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TheTop5 Cause®f Deathin the United States
Military

Cause of Death Percentage of U.S. Military

Deaths
2 Transport accidents 18.3%
3 Other accidents 9.3%
4 Combat 9.0%
) Cancer 8%

From1990through 2011, there were 29,213deathsof U.S military memberswhile on activeduty.
From 2000 to 2011, two-thirds of all deaths unrelated to war were causedby transportation accidents(n=4,761; 37%), other accidents
(n=1,358, 10%) andsuicides(n=2,634; 20%)
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Cause-Specific Findings in 902 Cases of
Adjudicated Unanticipated Sudden Cardiac Death
Stratified by Age <35 Years and =35 Years in a
Cohort Undergoing Active Surveillance

Table 3

<35 Yrs of Age =35 Yrs of Age

Findings (n = 298) (n = 604) p Value
Sudden unexplained death 123 (41.3%) 64 (10.6%) <0.001
Atherosclerotic disease 69 (23.2%) 442 (73.2%) <0.001
Hypertrophic 38 (12.8%) 19 (3.1%) <0.001
cardiomyopathy
Myocarditis 17 (5.7%) 13 (2.2%) 0.009
Idiopathic dilated 14 (4.7%) 21 (3.5%) 0.478
cardiomyopathy
Anomalous coronary artery 12 (4.0%) 1 (0.2%) <0.001
Hypertensive 11 (3.7%) 15 (2.5%) 0.419
cardiomyopathy
Arrhythmogenic RV 4 (1.3%) 6 (1.0%) 0.737
dysplasia
Ischemic cardiomyopathy 2(0.7%) 14 (2.3%) 0.135
Other* 8(2.7%) 9 (1.5%) —

Data presented as raw (columnar percent [incidence]). *Other cases (n = cases <35 years of age,
cases =35 years of age, respectively): additional causes of death associated with coronary artery
disease included coronary artery bridge (n = 6, 1), spontaneous coronary thrombosis (n = 1, 2%)
and spontaneous coronary dissection (n = 0, 1); causes of death associated with valvular heart
disease included aortic valve disease (n = 0, 3), mitral valve disease (n = 1, 1), and endocarditis
(n=0,1).

RV = right ventricle.
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Prehospital Trauma Care:

Military vs. Civilian

* Hostile fire

* Darkness

* Environmental extremes

* Different wounding
epidemiology

* Limited equipment

* Need for tactical maneuver

* Long delays to hospital care

* Different medic training and experience




Tactical Combat Casualty Car€CQC)
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Three Objectives of TCCC

* Treat the casualty
* Prevent additional casualties
* Complete the mission
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1. CARE UNDER FIRE
2. TACTICAL FIELD CARE

3. TACTICAL EVACUATION CARE




Care Under Fire Guidelines

1. Return fire and take cover.

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

3. Direct casualty to move to cover and apply self-aid if
able.

4. Try to keep the casualty from sustaining additional
wounds.




Care Under Fire Guidelines

5. Casualties should be extricated from buming vehicles or

buildings and moved to relative safety. Do what is necessary to
stop the burning process.

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

b. Use a CoTCCC-recommended limb tourniquet for
hemorrhage that 1s anatomically amenable to tourniquet use.

c. 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.



Care Under Fire Guidelines

7. Airway management is generally best
deferred until the Tactical Field Care phase.




Care Under Fire

* If the firefight is ongoing - don’ t try to treat
your casualty in the Kill Zone!

* Suppression of enemy fire and moving
casualties to cover are the major concerns.




Care Under Fire

* Suppression of hostile fire will minimize the
risk of both new casualties and additional
injuries to the existing casualties.

* The firepower contributed by medical
personnel and the casualties themselves may
be essential to tactical fire superiority.

* The best medicine on the battlefield is Fire
Superiority.




CARE UNDER FIRE

1) While under fire and without a weapon,
Gunnery Sgt. Ryan P. Shane runs to Sgt.
Lonnie Wells, to pull him te.safety during
USMC combat operations in Fallujah.




CARE UNDER FIRE




CARE UNDER FIRE

3) Another Marine comes to help.



CARE UNDER FIRE




CARE UNDER FIRE

5) Gunnery Sgt Shane, on ground at left, was hit by
insurgent sniper fire.




CARE UNDER FIRE

C-Spine Stabilization

Penetrating head and neck injuries do not
require C-spine stabilization

— Gunshot wounds (GSW), shrapnel

—In penetrating trauma, the spinal cord is
either already compromised or 1s in
relatively less danger than would be the
case with blunt trauma.




CARE UNDER FIRE

C-Spine Stabilization

Blnt trauma is different!

— Neck or spine injuries due to falls, fast-roping
injuries, or motor vehicle accidents may require
C-spine stabilization.

— Apply only if the danger of hostile fire does not
constitute a greater threat.




CARE UNDER FIRE

One-Person Drag

4

A A NIy
il o7 o AP,
R R drt

=1




CARE UNDER FIRE

Two-Person Drag




CARE UNDER FIRE

Two-Person
Drag Using Lines




CARE UNDER FIRE

(#%\ SEAL Team Three Carry (2)

Also called the Shoulder-Belt carry.



CARE UNDER FIRE

Hawes Carry

3724704

Also called the Modified Firemen’s carry
or Pack Strap Carry.




CARE UNDER FIRE

The Number One
Medical Priority in CUF

Early control of severe hemorrhage is critical.

— In the past, extremity hemorrhage was the
most frequent cause of preventable battlefield
deaths.

— Over 2500 deaths occurred in Vietham
secondary to hemorrhage from extremity
wounds.

— Injury to a major vessel can quickly lead to
shock and death.

— Only life-threatening bleeding warrants
intervention during Care Under Fire.




CARE UNDER FIRE

CARE UNDER FIRE



