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d. Status epilepticus. A series of convulsions without intervening 
periods of consciousness and is a medical emergency. Repeated convulsions (if 
uncontrolled) can lead to aspiration, anoxia (absence or lack of oxygen), brain 
damage, fractures of the long bones or spine, trauma to the head, and injury to 
the tongue (due to biting). 

13-W. Treatment for Convulsive and/or Seizure Patients 

The primary purpose of caring for a convulsive and/or seizure patient is to 
prevent him from injuring himself. Expedient actions and evacuation to an 
MTF are crucial to the patient’s health and welfare. 

a. Maintain the patient’s airway. 

(1) 

(2) 

Loosen his clothing at the neck. 

CAUTION 

Patient may have excessive mucous and other 
secretions. Close observation is necessary to 
prevent aspiration and suffocation. 

Remove his dentures (if applicable) or other loose objects 
from his mouth. 

WARNING 

Do not forcibly open the patient’s jaw if his 
teeth are clenched. To do so may cause injury 
to the teeth and gums. 

(3) Insert a padded tongue blade between his back teeth (if jaw is 
relaxed) or an oropharyngeal airway (J-tube) to prevent him from biting his 
tongue and to assist in maintaining an open airway. 

(4) Look for a medical warning tag. 

CAUTION 

Do not elevate his head since it may cause the 
tongue to fall back into the throat and obstruct 
the airway. 

NOTE 

Patient will not swallow his tongue. 

(5) Turn his head slightly to one side, if possible. 

b. Prevent injury to the patient. 

(1) Remove or pad objects that may cause injury to the patient 
while he is thrashing about on the ground or floor. 
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(2) Do not restrain his limbs during the seizure as this can cause 
muscle injuries and long bone fractures. 

c. Closely observe and accurately record all aspects of seizure 
activity. 

(1) How long did the seizure last? (Be as accurate as possible.) 

(2) Was there evidence of cyanosis, breathing difficulty, or a 
temporary absence of breathing? 

(3) What was the level of consciousness (before, during, and after 
the seizure)? 

(4) Was the seizure preceded by aura? 

(5) Which muscles were involved and where did it start? 

(6) What type of contractions (tonic, clonic, or both)? 

(7) Was there bowel/bladder incontinence? 

(8) Does the patient 
r‘ trauma, or drug/alcohol abuse? 

have a previous history of seizures, head 

NOTE 

In Jacksonian seizures, motor symptoms begin 
in a hand or foot and move up the extremity, or 
spread from a corner of the mouth. 

o! After the convulsive state of the seizure- 

(1) Place the patient on his side. 

(2) Continue to maintain the airway. 

(3) Have suction equipment nearby, if available. 

(4) Observe for periods of temporary cessation of breathing. 

(5) Place the patient in a quiet, reassuring atmosphere to 
minimize agitation and combativeness when he begins to wake up. Sudden 
loud noises may cause another seizure. 

e. Record the patient’s actions and the treatment given. 

f Evacuate the patient. The patient must be seen by a physician for 
follow-up care to determine the cause of the seizure.Evacuate the patient on a 
litter and administer oxygen en route, if available. 
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Section XIII. ABDOMINAL AILMENTS AND INJURIES 

13-98. General 

a. The term “acute abdomen” is used to indicate the presence of any 
one of a wide variety of abdominal disorders. An acute abdomen requires 
definitive care and usually surgical intervention. Severe pain is present in an 
acute abdomen. 

b. The primary concerns in the acute abdomen is to recognize the 
situation, perform life-saving measures, and evacuate the patient. It is not 
important that the aidman be able to make a differential diagnosis. 

c. The more common acute abdominal conditions are described in 
Table 13-3. 

13-99. Signs and Symptoms of an Acute Abdomen 

0 Abdominal pain. Which quadrant is it in and is it localized or 
2::;~ (Figure 13-98)? If localized, it may give a clue as to the organ 

. 

l Abdominal tenderness. Tenderness may be minimal or such that 
the patient may “guard” his abdomen by tightening his stomach muscles and 
will not allow his abdomen to be touched. 

Figure 13-98. Quadrants of the abdomen. 

0 Patient position. The patient does not want to move because it 
hurts to do so. The position of the patient is an important clue. In some 
diseases, the patient is comfortable in only one position. For example, with 
appendicitis the patient may draw up his right knee or both knees. A specific - 
position helps to relax the muscles adjacent to the inflamed organ and lessen 
the pain. 
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l Rapid shallow breathing. If breathing is painful, severe 
peritonitis may exist. However, increased respiration with any acute pain is 
common. 

0 Tachycardia 

* Low blood pressure. 

l A tense, often distended (enlarged or swollen) abdomen. 

0 Vomiting. Vomiting is not uncommon with an acute abdomen; it 
may be bloody or even fecal in nature. 

13100. Treatment for an Acute Abdomen 

a. Gently palpate his abdomen (Figure 13-99) for signs of- 

(1) Rigidity (stiffness) of the abdominal wall. 

(2) Pulsating (throbbing) masses (lumps or enlarged organs). 

PALPATE ABDOMEN FOR 
L 

0 RIGIDITY--STIFFNESS OF 

ABDOMINAL WALL 

0 PULSATING (THROBBING) 

MASSES (LUMPS OF 

ENLARGED ORGANS). 

Figure 13-99. Palpate the abdomen 

CAUTIONS 

1. Occasionally, an organ within the abdomen 
will be enlarged and very fragile. Palpating 
can cause rupturing of an aortic aneurysm 
(an out-pouching of the artery wall) and 
laceration (tearing) of the spleen. 

2. Do not give pain medication to the patient. 
Pain medication will conceal the signs and 
symptoms prolonging the time required to 
diagnose the cause. 
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b. Check his vital signs. 

c. Initiate intravenous infusion. 

d Treat for shock, if indicated. 

CAUTION 

Do not give the patient anything to eat or 
drink. This may further complicate his 
condition and cause vomiting. The patient 
may also require immediate surgery. Food 
in the stomach and intestines may cause 
complications during surgery (vomiting and 
aspiration of stomach contents). 

e. Obtain a patient history. Inquire about- 

(1) Location of the pain. Certain organs, like the stomach, give 
reasonably good localization of pain. In diseases of other organs, the patient 
may have pain anywhere in the abdomen. / 

(2) Radiation 0 the pain Certain types of abdominal pain have 
typical areas of radiation. TL e pain of pancreatitis often radiates straight 
through to the back. Pain from an inflamed gallbladder may radiate around 
the right side to the scapula (shoulder blade). 

(3) Quulity of the pin Cramping or intermittent pain suggests 
involvement of hollow organs. 

l Colic-hohow organ. 

* Burning-as with excessive acid. 

0 Boring-as with pancreatitis. 

o Sharp-as with perforated organs. 

0 pulling-as with ischemic bowel. 

(4) Dumtion of the pain 

0 Since onset-if more than 6 hours-pathological 

0 Constant or intermittent. 

(6) Intensity of the pain (mild or severe). 

o Awakes patient from sleep. 

0 Causes patient to pass out. 
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(6) Nature of onset of the pain 

l If pain is rapid in onset-moderately at first and 
~~~o~;pidly worse, consider acute pancreatitis or strangulation of the 

. 

0 Gradual. 

(7) Presence or absence of vomiting. 

(8) Change in bowel habits or the stools. 

l Constipation or diarrhea. 

0 Bloody or tarry (black) stools. 

l Stool morphology (shape)-cylindrical or ribbon. 

l Rectal bleeding 

f Record the treatment given. 

g. Evacuate the patient. When in doubt about the patient’s 
condition or diagnosis, evacuate him as quickly and gently as possible. 

13-101. Open Abdominal Injuries 

a The presence of an open abdominal injury can be a shocking 
discovery in the evaluation of a casualty. He is not in immediate danger if 
there is no profuse internal bleeding or perforated (punctured) organs. Severe 
abdominal wounds with perforated organs or heavy bleeding require 
complicated and prolonged treatment procedures to improve life expectancy. 
Triage would, therefore, require a priority of EXPECTANT in a muss casualty 
situation. 

b. The most important concern in the initial treatment of abdominal 
injuries is shock caused by internal bleeding. Bleeding may be present initially 
or may develop later. The presence or absence of bleeding or the size of the 
wound are not safe indicators of the internal damage. 

U-102. Treatment for an Open Abdominal Injury 

a Survey the patient. 

CAUTION 

Do not give the patient anything by mouth due 
to possible vomiting and aspiration. Fluids 
given by mouth can cause damaged internal 
organs to leak and result in further intra- 
abdominal contamination. 

(1) If the patient is thirsty, use a wet gauze to moisten his lips. 
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(2) Place the patient on his back, unless other wounds prevent 
it, to keep the internal organs inside the wound. 

(3) Turn the patient’s head to one side to keep the airway clear, 
should vomiting occur. 

CAUTION 

When an open abdominal wound has arterial 
bleeding, the vessel(s) must be occluded (tied or 
clamped) to prevent shock or possible death. 
This is done ONLY by more highly trained 
medical personnel. 

b. Apply a field dressing. 

(1) Flex the patient’s knees to relax the abdominal muscles and 
any internal pressure. This is usually the most comfortable position for 
bandaging and transporting the patient. 

CAUTION 

Do not attempt to replace protruding internal 
organs since this can cause further injury. 
Carefully place the organs on or near the 
wound before applying the dressing and to 
prevent further contamination. If a foreign 
object is protruding from the abdomen, treat 
the patient as for other impalement injuries. 

(2) Only sterile field dressings are used to ‘cover open 
abdominal wounds. The dressings must be large enough to cover the entire 
mass of extruded organs or area of the wound (Figure 13-100). 

Figure 13-100. l%eM dressing placed on the wound 
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(3) If the plastic wrapper is large enough to extend well beyond 
the protruding bowel, place the sterile side directly over the wound with the 
dressing on top. 

CAUTION 

Do not moisten the dressing. A moist dressing 
will act as a wick for bacteria to enter. Do not 
apply pressure to abdominal wounds or 
exposed internal organs. This can cause 
further injury, such as ruptured intestines. To 
avoid pressure on the injury, tie the dressing 
(tails) loosely at the patient’s side, not directly 
over the dressing. 

(4) If more than one dressing is needed to cover a large wound, 
repeat the previous procedures. Do not tie the dressing knots over each other. 

(5) Cover field dressings with cravats for added support and 
protection. Tie the cravat on the side opposite the dressing ties (Figure 
13-101). 

FIELD DRESSINGS ARE TO BE COVERED AND LOOSELY TIED 

WITH CRAVATS FOR SUPPORT AND ADDITIONAL PROTECTION. 
ON THE OPPOSITE SIDE OF THE DRESSING TIES. 

Figure 13-101. Cravats tied on the side opposite the dressing. 

c. Insert a large bore IV and infuse lactated Ringer’s solution. 

NOTE 

The IV is started at a rate of 10 milliliters per 
hour and is increased if signs of shock develop. 
If available, MAST trousers should be.applied 
to treat shock. DO NOT inflate the abdominal 
section if internal organs are protruding from 
the wound. 

r d. Record treatment. 

e. Evacuate the patient. 
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l If evacuation to the MTF is delayed, the patient must 
bez;nitored frequently (every 15 minutes or less, if possible) for signs of 

0 Evacuate the patient with his knees flexed. 

Section XIV. IRRIGATION OF THE EAR 

X3-103. General 

a. Irrigation of the ear is the flushing of the external ear canal with 
a gentle stream of solution. The ear may be irrigated to- 

0 Cleanse the external auditory canal. 

0 Soften and remove impacted wax (cerumen). 

0 Apply heat to the tissues of the ear canal. 

0 Apply antiseptics or medications. 

b. Never use irrigation procedures to remove foreign objects such as 
beans or corn. Moisture causes vegetable matter to swell. Irrigations are not 
used if a patient’s eardrum is punctured. The additional irritation can cause 
middle ear infection by transmitting debris or discharge from the external 
canal to the middle ear. 

13-104. Treatment for an Obstructed Ear 

a Verify the need for irrigation of the ear. 

b. Perform patient care handwash. 

c. Gather the necessary equipment. 

(1) Collect the irrigating syringe, protective drapes, otoscope 
set, emesis basin, irrigating solution, and at least two 4- by 4-inch sponges. 

NOTE 

There are three general types of syringes used 
to irrigate the ear: a rubber bulb syringe, an 
asepto syringe, and a metal Pomeroy syringe 
(Figure 13-102). Common solutions used to 
irrigate the ear include tap water, normal 
saline, hydrogen peroxide and water mix, or a 
solution of bicarbonate of soda and water. The 
hydrogen peroxide and water mix is often used 
to soften and remove impacted ear wax. 
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RUBBER BULB 

ASEPTO (Glass) 

POMEROY (Metal) 

Figure 13-102. General types of syringes. 

(2) Use the otoscope to see the external ear canal. It comes 
equipped with specula of differing sixes. The speculum is an instrument used 
to expose the interior passage of a body cavity (in this case, the ear). 

(3) When viewing the external ear canal with the otoscope, use 
the largest speculum that will fit comfortable into the meatus (opening) of the 
ear in order to see the largest portion of the external ear. Before and after use, 
cleanse the speculum with alcohol. 

d Warm and test the irrigating solution. Warm the irrigating 
solution and test the temperature by allowing a small amount of the fluid to 
run on the inner part of your wrist. If the solution feels hot, wait until it cools. 
It may be necessary to prepare the irrigating solution. Request supervisor’s 
assistance if solution mixing is necessary. Mixing solutions may be warmed by 
placing the container of solution in a pan of warm water. The irrigating 
solution should be about hody temperature (950 to 105oF). Solutions that 
are warmer or cooler than the body temperature feel uncomfortable for the 
patient and may cause tissue injury, nausea, or dizziness. 

e. Explain the irrigation procedure. Tell the patient what is to be 
done and ask for his cooperation and assistance. He may feel some discomfort 
when the solution is introduced into the ear, but he must remain as still as 
possiA:f he moves, the syringe may damage the ear canal or tympanic 
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f Insert an otoscope speculum into the external ear canal. 

(1) Tip the patient’s head toward the shoulder opposite the ear 
to be irrigated. 

(2) Straighten the external ear canal by gently pulling the 
auricle upward and backward (Figure 13-103). 

Figure 13-103. Straightening the external ear canal. 

(3) Turn on the otoscope light and gently insert the speculum 
just inside the opening of the ear (Figure 13-104). 

(4) Look into the ear canal through the lens of the otoscope. 

SPECULUM IN 

EXTERNAL CANAL/] 

Figure 13-104. Speculum inserted in the ear opening. 
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