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The Value of Law Enforcement Officers Equipped and Trained to Stop 
Life-Threatening Bleeding 
 
Background: 
Trauma is a national health problem1. After a traumatic injury, hemorrhage is responsible for over 35% 
of pre-hospital deaths and over 40% of deaths within the first 24 hours2. Despite the advances in trauma 
care and lessons learned from the military3, roughly 80,000 lives are lost in the United States annually 
due to uncontrolled bleeding according to Centers for Disease Control4. Of these deaths, the majority of 
them occur within the first 48 hours5. 
 
Trauma is caused by accidents, natural disasters, or intentional acts of violence and terrorism6. The 
delay time in Emergency Medical Services response often exceeds the three to five minutes it takes to 
bleed to death for severe trauma incidents7. Law enforcement officers are often the first professional 
responders on scene8. In routine civilian trauma patients, delayed application of a tourniquet was 
associated with greater than 4.5-fold increased odds of mortality from hemorrhagic shock9. 
 
The federal government and non-profit academic organizations have taken steps to address this issue. 
The White House and the Department of Homeland Security originally crafted and launched the Stop 
the Bleed Initiative (dhs.gov/stopthebleed)10. The American College of Surgeons founded the Joint 
Committee to Create a National Policy to Enhance Survivability from Intentional Mass-Casualty and 
Active Shooter Events in the aftermath of the Sandy Hook Elementary School shooting incident and 
published the Hartford Consensus reports11. One of the common and central themes found in the 
publications from these groups is the concept of providing individuals not serving in traditional medical 
roles with the necessary bleeding control kits and skills to save lives12. 
 
Need: 
Professional first responders include law enforcement and EMS / Fire / Rescue13. Law enforcement 
personnel must neutralize the threat in active shooter incidents and then, because they are usually the 
initial first responders on the scene, must act to control external hemorrhage14. Victims with life-
threatening external bleeding must be treated immediately at the point of wounding and all responders 
should be educated and have the necessary equipment to provide effective external hemorrhage 
control15. The Hartford Consensus goes further and “strongly endorses civilian bystanders to act as 
immediate responders”16. In some circumstances, civilian bystanders may be unwilling or unable to 
render aid to victims of traumatic injuries17 whereas law enforcement responders should be held to a 
higher standard due to their training and chosen profession to protect and serve the community18. A 
scientific survey of a random sample of 1,051 adults in all 50 states on November 6–11, 2015 indicated 
91% support for training police to provide bleeding control as a part of their duties19. 
 
Request: 
The solution is for law enforcement officers to have immediate access to quality, evidence-based 
hemorrhage control devices that are easy to apply and that are effective at saving lives20. This solution 
will have several positive outcomes:  decreasing civilian mortality rates for casualties with severe 
external hemorrhage21; increasing officer safety and survival with the capability to perform “self-aid” 
and “buddy-aid”22; and improving the law enforcement officer image with the U.S. populations that do 
not perceive police as protectors or live savers23. 
 
Language: 
Recommend funding for equipping every law enforcement officer with an individual bleeding control kit. 
These kits shall contain evidence-based hemorrhage control devices that are easy to use and effective at 
saving lives as defined by the “Stop the Bleed” Initiative and the American College of Surgeons.  
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Trauma is a national health problem1. 
 
Accidental and non-accidental trauma is the leading cause of death in the United States for people 1 to 44 years 
old, according to CDC data published in 2014. 

 
http://www.cdc.gov/injury/images/lc-charts/leading_causes_of_death_age_group_2014_1050w760h.gif 
Injuries and violence affect everyone, regardless of age, race, or economic status. In the first half of life, more Americans die from violence and 
injuries — such as motor vehicle crashes, falls, or homicides — than from any other cause, including cancer, HIV, or the flu. This makes injury the 
leading cause of death among persons 1-44. 
 
Nearly 199,800 people die from injury each year—1 person every 3 minutes*. 
*60-min in 1-hr., 60x24=1,440-min in 1-day. 1440x365=525,600-min in 1-yr. (525,600/199,800)=1 person dies every 
2.63 min, or approximately every 2-min, 38-sec. See 2014 data from Web-based Injury Statistics Query and 
Reporting System (WISQARS)™ reference below. 
 
Footnote1 Reference:  National Vital Statistics System, National Center for Health Statistics, CDC. Charts Produced 
by: National Center for Injury Prevention and Control, CDC using (WISQARS)™. 
 
After a traumatic injury, hemorrhage is responsible for over 35% of pre-hospital deaths and 
over 40% of deaths within the first 24 hours2. 

After a traumatic injury, hemorrhage is 
responsible for over 35% of pre-hospital deaths 
and over 40% of deaths within the first 24 
hours,(a) second only to the rates of death due 
to severe central nervous system injury. A 
cascade of life-threatening medical problems 
can begin with severe hemorrhage, and many of 
these occur simultaneously: 1) hemorrhage, 2) 
impaired resuscitation, 3) shock, 4) 
inflammation and 5) coagulopathy (Fig. 1). 

Footnote2 References: 
(a) Kauvar, D.S., Lefering, R., and Wade, C.E. (2006) Impact of hemorrhage on trauma outcome: an overview of 
epidemiology, clinical presentations, and therapeutic considerations. J Trauma 60, S3-11. 
(b) Injuries and violence: the facts. Geneva, World Health Organization, 2010, http://www.who.int/violence_ 
injury_ prevention/key_facts/en/ 

Despite the advances in trauma care and lessons learned 
from the military3,… 
 
Eliminating Preventable Death on the Battlefield 
Russ S. Kotwal, MD, MPH; Harold R. Montgomery, NREMT; Bari M. Kotwal, MS; Howard R. Champion, FRCS; Frank K. 
Butler Jr, MD; Robert L. Mabry, MD; Jeffrey S. Cain, MD; Lorne H. Blackbourne, MD;Kathy K. Mechler, MS, RN; John B. 
Holcomb, MD. 
 
Objective: To evaluate battlefield survival in a novel command-directed casualty response system that comprehensively 
integrates Tactical Combat Casualty Care guide-lines and a prehospital trauma registry. 
 
Conclusions: A command-directed casualty response system that trains all personnel in Tactical Combat Casualty Care 
and receives continuous feedback from prehospital trauma registry data facilitated Tactical Combat Casualty Care 
performance improvements centered on clinical out-comes that resulted in unprecedented reduction of killed-in-action 
deaths, casualties who died of wounds, and preventable combat death. This data-driven approach is the model for 

improving prehospital trauma care and casualty outcomes on the battlefield and has considerable implications for civilian trauma systems. 

 
Footnote3 Reference:  Kotwal et al., “Eliminating Preventable Death on the Battlefield,” Archives of Surgery, 
published online August 15, 2011, 2011.doi:10.1001/archsurg.2011.213. 

 

 

http://www.cdc.gov/injury/images/lc-charts/leading_causes_of_death_age_group_2014_1050w760h.gif
http://www.who.int/violence_%20injury_%20prevention/key_facts/en/
http://www.who.int/violence_%20injury_%20prevention/key_facts/en/
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…roughly 80,000 lives are lost in the United States annually due to uncontrolled bleeding 
according to Centers for Disease Control4. 
 
Recall from previous CDC data: 

• Number of trauma deaths per year:  199,756 (in 2014) according to CDC WISQARS™ database 
• Percent of people that die from trauma in the first 24-hours:  40% according to study(a) 
• (199,756 x .40) = 79,902.4; which is approximately 80,000 people 

 
Footnote4 References: 
(a) Kauvar, D.S., Lefering, R., and Wade, C.E. (2006) Impact of hemorrhage on trauma outcome: an overview of 
epidemiology, clinical presentations, and therapeutic considerations. J Trauma 60, S3-11. 
(b) Injuries and violence: the facts. Geneva, World Health Organization, 2010, http://www.who.int/violence_ 
injury_ prevention/key_facts/en/ 
 
Of these deaths, the majority of them occur within the first 48 hours5. 
 
A study was conducted to determine the epidemiology of traumatic deaths. 66% died in prehospital phase + 27% 
died within 48 hrs. = 93% died < 48 hrs, 7% died > 48 hrs. 
 
Footnote5 Reference:  Evans JA, van Wessem KJ, McDougall D, et al. Epidemiology of traumatic deaths: 
Comprehensive population-based assessment. World J Surg. 2010;34(1):158–163. 
 
Trauma is caused by accidents, natural disasters, or intentional acts of violence and 
terrorism6. 

 
WHO data for world 
If we consider road traffic as the only WHO category listed as for accidents, then 
that accounts for 23% of the injuries causing death.  It is reasonable to assume that 
most drownings (7%), burns (6%), falls (8%), and poisonings (6%) are also the result 
of accidents - otherwise they would be categorized as homicides and suicides.  
Combined, these four additional categories add up to 27%; which when added to 
the road traffic accident category results in a total of 50%. 
 
Based on the WHO data and method of assigning categories that cause injuries, we 
cannot precisely come up with an exact percentage for injuries caused by natural 
disasters.  Animal & venomous bites and hypo- & hyperthermia are considered 
causes of death due to nature / natural causes.  The actual percentage could be as 

high as 21%, but is likely somewhere between 1% and 21%. 
 
If we consider war (3%), homicide (11%), and suicide (15%) as strictly intentional acts of violence and terrorism, then that comprises 29% of the 
injuries causing death according to the WHO data. 
 
Therefore, 80% to 100% of the lives lost due to trauma are caused by:  accidents, natural disasters, or intentional acts of violence and terrorism 

Lower limit: 50 + 1 + 29 = 80% 
Upper limit: 50 + 21 + 29 = 100% 

 
The important point to prove here is not the assignment of percentages by category, but that all types of categories in the statement are 
represented and have data to support the statement. 
 
Footnote6 Reference: 
Injuries and violence: the facts. Geneva, World Health Organization, 2010. http://www.who.int/violence_ 
injury_prevention/key_facts/en/ 
  

 

http://www.who.int/violence_%20injury_%20prevention/key_facts/en/
http://www.who.int/violence_%20injury_%20prevention/key_facts/en/
http://www.who.int/violence_%20injury_prevention/key_facts/en/
http://www.who.int/violence_%20injury_prevention/key_facts/en/
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The delay time in professional medical response7a… 
 
National EMS Information System (NEMSIS Data) Average EMS Response Times, Scene Times, and Transport Times 
(911 Response Only), Exported from NEMSIS data cube, Date Range:  Quarter: 1, Year:  2016, Record Selection:  
911 Response Time (Unit Notified by Dispatch Time until Unit Arrives at Scene Time) using Lights and Sirens, Total 
Chart Sample:  7,089,762 of 72,590,357 (total database population). 

 
Average (Mean) Response Times (in minutes) 
8:07 National 
7:52 Urban 
8:52 Suburban 
9:32 Rural 
11:56 Wilderness 
 
 
50th Fractile (Median) Response Times (in minutes) 
7:00 National 
6:00 Urban 
7:00 Suburban 
7:00 Rural 
9:00 Wilderness 
 
 
Footnote7a Reference:  National EMS Information System 
(NEMSIS), https://reports.nemsis.org/Reports/Pages/ 
Report.aspx?ItemPath=%2fNEMSIS+Version+2%2fNational+ 
Reports%2fElapsed+Time%2fElapsed+Patient+Care+Times+ 
by+Urbanicity.  This report may be accessed using the following 
public credentials: Username:  nemsispublic; Password:  
Nemsis@tac 
Data path:  Home > NEMSIS Version 2 > National Reports > 
Elapsed Time > Elapsed Patient Care Times by Urbanicity. 
 
 

…often exceeds the three to five minutes it takes to bleed to death for severe trauma 
incidents7b. 
 
National Association of Emergency Medical Technicians (NAEMT) Prehospital Trauma Life Support (PHTLS) Tactical 
Combat Casualty Care (TCCC) curriculum, Tourniquets and Hemostatic Dressings module, Nov 
2015. http://www.naemt.org/education/TCCC/guidelines_curriculum 

“Casualties with a complete femoral artery and vein disruption can bleed to death in as little as three minutes” 
 
Warshaw AL. A Systematic Response to Mass Trauma: The Public, Organized First responders, and the American 
College of Surgeons. Bull Am Coll Surg. 2015 Sep; 100(1 Suppl):14-5. 

“The window of opportunity to save a life by controlling major arterial hemorrhage from an extremity wound may be as short as 
five minutes”. 

 
We see from the previously discussed NEMSIS data, showing a national average EMS response time of 8:07 and 
compare that to the statement from studies indicating death from serious arterial bleeding may occur within three 
to five minutes and can conclude the statement of “The delay time in professional medical response often 
exceeds the three to five minutes it takes to bleed to death for severe trauma incidents” is valid. 
 
Footnote7b References: 
(a) National Association of Emergency Medical Technicians (NAEMT) Prehospital Trauma Life Support (PHTLS) 
Tactical Combat Casualty Care (TCCC) curriculum, Tourniquets and Hemostatic Dressings module, Nov 
2015. http://www.naemt.org/education/TCCC/guidelines_curriculum 
(b) Warshaw AL. A Systematic Response to Mass Trauma: The Public, Organized First responders, and the American 
College of Surgeons. Bull Am Coll Surg. 2015 Sep; 100(1 Suppl):14-5.  

 

 

https://reports.nemsis.org/Reports/Pages/%20Report.aspx?ItemPath=%2fNEMSIS+Version+2%2fNational+%20Reports%2fElapsed+Time%2fElapsed+Patient+Care+Times+%20by+Urbanicity
https://reports.nemsis.org/Reports/Pages/%20Report.aspx?ItemPath=%2fNEMSIS+Version+2%2fNational+%20Reports%2fElapsed+Time%2fElapsed+Patient+Care+Times+%20by+Urbanicity
https://reports.nemsis.org/Reports/Pages/%20Report.aspx?ItemPath=%2fNEMSIS+Version+2%2fNational+%20Reports%2fElapsed+Time%2fElapsed+Patient+Care+Times+%20by+Urbanicity
https://reports.nemsis.org/Reports/Pages/%20Report.aspx?ItemPath=%2fNEMSIS+Version+2%2fNational+%20Reports%2fElapsed+Time%2fElapsed+Patient+Care+Times+%20by+Urbanicity
http://www.naemt.org/education/TCCC/guidelines_curriculum
http://www.naemt.org/education/TCCC/guidelines_curriculum
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Law enforcement officers are often the first professional responders on scene8. 
 
Currently, more than 900,000 sworn law enforcement officers serve in the United States, all of whom act as first 
responders for the communities that they serve(a). Frequently, law enforcement personnel arrive on scene prior to 
EMS and are tasked with providing basic medical care to injured individuals. In one study, more than 80% of law 
enforcement agencies responded to medical emergencies, and approximately 50% of agencies provided some 
form of on-scene patient care(b). A more recent survey found that 40% of the officers in two large agencies had 
worked the scene of a seriously injured fellow officer(c). A full 70% of that subset had arrived prior to civilian EMS. 
 
Footnote8 References: 
(a) National Law Enforcement Memorial Fund, “Law Enforcement Facts: Key Data about the 
Profession,” www.nleomf.org/facts/enforcement (accessed January 4, 2017). 
(b) Hector M. Alonso-Serra et al., “Law Enforcement Agencies and Out-of-Hospital Emergency Care,” Annals of 
Emergency Medicine 29, no. 4 (April 1997): 497-503. 
(c) Mathew Sztajnkrycer, David Callaway, Amado A. Baez, “Police Officer Response to the Injured Officer: A Survey-
Based Analysis of Medical Care Decisions,” Prehospital Disaster Medicine 22, no.4 (July–August 2007): 335-341. 
NOTE:  This text was published in an document entitled:  Emergency Trauma Care, prepared by the following members of the IACP Police 
Physicians Section:  Fabrice Czarnecki, MD, MA, MPH (editor); Glenn A. Bollard, MD; David McArdle, MD; John Meade, MD; Peter Pappas, MD; 
Brian Springer, MD; and Matthew D. Sztajnkrycer, MD, PhD. Training Keys #667, #668, and #669 by the International Association of Chiefs of 
Police. http://www.theiacp.org/Training-Keys 
 
In routine civilian trauma patients, delayed application of a tourniquet was associated with 
greater than 4.5-fold increased odds of mortality from hemorrhagic shock9. 

 
Study Conclusions 
 
Waiting until Trauma Center arrival to 
apply a tourniquet was associated with a 
lower blood pressure on arrival and 
more patients receiving a massive 
transfusion. Direct pressure appears to 
be inadequate. In routine civilian 
trauma patients, delayed application of 
a tourniquet was associated with 
greater than 4.5-fold increased odds of 
mortality from hemorrhagic shock. 
Civilian recommending authorities 
should consider including pre-hospital 
tourniquets as a life-saving intervention. 
 
Footnote9 Reference: 
The Trauma Center is Too Late: Patients 
with Severe Extremity Injuries without a 
Pre-Hospital Tourniquet Have Increased 
Death from Hemorrhagic Shock. Michelle 
H Scerbo, MD, MS a,b; John B Holcomb, 
MD a,b; Keith Gates, MD c; Joseph D Love, 
DO a,d; Charles E. Wade, PhD a,b; Bryan A. 
Cotton, MD, MPH a,b. 

Key for contributing institutions: 
The Center for Translational Injury Research (CeTIR)a, the Department of Surgeryb, and the Department of 
Emergency Medicinec, The University of Texas Health Science Center, Houston, TX, and Life Flight, Memorial 
Hermann Hospital, Houston, TXd 
  

 

http://www.theiacp.org/Training-Keys
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The federal government and non-profit academic organizations have taken steps to address 
this issue. The White House and the Department of Homeland Security originally crafted and 
launched the Stop the Bleed Initiative (dhs.gov/stopthebleed)10. 
 

On 6 Oct 2015, the White House launched the "Stop the 
Bleed" campaign to provide people with the tools to stop 
life threatening bleeding in the event of an emergency. 
 
The Department of Homeland Security has a website that 
provides several resources in support of the Stop the Bleed 
Initiative. 
 
These resources include:  
- Training Programs and Instructional Videos 
- Links to Partners 
- Public Service Announcements 
- Other Resources 
 
Footnote10 References: 
(a) The White House Stop the Bleed Press Release: 
https://www.whitehouse.gov/the-press-
office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-
private-sector-support-effort-save 
(b) The Department of Homeland Security Stop the Bleed 
website:  https://www.dhs.gov/stopthebleed 
 

The American College of Surgeons founded the Joint Committee to Create a National Policy to 
Enhance Survivability from Intentional Mass-Casualty and Active Shooter Events in the 
aftermath of the Sandy Hook Elementary School shooting incident and published the Hartford 
Consensus reports11. 

 
Four Hartford Consensus 
reports have been 
published by trauma 
surgeon Lenworth M. 
Jacobs, Jr., MD, MPH, 
FACS, vice president of 
academic affairs and chief 
academic officer at 
Hartford Hospital, and 
professor of surgery, 
University of Connecticut 
School of Medicine and the 
Joint Committee to Create 
a National Policy to 
Enhance Survivability from 
Intentional Mass Casualty 
and Active Shooter Events. 
 
All Hartford Consensus 
reports and associated 
documents are published 
on the American College of 
Surgeons website. 

 
Footnote11 Reference:  https://www.facs.org/about-acs/hartford-consensus 
 

 

 

 

https://www.whitehouse.gov/the-press-office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-private-sector-support-effort-save
https://www.whitehouse.gov/the-press-office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-private-sector-support-effort-save
https://www.whitehouse.gov/the-press-office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-private-sector-support-effort-save
https://www.dhs.gov/stopthebleed
https://www.facs.org/about-acs/hartford-consensus
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One of the common and central themes found in the publications from these groups is the 
concept of providing individuals not serving in traditional medical roles with the necessary 
bleeding control kits and skills to save lives12. 

 
Hartford Consensus III Conclusion Statement: 
 
Conclusion:  The most significant preventable cause of 
death in the prehospital environment is external 
hemorrhage. As demonstrated by guidelines enacted 
by the military, widespread bleeding control is critical 
to saving lives. Our nation has a history of learning hard 
lessons from wartime experiences; the case for 
hemorrhage control is no different. 
 
The Hartford Consensus directs that all responders 
have the education and necessary equipment for 
hemorrhage control and strongly endorses civilian 
bystanders to act as immediate responders. 
Immediate responders represent a foundational 
element of the ability of the U.S. to respond to these 
events and are a critical component of our ability to 
build national resilience. Immediate responders must 
be empowered to act, to intervene, and to assist. 
 
We are a nation of people who respond to others in 
need. It is no longer sufficient to “see something, say 
something.” Immediate responders must now “see 
something, do something.” 
 
 
Excerpt taken for the White House Fact Sheet:  
Bystander: “Stop the Bleed” Broad Private Sector 
Support for Effort to Save Lives and Build Resilience. 
 
Uncontrolled bleeding injuries can result from natural and manmade 
disasters and from everyday accidents. If this bleeding is severe, it 
can kill within minutes, potentially before trained responders can 
arrive. Providing bystanders with basic tools and information on the 
simple steps they can take in an emergency situation to stop life 
threatening bleeding can save lives. Research has shown that 
bystanders, with little or no medical training, can become heroic 
lifesavers.  Similar to the use of CPR or automatic defibrillators, 
improving public awareness about how to stop severe bleeding and 
expanding personal and public access to Bleeding Control Kits can 
be the difference between life and death for an injured person. 
 
Footnote12 References: 
(a) Jacobs, LM, et al. The Hartford Consensus III: 
Implementation of Bleeding Control. V100 No 7 
BULLETIN American College of Surgeons (JUL 2015 
BULLETIN ACS). http://bulletin.facs.org/2015/07/the-
hartford-consensus-iii-implementation-of-bleeding-
control/ 
 
(b) White House Fact Sheet, Bystander: “Stope the 
Bleed” Broad Private Sector Support of Effort to Save 
Lives and Build Resilience, October 

2015, https://www.whitehouse.gov/the-press-office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-private-
sector-support-effort-save 
  

 

 

http://bulletin.facs.org/2015/07/the-hartford-consensus-iii-implementation-of-bleeding-control/
http://bulletin.facs.org/2015/07/the-hartford-consensus-iii-implementation-of-bleeding-control/
http://bulletin.facs.org/2015/07/the-hartford-consensus-iii-implementation-of-bleeding-control/
https://www.whitehouse.gov/the-press-office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-private-sector-support-effort-save
https://www.whitehouse.gov/the-press-office/2015/10/06/fact-sheet-bystander-stop-bleed-broad-private-sector-support-effort-save
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Professional first responders include law enforcement and EMS/Fire/Rescue13. Law 
enforcement personnel must neutralize the threat in active shooter incidents and then, 
because they are usually the initial first responders on the scene, must act to control external 
hemorrhage14. Victims with life-threatening external bleeding must be treated immediately 
at the point of wounding and all responders should be educated and have the necessary 
equipment to provide effective external hemorrhage control15. 
 

The statement above is derived from the highlighted text 
appearing in the Hartford Consensus III report shown to 
the left. 
 
 
 
 
Footnote 13, 14, & 15 Reference: 
Jacobs, LM, et al. The Hartford Consensus III: 
Implementation of Bleeding Control. V100 No 7 
BULLETIN American College of Surgeons (JUL 2015 
BULLETIN ACS) 
http://bulletin.facs.org/2015/07/ the-hartford-
consensus-iii-implementation-of-bleeding-control/ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 

 

http://bulletin.facs.org/2015/07/%20the-hartford-consensus-iii-implementation-of-bleeding-control/
http://bulletin.facs.org/2015/07/%20the-hartford-consensus-iii-implementation-of-bleeding-control/
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The Hartford Consensus goes further and “strongly endorses civilian bystanders to act as 
immediate responders”16. In some circumstances, civilian bystanders may be unwilling or 
unable to render aid to victims of traumatic injuries17 whereas law enforcement responders 
should be held to a higher standard due to their training and chosen profession to protect 
and serve the community18. A scientific survey of a random sample of 1,051 adults in all 50 
states on November 6–11, 2015 indicated 91% support for training police to provide bleeding 
control as a part of their duties19. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Footnote16, 17, & 19 References: 
(a) Lenworth M Jacobs, The Hartford Consensus IV: A Call for Increased National Resilience. Bull Am Coll Surg 2016 
Mar;101(3):17-24. http://bulletin.facs.org/2016/03/the-hartford-consensus-iv-a-call-for-increased-national-
resilience/ 
 
(b) The Hartford Consensus Survey: A National Survey of the Public Regarding Bleeding Control: Journal of the 
American College of Surgeons 2016. DOI:  http://dx.doi.org/10.1016 /j.jamcollsurg.2016.02. 013; see also:  
https://www.facs.org/media/press-releases/jacs/hartford0316 
 
Footnote18 Reference:  http://www.iacp.org/oathofhonor 
 
  

Current National Opinion 
The Hartford Consensus III focused on empowering the public to provide care. In intentional mass 
casualty events, those individuals present at the point of wounding have proven invaluable in 
responding to the initial hemorrhage control needs of the injured. While traditionally described 
as “bystanders,” these immediate responders need not be passive observers and can provide 
effective lifesaving first-line treatment. Examples of the effectiveness of such actions by 
immediate responders have been observed not only in the aftermath of the Boston Marathon 
bombings, multiple active shooter events, and the recent attacks in Paris, France, but also in the 
wake of hurricanes, tornadoes, industrial accidents, and everyday incidents, such as motor 
vehicle collisions. The Hartford Consensus IV meeting focused on building national resilience by 
outlining strategies to educate the public to become immediate responders. 
 
When the Hartford Consensus called for the public to assume the role of immediate responder, it 
was uncertain how capable the average person would be at carrying out this charge. To 
determine the public’s ability and willingness to serve as immediate responders, a nationally 
representative survey was conducted to assess public opinion regarding the following: 
 
  • Current level of training in first aid, including bleeding control 
  • Willingness to render first aid for severe bleeding 
  • Potential impediments to willingness to act 
  • Support for changes in first responder policy to allow police and emergency medical services 
to render aid more quickly 
  • Willingness to be trained in bleeding control 
  • Support for the distribution of bleeding control kits in public places 
 
The survey was conducted by a professional survey firm using established and validated sampling 
techniques. The questionnaire was administered via landline and cellular telephone interviews to 
a random sample of 1,051 adults in all 50 states on November 6–11, 2015. The survey findings 
are as follows: 
 
  • There is broad support for initiatives to train and equip first responders and for the public to 
render first aid for bleeding control in mass casualty incidents. 
  • Large majorities of able-bodied Americans report that they are willing to offer such aid, 
especially if training and supplies are made available. 
  • Training, including instruction in bleeding control, is strongly associated with the following: 

◦ Greater willingness to give aid 
◦ Fewer concerns about reasons not to give aid 
◦ Interest in receiving further, updated training 

 
  • Concerns to be addressed include: ◦Getting injured during an active shooter event 

◦ Causing greater pain or injury 
◦ Bearing responsibility for bad outcomes 
◦ Contracting disease 

 
  • Support for policies and procedures to make hemorrhage control training and equipment 
widely available is overwhelming. Specific examples include the following:  
 

◦Near unanimous support for deployment of kits into public spaces (93 percent) 
◦Strong support for training police to provide bleeding control as a part of their 
duties (91 percent) 
◦Substantial support for faster access to active shooter and intentional mass 
casualty events (65 percent) 

 

http://bulletin.facs.org/2016/03/the-hartford-consensus-iv-a-call-for-increased-national-resilience/
http://bulletin.facs.org/2016/03/the-hartford-consensus-iv-a-call-for-increased-national-resilience/
http://www.iacp.org/oathofhonor
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The solution is for law enforcement officers to have immediate access to qualitya, evidence-
basedb-e hemorrhage control devices that are easy to applyf and that are effective g-k at saving 
lives20. 

Quality: 
(a) North American Rescue is registered as ISO 
9001:2008 and ISO 13485:2003 Quality 
Management System Company. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Evidence-based: 
(b) Kragh JF Jr, Walters TJ, Baer DG, Fox CJ, Wade CE, Salinas J, Holcomb JB. Practical Use of Emergency 
Tourniquets to Stop Bleeding in Major Limb Trauma. J Trauma. 2008 Feb;64 (2 Suppl):S38-49; discussion S49-50. 

"We now have convincing evidence that tourniquets can improve survival. These data will inform the best possible care. Improved 
methods of early hemorrhage control are required to improve survival on the battlefield, and currently tourniquets are first aid 
tools that save lives." 

 
(c) Kotwal RS, Montgomery HR, Kotwal BM, Champion HR, Butler FK Jr, Mabry RL, Cain JS, Blackbourne LH, Mechler 
KK, Holcomb JB. Eliminating Preventable Death on the Battlefield.  Arch Surg. 2011 Dec;146(12):1350-8. 

“This data-driven approach is the model for improving prehospital trauma care and casualty outcomes on the battlefield and has 
considerable implications for civilian trauma systems.” 

 
(d) Walters TJ, et al, Laboratory Evaluation of Battlefield Tourniquets in Human Volunteers, USAISR Technical 
Report, 2005-05. 

Tourniquets for battlefield use have received significant interest from field healthcare providers as well as soldiers in other 
military specialties. As a result, the fielding of effective, safe, simple, and field expedient tourniquets has been identified as a high 
priority by DoD medical commands.  The Combat Application Tourniquet (CAT), as well as two other tourniquets in the study, were 
found to be 100% effective on both upper and lower extremities in the laboratory environment. 

 
(e) Inaba K, Siboni S, Resnick S, Zhu J, Wong MD, Haltmeier T, Benjamin E, Demetriades D. Tourniquet Use for 
Civilian Extremity Trauma. J Trauma Acute Care Surg. 2015 Aug; 79(2):232-7; quiz 332-3. 

 
 
“Tourniquet use in the civilian sector is associated with a 
low rate of complications. With the low complication rate 
and high potential for benefit, aggressive use of this 
potentially lifesaving intervention is justified.” 
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Easy to apply 
(f) PL, Sahr SM, Buising CM. Different Width and 
Tightening System: Emergency Tourniquets on 
Distal Limb Segments. J Spec Oper Med. 2015 
Winter;15(4):28-38. 
 
In the analysis of occlusion maintenance, mechanical 
advantage, ease of device application, and recipient comfort, 
the CAT scored most favorably overall when compared to 
other devices evaluated in this study. 
 
 
 
 
 
 
 
 
 

 
Effective (and Safe) 
(g) John M Zietlow, Scott P Zietlow, David S Morris, Kathleen S Berns, Donald H Jenkins. Prehospital Use of 
Hemostatic Bandages and Tourniquets: Translation From Military Experience to Implementation in Civilian Trauma 
Care. J Spec Oper Med 2015 ;15(2):48-53. 

The purpose of this project was to determine if the success for tourniquets (Combat Application Tourniquet) and hemostatic gauze 
(QuikClot Combat Gauze) in the military could be translated to civilian use. 
“The use of tourniquets and hemostatic gauze in prehospital civilian care is safe and highly effective, with success rates of 98.7% 
and 95%, respectively." 

 
(h) Avi Shina, MD, MHA, Ari M. Lipsky, MD, PhD, Roy Nadler, MD, Moran Levi, Avi Benov, MD, MHA, Yuval Ran, 
MD, MHA, Avraham Yitzhak, MD, and Elon Glassberg, MD, MHA, Tel Hashomer, Israel. Prehospital Use of 
Hemostatic Dressings by the Israel Defense Forces Medical Corps: A Case Series of 122 Patients. J Trauma Acute 
Care Surg, 204 Volume 79, Number 4, Supplement 1. 

"Hemostatic dressings seem to be an effective tool for junctional hemorrhage control and should be considered as a second-line 
treatment for extremity hemorrhage control at the point of injury." 

 
(i) Kragh JF Jr, Walters TJ, Baer DG, Fox CJ, Wade CE, Salinas J, Holcomb JB. Practical Use of Emergency Tourniquets 
to Stop Bleeding in Major Limb Trauma. J Trauma. 2008 Feb;64(2 Suppl):S38-49; discussion S49-50. 

"The CAT was selected for issue to all deploying US warriors following studies performed at the US Army Institute of Surgical 
Research.”  (j, k) 
(j) Walters TJ, Mabry RL. Issues Related to the Use of Tourniquets on the Battlefield. Mil Med. 2005;170:770 –775. 
(k) Walters TJ, Wenke JC, Kauvar DS, McManus JG, Holcomb JB, Baer DG. Effectiveness of Self-applied Tourniquets in Human 
Volunteers. Prehosp Emerg Care. 2005;9:416–422. 

 

Footnote20 References:  https://www.narescue.com/ and sources referenced above (a) through (k). 
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This solution will have several positive outcomes:  decreasing civilian mortality rates for 
casualties with severe external hemorrhage21; increasing officer safety and survival with the 
capability to perform “self-aid” and “buddy-aid”22; and improving the law enforcement 
officer image with the U.S. populations that do not perceive police as protectors or live 
savers23. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Footnote21 Reference:  John M Zietlow, Scott P Zietlow, David S Morris, Kathleen S Berns, Donald H Jenkins. 
Prehospital Use of Hemostatic Bandages and Tourniquets: Translation From Military Experience to Implementation 
in Civilian Trauma Care. J Spec Oper Med 2015 ;15(2):48-53. 

The purpose of this project was to determine if the success for tourniquets (Combat Application Tourniquet) and hemostatic gauze 
(QuikClot Combat Gauze) in the military could be translated to civilian use. “The use of tourniquets and hemostatic gauze in 
prehospital civilian care is safe and highly effective, with success rates of 98.7% and 95%, respectively." 

 
Footnote22 References: 
(a) First Responder Guide for Improving Survivability in Improvised Explosive Device and/or Active Shooter 
Incidents. DHS Office of Health Affairs June 2015. 
https://www.dhs.gov/sites/default/files/publications/First%20Responder%20Guidance%20June%202015%20FINA
L%202.pdf 

“The National Tactical Officers Association (NTOA) states that there is a need for all police officers to have basic Tactical 
Emergency Medical Support (TEMS) medical training in order to potentially save the lives of victims, bystanders, police officers, 
and suspects in the event they are wounded.” 

 
(b) Kragh JF Jr, Walters TJ, Baer DG, Fox CJ, Wade CE, Salinas J, Holcomb JB. Practical Use of Emergency 
Tourniquets to Stop Bleeding in Major Limb Trauma. J Trauma. 2008 Feb;64 (2 Suppl):S38-49; discussion S49-50. 

"We now have convincing evidence that tourniquets can improve survival. These data will inform the best possible care. Improved 
methods of early hemorrhage control are required to improve survival on the battlefield, and currently tourniquets are first aid 
tools that save lives." 

 
Footnote23Reference:  The Public Image of the Police:  Final Report to The International Association of Chiefs of 
Police By The Administration of Justice Program George Mason University. Gallagher, C., Maguire, E., Mastrofski, 
S., Reisig, M. Administration of Justice Program, George Mason University. October 2001. 
http://www.iacp.org/The-Public-Image-of-the-Police 

"The over-all legitimacy of the police depends much more on citizens’ perceptions of how the police treat them than on their 
perceptions of police success in reducing crime. Public confidence in and support for the police depends more on citizens’ 
perceptions of police officers’ motives than whether the outcome was personally favorable to the citizen." 

 
 

https://www.dhs.gov/sites/default/files/publications/First%20Responder%20Guidance%20June%202015%20FINAL%202.pdf
https://www.dhs.gov/sites/default/files/publications/First%20Responder%20Guidance%20June%202015%20FINAL%202.pdf
http://www.iacp.org/The-Public-Image-of-the-Police

