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INTRODUCTION

This is the 5th version of the JSOM training supplement. The
guidelines contained in this supplement are reviewed and compiled annu-
ally by a combined group of SOF physicians, ATPs, SOF medical person-
nel from all of the SOCOM component branches, and civilian medical
personnel. The Tactical Medical Emergency Protocols (TMEPS) and Rec-
ommended Drug List (RDL) were created, reviewed, and approved for use
by the Advanced Tactical Practitioner (ATP).

We can also send any of these products to you as a PDF file. Just
request whatever you want via an email to: atp@socom.mil. Please send us
CONSTRUCTIVE comments and recommendations as well. We are al-
ways looking for a good idea or a better way to ensure you have the latest
greatest of information.

LTC Doug McDowell
USSOCOM Chief of Medical Education and Training
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C. Pain is often noted in proximal lymph nodes.
D. Symptoms can progress to delirium, malaise, nausea, vomiting, and elevated temperature.
E. Infrequently leads to shock and death.

7. Envenomation by sea snake bites:
A. Fang and teeth marks consist of small puncture wounds and may number from 1-20.
B. Latent period of 10 minutes to several hours between bite and onset of symptoms.
C. May initially present with mental status changes, including euphoria, anxiety or restlessness.
D. Progresses to dry throat, nausea, vomiting, generalized weakness and paralysis, leading to
respiratory distress/failure.
8. Envenomation by blue-ringed octopus bite:
A. Bite is painless and may go unnoticed.
B. Patient may become paralyzed with respiratory distress.
C. Symptoms are usually rapid in onset and extremely variable in severity.
MANAGEMENT:
1. Stings (Jellyfish, Sea Wasp)
A. Remove stinger, tentacles, etc if possible with gloved hand, forceps or tape.
B. Immediately flush with dilute acetic acid (vinegar). Alternative flush is isopropyl alcohol and
seawater. Do not use fresh water.
C. Topical lidocaine
D. Topical steroids
E. Follow Pain Management Protocol
2. Bites (Sea snakes, blue ringed octopus) — See Envenomation Protocol
3. Punctures (Sea urchin, stingray, fish spines, bristleworms)
A. Remove all penetrating foreign bodies with gloved hand, forceps or tape.
B. lIrrigation with cold seawater.
C. Soak the affected area in nonscalding water (110-115°) for 30-90 minutes to inactivate toxins
D. Ultrasound or xray (if available for retained foreign body)
E. Antibiotics for deep puncture wounds: Moxifloxacin.
F. Follow Pain Management Protocol
DISPOSITION:
1. Urgent evacuation if evidence of severe envenomation (cardiovascular collapse, anaphylaxis,
paralysis, ascending edema of limb)
2. Evacuation not required if signs and symptoms do not indicate severe envenomation after 24 hours of

observation.

INSECT / ARTHROPOD ENVENOMATIONS

SPECIAL CONSIDERATIONS — Insect / Arthropod Bite:

1.

In cases of suspected black widow spider bites, consider other causes for acute abdominal pain

HYMENOPTERA (BEE, WASP, HORNET)
NS AND SYMPTOMS:

SIG
1.

2
3.
4.
5

Pain

Swelling / edema

Puncture site(s) from stinger or fangs
Warmth

Erythema
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Sepsis/Septic Shock Protocol
Smoke Inhalation Protocol

Dextrose - See Glutose

Diamox® - See Acetazolamide

Diazepam (Valium®)

GROUNDING medication for personnel on flight status

e Description: General CNS depressant (anticonvulsant/sedative). Benzodiazepine Class.
¢ Indications:

(0]

O O oo

e Dose:

o OO

Acute anxiety

Seizures

Status epilepticus

Relaxation of skeletal muscle

Drug of choice for treatment of convulsions associated with chemical agents or
organophosphates. NOTE: Successful treatment of convulsions from
organophosphate or chemical exposure may require mass quantities and
repeated administration of Diazepam (Valium).

Has NO analgesic or anesthetic properties.

Overdose may be reversed w/ Romazicon (Flumazenil)

Status Epilepticus: 5-10mg IV slow push
Acute anxiety: 5-15mg IV slow push
Relaxation of skeletal muscle: 5-15mg IV slow push
Chemical warfare: 10-15mg IV slow push
= Auto injection Diazepam should be used for seizures induced by
chemicals

e Contraindications:

0
(0]

(o]

i BP
Acute narrow angle glaucoma

Has additive effect with other respiratory depressants (morphine,
phenergan and alcohol). Be prepared to perform BLS.

e Pregnancy Category D
e Side-effects:

o IBP

o { Respirations

o Drowsiness

o Venous irritation

o Pain at injection site

o N&V
e Adverse reactions:

0 Bradycardia

o CVcollapse

0 Amnesia

0 Abdominal discomfort
e TMEP use:

0 Back Pain Protocol

0 Behavioral Changes Protocol

0 Hyperthermia Protocol

0 Seizure Protocol
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SENIOR TACTICAL MEDIC DUTIES AND RESPONSIBILITIES

The senior tactical Medic duty description will be used to define the responsibilities
of the highest ranking and most experienced Medic present at any given location and
time. This Medic is designated as the “Senior Medic” at that specific location and thus is
responsible for the duties and responsibilities as listed below.

+ Principal medical advisor to the unit commander and senior enlisted advisor
« Provide and supervise advanced trauma management within protocols and
sick call within scope-of-practice

% Lead, supervise, and train junior Medics
» Individual training
» Health and welfare
» Development and counseling
» Troop leading procedures and pre-combat inspections (PCls)

<o

» Plan, supervise, and conduct casualty response training for Unit Members
and Leaders

» First Responder training

» Casualty response training for tactical leaders (CRTRL)

» Opportunity training / spot-checking

+ Maintain company level medical equipment and supplies
Accountability / inventory

Maintenance / serviceability

PCI of individual first aid kits

PCI of squad/team casualty response kits

Requisition and receive medical supplies from appropriate source

VVVYY

+ Plan, coordinate, and execute medical planning for unit level operations
» On-target casualty response plan

» Casualty evacuation from target to next higher medical capability

» Task organization of company Medics

“ Conduct after action reviews and report and archive medical lessons learned

« Monitor the status of health in the unit / element
» Physically limiting profiles (known health histories of unit members)

N

» Immunization status of unit members

MEDICAL & CASUALTY RESPONSE PLANNING

Initial Planning / WARNORD

MEDICAL THREAT ASSESSMENT
The unit medical planner must assess all the possible health and medical
threats are present to the unit. This assessment includes all aspects of
environmental health hazards as well as specific threats from enemy weapons
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systems. Through the medical threat assessment, the medical planner will
assess all possible preventive measures the unit can employ to minimize
these threats. Medical planners must be prepared to make recommendations
to unit commanders, leaders, and members on how to take appropriate
precautions or measures prevent injuries and ilinesses. The overall goal is to
have healthy operators ready to perform a mission; keep them healthy during
the mission; and to bring healthy operators back home.

O Identify Area of Operations (country, region, environment)

+ Host Country (Staging Base) — This is the friendly region you may be
operating from as a base of operations. The threats may be the same
as where the mission targets are located or can be completely different.

+ Target country — This is the area or region in which the unit will be
conducting tactical missions.

O Determine known health threats & risks — one must identify through all
possible sources what the known health threats and risks are. The planner
can utilize many aspects of the internet, publications, country studies, or
products from World Health Organization or national intelligence
organizations to gain access to required information.

+ Diseases / ilinesses of significance that could be a risk to unit members
before, during or after the mission.

+ Environmental threats (plants, animals, climate, terrain) can be a
daunting task, but must be assessed to prevent injuries and illnesses
that can cause mission mishaps.

O Current Unit Medical Readiness status — the planner must have knowledge
of the unit’s current immunization status.

O Preventive Medicine guidelines (what is required before, during, and after) —
Many organizations publish guidelines for preventive medicine measures for
different regions around the world. Typically, regional command operations
orders (OPORD) will contain specific guidelines on preventive medicine.

O Enemy weapons, munitions, and tactics, to include chemical and biological
weapons — The medical planner must assess the types of enemy weapons
and the types of injuries they can inflict on the unit. The planner must make
recommendations to prevent these injuries such as the use of body armor or
protective masks.

O Key questions the planner must ask to assess the unit's preparedness.

How ready is the unit if it encounters diseases / illnesses?
What preparation is needed by the unit?
Do unit members need special preventive medicine items issued?

HIGHER MEDICAL GUIDELINES & REQUIREMENTS
O Chemoprophylaxis — the planner must determine if unit members are
required to take medications for the duration of the mission to prevent
illnesses.
+ Anti-Malarial Drugs
+ Other preventive measures
O Do we need to change anything in the way we normally do business?
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REQUESTS FOR INFORMATION (RFI)

O

O
O

Request updates to dated information from available sources about disease
or environmental threats. These sources may be within the chain of
command or may be international health organization.

Maps / Imagery

Host Nation (ISB) Medical Capabilities — The planner must be prepared to
assess the medical facilities and infrastructure of the region where missions
will be staged and executed.

+ Hospitals / medical facilities

+ Nationwide medical training / competency

DETERMINE MEDICAL ASSETS

O

O

O

O

The medical planner must have a clear understanding of the medical assets
available to support the mission.

Organic (part of the unit), Attached, Air, Ground, Theater, JTF, Host Nation,
ISB, FSB, etc...

CASEVAC / MEDEVAC Support

+ How many and what type?

+ Capabilities and Limitations?

+ Hoist and high angle extraction?

+ Medical Personnel and Equipment on board? Level of Training?
Determine nearest surgical capability

+ Where are your casualties being evacuated to?

+ What are the capabilities / limitations?

+ What is their MASCAL or overload for their system?

Determine Staging Base area medical support

+ Can they provide labs, x-rays, medications, preventive medicine, etc?

FAMILIARIZATION WITH MEDICAL ASSETS

O

ooono

Published References (Look it up in the appropriate reference manual to
gain understanding of capabilities and organization)

+ What is a Combat Support Hospital?

+ What is a Forward Surgical Team?

+ What is an Area Support Medical Company?

Can you see their layout / equipment?

Can you conduct familiarization training as required?

What are their capabilities and limitations?

Can you talk to them and what can they know about you and your mission?

Tactical Operation Development
CASUALTY ESTIMATION

O
O
O

Look at the target and the template of enemy positions

Look at the commander’s assault plan

The medical planner must determine where casualties are likely to occur
and ensure there is a management and evacuation plan in place for all
phases of the operation.

Plan to take casualties during every phase of the operation
(infiltration, assault, clear/secure, consolidate, defend, exfiltration).
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Where do you foresee taking casualties?
Where is it most critical for the Medics to be located?
Do you need to task organize your medical team?
Where does the unit need to establish casualty collection points
(CcP)?
What evacuation methods need to be considered?
Where is the closest helicopter landing zone (HLZ) or ambulance
exchange point (AXP)?
Where do  you emplace  and preposition medical
assets/augmentation?
O Review Preventive Medicine issues and anticipate Disease Non-Battle
Injuries (DNBI)
+ What are the health threats?
+ What actions will prevent or decrease disease and non-battle
injuries?
DETERMINE KEY LOCATIONS
O Based on your casualty estimation and the tactical assault plan...
Where should the CCP be located?
Where should patient exchanges be located? (CCP, HLZ, AXP)
Where are the projected blocking positions, fighting positions,
etc...?
Where is the Command & Control going to be located?
Who is in charge of each key location?
Establish both Primary and Alternate Locations for all medical
points of the plan?
What are the ground movement routes? Evacuation channels must
flow with the flow of the unit’s tactical plan.

DETERMINE CASUALTY FLOW
O The medical planner must always plan evacuation from Point-of-Injury to a
Fixed Facility and all of the steps in between.
O Where are your casualties being evacuated to?
Are you evacuating by ground or air to a casualty collection point?
Are you evacuating by ground or air to an casualty transload point?
What are the distances and time of travel?
Can your patients make it that far? What needs to be corrected?
Who is evacuating your casualties?
Do you need to modify the placement of medical assets to ensure a
continuity of care?
AIR TACEVAC PLAN
O What is the type of Air TACEVAC mission?
+ Dedicated — an air asset whose purpose after infiltration is casualty
evacuation. It is outfitted and manned for casualty management
+ Designated — an air asset that will be the aircraft instructed to evacuate
casualties. May be equipped for casualties if requested.

+ O+ 4+

+ ++ 4+ 4+

+++++ 4+
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+ On-Call — air assets that are held in reserve or must be launched to
respond to casualty evacuation. May also apply to MEDEVAC covering
the area.

Aircraft type?

Maximum casualty load?

How are casualties to be loaded?

+ Packaging requirements: Litters, Skedcos, etc..?

+ Is the aircraft equipped with litter stanchions?

+ Loading procedures? Approach procedures?

O What medical capability is on the aircraft?

+ Flight medic, paramedic, nurse, physician?
+ Are there any special casualty management equipment required?
+ Medical resupply bundles?

O Request Procedures?

+ Procedures for requesting CASEVAC? What are the channels for
requesting evacuation assets?

+ 9-Line MEDEVAC request versus modified format?

+ Communication requirements? How do you talk with evacuation assets?

O Launch Authority?

+ Who is the launch authority for the aircraft?
+ What are the impacts on unit's TACEVAC operations?

O Landing requirements?

+ Special HLZ considerations?
+ Special markings required?
+ Special equipment required?

GROUND CASEVAC PLAN---TWO PHASES:
1. Actions required on the target.
2. Actions required for evacuation away from the target.

O

oo

How should unit members move casualties on the target to the CCP?

+ Aid & Litter Teams

+ Skedco, Litter, etc...

+ Ground Mobility Vehicles(Quad, HMMWYV, Truck)

What is the type of Ground CASEVAC mission?

+ Dedicated — a ground asset whose purpose after infiltration is casualty
evacuation. It is outfitted and manned for casualty management

+ Designated — a ground asset that will be the vehicles instructed to
evacuate casualties. May be equipped for casualties if requested.

+ On-Call — ground assets that are held in reserve or must be launched to
respond to casualty evacuation. This may be vehicles of opportunity
(tactical or captured).

Vehicle type and maximum casualty load?

How are casualties to be loaded?

+ Packaging requirements: Litters, Skedcos, etc..?

+ Is the vehicle equipped with a carrying configuration?

+ Loading procedures?

What medical capability is on the vehicle?

Winter 2011 P&O 151



4+ Medics? Advanced providers?
+ Casualty management equipment?
O Request Procedures?
+ Procedures for requesting ground CASEVAC?
4+ 9-Line MEDEVAC request versus modified format?
4+ Communication requirements?
O Launch Authority?
+ Who is the launch authority for the vehicles?
O Link-up Requirements
+ At your CCP or an AXP?
+ Marking / signaling procedures?

COMMUNICATIONS REQUIREMENTS

Do all Medics have radios?

Can a Medic contact a higher care provider for guidance?
Types of radios / communications security requirements?
Medical Command & Control Delineation

Callsigns / Frequencies / SOI

Evacuation request frequencies?

Evacuation asset frequencies?

Casualty reporting/accountability?

Re-Supply requests

CAL RE-SUPPLY REQUIREMENTS & METHODS

How do you request re-supply?

What are the re-supply methods?

+ Drop Bundles?

+ Drag-off bundles?
O Medical packing lists? Do you need to reconfigure/repack (aidbag, cases)?
O How do you request specific line items?
Coordination & Synchronization

PLANNING INTERACTION (WHO TO TALK & COORDINATE WITH)

Commander & Operations Officer (Tactical Plan)
Executive Officer (Support & Resources)
First Sergeant (CCP Operations, Manifests, Aid & Litter Teams)
Battalion Medical Planner (Medical Aspects)
Platoon Sergeants (Squad Casualty Response & CCPs)
Junior Medics (Understanding of the Plan)
Battalion Staff Planners
+ S1 Personnel (Casualty Tracking and Accountability)
+ S2 Intel (Health Threat/Intelligence Information)
+ S3 Air (Air TACEVAC Operations)
+ S4 Logistics (Ground TACEVAC & Re-Supply)
+ S6 Commo (Radios, Fregs, Callsigns)

ME

O0% Oooooooon

Oooooood
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Briefs, Rehearsals, and Inspections
MEDICAL & CASUALTY RESPONSE OPORD BRIEFING AGENDA

Oooooooo

Health Threat

Casualty Response Concept of the Operation

Casualty Flow

Key Locations (CCPs, HLZs, AXPs, etc)

Requesting Procedures (tacEVAC, MEDEVAC, Assistance, Re-Supply)
Medic callsigns / frequencies

Casualty Accountability

BACK-BRIEF WITH JUNIOR MEDICS

O
O
O
O

Ensure junior Medics understand tactical plan AND casualty response plan
Understand packaging requirements

Understand casualty marking procedures

Understand communications methods

REHEARSALS

oooo

ooo

First Responder Drills

Squad Casualty Response Drills (care under fire, TACEVAC request/loading)
Aid & Litter Team Dirills

CCP Operations (Assembly, security & movement, casualty movement, CCP
markings, vehicle parking, link-up procedures, casualty tracking & recording,
triage, treatment and management of casualties)

Evacuation Request and Loading Procedures

COMMEX — communications exercise/radio test

Casualty Tracking / Accountability

PRE-COMBAT INSPECTIONS

O

O

Individual Unit Members

+ First Aid Kits

+ Preventive Medicine (lodine Tabs, Doxycycline, Diamox, etc...)

Squad Casualty Response Kit

+ Team First Responder Bags

+ Evacuation Equipment (Skedco, Litters, etc...)

4+ Vehicle mounted aidbags

Medic Aidbags (Pack and/or reconfigure as required)

+ Select appropriate aidbag system per mission requirements

+ Ensure packing list in accordance with recommended stockage

Re-Supply Packages (Pack and/or reconfigure per mission requirements)

4+ Reconfigure per mission specifics (ground, air, etc...)

+ Utilize bundles, or pull-off configured as required

+ Pre-position as required with aircraft and vehicles or at staging base with
logistics teams

O Medic Individual Equipment (weapon, Night-vision, radio, packing list, mission

specific)
Evacuation Assets (Quads, Vehicles, etc...)
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After Action Review in Training or Combat

oooooooo

Was the mission executed as planned?

What went right?

What went wrong?

What could have been done better?

What could be fixed by planning / preparation?

What could be fixed by training?

What could be fixed by equipment modification?

Identify and record Sustains & Improves by Phase of the Operation.

CASUALTY COLLECTION POINT (CCP) OPERATIONS

Duties and Responsibilities

P&O 154

UNIT MEDICS

% Planning Phase

YV VVY

>

Provide recommendations and advise to leadership on medical support
Medical Support Planning by phase of the operation

Casualty Response & Evacuation Plan by phase of the operation
Recommend to the Unit Leadership & Coordinate as required:

e CCP Locations by phase

e Medical Task Organization & Distribution

e Ground (on the target) Evacuation Plan & Assets

e Air/Ground (off the target) Evacuation Plan & Assets

e CCP, HLZ, and Evacuation Asset Security

Pre-Combat Inspections of junior Medics, squad casualty response kits, and
individual first aid tasks

< Execution Phase

>
>
>
>

Triage, Treatment, Monitoring, and Packaging

Delegation of Treatment

Request Assistance from other medical or unit assets

Provide guidance and recommendations to leadership on casualty
management & evacuation

UNIT MEDICAL PERSONNEL & MEDICAL PLANNERS

% Planning Phase

>
>

Provide recommendations and advise to leadership on medical support
Recommend to the Unit Leadership & Coordinate as required:

e CCP Locations of subordinate units by phase

e Medical Task Organization & Distribution

e Ground (on the target) Evacuation Plan & Assets for all targets

* Air/Ground (off the target) Evacuation Plan & Assets for all targets

e CCP, HLZ, and Evacuation Asset Security for all targets
Augmentation requirements of subordinate units

Link-in with tactical operations
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< Execution Phase

>
>
>
>

Triage, Treatment, Monitoring, and Packaging

Delegation of Treatment

Request Assistance from other medical or platoon assets

Provide guidance and recommendations to leadership on casualty
management

UNIT LEADERSHIP
< Planning Phase

VVVYVYVYVY

\4

Evacuation Plan by phase of the operation

CCP locations, HLZ/AXP locations,

Security of CCP, Security of HLZ/AXP

Allocate Aid & Litter teams and carry evacuation equipment

Accountability / Reporting Plan

Distribution/Task Organization of Medical Personnel

Pre-Combat Inspections of Junior Medics, Squad Casualty Response Kits,
and Individual First Aid Tasks

Conduct Casualty Response Rehearsals

< Execution Phase

VVVY VY

Establish and Secure Casualty Collection Point (CCP)

Provide assistance to Medics with augmentation and directing aid & litter
teams

Gather and Distribute casualty equipment and sensitive items

Accountability and Reporting to Higher

Request Evacuation and Establish TACEVAC link-up point

Manage KIA remains

Casualty Response Rehearsals

>
>

Y VVY

Critical in pre-mission planning and overall unit rehearsals
Each element should rehearse alerting aid & litter team and movement of a
casualty

e Alert and movement

e Evacuation equipment prep

e Clearing / securing weapons

CCP members rehearse the following:

e Clear and Secure CCP Location

Choke Point / Triage

Marking & Tagging

Accountability & Reporting

Equipment removal tagging/consolidation

e o o o

CCP Site Selection

Reasonably close to the fight

Near templated areas of expected high casualties

Cover and Concealment from the enemy

In building or on hardstand (an exclusive CCP building limits confusion)
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VVVVYVYYVY

Access to evacuation routes (foot, vehicle, aircraft)
Proximity to Lines of Drift on the objective

Adjacent to Tactical Choke Points (breeches, HLZ'’s, etc...)
Avoid natural or enemy choke points

Area allowing passive security (inside the perimeter)

Good Drainage

Trafficable to evacuation assets

Expandable if casualty load increases

CCP Operational Guidelines
» 1SG/PSG is responsible for casualty flow and everything outside the CCP

L]
.
.

Provides for CCP structure and organization (color coded with chemlights)
Maintains command & control and battlefield situational awareness
Controls aid & litter teams, and provides security

Strips, bags, tags, organizes, and maintains casualty equipment outside of
treatment area as possible

Accountable for tracking casualties and equipment into and out of CCP
and provides reports to higher

Casualties move through CCP entrance / exit choke point which should be
marked with an IR Chemlight

» Medical personnel are responsible for everything inside the CCP

Triage officer sorts and organizes casualties at choke point into
appropriate treatment categories

Medical officers and Medics organize medical equipment and supplies and
render treatment to casualties

EMTs, RFRs, A&L Teams assist with treatment and packaging of
casualties

» Minimal casualties should remain with original element or assist with CCP
security if possible
» KIAs should remain with original element

CCP Building Guidelines

» Ensure building is cleared and secured
» Enter and assess the building prior to receiving casualties

L]

Use largest rooms

Consider litter / skedco movement (can you do it in the area?)
Separate rooms for treatment categories?

Determine location of choke point / triage

Minimize congestion

» Remove / re-locate furniture or obstructions
» Color-code rooms to treatment categories (mark doors, etc...)
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Evacuation Guidelines

» Know the Evacuation Asset
e Medical provider on board?
e Monitoring equipment on board?
e How many CAX can evacuate on asset?
» Packaging requirements for asset
o Type litters?
e Are there stirrups? Floor-Loading?
»> Determine flow of casualties to the asset
e Large Asset (Multiple CAX)
o Routine on first
o Priority on next
o Critical (Urgent) on last, so they are first off at destination
e Small Asset
o Critical (Urgent) and Priority evacuated first

CCP Layout Templates (next page)

» Use as a TEMPLATE
» Use as a Guideline
» Modify based on the objective and circumstances
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General Guidelines for CCP Personnel

Maintain Security

Maintain Command & Control

Maintain Adequate Treatment

Maintain Situational Awareness

Maintain Organization

Maintain Control of Equipment & Supplies
Maintain Accountability

VVVYVVVYY

Casualty Marking and Tagging

> COLOR CODING FOR TRIAGE & EVACUATION
e Chemlights, colored engineer tape, or triage tags, will be used to color
code as follows:

RED Immediate / Critical (Urgent & Urgent-Surgical)
GREEN Delayed / Priority

BLUE Expectant / Routine

NONE Minimal / Convenience

Hazardous Training Medical Coverage Checklist

» DEFINITION
e Planning, coordination, and execution of backside administrative medical
coverage for high-risk or hazardous training events conducted by SOF
units

» TYPICAL EVENTS REQUIRING MEDICAL COVERAGE
e Airborne operations
Fast-rope operations (FRIES)
Road Marches (greater than 12 miles)
Maneuver Live Fires
Demolitions/Explosives
Other events deemed hazardous / dangerous on risk assesment

»> MEDICAL COVERAGE DUTIES & RESPONSIBILITIES

1. Senior Coverage Medic
* Plan & coordinate medical support requirements & considerations
« Identify Hospitals and evacuation routes
— Conduct Hospital Site Survey as required
— Conduct face-to-face with hospital ER
— Conduct route recon from target to hospital
« Establish target medical coverage plan and casualty flow
* Brief OIC/NCOIC medical support plan
— Clarify OIC/NCOIC responsibilities and guidance
— Clarify Medical responsibilities and guidance
« EXECUTION Duties:

e o o o o
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— Patient Treatment & Monitoring on target and en route

— Advise OIC/NCOIC as required

— Update OIC/NCOIC/Higher HQ on condition of evacuated
casualties

— Inform unit medical officer of all casualties

. OIC / NCOIC of Event

Overall responsible for administrative coverage (including medical)
Request / track external medical support requirements

Ensure appropriate type and number of vehicles with assigned drivers are
dedicated to medical coverage

Ensure appropriate communications equipment is allocated to medical
personnel

Link medical coverage plan with overall administrative coverage plan
EXECUTION duties

o Collect casualty data and report to higher HQs

o Request MEDEVAC

o Identify and establish MEDEVAC HLZ

DETERMINE COVERAGE REQUIREMENTS

L]

Determine medical support requirements based on type of training and
appropriate SOP/Regulation.

o Your element’s 350-2 Airborne SOP (ASOP)

o Your element’s 350-6 FRIESSOP

o Local Installation and Range Control Regulations / Guidelines

o Training Area specific requirements

Coordinate and request appropriate equipment, vehicles, personnel, and
support assets

DROP ZONE REQUIREMENTS

Total
O(N;"::r");e'rs 1 61 121 241 361 481 601 )
Medical to to to to to to to Airland
Support 60 120 240 360 480 600 720
Medical
Officer N/A N/A N/A N/A 1 1 1 N/A
Senior
Medic 1 1 1 1 1 1 1 1
Aidman N/A 1 2 2 3 3 4 1
Ambulance 1 1 2 3 4 4 4 1
w/commo
Communications 1 2 3 3 5 5 6 2
5% Jump Injuries| 3 6 12 18 24 30 36 N/A
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Request/Purchase/Acquire appropriate maps of training areas, adjacent
military installations, and cities

o Military Grid Reference System (MGRS)

o Civilian Maps (Rand McNally, DeLorme, etc...)

o Strip Maps / Site Published Maps

Conduct map and ground recon of training areas (specifically key entrance
& exit points).

Note map problems/errors

Identify hospitals/fire/EMS locations

> IDENTIFY SPECIAL COVERAGE CONSIDERATIONS

Weather

Animals

Plants

Terrain hazards (high angle or high altitude)

> IDENTIFY HOSPITALS

Primary and Alternate evacuation hospital
One should be a Level 1 Trauma Center
Conduct hospital site survey and face-to-face
Determine Hospital Communications:
o ERPhone Line
o ER Ambulance Line
o Patient Admin Phone Line
o Security Line Phone Line
Determine Routes and Directions to hospitals
Where are special injuries evacuated?
o Neurosurgical
o Burns
o Trauma Centers
* Level1
— Neurosurgeon on staff 24 hours
* Level2
— Neurosurgeon on call, but not on site 24/7

> VEHICLE REQUIREMENTS

Driver: A dedicated driver — NOT the Medic covering the event. Must be
familiar with training area and evacuation routes.
Ambulance: A covered vehicle capable of carrying at least 1 litter with
spine-board attached. The vehicle must provide environmental control and
adequate space for medical equipment. Mark vehicle as appropriate
(ambulance symbols or lights).
o Optimal Vehicles:

+ Van (15PAX only)

« Large SUV (Expedition, Tahoe, etc...)

*  FLA (M996/M997)
o Suboptimal Vehicles

Winter 2011
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+  Open HMMWV / GMV

« Unit specific assault vehicles(tactical operations only — not for
admin coverage)

+ Small SUV (Explorer, Durango, Cherokee, etc...)

+ Small Van (7PAX)

» EQUIPMENT REQUIREMENTS
Standard Medical Equipment

(e}

OO0 O0OO0OO0OO0OO0OO0OO

e}

Spinal Immobilization/Stabilization
Splint Sets (Quick Splints)
02/Masks/BVM

Suction, Electric

KED/Oregon Spine Splints
Traction Splint

Vital Signs Monitor (Propagq, PIC, LifePak)
Litters (Raven/Skedco/Talon)
Blankets

MAST

Pain Control

Special Equipment Considerations

e}

e}

o

Cold Weather

* REPS (Rescue Wrap & Patient Heaters)
* Thermal Angels

Hot Weather

» Fans (battery operated)

+ Cold Packs

Burns

» COMMUNICATION REQUIREMENTS
Equipment

(e)
(e)

FM & MX frequency capable radios
Cell Phone

Radio Nets

o
[e]
o

Administrative Coverage (DZSO Net)
Exercise Target Control (O/C Net)
Tactical Nets

En route Communications

e}

Cell phone to notify receiving facilities

> MEDEVAC REQUEST PROCEDURES
Military Installation

o
[e]

MEDEVAC unit and location

Request Procedures

« Range Control?

+ MEDEVAC Freq?

* Request format (other than 9-Line)

« Aircraft / HLZ requirements/considerations
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Civilian Life Flight
o Contact Numbers & Procedures
« Direct Line and Alternate Contacts (State Police)
o Special Aircraft Considerations
« Aircraft Capabilities / Limitations
« Aircraft / HLZ requirements/considerations
HLZ Marking Requirements

» ADMIN CASUALTY FLOW

Point-of-Injury to Home Station

Casualty Flow on the Target / DZ to CCP or HLZ
o Tactical to admin link-up and patient turnover
From the target to hospital

From hospital to home station

*General Rule: All casualties go through tactical medical channels unless life,
limb, or eyesight is threatened.

» TACTICAL DROP ZONE COVERAGE FOR EXERCISES

All casualties go through tactical evacuation channels unless life, limb or
eyesight is threatened.

No vehicles enter the drop zone without DZSO permission and tactical
commanders notification

Minimize white lights

Minimize impact on tactical operations remaining off the DZ unless
directed otherwise

If possible, use tactical vehicles/assets to transport to admin CCP sites

» PRE-COVERAGE INSPECTIONS

ALWAYS CHECK YOURSELF AND INSPECT SUBORDINATES
Inspect / Inventory Medical equipment

o Inventory against Hazardous Coverage Checklist
o Function check mechanical devices & Monitors

o Check Batteries

o Aidbags

Check Vehicle(s)

o PMCS

o Fuel Level

o Dispatch

o Map/Routes

Support Equipment

o Communications Equipment

Strobe lights / flashlights / head lamps

Night vision

GPS

O O O
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BURN QUICK REFERENCE GUIDE
TYPE OF INJURY

« First Degree: superficial, involving only epidermal damage
o erythematous and painful due to intact nerve endings
o healin 5 to10 days; pain resolves within 3 days
o no residual scarring
« Second Degree: partial thickness, involving the epidermis and dermis
o more superficial burns are moist and blister; deeper burns are white
and dry, blanch with pressure, and have reduced pain
o healin 10 to14 days
o can develop into third degree burns with infection, edema,
inflammation and ischemia
o treatment varies with degree of involvement - grafting is indicated for
deep burns
« Third Degree: full-thickness, most severe of burns
o results in necrosis and avascular areas
o tough, waxy, brownish leathery surface with eschar, numb to touch
o grafting required
usually have permanent impairment
. Fourth Degree: full-thickness as well as adjacent structures such as fat,
fascia, muscle or bone
o reconstructive surgery is indicated
o severe disfigurement is common

BODY SURFACE AREA (BSA)

e Adult
o "rule of nines": each arm is 9% of BSA, leg is 18%, anterior trunk is
18%, posterior trunk is 18%, head is 9%, and perineum is 1% (see
chart)
¢ Children
o BSA varies with age (children have a larger percentage of body
surface area which exaggerates fluid losses)
o children under 10 years old should be evaluated by the Lund-
Browder burn chart (see chart)
o quick method : the patient's palm is 1% of the total body surface
area
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SEVERITY

e Minor:
o partial thickness: < 15% BSA in adults, < 10% BSA in children
o full thickness: < 2% BSA
e Moderate:
o partial thickness: 15%-25% BSA in adults, 10%-20% BSA in
children
o full thickness: 2%-10% BSA
e Major:
partial thickness: > 25% BSA in adults, > 20% BSA in children
full thickness: > 10% BSA
burns of hands, face, eyes, ears, feet or perineum
associated injuries, such as inhalation injury, fractures, other
trauma
o poor risk patients with underlying disease or suspicion of child
abuse

O O O O

(http://www.peds.umn.edu/divisions/pccm/teaching/acp/burns.html)

In children weighing less than 30kg the infusion rate is estimated at
3cc/kg/%TBSA. Plan to give ¥z of the estimated fluid over the first 8 hr. Children
will also need maintenance fluids of 5% dextrose in %2 normal saline. This should
be given using a rule such as the 4-2-1 rule: 4cc/kg/hr for the first 10 kg, 2cc/kg/h
for the next 10 kg, and 1cc/kg/h for the next 10 kg. If a patient’s resuscitation has
been delayed by a few hours, then give fluid more rapidly.

Adjust the initial fluid infusion rate to the urine output. Failure to monitor
and record the urine output (catheter or bedpan) and adjust the fluid rate hourly
may result in death or in severe complications. Adequate urine output is 30—
50cc/hr in an adult and 1cc/kg/hr in a child who weighs less than 30kg. If the
output is greater, or less than, the target for 2 consecutive hours, decrease, or
increase, the IV rate by 20% respectively until the rate is satisfactory.

(Special Operations Forces Medical Handbook, 2" Edition)

Rule of 10 for Fluid Resuscitation of Burn Victims
(@) Initial rate is 10ml per %TBSA per hour for a maximum casualty weight
of 80kg.

(b) Add 100ml/hr to the rate for each 10kg above 80kg.

(c) Example: A 90kg casualty with 50% TBSA burn would receive an
initial rate of (10ml x 50)/hr + 1200ml/hr or 600ml/hr.



The 'rule of nines' for rapid assessment of the % BSA

(Retrieved from http://www.nda.ox.ac.uk/wfsa/html/u10/u1010p02.htm)
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CHART FOR ESTIMATING SEVERITY OF BURN WOUND

MNAME WARD — - MUMBER____DATE__
AGE ADMISSION WEIGHT

RELATIVE PERCENTAGE OF BODY SURFACE AREA
BY GROWTH

AFFECTED

36 Ti5 E'
5% law (3%
B N .

[3 3 a's

AGE 0
A= OF HEAD D) 8%

B=': OF OME THIGH | 2% |34
[C—»OFONELEG [2%  |2%

The Lund and Browder chayt for accurate
assessment of the % BSA

Ll

(Retrieved from http://www.nda.ox.ac.uk/wfsa/html/u10/u1010p02.htm)
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DERMATOMES (Retrieved from
http://web1.d25.k12.id.us/home/hhs/sportsmed/dermatomes.htm)

LUMBOSACRAL NERVE ROOT COMPRESSION

ROOT MOTOR SENSORY REFLEX

L4 Quadriceps Medial foot Knee jerk

L5 Dorsiflexors Dorsum of foot Medial hamstring
S1 Plantarflexors Lateral foot Ankle jerk

GLASGOW COMA SCALE

EYE OPENING VERBAL ACTIVITY MOTOR ACTIVITY
1 None 1 None 1 None
2 To pain 2 Incomprehensible 2 Extension to pain
3 To command 3 Inapropriate 3 Flexion to pain
4 Spontaneous 4 Confused 4 Withdraws to pain
5 Oriented 5 Localizes pain
6 Obeys commands
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