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Wound and Hemorage  
Emergency Treatment Guidelines 

 
 
Wound management is one of core responsibilities for a wilderness care provider.  It is the most 
common procedure in first aid – handing out band-aids for scrapes and cuts.  Although 
generally routine, managing a severe bleed or highly contaminated wound is life saving.  This 
treatment guideline addresses the complex process of managing these two potentially life-
threatening problems. 

Severe Bleeding 

Assessment 
Assessment for life-threatening bleeding is part of the primary survey and one of the first things 
we look for on patient contact.  Severe bleeds are assessed on the amount of blood loss and 
rate of loss.  Generally, if over 500 ml is lost, or if the bleed is squirting blood assume it is severe.  
Be aware of blood loss in clothing and absorption by the ground or snow.  When suspecting a 
mechanism for severe bleeding a “Wet Check” should be performed – checking under 
clothing or the patient for bleeding with a gloved hand.  If in doubt assume a bleed is severe 
and treat promptly. The wound can be re-assessed once the blood loss is controlled. 

Treatment 
The initial treatment for all bleeding is the same – well aimed direct pressure.  If the bleeding 
cannot be controlled with well aimed direct pressure, and the wound is on a limb, a tourniquet 
should be applied. If a hemostatic dressing is available, it can be packed into the wound and 
then apply manual pressure for 5 minutes on top of the dressing. Regular gauze dressing can be 
applied on top hemostatic dressing to aid in well aimed direct pressure application.  
 
If there are multiple trauma patients with severe bleeding, immediately apply tourniquet.  
Complete a quick assessment to confirm bleeding is controlled, and then move on to next 
patient. 
 
If a tourniquet is used to control bleeding consider dressing the wounds and applying a 
pressure dressing.  Release the tourniquet to see if the bleeding is controlled with the dressing.  If 
no further bleeding, transport to medical care and continue monitor the wound for bleeding.  If 
the wound continues to bleed with the pressure dressing re apply the tourniquet.  The pressure 
dressing should be removed, and the wound packed with a hemostatic dressing and another 
pressure dressing should be applied.  Maintain manual pressure for 5 minutes and then release 
the tourniquet. If the bleeding continues, then re apply the tourniquet and urgently transport to 
medical care. 
 
Tourniquets can be replaced with dressings for up to 2 hours after initial application.  If a 
tourniquet has been in place for over 2 hours, then urgently transport the patient to medical 
care with the tourniquet in place. The time the tourniquet was applied is important information 
for medical care.  Write the application time on the patient and in the SOAP note.  
 
If a tourniquet is left on a patient for any period of time, consider administering pain 
medications.  Properly applied tourniquets are very painful. 
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Hemostatic Dressings Caution: 

Hemostatic dressings should not be packed into the abdominal or thoracic cavity.  
 

Infection Management 

Assessment  
Assess wounds for risk of infection. Wounds with a high risk of infection include: 

 Deep underlying structure involvement -- subdermal layers 
 Wounds associated with fracture sites 
 Crushing injuries 
 Animal bites 
 Imbedded debris, impaled objects 
 Wounds with uneven wound edges, or devitalized tissue 

Treatment 

Consider cleaning all wounds. Wounds with a high risk of infection should be irrigated and 
debrided. 

Wound Irrigation and Debridement: 

1. Clean surrounding skin with water and soap (if available). Remove any foreign 
materials surrounding the wound and flush the surface of the wound with water. 
Consider using sterile tweezers if possible. 

2. Irrigate the wound with drinking quality water. Using large amounts of water, irrigate 
the wound with high pressure fluid (e.g. from a 60-cc syringe). 

3. Inspect the wound following cleaning and remove all foreign material which remain 
lodged within. Repeat the irrigate-clean-irrigate cycle until all visible foreign material 
is removed from the wound. 

4. Cover with a sterile dressing, if possible, apply antibacterial ointment (e.g. Polysporin) 
to the dressing. Immobilize wound area. Do not close a high risk wound with sutures or 
tape. 

5. Following treatment, check wound for signs of infection (twice/day), re-irrigate and 
change dressings as necessary.  

Special Circumstances  

Severe Bleeding 

Stopping bleeding is the priority for any wound that is bleeding severely!. Cleaning 
and reopening the wound could trigger further bleeding. Only follow wound irrigation 
and debridement procedure if the risk of infection far outweighs the risk of continued 
bleeding.  

Impaled Object Removal 

Consider removing impaled objects when it is safe and easy to do so. Most objects 
should be removed in the field with the following exceptions:  

 Objects impaled in the globe of eye 
 Objects that could cause significant tissue damage during removal 
 Objects that could cause significant bleeding if removed (e.g. object in neck 

that could damage a blood vessel during removal) 
Following removal of the object, clean with irrigation, and dress the wound. 



V 2.0 © 2024 RavenRSM Page 3 

 

Plan:  Evacuation Considerations 
Consider evacuation for the following injuries: 

 For all wounds that bled severely or are continuing to bleed. 
 Wounds with a functional or cosmetic injury. 
 Wounds that were treated but show signs of local or systemic infection. 
 Any wound from a penetrating injury or animal bite. 

Evacuation urgency is determined by the severity and risks of the individual wounds. Non-
urgent evacuation is reasonable for minor local infections and cosmetic repair. 

When traveling in remote areas or regions where the risk of wound infection is high, consider 
contacting a medical prescriber to obtain guidelines regarding the administration of oral 
antibiotics in the field. 
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