PART 1, VOLUME 3 - UPGRADES

PAGE 10
At the end of the paragraph under ABRASIONS and before B)  OPEN WOUNDS, add the following line :-

SHEAR - a DEEP ABRASION affecting subcutaneous tissue as well as all skin layers.

PAGE 12
Please replace the paragraph under 4)  AVULSION with the following :-

This is when a flap of skin is partly torn away from its surrounding tissues, eg. when the skin of the lower lip has been ripped away from the bone of the mandible after a road accident.  It is similar to a LACERATION.

PAGE 13
Replace the entire section under the heading B)  OPEN WOUNDS with the following :-

B)  OPEN WOUNDS
a)  Remove the cause of the wound so it cannot cause further damage. eg. FISH HOOKS, etc.  To remove a FISH HOOK, clip off its barbed end.  Pull the blunt end out backwards.  Pull the barbed end out in the direction of its point.

b)  Stop any bleeding (see earlier).

c)  Treat the animal for SHOCK if necessary (see later).

d)  Clip the hair from round the edge of the wound.  NB. Coating the surface of the wound in water-soluble jelly helps to stop hairs contaminating the wound as you clip.

e)  Clean the wound.  NB. Extensive contaminated wounds (eg. after road traffic accidents) may require general anaesthesia to enable the wound to be properly cleaned.

METHODS OF WOUND CLEANING

i)  LAVAGE.  This is washing the wound to remove FOREIGN BODIES, eg.grit, and DISCHARGES, eg. pus, serum.  Use a 20 ml syringe without a needle attached to gently wash the wound surface.  Handle the wound surface as little as possible.


Fluids for lavage.



SYMBOL 140 \f "Wingdings"  Isotonic saline or Hartmann's.  These are used for new (< 4 hours old) wounds.  They are isotonic, ie. at the same concentration as body tissue.  They cause less damage to the injured tissue than other fluids used for washing.  They do not significantly slow wound healing.



SYMBOL 141 \f "Wingdings"  Antiseptics.  eg. chlorhexidine, povidone iodine.  These are used for older (> 4 hours old) wounds where bacteria have already started to multiply.  They kill bacteria and reduce infection, but they also SLOW WOUND HEALING.



SYMBOL 142 \f "Wingdings"  Fluids which encourage dead tissue to separate from live tissue, eg. HYDROGEN PEROXIDE, DERMISOL MULTICLEANSE SOLUTION.  These are useful in INFECTED WOUNDS to flush away dead tissue.  They should not be used on uninfected wounds because they SLOW WOUND HEALING.

Hydrogen peroxide is an OXIDISING AGENT which reacts chemically with dead tissue.

Dermisol is an acidic solution which causes dead tissue to absorb water and swell, while healthy tissue does not.  The dead tissue then separates from healthy tissue.


ii)  DEBRIDEMENT
This is the SURGICAL REMOVAL of dead or dying tissue done by a vet in the course of an operation (often to prepare a wound to be sutured).  It is NOT first aid.

f)  Cover the wound in a clean dressing until a vet can examine it (see later).  

PAGE 14
Replace the entire section under the heading 'Wounds may be slow to heal if :-' with the following :-

Wounds may be slow to heal if :-

1)  They are CONTAMINATED with dirt or bacteria.  These irritate the wound and slow healing.  You prevent this by cleaning the wound well.  If bacteria are left in a wound they multiply.  The wound is then INFECTED.  It becomes HOT and PAINFUL and SWOLLEN.  It may ooze PUS.  Bacteria destroy tissues and healing virtually stops.


2)  They contain FOREIGN BODIES,  eg. PUNCTURE WOUNDS often have lots of hair forced down them.  The HAIR irritates the tissue and wound healing slows.


3)  They contain DEAD TISSUE.  Sometimes the tissue around the edge of a wound is so damaged it can't heal and dies.  The BODY has to get rid of all the dead tissue before the wound can heal.  This slows down healing.


4)  Their BLOOD SUPPLY is poor.  A wound may damage the blood supply to the area.  If there is little blood supply to carry in NUTRIENTS and OXYGEN the cells cannot repair the wound because they have no ENERGY or PROTEIN to repair it with.


5)  The wound edges are MOBILE.  ie. the shape of the area which needs to heal keeps changing as the skin moves.


6)  The wound surface is DRY.  New cells then DESSICATE and don't divide.


7)  The animal is very OLD or very WEAK.  An old or weak animal's METABOLISM is slow, so that new tissue to repair the wound cannot be produced so quickly.


8)  The animal is ILL,  eg. liver or kidney damage will slow down healing, or a tumour at the site of a wound will stop it healing.


9)  The animal INTERFERES WITH THE WOUND,  eg. licks, bites, scratches at it all the time.


10)  The animal is treated with DRUGS which SLOW HEALING, eg. corticosteroids, cytotoxic (anti-cancer) drugs.

PAGE 54
Under the heading 'COLLECTION OF SPECIMENS FOR TOXICOLOGICAL ANALYSIS' starting on page 53, replace paragraph 7) with the following and add the new paragraph 8) as follows :-

7)  Make sure your packaging meets POST OFFICE REQUIREMENTS

a)  Seal the specimen in a WATERTIGHT CONTAINER (<50 ml in volume).


b)  Then wrap in ABSORBENT MATERIAL to soak up any leaks.


c)  Then seal in a LEAKPROOF BAG.


d)  Put in a PADDED ENVELOPE labelled FRAGILE, PATHOLOGICAL SPECIMEN, HANDLE WITH CARE.  Write the address of the sender on the back.


e)  Send by FIRST CLASS LETTER POST.

8)  Make sure you include a note in with the samples which describes:

a)  the HISTORY of the case, eg. what led up to the suspected poisoning.

b)  the CLINICAL SIGNS the animal showed.

c)  what KIND OF POISON the vet thinks may have caused the problem.

PAGE 54

Under the heading ‘INJURIES TO HUMANS’, please remove the entire First Aid for Humans section from ‘Occasionally, vets and nurses…’ to ‘….until the ambulance arrives.’  The ‘INJURIES TO HUMANS’ section will now start with ‘ACCIDENTS AT WORK’.

Now take the following 17 pages on HUMAN FIRST AID and put them at the end of Part 1 Volume 3 on Page 152 after the section on Safety at Work and COSHH Regulations.
HUMAN FIRST AID IN THE WORKPLACE FOR VETERINARY NURSES

Under the Health & Safety (First Aid) Regulations 1981, employers must make provision for first aid in the workplace.  The practical aspects of this are set out in the Approved Code of Practice (ACOP), which is revised regularly to maintain standards.

The syllabus now requires the veterinary nurse to be able to deal with human first aid situations which may face her in the workplace, and she must be able to demonstrate that she can deal effectively with these incidents.  This section assumes that the VN first aider has the usual workplace medical equipment and dressings immediately available, so a lot of the improvisations used in normal human first aid are not covered.  In addition, this section does not cover things which are not likely to be seen in the veterinary workplace, eg. drownings.

This section should be covered at the end of First Year and assumes that you have learnt the rest of the first year syllabus, especially anatomy, physiology, bandaging techniques and first aid in animals.  Because of this, it will NOT tell you basic things that you know already.

When treating a human patient, ALWAYS use surgical gloves and avoid as much as possible contaminating the first aid personnel with blood or body fluids.  The risks from AIDS, hepatitis and other human diseases are well-known.  When treating haemorrhage or a wound in a human patient, it is a good idea to use disposable plastic aprons as well if time allows.

After carrying out human first aid, you should always hand over responsibility for the casualty to a doctor, nurse, ambulance staff or other appropriate person such as a family member, depending on the seriousness of the incident.  You should always tell the responsible person what happened and what you have done.  If possible, give a written report including the following:

i)  What happened

ii)  Description of injuries

iii)  Level of responsiveness of the casualty and how it changed

iv)  What was found on examination – pulse, skin colour etc

v)  Significant blood loss

vi)  Unusual behaviour by the casualty

vii)  Treatment given, by what route and when

AIMS OF FIRST AID AND SITUATION ASSESSMENT

Revise Part 1, Volume 3, pages 1-5

Be prompt to respond, but stay calm.  Always check if there are better-trained medical personnel present before taking charge of a first aid situation.  Assess the situation and decide on priorities of action.  Don’t put yourself or other helpers at risk of injury.  Assess other people present for ability to assist.  Assess whether or not you require medical assistance.

ALWAYS inform the veterinary surgeon as soon as possible if a casualty is being treated in the workplace and make sure that he is kept aware of the situation and of any first aid given.

HUMAN TPR

Temperature

37ºC or 98.6ºF

Pulse 


60-80 beats per minute

Respiratory rate
Adults: 12-16 breaths per minute

Young children & babies: 20-30 breaths per minute

MAJOR RESUSCITATION TECHNIQUES

These are used on an unconscious patient.  Since a casualty may become unconscious for many reasons in the workplace, the nurse should know these techniques. They are sometimes called CARDIO-PULMONARY RESUSCITATION (CPR).

When carrying out CPR, you will need to know about timing rates, eg. 80 compression per minute, I breath every 5 seconds etc.  You should practise these beforehand so that they will come naturally if you ever need them in an emergency. 

They are based on the ABC rule.

A - AIRWAY

B - BREATHING

C - CIRCULATION

First aid techniques are done in the ABC order, which is the priority for saving life.  The first aider must make sure that:

i)  There is a clear airway to allow air to enter the lungs.  Putting the patient in the RECOVERY POSITION will help to keep the airway open.

ii)  There is adequate breathing to provide oxygen to keep the patient alive.  This may require some form of ARTIFICIAL VENTILATION.

iii)  The circulation is maintained.  This may require control of haemorrhage or external chest compression over the heart.

A)  AIRWAY
1)  CHECK BREATHING
Look for the chest moving.  Listen for normal breathing noise.  Breathing may be noisy or may have stopped.  If so, the airway may be partly or completely blocked.

2)  BLOCKAGE
This can be due to such things as:

i)  Forward tilting of the head, compressing the airway

ii)  Foreign material: vomit or saliva, food, blood, foreign bodies, dentures

iii)  Loss of muscle control allowing the tongue to fall back into the airway

Open the airway

Press the forehead back with the palm of the hand to straighten the airway.

Pull the lower jaw forwards.

If the tongue is blocking the airway, this will lift it clear and allow normal breathing.  This is the OPEN AIRWAY position.

If the casualty is still not breathing, check for a blockage

Turn the head to one side, keeping the forehead back and the airway straight.

Hold the mouth open with two fingers and check the oral cavity.

Remove any foreign material and broken teeth or dentures.  Do not remove firmly fitting

dentures.  MAKE SURE YOU DO NOT PUSH ANYTHING THERE FURTHER DOWN

DO NOT DO A FINGER SWEEP.

Check breathing again.

B)  BREATHING
If the airway is clear but the casualty is not breathing, you may have to carry out ARTIFICIAL VENTILATION.

1)  MOUTH TO MOUTH VENTILATION
This is the preferred method of artificial ventilation.

The nurse blows air from her mouth into the casualty’s mouth (or mouth and nose at the same time if it is a small child).

For hygienic purposes, the practice first aid kit should ideally contain a FACE SHIELD or MASK.

A FACE SHIELD is simply a sheet of plastic with a reinforced hole in it, which goes over the casualty’s mouth.

A VENTILATION MASK is a more substantial clear plastic mask containing a valve.  This also fits over the casualty’s mouth during mouth to mouth ventilation.

Technique

Pinch the casualty’s nostrils closed

Take a deep breath

Seal your lips around the casualty’s mouth

Blow into his lungs

Look at the chest and keep blowing until the chest rises to full expansion

Remove your mouth, breathe out and take another deep breath

Repeat

After two inflations, check that the heart is beating.  Use a STETHOSCOPE under normal circumstances, but if you’re by yourself and can’t leave the casualty, the best way to check at this point is by the CAROTID PULSE.

If it is, keep inflating the chest 12 times per minute (1 breath every 5 seconds).  When the casualty is breathing for himself, put him in the RECOVERY POSITION (see later).

If there is no pulse, there’s no point just continuing mouth to mouth respiration, because the blood will not be carrying oxygen round the body.  You must start EXTERNAL CHEST COMPRESSION immediately (see later).

2)  MANUAL ARTIFICIAL VENTILATION
There might be some reasons why you can’t give mouth to mouth ventilation, such as injuries to the face, although this is probably unlikely in the workplace.  If so, use the HOLGER NIELSEN METHOD.

Position the casualty

Place the casualty FACE DOWN on a hard surface

Place his hands one on top of the other under the face, with the elbows pulled up level with the head and pointing away from the body

Turn the head to one side and rest it on the casualty’s hands

Tilt the head back and open the lower jaw to open the airway

Position yourself

Half-kneel with one knee at the casualty’s head, looking down his back towards his feet

Place the foot of the other leg at the point of the casualty’s elbow

Place your hands on his back on top of the shoulder blades, with your thumbs each side of the spine

Apply manual ventilation

Keep your arms straight and rock forward until your arms are vertical above your hands

Hold this position for 2 seconds.  The casualty will exhale

Rock backwards, running your hands along the casualty’s arms until they reach his elbows

Grasp the elbows and raise the arms until you feel resistance

Hold this position for 3 seconds.  The casualty will inhale

Lower his arms and slide your hands back to the shoulder blades

Repeat the cycle about 12 times per minute

NB.  Be careful not to press too hard, or you might damage the casualty’s internal organs

When the casualty is breathing for himself, place him in the Recovery Position

C)  CIRCULATION
If the heart has stopped, you must perform EXTERNAL CHEST COMPRESSION.

This must be done AS WELL AS mouth to mouth ventilation, so two nurses would be best, but you may have to do it all yourself.

Position the casualty and yourself

Place the casualty ON HIS BACK on a hard surface.

Kneel beside him at the level of his heart and facing the chest.

Find the bottom of the sternum, then measure about 1½-2 inches (two finger widths) up the sternum towards the face.

Place the heel of one hand on the sternum at this point.

Cover this hand with the heel of your other hand, and interlock your fingers.

Apply external chest compression AND mouth to mouth ventilation

Keep your arms straight and press down on the sternum so that it moves about 2 inches downwards.

Release pressure.

Repeat at the rate of about 80 compressions a minute.  This is the same as counting ‘one and two and three and four…..’

Do 15 compressions at this rate.

Move back to the head and give 2 breaths of mouth to mouth ventilation.

Repeat the cycle of 15 chest compressions and 2 breaths.

Check the pulse after 1 minute.  If there is no pulse, repeat the cycle, checking the pulse every 3 minutes.

As soon as the heart starts beating for itself, STOP THE COMPRESSIONS but CONTINUE THE MOUTH TO MOUTH ventilation until the casualty is breathing for himself.

Then place the casualty in the RECOVERY POSITION.

NB 1.  If there are two nurses working on the casualty, one works on the chest compressions and the other on the mouth to mouth.  The cycle now should be 5 compressions, then 1 inflation.

NB 2.  Compressions should be smooth and regular, not jerky.

RESUSCITATION FOR CHILDREN

1)  ARTIFICIAL VENTILATION
For children
Use mouth to mouth as for adults, but breathe in more gently and at the rate of 20 breaths a minute (1 every 3 seconds).

Remember to check the circulation after 2 breaths as before.

For babies
DON’T TILT THE HEAD TOO FAR BACK.  Slide a hand under the neck to support it and straighten the airway.

Use mouth to mouth over the baby’s MOUTH AND NOSE.

Breathe very gently at the rate of 20 breaths a minute (1 every 3 seconds).

Remember to check the circulation after 2 breaths as before.

NB.  If you can’t find the carotid pulse in a baby, try the BRACHIAL PULSE.  You can find it half-way along the inside of the upper arm.

2)  EXTERNAL CHEST COMPRESSION
For children
Press lightly using ONE HAND only.

Press at the rate of 100 compressions a minute (count one, two, three, four without ‘and’ in between).  The chest should move 1-1½ inches.

For babies
Slide a hand under the baby’s back to support it.  Press gently using TWO FINGERS only.

Press at the rate of 100 compressions a minute (count one, two, three, four without ‘and’ in between).  The chest should move ½-1 inches.

THE RECOVERY POSITION

If the casualty is unconscious but breathing and with a pulse, he should be placed in the RECOVERY POSITION.  NB. These instructions can all be reversed in direction if there are injuries or he is in a confined area which would make it better for the casualty to face the other way.  You should practise both directions.

For the casualty to be put into the RECOVERY POSITION:

i)  The casualty is placed on his back

ii)  Kneel on his right, facing him.

iii)  The right hand is placed  along the side of the body with fingers extended.

iv)  The casualty is rolled slightly away from you and the RIGHT hand tucked under his buttocks.  It may be helpful to pull upwards on the clothing to do this.

v)  He is then rolled back on to his back and the LEFT leg placed over the right leg.

vi)  The casualty is then rolled towards you.

vii)  As he is rolled, support the head and place it facing to the side with the right side to the ground.  MAKE SURE THAT THE AIRWAY IS OPEN.

viii)  Bend his LEFT arm at the elbow to bring his hand level with his face.  This will help support the body.

ix)  Bend his LEFT leg at the knee so that the knee is drawn level with the groin.  This will help support the body.

x)  Pull the RIGHT arm behind him from under the body.  Start at the shoulder and work down.  Leave it lying along his body behind him.  This will help prevent him rolling on his back again.

xi)  Check that the airway is still open.

xii)  Check that only half his chest is in contact with the ground, to allow it to expand easily when he breathes.

xiii)  Check that he’s stable and can’t roll either way.

HOW TO CARRY OUT AN EXAMINATION

Revise Part 1, Volume 3, pages 3-4

Humans may have evidence on them of medical conditions or medication.  Look for:

i)  A Medic-Alert locket on a chain round the neck or wrist, or a capsule or keyring containing a paper strip with information about the casualty’s medical condition.

ii)  Check the pockets and handbag for any medication, nebulizers, tablets, autoinjectors etc.

iii)  Check also for any hospital appointment cards, information cards etc.

iv)  Use common sense – lumps of sugar or glucose may indicate that the casualty is a diabetic.

Because humans wear clothes, it is sometimes necessary to remove them, eg to find where the casualty is bleeding from.

i)  Only remove as little as you need to give first aid.

ii)  Maintain privacy.

iii)  Try to cause as little damage as possible to clothes, eg. cut along seams if possible rather than through the material.  However, it is better to cut clothes or shoes off rather than risk missing something important or risk causing further damage to the casualty.  You will have blunt-point scissors available, so use them.

DRESSINGS AND BANDAGES

Revise Part 1, Volume 3, pages 89-92

BANDAGING TECHNIQUES

Revise Part 1, Volume 3, pages 93-111
FIRST AID SITUATIONS

A)  SHOCK
Shock occurs when the circulation fails.  This can be due to:

Loss of blood pressure

Loss of blood volume

When the circulation fails, the oxygen supply to the vital organs is not enough for them to function properly.  Shock is a serious condition which can be fatal.

Causes of shock

a)  Failure of the heart to pump efficiently.  This can be due to such things as electrocution, blockage of the coronary arteries, hypothermia, hyperthermia, diabetic coma etc.

b)  Loss of blood volume.  This includes conditions where so much fluid is lost that the blood volume is reduced, eg haemorrhage, burns, vomiting and diarrhoea.

Clinical signs

i)  Colour becomes pale or even grey

ii)  The skin feels cold and clammy

iii)  The casualty may complain of feeling faint or giddy

iv)  Pulse is weak and rapid

v)  Breathing is shallow and fast.  The casualty may yawn a lot or even gasp for air (air hunger)

vi)  He may be restless and anxious

vii)  He may complain of being thirsty

viii)  He may complain of feeling sick and may vomit

ix)  Unconsciousness

Treatment

i)  Lay the casualty down on insulated material.  There should be plenty of blankets in the surgery.

ii)  Keep the head turned to one side so that he is less likely to choke if he vomits.

iii)  Raise the legs and rest them on a support such as a pile of blankets.  This will give the vital organs a better blood supply.

iv)  Loosen tight clothing and belts.

v)  Cover with blankets to prevent loss of body heat, but DO NOT apply hot water bottles, as they will increase blood flow to the skin and take it away from the vital organs.

vi)  Treat any obvious haemorrhage or injuries.

vii)  Moisten the lips with water if he complains of thirst, but DO NOT give anything to drink and DO NOT allow him to eat or smoke.  This could delay the ability to give an anaesthetic, which may be necessary to get to the cause of the problem.

viii)  If the breathing gets worse or he starts to vomit, put him in the Recovery Position.

ix)  If he becomes unconscious, commence CPR if necessary.

x)  Stay with the casualty and keep reassuring him, but arrange immediate transfer to hospital.

B)  CHOKING
This happens when something causes partial or complete obstruction of the airway, eg food, foreign bodies.  However, it can also happen because of spasm in the muscles of the airway.

Clinical signs

i)  Unable to breathe

ii)  Unable to speak – may be completely silent

iii)  May clutch throat

iv)  Face and neck become congested

v)  Mouth and lips become blue as casualty runs out of oxygen

vi)  Unconsciousness

Treatment

i)  Remove any visible FB and false teeth.

ii)  Tell casualty to cough.

iii)  If he is unable to or still choking, carry out abdominal thrusts (the HEIMLICH MANOEUVRE).

DO NOT WASTE TIME SLAPPING THE BACK.  It is not effective and the casualty may die during the time taken doing it.  A choking casualty can't speak or breathe and needs your help IMMEDIATELY.

NB.  Most British first aid books tell you to go through a series of back-slapping attempts to remove the obstruction and then to go through a series of chest thrusts before finally using the Heimlich manoeuvre.  If you take a first aid course, you will have to know about these.  However, in real life, go straight to the Heimlich manoeuvre if you have a choking casualty.  The rapid rise in airway pressure is very much greater than with any other method, and you will be far more likely to have a surviving patient.

1)  HEIMLICH MANOEUVRE ON A CONSCIOUS CASUALTY
i)  From behind, wrap your arms around the casualty's waist.

ii)  Make a fist and place the thumb side of your fist against his upper abdomen, below the ribcage and above the navel.
iii)  Grasp your fist with your other hand and press into the casualty’s upper abdomen with a quick upward thrust. Do not squeeze the ribcage; confine the force of the thrust to your hands.
iv)  Repeat until object is expelled.

2)  HEIMLICH MANOEUVRE ON AN UNCONSCIOUS CASUALTY
i)  Place the casualty on his back with his head in the open airway position.

ii)  Facing the casualty, kneel astride the victim's hips.

iii)  With one of your hands on top of the other, place the heel of your bottom hand on the upper abdomen below the rib cage and above the navel.

iv)  Use your body weight to press into the casualty's upper abdomen with a quick upward thrust. Repeat until object is expelled.

iv)  If the casualty has not recovered consciousness, proceed with resuscitation techniques.

Don't slap the casualty's back. This could make matters worse. 

3)  HEIMLICH MANOEUVRE ON A CHILD

i)  Lay the child down, face up, on a firm surface, with the head in the open airway position.

ii)  Kneel at the child's feet, or hold an infant on your lap facing away from you.

iii)  Place the middle and index fingers of both your hands below his rib cage and above his navel. iv)  Press into the casualty's upper abdomen with a quick upward thrust; do not squeeze the rib cage. Be very gentle. Repeat until object is expelled. 

If the casualty has not recovered consciousness, proceed with resuscitation techniques.

Don't slap the casualty's back. This could make matters worse.

C)  ASTHMA

In human asthma, the muscles of the airway go into spasm.  The airway becomes constricted.

Clinical signs

i)  Breathing becomes very difficult, especially breathing out.

ii)  May be very sudden onset.

iii)  Casualty will be very distressed and may not be able to speak.

iv)  Face and lips may turn blue as casualty runs out of oxygen

v)  Unconsciousness

Treatment

i)  Reassure and calm the casualty.

ii)  Sit him down leaning slightly forward and rest arms on a table or other support.

iii)  Ask if he has any medication.  If he can’t speak, search pockets etc.  If you find inhalers or nebulizers, give them to the casualty and advise him to use them if possible.

a)  Nebulizers are usually blue-grey in colour.

b)  Place the mouthpiece in the casualty’s mouth.

c)  Ask him to inhale slowly and deeply and fire one puff.

d)  Ask him to hold his breath for 4 seconds.

e)  Ask him to take 4 normal breaths, then repeat 4 times.

iv)  If there are still breathing problems, get medical help immediately.  Until help arrives, repeat the above cycle every 4 minutes.  4-puff cycles are enough for children, but an adult in severe distress can have 6-8 puff cycles every 4 minutes.

v)  In the meantime, bring an oxygen trolley to the patient and let him breathe oxygen through a face mask.  If you only have piped gas, ask him if he would like to go to theatre for oxygen.  Use a stretcher rather than make him walk.

vi)  Prepare to administer corticosteroids by I/V injection in case the condition of the casualty deteriorates seriously before medical help arrives and there is considered to be a risk of death.  IF THIS BECOMES NECESSARY, IT SHOULD BE DONE UNDER THE DIRECT SUPERVISION OF A VETERINARY SURGEON.

D)  ANAPHYLACTIC SHOCK

This can happen due to such things as an insect sting, food allergy (peanuts) or skin contact/inhalation of a specific allergen.

Clinical signs

i)  Anxiety, may complain of nausea or suddenly feeling unwell.

ii)  Red, blotchy skin.

iii)  Swelling of tongue and throat

iv)  Puffiness round eyes

v)  Breathing problems, may complain of a tight chest, may be gasping for air.  These symptoms may be severe.

vi)  Rapid pulse

vii)  Shock

viii)  Unconsciousness.

Treatment

i)  Check immediately for medication.  If this is a known problem, the casualty may have an adrenaline auto-injector.  Help the casualty to use it.

ii)  Treat for shock if necessary.

iii)  Prepare to administer CPR if becomes unconscious.

iv)  If symptoms get worse or persist, call for medical help.

v)  Prepare to administer adrenaline and corticosteroids by I/V injection in case the condition of the casualty deteriorates seriously before medical help arrives and there is considered to be a risk of death. 

IF THIS BECOMES NECESSARY, IT SHOULD BE DONE UNDER THE DIRECT SUPERVISION OF A VETERINARY SURGEON.

E)  FAINTING

This is loss of consciousness for a very short time.  It is caused by a temporary reduction in blood flow to the brain.  The casualty usually recovers very quickly with no after-effects.

It can be caused by a reaction to fear, pain, tiredness, lack of food or emotional upset.  It’s common when the person affected has not been physically active for some time, especially in a warm atmosphere.  Blood collects in the lower body and legs and is not pumped to the brain.  It could happen if a client had to sit in the waiting room for a long time on a hot summer’s day.

Clinical signs

i)  Sudden weakness and often collapse

ii)  Little or no warning.

iii)  Pulse is slow and weak until recovery

iv)  Pale colour

Treatment

i)  If conscious, support the casualty with the head in a lowered position. between the knees.

ii)  If the casualty has collapsed, lay in the open airway position and raise his legs above the head and support them, allowing blood to flow back to the heart.

iii)  Loosen tight clothing to assist breathing.

iv)  Place in a current of fresh air (use an office fan) and in the shade.

v)  Keep checking pulse and breathing rate until he recovers consciousness.

vi)  On recovering consciousness, advise flexing the leg muscles to help the circulation.

vii)  Only give water if the casualty has FULLY recovered consciousness.

viii)  If the casualty does not recover consciousness quickly, call for medical assistance immediately and prepare to administer CPR if necessary.

F)  EXTERNAL HAEMORRHAGE

Revise Part 1, Volume 3, pages 5-10

Always remember that unless you have another nurse to assist you so that you can treat more than one problem at the same time, you MUST follow the CPR priority sequence of Airway, Breathing, Circulation, so if the patient is not breathing, forget about the haemorrhage and start CPR immediately.

With human patients, if the casualty is conscious and responding, he may be able to help by positioning himself under your instructions, eg. holding a bleeding limb as high as possible above the heart to reduce blood loss or applying a pressure pad to a bleeding point.  This may free you to treat another wound or summon medical assistance.

G)  INTERNAL HAEMORRHAGE

As far as suspected internal haemorrhage in a human is concerned, the best thing you can do for the casualty is to arrange for him to be transferred to hospital as fast as possible.

You should be aware that in the human being, ‘PATTERN BRUISING’ in which outlines of the seams or textures of the casualty’s clothes can be seen is often a sign of damage to internal organs.

In the meantime:

i)  Lay the casualty down to make sure that the brain is not starved of blood.

ii)  Advise him not to move.  Stay with him and reassure him.

iii)  If his legs are not injured and he is not in pain, raise his legs and support them to allow maximum blood flow to the vital organs.

iv)  Loosen tight clothing which may interfere with breathing or apply pressure, such as a tightly fitting belt.

v)  Check and make a timed note of breathing, pulse and responsiveness.

vi)  Keep him covered with blankets and warm.

vii)  Keep and label any specimen passed or vomited by the casualty.

viii)  If he becomes unconscious, place him in the recovery position and commence CPR if necessary.

ix)  Arrange for transfer to hospital as quickly as possible.  Transport on a stretcher in the treatment position.

H)  BRUISES

This is internal bleeding which seeps through under the skin.  It can be caused by a blow or a fall, but may be a sign of more serious internal injuries such as a fracture.

Treatment

i)  Apply cold compresses and light pressure to reduce further blood flow.

ii)  Note any pattern bruising.

iii)  If in any doubt about the underlying cause, seek medical assistance.

I)  BLEEDING VARICOSE VEINS

This is quite common in humans and can be started by quite gentle knocks.  However, they can then bleed severely.  Treat as for External Haemorrhage.

The blood is venous, so remove any constricting clothing such as support stockings or elastic-topped tights which may interfere with blood flow back to the heart.

J)  NOSE BLEEDING

Nose bleeds can be a sign of more serious problems, such as a fractured skull, but that is unlikely in the workplace.  Normal nose bleeds are quite common.

Treatment

i)  Sit the casualty down leaning forward and loosen tight clothing.

ii)  Get him to pinch his nose and breath through the mouth.

iii)  Try to prevent sniffing, coughing or blowing the nose, as this will increase the blood flow.

iv)  Release and reapply pressure every ten minutes if the bleeding has not stopped.

v)  Do not plug the nose with cotton wool or anything else.

vi)  Advise the casualty to avoid strenuous activity and blowing the nose for 4-6 hours, in order to avoid dislodging the clot.

vii)  If the nose is still bleeding after 30 minutes, call for medical assistance.

K)  VAGINAL BLEEDING

This can be due such things as to severe menstrual bleeding or a miscarriage.  It may be accompanied by cramps and even signs of shock.

Treatment

i)  Remove the woman to a private room if possible.

ii)  Provide a sanitary dressing or other sterile dressing to place over the vagina.

iii)  Position her sitting against a wall with her head and shoulders raised and knees half bent.  Support her back and knees with blankets.  This will relax the abdominal muscles.

iv)  She may have analgesics or other drugs for the relief of menstrual cramps, so give her a glass of water to take them if she wishes.

v)  If bleeding continues, treat for shock and transfer to hospital, maintaining the treatment position.

L)  GENERAL WOUNDS

Revise Part 1, Volume 3, pages 10-15
You will have a wide variety of dressings and bandages available, so there is no need to improvise here.  Minor wounds can also be protected with small adhesive dressings which would not be suitable for animals.  However, these should be available in the practice Human First Aid container.

M)  EYE WOUNDS

Revise Part 1, Volume 3, pages 29-30

Foreign bodies in the eye

As you will usually have cooperation from the patient, it is often easier to remove a foreign body from a human eye than from an animal’s eye.  However, NEVER try to remove a foreign body if it is on the cornea or is embedded anywhere.

If you are not successful, advise the casualty to close his eyelids and keep his eyes still.  Cover the eye with a sterile dressing and bandage it lightly to the head.  Transfer the casualty to hospital immediately.

N)  AMPUTATION

This may sound unlikely, but nurses have lost parts of fingers due to dog bites.  Modern surgery has made reattachment of limbs much more successful than before, so always assume that the severed part may be saved and treat it accordingly.

i)  Control bleeding, although this is not liable to be severe from a badly traumatised digit.

ii)  Take great care not to damage the stump.  Do not try to clean or wash the severed part.

iii)  Put the severed part in a clean plastic bag to keep it clean.  However, it must not be allowed to dry out.  The bag can be filled with sterile normal saline to keep the tissues hydrated.

iv)  The saline-filled bag can then be placed in a container filled with ice.  There is usually ice available from the refrigerator.  Be very careful not to allow the ice to touch the severed part.  The saline in the bag should help to prevent this.

v)  Mark the package clearly with the casualty’s name, the time the accident occurred and the information that the fluid in the bag is normal saline.

vi)  Get the patient to hospital by the fastest means.

O)  BURNS AND SCALDS

Revise Part 1, Volume 3, pages 15-16.

NB.  ICE PACKS

An ice pack or improvised ice pack (bag of frozen peas) will reduce the burn temperature even faster that cold water, so while the burnt area is being held under flowing cold water, someone should be organising an ice pack.  However, the ice pack can also damage the skin round the burn.  Always cover the ice pack in a clean cloth to prevent this.

In addition, do not use an ice pack for more than ten minutes at one time.  Then remove it, let the skin come back to normal temperature and reapply.
P)  ELECTRIC SHOCK

Revise Part 1, Volume 3, page 51
You will only have a relatively low-voltage supply in the workplace, but that can still cause fatal injuries.  Electric shock can result from faulty switches, frayed cables and faulty equipment.

Immediate action

The casualty may have been electrocuted by a faulty switch, so break off the electric current at the MAINS switch if possible.  You should always know where this is in your workplace.

If you can’t do this for any reason, break the current going to the casualty.

i)  Stand on some dry insulating material.  Take the rubber mat off the top of a consulting room table or grab a telephone directory or thick pile of newspapers for lining kennels.

NB.  This is especially important if the floor is wet.
ii)  Using a brush with a long wooden or plastic (NOT metal) handle, try to switch off the current at the switch.

iii)  If you can’t do this, hook the brush round the casualty’s body or limbs and either try to pull him away from the electricity supply or to pull the electricity supply (eg. electric drill) away from him.  You could also use other things such as a wooden chair

iv)  An alternative to this would be to loop something (rope, string, tights) round a part of the casualty and drag him away.

v)  If absolutely nothing better is available, remove the casualty from the electricity supply by pulling on loose, dry clothing.

Clinical signs

i)  Breathing and heartbeat may have stopped

ii)  Burns may be present at the entry and exit points of the electricity.

iii)  Signs of shock

iv)  Unconsciousness

Treatment

i)  After removing the casualty from the electricity supply, commence CPR immediately if necessary.

ii)  Place in the Recovery Position if he becomes unconscious

iii)  Treat for shock

iv)  Treat any burns

v)  Call for medical assistance immediately if the casualty has been unconscious, has required CPR, has burns or is showing signs of shock.

Q)  HEART ATTACK

Heart attack covers a wide variety of cardiac diseases, but the clinical signs are fairly similar in each case.

Clinical signs

i)  Pain, which may vary from mild to extremely severe, in the centre of the chest.  Often described by the casualty as like ‘severe indigestion’.

ii)  Pain may spread to arms, throat, abdomen and back.  It does NOT disappear with rest.

iii)  Casualty may complain of faintness or dizziness.

iv)  Skin becomes pale, lips blue.

v)  Sweating, often profuse.

vi)  Fast, shallow breathing which may be difficult.  The casualty may gasp for air (air hunger).

vii)  Fast, weakening pulse.

viii)  Shock

ix)  Unconsciousness

x)  Cardiac arrest

Treatment

i)  Stop all movement by the casualty immediately to reduce the load on the heart.

ii)  If conscious, sit him down against a wall with knees half-bent.  Support his back and knees with blankets.

iii)  Supply oxygen by face mask as a matter of urgency.

iv)  Loosen tight clothing to allow easy breathing.

v)  He may be carrying angina medication (see above).  If so, encourage him to use it.

vi)  If he is conscious, give him a full-strength 300 mg aspirin tablet and advise him to chew it slowly.  If these are not available in the dispensary, they should be part of the human first aid kit.

vii)  If he becomes unconscious, place in the open airway position and prepare to administer CPR if the heart arrests.

viii)  Call for immediate and urgent medical assistance.

ix)  Check and record pulse, breathing rate and responsiveness until medical assistance arrives.

R)  ANGINA ATTACK

Angina pectoris is a condition where the coronary arteries are narrowed.  This reduces the amount of blood available to oxygenate the heart.  When a person with angina over-exerts himself, he can have an angina attack.  However, if he immediately stops the activity, the signs will often disappear quickly.  It is more common in the elderly.

Clinical signs

i)  Sudden onset, usually after exercise (running to make an appointment).  It can also follow over-excitement.

ii)  Chest pain, which reduces with rest.

iii)  Pain spreading down the left shoulder to the arm and fingers, which reduces with rest.

iv)  Sometimes pain in the throat and jaw.

v)  Pale skin, lips may be blue.

vi)  Breathlessness.

vii)  Weakness

Treatment

i)  Sit the casualty down and support him.

ii)  Calm and reassure him.  Reduce stress and excitement.

iii)  Many sufferers have medication on them which can relieve an attack.  Check if the casualty has any.  These may be tablets, an aerosol or a pump-action spray.  Locate them and encourage the casualty to use them.

iii)  If not recovering very quickly, supply oxygen by face mask and call for immediate medical assistance.

S)  STROKE

This occurs when the blood supply to part of the brain is interrupted.  Although where the stroke occurs can cause different clinical signs, it is basically due to either:

a)  Cerebral thrombosis

b)  Cerebral haemorrhage

First aid is essentially the same for both.  However, it can be confused with drunkenness, so if the stroke happens to a client in the workplace, reception staff should be asked if the patient appeared to be affected on his arrival.

Clinical signs

i)  Sudden onset of severe headache or dizziness.

ii)  The pulse is strong.

iii)  Disorientation, confusion, perhaps signs of emotional upset.

iv)  May be loss of bladder and bowel control

v)  May be paralysis of the mouth, drools saliva, slurred speech.

vi)  May be weakness and reduced sensation on one side of the body.

vii)  Pupil size may be unequal

viii)  May be nystagmus

ix)  Gradual loss of consciousness.

x)  Collapse

Treatment

As for heart attack

T)  EPILEPTIC FIT

This may occur without warning, but quite often the affected person has some warning from his own experience that a fit is about to happen and may be able to warn the veterinary staff.

Clinical signs

i)  Sudden collapse and loss of consciousness, often with a strange cry.

ii)  Goes rigid for a few moments and may stop breathing.

iii)  Mouth and lips turn blue, congestion of face and neck

iv)  Muscles relax and convulsive movements start.

v)  Breathing may become noisy because the jaw is still clenched.

vi)  Frothy saliva at the mouth.  May be bloodstained if the tongue has been bitten.

vii)  May be loss of bladder and even bowel control.

viii)  Recovery to normal breathing and muscle movement in about 5 minutes, but the casualty may be confused for some time afterwards.

Treatment

All you can really do is protect the casualty from injury during the fit.

i)  Support the casualty as he falls if you are present and lay him down gently on the floor.

ii)  Make sure that anything nearby which may cause injury is removed, eg. wooden furniture.

iii)  Ask everyone else present to leave.

iv)  Loosen tight clothing and place a blanket or cushion under the head to protect it.

v)  DO NOT try to move him.

vi)  DO NOT try to restrain him.

vii)  DO NOT touch his mouth or try to open it

viii)  DO NOT try to bring him round before it happens naturally.

ix)  Maintain a low sensory input environment, switch off strong lights, close blinds, turn off a waiting room television, make sure staff move and talk quietly.

x)  Stay with him until he has completely recovered.  He may want to sit down in a quiet place for up to an hour before he is prepared to leave.  Advise him to inform his doctor about the attack, but do not call for medical assistance unless he has injured himself, has had several fits in succession or has a fit which lasts for 10-15 minutes without signs of recovery.

U)  HYSTERIA

This is a reaction to emotional upset.  It may be made worse if many other people are present.

Clinical signs

i)  Loss of behavioural control, screaming, shouting, striking out, rolling on the floor, tearing at hair or clothes.

ii)  Hyperventilation.

Treatment

i)  Remove all onlookers from the area.

ii)  Speak to the casualty quietly but firmly.  Try to calm him down.  However, it is a mistake to show sympathy and ‘understanding’, as this is liable to reinforce his behaviour.

iii)  Gently but firmly attempt to escort the casualty to a quiet place away from other people.

iv)  DO NOT slap the casualty to try to bring him to his senses – this may have exactly the opposite effect.

v)  If the casualty has hyperventilated heavily, encourage him to rebreathe his own expired air from a paper (not plastic) bag.

a)  Breathe slowly in and out for ten breaths with the mouth in the bag 

b)  Then breathe normally for about 15 seconds.

c)  Repeat the cycle until the casualty is breathing normally.

v)  Stay with the casualty and keep him under observation until fully recovered and then advise him to see a doctor.

V)  DIABETES

Hyperglycaemia is rare and usually develops very gradually, so is unlikely to be seen in the workplace.

HYPOGLYCAEMIA may result more rapidly from insulin overdosage in error, eating too little food, missing a meal or taking too much exercise.  However, it is not likely that a diabetic would come into the surgery looking normal and rapidly go into a hypoglycaemic coma.  It is very likely that the diabetic patient will know that he is going ‘hypo’ and ask for a sugary drink if he does not have sugar or glucose on him.

In addition, diabetics will usually have on them insulin bottles, hypodermic needles, sugar lumps or glucose and some kind of card or medical bracelet indicating that they have diabetes.

Clinical signs of hypoglycaemia

i)  Faintness and dizziness.

ii)  Confusion and disorientation – may appear to be drunk, may be aggressive.

iii)  Pale colour.

iv)  Profuse sweating.

v)  Rapid pulse.

vi)  Fast, shallow breathing.

vii)  Shivering.

viii)  Reduced responsiveness.

Treatment of hypoglycaemia

i)  If conscious, give sugar lumps, glucose drink, chocolate etc to raise blood sugar levels.  The response should be rapid (ie. within minutes).

ii)  If unconscious, monitor condition, prepare to use CPR if necessary and seek urgent medical assistance.

W)  FRACTURES AND DISLOCATIONS

Revise Part 1, Volume 3, pages 17-27

You are extremely unlikely to come across these in the workplace, but if you are faced with a suspected fracture or dislocation, support and immobilise the area, make the patient comfortable and call for immediate medical assistance.  You will have a wide variety of bandages, dressings and splints on hand, so use them.

The casualty may have other injuries and may be in shock, so give appropriate first aid for these as well until medical assistance arrives.

X)  SPRAINS AND STRAINS
Revise Part 1, Volume 3, pages 27-28
These could result from something like slipping on wet floor.  If in any doubt about the extent of the injury, treat as a fracture and seek medical assistance.  Treatment of both is abbreviated to RICE.

R – Rest the injured part in its most comfortable position

I – Ice, apply an ice bag compress for at least 30 minutes if the injury is recent.

C – Compression, support and compress with a thick layer cotton wool bandage.

E – Elevation of the injured part.

Then arrange transfer to hospital.

Y)  CRAMP

Cramp can occur in any part of the leg or sometimes the hand.  The muscles go into a sudden contraction, which can be very painful.  There are many causes.  There is usually no problem with the diagnosis.

Treat by stretching the affected muscles.  Straighten the affected part of the limb (which might be very uncomfortable for a few seconds), then massage the area.  Keep straight for at least several minutes, then slowly allow to bend again.  Be prepared to straighten again immediately if the cramp recurs.

Z)  DISCLAIMER
All content within this section is provided for general information only, and should not be treated as a substitute for the medical advice of a doctor or any other human health care professional.  The writer is not responsible or liable for any diagnosis or the effects of treatment made by a user based on the content of this document.

PAGE 89
The whole section on bandages and dressings has been rewritten.  Please replace the four pages 89, 90, 91 and 92 with the following.  This new section has been expanded to five complete pages, so when the next print run is done there will be a Page 92a so that all the other pages keep their original numbers. 

DRESSINGS, BANDAGES and CASTS
A)  DRESSINGS

A DRESSING is a protective covering put over a wound.  It is used to:


i)  Prevent contamination or infection of the wound


ii)  Control haemorrhage


iii)  Absorb any discharge


iv)  Apply medication

An IDEAL DRESSING should:


i)  Be LARGE enough to cover the wound and to extend about 2 cm all round it.


ii)  Be STERILE so that it does not introduce bacteria into the wound.


iii)  Be ABSORBENT to soak up the blood or discharge so that the skin doesn't become waterlogged.


iv)  Provide a FRAMEWORK on which blood can CLOT, to help control haemorrhage.


v)  Encourage the wound to HEAL.  NB. Different dressings may be needed at different stages during healing to allow this to happen as quickly as possible.

They can also be used to apply ANTIBIOTIC, eg. Fucidin tulle.

MATERIALS USED AS DRESSINGS
1)  DRY TO WET DRESSINGS
Eg. GAUZE (STERILE GAUZE SWABS).

These are used on WET wound surfaces to soak up watery discharges.  They are NOT IRRITANT and allow fluid to evaporate from the wound surface, but can ADHERE to the surface of granulation tissue and then pull the surface off the wound as they are removed.

2)  WET TO DRY DRESSINGS
Eg. GAUZE SOAKED IN ISOTONIC SALINE.

These are applied WET and left on until they DRY OUT, and are then changed.  They encourage DEAD TISSUE and VISCOUS (thick/sticky) discharges on the surface of the wound to adhere to them, so these are removed when the dressing is taken off.  They need to be changed several times a day to work effectively.

3)  SEMI-OCCLUSIVE DRESSINGS
Eg. MELOLIN (perforated plastic with an absorbent backing)

ALLEVYN (polyurethane with a sponge backing)

OPSITE (polyurethane film adhesive dressing)

TULLE GRAS (gauze coated with paraffin wax)

JELLONET (gauze coated with petroleum jelly)

FUCIDIN TULLE (gauze coated with paraffin wax impregnated with antibiotic {sodium fusidate})

These all allow the wound surface to stay moist while allowing extra DISCHARGE to pass through them away from the wound surface.  They encourage EPITHELIALISATION, ie. epithelial cells growing to cover the surface of the wound.  They can be used on SUTURED WOUNDS which are healing by FIRST INTENTION (see earlier).  They can also be used on DISCHARGING WOUNDS which are starting to EPITHELIALISE.   They do not stick to the wound surface (ie. are NON-ADHERENT), so should not damage the wound surface when they are removed.  They can be left in place for 5-7 days.

4)  OCCLUSIVE DRESSINGS
Eg. GRANUFLEX (hydrocolloid with a plastic backing)

TIELLE (hydropolymer adhesive dressing)

These ABSORB DISCHARGES into the core of the dressing while keeping the wound surface moist.  They encourage EPITHELIALISATION and SCAR CONTRACTION (see earlier).  They are useful in the later stages of wound healing.

They do not stick to the wound surface (ie. are NON-ADHERENT), so should not damage the wound surface when they are removed.  They can be left in place for up to 7 days.

5)  HYDROGEL DRESSINGS
Eg. INTRASITE, NUGEL (hydrogel applied directly to the wound)

INTRASITE CONFORMABLE (hydrogel on a plastic sheet)

These contain WATER which soaks the surface of the wound and encourages DEAD TISSUE to SLOUGH (peel away from the healthy wound surface).  They work like WET TO DRY dressings, but stay effective for up to 2 days.

They also keep the wound surface MOIST for up to 4 days, which encourages EPITHELIALISATION.  They don't slow wound healing.

Hydrogels can be difficult to apply to moist discharging wounds, as they tend to slide off.  Intrasite Conformable gets round this problem.  It can be laid over or packed into a wound and is easy to remove when the dressing needs changing.

6)  CALCIUM ALGINATE DRESSINGS
Eg. KALTOSTAT (calcium-sodium alginate fibre)

ALGISITE M (calcium alginate fibre)

These are SEAWEED-DERIVED dressings which are designed to ABSORB DISCHARGES leaving the wound surface MOIST but NOT WET.  Wet wound surfaces heal much more slowly than moist wounds.  They are useful on WET wound surfaces and are changed at 1-7 days depending on the amount of discharge.

If used in infected wounds, they must be changed at least once a day, or the alginate dressing may act as a focus (source) of infection.

Modern dressings such as Alginate M are NON-ADHERENT and so should not damage the wound surface when removed, but older versions such as Kaltostat may dry out in the wound and become difficult to remove without damaging the wound surface.  However, moistening an alginate dressing with SALINE may make removal easier.

7)  WOUND SPRAYS
These are all RESIN-BASED sprays which seal the wound surface to stop it weeping.  They must NOT be used on contaminated or infected wounds, as they also seal in infection.

B)  BANDAGES

A BANDAGE is a piece of material which is used to:


i)  Hold in place a dressing or splint


ii)  Immobilise a broken limb


iii)  Control bleeding


iv)  Prevent swelling


v)  Restrict the movement of injured joints


vi)  Prevent an animal biting or licking at an area of its body

MATERIALS USED IN BANDAGING

1)  THE PRIMARY LAYER
This is the DRESSING used to cover any wound (see earlier).

2)  THE INTERMEDIATE (SECONDARY) LAYER
This is the PADDING used to cushion and protect the bandaged area.


i)  It reduces the PAIN associated with a wound by protecting against bumps.


ii)  It reduces PRESSURE on the wound surface and helps prevent PRESSURE SORES on the BONY PROMINENCES, ie. places where bone lies close to the skin surface and are often ABRADED by bandages, eg. elbow, hock.


iii)  It helps to prevent the outer layers of the bandage from being applied too tightly and rubbing against the wound.


iv)  It absorbs DISCHARGES which have soaked through the PRIMARY layer.


v)  It protects a broken limb when a CASTING MATERIAL (see later) is applied.

MATERIALS USED AS PADDING

a)  Cotton wool
The most common PADDING is COTTON WOOL.  It gives useful protection against knocks and bumps.  

It cannot be applied directly to a discharging open wound because it sticks to it and small particles of cotton wool then remain in the wound when the dressing is removed.

When it absorbs MOISTURE, it compresses and becomes STIFF, so it needs to be changed frequently if used to pad a discharging wound.

COTTON WADDING, eg. GAMGEE, is a dressing which is a sandwich of cotton wool between two layers of gauze.  It is used as a POULTICE or COLD COMPRESS.


b)  Lint
This is similar to cotton wool, but less likely to stick to the wound.  It is more absorbent than gauze.  It can be applied directly to the surface of open wounds.


c)  Synthetic materials
Eg. SOFFBAN PLUS.  These are synthetic, cotton-wool type bandages.  They are much better than cotton wool, as they do not deform permanently when compressed but spring back to their original shape.  This means that they are more likely to remain COMFORTABLE for longer than other forms of padding.

SYNTHETIC ROLLS OF PADDING are often applied under CASTS because they create a flat, even layer on to which the CAST can be applied.

They are much more expensive than cotton wool.

3)  THE TERTIARY LAYER
This holds the DRESSING and the PADDING in place.  Materials used in the TERTIARY LAYER are NON-ADHESIVE.


a)  Non-conforming roller bandages  eg. White Open Wove (WOW)
These can be made of COTTON, GAUZE or LINEN.  They come in rolls of varying widths, 5 metres long.  The width of bandage you use should match the width of the area being bandaged, ie. wider bandages to bandage larger areas.

NON-CONFORMING BANDAGES are not stretchy.  They do not shape themselves to the animal's shape.  They are hard to apply neatly.

The main uses of NON-CONFORMING BANDAGES are:


i)  to make a tape muzzle


ii)  to hold an endotracheal tube in place


b)  Conforming roller bandages
These are a special type of roller bandage.  They can be made of CRÊPE or SYNTHETIC FIBRES, which make the bandage stretchy, both across their width and along their length.  They come in a variety of widths to suit the area being bandaged.

Advantages
They mould to the shape of the area being bandaged so they stay more firmly in place and it is easier to produce a tidy bandage.  This means they are useful to bandage difficult areas, eg. head, hock.

They allow the body under the bandage to move, essential when bandaging the chest.

Disadvantages
It is easier to apply them too tightly than with non-conforming bandages.  This can interfere with the animal's CIRCULATION.  This is less likely if there is a good layer of PADDING under the conforming bandage (see later).

You should NOT use them on an area which is already swollen or where the circulation has already been damaged.


c)  Tubular bandage

Eg. TUBEGAUZE.  This is STOCKINETTE, a stretchy knitted fabric made in a continuous tube, like a sleeve.  It is a CONFORMING BANDAGE.

To apply it to a limb, first slide a suitable length of bandage over a special METAL APPLICATOR shaped like a tubular wire cage.  The animal's limb is placed in the middle of the applicator.  Pull one end of the stockinette tube off the applicator and hold it in place, then twist the applicator carefully as you move it up and down the limb over the area to be covered.  The twisting action pulls the tubular bandage off the applicator and wraps it firmly on to the limb.  When the bandage is completely used up, the other end of it then slides off the applicator.

You must be careful not to twist the TUBULAR BANDAGE too tightly or you will cut off the circulation.

Large TUBULAR BANDAGES are also used to bandage the BODY, with appropriate holes cut in the bandage for the animal's limbs.

4)  THE FINAL LAYER
This is a TOUGH outer layer which protects the SOFT, DELICATE inner layers of the bandage.  Materials used in the FINAL LAYER may be ADHESIVE or COHESIVE.


a)  ADHESIVE
ADHESIVE BANDAGES are mainly used to PROTECT a non-adhesive bandage from wear and tear, eg. on a paw.  They are more difficult for a dog to remove than other types of bandage.

ADHESIVE BANDAGES should never be applied directly onto the skin, as the adhesive may irritate the skin.

ADHESIVE BANDAGES may be:


i)  Conforming (stretchy)

Eg. ELASTOPLAST

This is easy to apply but easy for the animal to remove.

It can be put on too tightly unless you are careful.

If it gets damp, it loses its stickiness.

ELASTOPLAST comes with a line woven down the middle of the bandage as a guide, so that it is easy to overlap each turn of the bandage half-way across the previous turn to make sure it is properly secure.

 
ii)  Non-conforming

Eg. ZINC OXIDE

These are are less stretchy and more durable than conforming adhesive bandages.

They are not as easy for the animal to remove.

They are also used to secure INTRAVENOUS CANNULAE in place and for TRACTION TAPES in a ROBERT JONES BANDAGE or in a VELPEAU SLING


b)  COHESIVE

Eg. CO-FLEX, VETRAP

These are CONFORMING BANDAGES covered in a thin layer of LATEX, which makes the bandage stick to itself but not to skin or hair.  They are usually BRIGHTLY COLOURED.

COHESIVE BANDAGES are used as the OUTER (FINAL) LAYER of the bandage.  They are very comfortable to wear, but also easy for the animal to remove.


C)  CASTS
A CAST is a RIGID BANDAGE applied to a broken limb to hold the BONE FRAGMENTS at the fracture site as still as possible while the fracture heals.  It is applied with the animal under GENERAL ANAESTHETIC.

CASTS can only be used:


i)  if the fracture is BELOW THE ELBOW or STIFLE and

ii)  if the bone ends can be PUT BACK IN PLACE without operating on the leg

CASTING is also called the EXTERNAL FIXATION OF A FRACTURE.

MATERIALS USED FOR CASTING
1)  PLASTER OF PARIS
This is the most old-fashioned (and cheapest) casting material.

It takes a long time to harden and becomes soft and loses its strength if it gets wet.

It is softer than the other casting materials, so is much more easily damaged by chewing.  It is also heavy, requiring a thick wall made up of lots of layers for adequate strength.

2)  FIBREGLASS
eg. BAYCAST, VETCAST.  These are made of POLYURETHANE RESIN.

These are much lighter in weight and set much faster than plaster of Paris.

They are impervious to water and do not weaken when wet.

They are expensive, and may irritate the skin.

3)  THERMOMOULDABLE PLASTIC
eg. HEXCELITE.  This is a woven plastic mesh cast which needs to be SOAKED in HOT WATER before it becomes flexible enough to mould to the shape of the leg.

It is very strong and light weight.

It is very expensive.

It may not fit small legs very well.

4)  POLYPROPYLENE
eg. DYNACAST PRO.  This is similar in behaviour to FIBREGLASS.

PAGES 97 AND 100

The first and fourth diagrams on page 97 and the fifth diagram on page 100 were not drawn accurately by the artist.  You can replace each whole page with the following pages, or just download and print these pages, cut out the correct diagrams and paste over the two faulty diagrams.
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BANDAGING THE EYE.

PAD THE EYE AND THE UNDERSIDE
OF THE JAW

RUN A CONFORMING BANDAGE OVER
THE EYE,BEHIND THE OPPOSITE
EAR AND UNDER THE JAW

RUN THE NEXT TURN OF THE
BANDAGE BEHIND THE EAR ON THE
AFFECTED SIDE AND IN FRONT .OF
THE OPPOSITE EAR

REPEAT THESE LAYERS UNTIL THE
EYE IS WELL COVERED

TIE THE BANDAGE IN PLACE
UNDER THE CHIN

COVER IN ADHESIVE/COHESIVE
BANDAGE
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PAGE 98
Under B)  BANDAGING THE TAIL, replace the complete paragraph with the following:-

This is usually necessary to protect the tail tip after an INJURY or AMPUTATION.  Tail bandages are difficult to keep on, especially in dogs which wag their tails a lot.  The TAIL can be bandaged in much the same way as a LEG.

In general practice, adhesive bandage is often used as the final layer, with the top of the adhesive layer being stuck to the hair beyond the edge of the roller bandage in order to keep the bandage on the tail.  However, the RCVS view is that this is not acceptable because the patient may be uncomfortable (because the adhesive bandage pulls on the fur) or become sore (because chemicals in the adhesive irritate the skin).

PAGE 98
Under 1)  BANDAGING THE CHEST, replace point vi) with the following :-


vi)  Cover the whole bandage in an ADHESIVE/COHESIVE BANDAGE.

PAGE 98
Under 2)  BANDAGING THE ABDOMEN, replace point v) with the following :-


v)  Cover the CONFORMING BANDAGE in COHESIVE  BANDAGE.

PAGE 103
Four lines from the end of the page, delete the sentence :-

NB.  You do not need to stick this to the skin to hold it in place.

PAGE 105
Under B)  VELPEAU SLING, replace point v) with the following :-


v)  Cover the conforming bandage in adhesive/cohesive bandage.

PAGE 108
Under METHOD OF APPLICATION, replace points vii) and viii) with the following :-


vii)  The leg should now be flexed, with the hock turned outwards and the stifle turned inwards.


viii)  Strap the whole limb to the abdomen by wrapping a COHESIVE bandage from the paw, over the lateral surface of the leg, around the body and back to the paw.

PAGE 146
NTG is not a medical abbreviation.  It was in the Syllabus and so we included it, but NTG are actually Neil Gorman's initials which RCVS didn't proof read!  Cross it out.

� EMBED Word.Picture.8  ���








_1126973694.doc
[image: image1.png]VETERINARY NURSE TRAINING 97

BANDAGING THE CHEST.

STARTING BETWEEN THE
SHOULDER BLADES BANDAGE
AROUND THE CHEST

/

PASS THE BANDAGE
BETWEEN THE FORELEGS
r AND AROUND THE BODY

PASS THE BANDAGE IN THE
OPPOSITE DIRECTION BETWEEN
THE FORELEGS AND AROUND
THE BODY

REPEAT THESE LAYERS

COVER IN ADHESIVE/COHESIVE
BANDAGE
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