Tennosbepirato4oro KOBOPOK TakMM YMHOM, W06 BOHA nokpueana
nepenHio YactTuHy Tynyba nopaHeHOoro Ta NiaAropHiTb KOBAPY Mig Naxsu (3 METO
3anobiraHHA onikam He po3milynTe Byab-aKy Tennosbepiratody koBapy 6e3nocepeHbo Ha
LUKipY Ta MOBHICTIO HE 3aropTanTe HaBkomo Tyny6a)

e. Enclose the casualty with the exterior impermeable enclosure bag.
e. Bknagite nopaHeHoro B repMeTUYHUN MiLLOK .

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

f. Alkomora weugLe 3amMiHiTb TepMOpedNeKTOPHI KOBAPY Ha CUCTEMU 3 KPALLOO
TEN0I30N4AUi€l0, BUKOPMUCTOBYHOUN CNarbHUM MILLIOK i3 KantoWoHOM abo iHLLI NerkogocTynHi
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yTenmnoBayi BcepeaynHi Millka; TakoXX MOXHa BUKOPUCTOBYBATU 30BHILLHI CUCTEMU 30epiraHHA
Tenna ta BOMoru.

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

g. lNepen 3amiHOO Hei3onNboOBaHOI cUCTEMU 3acOBiB NONepe;KeHHs rinoTepmii Ha
TEN0i30/IbOBaHy CUCTEMY OCTaHHIO HEODOXiAHO MONEepPeaHLO HarpiTh; 3a MOXITUBOCTI
HamaranTecb BAOCKOHanNOBaT cucteMy 3acobiB nonepesXeHHs rinotepmii

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

h. BukopuctoBynTe HarpiBanbH1UM NpUCTpIN, WO XUBUTbCA Big 6atapel, ang /B abo B/K
BBeAEHHS iHY3IMHUX PiaUH BIAMNOBIAHO A0 YMHHMX BKkadiBok CoTCCC, npu WBNOKOCTI
notoky ao 150 mn/xe 3 Temnepartypoto Ha Buxogi 38°C.

i. Protect the casualty from exposure to wind and precipitation on any evacuation platform.
i. 3axuMcTiTh NOCTpaxaanoro Big BNAMBY BIiTPY Ta aTMOcdepHUX onagis npu 6yab-akin
eBakyaLliHin nnatgopmi.

8. PENETRATING EYE TRAUMA
8. MIPOHUKAIOYA TPABMA OKA

a. If a penetrating eye injury is noted or suspected:
a. SKLo BMsIBNEeHa NpoHMKatoya TpaBMa oka abo € nigospa Ha Her:

Perform a rapid field test of visual acuity and document findings.
BukoHanTe LWBWAKMI NONLOBUI TECT Ha FOCTPOTY 30pY Ta 3aJ0KYMEHTYNTe
pesynsraTtiu.

Cover the eye with a rigid eye shield (NOT a pressure patch.)
HakpuiTe oKo 3aXMCHUM XOPCTKMUM LLUMTKOM Ans overt (HE BukopuctoByimnte
3BWYaNHY NOB’AA3KY, SKa 34iIMCHIOE TUCK Ha OKO).

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

e [lepekoHanTecs, Wo noctpaxganun npunHas 400 Mr MokcudpsiokcaLmHy 3
KOMMIEKTY MEAMKaMEHTIB 4118 NOpaHeHNX, AKLLO Lie MOXIMBO; Ta AKLLO
nocTpaxaganui He 30aTHUIN NPOKOBTHYTK TabrneTky MoKcudriokcaLmHy, To BBEAITb
aHTMBIOTUKM B/B, B/K UM B/M, SIK 3a3HAYEHO HMKYE.
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9. MONITORING
9. CNOCTEPEXEHHA

a. Initiate advanced electronic monitoring if indicated and if monitoring equipment is
available.

a. Po3noyHiTh AogaTKOBE ENEKTPOHHE CMOCTEPEXKEHHS, AKLLO HEOOXiAHO, Ta AKLLIO
obrnagHaHHA € B HAasiBHOCTI.

10. ANALGESIA
10. AHAJIbI'E3IA

a. TCCC non-medical first responders should provide analgesia on the battlefield
achieved by using:

He meauyHin nepcoHan nosuHeH 3abe3nedyBaTn 3HeOONIOBaHHA Ha noni 60 HAaCTyNHUM
YUMHOM:

Mild to Moderate Pain
Cnabkui Ta nomipHuUi Binb.

Casualty is still able to fight
[MopaHeHuin 3gaTHUI NPoAOoBXKyBaTK GOMOBI Aji.

e TCCC Combat Wound Medication Pack (CWMP)
e Habip megukameHTiB Ans nopaHeHnx TCCC:

m Acetaminophen — 500 mg tablet, 2 PO every 8 hours
m  AueTtamiHodeH ([Mapauetamon) — Ttabnetka 500 wmr, 2
TabneTkn KOXHi 8 roanH nepopaneHo

Meloxicam — 15 mg PO once a day
m  Menokcukam — 15 mr 1 pa3 Ha oGy nepopanbHO

b. ICCC Medical Personnel:
b. MeduyHuli nepcoHa:

SAkwio dornomoey Halae meQu4HULll nepcoHalsl, 3Heb6os1roe8aHHs Ha rnoJli 600 NosuHHe
nepeesaxkHo docsizamucsi 3a 0MOMO20H MPLOX éapiaHMie:

Option 1
BapiaHnm 1

e Mild to Moderate Pain
e Cnabkui Ta nomipHuUi Binb.
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e (Casualty is still able to fight
e [lopaHeHun 3gaTHUN NPOAOBXKYBaTK OOKMOBI Ail.

m TCCC Combat Wound Medication Pack (CWMP)
m Habip megukameHTiB gns nopaHeHux TCCC:

Acetaminophen — 500 mg tablet, 2 PO every 8 hours
AueTtamiHodeH (Mapauetamon) — Tabnetka 500 mr, 2 TabNeTkn KOXHi
8 roovH nepoparnbHO

Meloxicam — 15 mg PO once a day
Menokcukam — 15 mr 1 pa3 Ha Joly nepopanbHO

Option 2
BapiaHm 2

Mild to Moderate Pain
Cnabkuii Ta nomipHUi Ginb.

e Casualty IS NOT in shock or respiratory distress AND Casualty IS NOT at significant
risk of developing either condition.

e [loctpaxganuin HE € y cTaHi woky 4m pecnipatopHoro guctpecy, TA HEMAE
3HAYHOrO PU3NKY PO3BUTKY KOAHOTO 3i CTaHIB.

m Oral transmucosal fentanyl citrate (OTFC) 800 ug
m  OpanbHo TpaHcMyKo3anbHO heHTaHiny untpat (OTOL) 800 mr

e May repeat once more after 15 minutes if pain uncontrolled by first
e [lo3y MOXHa NoBTOPUTK 3a 15 XB, AKLLO NiCNs BBEOAEHHS NepLUol -
0031 He JOCSATHYTO 3HEBOIMOYOro edhekTy

TCCC Combat Paramedics or Providers:
Skwo doromoey Hadae bolosul napameduk:

Fentanyl 50 mcg IV/IO (0.5-1 mcg/kg)
m  DeHTaHin 50 MKr BHYTPILLHLOM 130BO ab0 BHYTPILLHLOKICTKOBO (0,5-1 MKI/Kr)

e May repeat g 30 min
e [lo3y moxHa nostoputh 3a 30 xB

Fentanyl 100 mcg IN
m  PenTanin 100 mkr

e May repeat q 30 min
e [lo3y moxxHa nosTtopuTu 3a 30 xB
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Option 3
BapiaHm 3

Moderate to Severe Pain
MomipHuMI abo cunbHM Ginb.

e (Casualty IS in hemorrhagic shock or respiratory distress OR

e [lopaHeHun 3HAXOOWUTBLCH y cTaHi remopariyHoro Lwoky abo pecnipatopHOro
anctpecy ABO

Casualty IS at significant risk of developing either condition:
Y notepninoro € 3Ha4YHUN PU3NK PO3BUTKY OOOX LIMX CTaHIB:

m  Ketamine 20-30 mg (or 0.2 - 0.3 mg/kg) slow IV or IO push
m Ketamin 20-30 mr (a6o 0,2-0,3 Mr/kr) NoBiNibHO BHYTPILLHEOBEHHO abo
BHYTPILLUHLOKICTKOBO

Repeat doses q 20min prn for IV or IO
Mpw noTpebi noBTOpOBaTN J03Y KOXHI 20XB BHYTPILLHBOBEHHO ab0o
BHYTPILUHBOKICTKOBO

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

e 3aBepLUEHHS: KOHTPOrb 6o abo po3BUTKY HicTarmy (PUTMIYHUIA pyX
o4en 3niBa Hanpaso i HaBMnakwn).

m  Ketamine 50-100 mg (or 0.5-1 mg/kg) IM or IN
m  Ketamin 50-100 mr (a6o 0,5-1 Mr/kr) BHYTPiLULHBOM’S1I30BO abo iHTpaHa3anbHO

e Repeat doses q20-30 min prn for IM or IN
e [lpu notpebi nosToptoBaTH 403y KOXHI 20-30 XB BHYTPILLHBOM’A30BO
abo iHTpaHa3anbHo

Option 4
BapiaHm 4

TCCC Combat Paramedics or Providers:
SHKkwo doniomoay Hadae boliosuli napameouk

e Sedation required: significant severe injuries requiring dissociation for patient safety
or mission success or when a casualty requires an invasive procedure; must be
prepared to secure the airway:

e HeobxigHa cepauifa: 3Ha4YHi BaxKi TpaBmu, ki nOoTpebyoTb ancouiauii Ana 6e3neku
naujieHTa abo ycnixy micii, abo konu notepninomMy noTpibHa iHBa3nBHa NpoLenypa;
NOBMHHI ByTK roToBI 3a6e3neunT NPOXIgHICTb ANXanbHUX LUNAXIB:
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m  Ketamine 1-2 mg/kg slow IV/IO push initial dose
m [loBinbHO BBECTU noyaTkoBy Ao3y KetamiHy 1-2 mr/kr
BHYTPILLHEOBEHHO/BHYTPILLHLOKICTKOBO

e Endpoints: procedural (dissociative) anesthesia
e LlinboBuii piBeHb: npoueaypHa (aucouiaTuBHa) aHecTesiqa

m  Ketamine 300 mg IM (or 2-3 mg/kg IM) initial dose
m [loyaTtkoBa go3a - ketamiH 300 Mr BHYTPILLHBOM'S1I30BO (200 2-3 Mr/kr
BHYTPILLHBOM’SI30B0)

e Endpoints: procedural (dissociative) anesthesia
e LlinboBuI piBeHb: NpouenypHa (gucoliatneHa) aHecTesis

If an emergence phenomenon occurs, consider giving 0.5-2 mg IV/IO midazolam.
AKwo BUHMKaE genipin abo 30ygKeHHs, CNPUYMHEHI aHeCTe3ier, PO3rMaHbTe
MOXNMBICTb BBegeHHs 0,5-2 mr migasonamy B/B abo B/K

If continued dissociation is required, move to the Prolonged Casualty Care (PCC)
analgesia and sedation guidelines.

Axwo noTpibHa noganblua ceaadis, Nepenaite 4O pekoMeHaauin Wwoao 3HeboneHHs
Ta cegauii NpoTokony nponoHroBaHoi gonomMoru nopaHeHum (Prolonged Casualty
Care, PCC)

If longer duration analgesia is required:
Akwo HeobxigHa BinbL TpuBana aHanresis:

m  Ketamine slow IV/IO infusion 0.3 mg/kg in 100 ml 0.9% sodium chloride over
5-15 minutes.

m [loBinbHe B/B 4n B/K BBeAeHHA keTamiHy 0,3 mr/kry 100 mn 0,9% HaTpito
xfiopuay npotsarom 5-15 XBUnuH.

e Repeat doses q45min prn for IV or 1O
e [lpu noTpebi noBTOpPIOBaTH A03Y KOXHI 45 XB B/B ab0 B/K

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

e 3aBepLUeHHSA: KOHTpontonTe B6inlb abo PO3BUTOK HiCTarmy (PUTMIYHWIA
pyXx o4ein 3niBa Hanpaso i HaBMnakun).
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Analgesia and sedation notes:
3ayBaXkeHHs o0 3HEDOMOBAHHS:

Casualties need to be disarmed after being given OTFC, IV/10 fentanyl, ketamine, or
midazolam.

[Micns 3acTocyBaHHA LUTpATy PeHTaHiny B opankbHii oopMmi, heHTaHiny untparty B/B
abo B/k, keTaMiHy abo Migasonamy nopaHeHoro HeobxigHO po336poiTu.

The goal of analgesia is to reduce pain to a tolerable level while still protecting their
airway and mentation.

Meta 3HeboneHHs nonsrae y aMeHLeHHi 6010 4O A0OMNYCTUMOrO PiBHS, HA SIKOMY LLe
30epiraeTbCa NPOXiAHICTb ANXanbHUX LUNSIXiB Ta CBIAOMICTb

The goal of sedation is to stop awareness of painful procedures.
MeToto cepauii € NPUNMHEHHS Big4yTTa 60MNICHNX MaHinynsauin.

Document a mental status exam using the AVPU method prior to administering
opioids or ketamine.

3aJ0KyMeHTYNTe CTaH CBIAOMOCTI MOCTpaxaanoro sukopuctosytoun metog CIrbH
(cBigoMmicTb, peakuist Ha ronoc, peakuis Ha Bifib, HEMPUTOMHWI) Nepen BBEAEHHSM
onioigis abo KeTamiHy.

For all casualties given opioids, ketamine or benzodiazepines — monitor airway,
breathing, and circulation closely.

Y BCiX NopaHeHnx, SKMM BBOAWUN onioigun, ketamiH abo 6eH3ogiaseniHu, crnig nunbHO
CTEXWUTK 3a NPOXIAHICTIO ANXanbHUX LUNSXIB, ANXaHHAM Ta KPOBOODIroMm.

Directions for administering OTFC:
IHCTpYKUIT Wono aamiHicTpyBaHHA OTOL, (opanbHO TpaHCMyKo3anbHO beHTaHiny
umTpar):

Place lozenge between the cheek and the gum
m [TomicTiTb TabneTKy-NbOASHMK MiXK LLIOKOO i sICHaMum

m Do not chew the lozenge
m He xynte TabneTky-nboAsHUK

m Recommend taping lozenge-on-a-stick to casualty’s finger as an added safety
measure OR utilizing a safety pin and rubber band to attach the lozenge
(under tension) to the patient’s uniform or plate

m PekomMeHO0BaHO NPUKPINUTX CMOKTanbHy TabneTky Ha nanuuui
(TabneTky-NboAsHMK) OO Nanbusa NopaHEeHOoro sk 4oaaTKoBMI 3acib 6eaneku
ABO BukopucToByBaTn BynasKy Ta pe3unHKy, LWo6 NPUKpInMTY NbOAAHUK (Nig,
TMUCKOM) A0 yHichopmu nauieHTa abo BpoHexuneTa.
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m Reassess in 15 minutes
m [lepeBipTe cTaH nauieHTa 3HOBY Yepes 15 XBUnH

m Add second lozenge, in other cheek, as necessary to control severe pain
m [ante gpyry TabneTky-nboAsHUK 3a ApYry LWOKY, npy noTpebi nonerwmTu
CcvnbHWUA Binb

m  Monitor for respiratory depression
m  Cnigkynte 3a MOXIIMBUM NMPUTHIMEHHAM OUXAHHS

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

KeTaMiH BUNYCKaeTbCA Y Pi3HUX KOHLEHTpPAaLisX; peKOMEHOYETLCS HanBuLLA
KoHueHTpauia (100 mr/mn) npu iHTpaHasanbHOMY BBEOEHHI ANns TOro, wobwu
3MeHLWNTM 06’eM 3aCTOCOBAHOIO PO3YMHY.

Naloxone (0.4 mg IV/IO/IM/IN) should be available when using opioid analgesics.
HanokcoH (0.4 mr B/B, B/K, B/M, i/H) NOBUHEH BYyTN OOCTYMNHUM NPU BUKOPUCTAHHI
onioigHUX 3HEOOsIYUX.

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

YMT Ta/abo TpaBma Oka He € NpoTUnoKasaMu Ans BUKOPUCTaHHA KeTamiHy. MpoTe 3
obepexHicTio 3actocoBynTte OTPLL, cdbeHTaHin B/B abo B/K, keTamiH abo migasonam
npyv UMT, OCKinbKkM Lie MOXe YCKNagHUTU NpOBEeAEHHS HEBPOSOriYHOMo ornsay abo
BM3HAYMTWN panToOBE MOTiPLUEHHA CTaHy.

Ketamine may be a useful adjunct to reduce the amount of opioids required to
provide effective pain relief. It is safe to give ketamine to a casualty who has
previously received a narcotic. IV Ketamine should be given over 1 minute.
KeTamiH MOXHa BMKOPUCTOBYBATU SIK KOPUCHUI 0AATOK ONS 3HUXKEHHS KiNlbKOCTI
onioigie, HeObXiaHMX ANsi NPoBeAeHHSA e(PeKkTMBHOro 3HeboneHHs. beaneyHo
BBOAMTM KETaMiH NOpPaHEHOMY, KUK yxxe oTpumas MopdiH abo OTOL.
BHYTpIilLHEOBEHHO KETaMiH Cnifg BBOAUTU BNPoAoBX 1 XB.
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If respirations are reduced after using opioids or ketamine, reposition the casualty
into a “sniffing position”. If that fails, provide ventilatory support with a
bag-valve-mask or mouth-to-mask ventilations.

AKLo nicnst BBEAEHHS onioigiB abo KeTaMiHy BUHMKAE NPUrHIYEHHS OUXaHHS,
nepemicTiTb MOTEPNINOro B iHTybaLiiHe NONOXEHHS (NONOXEHHS, LLO NOEOHYE
3rMHaHHSA WWT Ta pO3rMHaHHA rofnosuy, nonepeHbO NOKMNaBLUK LWOCh Mif rofo.y).
AKWo Le He € e(hbeKTUBHUM, HaganTe guxanbHy NigTPMMKY 3a OMOMOroH Millka
AmbBy Ta AnxanbHOT Macku.

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

OnpaHceTpoH, 4 mr ODT TabneTku, WO po34MHSATLCSA B POTOBIN NOPOXHUHI abo B/B,
B/M, B/K KOXHi 8 roauH, npn BUHUKHEHHI HYgoTu abo 6ntoBoTH. KoxHy 8-roamHHy go3y
MOXHa MOBTOPUTW OAMH pa3 Yyepes 15 XBUNUH, SKLLO HygoTa Ta 6noBoTa He
3MeHwunucs. He gasanite Ginblie 8 mr B 6yab-akuii 8-roguHHUIA iHTepBan.
lMepopanbHuii oHaaHceTpoH HE € npuinHaTHOO anstepHaTueoto npenapaty ODT.

The use routine of benzodiazepines such as midazolam is NOT recommended for
analgesia. When performing procedural sedation, benzodiazepines may also be
considered to treat behavioral disturbances or unpleasant (emergence) reactions.
Benzodiazepines should not be used prophylactically and are not commonly needed
when the correct pain or sedation dose of ketamine is used.

[na 3HeboneHHs HE pekomeHayeTbCs BUKOPUCTOBYBaATU Taki beH3ogiaseniHu, K
Migasonam. lig yac npoBegeHHs NpoueaypHoi cegadii 6eH3ogiaseniHy Takox
MOXYTb ByTV 3aCTOCOBaHI ANSA NikyBaHHA po3nagis noBeniHku Ta HenepeabadyBaHnX
[in 3 6oky nopaHeHoro. beHsoaiaseniHu He cnif 3acTocoByBaTY 3 NPOINAKTUYHOK
METOH0 | 3a3BMYan He NOTPIBHI, KON BUKOPUCTOBYETLCA NpaBuibHa 403a KeTaMiHy
ansa nonerweHHa 6onto abo cepadii.

Polypharmacy is not recommended; benzodiazepines should NOT be used in
conjunction with opioid analgesia.

Moninparmasis He pekomeHAoBaHa; 6eH3ogiaseniHn HE cnig 3actocoByBatu y
noeaHaHHi 3 onioigHOK aHanbresieto

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

AKWo 3aa€eTbCs, WO NOCTpaXKaanuMini YacTKOBO B AUCOLiaTIBHOMY CTaHi, 6e3neyHiwle
BBECTU BinblUe KETaMiHy, HiXk BUKOPUCTOBYBaTK B6eH3oaiaserniH.
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11. ANTIBIOTICS

11. AHTUBIOTUKU

Antibiotics: recommended for all open combat wounds
AHTNBIOTUKN: peKOMEHOOBAHI ANA BCiX BiAKPUTUX paH

a. If able to take PO meds:
a. Akwo nocTpaxganui B 3M03i KOBTaTU:

e Moxifloxacin (from the CWMP), 400 mg PO once a day
e MokcudnokcauuH, 400 mr nepoparnbHo 1 pas Ha Joby

b. If unable to take PO meds (shock, unconsciousness):
b. Akwo nocTpaxganuin He B 3MO3i KOBTaTW: (LUOK, BTpaTa CBifOMOCTI):

e Ertapenem, 1 gm IV/IO/IM once a day
e [EpraneHewm, 1 r B/B, B/K, B/M 1 pa3 Ha goby

12. INSPECT AND DRESS KNOWN WOUNDS
12. OrMAHBTE | HAKITAOITb NOB'A3KU HA BCI BUABJIEHI PAHW.

a. Inspect and dress known wounds.
a. OrnsiHbTe | HakMagiTb NOB’SI3KN Ha BCi BUSIBMEHI paHn

b. Abdominal evisceration — [Control bleeding]; rinse with clean (and warm if possible) fluid
to reduce gross contamination. Hemorrhage control — apply combat gauze or
CoTCCC-recommended hemostatic dressing to uncontrolled bleeding. Cover exposed bowel
with a moist, sterile dressing or sterile water-impermeable covering.

b. EBicuepauis 4epeBHOI MOPOXHUHM — [KOHTPOMONTE KPOBOTEYY]; MPOMUNTE KULLEYHMK
YUCTOK TEMSIOK PIANHO, WO6 3MEHLWNTN 3apaXKeHHS. KOHTpOnb KPOBOTEI - 3aCTOCOBYMNTE
Combat Gauze a6bo cxsaneHy CoTCCC remocTaTuyHy MOB'sA3Ky A1 HEKOHTPOSTbOBAHMX
KpoBoTeY. HakpuinTe BiAKPUTY YaCTUHY KULLEYHMKA BONOrol CTEPUIbHOK MOB’A3K0K abo
CTEPUNBHOK BOAOHENPOHUKHOK CEPBETKOHO.

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

m  3MeHLUeHHS eBicLepaLii: He HamaranTecs, KO € 03HaKM PO3pPUBY
KMLevHMKa (LUNnyHKoBa/KMLWKOBA pigMHa abo BUTIK KanoBMX mac) abo akTUBHa
KpoBoTeua.

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

m  AKWO 03HaKM po3pUBY KULLIEYHMKA Ta KPOBOTEYI HE KOHTPOSIOKTLCH, MOXHA
3po0uTK OfHY KOpPOTKY cnpoby (<60 cekyHA) MOBEPHYTU eBiCLEPOBaHi OpraHu
00 YepeBHOI NOPOXKHUHN.
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m If unable to reduce; cover the eviscerated organs with water impermeable
non-adhesive material (transparent preferred to allow ability to re-assess for
ongoing bleeding); examples include a bowel bag, IV bag, clear food wrap,
etc. and secure the impermeable dressing to the patient using adhesive
dressing (examples: ioban, chest seal).

m  SKLWO He BOAETbCSA 3MEHLUNTU eBicLEepaLito; HaKpUnTe eBicLepoBaHi opraHu
BOAOHENMPOHMKHUM HEKMENKMM MaTepianom (6axxaHo npo3opum, wob matm
3MOry NOBTOPHO OLLIHUTU KPOBOTEMY, LLO NPOAOBXKYETLCS); HANpUKnag, MOXHa
BMKOPWUCTOBYBATM MILLIOK AN KALLEYHMKA, NakeTn Ans B/B pO34MHIB, Npo30py
Xap4oBy NANiBKYy TOLO; Ta 3aKpiniTb HENPOHMKHY MOB’A3KY 40 NauieHTa 3a
JOMOMOroH0 Kenkoi noB’sa3ku (Npuknagu: ioban, okntogsiiHa Haknenka ans
rPYy4HOT KNiTKK)

m Do NOT FORCE contents back into abdomen or actively bleeding viscera.
m He HAMATAMTECSA CUIOKO 3aliToBXHYTW eBicLiepoBaHi opraHu abo
BHYTPILLHI OpraHu, Lo akTMBHO KPOBOTOYATb Ha3ag 40 YePEBHOI NOPOXKHMHM

m The patient should remain NPO.
[ayieHT MOBUHEH HIYOro He ICTU Ta He MUTKU

13. CHECK FOR ADDITIONAL WOUNDS
13. NEPEBIPTE HAABHICTb JOOATKOBUX NMOPAHEHDb

Check for additional wounds
MepeBipTe HasiBHICTb 4OAATKOBUX MNOPaHEHb

14. BURNS
14. OMNIKKU

a. Assess and treat as a trauma casualty with burns and not burn casualty with injuries.
a. OuiHionTe Ta NikynTe NOCTpaXxganoro sk TPaBMOBaHOIO, L0 JO4ATKOBO Mae Oniku, a He SK
NOCTPaXX4anoro, WO Mae YLKOOKEHHS Bif OMiKiB.

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

b. Onikn 06nn4ys, 0cobnMBO Ti, WO BUHUKAIOTb Y 3aKPUTUX MPUMILLEHHAX, MOXYTb OyTK
NoB’A3aHi 3 iHransauinHiM ypaXKeHHAM SixanbHUX Wnaxis. PetenbHo KOHTPONonTe CTaH
NPOXiAHOCTI ANXanbHUX LWAAXIB | HACUYEHHSA KMCHEM Y TaKMX NAUIEHTIB, TAKOX PO3rMAHbLTE
MOXJTMBICTb PaHHLOIO XiPYPriYHOrO BTPYYAHHSA B AMXaSibHi LWAAXM MPU HAABHOCTI
pecnipaTopHOro auctpecy abo gecatypauil KACHEM (3HVKEHHSA HaCUYEHHS KPOBI KUCHEM).
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c. Estimate total body surface area (TBSA) burned to the nearest 10% using the Rule of
Nines.

c. [NopaxyiTe 3aranbHy nnoLly onikiB 3 To4HicTo Ao 10%, BUKkopucTOBYtoUM “INpaBuno
0eB’aToK”.

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

d. Hakpuiite micus onikiB Cyxoro CTepuribHOK NoB’a3koto. Mpu Benukin nnowwi onikie (>20%),
PO3rMAHBETE MOXIUBICTL NOMNEPEMAXKEHHS FMNOTEPMIT LUNISIXOM BUKOPUCTAHHS TENM0i30NsUinHOT
koBapwu Heat-Reflective Shell abo Blizzard Survival Blanket 3 Habopy ans 3anobiraHHs
rinoTepmii.

e. Fluid resuscitation (USAISR Rule of Ten)
e. I[HdysinHa Tepanis («MpaBuno gecatoky» IHCTUTYTY XipypriyHux gocrnigpkeHb Apmii CLLA):

e |f burns are greater than 20% of TBSA, fluid resuscitation should be initiated as soon
as IV/IO access is established. Resuscitation should be initiated with Lactated
Ringer’s, normal saline, or Hextend. If Hextend is used, no more than 1000 ml should
be given, followed by Lactated Ringer’s or normal saline as needed.

e Axuwo onikn nepesullyoTb 20% 3aranbHoi NNOLLi NOBEPXHI Tina, cnig posnovaTtu
peaHimauito piguHoto, SK Tinbkn 6yae BcTaHoBneHo B/B abo B/k goctyn. Cnig
noynHaTtu 3 PiHrepa nakrary, gisionoriyHoro pos3yunHy abo 6% MEK. Axwio
3actocoByeTbes [EK, To 1oro cnig BBoAgUTY B KinbkocTi He Ginbwe 1000 mn, a noTim
PiHrepa naktat abo isionoriyHmin po3umH 3a HeobXigHOCTI.

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

e [loyaTtkoBa LWBMAKICTb B/B ab0 B/K BBEAEHHS PiAVHN PO3paxoByeETLCA K Y% ONiKy Bif
3aranbHoi nnoLli noBepxHi Tina x 10 mn/rog ansa gopocnux 3 macoto Tina 40-80 «r.

For every 10 kg ABOVE 80 kg, increase initial rate by 100 ml/hr.
Ha koxHi 10 kr MOHA[ 80 kr Barn noctpaxganoro, 36inbLyinTe no4aTkoBy
wBmakictb Ha 100 mn/roA.

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

e AKLIO y NnoCTpaXkaarioro TakoX € remopariyHmin LWOoK, iHgy3irHa Tepanis
reMopariyHoro oKy Mae nepesary Haj peaHiMaulieto onikoBoro oKy, Beogbre
piauHy B/B abo B/Kk BignosigHo Ao pekomeHgauii TCCC y po3aini 6.

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org

Hadcunatime 3anumaHHsi, pekomeHOauii i npornoHytime 3miHU 00 daHo20 AoKyMeHmMy 3a adpecoro A



Page 32 of 40

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

e PosrnaHbTe MOXNUBICTL AasBaTv PiaVHY NOCTPaXKaanoMy nepoparibHO, AKLWO nnoLua
onikiB He cknagae GinbLe Hixk 30% Big 3aranbHOI MOLL NOBEPXHI Tina, Ta sKLWO
noTepninun y ceigoMoCTi | MOXe KOoBTaTH.

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

f. Onsa nikyBaHHA 60nt0 Npu onikax MOXHa 3aCTOCOBYBaTW aHanbresito BignoBigHO 00
pekomeHgadin TCCC y poagini 10.

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

d. AHTUBIOTMKIM Ha JorocniTanbHOMY eTari He NpM3HaYaloTbCs NuLLE NPy onikax, ane n 3a
HeobXigHicTo Aansa 3anobiraHHA po3BUTKY IHEKLIT B MPOHMKaOUMX paHax , BignosigHo 4o
pekomeHgauin TCCC y poagini 11.

h. All TCCC interventions can be performed on or through burned skin in a burn casualty.
h. Yci BTpydaHHs pekomeHgoBaHi TCCC MOXyTb BUKOHYBaTUCS Yepes OMnikoBY NMOBEPXHIO
LUKipW nocTpaXKaanoro.

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

i. MauieHTn 3 onikamn ocobnueo YyTnMBi Ao rinotepmii. Ocobnuey yBary cnig npuaInUTH
bap’epHuM MeTogam 3anobiraHHs BTpar Tenna.

15. SPLINTS
15. LULNHH

Splint fractures and re-check pulses.
BukoHanTe iMmmobGinisauito ycix nepenomMie Ta NepeBipTe HasBHICTb AUCTaNbHOMO NynbCy.

16. CARDIOPULMONARY RESUSCITATION (CPR)
16. CEPLIEBO-JIETEHEBA PEAHIMALUIA (CIP)

a. Resuscitation on the battlefield for victims of blast or penetrating trauma who have no
pulse, no ventilations, and no other signs of life will not be successful and should not be
attempted. However, casualties with torso trauma or polytrauma who have no pulse or
respirations during TFC should have bilateral needle decompression performed to ensure
they do not have a tension pneumothorax prior to discontinuation of care. The procedure is
the same as described in section (5a) above.

a. PeaHimauisa Ha noni 6010 y nopaHeHux i3 npoHukato4mmmn abo Bubyxosrmn Tpasmamu, y
AKNX HEMAE NYNbCY, OUXaHHS Ta iHLWMX O3HaK XXUTTSA, He Oyae yCrnilHOW i HE NOBUHHA
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3gincHioBatmcsa. OgHak NnoTepninum 3 ypaxkeHHsIM Tynyba abo MHOXMHHUMK TpaBMamu, 3
BiZICYTHICTIO NyrbCY | AMXaHHSA, Ha eTani «[Jonomora B TaKTUYHUX YMOBax», CiJ BUKOHATK
OBOCTOPOHHIO MYHKLIiNHY AEKOMMNPECIto, OO BNEBHUTUCD, LLIO Y HUX HEMAE HaMnpy>XeHOoro
NHEeBMOTOpPAaKCY nepeq BiAMOBOK Yy HagaHHi gonomoru. lNpoueaypa Taka X, K onncaHo
BULLE B po3aini 5a .

17. COMMUNICATION
17. KOMYHIKALUIA

a. Communicate with the casualty if possible. Encourage, reassure and explain care.
a. [No MOXNMBOCTI crninkynTecs 3 notepninum. 3aoxovynTe, 3aCroKoNTe Ta NOSICHIONTE, WO
30upaeTechb pobutn.

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

b. 3B’XiTbCs 3 TAKTUYHMM KOMaHLYBaHHAM SiKHANLWIBMALLE Ta NIATPUMYNTE 3B’SI30K
NPOTSIroM BCbOrO Nepiody HagaHHs 4OMNOMOrM nocTpaxganomy. Hagante koMmaHayBaHHO
iHdbopMaLito NpPo CTaH NocTpaXaanoro Ta eBakyauiliHi noTpebu wob gonomMorty B
KOOpANHYBaHHi 3acobamn eBakyallii.

¢. Communicate with the evacuation system (the Patient Evacuation Coordination Cell) to
arrange for TACEVAC. Communicate with medical providers on the evacuation asset if
possible and relay mechanism of injury, injuries sustained, signs/symptoms, and treatments
rendered. Provide additional information as appropriate.

c. 3abesneyTe 3B’430K i3 3aranbHOBIMCBHKOBOIO CMCTEMOIO eBakyauii (Hanpuknag, Patient
Evacuation Coordination Cell) anga opraHizauii TACEVAC. 3B’sxiTbcs 3 Meankamm
eBakyaliHMX Nigpo3aainis, SKWO Lie MOXINMBO, Ta HaganTe iHpopMauito LLoAo MEXaHiamy
TpaBMu, BflacHe OTpMMaHuX TpaBM, 03HaK/CMMNTOMIB Ta HagaHy gonomory. [NoBigomTe BCO
HeoOxigHy [oaaTKoBy iHhopMaLlito.

18. DOCUMENTATION OF CARE
18. AOKYMEHTALIA aornAaay

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

3a0KyMeHTyWTe faHi KNiHiYHoro ornsaay, HagaHy AONOMOory Ta 3MiHU Y cTaTyci noTepninoro
B KapTui TCCC (dopma DD 1380). lNepenanTte uto iHopmauito pa3om i3 noTepninum 4o
HaCTyMNHOro eTany gOMNOMOrMW.

Send questions, comments, and change recommendations to: richard@volunteerforukraine.org

Hadcunatime 3anumaHHsi, pekomeHOauii i npornoHytime 3miHU 00 daHo20 AoKyMeHmMy 3a adpecoro A



Page 34 of 40

19. PREPARE FOR EVACUATION
19. NIArOTYUTECH 00 EBAKYALII

a. Complete and secure the TCCC Card (DD 1380) to the casualty.
a. 3anoBHiTb Ta npukpinite kaptTky TCCC (DD 1380) oo noctpaxgarnoro.

b. Secure all loose ends of bandages and wraps.
b. 3akpiniTe BCi BifibHi KiHUi 6aHOaxiB Ta NOB’A30K.

c. Secure hypothermia prevention wraps/blankets/straps.
c. 3akpiniTe KOBOPWU/HAaKNAKU/PEMEHI, LLIO 3aCTOCOBYBaNUCh Ans nonepesKeHHs
rinotepmil.

d. Secure litter straps as required. Consider additional padding for long evacuations.
d. 3akpiniTb pemMeHi HOCKNOK, siKk NnepeabdadyeHo IHCTPYKLIE 4O X 3aCTOCYBaHHS.
3acTocynTe OoAaTKOBI NigKNagaHHS y pasi 4OBroTpuBarsol eBakyaldlii.

e. Provide instructions to ambulatory patients as needed.
e. 3a notpebun HaganTe HeobXiaHI IHCTPYKLIT amBynaToOpHUM NOPaHEHUM.

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

f. MigroTynte nopaHeHnx 4O eBakKyauii BignoBigHO OO CTaHAAPTHUX npoueayp
BaLUOro nigpo3sainy

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

g. otpumynTtech 6e3nekn B 30Hi eBaKkyauii BignosigHO A0 CTaHO4APTHUX npoueayp
BaLUOro nigpo3aainy.

Tactical Evacuation Care
TakTnyHa eBaKyauinHa gonomora

Principles of Tactical Evacuation Care (TACEVAC)
MpuHuMnu TakTMYHOI eBakyauinHol gonomoru (TACEVAC)

The Tactical Evacuation Care Guidelines are now a separate document managed by the
Committee on En Route Combat Casualty Care (CoERCCC).

[HCTPYKLUIT 3 TaKTUYHOT eBaKyaLil Tenep € OKpeMnm JOKYMEHTOM, KM PErynoeTbCs
KomiteTom 3 gornsay 3a notepninumu nig vYac tTpaHcnoptyBaHHa (COERCCC).
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TACEVAC Guidelines can be found in the En Route Care Collection on Deployed Medicine.
Pexomengauii TACEVAC moxHa 3HanTu B kKonekuii «[ornsag nig yac TpaHCnopTyBaHHS» B
po3aaini MegmunHa B YmoBax Bonosux [in.

e The term “Tactical Evacuation” includes both Casualty Evacuation (CASEVAC) and
Medical Evacuation (MEDEVAC) as defined in Joint Publication 4-02.

e TepmiH «TakTMyHa eBaKkyauia» BKNtoYae B cebe sik eBakyauito NopaHeHnX
(CASEVACQC), Tak i megunyHy eBakyauito (MEDEVAC), sik BU3HadeHo y ChifbHin
ny6nikauii 4-02.

Basic Management Plan for Tactical Evacuation Care
OcHoOBHMI NNaH Ain npuv nepexoai gonomMmorn Ao etany
«TakTn4yHa eBaKyauisi»

1.TRANSITION OF CARE
1.NMPOAOBXEHHA AOMOMOIU

a. Tactical force personnel should establish evacuation point security and stage casualties
for evacuation.

a. Cknag TakTU4HMX Cui Nigpo3giny NoBMHEH BCTAHOBUTK Be3neky B MyHKTI eBakyalii Ta
nigroTyBaTv NOpaHeHMX OO eBaKyaulii.

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

b. binui abo meauk nigpo3niny NOBUHHI MakCMMarbHO NMOBHO Ta YiTKO NepegaTu iHopMalito
LLloJo nopaHeHux eBakyauinHii komangi TACEVAC. MinimanbHa iHopmalis, Lwo
NoBiAOMMAETLCA, MOBUHHA BigobpakaTn cTabinbHICTb NOCTpaXKaanoro, BUSIBIEHI TpaBMU Ta
HaZaHe fiKyBaHHS.

¢. TACEVAC personnel should stage casualties on evacuation platforms as required.
c. Komanga TACEVAC noBuHa poaTallyBaTi NoTepninux BignoBigHUM YHOM Ha
eBaKyauiHux nnatgopmax.

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

d. PosTawyunTte nocTpaxganmx Ha eBakyauinHii nnatgpopmi BiAnoBigHO OO CTaHOAPTHUX
npouenyp nigpo3aainy, BpaxoByoun KOHMirypadito nnatgopmm Ta BUMorn 6esneku.
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e. TACEVAC medical personnel should re-assess casualties and re-evaluate all injuries and
previous interventions.
e. MeanyHum nepcoHan TACEVAC mae nepeouiHUTX nopaHeHUX, NOBTOPHO OFMSIHYTYU YCi

NMopaHeHHs1 Ta NepeBipuTN HagaHy Aonomory

2. MASSIVE HEMORRHAGE (same as Tactical Field Care)
2. MACUBHA KPOBOTEYA (He Bigpi3HAeTbCA Big eTany “[onomora
B TaKTU4YHUX ymMoBax”)

3. AIRWAY MANAGEMENT
3. BABES3IMNEYEHHA NPOXIAHOCTI AUXANBbHUX LLIAXIB

Endotracheal intubation may be considered in lieu of cricothyroidotomy if trained.
3aMmicTb KPUKOTUPEOIAOTOMII MOXKHA PO3rNsIHYTU MOXITMBICTb EHAOTPaxeanbHOI iHTyOalii,
AKLLO Y MEAMYHOro nepcoHany € BignoBigHe TpeHyBaHHS.

4. RESPIRATION/BREATHING
4. NINXAHHA

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

BinbwicTe NnopaHeHnx He NoTpebye KMCHEBOI Tepanii, ane BoHa MoXe OyTn KOPUCHO Y
HaCTyNHWUX BMNagkax:

Low oxygen saturation by pulse oximetry
HW3bknM NokasHWK caTypauii 3a JaHUMKU NyNbCOKCUMETPIT

Injuries associated with impaired oxygenation
TpaBmu, NoB'A3aHi 3 NOPYLUEHHAM OKCUreHauji

Unconscious casualty
MoTepninuin 6e3 cBigOMOCTI

Casualty with TBI (maintain oxygen saturation > 90%
MopaHeHun i3 UMT (nigTpumyinte Hacu4eHHs kucHem > 90%)

Casualty in shock
MocTpaxganuin B cTaHi LWOKY

Casualty at altitude
MocTpaxganui 3HaxoauTbCsl BUCOKO Had piBHEM MOps

Known or suspected smoke inhalation
[oseneHe abo nigo3proBaHe OTPYEHHS NPOAYKTaMM ropiHHSA
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5. CIRCULATION

5. KPOBOOBII (He BigpisHseTbCA Big eTtany “[lonomora B
TakKTUYHUX yMoBax”’)

6. TRAUMATIC BRAIN INJURY
6. YHEPENMHO-MO3KOBA TPABMA

a. Casualties with moderate/severe TBI should be monitored for:
a. [NopaHeHi i3 cepegHboto/Baxkkoto ctyneHo YUMT cnig nocTinHO gocnigKyeaTtu Wwono:

Decreases in level of consciousness
3MeHLUEHHS piBHA CBIAOMOCTI

Pupillary dilation
Po3wupeHHs 3iHnLb

SBP should be >90 mmHg
ApTepiansHuin Tck mae 6yt >90 MM pT.CT

02 sat>90
KucHeBa Hacu4eHicTb (O2 catypauis) > 90 %

Hypothermia
lnoTepmis

End-tidal CO2 (If capnography is available, maintain between 35-40 mmHg)
CO2 B KiHUj BMAMXY (AKWO OCTyNHa KanHorpadis, nigTpumysaty B Mexax 35-40 mm
pT.CT.)

Penetrating head trauma (if present, administer antibiotics)
MNpoHukaroya TpaBma ronosu (qanTe aHTIBIOTIKM, AKWO € B HASBHOCTI)

Assume a spinal (neck) injury until cleared.
MpunycTiTb HAABHICTb TPaBMM LLUMIAHOTIO BiaAdiny xpebTa, Noku He Oyae AoBedeHO
NPOTUNEXHE.
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b. Unilateral pupillary dilation accompanied by a decreased level of consciousness may
signify impending cerebral herniation; if these signs occur, take the following actions to
decrease intracranial pressure:

b. OOHOCTOPOHHE PO3LUNPEHHS 3iHULb, LLIO CYNPOBOAXKYETLCHA 3HMKEHHSIM PiBHSA CBIZOMOCTI,
MOXe CBIOYUTU MPO 3arpo3sy rpuki rofTIoBHOrO MO3KY; AKLLO BUHUKAKOTL Ui O3HAKW, BXUBanTe
HaCTYMHUX 3ax04iB ANSA 3HWKEHHSA BHYTPILLHbOYEPENHOro TUCKY:

Administer 250 ml of 3 or 5% hypertonic saline IV/IO bolus.
Beegitb 250 mn 3% abo 5% rinepToHiYHOro gisionoriyHoro posvmHy B/B abo B/K
6ontocHo.

Elevate the casualty’s head 30 degrees.
MigHiMiTe ronosy noctpaxaarnoro nig kytom 30 rpagycis Ao Tina.

Hyperventilate the casualty.
MpoBeaiTb rinepBeHTUNALIK0 NOTEPNINOro.

m Respiratory rate 20
m  YactoTta gmxaHHga 20 3a 1 XBUNUHY

m Capnography should be used to maintain the end-tidal CO2 between 30-35
mmHg.

m BukopucToByrTe kanHorpadito ansa nigTpumMky nokasHuka CO2 B KiHLUi BUOWXY
B mexax 30-35 mm pT. CT.

m The highest oxygen concentration (FIO2) possible should be used for
hyperventilation.

m [1n4 rinepBeHTMNAUIT Cig BUKOPUCTOBYBATU HAMBULLY MOXITMBY KOHLEHTpaLito
kucHio (FIO2).

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

m He npoBoakTe rinepBeHTUNALIID NOCTPaXKAanoro, SKWo HemMae 03HaK MO3KOBOI
rpvxi. Moctpaxagani MoXxyTb ByTy rinepBeHTUNIOBaHI KNCHEM 3a JOMOMOIOH
OnxanbHoro miwka tuny Amoy.

7. Hypothermia Prevention (same as Tactical Field Care)
7. NonepepxeHHSA rinotepmii (He BiApi3HAETLCA Big eTany “[lonomora B
TaKTUYHMUX yMoBax”)

8. Penetrating Eye Trauma (same as Tactical Field Care)
8. NpoHukatroye nopaHeHHA OKa (He BiApi3HAETLCA Big eTany “[lonomMmora B
TaKTUYHUX yMoBax”)
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9. Monitoring (same as Tactical Field Care)
9. CnocTepexeHHs (He BiapisHAETbCA BiA eTany “[lonomMora B TaKTUYHUX
ymMmoBax”)

10. Analgesia (same as Tactical Field Care)
10. 3HebGontoBaHHA (He BiApi3HAeTbLCA Big eTany “[lonomMora B TaKTUYHUX
ymoBax”)

11. Antibiotics (same as Tactical Field Care)
11. AHTMGioTUKM (He BiApi3HAETBLCA Big eTany “[lonomMora B TaKTUMHUX
ymoBax”)

12. Inspect and dress known wounds (same as Tactical Field Care)
12. OrnaHbTe | HaKNaAiTb NOB’A3KU Ha BCi BUSIBNEHI paHu (He Biapi3HAETbCA
BiAg etany “[lonomora B TaKTUYHUX yMoBax”’)

13. Check for additional wounds. (same as Tactical Field Care)
13. OrnsiHLTe Ha NpeAMeT HasiBHOCTI A0AaTKOBUX paH (He BiApi3HAETLCSA Big
etany “[lonomora B TaKTU4YHUX yMmoBax”’)

14. Burns (same as Tactical Field Care)
14. Onikm (He Bigpi3HAETBLCA Big eTany “[lonomMmora B TaKTUYHUX yMoBax”)

15. Splint fractures and re-check pulses (same as Tactical Field Care)
15. IMmoGini3ynTe yci nepenomm Ta nepeBipuTN HaABHICTb AUCTAlNIbLHOIO
nynbcy (He BiapisHAETLCA Big eTany “[lonomMora B TaKTUYHUX YMoBax”)

16. CARDIOPULMONARY RESUSCITATION (CPR) IN TACEVAC
16. CEPLIEBO-JIETEHA PEAHIMALIA (CJ1IP) HA ETATII TACEVAC:

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

a. Noctpaxganum 3 TpaBMoto Tyrnyba abo MHOXMHHOK TpaBMOto, 3
BIACYTHICTIO NynbCy | AuxXaHH4, nNig Yac TaktndHoi eakyauil TACEVAC, cnig
BMKOHATN OBOCTOPOHHIO NMYHKLUINHY AeKOoMMpecito, Wob nepekoHaTucs, Wwo y
HUX HEMAE Hanpy>XXeHoro NnHeBMoTopakcy. MeToamka BUKOHAHHS Taka X, SK
onmncaHo B po3aini 4a sue.
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b. CPR may be attempted during this phase of care if the casualty does not
have obviously fatal wounds and will be arriving at a facility with a surgical
capability within a short period of time. CPR should not be done at the
expense of compromising the mission or denying lifesaving care to other
casualties.

b. CJ1P BapTo NpoBOAUTM Ha LbOMY €Tani, SKWO Y NoCTpaxganoro Hemae
O4YE€BUIHO CMepPTENbHUX paH Ta BiH MPOTArOM KOPOTKOro nepiogy vacy
npubyae Ha micue eBakyauil i3 34aTHICTHO XipypriYHOro NikyBaHHSA
nowkomxeHb. CJIP He NoBMHHA NPOBOAUTUCH 3a PaxyHOK LLKOAM Ans Micii abo
BiAMOBM Y HaJaHHi eKCTPEHOI JOMOMOIM iHLWIMM MOCTpaxganum.

17. COMMUNICATION
17. KOMYHIKAUIA

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

a. [lo MOXNMBOCTI cninkymnTecsa 3 noTepniniuMm. 3aoxo4ynTe, 3acrnoKonTe Ta
NOSICHIONTE NNaH Ain.

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

b. 3B’sXiTbCA 3 MEAUYHUMM MPaLiBHUKAMM Ha HACTYNHOMY PiBHI 4ONOMOrN,
SKLLO MOXINMBO, | NnepefanTe iHpopMaLlito LWoao MexaHi3aMy TpaBMu,
XapakTtepy oTpUMaHnx TpaBM, O3HaKIB/CMMMNTOMIB Ta HaA4aHOro NikyBaHHA. 3a
notpebu HaganTe [o4aTKOBY Baromy iHpopmauito.

18. Documentation of Care (same as Tactical Field Care)
18. 3anuc HagaHoi gonomoru (He Bigpi3HAETLCA Big eTany “[lonoMora B TaKTUYHUX
ymoBax”)

2
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