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How to Use This Book

This is a field reference, not a textbook. Five chapters. Each one stands alone. Read them in any order. Pick the drill at the end of each chapter and run it this week.

Definitely NOT HR or OSHA compliant.







CHAPTER 1




Team SOFAST Tac-Med Ready Guide

Civilian Trauma Response — the One-Pocket Reference

By Patch (Jeffrey Adams)

Volume 1 · 2026 Edition

tmsofast.com




Mindset Before Kit

Kit doesn’t save anyone. The person holding the kit does. Mindset is the first piece of gear.


Protector. Predator. Precision.

Self-defense is reactive. It waits for the bad thing to happen, then tries to survive it. That framing loses.

Protector mindset is proactive. You scan, you plan, you position yourself to act on purpose. When something goes wrong, you don’t freeze — you move, because you already decided you would.

The same posture applies to trauma. The bleeding person doesn’t need a bystander. They need someone who already decided they would step in.



Four Mental Rules

1. Move toward the casualty. Distance is the enemy of survival. Closing the distance — safely — is the first decision.

2. Stop the killing first, then the dying. Per current TCCC guidelines [1], the order of operations is hemorrhage control, then airway, then respiration. Massive bleeding kills in minutes; everything else has slightly more runway.

3. Decisive action beats perfect action. A tourniquet applied at 90% correct in 30 seconds beats a perfect tourniquet applied two minutes too late. Per 18D training doctrine [3], speed-then-refine is the rule under stress.

4. Train the drill so muscle memory shows up under stress. You will not rise to the occasion. You will fall to the level of your training. The five drills on Page 9 exist for this reason.





How to Use This Guide

Most trauma scenarios fall into one of two situations. Find yours, then jump to the right page.









	Situation
	First Move
	Pages to Hit





	EMS is on the way (5–10 min)
	Stop the killing. Keep the patient alive until handoff.
	5–6 (massive hemorrhage → airway → respiration), then 7 (hypothermia + handoff card)



	You’re it. No help coming.
	Stabilize, then think about evacuation.
	5–7 (full trauma), then 8 (non-trauma threats), then 11 (when to escalate)






MARCH-PAWS in Four Lines

The MARCH-PAWS framework is the trauma decision tree from current TCCC guidelines [1]:


	Massive hemorrhage → Airway → Respiration → Circulation → Head injury / Hypothermia

	Pain → Antibiotics → Wounds → Splinting

	Work in order. Don’t skip ahead. The killers are at the front of the list for a reason.

	If a step is stable, move on. If it deteriorates, come back.







Trauma: The Killer Triad — Massive Hemorrhage

Per current TCCC guidelines [1], massive hemorrhage is treated first because it kills fastest.


Limb Bleeding — Tourniquet Application (60-Second Target)

Use a CAT-7 (Combat Application Tourniquet, Gen 7) or SOFTT-W (SOF Tactical Tourniquet — Wide). Both are CoTCCC-recommended [1].

3 steps:


	Place high and tight. Two to three inches above the wound, never on a joint. If the bleed site isn’t obvious, place high on the limb (groin or armpit side).

	Pull the slack, then twist the windlass. Twist until bright-red bleeding stops. Tight enough to hurt. If it doesn’t hurt, it isn’t tight enough.

	Lock and time-stamp. Secure the windlass in its clip. Write the application time on the tourniquet’s tab — not the time of injury.



Counterfeit tells (per Page 10 vendor guidance):


	CAT-7: Genuine units have a red tip on the windlass strap and a North American Rescue serial number. No red tip or no serial = counterfeit.

	SOFTT-W: Genuine units have the manufacturer logo etched (not printed) into the windlass. Printed-only logo = counterfeit.





Junctional Bleeding (Groin, Armpit, Neck)

A tourniquet won’t work where the limb meets the torso. Use hemostatic gauze + direct pressure.

Combat Gauze (QuikClot) packing — 4 steps, per current TCCC guidelines [1]:


	Expose the wound. Cut clothing away. You need to see the source.

	Pack aggressively into the wound cavity. Push the gauze deep, toward the bleeding vessel. Use your fingers. This is uncomfortable for the patient — do it anyway.

	Hold firm pressure for a minimum of 3 minutes. No peeking. Clot formation needs uninterrupted pressure.

	Wrap with a pressure dressing (Israeli bandage or equivalent) to maintain pressure for transport.





Tourniquet Conversion

Per current TCCC guidelines [1], a tourniquet may be considered for conversion (loosened and replaced with a pressure dressing) only if three conditions are met: the casualty is not in shock, the wound can be monitored closely for re-bleeding, and the tourniquet is not on an amputated extremity. The current time tiers are: under 2 hours — conversion is acceptable for trained responders; 2 to 6 hours — medical personnel only; over 6 hours — physician supervision required.

As a civilian without specific tourniquet-conversion training, the rule is simple: once it’s on, leave it on until EMS or the ER takes over. Note the application time on the strap or the patient’s skin. Hand off the patient with that time clearly communicated. Do not second-guess. Conversion errors kill the casualty you just saved.





Trauma: The Killer Triad — Airway & Respiration


Airway (Second Priority)

After hemorrhage is controlled, check that the patient can move air.

Recovery Position (left lateral). If the patient is breathing and unconscious, roll them onto their left side. This keeps the airway open and lets fluids drain. Use it any time you cannot stay hands-on at the head.

Head-tilt-chin-lift vs. jaw thrust:








	Situation
	Technique





	No suspected neck or spine injury
	Head-tilt-chin-lift



	Possible neck or spine injury (fall, MVC, blast)
	Jaw thrust (do not tilt the head)





Nasopharyngeal Airway (NPA). A soft rubber tube that holds the airway open in an unconscious patient who is breathing on their own. Civilian-appropriate when (a) the patient tolerates it (gag reflex absent), and (b) you have been trained to size and lubricate it. Do not use if there are signs of a basilar skull fracture (clear fluid from nose or ears, raccoon eyes, Battle’s sign). Per current TCCC guidelines [1].



Respiration (Third Priority)

Penetrating chest wound. Any open wound between the navel and the base of the neck gets a vented chest seal, applied to both entry and exit wounds. The Hyfin Vent twin-pack exists for this reason — bullets and shrapnel almost always have an exit.

Application: wipe the skin as dry as possible, peel the backing, press from the center outward to seal the edges. Per current TCCC guidelines [1], vented seals are preferred over non-vented because they reduce the risk of tension pneumothorax.

Tension pneumothorax recognition. Watch for: worsening shortness of breath after the seal is on, distended neck veins, deviated trachea (late sign), absent breath sounds on the wounded side. In a civilian setting, the response is rapid EMS transport — needle decompression is outside the scope of this guide and requires advanced training. Burp the chest seal if symptoms worsen (lift one edge to release trapped air, then re-seal).





Tactical Field Care

Once the killers are addressed, work through the rest of the MARCH-PAWS list.


Circulation

Reassess for bleeding you missed. Sweep under the patient. Check the back. Blood pools where you can’t see it.



Head Injury (TBI Screening)

Use a short GCS-style check: Can they open their eyes? Speak clearly? Move on command? Any deterioration — increasing confusion, unequal pupils, vomiting, severe headache — is an EMS emergency. Per current TCCC guidelines [1], suspect TBI in any blast, fall over 6 feet, or MVC.



Hypothermia Prevention — The Third Killer

After bleeding and airway, cold kills trauma patients. Even in summer. Blood loss + shock = the patient cannot regulate temperature. Per current TCCC guidelines [1]:


	Get them off the ground (insulate from below first — ground steals heat faster than air).

	Cover with whatever you have: emergency blanket, jacket, sleeping bag.

	Keep them dry. Cut wet clothing away.





Pain Management (Civilian Limits)

OTC only: acetaminophen and/or ibuprofen at label-dose, if the patient is awake, alert, and able to swallow. Do not give anything by mouth to an unconscious patient or anyone who may need surgery soon. When in doubt, give nothing and wait for EMS.



Wounds (Non-Life-Threatening)

Irrigate with clean water or saline. Cover with a clean dressing. Watch for infection (Page 8). Per Where There Is No Doctor [4], the cleaner the wound at first dressing, the lower the infection risk.



Splinting Fractures

SAM splint or improvised (rolled magazine, stick, trekking pole). Three principles:


	Splint the joint above and the joint below the fracture.

	Pad bony prominences before wrapping.

	Check circulation, sensation, and movement distal to the splint before and after.





Move / Evacuate


	Drag — fastest, safest for you, hardest on the patient. Use under fire or in tight spaces.

	Two-person carry — one at the shoulders, one at the knees. Communicate before lifting.

	Fireman’s carry — single rescuer, longer distance. Practice this before you need it (Page 9).





Documentation — The Handoff Card

When EMS arrives, hand them a card or piece of tape with: Mechanism of injury · Time of injury · Interventions performed (with times) · Medications given · Allergies if known. Thirty seconds of writing saves five minutes of asking.





First Aid: Non-Trauma

The medical emergencies that don’t bleed still hurt people.


Hypothermia (Recognition + Rewarming)


	Mild: shivering, clumsy, “the umbles” (stumbles, mumbles, fumbles, grumbles).

	Moderate: shivering stops, confusion increases.

	Severe: unresponsive, possible cardiac risk.



Passive rewarming (mild): dry clothes, shelter, warm drinks if alert, body heat. Active rewarming (moderate/severe): heated blankets, warm IV fluids — EMS territory. Per Where There Is No Doctor [4], handle severe hypothermia gently; rough movement can trigger cardiac arrest.



Heat Injury — Escalation









	Stage
	Signs
	Treatment





	Heat cramps
	Painful muscle cramps, sweaty
	Stop, shade, water + electrolytes



	Heat exhaustion
	Heavy sweat, weakness, nausea, headache
	Cool aggressively, hydrate, rest. If not improving in 30 min, call EMS.



	Heat stroke
	Confusion, hot/dry OR hot/wet skin, very high temp
	EMS NOW. Cool by any means — water, ice packs to neck/armpits/groin. Do not delay.







Altitude Sickness (AMS)

Above ~8,000 ft: headache, nausea, sleep disturbance, fatigue. Treatment: descend. A few hundred feet of elevation drop usually resolves it. Severe signs (confusion, wet cough, balance loss) = high-altitude cerebral or pulmonary edema. Descend immediately, EMS as soon as feasible. Per Where There Is No Doctor [4].



Burns

Rule of nines (rough percent body surface):


	Head/neck: 9%. Each arm: 9%. Each leg: 18%. Front torso: 18%. Back torso: 18%. Genitals: 1%.

	Call EMS for: >10% BSA, any 3rd-degree, burns to face/hands/feet/genitals, electrical or chemical burns.



Do: cool with room-temperature water for 10–20 min, cover loosely with clean dressing. Don’t: apply butter, toothpaste, or ice. No popping blisters.



Drowning / Near-Drowning


	Rescue only if you can do so safely. Reach, throw, row — then go.

	After rescue: even if they seem fine, monitor for at least 4–6 hours. Delayed lung complications happen. Get them evaluated.





Insect Bites, Stings, Allergies


	Mild reaction: local swelling, itch — antihistamine, cold compress.

	Anaphylaxis: throat tightness, full-body hives, breathing trouble, drop in consciousness. Epinephrine auto-injector (EpiPen) into outer thigh, EMS immediately. A second dose may be needed in 5–15 min.





Infection — When to Seek Care


	Red streaks running from a wound = systemic spread, urgent.

	Fever, increasing pain, pus, hot to the touch = infection.

	Per Where There Is No Doctor [4], early antibiotic intervention (under a clinician’s care) prevents most bad outcomes.





