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107.1
Discuss the nine general first aid rules. [ref. a, p. 4-1]
-Take a moment to get organized. On your way to an accident scene, use a few the basic rules of first aid. Remain calm as you take charge of the situation, and act quickly but efficiently. Decide as soon as possible what has to be done and which one of the patient’s injuries needs attention first.

-Unless contraindicated, make your preliminary examination in the position and place you find the victim. Moving the victim before this check could gravely endanger life, especially if the neck, back, or ribs are broken. Of course, if the situation is such that you or the victim is in danger, you must weigh this threat against the potential damage caused by premature transportation. If you decide to move the victim, do it quickly and gently to a safe location where proper first aid can be administered.

- In a multi-victim situation, limit your preliminary survey to observing for airway patency, breathing, and circulation, the ABCs of basic life support. Remember, irreversible brain damage can occur within 4 to 6 minutes if breathing has stopped.  Bleeding from a severed artery can lethally drain the body in even less time. If both are present and you are alone, quickly handle the major hemorrhage first, and then work to get oxygen back into the system. Shock may allow the rescuer a few minutes of grace but is no less deadly in the long run.

- Examine the victim for fractures, especially in the skull, neck, spine, and rib areas. If any are present, prematurely moving the patient can easily lead to increased lung damage, permanent injury, or death.  Fractures of the hip bone or extremities, though not as immediately life-threatening, may pierce vital tissue or blood vessels if mishandled.

- Remove enough clothing to get a clear idea of the extent of the injury. Rip along the seams, if possible, or cut. Removal of clothing in the normal way may aggravate hidden injuries. Respect the victim’s modesty as you proceed, and do not allow the victim to become chilled.



- Keep the victim reassured and comfortable. If possible, do not allow the victim to see the wounds. The victim can endure pain and discomfort better if confident in your abilities. This is important because under normal conditions the Corpsman will not have strong pain relief medications right at hand

- Avoid touching open wounds or burns with your fingers or unsterile objects, unless clean compresses and bandages are not available and it is imperative to stop severe bleeding.

- Unless contraindicated, position the unconscious or semiconscious victim on his side or back, with the head turned to the side to minimize choking or the aspirating of vomitus. Never give an unconscious person any substance by mouth.



- Always carry a litter patient feet first so that the rear bearer can constantly observe the victim for respiratory or circulatory distress
107.2
Discuss the protocols for tactical and nontactical triage. [ref. a, p. 4-2]
Triage, a French word meaning “to sort” is the process of quickly assessing patients in a multiple-casualty incident and assigning patient a priority (or classification) for receiving treatment according to the severity of his illness or injuries. In the military, there are two types of triage, tactical and nontactical, and each type uses a different set of prioritizing criteria. The person in charge is responsible for balancing the human lives at stake against the realities of the tactical situation, the level of medical stock on hand, and the realistic capabilities of medical personnel on the scene. Triage is a dynamic process, and a patient’s priority is subject to change as the situation progresses.

SORTING FOR TREATMENT (TACTICAL)

The following discussion refers primarily to battalion aid stations (BAS) (where neither helicopter nor rapid land evacuation is readily available) and to shipboard battle-dressing stations.  Immediately upon arrival, sort the casualties into groups in the order listed below.

Class I Patients whose injuries require minor professional treatment that can be done on an outpatient or ambulatory basis. These personnel can be returned to duty in a short period of time.

Class II Patients whose injuries require immediate life-sustaining measures or are of a moderate nature. Initially, they require a minimum amount of time, personnel, and supplies.

Class III Patients for whom definitive treatment can be delayed without jeopardy to life or loss of limb.

Class IV Patients whose wounds or injuries would require extensive treatment beyond the immediate medical capabilities. Treatment of these casualties would be to the detriment of others

SORTING FOR TREATMENT (NONTACTICAL)

In civilian or nontactical situations, sorting of casualties is not significantly different from combat situations. There are four basic classes (priorities) of injuries, and the order of treatment of each is different.

Priority I Patients with correctable life-threatening illnesses or injuries such as respiratory arrest or obstruction, open chest or abdomen wounds, femur fractures, or critical or complicated burns.

Priority II Patients with serious but non-life-threatening illnesses or injuries such as

moderate blood loss, open or multiple fractures (open increases priority), or eye

injuries.

Priority III Patients with minor injuries such as soft tissue injuries, simple fractures, or minor to moderate burns.

Priority IV Patients who are dead or fatally injured.  Fatal injuries include exposed brain matter, decapitation, and incineration.

As mentioned before, triage is an ongoing process.  Depending on the treatment rendered, the amount of time elapsed, and the constitution of the casualty, you may have to reassign priorities. What may appear to be a minor wound on initial evaluation could develop into a case of profound shock. Or a casualty who required initial immediate treatment may be stabilized and downgraded to a delayed status

107.3

Explain the steps in performing a primary survey. [ref. a, p. 4-4]
Field assessments are normally performed in a systematic manner. The formal processes are known as the primary survey and the secondary survey. The primary survey is a rapid initial assessment to detect and treat life-threatening conditions that require immediate care, followed by a status decision about the patient’s stability and priority for immediate transport to a medical facility. The secondary survey is a complete and detailed assessment consisting of a subjective interview and an objective examination, including vital signs and head-to-toe survey. As stated earlier, the primary survey is a process carried out to detect and treat life-threatening conditions. As these conditions are detected, lifesaving measures are taken immediately, and early transport may be initiated. The information acquired before and upon your arrival on the scene provides you with a starting point for the primary survey. The primary survey is a treat-as-you-go process. As each major problem is detected, it is treated immediately, before moving on to the next.  During the primary survey, you should be concerned with what are referred to as the 

A = Airway. An obstructed airway may quickly lead to respiratory arrest and death.

Assess responsiveness and, if necessary, open the airway.

B = Breathing. Respiratory arrest will quickly lead to cardiac arrest. Assess breathing, and, if necessary, provide rescue breathing. Look for and treat conditions that may compromise breathing, such as penetrating trauma to the chest.

C = Circulation. If the patient’s heart has stopped, blood and oxygen are not being sent to the brain. Irreversible changes will begin to occur in the brain in 4 to 6 minutes; cell death will usually occur within 10 minutes. Assess circulation, and, if necessary, provide cardiopulmonary resuscitation (CPR). Also check for profuse bleeding that can be controlled.  Assess and begin treatment for severe shock or the potential for severe shock.

D = Disability. Serious central nervous system injuries can lead to death. Assess the patient’s level of consciousness and, if you suspect a head or neck injury, apply a rigid neck collar. Observe the neck before you cover it up. Also do a quick assessment of the patient’s ability to move all extremities.

E = Expose. You cannot treat conditions you have not discovered. Remove clothing–especially if the patient is not alert or communicating with you–to see if you missed any life-threatening injuries. Protect the patient’s privacy, and keep the patient warm with a blanket if necessary. 

As soon as the ABCDE process is completed, you will need to make what is referred to as a status decision of the patient’s condition. A status decision is a judgment about the severity of the patient’s condition and whether the patient requires immediate transport to a medical facility without a secondary survey at the scene. Ideally, the ABCDE steps, status, and transport decision should be completed within 10 minutes of your arrival on the scene.
107.4

Identify the signs, symptoms, and general treatment procedures for shock. [ref. a, pp. 4-22 thru 4-25]

The essence of shock control and prevention is to recognize the onset of the condition and to start treatment before the symptoms fully develop. The following are general signs and symptoms of the development of shock:

- Restlessness and apprehension are early symptoms, often followed by apathy.

- Eyes may be glassy and dull. Pupils may be dilated. (These are also the symptoms of morphine use.)

- Breathing may be rapid or labored, often of the gasping, for air hunger, type. In the advanced stages of shock, breathing becomes shallow and irregular.

- The face and skin may be very pale or ashen gray; in the dark complexioned, the mucous membranes may be pale. The lips are often cyanotic.

- The skin feels cool and is covered with clammy sweat. The skins coolness is related to a decrease in the peripheral circulation. 

- The pulse tends to become rapid, weak, and thready. If the blood pressure is       severely lowered, the peripheral pulse may be absent.  The pulse rate in hemorrhagic shock may reach 140 or higher. In neurogenic shock, however, the pulse rate is slowed, often below 60.

- The blood pressure is usually lowered in moderately severe shock; the systolic   pressure drops below 100, while the pulse rises above 100. The body is compensating for circulatory fluid loss by peripheral vasoconstriction. This process tends to maintain the blood pressure at a nearly normal level despite a moderately severe loss of circulating blood volume. A point comes, however, when decompensation occurs, and a small amount of additional blood loss will produce a sudden, alarming fall in blood pressure.

- There may be nausea, vomiting, and dryness of the mouth, lips, and tongue.

- Surface veins may collapse.

- There are frequent complaints of thirst. 

- The kidneys may shut down. Urine formation either ceases or greatly diminishes if the systolic blood pressure falls below 80 for long periods of time.



- The person may faint from inadequate venous blood return to the heart. This may be the result of a temporary gravitational pooling of the blood associated with standing up too quickly.

107
.5
Discuss how to control hemorrhage by use of the following: 



[ref. a, pp. 4-31 thru 4-34]
Pressure dressing - The best way to control external bleeding is by applying a compress to the wound and exerting pressure directly to the wound. If direct pressure does not stop the bleeding, pressure can also be applied at an appropriate pressure point. At times, elevation of an extremity is also helpful in controlling hemorrhage.  The use of splints in conjunction with direct pressure can be beneficial. In those rare cases where bleeding cannot be controlled by any of these methods, you must use a tourniquet.  If bleeding does not stop after a short period, try placing another compress or dressing over the first and securing it firmly in place. If bleeding still will not stop, try applying direct pressure with your hand over the compress or dressing. Remember that in cases of severe hemorrhage, it is less important to worry too much about finding appropriate materials or about the dangers of infection.  The most important problem is to stop rapid exsanguination.  If no material is available, simply thrust your hand into the wound. In most situations direct pressure is the first and best method to use in the control of hemorrhage

Pressure points - Bleeding can often be temporarily controlled by applying hand pressure to the appropriate pressure point. A pressure point is the spot where the main artery to an injured part lies near the skin surface and over a bone. Apply pressure at this point with the fingers (digital pressure) or with the heel of the hand.  No first aid materials are required. The object of the pressure is to compress the artery against the bone, thus shutting off the flow of blood from the heart to the wound.  There are 11 principal points on each side of the body where hand or finger pressure can be used to stop hemorrhage.  It is very tiring to apply digital pressure, and it can seldom be maintained for more than 15 minutes.  Pressure points are recommended for use while direct pressure is being applied to a serious wound by a second rescuer. Using the pressure-point technique is also advised after a compress, bandage, or dressing has been applied to the wound, since this method will slow the flow of blood to the area, thus giving the direct pressure technique a better chance to stop the hemorrhage. The pressure-point system is also recommended as a stopgap measure until a pressure dressing or a tourniquet can be applied  

Tourniquets - A tourniquet is a constricting band that is used to cut off the supply of blood to an injured limb. Use a tourniquet only as a last resort and if the control of hemorrhage by other means proves to be difficult or impossible. A tourniquet must always be applied above the wound (i.e., toward the trunk), and it must be applied as close to the wound as practical.  Basically, a tourniquet consists of a pad, a band, and a device for tightening the band so that the blood vessels will be compressed. It is best to use a pad, compress, or similar pressure object, if one is available. The pressure object goes under the band and must be placed directly over the artery or it will actually decrease the pressure on the artery, allowing a greater flow of blood. If a tourniquet placed over a pressure object does not stop the bleeding, there is a good chance that the pressure object is in the wrong place. If placement is not effective, shift the object around until the tourniquet, when tightened, will control the bleeding.  Any long flat material may be used as the band. It is important that the band be flat: belts, stockings, flat strips of rubber, or neckerchiefs may be used; however, rope, wire, string, or very narrow pieces of cloth should not be used because they can cut into the flesh. A short stick may be used to twist the band, tightening the tourniquet.  To be effective, a tourniquet must be tight enough to stop the arterial blood flow to the limb. Be sure, therefore, to draw the tourniquet tight enough to stop the bleeding. Do not make it any tighter than necessary, though, since a tourniquet that is too tight can lead to loss of the limb the tourniquet is applied to.  After you have brought the bleeding under control with the tourniquet, apply a sterile compress or dressing to the wound and fasten it in position with a bandage.
107
.6
Discuss how to identify and treat the following wounds: [ref. a, pp. 4-37 thru 4-39]
Head wounds - Head wounds must be treated with particular care, since there is always the possibility of brain damage.  The general treatment for head wounds is the same as that for other fresh wounds. However, certain special precautions must be observed if you are giving first aid to a person who has suffered a head wound. NEVER GIVE ANY MEDICATIONS.

- Keep the victim lying flat, with the head at the level of the body. Do not raise the feet if the face is flushed. If the victim is having trouble breathing, you may raise the head slightly.

- If the wound is at the back of the head, turn the victim on his side.

- Watch closely for vomiting and position the head to avoid aspiration of vomitus or saliva into the lungs.

- Do not use direct pressure to control hemorrhage if the skull is depressed or obviously fractured .

Facial wounds - Wounds of the face are treated, in general, like other fresh wounds. However, in all facial injuries make sure neither the tongue nor injured soft tissue blocks the airway, causing breathing obstruction.  Keep the nose and throat clear of any obstructing materials, and position the victim so that blood will drain out of the mouth and nose.  Facial wounds that involve the eyelids or the soft tissue around the eye must be handled carefully to avoid further damage. If the injury does not involve the eyeball, apply a sterile compress and hold it in place with a firm bandage. If the eyeball appears to be injured, use a loose bandage.  (Remember that you must NEVER attempt to remove any object that is embedded in the eyeball or that has penetrated it; just apply a dry, sterile compress to cover both eyes, and hold the compress in place with a loose bandage).  Any person who has suffered a facial wound that involves the eye, the eyelids, or the tissues around the eye must receive medical attention as soon as possible.  Be sure to keep the victim lying down. Use a stretcher for transport.

Chest wounds - Since chest injuries may cause severe breathing and bleeding problems, all chest injuries must be considered as serious conditions. Any victim showing signs of difficulty in breathing without signs of airway obstruction must be inspected for chest injuries. The most serious chest injury that requires immediate first aid treatment is the sucking chest wound. This is a penetrating injury to the chest that produces a hole in the chest cavity. The chest hole causes the lung to collapse, preventing normal breathing functions. This is an extremely serious condition that will result in death if not treated quickly.  Victims with open chest wounds gasp for breath, have difficulty breathing out, and may have a bluish skin color to their face. Frothy-looking blood may bubble from the wound during breathing.  The proper treatment for a sucking chest wound is as follows:

- Immediately seal the wound with a hand or any airtight material available (e.g., ID card). The material must be large enough so that it cannot be sucked into the wound when the victim breathes in.

- Firmly tape the material in place with strips of adhesive tape and secure it with a pressure dressing. It is important that the dressing is airtight. If it is not, it will not relieve the victim’s breathing problems.  The object of the dressing is to keep air from going in through the wound.

NOTE: If the victim’s condition suddenly deteriorates when you apply the seal, remove it immediately.

- Give the victim oxygen if it is available and you know how to use it.

- Place the victim in a Fowler’s or semi-Fowler’s position. This makes breathing a little easier.  During combat, lay the victim on a stretcher on the affected side.

- Watch the victim closely for signs of shock, and treat accordingly.

- Do not give victims with chest injuries anything to drink.

- Transport the victim to a medical treatment facility immediately.
Abdominal wound - A deep wound in the abdomen is likely to constitute a major emergency since there are many vital organs in this area. Abdominal wounds usually cause intense pain, nausea and vomiting, spasm of the abdominal muscles, and severe shock. Immediate surgical treatment is almost always required; therefore, the victim must receive medical attention at once, or the chances of survival will be poor. Give only the most essential first aid treatment, and concentrate your efforts on getting the victim to a medical treatment facility. The following first aid procedures may be of help to a person suffering from an abdominal wound: Keep the victim in a supine position. If the intestine is protruding or exposed, the victim may be more comfortable with the knees drawn up. Place a coat, pillow, or some other bulky cloth material under the knees to help maintain this position.  DO NOT ATTEMPT TO PUSH THE INTESTINES BACK IN OR TO MANIPULATE THEM IN ANY WAY!· If bleeding is severe, try to stop it by applying direct pressure.· If the intestines are not exposed, cover the wound with a dry sterile dressing. If the intestines are exposed, apply a sterile compress moistened with sterile water. If no sterile water is available, clean sea water or any water that is fit to drink may be used to moisten the compress.  The compress should be held in place by a bandage.  Fasten the bandage firmly so that the compress will not slip around, but do not apply any more pressure than is necessary to hold the compress in position. Large battle dressings are ideal.· Treat for shock, but do not waste any time doing it. The victim must be transported to a hospital at the earliest possible opportunity. However, you can minimize the severity of shock by making sure that the victim is comfortably warm and kept in the supine position. DO NOT GIVE ANYTHING TO DRINK. If the victim is thirsty, moisten the mouth with a small amount of water, but do not allow any liquid to be swallowed.· Upon the direction of a medical officer, start an intravenous line.

107.7 Discuss the difference between open and closed fractures. [ref. a, p. 4-46]


A break in a bone is called a fracture. There are two main kinds of fractures.  A closed fracture is one in which the injury is entirely internal; the bone is broken but there is no break in the skin.  An open fracture is one in which there is an open wound in the tissues and the skin. Sometimes the open wound is made when a sharp end of the broken bone pushes out through the flesh; sometimes it is made by an object such as a bullet that penetrates from the outside.

107
.8
Discuss the general guidelines for the identification and treatment of the following fractures: [ref. a, pp. 4-46 thru 4-50]


Forearm fracture - There are two long bones in the forearm, the radius and the ulna. When both are broken, the arm usually appears to be deformed. When only one is broken, the other acts as a splint and the arm retains a more or less natural appearance. Any fracture of the forearm is likely to result in pain, tenderness, inability to use the forearm, and a kind of wobbly motion at the point of injury. If the fracture is open, a bone will show through.  If the fracture is open, stop the bleeding and treat the wound. Apply a sterile dressing over the wound.  Carefully straighten the forearm.  (Remember that rough handling of a closed fracture may turn it into an open fracture.) Apply a pneumatic splint if available; if not, apply two well-padded splints to the forearm, one on the top and one on the bottom. Be sure that the splints are long enough to extend from the elbow to the wrist. Use bandages to hold the splints in place. Put the forearm across the chest. The palm of the hand should be turned in, with the thumb pointing upward.  Support the forearm in this position by means of a wide sling and a cravat bandage.  The hand should be raised about 4 inches above the level of the elbow. Treat the victim for shock and evacuate as soon as possible.

Upper arm fracture - The signs of fracture of the upper arm include pain, tenderness, swelling, and a wobbly motion at the point of fracture. If the fracture is near the elbow, the arm is likely to be straight with no bend at the elbow.  If the fracture is open, stop the bleeding and treat the wound before attempting to treat the fracture.  NOTE: Treatment of the fracture depends partly upon the location of the break.  If the fracture is in the upper part of the arm near the shoulder, place a pad or folded towel in the armpit, bandage the arm securely to the body, and support the forearm in a narrow sling.  If the fracture is in the middle of the upper arm, you can use one well-padded splint on the outside of the arm. The splint should extend from the shoulder to the elbow. Fasten the splinted arm firmly to the body and support the forearm in a narrow sling, which you find it. This will prevent further nerve and blood vessel damage. The only exception to this is if there is no pulse distal to the fracture, in which case gentle traction is applied and then the arm is splinted. Treat the victim for shock and get him under the care of a medical officer as soon as possible. Another way of treating a fracture in the middle of the upper arm is to fasten two wide splints (or four narrow ones) about the arm and then support the forearm in a narrow sling. If you use a splint between the arm and the body, be very careful that it does not extend too far up into the armpit; a splint in this position can cause a dangerous compression of the blood vessels and nerves and may be extremely painful to the victim.  If the fracture is at or near the elbow, the arm may be either bent or straight. No matter in what position you find the arm, DO NOT ATTEMPT TO STRAIGHTEN IT OR MOVE IT IN ANY WAY.  Splint the arm as carefully as possible in the position in which you find it. This will prevent further nerve and blood vessel damage. The only exception to this is if there is no pulse distal to the fracture, in which case gentle traction is applied and then the arm is splinted.  Treat the victim for shock and get him under the care of a medical officer as soon as possible.

Thigh fracture - The femur is the long bone of the upper part of the leg between the kneecap and the pelvis. When the femur is fractured through, any attempt to move the limb results in a spasm of the muscles and causes excruciating pain. The leg has a wobbly motion, and there is complete loss of control below the fracture.  The limb usually assumes an unnatural position, with the toes pointing outward. By actual measurement, the fractured leg is shorter than the uninjured one because of contraction of the powerful thigh muscles. Serious damage to blood vessels and nerves often results from a fracture of the femur, and shock is likely to be severe.  If the fracture is open, stop the bleeding and treat the wound before attempting to treat the fracture itself.  Serious bleeding is a special danger in this type of injury, since the broken bone may tear or cut the large artery in the thigh.  Carefully straighten the leg. Apply two splints, one on the outside of the injured leg and one on the inside. The outside splint should reach from the armpit to the foot. The inside splint should reach from the crotch to the foot. The splints should be fastened in five places: (1) around the ankle; (2) over the knee; (3) just below the hip; (4) around the pelvis; and (5) just below the armpit . The legs can then be tied together to support the injured leg as firmly as possible.  It is essential that a fractured thigh be splinted before the victim is moved. Manufactured splints, such as the Hare or the Thomas half-ring traction splints, are best, but improvised splints may be used.  Remember DO NOT MOVE THE VICTIM UNTIL THE INJURED LEG HAS BEEN IMMOBILIZED. Treat the victim for shock, and evacuate at the earliest possible opportunity
Lower leg fracture - When both bones of the lower leg are broken, the usual signs of fracture are likely to be present. When only one bone is broken, the other one acts as a splint and, to some extent, prevents deformity of the leg. However, tenderness, swelling, and pain at the point of fracture are almost always present. A fracture just above the ankle is often mistaken for a sprain. If both bones of the lower leg are broken, an open fracture is very likely to result. If the fracture is open, stop the bleeding and treat the wound. Carefully straighten the injured leg. Apply a pneumatic splint if available; if not, apply three splints, one on each side of the leg and one underneath.  Be sure that the splints are well padded, particularly under the knee and at the bones on each side of the ankle. A pillow and two side splints work very well for treatment of a fractured lower leg. Place the pillow beside the injured leg, then carefully lift the leg and place it in the middle of the pillow. Bring the edges of the pillow around to the front of the leg and pin them together. Then place one splint on each side of the leg (over the pillow), and fasten them in place with strips of bandage or adhesive tape. Treat the victim for shock and evacuate as soon as possible. When available, you may use the Hare or Thomas half-ring traction splints.
Clavicle fracture - A person with a fractured clavicle usually shows definite symptoms. When the victim stands, the injured shoulder is lower than the uninjured one.  The victim is usually unable to raise the arm above the level of the shoulder and may attempt to support the injured shoulder by holding the elbow of that side in the other hand. This is the characteristic position of a person with a broken clavicle. Since the clavicle lies immediately under the skin, you may be able to detect the point of fracture by the deformity and localized pain and tenderness.  If the fracture is open, stop the flow of blood and treat the wound before attempting to treat the fracture.  Then apply a sling and swathe splint as described below.  Bend the victim’s arm on the injured side, and place the forearm across the chest. The palm of the hand should be turned in, with the thumb pointed up.  The hand should be raised about 4 inches above the level of the elbow. Support the forearm in this position by means of a wide sling. A wide roller bandage (or any wide strip of cloth) may be used to secure the victim’s arm to the. A figure-eight bandage may also be used for a fractured clavicle. Treat the victim for shock and evacuate to a definitive care facility as soon as possible.

Rib fracture - If a rib is broken, make the victim comfortable and quiet so that the greatest danger -- the possibility of further damage to the lungs, heart, or chest wall by the broken ends -- is minimized.  The common finding in all victims with fractured ribs is pain localized at the site of the fracture. By asking the patient to point out the exact area of the pain, you can often determine the location of the injury.  There may or may not be a rib deformity, chest wall contusion, or laceration of the area. Deep breathing, coughing, or movement is usually painful. The patient generally wishes to remain still and may often lean toward the injured side, with a hand over the fractured area to immobilize the chest and to ease the pain.  Ordinarily, rib fractures are not bound, strapped, or taped if the victim is reasonably comfortable. However, they may be splinted by the use of external support. If the patient is considerably more comfortable with the chest immobilized, the best method is to use a swathe in which the arm on the injured side is strapped to the chest to limit motion. Place the arm on the injured side against the chest, with the palm flat, thumb up, and the forearm raised to a 45° angle. Immobilize the chest, using wide strips of bandage to secure the arm to the chest. Do not use wide strips of adhesive plaster applied directly to the skin of the chest for immobilization since the adhesive tends to limit the ability of the chest to expand (interfering with proper breathing). Treat the victim for shock and evacuate as soon as possible.

107.9
Identify the different degrees of thermal burns and discuss the treatment for each. [ref. a, pp. 4-57, 4-58]
True burns are generated by exposure to extreme heat that overwhelms the body’s defensive mechanisms. Burns and scalds are essentially the same injury: Burns are caused by dry heat, and scalds are caused by moist heat.  The seriousness of the injury can be estimated by the depth, extent, and location of the burn, the age and health of the victim, and other medical complications.
FIRST-DEGREE BURN. With a first-degree burn, the epidermal layer is irritated, reddened, and tingling. The skin is sensitive to touch and blanches with pressure. Pain is mild to severe, edema is minimal, and healing usually occurs naturally within a week.

SECOND-DEGREE BURN. A second-degree burn is characterized by epidermal blisters, mottled appearance, and a red base. Damage extends into –but not through - the dermis. Recovery usually takes 2 to 3 weeks, with some scarring and depigmentation. This condition is painful. Body fluids may be drawn into the injured tissue, causing edema and possibly a “weeping” fluid (plasma) loss at the surface.

THIRD-DEGREE BURN.  A third-degree burn is a full-thickness injury penetrating into muscle and fatty connective tissues, or even down to the bone.  Tissues and nerves are destroyed. Shock, with blood in the urine, is likely to be present. Pain will be absent at the burn site if all the area nerve endings are destroyed, and the surrounding tissue (which is less damaged) will be painful. Tissue color will range from white (scalds) to black (charring burns). Although the wound is usually dry, body fluids will collect in the underlying tissue. If the area has not been completely cauterized, significant amounts of fluids will be lost by plasma “weeping” or by hemorrhage, thus reducing circulation volume. There is considerable scarring and possible loss of function. Skin grafts may be necessary.

First Aid

After the victim has been removed from the source of the thermal injury, first aid should be kept to a minimum.

- Maintain an open airway.

- Control hemorrhage, and treat for shock.

- Remove constricting jewelry and articles of clothing.

- Protect the burn area from contamination by covering it with clean sheets or dry dressings.

DO NOT remove clothing adhering to a wound.

- Splint fractures.

- For all serious and extensive burns (over 20 percent BSA), and in the presence of shock, start intravenous therapy with an electrolyte solution (Ringer’s lactate) in an unburned area.

- Maintain intravenous treatment during transportation.

- Relieve mild pain with aspirin. Relieve moderate pain with cool, wet compresses or ice water immersion (for burns of less than 20 percent BSA). Severe pain may be relieved with morphine or demerol injections. Pain resulting from small burns may be relieved with an anesthetic ointment if the skin is not broken
Aid Station Care
Once the victim has arrived at the aid station, observe the following procedures.

- Continue to monitor for airway patency, hemorrhage, and shock.

- Continue intravenous therapy that is in place, or start a new one under a medical officer’s supervision to control shock and replace fluid loss.

- Monitor urine output.

- Shave body hair well back from the burned area, and then cleanse the area gently with disinfectant soap and warm water. Remove dirt, grease, and nonviable tissue. Apply a sterile dressing of dry gauze.  Place bulky dressings around the burned parts to absorb serous exudate.

- All major burn victims should be given a booster dose of tetanus toxoid to guard against infection.  Administration of antibiotics may be directed by a medical officer or an Independent Duty Corpsman.



- If evacuation to a definitive care facility will be delayed for 2 to 3 days, start topical antibiotic therapy after the patient stabilizes and following debridement and wound care. Gently spread a 1/16-inch thickness of Sulfamylon or Silvadene over the burn area. Repeat the application after 12 hours, and then after daily debridement. Treat minor skin reactions with antihistamines
107.10
Explain how to prevent, identify symptoms of, and treat the following:
[ref. a, pp 4-60 thru 4-65]
Heat cramps - Excessive sweating may result in painful cramps in the muscles of the abdomen, legs, and arms. Heat cramps may also result from drinking ice water or other cold drinks either too quickly or in too large a quantity after exercise. Muscle cramps are often an early sign of approaching heat exhaustion.  To provide first aid treatment for heat cramps, move the victim to a cool place. Since heat cramps are caused by loss of salt and water, give the victim plenty of cool (not cold) water to drink, adding about one teaspoon of salt to a liter or quart of water. Apply manual pressure to the cramped muscle, or gently massage it to relieve the spasm. If there are indications of anything more serious, transport the victim immediately to a medical treatment facility.

Heat exhaustion - Heat exhaustion (heat prostration or heat collapse) is the most common condition caused by working or exercising in hot environments. In heat exhaustion, there is a serious disturbance of blood flow to the brain, heart, and lungs. This causes the victim to experience weakness, dizziness, headache, nausea, and loss of appetite. The victim may faint but will probably regain consciousness as the head is lowered, which improves the blood supply to the brain. Signs and symptoms of heat exhaustion are similar to those of shock; the victim will appear ashen gray, the skin cool, moist, and clammy and the pupils may be dilated. The vital signs usually are normal; however, the victim may have a weak pulse, together with rapid and shallow breathing. Body temperature may be below normal.  Treat heat exhaustion as if the victim were in shock. Move the victim to a cool or air-conditioned area. Loosen the clothing, apply cool wet cloths to the head, axilla, groin, and ankles, and fan the victim. Do not allow the victim to become chilled. (If this does occur, cover with a light blanket and move into a warmer area.) If the victim is conscious, give a solution of 1 teaspoon of salt dissolved in a liter of cool water. If the victim vomits, do not give any more fluids. Transport the victim to a medical treatment facility as soon as possible. Intravenous fluid infusion may be necessary for effective fluid and electrolyte replacement to combat shock.

Heat stroke - Sunstroke is more accurately called heat stroke since it is not necessary to be exposed to the sun for this condition to develop. It is a less common but far more serious condition than heat exhaustion, since it carries a 20 percent mortality rate. The most important feature of heat stroke is the extremely high body temperature (105°F, 41°C or higher) accompanying it. In heat stroke, the victim suffers a breakdown of the sweating mechanism and is unable to eliminate excessive body heat build up while exercising. If the body temperature rises too high, the brain, kidneys, and liver may be permanently damaged. Sometimes the victim may have preliminary symptoms such as headache, nausea, dizziness, or weakness. Breathing will be deep and rapid at first, later shallow and almost absent. Usually the victim will be flushed, very dry, and very hot. The pupils will be constricted (pinpoint) and the pulse fast and strong. Compare these symptoms with those of heat exhaustion.  When providing first aid for heat stroke, remember that this is a true life-and-death emergency. The longer the victim remains overheated, the more likely irreversible brain damage or death will occur. First aid is designed to reduce body heat fast.  Reduce heat immediately by dousing the body with cold water or by applying wet, cold towels to the whole body. Move the victim to the coolest place available and remove as much clothing as possible.  Maintain an open airway. Place the victim on his back, with the head and shoulders slightly raised. If cold packs are available, place them under the arms, around the neck, at the ankles, and in the groin. Expose the victim to a fan or air conditioner since drafts will promote cooling. Immersing the victim in a cold water bath is also very effective. If the victim is conscious, give cool water to drink. Do not give any hot drinks or stimulants. Discontinue cooling when the rectal temperature reaches 102°F; watch for recurrence of temperature rise by checking every 10 minutes.  Repeat cooling if temperature reaches 103°F rectally.  Get the victim to a medical facility as soon as possible. Cooling measures must be continued while the victim is being transported. Intravenous fluid infusion may be necessary for effective fluid and electrolyte replacement to combat shock. 

Hypothermia - General cooling of the whole body is caused by continued exposure to low or rapidly falling temperatures, cold moisture, snow, or ice. Those exposed to low temperatures for extended periods may suffer ill effects, even if they are well protected by clothing, because cold affects the body systems slowly, almost without notice. As the body cools, there are several stages of progressive discomfort and disability.  The first symptom is shivering, which is an attempt to generate heat by repeated contractions of surface muscles. A feeling of listlessness, indifference, and drowsiness follows this. Unconsciousness can follow quickly. Shock becomes evident as the victim’s eyes assume a glassy stare, respiration becomes slow and shallow, and the pulse is weak or absent. As the body temperature drops even lower, peripheral circulation decreases and the extremities become susceptible to freezing. Finally, death results as the core temperature of the body approaches 8°F.  The steps for treatment of hypothermia are as follows:

- Carefully observe respiratory effort and heart beat; CPR may be required while the warming process is underway.
- Rewarm the victim as soon as possible. It may be necessary to treat other injuries before the victim can be moved to a warmer place. Severe bleeding must be controlled and fractures splinted over clothing before the victim is moved.

- Replace wet or frozen clothing and remove anything that constricts the victim’s arms, legs, or fingers, interfering with circulation.

- If the victim is inside a warm place and is conscious, the most effective method of warming is immersion in a tub of warm (100° to 105°F or 38° to 41°C) water. The water should be warm to the elbow never hot. Observe closely for signs of respiratory failure and cardiac arrest (rewarming shock). Rewarming shock can be minimized by warming the body trunk before the limbs to prevent vasodilation in the extremities with subsequent shock due to blood volume shifts.

- If a tub is not available, apply external heat to both sides of the victim. Natural body heat (skin to skin) from two rescuers is the best method.  This is called “buddy warming”, If this is not practical, use hot water bottles or an electric rewarming blanket. Do not place the blanket or bottles next to bare skin, however, and be careful to monitor the temperature of the artificial heat source, since the victim is very susceptible to burn injury. Because the victim is unable to generate adequate body heat, placement under a blanket or in a sleeping bag is not sufficient treatment.

- If the victim is conscious, give warm liquids to drink. Never give alcoholic beverages or allow the victim to smoke.

- Dry the victim thoroughly if water is used for rewarming.

- As soon as possible, transfer the victim to a definitive care facility. Be alert for the signs of respiratory and cardiac arrest during transfer, and keep the victim warm.
Immersion foot - Immersion foot, which also may occur in the hands, results from prolonged exposure to wet cold at temperatures ranging from just above freezing to 5°F (1°C). Immersion foot is usually seen in connection with limited motion of the extremities and water-soaked protective clothing. Signs and symptoms of immersion foot are tingling and numbness of the affected areas; swelling of the legs, feet, or hands; bluish discoloration of the skin; and painful blisters. Gangrene may occur.  General treatment for immersion foot is as follows:
- Get the victim off his feet as soon as possible.

- Remove wet shoes, socks, and gloves to improve circulation.

- Expose the affected area to warm, dry air.

- Keep the victim warm.

- Do not rupture blisters or apply salves and ointments.

- If the skin is not broken or loose, the injured part may be left exposed; however, if it is necessary to transport the victim, cover the injured area with loosely wrapped fluff bandages of sterile gauze.

- If the skin is broken, place a sterile sheet under the extremity and gently wrap it to protect the sensitive tissue from pressure and additional injury.



- Transport the victim as soon as possible to a medical treatment facility as a litter patient

Frostbite - Frostbite occurs when ice crystals form in the skin or deeper tissues after exposure to a temperature of 32°F (0°C) or lower.  Depending upon the temperature, altitude, and wind speed, the exposure time necessary to produce frostbite varies from a few minutes to several hours.  The areas most commonly affected are the face and extremities. The symptoms of frostbite are progressive.  Victims generally incur this injury without being acutely aware of it. Initially, the affected skin reddens and there is an uncomfortable coldness. With continued heat loss, there is a numbness of the affected area due to reduced circulation. As ice crystals form, the frozen extremity appears white, yellow-white, or mottled blue-white, and is cold, hard, and insensitive to touch or pressure. Frostbite is classified as superficial or deep, depending on the extent of tissue involvement.

Superficial Frostbite In superficial frostbite the surface of the skin will feel hard, but the underlying tissue will be soft, allowing it to move over bony ridges. This is evidence that only the skin and the region just below it are involved. General treatment for superficial frostbite is as follows:

- Take the victim indoors.

- Rewarm hands by placing them under the armpits, against the abdomen, or between the legs.

- Rewarm feet by placing them in the armpit or against the abdomen of the buddy.

- Gradually rewarm the affected area by warm water immersion, skin-to-skin contact, or hot water bottles.

- Never rub a frostbite area.

Deep Frostbite. In deep frostbite, the freezing reaches into the deep tissue layers. There are ice crystals in the entire thickness of the extremity. The skin will not move over bony ridges and will feel hard and solid. The objectives of treatment are to protect the frozen areas from further injury, to rapidly thaw the affected area, and to be prepared to respond to circulatory or respiratory difficulties.

- Carefully assess and treat any other injuries first. Constantly monitor the victim’s pulse and breathing since respiratory and heart problems can develop rapidly. Be prepared to administer CPR if necessary.

- Do not attempt to thaw the frostbitten area if there is a possibility of refreezing. It is better to leave the part frozen until the victim arrives at a medical treatment facility equipped for long-term care. Refreezing of a thawed extremity causes severe and disabling damage.

- Treat all victims with injuries to the feet or legs as litter patients. When this is not possible, the victim may walk on the frozen limb, since it has been proven that walking will not lessen the chances of successful treatment as long as the limb has not thawed out.


- When adequate protection from further cold exposure is available, prepare the victim for rewarming by removing all constricting clothing such as gloves, boots, and socks. Boots and clothing frozen on the body should be thawed by warm-water immersion before removal.

- Rapidly rewarm frozen areas by immersion in water at 100°F to 105°F (38°C to 41°C). Keep the water warm by adding fresh hot water, but do not pour the water directly on the injured area.  Ensure that the frozen area is completely surrounded by water; do not let it rest on the side or bottom of the tub.

- After rewarming has been completed, pat the area dry with a soft towel. Later it will swell, sting, and burn. Blisters may develop. These should be protected from breaking. Avoid pressure, rubbing, or constriction of the injured area. Keep the skin dry with sterile dressings and place cotton between the toes and fingers to prevent their sticking together.

- Protect the tissue from additional injury and keep it as clean as possible (use sterile dressings and linen).

- Try to improve the general morale and comfort of the victim by giving hot, stimulating fluids such as tea or coffee. Do not allow the victim to smoke or use alcoholic beverages while being treated.

- Transfer to a medical treatment facility as soon as possible. During transportation, slightly elevate the frostbitten area and keep the victim and the injured area warm. Do not allow the injured area to be exposed to the cold.

107.11
Discuss how to purify water under field conditions. [ref. b, pp. 1-17-27 thru 1-17-29]
Draw water upstream from other activities

Use Iodine tablets

- Remove the cap from your canteen and fill the canteen with the cleanest water available.

- Put one tablet in clean water.

- Put two tablets in the canteen of cloudy water.

NOTE: Double the amount if you have a 2-quart canteen.

- Replace the cap and wait 5 minutes.

- Shake the canteen.

- Loosen the cap and tip the canteen over to allow leakage around the canteen threads.

- Tighten the cap and wait another 25 minutes before drinking or a total of 30 minutes.

Use calcium hypochlorite.

Fill the canteen with the cleanest water available.  Leave airspace of 1 inch or more below the neck of the canteen

-Fill a canteen cup half full of water and add the calcium hypochlorite from one ampule. Stir with a clean stick until the powder is dissolved.

-Fill the cap of a plastic canteen half full of the solution in the cup.

-Add it to the water in the canteen.

-Place the cap on the canteen. Shake it thoroughly.

-Loosen the cap slightly and invert the canteen. Let the treated water leak onto the threads around the neck of canteen.

-Tighten the cap on the canteen and wait at least 30 minutes before using the water for drinking or cooking.

Boil the water.

NOTES: This method is used when purification compounds are not available. however, it has the following disadvantages:

- You need fuel to boil the water.

- Water can take a long time to boil and then cool.

- Boiled water needs residual protection against recontamination.

- Water must be held at a rolling boil for at least 15 seconds to make it safe for drinking

107.12 Discuss how to construct a cat hole/straddle trench. [ref. b, pp. 1-17-30, 1-17-31] 


Dig a cat hole approximately 1-foot wide and 1-foot deep.


- Completely cover and  pack down with dirt after each use.


- The cat-hole is used when on the march.

Dig a straddle trench approximately 4-foot long, 2 1/2 feet deep, and 1-foot wide

-After each use, cover with a shovel of dirt.

-Completely cover and pack down with dirt after each bivouac.

- The straddle trench is used for 1- to 3-day bivouac sites.

107.13
Explain the following methods for carrying a casualty: 
[ref. b, pp. 1-21-33 thru 1-21-41]
Fireman's carry 

Properly position the unconscious or disabled casualty.

Roll the casualty onto his or her abdomen.

Kneel at the casualty’s uninjured side.

Place the casualty’s arms above his or her head and cross the ankle farther from you over the one closer to you.

Place one of your hands on the shoulder farther from you and your other hand in the area of the casualty’s hip or thigh, then gently roll the casualty toward you onto his or her abdomen.



Raise the casualty from the ground.
After rolling the casualty onto his or her abdomen, straddle him or her.

Extend your hands under casualty’s chest and lock them together.


 Lift the casualty to his or her knees as you move backward 


 Continue to move backward, thus straightening the casualty's legs and locking


 his or her knees.

 Walk forward, bringing the casualty to a standing position but tilted slightly 

 backward to prevent his or her knees from buckling.

 Free your left arm, maintaining support of the casualty with your right arm.

 Quickly grasp his left wrist and raise his or her arm high.

 Instantly pass your head under the casualty’s raised arm, releasing his or her arm 

 as you pass under it.


 Move swiftly to face the casualty and secure your arms around his or her waist

 Immediately place your right toe between the casualty’s feet, and spread his or her 

 feet 6 to 8 inches apart.

 With your right hand, grasp the casualty's left wrist and raise his or her arm over

 your head.

 Bend at the waist and knees; then pull the casualty's arm over your left shoulder and

 down your back, thus bringing his or her body across your shoulders .

 At the same time, pass your left arm between his or her legs.

 Place the Marine's left wrist in your left hand, and place your right hand on your right 

 knee for support in rising.

 Rise with the casualty in the correct position 

 Free your right hand to use as needed.



One-man support carry

 Raise the casualty from the ground as in the fireman's carry.

 With your left or right hand, grasp the casualty's left or right wrist and draw  his or 

 her arm around your neck.


 Place your right or left right arm around his or her waist. (The casualty is now able to 


 walk, using you as a crutch.)



One-man arms carry



Lift the casualty from the ground as you would in the fireman's carry.



Carry the casualty high to lessen fatigue.



Saddleback carry



Raise the casualty to an upright position as in the fireman's carry.

Support the casualty by placing an arm around his or her waist, and move in front of him or her.

Have the casualty circle his or her arms around your neck.

 Stoop, raise the casualty upon your back, and clasp your hands beneath his or her

 thighs.

Pack strap carry

Lift the casualty from the ground as in the fireman's carry.

Supporting the casualty with your arm around him or her, grasp his or her wrist closest to you, and place his or her arm over your head and cross your shoulder.

Move in front of the casualty while supporting his or her weight against your back.


Grasp his or her other wrist, and place this arm over your shoulder

Bend forward, and hoist the casualty as high on your back as possible so that all his or her weight is resting on your back

Pistol-belt carry

Link together two pistol belts to form a sling.

NOTE: If pistol belts are not available, use other items such as one rifle  sling, two cravat bandages, two litter straps, or any suitable material that will not cut or bind the wounded Marine.

Place the sling under the casualty's thighs and lower back so that a loop extends from each side.  Lie between the casualty's outstretched legs 

Thrust your arms through the loops; grasp the casualty's hand and trouser leg on his or her injured side.

Roll toward the casualty's uninjured side onto your abdomen, bringing the casualty onto your back.

Adjust the sling as necessary.

Rise to a kneeling position. The belt will hold the casualty in place
Place one hand on your knee for support and rise to an upright position.

NOTE: Your shoulders now support the casualty.

Carry the casualty so that your hands will be free to fire your rifle, climb banks, or to surmount obstacles

107.14 Discuss how to improvise a litter to carry a casualty. 


[ref. b, pp. 1-21-41 thru 1-21- 43]



Improvise a stretcher with a poncho and poles.

Open the poncho and lay the two poles (or limbs) lengthwise across the center. Reach in, pull the hood toward you and lay it flat on the poncho.

Fold the poncho over the first pole

Fold the remaining free edge of the poncho over the second pole 

Improvise a stretcher with poles and jackets.

Button two or three shirts or jackets and turn them inside out, leaving the sleeves inside.

Pass the poles through the sleeves of the shirts or jackets.

Cut holes in both shoulders of the shirts or jackets.

Button or zip the two shirts or jackets.

Push poles through the holes.



Improvise litters made by inserting poles through sacks or by rolling a blanket
