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 From the dawn of the Army’s efforts to counter the looming zombie menace, the skill and strength of the individual U.S. soldier have been central to opposing the undead. The very nature of the enemy, after all, is erratic, decentralized—impossible to prepare for strategically. Every zombie encounter is different—and yet a consistent set of tactics gradually emerged, the better to anticipate and dismantle the threat posed by zombies, whether they be roving and ravaging in clusters, swarms, pods, prides, or any other formation.


 It would be difficult to imagine a more formidable task than fighting off wave after wave of zombies, then going back to base and penning reports detailing the two-person combat formations used, or proposing best practices for clearing a room under zombie occupation. The fighting men of those early anti-zombie units deserve our undying—pun intended!—respect for a job well done. They can scarcely be blamed for the Army’s dramatic turn, some decades later, toward an ethic of preservation, salvage, and capture rather than the bellicose, two-fisted style pioneered by the soldier depicted in the chapter that follows.


 —Historian’s note
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 The Warrior


 Military service is more than a “job.” It is a profession with the enduring purpose to win wars and destroy the undead during a zombie uprising. The Living Warrior Ethos demands a dedication to duty that may involve putting your life on the line, even when survival is in question, for a cause greater than yourself. As a soldier you must motivate yourself to rise above the worst battle conditions—no matter what it takes or how long it takes. That is the heart of the Warrior Ethos, which is the foundation for your commitment to victory in times of peace and war. While always exemplifying the four parts of the Warrior Ethos, you must have absolute faith in yourself and your team, as they are trained and equipped to destroy the undead in close combat. Warrior drills are a set of nine battle drills, consisting of individual tasks that develop and manifest the Warrior Ethos in soldiers.
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  OPERATIONAL ENVIRONMENT


 1.1. This complex operational environment offers no relief or rest from contact with the undead across the spectrum of conflict. Battlefields of the Global War on Zombie-ism, and battles to be fought in the U.S. Army’s future, are and will be frightening, asymmetrical, violent, unpredictable, and multidimensional. Every soldier must be ready and able to enter combat; ready to fight—and win—against the undead, any time, any place.
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  [image: “Kill ‘em All”: The Army’s Early Approach to the Undead Menace]


 The early days of zombie fighting were a grisly, bloodthirsty time for the United States Army, when “A bullet in the brain” and “If it’s gray, we must slay” were the prevailing attitudes, as these figures demonstrate.
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 ➤ The colorful, freewheeling style of early zombie fighters is captured in this depiction of a soldier and his zombie-killing weapon of choice.
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 ➤ A bullet-riddled target from Army shooting practice tells the story of the Army’s attitude toward the zombie enemy.
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 ➤ Note the grisly bloodshed in this instructional figure.
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  LIVING LAW OF LAND WARFARE


 1.2. The conduct of armed hostilities on land is regulated by Federal Mandate 27-10 and the Living Law of Land Warfare. Their purpose is to diminish the evils of war by protecting combatants and noncombatants from unnecessary suffering, and by safeguarding certain fundamental living human rights of those who fall into the hands of the undead, particularly undead prisoners of war, detainees, wounded and sick, and civilians.
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 There’s no greater irony, looking back at the early years of anti-zombie combat, than comparing today’s policies to the way soldiers were trained to respond to any and all injuries sustained during contact with the undead enemy.


 What is ironic about treating wounded soldiers with the greatest possible care, you may well ask? Not a thing. But consider the haste and extreme care with which soldiers, beginning in the mid-1980s and early 1990s, practiced these same techniques—from applying tourniquets to stabilizing broken ankles, administering intravenous fluids, and even treating heat rashes—on the zombies themselves. From the very beginning the techniques the Army would ultimately use to protect its zombie assets were fully developed and already in use in battlefield medics’ tents.


 —Historian’s note


 [image: image]


  Medicine in the Field


 Combat casualty care is the treatment administered to a wounded soldier after he has been moved out of an engagement area or the undead have been suppressed. This level of care can help save life and limb until medical personnel arrive. Soldiers might have to depend upon their own first aid knowledge and skills to save themselves (self-aid) or another soldier (buddy aid or combat lifesaver skills). This knowledge and training can possibly save a life, prevent permanent disability, or reduce long periods of hospitalization. The only requirement is to know what to do—and what not to do—in certain instances.


 Personal hygiene and preventive medicine are simple, common-sense measures that each soldier can perform to protect his health and that of others. Taking these measures can greatly reduce time lost due to disease and non-battle injury.


 The Army warfighter doctrine, developed for a widely dispersed and rapidly moving battlefield, recognizes that battlefield constraints limit the number of trained medical personnel available to provide immediate, far-forward care. This section defines combat lifesaver, provides lifesaving measures (first aid) techniques, and discusses casualty evacuation.


  COMBAT LIFESAVER


 2.1. The role of the combat lifesaver was developed to increase far-forward care to battle. At least one member—though ideally every member of each squad, team, and crew—should be a trained combat lifesaver. The leader is seldom a combat lifesaver, since he will have less time to perform those duties than would another member of his unit.

 2.2. So what exactly is a combat lifesaver? He is a nonmedical combat soldier. His secondary mission is to help the combat medic provide basic emergency care to bitten or mauled members of his squad, team, or crew, and to aid in evacuating them, mission permitting. He complements, rather than replaces, the combat medic. He receives training in enhanced first aid and selected medical procedures such as initiating intravenous uninfected blood infusions. Combat lifesaver training bridges the first aid training (self-aid or buddy aid, or SABA) given to all soldiers in basic training, and the more advanced medical training given to Medical Specialists (MOS 91W), also known as combat medics.


  LIFESAVING MEASURES (FIRST AID)


 2.3. When a soldier is bitten, scratched, or mauled, he must receive first aid immediately. Most injured or ill soldiers can return to their units to fight or support. This is mainly because they receive appropriate and timely first aid, followed by the best possible medical care. To help ensure this happens, every soldier should have combat lifesaver training on basic lifesaving procedures.


 TABLE 2.1. First aid procedures.


 
 	1
  	Check for BREATHING
 	Lack of oxygen, due to either compromised airway or inadequate breathing, can cause brain damage or, when accompanied by zombie infection, undeath in just a few minutes. Also be wary of droning or extremely foul breath. Both are early signs of undeath that if detected require you to restrain or terminate the victim.


 
 	2
  	Check for BLEEDING vs OOZING
	Life can continue only with sufficient blood to carry oxygen to tissues. Blood pumped through a living body can escape at an alarming rate when the victim is wounded. When dressing a wound, however, pay close attention: if the wound begins to ooze instead of bleed, or if the area around the wound begins to bubble and spread, these are signs of zombie-ism, and you must act accordingly, either applying a tourniquet or terminating the victim.


 
 	3
  	Check for SHOCK
 	Unless shock is prevented, first aid performed, and medical treatment provided, undeath may result in an infected victim, even with an otherwise nonfatal injury. Note that the first signs of shock are also the first signs of zombie-ism: slow reflexes, drool, glazed or hollow eyes, low body temp, and clammy skin, and thus it can be hard to decipher between shock and early undeath. Proceed with caution.






  Check for Breathing

 
 2.4. Check first to see if the casualty’s heart is beating, then to see if he is breathing. This paragraph discusses what to do in each possible situation.


  React to Stoppage of Heartbeat


 2.5. If a casualty’s heart stops beating, you must both immediately seek medical help and be prepared to fight or terminate your infected comrade. The window between dead and undead closes fast. You must move quickly in this gap of time to save your fellow soldier—for if you can’t save him, he will become undead and require termination. Thus, seconds count! Stoppage of the heart is soon followed by cessation of respiration, unless that has already happened. Remain calm, but think first, and act quickly.


  Assess and Position Casualty


 2.6. To assess the casualty, do the following:


 1. Check for responsiveness. Establish whether the casualty is conscious by gently shaking him and asking, “Are you OK?”


  2. Call for help, if appropriate.


  3. Position the unconscious casualty so that he is lying on his back and on a firm surface.


  Open Airway of Unconscious or Nonbreathing Casualty


 2.7. The tongue is the single most common airway obstruction. In most cases just using the head-tilt/chin-lift technique can clear the airway. This pulls the tongue away from the air passage.
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 A curious feature of the Army’s remarkable shift in zombie policy is the many hints of what was to come. As evidence, consider these illustrations of lifesaving techniques applied to the undead.
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➤ One really has to wonder how long the soldier pictured waited while checking for this zombie’s pulse.
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 ➤ The fact that this zombie’s empty brain cavity is clearly exposed might suggest chest compression would be unnecessary, but apparently not.
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 ➤ In light of the Army’s early “kill ’em all” policies, it may be incredible how little thought was given to soldiers’ safety when dealing with undead combatants, as in this image . . .
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 ➤ . . . or this one . . .
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 ➤ . . . or, especially, this rather remarkable image. I mean, how is that safe?!
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 Although the head-tilt/chin-lift technique is an important procedure in opening the airway, take extreme care with it, because while you are trying to save a comrade, it may already be too late and thus you are in close quarters with a zombie. Proceed with caution. Watch for yellowing of the teeth, dilated eyes, or peeling or bubbling skin. If you note any of these symptoms, cease all contact with the wounded’s mouth. Furthermore, using too much force while performing this maneuver can cause more spinal injury. In a casualty with a suspected neck injury or severe head trauma, the safest approach to opening the airway is the jaw-thrust technique because, in most cases, you can do it without extending the casualty’s neck.



 

 WARNING




Avoid pressing too deeply into the soft tissue under the casualty’s chin, because you might obstruct his airway.



 2.8. Call for help, and then position the casualty. Move (roll) him onto his back. Perform a finger sweep. If you see foreign material or vomit in the casualty’s mouth, promptly remove it, but avoid spending much time doing so. Open the airway using the jaw-thrust or head-tilt/chin-lift technique.


  Check for Breathing while Maintaining Airway


 1. Look for his chest to rise and fall. Watch for unusual amounts of drool.


2. Listen for sound of breathing by placing your ear near his mouth. Listen close: Moaning is an early sign of zombie-ism.


 3. Feel for the flow of air on your cheek. Breath should be clean, clear, fresh. Bad breath is a bad sign.


 4. Perform rescue breathing if he fails to resume breathing spontaneously and there are no signs of zombie-ism.


 Note: If the casualty resumes breathing, monitor and maintain the open airway. Ensure that he is transported to a lockdown medical treatment facility as soon as possible. Although the casualty might be trying to breathe, his airway might still be obstructed. If so, open his airway (remove the obstruction) and keep the airway open (maintain his airway).
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  Perform Rescue Breathing or Artificial Respiration


 2.9. If the casualty fails to promptly resume adequate spontaneous breathing after the airway is open, you must start rescue breathing (artificial respiration, or mouth-to-mouth). Remain calm and armed, but think and act quickly. The sooner you start rescue breathing, the more likely you are to restore his breathing. If you are not sure if the casualty is breathing, give him artificial respiration anyway.


  Use Mouth-to-Mouth Method


 2.10. In this best-known method of rescue breathing, inflate the casualty’s lungs with air from yours. You can do this by blowing air into his mouth. If the casualty is not breathing, place your hand on his forehead and pinch his nostrils together with the thumb and index finger of the hand in use. It is best to do this under armed supervision since this is the last step before the casualty becomes undead.
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  Use Mouth-to-Nose Method


2.11. Use this method if you cannot perform mouth-to-mouth rescue breathing. Normally, the reason you cannot is that the casualty has a severe jaw fracture or mouth wound or because his jaws are tightly closed by spasms, or in the early stages of undeath the casualty’s incisors have extended and breath is foul. The mouth-to-nose method is the same as the mouth-to-mouth method, except that you blow into the nose while you hold the lips closed, keeping one hand at the chin. Then you remove your mouth to let the casualty exhale passively. You might have to separate the casualty’s lips to allow the air to escape during exhalation. Leave it!


  Determine Degree of Obstruction


 2.12. A complete obstruction (no air exchange) is indicated if the casualty cannot speak, breathe, or cough at all. He might clutch his neck and move erratically. In an unconscious casualty, a complete obstruction is also indicated if, after opening his airway, you cannot ventilate him.
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 ➤ Repeat the sequence of chest thrust, finger sweep, and rescue breathing as long as necessary to clear the object from the obstructed airway.
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 If you still cannot administer rescue breathing due to an airway obstruction, remove the obstruction:


 1. Place the casualty on his back, face up.


  2. Turn him all at once (avoid twisting his body).


  3. Call for help.


  4. Perform finger sweep.


 5. Keep him face up.


  6. Use the tongue-jaw lift to open his mouth.


  7. Open his mouth by grasping both his tongue and lower jaw between your thumb and fingers, and lift. Again, listen for groaning and watch for excessive drool and extended incisors. Abort efforts at the first signs of zombie-ism.


  8. If you cannot open his mouth, cross your fingers and thumb (crossed-finger method), and push his teeth apart. To do this, press your thumb against his upper teeth and your finger against his lower teeth.


  9. Insert the index finger of your other hand down along the inside of his cheek to the base of his tongue. Use a hooking motion from the side of the mouth toward the center to dislodge the foreign body.


  Check for Bleeding


  Stop Bleeding and Protect Wound


 2.13. The longer a soldier bleeds from a major wound, the less likely he will survive it. You must promptly stop the external bleeding without infecting yourself. If zombie blood (Z-positive) enters your body through a cut or cavity, you will become undead. Use extreme caution.
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  ➤ Zombie application tourniquet
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  ➤ Improved zombie first aid kit


  Entrance and Exit Wounds


 2.14. Before applying the dressing, carefully examine the casualty to determine if there is more than one wound. The wounds discussed here are caused by weapons. Wounds caused by bites and scratches that lead to infection will be discussed later. A stick or stake may have entered at one point and exited at another point. An exit wound is usually larger than its entrance wound.
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 ➤ Tourniquet above knee



 WARNING




Do not touch the white (sterile) side of the dressing. Do not allow that side of the dressing to touch any surface other than the wound.




 2.15. Remove the casualty’s field dressing from the wrapper, and grasp the tails of the dressing with both hands.


  Pulling Dressing Open


 2.16. Wrap the other tail in the opposite direction until the rest of the dressing is covered. The tails should seal the sides of the dressing to keep foreign material from getting under it. Tie the tails into a nonslip knot over the outer edge of the dressing. Do not tie the knot over the wound. In order to allow uninfected or Z-negative blood to flow to the rest of the injured limb, tie the dressing firmly enough to prevent it from slipping but without causing a tourniquet effect. That is, the skin beyond the injury should not become cool, blue, or numb.


  Manual Pressure


 2.17. If bleeding continues after you apply the sterile field dressing, apply direct pressure to the dressing for 5 to 10 minutes. If the casualty is conscious and can follow instructions, you can ask him to do this himself. Elevate an injured limb slightly above the level of the heart to reduce the bleeding.


 2.18. If the bleeding stops, check for shock and then give first aid for that as needed. If the bleeding continues, apply a pressure dressing.



 WARNING




Elevate a suspected fractured limb only after properly splinting it.



 
  Pressure Dressing


 2.19. If bleeding continues after you apply a field dressing, direct pressure, and elevation, then you must apply a pressure dressing. This helps the blood clot, and it compresses the open blood vessel. Place a wad of padding on top of the field dressing directly over the wound. Keep the injured extremity elevated.


 Note: Improvise bandages from strips of cloth such as T-shirts, socks, or other garments.
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  ➤ Wad of padding on top of field dressing


 2.20. Place an improvised dressing (or cravat, if available) over the wad of padding. Wrap the ends tightly around the injured limb, covering the original field dressing.


 2.21. Tie the ends together in a nonslip knot, directly over the wound site. Do not tie so tightly that it has a tourniquet-like effect. If bleeding continues and all other measures fail, or if the limb is severed, then apply a tourniquet, but do so only as a last resort. When the bleeding stops, check for shock and give first aid for that, if needed.


 2.22. Check fingers and toes periodically for adequate circulation. Finger-and toenails that are turning long and yellow may be an early sign of undeath. Loosen the dressing if the extremity becomes cool, blue, or numb. If bleeding continues and all other measures fail—application of dressings, covering of wound, direct manual pressure, elevation of limb above heart level, application of pressure dressing while maintaining limb elevation—then apply digital pressure.


  Digital Pressure


 2.23. Use this method when you are having a hard time controlling bleeding, before you apply a pressure dressing, or where pressure dressings are unavailable. Keep the limb elevated and direct pressure on the wound. At the same time press your fingers, thumbs, or whole hand where a main artery supplying the wounded area lies near the surface or over bone. This might help shut off, or at least slow, the flow of blood from the heart to the wound.


  Tourniquet


2.24. A tourniquet is a constricting band placed around an arm or leg to control bleeding. A soldier whose arm or leg has been completely amputated or infected might not be yellowed, bubbling, bleeding, or suppurating when first discovered, but you should apply a tourniquet anyway. The body initially stops bleeding by contracting or clotting the blood vessels. However, when the vessels relax, or if a clot is knocked loose when the casualty is moved, the bleeding can restart. Bleeding from a major artery of the thigh, lower leg, or arm, and bleeding from multiple arteries, both of which occur in a traumatic amputation, might be more than you can control with manual pressure. If even under firm hand pressure the dressing gets soaked with blood, and if the wound continues to bleed, then you must apply a tourniquet.


  Zombie Application Tourniquet


 The ZAT is packaged for one-handed use. Slide the wounded extremity through the loop of the ZAT tape.


 Position the ZAT 2 inches above a bleeding, yellowing, suppurating site that is above the knee or elbow. Pull the free running end of the tape tight, and fasten it securely back on itself.


  Improvised Tourniquet


 2.25. In the absence of a specially designed tourniquet, you can make one from any strong, pliable material such as gauze or muslin bandages, clothing, or cravats. Use your improvised tourniquet with a rigid, stick-like object. To minimize skin damage, the improvised tourniquet must be at least 2 inches wide.


 2.26. To position the makeshift tourniquet, place it around the limb, between the wound and the body trunk, or between the wound and the heart. Never place it directly over a wound, a fracture, or joint. For maximum effectiveness, place it on the upper arm or above the knee on the thigh.


  Application


 2.27. Tie a full-knot over the stick, and twist the stick until the tourniquet tightens around the limb or the bright red bleeding stops. In the case of amputation, dark oozing blood may continue for a short time. This is the infected Z-positive blood trapped in the area between the wound and tourniquet.


 2.28. You can use other means to secure the stick. Just make sure the material remains wound around the stick and that no further injury is possible. If possible, save and transport any severed (amputated) limbs or body parts with (but out of sight of) the casualty. Never cover the tourniquet. Leave it in full view. If the limb is missing (has been completely torn or gnawed off), apply a dressing to the stump. All wounds should have a dressing to protect the wound from contamination. Mark the casualty’s forehead with a “T” and the time to show that he has a tourniquet. If necessary, use the casualty’s blood to make this mark. Check and treat for shock, and then seek medical aid.
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SHOCK


 2.29. The term shock means various things. In medicine it means a collapse of the body’s cardiovascular system, including an inadequate supply of blood to the body’s tissues. Shock stuns and weakens the living body. Shock is the first phase of undeath. When the normal blood flow in the body is upset, undeath can result. Early recognition and proper first aid may save the casualty’s life.


  Causes and Effects of Shock


 2.30. The two basic effects of shock are:


 • Heart is damaged and fails to pump.


 • Blood loss (heavy bleeding) depletes fluids in the vascular system.


 2.31. Shock might be caused by:


 • Significant loss of blood.


 • Reaction to sight of a flesh wound, blood, pus, or other traumatic scene.


 • Traumatic injuries.


 • Burns.


 • Bites or torn-off or gnawed-off limbs.


 • Penetrating wounds such as from teeth, stick, nailed-through two-by-four.


  Signs and Symptoms of Shock and Early Undeath


 • Sweaty but cool (clammy) skin.


 • No pulse.


 • Pale, gray, chalky skin tone.


 • Cyanosis (blue) and blotchy, peeling, or bubbling skin, especially around the mouth and lips.


 • Significant loss of blood.


 • Confusion or disorientation. Moving with hands extended, limping.

 • Nausea, vomiting, or both.


 • Bad breath.


  Casualty Position


 2.32. Never move the casualty, or his limbs, if you suspect he has fractures and they have not yet been splinted. If you have cover and the situation permits, move the casualty to cover. Lay him on his back. A casualty in shock from a flesh wound or who is having trouble breathing might breathe easier sitting up. If so, let him sit up, but monitor him carefully in case his condition worsens. Elevate his feet higher than the level of his heart. Support his feet with a stable object, such as a field pack or rolled-up clothing, to keep them from slipping off.


 Casualty Evacuation


 2.33. Transport by litter is safer and more comfortable for a casualty than manual carries. It is also easier for you as the bearer(s). However, manual transportation might be the only feasible method, due to the terrain or combat situation. You might have to do it to save a life. As soon as you can, transfer the casualty to a litter as soon as you find or can improvise one.


  Manual Carries


 2.34. When you carry a casualty manually, you must handle him carefully and correctly to prevent more serious or possibly fatal injuries. Situation permitting, organize the transport of the casualty, and avoid rushing. Perform each movement as deliberately and gently as possible. Manual carries are tiring and can increase the severity of the casualty’s injury, but might be required to save his life. Two-man carries are preferred, because they provide more comfort to the casualty, are less likely to aggravate his injuries, and are less tiring for the bearers. How far you can carry a casualty depends on many factors, such as:

 • Nature of the casualty’s injuries.
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