Pediatric Tactical Emergency Casualty Care

DIRECT THREAT CARE (DTC)
Goals:

1. Accomplish the mission with minimal casualties

2. Prevent any casualty from sustaining additional injuries

3. Keep response team maximally engageghin neutralizing the existing threat (e.g. active
shooter, unstable building . cassl @ e

4.

Use of tactile

communication.
3. Casualty Extraction

a. If a casualty can move to safety, they should be instructed to do so.
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b. If a casualty is unresponsive, the scene commander or team leader should weigh
the risks and benefits of a rescue attempt in terms of manpower and likelihood of
success. Remote medical assessment techniques should be considered.

c. If the casualty is responsive but cannot move, a tactically feasible rescue plan
should be devised.

d. Recognize that threats are dvpag@® and may be ongoing, requiring continuous

threat assessme

4.
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INDIRECT THREAT CARE (ITC)
Goals:

1. Goals 1-4 as above with DTC care
2. Stabilize the casualty as required toz
or medical evacuation assg

afe extraction to dedicated treatment sector

Principles:

. Maintain

Putation, a tourniquet

ii. Apply pressure dressing with deep wound packing to control life-
threatening external hemorrhage that is anatomically amenable to such
treatment.

b. For compressible hemorrhage not amenable to tourniquet use, or as an adjunct to
tourniquet removal (if evacuation time is anticipated to be longer than two hours),
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apply a hemostatic agent in accordance with the directions for its use with an
appropriate pressure bandage. Before releasing any tourniquet on a casualty who
has received IV fluid resuscitation for hemorrhagic shock, ensure a positive
response to resuscitation efforts (i.e., a peripheral pulse normal in character and
normal mentation).

Reassess all tourniquets that werg~applied during previous phases of care.
Consider exposing thes N icd hastily during DTC phase that

iii. Allow casualty to assume position that best protects the airway- including
sitting up

iv. Place unconscious casualty in the recovery position
c. If previous measures unsuccessful:

i. Airway positioning may be enhanced by elevation of the shoulders
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ii. Bag mask ventilation is preferred to intubation in the pediatric pre-hospital population
with suspected hemorrhagic shock

iii. Oral/nasotracheal intubation
iv. Consider surgical/invasive airway

iii. Needle cricothyroidotomy recommended if signs of puberty are
absent

b. Consider IV saline 18

5. Fluid resuscitation: Assess for hemorrhagic shock; altered mental status (in the absence
of head injury) and weak or absent peripheral pulses are the best field indicators of shock.

a. If not in shock:
i. No IV fluids necessary
ii. PO fluids permissible if:
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v. Conscious, can swallow, and has no injury requiring potential
surgical intervention

vi. If confirmed long delay in evacuation to care
b. If in shock:

i. Administer appropriate IV fluld bolus (ZOCc/kg NS/LR) and re-assess

es. Inspect and dress

known wounds

b. Consider splinting known/suspected fracture to include applying pelvic binding
techniques for suspected pelvic fractures.

9. Provide analgesia as necessary.

a. Consider oral or rectal (if available) non-narcotic medications such as Tylenol for
mild to moderate pain.
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b. Avoid the use of non-steroidal anti-inflammatory medications (e.g. aspirin,
ibuprofen, naproxen, ketorolac, etc) in the trauma patient as these medications
interfere with platelet functioning and may exacerbate bleeding.

c. Narcotic pain medications should be utilized per protocol. Consider utilization of
mucosal atomizer devices (MAD). Exercise caution when using narcotic

medications (e.g. fentanyl citratezand/or Ketamine for moderate to severe pain in

d. Cover the burn area with dry, sterile dressings and initiate measures to prevent
heat loss and hypothermia.

e. If burns are greater than 20% of Total Body Surface Area, fluid resuscitation
should be initiated under medical control as soon as IV/IO access is established. If



12.

13.

14.

15.

16.

Skill set:

1. Hemorrhage Control:
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hemorrhagic shock is also present, resuscitation for hemorrhagic shock takes
precedence over resuscitation for burn shock as per the guidelines.

f. All previously described casualty care interventions can be performed on or
through burned skin in a burn casualty.

g. Analgesia in accordance with TECC guidelines may be administered.

h. SRR

a. Apply Tourniquet

b. Apply Direct Pressure

C. Apply Pressure Dressing
d. Apply Wound Packing

e. Apply Hemostatic Agent

2. Airway:
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f.
Breath

Pediatric Tactical Emergency Casualty Care

Apply Manual Maneuvers (chin lift, jaw thrust, recovery position, shoulder elevation)
Insert Nasal pharyngeal airway

Insert Supraglottic Device (LMA, King-LT, etc)

Perform Tracheal Intubation

Perform Surgical Cricothyrotomy (Not recommended for under 10 yrs)

Perform Needle Cricothyrotomy

ing:

‘ \ /
L l,, : l l
i Al ol

=
D
=

- Ay

[

»
-
T

«fy

e
\ ¥

. Perform Triage
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EVACUATION CARE (EVAC):

Goals:
1. Maintain any life saving interventions conducted during DTC and ITC phases

2. Provide rapid and secure extraction to a appropriate level of care

Principles:

Reassess the

Postruction:
i. Recovery po

ii. Naso/oropharyngeal airway

iii. Airway positioning may be enhance by elevation of shoulders

iv. Bag mask ventilation is equivalent to intubation in the pediatric pre-
hospital setting
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v. If previous measures unsuccessful, it is prudent to consider supraglottic
Devices (King LT, LMA, etc), endotracheal intubation with Rapid
Sequence Intubation.

vi. Needle cricothyroidotomy recommended if signs of puberty are absent

vii. Surgical cricothyroidotomy only recommended in patients with signs of
puberty

c. Following intyls S b dislodgment, obstruction and

ii. Injuries associated with impaired oxygenation

iii. Unconscious casualty
iv. Casualty with TBI (maintain oxygen saturation > 90%)

v. Casualty in shock
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vi. Casualty at altitude

vii. Casualties with pneumothoraces

Bleeding:

a.

a.

Fully expose wounds to reassess for unrecognized hemorrhage and control all
sources of major bleeding.

E‘ '

If casualty displ[Iy™ | tatus in the absence of brain
injury, weak or absent peripnc cS, and/or change in pulse character)
resuscitation should be directed towards restoration of peripheral pulses and
improvement of mental status.

If BP monitoring is available, maintain target systolic BP 70mmHg or Mean
Arterial Pressure greater than 60 mm Hg in children under 10 (minimum normal
systolic BP =70 + (Age x 2).



Pediatric Tactical Emergency Casualty Care

c. Establish intravascular access if not performed in ITC phase. Consider primary
intraosseous access in Pediatric population

d. Management of resuscitation as in ITC with the following additions:

i. If in shock and blood products are not available or not approved under
scope of practice/local protocols resuscitate as in ITC.

Replace wet clolg ! C casualty onto an insulated
surface as soon as possible.

d. Cover the casualty with commercial warming device, dry blankets, poncho liners,
sleeping bags, or anything that will retain heat and keep the casualty dry.

e. Warm fluids are preferred if IV fluids are required.

7. Monitoring
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a. Institute electronic monitoring if available, including pulse oximetry, cardiac
monitoring, etCO?2 (if assisted ventilation or altered mental status), and blood
pressure.

b. Obtain and record vital signs.
8. Reassess casualty:

Complete secondary surycasslaseiSnmmbanadditional injuries. Inspect and dress

W patient as these
exacerbate

b. Moderate to severe

i. Narcotic pain medications should be utilized per protocol. Consider
utilization of mucosal atomizer devices (MAD). Exercise caution when
using narcotic medications (e.g. fentanyl citrate.) and/or Ketamine for
moderate to severe pain in pediatric patients due to their higher volumes of
distribution.
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i. Place patient on appropriate monitor
ii. Consider adjunct administration of anti-emetic medicines

iii. Have naloxone readily available whenever administering
opiates

iv. Monitor for adverse effects such as respiratory depression or

10. Burns:

11.

12.

13. Cardiopulmonary resuscitatre °t role during the evacuation phase
especially for patients with electrocution, hypothermia, non traumatic arrest or near

drowning.

a. Consider rescue breaths in small children with deteriorating cardiopulmonary
status.
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b. Consider bilateral needle decompression for victims of torso or polytrauma with
no respirations or pulse to ensure tension pneumothorax is not the cause of
cardiac arrest prior to discontinuation of care.

14. Documentation of Care: Continue or initiate documentation of clinical assessments,
treatments rendered, and changes in the casualty’s status in accordance with local

protocol. Forward this information with ghe casualty to the next level of care.




