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Introduction

When a ship isin port, or near to port where hospital and
other expert medical attention are available, the first aid
treatment necessary aboard ship is similar to that practised
ashore. At sea, in the absence of these facilities, trained ships’
officersare required to give typesof treatment beyond that
accepted asnormal first aid.

The content of thischapter coversthe knowledge of first
aid necessary for the safe and efficient immediate treatment
of casualties before they are transported to the ship’s
hospital or to a cabin for any necessary definitive treatment
of the type described in Chapter 4.

However, anyone aboard ship may find a casualty and
every seaman should know three basic life-saving actionsto
be given immediately while waiting for trained help to
arrive. These are:

m togive artificial respiration by the mouth to nose/mouth
method;

= to place an unconsciouscasualty in the unconscious
position;

= to stop severe bleeding.

Priorities
On finding a casualty:
= ensureyour own safety;

if necessary, remove the casualty from danger or danger
from the casualty (but see the note below on enclosed
spaces);

= giveimmediate treatment to the casualty who isnot
breathing and/or whose heart hasstopped, isbleeding
severely or unconscious—otherscan be treated later;

= send for help.
If thereismore than one unconsciousor bleeding casualty:
= send for help;
m treat the most seriousinjury first in the order of :
« not breathing and/or heart stopped;
* unconsciousness.
« seriousbleeding;
If the casualty isin an ENCLOSED SPACE:

m DO NOTenter the enclosed space unlessyou are atrained
member of arescue team acting under instructions;

= send for help and inform the master.

It must be assumed that the atmosphere in the space is
hostile. The rescue team MUST NOT enter unless wearing
breathing apparatuswhich must also befitted to the casualty
assoon aspossible. The casualty must be removed quickly to
the nearest safe adjacent area outside the enclosed space
unless his injuries and the likely time of evacuation makes
some treatment essential before movement.
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General principles of first aid on board ship

The general principlesare:

m make arapid examination of the patient to assessresponsivenessand the extent of the
injury;

m check breathing, heart and look for seriousbleeding;
« if breathing hasstopped, give artificial respiration;
« if the heart hasstopped, give heart compression and artificial respiration;
« arrest seriousbleeding;

m handlethe patient aslittle and asgently aspossible so asto:
« prevent further injuries; and
« prevent further shock;

m seethat the patient isput in the most comfortable position possible and loosen tight
clothing so that he can breathe easily;

m do not remove more clothing than isnecessary and, when you do, remove it gently. With an
injured limb, get the sound limb out of the clothing first and then peel the clothesoff the
injured limb, which should be supported by another person during the process. If cutting
clothesisindicated to expose the injured part, do so. In removing aboot or shoe remove the
lace and, if necessary, cut the upper down towardsthe toecap; keep onlookersaway.

m alwaysremember that shock can be agreat danger to life and one of the main objectsof
first aid isto prevent this;

m you may have to improvise splints, bandagesetc. (Figure 1.23);
m do not give alcohol in any form;

m do not move the patient until heisfit to be moved. Bleeding should be arrested, fractures
immobilised and shock treated. See that the necessary personnel and equipment for
smooth and efficient transport are available;

m never consider anyone to be dead until you and othersagree that:
* breathing hasstopped;
* no pulse isfelt and no soundsare heard when the examiner’sear isput to the chest;
*» the eyesare glazed and pupilsare dilated;
* thereisaprogressive cooling of the body.
(For afurther description of the diagnosisof death Chapter 12).

General assessment of the situation

Once it hasbeen established that thereisno immediate threat to life there will be time to take
stock of the situation. Reassurance and quick and effective attention to injuries and
compassionate treatment of the injured person will alleviate hiscondition. Remember:

m acalm and systematicapproach should be adopted;
m give nothing by mouth;

m protect the casualty from heat or cold, remembering that in the tropicsopen steel deckscan
be very hot;

m never underestimate and do not treat asminor injuries:
* unconsciousness
« suspected internal bleeding
« stab or puncture wounds
» woundsnear joints(see fractures);
* possible fractures
* eyeinjuries
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Dressings, bandages, slingsand splints
Standard dressing

A standard dressing consists of a thick pad of gauze which isattached to a bandage, leaving
about 30cm of tail. The dressing ispacked in a paper cover and issterile. Therefore, when the
package isopened, it isimportant that the gauze pad should not be allowed to touch anything
(including your fingers) before it isapplied to the wound.
Sandard dressingsare available in three sizes:
Smnall Gauze pad measures7.5cm by 10 cm.
Medium Gauze pad measures10 cm by 15 cm.
Large Gauze pad measures15cm by 20 cm.

Alwaysselect a dressing with a pad which islarger than the
wound which you have to cover up.

In use the pad is placed upon the wound, the tail istaken
round the limb and held, the bandage is held taut asit is
taken round the affected part so as to ‘lock’ the tail in
position. The bandaging can then be continued to hold the
dressing firmly in place by making turns above and below
the pad so that they overlap it (Figure 1.1). Figure 1.1

Bandages

Bandagesare required to apply and maintain pressure on a wound to stop bleeding, to keep a
dressing in place, to provide support, and to prevent movement. Wherever astandard dressing is
not used it iscustomary to cover awound in the following ways:

= drydressing —sterile gauze or lint covered by a layer of cotton wool and held in place by a
roller or triangular bandage;

m non-stick dressing —sterile paraffin gauze covered by sterile gauze or lint and cotton wool
and held in place asabove.

NOTE: Never use cotton wool asthe first layer of a dressing. When using lint always put the
smooth surface next to the skin.

Tube gauze finger bandage « 60om >

Cut off a piece of tube gauze bandage A 5
60cm long. Lay thison aflat surface and
make a longitudinal cut at one end ~—10cm—p

10 cm long through both thicknessesof ~ Figure 1.2
the bandage (Figure 1.2). The tails so
formed, ‘B, will be used to secure the
bandage.

Insert the applicator into the
bandage at end ‘B, then push all the
bandage on to it. Then pull 2.5 cm of
the bandage off the end of the
applicator (Figure 1.3). Tuck thisinside.

Hold the finger dressing in place.
Insert the finger into the applicator and
push it gently towards the base of the
finger. Hold the bandage in place with
your thumb and withdraw the
applicator with aslight turning motion.
The bandage will dip off the applicator
and will mould firmly to the finger
(Figure 1.4). Figure 1.4

v

Figure 1.3 By By
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Figure 1.5 Figure 1.6 Figure 1.7

When the applicator comesoff the finger, hold the bandage and the applicator firmly and
turn through 360 degrees(Figure 1.5).

Re-insert the tip of the finger into the applicator and push it once again to the base of the
finger (Figure 1.6).

Repeat the complete manoeuvre until the bandageisall used up. Then tieloosely at the base
of the finger (Figure 1.7). Tape the base of the dressing avoiding encircling the finger.

Triangular bandage

Thisisthe most useful bandage in first aid. It can be used asa broad or narrow fold bandage to
hold dressingsin place. It can also be used for immobilising limbsor asa sling. It ismade from
calico or similar material by cutting diagonally acrossa square of material having 1 metre sides.
The endsshould alwaysbe tied with a reef knot.
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(c) Folded twice —broad fold bandage. (d) Folded three times—narrow fold bandage.

Figure 1.8 Broad and narrow fold bandages.

Broad and narrow fold bandages
Figure 1.8 showshow to make abroad and anarrow fold bandage.
The main waysin which atriangular bandage can be used, either asatemporary dressing or
to secure or cover a proper dressing, are asfollows:
Hand bandage
See Figure 1.9

Wrist and palm bandage

Place palm on the middle of anarrow fold bandage. Take the endsand crossthe bandage at the
back of the hand, leaving out the thumb. Take turnsof the bandage round and round the wrist
and tie off at the back (Figure 1.10).



Figure 1.9 Hand bandage

Elbow bandage

Fold over the base of the bandage and place the back of the
elbow in the middle of the bandage so that the point liesat the
back of the upper arm. Take the endsof the bandage round the
forearm, cross them in the bend of the elbow, and then take
them round the upper arm —to make a ‘figure of eight’. Tie off
at the back of the arm about 10 cm above the elbow. Fold down
the point and fix it with a safety pin (Figure 1.11).

Shoulder bandage

Sand facing the casualty’sinjured side. Place the centre of an
open bandage on his shoulder with the point running up the
side of the neck (Figure 1.12a). Fold a hem inwards along the
base, carry the endsround the middle of the arm, crossand tie
them on the outer side (Figure 1.12b). Thiswill secure the lower
border of the bandage. Apply an arm sling. Turn the point of the
shoulder bandage already applied down over the knot of the
arm gling. Pull it tight and pin it in place (Figure 1.12c).

Figure 1.12

Chapter 1 FIRST AID

(a) Place the hand on the
bandage. Bring down point ‘C
over the back of the hand to the
wrist

(b) Turn ‘A’ over the back of the
hand, under ‘B’ and half around
the wrist.

(c) Turn ‘B’ over the back of the
hand, over ‘A’ and half around
the wrist.

(d) Take turnswith ‘A’ and ‘B’
round the wrist and tie off.
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Crutch bandage

Tieanarrow fold bandage round the waist; at
the middle of the back pass another one
under it and allow endsto hang down at the
same level. Grasp both these ends and bring
them forward under the crutch. Passone end
under the waist bandage in front and tie off
(Figure 1.13).

Hip bandage

Tie a narrow fold bandage round the waist
with the knot on injured side. Pass the point
of another bandage up under the knot, turna
fold at the base of the bandage and bring the
endsround the thigh to tie off on the outer
side. Pull the point up to remove creases and
then fold it down over the knot and fix with
safety pin (Figure 1.14).

Knee bandage

Place the point of the bandage in the front of
themiddle of thethigh,turnafold at thebase
of thebandage so that it isabout 10 cm below
the kneecap. Take the endsround the back of
the joint in a figure-of-eight and tie off in
front well above the kneecap. Fold the point
down over the knot and fix with safety pin
(Figure 1.15).

Foot bandage

Lay the foot flat on the bandage. Bring point
‘A’ up over the foot in front of the ankle. Take
‘B’ over the foot and behind the ankle. Do the
same with ‘C. Knot in front of the ankle
(Figure 1.16).

Figure 1.16

Figure 1.14

Figure 1.15




Eye bandage

Placethe middle of anarrow fold bandage diagonally across
the affected eye so asto cover the dressing. Take both ends
round the head, cross them at the back and bring them
forward again. Tie off over the forehead but not over the
eye (Figure 1.17).

Head and scalp bandage

Figure 1.18 is self-explanatory. It is important that the
bandage isplaced just above the eyebrows. The tails‘B’ and
‘C should be taken well under the occiput (the bump on the
back of the head where the neck joinsthe head), and pulled
fairly tight before taking them round to the front to be tied
off. Failure to do thiswill result in the bandage falling off, if
the patient should bend over (Figure 1.18).

Ring pad

Soread all the fingersof one hand to form arough circle of
therequired size. Make two turnsof anarrow fold bandage
round the ends of the fingers. Twist the remainder of the
bandage round the circle so formed to make a grommet
(Figure 1.19).
To pass a narrow-fold bandage under the legs or body
when the casualty cannot be moved —
Obtain a long piece of wood or a splint. Lay the narrow
fold bandage on a flat surface. Place the splint on top of
it. Then fold about 22 cm of the bandage back over the
splint. Holding the splint and the bandage firmly, gently
push the whole under the patient where it is required
and carry on pushing until the end comes out on the
opposite side. Free the bandage and draw it through.
Withdraw the splint. Make the necessary tie.

Figure 1.19

Chapter 1 FIRST AID

Figure 1.17
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B
N
5§
Figure 1.18
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Slings

Singsare usually made from triangular bandages, or they can be improvised. The main waysin
which to make asling are asfollows:

Large arm sling

Place the triangular bandage on the chest, carrying the point behind the elbow of the injured
arm.One end isthen placed over the shoulder of the uninjured side and the other hangsdown.
Gently settle the arm acrossthe bandage, turn up itslower end over the forearm and tie it over
the shoulder of the uninjured side so that it fully takesthe weight of the forearm. Finally fold
the point over the elbow and pin it in place (Figure 1.20).

Collar and cuff sling

Thisisused to support the wrist. To apply a collar and cuff sling, bend the casualty’selbow to a
right angle. Passa clove hitch round hiswrist. Move hisforearm acrosshischest with hisfingers
touching his opposite shoulder. Tie the ends of the bandage in the hollow just above the
collarbone (Figure 1.21).

Figure 1.20 Figure 1.21

Triangular sling

Thiskeepsthe hand well raised and, with a pad under the arm, isused to treat a fracture of the
collar bone (Figure 1.22). Place the casualty’sforearm across hischest so that hisfingerspoint
towardsthe shoulder and the centre of the palm restson the breast bone. Lay an open bandage
ontheforearm with one end (C) over the hand and the point well beyond the elbow (A). Seady
the limb and tuck the base of the bandage well under the hand and forearm so that the lower
end (B) may be brought under the bent elbow and then upwards across the back to the
uninjured shoulder, whereit istied to end (C) in the hollow above the collar bone. The point of
thebandage (A) isthen tucked well in,between the forearm and bandagein front, and the fold
thusformed isturned backwardsover the lower part of the upper arm and pinned.
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Figure 1.22

Figure 1.23

Improvised slingsand supports

The affected hand or arm can be supported, when no sdling is readily available, by simple
methods, some of which areillustrated in Figure 1.23.

Splints

Setsof splintsof variouslengthsare included in ships' stores. When properly applied to a limb,
they relieve pain by immobilising the fracture and prevent further damage to the surrounding
muscles, blood vesselsand nerves. The sharp endsof the bone are prevented from piercing the
skin and turning a closed fracture into an open fracture with itsattendant dangers.

When choosing a splint it should be long enough almost to reach the joint below and the
joint above the site of the fracture. The only exception to thisruleisthe splint used in fractures
of the thigh bone. Thisshould be long enough to stretch from the ankle to the armpit.

All splintsmust be fixed to the limb in at least four places—above and below the site of the
fracture and at both ends. Although wooden splintsare generally used in first aid, substitutes
can be used in emergency situations. These can be in the form of suitably sized piecesof wood
or metal, folded cardboard, newspapers or magazines, or pieces of stick or broom handles
fastened together to give the necessary width.

Whatever isused, the splint must be padded so that there isa layer of soft material about
1'/2cm thick between the splint and the skin. Unpadded splints will cause pain and possible
damageto the skin.

13
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Inflatable splints are a useful method for temporarily immobilising limb fractures but are
unsuitable for fractureswhich are more than a short distance above the knee or elbow asthey
cannot provide sufficient immobilisation in these places. The splint isapplied to the limb and
inflated by mouth. Other methods of inflation can make the splint too tight and thus slow
down or stop the circulation. Inflatable splintscan be applied over wound dressings.

The splints are made of clear plastic and any bleeding from a wound can easily be seen.
Needlessto say, all sharp objectsand sharp edgesmust be kept well clear of the plasticto avoid
apuncture.

Inflatable splints may be used to transport a patient about the ship or during moving to
hospital. They should not be left in place for more than a few hours. Other means of
immobilising the fracture should be used after that period.

Remember that the sound leg isa very good splint to which an injured leg can be secured
pending more elaborate measures, and, similarly, the arms can be immobilised against the
trunk. If the patient isto be moved by Neil Robertson stretcher, no additional splints may be
necessary during first aid.

First aid satchelsor boxes

These should contain at least the itemsrequired by MSN 1726 for the ‘first aid kit’. One should
be kept close to the ship’smedical store for swift transfer to the site of an accident. If you have
more than one, the other(s) should be placed away from the medical store so that if the storeis
destroyed by fire you have an easily reached first aid kit. These kits should be checked
frequently and re-stocked asrequired.

Severe bleeding
m laythecasualty down;
m presswhere the blood comesfrom, using a clean handkerchief, dressing or cloth;

m presswith your hand or fist on the wound if nothing else isavailable. If possible wear
disposable gloves.

m if thearmsorlegsare wounded, lift them up to a near vertical position asthiswill help to
stop the bleeding (Figure 1.24);

m tieadressing firmly round the wound to maintain the pressure;

= if blood continuesto comethrough the dressing, apply another bandage on the top of the
first one. Bandage more firmly.

m keep theinjured part asstill aspossible and the casualty at rest because movement disturbs
(and destroys) the blood clot;

m after bleeding hasbeen controlled, rest the limb asshown in Figure 1.24;

m thistreatment appliesequally to bleeding from an amputation site. Here pressure should
be applied over and around the end of the stump.

Figure 1.24



Unconscious casualty

Theimmediate threat to life may be:

breathing obstructed by the tongue falling back and
blocking the throat;

stopped heart.

Check for breathing at once — Look/Listen/Feel

If breathing:

NOTE: no pillowsshould be used under the head;

look for movementsof the chest and abdomen;
feel for air on your cheek

listen for breathing with your ear over the mouth and
nose (Figure 1.25);

note the colour of face and lips—normal or blue/grey
tinge?

place the casualty in the unconsciousor recovery
position (Figure 1.26);

pullup theleg and the arm on the side to which
the head isfacing, pull up the chin;

stretch other arm out aspictured

For subsequent treatment of an unconscious

patient see Chapter 3.

Not breathing:

With the casualty lying flat on hisback, open the airway
by making sure that the head istilted back whilst lifting
the chin upwardsand forwards(Figure 1.27), which will
move thetongue forward and clear the airway.

Open the mouth and mop out any obviousobstructions
such asblood, vomit or secretions. If denturesareworn
only remove them if they are broken or displaced. Use
your fingers, a handkerchief or a clean piece of cloth.

These actions may relieve the obstruction to breathing.

The casualty may gasp and start to breathe naturally. If so,
placein the unconsciousposition.

Still not breathing:

Begin artificial respiration at once —secondscount.

Open the airway by making sure that the head istilted
back whilst lifting the chin upwardsand forwards.

work from the side in a convenient position;

pinch the casualty’snose with your index finger and
thumb. After taking a full breath, seal you lipsabout the
patient’smouth and blow into hismouth until you see
the chest rise. Thisshould take about 2 secondsfor full
inflation. (Figure 1.28)

give two effective inflationsquickly, then note if the
colour of the face and lipsisimproving.

Chapter 1 FIRST AID

Figure 1.25

The unconsciousposition

Figure 1.26

Figure 1.27

Figure 1.28

15
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If thereisimprovement:

m continue the artificial respiration, maintaining arate of
about adozen inflationseach minute. It may help your
timing to count to five, sowly, between inflations;

m see section above on ‘If breathing’.
If thereisno improvement:

m listen for heart sounds(Figure 1.29);

m feelthe pulse at the neck (Figure 1.29);

If no heart beat is felt, the heart has stopped. A trained
first-aider must begin chest compression at once. Unless
circulation isrestored, the brain will be without oxygen and
the person will be dead in four to six minutes:

m thecasualty must be lying on hisback on a hard surface,
e.g.deck, otherwise the compression will be lost;

m place your handstogether asshown in Figure 1.30;

m press('/2 second duration, 100 timesa minute) firmly and
rapidly on the middle of the lower half of the breast
bone sufficient to produce adownward movement of
about 4 cm (Figure 1.31);

m artificial respiration (Figure 1.30) must also be carried out Hard surface
when giving heart compression since breathing stopswhen
the heart stops. It can be given by one person, alternately ~ Figure 1.30
compressing 15timesand then filling the lungswith air
twice or, ideally, by two people —one giving heart
compression and the other giving artificial respiration, at a
ratio of 5 chest compressionsto 1lung inflation;

m if the heart startsto beat the colour of the face and lips
will improve and the eye pupilswill get smaller;

m listen again for heart soundsand feel for a neck pulse. If
they are heard, stop heart compression but continue with
artificial respiration until natural breathing isrestored.

When you are satisfied that the heart is beating and
unassisted breathing is restored, transfer the casualty by
stretcher, in the unconscious position, to the ship’s hospital
oracabin for further treatment. See Chapter 3for continued
nursing care.

Unfortunately these measures are not always successful.
Failure to restart the heart after cardiac arrest is common
even in the best environment, such as a fully equipped
hospital. It may be necessary to decide to stop artificial
respiration and chest compression. If in doubt SEEK RADIO
MEDICALADVICE.

Figure 1.31
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Burnsand scalds
Clothing on fire
m byfarthebest wayto put out afireon apersonisto use adry powder fire extinguisher at once;

= if adry powder extinguisher isnot available, then lay the person down and smother the
flamesby wrapping him in any available material (not made of man-made fibre), or throw
bucketsof water over him, or use ahose;

» make sure all smouldering clothing isextinguished.

NOTE: The powder from a fire extinguisher will not cause much, if any, eye damage. Most
people shut their eyestightly if sprayed with powder. Any powder which getsin the eye should
be washed out immediately after the fire has been extinguished and while cooling is being
undertaken.

Heat burnsand scalds

= all heat burnsshould be cooled asquickly aspossible with running cold water (sea or fresh)
for at least ten minutes, or by immersing in cold water and keeping the injured part in
motion;cooling of extensive burns(>15%) should be avoided ashypothermia will result.

= if itisnot possibleto coolthe burn on the spot, the casualty should be taken to where
cooling can be carried out;

= tryto remove clothing gently but do not tear off any which adheresto the skin;

= then cover the burned areaswith adry, non-fluffy, dressing which islarger than the burns
and bandage in place;

= further treatment asin Chapter 4.

Electrical burnsand electrocution

= make sure you do not become the next casualty when approaching any person who isin
contact with electricity:

m if possible, switch off the current;

m otherwise, insulate yourself. Remove your watch and rings, wear rubber bootsor stand on
an insulating mat, thick DRY newspaper or wood;

= alternatively, pull the casualty from the source of supply with an insulated flex or push him
away with a strong non-conductor, such asa piece of DRY wood;

m check immediately for breathing and heartbeat:

« if not breathing, give artificial respiration;

« if heart isstopped, give chest compression and artificial respiration;
= send for help;

m when the casualty isbreathing, cool any burned areasand apply a clean, dry, non-fluffy
covering to the burned area.

Chemical splashes
m remove contaminated clothing. Drench with water to wash the chemical away;

m carryon washing for at least ten minutes. If you arein any doubt that the chemical hasbeen
completely cleared from the skin, repeat the washing for a further ten minutes;

m give priority to washing the eyesif affected, asthey are particularly vulnerable to chemical
splashes. If only one eye isaffected, incline the head to that side to prevent the chemical
from running acrossinto the other eye.

17
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Suffocation (Asphyxia)

Suffocation isusually caused by gasesor smoke:

m remember that dangerousgasesmay have no smell to warn you

of their presence;

m do not enter enclosed spaceswithout the proper precautions;

m do not forget therisksof fire and/or explosion when dealing
with inflammable gasesor vapours;

m get thecasualtyinto the fresh air;
m give artificial respiration if not breathing;
m chest compression may be required if the heart stops;

m when breathing isrestored, place in the unconscious
position;
m oxygen may be administered later if carried on board.

Strangulation
m Immediately remove the cause;
m treat asfor suffocation above;

m give protective supervision if thereisany reason to
suspect that the injury wasself-inflicted.

Choking

Choking is usually caused by a large lump of food which
sticksat the back of the throat and obstructsbreathing. The
person then becomesunconsciousvery quickly and will diein
4to 6 minutesunlessthe obstruction isremoved.

Choking can be mistaken for a heart attack. A person who
ischoking:
= may have been seen to be eating;
m cannot speak or breathe;

m will turn blue and lose consciousnessquickly because of
lack of oxygen;

m can signal hisdistress (he cannot speak) by grasping his
neck between fingersand thumb. Thisisknown asthe
‘Heimlich sign’ and, if understood by all personnel,
should reduce the risksinvolved in choking (Figure 1.32).

Up to five firm slapson the back, between the shoulder
blades, may dislodge the obstruction. If not:

If the casualty is conscious, stand behind him, place your
closed fist against the place in the upper abdomen where
the ribs divide and grasp your fist with the other hand.
Presssuddenly and sharply into the casualty’sabdomen with
a hard quick upward thrust, five times if necessary.
If unsuccessful continue in cycles of five back blowsto five
abdominal thrusts. (Figures1.33 and 1.34).

If the casualty isunconscious, place him face upwards, keeping
the chin well up and the neck bent backwards. Kneel astride
him, place one hand over the other with the heel of the lower
hand at the place where the ribs divide. Press suddenly and
sharply into the abdomen with a hard, quick upwardsthrust.
Repeat several timesif necessary (Figure 1.35). When the food
isdisodged remove it from the mouth and place the casualty
in the unconsciousposition.

Figure 1.32

Figure 1.34

Figure 1.35

Q
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Epilepticfits—convulsions

The fit may vary from a momentary loss of consciousness (petit mal) in which the patient may
sway but doesnot actually fall, to a major attack (grand mal) asfollows: the patient suddenly
loses consciousness and falls to the ground, possibly with a cry; he remains rigid for some
seconds, during which he stopsbreathing and the face becomes flushed; the convulsion then
startswith irregular, jerky movementsof the limbs, rolling of the eyes, gnashing of the teeth,
with perhapssome frothing at the mouth. He may lose control and passurine or faeces. After a
variable time, but usuallyin afew minutes, the convulsion ceasesand hefallsinto what appears
to be adeep sleep.

Treatment

= prevent the patient from hurting himself in the convulsive stage;

= never restrain him forcibly, asthismay cause injury, but remove hard objectsand surround
him by pillows, clothing or other soft material;

= afterthefit isover, check for injuries. Assuming the patient isuninjured, let him sleep it off.
He may be rather confused and dazed when he comesround. Reassure him and do not
leave him until you are sure he isaware of hissurroundingsand knowswhat he isdoing.

Inthe event of the patient having several fits, one after the other, it may be necessary to give
him an anti-epilepticdrug such asDiazepam. SEEK URGENT RADIO MEDICAL ADVICE.

Shock and circulatory collapse

Shock occurswhen the body’scirculatory system isunable to distribute oxygen enriched blood
to all partsof the body. If untreated, the body’svital organs (brain, heart, lungs, kidneys) can
fail, leading to collapse, unconsciousnessand eventually death.

Causes

Thecommonest causeislossof body fluid from the circulation. It can result, either from external
orinternal bleeding, (e.g. asoccursin fracturesof the thigh), the formation of large blistersand
the weeping of fluid from large burnsand from damaged blood vesselsin crush injuries. Shock
can also be found in severe heart attacks, and in certain diseases characterised by excessive
vomiting and diarrhoea.

The first-aider should always be on the look-out for this condition asit can develop even
while the casualty isunder close observation and it may be missed. Fear, pain and exposure to
cold make shock worse.

Symptomsand signs

The patient:

m will usually lie still, taking little notice of hissurroundings

= will complain of feeling faint, cold and thirsty. He may shiver;

= hislipsand the edgesof the earsmay be blue;

= hisskin will be pale, cold and clammy;

= hispulse will be rapid and weak;

= hisrespiration will be rapid and shallow and, asshock deepens, he will give frequent sighs;
= he may start to vomit;

= if untreated, he may lapse into unconsciousnessand later die.
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Treatment

The primary aim isto treat whatever condition iscausing the shock;

m laythe patient flat and, if injuriespermit, elevate the feet and legsso that blood flowsto
the heart and brain (see note below on exceptionsto thisrule);

m do not move him unlessin a position of danger;

m stop anyblood loss. Cover burnsand scalds. Immobilise fractures.

m |oosen anytight clothing which restrictsbreathing movement;

m keep warm but do not overheat.

m deal with any pain. Morphine may be given asnecessary

m give small sipsof water if there isno suspicion of abdominal injury but NEVERgive fluidsto
an unconsciouscasualty. A badly burned or scalded person may require much more fluid;

m move to aplace of safety asgently aspossible. Rough handling will increase the pain and
the shock.

Exceptionsto the lay flat rule:

m if thereisaninjurytothe face, mouth or jaw with alot of bleeding, place in the unconscious
position with the head turned with the damaged side underneath and, if possible, with a
head-down tilt. Thiswill prevent blood running down into the throat and lungs;

m if thereisapenetrating wound of the chest, or if breathing isdifficult, prop up to assist
breathing;

m if unconsciousnessoccurs, put into the unconsciousposition with aslittle disturbance as
possible to theinjured part.

Bleeding

External bleeding

Bleeding from small blood vesselsoccurswhen thereisaminor cut or abrasion of the skin. Blood
oozesfrom the wound; it usually stopsby itself or when a dressing isapplied. It isgenerally of
no consequence.

In large and deep wounds, the blood wellsup in a steady stream. The volume of blood loss
dependson the number of blood vesselsdamaged and, although it may appear alarming, it is
not usually dangerous, unlessallowed to continue.

When large arteriesare damaged, bright red blood will spurt from the wound in time with
the heart beats. Thisbleeding isusually profuse and the patient’slife will be endangered. Thisis
araresituation.

In all casesof external bleeding, follow the three cardinal rules:
m laythepatient down;
m lift up the affected part if possible;

m pressfirmly where the blood comesfrom. Use adressing or aclean cloth or handkerchief
but, if none should be available, use the bare hand or fingers. When possible disposable
glovesshould be worn to protect yourself.

Thisprocedure will stop the flow of blood.

When bleeding hasbeen controlled, apply a standard dressing to the wound and bandage
firmly and widely in position. There may be a slight staining of blood through the dressing,
which isof little consequence, but if blood soaks quickly through the pad it isa sign that the
bleeding hasnot been properly controlled. If thishappens, do not disturb the dressing, but put
another standard dressing on top and bandage more firmly. Thiswill usually stop the bleeding.
Very occasionally, athird dressing may be required.

Do not disturb the dressingsuntil you are prepared to undertake definitive treatment. The
bleeding stopsbecause of the formation of aclot. If you remove thedressing, the clot will break
and bleeding will start again.
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Special types of external bleeding
From an open fracture

The bleeding comesmainly from around the break and not from
thebone.

m do not attempt to elevate the part, thiswill cause further pain
and damage;

m apply adressing, sterile if possible, padding around the
wound. Firm bandaging will apply the necessary pressure to B
thetissue around the exposed bone ends.

From a tooth socket:

m The socket may bleed after the extraction of atooth. This
kind of bleeding isseldom serious. At least two-thirdsof the
‘blood’ which isspat out will be saliva, so the blood lossis
unlikely to be great;

» if the gum marginsare splayed out, squeeze them gently Figure 1.36
togetherto close up the tooth socket;

= fold apiece of gauzetightly and placeit in the socket so that it
isstanding proud of the level of the remaining teeth;

= thecasualty should close hismouth, biting firmly on the gauze
inthetooth socket. The pressure should be maintained for
20 minutes. If the socket isstill bleeding on removing the
gauze pad, the procedure should be repeated asoften asis
necessary (Figure 1.36).

From the ear passage:

Thisisusually caused by a head injury or by blast:

m place alarge pad over the ear and bandage it in position;
m keep the affected ear downwards;

m if the casualty isunconscious, place in the unconscious
position with the affected ear downwards;

= never plug the ear passage with cotton wool or other material.

From the nose:

= thecasualty should sit with hishead over a basin or bow|
while pinching the soft part of hisnose firmly for 10 minutes;
(Figure 1.37);

m heshouldthenrelease the pressure slowly;

n if bleeding hasnot stopped, he should repeat the manoeuvre '
forafurther 10 minutes; Figure 1.37

= it might be necessary to do thisfor athird time;

m if bleeding hasnot stopped after half-an-hour, it might then be
necessary to pack the nose with ribbon gauze. (See Chapter 4)

From the lips, cheek and tongue:

m presson both sidesof thelip, cheek ortongue to stop
bleeding;

m use apiece of gauze or aswab on each side to help maintain
pressure and stop the fingersslipping (Figure 1.38);

m pressing isusually most easily done by the casualty with
direction from another person, or helped by looking in amirror. Figure 1.38
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Internal bleeding

Internal bleeding may be caused by injury, disease, or by the action of certain poisons. Any
severeinjury to the body will cause bleeding of varying degree. Bleeding may be limited to the
soft tissues, such asmuscles, but when a bone breaksthere isalwaysbleeding at the fracture
site. Minor injury will affect only the superficial tissuesand the bleeding may be limited to small
amountswhich will appear asbruising. Greater force will result, in addition to bruising, in the
formation of acollection of blood within the deeper tissues(a haematoma). Thiscausespainful
swelling of the affected part and may be difficult to distinguish from a fracture. Whatever the
nature of such injuries, the blood lossvery rarely endangerslife.

In contrast, bleeding from injury to internal organsisalways very serious and may quickly
endanger life. Such bleeding isalwaysconcealed and itspresence hasto be deduced from the
history of theinjury, arising pulserate and the signsand symptomsof shock which occur rapidly.
The abdominal organs are poorly protected by the abdominal wall and they are particularly
liable to injury by direct or crushing forces. These internal injuries require expert treatment
urgently and every effort must be made to deliver the casualty to medical care. Always get
RADIO MEDICAL ADVICE. There islittle that can be done aboard because a blood transfusion
may be needed.

If internal bleeding issuspected:

m putinbedwith ahead-down tilt;

m if consciousand in pain or restless, give morphine 10 mg;
m cover with only one blanket;

m record the pulserate at 10 minuteintervals. A falling rate may indicate that the bleeding
hasstopped (Figure A);

m give fluid per rectum (Chapter 3);

m if theinjuryisabdominal, allow the patient to suck flakesof ice. With bleeding from other
partsof the body, sipsof water may be given;

m treat for shock.

Coughing up or vomiting blood

NOTE: remember that bleeding can occur from the back of the nose, atooth socket, bleeding
gums, etc. It isimportant that thisshould not be confused with bleeding from the stomach or
lungs.

Coughing up of blood

In some lung diseasesand casesof injury to the chest, blood may be coughed up. Except in cases
of injury thisisseldom fatal.

Treatment isthe same asfor internal bleeding with the exception that the patient should be
placed at rest with the head and shouldersraised. It isnot usually necessary to give fluid per
rectum. For further care see Chapter 4.

See Examination of sputum (Chapter 3).

Vomiting blood

Blood may be vomited if the stomach isinjured by awound of the abdomen or if blood collects
in the sscomach asaresult of ableeding pepticulcer. In the latter case the patient may suddenly
vomit a quantity of dark brown fluid like coffee grounds. He feelsfaint and looks pale. If the
bleeding and vomiting continue he will suffer increasingly from shock.

Treatment isthe same asfor internal bleeding. For further treatment of thiscondition, see
Chapter 7. If thereisawound of the abdomen, thisshould be treated.
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Figure A Haemorrhage —the falling temperature and the rising pulse rate

Wounds
A wound at any sitein the body posesthree problems:

control of bleeding;

prevention of shock

prevention of infection

There are some simple rules:

never wash the wound —except in casesof an animal bite

never try to remove piecesof metal or glassfrom awound unlessthey are superficial and
can be easily lifted out. If piecescan be removed, do it by grasping the material with sterile
gauze or use sterile forceps, if available;

do not pour antisepticinto awound;
assoon aspossible, cover the wound with a suitable dressing.

Bullet or metal fragment wounds

In thistype of injury, look for and treat any exit wound. Thisisusually larger than the entry
wound. Remember that there may be underlying bone fracturesand that the bullet or metal
fragment may have been deflected from the bone to cause seriousinternal damage, the only
signsof which may be increasing shock.
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Chest wounds

A superficial chest wound should be treated asfor any wound elsewhere but a penetrating
wound (a sucking wound) of the chest must be sealed immediately, otherwise air isdrawn into
the chest cavity and the lungs cannot inflate as the vacuum inside the chest is destroyed.
A useful dressing for a sucking wound can be made from a paraffin gauze dressing. Place the
paraffin gauze over the wound, smooth the foil on to the chest wall and seal three edgesonly
with zinc oxide adhesive plaster. In emergency, a suitable dressing may be improvised from
petroleum jelly, gauze and kitchen foil or polythene or, alternatively, a wet dressing may be
used to provide an airtight seal. If nothing else isavailable, use the casualty’sown bloodstained
clothing to plug the wound temporarily. The aim isto prevent air entering the chest but to
allow it to escape if necessary.

The usual rulesabout stopping bleeding by pressing where the blood comesfrom also apply.
Start a pulse chart soon to check on possible internal bleeding in all chest injuries. The
respiratory rate should also be recorded. See also sectionson chest injuries.

Conscious casualties should be placed in the half-sitting-up position because breathing is
easier in thisposition.

NOTE: DO NOT GIVE MORPHINE to a patient with thistype of wound, even if he issuffering
from alot of pain, asthe morphine will increase the breathing difficulties.
Get RADIO MEDICAL ADVICE.

Abdominal wounds

A superficial abdominal wound will require the
same treatment asany wound, but for more serious
wounds,if theabdominal contentsdo not protrude,
coverthewound with alarge standard dressing and
place the casualty in the half-sitting-up position
(Figure 1.39). In this position the wound will not
gape open. Asthe abdominal musclesare slack, the
abdominal contents will not bulge through. If the
wound runsmore or lessvertically, it may be best to
lay the man flat.

If the abdominal contents do protrude through
the wound, DO NOT ATTEM PT TO PUT THEM BACK.
Cover with aloosely applied large standard dressing
or dressings until further treatment can be given.
Shock will develop quickly and should be treated as
described previously, with the following important
exceptions: Figure 1.39

m prop up if necessary;

m DO NOT give anything by mouth. If thirsty, the lipsshould be moistened; nothing more.
(See also Crush woundsand Stab woundsbelow).

m Get RADIO MEDICAL ADVICE.

Head wounds

The wound itself should be treated in the same way asany other wound. Scalp woundsoften
bleed briskly. A firm bandage will usually arrest the bleeding, but some ingenuity may be
required in applying the bandage so asto keep it firmly on the head and transmit the necessary
pressure to the pad. Firm pressure by the fingersover the pad for a few minutesbefore it is
finally fixed in position will help to stop the bleeding.

The possibility of brain damage isof greater importance and two rulesshould be observed:

m morphine should be given only if consciousand in much pain from more seriousinjuries
elsewhere;

m if unconscious, put in the unconsciousposition and give the treatment described in
Chapter 4.

m Get RADIO MEDICAL ADVICE.
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Face and jaw wounds

There may be danger of suffocation asa result of blood running into the throat. Lay flat in the
unconsciousposition (Figure 1.26) with the more damaged side underneath. If the casualty isto
beremoved by stretcher, seethat heremainsin that position. With severe woundsthere may be
loss of the power of speech. Give reassurance; speech will probably return to normal when
healing hastaken place.

Palm of the hand wounds

A deep wound of the palm of the hand may cut the large artery in thisarea. If thisoccurs:

m stop thebleeding by pressing where the blood comesfrom;

m coverthewound with a sterile gauze dressing and ask the patient to grasp firmlyon a
rolled-up 7.5 cm bandage;

m ahandbandage, firmly applied, will hold the dressing in place and will maintain the
pressure necessary to control the bleeding.

Crush injuries

Limbs

After acrush injury, at first there may be very little to see. However, considerable damage may
have been done to the muscles and other soft tissuesand grossswelling may take place later.
Shock, which may be very severe, may also develop.

= treat anywound;
m the affected limb should be immobilised and supported in itsmost comfortable position;
m treat shock asdescribed but:
« do not give large amountsof fluid at once asthe casualty will vomit;
« give frequent small amountsof water only.
u GETRADIO MEDICAL ADVICE.

Chest
Crushing of the chest may stop breathing and then artificial respiration will be required.
If ribshave been fractured, treat asdescribed under fractures.

See also section on chest injuries.

Abdomen

Severe crushing of the abdomen may cause rupture of the internal organs and/or internal
bleeding. If you suspect that thishasoccurred, Get RADIO MEDICAL ADVICE. See general advice
on abdominal woundsat beginning of thissection and stab woundsbelow.

Stab wounds

Sab wounds are especially dangerous because the underlying structures will have been
penetrated and infection will have been carried into the deep tissues.

Chest:

= if thelung hasbeen penetrated, it will collapse giving rise to breathlessnessand coughing
of bright red frothy blood;

m asucking wound can be created;
= theheart can be damaged.
m Get RADIO MEDICALADVICE

m see also section on chest injuries.
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Abdomen

Depending on the position of the wound (see Anatomy Diagrams, Annex Il), an organ may be
pierced, giving rise to peritonitisand internal bleeding. See general advice at beginning of this
section. Get RADIO MEDICAL ADVICE.

Limbs

Muscles, nervesand blood vesselsmay be cut. Bleeding, both internal and external, will occur.
Whatever the site of the stab wound, theimmediate treatment isthe same:

m stop external bleeding by pressure
m prevent furtherinfection by applying suitable dressings

m treat shock if necessary.

Fractures

A fracture isa broken bone. The bone may be broken into two or more pieceswith separation
of the fragmentsor it may have one or more fissured crackswithout any separation.

Most fracturesare caused by direct force, but force may be transmitted through the body to
cause injury indirectly elsewhere. Two classical examplesare: a fall on the outstretched hand,
causing afracture of the collar bone; and afall from a height onto the heels, causing afracture
of the base of the skull.

A much less common type is a stress fracture. The bone becomes weakened in a way
comparable to metal fatigue. Sudden, strong muscular effort may snap the bone.

In simple terms, afracture may be open to infection or closed to infection.

A closed fracture

There isno communication between the fracture and the surface of the body.

An open fracture
There iscommunication between a skin wound and the fracture. Open fractures are always
seriousbecause germsmay enter through thewound to cause infection of the broken bone and
the surrounding tissues.

NOTE: A skin wound may be present but, unlessit isdeep enough to reach the broken bone,
the fracture is still closed. Open or closed fractures are sometimes complicated by damage to
important structuressuch asthe brain, lung, blood vesselsor nerves.

Principles of treatment

It isnot possible to set fractureson board ship. Indeed, many fracturesmay not require setting
and unskilled attempts might prejudice healing. First aid measures should ensure adequate
immobilisation. Wherever a fracture case hasto be kept on board for more than two or three
days, the jointsabove and below the fracture site should be gently put through afull range of
movements, morning and night.

Lasting damage may result if ajoint surface isinvolved in the fracture and in all caseswhere
thisissuspected, RADIO MEDICAL ADVICEmust be sought.

Antibiotic treatment must always be given as soon as an open fracture is diagnosed or
suspected.

Examination
The following signsand symptomswill indicate that the bone isprobably broken:

m aheavyblow or other force hasbeen applied to the body or limbs. The casualty or others
may have heard the bone break;

m intense pain, especially on pressure or movement at the site;
m swelling. The site may be swollen and/or bruised. Thismay be due to internal bleeding;

m |ossof use. The casualty may be unable or unwilling to use the injured part because of the
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pain. He may also experience severe pain if an attempt, even very gently,ismadeto help
him make the movement. Watch hisface for signsof pain. Occasionally, if the broken ends
of abone areimpacted together, the person may be able to use the part but usually only
with afair amount of pain;

= distortion. Compare good and bad limbsor sidesof the body to see if the part isswollen,
bent, twisted or shortened;

m irregularity. Theirregular edgesof abroken bone can sometimesbe seen in an open
fracture. They may be seen or felt under the skin in a closed fracture;

= unnatural movement and grating of bone ends. Neither of these symptomsshould be
sought deliberately. A limb may feel limp and wobbly and grating may be felt when trying
to apply support to the limb. In either of these situations, the bone iscertainly broken.

General treatment
= bleeding should be treated asdescribed;

= rest the affected part by immobilisation. Thispreventsfurther damage, relievespain and
stopsfurther bleeding;

m all fracturesor suspected fracturesmust be immobilised before making any attempt to
move the casualty. Thiscan be done using wooden, improvised or inflatable splints, or by
fixing alimb to the body, or —in the case of the legs—by lashing one to the other.

Immobilise a limb in the position in which it is
found, if it is comfortable. If it does become
necessary to move an injured limb, because of
poor circulation or for any other reason, first
apply traction by pulling the limb gently and
firmly away from the body before attempting to
move it (Figure 1.40).

Keep pulling until it has been securely
immobilised and then release the traction very
slowly. Sudden release can cause pain.

Circulation of the blood in a fractured limb.
Check that the circulation to the limb isintact. To
do this, presson the nail of the thumb or of the
big toe. When circulation is normal the nail
becomes white when pressed and pink when  Figure 1.40
released. Continue checking until you are
satisfied that all iswell. Danger signsare:

= bluenessor whitenessof fingersand toes;
= coldnessof the partsbelow the fracture;

m |ossof feeling below theinjury. Test for thisby touching lightly on fingersand toesand
asking the casualty if he can feel anything;

= absence of pulse.

If thereisany doubt at all about the circulation, loosen all tight and limb-encircling dressings

at once and straighten out the limb, remembering to use traction when doing so. Check
circulation again. If the limb does not become pink and warm and you cannot detect a pulse,
then medical help isurgently necessary if amputation isto be avoided. Get RADIO MEDICAL
ADVICE.

» remember that fracturescan cause severe internal
bleeding ;

= alwayslook for and treat for shock;

= morphine may be necessary to control pain.
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Collar bone, shoulder blade and shoulder

Fracturesin these areasare often theresult either of afall on
the outstretched hand or a fall on to the shoulder. Direct
violence to the parts is a less common cause of these
fractures.

Place loose padding about the size of a fist into the
armpit. Support the arm using atriangular sling (Figure 1.41).
Then tie the arm to the body, using a narrow fold bandage.
Keep the casualty sitting up as he will probably be most
comfortablein thisposition.

Upper arm

Upper arm fracturesare usually caused by direct violence.

Bind the upper arm to the body, using a broad fold
bandage. Bend the elbow gently and apply a collar and cuff
sling (Figure 1.42). Keep the casualty sitting up so that the
weight of the arm can supply traction to the lower fragment.

Alternatively, upper arm fractures may be splinted. Bend
the elbow gently. Use three well padded splints. Place one
behind the upper arm,oneinfront andthethird fromthetip
of the shoulder to the elbow. Bandage the splintssecurely in
place. Support the arm with a collar and cuff sling (see also
Figure 1.21).

Elbow

Fracturesin thisarea can be especially dangerousbecause of
damage to blood vessels and nerves around the elbow.
Check circulation and feeling in the fingers. If the finger tips
are white or blue and feeling isabsent or altered, the elbow
must be straightened at once. Tell the casualty to lie down.
Be gentle. Applytraction onthe hand and forearm.Bring the
arm and forearm slowly and carefully to the casualty’s side.
Now place plenty of loose padding between the arm and the
body and also around the arm. Then bind the forearm to the
body by encircling ties. Check the circulation again when you
have made the encircling ties. If the circulation is poor, the
ties should be loosely secured until the casualty has to be
moved (Figure 1.43).

Figure 1.43

Figure 1.41

Figure 1.42
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Forearm and wrist

Fracturesin thisareacommonly result from afall on the outstretched hand. Bend the elbow until
theforearm isacrossthe body. Then apply an arm dling (Figure 1.20). Remove any finger rings.

Later, apply two well padded splintsto the back and front of the forearm and secure firmly,
using narrow fold bandages. Support the arm with abroad arm sling. For fracturesof the wrist
bones, put a broad, well padded splint on the front of the forearm and the palm of the hand.
Put plenty of padding on the back of the forearm and hand and secure. Use a broad arm sling
for support.

Hand and fingers

Fractures of the hand bones (metacarpals) and the finger bones are a common result of
shipboard accidents and expert treatment may be many days away. As fixation in a straight
splint isonly permissible for a short time, the treatment described in the following paragraphs
should be undertaken if the casualty has to be kept on board. Always remove rings
immediately.

The hand bones (metacarpals):

= apply acrepe bandage around the hand and wrist firmly enough to support the injured
part but not so tight asto prevent movement of the wrist and finger joints;

m check that circulation to the fingersispresent;
= elevatethe hand by placing the armin atriangular sling to reduce the swelling;

m encourage the casualty to move the wrist and all the finger jointsfrequently.

The fingers:

m strap thefinger to the adjacent finger, using zincoxide
adhesive plaster (asshown in Figure 1.44);

= becareful that you do not prevent movement of the
finger joints. Do not put the plaster directly over the

fracture; U
()
= to avoid swelling, elevate the hand by putting the armin

atriangular sling; Figure 1.44

m encourage the casualty to move all the finger joints.
Open fracture of the fingers:

= stop thebleeding and apply adressing to the wound;

m if thedressing preventsstrapping to the adjacent finger,
use asa splint, a strip of aluminium or other soft metal
2cm wide and long enough to stretch from the tip of the
finger to just below the wrist joint;

= immobilisethefingerin the position shown in Figure 1.45.
Thisisdone by bending the splint to conform with the Figure 1.45
joints, using the same finger of the undamaged hand asa
pattern, and taking care to ensure that the splint will not
diginto the back of the hand or into the wrist;

m padthe splint with two layersof elasticadhesive
bandage along itslength. Turn the bandage over the
endsto protect the skin;

n fixthe splint to the finger with zincoxide plaster cut to
suitable widths;

m give standard antibiotictreatment.
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Crush injuriesto the hand

Severe crushing injuries to the hands may cause multiple open or closed fractures of the
metacarpal or finger bones. Other woundsare likely to be present.

m stop the bleeding and apply dressings;
m pain will be severe. Give analgesics (Morphine if necessary);

= if hospital treatment isnot available quickly, read the section on definitive treatment of
woundsand treat accordingly.

Hip to knee

A broken thigh bone isa potentially seriousinjury. It causessignificant internal bleeding into
the muscles of the thigh and, with the associated pain, shock very quickly develops. If it is
combined with other serious injuries, the blood loss may be so great as to require blood
replacement. Get RADIO MEDICAL ADVICE.

m abreak of the neck of the thigh bone causesshortening of the injured leg and the casualty
will liewith the whole lower limb and foot flopped outwards. There will be severe pain in
theregion of the hip;

m fracturesof the shaft of the thigh bone exhibit the usual signsand symptomsof afracture.
Severe pain isanormal feature.

If you think that the thigh isbroken:

m first, pad between the thighs, knees, calvesand ankles, using folded blanketsor any other
suitable soft material;

m bring the goodleg to the broken leg. Do thissiowly and carefully;

m bring thefeet together. If attempting to do thiscausespain, apply traction to the injured
leg gently and slowly, and then try again;

m tieencircling bandages: around both feet; halfway between the kneesand the ankles; just
above the knees; and at the upper thighs. Avoid making any tiesover the site of the
fracture (Figure 1.46);

m theshoeonthe affected side can now be removed so that you can check the circulation in
the toes—if necessary, loosen any bandages—and then replace the figure-of-eight bandage
around the anklesand feet;

m treat for shock and pain —morphine will be needed.

Figure 1.46

Kneecap

Thisfracture may be caused by direct violence or asaresult of asudden stresson the bone.
Itiscommonly aclosed fracture. When an open fracture occurs, the wound should be treated
before splinting isundertaken and antibiotictreatment should be given.

m place the casualty in a half-sitting-up position and put supportsbehind hisback to maintain
this. Raise the leg and hold it in acomfortable position.
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Figure 1.47 Figure 1.48

= choose a splint long enough to reach from the buttock to beyond the heel, pad it well and
apply it along the back of the leg. Put additional padding behind the hollow at the heel so
asto lift it off the splint, and also behind the knee;

= secure the splint in place with bandagesround the thigh, round the lower leg just below
theknee and with afigure-of-eight bandage at the ankle, and elevate the leg on a suitable
support (Figure 1.47).

When the casualty ismoved to the cabin or to the ship’shospital, he should be kept in a sitting
position with the leg elevated.

When medical attention will not be available for some time and it isobviousthat there isa
wide gap between the fragmentsof the knee cap, carry out the procedure described above, but
put a figure-of-eight bandage round the knee, beginning above the knee cap and finishing
over padding applied just below it (Figure 1.48).

This method will draw the fragments together and hold them in place. Check that the
circulation isintact.

Knee to foot
Lower limb

These should be treated in the same way asfracturesof the thigh. See also below for fractures
of both legs.

Ankle

An ankle fracture which is stable and
without any deformity can be given
adequate but temporary first aid by
placing the injured ankle on a
number of pillows to keep it at rest
(Figure 1.49).

In more serious fractures of the
ankleit isusual to find agood deal of
deformity and swelling, and splinting Figure 1.49
may be necessary.

m remove the casualty’sshoe and sock;

m obtaintwo splints, long enough to stretch from just below the knee to the sole of the foot.
Pad these well to allow for the deformity and swelling, and apply them to both sidesof the
leg;

= fixthem in place with afigure-of-eight bandage to the foot and place other bandagesjust
below the knee and above the ankle;

m check that the circulation isintact.

Heel bone

These fracturesusually occur when the casualty hasfallen from a height and landson hisheels.
Asforce hasbeen transmitted upwards, there may be more seriousfractureselsewhere, e.g. spine
and base of the skull, and the patient should be carefully examined to exclude these.Treat as
above, for fracturesof the ankle.
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Bones of the foot

Severe injuries are usually the result of heavy weights being
dropped on to unprotected feet or of crushing. Fracturesof the
toesmayoccur when they are stubbed against some hard object.

m remove the boot or shoe and the sockscarefully;

m treat anywound.

m keep thefoot elevated and use pillowsto keep it in a
comfortable position.

Both legs

Asthere isno good leg to act asa splint for the other, external
splinting will have to be used. There may be considerable blood
lossif both legsare broken.

m have well padded splintsavailable. These should reach from
thethigh to the ankleson the outside of both the legsfor
below the knee fractures, and from the armpit to the ankles
for above the knee fractures;

m pad between the thighs, knees, calvesand ankles;

m bring both feet together asgently asyou can, using traction
if necessary.

m tieafigure-of-eight bandage round the feet and anklesto
keep the feet together;

m apply the padded splintsto the outside of both legs;

m tie enough encircling bandagesto keep the splintsand the
legssecured firmly together. Avoid making any tiesover the
site of any break (Figure 1.50);

m checkthecirculation in both feet asdescribed for thigh
fractures;

m move the casualty in a Neil Robertson stretcher.

Jaw
Normally, fracturesof the lower jaw give little trouble.

m thecasualty sitswith the teeth clenched, often refusing to
speak much on account of the pain;

m the spasm of the jaw musclescaused by pain keepsthe teeth
clenched and jaw immobilised;

m abandage, tied asin Figure 1.51, will support the lower jaw.

A major hazard ariseswhen both sidesof the lower jaw are
fractured. In thiscase, the jaw with the tongue attached on the
inside of it, can move backwards and may obstruct the air
passage.

m hook afinger, yoursor the casualty’s, over and behind the
lower front teeth and pull the jaw, and with it the tongue,
forwards;

m if possible, arrange for the casualty to sit up with hishead
forwards;

m if he cannot sit up, on account of other injuries, place himin
the unconsciousposition and someone must stay with him,
keeping the jaw pulled forward, if necessary, and watching
carefully for any sign of obstructed breathing.

Figure 1.51
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Spine

Always suspect a fracture of the spine if a person hasfallen a distance of over two metres.
Check carefully how the injury happened. Ask if there ispain in the back. Most people with
fractures of the spine have pain but a very few DO NOT. If in doubt, treat the injury as a
fractured spine.

A FRACTURED SPINE IS POTENTIALLY A VERY SERIOUS INJURY. IF YOU SUSPECT A
FRACTURED SPINE, TELL THE CASUALTY TO LIE STILL AND DO NOT ALLOW ANYONE TO
MOVEHIM UNTILFARST AID TREATMENT HAS BEEN COM PLETED.

Any carelessmovement of acasualty with afractured spine could damage or sever the spinal
cord, resulting in permanent paralysisand lossof feeling in the legs, and double incontinence
forlife. He can, however, be safely rolled over onto one side or the other because, if thisisdone
very gently and carefully, there isvery little movement of the spine.

First, establish whether the spinal cord hasbeen damaged. To do this:

m ask the casualty if he can feel any tingling of the feet or legs. Tingling usually meansthat
thereissome pressure on the spinal cord;

m ask himto move histoes. If heisunable to do this, then paralysisispresent and indicates
severe damage to the spinal cord;

= runyour fingerslightly over the skin of the lower legsand feet. Absence of sensation
indicatessevere damage to the spinal cord.

If any of these are found, get RADIO MEDICALADVICE.
= next, place padding between the legs;

m tiethefeet and anklestogether with afigure-of-eight bandage and get the casualty lying
still and straight. Use gentle traction on the head and on the feet to straighten him out. Do
not bend him. Take your time;

1) *

Figure 1.52

= tieanarrow fold bandage around the casualty at the level of hiselbowsand mid thighs.
Thismethod keepsthe casualty rigid (Figure 1.53);

= place padsto fill and support the hollowsof the spine at the small of the back and at the
neck (Figure 1.52);

= hecannow liesafelyin thisposition for aslong asisnecessary. So do not bein ahurry to
move him;

m prepare a stiff supporting stretcher ready for the patient. There may be aneed to stiffen
the Neil Robertson stretcher with broom handles. A canvasstretcher will not do unlessit
hasstiff wooden boardslaid transversely over the canvasto provide arigid support for
the back. Two padsmust be provided to support and fill the hollowsof the spinein the
small of the back and behind the neck. The back pad should be larger than the neck pad
(Figure 1.52);
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Figure 1.53 Place a half rolled blanket
alongside the casualty.

m whenthe stretcher hasbeen prepared
and isalongside the casualty, the next
jobisto lift him onto the prepared
stretcher asdescribed in Figures1.53 to
1.58;

NOTE: In Figures1.54to 1.58the
encircling bandagesshown in Figure
1.53round the thighsand at the
elbowshave been omitted for clarity.
See also Notesat end of thisSection;

m tolift the casualty, have at least two
people grasping each side of the
blanket and one person at the head
and one at the feet to provideinline
support. Those lifting the blanket

should be spaced so that more lifting Figure 1.54 Roll the casualty gently onto
power isavailable at the body end, hisside —the attendant closest to his
which isheavy compared to the legs. head, or athird attendant, must support
Afurther personisrequired to push the the casualty’shead.

prepared stretcher under the casualty
when heislifted (Figure 1.57);

m |ift the casualty very slowly and
carefully to a height of about half a
metre. The height should be just
enough to dlip the stretcher under the
casualty. Be careful, take time, keep
the casualty straight (Figure 1.58);

m didethestretcher between thelegs
of the person who issupporting the Figure 1.55 Roll the casualty gently over
ankles. Then move the stretcher
towardsthe head end until it isexactly
underneath the casualty. Adjust the
position of the padsto fit exactly
under the curvesin the small of the
back and neck;

m lower the casualty very, very sowly on
to the stretcher. Maintain support
until heisresting firmly on the
stretcher (Figure 1.58);

Figure 1.56 Prepare the blanket for lifting
m thecasualtyisnow ready for removal. the casualty —roll the edgestightly.
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When the casualty hasbeen very carefully transported to a
mattresson the deck, or other very firm bed, where he may
remain undisturbed flat on his back, the most
important single point isto keep him asstill as
possible. He must continue to be
supported with pillows, etc., asdescribed
later in the text. Every care and attention,
and encouragement must be given to help
him to remain still, whether or not any paralysisis
present. Bags filled with sand should be placed as
necessary to prevent the body or limbs rolling. A urine
bottle should be constantly available, and a catheter should
beusedto relieve him if necessary. He should passany faeces
ontocotton wool or other material: he must not belifted on
toabed pan. Hisback should betreated, so far aspossible, to
prevent sores. He must be put ashore at the very earliest
possible moment. Get RADIO MEDICAL ADVICE.

Figure 1.57

NOTES:

(1) As there are a number of people -
helping and since it isimportant to take S
great care in handling the casualty, it
may be helpful to have a person read
out the particular instruction before
each operation iscarried out.

(2) At least seven people are required to
carry out this manoeuvre. In ships with
small crews, there may be insufficient
numbers of men available. In this case,
do not attempt to move the casualty but
carryout theinstructionsgiven above on
immobilising him and padding the natural
curves of the spine. The casualty should
then be kept warm, hispain should be treated

(see section on analgesicsand, if heison the deck, he should be
protected from the elementswith suitable waterproof coverings. Figure 1.58

Neck

Injuriesto the neck are often compression fractures of the
vertebrae due, for example, to a person standing up
suddenly and bumping his head violently, or by something
falling on hishead. Fallsfrom a height can also produce neck
injuries. Treatment is similar to that described above for
fracturesof the spine, because the neck isthe upper part of
the spine.

= thecasualty should be laid flat, if not already in this
position, and should be kept still and straight;

m asemi-rigid neck collar should then be applied gently to
stop movement of the neck while an assistant steadies
the head. An improvised neck collar can be made quite
easily from anewspaper. Fold the newspaper so that the
width isabout 10 cm at the front. Fold the bottom edge
over to produce a slightly narrower back. Then fold this
around the neck with the top edge under the chin and
thebottom edge over the top of the collar bones;

m tieabandage, scarf or anecktie over the newspaper to
hold it in place. Thiswill keep the neck still (Figure 1.59). Figure 1.59
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Chest
See Fractured ribs.

Pelvis

A fracture of the pelviswill result from direct violence in the pelvic area or from afall from a
height when the casualty haslanded on both feet with the legsheld stiffly. The main danger of
thisinjury isof damage to the pelvic organs, especially the bladder and the urethra (the pipe
which leadsfrom the bladder to the tip of the penis).

m the casualty will complain of painin the
hip, groin and pelvicareasand,
perhaps, also of pain in the lower back
and buttock areas, made worse by
moving or coughing;

m hewillbeunableto stand, despite
there being no injury to the legs;

m hemaywant to passurine although he
may be unableto do so. If urineis
passed, it may be blood-stained.

m there may be signsof internal bleeding;

m thecompression test isuseful. Press
gently on the front of both hip bonesin
adownward and inward direction so as
to compressthe pelvis. Thiswill give rise
to sharp painif it isbroken. Some
movement of the pelvicbonesmay also
befelt if thereisafracture (Figure 1.60),
but do not continue pressing in an
attempt to elicit thissign, asfurther
damage may be caused. Figure 1.60

If you think that the pelvismay be fractured, tell the casualty:

= not to move;

m not to passany urineif he can avoid it. If urine ispassed, look for staining with blood.
Remember that:

m if thebladder or urethraisdamaged, urine can leak into the tissues;

m bleeding into the surrounding tissuesand into the pelvicand lower abdominal cavitiesmay
be severe. A pulse chart must be started immediately to check for internal haemorrhage.

m laythe patient in hismost comfortable position. Thiswill usually be on hisback. If he wants
to bend the knees, support them with pillows. Place padding between the legs;

m apply abroad fold bandage round both kneesand a figure-of-eight bandage around the
ankles;

m move the casualty with great care. Use the same technique asfor fracture of the spine.
m keep checking for internal bleeding.

m when moved to acabin or to the ship’shospital, allow the casualty to liein whatever
position he findsmost comfortable;

m morphine may be required to control the pain;
RADIO MEDICALADVICE should be obtained.
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Dislocations

Adislocationispresent when abone hasbeen displaced from
itsnormal position at ajoint (Figure 1.61).

It may be diagnosed:

= when an injury occursat or near ajoint and the joint
cannot be used normally;

= movement islimited or impossible;

= thereispain, often quite severe. The pain ismade worse
by attemptsto move the joint;

= theareaismisshapen both by the dislocation and by

swelling (bleeding) which occursaround the dislocation; ~ (@/Nermal

= with the exception of no grating of bone ends, the
evidence for adislocation isvery similar to that of a
fracture;

m alwaysremember that fracturesand dislocationscan
occur together.

Treatment

= dislocationscan be closed or open. If awound ispresent,
at or near the dislocation, the wound should be covered,
both to stop bleeding and to help to prevent infection;
give antibiotictreatment;

= do not attempt to reduce adislocation. A fracture may
also be present and attempted manipulation to reduce
the dislocation in these circumstancescan make matters (b) Dislocated
worse; Figure 1.61

m prevent movement in the affected area by suitable immobilisation. The techniquesfor
immobilisation are exactly the same asfor fracturesof the same area(s).

= |ook out forimpaired circulation and lossof feeling. If these are present, and if you cannot
feel apulse at the wrist or ankle, try to move the limb gently into a position in which
circulation can return and keep the limb in thisposition. Look then for achange of the
fingersor toes, from white or blue to pink;

m transport the casualty in the most comfortable position. Thisisusually sitting up for upper
limb injuriesand lying down for lower limb injuries;

n forfurther treatment of dislocationsof the shoulder and of the fingers, see Chapter 4.

Head injuries

Head injuriescommonly result from blowsto the head and from falls, often from a height.

Most preventable serious head injury deaths result from obstructed breathing and from
breathing difficulties, not from brain damage. Apart from covering serioushead wounds, your
attention should be concentrated on the life-saving measureswhich support normal breathing
and which prevent obstructed breathing. Thiswill ensure that the brain getssufficient oxygen
easily. In thisway you have a good chance of keeping the casualty alive in order to get him
skilled medical aid in a hospital; get RADIO MEDICAL ADVICE.

NOTE:in the case of some head injuriesor where aforeign body or afractureisdirectly below
an open wound, you should NOT control bleeding by direct pressure on top of the wound. In
thesecircumstancesasterile gauze dressing isapplied over thewound and abandage ispadded
around the wound and over the edge of the dressing, held firmly in place by a bandage.

See Chapter 4 for further information.
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Chest injuries
See also Wounds, Crush wounds, Sab wounds.

Fracture of the ribs

Thisisa common fracture which isusually caused by falling against a hard surface or by
acrushing injury. Sgnsand symptomsare:

m sharp, continuouspain which isincreased when breathing in or by coughing;

m shallow breathing to prevent chest movements;

m marked localised tendernesswhen the injured areaisfelt gently.

Uncomplicated rib fracture:

m makethe casualty sit down in the normal sitting position but, if pain issevere, place
him in the half-sitting-up position, leaning over towardsthe injured side;

m transport himin thisposition to the ship’shospital or hiscabin;

m treat pain;

m donot put strapping around hischest;

m keep him at rest in the position he findsmost comfortable, either in bed or sitting in
achair oron thefloor (Figures1.62, 1.63, 1.64).

Severe chest injuries

Theribsform arigid cage which protectsthe heart and lungs.
Severe force may cause any one or a combination of the
following injuries:

m asuperficial wound and/or bruising of the chest

m apenetrating (sucking) wound of the chest wall

m multiplerib fractureson one or both sidesof the chest,
together with injury to the underlying lung and its
covering (the pleura);

m a'‘stove-in’ segment of the chest wall.

The fragmentsof a fractured rib are usually held in place by
the muscles between the ribs. After severe injury, a rib
fragment may be driven inwards, causing a tear in the
covering of the lung with consequent leaking of blood or air
into the chest cavity. The lung on that side will then collapse
and/or be compressed, resulting in difficulty in breathing.
Theremay be ablue/greytingeto the skin of the face and lips,
and the casualty may cough up frothy blood-stained sputum.

Treatment

Get RADIO MEDICAL ADVICE and get the casualty to expert

treatment, or expert treatment to the casualty, as soon as

possible.

m placein the half-sitting-up position leaning towardsthe
injured side (Figure 1.62). If both sidesare injured, keep
in the upright half-sitting up position (Figure 1.63); Figure 1.63

m keep the air passage clear. Remove dentures, if worn, and
encourage him to spit out any blood, vomit or secretions;

m deal with any sucking wound.

m transport to ship’shospital, or cabin, assoon aspossible,
but keeping him in the sitting position advised above;

m wheninbed,inthecorrect position, relieve pain but DO
NOT GIVEMORPHINE;

m watch for signsof internal bleeding and obstructed
breathing. Figure 1.64
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Unconscious casualty

Transport and later nurse in bed in the unconsciousposition, lying on the injured side (not the
uninjured side) and with a head-down tilt.

Stove-in chest injury

In avery severe injury, multiple fracturesof the ribsmay lead to a portion of the chest wall
being ‘stove-in’. That portion containsadjacent ribswhich have been fractured at both ends,
thusallowing the portion to have free movement independent from and in the opposite
direction to the movement of the rest of the rib cage. Thisiscalled paradoxical movement and
itisan important sign in diagnosis.

Treatment

m givetreatment asfor multiple fracturesof ribs;

= using theflat hand, either the casualty or the attendant should maintain firm pressure over
the stove-in portion of the chest wall;

= apad of folded cloth should be placed over the damaged area and bandaged firmly in
place, using wide crepe bandagesto encircle the chest. If breathing movementsare
hindered by the chest bandage, stripsof elasticadhesive bandage, which do not encircle
the chest, may be used.
NOTE: Infectionsof the lung may appear asa seriouscomplication of any severe chest injury.
Whenever a casualty hasto be kept on board, alwaysstart a course of antibiotictreatment.

Blast injuries

Explosionscause a sudden and violent disturbance of the air; firescan be started and toxicgases
produced.

= men may be thrown down and so injured. Further injury may occur from falling wreckage;

m theblast of airitself may strike the body with such violence asto cause severe or fatal
internal injuries;

m casesof burnsor asphyxia may occur.

Apart from fractures, wounds, severe bleeding, burnsand asphyxia, any combination of the
following injuriesmay be found.

Head

The effect of blast injury to the head is rather like concussion. In some cases there may be
paralysisdue to spinal cord damage. The patient may be unconsciousor he may be extremely
dazed. Dazed casualtiescan be found sitting about, incapable of moving and not caring what
is going on. Although apparently to outward appearances uninjured, they do not have the
energy, or indeed the will, to move. They will appear confused and disorientated.

= if unconscious, put in the unconsciousposition immediately. Check for breathing, heart
stopped and bleeding;

m if dazed, takethem by the hand and lead them to safety. Tell them firmly what they must
do. Detail someoneto look after them.

Lungs

The blast of air may damage the air sacsand the small blood vesselsof the lungs.
= bleeding may take place inside the lungs;

= thepatient may be shocked;

= he may have difficulty in breathing. There may be afeeling of tightnessin the chest and
there may be pain;
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m lips, earsand the skin of the face may be blue;

m hemaycough up ablood-stained froth;

m takethe patient into the fresh air if possible;

m support himin the half-sitting-up position

m |oosen tight clothing to allow him to breathe more easily;
m keep him warm and treat for shock;

m encourage him to cough and spit out any secretions
produced;

m artificial respiration or assisted respiration may be
required if breathing failsor becomesdifficult.

PATIENTS WITH CHEST INJURIES MUST NEVER BE GIVEN
MORPHINE

Abdomen

Abdominal injury to casualties in the sea can happen as a
result of underwater explosionsbut similar injury can be due
to explosions on board ship. The force of the explosion
damagestheinternal organsand causesinternal bleeding.

The main featuresof thistype of injury are:
m shock;
m abdominal pain;

both of which may become evident some time after the
explosion. If these conditionsare found, start a pulse chart.
Treatment isthat for shock and for internal bleeding.

Transportation

Unless there is danger from fire, explosion or toxic
substances, do not move a casualty until suspected fractures
have been immobilised and bad bleeding hasbeen stopped.
Then check out the best route for transport and lift the
casualty gently and carry him smoothly. Every jolt means
unnecessary pain.

The method of transport will depend on the situation of
the casualty and the nature of the injury. Whatever method
is used, try to gain the confidence of the person you are
carrying by explaining what you are about to do and then
carrying out the manoeuvre in an efficient manner.

Ordinary man-handling may be possible, in which case
two helpers carry a casualty without forming their hands
into a seat, by each using an arm to support the casualty’s
back and shouldersand each using hisspare hand to support
the casualty under histhighs.

If conscious, the casualty may help to support himself with
hishandson the shouldersof the helpers(Figure 1.65).

The four-handed seat can be used when a heavy person
hasto be carried. The disadvantage of thistype of seat isthat
the casualty must be able to co-operate and to hold on with
both arms around the shoulders of the two men carrying
him. It cannot be safely used to negotiate ladders(Figure 1.65).

The handsshould be placed asin Figure 1.66.

One advantage of the three-handed seat (Figure 1.67) is
that onearm and hand of a helper isleft free and can be used

Figure 1.65 Position taken up
when man-handled, or a four-
arm seat isbeing used;in the
former instance two armsare at
the back of the patient and only
two are under histhighs.

Figure 1.66

Figure 1.67
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Figure 1.68 Figure 1.69 Figure 1.70

Figure 1.71 Figure 1.72 Figure 1.73

either to support an injured limb or asa backsupport for the casualty. According to the nature
of theinjury, it isdecided which of the two helpershasthe free arm (Figures1.68 and 1.69).

The fireman’slift which should not be used unlessthe helper isaswell built asthe casualty is
especially useful when you have to move aman by yourself and need the use of your right hand
for holding on to a ladder. Roll the patient so that he islying face downwards, lift him up so
that, when you stoop down, you can put your head under hisleft arm (Figure 1.70). Then put
your left arm between his legs and grasp his left hand, letting his body fall over your left
shoulder (Figure 1.71).

Steady yourself and then stand upright, at the same time shifting hisweight so that he lies
well balanced acrossthe back of your shoulders(Figure 1.72). Hold the casualty’sarm above the
wrist. Inthispositionit iseasyto carrythe patient up aladder asone hand isfree to grasp therail
(Figure 1.73).
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Figure 1.74 Figure 1.75

Asa last resort, the drag-carry method may have to be used in narrow spaces, particularly
where thereiswreckage following an explosion and where it may be possible for only one man
to reach a trapped casualty and to rescue him. After initial rescue, two men may be able to
undertake further movement through a narrow space. The method isdemonstrated in Figures
1.74 and 1.75. Ensure that the casualty’swrists, which are tied together, do not interfere with
any breathing apparatusthe rescuer may be wearing, and safeguard the casualty’shead with a
bump hat if possible.

Neil Robertson stretcher

This particular type of stretcher is shown in Figure 1.76. It is a simple device for moving a
casualty safely from a difficult place where the ordinary stretcher with stiff poles would be
useless. Other patternsof rescue stretcher are available but all aim to achieve the same purpose.
The casualtyisenveloped in aprotecting but somewhat flexible case, so that he takesup aslittle
room aspossible. The stretcher can be bent slightly in turning sharp cornersin narrow passages,
aswhen being hoisted up the ladder waysfrom engine-rooms, or through the hatchesof cargo
tanks.

The stretcher ismade of stout canvas, stiffened by wooden slats(Figure 1.76). The portion ‘A’
takesthe head and neck, which are steadied by a canvasstrap passing over the forehead. Thus,
the head of an unconsciouspatient can be steadied.

Figure 1.76
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The portion ‘B iswrapped round the chest, notchesbeing cut on which the armpitsrest. This
part hasthree canvas straps which are used for fastening the stretcher round the chest. The
portion ‘D’ foldsround the hipsand legsdown to the ankles. It issecured by two canvasstraps.

A central backbone of stout rope passes along the under surface. This has two beckets
passing out from it on either side which can be used ashandles, for carrying the patient or for
securing tackleswhen heisslung horizontally.

At the head end, the rope endsin a grommet which takes extra purchase from two brass
eyeletslet into the canvas. At the foot end of the rope isa galvanised iron ring which issecured
to the stretcher by a span going to brass eyelets in the canvas. When more rigidity in the
stretcher isrequired, asin moving those with injuriesto the back, a couple of broom handles,
slipped through the ropesunderneath, will fulfil thispurpose admirably.

Some stretchershave arope about 9 ft long fixed to the galvanised ring at the foot end. This
isa steadying rope for use in craft below, or on quay, when the patient islowered over the side
of the ship. When the patient iscarried about the ship, thisrope can be passed under the various
strapsto keep it from trailing on the deck or otherwise getting in the way.

The patient should belifted onto and secured in the stretcher asshown in Figures1.77to 1.80.

Cases of fracture of the spine or other back and pelvicinjuriesshould be transferred to the
stretcher asdirected under spinal injury.

Figure 1.77 Getting ready to lift
the casualty sufficiently for the
Neil Robertson stretcher to be
slid under him. With only three
attendants, the wristsof an
unconscious patient have to be
tied together —but not tightly.

Figure 1.78 Lower the patient slowly — Figure 1.79 Ensure patient’sarmpitsare in the
if he isunconscious, support hishead. correct place before you finish lowering him.

Figure 1.80 Strapped up —the armscan be strapped inside or outside the chest section
of the stretcher, depending upon the injuries.
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Figure 1.82
Hoisting a
casualty through
a hatch (see also
Figure 1.83).

The patient should be carried by four men, if possible
(Figure 1.81). At difficult corners, the stretcher should be
lowered at the foot end, and the casualty passed by two of
themento the others. The carry can then be resumed by the
four bearers.

When passing the casualty through a narrow hatch, or
lifting him up over a height, or lowering him to a boat
alongside, put the lifting hook or a rope through the
grommet at the head end and a further steadying rope
through the galvanised ring at the foot end (Figures1.82 and
1.83).

Moving an unconscious casualty

If possible, carry an unconsciouscasualty in the unconscious
position and always with a head-down tilt. The tilt is also
necessary when carrying a casualty suffering from shock or
lossof blood.

Figure 1.81 Carrying the
patient —but keep the head
section level with the chest
section if the neck may be
hurt.

Figure 1.83 Moving a
casualty vertically. Note: to
steady the stretcher, a rope
goesfrom the foot of the
stretcher to a seafarer
below.



Note

More detailed information on the treatment of the effects
of specific chemicalsis given in the International Maritime
Organization’s Medical First Aid Guide for use in Accidents
involving Dangerous Goods (MFAG) 1994 which your ship
may be carrying.

Toxichazards

Ships carry a number of substances other than cargo which
arepotentially toxic. For instance, medicinesare not generally
poisonous but can become so if taken in a manner not
prescribed , such asin an overdose . Then there are substances
like cleaners, degreasers and disinfectants which can give
rise to toxic hazards on their own or through misuse, e.g.
emptying abucket of bleaching solutioninto alavatory bowl
containing a proprietary caustic cleaner may result in the
release of poisonous gas in a confined space. Notes on
various specific toxic substances are given at the end of this
section. Manufacturer’s data sheets also contain specific
medical advice.
Toxicsubstancescan harm the body in three ways.

-

. They may cause local burnsor irritation if they come into
contact with skin or eyes.

n

. They may be absorbed into the body and cause internal
damage or systemicpoisoning.

w

. They may cause an allergicreaction which could be life
threatening.

Toxicsubstancescan enter the body through

Thelungse.g.fumesor toxicgases.

The mouth e.g. by swallowing

The skin and eyes.

The commonest route for atoxin to enter the body onboard
aship isby breathing it in. The toxin may bein the form of a
vapour, gas, mist, spray, dust or fume.

Poisonsare lesscommonly swallowed, usually by accident
during routine duties, but sometimesdeliberately.

The effects of toxins are often sudden and dramatic, but
may be subtle, gradual and cumulative. The latter isespecially
true of inhaled toxinsor those absorbed through the skin.

Suspect that every chemical is toxic until you know
otherwise. Remember that toxins are poisonous to the
rescuer as well as the patient. TAKE ALL POSSBLE
PRECAUTIONSTO PROTECT YOURSELF

Prompt, safety conscioustreatment can avoid many of the
complicationsof poisoning.

Inhaled Poisons

(See Chapter 1 for rescue from an enclosed space.)

Many chemicals produce fumes which can irritate the lungs
and cause difficulty in breathing e.g. chlorine. Thiswill alert
you to their presence.

CHAPTER 2

Note
Toxichazards
Inhaled poisons
Swvallowed poisons
in contact

Eye contact
General notes

Noteson specifictoxic
substances

ing poisoning

Toxic hazards of chemicalsinclud
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Other gaseshave no odour . Thisgroup includescarbon monoxide, carbon dioxide, hydrogen
and some refrigerant gases.

Gasessuch ascarbon dioxide and carbon monoxide may also be poisonous, particularly in a
confined space, because they replace oxygen in the air and therefore in the blood.

The main symptomsof exposure are :

m difficultyin breathing;
m nausea, headache, dizziness;
m confusion or even unconsciousnessin severe cases.

Remember that precautionsagainst fire and explosion may be necessary for some gases.

Treatment

m Removethe casualty at onceinto the fresh air. Loosen tight clothing and ensure a clear
airway. Give oxygen if available.

m Start artificial respiration by the mouth to nose or mouth method if breathing isabsent.
The use of a Laerdal Pocket Mask (mouth to mask) isrecommended for resuscitation in the
case of poisoning by solvents, hydrogen cyanide (prussicacid) or petroleum productsto
avoid poisoning the rescuer. Use oxygen if available.

m Start chest compressionsif the heart hasstopped.

m |n casesof hydrogen cyanide poisoning where breathing and pulse are present, break an
ampoule of amyl nitrite into a clean handkerchief or cloth and hold under the patient’s
nose so that he inhalesthe vapour.

m SEEK RADIO MEDICAL ADVICE asspecifictreatment may be required.
m Keep the patient at rest in bed for at least 24 hoursor until he hasrecovered.

Complications of inhaled poisons
m Severedifficulty in breathing with frothy sputum (pulmonary oedema).
= Pneumoniaand bronchitis.

DO NOT GIVE MORPHINE TO A CASUALTY WHO HAS BEEN GASSED, as this will affect their
ability to breathe.

Swallow ed Poisons
Astringents

Many substances will cause chemical burnsto the mouth, gullet and stomach if swallowed.
These include bleachesand other cleanersand disinfectants, acidsand alkalisand corrosivesas
well aspetrochemicals.

The main symptomsare blistering of the mouth, lipsand tongue and pain in the chest and
stomach. The patientsbreath often smellsof the astringent.

DO NOTMAKE THE CASUALTY VOMIT. If the patient isconsciousand in pain then he may
respond to a glassof milk. Do not give painkillersby mouth. Use suppositoriesor a painkilling
injection if you have any.

Other substancescan cause acute abdominal pain and vomiting. These include arsenic, lead,
fungi, berriesand partly decomposed food. Treat the patient by making them ascomfortable as
possible, but do not make them vomit.

Drugsand Alcohol

Drugsmay cause harmful effectsif taken for recreational purposesor asan overdose. An overdose
may be taken accidentally or asan attempt at deliberate self harm. Common overdosesinclude

Sleeping Tablets. These include Diazepam (valium), Temazepam and Nitrazepam. They cause
drowsiness and unconsciousnessif taken in excess. Thismay last for 24 hours. The breathing
may slow down and become shallow. In severe casesit may stop. A similar picture may be seen
with some antidepressants, such asAmitriptyline, or with alcohol.
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Smple painkillerssuch as paracetamol and aspirin are often taken asoverdoses.

Paracetamol may cause abdominal pain and vomiting initially. Larger overdoses can cause
severe liver damage several dayslater. (Liver damage israre below 20 tablets)

Aspirin causes vomiting, abdominal pain, ringing in the ears, rapid breathing and semi-
consciousnessin high doses.

Treatment

Try to discover exactly what wastaken (ask the patient, look for empty packetsbottlesetc.) but
do not waste time doing so in an emergency.

If the casualty isconscious, give one sachet (50g) of oral activated charcoal in 250 misof fluid,
if available. Encourage fluids in conscious cases of aspirin overdose. SEEK RADIO MEDICAL
ADVICE

If the patient isunconscious, then put him in the recovery (unconscious) position and

m Give artificial respiration if breathing hasstopped.

= Perform chest compressionsif the heart hasstopped.
= DONOT give anything by mouth.

m SEEK URGENT RADIO MEDICAL ADVICE.

Skin Contact
Toxicsubstancescan affect the skin in two ways:
1. direct contact may cause rednessand irritation. In severe cases, burnsto the skin can occur.

2. Absorption through the intact skin producing general symptomssuch asnausea, vomiting,
drowsiness, weaknessand rarely unconsciousness.

Treatment
m Thecontaminated clothing and shoesshould be removed immediately.

m Wash off the chemical with copiousamountsof water for at least 10 minutes. Continue for
afurther 10 minutesif there isany evidence of chemicalsstill on the skin.

= [f aburn hasoccurred, see management of burns.

Eye Contact

Many substances, in particular many chemical liquids or fumes of chemicals, will produce
rednessand irritation if the eyesare accidentally splashed or exposed to the fumes. Treatment
should be immediate.

Wash the substance out of the eye with copious amounts of cold fresh water as quickly as
possible, keeping the eyelidswide open. Thismust be done thoroughly for ten minutes. If there
isany doubt whether the chemical has been completely removed, repeat the eye wash for a
further 10 minutes. If severe pain is experienced, physical restraint to the patient may be
necessary in order to be certain of effective treatment. Read about identifying and treating
damageto the eye.

For pain, give two paracetamol tabletsby mouth every four hoursuntil the pain subsides. If
thereisvery severe pain use Morphine.

General notes

If you are dealing with a suicide attempt, it isyour duty to do everything you can to save hislife
and to guard against further attempts. The patient should not be left without an attendant.

You should save any remainsof poison that you may find in a glass, cup, bottle or package.
Also collect inabowl anything that isvomited and seal in abottle. These may help in identifying
the toxicsubstance and deciding further treatment after the patient hasbeen seen by adoctor
or taken ashore.
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Noteson specifictoxic substances
For treatment see under inhaled poisons, swallowed poisonsetc. above.

Disinfectant poisoning

Many typesof disinfectantssuch ascarbolicacid, cresol and bleaching solutionsare toxic.

Carbolic acid (phenol) and cresols cause a severe rash on contact with the skin in dilute
solutions. Srong concentrated solutionswill result in painlesswhite burnsof the skin. If they
are swallowed, burns of the mouth will occur, and the casualty may have severe vomiting,
followed by collapse and unconsciousness. Convulsionscan occur (see Epilepticfits).

Bleaching solutions(e.g. lavatory cleaners, etc.) are usually solutionsof sodium hypochlorite
in water. These cause irritation of the skin and are poisonous if swallowed. The patient may
complain of burning in the mouth and stomach and feel generally unwell.

On contact with acids, these substances release fumes which are irritating to the lungs
causing a cough, a feeling of breathlessness and burning in the mouth. However, these
substancesare not severely toxicand the symptomsusually subside rapidly.

Solvents, petroleum productsand fuel oils

These substancesusually cause symptomsafter the fumeshave been accidentally inhaled. The
symptoms are drowsiness, dizziness, nausea and occasionally vomiting. If severe exposure
occurs, the patient may become unconscious. If they are swallowed, they usually produce the
same symptoms, but nausea and vomiting are worse.

Cyanide

Hydrogen cyanide (prussic acid) gasisused in fumigating ships. Both the solid cyanide and the
gas are extremely poisonous, and symptoms and signs may develop very rapidly. They are
corrosive either in contact with the skin or after being swallowed, causing external burns, burns
in the mouth and intense pain in the abdomen. There will be shortnessof breath, anxiety and
rapid lossof consciousness. Convulsionscan occur. Death may result within afew minutes.

Carbon dioxide (carbonicacid gas)

Suffocation by thisodourless gas may occur while dealing with a fire in a hold. The gasisalso
produced if grain in the hold ferments, and it may be generated by refrigerated cargoes of
certain foods; it isalso used asarefrigerant. The gasisheavier than air and collectsin the lower
parts of holds and compartments. When exposed to it, a man has giddiness, difficulty in
breathing and headache. Later he may fall down and lose consciousness.

Carbon monoxide

Thisodourlessgasisalso produced in hold fires, asa product of an explosion, in the waste gases
of petrol and oil driven engines, and when refrigerated meat cargoesdecompose. It islighter
than air and very poisonous. In heavy concentration it isinflammable. A patient suffering from
the effectsof thisgasfeelsgiddy, often with muscular weakness. Difficulty in breathing rapidly
developsand unconsciousnessmay come on quickly. In severe casesthe lipsmay be bright red,
and the skin of the face and body hasa pink colour. Hyperbaric oxygen therapy may be helpful
—SEEK ADVICE—consider urgent evacuation.

Refrigerant gases

Ammonia vapour. Breathing ammonia vapour will cause intense irritation, varying from a
catching of the breath with smarting and watering of the eyesin low concentrations, up to
intense irritation and corrosion of the whole air passages, gasping for breath, collapse and
death in the case of highly concentrated vapour.

Carbon dioxide is also present in addition to ammonia. If a person becomesfaint or loses
consciousnessin a refrigerating plant where there isno evidence of escaping ammonia, he is
probably suffering from the effectsof thisgas.

Methyl chloride is a colourless gas, smelling like ether. It may cause drowsiness, mental
confusion, coma, nausea, vomiting, convulsions and death. It is also dangerous in low
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concentration owing to itsexplosive nature. On no account, should any naked light be exposed
in the presence of the vapour; electric motors should be stopped to avoid risk of sparking. A
heavy duty electrictorch, switched on before approaching the escape, isthe only safe light to
use.
Trichlorethylene —usually called trilene or ‘trike’ —isa volatile anaesthetic gaswhich causes
drowsiness, mental confusion, nausea, vomiting and coma. It can also result in death. It isused
medically asan anaestheticbecause it actsquickly. Intheimpureformitisused asadry cleaning
agent. Some people are addicted to ‘sniffing’ it. Exposure may cause palpitations, especially on
excitation. Those exposed to it should be kept in a calm environment for at least 6 hours.

Freon isan odourlessand harmless gasexcept in a concentration high enough to deprive a
man of sufficient oxygen. The signs of oxygen deficiency are mental confusion, faintness,
staggering gait, collapse and unconsciousness.

Poisonous gasesfrom refrigerated cargoes

Certain refrigerated cargoesincluding fruit, vegetables and cheese, generate carbon dioxide
during normal storage. With any failure of refrigerating plant, food cargoes (especially meat)
may generate poisonousand inflammable gases. Thiscan be particularly dangerousif the cargo
space is flooded. Carbon monoxide, ammonia, hydrogen sulphide and hydrogen may be
generated in addition to carbon dioxide. In any great concentration these gasesare extremely
poisonousand some are explosive. All precautionsagainst fire and explosion must be taken in
addition to those against suffocation and poisoning.
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Introduction

This section of the Guide is concerned with the care and
treatment of bed patients until they recover or are sent to
hospital for professional attention.

Good nursing is vital to the ease and speed of recovery
from any condition. Attention to detail and comfort may
make the lot of the sick or injured person much more
tolerable. Cheerful, helpful and intelligent nursing can
greatly influence the person’sattitude in a positive direction
towardshisillnessor injury.

The nurses

A sick person needsto have confidencein hisattendantswho
should understand his requirements. A nurse should be
selected with care and the master or a senior officer should
check on the performance of the person chosen.

Sick quarters

Wherever possible a patient sufficiently ill to require nursing
should be in the ship’shospital or in acabin away from others.
In thisway the patient will benefit from quietness and the
risk of spreading any unknown infection will be minimised.
The sick quarters should be comfortable and easily cleaned.
Theroom fittingsand floorsshould be cleaned daily.
Adequate ventilation of the sick quarters is of great
importance and it is equally important that changes of
temperature should be avoided. The ideal temperature for
the sick room isbetween 15.52Cand 18.5°C. If possible, direct
sunlight should be admitted to the cabin. If the weather is
warm and the portholeswill open they should be left open.

Arrival of the patient

It may be necessary to assist the patient to undressand get
into bed. A patient with areduced level of consciousnesswill
have to be undressed. Take off boots or shoes first, then
socks, trousers, jacket and shirt in that order.

In the case of severe leg injuries, you may have to remove
the trousers by cutting down the seams. In the case of arm
injuries, remove the arm from the shirt sleeve on the sound
sidefirst,then slip the shirt over the head and lastly withdraw
the arm carefully from the sleeve on the injured side.

In cold climates the patient should always wear suitable
night wear. In the tropicscotton nightwear ispreferable.

Blankets are unnecessary in the tropics but the patient
should have some covering, a sheet spread over him.

If your patient has a chest condition accompanied by
cough and spitting he should be provided with a receptacle,
either a sputum pot or an improvised jar or tin. The
receptacle provided should be fitted with a cover. If the
sputum pot is not of the disposable variety add a little
disinfectant. It should be thoroughly cleaned out twice daily
with boiling water and a disinfectant.
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Your other duties may make it impossible for you to give uninterrupted attention to your
patient and a urine bottle should therefore be left within reach of the patient on a chair, stool
or locker, and covered with acloth.

Food, plates, cups, knives, forks and spoons should be removed from the sick quarters
immediately after ameal and in no circumstancesshould they be left there except in infectious
cases. In such casesthey should be washed up in the cabin and then be stacked neatly away and
covered with acloth.

Visitors

The patient should be protected from long and tiring visitsfrom well-meaning shipmates. Visits
to patientswho areill and running atemperature should be restricted to 15 minutes.

Check list

m Ensurethat the personiscomfortablein bed.

m Check temperature, pulse and respiration twice daily (morning and evening) or more often
if not in the normal range (a four-hourly check isusual in any seriousillness). Document
observations.

m |n appropriate casestest a specimen of urine and document.

m Keep awritten record of theillness.

= Arrangethat soft drinksare easily available unlessfluidsare to berestricted. No alcohol.
m Secify normal diet or any dietary restrictions.

m Ensurethat the person knowsto ask for abottle or abedpan asneeded —some do not
unlesstold.

m Check and record if bowelshave moved or not.

m Check fluid-in and fluid-out by asking the person questionsabout drinking and passing
urine. In certain illnessesa fluid chart must be kept.

m Check that the personiseating.

m Re-makethebed at least twice aday or more often if required to keep the person
comfortable. Look out for crumbsand creases, both of which can be uncomfortable.

m Tryto avoid boredom by suitable reading and hobby material. A radio and/or TV will also
help to provide interest for the patient.

m A meansof summoning other people, such asabell, telephone or intercom should be
available if the person cannot call out and be heard, or if the person isnot so serioudlyiill as
to require somebody to be with him at all times.

m Ensure patient safety.

The body temperature

The body temperature, pulse rate and respiration should be recorded. You should make use of
your temperature charts, or if no more chartsare available, then your findingsshould be written
down, together with the hour at which they were noted. These readingsshould be taken twice
aday and alwaysat the same hours, and more frequently if the patient isserioudlyill.

It will rarely be necessary to record the temperature at more frequent intervalsthan four-
hourly. The only exceptions to this rule are in cases of severe head injury, acute abdominal
conditionsand hyperpyrexiawhen more frequent temperature recordingsare required.
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The body temperature ismeasured by using a clinical thermometer, except in hypothermia
when a low reading thermometer must be used. To take the temperature, first shake down
the mercury in a clinical thermometer to about 35°C. Then place the thermometer in the
person’smouth, under the tongue. The thermometer should remain in the mouth with the lips
closed —no speaking —for at least 1 minute. After 1 minute, read thethermometer, then replace
it in the patient’s mouth for a further minute. Check the reading and if it reads the same,
record the temperature on the chart. Repeat the processif it isdifferent. Then disinfect the
thermometer.

Sometimesit will be necessary to take the temperature per rectum, e.g. hypothermia. In that
case, first lubricate the thermometer with Vaseline. Then, with the patient lying on his side,
push the thermometer gently into the rectum for a distance of 5 cm and leave for 2 minutes
beforereading it. Do not use the same thermometer asisused in the mouth.

People who are unconscious, restless or possibly drunk should not have their mouth
temperatures taken in case they chew the thermometer. These people should have their
temperature taken by placing thethermometer in the armpit and holding thearminto the side
for 2 minutesbefore the thermometer isread.

The normal body temperature is 36.9%Celsius (centigrade) and lies in the range 36.3 to
37.2°C. Temperature taken in the armpit is '22Clower, and in the rectum '/.2C higher. In good
health, variationsin temperature are slight.

Body temperature israised, and fever issaid to be present, in infectiousconditionsand in a
few disorderswhich affect the heat regulating mechanism in the brain.

Centigrade (Celsius)

Fatal (asa rule) Moderate Fever
43.3 38.3

428 37.8

42.2 Healthy Temperature
Dangerous Fever 37.2

41.7 36.7

411 36.1

High Fever B

40.6 Hypothermia
40.0 35.0 and below
39.4

38.9

Infeverish illnessesthe body temperature risesand then fallsto normal. At first the person may
feel cold and shivery. Then he looks and feels hot, the skin is flushed, dry and warm and the
patient becomes thirsty. He may suffer from headache and may be very restless. The
temperature may still continue to rise. Finally the temperature fallsand the person may sweat
profusely, becoming wet through. As this happens, he may need a change of clothing and
bedding.

During the cold stage, the person should have one or two warm blanketsput around him to
keep him warm but too many blanketsmay help to increase histemperature. Ashe reachesthe
hot stage, he should be given cool drinks, not alcohol.

If the temperature risesabove 40°Csponging or even acool bath may be required to prevent
further rise of temperature or reduceit. In the sweating stage the clothing and bedding should
be changed.
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The pulse rate

Thepulserateisthe number of heart beatsper minute. The pulseisfelt at the wrist, or the heart
rate iscounted by listening to the heartbeat over the nipple on the left side of the chest. The
pulse rate varieswith age, sex and activity. The pulse rate isincreased normally by exercise and
excitement; it isdecreased by sleep and to a lesser extent by relaxation and some drugs.

Pulse ratesof 120 and above can be counted more easily by listening over the heart.

Normal resting pulse rate (number of heartbeats per minute)

Age2to5 About 100
Age5to 10 About 90
Adults, male 65to0 80

Adults, female 75t0 85

The pulse rate will usually rise about 10 beats per minute for every 0.5°C over 38°C. In heart
disease and shock, a high pulse rate may be found with anormal temperature.

Note and record also whether the pulse beat isregular or irregular, i.e. whether there are the
same number of beatsin each 15 secondsand whether the strength of each beat isabout the
same.

If the rhythm is very irregular, count the pulse at the wrist and also count the pulse by
listening over the heart. The ratesmay be different because weak heartbeatswill be heard, but
the resulting pulse wave may not be strong enough to be felt. Count for a full minute in each
case.

The respiration rate

Therespiration rate will often give you aclue to the diagnosisof the case.

The rate isthe number of times per minute that the patient breathesin. It is counted by
watching the number of inspirations per minute. This count should be made without the
patient’s knowledge by continuing to hold the wrist asif taking the pulse. If the patient is
conscious of what you are doing, the rate isliable to be irregular. A good plan isto take the
respiration rate immediately after taking the pulse.

The respiration rate varies with age, sex and activity. It isincreased normally by exercise,
excitement and emotion; it isdecreased by sleep and rest.

Normal resting respiration rate (number of breaths per minute)

Age2to5 28-24
5to Adult 24-18
Adult, male 18-16

Adult, female 20-18

Alwayscount respirationsfor afull minute, noting any discomfort in breathing in or out.

The pulse rate will usually rise about 4 beats per minute for every rise of 1 respiration per
minute. This4:1 ratio will be altered in chest diseasessuch aspneumonia or asthma which can
cause agreat rise in respiration rate.
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A Temperature, Pulse and Respiration Chart

Patient's Name .__3rd OFFICER M.Y.X. Age 24 years CABIN
MONTH NOVEMBER MONTH
DAY 6th 7th 8th 9th 10th 11th 12th 13th 14th 15th 16th 17th DAY
A 2 3 4 5 6 7 8 9 10 11 12 A
TME LM _EIM E|M EIM E|M E|M E[M E[M E|M E[M E|M E| M _E[M_E|M_El nue
26102 610[26102610[2 6102 6102 6102 6 0|2 6102 610|2 6102 670|2 610 2 610|2 610 2 610|2 6702 610|26102 6702 6102 610/ 2 6102 610|2 6102 610[2 6102 6T
F o :C
4 3i5 .
106 state your diagriosis "
w 105° :
o 104° - 40"
) 103° .
':: 102° Iiae L & * 3¢
Vi H
5 101° | i ] .
o LI
100° .
= a9 VAN .
w * 37
= 98° A 2 .
i~ .
o L A H
9%° :
95° - o
180 180
170 170
R N Rl RN RN el N NI RN SRSl RS NN EE SRR 1)
150 150
140 140
w 130 130
%) 120 7N 120
& %% N
:) 110 et 110
o 100 100
RN
% ~ N %
~
80 = 80
70 70
60 60
50 50
40 40
55 55
=z 50 50
Q 45 . 45
/TN
'<_( 40 |t PN 40
= =
= 35 35
% 30 30
E 25 N 25
20 [ e 20
15 15
Weight 70.5 68.5 Weight
Faeces |~ — || —_|——|—— |——— | —|——— — o P Faeces
See Urine 2500 3000 4000 3000 2750 2500 Urine
Note | proteins POS NEG NEG NEG Proteins
Sugar + NEG NEG Sugar
Ketones +4+ + NEG NEG Ketones
Note Weight - in kgs : Faeces - number of movements am/pm : Urine - amount in mis

If urine tested record as appropriate , for Protein ; Neg or Pos ( not present / present ) ; &
for Sugar and for Ketones ;Neg / +/+ +/+ + +
The remaining rows can be used for other factors significant to the patient's condition
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Bed baths

Patientswho are confined to bed should be washed all over
at least every day. If they are hot, sticky, and feverish, they
should be washed at least twice a day. Wash the patient,
beginning at the head. If the patient is well enough, he
should wash his own face and genital area; otherwise the
attendantsshould do this. Wash and dry one part of the body
at atime so that the patient isnot uncovered all at once.

When you have finished washing the patient, lightly dust
pressure areasand skin creaseswith talc.

The bed linen should be changed as frequently as
necessary, it ismuch easier using 2 attendants.

Mouth care

Make sure that plenty of drinks are available to prevent
dryness and that facilities for brushing teeth and dentures
are made available twice a day.

Very ill patientsor unconsciouspatientsshould have poor
fitting dentures removed. The inside of the cheeks, the
gums, the teeth and the tongue should be swabbed with
dilute glycerine of thymol on a cotton bud, or other suitable
material. If the lips are dry, apply Vaseline/petroleum jelly
thinly to these areas. This procedure should be repeated as
often asisnecessary to keep the areasmoist.

Feeding patientsin bed

People who are ill or injured may not feel much like eating.
They may also have to be encouraged to drink plenty to
prevent dehydration. So, always try to find out what the
person would liketo eat or drink and give him what he wants
if you possibly can. Food should also be presented as
attractively aspossible on a suitable tray. Special diets, when
they are prescribed, must be strictly followed. If a weak  Figure 3.1 Moving a patient in
patient spillsfood or drink, use towels or sheeting to keep  bed —alwaysuse two helpers,

patient and bedding as clean as possble. If they have  who bend theirlegsnot their

difficulty in swallowing, soft food only should be given. backs.

The bed

The bed should be made up and the linen changed at regular intervals. Remember that creases
can be most uncomfortable and can cause bedsores. If the patient isgravely ill, incontinent or
likely to sweat excessively, use a waterproof sheet covered by a draw sheet acrossthe bottom
sheet.

If the patient hasafracture or findsthe weight of hisbedding to be uncomfortable, you can
support the bedding with one or more bed cradles. These can be improvised from a topless
wooden box by removing the two shorter (or longer) sides and then inverting it. The cradle
goesover the affected part of the patient and the bedding restson top of the cradle.

Patientswho cannot get up can have their bed linen changed by rolling them gentlyto one side
of the bed and untucking the used linen on the unoccupied side. It isthen rolled up and placed
against the patient. Clean linen isthen tucked under the mattressand itsouter edge rolled up
and placed beside the roll of used linen. The patient can then be very gently rolled over to the
clean side of the bed and the job completed. The same technique can be applied, but on an end
to end basis, for patientswho have to be nursed in a seated position. If the patient istold what
you are doing, asyou do it, he will know what to expect and will probably co-operate asfar as
hecan.Afreshened bedisacomfort to most sick people. Bed making and changing an occupied
bed requirestwo people; it iseasier if the bed can be in the centre of the cabin. (Figure 3.1).



Bed sores

Anyone in bed is constantly prone to bed sores (pressure
sores) unless preventative action is taken. Unconscious
patients and the incontinent are at risk of bed sores.
Frequent change of posture, day and night, with,in the case
of the incontinent, thorough washing and drying will be
required.

Prevention of pressure soresbeginsby making the person
comfortable in bed. Choose a good mattress, keep the
sheetstaut and smooth. Keep the skin clean and dry. Turning
should be done by two or preferably more people. Begin by
lifting the person up alittle from the bed. Then roll him over
slowly and gently.

Figure 3.2 shows the sites on the body where pressure
sores may occur. Pillows and other padding can be used to
relieve pressure as indicated in the Figure. Wash pressure
areasgently and, when dry, dust lightly with talc.

Pressure sitesin different positionsin bed

TN

Figure 3.2 Pressure sitesin bed.
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Figure 3.3 Paralysed patient.
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Arrangement of
five pillows.

Patient may be further helped by a cushion under the knee
joint and one at hisfeet

Padding can also go
under knee joint and
just abovethe ankle

Figure 3.4 Paralysed patient supported in bed (side
view).

If possible Place fingers Thiscan be aplank,
bend wrist gently around bed head or wall etc.
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\
— &
)

Roll of bandage or other
absorbent material, about 4 cms
in diameter, for an adult male
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mattressand foot
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Wrist roll

Figure 3.5 Two aidesfor paralysed patients.



58

THE SHIP CAPTAIN'SMEDICAL GUIDE

Incontinence

Incontinence (urinary and/or faecal) may occur with conscious or unconscious patients. It is
acutely embarrassing to conscious patientsand they should be re-assured. They must be kept
clean. Check the patient frequently.

Collect together all the things which will be necessary to leave the patient in a clean, dry
condition,i.e.:

m soap and warm water;

m toilet paper, cotton wool;

= towels;

= talcum powder;

m clean bed linen;

= achange of clothing/pyjamas;

m aplasticbag for soiled tissues;

m aplasticbag for foul linen/clothing.

Clean up with toilet paper. Then wash the soiled areaswith cotton wool, soap and water. When
the patient has been cleaned, dry him thoroughly by patting. Then dust lightly with talcum
powder and remake the bed with clean linen.

If the patient can walk about it may help to assist him into abath or shower for cleaning up.
If amale patient isincontinent of urine place hispenisin aurine bottle.

Bodily functions of bed patients

Where the condition of the patient warrants, and if the toilet or a suitable commode is
available, it isalwaysbetter to use these facilities. Privacy isimportant. The attendant should
remain within hearing. Very ill patients may require support or assistance with the bed-pan.
Appliances must be emptied immediately and thoroughly cleaned and disinfected. All faeces,
urine, vomit, or sputum, should be inspected and a record kept of the amount, colour,
consistency, and smell;in someinstancesit may be necessary to retain samplesor to make tests.

Bowel movement inillness

This often worries people. There isno need for the bowelsto move every day, nor may it be
unhealthy if the bowelsdo not move for a week and the person feelsperfectly well. In iliness,
food intake isoften restricted and, on the basis of lessin, lessout, bowel motionswill not be
expected to follow their normal pattern and will probably become lessfrequent.

Examination of faeces

The bowel habits of patients vary in frequency and character so it isimportant to establish
what isnormal for each patient before drawing conclusionsfrom an inspection of the faeces.
Constipation should be avoided asthiscan be very uncomfortable for the patient.

Abnormalities

Common abnormalitiesto be looked for are blood, pus, slime (mucus), diminished bile pigment
content,and worms.

Blood. Black, tarry faeces either formed or fluid but always of offensive odour, indicate
bleeding from the stomach or high up in the intestines. The blood has been altered by the
digestive process(known asmalaena)

Bright red blood suggests an abnormal condition of the lower bowel, rectum or anus.
Haemorrhoids(piles) are the most common cause of thistype of bleeding but such casesshould
bereferred to adoctor, when convenient, to exclude more seriouscauses.

Simy faecesoccur mainly in acute or chronicinfectionsof the large bowel, but irritation of the
bowel lining from any cause can also produce excessmucus.
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Bile pigment. Pale, putty-coloured faeces caused by a diminished bile content are associated
with some liver, pancreasor gall bladder diseases.

Thread wormslook like white threads0.5to 1 cm in length which can often be seen wriggling
about in recently passed faeces.

Round wormsresemble earth wormsmeasuring 15to 20 cm in length and can similarly be seen
in recently passed faeces.

Tape worms, the longest of the different varietiescan measure 15 metresin length. The body is
segmented and flat. Short lengthsmay break off and be passed in the faeces. The full length is
seen only when passed after effective treatment which should be under medical supervision.

Effect of certain diseases

Acute bacillary dysentery. In severe casesup to thirty bowel actionsin 24 hoursmay occur with
much sime and blood in the faeces.

Amoebic dysentery. There is often a long history of passing bulky, offensive faeces streaked
with blood and mucus.

Cholera. Diarrhoea is frequent and profuse. In severe cases quarts of odourless, watery fluid
containing shredsof mucus, the so-called rice water motion, are passed daily.

Typhoid (Enteric). Constipation during the first week may be followed by frequent diarrhoea
resembling pea soup.

Testing the urine

In certain ilinesses, the urine isfound to contain abnormal constituentswhen the appropriate
testsare performed. The testswhich are described in thissection may help you to differentiate
between oneillnessand another if you are in doubt about the diagnosis.

The urine should alwaysbe tested:

= if any personisill enough to be confined to bed;
m if the symptomsare suggestive of an abdominal complaint;

m if the symptomsare suggestive of disease of the urinary system, e.g. pain on passing urine;
or
= if thereissometrouble of the genital area.

Alltestsmust be made on an uncontaminated specimen. In males, if thereisany discharge from
the penisor from behind the foreskin, or in femalesif thereisavaginal discharge, the genitalia
should be washed with soap and water and dried on a paper towel or tissue before passing
urine.

Urine glasses or other collecting vessels should be washed with detergent solution or with
soap and water and must be rinsed at least three timesin fresh water to remove all traces of
detergent or of soap. False positive resultsto the testswill be given if these precautionsare not
taken.

Examine and test the urine immediately after it hasbeen passed asfalse resultsmay occur if
staleurineistested.

First examine the appearance of the urine. Hold the urine glasstowardsa source of light so
that the light shinesthrough it. Note the colour and whether the urine iscrystal clear, slightly
cloudy or definitely hazy (turbid). Note any odour present such asacetone or ammonia. A fishy
smell isoften found in urinary infections.

Normal urine variesfrom a pale straw to quite a dark yellow colour. In concentrated urine it
becomesbrownish in colour. Orange or ‘smoky’ coloured urine isusually due to blood in small
amounts. Greater quantitiesof blood turn the urine red and cloudy and small clotsmay be seen.
The urine may be the colour of strong tea or even dlightly greenish in persons who are
jaundiced. Persistent cloudiness is usually due to protein in the urine and can be found in
urinary infections.

Test reagents

Smple and reliable Stick testsare available in the medical storesfor urine testing —for sugar,
ketones, blood and protein, either asseparate sticksor a single multi-reagent stick.
Thereagent isattached to the plasticstick which isdipped into the urine.
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The testsshould be donein the following way.
m remove atest strip from itscontainer. Do not touch the test end with your fingers.

m replace the cap of the container at once and screw it on firmly; otherwise the remaining
stripswill become useless.

m dipthetest endinto the urine briefly and shake off any excess.

m read off any colour changein the test areaby comparing it with the standard colourson
the container at the specified times.

m make anote of the date, time and the result of the test in the patient’snotes.

NOTE: Urine should be free from blood, sugar and protein. However in some young healthy
persons, protein may be found on testing their urine when they are up and about during the
day, but it should not occur in a ‘first morning’ specimen passed after a night in bed. Where
proteinisfoundin ayoung person’surine, the patient should empty hisbladder before he goes
to bed and a specimen should be passed immediately on rising in the morning. If there isno
protein in thisspecimen, the presence of protein in other specimenstaken during the day isof
no significance. A similar condition can arise with sugar, but there isno test available on board
which can differentiate thisfrom diabetes. If sugarispresent in the urine, the patient should be
treated asa diabeticuntil proved otherwise.

Examination of vomited matter

Alwaysinspect any vomited matter, because it may be helpful in arriving at adiagnosis. Note its
colour, consistency, odour and approximate amount.

In cases of suspected poisoning, vomited matter should be put in a suitable receptacle,
covered with an airtight lid. It should then be labelled and stored in a cool place to be available
at any subsequent investigation.

Vomit may contain:

m Partly digested food.
m Bile causing the vomit to be yellow or yellow-green in colour.

m Blood. Thismay indicate the presence of a gastriculcer or growth in the stomach, but it
may also occur after severe straining from retching, asin seasickness, or asa complication
of enlargement of the liver. The blood may be dark in colour, and resemble ‘coffee grounds’
if it hasbeen retained in the stomach for any length of time. See also ‘Note’ in Section on
sputum below.

m Faecal material. A watery brown fluid with the odour of faecesmay be found in advanced
casesof intestinal obstruction when thereisareverse flow of the intestinal contents.

Examination of sputum

The quantity and type of any sputum should be noted, and the presence of any blood in it
should alwaysbe particularly recorded.

m clear and slimy sputum suggestschronicbronchitis.

m thick yellow or green colour suggestsacute or chronicrespiratoryillnes..

m rust colour isdueto the presence of small quantitiesof blood and may occur in pneumonia.
m frothy sputum ischaracteristicof pulmonary oedema and can be white or pink in colour.

m frothybright red sputum isassociated with lung injury.

NOTE: Remember alwaysin suspected cases of spitting blood (and also of vomiting blood) to
inspect carefully the mouth and throat in a good light, and make the patient blow hisnose.
Coughing and vomiting blood are not common conditions, whereas slight bleeding from the
gumsand noseis, and an anxiousand nervouspatient may easily mislead the unwary.
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Breathing difficulties

Patientswho have difficulty in breathing will be most comfortable half sitting up, either lying
back or leaning forward with their forearmsand elbowssupported on abed-table with pillows.

Fuid balance

The body has self-regulating mechanismsto maintain a normal balance between fluid in and
fluid out.

Fluid in
Inahealthyindividual, the average daily intake of the fluidsfrom food and drink isabout 2.5 litres.
In temperate climatesit ispossible to manage for a short time on aslittle as 1 litre (just under

2 pints). In hot climateswhere there isa large fluid lossthrough sweating, an intake of 6 litres
per day may be necessary.

Fluid out

Body fluid islost through unseen perspiration, the breath, the urine and the faeces. At least
2.5litresof fluid will be lost aday asfollows, in a healthy individual.

Litres
Unseen perspiration 0.5
Breath 0.4
Urine 1.5
Faeces 0.1

25

To this figure must be added any loss through obvious sweating. This can be high in hot
climates.

Measuring fluid imbalance

In any illnesswhere fluid balance islikely to be a problem, eg. where diarrhoea and vomiting
are a feature, a fluid chart recording the amount of fluid in and fluid out should be started at
once asan aid to you and to the radio medical doctor. The quantity of fluid in and the fluid out
should be added up separately every 12 hoursand the totalscompared. The information in the
final column of the record should include asmuch detail aspossible including, where relevant,
theduration and theintensity of the fluid loss(e.g. very sweaty for one hour). It will normally be
translatable into specificquantitiesonly by adoctor to whom it will be useful.

A normal fluid balance can generally be assumed if the fluid out by way of urine and vomit
plus1to 15litresequalsthe fluidin.

Excessive loss of fluid (dehydration)

Dehydration may occur in any patient sweating profusely or suffering from diarrhoea,
vomiting, blood lossor burnsof areasexceeding about 10% of the body surface. Uncontrolled
diabetes can also be a cause of dehydration. Diarrhoea and vomit both have a high fluid
content which should be measured or assessed asto the amount and the extent to which it is
liquid. Anyone who suffersfrom either or both will require a high fluid intake to maintain fluid
balance. Inillnesseswhere the fluid taken by mouth isvomited back it may be necessary to give
fluidsper rectum asit may also be for certain unconsciouspatients.

In these cases a fluid intake and output chart must be used. Sgns of dehydration include
excessive thirst, high temperature for a long time, dry skin, lack-lustre eyes, dry mouth, lips
and tongue, and dark concentrated urine passed infrequently, if in small quantities. Ask a
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dehydrated patient what he would like to drink and grant him any reasonable, non-alcoholic
request. Cool citricfruit juices, sweetened with sugar or glucose, are nourishing.

In conditions, such as heat illnesses, when salt is lost with the sweat, and cholera where
profuse diarrhoea occursand saltsare lost from the bowel, salt replacement isnecessary. Give
re-hydration solution or 1 level teaspoonful of common salt in /2 litre of water, at first in small
quantities, repeated frequently.

Giving fluids per rectum

To give fluidsper rectum, the patient should liedown on hisside with hisbuttocksraised ontwo

pillowsand you should passa lubricated catheter (26 Charriere or French gauge) through the

anus into the rectum for a distance of about 23 cm. The catheter can be lubricated with

petroleum jelly (Vaseline). Next, tape the end of the catheter to the skin with the end in a

convenient position to attach to a tube and drip set (Figure 3.4). Give 200 ml of water slowly

through the tube, taking about 10 to 15 minutesto drip the water in. Thisamount will usually

be retained. Leave the catheter in position and block its

end with a spigot, or small cork, or compression clip.
Givethepatient afurther 200 ml of water every 4 hours.

Thisshould give afluid intake of about 1,200 ml (1 litre) per

day. It isworth trying to increase the amount given on each /

occasion to 250 ml and to give this every 3 to 3'/2 hours, 4

particularly if the weather is warm and the patient is

sweating. However, if any overflow occurs the amount

given must be reduced. The rectum will not retain large

amountsof fluid and fluid must be retained in order to be

absorbed. Occasionally the rectum will not accept fluid

readily, especially if it is loaded with faeces. Smaller

quantities at more frequent intervals should be tried in

these cases. Careful observation will show whether the

fluid is being retained and whether or not the patient is

being rehydrated. Aim to give at least 1 litre of fluid per  Figure 3.6 Make-shift appliance

day if possible. for giving fluids per rectum.

Seriousmental illness

Certain guiding principles must be borne in mind when dealing with any patient who, in the
opinion of the Master, isof unsound mind.

Every such case should be considered to be, actually or potentially suicidal or homicidal. All
possible stepsmust therefore be taken to have a constant watch kept on the patient.

Should the Master deem it necessary to place the patient under supervision and/or restraint,
then the patient should if possible be housed in a single-berth cabin. The cabin should be
checked for safety to make sureit containsnothing that the patient might harm himself on, e.g.
mirrors, stoolsor chairs, plasticbagsor unprotected light bulbs. Supervision isnecessary when
water isused in the cabin.

Cutlery should only be allowed under strict supervision and it is advisable to use plastic or
paper crockery. No razors, matches or weapons such as knives should be left in the patient’s
possession. The patient should be encouraged to drink plenty of fluidsasthere isareal risk of
dehydration. The patient should be persuaded to undress and put on clothing that has no
pockets. A search can be made for potential weaponsor hidden medication. Braces, beltsand
cordsshould be removed.

A checklist of all the patient’s property should be recorded for future reference, to avoid
disputes.

The cabin door must be able to be firmly secured. The disturbed patient, however, may
become distressed if he knowsheislocked in. Care should be taken to make sure he cannot lock
himself in. Any port must be firmly secured and the key removed. It isuseful if there is safety
glassor window or ventilator in the door, so that the patient can be observed, especially before
entering the cabin. It is better for only one person to enter the cabin, but a second person
should be nearby in case assistance isrequired.
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The patient should be accompanied by two people if going out on
deck. Remember the ship’sside isalwaysvery near, and if the patient
doesgo over the side the livesof otherswill be at risk during the rescue
attempt.

Many of the patients may have delusions of persecution by their
shipmates. The person caring for the patient should be calm, polite
and firm, in an attempt to gain the patient’s co-operation and trust.
Restraint should not be used unlessabsolutely necessary, asthis could
aggravate and distress the patient even more. It is worthwhile
remembering that a Paraguard or Neil Robertson stretcher can act asa
useful restraint when dealing with a seriously disturbed patient.

Unconsciousnhess

Careful nursing of unconscious people is a demanding, difficult and
very important task. The survival and eventual condition of anyone
who isunconsciousdependsgreatly on your care, skill and attention.

The 3 MUSTSfor Unconscious Patients

= MUST have a clear airway;

m MUST be kept in the unconscious position;
= MUSTNEVERDbe left alone.

Keeping a clear airway is essential and requires the patient to be
kept in the unconscious position. A Guedel airway (Figure 3.5) can be
used. Any blood, vomit or other secretions from the mouth must be
mopped out or removed by the use of a sucker. Unconscious patients
must never be left alone in case they move, vomit, have afit or fall out
of their bed.

Airway insertion

An airway (Figure 3.5A) should be inserted if a patient isbreathing on
hisown but isdoing so with great difficulty. The function of the airway
isto ensure aclear passage between the lipsand the back of the throat.
Normally use size 4 for adult males, size 1 for small children, and size 3
for others.

First remove any denturesand suck or swab out any blood or vomit
which isin the mouth to get a clear airway. Then, with the head fully
back, slide the airway gently into the mouth with the outer curve of
the airway towardsthetongue. Thisoperation will be facilitated if the
airway iswetted (Figure 3.5B).

If you notice any attempt by the patient to gag, retch or vomit, it is
better not to proceed with the insertion of the airway. If necessary, try
again later to insert it.

Continueto didetheairwayin until the flange of the airway reaches
thelips. Now rotate the airway through 180°Cso that the outer curveis
upwardsto the roof of the mouth (Figure 3.5C).

Bring the jaw upwardsand push the airway in until the flange at the
end of the airway isoutside the teeth (or gums) and inside the lips.

Check that the casualty’s breath is coming through the airway.
Continueto keep the jawsupwardsand the head fully back so that the
airway will be held in place by the teeth or gumsand by itsshape.

As the patient regains consciousness, he will spit out the airway;
keep him in the unconsciousposition and under constant observation
until heisfully conscious. If he relapsesinto unconsciousnessit may be
necessary to re-insert the airway if hisbreathing isdifficult.

A Outer curve
Range

B Tongue

Head tilted fully back

=
>

Figure 3.7 The Guedel tube airway.
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Diagnosis of unconsciousness

Assoon asthe patient hasbeen put to bed in the unconsciousposition, assessthe circumstances
leading to the incident of unconsciousness. Find out all you can from any witness of the
occurrence and question close associateson the recent state of health of the patient.

Assess and treat any obvious cause such asa head injury. If patient isunconsciouswith an
injury assume neck is also injured. Otherwise, undress the patient taking care to maintain a
clear air passage during the process. Make a general head to toe examination of the patient.

Using the information you have collected and the results of your examination, consult the
table and try to identify the cause of the unconsciousness. The following may assist in
distinguishing between the main causes.

Fainting

A simplefaint will rarely cause difficulty. The patient hasusually recovered consciousnesswithin
several minutesand he will feel back to normal shortly without any after effects.

Brain concussion

Thisisusually caused by a direct blow on the head but, sometimesmay be caused by afall from
aheight even when there hasbeen no direct injury. It could vary in severity from feeling dazed
and shaky for a few minutesto, in very severe cases, unconsciousnesslasting for hoursor even
days.

Brain compression

Compression should be suspected if unconsciousness comes on gradually after a head injury,
or, if a casualty who has recovered consciousness after a head injury lapses again into
unconsciousness.

Epilepsy

The irregular jerking movements of the limbswill have stopped before the casualty hasbeen
taken to the ship’shospital. In a single fit these jerking movementswill not recur —the patient
usually hasa history of fits.

Stroke

The presence of paralysisof alimb or limbson one side of the body should, in the absence of a
head injury, point to thiscause.

Alcohol abuse

The history obtained from witnessesor close associateswill give an indication of the amount of
alcohol consumed.

Although acasualty’sbreath may smell of alcohol, hisunconsciousnessmay not be caused by it.
He may for example have sustained a head injury in afall when drunk.

Diabeticcoma

Thereisusually a history of the casualty feeling unwell for two or three daysbefore the onset
of unconsciousness.
The characteristicsmell of the breath isvery helpful.
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The general management of an unconscious patient

Make sure that an unconscious patient cannot injure himself further. Some unconscious and
semi-conscious patientscan be quite violent, or can move about suddenly, so ensure that they
cannot fall onto the floor or hit themselvesagainst any hard edge or surface. A bed with sides
will probably be the safest place. Do not put pillowsor other padding where the patient might
suffocate. Remove any jewellery —ringsand earringsin particular.

The person must be turned from one side to the other at least every 3 hoursto prevent
bedsores, thisrequires2 people. Turn the patient gently and roll him smoothly from one side to
the other. The head must alwaysbe kept back with a chin-up position when actually turning,
and at no time must the head be allowed to bend forwardswith the chin sagging. Thisisboth
to help to keep aclear airway and to prevent neck injuries. If you suspect a broken jaw or that
the person hasfallen from a height and may have a neck or spine injury, you should be extra
specially careful during turning.

Check the breathing and that the Guedel airway is securely in place as soon as you have
turned the person.

Make sure that all jointsare neither fully straight nor fully bent. Ideally they should all be
kept in mid-position. Place pillows under and between the bent knees and between the feet
and ankles. Use a bed-cage (a large stiff box will make a good improvised cage) to keep the
bedclothesfrom pressing on the feet and ankles. Check that elbows, wristsand fingersarein a
relaxed mid-position after turning. Do not pull, strain or stretch any joint at any time. Make
quite sure that the eyelids are closed and that they remain closed at all times, otherwise
preventable damage to the eyeball can easily occur. Irrigate the eyesevery 2 hoursby opening
the lids slightly and dripping some saline solution gently into the corner of each eye in such a
way that the saline will run across each eye and drain from the other corner. A saline solution
can be made by dissolving one level teaspoonful of salt in '/2litre of boiled water which hasbeen
allowed to cool.

After 12 hoursof unconsciousnessfurther problemswill arise. Unconscious people must be
given nothing by mouth in case it chokesthem. However, after 12 hours of unconsciousness
fluid will have to be given, particularly in hot climates and/or if the patient is obviously
sweating. Because fluids cannot be given by mouth the fluid should be given per rectum. An
input/output chart will be necessary and the instructions given under fluid balance should be
followed. The mouth, cheeks, tongue and teeth should be moistened every 3to 4 hoursusing a
small swab moistened with glycerine of thymol. Carry out mouth care every time the person is
turned.

After 48 hoursof unconsciousness move each limb joint at least once a day providing other
considerationssuch asfracture do not prevent this. They should be moved very gently in such a
way asto put each joint through afull range of movement. Do the job systematically. Begin on
the side of the patient which ismost accessible. Sart with the fingersand thumb, then move the
wrist, the elbow and the shoulder. Now move the toes, the foot and the ankle. Then bend the
knee and move the hip around. Next, turn the patient, if necessary, with the help of another
person, and move the jointson the other side.

Remember that unconscious patients may be very relaxed and floppy —so do not let go of
their limbsuntil you have placed the limb safely back on the bed. Hold the limbsfirmly but not
tightly and do everything slowly and with the utmost gentleness. Take your time in moving
each joint fully before going on to the next.
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Injections

Injections are used when rapid absorption is desired, or
when the patient cannot or will not swallow a drug, or is
vomiting, or the action of the medication would be
destroyed by secretionsof the stomach or intestine. They
can be given under the skin or into a muscle. Before a
patient isgiven an injection he should be asked whether
heisallergicto it. If a patient isunconsciousyou will not
be able to ask about allergies.

Subcutaneous (under the skin)

The site of subcutaneousinjectionsisthe fleshy part of the
outer arm just below the shoulder. To make the injection,
the skin should be grasped between the thumb and
forefinger, and the injection is made by inserting the
needle 1 cm under the skin surface (Figure 3.7). The
maximum effect of the injection usually occursin about 30
minutes.

Intramuscular (into a muscle)

Medications injected intramuscularly are absorbed more
quickly than those given subcutaneously. A maximum
effect isobtained in about 15 minutes.

Only two sites are recommended for intramuscular
injections. These are the outer side of the middle third of
the thigh and the upper outer quarter of the buttock.
Great care must be taken to give the injection exactly into
the correct site to avoid bone, nervesetc. (Figures 3.8 and
3.9).

If it isimpossible to use either of the above sitesuse the
deltoid muscle (upper outer third of the arm) taking care
not to hit thebone (Figure 3.10).

Give the injection at right anglesto the skin and insert
the needle for about 3 centimetres(Figure 3.11).

If you have to give more than one injection, the others
must be confined to the areasshown in the Figuresbut try
and alternate between the four sites.

Filling a syringe

Drugsforinjection are supplied in either rubber capped
vials or in glass ampoules. The name and strength and
expiry date of thedrug isalwaysmarked on the vial. Check
this carefully, using a magnifying glass if necessary. If no
name isvisible or it isindecipherable, that vial should be
discarded.

Glass ampoules (Figure 3.14(a)) have a coloured
band round the neck at which the top of the ampoule will
break off cleanly —use a tissue to break. The rubber cap
(Figure 3.14(b)) of the other type of vial is held on by a
metal cap. A small tear-off seal may have to be removed
before the rubber becomesvisible. The tear-off seal should
not be removed before the drug isrequired.

Plastic syringes are supplied either with needles
attached or with the needles in separate plastic
containers. These pre-sterilised syringes and needles are
disposable and must be used once only.

Figure 3.8 Administering a
subcutaneousinjection.

Figure 3.9 Subcutaneousinjection -
note the very low angle of entry.

Figure 3.10 Administering an intra-
muscular injection into the thigh.

Upper outer
quadrant

N\

iaticnerve

Figure 3.11 Administering an intra-
muscular injection into the buttock —
note:injectionsinto the sciaticnerve
can have drastic consequences.

_—

/ =

Figure 3.12
Administration
of anintra-

/ muscular
injection into
the deltoid
muscle.
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Figure 3.14 Drug vials
(a) aglassampoule,
(b) arubber-capped vial.

Figure 3.13 Holding

the syringe for an intra-
muscular injection. Hold
the syringe like a dart.
Plunge it into a depth
of 2 cms(¥sinch).

Figure 3.16
Expelling air, and

abead of the drug.

Figure 3.15 Drawing
liquid from a glass
ampouleintoa
syringe.

Figure 3.18
Withdrawing the
dissolved penicillin
from the vial.

Figure 3.17 Injecting
sterile water into
a vial containing
powdered penicillin.
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Before giving an injection, prepare:

m Thecorrect drug in itscontainer, either an ampoule or arubber capped vial.
m Adisposable syringe and needle.

= Antisepticswab.

Wash your handsthoroughly.

Take the glassampoule and check that the name, dose and expiry date on the vial isthat of the
drug which you want to give. Ensure that all the liquid isin the ampoule below the neck by
gently tapping the neck region with afinger.

Wrap the ampoule in a swab and gently and firmly break off the top. Make sure that you
point the ampoule away from your eyes.

Set the ampoule down and open the syringe following the direction on the package.
Remove the syringe and needle, leave the needle cover on until you are ready to use it. If the
needle is separate, open the needle case first, leave the needle in the case. Next open the
syringe packet and insert the syringe into the needle pressing it down firmly. The needle can
then be removed from its sheath. Do not touch the needle shaft at any time. The ampoule is
then held in one hand and the syringe and needle in the other. Sightly tilt the ampoule, insert
the needle without touching the glassat the opening and draw the liquid into the barrel of the
syringe by gently pulling on the plunger. Be careful that you do not push the tip of the needle
ontothebottom of theampoule. Thiswill blunt the needle and make the injection difficult and
painful (Figure 3.15).

When the ampouleisempty, withdraw the needle and point it upwards. Tap the barrel of the
syringeto ensure that all air comesup to the surface of the liquid, then pressthe plunger gently
to expel the air. A small bead of liquid will appear at the tip of the needle when thishasbeen
accomplished. If it isnecessary to give lessthan the full dose, keep on pressing the plunger until
therequired volumeregisterson the scale on the barrel (Figure 3.16).

Penicillin in pow der

To reconstitute benzylpenicillin 600 mg you will also require a 2 ml ampoule of water for
injection.

Prepare a syringe asin the section above, leaving the cover on the needle.

Open an ampoule of the water and, removing the cover from the needle, draw up all the
water into the syringe. Replace the cover until you have swabbed the rubber cap of the
penicillin vial/bottle with antiseptic swab; then insert the needle through the rubber cap, and
depressthe plunger to inject the water onto the penicillin (Figure 3.17).

Withdraw the needle, replace the needle cover over it and lay the syringe and needle on the
clean towel in a safe place.

Gently shake the vial so that the penicillin isdissolved in the water. Re-swab the rubber cap,
allow the spirit to dry, insert the needle just through the rubber cap and invert the vial. The
penicillin can now be withdrawn from the vial into the syringe. Then go through the procedure
described above to get rid of the air before proceeding with the injection (Figure 3.16).

NOTES:

If you need to give only 300 mg of benzylpencillin, reconstitute 600 mg asabove and draw-up 1 ml
forimmediate use: the balance can be stored for up to 12 hoursin the non-freezing section of a
refrigerator. (1 ampoule for 1 patient)

Giving the injection

Before giving the injection cleanse the skin with antiseptic swab. Then plunge the needle into
the site selected in accordance with the advice given above. Draw back the plunger and look for
blood coming into the syringe from ablood vessel. Do not inject if blood comesin, but partially
withdraw the needle and reinsert it at adifferent angle, draw back the plunger and check again
for blood.

If no blood appears, give the injection sowly. Then remove the needle and massage the area
gently. Safe disposal of needle and syringe isimportant to avoid sharpsinjuriesto you and
others. Do not re-sheath aneedleswhich hasbeen used to give an injection.



Thischapterisabout the care and treatment, after first-aid, of a
casualtywho hasbeen moved to the ship’shospital or to hisown
cabin, ie.thedefinitive treatment of injuriessustained onboard.

Cleanliness and sterilising.

To prevent infection in wounds, burnsand other conditions,
all dressings and instruments should be sterile. Dressings
should be supplied pre-packed and sterilised. There are two
waysof obtaining sterile instruments:

m Theinstrumentsor equipment can be obtained in
pre-packed sterilised containers. Such instrumentsare for
once-only use and are disposable. Disposable equipment
isvery convenient to use.

= Instruments, which are not disposable, should be
sterilised just before usein a steriliser or by boiling in
water for not lessthan 10 minutes, then allowed to cool.

Inusing any instrument, the patient, or ‘business, end of the
instrument must not touch anything before use and only the
operator should handlethe operator partsof theinstrument.

The attendant should similarly guard against infecting the
wound:

= Seevesshould be rolled-up.

m Hands, wristsand forearmsshould be thoroughly
washed, with soap and running water.

= Surgical latex (rubber) glovesshould be worn to protect
both the operator and the patient.

General Care of wounds
Classification of wounds

Woundsvary enormously in extent and depth, depending on
how they are caused. They can be classified asfollows:

= Abrasions(Grazes). These are often superficial and if
thoroughly cleaned and appropriately dressed usually
heal well.

= Incised wounds. These are caused by sharp implements,
such asknivesor glass, and may penetrate deeply to and
through underlying structures, such astendons, down to
bone. The wound edgesare generally healthy and heal
well if the edgesare carefully opposed.

m Lacerations. These are caused by blunt injury and involve
crushing or tearing of the wound edge. Thisresultsin
tissue damage or loss, and consequently carriesan
increased risk of infection.

m Puncture Wounds. These are not associated with great
tissue damage or lossbut carry a high risk of infection as
organismsor foreign material (e.g. dirt or bitsof clothing)
may be driven deep into the wound.

= Bites—human or animal. These are often acombination
of puncture and crush and carry an extremely high risk of
infection, and will usually require antibiotics.

m Degloving Wounds. e.g. tissue being torn from a finger

by aring. These injuriesinvolve lossof blood supply to the
tissue and require specialist attention.
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Wound Healing

There are many factorsthat can affect how well awound heals.

Factorsthat promote healing Factorsthat impede healing
Clean incised wound Ragged crushed wound edges
Fresh wound <6 hoursold Old wound >12 hoursold
Uncontaminated Contamination

No lossof tissue or blood supply Lossof tissue or blood supply
Scalp/face (good blood supply) Shin (poor blood supply)

Clean, incised, fresh woundswith no tissue lossand a good blood supply where the edgesare
held together will heal quickly and relatively painlessly. They will leave a minimal scar.

Wounds where there is a gap between the wound edges, either because of tissue loss or
because it isnot possible to close the wound completely will heal by growth of new tissue. This
processisslow, often associated by some discharge and may be painful. The resultant scar may
be unsightly or disabling.

Treatment of Wounds.
Before you start:

m Ensurethe casualty iscomfortable and isoffered painkillers.

Check fordamageto underlying structures. If awound ison alimb it isessential to check that
structures such asmajor blood vessels, nervesand tendonsare intact. It will not be possible to
repair them at thisstage but such injuriesshould be documented and attended to at the next
port. Injury to amajor blood vessel isusually obviousbecause of bleeding. Apply firm pressure
to thebleeding point and An area
of numbness beyond the injury may indicate nerve injury. Tendon injury will be indicated by
inability to move a digit. e.g. extend afinger.

Wash your hands and prepare materials and equipment required to clean, close (stitch if
necessary) and dressthe wound.

Spread a sterile paper towel over aconveniently located table and lay out the following:

m A sterile haemostaticclamp(e.g. Soencer Wellsforceps).

m A sterile pair of scissorsand a scalpel/scalpel blade.

m A pair of sterile dissecting forceps.

m Sufficient sterile gauze swabsto clean and mop the wound.

m Serile cleaning fluid, e.g. saline or antiseptic solution/wipes, in a suitable sterile container.
m Suture materialsor steristripsasnecessary.

m Adisposable razor if necessary.

m Asuitabledressing.

Ensure you have a container in which to place dirty or soiled dressingsto hand.
Remember to wear surgical gloves to prevent (a) contamination of the wound and (b)
exposure of yourself to the patient’sblood.

Preparation of the wound prior to closure.

If the patient isable, get them to wash the wound and surrounding area under the tap. Use
soap on undamaged skin. Next clean the wound then surrounding areathoroughly, with sterile
salineor water. If thewound isheavily contaminated with foreign material (grease etc.) then an
anti-septicsolution, may be used. If necessary use local anaestheticto infiltrate the wound (see
below) prior to gentle scrubbing with a sterile nailbrush.
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m Shaveor clip the edgesof the wound if necessary in order to see them clearly and to
prevent hair being caught in the wound when it isclosed. Do not shave eyebrows.

m Remove any particlesof dirt (wood, metal etc.) with the tissue forceps.

= Trim away any ragged edgesor dead tissue with scissorsor a scalpel blade, using local
anaestheticif necessary.

Local Anaesthetic

You should decide whether a local anaesthetic (L.A.) will be required. An L.A. should not be
necessary for the insertion of 1 or 2 simple stitches; indeed the application of the anaesthetic
may in such cases be more painful than the suturing. In more complicated cases it may be
desirable to infiltrate lignocaine hydrochloride 1%. Occasionally L.A. is required in order to
adequately clean awound prior to closure. (See MSN 1726 for dose.)

Bleeding.

Exerting firm, sustained pressure to the wound, with a gauze swab, for five minutesor so may
control bleeding. If there is pulsatile bleeding, that doesn’t stop with pressure, it may be
necessary to tie off asmall bleeding vessel. If the bleeding vessel can be seen, grasp the end with
the pointed tips of the Spencer Wells forceps and make sure the bleeding is controlled. Next
take alength of cat-gut and, holding the forcepsup, slip the ligature under the forcepsand tie
it off using asurgeon’sknot (see Figure 4.4) so asto encircle the end of the vessel. Now cut the
ligature endsshort, leaving enough only to ensure that the knot doesn’t slip. Then remove the
forcepsand inspect the wound to ensure the bleeding hasceased. WARNING! If the bleeding is
torrential or welling up from deep within the wound, and the bleeding point cannot be
identified do not grasp blindly with the forceps as you risk causing further damage. Apply
prolonged, firm pressure. If the bleeding isstill not controlled, GET RADIO MEDICAL ADVICE.

Wound Closure.

‘God heals, we just bring the edgestogether.’ A plasticsurgeon.
The purpose of closing awound issimply to oppose the edgesso healing can take place quickly.

Using adhesive skin closures. (a) (b)
(Steristrips)

In the case of superficial lacerations or
incised wounds, which nevertheless
need closing, it may be possible to hold
the edges together using steristrips.
These are narrow adhesive strips. Once
the wound is prepared for closure the

e . Superficial wound Apply Seristrip to one
steristripsshould be applied asfollows: side of the wound
n Make surethe wound edgesaredry
or the steristripswill not stick. ()] (d)
m Sickthestrip tothe skin on one side
of thewound up to, but not on the
wound edge.
= Pull the strip acrossthe wound so
that the edgesare brought
together.
= Then S“Ck'the_smp on the skin on Pull edgestogether and Complete closure
the opposite side of the wound. apply to other side with stripsasrequired

Repeat the processalong the length of ~ Figure 4.1 Butterfly closuresholding edges of wound
the wound until it isclosed (Figure 4.1).  together.
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Using Sutures.

Deep and gaping woundscannot be closed effectively using
steristripsalone. For these woundsyou will have to consider
whether suturing isappropriate.

DO NOT suture if you cannot bring together not only the
skin but also the deeper tissue. A ‘dead space’ will become
infected, cause the wound to fall apart, delay recovery and
may lead to the loss of the limb or even death (see Figure
4.2c). DO NOT SUTURE A WOUND THAT IS OVER 6 HOURS
OLD. WHEN IN DOUBT DO NOT SUTURE.

The circumstancesin which a suture should or should not
beinserted are shown in Figure 4.2.

When you decide that suturing is appropriate, you will
require the itemslisted above.

Suturesare supplied in sterile dry packsasa length of silk
or nylon thread already attached to a surgical, curved,
cutting needle. These should not be opened until all isready
for stitching to begin.

Then decide exactly what repair you intend to make. If the
cut islinear, for example, how many stitcheswill you need? If
the cut isstar-shaped, will one stitch to include the apices of
each skin flap be adequate?

Having decided upon the nature of the repair, open the
sterile pack and extract the needle with the haemostatic or
needle forceps. Hold the needle in the tips of the forceps
approximately two- thirdsthe way down from itspoint.

Grasp the edge of the wound furthest from you with the
toothed forceps, then with afirm sharp stab drive the needle
through the whole thicknessof the skin at least 0.6 cm from
itsedge. Then grasp the skin on theimmediate opposite side
of thewound with the toothed forcepsand drive the needle
upwards through the whole thickness of the skin so that it
emerges at least 0.6 cm from the wound edge (Figure 4.3).
Make sure the depth of the suture isthe same on both sides
of the wound, or you will create a step on the surface . Now
cut sufficient thread off the main length to tie a surgeon’s
knot with sufficient tension exerted (and no more) to bring
the cut edgesof the skin together. If the wound isdeep and
cleaninsert the needledeeplyinto the underlying tissue so as
to draw it and the skin together. Insert further stitches as

(a)

Kin — EE—
Flesh o o -
Blood
vessel © o
(b)

< (e]

o
O o

(©)
Dead
space

WoundsC and D should not be

stitched
Figure 4.2
One strand
silk thread
Toothed
dissecting
forceps
Spencer Wells
forceps

__——

==

Figure 4.3 Stitching a wound.

required at intervals of not lessthan 1 cm. After tying, cut off the ends of the knots, leaving
about 1 cm of thread free to facilitate later removal of the stitches (Figure 4.3). If the cut edges
of the skin tend to curve inwardsinto the wound, correct with toothed forceps (Figures4.2, 4.3
and 4.5). As soon asthe stitching is completed, clean the whole area with sterile saline, and

apply a sterile occlusive dressing. Dispose of sharpssafely.

If you have a difficult, deep and tense wound to close use a mattress suture (Figure 4.6).
A mattress suture ensures that you bring together the edges of the wound not just on the

surface but throughout itsdepth and length.

Deep and gaping woundsthat cannot be sutured (Figure 4.2(d))

If the wound isto be allowed to heal without suturing, lightly dress the wound with sterile
paraffin gauze. Then place about three layers of sterile gauze over this and make fast with
bandages. Re-dressthe wound on alternate daysuntil it ishealed. If the wound ison alimb, it

should be elevated to encourage draining and reduce swelling.



Wound Infection.

A greater or lesser degree of infection of the wound is
inevitable after injury. This means that there will be a
certain amount of fluid from the damaged and inflamed
tissues, which should be allowed to escape. Remember this
when inserting stitches; do not put them so close together
that it isimpossible for pusto discharge if it forms. Also,
when inspecting a wound after stitching, look closely to
see if there isswelling or tension on a stitch in any part of
the wound, indicating the formation of pus within the
wound. If there is, remove the stitch and allow free
drainage of the wound.

Antibiotics?

Consider whether antibiotic therapy is necessary. Smple
sutured wounds and superficial packed wounds should not
require antibiotics. In other cases, and especially with deep
wounds involving damage to muscles, start the antibiotic
treatment. When in doubt, give antibiotics.

Tetanus.

Check whether the casualty has had a tetanus injection
within the last 10 years. If not, give 0.5ml tetanus vaccine
by intra-muscular injection. This injection should be noted
in the casualty’s records and you should also ensure that
he understandsthat he hasbeen given atetanusinjection.

Removal of stitches.

Oncethewound hashealed the stitchescan be removed and
asimpledressing worn until healing iscomplete. Remember
that some woundstake longer to heal than others. Unless
otherwise stated most sutures can be removed after one
week.

The removal of stitchesisa simple and painlessoperation
if carried out gently. Clean the area with sterile saline. Grasp
one of the ends of the stitch with sterile forceps and lift it
up, so asto be able to insert the pointed blade of sterile
scissorsimmediately under the knot. Cut the stitch level with
the skin and by gently pulling with the forcepswithdraw it
(Figure 4.8).

Site of Wound Remove suturesafter:
Face 4-6days

Scalp 5-7 days

Upper limbs 7 days

Lower limbs 8-10days

Back 10-12days

Over ajoint (e.g. elbow, knee) 12-14 days
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Thislieson
one side of,
and not over,
thewound

Figure 4.4 Surgeon’sknot.

o
Stitchesshould be inserted by using
curved ‘cutting needle’ so that each
completed stitch is‘round’.

Figure 4.5 Cross section of
stitched wound.
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Figure 4.6 A Mattresssuture.
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Figure 4.7 Stitched lip.

Figure 4.8 Removing a stitch.
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Internal injuries

The site of each major internal organ isshown in Annex Il. If you suspect any organ isdamaged,
always start a 10 minute pulse chart so that internal bleeding can be recognised as soon as
possible by arising pulse rate. If the pulse rate isor becomeshigh (>100 beatsper minute) GET
RADIO MEDICAL ADVICE.

Restlessnessisoften a sign of internal bleeding —so all patientswho are restlessafter injury
need careful watching.

If the patient isrestlessbecause of great pain, and other injuries permit (not head or chest
injuries), give morphine. Thiswill control the pain, help to keep the patient calm and quiet, and
thusdiminish bleeding by rest.

Injury to the abdomen with protrusion of gut.
GET RADIO MEDICAL ADVICE. This injury requires hospital treatment ashore at the earliest
moment. Until then, put the patient to bed lying on hisback with hiskneesdrawn up to relax
the abdomen. No attempt should be made to push intestinesback into the abdomen. Exposed
intestines (gut) should be covered with a clean, non-fluffy very damp bed sheet. The covering
should be kept damp with cooled boiled water and should be held on loosely by a binder.
Alternatively the intestinescould be loosely wrapped in cling-film. Nothing should be given by
mouth. If the patient cannot be taken off the ship within about 12 hours, fluid should be given
viatherectal route.

Keep the patient warm, give morphine to keep the patient pain-free at rest and start
antibioticsuntil he can be taken off the ship.

Head injuries

The majority of head injuriesare not serious. However, all but the most superficial head injuries
are potentially dangerous. Careful examination istherefore essential.

In the first instance, the aim of examination is to distinguish whether the patient has
sustained, or isat risk of, abrain injury.

The characteristicsign of brain injury isalteration in the level of consciousness.

Assessment of the Head Injured Patient
History

If the patient isconsciousthey are usually able to tell you what happened. For patientswho are
unconsciousit isessential to get asmuch detail of what happened from other crew members,
particularly whether the patient’slevel of consciousnesshaschanged since the injury occurred.

Examination

There are three key indicatorsof brain injury.
m Level of consciousness,

m pupil size and reaction to light, and

m signsof paralysisdown one side of the body.

Level of consciousness(LO.C.)

After ensuring that the casualty’s airway is clear and he is breathing adequately, your first
priority isto establish the patient’sL.O.C. Thiscan be done simply and quickly using the A.V.PU.
score, detailed below, or the Glasgow Coma Scale (GCS) if you are familiar with it.

1. Isthe patient Alert (talking sensibly etc.)?

2.If not doesherespond to Verbal stimuli (i.e. your voice)?

3.If not doesherespond to Pain (e.g. Firm pressure on afingernail with apen)?
4. Oristhe patient Unresponsive?

This is the most important indication of brain injury, and if the patient’s L.O.C. is
deteriorating, following a head injury GET RADIO MEDICAL ADVICE, YOUR PATIENT REQUIRES
URGENT TRANSFERTO HOSPITAL.
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Pupil Response
= Arethepupilsequal in size?
m Do they constrict (get smaller) when alight isshone into them?

The pupils should be the same size and constrict quickly and equally when a bright light is
shoneintothem. Some people alwayshave unequal pupils, however, in an unconsciouspatient,
following a significant head injury, a pupil that is widely dilated and unreactive to light

probably indicatesa serious, life threatening brain injury. GET RADIO MEDICAL ADVICE YOUR
PATIENT REQUIRES URGENT TRANSFER TO HOSPITAL.

Signs of Paralysis dow n one side of the body Blooddlot

exerting
pressure
on brain

Isthe patient moving one side of his body more than the
other? You may have to inflict a painful stimulus, like
pressure on a fingernail, to get an unconscious patient to
move. Unilateral paralysis may indicate that a blood clot is
forming in the skull and putting pressure on the brain
(Figure 4.9a). Under these circumstances, GET RADIO
MEDICAL ADVICE YOUR PATIENT REQUIRES URGENT
TRANSFERTO HOSPITAL.

Spinal

cord

Care of the Unconscious Head Injured Patient

It is essential that you do not allow the patient to come to Figure 4.9a Compression of the
any further harm. brain.

Move the patient to a safe environment, place him in the
recovery position and ensurethat hisairway isclear and he isbreathing adequately. If necessary,
assisted respiration or artificial respiration should be given. He must be kept constantly under
observation in case he should vomit, have fitsor become restlessand throw himself out of the
unconscious position. The observation should be maintained when consciousness returnsin
case he lapsesinto coma once again.

Caution! Injuriesto the neck are often associated with severe head injuries, so every care
should be taken to minimise movement of the neck, and a neck collar, if available, should be
fitted to the patient.

Once the patient isin a safe environment, GET RADIO MEDICAL ADVICE and continue to
monitor the patientsbreathing pulse and level of consciousness.

Other Signs of SeriousHead Injury
Skull Fractures

A skull fractureindicatesthat the patient hassustained asignificant head injury. In severeinjury
adepressed fracture may be apparent on careful examination. There isadepression in the skull
and sometimes, bony fragmentsmay be present in the wound (Figure 4.9b). Linear fracturesof
the sidesor top of the skull (the vault) are lessobviousand normally only diagnosed on x-rays.
However, they are occasionally seen or felt at the base of a head wound. Base of skull fractures
aretheresult of indirect force which istransmitted to the base of the skull from aheavy blow to
thevault, from blowsto theface or jaw or when the casualty fallsfrom aheight and landson his
feet. They can be diagnosed by deduction from the history of injury and certain examination
findings.

1. CSF(cerebro-spinal fluid) leakage from the earsor nose.
Thisfluid normally circulatesaround the brain and spinal
cord, cushioning them from injury. It appearsas
bloodstained or sticky clear fluid that tricklesfrom the
ear or dripsfrom the nose.

2. ‘Panda Eyes Bleeding from abase of skull fracture ends
up appearing around both eyesgiving the patient two Figure 4.9b Depressed skull
black eyes. fracture with brain compression.



76

THE SHIP CAPTAIN'SMEDICAL GUIDE

There islittle you can do about the skull fracture itself. If you suspect a depressed fracture,
suturing any laceration should control bleeding.

An open wound needsto be covered to prevent infection. However DO NOT poke around in
scalp wounds, pressover the wound, or try to remove fragmentsof bone from scalp wounds.

Using scissors, trim the hair around the wound then shave the scalp with a disposable razor
so that the edgesof the wound can be seen clearly. Carefully clean the wound and surrounding
scalp by irrigating the area with sterile saline or boiled, cooled water. Dry the scalp then suture
the laceration with silk, and cover thiswith sterile swabsbefore bandaging. Hair should not be
allowed to enter the wound. Give benzyl penicillin 600 mg intramuscularly, followed by oral
antibiotic treatment. If the casualty is unconscious, continue to give benzyl penicillin 600 mg
intramuscularly every 6 hours. If allergy developsread the section on allergy and GET RADIO
MEDICALADVICE.

Fitsor Convulsions

Fitsmay occur after a head injury. If the movementsare violent, do not attempt to restrain the
casualty by the use of excessive force. It isonly necessary to prevent him from causing further
injury to himself. If the fit continuesfor more than a minute give diazepam 5mg rectally. If this
dose failsto control the fit, give a further 5mg after 34 minutes and GET RADIO MEDICAL
ADVICE YOURPATIENT REQUIRES URGENT TRANSFER TO HOSPITAL

Headaches

Headachesare common after all typesof head injury, even when trivial. However, they usually
subside over the daysfollowing the injury. A headache becomes concerning if it increasesin
severity and particularly if it isassociated with the onset of drowsiness, confusion or vomiting.
Under these circumstances GET RADIO MEDICAL ADVICE.

Vomiting

Oneortwo episodesof vomiting following ahead injury isrelatively common and not cause for
concern. Persistent ‘effortless’ vomiting, however, may be an indication of increasing pressure
within the skull caused by an enlarging blood clot. When associated with increasing headache,
drowsiness or confusion, this should be taken seriously and you should GET RADIO MEDICAL
ADVICE.

Communication

When communicating with a medical advisor on the ship’sradio it isessential that clear, concise
information is conveyed. You should report using the format in Chapter 13 including
particularly:

m Areport of the patient’sABCstatus. A=Airway Isthe patient maintaining a clear airway
(Noisy breathing indicatesa partially obstructed airway.) A clear airway should be maintained
at all times. B=Breathing Isthe casualty breathing adequately? What isthe respiratory rate
(breathsper minute)? C=Circulation What isthe pulse rate?Isthe pulse full or thready?

m Areport of the patient’slevel of consciousness (A.V.PU), pupilssize and reaction, and signs
of paralysis. Thisshould include any change since the injury occurred.

m Detailsof any other injuries.

Longer term management of serious head injuries.

If acasualty with a serioushead injury hasto remain on board for more than afew hours, it will
be necessary to monitor his condition. You should record as much information as possible to
help those to whom the casualty will eventually be transferred and possibly deal with certain
complications.

Include in your records:

= Date and time of the accident.
m How the accident happened in detail.
m The casualty’scondition when first seen.
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m The condition of the casualty subsequently.
= Detailsof the treatment you have carried out.

The essential observations should be recorded every half-hour while you are preparing to
evacuate the casualty. They are, in the order of importance:

m Therespiratoryrate. A clear airway should be maintained at all times. If the respiratory rate
dropsbelow 8 breathsper minute assisted or artificial ventilation should be used.

m Thepulserate.
= Thelevel of consciousness. (A.V.RPU.)
m The state of the pupils. (Sze and reaction to light)

= Thedevelopment of any signsof paralysis.

Concussion and Minor Head injuries

Concussion

Concussion of the brain can occur when a heavy blow isapplied to the skull. It occursbecause
the brain isfairly soft and itsfunction can be subject to widespread disturbance when shock
wavespassthrough itssubstance. Suspect thiscondition if the casualty losesconsciousnessfor
only afew minutes. It ischaracterised by alossof memory for eventsbefore or after the injury,
headache and sometimesnausea and vomiting. The casualty should be put to bed and allowed
torest for 48 hours. Headache may be troublesome and paracetamol or codeine phosphate may
be required. These headaches may continue for many weeks after an accident. The casualty
should be warned to report immediately if he noticesincreasing headachesor drowsinessor if
he vomits. He should be sent to see adoctor at the next port.

Bruising
Bruising will occur if amoderate force isapplied. Because the sl
head is well supplied with blood, a collection of blood
(haematoma) will form in the tissuesunder the scalp. It may g%“.cob“«joci‘;%o&;L ull
be sharply defined, hard and tense, or it may be a fairly

diffuse soggy swelling (Figure 4.10). If the soggy areaislarge

it may indicate an underlying fracture so the patient should

be closely monitored. No specific treatment isrequired. An Scalp

Haemotoma

ice pack held over the area might control the bleeding. Haemotoma

ST OQeR08Q 20 Skull
. LACORLIRGE S S ST
Scalp Lacerations

. . Figure 4.10 Bruising of the head.
These are common because there islittle tissue between the

skull and the scalp. The wound will bleed freely and often

out of proportion to the size of the wound. Surrounding v P
tissues may be swollen and soggy with the blood that has /%////%//////};
leaked into them. The scalp edges will be ragged, not e
clean-cut (Figure 4.11). Control the bleeding by pressure. If \\\\\\\\\\\
necessary, stitch the wound as detailed above. Ensure that :

you can see the wound clearly by shaving the scalp for Figure 4.11 Scalp wound.
distance of 1cm from the wound edge.

Pain Relief in Head Injuries

Paracetamol should be used in minor injuriesfor relief of headaches. 1g orally every 4-6 hours
(maximum 4g per 24 hours)

Codeine phosphate may be used if Paracetamol is not effective. 30-60mg orally or
intramuscularly every 4-6 hours.

Morphine should not be given unlessthe head injury istrivial and the casualty has serious
and painful major injurieselsewhere.
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Eye injuries
The eye(s) can beinjured in several wayswhich include foreign bodies, direct blow asin afight,
lacerations, chemicals and burns. The eye is a very sensitive organ and any injury must be
treated seriously.

Sciera/white of the eye

Conjunctiva
Upper eyelid

pper ey Extraocular muscles
Cornea
Iris

Lower eyelashes Opticnerve
Retina
Choroid

Figure 4.12 Diagram of the eye.

Anatomy

The eyes lie partially protected in bony cavities of the skull. They are guarded by the eyelids
(upper and lower) which have the faculty of blinking and closure. The white part of the eye is
the scleraand the clear transparent central part isthe cornea.

The cornea coversthe coloured iris which controls the size of the pupil. Behind the pupil,
which appearsblack in colour, isthe lenswhich isnot normally visible. The retina isthe inner
lining of the eyeball and it providesthe sight receptors. The conjunctiva isthe outer lining, a
thin membrane which coversboth the inner surfaces of the upper and lower eyelids, and the
visible part of the eyeball except for the cornea (Figure 4.12).

Examination

The first stage in treating an eye injury isto record a full account of the injury, what happened
and the detailsof the symptoms. It will then be necessary to carry out a careful examination. It
helps if the casualty is lying down, with head supported and held slightly back, during the
examination.

Basicrequirementsare:

m Good illumination (overhead light, lamp, or hand held torch or strong day light);
= Magnifying glass;

m Soft paper tissues;

= Moist cotton wool swabsor moist cotton buds;

m Fuorescein drops(stain);

m Anaestheticeye drops;

m Basicantibioticeye ointment. NOTE: any opened tube should only be used for treating one
patient for one course of treatment.

First record the general appearance of the tissues around the eye(s), looking for swelling,
bruising or obviousabnormality; and then examine the affected eye(s) starting with the sclera,
the conjunctiva, which covers both the sclera and the backs of the eyelids, and the cornea.
Comparing one eye with the other ishelpful and adiagram isthe best method of recording the
findings.
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The sclera can be viewed by gently holding apart the
eyelidswith thefingersand asking the patient to look in four
different directions. Make sure you can see well into each
‘corner’ of the eyelids. The inside of the lower lid can be
inspected by gently pulling down the lower lid with the eyes
looking upwards. The upper lid must be rolled back (everted)
before the underlying conjunctiva can be inspected. There
are two methods of doing this. Both require the casualty to
keep looking down towardsthe feet while the technique is
being completed.

To evert the upper lid, ask the casualty to remain looking
downwardsthen place the index finger of one hand across
the upper lid while grasping the eyelashesfirmly but gently
between the index finger and thumb of the other hand. Pull
gently downwards on the eyelashes and then with a
downward pressure of the index finger fold the eyelid back
over it. Theindexfingeristhen withdrawn and the everted lid .
can be held back by pressing the eyelashesagainst the bony  \ethod I
margin of the socket, under the eyebrow. The underneath
surface of the lid can now be examined. The eyelid will
return to normal position if the casualty looksupwardsand
then closesthe eyelidstogether (Figure 4.13—-Method I).

The alternative methodsuse a cotton bud laid on or acrossthe upper lid, instead of afinger.
The same procedure is followed, with the casualty looking downward and the eyelid being
folded upwardsover the cotton bud, which isthen withdrawn. These procedures ensure that
the whole area of conjunctivaisinspected for damage or foreign bodies (Figure 4.13).

The cornea and surrounding area should next be inspected and it helpsto slant the light across
the surface to show up any abnormality. The magnifying glassisbeneficial for thisexamination.
The cornea should be clear and any area of cloudiness or opacity, or the presence of foreign
bodies should be noted. The surrounding sclera may be reddish in colour which can signify
corneal irritation. Any obviousloose foreign body should be removed at thisstage (see below).

Saining the eye with fluorescein will highlight any area of corneal or conjunctival damage.
The fluorescein drops should be instilled with the lower lid everted with the casualty looking
upwards. Wipe any excessdye off the eyelids. Any area of corneal or conjunctival damage will
attract the dye and be stained green. Any such area should be clearly shown on the diagram in
the casualty’snotes.

The more common injuries affecting the eyes and the treatments are described in the
following paragraphs. Treatment for the relief of pain should be appropriate to the degree of
discomfort being experienced.

Figure 4.13 Eversion of upper
eyelid — two methods.

Blowson or adjacent to the eye (black eye)

These blowsmay result eitherinthe complete or partial detachment of theretinaorin bleeding
into the eyeball. If, after an injury, thereisany marked deterioration in sight the casualty should
be put to bed and seen by a doctor assoon as possible. Get RADIO MEDICAL ADVICE. Even if
there isno discernible deterioration of sight the casualty should be advised to visit a doctor at
the next port.

Corneal abrasions

A scratch or abrasion on the cornea can be caused, for example, by a foreign body under the
eyelidsor by afingernail touching the eye. Pain isfelt immediately and the casualty thinksthere
is some-thing in the eye. Corneal abrasions can be identified by staining the eye with
fluorescein. Antibiotic eye ointment should be placed along the inside of the lower lid, and
blinking the eyelidswill smear the ointment acrossthe eye. An eye pad held in place by loose
strapping should be applied for 24 hours. Next day re-examine the eye, using the fluorescein
stain. If there isno sign of staining after careful examination, the treatment can be stopped. If
the cornea still stains, repeat the treatment every 24 hours until the staining ceases or the
casualty visitsadoctor.

79



80

THE SHIP CAPTAIN'SMEDICAL GUIDE

Loose foreign bodies

These can often be removed from under the lids or over the conjunctiva without the use of
anaestheticeyedrops. Use moistened cotton wool on a stick or amoistened cotton bud. Be very
gentle. After you have removed the foreign body or foreign bodies, stain the eye with
fluorescein and mark any areasof staining on an eye diagram. If there isany staining, treat as
for corneal abrasion.

However, the eyes of some personsare so sensitive that it isimpossible to examine the eye
thoroughly or remove aforeign body unlessanaestheticeye dropshave been used. These drops
may cause slight smarting for several minutesafter being put into the eye. Wait for thiseffect
to wear off before examining the eye or attempting to remove a foreign body by the method
described above. Remember that the surface of the eye will be insensitive so you must be very
gentle. After the foreign body hasbeen removed treat asfor corneal abrasion.

Aforeign body may occasionally adhereto the surface of the eye and an attempt to pick it up
using a cotton bud will fail. The anaestheticeye dropsshould then be used before one attempt
ismadetoremovetheforeign bodyusing anylon eyeloop. The greatest care must be taken not
to injure the eye and should the attempt fail it must not be repeated. Afterwards, whether
successful or not, treat asfor corneal abrasion.

Foreign bodiesembedded in, or completely inside, the eye

When very small piecesof metal, grit etc. become embedded in the cornea or the sclera, it may
be very difficult to see either thewound or the object, even with the help of fluorescein, and the
patient may not have felt any pain when the accident occurred. However, you should suspect
such an accident if questioning the patient reveals that he has been hammering, chipping,
milling,boring or striking metal with atool, or standing near someone who wasdoing so, or has
rubbed hiseyesafter getting dirt in them.

If you believe an injury of thiskind hasoccurred, or you are in any doubt about it, treat the
eye as for corneal abrasion. However, the application of antibiotic eye ointment should be
repeated often enough to keep the eye comfortable but not less frequently than every six
hours. The casualty should see an eye specialist assoon aspossible. Do not attempt to remove
the foreign body yourself.

Woundsof the eyelidsand eyeball

Get ,if the eyeball iscut and if the eye leaksfluid or jelly. In
themeanwhile close the eyelidsor approximate them asbest you can. Cover the eyelid with one
ortwo layersof paraffin gauze to keep the eyelid shut. Then place an eye pad over this. Sick the
eye pad in place with strips of adhesive tape or sticking plaster. Give the standard antibiotic
treatment.

Chemical burns

If thishasnot already been done, wash the chemical out of the eye with copious amounts of
water for aslong asisnecessary to ensure that no chemical remainsin the eye. Thisperiod is
rarely lessthan 10 minutes.

Then stain the eye with fluorescein. If there is marked staining of the eye, antibiotic eye
ointment should be applied copiously to prevent the lids sticking to the eyeball. Apply the
ointment every 4 hours, and cover the eye with paraffin gauze and an eye pad. The casualty
should be seen by adoctor assoon aspossible.

Less severe damage should be treated by 4-hourly applications of antibiotic eye ointment
with an eye cover of paraffin gauze and a pad. Re-examine the eye each day, using fluorescein.
Treatment should be continued for 24 hours after the eye isnot stained by fluorescein and is
white.

Arceyes('Welder’s Flash’)

The ultra-violet (UV)in an electricarccan cause ‘sunburn’ of the surface of unprotected eyes. In
arceyes, both eyesfeel gritty within 24 hoursand look red. Bright light hurtsthe eyes. The eyes
should be carefully searched for foreign bodiesand be stained with fluorescein. If one eye only
isaffected it isprobably not an arceye. It may be due to an embedded corneal foreign body or
an area of corneal damage which will show on staining with fluorescein.
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Bathing the eyeswith cold water and cold compressesapplied to the lidswill give some relief
of symptoms. Dark glasseshelp the discomfort caused by light. If the eyesfeel very gritty, apply
antibioticointment to the eyesevery 4 hours. The condition will usually clear up spontaneously
within about 48 hoursif no further exposure to UV occurs. Further exposure to welding should
be avoided and dark glassesshould be worn in bright sunlight until the eyesare fully recovered.

Ear injuries
Foreign bodies

Sand, an insect, or some other small object in the ear may cause irritation, discomfort or pain. If
it isclearly visible, it may be possible to remove it using tweezers. If this cannot be achieved
easily NO other effortsshould be made to extract it by any means. You may pierce the ear drum
if you try to remove objectswhich are not visible or which are stuck in the ear passage; also you
might push the object furtherin.

If nothing isvisible, flood the ear passage with tepid groundnut (arachis), olive or sunflower
oil which may float the object out or bring it out when the casualty drainshisear by lying over
onthe affected side. If these measuresare unsuccessful send the casualty to adoctor at the first
available opportunity.

Injuriesto the internal ear

If the ear drum has been perforated asthe result of a skull fracture there may be a flow of
cerebro-spinal fluid and this should not be stopped by inserting anything into the ear. The
casualty should be placed on hisinjured side, with hisshouldersand head propped up; thiswill
allow the fluid to drain freely. For other injuries, put a dressing over the ear and apply a
bandage. Do not put cotton wool in the ear passage. In all cases, get

Nose injuries

Foreign bodies

Sometimes, when a foreign body is stuck in one nostril, the
casualty can blow it out by compressing the other nostril and
blowing down the blocked one. Otherwise, if the object can
be seen and is loose it may be removed by using forceps.
Unlessthisisclearly feasible no attempt should be made to
remove the object and the casualty must be seen by adoctor.

Injuriesinside the Nose

If bleeding cannot be controlled by the method described
in Chapter 1 then it may be necessary to pack the nose. This
is done by lubricating ribbon gauze thoroughly with
petroleum jelly (Vaseline) and inserting it in the nostril with
the aid of forceps (Figure 4.14). Put in sufficient gauze to fill
the nostril without stretching it unduly. Leave the gauze in
place for 48 hours, and then gently pull it out.

A fracture of the nose cannot be dealt with on board ship
and the only problem will be to stop any persistent bleeding.
Any distortion of the nose will have to be corrected in
hospital. Figure 4.14

Mouth and dental injuries
Cutsinside the mouth and a broken jaw

When there has been a severe blow to a jaw, especially if the jaw is broken, there may be
complicationscaused by broken dentures, by the lossof teeth and by woundsto gums, the lips,
thetongue and the inside and outside of the mouth. For external woundsto the cheek and lips
treatment isasfor any skin wound.
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For woundsinside the mouth the casualty should first rinse hismouth well with antiseptic
mouthwash which should remove any loose fragments. You should not try to extract piecesof
tooth from the gum. If the casualty isin pain read the section on analgesics.

Treatment for alost tooth isgiven in Chapter 1, and for other teeth in Chapter 7.

No attempt should be made to stitch deep wounds of the cheek and tongue. Serious
bleeding should be controlled by pressure.

If ajaw isor may be broken the upper and lower jaws should be held together by a bandage
with, as far as possible, the upper and lower teeth fitting together as they normally do. If the
patient hasdentureswhich still fit adequately he should wear them;they will help to act asa splint.

If the wounds on the face or inside the mouth are other than very dlight give antibiotic
treatment. If the casualty is unable to take tablets by mouth give benzyl penicillin 300 mg
intramuscularly every six hoursfor five days.

Burnsand scalds
The treatment of burnsand scaldscaused by dry or wet heat respectively isthe same.
Classification
Sin has an outer layer (epidermis) and a deep layer (dermis). The latter contains the sweat
glands, hair folliclesand nervesrelaying sensation and pain to the skin.

FIRST DEGREE BURNS affect only the outer skin layer, causing redness, mild swelling,

tendernessand pain.
SECOND DEGREEBURNSextend into the deeper skin layer (dermis):

m Superficial second degree burnscause deep reddening, blister formation, considerable
swelling, and weeping of fluid.

m Deep second degree burnsmay not be easy to distinguish from third degree burns
immediately after the injury. Pain may be severe because of damage to the nerve endings.

THIRD DEGREEBURNSinvolve the whole thicknessof skin, and may extend to the underlying
fat, muscle and bone. The skin may be charred, black or dark brown, leathery or white
according to the cause of the burn. Pain may be absent due to destruction of the nerve endings.

Fluid loss

The fluid lost in burnsisthe colourlessliquid part of the blood (plasma). The degree of fluid loss
may be determined more by the area of the burn than by itsdepth. The greater the plasma loss,
the more severe the degree of shock. Further, due to loss of plasma, the remaining blood is
‘thicker’, and more difficult to pump round the body, throwing extra strain on the heart.

Area of burn —the rule of nines

A recognised method of calculating the surface area of the body is the ‘rule of nines
(Figure 4.15). In children (not babies) the percentage for the head should be doubled and 1%
taken off the other areas.

Treatment

Trytoremoveto hospital within 6 hoursor otherwise seek inthe case of :
m third degree burns, especially those which encircle chest or limbs;

m babies;

m burnsof face and genitalia, and large burnsaround joints;

m burnsof over 18% of the body surface in adultsor 10% in children or older persons(Figure 4.15).

Until removed to hospital put the patient to bed and seek to restore the fluid balance by
encouraging the patient to drink as much aspossible. Put rehydration powder into the drink
according to the instructions; (if not available dissolve 1 teaspoonful of salt in '/z litre of water).
If vomiting occurs and persists, fluid per rectum may be necessary. Relieve pain and start
antibiotic treatment. Remove rings, jewelry or constricting items of clothing. Anxiety may be
relieved by giving diazepam 5 mg, repeated every 4 hours. Cling film makesa good temporary
dressing for large burns.
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Less serious cases can be treated aboard ship. 4"2% 4'2%
First assemble:
= aplentiful supply of soap, warm boiled water N Y
and gauze pads;

m at least two setsof sterile scissorsand forceps; 47,9
sufficient paraffin gauze burn and wound
dressing to cover and overlap the cleansed .
burned areas; 9% &% 9%

m sterile gauze and sterile cotton wool to go on ~ .
top of the dressingsaspadding;

4'2%

= suitable sterile bandages;
= face mask for each attendant

Wash your handsand forearmsthoroughly and 9% 9% 9% 9%
put on aface mask. Remove the first-aid dressing
to expose either a single burned area (in multiple
burns)or aportion of asingleburn e.g.ahand and
forearm, or a quarter of the back. The aim isto
limit the areas of burned skin exposed at any one
time to lessen both the risk of infection and the
seepage of fluid. Clean the skin around the edges
of theburnwith soap, water and pads. Clean away ~ Figure 4.15 Rule of nines—to determine
from the burn in every direction. DO NOT use  theextent of burns.
cotton wool or other linty material for cleaning as
it islikely to leave bitsin the burn.

Leave blistersintact but clip off all the dead skin if blistershave burst. Hood the area with
clean warm boiled water from a clean receptacle to remove debris. Soak a pad in warm boiled
water to dab gently at any remaining dirt or foreign matterinthe burned area. Be gentle asthis
will inevitably cause pain.

Next cover the burn with the paraffin gauze dressing, overlapping the burn or scald by
50-100 mm, according to itssize. To absorb any fluid leaking from the burn apply a covering of
absorbent material, e.g. alayer of sterile gauze, covered with alayer of sterile cotton wool. This
isheld in place by a suitable bandage.

Thoroughly wash your hands and arms before proceeding to deal as above with the
remainder of alarge burn or another burn in the case of multiple burns. In seriouscases, start
antibiotictreatment.

Dressings should be left undisturbed for a week unlessthe dressing becomes smelly or very
dirty, or the temperature is raised. Re-dress such areas as above. Supercicial second degree
burnswill usually heal in a week to ten days without scarring. Deeper second degree should
heal with little scarring in about three weeks.

Special burns

Severe sunburnwith blistering should be treated asa second degree burn according to the area
of the body involved. In mild cases, (first degree burns) keep the patient out of the sun and
apply calamine lotion or zincointment to the painful areas.

Saldsand burnsof mouth and throat. Wash out with water and give ice to suck.

Respiratory burnsare caused by the inhalation of hot gasesand air particles, and smoke.
Expect such aburn when you find burnsaround the mouth, nose, face, hair and neck. Heat
from aflash fire may also cause aburn-related swelling of the top of the throat, even though
thereisno sign of burnson the face.

A patient with amild injury to the respiratory passage may have only acough, hoarseness, or
a sore throat. In more severe cases the patient may suffer from marked shortness of breath,
persistent coughing, wheezing and hoarseness. In very severe cases the respiratory passages
may be blocked by aswollen throat and the lungsmay partially collapse.

If the patient hasdifficulty in breathing and is unconsciousinsert a Guedel airway. In any
event, get
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Dislocations

The commonest dislocations are of the shoulder and the finger joints. Try to deal with (i.e.
reduce) these dislocationsif adoctor cannot see the casualty within about six hours.

All other dislocations should be left for treatment by a doctor. Until thisis possible, place the
patient in acomfortable position and relieve pain.

NOTE: In some cases a dislocation may be accompanied by a fracture of the same or a related
part, so be careful.

Dislocated shoulder

The shoulder will be painful and cannot be moved by the patient. Undressthe patient to the
waist and note the outline of the good shoulder and compare it with the affected side. Usually
in ashoulder dislocation the outward curve of the muscle just below the shoulder isreplaced by
an inward dent, and the distance from the tip of the shoulder to the elbow islonger on the
injured side. This is because the head of the arm-bone usually disiocates inwards and
downwards. If you think that the shoulder isdislocated, give the casualty 15 mg of morphine
intramuscularly. When the pain isrelieved (in about 15 to 20 minutes), the casualty should lie
face downwardson abunk, couch or table, the height of which should be sufficient for thearm
to hang down without touching the deck. As the casualty lies down on the bed, hold his
dislocated arm until you have placed a small pillow or big pad under the affected shoulder.
Then lower the arm slowly until it ishanging straight down the side of the bunk and leave it to
hang freely. The patient should remain in thisposition for about 1 hour, letting the weight of
the arm overcome the muscle spasm caused by the dislocation. At the end of thisperiod, if the
dislocation isreduced, the patient should roll onto hisgood side and then use the injured arm
by bending the elbow and then touching the good shoulder with the fingers. Afterwards he
should be helped to sit up and the arm should be kept in a collar and cuff sling until the shoulder
isfairly comfortable. This might take up to 48 hours. When the sling isremoved, the patient
should exercise the joint slowly and carefully. A check x-ray should be taken at the next port. If
the above treatment doesnot reduce the dislocation, get

Dislocated finger

Finger dislocationscan usually be reduced by pulling firmly on the finger. It isoften agood idea
to begin by binding the patient’selbow to aright-angle. Pull firmly on the finger for about one
minute while ahelperispulling in the opposite direction at the elbow. Keeping the endsof the
bonesapart by pulling, gently ease the joint back into itsnormal position. The affected finger
should be immobilised by strapping to an adjacent finger. After 24 hours, the strapping should
beremoved and the patient should exercise the finger sliowly and carefully. A check x-ray should
betaken at the next port.

Sprainsand strains

These injuriesare usually the result of twisting, turning or tripping. Pain isusually felt at once,
and later swelling at the site of injury will occur due to bleeding.

Thereisno sureclinical method of excluding fracture associated with sprainsand strainsexcept
by x-ray. When there isdoubt, it istherefore safer to assume the possibility of fracture and to
treat accordingly.

Whether the injury isseen immediately or later when much swelling may have occurred, put
the casualty in hisbunk and elevate the injured part, if thisispossible. Cold water compresses
kept in place by a crepe bandage should be applied. An ice-pack wrapped in adamp cloth may
also help to reduce swelling. Avoid prolonged use of ice asskin damage can occur.

Rest and elevation may be necessary for two to three days(or sometimeslonger according to
the severity of theinjury). Continue support with acrepe bandage. Pain relief may be necessary.

If an associated fracture is not present, gentle movement of the injured part should be
encouraged. Sprains and strains do much better with early movement than with too long a
period of rest. The casualty can usually judge when he can use the injured part for full or
restricted duties.

If not fully recovered, get an x-ray at the first port of call.



Causes of disease

This chapter deals with common-sense measures and some
necessary precautionswhich should be taken to preserve the
health of those aboard ship and to prevent the spread of
disease where it hasoccurred. Of the many causesof disease,
infection by living organisms is the commonest and an
understanding of their mode of spread isnecessary if healthy
living and working conditionsare to be maintained.

Microbes (germs) can be classified in broad terms as
viruses, bacteria, and fungi. They are widely disseminated
throughout nature and although most of them are not
harmful to mankind certain organisms may invade the body
and produce particular diseases. They gain entry to the body,
usually through the nose or mouth or the broken skin.
Infection can take place directly from person to person or it
may be conveyed indirectly in air, water or food or by a
parasite carrier (such asan insect).

The viruses of influenza, that of the common cold and
much more rarely Legionnaires disease are examples of air-
borne infection which isspread when the sufferer coughsor
sneezes.

Typhoid fever is an example of a water-borne bacterial
infection. The excreta of infected personscontaminate water
supplies. Hence the necessity for safeguarding the water
supply for washing aswell asfor drinking at all times.

Examples of two well-known bacterial diseases brought
about by personal contact are syphilisand gonorrhoea.

A number of diseasesare conveyed by carriers. The plague
germisconveyed by thebitesof fleasliving ontherat. Typhus
is conveyed in similar manner by lice. Malaria and yellow
fever organismsinhabit the salivary glands of the mosquito
and are injected into the blood when the mosquito bites.
Flies, because of their behaviour, are very prone to convey
disease germsfrom filth to food.

Ringworm is an example of a disease caused by a fungus
through contact.

Potable water

Thiscoverswater used for drinking, cooking, the washing of
cooking and eating utensils, and water used for general
cleaning and bathing. Additional advice isgiven in Merchant
Shipping NoticesM.1214 and M1401.

Fresh water should be free from causesof infection and be
bright, clear and virtually colourless. It should be aerated,
that is, it should bubble when shaken, otherwise it has an
insipid taste.

The Merchant Shipping Crew Accommodation Regulations
1997 and Merchant Shipping Crew Accomodation (Fishing
Vessels) Regulations 1975 require all fresh water produced
on board ship to be disinfected automatically. Electro-silver
ionisation systemsare acceptable for thisrequirement.

Fresh water storage tanks

These water tanks are coated internally with an anti-
corrosive material which will not contaminate the water. It is
recommended that the tanksshould be emptied annually, or

Causesof disease
Potable water
Food

Catering staff: personal
hygiene

General cleanlinesson
board ship

Insecticides
Disinfection

Isolation

Ventilation

Port health clearance
Preventing heat illness
Exposure

Lifting heavy weights
Exercise and boredom
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more frequently if contamination is suspected, for inspection and maintenance after which
they should be thoroughly scrubbed and flushed out, and the whole water system disinfected
by chlorine (see below). Anyone entering any potable or washing water tanks should wear
clean clothing and footwear, and should not be suffering from skin infections, diarrhoea or any
communicable disease.

Disinfection of the fresh water tanksand distribution system by super-
chlorination

It isrecommended that the storage tanks and the whole of the fresh water system should be
disinfected at intervalsof not morethan twelve monthseven if the quality of the water that has
been used to fill them isnot suspect.

The chlorine compounds that may be used for disinfecting are chlorinated lime, high-test
hypo-chlorite or commercially prepared sodium hypo-chlorite solution.

NOTE. Before being diluted by the water in the potable water system these compounds:
m aredangerousto eyesand skin —see IMO Medical First Aid Guide;

m deteriorate on exposure to air —they should, therefore, be purchased in small containers
which should be sealed tightly after use;

m should be kept in acool, dry and dark place, but where they can be easily seen and removed
when needed or thereisalikelihood of fire;

m Calcium Hypochlorite —isliable to spontaneouscombustion if not stored asabove, or if in
contact with animal, vegetable, plasticor other inorganic material;

m Chlorinated Lime —isliable to facilitate fires.

See also the International Maritime Dangerous Goods Code.

Determinethe volume of water necessary to fill the tanksand distribution system completely
and the amount of chlorine compound required. The latter can be calculated from the
manufacturer’sinstructionsor from the table or formula shown below.

Amount of chlorine compound required for a 50—ppm (50-mg/litre solution)

Amount of chlorine compound required
Capacity of system | Chlorinated High-test Sodium Hypochlorite
(including tanks lime calcium hypochlorite | solution
and piping) 25% 70%

5% 10%
for each: Kg Kag litre litres
1,000 litres 0.2 0.08 1 0.5
5,000 litres 1 0.4 5 25
10tonnes 2.0 0.8 10.0 5.0

NOTE.

1. Beforeusing the above chlorine compoundscheck that the percentagesare asin table above
—if not adjust the quantity you use accordingly.

2. When chlorine compoundsor solutionsother than those mentioned in the table are used the

dosagesshould be:

for powders: 70 x dosage in 70% column
percentage of chlorinein compound
for liquids: 5xdosagein 5% column

percentage of chlorinein liquid
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Chlorinated lime

Place the required amount of chlorine compound in one or more clean, dry buckets (or drums).
Add asmall amount of water to each bucket and mixthelimeinto athick paste. Dilutethe paste
by adding warm water gradually, and stirring constantly, until there are about six litres of
solution in each bucket. Allow the solution to stand for 30 minutes, so that the undissolved
particles may settle to the bottom. Decant the clear liquid (the chlorine solution) and, if
necessary, filter it through muslin or cheese-cloth prior to putting it into the tank

Chloride of lime may be sold as:

Chloride of Lime
(Stablochlor)

Chlorinated Lime Calx Chlorinata British

Calx Chlorinata U.SA.
Chlorure de Chaux

Sel de Javelle French
Chlorkalk

Calcaria Chlorata German
Calx Chlorata Danish, Norwegian and Swedish
Cloruro di Calce Italian
Hipoclorito Calcico Clorurado Sanish
Hipoclorito de Calcio Mexican
Cal Chlorada Portuguese

High-test calcium hypochlorite

Placetherequired amount of the compoundin one or more clean, dry metal buckets(or drums).
Add fresh water and stir until the powder isdissolved (disregard any slight turbidity).

Sodium hypochlorite solution
No preparation isrequired.
Procedure

Introduce the chlorine solution into nearly empty fresh water tanksand immediately fill them to
overflowing with fresh water. The turbulence of theincoming water will ensure adequate mixing.

Open the tapsand outletsof the fresh water distribution system nearest the storage tanks,
and allow the water to flow until you can smell chlorinated water. Then close those taps and
outlets, and, working outwardsfrom the tanks, open and close successively the other tapsand
outletsuntil they have all been flushed with chlorinated water. Care should be taken to ensure
that the pressure tank isfilled with chlorinated water.

In flushing the system a certain amount of the chlorinated water will have been drawn from
the storage tanks. They should be refilled to overflowing, and chlorine solution should be
added to make up the concentration in the tanksto 50 ppm (50 mg/litre), ie if you have drained
off 380 litresof water you will need to add, for example, an additional 75 gramsof chlorinated
lime 25% solution.

The chlorinated water should be allowed to remain in the storage tanksand the distribution
system preferably for twelve hoursbut not lessthan four hours. After the contact period the
tanksand distribution system should be drained and flushed with potable water until the water
no longer hasan objectionable taste of chlorine.

Hoses

Hoses, where carried on board for the purposesof transferring water from shore mainssupply
or water barges, should be used solely for this purpose. They should also be suitably marked
and, after use, should be drained and capped at both ends. The hosesshould be stowed away
from the deck in aplace free from contamination.
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Disinfection of hoses should be carried out as a routine measure every 6 months — or
whenever any contamination issuspected —with a chlorine solution of 100 ppm (100 mg/litre).
Thisshould be allowed to stand in the completely filled hose for a period of at least one hour.

A 100 ppm strength solution can be obtained by doubling the quantitiesof chlorine shown
in the formula for the 50 ppm hyper-chlorine solution used for disinfecting ships water tanks
which isshown in the above table.

Taking water on board

Before taking on water check that the delivery cockson the shore and the receiving point on
the ship are properly cleaned. Examine the hose to ensure that it is clean, in good working
order, and free from leaks(germscan get in through leaksin the hose). Ensure that the endsof
the hose do not drag acrossthe deck.

If you are taking water for potable purposes from a source which isnew to you or about
which you have doubts, you should ask the British Consul or your agents for advice as to
whether the water islikely to contain germsor harmful mineralssuch aslead. Remember that a
bright, clear, sparkling water may easily contain either deadly organisms such as cholera, or
harmful minerals such as lead. It is unlikely that fresh water taken on board will contain
sufficient (if any) chlorine to ensure complete safety.

It is recommended therefore that the chlorination of water outlined in the following
paragraph be carried out in all vessels, including those equipped with distillation unitsand/or
ultraviolet sterilizers.

Routine treatment of fresh water by chlorine

All fresh water taken from shore or water barge for drinking or washing should be chlorinated
on loading to ensure a residual free chlorine content of 0.2 ppm at all outletsthroughout the
ship’sfreshwater distribution system. Asfree chlorine in a ship’swater system isprogressively
lost in passing through the system it will, in practice, be necessary to chlorinate the water held
in the storage tanksto a higher concentration than 0.2 ppm. Finding the best actual level of
initial concentration may be amatter of experiment asmuch will depend on the size of the tank
or thedistribution system.

If chlorine test facilities are available, samplesof treated water should be taken at tap and
shower outlets at [weekly/monthly] intervals, preferably using outlets that would otherwise
not be used (e.g. in unoccupied cabins) in order to reduce the presence of standing water inthe
system. The result of these tests should be used to adjust the concentration of chlorine in the
system to obtain a minimum of 0.2 ppm at the outlets.

It should be remembered however that if drinking water supplies pass through charcoal
filtersclose to the outlets, there will be no free chlorine at these points.

It isrecommended that, initially a concentration of 0.5 ppm in the storage tanksisaimed for
and thismay be achieved by using an automaticchlorination unit in the ship’sdeck filling line or
by the traditional manual method using the manufacturer’s instructions for the chlorine
compound in use or by calculating the quantities required by use of the following table or
formula:

Amount of chlorine compound required for a 0.5 ppm chlorine solution

Amount of chlorine compound required

Chlorinated High-test Sodium Hypochlorite

lime calcium hypochlorite |solution

25% 70%

5% 10%

for each: g g ml ml
1,000 litres 2 0.8 10 5
10tonnes 20 8 100 50
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Water making plant

All water made from seawater by low pressure evaporatorsor reverse osmosisplant requiresto

be treated by means of an automatic chlorination unit adjusted to give the required

concentration on delivery to the storage tanks, or by an elctro-silver ionisation system.
Ultraviolet sterilizer unitsshould only be used asa supplement to chlorination.

Maintenance of distribution system

The various elementsof the freshwater system which might include sand filters, evaporators,
reverse osmosisplant, softenersetc., should be inspected, cleaned, flushed out, back washed,
recharged or itemsreplaced where appropriate, in accordance with the maker’sinstructions
and it isrecommended that a Freshwater System Maintenance Log be kept itemising each
principle unit in the system.

Food

A balanced diet isessential for the maintenance of good health and should contain the correct
proportions of protein, carbohydrate, fats, vitamins and essential minerals such as iron. It
should be varied in accordance with the needsof the consumersand the climate in which they
are working. Protein isderived from such foods as meat, fish and beans; carbohydrates from
cereals and bread; and vitamins and essential minerals from all of these and from fruit and
vegetables.

It isalso essential to avoid contamination in the food preparation area. Raw food, especially
meat, should be kept separate from cooked products. Separate utensilsand cutting boardsetc.
must be kept for each and stored separately. The food handler must wash between handling
different foods and especially after handling raw meat and poultry; cooked food should be
manipulated by tools and utensils and not by the hands; and work surfaces and equipment
must be cleaned thoroughly and disinfected efficiently. Cleaning equipment must also be
disinfected adequately.

Vegetables

Fresh vegetables, such aslettuce, radish, carrot, beetroot, celery and spinach should never be
eaten, cooked or raw, without first being thoroughly washed in clean running water.

In many countries such crops are fertilised with human excreta and are, therefore,
potentially dangerous as a source of transmission of intestinal disease such as typhoid,
dysentery and intestinal parasites.

Wherever practicable, boil vegetablesbefore serving. Where the origin of any vegetable to
be eaten raw is not known, it should be soaked for two minutes in a solution of 3.5 g of
stabilised chloride of lime to 5 gallonsof water followed by at least two thorough rinsingsin
potable water.

Fruit

Fruit, such asoranges, bananas, grapefruit, that must be peeled before eating isgenerally safe.
Fruit, such asapples, tomatoes, grapes, dates, that isnot generally peeled, isa frequent source
of diarrhoea. Before eating they should be treated in the way recommended for raw
vegetables.

Canned foods

Each tin should be carefully examined before being opened. Never accept or use tinswhich are
rusty, dented, damaged or blown.

Bacteria in food

Bacteria require moisture and warmth for growth. The most favourable temperature for
growth isnormal body heat, although most will thrive at temperature between 15°Cand 45°C.
Bacteria can multiply very fast in favourable conditions.
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Unpreserved foodsshould therefore be stored in arefrigerator or freezer. When perishable
bulk food packsare opened for use, any unused portion should be resealed and returned to the
refrigerator or freezer asquickly aspossible (before defrosting hasoccurred, if frozen).

When removed from the cold for cooking, food should be thoroughly thawed, carefully
prepared, and heated to a minimum temperature of 63°C. It should be served and eaten at
once, or kept above the minimum cooking temperature if there isto be any delay in serving.
Inadequate defrosting before cooking food, particularly meat and poultry, may mean that the
centre does not reach the minimum temperature to destroy bacteria (i.e. is only partially
cooked). Thisis a common source of food poisoning. Frozen meat and poultry which have
thawed out should not be refrozen before being thoroughly cooked.

All cooked unconsumed food should be cooled rapidly and stored in arefrigerator for up to
48 hoursor in afreezer if it isto be kept for alonger period. Any food to be reheated must be
heated thoroughly to the temperature necessary to kill bacterial contamination. Under no
circumstancesshould meat productsor rice be reheated more than once.

Further guidance isavailable in Marine Guidance Note 61 (M+F).

In any outbreak or suspected outbreak of food poisoning or illnesswith diarrhoea on board,
thefollowing stepsshould alwaysbe taken:

= trytoidentify the food(s) which have caused the outbreak. Make sure that no further
consumption of these foodsispossible by discarding them. Keep a sample if near port so
that laboratory identification ispossible.

m inspect all food handlersfor general cleanlinessand for the pointslisted. Forbid anyone
who doesnot meet these standardsto handle food. You may thusremove the cause of the
outbreak.

m inspect all food storage and preparation areasand make sure that good food hygiene
practicesare being followed (next section).

m if near port, keep samplesof diarrhoea or vomit (in sealed containersinside aplasticbag in
acold place, away from catering facilities) so that laboratory identification of the cause
may be possible.

m treat all affected personsand prevent them spreading the disease.

Catering staff: personal hygiene

It is of prime importance that catering staff should maintain a high standard of personal
hygiene. Only by insistence that these standards are maintained will outbreaks of diarrhoea
and of food poisoning be avoided.

The staff should be supplied with, and should wear, clean clothing when handling food.
There should be ample supplies of soap, towels, nail brushes and hot water available for
washing hands, and it isimportant that thorough washing of the handsfollows a visit to the
toilet.

Food handlersshould be free from communicable diseases. Anyone suffering from a septic
skin condition should be removed from duty until the condition iscured. A person who hashad
an attack of typhoid fever or of dysentery, and who may have become a carrier of the disease,
or who hassuffered from an unexplained or unusual illness, should not be allowed to prepare
or handle food or utensilsuntil cleared for such duty by adoctor.

Food handlers should be made aware of their responsibilitiesfor the health of othersand
should be educated and trained in good food hygiene practices.

General cleanlinesson board ship

Cleanliness, both of the person and the environment, is essential at all times on board ship.
Frequent monitoring by the master and senior officerswill help to keep the crew aware of the
necessity to maintain scrupulouscleanlinessand will detect infestations.

Clothsfor cleaning working surfacesand tablesare acommon source of infection. They should
regularly be either boiled or soaked in disinfectant (e.g. hypochlorite solution) or replaced. It is
strongly recommended that disposable clothsare used to minimise the risk of contamination.
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Insecticides

Insecticides should conform to the specification in MSN1726. They should be used only in
accordance with the manufacturer’sinstructionsand the recommendationsin M1534. If going
to tropical areas check that you have sufficient appropriate insecticides to deal with
mosquitoes.

Insecticidesare usually carried in two forms:

m aliquidinsecticide intended for the destruction of flying insectssuch asfliesand
mosquitoes, and also non-flying insectssuch ascockroaches, bugsand ants;

= aninsecticide powder intended for use on the body, personal clothing, bedding, blankets
and such like, for the destruction of bugs, fleasand body lice.

In addition there are insecticidesin tablet form which have to be heated by, for example, a
low wattage electriclamp. These are used particularly for killing tropical mosquitoes.

It isimportant to appreciate the difference in practice between the control of flying insects
and non-flying insects:

Flying insects are controlled by spraying the insecticide into the affected space. The spray

diffusesrapidly and will kill the insectsin flight. Do not attempt to hit individual insects as

thisonly wastesthe insecticide.

Crawling insectssuch ascockroachesusually hide and breed in cracksand crevicesand in the
spaces behind lockers and cooking stoves. The area around their hiding places should be
thoroughly and liberally sprayed so that they come into contact with the insecticide asthey
emerge to feed. Asthisspraying cannot kill the insects’ eggs, it must be repeated at regular
fortnightly intervalsto kill the young insectsasthey hatch.

Bugsmay be present in the sheathing, wainscoting, wooden bunks, etc. The surfacesshould
be sprayed thoroughly to ensure the rapid destruction of the bugs as they run over the
sprayed area.

The best way to deal with an infestation of bugsin bedding, mattresses, etc. isby meansof a
thorough dusting with insecticide powder. The bugswill eventually come into contact with the
powder and be killed.

Disinfection

A disinfectant isa substance used for cleaning instruments, materials, lavatory pans, bed pans,
etc. Theinstructionson the container should be followed.

An antiseptichasasimilar anti-bacterial action, but isgenerally more suitable for application
to human tissues.

A deodorant dilutesor obscuresodoursonly and hasno disinfecting properties.

Disinfestation isthe destruction of rats, mice and insects of all kindswhich may or may not
carry disease to humans.

Sterilisation

In shipsthisterm meansthe destruction of germsby the use of boiling water or steam. It isa very
simple and effective way of rendering free from germs articles of all kinds. Articles to be
sterilised must be boiled for 10 minutes, at least. Boiling cannot, of course, be used to sterilise
certain fabrics which are damaged by boiling, such asthose containing wool. A disinfectant
solution must be used for these.

Disinfection at end of iliness

Thisterm meansthe disinfection of aroom after it hasbeen occupied by an infectiouspatient.

First remove all bedding, blankets and movable articles of furniture. The bedding and
blankets should be disinfected. The furniture should be left on deck, preferably in the sun,
after having been thoroughly scrubbed. After emptying the cabin, give the whole surface,
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including the bulkheads, deck, ceiling and all internal and external surfacesof cupboardsand
such like, a thorough washing down. The principal object is to clean the cabin surfaces,
lockers, etc., and thereby to remove any dust and dirt that may have accumulated and which
may contain germs of the disease. On completion of thisprocedure the room can safely be
occupied.

A more thorough procedure is necessary in the case of seriousinfectiousillnesses, such as
plague, cholera, typhus, or typhoid fever. At sea, dispose of all bedding, mattresses, etc., and,
after athorough cleansing of the cabin, close it down and do not useit until authorised to do so
by the Medical Officer of the next port of call. He may consider it desirable to carry out afurther
disinfection by other means. He should also be asked to disinfect ashore all the patient’s
personal clothing and belongings, remembering that the patient will require hiseffects, either
during hissubsequent stay in hospital or after hisdischarge from hospital.

Isolation

The isolation of an ill patient will prevent the spread of disease to other personson board. It is
convenient to categorise isolation into two types:

m strict;
m standard.

Details of the type of isolation necessary are given in Chapter 6 at the beginning of each
section dealing with a particular iliness.

Strict isolation

The patient isconfined to the ship’shospital or to a cabin set aside for hissole use in aquiet part
of the ship and which hasbeen stripped of all unnecessary furnishingsand carpetsto facilitate
cleaning and disinfection.

He must be seen only by the person who nurseshim.

If disposable eating and drinking utensils are available, these should be used and later
destroyed. Should ship’s dishes and cutlery have to be used, they should be washed and
sterilised after use and kept in the cabin or hospital. They should never be washed up with
utensilsused by other membersof the crew.

All used bed linen and towelsshould be sterilised by boiling or by disinfection. Faecesand
urine should be passed into bedpansor urine bottlesand at sea disposed of in a flushing WC
set asidefor the purpose. The attendantsshould wear disposable gloveswhen handling these
itemsand care should be taken not to splash the contentsabout. The pansand bottlesshould
be sterilised after use. In port, faeces and urine should not be flushed away but should be
disinfected and disposed of after consultation with the Port Health Authority. It isimportant
to dispose of any used syringesand needlesin the correct way. Place the needle and syringe
into a ‘sharps’ box (safety container designed for disposing of contaminated sharp items
which could accidentally injure and thusinfect another individual). The containersshould be
keptintheisolation room until arrival in port when they should be handed to the Port Health
Authority for disposal. The attendant’s gloves should be bagged, sealed and disposed of in
the same way.

NOTE: The attendant should wash hishandseach time the glovesare removed.

Standard isolation

The patient isisolated in the ship’shospital or in a cabin set aside for hisuse. Thereisno need to
observe the stringent rules for strict isolation. Whilst the patient is ill, visitors should be
discouraged. When he shows signs of recovery, this ban can be lifted but visitors should be
instructed to stay only for short periods. Whilst he isconvalescing visiting should be encouraged
to relieve boredom.

In certain cases it will be necessary to deal with urine and faeces in accordance with the
procedure for strict isolation, e.g. entericfever.
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Ventilation

Adequate ventilation and a free flow of air to the crew accommodation and food storesis
important for the health of all on board ship. Thisisoften arranged by meansof arecirculating
air-conditioning system. With such a system, it isobviously undesirable that the air from aroom
occupied by an infectious person should be recirculated. Purpose-built ships hospitals
therefore have separate ventilation systems. However, when a person with an infectious
disease hasto occupy a cabin, all possible steps should be taken to prevent contaminated air
from re-circulating. For example, a porthole or external door not subject to an inflow of air
should wherever possible be opened to exhaust the contaminated air.

Port health clearance

Measures for the prevention and control of the spread of epidemic diseases by international
transport are governed by a code of ruleswhich have been drawn up and agreed by practically
all the maritime countries of the world (International Health Regulations 1969 — Third
Annotated Edition). The Regulationsare applied in most countriesby Port Health Officers.

A Maritime Declaration of Health should be completed before arrival at the first port of call
in anew country. This, however, only relatesto Yellow fever, Pulmonary plague and Cholera.

It isadvisable to seek advice and to give information by radio, preferably within 4—12 hours
of the estimated time of arrival at the port, in any of the circumstancesdescribed below.

1. The occurrence on board during the voyage of:
« death other than by accident;
« illnesseswhere the person concerned had:

« atemperature of 38°Cor greater, which wasaccompanied by arash or aglandular
swelling or jaundice, or which persisted for more than 48 hours;

« diarrhoeasevere enough to interfere with work or normal activities.
2. The presence on board of:

« aperson suffering from an infectiousdisease or who hassymptomswhich may indicate
the presence of an infectiousdisease;

« anyanimal or captive bird of any speciesincluding rodentsand poultry, noting any
mortality or illnessamong such animalsor birds.

3. Any other circumstanceswhich are likely to cause the spread of infectiousdisease.

Preventing heat illness

In very hot conditions the minimum of light clothing should be worn to allow the largest
possible surface for free evaporation of sweat. If thereismuch direct heat from the sun (radiant
heat), light white cotton clothing will reflect the heat and keep the body temperature below
danger limits. Fair-skinned people should remember that they burn more easily and should take
precautions.

Perspiration isthe body’sbest heat control mechanism but the sweat consistsmainly of salt and
water which must be replaced. The salt is best taken with food and supplemented by salt-
containing drinksto prevent heat cramp. At least 4 litresof fluid isrequired per day in conditions
of moderate heat. If working in high temperatures, the requirement may rise to 67 litres.

When the ambient temperature isabove 32°Cin very humid climates, or above 43°Cin dry
air, there will be arisk of heat illness, especially when work hasto be carried out. Thisapplies
particularly to work in engine-roomsand other enclosed spaces.

Air temperature, movement of air, humidity and radiant heat all combine to cause heat
exhaustion. A number of ships, especially those operating in hot climates, will carry an
hygrometer. Thiscomprisestwo thermometers, one wet-bulb and one dry-bulb. The readings
of the two thermometerscan be used to determine a ‘composite temperature’ which will give
an indication of the amount of work that can be undertaken per hour in given circumstances.
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The ‘composite temperature’ iscalculated by adding the wet-bulb temperature x 0.7 to the
dry-bulb temperature x 0.3 measured in °C. The resulting ‘composite temperature’ can be used
to establish the work/rest ratio asfollows:

* Composite temperature 2C Work/rest ratio

Light Work Moderate Work Heavy Work

30 27 25 Continuouswork

30.5 28 26 75% work/25% rest per hour
31.5 295 28 50% work/50% rest per hour
32 31 30 25% work/75% rest per hour

*Add 1°to the composite temperature if thereissome radiant heat
*Add 2° to the composite temperature if there isintense radiant heat

If the composite temperature is above the valuesin the table, extreme caution should be
exercised in allowing work at all because there will be a risk of heat-stroke. In emergency
conditions where the work must be done, short spells of work (say 10 minutes) may be
permitted but the person must be allowed to cool off completely before being allowed back
into the hot environment.

Exposure

Sunburn, frostbite, heat illnessand hypothermia may occur in the course of routine duty, and
must be guarded against. Sunburn, although often only aminor discomfort, can be dangerous.
A person drowsy after drinking alcohol who decidesto sleep in the sun may very well wake up
suffering from serious burns. Special care should also be taken against frostbite and
hypothermia (lowering of the body temperature). Hypothermia will most frequently be
present in men who have fallen overboard. Normal body temperature cannot be maintained
in water at temperatures below 20°C. Discarding clothing and swimming movements
accelerate heat loss. Treatment of heat illnesses and exposure problems are dealt with in
Chapters7 and 11.

Lifting heavy weights

Backache, sciatica, lumbago and slipped disc are frequently caused by incorrect lifting or by
attempting tolift heavy weights. If the legsare not bent and the object islifted by straightening
abent back, there will alwaysbe arisk of damage to the spinal column. Leg and thigh muscles
are the most powerful in the body and they should be used when lifting, the torso and head
being kept straight to avoid bending stresses. Crew should be properly instructed in the correct
technique for lifting and carrying heavy weights. They should not be allowed to attempt to
raise excessively heavy objects (see Code of Safe Working Practicesfor Merchant Seamen).

Exercise and boredom

Very few seafarersaboard ship exercise hard enough to cause them to become breathlessor to
increase the rate of their heart-beat. Ideally 20 minutesof aerobic exercise (exercise that raises
the heart rate and makes breathing faster) should be taken twice a week, to help maintain
cardio-vascular fitness. Such regular exercise will also help maintain muscle tone, strength and
mobility. Individualsunused to regular exercise should start training programsgently and seek
advice if in doubt about initial levels. If it hurts, don’t do it.

On long, tedious voyages there will be boredom and lack of interest which will also be
detrimental to health and well being. Awarenessof the danger isthe best protection.



Communicable diseasesare those that are transmissible from
oneperson, oranimal, to another. The disease may be spread
directly, via another species (vector) or via the environment.
llinesswill arise when the infectiousagent invadesthe host,
or sometimes as a result of toxins produced by bacteria in
food.

The spread of disease through apopulation isdetermined
by environmental and social conditions which favour the
infectious agent, and the relative immunity of the
population. An outbreak of infection could endanger the
operation and safety of the ship. An understanding of the
disease and the measures necessary for itscontainment and
management istherefore important.

Infectiousagentsand examples of
diseases

The organisms that cause disease vary in size from viruses,
which are too small to be seen by a light microscope to
intestinal wormswhich may be over ametrelong. The groups
of infectiousagentsare listed with examplesof diseasesthey
cause.

Bacteria
Pneumonia, tuberculosis, entericfever, gonorrhoea

Viruses

Measles, varicella, influenza, colds, rabies
Fungi

Ringworm, tinea pedis(athlete’sfoot)

Protozoa
Malaria, giardia

Metazoa
Tapeworm, filariasis, onchcerciasis(river blindness),
hookworm

Prions
Kuru, Creutzfeld-Jacob disease, Bovine spongiform
encephalopathy (BSE)

Modesof transmission
Direct transmission

= Direct contact with the infected person asin touching,
kissing or sexual intercourse

m Droplet spread through coughing sneezing, talking or
explosive diarrhoea

m Faecal-oral spread when infected faecesistransferred to
the mouth of anon infected person, usually by hand.
Indirect transmission

= Indirect transmission of infectiousorganismsinvolves
vehiclesand vectorswhich carry disease agentsfrom the
sourceto the host.

Infectiousagents
Modesof transmission

Definitionsand terms
used

Symptomsand signs

General management
and treatment

Anthrax

Cellulitis

Chickenpox (Varicella)
Cholera

Dengue fever
Diphtheria

Entericfever (typhoid
and para-typhoid fevers)

German measles
(Rubella)

Glandular fever
Hepatitis(viral)
Influenza
Malaria
Measles
Meningitis
Mumps
Plague
Poliomyelitis
Rabies

Scarlet fever
Tetanus
Tuberculosis
Typhusfever

Whooping cough
(Pertussis)

Yellow fever

Sexually transmitted
diseasesincluding HIV
(AIDS)

NOTE. Other communicable
diseasessuch aslassa Fever do
not fall within the competence
of thisbook. When in doubt
notify the Port Health Officer.
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Vehicles are inanimate or non-living means of transmission of infectious organisms. They
include:

m Water. If polluted, specifically by contaminated sewage. Water isthe vehicle for such
enteric (intestinal) diseasesastyphoid, cholera, and amoebic and bacillary dysentery.

m Milk isthe vehicle for diseasesof cattle transmissible to man, including bovine tuberculosis,
brucellosis. Milk also servesasa growth medium for some agentsof bacterial diseasessuch
ascampylobacter, acommon cause of diarrhoea.

m Foodisthe vehicle for salmonellainfections(which include entericfever), amoebic
dysentery, and other diarrhoeal diseases, and poisoning. Any food can act asa vehicle for
infection especially if it israw or inadequately cooked, or improperly refrigerated after
cooking, aswell ashaving been in contact with an infected source. The source may be
anotherinfected food, hands, water or air.

m Airisthe vehicle for the common cold, pneumonia, tuberculosis. influenza, whooping
cough. measles. and chickenpox. Dischargesfrom the mouth. nose, throat, or lungstake the
form of dropletswhich remain suspended in the air, from which they may be inhaled.

m Soil can be the vehicle for tetanus, anthrax, hookworm. and some wound infections.

m Fomites. Thisterm includesall inanimate objects, other than water, milk, food, air, and soil,
that might play arolein the transmission of disease. Fomitesinclude bedding, clothing and
the surfacesof objects.

Vectorsare animate or living vehicleswhich transmit infectionsin the following ways:

m Mechanical transfer. The contaminated mouth-partsor feet of some insect vectors
mechanically transfer the infectiousorganismsto a bite-wound or to food. For example,
fliesmay transmit bacillary dysentery, typhoid, or other intestinal infectionsby walking
over the infected faecesand later leaving the disease-producing germson food.

m Intestinal harbourage. Certain insectsharbour pathogenic (disease causing) organismsin
theirintestinal tracts. The organismsare passed in the faecesor are regurgitated by the
vector, and the bite-woundsor food are contaminated. (e.g. plague, typhus.)

m Biological transmission. Thisterm refersto multiplication of the infectiousagent during its
stay in the body of the vector. The vector takesin the organism along with ablood meal but
isnot able to transmit infection until after a definite period, during which the pathogen
changes. The parasite that causesmalariaisan example of an organism that completesthe
sexual stagesof itslife cycle within itsvector, the mosquito. The virusof yellow fever also
multipliesin the bodiesof mosquitoes.

Termsused in connection with communicable diseases

A carrier is a person who hasthe infection, either without becoming ill himself or following
recovery from it.

A contact isaperson who may have been in contact with an infected person.

The incubation periodistheinterval of time that elapsesbetween aperson being infected with
any communicable disease and the appearance of the features of that disease. This period is
very variable and depends upon the infectious agent and the inoculum (the amount of the
infectiousagent).

The isolation period signifies the time during which a patient suffering from an infectious
disease should beisolated from others.

The period of communicability isthe time during which a patient who may be incubating an
infectiousdisease following contact can communicate the disease to others.

The quarantine period meansthe time during which port authoritiesmay require a ship to be
isolated from contact with the shore. Quarantine of thiskind isseldom carried out except when
seriousepidemicdiseases, such as, for instance. plague. cholera, or yellow fever are present or
have recently occurred on board.



Chapter 6 COMMUNICABLEDISEASES

Symptomsand signs

In reality it isoften very difficult to make an accurate diagnosisof an infectiousdisease without
laboratory investigations. It may be possible if there are very specific features such as a rash
(varicella) or cluster of suggestive features (regular fever, enlarged spleen and history of
mosquito bitesin an endemicarea). Because of the difficulty in making an accurate diagnosison
board ship you may have to give a variety of treatments each directed at different infectious
agents.

Onset

Almost all communicable diseasesbegin with the patient feeling unwell and perhapsarise in
temperature. Thisperiod may be very short, lasting only a few hours(meningococcal sepsis), or
more prolonged (hepatitis). In some diseasesthe onset ismild and there isnot much general
disturbance of health, whereasin othersit issevere and prostrating. During the onset it israrely
possible to make adiagnosis.

The rash

The diagnosisof some communicable diseasesismade easier by the presence of a characteristic
rash. In certain diseases (e.g. scarlet fever) the rash isspread evenly over the body, in othersit is
limited to definite areas. When examining an individual suspected to be suffering from a
communicable disease, it isof great importance to strip him completely in order to get a full
picture of any rash and itsdistribution.

General rulesfor the management of communicable diseases
Isolation

The principlesof isolation are described in Chapter 3 and Chapter 5. If you have a suspicion that
the disease with which you are dealing is infectious it is advisable to invoke isolation
precautionsassoon aspossible.

Treatment

An essential element in treatment is maintaining the patient’s well being. This is achieved
through good general nursing and it isimportant to ensure that the patient doesnot become
dehydrated.

Advice on specific medical treatment for infectious diseases which are likely to respond to
specificdrugsisgiven under the sectionson treatment for the individual diseases. You may also
be advised to administer drugsto prevent secondary infection occurring.

See Chapter on General Nursing and on how to reduce a high fever.

Diet

Diet will very much depend on the type of disease and severity of fever. Serious fever is
invariably accompanied by loss of appetite and this will automatically tend to restrict diet to
beveragessuch aswater flavoured with lemon juice and a little sugar or weak tea with a little
milk and perhapssugar.

Essential basicrules

= [solate. If anyone suffersfrom atemperature without obviouscause it isbest to isolate him
until adiagnosishasbeen made.

m Strip the patient and make athorough examination looking for any signsof arash in order
totryto establish the diagnosis.

= Put himto bed, and appoint ssomeone to look after and nurse the patient.
= Give non-alcoholicfluidsin the first instance.

n [f histemperature exceeds39.4Cmake arrangementsfor tepid sponging.
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m Arrangefortheuse of abed pan and urine bottle if the patient showsany sign of
prostration or if histemperatureishigh.

m If the patient isserioudlyill and if in any doubt asto the diagnosisseek
failing which you should consider the need for making for port.

m Treat symptomsasthey arise.

Do not attempt to get the patient up during convalescence if he isfeeble, but keep him in
bed until the next port isreached.

When approaching port, send a radio message giving detailsof the case to enable the Port
Health Authority to make arrangementsfor the isolation of the case and any contactson arrival
and Disinfection.

Immunisation and travel advice

It isimportant that up to date advice on immunisation and the prevalent diseases should be
obtained before arrival in a foreign port. This is most easily available from the following
publications:

Health Information for Overseas Travel, produced by the UK Department of Health, and
International Travel and Health, WHO, Geneva

Anthrax

French: Charbon German: Milzbrand Italian: Carbonchio Spanish: Garbon
Incubation Period:2to 7 days, usually 2

Period of communicability:No evidence of transmission from person to person

Isolation Period: No evidence of transmission from person to person

Quarantine Period:None.

Anthrax is an uncommon but serious communicable disease which may occur in man and
animals. It occursin man either asan infection of the skin (malignant pustule), or asan attack on
the lungsor intestines, or asa widely spread infection throughout the body by means of the
blood circulation.

Anthrax is, in man, usually contracted by handling infected animals, skins, hides, or furs. It
can also be conveyed by the consumption of infected or insufficiently cooked meat, or by the
inhalation of dust containing the organism.

Symptomsand signs

In most casesanthrax isaccompanied by severe symptomssuch asfever and prostration. When
it appearsasa skin infection, it beginsasa red itching pimple which soon changesinto a blister
and within the next 36 hoursprogressesinto alarge boil with asloughing centre surrounded by
aring of pimples. Alternatively it may take the form of a painlesswidespread swelling of the
skin which shortly breaksdown to form pusin the area.

The gastro-intestinal form of anthrax resemblesfood poisoning with diarrhoea and bloody
faeces. The lung form developsinto a rapidly fatal pneumonia.

Treatment

Should a case of anthrax occur at sea, which isunlikely unlessasa result of handling animals,
hides, skins, etc., all dressingsor other material that come into contact with the discharge must
be burnt or disposed of by disinfection.

Instruments must be used to handle dressings as far as possible, and the instruments must
subsequently be sterilised by vigorousboiling for not lessthan 30 minutes, since the sporesof
the anthrax germ are difficult to kill.

Treatment isnot easy on board and the patient should be put ashore assoon aspossible. In
the meantime treatment iswith Penicillin

No attempt at surgical treatment (incision or lancing of the sore) should be made asit does
no good. Cover the sore with adressing.

Seek advice from a Port Health Authority about the treatment of cargo.
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Cellulitis (Erysipelas)

French: Erysipéle German: Erysipel Italian: Erisipela Spanish: Erisipela
Incubation Period:1 to 7 days

Period of communicability:None

Isolation Period:None

Quarantine Period:None

Thisdisease isan acute inflammatory condition of the skin caused by a germ entering the body
through a scratch or abrasion. Cellulitisoccursanywhere, but most commonly on the legs, arms
and face.

The onset issudden with shivering, and a general feeling of malaise. The temperature rises
rapidly and may reach about 40°C. The affected area becomesacutely inflamed and red on the
first or second day of the infection and the inflammation spreads rapidly outwards with a
well-marked, raised, and advancing edge. Asthe disease advancesthe portionsof the skin first
attacked become lessinflamed and exhibit a yellowish appearance. Blistersmay appear on the
inflamed area which can be very painful.

General treatment

The patient must be kept in bed during the acute stage.

Specifictreatment

Give the patient benzyl penicillin 600 mg followed by oral antibiotic treatment. Paracetamol
can be given to ease the pain.

Chickenpox (Varicella)

French: Varicelle German: Windpocken ltalian: Varicella Spanish: Varicela
Incubation Period:14to 21 days, usually 14

Period of communicability: Up to 5 daysbefore the onset of the rash and 5 daysafter the first
crop of vesicles

Isolation Period:Until the vesiclesbecome dry

Quarantine Period:None

Thishighly infectiousdisease startswith fever and feeling unwell. Within aday or two the rash
appearson thetrunk but soon spreadsto the face and elsewhere, even sometimesto the throat
and palate.

The rash startsasred pimples which quickly change into small blisters (vesicles) filled with
clear fluid which may become slightly coloured and sticky during the second day. Within a day
or two the blisters burst or shrivel up and become covered with a brownish scab. Successive
cropsof spotsappear for up to five days. Although usually a mild disease, sometimesthe rash is
more severe and very rarely pneumonia may occur.

Treatment

A member of the crew who has had chickenpox, and therefore hasimmunity, could make a
suitable nurse. If all of the crew have had chickenpoxinthe past then thereisno need to isolate
the patient. The patient need not be confined to bed unlesshe isunwell. He should be told not
to scratch, especially not to scratch hisface otherwise pock marksmay remain for life. Calamine
lotion, if available, dabbed onto the spotsmay ease theitching.
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Cholera

French: Choléra German: Cholera Italian: Coléra Spanish: Célera
Incubation Period:1to 5 days, usually 2-3 days

Period of communicability:Usually for afew daysafter recovery

Isolation Period: Until diarrhoea hassettled

Quarantine Period:5 days

Cholera is a severe bacterial infection of the bowel producing profuse watery diarrhoea,
muscular cramps, vomiting and rapid collapse. Infection occurs principally through drinking
infected water and sometimesthrough eating contaminated uncooked vegetables, fruit, shell
fish or ice cream. It generally occursin areas where sanitation is poor and where untreated
sewage has contaminated drinking water. Other bacterial and viral causes of diarrhoea can
sometimesproduce a similar clinical picture and may be just assevere.

Symptomsand signs

Most casesare mild and will not be differentiated from any other form of diarrhoea. In a severe
case the onset isabrupt, the vomiting and diarrhoea extreme with the faecesat first yellowish
and later pale and watery, containing little white shredsof mucusresembling rice grains. The
temperatureisbelow normal, and the pulse rapid and feeble.

The frequent copiouswatery faecesrapidly produce dehydration. Vomiting isprofuse, first
of food but soon changing to athin fluid similar to the water passed by the bowel. Crampsof an
agonising character attack the limbsand abdomen, and the patient rapidly passesinto a state
of collapse.

Asthe result of the lossof fluid, the cheeksfall in, the eyesbecome shrunken and the skin
losesitsnormal springinessand will not quickly return to itsnormal shape when pinched.

The body becomescold and covered with a clammy sweat, the urine isscanty, the breathing
rapid and shallow, and the voice issunk to a whisper. The patient isnow restless, with muscle
crampsinduced by lossof salt, and feebly complaining of intense thirst.

This stage may rapidly terminate in death or equally rapidly turn to convalescence. In the
latter case the cessation of vomiting and purging and thereturn of somewarmth to the skin will
herald convalescence.

Treatment

If there is a suspected case of cholera on board RADIO MEDICAL ADVICE ON MANAGEMENT
SHOULD BE OBTAINED PROM PTLY.

The patient should beisolated and put to bed at once. Every effort should be madeto replace
fluid and salt loss. Therefore, keep a fluid balance chart. The patient should be told that hislife
dependson drinking enough and he should be encouraged and if necessary almost forced to
drink asmuch aspossible until all signsof dehydration disappear (until hisurine output isback
to normal). Thereafter he should drink about 300 ml after each stool until the diarrhoea stops.
It isbest to drink oral rehydration solution (ORS), if thisisnot available, make up a solution from
20 gm of sugar with apinch of salt and a pinch of sodium bicarbonate and juice from an orange
in 500 ml sterile water.

Give Doxycycline 200 mg first dose then 100 mg once daily. If vomiting, give an anti-
emetictablet or injection before each dose. The patient must be kept in bed until seen by a
doctor.

Caution

Cholera is a disease which is transmitted from person to person. If cholera is suspected, the
ship’s water supply must be thoroughly treated to make sure that it is safe. The disposal of
infected faeces and vomit must be controlled carefully since they are highly infectious. The
hygiene precautions of all attendants must be of an order to prevent them also becoming
infected and all food preparation on board must be reviewed.
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Dengue fever
French:Dengue German:Denguefieber; Sebentagefieber
Italian:Dengue; Febbra dei sette giorni Spanish: Fiebre dengue

Incubation Period:3to 14 days, usually 7 to 10 days.

Period of communicability: No person to person transmission. Infective for mosquitoes for
about 5daysfrom just before the end of the febrile period.

Isolation Period:None

Quarantine Period:None

Thisis an acute fever of about 7 days duration conveyed by a mosquito. It is sometimes
called break-bone fever. It isan unpleasant, painful disease which israrely fatal. A severe
form of the disease, dengue haemorrhagic fever, can occur in children. Features of the
disease are its sudden onset with a high fever, severe headache and aching behind the
eyeballs, and intense pain in the jointsand muscles, especially in the small of the back. The
face may swell up and the eyes suffuse but no rash appearsat thisstage. Occasionally an
itchy rash resembling that of measlesbut bright red in colour appearson the fourth or fifth
day of theillness. It startson the handsand feet from which it spreadsto other partsof the
body, but remains most dense on the limbs. After the rash fades, the skin dries and the
surface flakes.

After about the fourth day the fever subsides, but it may recur some three dayslater before
subsiding again by the tenth day.

General treatment

There isno specific treatment, but paracetamol will relieve some of the pain, and calamine
lotion, if available, may ease the itching of the rash. Control is by removal of Aedes
mosquitoes.

Diphtheria

French:Diphtérie German:Diphterie Italian:Difterite Spanish:Difteria
Incubation Period:2to 5days

Period of communicability: Usually lessthan 2 weeks, shorter if the patient receivesantibiotics
Isolation Period:2 weeks

Quarantine Period:None

Diphtheriaisan acute infectiousdisease characterised by the formation of a membrane in the
throat and nose. The onset isgradual and startswith a sore throat and fever accompanied by
shivering. The throat symptoms increase, swallowing being painful and difficult, and
whitish-grey patchesof membrane become visible on the back of the throat, thetonsilsand the
palate. The patcheslook like wash leather and bleed on being touched. The neck glandsswell,
andthebreathisfoul. The fever may last for two weekswith severe prostration. Bacterial toxins
may cause fatal heart failure and muscle paralysis.

General treatment

Immediate isolation is essential asdiphtheria is very infectious, the infection being spread by
aerosols.

Specifictreatment

Secific treatment is diphtheria anti-toxin which should be given at the earliest possible
opportunityif the patient can get to medical attention. Antibiotictreatment should be given to
all casesto limit the spread of infection but it will not neutralise toxin which hasalready been
produced.
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Entericfever —typhoid

French: Fevre typhoide German: Typhusabdominalis

Italian: Febbre tifoidea Spanish: Aebre tifoidea

Incubation Period:1to 3 weeks, depending on size of infecting dose

Period of communicability: Usually lessthan 2 weeks. Prolonged carriage of salmonella typhi
may occur in some of those not treated.

Isolation Period:Variable.

Quarantine Period:None

The term enteric fever covers typhoid and para-typhoid fevers. Enteric fever is contracted
by drinking water or eating food that hasbeen contaminated with typhoid germs. Seafarers
are advised to be very careful where they eat and drink when ashore. Immunisation gives
reasonable protection against typhoid but not para-typhoid.

In general the para-typhoidsare milder and tend to have a shorter course.

The disease may have a wide variety of symptomsdepending on the severity of the attack.
Nevertheless, typhoid fever, however mild, isa disease which must be treated seriously, not only
because of itspossible effect upon the patient, but also to prevent it spreading to otherswho
may not have been immunised. Srict attention must be given to hygiene and cleanlinessand all
clothing and soiled linen must be disinfected.

During the first week the patient feels off-colour and apathetic, he may have a persistent
headache, poor appetite, and sometimesnose bleeding. There issome abdominal discomfort
and usually constipation. These symptomsincrease until he isforced to go to bed. At thisstage
histemperature beginsto rise in stepsreaching about 39-40°Cin the evenings. For about two
weeksit never dropsback to normal even in the mornings.

Any person who is found with a persistent temperature of this kind should always be
suspected of having typhoid, especially if hispulse rate remainsbasically normal. In 10 to 20%
of cases, from about the seventh day, characteristic rose-pink spots may appear on the lower
chest, abdomen and back, which if pressed with the finger will disappear and return when
pressure isreleased. Each spot lastsabout 3—4 daysand they continue to appear in cropsuntil
the end of the second week or longer. Search for them in a good light, especially in
dark-skinned races. During the second week, mental apathy, confusion and delirium may occur.
In the more favourable cases the patient will commence recovery but in the worst cases his
condition will continue to deteriorate and may terminate in deep coma and death. Even where
the patient appears to be recovering, he may suffer a relapse. There are a variety of
complicationsbut the most dangerous are haemorrhage from, or perforation of, the bowel.
Where the faeces are found to contain blood at any stage of the disease the patient must be
kept as immobile as possible and put on a milk and water diet. If the bowel is perforated,
peritonitiswill set in.

General treatment

Anyone suspected of having typhoid or para-typhoid fever should be kept in bed in strict
isolation until seen by a doctor. The patient’surine and faecesare highly infectious, asmay be
his vomit. These should all be disposed of. The attendants and others coming into the room
should wash their hands thoroughly after handling the bedpan or washing the patient, and
before leaving the room.

The patient should be encouraged to drink asmuch aspossible and a fluid input/output chart
should be maintained. He can eat asmuch ashe wants, but it isbest if the food islight.

Specifictreatment

If you suspect somebody hasentericfever get Give ciprofloxacin 500
mg every 12 hoursfor one week. On thistreatment the fever and all symptomsshould respond
within 4-5 days.

All casesshould be seen by adoctor at the first opportunity. The case notesincluding details
of the amount of medicine given should be sent with the patient.



Chapter 6 COMMUNICABLEDISEASES

German measles—rubella

French: Rubéole German: Rételn ltalian: Rosolia Spanish: Rubéola
Incubation Period:14 to 23 days, usually 17

Period of communicability: For about 1 week before to at least 4 daysafter the onset of the rash
Isolation Period:Until 7 daysfrom the appearance of the rash

Quarantine Period:None

German measlesisa highly infectious, though mild disease. It hasfeaturessimilar to those of
mild attacks of ordinary measlesor of scarlet fever. For the differencesin symptomsand signs
seethetable.

Usually the first sign of the disease is a rash of spots, though sometimes there will be
headache, stiffness and soreness of the muscles, and some dlight fever preceding or
accompanying the rash. Therash isabsent in half the casesand lastsfrom 5to 6 days.

The glands towards the back of the neck are swollen and can easily be felt. This is an
important distinguishing sign. Thisswelling will precede the rash by up to 10 days.

General treatment

Give the patient paracetamol, and calamine lotion, if available, for the rash.

Specifictreatment

NOTE: Particular care should be taken to isolate patientswith German measlesfrom pregnant
women: Any pregnant woman on board should see a doctor ashore assoon aspossible so that
her immunity to rubella can be confirmed. If a patient has seen hiswife in the last week he
should be asked whether hiswife might be pregnant. If so, hiswife should be advised to see her
doctor.

Glandular fever —infectious mononucleosis

French: Fiévre glandulaire; Mononucleose infectieuse

German: Drusenfieber; Infektiose Mononukleose

Italian: Febbre ghiandolare (Mononucleosi infettiva)

Spanish: Aiebre glandular (Mononucleosisinfecciosa)

Incubation Period:4to 6 weeks

Period of communicability: Prolonged, excretion of virusmay persist for a year or more
Isolation Period:None

Quarantine Period:None

Thismalady isan acute infection which ismost likely to affect the young membersof the crew.
Convalescence may take up to two or three months.

The disease startswith a gradual increase in temperature and a sore throat; a white covering
often develops later over the tonsils. At this stage it is likely to be diagnosed as tonsillitis and
treated as such. However it tends not to respond to such treatment and, during this time, a
generalised enlargement of glands occurs. The glands of the neck, armpit and groins start to
swell, and become tender; those in the neck to a considerable extent. The patient may have
difficulty in eating or swallowing. Histemperature may go very high and he may sweat profusely.
Occasionally thereisjaundice between the fifth and fourteenth day. Commonly thereisablotchy
skin rash on the upper trunk and arms at the end of the first week. Vague abdominal pain is
sometimesa feature. A diagnosisof diphtheria may be considered due to the appearance of the
tonsils, but the generalised glandular enlargement istypical of glandular fever.

General treatment

Paracetamol should be given to relieve pain and to moderate the temperature. Any antibiotics
which have been prescribed to treat the tonsillitisshould be discontinued.
Thereisno specifictreatment. If complicationsarise get
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Hepatitis (viral)

French: Hépatite : Hepatitis German: Hepatitis ltalian: Bpatite Spanish: Hepatitis
Incubation Period: 15 to 50 days for hepatitis A, 60 to 90 days for hepatitis B (may be much
longer)

Period of communicability: None after jaundice hasappeared in hepatitis A, can be indefinite
for hepatitisB

Isolation Period:During first week of illness

Quarantine Period:None

Thisis an acute infection of the liver caused by viruses. There are two main causes of acute
hepatitis: hepatitisA and hepatitisB. Two other virusesmay cause hepatitis(Cand E), but these
are uncommon. The most likely cause will be hepatitis A and thisis spread by the faecal-oral
route (asis hepatitis E). Hepatitis B is spread sexually or by contaminated blood or needles.
Thereisno way of differentiating one type of viral hepatitisfrom another. The urine and faeces
will show the typical changesassociated with jaundice.

Treatment

Thereisno specifictreatment. The patient should be put to bed and nursed in isolation. Plenty
of sweetened fluids should be given until the appetite returns. When the appetite returnsa
fat-free diet should be given. No alcohol should be allowed. All cases must be seen by a doctor
at the next port.

Influenza
French: Grippe; Influenza German: Epidemische Influenza; Grippe
ltalian: Influenza Sanish: Influenza; Grippe

Incubation Period:1to 5days

Period of communicability:3to 5 days(7 in children) from the onset of iliness

Isolation Period:Often impractical because of the delay in diagnosis. In an outbreak it would be
advisable to keep all affected individualstogether and away from those who are well
Quarantine Period:none

Thisisan acute infectiousdisease caused by agerm inhaled through the nose or mouth. It often
occursin epidemics. The onset issudden and the symptomsare, at first, the same asthose of the
common cold. Later the patient feelsmuch worse with fitsof shivering, and severe aching of the
limbsand back. Depression, shortnessof breath, palpitations, and headaches, are common.
Influenza may vary in severity. Commonly a sharp unpleasant feverish attack isfollowed by a
prompt fall in temperature and a short convalescence. Pneumoniaisa possible complication.

General treatment

The patient should be subject to standard isolation. He should be watched for signs of
pneumonia such aspainsin the chest, rapid breathing and a bluish tinge to the lips. He should
be given plenty to drink and alight and nutritiousdiet if he can manageit.

Specifictreatment

There is no specific treatment for the uncomplicated case, but the patient should be given
paracetamol asneeded.
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Malaria

French: Paludisme German: Malaria ltalian: Malaria Spanish: Paludismo
Incubation Period:12 daysor more, depending on the type of malaria

Period of communicability: The patient will remain infectious for mosquitoes until they have
been completely treated

Isolation Period:None if in mosquito-proof accommodation

Quarantine Period:None

Malariaisarecurrent fever caused by protozoaintroduced into the blood stream by the bite of
the Anopheles mosquito. The malaria-carrying mosquito is most prevalent in districts where
there issurface water on which it laysitseggs. It isa dangeroustropical disease which causes
fever, debility and, sometimes, coma and death.

Malarial areas

Portsbetween latitudes25°N and 25°Son the coastsof Africa (including Malagassy), Asia, and
Central and South America should be regarded asinfected or potentially infected with malaria.
Enquiries should be made prior to departure to allow appropriate prophylaxisto be arranged
and treatment drugsobtained. Beforearrival in port further enquiriesshould be made asto the
current malaria situation and prophylaxisissued to the crew if necessary.

Prevention of malaria

The risksof attacksof malaria can be very greatly reduced if proper precautionsare taken and
the disease can be cured if proper treatment isgiven. Despite this, caseshave occurred in ships
where several membersof the crew have been attacked by malariaduring asingle voyage with
severe and even fatal results.

The precautionsare:

= avoidance of mosquito bites;

= prevention of infection.

Avoidance of mosquito bites

The best way to prevent malarial infection isto take measuresto avoid being bitten. The advent
of air conditioned ships has made many traditional preventive measures obsolete. However,
when within two milesof a malarial shore it remainsimportant that:

m doorsare kept closed at all timesafter dusk;
= any mosquitoeswhich enter compartmentsare killed using insecticide spray;

m personsgoing on deck or ashore after dusk wear long sleeved shirtsand trousersto avoid
exposing their armsand legs;

= no poolsof stagnant water are allowed to develop on deck or in life boats, where
mosquitoesmight breed.

In ships which are not air conditioned other traditional measures to protect against
mosquitoesshould be implemented. These include:

= placing fine wire mesh over portholes, sky lights, ventilatorsand other openings;
m screening lightsto avoid attracting mosquitoes;

= fixing mosquito netsover bedswhere accommodation spacescannot be made mosquito
proof.

Prevention of infection

The fewer the bites, the smaller is the risk of infection but even when the greatest care is
exercised it will seldom be possible entirely to prevent mosquito biteseither on shore or in the
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ship. For thisreason in all caseswhen a ship isbound for amalarial port, Masters(in addition to
taking all possible measures to prevent mosquito bites) should control infection by giving
treatment systematically to all the ship’screw.

Preventive treatment (prophylaxis) does not always prevent a person from contracting
malarial infection, but it will reduce the chance of disease.

All persons, therefore, should be warned that they have been exposed to the chance of malaria
infection and that, if they fall ill at a later date, they should inform their doctor without delay
that the fever from which they are then suffering may be due to malaria contracted abroad.

The most appropriate prophylaxiswill vary with the location asthere are different types of
malariain variouspartsof the world. There isalso increasing resistance to anti-malarialswhich
will affect their effectiveness. Up to date information should be obtained before departure if
possible or from the local health authorities.

General guidelines

Start taking the prophylaxis before arrival at a malarial area in accordance with specific
instructionsand depending on the region. (Usually 1-3 weeksbefore departure).Thiswill allow
the tolerance and side-effects (if any) of the prophylactic drug to be assessed. Prophylaxis
should be continued for 4 weeksafter leaving the malarial area so asto ensure all stagesof the
parasite have been killed.

No drugsfor the treatment of malaria are specified in the MSN 1726 asthe advice varieswith
destination and the pattern of disease in any given malarial area at the time.

For information, the UK’'spresent guidelinesrecommend 3 different regimesdepending on
destination:

m Proguanil 200 mg once daily and chloroquine 300 mg weekly
m Mefloquine 250 mg once weekly

m Maloprim (acombined tablet of dapsone and pyrimethamine) 1 tablet weekly and
chloroquine 300 mg weekly

Other regimesmay be used in areasof high level resistance

Treatment of malaria
Featuresof the illness

Malaria cannot be diagnosed with certainty without laboratory assistance. If the person has
been in a potentially malarial area within the last few monthsand hasa fever they should be
assumed to have malaria. The characteristic patterns of fever associated with malaria (fever
every 2 to 3 days) may not be obvious. The ilinessmay progressrapidly without many features
other than fever and sweating. There will often be a severe headache. If there is any doubt
about whether to treat or not get

General treatment for mild or severe malaria

The patient should be put to bed in a cool place and histemperature, pulse and respiration
taken four hourly. If body temperature rises to 40°C or over, cooling should be carried out.
The temperature should be taken and recorded at 15 minute intervalsuntil it hasbeen normal
for some time. Thereafter the four-hourly recording should be resumed until the attack has
definitely passed.

Specifictreatment for mild or severe malaria

Anti-malarial drugs are not specified in MSN 1726 as treatment depends on the area and
patternsof resistance. If anti-malarials are to be carried seek appropriate advice on which to
obtain/use.

The following examplesof current regimesare given for information:

= Quinine 600 mg every 8 hoursfor 7 daysfollowed by Fansidar (see below) 3tabletsasa
single dose
or

m Mefloquine 500 mg (2 tablets) for 2doses8 hoursapart
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Chloroquine is not used for treatment except for proven single infections with vivax and
other benign malarias because of drug resistance. If quinine, Fansidar or mefloquine are not
available then chloroquine 300 mg 8 hourly for three dosesthen 300 mg daily for 2 daysshould
be used.

If the patient isunable to take medicine by mouth orisvomiting then quinine 600 mg should
be given by intramuscular injection every 8 hours. Assoon asthe patient isable to swallow it
should be given by mouth. Quinine may produceringing in the earsor dizziness, but thisshould
not normally be areason to stop treatment.

NOTE: All patientswho have been treated for malaria or suspected malaria must see adoctor at
the next port because further medical treatment may be necessary.

Measles
French: Rougeole  German: Masern Italian: Morbillo Spanish: Sarampion

Incubation Period:7 to 18 daysusually 10 until onset of fever, 14 daysuntil rash

Period of communicability:about 10 days, minimally infectiousafter the second day of the rash
Isolation Period: 4 daysafter onset of rash

Quarantine Period:None

Measles does not often occur in adults. See also the sections on German measles and scarlet
fever and the table of differencesof symptoms.

The disease startslike acold in the head, with sneezing, arunning nose and eyes, headache,
cough and a slight fever 37.52C-39°C. During the next two days the catarrh extends to the
throat causing hoarsenessand a cough. A careful examination of the mouth during thisperiod
may reveal minute white or bluish white spotsthe size of a pin’shead on the inner side of the
cheeks, or the tongue and inner side of the lips. These are known a ‘Koplik spots’ and are not
found in German measlesand scarlet fever.

The rash appears on the fourth day when the temperature increases to 39-40°C. Pale
rose-coloured spotsfirst appear on the face and spread down to cover the rest of the body. The
spotsrun together to form a mottled blotched appearance. The rash deepensin colour asit gets
older.Infour or fivedaystherash beginsto fade, starting whereit first appeared. The skin may peel.

The main danger of measlesisthat the patient may get bronchitis, pneumonia or middle ear
infection.

General treatment

Thishighly infectiousdisease isconveyed to otherswhen the patient coughsor sneezes.
There is no specific treatment, but the patient may have paracetamol. Calamine lotion, if
available, may be applied to soothe the rash.

Meningococcal disease (meningitisand septicaemia)

French: Méningite cérébro-spinal épidémique
German: Epidemische Meningitis Cerebro-spinal
Italian: Meningite cerebro-spinal epidemica
Spanish: Meningitiscerebro-spinal epidemica

Incubation Period:2to 10 days, usually 3to 4

Period of communicability: Generally not communicable whilst the patient ison antibiotics
Isolation Period: For 24 hoursafter the start of antibiotics

Quarantine Period:None

Infection caused by the meningococcus (a bacterium) can cause either meningitis, with
inflammation of the membranes surrounding the brain and spinal cord, or a septicaemia
characterised by ageneralised rash that doesnot fade on pressure. Unlesstreated promptly and
effectively, the outcome is nearly alwaysfatal. It occursin epidemics which may affect closed
communitiessuch asa ship. Theinfection entersby the nose and mouth.
Meningitisstartssuddenly with fever, considerable headache and vomiting. Within the first
day the temperature increasesrapidly to 39°C or more and the headache becomes agonising.
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Vomiting increases and there is general backache with pain and stiffness in the neck.
Intolerance of light (photophobia) isusually present. The patient may beintensely irritable and
resent all interference, or may even be delirious.

Asthe meningitisdevelopsthe patient adoptsa characteristic posture in bed, lying on the
sidewith hisback to the light, kneesdrawn up and neck bent backwards. Unconsciousnesswith
incontinence may develop.

The septicaemia caused by the meningococcus also starts suddenly with a flu like illness. A
rash develops quickly, starting with pin prick like spotswhich will not blanche when pressed.
Thisrash may progressto form large dark red areas.

Individual cases may vary in the speed of onset, the severity of the iliness and the clinical
featureswhich are present.

If meningitisissuspected get and it will help thedoctorif theresults
of thetwo following testsare available:

The neck bending test

Askthepatient to attempt to put hischin on hischest. In meningitisthe patient willbe unableto do
so because forward neck movement will be greatly restricted by muscle contraction. Try to increase
the range of forward movement by pushing gently on the back of hishead. The neck muscleswill
contract even more to prevent the movement and the headache and backache will be increased.

The knee straightening test
—Figure 6.1

A.Bendoneleg until the heel is
closeto the buttock.

B. Movethe bent leg to lie over
the abdomen.

C. Keeping the thigh asin (B) try
to straighten the lower leg.

In meningitisit will be impossible

to straighten the knee beyond a

right angle and attemptsto force

movement will increase the
backache.
General treatment - —

The patient should be nursed in a

quiet, well-ventilated room with

shaded lightsin strict isolation. He

should be accompanied at all .
timesby an attendant who should

wear aface mask to cover hisnose

and mouth. Tepid sponging may

be necessary and pressure points

should be treated. Usually there is

no appetite but he should be

encouraged to drink plenty of

fluid. Ice packsmay help to relieve

the headache. Figure 6.1 The knee straightening test.

Specifictreatment

Give benzyl penicillin 3 g intramuscularly at once, and get asto the
amount and frequency of subsequent injections of benzyl penicillin. Until such advice is
received, give benzyl penicillin 2.4 g at six hourly intervals.

The headache should be treated with codeine. The patient should come under the care of a
doctor assoon aspossible.
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Mumps
French: Oreillons German: Mumps—Ziegenpeter
Italian: Malaria Orecchioni Spanish: Orejones

Incubation Period:12to 26 days, usually 18

Period of communicability: 7 daysbefore glandular swelling and up to 9 daysafter
Isolation Period:9 daysafter swelling started

Quarantine Period:None

Mumpsisa viral disease which causesthe swelling of the salivary glandsin front of the earsand
around the angle of the jaw. The swelling usually affectsboth sidesof the face though it may
only affect one side and it may make the mouth difficult to open. The onset isusually sudden
and may be accompanied by a slight fever. The swelling gradually diminishes and should
disappear entirely in about 3 weeks.

About 20% of men with mumps get orchitiswhich isthe swelling of one or both testicles;
when thisoccursit usually happensaround the tenth day. Whilst very painful, orchitisdoesnot
usually result in infertility and never in impotence.

General treatment

The patient should be put in standard isolation for 9 daysand stay in bed for 4 to 5 daysor until
thefeverisno longer present. He can be given paracetamol to relieve the symptoms, but there
isno specifictreatment.

If he developsswollen painful testicles(orchitis) he should stay in bed. He should support the
scrotum on apad or small pillow. The testiclesshould also be supported if the patient getsup for
any reason.

Plague
French: Peste German: Pest Italian: Peste Spanish: Peste

Incubation Period:2to 6 days

Period of communicability: Aslong asinfected fleas are present. Person to person spread is
uncommon except with plague pneumonia.

Isolation Period: For 3daysafter the start of antibiotictreatment

Quarantine Period: 6 days

Plague isa seriousbacterial disease transmitted to man by infected rat fleas. It may present in
three ways

Bubonic in which buboes(swollen lymph nodes) arethe most obviousfeature. The nodesare
painful and may ooze pus.

Pneumonic in which pneumoniaisthe main feature. The type of plague isvery infectiousas
the sputum containsthe plague bacterium.

Septicaemic which israpidly fatal.

The attack beginssuddenly with severe malaise, shivering, painsin the back and sometimes
vomiting. The patient becomes prostrated and is confused. His temperature reaches about
380C Cand the pulse israpid. After about 2 daysthe buboes may develop, most commonly in
the groins. The buboesmay soften into abscesses.

General treatment

The patient should be cared for by an attendant who should wear a face mask to cover his
nose and mouth The patient should be isolated and taken as soon as possible to a port
where he can be treated. He should rest in bed, be encouraged to drink as much fluid as
possible and have a very light diet. If the abscesses burst they should be dressed with a
simple dressing, but they must not be lanced. Soiled linen and bed clothesshould be boiled
for 10 minutesor destroyed.
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Specifictreatment

Give Doxycycline 100 mg once daily for at least 5 days. The patient should remain on complete
bed rest during convalescence.

Prevention

Plague should be notified to the local health authoritiesat the next port of call. The quartersof
the patient and the crew should be treated with insecticide powder and dust to ensure the
destruction of fleas.

Warning

Dead ratsshould be picked up with tongs, placed in a plasticbag, which should be sealed with
string, weighted and thrown overboard; if the ship isin port, the dead ratsshould be disposed
of inthe manner required by the port medical health authority.

Poliomyelitis—infantile paralysis

French: Poliomyélite German: Poliomyelitis
ltalian: Poliomielite Sanish: Poliomielitis

Incubation Period:3-21 days, commonly 7-14 days

Period of communicability: Casesare most infectiousduring the first few daysbefore and after
the onset of symptoms

Isolation Period:Not more than 7 days

Quarantine Period None

Poliomyelitis is an acute viral disease that occurs mostly in children. It is a disease almost
entirely preventable by immunisation.

The severity rangesfrom non-apparent infection to non-specific febrile iliness, meningitis,
paralytic disease and death. Symptoms of the mild disease include fever, malaise, headache,
nausea and vomiting. If the disease progresses, severe muscle pain and stiffnessof the neck and
back, with or without paralysiswill occur. The most commonly affected partsare the legsand
arms, shoulders, diaphragm and chest muscles. The development of paralysis is generally
complete within two days and then recovery begins. The recovery may be complete or leave
some degree of paralysis

Affected muscles are usually painful and tender if touched. They are always limp and
movementsof the affected partsare either weakened or lost by the wasting which appearsvery
soon after paralysis.

Paralysisof the respiratory musclesmay cause breathlessnessand bluenessof the lips.

General treatment

There isno specifictreatment but much can be achieved by good nursing. The patient should
have completerest in bed. Pain should be treated with paracetamol and/or codeine.
If alimb hasbeen affected it should be supported by pillowsin such a way that the paralysed
musclescannot be stretched. The jointsabove and below the paralysisshould be put through a
full range of movement morning and evening to prevent stiffness.

In all cases, as soon as paralysis appears, must be sought. If the
respiratory musclesare affected, breathing difficulty may ensue. Urgent stepsmust be taken to
get the patient to skilled hospital treatment assoon aspossible.
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Rabies—hydrophobia
French: Larage German: Tollwut ltalian: Rabbia Spanish: Rabia

Incubation Period: in humans the incubation period is usually 2 to 12 weeks, shortest for
patientsbitten about the head and those with extensive bites

Communicability: Rabiesisrarely, if ever, spread from human to human. Neverthelessfor the
duration of the illness contamination with saliva should be avoided by wearing gloves when
nursing the patient

Isolation Period:Duration of theillness

Quarantine Period:

Rabiesisan acute infectiousviral disease that isalmost alwaysfatal. When a rabid mammal
biteshumansor other animals, itssaliva transmitsthe infection into the wound, from where
it spreadsto the central nervoussystem. Rabiesisprimarily an infection of wild animalssuch
as skunks, coyotes, foxes, wolves, racoons, bats, squirrels, rabbits, and chipmunks. The most
common domesticanimalsreported to have rabiesare dogs, cats, cattle, horses. mules, sheep,
goats, and swine. It ispossible for rabiesto be transmitted if infective saliva entersa scratch
or fresh break in the skin.

The development of the disease in a bitten person can be prevented by immediate and
proper treatment, Once symptomsof rabiesdevelop, death isvirtually certain to result. Thus
prevention of thisdisease isof the utmost importance.

Local port authorities should be informed of possible rabid animals, so that appropriate
publichealth measurescan be instituted.

Treatment

Assoon asan individual aboard ship Isknown to have been bitten by adog or other possibly
rabid animal, should he obtained at once. Usually suspected cases
are sent ashore to obtain the expert treatment and nursing care needed to prevent the
disease.

Immediate local care should be given. Vigoroustreatment to remove rabiesvirusfrom the
bites or other exposures to the animal’s saliva may be as important as specific anti-rabies
treatment. Free bleeding from the wound should be encouraged. Other local care should
consist of:

= thoroughirrigation of the woundswith soap or detergent water solution;
m cleansing with antisepticsolution;

= if recommended by radio, giving an antibioticto prevent infection:

m administering adsorbed tetanustoxoid, if indicated.

m Suturing of bite woundsshould be avoided.

Prevention

When abroad, seamen should keep away from warm-blooded animals especially cats, dogs.
and other carnivores. It isstrongly advised that petsshould not be carried on board ship as
these may become infected unnoticed, through contact with rabid animalsin ports.
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Scarlet fever
French: Sarlatine German: Sharlach ltalian: Scarlattina Spanish: Escarlatina

Incubation Period:1to 3days

Period of communicability: 3 days

Isolation Period:14 daysin untreated cases, 1to 2 daysif given antibiotics.
Quarantine Period:None

Scarlet fever isnot often contracted by adults. It hasfeatures similar to those of measles and
German measles; see the table of differencesof symptoms.

The onset isgenerally sudden and the temperature may rapidly rise to 39.5to 40°Con the first
day. Withthefever the other main early symptomisasorethroat, which in most casesisvery severe.
The skinishot and burning to thetouch. Therash appearson the second day and consistsof tiny
bright red spotsso close together that the skin assumesa scarlet or boiled lobster-like colour. It
usually appearsfirst on the neck, very rapidly spreadsto the upper part of the chest and thento the
rest of the body. There may be an area around the mouth which isclear of the rash. Thetongue
at first iscovered with white fur and, when thisgoes, it becomesa very bright red (strawberry).
The high fever usually lastsabout a week. Asthe rash fadesthe skin peelsin circular patches.

The danger of scarlet fever arisesfrom the complicationsassociated with it, e.g. inflammation
of thekidneys(test the urine for protein once aday), inflammation of the ear due to the spread
of infection from the throat, rheumatism and heart disease. These complications can be
avoided by careful treatment.

General treatment

The patient must stay in bed and be kept as quiet as possible. The patient can be given
paracetamol to relieve the painin thethroat which may also be helped if he takesplenty of cold
drinks. He can take such food ashe wishes.

Specifictreatment

Asscarlet fever usually followsfrom a sore throat or tonsillitisyou may already be giving him
therelevant treatment. Otherwise give the specifictreatment for tonsillitis.

Tetanus—lockjaw
French: Tetanos German: Wundstarrkrampf Italian: Tetano Spanish: Tetanos

Incubation Period:4to 21 days

Period of communicability:No person to person transmission
Isolation Period:None

Quarantine Period:None

Tetanus is caused by the infection of a wound by the tetanus bacterium which secretes a
powerful poison (toxin). This bacterium is very widespread in nature and the source of the
wound infection may not alwaysbe easy to trace. Puncture woundsare particularly liable to be
dangerous and overlooked as a point of entry. In the UK immunisation against the disease
usually beginsin childhood but it isnecessary to have further periodicinoculationsto maintain
effective immunity. Fortunately the disease isa very rare condition on board ship.

The first signsof the disease may be spasmsor stiffening of the jaw musclesand, sometimes,
other muscles of the face leading to difficulty in opening the mouth and swallowing. The
spasmstend to become more frequent and spread to the neck and back causing the patient’s
body to become arched. The patient remains fully conscious during the spasms which are
extremely painful and brought on by external stimulussuch astouch, noise or bright light. The
patient is progressively exhausted until heart and lung failure prove fatal. Alternatively, the
contractionsmay become lessfrequent and the patient recovers, but thereisa high mortality.

Treatment

The patient should be isolated in a darkened room asfar aspossible from all disturbances. Get
. Give antibiotic treatment and give diazepam or chlorpromazine as
sedation and to control spasms. The patient must be got to hospital assoon aspossible.
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Tuberculosis— TB, consumptlon
French: Tuberculose German: Tuberkulose ltalian: Tuberculosis Spanish: Tuberculosis

Incubation Period:4to 12 weeks

Period of communicability:indefinite, 2 weeksafter antibiotics
Isolation Period:dependson the degree of infection, rarely necessary
Quarantine Period:None

Thisinfectiousdisease iscaused by the tubercle bacillus. Although the lung (pulmonary) disease
is the most common, TBbacteria may attack other tissuesin the body: bones. joints. glands, or
kidneys. Unlike most contagious diseases, tuberculosis usually takes a considerable time to
develop, often appearing only after repeated, close, and prolonged exposuresto a patient with
the active disease. A healthy body is usually able to control the tubercle bacilli unless the
invasion isoverwhelming or resistance islow because of chronicalcoholism, poor nutrition, or
some other weakening condition.

The pulmonary form of the disease isspread most often by coughing and sneezing.

A person may have tuberculosisfor along time before it isdetected. Symptomsmay consist
of nothing more than a persistent cough, slight loss of weight, night sweats, and a continual
‘all-in‘ or ‘tired-out* feeling that persistsswhen there isno good reason for it. More definitive
signspointing to tuberculosisare a cough that persistsfor more than a month, raising sputum
with each cough. persistent or recurring painsin the chest, and afternoon risesin temperature.

When he reaches a convenient port, a ssaman with one or more of these warning signs
should see a physician.

Treatment

Every effort should be made to prevent anyone who hasactive tuberculosisfrom going to sea.
since thiswould present arisk to the crew’shealth aswell asthe individual’s.

The treatment of tuberculosis by medication will not usually be started at sea, since the
disease doesnot constitute an emergency.

To prevent the spread of tuberculosis, every patient with a cough, irrespective of its cause,
should hold disposable tissuesover hismouth and nose when coughing or sneezing and place
the used tissuesin a paper bag, which should be disposed of by burning.

The medical attendant should follow good nursing isolation techniques (see Isolation
Chapter 3). No special precautions are necessary for handling the patient’sbedclothes, eating
utensils, and personal clothing.

Tuberculosis control

A tuberculosis control programme hasthree objectives: (1) to keep individuals with the disease
from signing on ascrew-members; (2) to locate those who may have developed the disease while
aboard ship and initiate treatment: and (3) to give preventive treatment to personsat high risk of
developing the active disease. The first objective can be achieved by periodic, thorough physical
examinationsincluding chest X-raysand bacteriological examination of sputum.

To identify those who might have developed active tuberculosis, a chest X-ray should be
taken and a medical evaluation including bacteriological examination of sputum requested
when in port, if a crew-member develops symptomsof a chest cold that persist for more than
two weeks.

Also, when any active disease is discovered, survey should be made of close associates of
the patient and othersin prolonged contact with him. Such persons are regarded as contacts
and are considered at risk from the disease; they should be given a tuberculin test and
chest X-ray when next in port. If they develop symptoms, full medical examination, including
bacteriological examination of sputum, should be requested.
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Typhusfever
French: Typhusexanth\Aematique German: Flecktyphus
Italian: Tifo petecchiale Spanish: Tifuspetequial

Incubation Period:6to 15 days, usually 12

Period of communicability: Not directly transmissible from person to person
Isolation Period:not required after de-lousing

Quarantine Period: 14 days

Thisdisease should not be confused with typhoid fever. Typhusiscaused by a small bacterium.
The disease isconveyed by lice, fleas, ticksand mites. Treatment for the varioustypesof typhus
isthe same and the symptoms are very similar. The main typhi are epidemic (from lice) and
murine, or ship typhus, (from rat fleas).

Symptomsand signs

Onset issudden with headache, vomiting, shivering and nausea. The temperature rapidly rises
and may reach 40.02Cto 40.62C. The patient suffersgreat prostration, and may be deliriousor
confused.

About thefifth day arash appearson the front of the body, spreading to the back and limbs
in the form of dusky red spots which give the skin a blotchy appearance. The disease if
untreated lastsabout two weeks. With tick or mite borne typhusthere isusually apunched out
black ulcer (eschar) which correspondsto the site of attachment.

Treatment

In the case of louse-borne typhusisolate the patient at once. Bedding and clothing of the
patient and close contactsshould be treated with aresidual insecticide.

The patient should receive Doxycycline until his temperature settles plus one day. The
response isnormally prompt.

Whooping cough —pertussis
French: Coqueluche =~ German: Keuchhusten ltalian: Pertosse Sanish: TosFerina

Incubation Period:7 to 10 days, rarely exceeding 14 days

Period of communicability:21 days, normally no more than 5 daysafter antibiotics
Isolation Period:5 daysafter antibiotics

Quarantine Period:None

Thisdisease occursamong unvaccinated children;unvaccinated adultsmay contract it. The disease
in adultshasno typical features.

Symptomsand signs

The onset occurs as a severe cough which after about 7 to 10 days is marked by a typical
‘whoop’, with or without vomiting. The whoop is caused by a convulsive series of coughs
reaching apoint wherethe patient must take abreath. It isthisnoisyindrawing of breath which
producesthe ‘whoop’. The coughing boutsmay be very distressing.

Treatment

Give erythromycin for 5days. Thisisunlikely to affect the course of the disease unlessgiven very
early, but it will reduce the infectiousnessof the patient.

In children, during the boutsof coughing, feeding may induce vomiting. It isbest, therefore,
to give light food in between the coughing bout and to keep the child quiet in bed.
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Yellow fever
French: Fiévre jaune  German: Gelbfieber ltalian Febbragialla Spanish: Fiebra amarilla

Incubation Period:3to 6 days

Period of communicability:6 days

Isolation Period: 12 daysonly if stegomyia mosquitoesare present in the port or on board
Quarantine Period: 6 days

Thisisa seriousand often fatal disease which is caused by a virustransmitted to humansby a
mosquito. The disease isendemicin Africafrom coast to coast between the south of the Sahara
and Kenya, and in partsof the Central and Southern Americas.

Prevention

Travellers to these areas should be inoculated against the disease. Many countries require a
valid International Certificate of yellow fever inoculation for those who are going to, or have
been in or passed through, such areas. See also the note on prevention of mosquito bitesin the
section dealing with malaria.

Featuresof the disease

The severity of the disease differsbetween patients. In general, from 3 to 6 days after being
bitten the patient fluctuatesbetween being shivery and being over hot. He may have afever as
high as41°C, headache, backache and severe nausea and tendernessin the pit of the scomach.
He may seem to get slightly better but then, usually about the fourth day, he becomes very
weak and producesvomit tinged with bile and blood (the so-called ‘black vomit’). The stomach
painsincrease and the bowelsare constipated. The faeces, if any, are coloured black by digested
blood. The eyesbecome yellow (jaundice) and the mind may wander. After the fifth or sixth day
the symptomsmay subside and the temperature may fall. The pulse can drop from about 120
per minute to 40 or 50. Thisperiod iscritical leading to recovery or death. Increasing jaundice
and very scanty, or lack of, urine are unfavourable signs. Protein in the urine occurs soon after
the start of theillnessand the urine should be tested for it.

General treatment

The patient must go to bed and stay in aroom free from mosquitoes.
The patient must be encouraged to drink asmuch aspossible, fruit juicesare recommended.
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The following diseases are transmitted by sexual contact:
gonorrhoea, chlamydia infections, chancroid, genital herpes,
trichomoniasis, syphilis, chlamydia lymphogranuloma,
granuloma inguinale, genital warts, pubic lice, scabies, viral
hepatitisBand human immunodeficiency virus,.

Sexually transmitted diseases in sailors are generally
acquired through unprotected casual and promiscuous
sexual contacts, often with prostitutes.

The most common symptoms of sexually transmitted
diseases include discharge, redness and swelling of the
genitalia, genital ulcers, lymph node enlargement, warts,
and the presence of lice or miteson or in the skin. In some
sexually transmitted diseasesa single organ isaffected. while
in otherstheinfection spreads. throughout the body.

Clinical and laboratory facilitiesare necessary for accurate
diagnosis of sexually transmitted diseases. Snce such
facilities are not likely to be available on board ship, the
medical attendant can make only a presumptive diagnosis,
based on rough clinical criteria. If the ship ismore than one
day from port, the medical attendant should start antibiotic
treatment immediately when a sailor is thought to be
suffering from a sexually transmitted disease. The subjective
and objective symptoms, treatment, and response to
treatment should be carefully recorded.

On arrival in port, the patient should be referred assoon
aspossible to a specialist who can perform the appropriate
diagnostictestsand, if necessary, give additional treatment.

If possible, all sexual contacts of the patient should be
traced and told to seek medical advice.

In case of any doubt concerning diagnosis or treatment,

should be obtained.

Urethritisand urethral discharge

Urethritisis characterised by a discharge from the orifice of
theurethra, aburning sensation and pain on urination, or an
itch at theend of the urethra. Urethritismay be caused by the
gonococcus(gonorrhoea) or chlamydia.

Gonococcal urethritis tends to produce more severe
symptoms than non-gonococcal urethritis. The incubation
time of gonococcal urethritis can range from | to 14 days,
but isusually 2-5 days. The discharge isgenerally abundant,
yellow, creamy and purulent.

Non-gonococcal urethritis is generally caused by
chlamydia, but in some cases, no causative organism can be
found. The discharge in non-gonococcal urethritisis usually
scanty, watery, mucoid or serous.

In men, a careful distinction must be made between
urethritis and balanitis or posthitis, in which there are
secretions from the glans penis and the prepuce (foreskin).
Wearing disposable gloves, carefully retract the prepuce to
determine the origin of the discharge or secretions.

In women, the same organisms that cause urethritis can
cause infection of the cervix of the uterusand the urethra. In
more than 60% of women with such infections, there are no
visible symptoms. In the remaining cases, the principal sign is
an increase in the vaginal discharge (see also Vaginal
discharge).

Urethritisand urethral
discharge

Swollen scrotum
Balanitisand posthitis
Genital ulcers

Lymph node swelling
Vaginal discharge

Pelvicinflammatory
disease

Genital warts
Pubiclice
Scabies

Acquired
Immunodeficiency
syndrome

Proctitis
Treatment centresat
ports

Instructionsfor
medical attendants

Instructionsfor
patients

Prevention of
sexually-transmitted
disease

(See also:
Viral hepatitisB)
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Associated infections

Rectal infection

The organisms that cause urethritis can also infect the rectum. The main symptoms are a
discharge of pus, sometimesmixed with blood, and itching around the anus.

Conjunctivitis

Male and female patientswith urethritismay also develop an infection of the conjunctivae of
the eye.

Treatment

It is not generally possible to make a definitive diagnosis of the cause of urethritis without
laboratory facilities. Treatment must therefore be effective for both gonococcal and non-
gonococcal infections, and must take account of the factsthat the patient may be infected with
morethan onetype of organism, and that some strainsof gonococcusare resistant to penicillin.
Patientsshould be given Ciprofloxacin 250 mg asa single and Doxycycline, one 100 mg capsule or
tablet twice daily for 7 days.

Thistreatment should be effective for all urethral and rectal infections. If the patient also has
conjunctivitis, 1% tetracycline ointment should be applied to the eye 3 times daily for one
week. About one week after completion of treatment, the patient should attend a specialist
clinicto verify that heisno longer infected.

Swollen scrotum

A swollen scrotum can be defined asan increase in volume of the scrotal sac, accompanied by
oedema and redness. It is sometimes associated with pain (or a history of pain), urethral
discharge, and a burning sensation on urination (see Urethritis and urethral discharge). The
swelling of the scrotum isusually confined to one side.

Among ships crews most cases of swollen scrotum are caused by inflammation of the
epididymis, produced by sexually transmitted organisms. Such a cause should be strongly
suspected in patientswith urethral discharge or arecent history of it. The onset of epididymitis
isoften acute, but in some cases, it may develop over 24—48 hours. There may initially be an
‘unusual sensation‘ in the scrotum, which israpidly followed by pain and swelling. The pain isof
adragging, aching nature.

Thiscondition must be distinguished from testicular twisting (see testicular pain, Chapter 7).
In the latter case, the testis can become non-viable within 46 hours of onset of vascular
obstruction. This condition occurs most frequently in children and is very rarely observed in
adultsover the age of 25. The presence of a history of urethritiswould exclude the diagnosis. In
cases of testicular twisting the testicle isoften slightly retracted and elevation of the scrotum
does not decrease the pain. This condition needs urgent referral. Other conditions that may
lead to scrotal swelling include trauma (injury), inguinal hernia, mumps, and tumours.

Balanitisand posthitis

Balanitisisan inflammation of the glansof the penis, and posthitisisan inflammation of the
prepuce. The two conditions may occur simultaneously (balanoposthitis). Lack of good
hygiene, in particular in uncircumcised males, isa predisposing factor, asisdiabetesmellitus.

In balanitisand balanoposthitis, a mild to profuse superficial secretion may be present. This
must be carefully distinguished from urethral discharge. Wearing disposable gloves, retract the
prepuce in order to determine the origin of the secretion.

Other signsinclude itching and irritation, causing considerable discomfort. Sometimes, the
penisis swollen and retraction of the prepuce may be painful. Redness, erosion (superficial
defects), desquamation of the skin of the prepuce, and secretions of varying aspects and
consistency can be observed.

Treatment

The glans of the penis and the prepuce should be washed thoroughly with warm water
antisepticthree timesdaily. Fluconazole 150 mg asa single dose should be given. If there isno
improvement within one week, the patient should be referred to a specialist ashore.



Chapter 6.1 SEXUALLY TRANSMITTED DISEASES

Genital ulcers

Genital ulcersare acommon reason for consultation, particularly in tropical countries. If not
treated appropriately seriouscomplicationsmay arise from some of these conditions. Ulcers
may be present in a variety of sexually transmitted diseases, including chancroid, genital
herpes, syphilis, chlamydial lymphogranuloma, and granuloma inguinale.

The prevalence of these diseasesvariesaccording to geographical area. In Africaand South-
East Asia, forinstance, chancroid isthe most common cause of genital ulcers, whereasin Europe
and the USA, herpesgenitalisismost common. Chlamydial lymphogranuloma and granuloma
inguinale are much lesscommon, and occur mainly in specific areas of the tropics. Chlamydial
lymphogranulomaisendemicin West Africaand South-East Asia, while granulomainguinaleis
prevalent in east Africa, India, certain partsof Indonesia, Papua New Guinea, and Surinam. Each
of these diseasesisdescribed in more detail in the following pages.

Patientswith one of these diseasesusually complain of one or more soreson the genitals
or the adjacent area. If the ulcer islocated on the glanspenisor on the inside of the prepuce,
uncircumcised males may complain of penile discharge or of inability to retract the prepuce.
In females, ulcersmay be situated on the vulva, in which case the patient may complain of a
burning sensation on urination.

Disposable gloves should be worn when examining the ulcers. The medical attendant
should notethe number and the characteristicsof the lesionsand the presence of lymph node
swellings in the groin. Painless, indurated lesions can generally be attributed to syphilis;
painful soresthat bleed easily are attributable to chancroid; vesicular lesions that develop
into superficial erosions or small ulcerations probably indicate herpes infection. Double
infections are not uncommon, however, the clinical symptoms are often not sufficiently
discriminatory to enable adefinite diagnosisto be made without the help of laboratory tests.
Knowledge of the relative importance of each disease in the area is crucial for a specific
therapeutic approach. The recommended regimen is therefore aimed at curing the most
frequently encountered diseases, chancroid and syphilis.

Treatment

Give simultaneously: 2.5 million units of benzylpenicillin, in one dose, intramuscularly and
ciprofloxacin 250 mg orally. If the patient isallergic to penicillin, give Doxycycline 100 mg, by
mouth, 2timesaday for at least 2 weeks.

When patients with syphilis are treated with penicillin, the so-called Jarisch-
Herxheimer reaction may occur (see Syphilis). Bed rest should be advised for patients
suffering from very painful genital ulcerations and lymph node swelling, and for those
feeling severely ill.

Assoon astreatment has started, patients should no longer be regarded asinfectious
and no special hygienic measures need to be applied. On arrival at the next port patients
should be referred to a specialist together with all relevant information concerning their
medical history.

Chancroid

Chancroid, almost always acquired during sexual intercourse, is caused by a bacterium. The
incubation period (the time following the infecting contact to the initial appearance of
symptoms) is short, usually averaging 3-5 days. The lesions are usually only seen in men; in
women, clinical lesions are rare, but ulcers may be located in the vagina. The first lesion
usually appears as a small inflamed bump, soon forming a blister or pustule, which breaks
down within 2-3 daysto become a very painful ulcer.

The classic chancroid ulcer (primary lesion) issuperficial and shallow, ranging from a few
millimetresto 2 cm in diameter. The edge usually appearsragged and issurrounded by a red
zone. The base of the ulcer iscovered by a necroticexudate and bleedseasily. In contrast to
the syphiliticchancre, the lesion issoft, and extremely painful and tender.

In malesthe most frequent sitesof infection are the inner and outer side of the prepuce
and the groove separating the head from the shaft of the penis.

About |~2 weeks after the appearance of the primary lesion, the glands in the groin
become enlarged, painful, and tender (buboes) (see Lymph node swelling, and Lymphatic

119



120

THE SHIP CAPTAIN'SMEDICAL GUIDE

inflammation, Chapter 7). At first, the swellingsappear hard and matted together, but they
soon become painful and red. Some time later, the lymph nodes may enlarge, become
fluctuant, and discharge pus.

Treatment
Give the patient Doxycycline 100 mg 2 timesdaily for 7 days. If the buboes persist or become
fluctuant, should be sought.

Genital herpes

Genital herpesiscaused by a virus; the disease can follow an asymptomatic course, the virus
being harboured within the nerves to the skin without producing symptoms. Usually,
however, genital herpesin men appearsasa number of small vesicleson the penis, scrotum,
thighs, or buttocks. The fluid-filled blistersare usually painful, but sometimesproduce only a
tingling sensation. Within aday or two the blistersbreak, leaving tiny open sores which take
1-3 weeksto heal. Lymph glands near the site of infection may react by becoming swollen
and tender.

In most cases, a clinical diagnosiscan be made on the basisof the appearance of the lesions,
in particular at the blister stage. At specialised clinics, laboratory tests may be used to confirm
the diagnosis.

After the soresare healed, the virusremainsdormant in the body. Weeksor monthslater,
there may be recurrence of the active infection. These recurrent attackstend to become less
frequent with time and to be lesssevere than the initial attack, and the lesionstend to heal
more quickly.

Treatment

A definite cure for genital herpesisnot yet available. Lesionsshould be kept clean by washing
the affected siteswith soap and water, followed by careful drying. Analgesicsmay be given to
reduce discomfort.

If you are in any doubt about whether the diagnosisof genital herpesiscorrect, the patient
should be managed asdescribed under Genital ulcers.

Syphilis
Syphilisis caused by a spirochaete which entersthe body through the mucous membranes of
the genitals, rectum, or mouth, or through small cutsor abrasionsin ordinary skin.

The clinical course of syphilisisusually divided into three stages. The lesionsof the primary
and secondary stages are usually painless and cause little disability. They may heal without
treatment, and the disease can lie dormant in the body for several years. In the late stages
syphiliscan cause seriousdamage to the brain, spinal cord, heart, and other organs.

The first stage, primary syphilis, ischaracterised by the presence of a sore (or chancre) at
the point where the spirochaetesenter the body. There isa delay of 10-90 days (average 3
weeks) after contact before the onset of any visible sign of infection. Following the
appearance of the initial chancre, there can be an additional delay of a few weeksbefore
the blood test for syphilis will become positive. The typical chancre occursin the groove
separating the head from the shaft of the penis. However, a chancre may occur anywhere
onthe body where there hasbeen contact with an infected lesion. Such lesionsare usually
single, but there may be more than one. The primary chancresare often smooth and clean-
looking on the surface. Sometimesthe lesion ulceratesand leavesa reddish sore with the
base of the ulcer covered by a yellow or greyish exudate. Unlessthere isalso infection with
other bacteriaor with herpesvirus, the ulcer will be painless. The lesion hasa characteristic
firmness (like cartilage) when felt between the thumb and forefinger (gloves must be
worn)

Often there will be one or more rubbery, hard, painless, enlarged lymph nodesin one or
both groins, or in other regions if the sore is not on the genitals. In the presence of a
secondary infection, the nodesmay be tender. Usually these lesionswill heal spontaneously
within 6 weeks. At the chancre stage, the patient ishighly contagious
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The secondary stage of syphilisusually developsabout 6-8 weeks after the appearance
of the primary chancre. In fact, the primary syphilitic chancre may still be present at the
time of onset of the secondary stage. However, the secondary stage may be the first
manifestation, occurring some 10-14 weeksafter the infected contact. The most consistent
feature of secondary syphilisis a non-itching skin rash, which may be generalised in the
form of small, flat or slightly elevated pink spots, which gradually darken to become dark
red in colour. They may be particularly localised on the palms, soles, or genital areas. A less
frequently encountered sign is patchy loss of scalp hair. Patients with secondary syphilis
may complain of malaise (not feeling well), headache, sore throat, and a low-grade fever
(38.5C). The presence of these symptomsplusageneralised rash and/or arash involving the
palmsand the soles, which doesnot itch, and isassociated with enlarged small lymph nodes
in the neck, armpitsand groins, should arouse suspicion of secondary syphilis. Other signs
of the secondary stage may be the occurrence of moist sores, particularly in the genital
area, or of flat, moist wartsin the anogenital region. It should be noted that moist lesions
of secondary syphilis are teeming with spirochaetes and are thus highly infectious. In the
untreated patient the diagnosisisconfirmed by microscopicexamination of the lesionsand
by ablood test for syphilis.

The symptomsof the secondary stage will eventually disappear without treatment. The
disease then entersthe latent (hiding) phase, before reappearing astertiary syphilismany
yearslater.

Treatment

Patientswith suspected syphilisshould be given 2.5 million unitsof benzylpenicillin in a single
dose, administered intramuscularly. If the patient isallergicto penicillin, give either 100 mg of
Doxycycline by mouth, 2timesa day for 14 daysor 500 mg of erythromycin by mouth, 4timesa
day for 14 days. The patient should be referred to a specialist clinicat the next port of call.

Caution. When treated with antibiotics, about 50% of patients with primary or secondary
syphilis will develop the so-called Jarisch-Herxheimer reaction, which usually appears 6-12
hours after the injection. This reaction is characterised by fever, chills, joint pain, increased
swelling of the primary lesions, or increased prominence of the secondary rash. It iscaused by
the sudden destruction of a great number of spirochaetes and should not give rise to alarm.
Analgesicsmay help to reduce the symptoms.

Chlamydial lymphogranuloma

Chlamydial lymphogranuloma is a systemic disease of venereal origin. The incubation time
rangesfrom 4 to 21 days. The primary lesion isusually an ulcer, a vesicle, a papule or a pustule,
not more than 5-6 mm in size and often located on the groove on the head of the penisin the
male patient. Commonly single, the lesion ispainless, transient, and healsin afew dayswithout
scar formation. in most cases, the patient does not even notice this primary ulcerative lesion.
After the lesion hashealed, the commonest symptom in heterosexual men isacute swelling of
the lymph nodesin the groin, often on one side only. The swelling startsasa firm hard mass,
which isnot very painful, and usually involvesseveral groupsof lymph nodes. Within 1-2 weeks,
the glandular mass (bubo) becomesattached to the skin and subcutaneoustissue and painful
fluctuation occurs, followed by formation of pus. Not all buboes become fluctuant, some
evolveinto firm masses. Perforation of abubo may occur, whereupon pusof varying aspect and
consistency will be discharged. If not treated, chlamydial lymphogranuloma can produce severe
scarring in the urogenital and rectal regions.

Treatment

Rest in bed isrecommended for patientswith chlamydial ymphogranuloma. An ice-bag may be
applied to the inguinal region for the first two or three daysof treatment to help relieve local
discomfort and tenderness.

The patient should be given 100 mg of Doxycycline by mouth, twice daily for at least 2 weeks
or 500 mg of erythromycin by mouth, 4 times daily, for at least 2 weeks. Auctuating buboes
require aspiration. If the bubo persists, should be sought.
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Granuloma inguinale

Granuloma inguinale is an infectious bacterial disease, with insidious onset. The sites usually
affected are the genitals, the groin, the upper legsnext to the groin, and the perianal and oral
regions. Theincubation period rangesfrom 17 to 50 days.

The earliest cutaneouslesion may be a papule or anodule, which ulcerates, producing asingle,
enlarging, beef-like, velvety ulcer, or a coalescence of several ulcers. The typical ulcer in this
disease isaraised mass, looking more like agrowth than an ulcer. It hasa smooth, elevated edge,
sharply demarcated from the surrounding skin. There isno lymph node swelling and the general
health of the patient isgood. If not treated, the lesonsmay extend to adjacent areasof the body.

The diagnosis can usually be made on the basis of the typical clinical picture. At specialised
clinics microscopic examination of crushed tissue smearsis used to confirm the diagnosisin the
untreated patient.

Treatment

The patient should be given Doxycycline 100 mg 2timesa day for at least 2 weeks. The patient
should be referred to a specialist clinicat the next port of call.

Lymph node swelling

Lymph node swelling is the enlargement of already existing lymph nodes. It is unusual for
lymph node swelling to be the sole manifestation of a sexually transmitted disease. In most
cases, inguinal lymph gland swelling is accompanied by genital ulcers, infection of the lower
limbs, or,in aminority of cases, severe urethritis. The swelling may be accompanied by pain and
may be on one or both sides. Pain and/or fluctuation can sometimesbe evoked by palpation.

Thelymph node swelling may be regional (forinstance in the groin in the presence of genital
ulcers, etc.) or may involve more than one region (for instance in the case of secondary syphilis
or human immunodeficiency virusinfection).

The prepuce of patients suffering from lymph node swelling should always be retracted
during examination in order to detect genital ulcersor scarsof genital ulcers.

Treatment

The patient should be treated asdescribed under Genital ulcers. If no improvement is noted
within one week, should be obtained.

Vaginal discharge

Sexually transmitted diseasesin women often produce an increase in the amount, or achangein
the colour or odour, of vaginal secretions. Vaginal discharge is probably the most common
gynaecological complaint. It may be accompanied by itching, genital swelling, a burning
sensation on urination, and lower abdominal or back pain.

Variousinfectionscan produce such symptoms.

Trichomoniasis is a common disease, particularly in tropical areas. It is characterised by a
sometimesfoul-smelling, yellow, or green foamy discharge.

Vaginal candidiasisisalso a very common disease throughout the world. It ischaracterised by a
white, curd-like discharge, vulvar itching, and sometimesared and swollen vulva and vagina.

Bacterial vaginosisisvery common. In general, there isno itch. The typical discharge isa grey
sometimesfoamy, fishy-smelling paste.

Other infections, e.g., gonorrhoea, may produce a white or yellow, watery or purulent
discharge.

Infection with herpes virus usually produces painful lesions (redness, blisters, ulcers) on the
vulva.

It should be remembered that more than oneinfection may be present at atime.

Treatment

In a situation without gynaecological examination facilities and in the absence of laboratory
equipment the following practical approach should be followed. First the patient should be
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treated for trichomoniasis and/or bacterial vaginosis (treatment A). If the condition does not
improve, thistreatment should be followed by an anti-gonococcal and anti-chlamydial treatment
regimen (treatment B). If the symptoms till persist, an anti-candidiasistreatment (treatment C)
should follow, or the patient should be referred to a specialist at the next port of call.

Treatment A

Give metronidazole 2.0 g, by mouth, in asingle dose.
Treatment B

Give Doxycycline 100 mg , by mouth, 2timesaday for 7 days.
Treatment C

FRuconazole 150 mg, by mouth asasingle dose.

PelvicInflammatory disease — Salpingitis

Pelvicinflammatory disease isa general expression covering variouspelvicinfectionsin women,
caused by micro-organisms, which generally ascend from the lower genital tract (vagina, cervix)
and invade the mucosal surface of the uterus, the fallopian tubes, and the peritoneum.

Pelvicinflammatory disease, caused by sexually transmitted pathogens, isa major cause of
infertility and chronic abdominal pain, and may result in ectopic pregnancy. A vigorous
approach to treatment istherefore justified.

The symptomsinclude mild to severe lower abdominal pain on one or both sidesassociated
with fever and vaginal discharge (see Vaginal discharge).

The use of an intra-uterine (coil) device may be associated with the development of pelvic
inflammatory disease. It should be noted that it is difficult to diagnose pelvic inflammatory
disease without appropriate gynaecological and laboratory investigations; moreover, it isdifficult
to differentiate thisdisease from other causesof acute abdominal pain, e.g., appendicitis.

Treatment

In a case of suspected pelvic inflammatory disease, should be
obtained.

The treatment is Doxycycline, 100 mg twice daily for 14 days in combination with
metronidazole, 1.0 g, by mouth, twice daily, for 14 days.

Caution. Patientsshould abstain from alcohol during treatment.

Genital warts

Genital wartsare caused by avirus, and occur most frequently in young adults. In male patients,
wartsmay be present on the penis, around the anus, and in the rectum. In females, the usual
sitesof infection are the vulva, the area surrounding the anus, and the vagina. Wartsare soft,
flesh-coloured, broad-based or pedunculated lesionsof variable size. They may occur singly, or
several may coalesce to form alarge mass, often with acauliflower-like appearance. Small warts
cause little discomfort, but large genital or anal wartsare embarrassing and uncomfortable to
the patient and are liable to ulcerate; secondary infection and bleeding may then occur.
Diagnosisisusually made on clinical grounds.

Treatment

There is no appropriate treatment that can be given on board ship. The patient should be
referred to a specialised clinicat the next port of call.

Pubiclice

Pubic lice are nearly always sexually transmitted. The infection hasbecome endemicin many
countries, usually affecting young adults. The main symptom is moderate to severe itching.
leading to scratching, redness, irritation and inflammation. The lice may be observed as small
brown spotsin the groin and around the genitalsand anus. The nitsattached to the hairsmay
be seen with the aid of amagnifying glass.
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Treatment

Lindane cream, 1%, should be applied to the affected areas (pubic area, groin, and perianal
region) at 8-hour intervals over a period of 24 hours. The patient should take a shower
immediately before each application. At the end of the 24-hour period, the patient should
again shower, and put on clean clothes.

Scabies

Scabies, caused by a mite, isnow recognised asa sexually transmitted disease in industrialised
countries. The most common symptom isitching, particularly at night. The lesionsare roughly
symmetrical.

The usual sitesof infection are the finger webs, sidesof the fingers, wrists, elbows, axillary
folds, around the female breasts, around the umbilicus, the penis, the scrotum, buttocks and
the upper part of the back of the thighs.

With the naked eye, only papules, excoriationsand crusts may be seen. Using a magnifying
glass, it ispossible to detect the burrowsof the mites.

Diagnosisisusually made on the basisof the clinical picture. At specialised clinicsmicroscopic
examination of skin samplescan be performed, to detect the female scabiesmite and her eggs.

Treatment

Athin layer of lindane cream, 1%, should be applied to the entire trunk and extremitiesand left
for 8-12 hours. At the end of this period. the patient should take a shower or a bath, and
change hisclothesand bed linen.

Human Immunodeficiency Virus (HIV)

HIVinfection isan increasing cause of premature death in both the developed and developing
world. In the majority of casesspread isby sexual contact. HIV infectsthe white cellsresponsible
for immunity to disease and asthe infection develops so the patient’simmunity to infection
decreases and they become increasingly vulnerable to life-threatening infections. There are
effective drugs which can slow down the progression of the disease very considerably. These
drugs are expensive and only available to a small minority of patients. The majority of HIV
infected patientsin the developing world will not survive more than 5 years. HIV infection was
originally called AIDS (acquired immune deficiency syndrome) because of the characteristic
pattern of infectionswhich developed in the first patientsobserved. Thisterm isnow of limited
use asthe original description of the disease bareslittle resemblance to the disease asit now
existsoutside the developed world.

HIV ispresent in the majority of the body fluids of an infected person. Nearly all infections
result from contact with semen, vaginal secretions, blood or blood products. HIV is not
transmitted through normal social contact, including kissing. All those with HIV infection
should be regarded asinfectious, whether or not they have symptomsof the disease.

Within a few weeks of infection the patient may experience a glandular fever like illness.
Often thisgoesunnoticed, but occasionally the patient may be seriously unwell. At thispoint
the HIV antibody test becomes positive. Following thisthe patient may be perfectly well for
several yearsbefore developing seriousinfections. The first signsof HIV disease depend upon
the exposure of the patient to infectious diseases. In poorer countries, where standards of
housing and hygiene are low, patients will present, within 2 to 3 years, with diarrhoea, chest
infectionsincluding tuberculosisand septicaemia. The patientshave often lost alot of weight
and complain of feversand tiredness. In developed countriespatient may go many yearsbefore
presenting with pneumonia, unusual skin cancers, meningitisand malignant tumours.

Treatment

Nearly all the infectionsthat causeillnessin patientswith HIV can be treated with antibiotics. It
is only the diseases that occur late on in HIV infection that require more complicated and
expensive treatments. These diseasesall require laboratory teststo make the diagnosis. Several
drugsare effective at limiting the development of HIV and these have dramatically altered the
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natural course of the disease which usual ended in death within 10 years. The use of these drugs
requiresfrequent monitoring of the HIV infection.

Prevention

There isno vaccine available. Appropriate anti-viral therapy can prevent the spread of disease
from mother to baby. It can also reduce the chance of infection following a needlestick injury.
The most common way in which infection isspread isby sexual contact. Many prostitutesin the
developing countriesof Asia and Africa are HIV positive. Unprotected sexual intercourse with
one of these prostitutes carries a very considerable risk of HIV transmission. The risk of
transmission is greatly increased if either partner has another sexually transmitted disease,
particularly genital ulcers. One way of reducing HIV transmission isto detect and treat sexually
transmitted diseases. Barrier contraceptives and spermicides provide very considerable
protection to HIV infection, but are not foolproof.

Proctitis
Proctitis is an infection of the rectum, often caused by sexually transmitted pathogens. In
symptomaticinfections, adischarge of pusfrom the anus, sometimesmixed with blood, can be
observed. Itching around the anusmay be present.

In females, proctitisisusually due to a secondary infection with vaginal discharge containing
gonococci (see Vaginal discharge and Rectal infection). In male homosexuals, proctitisiscaused
by anal sexual contact with an infected person.

Treatment

Patients should be treated according to the regimens outlined for urethritis and urethral
discharge. If there is no response to treatment within one week,
should be obtained.

Treatment centresat ports

Many ports have one or more specialist centres, where seafarers can obtain treatment for
sexually transmitted diseases. Where they exist, these centresshould be used in preference to
the servicesof a general practitioner, since they have ready accessto the necessary laboratory
facilities, and experience of dealing with a large number of cases of sexually transmitted
disease.

The clinic staff will advise on any further treatment and tests that may be necessary. A
personal booklet isgiven to the sesaman, in which isrecorded the diagnosis (in code) and the
treatment given, and which he should take with him if he visitsa clinicin another port.

Instructionsfor medical attendants

The medical attendant should wear disposable gloves when examining any infected site in
patientssuspected of suffering from sexually transmitted disease. If the attendant accidentally
touchesany genital ulcer or discharge, or any material contaminated with pusfrom ulcersor
discharge, he should immediately wash hishandsthoroughly with soap and water.

If thereisasoreonthe penisor discharge from the urethra, a clean gauze dressing should be
kept on the penis. This dressing should be changed frequently. In female patients suffering
from genital ulcersor vaginal discharge, gauze or sanitary padsshould be used.

Contaminated materialsshould be discarded in plasticbags, so that they will not be touched
or handled by others.

Instructionsfor patients

The patient should avoid all sexual contact until a medical specialist confirmsthat he is free
from infection. He should also make a special effort to practice good personal hygiene; for
instance, he should use only hisown toilet articles (toothbrush, razor, towels, washcloth etc.)
and hisown clothesand linen.
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During the examination and treatment, the opportunity should be taken to inform the
patient about hiscondition, sexually transmitted diseasesin general, and the precautionsto be
taken to minimise the risk of acquiring them (see below).

Prevention of sexually transmitted disease

Being outside their normal environment and often in circumstancesthat allow for promiscuity,
sailorsare at special risk of contracting sexually transmitted diseases.

Avoidance of casual and promiscuoussexual contactsisthe best way of minimising the risk of
infection. Failing this, a mechanical barrier, such asa condom, can give both heterosexual and
homosexual men and women a certain degree of protection against a number of sexually
transmitted diseases. A supply of condomsshould be available on board ship. The condom or
rubber, isa thin elasticcovering that formsa protective sheath over the penis. If properly used,
it should prevent infection during intercourse, unless the point of contact with an infected
lesion isbeyond the area covered by the condom The condom comesrolled before use. It must
be placed over the penisbefore sexual contact. The tip of the condom should be held to form a
pocket to receive the ejaculate and therest of the condom unrolled to cover the entire penis. As
soon asthe male hashad an orgasm, the penisshould be withdrawn from the vagina before it
softens, because loosening of the condom may expose the penisto infection. The condom is
removed by grasping the open end with the fingersand pulling it down quickly so that it comes
off inside out. The condom should be discarded without further handling in case it contains
infectiousmaterial.

In women, the use of a diaphragm in combination with a spermicide cream offers some
protection against the acquisition of some sexually transmitted diseases; however, condoms
offer better protection. In risk situations, both partners should urinate at once after possible
exposure. Each partner should subsequently wash his or her genitals and other possible
infected areas.



CARDIOVASCULAR
SYSTEM —

HEART AND BLOOD
VESSELS

Chest (heart) pain

High blood pressure —
hypertension

Varicose veins

RESPIRATORY
SYSTEM — CHEST AND
BREATHING

Asthma
Bronchitis
Chest pain
Pleurisy
Pleurodynia

Pneumonia—lobar
pneumonia

Pneumothorax

ABDOMINAL SYSTEM —
GASTRO-INTESTINAL
TRACT

Abdominal pain
Anal fissure

Anal itching (anal
pruritus)

Appendicitis

Biliary colic (gallstone
colic)

Cholecystitis
(inflammation of the
gall bladder)

Diarrhoea
Haemorrhoids (piles)
Hernia (rupture)
Intestinal colic
Jaundice

Peritonitis

Ulcers (peptic
ulceration)

Worms

GENITO-URINARY
SYSTEM

Paraphimosis
Testicular pain
Urinary problems

BRAIN AND NERVOUS
SYSTEM

Mental illness
Neuralgia
Paralysis
Srokes

HEAD AND NECK
Ears

Eyes

Headache
Snusitis

Teeth and gums
Throat

LOCOMOTOR SYSTEM —

MUSCLESAND BONES
Backache

Gout —gouty arthritis
Rheumatism

SKIN AND SUPERFICIAL

TISSUES
Bitesand stings

Boils, abscessesand
carbuncles

Cellulitis
Hand infections
in disease

127

GENERALISED
ILLNESSES

Alcohol abuse
Allergy

Anaemia

Colds

Diabetes

Drug abuse
Hayfever

High temperature

Lymphatic
inflammation

Oedema
Sea sickness



128

THE SHIP CAPTAIN'SMEDICAL GUIDE

CARDIOVASCULARSYSTEM —HEART AND BLOOD VESSELS

Chest (Heart) pain

With any suspected heart pain get

When the calibre of the coronary arteries becomes narrowed by degenerative change,
insufficient blood issupplied to the heart and, consequently, it workslessefficiently. The heart
may then be unable to meet demandsfor extrawork beyond a certain level and whenever that
level isexceeded, attacksof heart pain (angina) occur. Thiscan be compared to a ‘stitch’ of the
heart muscle. Between episodesof anginathe patient may feel well.

Any diseased coronary artery isliable to get blocked by ablood clot. If that blockage occurs
the blood supply to alocalised part of the heart muscle isshut off and a heart attack (coronary
thrombosis) occurs.

Angina (Angina Pectoris)

Anginausually affectsthose of middle age and upward. The pain variesfrom patient to patient
in frequency of occurrence, type and severity. It ismost often brought on by physical exertion
(angina of effort) although strong emotion, alarge meal or cold conditionsmay be additional
factors. The pain appears suddenly and it reaches maximum intensity rapidly before ending
aftertwo orthreeminutes. During an attack the sufferer hasan anxiousexpression, pale or grey
face and may break out in a cold sweat. He isimmobile and will never walk about. Bending
forward with ahand pressed to the chest isafrequent posture. Breathing isconstrained by pain
but thereisno true shortnessof breath.

During the attack the patient will describe a crushing or constricting pain or sensation felt
behind the breast bone. The sensation may feel asif the chest were compressed in a vice and it
may spread to the throat, to the lower jaw, down the inside of one or both arms—usually the
left —and maybe downwardsto the upper part of the abdomen.

Oncethedisease isestablished attacksusually occur with gradually increasing frequency and
severity.

General treatment

During an attack the patient should remain in whatever position he finds most comfortable.
Afterwardshe should rest. He should take light mealsand avoid alcohol, tobacco and exposure
to cold. He should limit physical exertion and attempt to maintain a calm state of mind.

Specifictreatment

Pain can be relieved by sucking (not swallowing) a tablet of glyceryl trinitrate 0.5 mg or using
the metered dose spray. The tablet should be allowed to dissolve slowly or the spray directed
under thetongue. These tabletscan be used asoften asnecessary and are best taken when the
patient getsany symptomsindicating apossible attack of angina. Tell the patient to remove any
piece of the tablet which may be left when the pain has subsided since glyceryl trinitrate can
cause athrobbing headache. The glyceryl trinitrate 0.5 mg may also be taken before any activity
which isknown to induce an angina attack.

If the patient isemotional or tense and anxious, give him diazepam 5 mg three timesdaily
during waking hours, and if sleepless 10 mg at bed time. The patient should continue to rest
and take the above drugsasneeded until he seesadoctor at the next port.

WARNING: Sometimesangina appearsabruptly and without exertion or emotion even when
the person isresting. Thisform of angina isoften due to a threatened or very small coronary
thrombosis (see below), and should be treated as such, as should any attack of anginal pain
lasting for longer than 10 minutes.

Coronary thrombosis (myocardial infarction)

A heart attack happenssuddenly and while the patient isat rest more frequently than during
activity. The four main features are pain of similar distribution to that in angina, shortness
of breath, vomiting and degree of collapse which may be severe. The pain varies in degree
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from mild to agonising but it is usually severe. The patient is often very restless and tries
unsuccessfully to find a position which might ease the pain. Shortnessof breath may be severe
and the skin isoften grey with ablue tinge, cold and covered in sweat. Vomiting iscommon in
the early stage and may increase the state of collapse.

In mild attacks the only symptom may be a continuing anginal type of pain with perhaps
slight nausea. It isnot unusual for the patient to believe mistakenly that he issuffering from a
sudden attack of severe indigestion.

General treatment

The patient must rest at once, preferably in bed, in whatever position ismost comfortable until
he can be taken to hospital. Exertion of any kind must be forbidden and the nursing attention
for complete bed rest carried out. Restlessnessis often a prominent feature which is usually
manageable if adequate pain relief is given. Most patients prefer to lie back propped up by
pillowsbut some prefer to lean forward in asitting position to assist breathing. A temperature,
pulse and respiration chart should be kept at '/2hourly intervals. Snoking and alcohol should be
forbidden.

Specifictreatment

If available, give one Aspirin tablet (150-300mg) by mouth. Oxygen should be given, in ashigh
aflow rate aspossible. Whatever the severity of the attack it isbest to give all casesan initial
dose of morphine 10-15mg and an anti-emeticat once. In amild attack it may then be possible
to control pain by giving codeine 60 mg every 4 to 6 hours. If the patient isanxiousor tense, in
addition give diazepam 5 mg three times a day until he can be placed under medical
supervision. In seriousor moderate attacks, give morphine 15 mg with an anti-emeticthree to
four hours after the initial injection. The injection may be repeated every four to six hoursas
required to obtain pain relief. Get

Specificproblemsin heart attacks

Ifthe pulse rate islessthan 60 per minute get

If the heart stopsbeating get the patient onto a hard flat surface and give chest compression
and artificial respiration at once.

If there is obvious breathlessnessthe patient should sit up. If this problem is associated with
noisy, wet breathing and coughing give frusemide 40 mg intramuscularly, restrict the fluids,
start afluid balance chart and get

Paroxysmal tachycardia

Thisisa condition which comesin bouts (paroxysms) during which the heart beatsvery rapidly.
The patient will complain of a palpitating, or fluttering or pounding feeling in the chest or
throat. He may look pale and anxious and he may feel sick, light-headed or faint. The attack
starts suddenly and passes off after several minutes or several hours just as suddenly. If the
attack lasts for a few hours the patient may pass large amounts of urine. The pulse will be
difficult to feel because of the palpitations, so listen over the left side of the chest between the
nipple and the breast bone and count the heart rate in thisway. The rate may reach 160 — 180
beatsor more per minute.

General treatment

The patient should rest in the position he findsmost comfortable. Reassure him that the attack
will passoff. Sometimesan attack will passoff if he takesand holdsa few very deep breathsor
if he makesa few deep grunting exhalations. If thisfails, give him a glass of ice cold water to
drink.

Specifictreatment

If these measuresdo not stop an attack, give diazepam 5 mg. Check the heart rate every quarter
of an hour. If the attack iscontinuing get
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Chest pain —associated signs

Diagram Position and type General Blue lips

of pain Age group Onset Breathless condition and ears Pale colour
Behind breast bone  Middleage Sudden, No Looksill No Yes
—down left arm, andupward usually after and anxious
upinto jaw or down effort
into abdomen.
Constricting.
Behind breast bone, Middleage Sudden Yes(severe) Looks Often Yes
up into jaw, down and often veryill.
into abdomen. upward. at rest Collapsed.
Down either arm, Can occur Restless.
usually left. in younger Vomiting
Crushing. people
Burning sensation Any May follow  No Good. May No Not usually
up behind the whole mild vomit
of breast bone. indigestion
Along line of ribson  Any but Sow No Good No No
oneside. more likely
Aching. in older

people
Any part of rib cage. Any Sudden Sight Good No No
Sharp stabbing.
Worse on breathing
and coughing.
Any part of rib cage. Any Gradual Yes Looks Yes No
Sharp stabbing. or sudden. veryill.
Worse on breathing Often FRushed
and coughing. follows

acold

Pain passesfrom Usually Sow No I, No Not
right abdomen middle aged sometimes normally
through to shoulder flushed.
blade and to tip of Vomiting
right shoulder.
Same distribution Any, often Sudden Yeswhen Ill, restless. No Yes
asfor cholecystitis. middle aged spasmsare Nausea and
Agonising colicky present vomiting
pain.

7 Anypart of ribcage. Any Sudden Yes Good at first Later Yes
Sharp pain.

7 Atsiteof injury. Any Sudden No Normally No Yes(when
Sharp stabbing good, but shocked)
made worse by may be
breathing. shocked

8 Anypart, Any Sow No Good No No
often in back.

Dull aching.
8 Anypart of ribcage. Any Sudden No Good No No

Continuousache
made worse by
breathing.




Chapter 7 OTHERDISEASESAND MEDICAL PROBLEM S

131

Yes Normal Normal 18 Nil Can be brought on by effort, eating ~ Angina
alarge meal, and by cold or strong page 128)
emotion. Passesoff intwo to three
minuteson resting. Patient doesnot
speak during an attack.

Yes Normal Raised Increased Nil Pulse may beirregular —heart may Coronary

60-120 24+ stop. Thrombosis
(page 128)
No Normal Normal 18 Nil Patient may notice acid in mouth. Heartburn (see
Pepticulcer)
(page 150)

No Usually Normal Normal Often

normal between Small spotssimilar to those of Shingles
ribsin chickenpox appear along affected (page 178)
affected segment. Breathing will be painful.
segment May affect other partsof the body.

No Elevated Raised Increased Nil May be thefirst sign of pneumonia.  Pleurisy
37.8°C— 100-120 24 (page 135)
39.4°C
(100-103°F)

Yes Elevated Raised Greatly Nil Dry persistent cough at first, Pneumonia
39.4°C— 110-130 increased then sputum becomes‘rusty’. (page 136)
40.6°C 30
(103-105°F)

No Elevatedup Raisedto Sightly Over gall Notethat painintheright shoulder  Cholecystitis
to 30°C 110 increased bladder tip may result from other abdominal (page 145)
(101°F) 18 area conditionscausing irritation of the

diaphragm.
Yes Usually Raised Increased up Over gall Biliary colic
normal 72-110 to24or bladder (page 145)
moreduring area
spasms
No Normal Raised Increased Nil May be caused by penetrating Pneumothorax
72-100 18-30 wound of chest or occur (page 137)
spontaneously. ymptomsand signs
depend on the amount of air in
the pleural cavity. The affected side
moveslessthan the normal side.

Only if Normal Raised if Increased At affected  Fractured ribsmay penetrate lung. Fracture of the

shocked shocked area Look for bright red frothy sputum rib (page 38)
and pneumothorax.

No Normal Normal Normal At affected  ‘Nodules may be felt. Common site  Muscular

areas around the upper part of the back. rheumatism
(page 169)
No Normal Normal Normal At affected Do not confuse with pleurisy. Pleurodynia

areas

(page 136)
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High blood pressure —hypertension

Asblood ispumped by the heart, it exertsa pressure on the wallsof the arteries. Thispressure,
blood pressure, varieswithin normal limits. During activity it tendsto be higher; during sleep,
lower. It also showsatendency to be slightly higher in older people.

The blood pressure is temporarily raised when a person is exposed to anxiety, fear or
excitement, but it reverts rapidly to normal when the causal factor is removed. It is more
permanently raised when the artery walls are hardened or otherwise unhealthy, in kidney
disease, and in long standing overweight. In respect of the latter, an improvement in blood
pressure can often be achieved by areduction in weight.

The onset of high blood pressure is usually slow. The early symptoms may include
headaches, tiredness, vague ill-health and lassitude. However, high blood pressure is more
often found in people who have no symptoms, and a sure diagnosisis only possible with a
sphygmomanometer. A patient with suspected high blood pressure should be referred for a
medical opinion at the next port.

If the degree of hypertension ismore severe, then the symptomsof headache, tirednessand
irritability become more common and there may be nose bleeding, visual disturbances and
anginal pain. Occasionally, however, the first sign of hypertension is the onset of the
complicationssuch asstroke, breathlessness(through fluid retention in the lungs), heart failure
or kidney failure. You should check for the latter by looking for oedema, (water retention in
thelegs) and testing the urine for protein.

Treatment

Temporary hypertension, due to anxiety, should be treated by reducing any emotional or stress
problemswhich exist, asoutlined under mental iliness. Anyone thought to be suffering from
severe hypertension, or who givesa history of previoussimilar trouble, should be kept at rest,
put on adiet without added salt, and given diazepam 5 mg three timesdaily until he can be
referred for amedical opinion ashore.

Personssuffering from a degree of hypertension which requirescontinuous medication are
not suitable for service at sea.

Varicose veins

Veins have thin walls which are easily distended by increased pressure within the venous
system. When pressure issustained, alocalised group of veinsmay become enlarged and have a
knotted appearance in awinding rather than straight course. Such changes, which usually take
place slowly over a period of years, commonly affect the veins of the lower leg and foot and
those in the back passage (piles). The surrounding tissues often become waterlogged by
seepage of fluid from the blood in the engorged veins (oedema). Gravity encouragesthe fluid
to gatherin thetissuesclosest to the ground.

When the leg veins are affected, there are no symptoms at first but, later, aching and
tirednessof the leg invariably appear with some swelling (oedema) of the foot and lower leg
towardsevening.

General treatment

In most casesthe patient isable to continue to work, provided the veins are supported by a
crepe bandage during the daytime. Thisshould be applied firmly from the foot to below the
knee on getting up in the morning.

After work the swelling may be reduced by sitting with the leg straightened, resting on a
cushion or pillow and raised to at least hip level. Swvelling isusually considerably reduced after
thenight’srest. If swelling ispersistent and troublesome, bed rest may be indicated. The patient
should be seen by adoctor when convenient.

A bleeding varicose vein

Varicose veins are particularly prone to bleed either internally or externally if knocked or
scraped accidentally. The leg should be raised then a sterile dressing should be applied to the
affected place and secured in position by a bandage. Varicose veinsare prone to inflammation
(phlebitis see below), so it isbest for the patient to remain in bed with the leg elevated for
several days.
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Phlebitis

Inflammation of a vein (phlebitis) with accompanying clotting of the blood within the affected
vein isa common complication of varicosity. The superficial veinsor the veinsdeep within the
leg may be affected and more often those of the calf than the thigh.

In superficial inflammation the skin covering a length of vein becomesred, hot and painful
and it ishard to thetouch. Somelocalised swelling isusually present and sometimesthe leg may
be generally swollen below the inflammation. A fever may be present and the patient may feel
unwell. Inflammation of adeep veinismuch lessfrequent but it hasmore seriousconsequences.
In such cases there are no superficial signs but the whole leg may be swollen and a diffuse
aching will be present.

General treatment

In all cases of deep vein phlebitis, the patient should be confined to bed and the affected leg
should be kept completely at rest. A bed-cradle should be used. Bed rest should continue until
the patient isseen by adoctor at the next port.

Mild cases of superficial phlebitis need not be put to bed. The affected leg should be
supported by a crepe bandage applied from the foot to below the knee. Swelling of the leg
should be treated by sitting with the leg elevated and supported on a pillow after working
hours. Anti-inflammatoriessuch asDiclofenac may be useful.

Cases of more extensive superficial phlebitis may require bed rest if the symptoms are
troublesome or if feverish.

Varicose ulcer

When varicose veins have been present for a number of yearsthe skin of the lower leg often
becomesaffected by the poor circulation. It hasthe appearance of being thin and dry with itchy
red patchesnear the varicosity. Sight knocksor scratching may then lead to the development of
ulceration, which invariably becomesseptic.

General treatment

The patient should be nursed in bed with the leg elevated on pillowsto reduce any swelling.
The ulcer should be bathed daily using gauze soaked in antiseptic solution. A paraffin gauze
dressing, covered by a dry dressing thick enough to absorb the purulent discharge, should be
applied under a bandage after the bathing. Varicose ulcers are often slow to heal and the
patient should see adoctor at the next port.

RESPIRATORY SYSTEM — CHEST AND BREATHING
Asthma

Asthma is a complaint in which the patient suffers from periodic attacks of difficulty in
breathing out and afeeling of tightnessin the chest, during which time he wheezesand feelsas
if heissuffocating. The causesof asthma are unknown but there isabnormal airway sensitivity
toirritants. These may be:

= inhaled, e.g., dust, acrid fumes, solventsor simply cold air, or

m ingested, e.g., shellfish or eggs;

= acute anxiety;

m certain chest diseases, e.g. chronicbronchitis, acute viral or bacterial chest infection.

Asthma may begin at any age. There is usually a previous history of attacks which have
occurred from time to time in the patient’slife.

The onset of an attack may be slow and preceded by a feeling of tightnessin the chest, or it
may occur suddenly. Sometimesthe attack occursat night after the patient hasbeen lying flat
particularly at 0400 when the body’snatural steroidsare at their lowest.
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In the event of a severe attack, the patient isin a state of alarm and distress, unable to
breathe properly, and with a sense of weight and tightnessaround the chest. He can fill up his
chest with air but finds great difficulty in breathing out, and his efforts are accompanied by
coughing and wheezing noisesdue to narrowing of the air tubeswithin hislungs. Hisdistress
increasesrapidly in severe casesand he sitsor stands, asnear aspossible to a source of fresh air,
with hishead thrown back and hiswhole body heaving with desperate effortsto breathe. His
lipsand face, at first pale, may become tinged blue and covered with sweat, while hishandsand
feet become cold. His pulse israpid and weak, and may be irregular. Fortunately, less severe
attacks, without such great distress, are more common. He may only manage short sentencesor
odd wordsin a staccato fashion.

An attack may last only a short while, but it may be prolonged for many hours. After an
attack, the patient may be exhausted, but very often he appearsto be, and feels, comparatively
well. Unfortunately this relief may only be temporary and attacks may recur at varying
intervals.

Asthma must not be confused with suffocation due to a patient having inhaled something
e.g.,foodinto hiswindpipe.

General treatment

The patient should be put in a position he finds most comfortable which isusually half sitting
up. If heisemotionally distressed try to calm him.

Specifictreatment

A person who knows that he is liable to attacks has usually had medical advice and been
supplied with a remedy. In such casesthe patient probably knowswhat suitshim best and it is
then wise merely to help him ashe desiresand to interfere aslittle as possible. He should be
allowed to select the position easiest for himself.

Otherwise advise the patient to inhale 2 puffs(1 puff for children) from asalbutamolinhaler,
(‘puffer’ often blue), every six hours. To use the inhaler:

m Shakethe container thoroughly;
m Hold the container upright;
m Tilt the head back and breathe out fully;

m Closethelipsover theinhaler, start to breathein, then activate the inhaler; some are now
breath activated.

= Inhale slowly and deeply, hold the breath for ten secondsand then breathe out through the
nose;

m Wait for 30 secondsbefore repeating the procedure.

If the patient doesnot respond to thistreatment seek asadditional
treatment will be required. In any event the patient should see a doctor at the next port.
Unstable asthmaticsshould not be at sea.

Bronchitis

Bronchitisisan inflammation of the bronchi, which are the branchesof the windpipeinside the
lungs. There are two forms, acute (i.e. of recent origin) and chronic (i.e. of long standing).

Acute bronchitis

Thismay occasionally occur asa complication of some infectiousfever (e.g. measles), or other
acute disease. More usually, however, it isan ilinessin itself, being commonly known asa ‘cold
onthechest’. It usuallycommencesasa severe cold or sore throat for aday or two, and then the
patient developsahard dry cough, with afeeling of sorenessand tightnessin the chest which is
made worse by coughing. Headache and a general feeling of ill-health are usually present. In
mild cases there is little fever, but in severe cases the temperature is raised to about 37.8°C
—38.9°C, the pulse rate to about 100 and the respiration rate isusually not more than 24.
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In aday or two the cough becomeslooser, phlegm iscoughed up, at first sticky, white and
difficult to bring up, later greenish yellow, thicker and more copious, and the temperature falls
to normal. The patient isusually well in about aweek to ten days, but thisperiod may often be
shortened if antibiotictreatment isgiven.

NOTE:

= theriseintemperatureisonly moderate;

m theincreasein the pulse and respiration ratesisnot very large; and
m thereisno sharp paininthe chest.

These symptoms distinguish bronchitis from pneumonia which givesrise to much greater
increasesin temperature and pulse with obviously rapid breathing and blue tinge of the lips
and sometimes the face. The absence of pain distinguishes bronchitis from pleurisy , for in
pleurisy there is severe sharp pain in the chest, which isincreased on breathing deeply or on
coughing.

General treatment

The patient should be put to bed and propped up with pillows because the cough will be
frequent and painful during the first few days. A container should be provided for the sputum
which should be inspected. Frequent hot drinksand steam inhalations several timesa day will
be comforting. Smoking should be discouraged.

Specifictreatment

Give 2 tabletsof paracetamol every 4 hours. That is sufficient treatment for milder caseswith
atemperature of up to 37.82Cwhich can be expected to return to normal within 2to 3 days. If
the temperature is higher than 37.8°C give antibiotics, e.g. Ciprofloxacin, Trimethoprim or
erythromycin.

Should therebeno satisfactory responseto treatment after three days, seek

Subsequent management

The patient should remain in bed until the temperature hasbeen normal for 48 hours.
Examination by adoctor should be arranged at the next port.

Chronicbronchitis

Thisisusually found in men past middle age who are aware of the diagnosis. Exposure to dust,
fumes and tobacco smoking predisposesto the development of chronic bronchitis. Sufferers
usually have a cough of long standing. If the cough istroublesome give codeine.
Superimposed on hischroniccondition, apatient may also have an attack of acute bronchitis,
for which the treatment above should be given. If thisoccursthe temperature isusually raised
and there isa sudden change from a clear, sticky or watery sputum, to a thick yellow sputum.
Every patient with chronicbronchitisshould seek medical advice on reaching hishome port.

Chest pain

When you have examined the patient and recorded temperature, pulse and respiration rates,
use the chart to help you diagnose the condition.

More information about each condition and the treatmentsare given separately under the
variousillnesses.

Pleurisy

Pleurisy isan inflammation affecting part of the membrane (the pleura) which coversthe lungs
and the inner surface of the chest wall. The condition isusually a complication of seriouslung
diseases such as pneumonia and tuberculosis. In a typical case arising during the course of
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pneumonia, the breathing movements rub the inflamed pleural surfaces together, causing
severe chest pain which isusually felt in the armpit or breast area. It isdescribed asa stabbing or
tearing pain which is made worse by breathing or coughing and relieved by preventing
movement of the affected side. Occasionally the rubbing can be felt by the hand placed over
the site of pain.
If a pleurisy occurs without the other signs of pneumonia get
All casesof pleurisy, even if recovered, should be seen by adoctor at the first opportunity.
Shingles, severe bruising or the fracture of a rib or muscular rheumatism in the chest wall
may cause similar pain but the other featuresof pleurisy will not be present and the patient will
not be generallyill.

Pleural effusion —fluid round the lung

In a few cases of pleurisy the inflammation causes fluid to accumulate between the pleural
membranesat the base of alung. Thiscomplication should be suspected if the patient remains
ill but the chest pain becomesless and chest movement on the affected side isdiminished in
comparison with the unaffected side.

General treatment

If pneumoniaispresent follow the instructionsbelow. Otherwise, confine the patient to bed. If
there isdifficulty in breathing, put the patient in the half sitting-up position or in the leaning
forward position, with elbowson atable, used for people who have difficulty in breathing, give
oxygen. Get

Pleurodynia and Chostochondritis

Thisisa form of rheumatism affecting the musclesbetween the ribsor the jointsbetween the
ribsand breast bone, respectively. In thiscondition, there isno history of injury and no signsof
illness; pain along the affected segment of the chest isthe only feature. The pain iscontinuous
in character and may beincreased by deep breathing, by other muscular movement and by local
pressure.

It should not be confused with pleurisy or herpeszoster (shingles). Treatment should consist
of two tabletsof paracetamol every four hours. Local heat may be helpful. Read the section of
MSN 1726 on analgesicsif the above treatment isineffective.

Pneumonia —lobar pneumonia

Lobar pneumoniaisan inflammation/ infection of one or more lobesof alung. The onset may
be rapid over a period of afew hoursin apreviously fit person or it may occur asa complication
during the course of a severe head cold or an attack of bronchitis.

The patient isserioudly ill from the onset with fever, shivering attacks, cough and a stabbing
paininthechest made worse by breathing movementsor the effort of coughing. The breathing
soon becomesrapid and shallow and thereisoften agrunt on breathing out. The rapidity of the
shallow breathing leadsto deficient oxygenation of the blood with consequent bluenessof the
lips. The cough isat first dry, persistent and unproductive but within a day or two thick, sticky
sputum is coughed up which is often tinged by blood to give a ‘rusty’ appearance. The
temperatureisusually ashigh as39.4°-40.6 C,the pulserate 110—130and therespiration rate
isalwaysincreased to at least 30 and sometimeseven higher.

General treatment

Put the patient to bed at once and follow theinstructionsfor bed patients. The patient isusually
most comfortable and breathes most easily if propped up on pillows at 45 degrees. Provide a
beaker for sputum, and measure and examine the appearance of the sputum. Oxygen may be
required.

Encourage the patient to drink because he will be losing a lot of fluid both from breathing
quickly and from sweating. Encourage him to eat whatever he fancies.
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Specifictreatment

Give antibioticse.g. Ciprofloxacin 500 mg every 12 hoursfor 5 days. Paracetamol can be given
to relieve pain. Get

Subsequent management

The patient should be encouraged to breathe deeply assoon ashe isable to do so and be told
not to smoke. Patientswho have had pneumonia should be kept in bed until they are feeling
better and their temperature, pulse and respiration are normal. Increasing activity and deep
breathing exercises are beneficial to get the lungs functioning normally after the illness.
Patientswho have had pneumonia should not be allowed back on duty until they have been to
see adoctor.

Pneumothorax (Collapsed lung)

A pneumothorax results when air gets between the pleura (two membranes covering the
outside of the lungs and the inside of the chest). Air getsinto the pleural cavity usually asa
result of a penetrating chest wound or a localised weakness in the lung (often in skinny
asthmaticsor chronicbronchitis/emphysema. When pneumothorax ariseswithout association
with an injury, it is called spontaneous pneumothorax. Sometimes, but not always, asthe air
escapesinto the cavity a short sharp pain may be felt, followed by some discomfort in the chest.
The effect of the air isto deflate the lung and thus cause breathlessness. The extent of the
deflation, and the consequent breathlessness, will depend upon the amount of air in the cavity.
The patient’stemperature should be normal but hispulse and respiration will reflect the extent
towhich heisbreathless.

When any associated wound or lung weakness starts to heal, the air in the cavity will
gradually be absorbed and the lung will eventually re-inflate.

General management

Following the emergency treatment for pneumothorax associated with an injury and with
casesof spontaneouspneumothorax, put the patient to bed in the sitting-up position used for
breathlessness, give oxygen. He should see adoctor at the next port. If the patient suffersfrom
morethan slight breathlessnesswhen heisresting in bed get

ABDOMINAL SYSTEM —GASTRO-INTESTINAL TRACT

Abdominal pain

Minor abdominal conditions

This group includes indigestion, ‘wind’, mild abdominal colic (i.e. spasmodic abdominal pain
without diarrhoea and fever), and the effectsof over-indulgencein food or alcohol. The patient
can often tell quite alot about the possible causesof hisminor abdominal condition or upsets,
so alwaysencourage him to tell you all he can. Ask about intolerance to certain foods, such as
fried foods, onions, sauces, and other spicy foodsand any tendency to looseness, diarrhoea or
constipation or any regularly felt type of indigestion and any known reasons for it. Mild
abdominal pain will usually cure itself if the cause(s) can be understood and removed.

Guard against total acceptance of the patient’sexplanation of the causesof hispain until you
have satisfied yourself after examination of hisabdomen that heisnot suffering from a serious
condition. Note that a pepticulcer may sometimesstart with symptomsof slight pain .

General management

The patient should be put on a simple diet for 1 to 2 days and given magnesium trisilicate
compound 500 mg three times a day. Repeat at night if in pain. Paracetamol may be safely
given, not exceeding 8 x500 mg in 24 hours. If the condition doesnot resolve within two daysof
starting thisregime. get Anyone who haspersistent or unexplained
mild abdominal symptomsshould be seen by adoctor at the next port.
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Severe abdominal pain

Associated symptoms

Diagram
nug'lber . . Position and type of pain Vomiting Diarrhoea
1 ‘All over’ abdomen, or mainly None Usually not at
about navel and lower half; first, but
sharp, coming and going in sometimes
spasms coming on later
In upper part and under left ribs, Present and Not at first; it may
asteady burning pain usually repeated follow 24 —-48
hourslater
Shooting from loin to groin and May be present None
testicle; very severe agonising but only with the
spasms spasms
Shooting from upper part of the May be present None
right side of the abdomen to the but only with the
back or right shoulder; agonising spasms
spasms
Around navel at first, settling Soon after onset Sometimes
later in the lower part of theright of pain, usually once at
side of abdomen; usually onlyonceor commencement
continuousand sharp, not always twice of attack;
severe thereafter
constipation
exists
All over the abdomen, usually Present, Usually none
severe and continuous becoming more
and more

frequent
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Associated signs

Not ill; usually Normal Normal None:onthe Intestinal colic
walksabout, even contrary pressure (page 149)
if doubled up easesthe pain
Wretched, Usually normal; Sightly raised, up Sometimesbut Acute indigestion
because of may be raised up to 80-90 not severe & (page 137)
nausea, vomiting to 37.8°C(100°F) confined to upper
and weakness, in severe cases part of abdomen
but soon
improving
Severely Normal or below Rapid aswith Over theloin Renal colic
distressed normal shock (kidney stones)
(page 155)
Severely Normal or below Rapid aswith Just below the Gallstone (biliary
distressed normal shock right ribs colic) (page 145)
Anill patient Normal at first Raised all the Definitely present ~ Appendicitis
tendsto lie still but alwaysrising time (over 85) intheright side (page 143)
later up to 37.8°C and tending to of the lower part
(100°F); it may be increasein rate of the abdomen
raised more hour by hour
An extremelyill Present up to Rapid (over 110) Very tender, Peritonitis
patient with 39.4°C(103°F) or and feeble usually all over; (page 150)
wasted more except in wall of abdomen
appearance, final stage near tense

afraid to move
because of pain

death
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Severe abdominal pain (continuea)

Associated symptoms

Diagram
number

°

Position and type of pain

Vomiting

Diarrhoea

Spasmodicat first, but later
continuous

Increasing in
frequency with
brown fluid later

None; complete
constipation
exists

Inthe groin, a continuousand

Not at first but

None, aswith

severe pain later aswith obstruction
obstruction
9 Severe and continuouspain, Rare None
worst in the upper part of the
abdomen
10A Lower abdominal pain —one or Sometimeswith Usually none
both sidesjust above midline of onset of pain
groin
10B Sudden onset of lower abdominal Sometimeswith None
pain which may be severe onset of pain
11 Lower abdominal pain. Spasms None None
like labour pains
12 A continuousdiscomfort in pit of None None

the abdomen and the crutch.
Scalding pain on frequent
urination
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Associated signs

Veryill Normal Rising steadily; Sightly all over Intestinal
feeble wall of abdomen, obstruction
not hard but (page 149)
distended
Veryill Normal Rising steadily; Over the painful Strangulated
feeble lumpinthegroin hernia (rupture)
(page 148)
Severely Normal or below Normal at first, All over;worst Perforated ulcer
distressed at first, normal at first; rising steadily a over site of pain. of stomach
then veryill; rising about 24 few hourslater Wall of abdomen (page 151)
afraid to move hourslater rigid
because of the
pain
Anill patient — Tendsto be high Raised all the Lower abdomen, Salpingitis
there may be time oneor both sides (page 123)
vaginal discharge
or bleeding
Anill patient may Normal at first. Moderately Tendernessin the Ectopic
collapseif internal ~ May show slight raised but may be lower abdomen pregnancy
bleeding and pain rise later rapid and weak if (page 194)
are severe. There internal bleeding
may be vaginal continues
bleeding
Anxiousand Normal Normal or Tendernessin the Abortion
distressed. May moderately lower abdomen Miscarriage
show some raised. Rapid if (page 194)
collapse if vaginal vaginal bleeding
bleeding issevere
Made miserable Normal but can Normal or slightly ~ Moderate Cystitis
by frequent be raised in increased tendernessin (page 155)

painful urination

severe infection

central lower
abdomen
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Abdominal emergencies

Introduction

Abdominal emergencies such as appendicitis and a perforated gastric or duodenal ulcer are
high on the list of conditions, which, ashore, would be sent to hospital for surgical treatment.
While there isno doubt that early surgical treatment isusually best, thisdoes not mean that
other forms of treatment are unsuitable or ineffective. In most abdominal emergencies on
board a ship at sea, surgical treatment isusually neither advisable nor possible. Note that in the
very early stagesof abdominal conditionssuch asappendicitisor perforated ulcers, diarrhoea,
vomiting, headachesor feversare seldom present other than in amild form. If these symptoms
are present, the illnessismuch more likely to be adiarrhoea and vomiting type of iliness.

Examination of the abdomen

The abdomen should be thoroughly examined. The first thing to do isto lay the patient down
comfortablyin awarm, well-lit place. He should be uncovered from hisnipplesto the thigh and
the groin should beinspected (see Hernia). Look at the abdomen and watch if it moveswith the
patient’sbreathing. Get the patient to take adeep breath and to cough; ask himif either action
causeshim pain and if so, where he felt it and what it waslike. Probably, if the pain issharp he
will point with hisfinger to the spot, but if it isdull he will indicate the area with the flat of his
hand. A definite ‘spot’ or area of pain isof greater concern than a generalised one.

Look for any movement of the abdominal contents and note if these movements are
accompanied by pain and/or by loud gurgling noises. Note if the patient lies very still and
appearsto be afraid to move or cough on account of pain or if he writhesabout and criesout
when the pain is at its height. Spasmodic pain accompanied by loud gurgling noises usually
indicates abdominal colic or bowel obstruction. When the patient lies still with the abdomen
rigid, think in termsof perforated appendix or perforation of a pepticulcer.

Bow el sounds

When you have completed your inspection, listen to the bowel soundsfor at least two minutes
by placing your ear on the abdomen just to theright of the navel.

m Normal bowel soundsoccur asthe processof normal digestion proceeds. Gurgling sounds
will be heard at intervals, often accompanied by watery noises. There will be short intervals
of silence and then more soundswill be heard —at least one gurgle should be heard every
minute.

m Frequent loud soundswith little or no interval occur when bowelsare ‘working overtime’,
asin food poisoning and diarrhoea, to try to get rid of the ‘poison’; and in total or partial
intestinal obstruction, to tryto move the bowel contents. The soundswill be loud and
frequent and there may be no quiet intervals. A general impression of churning and activity
may be gained. At the height of the noise and churning, the patient will usually experience
colicky pain which if severe may cause him to move and groan.

m No bowel soundsmeansthat the bowel isparalysed. The condition isfound with peritonitis
following aperforated ulcer or a perforated appendix or seriousabdominal injuries. The
outlook isserious. isrequired. The patient should go to a hospital
ashore assoon aspossible.

When you have learned all that you can by looking and listening —and thistakestime —you
should then feel the abdomen with awarm hand. Before you start, ask the patient not to speak,
but to relax, to rest quietly and to breathe gently through his open mouth in order that his
abdominal musclesare asrelaxed aspossible. Then begin your examination by laying your hand
flat on the abdomen away from the areas where the patient feels pain or complains of
discomfort. If you examine the pain-free areas first you will get a better idea of what the
patient’s abdomen feels like in a part which is normal. Then, with your palm flat and your
fingers straightened and kept together, press lightly downwards by bending at the knuckle
joints. Never prod with finger-tips. Feel systematically all over the abdomen, leaving until last
those areaswhich may be ‘bad’ ones. Watch the patient’sface asyou feel. Hisexpression islikely
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to tell you at once if you are touching a tender area. In addition you may feel the abdominal
muscles tensing as he tries to protect the tender part. When you have finished your
examination ask him about the pain and tenderness which he may have felt. Then make a
written note of all that you have discovered.

Examination of urine

The urine of any patient suffering from abdominal pain or discomfort should always be
examined and tested .
When you have completed the examination of the abdomen and recorded temperature and
pulserate, use the table and diagramsto diagnose the condition or to confirm your diagnosis.
More information about each condition and the treatmentsare given separately under the
variousillnesses.

Anal fissure

An anal fissure isan ulcer which extendsinto the back passage from the skin at the anal margin.
Thefissureisusually narrow, elongated and purple-coloured. When passing faecesintense pain
isexperienced, which can continue for half an hour or more. A little sime and blood may be
noticed.

Placethe patient in the position advised under haemorrhoids(piles). Put on polythene gloves
before examining the anus. With one finger gently open out a small segment of the anal edge.
Continue until the whole circumference hasbeen inspected. Thismay give rise to intense pain
and make a complete examination impossible.

Thrombosed external pilesor an abscessin thisregion are the only other likely reasonsfor
such pain.

Treatment

Relieve pain with paracetamol. An anti-haemorrhoidal preparation, (e.g: Anusol) should be
used if available. Laxativesand plenty of liquidsshould also be taken to soften the stool.
If the painissevere, lignocaine gel may be smeared around the fissure prior to passing faeces.
The area should be washed with soap and water, then carefully dried after each bowel action.
Thistreatment should be continued until the patient isseen by adoctor at the next port.

Anal itching (anal pruritus)

Localised itching around the anusiscommonly caused by excessive sweating, faecal soiling or a
discharge from haemorrhoids.

The skin hasa white, sodden appearance bordered by ared inflamed zone. The skin surface
is typically abraded by frequent scratching which prolongs and worsens the condition. Dry
toilet tissue can also exacerbate theirritation, the use of wet wipesispreferable.

Threadworm infestation should be excluded asa cause.

Treatment

Any haemorrhoidsshould be treated.

After the bowelshave moved, the area around the anusshould be washed gently with soap
and warm water, then patted dry with a towel before applying zinc ointment. Loose fitting
cotton boxer trunksshould be worn. Scratching must be strongly discouraged. If theimpulse to
scratch becomesirresistible the knuckles or back of hand, never the fingers, should be used.
Consult adoctor at the next port.

Appendicitis

Appendicitis is the commonest abdominal emergency and mostly occurs in people under
30 years old but it can appear in people of all ages. When considering appendicitis as a
diagnosis, always enquire whether the patient believesthat he hasalready had his appendix
removed. It can be difficult to diagnose in children and the elderly, where a high index of
suspicion isneeded.
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The illness usually begins with a combination of
colicky abdominal pain, nausea and perhaps mild o o
vomiting. The pain is usually felt first in the mid line
just above the navel or around the navel. Later, asthe
illnessprogresses, the pain movesfrom the centre of
the abdomen to the right lower quarter of the
abdomen. The character of the pain changes from
being colicky, diffuse and not well localised wheniit is
around the navel to a pain which is sharp, distinctly
felt and localised at the junction of the outer and
middle thirds of a line between the navel and the . .
front of theright hip bone (Figure 7.1).
The person usually loses his appetite and feelsill.
The bowelsare sluggish and the breath israther bad
or even foul. Often the pain is exacerbated by
movement, so the person prefersto lie still.
Examine the patient. If the patient complains of
sharp stabbing pain when you press gently over the
right lower quarter of hisabdomen, and especially if ~ Figure 7.1 Appendicitis—movement of
you feel his abdominal muscles tightening pain.
involuntarily when you try to pressgently, you can be
fairly sure that the appendix is inflamed. The
temperature and the pulse rate will rise as the
inflammation increases.

Treatment

Once you suspect a patient has appendicitis GET RADIO MEDICAL ADVICE AND GET THE
PATIENT TO HOSPITAL AS SOON AS POSSIBLE. DO NOT GIVE A PURGATIVE.

If the patient can reach hospital within 4 to 6 hours, give him no food or liquid and no drugs
ashewill probably require a general anaesthetic. Keep him in bed until he istaken off the ship.
Keep a record of the temperature, pulse and respiration rates and send these and your case
noteto the hospital with the patient.

If the patient cannot get to hospital within 4 to 6 hours, put him to bed and take his
temperature, pulse and respiration rateshourly. The patient should have no food, but can have
non-alcoholic drinks. You should start a fluid input/output chart and follow the instruction
about fluid balance and treat and manage the patient asbelow.

m Qecifictreatment after four hoursGive benzyl penicillin 600 mg intramuscularly and
metronidazole 400 mg at once, andthen repeat both every 8 hoursfor 5 days. For patients
allergicto penicillin, give erythromycin 500 mg and metronidazole 400 mg at once and then
repeat both every 8 hoursfor 5 days. Treat severe pain.

m Subsequent management If the patient isstill on board after 48 hours, he should be given
some fluidssuch asmilk, sweet tea and soup until he can be put ashore.

Anyone who wasthought to have appendicitisbut seemsto have improved should be seen
by a doctor at the next port. Improvement is shown by diminution of pain and fall in
temperature.

Diagnoseswhich may be confused with appendicitisin men and women include

m Urinary infection. Alwaystest the urine for protein in any case of suspected appendicitis
and look for the presence or absence of urinary infection.

m Aperforated duodenal ulcer. Thismay cause sharp abdominal pain felt on theright, but the
pain isusually all over the abdomen which isheld rigid. The onset of the pain isusually
more sudden and thereisnormally a past history of indigestion after eating.

m Other causesof colicky abdominal pain. Renal colic, biliary colicand cholecystitis. These can
cause severe colicky pain, but usually show other featureswhich are unlike appendicitis.
Severe constipation, especially in children may mimic appendicitis.
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m FEctopicpregnancy (tubal pregnancy). Alwaysask the date of the last menstrual period and
whether the periodsare regular or irregular. If there may be a possibility of pregnancy on
the sexual history, alwaysconsider that ectopic pregnancy may be possible. Approximately
1pregnancyin 100 isectopic. Severe one sided abdominal pain usually precedesvaginal
blood loss.

m Salpingitis(Tubal infection). Thisisinfection of the fallopian tubes. Alwaysenquire about
evidence of infection such ashistory of sex contacts, pain on urinating and vaginal
discharge and bleeding. The fever isusually higher than in the case of appendicitis. They
may have an offensive vaginal discharge.

Biliary colic— gallstone colic

Biliary colicisusually caused by agall stone stuck in the neck of the gall bladder or in abile duct.
There is usually a history of vague indigestion and intolerance to fat. An attack starts very
suddenly without warning symptomsand it may cease just asabruptly.

The bouts of colic, often very severe, are felt in the right upper abdomen just below the
lowest rib but occasionally at the same level only more towardsthe mid line. Sometimespain is
also felt passing inwardsthrough the body to the angle of the shoulder blade. The patient feels
cold, sweats profusely and is extremely restless. Nausea is always present and vomiting may
occur. The abdomen feels bloated and the bowel is constipated. The pulse is rapid and the
temperature isnormal or slightly raised. A moderately raised temperature may indicate that
the gall bladder isalso inflamed.

Examine the abdomen, look for jaundice, take the temperature, pulse and respiration rate,
note the colour of the urine and test for protein and examine the faeces. Rigid abdominal
muscles prevent examination during an acute spasm of pain. Between spasms feel for
tendernessat the gall bladder area. When the outflow of bileisblocked the faecesbecome pale
or putty coloured because bile pigment isdeficient. However, the urine, containing excessbile
pigment, becomesmuch darker in colour. Look for jaundice each day. If protein ispresent in the
urine, consider renal colic.

General treatment

Put the patient to bed. Record the temperature, pulse and respiration ratesevery four hours. If
feverish, give only fluidsfor the first 48 hours. A fat-free diet should be provided thereafter.

Specifictreatment

As soon as possible give morphine 15 mg with an anti-emetic. The morphine will relieve the
pain and the anti-emetic reduce vomiting. Reassure the patient that the injection will act in
about 15 minutes. If the pain returnsthe injection should be repeated after four hours and
should be sought.
If gall bladder inflammation (cholecystitis) is also present, give antibiotics.

Subsequent management

Isolate any jaundiced patient and get All casesshould see adoctor at
the next port.

Cholecystitis—inflammation of the gall bladder

Cholecystitismay occur in either acute or chronic form and nearly alwaysthe inflammation is
associated with the presence of stonesin the gall bladder. The patient isusually middle aged or
upwards, overweight and often in achroniccase hasa history of long-standing indigestion with
flatulence made worse by fried or fatty foods. In atypical acute attack thereisa sudden onset of
pain in the right, upper quarter of the abdomen in the gall bladder area. The pain isusually
moderately severe, constant rather than colicky, and may spread through the body towardsthe
right shoulder blade and sometimesto the right shoulder tip. Fever, nausea and vomiting are
present and the patient tends to lie still in bed rather than roll about. This stiliness is an
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important diagnostic sign in distinguishing cholecystitisfrom biliary colicwhere the patient is
extremely restlessduring the spasmsof colic.

On feeling the abdomen, local tenderness over the gall bladder is often found with an
associated hardnessof contracted, right, upper abdominal muscles.

If the hand isslid gently under the rib margin at the gall bladder area while the abdominal
muscles are drawn in during a deep breath, it is usually possible to find a localised and very
tender place, the person will groan asthey breath in, with an examining hand on the right
upper quadrant.

In diagnosis, cholecystitis must not be confused with biliary colic, right-sided pneumonia,
hepatitis, perforation of a peptic ulcer or right-sided pyelitis (see diagnostic charts for
abdominal and chest pain).

General treatment

The patient should be confined to bed, solid food should be withheld until the nausea subsides
but adequate fluids (except milk) should be given. Thereafter, a bland diet without fried or
fatty foodsshould be offered. A hot water bottle applied to the gall bladder area will alleviate
pain. The temperature, pulse and respiration should be recorded. The white of the eye should
be inspected for jaundice each day and the urine and faeces examined for changes associated
with jaundice.

Further management

All cases, even if recovered, should be seen by adoctor when convenient.

Specifictreatment

Give Ciprofloxacin 500 mg twice daily for five days. In an uncomplicated case the condition
should be improved after two days. If the pain and fever increase or gall stone colic startsor
jaundice appears, get

Diarrhoea

Diarrhoea is a symptom, not a disease. Seafarers are particularly prone to it because of the
climaticchangesto which they are subject.

In acute cases of diarrhoea you should consider the possibility of enteric fever , cholera or
malaria.

All casesof diarrhoea should be treated asan infectiouscondition. If the condition doesnot
settle within 48 hours, get

Acute gastro-enteritis

The commonest cause is ‘food-poisoning’ and the diarrhoea will often be associated with
vomiting, abdominal colic (griping) and a raised temperature. This type of diarrhoea can be
mild to very severe but will nearly alwayssettle with simple treatment.

A lot of outbreaks of gastro-enteritis can be prevented by good hygiene in galleys and
sensible eating and drinking ashore.

Treatment

m Rest in bed for at least 24 hourswithout solid foodsin severe cases, plenty of clear fluids,
small amounts, frequently. Mild casesneed only arestricted, light diet.

m FAuidsshould be given in aslarge aquantity asthe patient will tolerate. Oral rehydration
saltsare recommended.

= Antacidssuch asMagnesium trisilicate will often help to relieve symptoms.

When the diarrhoea appearsto have settled, then aslow return to normal diet can be made.

In avery small number of casesthere isan associated high temperature and general malaise.
In these cases the antibiotic regime, and the sodium chloride and dextrose recommended
below for dysentery may be undertaken.
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Bacillary dysentery

This condition is difficult to differentiate from acute gastro-enteritis without laboratory
investigations. It isan infection of the bowel caused by eating or drinking food contaminated
by infected excreta. Fiesare often the meansof conveying the infection.

The symptomsare usually more severe than in the case of gastro-enteritisand tend to last for
several days. It ismore often associated with moderate to severe malaise and high temperature
and the passage of slimy blood-stained faecesthan isgastro-enteritis.

Treatment
m Moderate to severe casesshould be treated in the same manner asfor gastro-enteritis.

= |n severe casesof diarrhoea and dysentery give sodium chloride and dextrose compound
oral powder (oral rehydration salts) dissolved in water, to which fruit juicescan be added.
Give about 4 litresaday in addition to other fluids.

m Severe caseswith high temperaturesshould also be given Ciprofloxacin 500 mg twice daily,
for five days. Thisshould not be continued beyond thisperiod asthe drug itself may cause
diarrhoea.

Amoebicdysentery

A chronic condition which is seen in tropical countries. The general symptoms are much the
same but may recur over a period. The diarrhoea isnot asfrequent aswith bacillary dysentery
and may often be mixed with blood and mucous.

Treatment

Give metronidazole 800 mg every 8 hoursfor 5 days.

Haemorrhoids-piles

Haemorrhoids are varicose veins found around the anus. They may be external or internal.
External haemorrhoidsare found below the anal sphincter (the muscle that closesoff the anus).
They are covered by skin and are brown or dusky purple colour. Internal haemorrhoids may
protrudethrough the anal sphincter. These are covered by amucousmembrane, and are bright
red or cherry coloured.

Haemorrhoids are usually noticed because of bleeding, pain or both after the bowelshave
moved. Hard faeces can scrape the haemorrhoids and will increase discomfort and bleeding.
Faecal soiling of underclothesmay occur if the anal sphincter islax. Occasionally, the blood in an
external haemorrhoid may clot and give rise to abluish painful swelling about the size of apea,
or grape, at the edge of the anus—athrombosed external haemorrhoid.

To inspect the anus, the patient should be instructed to lie on hisleft side with both knees
drawn up to hischin. When in thisposition, separate the buttocks. The anusshould be carefully
inspected for swellings caused by external haemorrhoids or by internal haemorrhoids which
have come down through the anus.

Treatment

The patient should be advised to eat wholemeal bread, breakfast cereals containing bran,
vegetables and fruit in order to keep the faeces as soft as possible. Fluid intake should be
increased. After a bowel action the patient should wash the anuswith soap and water, using
cotton wool. He should then thoroughly wash his hands using a soft nail brush to ensure
cleanlinessof the nails.

In the case of extremely painful external haemorrhoids bed rest may be advisable. Taking a
hot bath after passing a motion can be comforting. Lignocaine gel may give some relief. The
condition usually subsidesin about seven to ten days.

The patient should be told if he hasinternal haemorrhoids, so that he can push them back
after washing hisback passage. If they are painful and bleeding, standard piles medications,
such asAnusol or Germaliods, should be used according to the instructions.
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If the haemorrhoidscannot be pushed back (prolapsed internal haemorrhoids) the patient
should be put to bed face downwardswith an ice pack over the prolapsed haemorrhoids. After
some time, 30 minutes to one hour or upwards, the prolapsed haemorrhoids should have
shrunk and can usually be pushed back.

Bleeding from haemorrhoidsisusually small in amount. Local discomfort around the anusmay be
relieved by calamine lotion or zincointment. Any patient with haemorrhoidsshould alwaysbe seen
byadoctor at the next port for treatment and to exclude any more seriousdisease of the bowel.

Hernia —rupture

The abdominal cavity is a large enclosed space lined by a
sheet of tissue. The abdominal wall musclesresist the varying
changesof pressure within the cavity. Increased pressure may
force aprotrusion of aportion of the lining tissue through a
weak spot in the musclesof the abdominal wall. Thisformsa
pouch and usually, sooner or later, some part of the
abdominal contents will be pushed into the pouch. It may
appear at the navel or through an operation scar but the
commonest position isin the groin. The weaknessmay have
been present from birth but it may be brought on by a
chronic cough or strain. At first, a rupture is noticed under
the skin asa soft rounded swelling which isoften no larger
than a walnut but it may become very much bigger after
some months. The swelling tends to disappear when the
patient islying down but it reappearswhen he standsup or
coughs. Normally there isno severe pain but, usually, a sense
of discomfort and dragging ispresent.

When a hernia is suspected, the patient must always be  Figure 7.2 Inguinal hernia
examined while standing. In the groin, the swelling of a
rupture must not be confused with swollen lymph glands,
the latter tend to feel irregular and rubbery. Usually there are several swollen tender glands
and they never disappear when the patient liesdown.

It issometimespossibleto see and to feel an impulse transmitted to the herniaswelling if the
patient isasked to cough forcibly several times.

Treatment

A person who knowshe isruptured hasoften learned to push the swelling back for himself. He
should be removed from heavy work. An operation to cure the weaknessis necessary. If the
herniaispainful, the patient should be put to bed. Often the swelling can be replaced into the
abdomen by gentle pressure when the patient islying on hisback with hiskneesdrawn up.
Keep him in bed until he can be seen by adoctor at the next port. Relaxation in awarm bath or
even oral Diazepam 5 mg may be necessary.

Strangulation or Rupture

Most hernias, whatever their size, manage to pass backwards or forwards through the
abdominal wall weaknesswithout becoming trapped in the opening. However, the contentsof
the herniapouch may occasionally become trapped and compressed by the opening and it may
be impossible to push them back into the abdomen. The circulation of blood to the contents
may be cut off and if aportion of intestine hasbeen trapped, intestinal obstruction may occur.
Thisisknown asa strangulated hernia and unless attemptsto return the abdominal contents
through the hernia weaknessare successful, surgical operation will become urgently necessary.

Get

An injection of morphine 10 — 15 mg intramuscularly should be given at once. The patient
should then lie in bed with hislegsraised at an angle of 452 and his buttocks on a pillow. In
about 20 minutes, when the morphine has completely relieved the pain, try again by gentle
manipulation to coax the hernia back into the abdomen. If you are not successful within 5
minutes, stop.
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Intestinal colic

Intestinal coliccausesa griping pain which comesand goesover the whole abdomen. The pain
isdueto strong contractionsof the muscle around the bowel.

Intestinal colic is not a diagnosis; it is a symptom of many abdominal conditions but
commonly it is associated with food poisoning, the early stages of appendicitisand with any
illnesswhich causesdiarrhoea. However, the most seriousassociation of severeintestinal colicis
with intestinal obstruction.

Intestinal obstruction

Get

Intestinal obstruction may come on either slowly or suddenly; a common cause is a
strangulated hernia. The bowel will alwaystry to push intestinal contentspast any obstruction,
and in doing so the bowel muscle will contract strongly causing colicky pain. These strong
contractionsmay be seen and also heard asloud gurgling noises.

In the early stages, the patient may often complain of an attack of wind and constipation.
Later on he cannot even passwind (absolute constipation). The patient’'sabdomen may distend
and harden due to gasproduction which he cannot get rid of by passing wind and the bowel
sounds become louder. The patient may vomit, at first the stomach contents and later faecal
matter. The bowel soundsmay eventually become absent, but should be listened for, for a full
5minutes.

General treatment

As one of the causes of obstruction is a strangulated hernia, look carefully for this and do
everything possible to alleviate this condition. Whatever the cause, it is essential that the
patient isremoved asquickly aspossible to a place where surgical treatment can be carried out
to relieve the obstruction. Delay can be fatal. Get

In the meantime, put the patient to bed. Give him nothing by mouth except water to wash
out hismouth if he vomits. Rectal fluidswill be required to maintain fluid balance. Thisshould
be started immediately.

Specifictreatment

The patient may be given morphine 10 —15mg intramuscularly.

Jaundice

Jaundice isayellow discoloration of the skin and of the whitesof the eyesdue to an abnormally
high accumulation of bile pigment in the blood.

If the patient isfair-skinned jaundice will give it a yellow tinge which will not be obviousin
those of tanned or darker colour. In all people the yellow colour can be seen in the white of the
eye. It isbest to look for jaundice in the cornersof the eye in natural daylight, assome formsof
artificial lighting can impart a yellow tinge.

A patient with jaundice will often complain of an itching skin, and state that he hashad
nausea and vomiting for 2to 4 daysbefore the colouring wasnoticed. Hisurine will be the
colour of strong tea and hisfaeceswill be putty-coloured. The colour and quantity of both
should be recorded. On a ship the most likely causes of jaundice are ineffective hepatitis
and gallstonesor alcoholic liver cirrhosis. If the patient hasjaundice get

General treatment

The patient should be put to bed and given a fat-free diet. Unless the Radio Medical Doctor
advisesotherwise it should be assumed that the patient hasinfective hepatitisand thismeans
that he should be in strict isolation. There isno specific treatment for jaundice which can be
given on board ship. Any patient with jaundice should see adoctor at the next port.
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Peritonitis
Get

Thisisinflammation of the thin layer of tissue (the peritoneum) which coversthe intestines
and linesthe inside of the abdomen. It may occur asa complication of appendicitisafter about
24 -48hoursor certain other seriousdiseasesof the contentsof the abdomen.

The onset of peritonitismay be assumed when thereisa general worsening of the condition
of apatient already seriouslyill with some abdominal disease. It commenceswith severe pain all
over the abdomen — pain which is made worse by the slightest movement. The abdomen
becomeshard and extremely tender, and the patient drawsup hiskneesto relax the abdominal
muscle. Vomiting occurs and becomesprogressively more frequent, large quantities of brown
fluid being brought up without any effort. The temperature israised (up to 39.4°C) and the
pulse isfeeble and rapid (110 — 120), gradually increasing in rate. The pallid anxiousface, the
sunken eyes and extreme general weakness all confirm the gravely ill state of the patient. If
hiccoughsbegin, thismust be regarded asa very serioussign.

Treatment

Peritonitisisa very seriouscomplication of abdominal disease so get
and deliver the patient into hospital as soon as possible. Until thiscan be done manage the
illnessasfollows:

m Treat the infection. Give benzyl penicillin 600 mg intramuscularly and metronidazole 400
mg at once and repeat both every 8 hoursfor 5 days. For patientsallergicto penicillin give
erythromycin 500 mg and metronidazole 400 mg at once, and repeat both every 8 hoursfor
5days. (If vomiting isa problem, see elsewhere).

m Correct the dehydration. Give water per rectum and keep a fluid input /output chart.
If thirst continues, cautiously allow sipsof water.

m Keep regular records. Make notesof the patient’stemperature, pulse and respiration every
'2hour, and any change, for better or worse, in hiscondition.

Ulcers

Pepticulceration —duodenal and stomach ulcers

Thisisa special type of ulcer which developsin the wall of the stomach or duodenum. A shallow
ulcer may heal within a short time but more often it becomesdeep seated and causesrecurring
boutsof indigestion with pain.

At first, discomfort isnoticed about three hoursafter mealsat a point half way between the
navel and thebreastboneinthe mid-line or dlightly towardstheright side. Within daysor weeks
the discomfort developsinto agnawing pain associated with afeeling of hunger occurring 1 -3
hoursafter meals. Seep isoften disturbed by similar painin the early part of the night. The pain
isrelieved temporarily by taking food or indigestion medicine. Vomiting isuncommon but acid
stomach fluid issometimesregurgitated into the mouth —the so-called heartburn. The appetite
isonly slightly diminished and weight lossisnot marked. Boutsof indigestion lasting weeksor
monthsalternate with symptom-free periodsof varied length. Gastriculcer pain tendsto come
on sooner after ameal and vomiting ismore common than with duodenal ulceration.

On examination of the abdomen, tendernesslocalised to the area mentioned above will be
found by gentle hand pressure.

Treatment

The patient should rest in bed but may be allowed up for washing and meals. Frequent small
meals of bland food should be provided with milk drinks in between. Tobacco and alcohol
should not be allowed. Antacids such as Magnesium trisilicate should be given half way
between meals also Cimetidine 400 mg 12 hourly. Pain relief tablets are not necessary and
aspirin, which often irritatesthe gut, should never be given. The patient should be sent for full
investigation to adoctor at the next port.
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Complications

The ulcer may extend through the thickness of the gut wall causing a hole (perforation) or it
may erode the wall of ablood vessel causing seriousinternal bleeding.

Bleeding pepticulcers

GETIMMEDIATE RADIO MEDICAL ADVICE.

Most pepticulcers, gastricor duodenal, have atendency to bleed, especially if they are long
standing. The bleeding may vary from a dlight oozing to a profuse blood loss which may
endanger life. The blood alwaysappearsin the faeces. Small amountsmay not be detected but
larger amountsof digested blood turnsthe faeces, which may be solid or fluid, black and tarry.
In some casesfresh, bright red blood may be vomited; but, if it ispartially digested, the vomit
lookslike coffee grounds.

The patient usually hashad a history of indigestion and sometimesthe symptomsmay have
increased shortly before haemorrhage takesplace.

General treatment

The patient must be put to bed at once and should be kept at rest to assist clot formation, see
internal bleeding. Get RADIO MEDICAL ADVICE and get the patient to hospital as soon as
possible.

A pulse chart should be started to watch for arising pulse rate which would be an indication
for urgent hospital treatment. The patient should be given nothing by mouth during the first
24 hoursexcept sipsof iced or cold water. After the first 24 hourssmall amountsof milk or milky
fluids can be given with 15 to 30 ml of milk each hour for the first 12 hours. Thisamount can
then be doubled if the patient’scondition isno worse.

Specifictreatment

Give morphine 15 mg intramuscularly at once, then give 10 to 15 mg every 4 to 6 hours,
depending on the response to treatment which aimsat keeping the patient quiet, at rest and
freefromworry.

If bleeding continuesat a worrying rate, which will be indicated by a rising pulse rate and a
deterioration in the patient’s condition, all that can be done is to increase, if possible, the
effortsto get the patient to hospital and attempt to meet fluid requirementsby giving rectal
fluids. A fluid input/output chart should be started.

Perforated ulcer

GET URGENT RADIO MEDICAL ADVICE.

When perforation occursthereisa sudden onset of agonising abdominal pain felt at oncein
the upper central part before spreading rapidly all over and being accompanied by some
degree of general collapse and sometimesvomiting. The patient isvery pale and apprehensive
and breaksout in aprofuse cold sweat. Thetemperature usually fallsbut the pulse rateisat first
normal or slow, although weak. The patient liescompletely still either on hisback or side, with
hiskneesdrawn up, and he isafraid to make any movement which might increase hisagony —
even talking or breathing movement are feared and questioning isoften resented.

Large perforations produce such dramatic symptoms that the condition is unlikely to be
mistaken for other causesof abdominal pain where the patient islikely to move about in bed
and cry out or complain when pain increases. The pain ismost severe just after perforation has
occurred when the digestive juices have escaped from the gut into the abdominal cavity.
However, after several hoursthe pain may become lesssevere and the state of collapse be less
marked but thisapparent recovery isoften short-lived.

On feeling the abdomen with a flat hand the abdominal muscles will be found to be
completely rigid —like feeling a board. Even light hand pressure will increase the pain and be
resented by the patient, especially when the upper abdomen isfelt. It will be seen that the
abdomen doesnot take part in breathing movements. The patient cannot relax the abdominal
muscleswhich have been involuntarily contracted by pain.
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Asthe size of a perforation can vary from a pinhole to one of much larger diameter, a small
perforation may be confused with appendicitisbecause the pain beginscentrally. But:

= with aperforated ulcer, the pain isusually in the upper middle abdomen at first and not
around the navel asin appendicitis;

m with aperforated ulcer, the central upper pain remainsasthe main source when the pain
startsto be experienced elsewhere, whereasin appendicitisthe pain moves—the central
colicky pain becoming a sharp pain in theright lower quarter of the abdomen; and

m apatient with aperforation usually hasa history of previousindigestion but thisdoesnot
apply to patientswith appendicitis.

General treatment

It isessential that the patient should be transferred to hospital asquickly aspossible. Get
he patient should be confined to bed on strict bed rest. A temperature, pulse,
respiration chart should be started with hourly readingsfor the first 24 hoursand then four hourly.
The perforation may close naturally if nothing isgiven by mouth for the first 24 hours. Auid
requirement during thisperiod can be met by giving fluid per rectum if the patient isthirsty and
pain relief hasbeen adequate. A fluid input/output chart should be started.

Specifictreatment

It isessential to achieve adequate pain relief so give morphine 15 mg intramuscularly with an anti-
emetic at once. In a case of severe pain not satisfactorily controlled by that injection, a further
injection may be given within the first hour. Thereafter, theinjection should not be repeated more
frequently than every four hours. Aspirin or drugscontaining aspirin must never be given.

All patients, unless sensitive to penicillin, should be given benzyl penicillin 600 mg
intramuscularly at once, followed by 300 mg every six hoursuntil the patient isseen by adoctor. If
the patient issensitive to penicillin, seek advice urgently regarding use of alternative antibiotics.

Subsequent management

Afterthefirst 24 hours, if progressissatisfactory, a small amount of milk or half milk/half water
can begiven. Sart with 15to 30 ml of such fluid each hour for thefirst 12 hours. The amount can
then be doubled provided the pain doesnot become worse. If milk iswell tolerated, increasing
amounts can be given frequently. Apart from milk and water, the patient should consume
nothing until heisin hospital ashore.

Worms

Infestationscan be caused by threadworms, roundwormsor tapeworms. Identification of worms
inthe faecesisdealt with elsewhere.

Threadworms—pinworms

Thisisthe most common infestation. The gut isinfested with many small wormsmeasuring up
to 1.2 cm (2 in) in length which resemble short lengths of white cotton. There is marked
irritation around the anuscaused by the migration of the female wormswhich passthrough the
anusto lay eggson the surrounding skin. Thisirritation occursparticularly at night when warm
inbed and the impulse to scratch becomesalmost irresistible. Worm eggsthen contaminate the
anal skin and are deposited on clothing and bedclothes. Failure to wash the hands each time
after contact can then result in personal reinfection or the contamination of foodstuff or
conveying the eggsto another person.

General treatment

Prevention of reinfection is essential. The nails should be kept short and the hands should be
washed scrupulously after defecation or scratching. Underclothes, pyjamas and bedclothes
should be boiled.
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Specifictreatment

The patient should be given, with the evening meal, a single dose sachet of mebendazole 100 mg
once and repeat 2 weekslater.
If there should be evidence of reinfection, the treatment may be repeated after afortnight.

Roundworms

Roundwormsare similar in appearance to the earthworm. Infection usually resultsfrom eating
contaminated saladsor vegetableswhich have been insufficiently cooked. The worm eggsmay
also contaminate drinking water. The first sign of infestation may be the presence of awormin
the faecesbut vague abdominal pain and either diarrhoea or constipation may occur.

Specifictreatment

The patient should be treated with Mebendazole in the same dosage as that advised for
threadworms.

Tapeworms

Infestation isconveyed by eating infected pork or beef which hasbeen cooked insufficiently to
kill the worm eggs. The worm usually growsto a length of many feet made up of white flat
segments. There may be no symptomsbut, in some cases, there isan increased appetite with
vague abdominal painsand occasional diarrhoea.

Treatment on board isnot advised and should only be carried out under medical supervision.

GENITO-URINARY SYSTEM

Paraphimosis (Penile swelling)

A condition where a naturally tight foreskin isretracted
over the head of the penisand cannot be pulled forward.
It can occur in some individuals following sexual
intercourse. The head of the penisbecomes constricted
bythetight band of foreskin,and then swollen, congested,
and painful.

Treatment
Figure 7.3 Replacement of

Put the patient to bed. The congestion should be foreskin.

relieved by application of ice packsuntil the foreskin can

be manipulated over the head of the penisagain. Thisisdone by pressing the head of the penis
backwardswith thethumbsand, at the same time, drawing the foreskin over and forward with
thefingers(Figure 7.3). If thisfailsseek

Testicular pain

In all cases of disease or injury to the testicles, the man should be referred to a doctor for
examination at the next port, even if the condition appearsto be better.

Twisted or inflamed testicle (Torsion)

= Twisting of the testicle can follow a sudden effort causing the testicle to twist on itscord
and cut off the blood supply. Thisisan uncommon condition and, when it occurs, frequently
affectsatesticle that issuspended in an abnormal (horizontal) line. Seek

= Inflammation of the testicle may be caused by an infection. Alwaysremember thiscan be a
complication of gonorrhoea, see urethritisor mumps.
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Both conditionsshow many similar features.

The testicle becomespainful, swollen, and very

tender. The scrotum also becomes inflamed

and fluid will collect inside it adding to the

swelling and pain. It may be difficult to tell the

difference between the two conditionsbut the (

following factswill be of help. /
With twisting (Figure 7.4) the patient is \

usually young and, although in great

discomfort, does not feel ill. There may be a

history of physical effort. The onset of pain is

very sudden. Check the position and lie of the

other testicle. With inflammation, there may be ~ Figure 7.4 Twisted testicle.

a history of infection. The patient feelsill, he is

feverish and the pulse rateisincreased. He may passurine frequently causing a burning sensation.
A useful test isto support the testiclesin a crutch bandage for one hour. Do not give any

pain-killers. If within the hour the pain ispartially relieved, you are probably dealing with an

inflammation;if not, or the pain isworse, the condition isa twisting of the testicle.

Treatment

Get RADIO MEDICALADVICE at once.

Put the patient to bed and support the testicles by placing a pillow between the legs and
letting the scrotum rest on this. Relieve pain by giving codeine 30 mg every 6 hours. If an
infection is suspected give Doxycycline 100 mg every 12 hoursfor 10 daysin addition to the
painkillers.

Injury to the testicles

Thisnot uncommon condition isusually the result of falling astride a rope under tension or a
hard surface.

Thetesticlesbecome very swollen and tender and there isa great deal of pain. Depending on
the severity of theinjury bruising will appear on the scrotum and can extend up the shank of the
penis, up the abdominal wall and down into the thighs.

General treatment

The patient should be put to bed with the testicles supported on a pillow. Depending on the
severity of the pain he should be given either two paracetamol tabletsor one codeine 30 mg
tablet every 6 hours. The urethra may be bruised or more severely injured. Always check that
the patient can passurine. If difficulty isfound

get RADIO MEDICAL ADVICE.

Other swellings of the scrotum
Two conditionsshould be borne in mind:

m Alarge herniawhich haspassed down from
thegroininto the scrotum;

= A hydrocoele.

Both these swellingscan become very large,
but there is no great tenderness, no
inflammation, no rise in temperature or pulse
rate, and the patient doesnot feelill.

A hydrocoele is a collection of fluid in the
scrotum, often caused by a minor injury which
the patient may not remember. In contrast to
those caused by twisting or infection, these
swellings are not inflamed or tender, and the  Figure 7.5 Hydrocoele
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patient does not feel ill or feverish. However, there is one exception to this general rule
(strangulated hernia).
There aretwo waysto distinguish a hydrocoele from a herniain the scrotum:

= Inadarkened room, place alighted torch behind the swelling. If there isfluid present,
i.e.ahydrocoele, the swelling will become translucent (light up).

m Graspthetop of the swelling with the thumb and forefinger and judgeif it isconfined to
the scrotum or if it iscontinuousup into the groin. If it isentirely in the scrotum suspect a
hydrocoele;if it iscontinuouswith aswelling in the groin, then it isahernia (Figure 7.5).

Treatment

Thetreatment for both these conditionsissurgical and the man should be seen at the next port
by adoctor. Inthe meantime somerelief may be obtained by supporting the scrotumin acrutch
bandage, particularly if the man hasa hydrocoele.

Urinary problems

See also female disordersand sexually transmitted diseases.

Renal colic

A stone may remain in the kidney without causing any trouble but often it causesa dull painin
the loin accompanied on occasion by passing blood in the urine. Acute pain (renal colic) does
not arise until astone entersthe tube (the ureter) leading from the kidney to the bladder.

The pain, which is agonising, comes on suddenly. It startsin the loin below the ribs then
shoots down to the groin and testicles. Each bout may last up to ten minutes with a similar
interval between bouts. The patient isunable to keep still and rollsabout calling out with each
paroxysm of pain. Vomiting and sweating are common. The pulse israpid and weak but the
temperature usually remainsnormal. An attack usually lasts for several hours before ending,
often abruptly, when the stone movesdownwardsto the bladder.

General treatment

The patient should be put to bed but often wishesto get out and move about.
Alwaysexamine a specimen of urine, when it isavailable, for clotsof blood. Test also for protein.
Examine every specimen for grit or stonesthat have been passed.

Specifictreatment

Assoon aspossible give morphine 15 mg intramuscularly with an anti-emetic. The acute pain
once relieved may not recur, but renewed paroxysms of pain are an indication to repeat the
injection at intervalsnot shorter than four hourly, encourage fluids.

Inflammation of the bladder and kidneys— cystitisand pyelitis

This relatively common inflammation which may affect the bladder alone (cystitis) or the
bladder together with the kidneys (pyelitis) occurs more often in women than men.
Predisposing factors are poor hygiene, co-existing disease of the urinary system or genitalia,
kidney or bladder stones, urethritis, vaginal discharge, or partial obstruction of the outflow of
urine (enlarged prostate gland).

The usual symptomsof cystitisare dull pain in the pit of the abdomen and in the crutch, with
afrequent or constant need to passsmall quantitiesof urine which causesa burning sensation
when passed. The temperature ismoderately raised and the patient feelsgenerally unwell.

A specimen of the infected urine may contain matter or small amountsof blood. A cloudy
appearance and an unusual odour may be noticed.

In contrast to thisusual pattern of disease, cystitiscan occur without temperature change or
general symptoms so that, apart from frequent urination, the patient may not realise that
infection ispresent.
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When the kidneysare also inflamed, there will in addition be pain in one or both loinswith a
high temperature 38.9? —40°C. The patient will feel very ill with widespread aching, shivering
attacksand even vomiting.

General treatment

All save the mildest casesshould be put to bed. The temperature, pulse and respiration should
be recorded and the urine examined daily and tested for protein.

At least 3 litresof bland fluid should be drunk each 24 hours. Hot bathsand heat applied to
the lower abdomen will ease the bladder discomfort.

Specifictreatment

Give Trimethoprim 200 mg every 12 hours for five days. If the response to treatment is
unsatisfactory, get

Acute stoppage or retention of urine

A stoppageispresent when aperson isunableto urinate even though the bladder isfull. Much
pain and suffering are caused asthe bladder becomesincreasingly distended. It can be felt in
the lower abdomen asa rounded, tender swelling above the pubicbone and, in severe cases,
can extend upward asfar asthe navel.

There is always some degree of blockage somewhere in the tube (urethra) between the
bladder and the external opening. Common causes include localised injury, a scar within the
tube (stricture), urinary stone stuck in the tube, holding the water too long particularly during
or after heavy drinking and, most common in men past middle age, an enlargement of the
prostate gland. Thisenlargement may have caused previousdifficulty with urination such asa
poor stream, trouble starting and stopping, dribbling and a frequent, urgent need to urinate
during both day and night.

Acuteretention of urineisrarein women.

Treatment

The patient should lie in a hot bath where he should try to relax and to passurine. If he has
severe discomfort give morphine 15 mg intramuscularly before he gets into the bath. Any
constipation should be relieved. Give nothing to drink. Keep the bath water really hot. If
urination has not occurred within half-an-hour the penis and genital area should be washed
thoroughly in preparation for catheterisation.

Catheterisation —male

In extreme casesof urineretention, catheterisation will be necessary. Passing acatheter must be
done with local anaesthesia and also with great attention to cleanliness so that urinary
infection is not produced. If morphine has not been given, give diazepam 10 mg by mouth
while he isstill in the bath (see paragraph above). Thiswill take effect while preparationsare
being made.

Collect together all the necessary equipment:

m cleantowels;

m acatheter (Foley, size 16 Charriere gauge);

m alargereceiver forthe urine;

m antisepticsolution or soap and water;

m anaesthetic(lignocaine gel 2%);

m 20 ml syringe (to inject water into the retaining bag of the catheter);
m nozzle,drainage bag and holder;

m sticking plaster or tape to retain catheter and drainage bag.

Prepare to passthe catheter:
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Figure 7.6 Passing a catheter into the bladder.
Rage 1. A sensation of resistance will usually be felt
when the catheter isnearly into the bladder

Figure 7.7 Passing
acatheterinto the
bladder.
Sage 2. Movethe
penisdownwardsand
continueto passthe
catheter slowly until

! the urine flows—note:

read the text —do not

_— rely on these diagrams.

tell the patient what you are going to do when he leavesthe bath;
help him to leave the bath and to lie down;
wash your hands;

place clean (sterile if possible) towelsaround the patient’sthighsand lower abdomen so
that only hispenisisshowing;

retract the foreskin fully and swab the head of the peniswith antiseptic solution

wash your handsthoroughly;

holding the penisvertically, insert lignocaine gel 2% into the urethra and massage it down
inside the penisto between the legs;

use plenty of lignocaine because it actsboth asan anaestheticand asa lubricant.

The commonest cause of failure to catheterise successfully isinsufficient anaesthesia
leading to spasm of muscle at the base of the bladder;

wait for 5 minutesfor the anaestheticto act;

place areceiver between the patient’slegsready to receive the urine;

wash your handsagain;

open the catheter package onto anew clean towel spread over the patient’sabdomen just
above the penis;

hold the catheter about 20 cm from itstip, and have someone else squirt some lignocaine
gel onto asterile swab without touching the swab and use thisto spread lignocaine along
the catheter. Make sure that the catheter doesnot touch anything else while you spread
thelignocaine;

stand on theright side of the patient, hold the penisvertically by the sidesusing your left
hand, and passthe catheter slowly into the penis;

when the catheter tip haspassed into the urethra and islying between the legs, about

15 cm of catheter passed, a sensation of resistance will usually be felt;

move the penisdownwardstowardsthe feet and continue to passthe catheter slowly until
urine flowsinto the receiver;

make sure that the catheter doesnot slip out and insert the recommended volume of water
into the catheter balloon to retain the catheter;
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m pullthe foreskin completely forwards, connect the catheter to the drainage bag and fix the
catheter and the drainage tube to the patient’sthigh. Make sure that the catheter cannot
be tugged by making and fixing to the patient aloop in the drainage tube near the
catheter end;

m test theurinefor protein and record the result;
m keep the catheter in place;

m give Trimethoprim 200 mg every 12 hoursuntil the patient ishanded over to the care of a
doctor;

m emptytheurine collecting bag asrequired. Be especially careful about cleanlinessso that
infection cannot travel up from the bag to the patient.

BRAIN AND NERVOUSSYSTEM
Mental illness

Many people feel low in mood or irritable when physically ill but thisgetsbetter asthe illness
improves. What we may term true mental illnessoccurson itsown, but also often asaresult of
distressing news. There isa difference in behaviour which may be slightly unusual, or bizarre
and completely abnormal. It isimportant to realise that the person who is mentally ill may or
may not know heisacting in an abnormal way.

To diagnose mental illnessisa highly skilled job, but all that can be done at seaisto recognise
that something is wrong and seek expert help as soon as possible. Meanwhile handle the
situation firmly and tactfully. Thismay require time and effort, asthe patient may beirrational,
violent and/or suicidal.

How to cope with a person who appears mentally ill

Tryto keep calm and friendly, remember that what the person isexperiencing isvery real to him.
Try to establish atrusting relationship and allow him to talk and expresshisfeelings. Try not to
contradict or argue asthismight provoke withdrawal or even aggression. Offer comfort and help
if necessary. If possible, ask the patient if he hassuffered previousepisodesof a similar nature.

Three typesof mental ilinessmay be seen at sea; anxiety, depression and obviousmadness. It
should also berecognised that excessive alcohol intake or use of illicit drugscan produce bizarre
symptoms, ascan withdrawal from these substances.

Depression

Two kindsof depression are usually described. The first hasobviouscause such asthe death of a
close friend or relative. The second kind occurs without apparent cause.

In both kinds of depression the symptoms are similar, from feeling miserable to being
suicidal. Every intermediate stage can occur. The patient may be emotionally up one day and
down the next. Early wakening (e.g. 0200) and staying awake isthe usual sleep disturbance. In
appearance, morose and even sullen, heretireswithin himself and speaksonly when spoken to.
It may be difficult to get aclear story from him because he issunk in misery and simply wantsto
be left alone. When he is alone, he may sit and cry, so enquire sympathetically about this
becauseit helpsto indicate the level of depression.

Very depressed people may commit suicide. It is essential to recognise those at risk so that
correct precautionary measures can be taken. By a natural progression of questioning about
the patient’s general feelings, it should be possible to establish whether suicide has been
contemplated.

Obviousmadness

Any person who is obviously mad will require a good deal of looking after. In such casesit is
alwayswise to assume that the person’sbehaviour isso unpredictable that he may at any time
become violent or suicidal, often without provocation or warning. Anyone who showssignsof
severe mental illness should at once be sedated with Chlorpromazine and kept under close
observation. He should in the early stages be approached by two people. Failure to observe
these precautionscan result in tragedies.
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How to deal with potential suicide

Anyonewho appearsto be deeply depressed or who talksof suicide or threatenssuicide should
never be left alone. Thisisnot an easy thing to accomplish in practice. The person should be
confined to a cabin and kept there under supervision. The deck isa dangerousplace and the
ship’sside may be atemptation to suicide. The person must be escorted, even to the toilet and
the door left ajar. All drugsand medicines must be removed and all string, rope and sharp, or
potentially sharp objectsshould be taken away. He should eat with a spoon.

Specifictreatments
Anxiety

For anxiety without depression, the drug of choice isdiazepam. Begin with 5 mg three timesa
day. If after 24 hoursof treatment the anxiety isnot controlled increase the dose to 10 mg three
timesaday. Thedose can be adjusted up or down according to the effect observed over 24 hours.

For aperson who ismildly anxiousand not very restlessa dose of 5 mg of Diazepam can be
given at night only to help them sleep.

Depression

Seek Diazepam in the dosesdescribed for anxiety can be given for a
person who isvery agitated aswell asdepressed.

Obviousmadness

If there are signs of severe mental illness, Chlorpromazine 25 mg should be given at once by
intramuscular injection. Seek

Neuralgia (Nerve pain)

Nerves

m sensory(incoming) nervesto the brain and spinal cord, relay sensationsof pain, touch,
sight, hearing, smell, etc.

m motor (outgoing) nervesactivate musclesto initiate movement.

Assome nervescontain both sensory and motor fibres, disease or damage will cause loss of
sensation to an area of skin with paralysisof the muscles.

Neuralgia causespain in part or whole of an area supplied by sensory nerves. The pain may
vary from glight to disabling. For relief of pain, see analgesics.

All severe or recurrent cases of neuralgia should be referred to a doctor as soon as
practicable. Radio medical advice may be required.

Brachial neuralgia

Thiscauses pain in the shoulder and down the arm. It often also affectsthe neck and spreads
from the neck over the head from back to front. It is usually due to acute or chronic
intervertebral discdamage and/or arthritisin the neck. If pain issevere and disabling, bed rest
and analgesics will be necessary . In milder cases, appropriate analgesics will be all that is
required. A neck collar may be applied .

Dental neuralgia — see toothache

Facial neuralgia Trigeminal neuralgia — (‘Tic Douloureux’)

The patient isusually past middle age and developsintermittent intense pain in one side of the
face. The pain can be devastating. In severe casesit can be triggered by chewing, washing the
face or even by draughtsof cold air. Alwaysexamine the mouth to exclude a dental cause.

Thepatient may need torest in adarkened, draught-free,room. Medical advice by radio may
be necessary in severe casesif the usual analgesicsare ineffective .
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Post-herpetic neuralgia

Following an attack of shingles (herpes zoster) some patients experience a persistent mild to
severe and disabling neuralgic pain which will require alleviation with analgesics.

Sciatica

Thisispain radiating into the buttock and/or down the back of the leg. Treat asfor fibrositis.

Paralysis

Paralysisoccurswhen the musclescannot work and the patient complainsthat the affected part
feelsheavy and dead, and heisunable to moveit. It can be acomplication of many diseasesbut
the commonest aboard ship isstroke.

Strokes

A stroke occurswhen the blood supply to apart of the brain issuddenly cut off. Thisiscaused by
aclot in, or breakage of a blood vessel inside the brain. It usually happensin middle-aged and
old people and can be acomplication of high blood pressure. The symptomswill vary according
to the extent and severity of the clot or bleeding inside the brain and the site.

In amild stroke the patient may feel suddenly confused, dizzy, sick, and unwell. He may notice
afeeling of weaknessand heavinessof the limbson one side of the body (hemiplegia). The face
on that side may also feel weak and appear to sag. Saliva may dribble from the corner of the
mouth and the speech isusually slurred. Recovery may occur within 24 hours, if so thisisknown
asa Transient Ischaemic Attack (TIA)

In a severe stroke there islossof consciousness, the breathing isheavy and laboured, and the
patient may lapse into a deepening coma and die.

Treatment

Regardlessof hiscondition, put the patient to bed and get assoon as
possible. If unconsciousor paralysed he should be nursed asdescribed in Chapter 3.

Injury to spinal cord

Paralysismay also occur when the spinal cord isinjured.

If the spinal injury issituated in the small of the back it will result in aparalysisfrom the waist
down (paraplegia). If the spinal injury is situated in the neck all four limbs will be paralysed
(quadriplegia).

It isimportant to remember that in spinal injuriesthere will be paralysisof the bladder and
bowel and control will be lost over the excretion of urine and faeces.

There is no specific treatment for paralysed patients, other than nursing care described in
Chapter 3. Figures3.1 and 3.2 show how to rest the patient in bed and support the paralysed
limbs. Gentle movement of the joints should be carried out several times a day to prevent
them seizing up.

Facial paralysis—Bell’s palsy

Thisisparalysisof one side of the face. It isusually of rapid onset and it can be completein afew
hours. The patient cannot close the eye or blink. Food may collect in the affected cheek and
there may be dribbling from the corner of the mouth which tendsto droop. Recovery over a
period of timeisthe rulein the majority of cases.

Thelossof blinking may lead to drynessof the eyeball and contamination by dust, an eye pad
should be worn, for protection. Conjunctivitis may develop and it should be treated with
antibioticeye ointment. Otherwise the patient feelswell and hisgeneral health isunaffected.
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HEAD AND NECK

Ears
The partsof the ear (Figure 7.8)

There are three main parts:

a. Theouter earisthat part which
can be seen on the outside of the
head together with the passage
which leadsinward to the ear
drum. The pinnaisthe correct
term for the external ear.

b. Middle earisa small cavity in the
skull beyond the ear drum at the Figure 7.8 Diagram of the ear.
end of the ear passage.
A narrow tube (the eustachian tube) runsbetween the middle ear and the back of the nose
and throat to keep the cavity at atmosphericpressure.

c. Innerearisacomplicated, deep seated arrangement of tissuesconcerned with the senses
of balance and hearing. Inner ear disease isbeyond the scope of thisguide.

The mastoid processisthe rounded, large bony prominence behind the pinna. It contains
many tiny cavitiesresembling ahoneycomb. It issometimesinflamed by the spread of infection
from the middle ear.

How to examine an ear

Compare the appearance of both ears. Look for swelling or redness of the pinna and the
surrounding area, and for discharge from the ear passage. Feel for tender or enlarged lymph
nodesaround the affected ear and compare them with those of the other ear.

In a good light pull the pinna gently backwards and upwardsto enable inspection further
inside the ear passage.

Press firmly on both mastoid processes. Tenderness of one may indicate middle ear or
mastoid infection.

Check the duration, intensity and nature of any earache. Establish if hearing has been
diminished or if there are added noisesin the ear and if the sense of balance hasbeen impaired.

Wax in the ear

Accumulated wax may cause only slight discomfort in the ear passage but if it hashardened and
isnear the ear drum, pain may be felt when swallowing or blowing the nose. Hearing isoften
diminished and especially so if water getsinto the passage. It isoften possible to see the wax
plug when the entrance to the ear passage isexamined in good light.

Treatment

No attempt should be made to scrape out the wax. If treatment is felt to be necessary, the
patient should liedown with the affected ear uppermost. Sightly warmed vegetable oil should
be put into the ear passage and left for five minutesbefore wiping away any dropswhich run
out when the head istipped sideways.

Repeat thistreatment twice aday for three days. Do not put a cotton wool plug in the ear. If
relief of symptomsisnot satisfactory, advice should be sought at the next port.

Infection of the outer ear (otitisexterna)

This is a common infection in hot weather or after swimming, especially in the tropics and
sub-tropics. The condition frequently affects both ears whilst boils and middle ear infection
occur mainly in one ear. Pain isnot a feature of the disease but the ear may be uncomfortable
and itch, with a discharge from the ear passage. The skin of the ear passage isliable to bleed
slightly and appearsred, shiny and abraded.
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Treatment

The ear passagesshould be gently mopped out with cotton wool swabs, not cotton buds, until
dry. Sometimesit isbetter for the patient to do thisfor himself under supervision. When dry,
threedropsof antibioticear dropsshould be put in one ear passage while the patient islying on
one side. After five minutesin that position, the ear should be dried before the other ear is
similarly treated. Repeat the treatment three timesper day for 3to 7 days.

The patient must not swim or get water into hisearswhen washing until he hasbeen seen by
a doctor or hisears have been normal for two weeks. Under no circumstances should cotton
wool or other ear plugsbe used.

Boil in the ear

A boil in the ear passage causesa throbbing pain which increasesin severity over several days.
When the boil isabout to burst, there isa sudden stab of pain followed by a small discharge of
blood-stained pus with much relief of pain. If the pinna is gently drawn upwards and
backwards, it isoften possibleto seetheboil in the ear passage. Pulling the pinnain thismanner
usually increases the pain and confirms the diagnosis. An inflamed middle ear causes similar
pain but, pulling the pinna doesnot make the pain worse.

The ear passage of the affected side may be obviously narrowed and red in comparison with
the other side. The lymph glandsdraining the infected area may be swollen and tender.

Treatment

Give paracetamol or codeine every 4 to 6 hoursuntil the pain iscontrolled. Use antibiotic ear
dropsthree timesper day until the pain goes. If the boil bursts, clean the ear passage which
should be kept clean and dry subsequently.

Infection of the middle ear (otitismedia)

An infection of the nose or throat may spread to the middle ear cavity via the eustachian tube
(Figure 7.6).

When normal drainage of the middle ear through the eustachian tube isimpaired, pressure
within the small cavity increases. Bulging of the ear drum can cause severe pain, which can be
very distracting for the sufferer. Infected secretions will then burst through the ear drum
causing a perforation.

At first there is deep seated earache, throbbing and nagging like toothache, with some
deafness and maybe noisesin the ear. The patient feelsill and the temperature israised. As
pressure rises the pain becomes worse until the ear drum perforates. Discharge through the
perforation bringsrelief of pain and fever. The lymph glandsaround the ear are not enlarged
.The mastoid bone may be tender to pressure firmly applied. The sequence of events may be
modified if the infection respondsreadily to the antibiotictreatment.

General treatment
The patient should be put to bed and the temperature, pulse and respiration rates recorded
four-hourly. Codeine tabletsshould be given six-hourly until the pain iscontrolled.

Specifictreatment

Even if you only suspect that the patient may have otitis media you should give, as soon as
possible,in order to prevent perforation of the drum either:

m if the patient isnot allergicto penicillin —benzyl penicillin 600 mg intramuscularly followed
by the antibioticsby mouth e.g. Ciprofloxacin; or

m to patientsallergicto penicillin —erythromycin 500 mg followed by 250 mg every six hours
for five days.

If the patient isnot better at the end of the 5 days, seek RADIO MEDICALADVICE.
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Subsequent management

When antibiotictreatment iscompletely successful, theinflammation will settle, pain and fever
will subside and there will be no perforation or discharge.

If perforation doesoccur the ear passage should be dried every two hours. Perforation does
not imply that the antibiotic has not worked. The full five day course of treatment must be
given.

When the patient feelsbetter and hasno fever he can be allowed out of bed but the ear must
be kept as clean and dry as possible. Warning: swimming or air travel are not advised until
approved by adoctor, to whom all casesshould be sent when next in port.

Infection of the mastoid cells

A middle ear infection sometimes spreadsto the mastoid cells. This can happen at any time
during the course of a long-standing middle ear infection when a perforated ear drum
together with a septicdischarge have been present for monthsor years.

In new middle ear infectionsmastoidsshould be suspected whenever a patient continuesto
feel unwell, complainsof earache and continuing discharge and isfeverish 10 to 14 daysafter
theonset. Therewill be extreme mastoid tendernesseven though afull course of antibioticshas
been given. There may be a tender, red swelling behind the ear and the pinna may be pushed
forwards. Thisis a serious complication which may require specialised treatment ashore. Get

Eyes

Introduction

Figure 4.15 showsadiagram of the eye and how to examine an eye isdescribed in Chapter 4.

Styes

A styeisaninflammation around the root of an eyelash. It beginsasa general swelling and redness
of the eyelid near the affected eyelash accompanied by pain. It later takeson the appearance of a
small boil. Very often when one stye disappears, another appears. The condition requireslittle
treatment asthe stye usually burstsof itsown accord. Any discharge should be wiped away with
sterile water of saline, and the surrounding skin should be kept asclean and dry aspossible. If the
eyelid swellsonly slightly, thereisno cause for concern. When the yellow ‘head’ appears, bathe
the stye with cotton wool swabssoaked in hot water. Thiswill encourage the stye to discharge.

To prevent conjunctivitis in the affected eye, put antibiotic eye ointment onto the inner
surface of the lower lid every 6 hours. The patient should blink to spread the ointment after it is
applied. The vision may be blurred on doing this and it may sting. This treatment should be
continued until the stye hasstopped discharging. If the stye isstill present on reaching port the
patient should see adoctor.

Chalazion

Achalazionisacyst of the eyelid. An infected cyst isalmost ascommon asa stye and can develop
in a matter of a few days. Put antibiotic eye ointment on to the inner surface of the lower lid
every 6 hours. The patient should blink to spread the ointment after it isapplied. Thistreatment
should be continued until the condition clears. Asthereisatendency to recurrence, the patient
should see adoctor at the next port.

Acute red eye — Conjunctivitis (inflammation of the eye)

The thin membrane (conjunctiva) which coversthe eyeball (except the cornea) and the inside of
the eyelids is particularly liable to infection by germs. The condition is contagious and nearly
alwaysaffectsboth eyes. One red and painful eye ismore likely to be caused by a foreign body or
by some other condition. Therefore examine the eyes, look for corneal damage and check for a
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history of an obvious alternative cause such as dust, smoke or a foreign body. At first
conjunctivitis causes the eyes to water, feel gritty, and look bloodshot. There is usually
considerable discomfort from pain and a sensation of heat. The watering soon thickensto a
yellow discharge, which tendsboth to stick the eyelidstogether during sleep, and to form crusts
at the lid marginswhen it dries.

Treatment

Advisethe patient to use disposable paper towelsor tissuesfor hisface and eyesand to wash his
hands thoroughly after any contact with his eyes. Dark glasses should be worn and the eyes
must not be covered by adressing. Bathe away the debriswith sterile water or saline.
Specifictreatment

Put antibiotic eye ointment on the inner surfaces of the lower lidsand instruct the patient to
spread the ointment by blinking several times. Thistreatment should be continued once every
six hoursuntil the eye hasbeen white and clean for 24 hours.

Deep inflammation of the eye

Thisissuggested by severe pain in or around the eye, marked rednessof the eyeball, blurring of
vision and profuse watering (asdistinct from a sticky, yellow, discharge).

Treatment

should be sought at the earliest opportunity. Meanwhile dark glasses
should be worn. Codeine 30 mg should be given six hourly, depending on the degree of pain.
A course of antibiotictreatment should be given.

Headache

A headache isa symptom of anilinessand isnot a disease in itself. Some of the more common
causesof headache are listed below and reference should be made to the relevant pagesin the
guide.

Common causes:

m Theonset of an acuteillnessand isthen almost alwaysassociated with fever and feelingiill.
Examplesare influenza and infectiousdiseasessuch asmeasles, typhoid, etc.

m Common cold with associated sinusitis.
m Overindulgencein alcohol.

m Tension headache caused by worry, work or family difficulties. They are not associated with
fever or feeling ill. Thistype of headache issometimesassociated with eye strain.

Lesscommon causes:

m Migraine which usually occursonly on one side of the head and isassociated with vomiting
and visual disturbancessuch asflashing lights.

m Disease of the brain; acute, aswith meningitis, and lessacute asseen with raised blood
pressure (by no meansa common symptom), and a stroke.

Treatment

Always take the patient’s temperature and, if raised, put to bed and watch for the possible
development of further signsand symptoms. Otherwise, give two paracetamol tablets, which
may be repeated four hourly. In casesof more severe pain read the section on analgesics.

All cases of persistent headache should be referred to a doctor at the first convenient
opportunity.
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Sinusitis

Snusitisisthe inflammation of the accessory sinusesof the skull. These communicate with the
nose through small openings. The larger sinuses in both cheek bones (maxillary) and in the
forehead (frontal) are most commonly affected. Snusitisusually beginssuddenly, often during
or just after a head cold. The small opening of one or more sinusesbecomesblocked and pus
will be trapped in the cavity causing local tenderness, pain and fever. The condition is often
worse on waking and gradually diminishesthroughout the day.

Maxillary sinusitis—The pain isfelt in the cheek bone and isincreased by pressing firmly on the
boneorbytapping with afinger onthebone. The painisusually made worse when the patient
bendsforward. A foul tasting and smelling discharge into the back of the mouth and nose is
often present. Sometimesthe eye of the affected side isbloodshot.

Frontal sinusitis—The pain isfelt around the bony ridge which liesunder the eyebrow and firm
pressurethere and, sometimes,inward pressure on the corner of the eye socket next tothenose
will cause tenderness. There may be an intermittent nasal discharge of pusfrom the infected sinus.
The patient isusually feverish and feelsunwell. Sometimesthe eye of the affected side isbloodshot.

General treatment

The patient should be put to bed and kept there until histemperature hasbeen normal for 24
hours.

The patient may find steam inhalationshelpful. Boiling water can be poured into a jug and
the steam inhaled, preferably with the head covered by a towel. Proprietary solutions are
available to add to the water, but are not essential. The patient should be told not to blow his
nose but to wipeit. Apart from being painful, blowing the nose may force the infection further
back and make the disease worse.

The patient should be told not to travel by air or to skin-dive until allowed to do so by adoctor.

Specifictreatment

If the patient appearsto have mild pain, histemperature islessthan 38°C, and he doesnot feel
ill, give him the antibiotictreatment, e.g. Doxycycline.

If the patient has a lot of pain, isill and has a temperature of 38°C or above, give him
benzlypenicillin 600 mg intramuscularly followed by 300 mg every 6 hours for 5 days; if the
patient isallergicto penicillin give him erythromycin 500 mg followed by 250 mg every 6 hours
for 5 days. If by the end of 5 days histemperature has not been normal for at least 24 hours
seek

For pain relief see Analgesics.

Teeth and gums

Dental pain

Dental pain may be caused by disease of the tooth (usually dental decay, i.e. caries) or by disease
of the gums(gingivitis).

Toothache

Toothache can arise from two basiccauses, although the intensity of the pain may appear to be
similar. To provide relief it isimportant to distinguish between the two causes:

Toothache associated with a ‘live’ tooth

Pain may occur from atooth asaresult of the live nerve inside the tooth being irritated by dental
decay, sweet foods, or sudden temperature changesby food or hot drinks. ltsconstancy will vary
from minutesto hours. There isusually a cavity resulting from decay or from loss of a filling.
Touching the cavity will often cause a sudden sharp pain. The pain in a live tooth can often be
relieved by inserting into the cavity awisp of cotton wool soaked in clove oil and giving analgesics.
If thisfailsatemporaryfilling may be attempted but how much of the following you can do will
depend upon the amount of pain caused to the patient and the position of the cavity.
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Remove from the cavity any soft decayed tooth substance or loosefilling, or food. Then make
a temporary filling to protect the sensitive part of the tooth. To do this, put on a glass slab
enough zincoxide powder, if available, to cover a 5p piece. Add 6 dropsof oil of cloves, and mix
the two ingredientsthoroughly; the mixture should have a consistency similar to putty. A wisp
of cotton wool can be added if the cavity islarge. Before putting thisfilling into the cavity dry
the cavity with a small plug of cotton wool held in tweezers.

Toothache associated with a dental abscess

Thiswill occur when the nerve in the tooth isdead and an abscessformsround the root of the
tooth in the jaw. The pain isnot started or affected by sweet foodsor changesof temperature.
Pressure applied to thetooth by afinger, or by clenching the teeth, or by tapping the tooth, will
usually give rise to greatly increased pain which will be of a throbbing or boring nature. The
face may become swollen and the abscessmay ‘point’ on the gum. If thislookslike bursting the
puscan be helped to escape and the pain relieved by making a small stab with a scalpel into the
centre of the abscess. Give the standard antibiotictreatment. The patient should see adentist at
the next port of call.

Pain can be relieved by simple pain relievers, such asparacetamol (2 tabletsof either every
four hours). Hot salt water mouthwashesare also helpful.

Gingivitis

Gingivitisisinflammation of the gums, and most adults suffer thiscomplaint without feeling
any pain. If the patient feelssome degree of pain, and there isalittle bleeding, he should clean
histeeth carefully with a brush and use flossto clean in between them; he should massage his
gums with his fingertips, and wash his mouth regularly with slightly salty warm water or
antisepticmouthwash.

If the gumsbecome really painful, bleed easily and produce an offensive odour combined
with ulceration and adischarge of pusat the gum margin, an acute infection isprobably present.

Antibiotictreatment may be given, such asmetronidazole 400 mg 3timesper day for 3 days.
The patient should also be told to use a mouth wash and clean histeeth asabove. He should
consult a dental surgeon at the next port. Note that alcohol taken during the course of
treatment with metronidazole may be followed by severe nausea.

All patientswith thistype of painful or bleeding gums should use disposable crockery and
eating utensils if possible; otherwise, they should be allocated crockery and eating utensils
which should be boiled for 10 minutes, or placed in disinfectant solution and rinsed well after
each use.

Peridontal disease —pyorrhoea

Thisisan advanced type of gingivitiswhich can cause pusto discharge around thetooth and the
tooth to become loose.

The patient should see a dental surgeon at the next port; but, in the meantime he should
wash his mouth regularly with slightly salty warm water, or antiseptic mouth wash, and be
given antibiotictreatment.

Ulcers of the mouth and gums

These ulcersmay be caused either by an infection or by an injury (e.g. from afish bone, or from
ill-fitting dentures). Inadequate cleaning of dentures may lead to mouth infections. Most
mouth ulcerswill heal within a short time and medication will not accelerate this healing. A
mouth wash of slightly salty warm water or an antiseptic mouth wash may make the condition
more comfortable.

If the ulcer isdue to arough denture, the denture should not be worn until the ulcer heals—
inthe meantime you may be able to make the rough part smooth.

Dental advice should alwaysbe sought if a mouth ulcer doesnot get better within aweek.
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Throat
Sore throat

Most sore throatsare associated with the winter ailmentsof coughsand colds. Some are caused
by theinhalation of irritantsor the consumption of too much tobacco. Most are relatively mild
but in othersthe tonsilsor larynx may be inflamed.

Tonsillitis—Thisisthe inflammation of the tonsils, the fleshy lumpson either side of the back of
the throat. The symptoms are sorenessof the throat, difficulty and pain in swallowing, and a
general feeling of being ill with headache, chilliness, achesall over, all of which come on fairly
suddenly. The patient may find it difficult to open hismouth. He also looksill and hasa flushed
face. The tonsilswill be swollen, red and sometimescovered with many yellow spotsor streaks
of pus. The tonsillar lymph glandsbecome enlarged and can be felt astender swellingsbehind
theanglesof thejaw on oneorboth sides. The temperature and pulse ratesare normally raised.
If treatment does not appear to be helping after 2 to 3 days, glandular fever should be
considered asan alternative diagnosis. Feel for enlarged glandsin the armpitsand groin which
indicate glandular fever.

Laryngitis—Thisisinflammation of the voice box (larynx). In addition to the causesmentioned
for asorethroat the inflammation may be caused by over-use of the voice. There isgenerally a
sense of soreness of the throat, pain on swallowing, a constant dry irritating cough and the
voice is usually hoarse and may be lost altogether. Usually the temperature is found to be
normal and the patient doesnot feel ill. Occasionally however thereisaslight fever and in other
casesbronchitismay be present.

Treatment for sore throats

Look at the throat for signs of infection; take the patient’stemperature, and feel for tender
enlarged glandsin the neck.

Patientswith sore throatsshould not smoke.

Give patients with only a mild sore throat and no general symptoms of iliness and fever
paracetamol to relieve the pain. The patient may find it helpful to gargle with antisepticmouth
wash. Mild sore throatsshould not be treated with antibiotics

Patients with tonsillitis, or a sore throat accompanied by a fever, and whose glands are
swollen and who feel generally unwell should be put to bed and can be given paracetamol and
agargle asabove. Give patientsnot allergicto penicillin, benzyl penicillin 600 mg intramuscular
followed by oral antibiotictreatment.

Subsequent management

Keep a check on the general condition of the patient and keep a record of histemperature,
pulse and respiration. Recovery will usually begin within 48 hours and the patient can be
allowed up when histemperatureisnormal and he feelsbetter.

Peritonsillar abscess (see below) can be a complication following tonsillitis

Peritonsillar abscess—quinsy

Thisisan abscesswhich can follow tonsillitis. It formsbehind one tonsil, and the swelling pushes
thetonsildownwardsinto the mouth. The patient may find it so difficult and painful to swallow
that he may refuse to eat. He may have earache on the affected side. The swelling on the tonsil
will be extremely tender, and a finger pressing gently inwardsjust below and behind the angle
of the jaw will cause pain. There isusually fever, sometimes quite high. The throat will be red
and aswelling will be seen above the tonsil on the affected side.

General treatment

The patient should be put to bed and his temperature, pulse and respiration taken and
recorded every 4 hours. Give liquid diet or minced food in a sauce assolidsare usually painful to
swallow. Ice cold drinks are much appreciated asthey dull the pain and thusallow some fluid
and nourishment to be taken. Gargling with antisepticmouth wash may be comforting.
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Specifictreatment

Givethe patient benzyl penicillin 600 mg intramuscularly at once, and repeat every 6 hoursuntil
the patient isable to swallow;then continue with oral antibiotictreatment for 5 days.

If the patient isallergicto penicillin give erythromycin 500 mg every 6 hoursfor 5to 7 days; if
necessary, crush the tabletsin ateaspoonful of honey or jam, which the patient can wash down
with sipsof water. Give 2 paracetamol tabletsevery 6 hoursto relieve pain.

Subsequent management

A peritonsillar abscess may settle down with treatment or it may burst. If improvement is not
rapid seek The patient should be told that the abscess will be very
painful beforeit bursts, and that there will be severe pain, followed by a discharge of puswhich
should be spat out, when the abscessdoesbreak. The patient should be given amouth wash to
gargle with after the abscess breaks. Soon after the abscess has broken the patient will feel
much better and he can be allowed up when his temperature has remained normal for 24
hours.

LOCOMOTORSYSTEM —MUSCLESAND BONES
Backache

Pain in the small of the back isa symptom of many conditions which affect the spine, spinal
ligaments, back muscles and nerves. Pain isusually the only symptom and the general health
remainsnormal. However, backache can be an indication of more seriousunderlying disease,
especially kidney disease, so in every case the urine should be tested for protein and the
temperature and pulse rate taken.

Simple backache

This is usually of sudden onset and it may follow a period of heavy work or some quick
movement of the back but it can appear for no known reason. The pain may vary from a dull
acheto aseveredisabling pain. Some degree of spasm of the back muscles, which ismade worse
by movement, is always present. With proper rest and appropriate treatment (muscular
rheumatism) the pain will settle down within several days. The patient may then be allowed to
be more active but heavy work isinadvisable.

Some patientshave severe backache from the onset and, occasionally, the main leg nerve
becomes affected (sciatica). A sensation of numbness and tingling or a burning pain
travelling down the leg will then be present. If there is numbness or tingling around the
genital areaor there islossof control of the bowel action or urination seek

Treatment

It isessential that the patient should keep the spine straight at all times. If aboard to lie on can
be fitted to the bed, he should remain in bed in the position which is most comfortable.
Otherwise, he should lie on a hard, flat, surface with minimal padding until the pain eases.
Whenever possible, he should eat meals while standing with a straight back. He should be
washed in bed, but allowed to go to a lavatory rather than use a bed pan. Local application of
heat to the back (hot water bottle) will help to relieve muscle spasm and pain. If pain issevere
give Codeine Phosphate 60 mg at once. If pain continuesit should be controlled with Morphine.
Treatment should be continued and the patient kept at rest until a doctor can be consulted at
the next port.

Gout —gouty arthritis

Thisisadisturbance of kidney function in which the excretion of a particular acid in the urineis
impaired. Crystals formed from the acid are deposited in, and cause inflammation of, tissues
such ascartilage and ligaments.
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Gout often runsin familiesand affectsmen at or over middle age more frequently than women.
Thefirst attack usually affectsthe big toe but recurrent attacksoccur which may involve any of the
elbow or hand jointsor those of the ankle or foot. It can even involve the ear cartilage. The attack
often happensduring the night when the affected joint suddenly swellsup and becomesseverely
painful, especially on movement. The overlying skin becomes very red and shiny. The patient
often feelsirritable and short-tempered before and during the attack. Mild fever may be present
but the general health isunimpaired. Attacksusually last for two or three days, then the joint
returnsto normal. There may be awhite/ yellow hard centre to the swelling, agouty tophus.

General treatment

The patient should rest in bed. The application of either heat orice to the affected joint may be
comforting.

An affected foot joint should be protected from pressure of bed clothesby the use of a bed
cradle. Alcoholicdrinks should not be allowed.

Specifictreatment

Give codeine 60 mg every six hoursto relieve pain. The patient should insert into the rectum one
suppository of diclofenac 100 mg daily for two or three days.

Rheumatism

Acute rheumatism —rheumaticfever

This is an acute, feverish illness affecting young persons which is quite separate from
rheumatism in the popular sense (see muscular rheumatism).

Rheumatic fever startsfairly suddenly, although it may be preceded by a sore throat and a
general sense of illnesstogether with painsflitting from joint to joint. The temperature rises
rapidly to between 38.9-402Cand then one or more of the jointsbecomeshot, swollen, red and
painful, especially on movement.

The jointsmost commonly affected are the knees, ankles, shouldersand wristsbut not all the
jointsare affected at once. The disease tendsto attack first one and then another over a period
of two to six weeks. The patient sweats profusely and suffersthe usual symptoms associated
with ahigh temperature.

There isa milder form of rheumatic fever in which the general symptomsand fever are less
severe although the characteristicsof the disease remain unaltered. The most important aspect
of rheumaticfever isthat more often than not it affectsthe heart aswell asthe joints. In that
event heart valve disease may develop later in life.

Treatment

The main objective isto avoid undue damage to the heart and to thisend the patient must be
kept at absolute rest in bed in whatever position he finds most comfortable. He must not be
allowed out of bed for any purpose whatever. He should be fed and washed and he should use
a bedpan and urine bottle. General nursing principles must be followed closely. He should be
encouraged to drink plenty of water, fruit juice, milk or soup. The affected joints should be
wrapped in cotton wool for comfort. Diclofenac has a specific anti-rheumatic property and
should be give daily until the patient can be transferred to medical care assoon aspossible.

Restlessness and sleeplessness should be treated with diazepam 5 mg at intervals of either
four or six hoursaccording to the response to treatment.

Muscular rheumatism —fibrositis

Muscular rheumatism is a general term used to describe many aches and pains of uncertain
cause in the soft tissue of the trunk or limbs. There isusually muscular stiffnessin the affected
part associated with local tender points(nodules). The general health isunaffected.

An attack often followsa period of physical or mental stressand it can vary from a mild ache
toadisabling pain. The shoulder region and neck or the lower back and buttocksare commonly
affected.
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Treatment

When discomfort is severe the affected part must at first be rested. Two paracetamol tablets
should be given four timesa day until the pain iseased.

The affected part should be wrapped warmly and the application of local heat isbeneficial.
Gentle massage will often bring relief especially after taking a hot bath. Normal activity should
be encouraged assoon asthe acute symptomssubside.

Chronicrheumatism —osteo-arthritis

Thistermisoften used to describe the stiffnessand pain felt in ajoint and nearby muscleswhen
degenerative change (wear and tear) has affected the joint. It is the commonest form of
arthritisaffecting those of middle age and upward.

The weight-bearing jointsof the lower trunk and spine are most often affected. Gradually
increasing pain and stiffnesswith somerestriction of movement isnoticed in one or morejoints.
The symptoms are often worse after a period of inactivity. Although of gradual onset, the
condition may flare up during periods of over activity when symptoms resembling muscular
rheumatism may become more troublesome. Then rest isnecessary to remove strain from the
joint. Local applications of heat together with diclofenac and/or paracetamol will relieve
symptoms. Medical advice on long-term treatment should be sought when convenient.

SKIN AND SUPERFICIAL TISSUES

Bitesand stings

Animal bites

All animal bites should be treated by thorough washing (not scrubbing) with soap and water
and swabbing with antiseptic solution. All traces of soap should be removed before using the
antiseptic solution. The wound is then covered with a dressing. You should check that the
patient is protected against tetanus. If an hour or more later the wound is throbbing, the
patient should be given antibiotictreatment. Also read the section on rabies.

Rat bites

If aseafarer isbitten by arat antibiotictreatment should be given.

Snake bites

Many snakesare harmlessbut there are three poisonoustypes:
m cobras, mambas, African spitting cobras, etc.;

m vipersand adders; and
m the highly poisonoussea snakesof the Pacificand Indian Oceans.

Shake bites are likely to occur ashore or from cargo. Unprovoked bites of humans never
occur. Even where a snake isdisturbed and bites, shoes will usually give complete protection
against fang penetration.

There isusually local pain and swelling around a snake bite, except sea snake bites which
cause no local reaction but generalised muscle pains.

If large amounts of venom have been injected, shock occurs, with heart palpitations,
difficulty in breathing, collapse and sometimesconvulsions. Delayed blood clotting may occur.
These symptomscan present within 15 minutesto an hour of the bite.

General management

The common symptom in snake bite isfright and fear of sudden death. Research hasshown that
serious poisoning israre in humans and death is highly exceptional. Reassurance is therefore
most important. Diazepam or alcohol in moderation are helpful for their calming effects.
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If vomiting occurs, guard against inhalation, if necessary by putting the patient in the
unconsciousposition.

If the snake hasbeen killed, it should be lifted with a stick into a container and retained for
identification. Do not attempt to find or kill a snake asthismight result in further bites. Do not
handle a dead snake ashead reactionscan persist for up to one hour.

Treatment

If bitesoccur ashore or in port, transport to hospital immediately. In other cases, seek
giving, where possible, adescription of the snake and the nature of the bite.

If thebiteison the hand, arm, foot or leg the best immediate treatment isto wipe the site of
the bite, cover with a dressing and apply a broad firm, but not tight, crepe bandage above the
bite. Alternatively, immobilise the whole limb by the same means. The bitten limb should be
moved aslittle aspossible because movement spreadsthe venom.

Sucking the venom out of a bite isnot generally recommended because of the danger of
aggravating bleeding, introducing infection and poisoning the person giving the treatment.
Vigorous sucking at frequent intervals may, however, be used for biteson the face and body
whereimmobilisation isnot possible. The person sucking should spit out extracted venom.

If venom from a spitting cobra entersthe eye, bathe the eye thoroughly with water.

Jellyfish

It issensible not to swim in waterswhere jellyfish abound. If someone hasa part of ajellyfish
stuck to him, thiscould contain sting cysts. Alcohol or methylated spirits should be applied to
the affected part to kill the undischarged sting cysts. The tentacles and slime should then be
scraped off. If no alcohol or methylated spirit isavailable, dry sand or any dry powder should be
thrown onto the sting. Do not rub the sting with wet handsor awet cloth asthiswill aggravate
the sting.

In severe cases, with rapid collapse, resuscitation may have to be carried out .

Poisonousfish

These exist in most tropical waters especially around
the isands of the Pacific and Indian Oceans. They
have long spinescovered by venom-secreting tissues.
The stingscause an intense and often agonising local
pain.

If possible, immerse the affected part in the
hottest water the patient can bear. The pain isthen
relieved within seconds. Remove the limb quickly
from the water to avoid blistering. Re-immerse as
pain recurs (usually after about 30 minutes). If the
affected part of the body cannot be immersed in hot
water (face or trunk) the puncture wound should be
injected with lignocaine 1% asfollows.

Prepare a syringe containing lignocaine 1%.
Swab the skin with antiseptic, and push the point of ~ Figure 7.9 Injecting small
the needle just under the skin. Inject sufficient duantitiesof lignocaine around the
lignocaine to raise a small blob under the skin. Wait ~ Site of asting or wound.
for a few minutes to allow the anaesthetic to act.
Lower the barrel of the syringe so that the needleis
kept just under the skin, push it forward and inject a
further small amount of lignocaine (Figure 7.9). Pull
the needle back, move the barrel round through
about 60 degrees push the needle forward and
inject again. By repeating this process an area of -
about 3 to 4 cm in diameter can be anaesthetised  Figure 7.10 Pattern of Lignocaine
(Figure 7.10). injectionsasin Figure 7.9.
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Sea urchins

The spines of sea urchins can produce painful injuries when they pierce the skin. This is
particularly true of the sea urchin found in the Mediterranean, off the coast of France, Spain
and in the South of England. This sea urchin has a black body 30 mm in diameter which is
covered with sharp purple spinesabout 25 mm long. Partsof the spinesare left in or under the
skin. Remove these, after injecting lignocaine 1% if necessary. Wait for at least five minutes
before you start to cut the skin. If the patient complains of pain in any part, give a further
injection. Try to use the smallest possible amount to gain the maximum effect.

After removal, swab the skin with antiseptic solution and apply a dry dressing. If you think
that you have left part of the spinein the skin, refer the patient to a doctor at the next port, as
small cystsmay develop which, when burst, can cause a recurrence of the severe burning pain.

Scorpions, centipedesand spiders

Local pain and fright are the commonest, and often the only, resultsfrom bitesby these insects.
Stingsand bitesby a few varietiescan, however, sometimesbe painful, particularly in children.
In such cases apply pressure above the bite and suck the wound vigorously for five minutes
spitting out frequently anything sucked out of the bite. Wash the wound well with soapy water
and apply a dressing to the wound. If the pain remains severe, inject lignocaine 1% in the
manner suggested for poisonousfish spines.

Bee, wasp, hornet and ant stings

These are often painful and may be followed by considerable swelling. A sting in the throat may
cause obstruction to breathing. If you are in port and the swelling lookslikely to be severe or
the sting isin the throat send the patient to hospital.

If the sting isstillin the wound, try to removeiit. If part of the sting isabove the skin surface,
try to expel any remaining poison by running your thumbnail along the length of the sting
starting from its base. Wash with a cupful of water in which a teaspoonful of sodium
bicarbonate (baking soda) hasbeen dissolved. A person who hasbeen stung in the mouth or
throat should be given the sodium bicarbonate solution to drink and an ice cube to suck.

Some patients are very susceptible to stings. Allergic symptoms can start very quickly,
including rapid collapse.

BOlIS, abscesses and carbuncles (see aiso cellulitisand whitlows).

Boils

A boil isan area of inflammation which begins at the root of a hair. It commences as a hard
raised red tender spot which enlarges. It may subside in two or three days but more often it
softenson thetop and formsayellow ‘head’. The top breaks, the pusdrainsout, after which the
boil heals. Normally the boil doesnot cause an increase in body temperature but lymphangitis
may occur. Even a small boil can be very painful.

Carbuncles

A carbuncle is a collection of small boils very close together. The boils cause a large swelling
which isvery painful. There may be atemperaturerise to 38°Cand the patient will feel ill.

Abscesses

An abscessisalocalised collection of puswhich givesriseto apainful throbbing swelling. At first
theswelling isred, hot, hard and very tender and after aday or two it becomesdistended with pus
and increasingly painful. At thisstage, the skin over it becomesthinned and purplish in colour
and it 'gives dightlywhenit islightly touched. Thereisusually arise in temperature to 38 to 40°C.

The commonest sitesfor abscessesare onthe arm, in the armpit, on the neck, in the groin and
beside the anus.
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General treatment

Where there isa small boil with localised inflammation and no rise in temperature, thereisno
need to give antibiotics. The area round the boil should be swabbed with antiseptic solution
and dried and alight dry dressing applied.

Where there isa large boil, a carbuncle or an abscess, any hair around the area should be
clipped short before swabbing. In these cases the specific treatment described below is
required. No boil, carbuncle or abscessshould be squeezed.

Alwaystest the urine for glucose in any patient who has an abscess, carbuncle or bad boil.
The test isbest carried out on a specimen of urine which ispassed about 2 —2'> hours after a
substantial meal. If glucoseisfound in the urine the patient should see adoctor at the next port
because he may have diabetesmellitus.

Specifictreatment

For patientsnot allergicto penicillin, give benzyl penicillin 600 mg intramuscularly. At the same
time, start oral antibiotictreatment.

Subsequent management

The dressing should be changed daily. If a yellow ‘head’ appearsit can be punctured with a
sterile scalpel to drain the pus. If the patient feelsill and hasatemperature, he should be put to
bed and given two paracetamol tabletsevery 4to 6 hoursin addition to the specifictreatment.

As the discharge is infected, you should dispose of the dressing carefully, sterilise any
instrumentsor bowlsyou have used, and wash your handsthoroughly.

Cellulitis

Thisisa septic skin condition but, unlike an abscess, the inflammation spreads under the skin
without becoming localised. The skinisred and swollen and, when theinfection hastaken hold,
the skin will pit on pressure asin oedema. The patient will usually feel unwell and shivery, and
often hasa headache and fever. The nearby lymph nodeswill become enlarged and painful.

General treatment

All patientswith fever should be put to bed. If the swelling isother than very slight, the part
should, if possible, be elevated.

Specifictreatment

Give benzyl penicillin 600 mg intramuscularly if the patient isnot allergicto it, and then oral
antibiotictreatment.

Hand infections

Many infectionsof the handscould have been prevented by simple measureswhich are often
neglected in practice. Small scratches, cuts, abrasions or pricks should never be ignored and
they should be treated by thorough washing in soap and water before being covered by a
protective dressing. Patientswith hand infectionsmust not handle/prepare food.

Inflammation and suppuration of a hand or finger wound may lead to internal scarring
which could result in some loss of hand function. It is always advisable to start a course of
standard antibiotictreatment assoon asthe signsof inflammation affect ahand or finger.

For more than just aminor hand infection, get

Some common finger infectionsare described in thissection.

Pulp infection

The top segment of afinger (with the nail on one side and the fleshy pulp on the other side) is
completely shut off inside from therest of the finger. An infection of the pulp will cause arapid
increase of internal pressure in the ssgment which can result in lasting damage unlesstreatment is
promptly given. Infection may follow quite atrivial injury such asaneedle prick , thorn scratch, or
other minor puncture wounds. Sight sorenessof the pulp within afew hoursof injury may quickly
progressto asevere throbbing pain accompanied by rednessand tense swelling of the whole pulp.
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Treatment

When symptoms start give benzyl penicillin 600 mg intramuscularly and begin oral antibiotic
treatment. The patient should remain at rest with the hand elevated above shoulder height.
Pain should berelieved by two paracetamol tabletsevery 4to 6 hoursbut, if the pain isseverein
the early stages, codeine 30 mg, six hourly may be necessary.

Inflammation around the base of a nail
(Paronychia or Whitlow)

Infection has usually entered through a split at one corner of the nail skin fold, and spreads
round the nail base. The semicircle of skin becomesshiny, red, swollen and painful.

General treatment

The arm should be kept at rest in asling.

Specifictreatment

A course of antibiotictreatment should be given. With treatment, the infection usually subsides
without pusformation. If pusshould form it can often be seen asa small ‘bead’ just under the
skin. The pus should be released by making a tiny cut over the ‘bead’, with a scalpel blade or
large injection needle. A paraffin gauze dressing under adry dressing should be applied twice
daily until the discharge has finished. Protective dry dressings should then be applied until
healing iscompleted.

Skin diseases

The skin may be affected in many diseases. Thisis especially so in infectious diseases such as
chickenpox and measles. Recognition and treatment of the underlying condition will be the
appropriate cure for such skin eruptions. Any patient with a skin problem should therefore be
questioned on hisgeneral state of health and, if necessary, an appropriate examination should
be made.

Some skin diseasesremain localised but, astheir spread may be unrecognised by the patient,
it isusually best to inspect the skin asa whole. The origin, and the later distribution, together
with the duration and nature of the eruption, should be noted.

Barber’srash —sycosisbarbae

Thisisan infection of the hair roots (follicles) of the beard area of the face and neck which is
caused by shaving. The area affected is usually small at first but is spread more widely by an
infected razor, shaving brush, hand towel or by rubbing the face with the hand. At the onset
each affected hair root is surrounded by a small, red spot which soon developsinto a septic
blister. The blistersinvariably break and form crusts.

General treatment

The patient should stop shaving at once and, if desired, facial hair should be kept short by
clipping with scissors. The razor should be replaced or sterilised in boiling water for at least ten
minutesbefore use after the condition hascleared. Rubbing or scratching the face should be
discouraged. Disposable paper tissuesor towelsshould be used.

Specifictreatment

Give oral antibiotictreatment. If weeping ispresent, the affected area should be bathed several
timesa day with a solution of a small pinch of potassium permanganate in one litre of water.
Thismay cause atemporary discoloration of the skin which will soon disappear when treatment
ends.
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Chaps

These are crackson the backsof the hands, feet, lips, earsor other partsof the body caused by
exposure to cold wind or salt water, or by washing in cold weather without drying the skin
properly. There isoften much irritation and pain. The affected partsshould be freely smeared
with vaseline and kept warm. Glovesshould be worn.

Chilblains

The chilblain isa painful, red swelling of the skin caused by exposure to cold. The ears, fingers
and toesare most often affected.

Susceptible personsshould alwaysbe warmly clad in cold conditionsbecause thisisthe one
effective preventive measure. Most sufferershave learned by experience the type of treatment
which suitsthem. However, asa general measure the chilblain should be kept clean by washing
with soap and water, then smeared with zincoxide ointment.

Dermatitis

Most of the dermatitisseen on board ship isdue to irritation of the skin by substanceswhich have
been handled or misused. In a much smaller number of cases, the cause isallergy. The common
irritantswhich cause dermatitisare detergents, cleaning powders, solvents, oil and paraffin.

There are various types of dermatitis but, in most cases, the condition starts as a diffuse
reddening of the affected skin. Soon small blistersform on the reddened area and, later, these
blistersbreak, releasing a thin, yellowish fluid which formscrusts. There isusually considerable
irritation of the skin.

An attempt should be made to identify the irritant which has caused the dermatitis. The
patient should then avoid contact asfar aspossible with any known cause. It should be bornein
mind that asubstance, e.g. detergent, with which the patient hasbeen in contact for sometime
without any adverse effect may suddenly become an irritant.

Specifictreatment

Apply athin smear of hydrocortisone 1% ointment to the affected part three timesdaily. If the
skin isweeping it should be bathed in a solution of a small pinch of potassium permanganatein
1litre of water then patted dry with a paper tissue before the hydrocortisone isapplied.

Athlete’sfoot

The web between thelittle and adjacent toe on both feet isfirst affected. The skin isthickened
and split but later becomeswhite, sodden and looksdead. The condition may spread to other toe
websand also to thetopsand solesof thefeet. In severeinfectionsthe affected areamaybered,
inflamed and covered with small blisterswhich may weep or become septic. ltching isusually
present. Thiscondition can be passed from person to person through wearing others seaboots
and in bathrooms. Personal hygiene to avoid the spread of infection istherefore important.

Treatment

The feet should be washed morning and night with soap and water before each treatment.
Loose shreds of white sodden skin should be removed gently using paper tissues before
applying a thin smear of benzoic acid compound ointment or miconazole cream. In severe
cases, before applying the ointment, the feet should be bathed in a solution of a small pinch of
potassum permanganate in 1 litre of water. If benzoic acid compound ointment causes
smarting and irritation, miconazole nitrate cream may be used instead. Cotton sockswhich can
be boiled should be used.

Dhobie itch

Thisis a form of ringworm (caused by a fungus). The inner surfaces of the upper thighs are
affected by intenselyitchy, red, spreading patcheswhich often extend to the crutch and involve
the scrotum. The patcheshave a well-defined, slightly scaly, raised margin. The armpitsmay be
similarly affected.
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Alwayslook for the presence of athlete’sfoot which may be the source of infection. If thisis
present, it must be treated at the same time to prevent reinfection.

Treatment

Cotton underpants, preferably boxer shorts, should be worn and changed daily. They should be
boiled after use. Benzoic acid compound ointment or miconazole cream should be applied to
the affected area twice daily and treatment should continue for two weeksafter the condition
hascleared. The ointment should not be applied to the scrotum but, if it isaffected, miconazole
cream should be used alone.

Ringw orm —tinea

See also dhobie itch.

Ringworm isafungusinfection which producesringson the skin. Each ring isred with a peeling
and slightly swollen outer edge where the live fungusis advancing towards uninfected skin.
The normal-coloured area in the centre of the ring isskin healed after the fungushas passed.
Theringsmay join or overlap each other.

General treatment

The funguscannot survive on cold dry skin, but thriveson hot sweaty skin. Anything which can
be done to keep the temperature down and the skin dry isbeneficial. Sunlight, provided the
patient doesnot sweat, isof help. Air conditioning and cool breezesare alwaysbeneficial.

If the affected area is normally covered, cotton clothes should be worn and boiled for
10 minuteseach day after use.

Specifictreatment

Apply a small amount of benzoic acid compound ointment to the advancing edge of each ring
twice aday until the condition clears.

Impetigo

This skin infection usually affects the exposed parts such asthe face and hands. It startsasa
thin-walled blister which soon breaks and becomes covered with an amber-coloured crust
which givesthe impression of being ‘stuck on’. The surrounding skin isoften not reddened. The
eruption spreadsrapidly, especially on the beard area of the face and neck. It sometimesaffects
the skin foldsaround the mouth, nose and ears, where it may cause red, sodden cracks. In severe
cases the scalp may be affected. It isa highly contagious disease which is easily spread by the
patient to other partsof hisbody, or to other persons, unlessstrict precautionsare taken.

General management

The high risk of contagion should be explained to the patient who should not touch the
eruptions. For amale patient, if the face isaffected he should not shave and the beard should
be clipped using scissors. Disposable paper tissuesor towels should be used and any bedding,
clothing or equipment likely to have been in contact with the eruption should be thoroughly
boiled after use. The hands should be washed thoroughly after the affected area has been
bathed, or unintentionally touched.

Infected food handlersin the catering department should be removed from duty until the
condition hascleared.

Specifictreatment

Give oral antibiotic treatment. If the condition has not responded satisfactorily after 5 days,
give an alternative antibiotictreatment and seek The affected area
should be bathed twice a day for about 10 minutes using a solution of a small pinch of
potassium permanganate in 1 litre of water. The skin should be dried using disposable paper
tissues. Facial eruptionsshould be left uncovered but those on the handsor any part covered by
clothing should be protected with adry dressing which should be changed daily.
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Pediculosis-lice

Three varietiesof lice live on human beings—head lice, body lice, and crab (pubic) lice. They bite
the skin to obtain blood for nourishment, thereby causing itching with consequent scratching
and sometimesinfection in the bite marks. Female lice lay many eggswhich hatch out within a
fortnight. The eggs (nits) are pin-head sized objects which adhere either to hair shafts (head
and crab lice) or to seamsof underclothes(body lice).

Head lice

The hair at the back and sides of the head is usually more heavily infested. If scratching has
caused infection thismay be seen assepticplaceswhich resemble impetigo. The adjacent lymph
glandsin the neck may be enlarged and tender .

Treatment for head lice

Wet the patient’shair and rub in Permethrin cream rinse. Do not wash the head until 24 hours
later. Anyone who haslain on the patient’sbed should be told that he or she may catch the
infestation and should be treated asabove if there isany doubt. Change the bed linen.

Combing wet hair with plenty of conditioner applied, using a nit comb, will help to detect
lice and eggs.

Other body lice —including crab lice

Crab lice (pubic lice) —see Sexually Transmitted Diseases—Chapter 6

Other body lice. These lice spend most of their time on bedding and underclothing where their
eggsare laid. They crawl to the skin to feed and sometimesattach eggsto the body hair before
returning. ltching may be persistent and scratch marks, especially at the back of the shoulder,
thewaist and thebuttocksmaybefound. If infestation issuspected, it isessential that the seams
of the underwear should be carefully inspected for the presence of eggsand lice.

Treatment for lice other than head lice

The skin of the affected areas should be washed thoroughly with soap and water and then
dried. Lindane 1% lotion should be applied thinly to the skin of the whole body (this
preparation is not included in the scale of medical stores but Permethrin in isopropylalcohol
isnot suitable for treating body/pubiclice). The patient should not have a bath or shower for
24 hours. A single application isusually sufficient.

After thistreatment, bedding should be changed and clean clothesworn. Used bedding and
clothing should be suitably disinfested.

Prickly heat

This complaint commonly affects persons on first entering tropical climates and particularly
when heat isassociated with high humidity. It usually affectsthose areaswhere clothing rubsor
istight, such asthe waist line and neck, but skin foldsand the limbsmay also be involved. The
rash appearsat first asscattered, small red pimpleswhich prick or sting rather than itch, to the
extent that sleep may be disturbed. In the centre of the pimplesvery tiny blistersmay develop
which may be broken and infected by scratching.

Prickly heat may be associated with heat illness, when a complaint of tiredness, loss of
appetite and a headache may be made.

Treatment

The patient should avoid vigorous exercise or any activity that leads to increased sweating.
Clothing should be light, porousand loose fitting. Sufficient cold showersshould be taken to
relieve symptomsand remove sweat but soap should not be used on the affected part because
frequent use may remove the natural skin oils.

Afterwards, the skin should be dried by gentle patting rather than rubbing. The eruption
should be dabbed with calamine lotion, if available. The condition may be expected to
disappear if the patient can move to acooler climate or remain in air conditioned surroundings.

If sleep isdisturbed, diazepam 5 mg may be given.
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Scabies

See Sexually Transmitted Diseases—Chapter 6.

Shingles—herpeszoster

Shinglesisa painful disease in which whitish blisterswith red marginsoccur on the skin along
the course of a nerve —usually asingle nerve in the wall of the chest, but sometimesa nerve of
the face or thigh normally one side of the body only. The first symptomsof shinglesare much
like those of any feverish attack. The person may feel unwell for afew dayswith a slight rise of
temperature and vague painsall over. The pain then settlesat a point on one side of the body,
the skin isred and tender there, and on examination the blistersare discovered varying in size
from a pin’shead to a pea. These increase in number and spread for a day or two until, quite
often, there is a half-ring round one side of the affected part of the body. The blisters burst
within about a week or ten days, and dry up with scabbing, but, particularly in more elderly
persons, the pain may continue long after the scabshave fallen off.

NOTE: This condition can affect the eye causing severe pain and potential blindness —

Treatment

The affected skin should not be washed. Dust the area frequently with talc or apply calamine
lotion, if available, and allow to dry. Some further dight relief of discomfort may be given by
covering the areawith dry lint. Give pain relief.

Urticaria —nettle rash

Thisisa sensitivity reaction of the skinin which itchy, raised wealssimilar to nettle stingsappear.
The cause may be apparent when the reaction islocalised and isa response to an insect bite or
jellyfish sting but any part of the skin may be affected and no precipitating cause may be found.
Sometimes nettle rash appears suddenly if a particular food (e.g. shellfish or fruit) has been
eaten. The patient isusually aware of similar episodesin the past. In like manner, medicinesor
injections may cause skin reactions and nettle rash isa common manifestation. The penicillin
family of antibioticsisthe most common offender and when these are given by injection, a
severe reaction may occur. Other commonly used medicines, which either cause nettle rash or
make it worse, are aspirin and codeine.

Nettle rash isusually easy to recognise asa slightly raised, reddened area with a hard white
centre. Wealsusually appear quickly, then subside only to bereplaced by other wealsat another
part of the skin. This pattern may be present over a few hours or days and then cease. The
patient doesnot usually feel ill but isoften alarmed and should be reassured that the condition
isseldom dangerous.

General treatment

Alwaysenquire from the patient if he knowsof any possible cause for the rash and check on all
drugs which the patient is now taking or has been taking in the last few weeks and on all
substances which he has handled or touched. If the cause can be identified and removed, no
further attacks will occur. Should the cause not be removed, treatment by medicinescan only
suppressor damp down the reaction without curing the condition.

Specifictreatment

To alleviate the rash give anti-histamines e.g. Astemizole for 5 days depending upon the
severity of therash. If the patient hasnot seen adoctor continue treatment until the condition
subsides. Alwayswarn the patient that the drug may sooner or later make him sleepy and that
alcohol will increase the side effects.
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GENERALISED ILLNESSES

Alcohol abuse

Warning

Breath smelling of alcohol meansthat a drink has been taken; it doesnot tell how much has
been consumed, nor does it mean that the condition of the patient is due to alcoholic
intoxication. Head injuries, certain drugssuch assleeping tablets, and some ilinessescan make
apatient behave asif he weredrunk (Note, low blood sugar iseasily missed). Therefore, always
assume that the person may have other injuries or may be ill until you have examined him
carefully.

Deathsof seafarersare recorded every year either asa direct result of the excessive drinking
of liquor, or from accidents, such as falling from wharves and gangways, whilst under the
influence of drink. In addition there have been cases where seafarers, brought on board in a
semi-comatose condition, have been simply put to bed and have been found dead some hours
later either as a result of absorbing a fatal quantity of alcohol from their ssomachs or being
choked, i.e. asphyxiated, by their own vomit.

Being extremely drunk may therefore place a person in a critical condition. Accordingly,
drunkenness,common though it may be, should never beignored or regarded asmerely funny.
On the contrary, anyone returning on board in a severely drunken state should be treated as
sick persons, requiring close watching and careful nursing if their lives are not to be further
jeopardised.

Ordinary drunkenness

A description of thisisscarcely necessary except for the sake of comparison with other formsof
drunkenness. The person has poor control of his muscles, finding it difficult to walk or talk
properly and being unable to perform commonplace actionssuch aslighting a cigarette. The
face isflushed and the whites of the eyes may be ‘bloodshot’. He may vomit. He may be in a
happy, excited mood, or fighting drunk, or he may cry and be very depressed owing to the loss
of hisnormal controlling powersof reason and judgement.

Dead drunk

Alcoholin any form isa poison; and when alarge amount hasbeen taking during a short time,
especially on an empty stomach, seriouspoisoning or intoxication may develop. Thismay prove
fatal asa result of respiratory or heart failure. The drinking of alcohol in portsabroad, where
poisonous spirit of illicit origin is frequently offered to seafarers, is especially dangerous.
Someonewho is‘dead drunk’ liesunconsciouswith slow noisy breathing, dilated pupils, arapid
pulse, and some bluenessof the lips. The breath will smell of alcohol but beware that stupor or
coma may not alwaysbe solely due to drink. The signsof adrunken stupor are much like those
of other conditionscausing unconsciousness. The person must be examined carefully to make
assure aspossible that it really isa case of alcoholicpoisoning.

Treatment

People who are drunk but consciousshould be encouraged to drink a pint of water to prevent a
hangover caused by alcoholic dehydration and to go to bed. If they are seriously drunk they
should not eat anything until they have recovered. It is advisable that someone stays with a
person who isseriously drunk because he may inhale hisvomit whilst asleep.

If in port, aperson unconsciousfrom alcohol should be sent to hospital. If the patient hasto
be kept on board, he should be put to bed and managed asin the routine for unconscious
patients. Remember that he should never be left alone in case he movesout of the unconscious
position and then diesfrom inhaling vomit.

179



180

THE SHIP CAPTAIN'SMEDICAL GUIDE

Hangover

A hangover isusually made up of a headache, a general feeling of being unwell and a stomach
upset. The patient should not take further alcohol. He should take plenty of non-alcoholic
fluidsto combat the dehydration caused by the alcohol, paracetamol tabletsand, if necessary,
an antacid, e.g. magnesium trisilicate compound 250 mg.

The stomach upset and other complaints will usually settle within 24 to 36 hours if the
patient takesno more alcohol, very little if any food and plenty of fluid.

The shakes

The shakesisa sign of withdrawal of alcohol in a person who has, over a long period of time,
become dependent on, and habituated to, alcohol. Trembling of the hands, shaking of the body,
and sweating will appear in the morning when a person hasnot had alcohol since the previous
evening. The alcoholic, for that iswhat heis, usually prescribeshisown cure by taking a further
drink. On board ship during a voyage it isreasonable to allow a small dose of alcohol in such
circumstancesprovided that the patient isnot showing any sign of mental or emotional imbalance.
The patient should bereferred for treatment of hisalcoholism at the earliest opportunity.

DT’s(Delirium Tremens)

An attack of the DT's can be a serious medical emergency. It occursonly in people who have
been regular heavy drinkersfor many years. Attacksdo not follow a single ‘blind’ by someone
who normally takesonly a small or moderate amount of alcohol. On the other hand, it isoften
a bout of drinking (such as a seafarer, who is a chronic alcoholic, may indulge in after a
prolonged voyage) which leadsto an attack, or it may be brought on when a heavy drinker has
an injury or ilinesswhich resultsin the sudden cessation of hisexcessive ‘normal’ intake.

The patient with delirium tremensisat first irritable and restless, and will not eat. These early
signsare followed by shaking all over, especially of the hands. He isconfused and may not know
where heisand may not recognise those around him. He perspiresfreely, the temperature may
rise to 39.4°C, the face isflushed, and the tongue isfurred. He may be extremely disturbed, or
even raving; thisisusually worse at night (night terrors) when he isunable to sleep, and sees
imaginary creatureslike snakes, rats and insects, which frighten him and which he may try to
pursue. He may deteriorate to a state of delirium in which there isa danger of hiscommitting
suicide or even homicide. This condition usually lasts for three or four days, after which the
patient either improvesand beginsto acquire natural sleep, or else passesinto coma, complete
exhaustion and death.

It isthe mental and emotional imbalance which differentiatesthe DT'sfrom the shakes.

General treatment

The patient should be confined and nursed asdescribed for the mentally ill. There should be
subdued lighting by day and by night to reduce asfar as possible the imaginary visions he is
likely to see. He should be encouraged to drink plenty of sweetened fluid and, if he will eat,
should be given food. The attack may end with the patient sleeping for up to 24 hours.

Specifictreatment

First try to calm the patient with a glass (50 ml) of whisky. If thisproves unsuccessful, physical
restraint will be necessary. In either event then give chlorpromazine 50 mg by intramuscular
injection. Thismay be repeated after 6 hoursif the patient isstill uncontrolled. In addition give
diazepam 10 mg by mouth or per rectum and repeat 4 hourly until the patient iscalm. Once
treatment isstarted, it isessential that no more alcohol isgiven.

If in any doubt about diagnosisor treatment get In any event refer
the patient for treatment of hisalcoholism at the earliest opportunity.

Subsequent management. When a person hasgot over an attack of DT’sit isvital to make
surethat no further accessto alcohol ispossible. Alcoholicsare often very cunning and devious.
They frequently have hidden bottlesin their cabin and work areasand may try to get to these
bottlesor may ‘con’ other peopleinto fetching their bottle of ‘medicine’ to them. They are also
very over optimisticabout their chancesof changing and abstaining.
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Allergy

Allergy is caused by hypersensitivity to one or more of a very wide range of substances.
Common causesare dust, pollen, strawberries, nutsand shellfish which may provoke reactions
which include asthma, dermatitis’eczema urticaria (‘nettle rash’) and penicillins.

Major allergicreaction

Major reactions occur within seconds or minutes of contact with the incompatible substance
which may have been taken by mouth or inhalation or introduced by medical injection, bite or
sting. In the very worst type of allergic attack, the patient may suddenly begin to wheeze,
become pale, sweat and feel dizzy. The heart beat may become so feeble that he may lose
consciousnessand, unlesstreated promptly, he may die.

General treatment

If the patient becomesunconscious, place him at once in the recovery position and ensure that
breathing isnot obstructed. If breathing isweak or stops, give artificial respiration and heart
compression if required. The usual ‘ABC applies.

Specifictreatment

Give 0.5 ml of adrenaline 1in 1,000 intramuscularly as soon as possible. If no improvement is
observed in 2to 3 minutes, repeat the injection and move the patient to a hard surface in case
he hasto be resuscitated.

NOTE: Make very sure that you do not inject adrenaline into a blood vessel. When the needleis
inserted under the skin, pull the piston back and ensure that blood doesnot enter the syringe
before adrenalineisinjected.

Subsequent management

The patient must be kept in bed and under observation for at least 24 hoursfollowing a severe
allergicreaction. Treatment should be continued by giving anti-histaminese.g. Astemizole for
5 days, and possibly steroids No alcohol should be allowed. It is
essential that the patient should understand that contact with the incompatible substance
must be avoided in the future and he should be advised to inform his family doctor. The
circumstances of the episode should be recorded and the shipping company informed when
convenient. A ‘MedAlert’ bracelet may be advisable in the future.

NOTE: Warn the patient that he may become dizzy or drowsy whilst taking antihistamines.
He should not keep watch or work with machinery until the effect of the treatment isknown
with certainly. Also tell him that alcohol will increase the side effectsand should not be taken
during the period of treatment.

Lesser allergic reactions

These are usually delayed, any appearance occurring some time within the first day to one
month after contact. The skin isusually affected. Sight casesmay just show red areasof skin but
widespread urticaria, nettle rash, with intense itching may occur. Additional symptomsmay be
joint painsand fever.

Specifictreatment

Give anti-histaminese.g. Astemizole for 5days.
NOTE: No alcohol should be allowed. Thistreatment may cause drowsinessand dizziness so
the patient should remain off duty until the effect of treatment isknown.
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Anaemia

Anaemiaisacondition which isthe result of areduction in the number of red cellscirculating in
the body or areduction in the iron content of these cells.

It can result from haemorrhage of a large volume of blood or from constant loss of small
amountsof blood, from destruction of the red cellsin certain diseasesor from the deficient or
defective formation of the red cells.

Anaemiaisdifficult to diagnose without laboratory facilitiesbut you may notice when you
are carrying out your examination of apatient that the membranesof the mouth are palewhen
compared with those of a healthy person. The colour of the cheeksisno guide assuch thingsas
fever and excitement will redden them whilst natural sallowness of the complexion simulates
extreme pallor.

The symptomsof anaemia vary but they are best summarised asthose of physical weakness
and rapid fatigue.

If you think that a person isanaemic, refer the patient to a doctor at the next port of call so
that a blood examination can be undertaken, the correct type of anaemia diagnosed and the
correct treatment prescribed.

Common cold, cold in the head

Anyone who hasa bad cold and a temperature, and who isgenerally unwell should go to bed
until histemperature settlesand hisnose stopsstreaming. Thismay also help to stop the spread
of the cold to other seafarers.

Treatment

Thereisno specifictreatment to cure acold. Any treatment given only aimsto make the patient
feel better. Smple pain relieving drugssuch asparacetamol are useful. Do not give antibiotics.
Plenty of fluid should be taken.

Warning: Anyone who isdeaf or slightly deaf asaresult of a cold should not travel by air or skin
dive.

Diabetes

Thiscondition developswhen the body isunable to produce enough insulin to cope with the
sugar that istaken in with the diet. It is characterised by loss of weight, weakness, excessive
thirst, and the frequent passage of large quantitiesof urine. These symptomsmay be modified
according to the age of the patient.

In young people the symptomsare present in amore severe form and the disorder may show
itself asarapid, acute iliness. In older people, particularly if overweight, it may come on more
gradually and only be suspected by the development of thirst and the passing of more urine
than usual. In both age groups the disease may show itself by successive crops of boils or
carbuncles. Diabetescan be made worse by infection.

If you suspect diabetes, test the urine for sugar about 2to 3 hoursafter alarge meal. If the
test ispositive and if the other symptomsof diabetesare present, it should be assumed that the
patient issuffering from the disease until proved otherwise.

Treatment

Put the patient on a strict diet avoiding starchy or sugary foods. This will normally avoid
complications such ascoma (see below) until full diagnosis and treatment can be carried out
under medical supervision.

Two kindsof coma can occur in diabetes:

m Diabeticcomacan occur asthe first sign of diabetesin the young person with the acute
form of the disease, or develop in the known diabeticwhen the insulin level istoo low and
the sugarin hisblood hasrisen too high, especially if they have a concurrent infection.

m Insulin comaisseen in the known diabeticwho hastaken too much insulin or not enough
food and whose blood sugar istoo low. Thiscan also occur if they burn off too much sugar
by more than their usual amount of exercise.
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The following table helpsto distinguish these two typesof coma:

Diabetic Coma — High Blood Sugar Insulin Coma - Low Blood Sugar
Onset Gradual Sudden
Temperature Initially below normal Normal
Pulse Rapid, weak Normal
Respiration Laboured, deep gasping Normal or sighing
Skin Bluetinge, dry Swveating common
Breath Smell of acetone (sweet like nail No sweet smell
varnish or musty apples)
Tongue Dry Moist
Dehydration Present Absent
Mental State No disturbances Confusion,sometimesfits
Vomiting Common Rare
Urine—Sugar Much present Trace or absent
Urine - Ketone Present Absent

If the patient is unconscious you may be able to confirm your diagnosis from clues in his
belongings. A known diabetic taking insulin or another diabetic drug may carry a supply of
sugar or sweets. He may have an identity card or bracelet or neck chain stating he isdiabetic,
if not, he should be advised to get one for next time! Treat him asfor an unconscious patient
and get

If the patient ispassing into a coma but not unconsciousand the problem seemsto be too
littleinsulin, ask him if he hasany insulin and get hisadvice on how much to give. If he hasnone,
put him to bed, and get If the problem istoo much insulin and he is
still consciousthen give him four lumpsor two heaped teaspoonsof sugar dissolved in warm
water or milk, at once and keep him under strict observation. If he respondsto thisthen alight
carbohydrate meal should be given, such assome sandwiches, to stop the sugar falling again.

If it isdifficult to distinguish between the two conditions, give a consciouspatient the sugar,
asit willdo no harm, even if too littleinsulin ispresent. Low blood sugar isfar more dangerous.

If in doubt, alwaysobtain medical advice.

Note on insulin and other drugs

Thereareanumber of different kindsof insulin which vary in strength and length of action, and
all are given by injection. There are also other drugsused to control diabetesand these are in
tablet form. If you have to giveinsulin or other drugsto adiabeticalwayscheck the instructions
on the container very carefully. Insulin should only be given in accordance with advice from a
doctor. Insulin dependant diabeticsshould not generally be employed at sea—see MSN1712(M).

Drug abuse

It isamatter of great concern that some seafarersobtain and use drugsillegally.

The commonest drug used by seafarers is cannabis or pot. When it is smoked there is an
odour of burnt leaves or rope. Attempts will be made to disguise that smell. Pot smoking is
more often acommunal than a solitary activity.

It is very difficult to identify by inspection the various ‘hard’ drugs asthey are supplied in
variousshapes, sizes, coloursand consistencies.

Prolonged use of any drug resultsin mental deterioration and personality changesof varying
degree. It may be very difficult for a ship’sofficer to differentiate between the drug user and
the person suffering from some form of mental iliness.

The signsand symptomsof addiction vary according to the drug which isbeing used and the
picture may be complicated by the user mixing two drugs to obtain maximum effect. The
symptoms may be sudden in onset because of overdose or withdrawal, or they may appear
slowly during prolonged use.

183



184

THE SHIP CAPTAIN'SMEDICAL GUIDE

Here are some indicationswhich may assist in deciding upon adiagnosisof drug abuse:
m Unexplained deterioration in work performance;
m Unexplained changesin the pattern of behaviour towardsothers;
= Changesin personal habitsand appearance, usually for the worse;
m Lossof appetite;

= |nappropriate behaviour, for example wearing long sleeved shirtsin very hot weather to
conceal the needle marksand sunglassesto conceal large or small pupils;

m Needle puncturesand bruiseson the skin of the armsand thighsor septic spotswhich are
theresult of using unsterile needles;

= Jaundice (hepatitis) through the use of improperly sterilised syringesand needles.

If you have suspicions, make discreet enquiries of other crew members. These may reveal
alterationsin behaviour patternsin the patient. There may be rumours of drug problemson
board.

Do not accept the patient’s word that he is not a drug user as lying, cheating and
concealment are all part of the picture.

Treatment

Remove any drugsfrom the patient and try to identify them and their source.

Alwaysobtain

If the patient isunconscious, give the appropriate treatment. If the symptomsare those of
mental disturbance, read page 158.

NOTE: Police and Customstake a very strong interest in certain drugsand how they come to
be on your ship. Any confiscated drug should be clearly labelled and locked away in a secure
place and entered in the Official Logbook.

If you arereturning to the UK the presence of prohibited drugson board should be reported
to HM Customswho will take appropriate action.

In other countriesenquiriesasto the proper procedure should be made through the ship’s
agents.

Hay fever

Thiscondition iscaused by an allergy to grassor other pollen. Normally the disease isat itsworst
during late spring and early summer when the pollen count is at its highest. Seafarers who
suffer from hay fever often find that they are free from symptomswhile at sea.

The symptomsof hay fever are arunning nose associated with itchy eyes, which may become
red both fromitchinessand from being rubbed. The patient usually knowsthat he suffersfrom
hay fever.

Specifictreatment

The basic treatment isthat for lesser allergic reactions. Give the patient anti-histamine until
away from the coast. The dose should be adjusted to the degree of allergicreaction and to the
side effectsof dizzinessor drowsinesswhich may occur.

NOTE: Warn the patient that he may become dizzy or drowsy. He should not keep watch or
work with machinery until the effect of thetreatment isknown with certainty. Also tell him that
alcohol will increase the side effectsand should not be taken during the period of treatment.

High temperature — hyperpyrexia

See also heat ilinessand prickly heat.

Hyperpyrexia isthe word used to describe too high a body temperature, i.e. one of 40°Cor
higher. Such temperatures can be dangerous to the survival of the individual and require
careful management and nursing. The three main reasons for hyperpyrexia are heat illness,
infections which cause fever, and damage to the part of the brain which controls body
temperature.
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Treatment

Any person who has a temperature of 40°C or more must be cooled rapidly until the body
temperature isbelow 39°C. Tepid sponging (described below) isusually the easiest method. In
addition, ice packsor cold wet compressesmay be applied to the forehead, armpitsand groin
and iced drinks given. The air conditioning should be altered and a fan should be used to
increase air movement and evaporation from the skin.

If the brain centre which controls body temperature is damaged, heat regulation may be
upset for many days. Patientsthusaffected sometimesneed to be surrounded by ice packsor to
have frequently changed cold water bottles placed around them. Read the section on fluid
balance and on giving fluidsto replace lossof salt .

Tepid sponging

If possible get the patient into abath or under ashower where the water isbelow normal body
temperature. Otherwise, lie the patient down and obtain the equipment required for bed
bathing. The temperature of the water in the wash bow| should be noticeably lower than 37°C.
Then proceed asfollows:

m Takethepatient’stemperature by rectum and record it.

m Place asponge wrung out in tepid or cold water in each armpit and another on the
forehead. If ice isavailable put ice bagsin the armpitsand on the groins. With the patient
naked, sponge him all over, using long strokes, with tepid or cold water. It isthe
evaporation of thiswater which producesmost of the cooling.

m Thewater which you use for tepid sponging will tend to warm up from the heat of the
person being sponged so make sure that it remainsnoticeably cooler than normal body
temperature, 37°C.

m Have afanblowing over the patient (take care not to touch the fan with wet hands).

m Check the patient’stemperature frequently asyou cool him. Because thistreatment causes
rapid cooling of only partsof the body, it isimportant that the thermometer remainsin
position for four minutesso that the temperature recorded isthat of the body asawhole.

m After tepid sponging, when the person’stemperature isdown to at least 39°Cthe skin may
be dried and powdered with talc.

= [f the patient complainsof cold and startsto shiver and histemperature hasfallen
sufficiently, cover him with athin sheet.

m Asthetemperature may well rise again, check the
temperature by mouth every 30 minuteswith another
thermometer until it hasbeen below 39°Cfor at least an
hour;thereafter check the temperature hourly until the
fever hasdisappeared.

Lymphaticinflammation
(Lymphangitis)

Lymph is a virtually colourless fluid which circulates in a
system of hair-thin tubes called lymph vessels. At certain
places in the body the lymph vessels drain into /ymphatic
glandsor nodes(Figure 7.11). They are an important barrier
tothe spread of infection in the body. The glandsact astraps
for bacteriaand other tiny particlesand, hence, may become
enlarged and tender when the patient is suffering from an
infection. When the Iymphatic system is infected,
lymphangitis and lymphadenitis (see below) appear.
Generalised enlargement of the lymph glands is a
characteristic of glandular fever, but may be due to blood
cancer (Leukaemia). Figure 7.11 The main lymphatic
glands.
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Lymphangitis

Lymphangitisisrecognised by the
presence of a red line (the course
of the lymph vessel) on the skin
spreading from an infected area
such asa small boil on the wrist or
from an invisible infected prick on
thefinger. Thered linewill tend to
travel towards the nearest lymph
node (gland). In the example of a
small boil at the wrist, the line will
extend to the gland at the inner
side of the elbow and maybe to
the glandsunder the armpit.

General treatment

Check the patient’s temperature,

pulse and respiration, and examine

therelated lymph nodesto seeifthey ~ Figure 7.12 Lymphangitis, due to a septicfinger —usually

aretender or enlarged (Figure7.12).  only one pathway will be so inflamed that it isvisible on the
skin.

Specifictreatment

If the condition islymphangitis without a raised temperature and without lymphadenitis (see
below), give the standard antibiotictreatment. If the temperature israised, or if ymphadenitis
isalso present, or if the patient feelsreally unwell, give patients not allergic to penicillin one
dose of benzyl penicillin 600 mg intramuscularly in addition to oral antibiotictreatment. If the
condition doesnot begin to respond to thetreatment after 2daysget

Lymphadenitis

Lymphadenitisis an inflammation of the lymph nodes. It follows infection elsewhere in the
body (see lymphangitisabove). It should not be confused with glandular fever.

Lymph nodeinflammation usually occursaday or two after the primary infection. If the node
suddenly becomestender and swollen, a rapid spread of infection isindicated. Further effects
are arisein body temperature and the patient feeling ill.

General treatment

Search partsof the body adjacent to the glandsfor the source of infection. The following table
may be of help.

Location of Lymph Nodes Area to be Searched for Infection

Neck Scalp, ear, face, forehead.
Shoulder, neck, mouth, teeth, throat, face, scalp.
Below collar bone Chest, shoulder
Armpit Hand, arm, shoulder
Groin Foot, leg, thigh, genitals, anus, buttock.

Even if you are treating the patient for an infection in one of the areascovered by the inflamed
node you should check the other areasaswell.
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Specifictreatment

If the patient seems basically well, has no raised temperature, and the cause of the
inflammation isnot particularly significant, e.g. a small boil which has already discharged, no
antibiotictreatment should be given. Otherwise the treatment isthat given for lymphangitis.
If the lymphadenitisderivesfrom genital ulcerssee Chapter 6.

Oedema (Fluid retention)

Oedema is the name given to the presence of an abnormal collection of fluid in the tissues
under the skin. It isnot a disease in itself but a sign that there is some underlying condition
which causesthe fluid to gather.

ltspresence can be confirmed by gently pressing the tip of one finger on to the affected part
forten seconds. When the finger istaken away, adent or pit will be seen in the skin.

Generalised oedema

Generalised oedema occurs in chronic heart failure when the heart’s efficiency as a pump is
grossly impaired. This condition is not often found on board ships. It can also be found in
long-standing disease of certain structureswithin the kidney. Thiscondition isextremely rare at
seaand isbeyond the scope of thisbook.

In all cases of generalised oedema, test the urine for protein. If protein is present in the
specimen, give no treatment and get

Oedema caused by heart disease

In heart disease, the swelling first appearsin the feet and anklesand spreadsup the legs. If the
patient isin bed, the oedema will collect under the skin overlying the lower part of the spine
and around the buttocks. The swelling isworse in the eveningsor after exertion. In addition,
fluid will collect in the lungscausing a cough and breathlessnessthisisworse on lying down .

General treatment

The patient should be put to bed and a fluid balance chart started. Auid intake should be
restricted.

Specifictreatment

If fluid restriction is insufficient to cause a decrease in the amount of the oedema, give
frusemide 40 —80 mg each morning until the patient can be put under medical care. For severe
breathlessness oxygen may be required. The patient should be warned that he will passlarge
volumes of urine at frequent intervals beginning soon after the tablet has been taken and
provision should be made for this.

Localised oedema

Thiscondition ismuch more common on board ships. It can be found:

m inoneorbothlegswhere venousreturn issluggish due to varicose veins.

= inoneleg where venousreturn isobstructed because of inflammation of varicose veins.
m at any sitein association with boils, abscessesor carbuncles.

It can occur temporarily in the anklesand feet due to long standing in hot climates, sitting in
one place asin alifeboat or in the female just before starting a period.

Your examination will reveal the cause of the oedema, and the appropriate sectionsof this
Guide should be consulted. Relief will be obtained by elevation of the affected part.
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Sea sickness

Sea sicknessislargely attributable to the motion of ships. Personsunused to the sea are most
susceptible, but even experienced seafarersmay be affected in rougher conditions.

The effects of sea sickness vary from a slight sense of nausea together with dryness of the
mouth and headache to repeated vomiting, giddiness and a greater or lesser degree of
prostration. In severe cases, the extent of vomiting can lead to loss of body fluid causing
dehydration and general collapse.

Prevention

Hyoscine hydrobromide 0.6 mg should be taken an hour before embarking or in anticipation of
need, followed by 0.3 mg every 8 hoursthereafter for amaximum of 48 hours. Sea sicknessmay
still develop, but the tablets are far more likely to be effective if taken before symptomsare
present. Drowsiness, dry mouth and blurred vision may arise as a side effect, and patients
should be warned accordingly.

Treatment

In mild cases, the condition will gradually wear off, perhaps during sleep, and no specific
treatment is necessary. More severe cases of prolonged vomiting may be treated by sucking
Prochlorperazine 3 mg buccal tablets. However, if this cannot be kept down an injection of
Promethazine 25 mg intramuscularly should be administered. Either the tabletsor theinjection
should normally make the patient drowsy and he should be encouraged to sleep to allow the
sea sicknessto abate. On awakening the patient should drink plenty of fluids(oral rehydration
salts can be used especially if vomiting hasbeen severe). In severe cases the dose of medicine
may have to be repeated. In any event, normal dutiesmay be resumed 24 hours after the last
dose.



Infections of the fingersand hands

Fishermen are particularly prone to infections of the hands
and fingers because of their working environment and the
things that they are required to handle during their work.
Forinstance, they may beinjured by fish spinesand bones, by
broken endsof warpsand many other things. Minor cutsand
grazesoften go unnoticed at the time of injury. Bacteriaare
carried into these woundsfrom fish slime and gutsand also
from pieces of metal etc. Infection then develops with
inflammation of the infected area and the formation of pus.

Prevention is always better than cure and it is
recommended that Chlorhexidine Gluconate 20%
(HIBISCRUB) is used to wash hands and forearms after
handling fish of any kind. The Hibiscrub can be used asa soap
orin solution.

Hand anatomy is very complex but two features are
relevant to fishermen:

m Thetissuesof thetipsof the fingers(the finger pulps) are
completely closed off from the tissuesof the remainder of
the fingers. Because of this, infection and the formation
of pusinthefinger tip causesa great deal of swelling and
pain. Thissituation iscalled a pulp space infection.

m The hand tendons(which move the fingers) are enclosed
either partially or completely in sheaths(Fig 8.1). A finger
infection may spread along the tendon sheath towards
the communal sheath in the palm. Thisisparticularly
likely when thelittle finger or thumb isthe infected part.
Infection of the palm sheath causessevere pain and
swelling of the hand. Thisisa palmar space infection.

Figure 8.1 Tendonsof the hand;
the tendon sheath doesnot
cover all of the middle

three tendons.

All finger and hand
infectionsare very painful
and disabling. Some can
cause permanent
disability. They should be
treated aggressively if
they occur but it is
preferable to prevent
them. Finger and hand
infectionscan be avoided
by:

m Thorough washing of the handsat the end of every work
period, preferably with chlorhexidine gluconate 20%
(HIBISCRUB).

» Prompt treatment and cleaning of all minor cuts,
scratchesand abrasions.

m Aggressive early treatment including antibioticsif
throbbing pain or inflammation isnoted anywhere in the
handsor fingers
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Specifichand and finger infections

Boils

Boils can occur on any part of the handsor fingers. They are often more painful than boils
elsewhere on the body because the skin on fishermen’shandsishard and thick and unable to
give. Boilstherefore take along time to come to a head and discharge.

To treat boils, aclean, dry dressing should be applied to the area. Antibioticsshould be given
if there isany evidence of spreading infection (e.g. rednessgoing up the arm)

Pulp space infections

These are usually caused by fish bones or spinesor by fragments of wire. They cause severe
throbbing pain of the finger tip and require urgent treatment. The patient should be given
antibioticsand the pusmust be released by incision using a scalpel. If possible the patient should
be landed, but if thisis not possible, the finger should be numbed using local anaesthetic
(Lignocaine 1%) and the palmar surface of the finger incised down to bone in the line of the
finger. Puswill bereleased in thisway. The finger should then be dressed and the patient landed.

Nail fold infections

These are also called whitlows. They are usually caused by minor scratchesaround the finger
nails. The skin around the nail becomes painful and swollen. As soon asthe infection is
suspected it should be treated with oral antibiotics. If the infection comesto a head with pus
present, the finger should be numbed with local anaesthetic (Lignocaine 1%) and a small
incision should be made in the ballooned skin over the pus. The finger should then be dressed
and the patient landed.

Palmar space infections

These are infectionsof the deep structuresof the hand and must be taken very seriously. They
are usually caused by an extension of a deep infection of a finger or of an infection of the
tendon sheath of the thumb or little finger. They can also be caused by a prick in the palm or
astab wound from aknifein the palm. The most common cause isafinger infection which has
been ignored.

The whole hand becomesswollen, there issevere throbbing pain and thisismade worse by
any movement of the fingers. The patient feels generally unwell, with sweating, shivering,
sickness and raised body temperature all being possible. Treatment is urgent to prevent
permanent disability. The patient must be put to bed with the hand elevated and
arrangements must be made to land the patient as soon as possible. Antibiotics .

must be given, ideally by injection, until the patient islanded. If in doubt, seek -
Al =

Lymphangitis

This is infection and inflammation of
the lymph channels and commonly
occurs as a result of finger and hand
infections. It is seen as red lines
spreading up the arms. See Figure 8.2

for the pathwaysalong which infection
passes up the arms. As well as fiery red
lines up the arms the lymph glands at the

elbow and in the armpitsmay become swollen and

painful. If ymphangitisappears, thereisinfection

inthe hand until proven otherwise and the patient

should be given antibiotics even if there is no

obvioussource of the infection. Figure 8.2 Lymphangitis—septicfinger.
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Haddock Rash

Thisin an infection of the cleftsbetween the fingersthat occursfollowing gutting white fish,
particularly haddock. Untreated it can caused redness, pain and swelling for several weeks. It
usually respondsrapidly to antibiotics, given for five days.

Cutsto the hands(including tendon injuries)

All cutsto the handsshould be taken seriously due partly to the high risk of infection from even
minor wounds(see above).

All cutsto the handsand fingersshould also raise the possibility of injury to the tendonsor
nerves. If the patient isunable to move hisfingersnormally himself or hasreduced sensationin
a finger, there is possible tendon or nerve damage and the patient needs to be landed for
possible surgery.

Salt water boils

These are also called pips or pigeons. They occur because the cuffs of clothing worn by
fishermen rub the sand and grit brought up in netsinto the skin of the wristsand the back of the
hands causing tiny abrasions. The cuffs are usually covered with fish slime from sorting and
gutting operations and bacteria in the dime infect the abrasions. Sores appear as small
irritating spotswhich soon becometiny painful septicblisters. Some becomelarge boilsand the
whole of the wrist and back of the hand may become inflamed, hard and painful.

The sores can be prevented by thoroughly washing the hands and wrists after coming off
watch and by frequently scrubbing the cuffs of waterproof coats with soap and fresh water.
When sleeve cuffsbecome cracked and worn, the garment should be replaced.

Once the soresoccur, they should be bathed frequently in warm water and covered with a
drydressing. If boilsdevelop the patient should be given antibiotics.

Jumbo Wrist

The medical term for thiscondition is Fishermen’stenosynovitisof the wrist. It occursbecause
prolonged repetitive movementsof the wrist can cause inflammation of the sheathsthrough
which the tendonsaround the wrist move. It isfairly common when fishermen are involved in
prolonged gutting or when they return to sea after along period ashore. Wrist movement (as
occursin gutting) causeslocalised pain and asensation of fine grating. Thisgrating (known also
ascrepitus) can befelt by placing the palm of the examiner’shand lightly over the painful place
and asking the patient to carry out the painful movements.

The condition can be treated with anti-inflammatory drugs (e.g. Diclofenac or Ibuprofen)
but often failsto settle whilst the fisherman continuesto work. The most effective treatment is
completerest for aperiod of 10 —14 days, preferably with the wrist supported in a splint.

Tit juice conjuctivitis (fishermen’s conjuctivitis)
Thisisan acute inflammation of the conjuctiva (the thin lining membrane over the eyes) due to
contact with the juice of ‘duffs or ‘tits. These are marine growths which look like suet
dumplingswith finger-like growthsprotruding from them. When they are trawled up they may
burst in the cod end of the net and the juice, which containstiny sharp silicon particles, may be
squirted into the eyes of the fisherman. It is very irritant to the eyes, causing redness and
inflammation and eventually blistering. The eyes are very painful and thisis made worse by
exposureto light. If untreated the eyesmay close due to swelling.

The treatment isto wash out the eyeswith large amountsof clean, fresh water. Relief from
the pain can be obtained by instilling eye drops (Betamethasone and Neomycin eye dropsfour
timesdaily). The eyesmust be examined by adoctor on return to port.
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Fish erysipeloid (fish poisoning)

Thisarisesfrom minor pricksor scratchescaused by the bonesor finsof fish. Particlesof fish or
infected fish slime are carried into the wounds. Inflammation starts asa small red area, the
margins of which become swollen and purple. The inflammation and discoloration spread
rapidly up the arms. The margin remains purple and raised whilst the centre appears only
mildly inflamed. The whole areaisswollen and tender and may itch or burn. Lymphangitis(see
above) may occur.

The disease can be prevented by thorough washing with soap and hot water at the end of
every watch. When the disease isdiagnosed, treatment should be started with antibiotics.

Dogger Bank Itch (curly weed rash)

This is an allergic skin condition caused by contact with a seaweed-like plant, known to
fishermen ascurly weed, which growsin the shallow watersof the North Sea, especially around
the Dogger Bank area. It is also found around Scotland, Norway and Greenland. Not all
fishermen in contact with curly weed develop the rash or become sensitised. Sensitisation can
be very gradual but once established it requires only contact with nets used in the area to
precipitate an attack.

Therash usually appearsasadermatitison the backsof the hands, wristsand forearms. Once
the allergy is established further contact causes the rash to spread to the face and eyes and
ultimately to the whole body. The affected parts are itchy, red and swollen. Weeping and
drying can cause painful cracksto appear in the skin. When the face and eyesare affected there
ismarked swelling around the eyes.

The only effective treatment isto remove the patient from all further contact with curly
weed. He will need to change to deep water ships. The rash usually clearsup on going ashore
but in established casesdrug treatment may be required. The patient isgiven antihistamines.
These drugscause sleepiness; the patient must not be allowed to operate machinery whilst on
these drugs. Seroid ointment (Hydrocortsone 1% cream) should be applied to the affected
parts. Inflammation of the eyescan be treated with eye drops (Betamethasone and Neomycin
eyedrops) and the patient should be landed.

Removing a fish hook \
Before attempting to remove the hook, the surrounding \

area needs to be numbed using an injection of local )
anaesthetic (Lignocaine 1%). Once the areaisnumb (usually
thefinger)the hook and the area of skin around it should be
thoroughly cleaned with antiseptic solution.
Feel for the position of the barb and make sure that the
areaisnumb, using some more local anaestheticif necessary.
Grasp the shank of the hook firmly in a pair of pliers. =
Following the curve of the hook, push the barb through the
skin until the barb and part of the hook isvisible. Clip off the
barb and withdraw the hook, again following the curve of
the hook.
The patient should be given antibiotics due to the high \
risk of infection. J

Figure 8.3 Removal of fish hook.



The period and period problems
(menstruation)

A woman’speriod (or menstrual cycle) startsat puberty (11-16
years old) and should occur regularly until the menopause
(45-55 yearsold). The cycle isapproximately 28 daysand the
bleeding last 3—4 days. Individuals will vary widely. Severe
generalised illness, severe weight loss, anorexia nervosa,
severe stress may all interfere with the cycle, but the most
common cause for amissed period ispregnancy.

Figure 9.1 Female sexual
organs

Painful periods

Many women experience pain with periods. Thiscan range
from mild discomfort and a feeling of heaviness, to severe
cramping pains, backaches, nausea and even vomiting. It is
very individualistic. Paracetamol can be used for the pain
and simple measures such asrest, a hot bath or hot water
bottle over the lower abdomen all help.

Pre-menstrual tension

The changes in hormones prior to the period can make
women more emotionally changeable and alter
concentration. However the extremes of the condition are
extremely rare.

Pregnancy

As already stated the commonest cause of a missed period
in healthy women ispregnancy, especially if the woman has
had unprotected sex in the last 2-3 weeks. Suspect
pregnancy if the period isoverdue by 2 weeks, the woman is
experiencing ‘morning sickness' i.e. nausea and vomiting on
waking which settlesasthe day progresses, pigmentation of
the nipples, and swelling of the breasts. There isusually no
sign of abdominal swelling until 16 weeks. A pregnancy test
should be sought assoon aspossible.
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Bleeding during pregnancy or suspected pregnancy

This must always be taken seriously. During the first 6 monthsit can mean a threatened or
inevitable miscarriage. These are most common at 12 weeks. After 6 monthsit can signify
labour or aproblem with the placenta. The other important cause isan ectopicpregnancy. See
below.

Miscarriage
Threatened miscarriage

Thereissome vaginal bleeding and there may be some pain (similar to period pain). Thisshould
last no longer than 1-2 days. The woman must have bed rest until the bleeding stops and
should do no strenuousactivity after that until she hasseen adoctor for a check-up.

Inevitable miscarriage

More often a threatened miscarriage progresses to an inevitable miscarriage. The bleeding
continues,increasesand often clotsof blood are passed. The painisworse. Thewoman must be
put to bed, have regular observations performed and all shed blood must be examined for
evidence of clotsand solid material, which indicate that she has miscarried the foetus. Seek
RADIO MEDICALADVICE.

If bleeding continues, the pulse rises or she develops a temperature, it can indicate an
incomplete miscarriage, i.e. some foetal material still remainsinside the womb. Discuss this
with your radio medical advisor. She may need Ergometrine 500 mg intramuscularly for
continued bleeding and raised pulse rate. She may require antibioticsif she hasaraised pulse
rate and temperature.

Bleeding after 6 months

Thisislikely to be the onset of labour , (see chapter 10) or an abnormal position of the placenta
causing bleeding. The woman should be put to bed with regular observationsuntil she can be
landed. Seek RADIO MEDICALADVICE.

Ectopicpregnancy

This occurs when the fertilised egg starts developing outside of the womb, in the Fallopian
tubes(the tubesthat connect the ovariesto the womb). It israre. It usually occursaround the
6th week of pregnancy (missed 1 period), but can occur up to the 10th week.

The egg asit grows splitsthe tube and this can cause severe pain and some bleeding. The
sensation of pain isin the lower abdomen, centrally or either side. The blood isoften dark in
colour. When the tube splits, it can damaged an artery and cause severe bleeding internally,
causing very severe abdominal pain and collapse due to shock.

Asarule of thumb —alittle pain and lotsof blood indicatesa miscarriage, a lot of pain and a
little blood indicates an ectopic pregnancy. If you suspect an ectopic pregnancy seek RADIO
MEDICALADVICEat once.

Other vaginal bleeding

Thiscan occur in women after the menopause or in women of childbearing yearswho are not
pregnant and outside of their usual period. If the bleeding isa small amount , she should rest
until it stops, and seek medical advice at the next port. If it isalarger amount and continuous,
she should be put to bed and observed regularly. If she hassignificant abdominal pain give
intramuscular Morphine 10to 15 mg. Get RADIO MEDICAL ADVICE.

Vaginal discharge

Thisisusuallydueto aninfection within the vagina, uterus(womb) or Fallopian tubes. It may be
associated with lower abdominal pain (Pelvic inflammatory disease). It can be related to a
sexually transmitted disease.
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If the discharge isoffensive in smell give the antibiotic Metronidazole 400 mg three timesa
day for 7 days.

If thedischargeiswhite, with the texture of cream cheese, i.e. Thrush.,instruct thewoman to
use amiconazole pessary if available (instructionswill be on the packet).

Alcohol must not be drunk whilst taking metronidazole. The patient should refrain from
sexual activity, whilst under treatment. She should see adoctor at the next port.

External genital itching. (Puritusvulvae)

A minor degree of itching may occur with menstruation, pregnancy or the menopause. At
other times, it can be persistent and troubling. It isusually worse at night, when the patient is
warm in bed. If avaginal discharge ispresent , treat asabove. Ask about any other features
such asgeneral health, rash, swelling or redness. Consider problemssuch ascrab lice, scabies,
diabetesand threadworm.

Any examination should be restricted to visual only and must be done in the presence of a
chaperone, preferably female, to protect yourself aswell asthewoman. The urine must also be
examined for sugar (diabetes) and the faecesfor threadworms.

Contraception

There are various methods of contraception, none are infallible. The only absolute way to
avoid pregnancy isabstinence.

The Barrier method —Condom, Cap or Femidom

These all prevent sperm reaching the egg. Reliability dependson correct usage. The condom is
also useful in preventing sexually transmitted diseases.

The Contraceptive pill

There are many different formulations of pills, but they all work by altering the hormonal
balance of the woman’sbody so that eggsare not released by the ovaries. The pillsneed to be
taken every day asdenoted on the packets, at aregular time. For the first month of taking the
pill an additional method should also be used, i.e. one of the barrier methods. If a pill is
forgotten, as long as it is taken within 12 hours of its usual time, there should be no
consequence. If it hasbeen forgotten for alonger period, the woman should continue to take
the pills as normal but use additional methods of contraception i.e. a barrier method, for
2 weeksafter the missed pill. Smilarly if there hasbeen any episodesof sickness, diarrhoea, or
acourse of antibiotics, the woman should use an additional method for 2 weeks, asall these can
interfere with the absorption of the pill into the bloodstream.

Women should have regular monthly bleeds on the pill, and some may experience a small
amount of bleeding mid-cycle. Thisisnothing to worry about.

The coil

Thisisa small metallicor plastic coil placed inside the uterus, which preventsthe egg finding a
place to rest. It can cause lower abdominal pain, vaginal bleeding and infection. The woman
will need to consult her doctor about suitability or if problemsarise.

Post coital contraception ‘The morning after pill’

If a woman isable to consult a doctor within 72 hours of unprotected sexual intercourse, a
combination of pillscan be prescribed which act asa contraceptive. They are not 100% effective
and are an emergency measure, not aregular contraceptive method.
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Introduction

If apregnant woman goesinto labour whilst at sea, try to get
her ashore immediately. If thisis not possible, try to get a
doctor or midwife to her. If thisisimpossible, do not panic.
The mother does all the work in delivering the baby and
mainly needscalm, sensible encouragement.

Most births occur between 38 to 40 weeks after the
woman’slast period. If earlier than 36 weeks, the baby will be
premature. The earlier the delivery, the more the risk of
complicationsand death of the baby.

On average, for a first child, labour takesabout 16 hours.
Women who have had children before can have a much
shorter labour, and most will deliver within 12 hours. There
are, however, wide variations.

Stagesof labour

There are 3 stagesof labour

SRage 1. Thisstage involvesthe dilation of the cervix (neck of
the womb), so that the baby can pass out of the uterus
(womb). See Figure 10.1. It is difficult to say when labour
commences exactly. The uterus will start contracting in a
co-ordinated, regular pattern with some pains. A discharge
of mucusmixed with blood may occur (the show). Inthe early
part, the uterine contractions are relatively painless
and occur at 5-10 minute intervals. The membranes, which
hold the fluid around the baby in uterus, rupture and the
fluid flowsout of the vagina. Usually about 250-500 mls. The
contractionswill gradually get more frequent and stronger.

Sage 2. Thisstage involvesthe journey of the baby through
the now dilated cervix,down the vagina (the birth canal) and
into the outside world. The majority come head first. The
pains and contractions will be much stronger, accompanied
by adesireto push.

Sage 3. This stage involves the delivery of the placenta
(afterbirth).

Hind waters
fore waterswhich ‘break’

Figure 10.1 Child inside womb.
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Preparations

Once it becomesapparent that the woman isin labour, get RADIO MEDICALADVICE.
You will need:

m Aclean,warm, private room, with abed ,adequate space to move around and preferably its
own toilet and bathroom.

m Clean linen and waterproof sheet to protect the mattress.

m Bed pan.

m 2piecesof tape about 10incheslong.

m Surgical scissors.

m Seriledressings.

m Serilereceptacle for the afterbirth, and plasticbag to storeiit.
m Warmed towelsand linen to wrap the baby, and a nappy.

m Something to act asa cot.

m Sanitary towels.

m Clean night dress/shirt for mother.

m Ergometrine 500 mg with needle and syringe.

Onset of labour, Stage 1

Once the contractionsare coming regularly, every
10 minutes or so, the woman should be in the
room. Allow her to find her most comfortable  (A)Head delivers‘face down, ie.looking along
position, whether on the bed or wandering  baby'sshoulder

around. She should be encouraged to empty
her bowels and bladder. She can have non-milky
fluids (no alcohol) to drink as she wishes, and
although traditionally eating is frowned on, if
labour isprolonged, light refreshmentsmay help.
The painsof contractionsare intense, however,do
not be tempted to give any drugs unless
specifically told to by a doctor. The woman will
need a lot of calm reassurance.

The birth, Stage 2 (see Figs10.2and 10.3)

Once the cervix isfully dilated the baby ispushed
down the birth canal by the contractions of the
uterus. These will become stronger, every 2-5
minutes, and last longer. The mother will have the
urgeto push and should be encouraged to use her
abdominal musclesduring contractions. It isquite
common to hear strong language from the
mother. She should be encouraged to sit on the
bed propped up at about 45 degrees.

As the baby’s head comes through the birth
canal it will start stretching the skin between the
vagina and the anus, by gently placing a hand
there during contractionsyou may help prevent
tearing of the skin, but not always. Do not press  (C) Umbilical cord may be around
on the baby’shead. The top of the head appears ~ ©ad orneck —seetext
first and once all the head and face is visible, Figure 10.2 Delivery of a baby.

(B) Head then rotatesto face baby’s
front . Support head gently
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check for and clear any mucus (slime) from the nose and mouth. Also check
that the umbilical cord isnot around the neck. If tightly round the neck it will
haveto be clamped and cut now;if loose, it can be slipped over the baby’shead.

The head will now rotate and the shouldersdeliver next. Assoon asthese are
free the rest of the baby will come very easily. Lift gently, allowing fluids to
drainfromthe face, and check to seethat the baby takesabreath, if not try to
stimulate it by rubbing. If there isno response refer to ‘Problemsduring
birth’.

The baby should be wrapped in the warmed towel immediately
to prevent heat loss. Once the cord hasstopped pulsating it can (
be cut. Tie a piece of tape tightly about 5 cm from the baby’s
abdomen and the other 2 cm further along the cord
towards the mother. Cut between the two ties. If there is
bleeding from the baby’s stump tie a further tie. (see fig.
10.4)

The baby will appear covered in blood, mucusand white
flaky material, do not be tempted to wash it. It must be Drain baby'sthroat and nose. Hold carefully,
wrapped up warmly, the eyes, nose and mouth given a  babyiscoveredinaslippery sime
sterile wipe, and then be given to mother for acuddle. Figure 10.3 Immediately after birth.

To placenta

After delivery, Stage 3

Although the baby is now delivered, the placenta
(afterbirth) is still attached to the wall of the uterus. It

has to separate and then descend through the birth To placenta
canal. Thisusually takesabout 15-20 minutes. Thewoman

experiences some more contraction pains, more blood f
and the cut cord lengthens. Do not pull on the cord, the

placenta will come naturally. Once delivered, it looks Tie

like asmall fleshy pizza. It should be put in abag and
stored in a freezer, laid flat until it can be
examined by adoctor.

Once the placenta isexpelled, give the mother
the injection of intramuscular ergometrine. This
helps reduce further bleeding from the uterus. If
there is a lot of bleeding despite the injection,
treat asfor shock and get RADIO MEDICALADVICE.
Occasionally the placenta will not deliver. Get
RADIO MEDICAL ADVICE.

The vagina and skin around it should be checked Figure 10.4 Tie and cut the
for tears. Some may need stitching, get RADIO umbilical cord.
MEDICALADVICE.

Subsequent management

Both mother and baby should be landed assoon aspossible, and checked by a doctor.

The mother

After the birth, the mother needsto be able to wash, put on aclean night dress, and will need a
sanitary towel. She should rest for the first 24 hours, and then she can start gently moving
around.

Check her temperature daily, if it risesabove 38 degreescentigrade, she will need antibiotics,
either Ciprofloxacin 500 mg twice aday or Erythromycin 500 mg 3timesaday for 5 days.

She can eat normally and needsto drink plenty of fluids. She may initially find it painful to
urinate and open her bowels. Thisusually isovercome with encouragement. Trying to urinate
initially in awarm bath isoften successful. After 3 daysif she hasnot opened her bowels, a mild
laxative can be used.
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The baby

Once delivered, the cord having been cut and having had an initial cuddle with mother, the
baby needsto be gently dried. A sterile dressing must be placed over the umbilical cord stump,
anappy put on and baby warmly wrapped again.

The mother should then have the baby back and attempt to breast feed using both breasts.
Initially the breasts give a yellowish fluid, called colostrum, which changes to milk over 48
hours. Thisisnormal. The baby should be encouraged to feed little and often, including during
thenight. It isbest to keep thebabyinthe sameroom asthe mother, so it can be fed on demand.
If there are any problemswith feeding, get RADIO MEDICALADVICE.

If well, the baby can be gently washed when practical, but keep the umbilical ssump dry. The
dressing should be changed daily. The cord will shrivel and drop off in about 10 days.

Problemsduring birth

Different presentations

In some births, it isnot the head that comesdown the birth canal first, but the bottom. Assoon
asthisisapparent, Get RADIO MEDICAL ADVICE. Assoon asthe legsand bottom are delivered,
do not try and pull the baby, the head is still the biggest part and providing the cord is not
tightly wrapped around the neck and it isstill pulsating the baby will not suffocate. Wait until
the mother pushesthe baby out.

Baby not breathing after delivery

Thiscan be extremely distressing. Remove any blood or mucusfrom the mouth and nose. Rub
the baby vigorously to try and stimulate it. If no response, put your own mouth over the baby’s
mouth and nose and gently blow airin, watching the chest to seeiif it rises, then allow the air to
escape. Ask someone else to do chest compressionsover the sternum (breast bone), using two
fingersand pressing down no more than 2 cm, at arate of 100 per minute. Continue doing this
untilthebaby takesabreath or it becomesapparent that the babyisdead. Get RADIO MEDICAL
ADVICE.

Obviousdeformity or death

If the baby isbadly deformed or isstill born (born dead), get RADIO MEDICAL ADVICE. Serious
abnormalities can often be the cause of premature labour, which may have caused the
unexpected delivery.



Qurvivorsshould be brought on board asquickly aspossible since
they may be exhausted, nearly drowned, and perhapsinjured.
They may bein the last stagesof exhaustion and totally unable
to help themselves. Even a short scramble up rope netting will
be beyond their capability and could endanger their life. They
will have to be assisted or carried. If possible they should be
lifted in a horizontal posture asthisreducesthe chancesof a
sudden drop in blood pressure on removal from the water.

Hypothermia

Hypothermiaistheterm givento the condition when deep body
temperature islowered to lessthan 352C. At and below this
temperature normal body function will be impaired. Loss of
life may occur when deep body temperature fallsbelow 302C.

Causes

The usual causesamong seafarersare immersion in the sea, or
exposure to cold air while in a survival craft. In a cold
environment body heat production will automatically increase
in an effort to balance heat loss, but if the rate of heat loss
exceeds the rate of heat production then body temperature
must fall and hypothermia will result. The rate of heat lossis
many timesgreater in water than in air. The rate of heat losswill
vary depending on the difference in the temperature between
thebodyand thewater. Hencein tropical water one may not die
of hypothermia for a considerable period of time, whereasin
colder water death from hypothermia can occur in lessthan an
hour. In addition, death by drowning isa frequent consequence
of weakness caused by hypothermia, before death from
hypothermia alone would occur. Almost all seasin the world are
at a temperature which can be classed asa cold environment,
asheat losswill occur in water at temperaturesbelow 35.5°C.

Diagnosis

Hypothermia should always be suspected in any individual
rescued at sea. The three broad categories of uncomplicated
hypothermia areillustrated in Figure 11.1

Temperature
at the core
of the body

°

C

36.9°C 38°
984F,_
36

marked shivering
confusion
disorientation
amnesia

heart slows

EXCITATION STAGE

possibly abnormal rhythms
muscle rigidity

30°| ADYNAMICSTAGE

28" | STAGEOFTORPOR
o pupilsdilate

musclesrelax

°| APPARENT DEATH
24 3
death —failure to revive

Timein the water (scale dependsupon water temperature etc.)
Figure 11.1 Curve representing the change in body temperature
during cold water immersion with the associated signsand
symptomsencountered at variousbody temperatures.

CHAPTER 11

Hypothermia

Freezing cold injury
(frostbite)

Non-freezing cold injury
(immersion foot)

Contamination with oil

Dehydration and
malnutrition

Problemsin the
lifeboat

Survivors



202

THE SHIP CAPTAIN'SMEDICAL GUIDE

The use of alow reading rectal thermometer will be necessary in order to record deep body
temperature.

Note that the stage of torpor may terminate in a comatose state which is difficult to
distinguish from death. The casualty is unconscious, there are no reflexes and the pupils are
dilated. The respiratory rate isvery sliow with two or three movementsa minute. The pulse is
imperceptible and heart soundscannot be heard even with a stethoscope. The condition could
suggest death, but the usual criteria for death are not strictly applicable in the case of
hypothermia. Death by hypothermiaisthen defined asbeing the failure to revive the casualty
by re-warming.

Treatment

The treatment for hypothermia will of course depend on both the condition of the survivor
and the facilities available. Generally, survivors who are rational and capable of recounting
their experiences, although shivering dramatically, merely require removal of all wet clothes
and replacement with dry clothesor blankets. Hot sweet drinksand rest in awarm environment
not exceeding 22°C (normal room temperature) are also recommended. However, alwaysbear
in mind that even conscioussurvivorscan collapse and become unconsciousshortly after rescue.
They should therefore be laid down and should not be left alone. NEVER GIVE ALCOHOL
In more seriouscases, where the survivor isnot shivering and issemi-conscious, unconsciousor
apparently dead, slow rewarming isessential. Never attempt rapid rewarming by immersion
in ahot bath except on medical advice. The following measureswill be necessary to preserve
life:

m On rescue alwayscheck the survivor’'sairway and breathing, and then listen for heart
sounds. If the survivor isnot breathing, ensure the airway isclear and start artificial
respiration immediately (mouth to mouth or mouth to nose). Attemptsat
resuscitation should be continued until medical advice can be obtained, or for at least
30 minutes.

m Prevent further heat lossdue to evaporation or exposure to the wind.
= Do not massage the limbs.

m Avoid all unnecessary handling, even the removal of wet clothing. If handling isnecessary
then be asgentle aspossible.

m Enclosethe survivorin aplasticbag or blanketsor preferably both. It isimportant that the
head, but not the face, iswell covered. Place in awarm areawith atemperature not
exceeding 22°C. Never attempt to give any fluidsby mouth to an unconsciouscasualty.
When consciousnessisregained never give alcohol. If the survivor isbreathing but
unconscious, lay him in the unconsciousposition. When consciousnesshasbeen fully
regained warm sweet drinksmay be given.

m Conscioussurvivorssuffering from hypothermia should be laid on their side and, whenever
possible, in adlightly head-down attitude.

m Insurvival craft, seriously affected survivorsshould be placed in close proximity to warmer
occupants, to permit transfer of body heat.

m When spare clothing or blanketsor survival bagsare available they should be given to those
most affected. Huddling together under blanketsor any other covering will conserve heat
and permit mutual re-warming.
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Freezing cold injury —frostbite

Frostbite isthe term given to the condition when tissue fluids freeze in localised areas of the
body;the hands, face and feet are particularly susceptible.

Cause

Exposure, particularly of bare skin to sub-zero temperatures, especially when combined with
air movement. Look-outsin life raftsor survivorsin open boats are particularly prone to this
injury. Accordingly, consideration should be given to the length of watch periods and watch
keepersshould be supplied with any spare clothing.

Diagnosis

The signsare:

m extreme waxy pallor of the skin;

m initial local tingling and stiffnesswhen it isdifficult to wrinkle the face or wiggle affected
toesor fingers;

m complete absence of sensation in the area affected; and

= |ocal hardnessdueto freezing of the flesh.
Thedepth of tissue damage can be graded, like burns, into 1st degree (frost nip), 2nd degree,

3rd degree and 4th degree.

Prevention

If bare skin hasto be exposed to the elements, the periods of exposure should be kept to a
minimum and freezing windsparticularly avoided. Moderate exercise and massage at an early
stage will help to prevent the onset of cold injury. Do not smoke; smoking reducesthe blood
supply to the handsand feet.

Treatment

On detection of the above signs,immediate stepsshould be taken to re-warm the frozen parts
before permanent damage occurs. Get out of the wind. Re-warm the frozen area by applying it to
awarmer part of the body, e.g. handsunder armpits, cupped hand over cheek, nose, ear, etc. Once
freezing hasoccurred do not rub or massage affected areas. When treatment hasbeen ineffective
the skin diesand becomesblack. If thisoccursdry dressingsshould be applied to the affected part.

Non-freezing cold injury —Immersion foot

Thisisaterm given to the condition when the temperature of local tissuesin the limbs(usually the
feet) remainssub-normal but above freezing for aprolonged period. It iscommonly encountered
by shipwreck survivorswho have been adrift and cold for several days. Usually the feet have been
wet and immobile, but thisinjury can occur in dry conditions. Other contributory factorsare tight
footwear and sitting still with the feet down for prolonged periods.

Diagnosis
Feet become white, numb, cold and frequently are slightly swollen. When returned to the
warmth, the feet become hot, red, swollen and excruciatingly painful.

Prevention

Every effort should be made by survivorsto keep their feet warm and dry. Shoe lacesshould be
loosened;the feet should be raised and toe and ankle exercisesencouraged several timesaday.
When possible, shoes should be removed and feet kept warm by placing them under the
armpits, but outside the clothing, of another occupant of the life-raft or boat. Alternatively,
unwanted spare clothing may be wrapped round the feet to keep them warm. Smoking should
be discouraged.

Treatment

After rescue every effort should be made to avoid rapid re-warming of the affected limbs. Care
should be taken to avoid damaging the skin or breaking blisters. Do not massage affected limbs.
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Contamination with oil

Do not clean oil off the skin (except around the mouth and eyes) until the person iswarm and
comfortable. Survivorswho have recovered from hypothermia can be taken to awarm shower
or bathroom and should have all their clothestaken off. Then their skin should be wiped with
soft cloth and strong paper towelsto remove asmuch of the oil aspossible. Injured or burned
areasshould be wiped with care or not at all. If astrong warm shower isavailable, mechanical
removal of much of the oil can be accomplished by the water jet effect. Hair shampoo will
remove oil from the hair and can be used to help remove oil from the body. Then, with time,
patience, help, and wiping, and using good toilet soap or shower gel to clean the skin, the rest
of the oil can be washed away. Solvents, scouring compounds, kerosene, and other cleanersnot
designed for skin cleaning must not be used. It is, however, all right to use jellied cleansing
agentsthat are designed for skin cleaning.

Dehydration and malnutrition

Survivorswho have been adrift for several daysmay be suffering from dehydration. If they have
been adrift for several weeksmalnutrition may also be a problem. Caution should be exercised
in trying to reverse either dehydration or malnutrition rapidly. Give sweetened fluids in
quantities which will produce a urinary output of one litre per day initially. In temperate
climatic conditions (or air-conditioned accommodation) this will usually mean an input of
about 2litresaday. If theweatheriswarm and the skin ismoist or sweaty, higher intakesmay be
permitted. Initially, a diet of nourishing liquids (sugar and water or milk or soup) will satisfy
nutritional requirements and should be given for the first two days. Then small amounts of
normal food can be given additionally. RADIO MEDICAL ADVICE should be sought. This diet
should continue until either the survivor can be transferred to care ashore or medical assistance
isgiven on board.

Problemsin the lifeboat
Vomiting

Thismay be dueto theunusual motion of the small craft (sea-sicknessisinevitablein alife raft),
orto swallowing fuel oil or sea water. It isunlikely to continue very long. After severe vomiting
the patient should lie down and be kept warm with coatsor blankets. Seasicknesstablets may
give relief if taken well before the onset of vomiting. They should be issued at the earliest
opportunity after entering alife raft.

Constipation

Action of the bowelsisnot expected when taking little or no food. No treatment isneeded for
thiscondition —in fact laxativeswill do harm.

Difficulty in urination

There may be some difficulty in passing urine and the bladder may feel uncomfortably full. In
any case, not much water will be passed when the drinking ration issmall. The urine may appear
dark in colour and thick. Thisisto be expected and need not cause alarm.

Swollen legs

Swelling of the legsisa common occurrence in the boat and continues for a few days after
rescue. The condition subsides without treatment and, by itself, isa matter of no importance
but can be partially relieved by the exercisssrecommended for immersion foot.



Care of the dying

There isno stage when nothing more can be done to help a
patient. Wemaybeunableto prevent the person from dying,
but there remains the task of ensuring that the patient is
protected from unnecessary suffering and pain, that he has
people around to care for him, and that his dignity as a
human being is preserved and respected. If the patient is
obviously dying and you believe that death isinevitable, you
should make sure that the person remains tranquil in mind
and in body during the period of dying. Comfort,
companionship, compassion, and the completerelief both of
mental and physical suffering, should be the aims. If sight
pain is present, it must be relieved by giving simple
painkillers. If the patient is suffering from severe pain then
morphineisappropriate. Morphine hasthe added benefit of
relieving anxiety. In the event of mental distress, confusion,
or behavioural problems consider sedation or tranquillisers.
Get RADIO MEDICALADVICE.

Signs of death

Never consider anyone to be dead until you and othersagree
that:

m breathing hasstopped. Listen with your ear right over the
nose and mouth. You should feel no air coming out and
should see no chest and abdominal movement. A mirror
held in front of the nose and mouth will be misted by the
moisture in the exhaled breath in life, but no misting will
occur in death.

= theheart hasstopped. No pulse will be felt and no heart
soundswill be heard. Put your ear on the left side of the
chest near the nipple and listen carefully. If you are not
sure what to listen for, listen to the left chest of aliving
person first. To test that the circulation hasstopped, tiea
piece of string tightly around afinger. In life the finger
becomesbluish, but in death it remainswhite. Sight
pressure on the finger nail or lip in life will cause the area
to become pale and when the pressure isreleased the
colour isregained. In death, thiswill not occur.

= theperson looksdead. The eyesbecome dull and the skin
pale. The pupilsare large and shining a bright light into
the eyesdoesnot make the pupilsget smaller.

While none of the signs described above are themselves
infallible, taken together there is usually little difficulty in
coming to adecision.

Mistaken death —a warning

A person who hastaken large dosesof certain drugs, usually
sedatives or tranquillisers, or who is suffering from
hypothermia may look dead, but may still be alive. Mistakes
have been made. Check carefully for shallow breathing, for a
pulse, for heart sounds, asdescribed above. If you are aware
of the possibilities for error you are less likely to make a
mistake. The circumstancessurrounding the death may help
you to decide whether drug overdose or hypothermia may
be possibilities.

CHAPTER 12

Care of the dying
Sgnsof death

Cause of death
Procedure after death
Disposal of the body

The dying and the dead



206

THE SHIP CAPTAIN'SMEDICAL GUIDE

Cause of death

It isimportant to try to establish the reasonsfor death. Causesof death can be ascribed to two
main groups:

m natural causessuch asillnesses;
m injuries, which may be accidental or non-accidental.

If the person hasbeen ill on board, recordsof the nature and progress of ilinessand of the
treatment given will have been made. These recordsshould be carefully preserved in case any
further enquiries are necessary. Smilarly, in case of injuries, the circumstances of the incident
which led to injury or injuries should be investigated and recorded. The notes made of the
investigations, together with the medical records, should be carefully preserved. It must always
be remembered that medico-legal enquiries will subsequently be necessary even when there
are, at the time, no apparent criminal or suspicious circumstances surrounding a death. If the
circumstancesof death are unusual, sudden or unknown, or if there isany suspicion of criminal
intent, there must be a post-mortem examination by a pathologist.

Procedure after death

It isusually possible to retain the body until it can be examined by a pathologist at aport. Every
effort must be made to retain and preserve the body until the next port of call can be reached.
It isvital that asmuch evidence of what happened isgathered and preserved:

m useacamerato take photographswhich mightillustrate how the death occurred, thiswill
be helpful in any investigation.

m Clothing. &rip the body of all clothing, if possible without tearing or cutting it. Make a
brief description of each article and note any initialsor nameson the garments. Any papers,
wallet, money or other articlesshould be noted on the list. Any articleswhich are wet
should be dried, but not laundered, and should then be put into plasticbags, sealed,
labelled, and kept in a safe place for handing over to the British Consul, police or other
authoritiesat the next port. When handing over clothing and other articles, check each
item against the list and get areceipt from the person to whom they are delivered. Any
other possessionsof the deceased should be treated similarly. If thereisgoing to be little
delay before reaching port, leave everything undisturbed.

= examinethebody. If it isabsolutely essential to bury the body before it isexamined by a
pathologist examine the body carefully (photographsare very helpful) and record the
following data:

= race;
= skin colour;
m approximate age;

m height —straighten out the body with the legsfully extended. Make two markson the deck,
oneinlinewith the heels, the otherin line with the top of the head. Measure and record
the distance between thelines;

m development of the body —note whether fat, thin, wasted, muscular etc.;

m inspect the head and face —record the length and colour of the hair; note the eyebrowsand
describe facial hair. The complexion should be described (for example, sunburned; pale;
florid; sallow). Record the colour of the eyesand the shape of the nose. Open mouth and
examine theteeth, noting whether they are sound, decayed, or missing. Denturesshould
be removed, cleaned and placed with the other articleskept for future examination;

m inspect the rest of the body —record all birthmarks, moles, scars, or deformitiesfrom
injuries. Note the exact position of all scarsand describe their length and width. A diagram
will help. Note whether circumcised or not. Vaccination scarsshould be noted. Tattoos
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should be described and any wordsor lettersnoted. Record the size, position, general
appearance, and colour of such tattoos. Woundsand bruisesshould be noted. You should
tryto decide whether they could explain the death. Note the exact position, depth and
dimensionsof all wounds. Describe the character of the wounds—clean cutsasfrom a knife,
orragged tears, or bullet wounds. Note any skin blackening or singeing of clothing around
the entrance bullet wound. Look for an exit wound where the bullet left the body —thisis
alwaysbigger than the entry wound. Feel under the skin for a bullet which may be lodged
there and note the position. Look carefully for signsof bruising round woundsor if there is
any escape of blood from the wound asshown by blood clots, blood staining of the
surrounding skin, by blood on the clothing or by blood in the area where the body was
found. Thiswill help to distinguish injuriescaused during life (which bleed) from those
caused after death (which do not bleed). Note also any broken bones. External signsof
disease such asboils, ulcers, varicose veins, or skin rashes, should be recorded.

= records. Remember to have all your observational notescountersigned, and to make all
appropriate entriesin the official log book.

Disposal of the body
Retention for post-mortem examination

Whenever possible a body should be retained for post-mortem examination or for burial ashore.
For the sake of the deceased person’s relatives and to preserve the body in the best possible
condition, if thereisgoing to be any delay in reaching port, thoroughly wash and dry the body all
over. Comb out and part the hair and give attention to finger nails. Sraighten the armsand legs
and interlock the fingersover the thighs. Tie the anklestogether to keep the feet perpendicular.
Empty the bladder by firm pressure over the lower abdomen. The body should then be put into a
body bag and kept in arefrigerator or cold store which will have to be set aside for the purpose.
Theaimisto storethebody at approximately 4°C, it should not be frozen. An alternative, if near
port,isto lay the naked body onice in abath and to cover the body with lotsof ice.

Burial at sea

Onlyin the most exceptional circumstances(and where thereisno suspicion of foul play) might
it be appropriate to proceed directly to dispose of the body at sea. Next of kin and/or the
seafarer’semploying company should alwaysbe consulted where possible and advice should be
sought on an appropriate commital service or procedure. For burial at sea it isnot necessary to
do more than to lay the body on a flat surface, straighten the legsand armsand interlock the
fingersover the thighs. The hair should be brushed off the forehead, the face washed, and the
jaw secured by passing abandage under the chin and over the top of the head, where it may be
tied or clipped. The body should be sewn into a shroud.

Bear in mind that the shroud needsto be made of a very strong material and weighted
sufficiently to ensure the rapid sinking and permanent submersion of the body. There should be
threeor four dlitsor openingsin the material to allow the gasesof decomposition to escape and
prevent flotation due to trapped air.

Burial should not take place in soundingsin any part of the world.

After preparation the body should be placed upon an improvised platform resting on the
ship’s side rail and a suitable trestle or other support, covered by an ensign, secured to the
inboard edge of the platform. Wooden blocksscrewed under the platform and resting against
the ship’sside rail will prevent the platform sliding outboard when the inboard end israised to
allow the body to slide from under the flag into the sea. It isvery important to ensure that the
whole operation proceeds smoothly and respectfully without unseemly mishaps. If the ship is
small and there isa heavy sea, precautions must be taken to ensure that the body will not be
prematurely lost and will not fail to drop cleanly into the sea at the right moment. This may
warrant fastening guide railson the platform. The seafarersallocated to perform the disposal
must be carefully briefed. At the words of the Committal, and on receipt of a discreet signal,
they must raise the inboard end of the platform to allow the body to slide from under the
ensigninto the sea.

Record the event in the official log book with the exact time and position of burial.
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Radio medical advice

Thisisavailable by radio telegraphy, or by direct contact with
the doctor by radio telephony from a number of portsin all
parts of the world. Details of world wide services can be
found in the Admiralty List of Radio Sgnals (ARLS) Vol 1.
Satellite telecommunications using facsimile and voice have
facilitated this direct contact. Additionally, it may, on
occasion, be obtained from other shipsin the vicinity who
have a doctor on board. In either instance it isbetter if the
exchange of information isin a language common to both
parties. Coded messages are a frequent source of
misunderstanding and should be avoided as far as possible.
However, the medical section of the International Code of
Sgnalsshould be used whenever appropriate.

Telemedicine systems are in development, exploiting
digital image handling and telecommunications technology.
As yet they are experimental, expensive and of limited
benefit, however, in the near future robust, well supported,
effective and affordable systemswill emerge.

It is very important that all the information possible is
passed on to the doctor and that all his advice and
instructions are clearly understood and fully recorded. A
comprehensive set of notesshould be ready to passonto the
doctor, preferably based on the appropriate format below
(oneisforillnesses; the other for injuries). Have a pencil and
paper available to make notes and remember to transcribe
these notes to the patient’s and to the ship’s records after
receiving them. It isa good idea to record the exchange of
information by means of a tape recorder if one isavailable.
Thismay then be played back to clarify written notes. Some
countries may not be aware of the contents of your ship’s
medical chest and it will save time and bother if you have a
list of drugs and appliances available (MSN 1726). When
contacting British or other doctorswho may be aware of the
standards required in British ships, be prepared to notify
them of the category of medical storescarried and whether
there are any deficiencies likely to affect treatment in the
particular case.

It may be necessary, under certain circumstances, to
withhold the name of the patient when obtaining medical
advice in order to preserve confidentiality. In such casesthe
patient’sname and rank may be submitted later in writing to
complete the doctor’srecords. Age, sex and ethnicorigin are
moreimportant than the patient’sname.

CHAPTER 13

Radio medical advice

Medivac service by
helicopter
Ship-to-ship transfer of
doctor or patient

Communicating with
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Information to be ready when requesting RADIO MEDICAL ADVICE

Complete the appropriate form or notes before asking for assistance. Give the relevant
information to your radio medical adviser. Get any advice you are given down in writing asyou
receiveit, and repeat back to your adviser to avoid misunderstanding.

A.In the case of iliness

1.0
1.1
1.2
1.3
1.4
1.5
1.51

1.5.2
1.5.3
1.6
2.0
2.1
2.2
2.3
2.4
25
3.0
3.1
3.2
3.3
3.4
3.5
3.6
3.7

3.8

3.9

routine particularsabout the ship
name of ship

call sign/MMSI/INMARSAT number
date and time (GMT)

position, course, speed

last port of call

port of destinationis............
andis............ hours/daysaway

andis............ hours/daysaway
other possibleportis............
andis............ hours/daysaway
local weather (if relevant)

routine particularsabout the patient
name of casualty (optional)
ethnicorigin

rank

job on board (occupation)

age

particularsof theillness

when did theillnessfirst begin?

how did theillnessbegin (suddenly,
slowly, ... )?

what did the patient first complain of ?
list all hiscomplaintsand symptoms
describe the course of hispresent
illnessfrom the beginning to the
present time

give any important past ilinesses/
injuries’operations

give particularsof known illnesses
which runin the family (family history)
describe any social pursuitsor
occupationswhich may be important
(social and occupational history)

list all medicines/tablets/drugswhich
the patient wastaking before the
present ilinessbegan and give the
dose(s) and how often taken

(see 6.1 below)

3.10
3.11

4.0
41
42
43

44

4.5

5.0
5.1
5.2

6.0
6.1

6.2

7.0
71
7.2

8.0

9.0

list any known allergies
hasthe patient been taking any
alcohol or do you think heison drugs?

resultsof examination of theill person
temperature, pulse and respiration
describe the general appearance of
the patient

describe the appearance of the
affected parts

what do you find on examination of
the affected parts(swelling,
tenderness, lack of movement, and so
on)?

what testshave you done and with
what result (urine, other)?

diagnosis

what do you think the diagnosisis?
what other illnesseshave you
considered (the differential
diagnosis)?

treatment

list ALLthe medicines/tablets/drugs
which the patient hastaken or been
given since theillnessbegan and
give the dose(s) and the timesgiven
or how often given (see 3.9 above).
Do not use the term ‘standard
antibiotictreatment’. Name the
antibioticgiven.

how hasthe patient responded to
the treatment given?

problems

what problemsare worrying you now?
what do you think you need to be
advised on?

other comments

commentsby the radio doctor
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B. In the case of injury 3.9 if helost consciousness, describe when,
1.0 routine particularsabout the ship or how long, and the depth of
1.1 name of ship unconsciousness. Use AVPA (see
Chapter 4) or GCS

1.2 call sgn/MMS/INMARSARnumber

1.3 dateandtime (GMT)

1.4 course, speed, position

1.5 last port of call

1.5.1 port of destinationis............
andis ............ hours/daysaway

1.5.2 nearestportis............

4.0 resultsof examination

4.1 temperature, pulse and respiration

4.2 describe the general condition of the
patient

4.3 list what you believeto be the
patient’sinjuriesin order of

. aT: |rs ...... b| hc;;lirs/daysaway importance and severity
-3 OInerpossbleportis............ 4.4 did the patient lose any blood? If so,
andis............ hours/daysaway

how much?
4.5 what testshave you done and with
what result (urine, other)?

1.6 local weather (if relevant)

2.0 routineparticularsabout the patient

241 namg of (l:a'sualty (optional) 5.0 treatment

2.2 ethnicorigin 5.1 describe the first-aid and other

2.3 rank treatment which you have carried out

2.4 jobonboard (occupation) since the injuriesoccurred

2.5 age 5.2 list ALLthe medicines/tablets/drugs
which the patient hastaken or been

3.0 history of theinjuries given, and give the dose(s) and the

3.1 exactly how did theinjuriesarise? timesgiven or how often given. Do

not use the term ‘standard antibiotic

3.2 how long ago wasthat? ; AR
treatment’. Name the antibioticgiven

3.3 what doesthe patient complain of?
(list the complaintsin order of

importance or severity) 5.3 how hasthe patient responded to the
3.4 giveimportant past illnesses injuries/ treatment?
operations
3.5 list ALLmedicinestablets/drugswhich 6.0 problems
the patient wastaking before the 6.1 what problemsare worrying you now ?
present injury (injuries) and give doses 6.2 what do you think you need to be
and how often taken advised on
3.6 list any known allergies
3.7 hasthe patient been taking any 7.0 othercomments

alcohol or do you think heison drugs?

3.8 doesthe patient remember everything 8.0 commentsby the radio doctor
that happened, or did he lose
consciousnesseven for ashort time?

Medivac service by helicopter

Do not ask for a helicopter unlessthe patient isin a serioussituation and never for trivial iliness
or for your convenience. Remember that, apart from the expense of helicopter evacuation, the
pilot and crew often risk their livesto render assistance to shipsat sea and their servicesshould
be used only in agenuine emergency.

The normal procedure isasfollows.

Contact the coast radio station (detailsin ARLS Vol 1), ask for medical advice and they will
normally transfer your call to adoctor. Givethedoctor all theinformation you can so that he can
make an assessment of the seriousness of the situation. He will normally give advice on
immediate care of the patient. After the link call isover, the doctor will advise the Search and
Rescue (SAR) authority on the best method of evacuation and, should helicopter evacuation be
thought desirable, the SAR authority will make the necessary arrangements and will keep in
touch with the ship.
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Do not expect a helicopter to appear right away. There are certain operational mattersto
consider and although the service isalwaysmanned, delay may ensue. Remember that the range
of ahelicopterislimited, depending on the typein service, and you may be asked to rendezvous
nearer land. In bad weather and at extreme rangesit may be necessary to arrange for another
aircraft to overfly and escort the helicopter for safety reasonsand thisaircraft may have to be
brought from another base. Arrangementsmay have to be made for arefuelling stop to be made
at say an oil rig so that the helicopter can make the pickup and then fly back without further stops.

All thistakestime, and, asit isdone with the utmost efficiency, do not keep calling to ask
where the helicopter is.

More detailed information is available from the Merchant Ship Search and Rescue Manual
(MERSAR) or Volume 3 of the International Aeronautical and Maritime Search and Rescue
Manual (IAMSAR).

When helicopter evacuation isdecided upon:

m |tisessential that the ship’sposition should be given to the rescuersasaccurately as
possible. A fix plusthe bearing (magneticor true) and distance from a fixed object, like a
headland or lighthouse, should be given if possible. The type of ship and colour of hull
should be included if time allows.

= Givedetailsof your patient’scondition and report any change in it immediately. Detailsof
hismobility are especially important ashe may require to be lifted by stretcher.

= Inform the bridge and engine room watches. A person who iscapable of communicating
correctly and efficiently by radio should be nominated to communicate with the helicopter.

m Helicoptersare fitted with VHFand/or UHF RT. They cannot normally work on the MF
frequencies, although certain large helicopterscan communicate on 2,182 kHz MF If direct
communication between the ship and the assisting helicopter cannot be effected on either
VHFor 2,182 kHz, it may be possible to do so via alifeboat if oneisin the vicinity.
Alternatively a message may be passed via a Coast Radio Sation or Rescue Co-ordination
Centre (RCC) on 2,182 kHz, or on VHF.

m Passenger shipsare required to carry radio equipment operating on the aeronautical
frequencies 121. SM\Hz and 123.1 MHz. These frequenciesare reserved for distressand
urgency purposesand can be used to communicate with the helicopter.

m The ship must be on a steady course giving minimum ship motion. Relative wind should be
maintained asfollows:

For helicopter operating area
+ Aft—30° on Port Bow.

+ Midships—30° on Starboard Bow.
+ Forward —300 on Starboard Quarter.

If this is not possible the ship should remain stationary head to wind, or follow the
instructionsof the helicopter crew.

m Anindication of relative wind direction should be given. Hagsand pennantsare suitable
for thispurpose. Smoke from a galley funnel may also give an indication of the wind but in
all caseswhere any funnel ismaking exhaust, the wind must be at least two pointsoff the
port bow.

m Clear aslarge an area of deck (or covered hatchway) aspossible and mark the areawith a
large letter ‘H’ in white. Whip or wire aerialsin and around the area should, if at all
possible, be struck.

m Allloose articlesmust be securely tied down or removed from the transfer area. The
downwash from the helicopter’srotor will easily lift unsecured covers, tarpaulins, hoses,
rope and gash etc., thereby presenting a severe flying hazard. Even small piecesof paper
if sucked into a helicopter engine, can cause the helicopter to crash.

m Fromthe air, especially if there isalot of shipping in the area, it isdifficult for the pilot of
ahelicopter to pick out the particular ship heislooking for from the many in sight, unless
that ship usesa distinctive distresssignal which can be clearly seen by him. One such signal
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isthe orange coloured smoke signal carried in the lifeboats. Thisisvery distinct from the air.
A well trained Aldislamp can also be seen, except in very bright sunlight when the lifeboat
heliograph could be used. The display of these signalswill save valuable time in the
helicopter locating the casualty, and may mean all the difference between successand
failure.

= Onno account must the winch wire be allowed to foul any part of the ship or rigging, or
the helicopter be made fast to the ship.

m Thewinch wire should be handled only by personnel wearing rubber gloves. A helicopter
can build up acharge of staticelectricity which, if discharged through a person handling
the winch wire, can kill or cause severe injury. The helicopter crew will normally discharge
the staticelectricity before commencing the operation by dipping the winch wirein the sea
or allowing the hook to touch the ship’sdeck. However, under some conditionssufficient
staticelectricity can build up during the operation to give unprotected personnel a severe
shock.

= When co-operating with helicoptersin SARoperations, shipsshould not attempt to provide
alee whilst helicoptersare engaged in winching operationsasthistendsto create
turbulence.

m Thesurvivorisplaced in the stretcher, strapped in such amanner that it isimpossible for
him to slip or fall out, and both stretcher and crewman are winched up into the helicopter.
If the patient isalready in a Neil-Robertson type stretcher thiscan either be lifted straight
into the aircraft or placed in therigid frame stretcher.

= At alltimesobey theinstructionsof the helicopter crew. They have the expertise to do this
job quickly and efficiently.

Preparation of the patient for evacuation:

m Placein aplasticenvelope the patient’smedical records (if any) together with any necessary
papers(including passport), so that they can be sent with him.

= Addtothe medical record, in the envelope, notesof any treatment given to the patient.
Seethat heistagged if morphine hasbeen given to him.

= [f possible ensure that your patient iswearing alifejacket before heismovedto the
stretcher.

Ship-to-ship transfer of doctor or patient

Thisis a ssamanship problem which demands high standards of competence for its safe and
efficient performance. There should be no need to advise professional ssamen concerning this
operation, but thisguide may occasionally be in the handsof yachtsmen or small craft operators
towhom afew remindersmay be appropriate.

A very large tanker or other ship under way at sea may require 30 minutesor more to bring
her main propulsion machinery to stand-by, so use your daylight signalling apparatusor VHF as
soon aspossible. Loaded, large tankersrequire several milesto take off their headway and are
difficult to manoeuvre close to small craft.

Light (unloaded) ships of any type and high-sided passenger ships will make considerable
leeway when stopped and must be approached with caution. Some shipsmay haveto turn their
propellersvery slowly during the operation.

Keep clear of the overhang of bows or stern, especially if there is any sea running. Also
beware of any permanent fendering fitted at sides. The general rule isthat the ship with the
higher freeboard will provide illumination and facilitiesfor boarding and will indicate the best
position.

Do not linger alongside for any reason; assoon asthe operation iscompleted use full power
to get your craft clear. There may be a suction effect that will hold you alongside and which may
be dangerousif you do not use full power. For your own safety, make sure you are seen and your
actionsare communicated to the Master of the larger ship and act promptly on hisinstructions.

See section above: ‘Preparation of the patient for evacuation’
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Communicating with doctors

Asamatter of courtesy aswell asof information, aletter or form should alwaysbe sent with any
patient who is going to see a doctor. The crew member will be a stranger to the doctor and
there may be a language difficulty. A written communication in a foreign language is often
easier to understand than a spoken one. The letter should include routine particularsabout the
crew member (name, date of birth) and about the ship (name of ship, port, name of agent,
owner). The medical content of the letter should follow a systematicapproach and should give
the doctor a synopsis of all that isknown about the person which may be relevant, including
copiesof any information from doctorsin previousports. Thisiswhy the use of a form for this
purpose isparticularly valuable because the doctor can then be requested to write back to the
Master ontheform.
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ANNEX |
Anatomy and physiology

To provide adequate medical care on board ship there isno
need to have a detailed knowledge of anatomy (structure of
the body) or of physiology (function of bodily systems).
Nevertheless the information provided in this Annex could
be useful when examining a patient or obtaining and acting
on radio medical advice.

The principal bonesof the skeleton and the main muscles
of the body are illustrated in Figuresl.1 and I.2. The position
of the organsin the chest and abdomen isdepicted in Plates14
and 15.

The bone structure

The skeleton, which condistsof bonesand cartilages, provides
arigid framework. The separate bonesand cartilagesare held
together firmly at the joints by strong bands of connective
tissue (the ligaments). Each boneisenveloped in avery tough
adherent sheath of fibroustissue. Between the sheath and
the bone surface is a layer of bone-forming cells which can
produce new bonein the event of afracture.

The shaft of a typical long bone hasa thick wall of dense
bone which formsahollow cylinder enclosing a central canal
containing bone marrow. At each end the shaft isexpanded
to make the joint surface. These surfaces are covered by a
smooth layer of cartilage to permit movements without
causing friction.

Voluntary muscles

These form the bulk of the fleshy partsof the body. They are
fixed to the bones by blending with the sheaths of fibrous
tissue surrounding the bones. Some are attached directlyto a
wide area of bone surface but otherstaper to form a strong
cord (tendon or leader) which isattached at a specific place
on a bone. Muscles, and especially those of the limbs, are
arranged in two opposing groups. Contraction of one group
in response to an impulse through the nerve supply must be
accompanied by simultaneous relaxation of the opposing
group, or movement will not take place. These movements
are under consciouscontrol.

Involuntary muscles

These are found in the stomach and intestines, in the heart
and blood vessels, and also in other internal organs of the
body. They continue to work throughout life as part of
natural body function outside the control of personal will.
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Circulatory system
Blood

The body containsabout 5 litres of blood which consists
basically of four constituents: plasma; red cells; white
cells; and platelet cells.

The plasma is the liquid component of the blood
which circulates to all the tissue cells throughout the
body. It distributes food, water, salts and heat and
collectswaste productswhich are subsequently excreted.

The red cells predominate and give the blood its
colour. This colour is derived from a complex iron
compound (haemoglobin) which is the main oxygen
carrier.

The white cells give protection against infection by
attacking and killing bacteria and also by producing
substanceswhich are necessary for building up resistance
to further infections.

The main purpose of plateletsisto assist in the blood
clotting mechanism.

The heart and blood vessels

The heart isathick-walled muscular pump about the size
of aclenched fist. It isdivided in the mid line into two sides
which do not communicate. Each side has an upper and
lower chamber which communicate through a main heart
valve. The separate chambersare each served by a major
blood vessel that either bringsblood to the chamber or
carriesit away. See Plate 15.

The right side receives venous blood which, having
been circulated around the body, hasgiven up itsoxygen
and collected carbon dioxide. This blood is pumped
through the lungs where it is replenished with oxygen
and discards the carbon dioxide. As purified blood, it
returns to the left side to be pumped through the
arteriesto all partsof the body.

The blood vessels form a closed system of tubes. The
arteries,which haveto takethefull force of the pumping
pressure, have thick walls containing muscle fibres and
elastic tissue. Each heart beat widens the bore of the
arteries to accommodate the surge of blood. Between
beatsthe boreisreturned to normal by the action of the
muscle fibres and elastic tissue. Where an artery runs
close to the body surface, the changing pressurescan be
felt asapulse.

The arteries penetrate to all parts of the body,
dividing and sub-dividing until they narrow to form very
thin-walled vessels (capillaries). The capillariesthen join
with the venousnetwork which returnsthe blood to the
heart (Figure 1.2). The size of veins increases until the
heart isreached.

The capillary system isvital to thelife of all tissues. The
thin capillary vessel wall allows nutrients, oxygen, heat
and beneficial chemical substance to enter the cellsand,
most important, waste productsto be passed out into the
blood.

Intestines

Trunk

Legs

Figure I.1 The heart and the various
circulations, diagrammatic

Artery

Capillary
network

Figure 1.2 Capillaries
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Figure 1.3 Lungs, bronchi, and alveoli

Breathing system

Everytimeabreathistakenin,theair (20% oxygen) passesthrough the nose or mouth and then
past thelarynx or voice boxinto the windpipe (trachea) which isabout 12.5cm long. At itslower
end the windpipe dividesinto two main tubescalled bronchi (Figure 1.3).

The main air passage in each lung (the bronchus) dividesinto successively smaller branches
which carry inhaled air to all parts of the lung. Each small branch terminates by forming a
cluster of very tiny air sacs (the alveoli). A fine network of blood vesselscoversthe surface of
every air sac thereby permitting gas exchange by diffusion. Oxygen from the inspired air
passes through the thin tissues to combine with the haemoglobin of the red blood cells.
Waste gases, mainly carbon-dioxide, pass from blood into the air sacs and are expelled on
breathing out.

Haemoglobin + Oxygen = Oxyhaemoglobin
(purple red colour) (bright red colour of normal blood)

Whenever the blood isinsufficiently oxygenated, asin pneumonia, the purplered hue of the
blood showsasabluetinge of thelips.

Each lung iscovered by a lubricated lining called the pleura. The inner side of the chest wall
isalso covered by a similar lining. These two layersof pleura are in contact and slide smoothly
over one another during breathing.

The act of breathing ismainly due to the diaphragm moving up and down. The diaphragm
isalarge dome-shaped muscle which separatesthe chest from the abdominal cavity. When
the diaphragm muscle contracts, its dome becomes flattened and draws down the lungs,
causing air to enter them; when it relaxes the lungs become smaller and the air in them is
expelled. The muscles of the abdomen also help in breathing. When they tighten up, they
pressthe abdominal contentsup against the diaphragm and help in expelling air from the
lungs; when they relax, they assist the diaphragm in drawing down the lungsasbreathing in
takesplace.

The normal rate of breathing at rest is 16-18 times a minute. This rate increases
considerably with exertion and also with certain diseases, especially those affecting the heart
and lungs.
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Digestive system

The abdomenisa cavity shut off from the chest by the diaphragm. The cavity islined by a sheath
of membrane (the peritoneum) which also enfoldssome of the abdominal organs. The sheath
secretesfluid which keepsthe abdominal contentsmoist and preventsfriction.

The digestive tract

Thisis a passage consisting of the gullet (oesophagus), the stomach, the small intestine, the
largeintestine, the rectum and the anus.

The gullet isa straight muscular tube which joinsthe throat to the stomach. It passesdown
through the back of the chest cavity and goesthrough an opening in the diaphragm to connect
with the upper part of the stomach.

The stomach isa Jshaped pouch. It enlargeswhen food or liquid isconsumed. The lower part
of the stomach isnarrow where it joinswith the first part (duodenum) of the small intestine.

The small intestine is a narrow-bore coiled tube, roughly 7.5 metreslong, which occupies
most of the central part of the abdominal cavity. The internal surface of the wall bearsa large
number of very small foldswhich project inwardsto increase the surface area in contact with
the contentsof theintestine. The small intestine joinswith thelarge intestinein the right lower
quarter of the abdomen.

The large intestine isa wide-bore tube, roughly 1.5 metreslong, which archesupwardsand
acrossthe abdominal cavity before descending the left side to join with the rectum.

Therectum isroughly 150 mm long and iscontinuousat itslower end with the very short anal
canal which opensto the exterior.

The digestive process

Digestion isthe physical and chemical breakdown of food into useful productswhich are then
absorbed by the capillariesof the blood vessels serving the gut. The unwanted residue of food
isexcreted asfaeces.

The digestive tract walls contain involuntary muscle which by contractions moves the
contentsthrough the entire length until they reach the rectum where they are stored asfaeces
prior to evacuation. At certain placessuch asthe entrance and exit to the stomach and at the
anus, circular bands of muscle capable of constriction (sphincters) act as valvesto shut off the
flow.

The physical breakdown of food isaccomplished by chewing, by the churning actionsof the
gut and by the addition of special digestive juicesto the food. Thisbeginsin the mouth when
food ismixed with saliva which containsenzymes. In the stomach, acid gastricjuice issecreted
by the stomach wallsand actson the food which may beretained there for several hoursbefore
passing through the duodenum. Small ductsfrom the bile system of the liver and also from the
pancreas open into the duodenum. These ducts provide juices which are partly designed to
neutralise the acid from the stomach juice and thus allow the enzymes secreted by the
duodenal wallsto act more efficiently. The churning of the gut then ensuresa thorough mixing
of food and digestive juices throughout the length of the small intestine where most of the
chemical breakdown takes place. The main functions of the large intestine are to re-absorb
water from the food residue and to reduce the bulk of the faeces.

The liver

The abdominal veinsdrain into the liver and carry to it the useful products which have been
absorbed during the digestive process. One of the main liver functionsisto act asa chemical
factory which processesthese productsinto substancesnecessary for nutrition.
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Urinary system

The kidneysare located at the back of the upper part of the abdominal cavity, one on each side
of the spine (see Plate 14). They are embedded in fat to cushion them from injury.

The main kidney function isto remove water and certain harmful waste productsfrom the
blood and, by this filtering process, to form urine. They control total body water and the
concentration of variouschemical substancesin the blood. The kidneysalso play an important
part in maintaining a steady level of blood pressure.

The urine is carried downward from the kidneys to the urinary bladder by tubes of small
calibre (the ureters); one tube for each kidney. The urinary bladder isa muscular bag situated in
the front part of the cavity formed by the pelvic bones. The bladder acts as a reservoir where
urine collects until it is expelled by voluntary muscular contractions through a tube (the
urethra) which leavesfrom the bladder base.

The male urethra measures 18 to 20 cm from the bladder to the external opening at the end
of the penis. A knowledge of thislength isimportant when passing a catheter. The female
urethraismuch shorter, being about 4 cmin length. It runsembedded in the upper vaginal wall
to the external opening just above the vaginal orifice.

Nervoussystem

Cerebro-spinal nervous system

Thisconsistsof the brain, spinal cord and the associated nerves. The brain isin the cavity of the
skull. It isthe co-ordinating centre for the nervous system, processing incoming information
from nervesconcerned with sight, smell, taste, hearing, sensation etc. and controlling various
partsof the body, particularly muscles by way of out going (motor nerves). Higher functions
include intellect, memory, personality etc.

The spinal cord emerges from the base of the brain and leaves the skull into the bony
vertebral canal. It is protected by vertebrae throughout its length, and nerves emerge at
regular intervals. These nervescontrol musclesand transmit sensation back through the spinal
columnto thebrain.

Sympatheticnervous system

Thisisafine network of nervesnot under direct voluntary control influencing the function of
variousorgans, especially gut, bladder, blood vesselsand heart.

Skin
Thisprotectsand coversthe body. It consistsof two layers. The outer layer ishard and contains
no blood vesselsor nerves. Thisouter layer protectsthe inner layer, where there are sensitive
nerve endingsnumeroussweat glandsand the rootsof the hair.

Sweat consists of water, salt and some impurities from the blood. The evaporation of the
sweat coolsthe body, and helpsto regulate itstemperature.
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ANNEXII
Anatomical drawings

FRONT VIEW OF SKELETON
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Figure I.1 The skeleton (front)
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BACK VIEW OF SKELETON
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Figure 1.2 The skeleton (rear)
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Figure 1.3 Main voluntary muscles(front)
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ABCstatus 76
Abdomen
Examination 142
Organs 224-5
Abdominal emergencies 142-3
Abdominal pain or discomfort
Appendicitis 1434
Blast injury 40
Bleeding, internal 22
Chemicals, ingestion 46-7
Cholera 100
Colicky, causes 144-5
Cyanide poisoning 48
Entericfever 102
Glandular fever 103
Minor abdominal conditions 137
Pelvicinflammatory disease 123
Peritonitis 150
Severe 138-9
Spasmodic 137
Yellow fever 115
Abdominal tenderness 139, 141
Abortion 140-1
Abrasions 69
Abscesses 172-3
Aching, of body generally
Malaria 105-7
Poliomyelitis 110
Acquired immuno deficiency
syndrome (AIDS) 124
Acute gastroenteritis 146
Acutered eye 1634
Adhesive skin closures 71
Adrenaline 181
Aedesmosquitoes 101
Alcohol 46
abuse 64,179-80
Allergy
Lesser reactions 181
Major reaction 181
Alveoli 217
Amitriptylline 46
Ammoniavapour 48
Amoebicdysentery 59, 147
Anaemia 182
Anal discomfort
fissure 143
itching (pruritus) 143
Anatomy 215-19
Drawings 220-5
Anginapectoris 128, 1301
Animal bites 1701
Ankle fracture 31
Anorexianervosa 193
Ant sting 172
Anthrax 98
Antibiotictreatment
Barber’srash (sycosisbarbae) 174
Boils,hand 190
Burns 82
Chest injuries 39
Diphtheria 101
Eye ointment 78-80
Face/mouth wounds 82
Hand infection 173
Impetigo 176
Internal injuries 74

Kneecap fracture 30-1
Lymphangitis 186
Open fracture, fingers 26
Paronychia 174
Rat bites 170
Wounds 73
Antihistamines, side effects 181,
184
Antiseptic 91
Anusol 143,147
Anxiety 159
Appendicitis 138-9, 142,1734
Pain shifting 152
Artery 216
Artificial respiration
Allergicreactions 181
Coronary thrombosis 129
Inhaled poisons 46
Lung (blast) injury 40
Overdose 47
Quffocation 18
Survivors, after hypothermia 202
Unconsciouspatient 15-16
Asphyxia 18
Aspirin
Coronary thrombosis 129
Overdose 47
Urticaria 178
Astemizole 178
Allergicreaction 181
Asthma 54, 1334, 181
Astringents 46
Athlete’sfoot 175
A.V.PU. score 76-7

Baby
Deformity or death 200
Not breathing after delivery 200
Presentation, births 200
Bacillary dysentery 147
Acute 59
Backache 94,168-9
Denguefever 101
Painful period 193
Plague 109
Poliomyelitis 114
Yellow fever 115
Bacteria 95
Bacterial vaginosis 122-3
Balanitis 117
Balanoposthitis 118
Bandages 7-11
Barber’'srash 174
Bed
Baths 56
Feeding patients 56
Sores 57
Beesting 172
Bell’spalsy 160
Benzoicacid 1756
Betamethasone 1912
Biliary colic 1301, 138-9, 145
Bites 69
Animal 170-1
Shake 170-7
Black eye 79
Bladder/kidney inflammation 155-6
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Blast injuries 3940
Abdomen 40
Head 39
Lungs 3940
Bleaching solutions 48
Bleeding
External 20-1
Internal 22
Abdomen (blast injuries) 40
Fractures 27
High bone shaft fracture 30
Pelvisfracture 36
Severe 14
Wound 71
Bleeding pepticulcers 151
Blisters 83
Anthrax 98
Chickenpox (varicella) 99
Blood 216
Coughingup 22
Transfusion 22
Vomiting 22
Blood pressure, high 132
Blood vessels 216
Boils 172-3
Hands/fingers 190
Bone structure 215
Boredom 94
Bovine spongiform encephalopathy
(BSE) 95
Bowel
movement 58
sounds 142-3
Brain 219
Compression 64
Concussion 64
Breathing difficulties 61
Breathing systems 217
Bronchi 217
Bronchitis 46, 60
Acute 134-5
Chronic 135
Measles 107
Buboes 109, 119-20, 129
Burial at sea 207
Burns
Chemical 17
Eye 80
Classification 82
Electrical 17
Auid loss 82
Heat 17
Rule of nines 82-3
Special 83
Treatment 82-3

Calamine lotion 99,101,107,177
Shingles(herpeszoster) 178

Cap 195

Capillaries 216

Carbolicacid 48

Carbon dioxide poisoning 46

Carbon monoxide poisoning 46, 48

Carbonicacid gas 48

Carbuncles 172-3

Caries 165

Carrier 96

Index
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Catering staff, personal hygiene 90
Catheterisation, male 156-8
Cellulitis 99, 172-3
Centipedes 172
Cerebro-spinal fluid, leakage 75
Chalazion 163
Chancre 120
Chancroid 117,119-20
Chaps 175
Charcoal, oral 47
Chemical splashes 17
Chest compression 16
Allergicreaction 181
Baby not breathing after delivery 200
Coronary thrombosis 129
Chest injuries 38-9
Chest organs 224-5
Chest pain 128,135
Associated signs 130-1
Chickenpox 99
Chilblains 175
Childinsidewomb 197
Childbirth 197-200
Chlamydia 117
Chlamydial lymphogranuloma 117,121
Chlorhexidine gluconate 20%
(HIBISCRUB) 189
Chlorinated lime 86-7
Chlorine 45
Compound 86
Chloroquine 106-7
Chlorpromazine 158-9
Delirium tremens 180
Choking 18
Cholecystitis 130-1, 145-6
Cholera 59, 88,100, 146
Chostochondritis 136
Cimetidine 150
Ciprofloxacin 102
After delivery 199
Bacillary dysentery 147
Bronchitis 135
Cholecystitis 146
Genital ulcers 119
Otitismedia 162
Urethritis 118
Circulatory collapse 19-20
Circulatory system 216
Cleanliness 69
On board ships 90
Clove oil 165-6
Codeine phosphate
Backache 168
Boilinthe ear 162
Coronary thrombosis 129
Gout 168-9
Head injury 77
Meningitis 108
Twisted testicle 154
Urticaria 178
Coil 195
Cold inthe chest 134
Colds 95
Collapsed lung 137
Collar bone fracture 28
Common cold 182
Virus 85

Communicability period 96
Communicable diseases 95-115
Infectiousagents 95
Management, general rules 97
Symptomsand signs 96
Termsused 96
Transmission modes 95-6
Composite temperature 94
Compression of brain 75
Compression test, pelvisfracture 36
Concussion 77
Condom 126,195
Conjunctivitis 160, 1634
Consciousnesslevel 74
Constipation 204
Contact 96
Contraception 195
Contraceptive pill 195
Convulsions 19,48
Head injury 76
Corneal abrasion 79
Coronary arteries 128
Coronary thrombosis 128-31
Crepitus 191
Cresol 48
Creutzfeld Jacob disease 95
Crush injuries 25
Hand 30
Crutch bandage 10
Curlyweed rash 192
Cyanide 48
Cystitis 1401, 155-6

Dapsone 106
Death
Cause of 206
Disposal of the body 207
Mistaken 205
Procedure after 206-7
Sgns 205
Dehydration 61-2
Alcoholic 179-80
Cholera 100
Survivors 204
Delirium tremens 180
Deltoid muscle, intramuscular
injection 66
Dengue fever 101
Dental abscess 160
Dental injuries 81-2
Dental pain 165
Deodorant 91
Depression 158-9
Dermatitis 175, 181
Dhobieitch 175-6
Diabetesmellitus 118,173
Treatment 182-3
Diabeticcoma 64, 182-3
Diaphragm 126,217
Diarrhoea 61, 138, 140, 142, 146
Acute gastroenteritis 146
Anthrax 98
Cholera 100
Diazepam 19, 46
Anginapectoris 128
Anxiety without depression 159
Burns 82

Herniarupture 148
High blood pressure 132
Paroxysmal tachycardia 129
Prickly heat 177
Rectal 76
Shake bites 170
Diet, balanced see also Food 89
Diclofenac 133,191
Rheumaticfever 169
Digestion 218
Digestive system 218
Diphtheria 101
Diseases
Causesand prevention 85
Communicable 95-115
Disinfectant poisoning 48
Disinfection at the end of illness 91-2
Disinfestation 91
Dislocations 37,84
Doctor(s)
Communication 214
Ship-to-ship transfer 213
Dogger Bankitch 192
Doxycycline 100,110, 114
Chancroid 120
Chlamydial lymphogranuloma 121
Genital ulcers 119
Granulomainguinale 122
Pelvicinflammatory disease 123
Snusitis 165
Syphilis 121
Twisted testicle 154
Urethritis 118
Vaginal discharge 123
Dressings 7
Drug abuse 1834
Drunkenness 179
Duodenal ulcer 150-1
Perforated 144
Duodenum 218
Dying, care of 205
Dysentery 90

Ear(s)
Boil 162
Examination 161
Foreign bodies 81
Infection
Middle 162-3
Outer 1612
Internal 81
Parts 161
Wax 161
Ectopicpregnancy 123, 140-1, 145,
194
Eczema 181
Elbow fractures 28
Electrocution 17
Entericfever 95,102, 146
Epilepsy 64
Fits 19
Ergometrine 194, 198-9
Erysipelas 99
Erythromycin 114
After delivery 199
Appendicitis 144
Bronchitis 195



Chlamydial lymphogranuloma 121

Otitismedia 162

Snusitis 165

Syphilis 121

Exercise 94
Eye 163

Anatomy 78

Bandage 11

Chemical contact 47

Deep inflammation 164

Diagram 78

Examination 78-9

Fre extinguisher powder,damage 17

Injuries 78-81
Arceyes(Welder’sflash) 80
Chemical burns 80
Corneal abrasions 79
Eyeball wounds 80
Eyelid wounds 80
Foreign bodies 79

Facial paralysis 100
Faeces
Examination 58-9
Abnormalities 58-9
Certain diseases effects 59
Testing 195
Fainting 64
Fansidar 106-7
Female sexual organs 193
Femidom 195
Fenol oils 48
Fever 53
Anthrax 98
Chickenpox (varicella) 99
Malaria 106
Meningitis 107
Scarlet fever 112
Fibrositis 169-70
Filariasis 95
Finger
Dislocation 84
Fractures 29
Infections 189-90
First aid
General assessment 6
General principles 5
Kit 14
Priorities 5
Fish hook, removal 192
Fish poisoning (erysipeloid) skin
disease 192
Fishermen’sconjunctivitis 191
Fishermen’stenosynovitis 191
Fits, head injury 76
see also Convulsions
Ries 85
Fuconazole 118,123
Fuid balance 61-2
Fuid retention 187
Fuidsby rectum 22,62, 150
Fuorescein 80
Food
Bacteria 89-90
Canned 89
Contamination 89
Fruit 89

Poisoning 146

Vegetables 89
Foot

Bandage 10

Fractures 32
Forearm fractures 29
Fractures 26-36

Circulation 27

Closed 26

Immobilisation 27

Open 26

Sress 26

Treatment

General 27
Principles 26—7

Freon 49
Frostbite 94,203
Frusemide

Coronary thrombosis 129

Heart disease, oedema 187
Fungi 95

Gallstone 138-9

Colic 145
Gastriculcer 150
Genital

herpes 117,120

itching 195

ulcers 119

warts 117,123
Germaliods 147
German measles 103
Gingivitis 160, 165
Glandular fever 103, 167, 180
Glasgow Coma Scale 74
Glyceryl trinitrate 128
Gonorrhoea 85,95,117,122

Complication 153
Gout 168-9
Gouty arthritis 168-9
Grand mal 19
Granulomainguinale 117,122
Grazes 69
Guardia 95
Guedel airway 63,65, 83
Gullet 218,224
Gum(s) ulcers 166

Haddock rash 191
Haematoma 22
Haemiplegia 160
Haemoglobin 216

Oxygen carrying capacity 217

Haemorrhoids see also Piles 58, 143,

147-8
Bleeding 148
Hand
Cuts 191
Infections 173, 189-90
Tendons 189
Hand bones, fractures 29
Hangover 180
Hay fever 184
Head injuries 37

Assessment of the patient 74-5

Communication 76-7
Minor 77

INDEX

Pain relief 77

Serious 75-6

Sgns 756
Head and scalp bandage 11
Headache

Cellulitis 173

Hangover 180

Head injuries 76

Seasickness 188

Tension 164
Heart 216,224

Pain 128
Heartburn 130-1, 150
Heat illness, prevention 934
Heel bone fracture 31
Heimlich sign (choking) 18
Helicopters 21113
Hematomascalp 77
Hepatitis 97,104

B 117
Hernia

Inguinal 148

Rupture 148

Srangulation 148-9, 155
Herpeszoster see Shingles 178
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High-test calcium hypochlorite 87

Hip bandage 10
Hookworm 95
Hornet sting 172

Human immunodeficiency virus (HIV)

117,124-5
Hydrocoela 154

Hydrocortisone (1%) ointment 175,192

Hydrogen 46
Hyoscine hydrobromide 188
Hyperbaricoxygen therapy 48
Hyperpyrexia 52, 184-5
Hypertension 132
Hypothermia 17,583, 94,2012

Causes 201

Diagnosis 201-2

Treatment 202

Ibuprofen 191
Immersion foot 203
Immunisation 98
Entericfever-typhoid 102
Poliomyelitis 110
Tetanus 112
Impetigo 176
Incontinence 58
Incubation period 96
Indigestion 137
Acute 138-9
Infectiousmononucleosis

see Communicable diseases 103

Influenza 95, 104
Inguinal hernia 118
Inhaled poisons 45-6
Injections

Flling asyringe 66-7

Intramuscular 66

Subcutaneous 66
Insecticides 91
Insulin 183

coma 182-3
Internal injuries 74
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Intestinal colic 138-9, 149
Intestinal obstruction 140-1,
149
Intestine 218,224-5
Intra-uterine (coil) device 123
Involuntary muscles 215
Isolation 92
Period 46

Jarisch-Herxheimer reaction 119,
121

Jaundice 149
Gallstone colic 145
Glandular fever 103
Hepatitis 104
Yellow fever 115

Jaw fracture 32,812
Muscle spasm 92

Jellyfish 171

Jumbo wrist 191

Kidney(s) 219,225
Stones 138-9
Kneecap
Bandage 10
Fracture 30-1
Kuru 95

Labour
After delivery 199
Birth 198-9
Onset 194,198
Preparations 198
Problemsduring 200
Sages 197
Subsequent management 179
Lacerations 69
Laerdal Pocket Mask 46
Laryngitis 167
Laxative, after delivery 199
Legionnaires disease 85
Legs, fractures 32
Lice
Head 177
Pubic 177
Lignocaine hydrochloride 71
Fish hook removal 192
Gel 147
Injection, pattern 171
Pulp spaceinfection 190
Seaurchins 172
Lindane (1%) cream 124,177
Liver 218,224
Local anaesthetic 71
Lumbago 94
Lungs 217
Lymph node
Location 186
Swelling 122
Lymphadenitis 186—7
Lymphangitis 1856
Septicfinger 190
Lymphaticinflammation 1856
Lymphoid fever 90

Madness 158
Magnesium trisilicate compound
137,146,150

Malaria 85,95, 146
Areas 105
Guidelines 106
Mosquito bites, avoidance 105
Prevention 1056
Treatment 1067
Malnutrition 204
Maloprim 106
Mastoid cells, infection 163
Mattresssuture 72-3
Measles 95,107,134
Med Alert Bracelet 181
Medivac service by helicopter 21113
Mefloquine 106-7
Melaena 58
Meningitis 107-8
Headache 163
Knee straightening test 108
Neck bending test 108
Meningococcal sepsis 97
Menstrual cycle 193
Mentalillness 158-9
Serious 62-3
Metacarpal bones 29
Metazoa 95
Methyl chloride 48-9
Metronidazole
Amoebicdysentery 147
Appendicitis 144
Gingivitis 166
Pelvicinflammatory infection 123
Peritonitis 150
Vaginal discharge 123,195
Miconazole cream 176
Microbes(germs) 85
Migraine 164
Miscarriage 140-1
Inevitable 194
Threatened 194
Morning-after pill 195
Morning sickness 193
Morphine 20,22
Anxietyrelief 205
Backache 168
Biliary colic 145
Bleeding pepticulcers 151
Contraindications
Chest injury 24, 38,40
Head injury 24,77
Coronary thrombosis 129
Crush Injuries, hand 30
Eye, chemical contact 47
Fractures 27
Gallstone colic 145
Internal bleeding 22
Internal injuries 74
Pelvisfracture 36
Perforated ulcer 152
Renal colic 155
Retention of urine 156
Shoulder dislocation 84
Srangulated hernia 148
Thigh bone shaft fracture 30
Vaginal bleeding 194
Mouth
Care 36
Injuries 81-2
Ulcers 160

Mumps 109,118
Complications 153

Muscular rheumatism 130-1, 136,
168

Nail bed inflammation 174
Nail fold infections 190
Neck injuries 35
Neil Robertson stretcher 33,424
Neomycin 191-2
Nerves 159
Nervoussystem 219
Nettlerash 178, 181
Neuralgia 159
Nitrazepam 46
Non-freezing cold injury 203
Nose bleeding 132
Nose injuries
Foreign bodies 81
Inside 81
Nurses 51
Nursing
Care of theinjured 52
General 51-2

Oedema
Caused by heart disease 187
Generalised 187
Localised 187

Oesophagus 218

Qil, contamination with 204

Onchcerciasis(river blindness) 95

Orchitis 109

Osteo-arthritis 170

Otitismedia 161-3

Overdoses 46-7

Oxygen
Coronary thrombosis 129
Haemoglobin carrying capacity 217
Pleural effusion 136
Pneumothorax 137
Requirements, head injury 37
Suffocation 18

Oxyhaemoglobin 217

Palmar space infection 190
Pandaeyes 75
Paracetamol
Abscesses 173
Anal fissure 143
Boils 162,173
Bronchitis 135
Carbuncles 173
Cellulitis 99
Chostochondritis 136
Common cold 182
Dengue fever 101
Fibrositis 169-70
Glandular fever 103
Hangover 180
Head injuries 77
Influenza 104
Measles 107
Minor abdominal conditions 137
Mumps 181
Overdose 47
Painful periods 193
Pleurodynia 136



Paradoxical chest movements 39
Paraffin gauze dressing 24,83,174
Paralysis
Aidsfor 57
Effectson limbs 57
Patient supported inbed 57
Sgns 75
Paraphimosis 153
Paraplegia 160
Paronychia 174
Paroxysmal tachycardia 129
Pediculosis 177
Pelvicinflammatory disease 123, 124
Pelvisfracture(s) 36
Penetrating wound, chest 220
Penicillin 76
Abscesses 173
Allergy 181
Anthrax 98
Appendicitis 144
Boils 173
Carbuncles 173
Cellulitis 99,173
Genital ulcers 119
Lymphadenitis 186
Meningitis 108
Otitismedia 162
Perforated ulcer 152
Peritonitis 150
Pulp infection 174
Quinsy 168
Snusitis 165
Skull fractures 76
Sorethroat 167
Syphilis 121
Urethritis 118
Urticaria 178
Penile swelling 153
Pepticulcer 130-1, 137, 1501
Perforated ulcer 140-2,151-2
Peridontal discase 166
Period problems 193
Peritoneum 218
Peritonitis 138-9, 142, 150
Peritonsinal abscess 167-8
Permethrin cream 177
Perspiration see also Sveat 93
Unseen perspiration 61
Pertusis 114
Petit mal 19
Petroleum products 48
Phenol 48
Phlebitis 133
Photophobia 108
Physiology 21519
Pigeons(salt water boils) 186
Piles see also Haemarrhoids 58, 132,
143,147-8
Pinworms 152-3
Pips(salt water boils) 191
Placenta 197
Delivery 199
Plague 85,109, 109-10
Plasma 216
Loss 82
Platelet cells 216
Pleura 217

Pleural effusion 136
Pleurisy 130-1,135
Pleurodynia 130-1, 136
Pneumonia 135
Anthrax 98
Bacteriacaused 95
Influenza 104
Inhaled poisons 46
Lobar 136-7
Measles 107
Pulserate:respiration rate 54
Sputum examination 60
Pneumothorax 130-1,137
Poisonousfish 171
Poliomyelitis 110, 114
Port health clearance 93
Post-herpeticneuralgia 160
Post-mortem examination 207
Posthitis 117-18
Potable water 85-9
Potassium permanganate 175-6
Pre-menstrual tension 193
Pregnancy 1934
Bleeding 194
Pressure sores 57
Prickly heat 177
Prions 95
Prochlorperasine 188
Proctitis 125
Proguanil 106
Promethazine 188
Prostate gland enlargement 156
Protozoa 95
Pruritusvulvae 195
Prussicacid 48
Pubiclice 117,123-4
Pulmonary oedema 46, 60
Pulp infection 173-4,190
Pulse rate
Chart 55
Normal 54
Pupil response 75
Pyelitis 155-6
Pyorrhoea 166
Pyrimethamine 106

Quadriplegia 160
Quarantine period 96
Quinine 107

Quinsy 167-8

Rabies 95,111,170
Radio medical advice 209
Information to haveready 21011
Rashes 97
Recovery position 181
Rectum 218
Red cells 216
Refrigerated gases, poisoning 49
Renal colic 138-9, 155
Respiration rate 54,217
Chart 55
Normal 54
Respiratory burns 83
Restlessness 74
Rewarming 202
Frostbite 203

INDEX 231

Rheumaticfever 169
Rheumatism

Acute 169

Chronic 170

Muscular 169-70
Rib fractures 38,130-1,136
Rice water motion 59
Ring pad 11
Ringworm 85,95,176
Roundworms 153
Rubella 103

Salbutamol inhaler 134
Salpingitis 123, 140-1,145
Salt water boils 191
Scabies 117,124,178
Scalds see also burns 17
Scalp lacerations 77
Scarlet fever 97,112
Sciatica 94,160, 168
Scorpions 172
Scrotum swelling 118, 154-5
Seasickness 188
Seaurchins 172
Sensation, absence 33
Septicaemia 107-8
Sexually transmitted disease 117-26
Instructions
Medical attendants 125
Patients 125-6
Prevention 126
Treatment centre at ports 125
Vaginal discharge 194-5
Shakes, alcohol withdrawal 180
Shingles 130-1,136,178
Ship-to-ship transfer 213
Shock
Abdominal wounds 24
Causes 19
Sgns 19
Symptoms 19
Treatment 20
Shoulder
Blade fracture 28
Dislocation 84
Fractures 28
Sck quarters 51
Snusitis 165
Frontal 165
Maxillary 165
Skeleton 220-1
Sin 219
chemical contact 47
Skull fractures 75-6
Seeping tablets, overdose 46
Sings 12-13,28
Sipped disk 94
Shake bites 1701
Sodium bicarbonate, stings 172
Sodium chloride
Acute gastroenteritis 146
Bacillary dysentery 146
Sodium hypochlorite solution 48,87
Solvents 48
Sorethroat 167
Sencer Wellsforceps 70-2
Spiders 172
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Spinal cord 219
Injury 160
Spine fractures 33-5
Slints 13-14
Inflatable 14
Sprains 84
Sputum, examination 60
Stab wounds 25-6
Abdomen 26
Chest 25
Limbs 26
Sterilisation 69, 91
Steristrips 70-1
Sings 1712
Stomach ulcer 150-1
Stove-in chest injury 38-9
Stretcher see Neil Robertson stretcher
Strains 84
Srangulated hernia 140-1
Srangulation 18
Sroke 64,132,160
Headache 164
Styes 163
Quffocation 18,134
Carbon dioxide 48
Suicide, potential 159
Sunburn 83,94
Surgeon’sknot 72-3
Survivors 201-4
Sutures 72
Swallowed poisons 467
Sweat see also Perspiration 219
Swollen legs 204
Sycosisbarbae 174
Sympatheticnervoussystem 219
Syphilis 85,117,120

Tapeworm 95
Temazepam 46
Temperature
Chart 55
During cold water emersion 201
High
Delirium tremens 180
Malaria 106
Treatment 185
Typhoid 102
Typhusfever 114
Yellow fever 115
Normal 53
Rectal 53
Taking 53
Tendon injuries 191
Tepid sponging 185
Testicle(s)
Injury 154
Pain 153—4
Torsion 118,153+4
Tetanus 73
Lockjaw 112
Protection 180
Tetracycline ointment (1%) 118
Thigh bone shaft fractures 30
Threadworms 152-3
Thrush 195
TicDouloureux 159
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Tinea 176
Tinea pedis(athlete’sfoot) 95
Tingling 33
Tit juice conjunctivitis 191
Tonsillitis 167
Toothache 165-6
Toxichazards 45
Transient ischaemicattack (TIA) 160
Transport of casualties 404
Triangular sling 12-13,28
Trichlorethylene (trilene, trike) 49
Trichomoniasis 122-3
Trigeminal neuralgia 159
Trike see Trichlorethylene 49
Trilene 49
Trimethoprim
Bronchitis 135
Cystitis 156
Pyelitis 156
Tubal infection 145
Tubal pregnancy see also Ectopic
pregnancy 145
Tuberculosis 95,113
Typhoicfever 85
Typhoid 59,102
Typhusfever 114

Ulcers 150-2
Umbilical cord, tieand cut 199
Unconsciouspatient

Chest injuries 39

Choking 18

General management 65

Head injury, care of 75

Moving 44

3MUSTS 63

Treatment 15-16
Unconsciousness, diagnosis 64
Upper arm fractures 28
Upper eyelid eversion 79
Urethra 219
Urethral discharge 117-18
Urethritis 117-18

Complications 153
Urinary infection 144
Urinary system 219, 224-5
Urination difficulty 204
Urine 219

Blood-stained 36

Examination 143

Retention 156-8

Testing 59-60

Glucose 173,195
Protein 132,187

Urticaria 178, 181

Vaginal bleeding 196

Vaginal candidiasis 122

Vaginal discharge 122-3, 123, 194-5
Valium 46

Varicella 95,97,99

Varicose ulcer 133

Varicose veins 132

Vein 216

Venom, sucking 171

Ventilation 93

Viruses 95
Visual disturbances 132
Migraine 164
Voluntary muscles 215
Front 222
Rear 223
Vomited matter, examination of 60
Vomiting
Cholecystitis 1456
Cholera 100
Coronary thrombosis 128-9
Dehydration 61
Drunkenness 179
Head injury 76
Inhalation 179
Lifeboat, in 204
Meningitis 107-8
Migraine 164
Peritonitis 150
Pregnancy induced 193
Seasickness 188
Severe abdominal pain 138—41
Shake bites 171

Wasp sting 172
Water, fresh
Distribution system by super-
chlorination 86
Hoses 87-8
Taking water on board 88
Treatment by chlorine 88-9
Storagetanks 856
Disinfection 86
Water retention see also Oedema
132
Welder’sflash 80
White cells 216
Whitlows 172,174
Whooping cough 114
Wind 137
Worms 59, 152-3
Wound(s)
Abdominal 24
Bullet 23
Chest 24
Classification 69
Face and jaw 25
Head 24
Healing 70
Infection 73
Metal fragments 23
Palm 25
Sitches, removal of 73
Treatment 70-3
Wrist fractures 28

Yellow fever 85,115
Zincoxide

Ointment 143,175
Powder 166

Index by Dr Olivera Potparic
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