CHAPTER SIX
EMERGENCY CARE

INTRODUCTION

6.01 Ideally all road accident rescue personnel should be traned in basic
medical emergency proceduras. As occasions will arise where rescue
personnel will have to take first aid initiatives in the absence of
ambulance or qualified medical personnel, this chapter is a guide to
taswc first aid principles.

FIRST AID

5.02 PRIORITIES
First aid priorities are.

1 dangers:

2. arrway mamntenance;

4. breathing restoration;

4. circulation restoration;

5 haemorrhage control,

6 crugh injury management;
7. fracture immgobilisation; and
8. communicabla diseases.

6.03 Protterns with airway, breathing and circulation are all separate
problems dealt with individually. Howaver they must aiso be
considered collectively as part of a total package. Any casualty may
need management of only aone ar possibly all three of these areas.

5.04 BREATHING
If the casualty has a hiockage of the arway. this must be cleared. If
breathing has stopped, the rescuer must breathe for the casualty after
first clearng the airway e Expired Arr Resuscitation E.A R.)

6.05 HEARTBEAT
If he casualty's heart has stopped beatng, artficial circulation must
bhe provided (External Cardiac Compression £ C C . The technigues
of resuscrtation ara described i Annex A.

6.08 BLEEDING
Since body functions depend on an adequate and uninterrupted
supply of Boad, any operung 0 the circulatory system through which
bloed may be lost should be considered dangerous,

6.07 Severe or continued bleeding may lead to collapse and death

8.08 The rescuer must be able to recogrise, and «f possible, control and

manage a hagmorrhage (see Annex B)

WARHMNING: See Annex C - Communicatde Diseases.



£.09

COMPRESSION AND SPINAL INJURY
it is important that rescue personnel be able to recognise:

d.

a trapped casualty suffering a compression {crush} injury and to
have an understanding of the technigues In releasing the
compressive force and the management of the possible resuiting
syndrome (if this situation is not undersioed and correctly
managed, it can lead to death of the casualty {see Annex [D);
and

an nury situation involving suspected spinal damage and
implement appropriate handling technigues {see Annex Ej.



ANNEX A TO
CHAPTER 6

FIRST AID PRIORITIES

In a medical eamergency it 18 necassary to have an action plan, one that will work
evary tima, regardless of the typea of incident. The following actian pan is called
D.R.ARBC. Each letter stands for something the rescuer must do, and the
sequence in which it will be done

The following chart sets out the D.R.A.B.C. Action Plan. comprising

D - Danger R - Hesponse A - Arway B - Breathung C - Circulation

The chart also shows the order of prianty and the appropriate tme for the
contrel of bieeding and the care of the unconscious casualty.

All first aid management begins with D.R.A.B.C.

EMERGENCY CARE ACTION PLAN

Danger ta seif
D the casualty ard bystanders

Response 0 = = = — = — « Y25 - = = = chack-control- — =other first
R | voice and touch external bleeding awd care

no-place on side

Ensure Aurway clear
A | and open

B Breathing = = — = w = = = Yagw— - — —=|oave casualty
looktistensteel aon side

no/place an back k-eathing

start EAR
5 full Breaths

C { Crrculation =« w = o — — = Y BS - —-——— continue
check neck pulse EAH
no

O CPR= == e e e = e = = rauovers circulation



Check far danger to: D-Danger

yourself,
the casualty; and
oystanders.

Act only if safe to do so:

Do not become the next casualty.

Famavz danger from the casualty, or f
necessary the casualty from danger

Warn bystanders of any danger and ask fham
to keep a safe distance.

If unsafe, walt for expert assistance to arrive.
Check for response: R-Respanse

Gently shake and shout loudly.

It the casualty responds, check and cantrof
seraus exiernal bleeding

If no response, proceed with ABC.

Firstly place casualty on side. then, A-Airway

open the mouth;

clear it needed; and

keep the airway open (head tilt and |aw
sSUpport)

Look, hsten and fael; B-Breathing

Is the lower chest or the abdomen rising and
falling?

Can you hear breathing sounds?

Can you feel breathing?

Then-
if the casualty is breathung but not respanding
place cnto side; or
if the casualty is not breathing, start expired
air resuscitation (EAR).
Cheack the carohd neck pulse: C-Circulatian

If prasent, continue EAR. If absent, start CPR

Mote: These procedures apply to a casualty outside of a vehicle,
Considerable improvisations may have to be implemented far
the casualty trapped inside a vahicle



ANNEX B
TO CHAPTER 6

HAEMORRHAGE CONTROL
1. INTRODUCTION

Bleading may be external, internal or both. When bleeding occurs internally, treat
for shock and elevate the lowear extremities f possible, This casually must be
transferred 1o a medical facility as quickly as possible, since surgical procedures
may be required to stop the bleeding.

2. TYPES OF EXTERNAL BLEEDING

Bleeding is classified acearding to its source
Arterial
Venous bleeding
Capillary bleeding

Arterial bleeding 1S characterized by the flow of bright red bload that issues from
the wound In distinctive spurts.

Venous bleeding s characterized by a steady flow of blood that appears to be
dark red. Although it may be profuse, it is much easier to control than arterial

hleeding

Capllary bleeding is characterized by the slow oozing of blogd. usually from
mincr woaunds such as abrasions. it 15 easily controlled, Normally the threat of
cantamination may be more dangerous than blood loss.

3. CONTROL AND MANAGEMENT

Thers are very few situations in which external bleeding cannot be controlled.
Since this 1s ane of the most common conditions that rescuers will encounter,
they should be tharoughly familiar with the techniques of control

Severe extarnal bleeding from sometimes gruesome wounds taxas the presence
of mind and self-control. The ability to think clearly, act zalmly and keep a tight
rein on emotions is most important, The methods of controlling external bleeding
will be discussed in the order of prionty.

4. DIRECT PRESSURE

The most afactive method of controlling external bieeding i1s by pressure applied
directly over the wound and then elevation of the site If possible. This should
then be foliowed by the application of a suitable dressing pad and bandage.

5. PRESSURE POINTS

If bleeding cannot be controlled using direct pressurg in conjunction with
elevation, especially when an extremity is involved. pressura on a strategic
pressure paint may be required

A pressure point 1s a site where the man artery to the mury lies near the
surface of the skin and directly over a bone.



6. CONSTRICTIVE BANDAGE

If direct pressure and the use of preassure points do not effectively control
external bleeding. a constrictive bandage should be used, but only as a last
resort Such situations are rare and usually involve traumatic amputations, If a
constrictive bandage I1s applied to a limb, it must only be removed by a
medicai officer.

7. REMEMBER

A constricive bandage must be at l=ast 3 cms 0 width and should be used only
to control life threatening bleeding that cannat be controlled by other means.

Even then it should be used only with the complete understanding that it may
mean the loss of the imb to which 1t 15 appled.

8. NOTE

External Bleeding from the ear canal must not be stopped under any
ciocumstances,

Gven this situation the blood and or clear fluid shauld be allowed to dran freely
from tha ear.



ANNEX C TO
CHAPTER &

COMMUNICABLE DISEASES
1. INTRODUCTION

Communicable Diseases (also called contagious or infecticus diseases) are
those diseases which may be transmitted from one individual to another
Thete are several ways diseases can be transmitted:
DIRECT - From the infected person.
INDIRECT - From dressings, linens or surfaces.
AIRBORME - From the nfected person, coughing or sneezing.
VEHICLE - Via ingestion or contaminated food, drugs or blood.
VECTOR - Via animals. e lcks.

Communicabie Diseases have always existed, but anly a small number should
concern the rescuer.

This Annex wil cover the two Communicable Diseases (AIDS and Hegatitis)
where the rescuer s considered to be most at nsk o managing a casually
involved in a road accident rescue.

2. HEPATITIS

Hepatitis is an inflammatory disease of the liver, the major causes of which are
Type A, B and C Viruses.

The following sections describe the three types of Hepatitis:
a. TYPE A HEPATITIS

Type A Hepatitis 1s caused by a wvirus. It 1s spread primarily via the Fecal-Oral
Route.

Blood and other body secretions are infectious. Type A Hepatitis is generally
mild in severity and has an excellent prognasis.

b. TYPE B HEPATITIS

Type B Hepatitis 1s caused by a virus. It s usually transmitted by injection, or
sexual contact.

The injected route may involve transmission of contarminated blood or blood
products,

The Type B wirus 15 prasent in hiood, saliva, semen and urng of infected
persons

Saxual partners of Type B Hepatitis patients are at rigk of infection,

Among the atrisk population are intravenous drug abusers, homosexual or
bisexual males and medical personnel. Rescuers may become infected from the
blood or sativa of an infecied casualty, from contact with body fluids thal enter
the resecuer's body ar from contaminated or soiled clothing.



Type B Hepatitis is a serious illness and is often life-threatening.

c. TYPE C HEPATITIS

Type C Hepatitis 1s caused by at least two different viruses that are unlke those
involved with either Types A or B.

Transmission of this type of Hepatitis is usually related to a blood transfusion or
contaminated needle punctura.

d. SIGNS AND SYMPTOMS OF HEPATITIS
Hepatts may vary from a minor flu-like illness to fatal liver faiture. The usual
signs and symptoms are.

loss of appetite;

weakness, exhaustion;

nausea.

vomiting;

fever;

skin rash;

dark urine; and

jaundics.

e. PRECAUTIONS

Precautions with managing casualties with Hepatitis, especially those with Type
B are similar to those dentified for suspected or identified AIDS patients.

[f a rescuer 15 exposed to Type B Hepatitis or work in a high-risk environment,
vaccination should be considered. Vaccination will provide actve immunity
against Type B Hepatitis infection.

3. ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS)
a. DEFINITION

AIDS 1s caused by a virus that attacks the immune system of the body and
damages a persons ability to fight other diseases and ultimately causes death.

There is presently no cure for AlDS.

. RISK GROUPS

Ninety-sight percent of reported cases of AIDS in Australia fall into the following
categornes

Homosexual or bisexual men

[ntravenous drug users

FHecipients of blood or bivod praducts

Sex partners or persons in these groups

Children born to infected mathers



c. HOW IS AIDS TRANSMITTED?
AIDS is transmitted mainly by blood, nody fluids or sexual contact.

Rescue personnel are often invoived 1n critical trauma situations that may expose
them 1o casualties who may be in the above menhoned high nsk groups.

These situations may involve direct person to person contact when CP.R. s
heing performed, or by coming into contact with an infected person’'s biood or
body fluids dunng rescue attempts.

Although the AIDS virus s found in several body fiuds, eg saliva and tears, there
have been no reported cases of emergency service personnel contracting the
virus by the application of mouth to mouth resuscitation.

d. PRECAUTIONS

It is important that the rescuer takes precautions to prevent or reduce the
wansmissicn of ADS.

The following is recommended for all road rescue personnel whio manage the
extrication of casualties from motor vehicles:

Wear latex rubber gloves if hand contact with body fluids is likely
to ocour.

in addition 1o gloves, f the casualties environment involves high
risk or a high blood profile, additional protective measures may
be necessary. The use of eye goggles, and face masks may be
prudent protective measures.

if the casualty requires respiratory resuscitation, use a face
mask and avoid mouth to¢ mouth contact if possibie.

The rescuer should wash hands and any affectaed skin areas
thoroughly with soap and running water.

if the rescuer has been exposed 10 the blood or cther bedy
fltnds of a suspected AIDS infected casualty, tor example, blood
that has entered a cut on the finger or the splashing of anather
bady fluid into the mouth ar eyes, a doctor should be contacted
without delay.

e. SUMMARY

Rescue personnel when managing the extrication and treatment of road accident
casualties will in general not be aware If those persons are infected with the
Hepattis or AIDS wrgs.

Therefore all precautions should be taken to minimise the risk of contamination
and infection.

Hepatitis is a much easier virus to contract and 1s maor2 prevalent than AIDS,

The AIDS wvirus is a very fragile virus and 15 more difficult to contract.



f. NOTE:

When extricating a deceased person wha is a known or suspected AIDS carrier,
It 15 possible to contract the virus while the deceased still has a recordable body

temperature.



ANNEX D TO
CHAPTER &

COMPRESSION (CRUSH) INJURY
1. GENERAL

Crush injury results from the application of a crushing force to any part of the
body. A major crush injury may lead to the development of ‘crush syndrome’
following release of the crushing force

2. CRUSH SYNDROME

Crush syndrome is a complication which may occur following the release of a
comprassive force which has compressed a major muscle mass for a period
exceeding thity (30) minutes. The crush syndrome may lead to sudden death,
shock or other heart and lung emergencies.

The syndrome occurs as a result of harmful chemicals being released from the
darmaged muscles and the reabsorption cof these chemicals back into the bload
stream following removal of the crushing force.

3. RECOGNITION

The syndrome may present as the sudden development of any of the following:
giddiness;
thirst;
nausea;
cold clammy pale skin,
erratic heart beat;
rapid shallow respirations;
confusion, disorientation; or
UNCONSCIOUSNEsS.



4. APPROACH TO REMOVING THE COMPRESSIVE FORCE

The following approach may help identify those situations where the patient will
be most at risk of developing crush syndrome

13 THE CASUALTY AaCTUALLY CRUSHED?

REMOVE PATIENT

+<
m
w

DCES THE CRUSH INVOLVE HEAD, CHES™T. OH AaBDOMEN? 1

]

NO YES [ " ——J REMOVE IMMEDIATELY
|

DOES IT INVOLVE CRUSHED MIUSTLE?

YES Mo REMOVE

1S THE arMOUNT OF MUSCLE AREA INVOLVED?

l |

LARGE SMALL REMOVE
DEFINITE DANGER QF CRUSH CRUSH SYNDROME
SYNDROME DEVELOPING UNLIKELY TO DEVELOP

FEOW LONG HAS THE AREA B3CEN COMPRESSED?

]
GREATER THAN 30 MINS | LESS THAN 30 MINS
: Le—. . |_
!
1S A MEDICAL TEAM AVAILAEBLLE? FEMOVE WITH CALITIONM 1
YES MO

BEMOVIMG COMPAESSIVE FORC UT T REMOWE THE FORCE

AWAIT THEIA ARFRIvAL BEFORE 1 {:HERE IS NO ALTERMNATIVE
E B




ANNEX E TO
CHAPTER &

SPINAL INJURY
1. INTRODUCTION

In vehicle accidents. spinal injuries are often overshadowed by mare aobwvious
and gruesome injuries ke fractures. |acerations to the face and body and cheast
injuries. Poorly trained rescue personnel often have trouble n identfying spinal
injuries and if they do find a spinal injury, it is usually after the more abvious
wounds have been treated and the casualty has been moved. By this time any
spinal injury caused during the accident will have been made worse, and the
casualty may now have permanent and irreparable damage

For this reason it 1s vital that the rescuer be able to recognise a spinal injury and
be able to immobilise the spine guickly and correctly. since correct
immobilisation may mean the difference between complete recovery, a life long
paralysis, or even death.

2. RECOGNITION
For any person who has been involved in a motor vehicle accident, the rescuer
should assume a spinal injury if that parson:

a. is uncanscious or has a significant head injury:

b. complains of pamn in the neck;

c. complains of numbness, tngling, or 'pins and needles’. In any

ttmb or limhbs:

d complains of inability to move, or decreased strength in any limb
ar limbs;

e complains of electrc shack sensation on movement;

f. has obvious deformity of the spine; or

g. Is paralysed
3. MANAGEMENT

The most important thing 1o remember is the 'A.B.C.(le Arway, Breathing,
Circulation) of first aid, resuscitation being the pnmary function

If an injury to the neck or back 15 suspected. the spinal column must be
immobilised. IT1s most impeortant ot to move the spine prior to immebihsation, If
it is moved, spinal cord damage may occur dug to pieces of bane compressing
the spinal cord.

4. NOTE

All casualties with neck pain. imury or deformuty should be managed as follows

The head and neck supported by hand until other suppaort can
be arranged: this is mast impartant If the casualty is found in a
sitting positicn. as when trapped in a motor vehicle.



Figure BE:1
Head and Neck Support

The application of a cervical collar if avalable, aor a rolled up
towel placed gently around the neck (like a scarf) for support.

The securng of a short or long hack board far suppart prior to
being moved.

5. SUMMARY

AB.C

Immokilise.

Lift casualty in position found.
Don't move casualty unnecessarilly

6. WARNING

If you don't think about a spinal cord injury
YOU WILL MISS IT!



CHAPTER SEVEN
DISENTANGLEMENT

INTRODUCTION

7.01

Oisentanglemeant is the removal of wreckage from arocund a casualty,
not the removal of a casualty from the wreckage,

7.02 DISENTANGLEMENT ACTIVITIES

There are four disentanglement activities which will result in the

eventual extncation of the casually. They are as follows:

a. Disassembiy - The separation of components by reversing the

order in which they are assembled.

b.  Distortion - The forcible twisting of a vehicle's parts to get them

oui of tha way

¢ Cisplacement - The movement of a companent from one place

to another or the removal of a component.

d. Severance - The cutting of components so that they can be

removed.
7.03 CONSIDERATIONS

Prior to selecting a disentanglement activity, four points should be

considered:

a. Define what is to be moved.

b. In which direction should it go?

¢.  How much force is required to move it?

d. What distance does it need to be moved?

Naote: In all of the disentanglement techniques described in this
chapter, a crew member should where possible be positioned
as a safety observer. This safety observer’s task is to closely
monitor the specific operation to detect at an early stage, any
potential danger to the rescus aperatoer or the casualty.

RELEASE

7.04 Freeing and removing the casualty should be completed in
consultation with the casualty care officer.

7.05 USE OF HANDS

The first pieces cof equipment which are most readily avialable to
rescuers are their hands. They are the safest, most sensitive and
mast efficient 1n many instances. Disentanglement should not be
commencead untl all hidden areas which can be reached have been
tharoughly explored by hand.



7.06

7.07

7.08

7.09

CAUTION: When using hands (even n gloves) around unseen
areas of a vehicle, particularly when checking under
seats or in glove hoxes etc, be aware that syringes
may have been hidden. and syringes can be the cause
of HIV Hepatitis B and C miaction.

Many rescues are accomplished by using the hands or simple tools
rather than specialised equpment. Specialsed eguipment may be
used at any time but may also prove to be unnecessary in the first
matance |f correct assessment has been carried out.

The action to be iaken will depend upon the expenence, training and
camman sense of the rescue personnel.

HiIDDEN PROTRUSIONS

These could be penetratting the casualty's body, legs or feet. |f further
pressure 15 placed on the vehicle, considerable internal injury could
occur to the casualty by either forcing the protrusion further into. or
dragging 1t across the body. In the case of penetration to tha trunk,
this may open cor extend the wound, with every possibilty of tatal
CONSequences,

MINOR OBSTRUCTIONS

A person may be trapped by minor abstructions. Some examples and
acticng follow:

a. An apparently free body cannot be moved - Unclip or cut the
seat beits. (Indwdual  stateterritory policy or operatiagnal
necessity will dictate.)

b.  The chest wedged against steering wheel or knees under dash:

(1) After making sure all debris is removed from around and
behind the seat, depress the seat slde and at the same
tme firmly push the seat back.

(2} Should the seat slide or squab mecharnism be
mmovable. the back of the seat may be hent down by
one ar two rescuers, with therr shoulders firmly placed
against the roof of the wehicle and their hands on the
back of the seat pushing down firmly. This should be
carried cut as smoothly as possible, avoiding sudden
jerks to lmit the possabilty of further spinal injuries,
particularly in the cervical area. Normal first aid
procedures should be followed prior to any movement.

131 As a last resort, it is possible ta cut the seal to remove
foam rubber and other materials from under the casualty.
The lowerng of the casualty wn this manner may
sometmes permit extrication.

c.  Casualty's feet trapped
i1y Slide the trapped foot from the shoe {unue laces).
{21 Cut the shoe away from the foot.
(3) Sever pedal.

(4) [hsplace pedal by hydraulic spreader: or he rope to 4
door, then swing the door open carefully.
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7.10

CLEARING A PATH

Disentanglement also invalves making a pathway through wreckage
which facilitates the safe and easy extrnication of the casualties. Buring
this process, patients are protected from harm by the use of blankets,
ear muffs, padding and eye pratection as appropriate, as the rescuers
remove wreckage and obstructions. Where possible, communications
should be maintained with casualties to allay ther fears and keep
them informed.

CASUALTY PROTECTION

This is vital. To minimize patiemts’ concerns, rescuers should ensure
that there 15 adequate ventilation when there is a need to completely
cover them. Where possible, a rescuer should be placed under the
covering with the casualty. Protection such as half backboards or
padding should be used to prevent the casualty coming into contact
with chstruchons or tools.

WIDENING OPENINGS

7.12

713

SEATS
7.14

Vehicle doors are designed nat ta open a full 80 degrees and varying
sized openings occur when doors are damaged A much wider
opening may be required to remove a casualty. This can be
accomplished by displacement or ramoval of the daors.

There are various methods of widening the deor opening:

a. Two or three rescuers can take hoid of the door at its outer
extremity. With a firm push, the door can be forced past its usual
travel. Care should be taken not to rock the vehicle.

k. The use of hand tools, such as spanners, sockets, hacksaws,
crowbars and hand winches, or hydraulic eguipment to remove
the doar.

A hand winch and chain may be used to pull the seat back. Une
method 1s to use the technigue shown in Figure 7.2,



Cut spnng

Figure 72
Displacing Seat {Pull)

The boot lid is removed or raised, the winch positioned in the boot
and a cut made through the squab of the rear seat. The winch cable
IS passed through this opening. Alterratively, either the sguab can be
removed. or the seat removed by unbaliing the seat supports using &
socket and ratchet handle. Rescuers should ensure that the winch is
posthoned as low as possible in the boot.

CAUTION: Because of the danger to an entrapped person, anly as
a last resort should the chamn be passed aver the rear
seat and through the rear window. If this procedure
proves necessary. the roof should be removed first (as
shown in the diagram).

7.15 Another technique is to use hydraulic equipment or a mechanical jack
of high capacity (10t} to push the seat back off s rais. track.

CAUTION: ECxtreme care should be exercised when pushing or
pulling seats with casualties In position. The release of
the seat from the runner may cause further injury to the
casualty.

‘/

Figure 7:3
Displacing Seat {Push)




7.16 STEERING WHEEL/COLUMN

The steerng column can be displaced by using existing design
adjustments or by undoing bolts on the column bracket. Alternatively,
hydraubc rams, power hydrawic spreaders.rams and chains or hand

winches can be used,

CAUTION:1 Air Iift bags should not be used for this task due ta
possible sudden redease of stored energy

CAUTION 2 Care needs to he takan not to overstress the pull. The
columns must anly be moved as far as necessary.
Moving  the  calumn tog  far  can cause
equipment column failure eg a column can enter the
passenger compartment due to the falure of universal

joints at floor level

Figure 7:4
Displacing Steenng Column (FPush)



{Pull)

Figure 7:5
ing Steering Column

Displac



717 STEERING WHEELS

Most steering wheels, regardless of ther cosmetics, are simply a
circle of 8Bmm round steel and may be cut by large bolt cutters or

hacksaw.

CAUTION: Some steering wheel rings are formed under tensian
and when cut, may spring out with considerable force.

T~

Figure 7.6
Severing Steering Wheel



7.18

7.19

STEERING COLUMNS

Sevenng the column may be accomplished by the use of a hacksaw
or by reciprocating saw. Hydraulic shears may be used, but this
techmque can he hazardous to personnel and damage equipment.

AlR BAGS

Rescuers must make themselves aware of air bag restraint systems
and the methods by which they can be de-energised. Accidental
activation of these systems may cause inury to the casualty or
rescuer.

PANEL METAL ENTRAPMENT

7.20

Sometimes persons involved in vehicle accidents become trapped by
panel metal. This ‘wrapping’ presents the rescuers with a special
problem in disentanglement. There usuaily is no quick way of
removing the panel metal. Spreaders used carefully can progressively
open the entrapment. A reciprocating saw may be used when space
permits but extreme caution should be exercised to avoid further
injury to the casualty.

HEAD THROUGH WINDSCREEN

7.21

7.22

7.23

7.24

7.26

This situation rmay occur when an unrestraned occupant of the
vehicle 1s thrown Forward into the windscreen If the head 15 pulled
back, shards of glass may be driven into the head or neck.

SHARD REMOVAL

When satisfied that the casualty is properly stabilised, the rescuer
should look for long shards that are hingsd to the windowshield
pressing aganst the skin. These are bent away from the casualty and
the point of a sharp knife is run in the fracture line to cut the plastic
sheeting that holds the layers of glass together. This will allow the
rermoval of the shards.

COLLAR FITTING

When all the shards have been removed from direct contact with the
casualty’'s neck, a collar can be fashioned from a trauma dressing.
The collar is then placed between the victim’s chin and the glass
surface, and worked until it is between the neck and the glass.

Before the casualty's head can be guided back through the
windshield, 1t 1s necessary to entarge the opening In the glass. Broken
glass segments should be removed continually.

ALTERMATIVE METHOD

An alternative method of freeing the casualty involves removing the
top of the windscreen. After first aid and stabilization have been
completed, the roof is cut just forward of the B pillars, followed by
cutting the A pillara at the windscreen edges paraile! to the hole. The
glass I1s then chipped gently with a ballpein hammer working 1n a
straight Iine from the hofe to the outer cuts. The sheeting plastic can
then be cut with a sharp knife and the top of the windscreen lifted
clear, by creasing the roof and folding backwards and clear.



7.26

cuT

Figure 7.7
Extrication of Casualty with Head Througn Windscreen

IMPALEMENT

Vehicle coliisions may result in the casualty being impaled by pipes,
reinforcing rods. tree imbs, guard rais or parts of the vehicle.
Impalements may be to any part of the casualties body and must not
be removed by the rescuer. ff possible, the obhject should be cut
abeut 100 - 300mm from the casuaity’'s body

CAUTIONS: Rescuers nead to be aware of;

1 the compression or tensicnn forces which may be
released when the object 1s cut, and

2.the casualties must be protectad from heat transfer
during cutting and vibrations



DASH HINGE TECHNIQUE

7.27 The dash hinge techrique relles on correct placement of cuts,
particularly at the firewa!l and junctions. This ensures that the hinging
occurs through the hght metat panel at the front of the vehicle. During
this operation, it is important that a safety observer monitor the
movement of the floor pan and pedals for the protection of the
operator and casualty.

Figure 7:3
Dash Hnge (Sedan)

Note: A push or pull eperation may be employed (ram or winchj.
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Figure ¥:9

Dash Hinga (Wan)



CHAPTER EIGHT
REMOVAL AND TRANSFER

INTROBUCTICN

8.01 Fatient removal and transfer involves two distinct operations These
are defined as follows:
a. Hemoval - The movement of a casualty from the wreckage to a

location outside the vehicle.
b.  Transfer - The movement of 2 casualty from that location to an
ampulance or ather transportation mode.

REMOVAL

8.02 There will be occasions when removal may be a simple operation,
whereas the transfer may be over difficult terrain and involve the use
of spectal technigues and equipment.

B.03 PERSONNEL LIAISON
To prevent further imury durng remaval, the patient must be fully
supported and protected. Close haison is essental between the
rescuers and the person responsible for casualty care.

8.04 TECHNIQUES
Various techniques for casualty removal may nzed to be employed
and nclude the use of short or long back boards, cervical collars,
rope slings, etc These technigues must always be employed in
conjunction with correct casualty preparaton and should be
conducted under the direction of the casualty care officer.

8.05 POST-REMOVAL
After the removal phase has been completed, alt achon from this
point will be to assist in the transfer of the casualty to the
ambulance. transpartation mode

TRANSFER

B8.06 The transfer may simply be moving the casualty a short distance over
level ground or it may involve a fang distance over difficult terrain.
Some casualties may be senously injured or unconscious. therefare
speed of transfer may be paramount, but must be consistent with
safety and correct handling to prevent further injury.

8.07 TECHMNIQUES

That used wil depend on the condwon of the casualty, inunes
sustained and the avalability of equipment. Frequent inter-service
training and exercises should be conducted in removal and transfer
techniques, using live persons as casualties to give rescuers and
those responsible for casualty care understanding and confidence In
the vanous methods.



8.08

2.09

MOVING THE CASUALTY

To move the casualty, a spine board, or other device should be used
so that the patrent can be immehilized and moved as one. The body
of the patent should not be flexed, extended or rotated. |f possible,
injured parts should be immobilized in the position in which they are
found. The degree of recovery of a patient will depend on the extent
of the inial trauma, the pravention of further trauma during resuce
operations, and the transporting of the patient to hospital.

LIFTING

If the rescuer must move the patient or assist the casualty care
officer, the casualty can be moved with relative safety if lifted by three
or mare perscns. Hescusars must make avery effort to prevent all
active and passive movemants of the spine of the casualty. The
casualty’s head must be held securely. The shoulders are supportad
by a rescuer's hands. During the liff, the trunk and limbs must be
aligned and supported by other rescuers. The casualty can then be
moved slowly and carefully.
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Figera 3:1
Maoving the Casualty



PLANNING

8.10

8.1

Rescue and casualty care personnel must carefully pian the transfer
and ensure that the casualty is constantly monitored.

TECHNIQUES AND IMPROVISATION

There are many techniques of transferring casualties under adverse
circumstances. It s not enough for rescuers to have a variety of
equipment and appliances at hand. They should have a wealth of
Ingenuity to assistin improvisation.

Note: Approval should be sought from the Police prior to maving or
removing deceased persons from the wreckage unless
essential 1o preserve life.



CHAPTER NINE
TERMINATION

INTRODUCTION

8.01

The termination phase of any road accident rescus must inciude the
following considerations,

a. Final Chack.

b. Removal of Debris.
c, Termination of Operations,
d. Clean Up and Preparaticn.
e. Reporis.
f. Qperational Debnef.
g. Cntical Inmdent Stress Debriefing (CISD).
FINAL CHECK
9.02 A final check on the vehicle must always be carried out. There is

3.03

always a possibilty that a baby or small child could be left in some
obscure part of the vehicle.

VEHICLE AND SURRCUNDINGS

Checks must be made 1n the area between the seats, and amongst
debris which might indicate that childien were in the wvehicle,
Surrounding  scrud, ditches and drains need to be thoroughly
searched for casualties who may have been flung from the vehiclie on
impact. Under the dash, under the car, the sleeper cabs of trucks,
particularty if cverurned. need to be exarmined prior 10 leaving the
scena.

REMOVAL OF DEBRIS

9.04

9.05

Preservation aof ewvidence and scene-integrity are wvital, to ensure
Police can conduct an accwate investigatian Therefore, debris 1s not
to be moved unti cleared by the Police QIC. The smallest piece of
wreckage and its location may be vital in any subsequent
investigation.

RESPONSIBILITY

The responaibility for removal of broken giass, debns etc, from
roadways, vares throughout Australa However, where this 1S a major
task. rescuers mayv assist with debris removal, but anly after alt unit
operations and requirements are complete.



TERMINATION OF OPERATIONS

9.06

9.07

The rescue leader must check with the other authorties involved priar
to leaving the scene as they may still require the assistance of the
rescue unit even though the casualty may have been released.

Rescuers need to be aware that it may be necessary to stand by fol
some tme while police carry out funchons such as Disaster Victim
identification (DV1) or Accident Scene Inveshgation (ASH.

CLEAN UP AND PREPARATION

9.08

2.0%9

2.10

EQUIPMENT

Equipment used is to be cleaned and serviced as adequately as
passible at the scene, ensurng the vehicle inventory s complete
Safe stowage of eguipment on vehicles must not be overipoked when
concluding the operation. Engines on motor driven equipment must be
cool, and safe to stow, and each item 15 secwed in is_correct
lccation. Power units are to be refuelied and ready for use. The unit
must maintain a continual state of readiness for iImmediate response.

It is imperative that crews, on return to their Station:HQ, carry out a
vehicle and eguipment service to maintain total operational readiness.

HYGIENE

Personal hygiene should be addressed at this stage. Body fluids
which have come into contact with rescuers or equipment should be
removed as indicated in the Communicable Diseases segment in

Chapter 6 of this manual.

REPORTS

9.1

[t is essential that incident reports are completed as soon as practical,
while details are still clear.

OPERATIONAL DEBRIEF

2.12

9.13

BENEFITS

Operational debriefs ar@ essental, as useful information may result
from discussions with members who were at the incident. A properly
conducted debrief can contnibute to a:

a. well ordered, satisfied and disciplined team,
clearly defined SOP;

suitabily equipped unit;

the relief of stress in team members: and
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review of technigues.

STRUCTURE

The senior mamber of the unit. or an appropriate senior person, may
conduct the debref. The debrief shoutd be one of consultancy rathe
than ‘third degree’ and should include the following:

a. The caliout - Did the SOP work well?
b Travel to the scenc - Was it satisfactory?



Hazard asseasment and briefing - Was 1t adeguate?
Co-operation with statutory authorities - Was it satisfactory?
Was canduct of the operation generally satisfactory?

Were tools in use adeguate?

Were new techniques tned or discovered?

What were mambers regctions to the whoie activity?
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i Were difficutties encountered?
I Summary and undertaking to change i necessary.
k. Safety aspects of the operation from preparation to termination.

After this information has been gathered, the events should cease to
he documentad, and an informal discussion contnue between team
rmembers to allow for a ‘Wind-Down’ period. A suggested Debriet
(Check List is included as Annex A,

CRITICAL INCIDENT STRESS DEBRIEF (CISD)

9.14

9.15

9.16

8.17

9.18

ClS can be descrbed as any situation faced by rescue service
personnel that causes them to exparience unusually strong emotional
reactions which have the potential to interface with their ability to
function esther at the scens or later.

WHY DO WE NEED CISD?

Rescue Officers have well developed coping mechanisms and
normally handle the day to day situations well. However, from time to
time there may be a job that causes rescuers to think and feei quite
differently from the others that they have atteridéd. Some of the
thoughts and feelings experienced may include: not being able to stop
thinking about the scene, difficulty in sleeping. flashbacks or dreams
of the scene, frustration, digestive problems, becoming withdrawn,
headaches, and a general feeling of pre-occupation.

A well structured operational debrnef may be all that is required to
maintain operational efficiency. Howaver, an operahonal debrief
should never be confused with, or conducted as a CIS debrief. They
are separate entities. All rescuers need to be aware of changes n
behavioural patterns of individuals and the symptoms reiating to
emaotional stability and conditions, These may require a rescue team
leader to encourage rescuers to seek professional counseding.
Information relating to identifying symptoms and the processes of
initiating counselling or CISD are identified within each organisation.

As part of pre-planning and ongoing training, existence of local Cntical
Incident Stress Management teams should be established. They will
provide advice on types of assistance they can provide.

The Australan Cntcal Incident Stress Asscciation will advise on
locations of CISM tearms. Local government authorities and hospials
can provide contact details, but at the time of printing of this manual,
the office telephone number for the association was (03) 352 7211



ANNEX A TO
CHAPTER 9

DEBRIEF CHECK LIST

The foilowing points should be covered In the operaticnal debrief, with
appropriate documentation and follow-up of noted deficiencies.

1. Preparation:

Was the rescue vehicle ready for service? if not, why not? What equipment was
not ready for servica? Why not? What can be done to improve readiness?

2. Response:

Was all necessary informanon recewved about the incident? If not, what was
missing? What factors affected response? Was the primary or alternate route
used? Why? What special driving skills were required? Was the rescue vehicle
safely parked on arrval? If not, what was the danger and how was it handled?
What can be done to improve response?

3. Assessment:

Were rescue services required? Was initial response sufficient? I not, what
assistance was reguired? Were all wvictms immediately aceounted for? What
steps were taken to locate missing victms? Where were the victims finally
found? What can he done to improve assessment?

4. Hazard Control:
What were trafiic hazards? What control measures were initiated? What can be

done to improve traffic control? What were non-traffic hazards? What contral
measures were intiated? How can control of non-traffic hazards be improved?

5. Support Operations:

Was the total operation properly coordinated? If not. why not? What suppart
operations were required? Was support sufficient? What can be done 10 improve
support operations?

6. Gaining Access:

Were vichms trapped in vehicles? If so, what steps were taken to gain access?
What might have been done to gain access more quickly?

7. Emergency Care:

Wera victims injured? If so, how? Did rescuers provide first aid care? Could
initizl care have been improved? If so, how? Did ambulance service require
ongoing first aid assistance”?

8. Disentanglement:

Was disentanglernent necessary? If so, how was it accomplished? How might
disentanglement have been improved?



9. Removal and Transfer:

After disentanglement, was the victim ready for transfer? if not why not? Did the
rascue ¢rew assist with removal and transfer? What special equipment was used
for removal and transfer? How can removal and transfer activities be improved?

10. Termination:

Was debris removal needed? If so, how was it handled? What continuing support
operations were required? Did all rescuers return with the vehicle? If not, why
nat? Was all equipment replaced on the vehicla? If net, why net? What servicing
did the vehicle require? What regparrs did the vehicle need? What eguipment
required repair or mantenance? How was equipment cared for? s the vehicle
ready for service now? if not, why net? What additional equipmeant could have
besn carried to improve efficiency in this operaton? What addironal technigues
should rescuers have known to improve performance in this operation?

11 General:

Any other comments relevant to the effective conduct of the rescue operatian,



