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Preface to the
Fourth Edition

Current modifications in concepts of causation and therapy, and
in the modalities commonly available for management of urgent
conditions, have resulted in a shift of emphasis in certain parts of
this edition from the purpose — portal-to-portal care in emergency
situations—specified in the {irst edition fifteen years ago.

The term emergency care is now generally accepted to i.nclude
not only immediate management at the site of the injury or illness
but also close supervision of transportation to an adequately
equipped and staffed hospital emergency department. Here the pa-
‘tient can be given the advantages of methods of evaluation and
treatment-based on up-to-date understanding of the pathophysiology
of trauma and catastrophic disease and on modern, often complex,
laboratory determinations.

The treatment which a person suffering from an acute condition
receives immediately following onset may make the difference
between life and death; the longer the delay before institution of
intensive specific therapy, the worse the prognosis. The use of a
mobile emergency unit, staffed by specially trained personnel, will
in many instances decrease the time lag between onset of the
urgent condition and treatment and increase the patient’s chances
of survival and recovery. Immediate proper and energetic care in
the emergency department is also important. Therefore, we have
considered it advisable to extend and expand the discussion of
certain aspects of intensive specific therapy—particularly those
sections dealing with cardiac disorders, pulmonary conditions,
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resuscitation and shock in which immediate informed action is
all important.

Once again it should be stressed —as it has been in previous edi-
tions —that the interpretations of clinical and laboratory findings
and the therapy recommended for each condition do not neces-
sarily represent the only proper methods of evaluation and treat-
ment. However, it is our opinion that the regimens outlined
represent methods of handling which in many instances will save
life and minimize disability as well as protect the attending
physician against charges of uninformed or improper treatment.

" During the last few years several new drugs or therapeutic agents
have been developed or have become commonly used which have
definite value in the management of emergency conditions. Among
these are human tetanus-immune globulin (TIG) which has sup-
planted the equine antitoxin for active protection against tetanus,
vasodilators in treatment of certain types of shock, Xylocaine intra-
venously in prevention and treatment of cardiac arrhythmias and
pentazocine lactate (Talwin) orally and parenterally as a non-
narcotic agent for control of pain. For more detailed information
regarding dosages, methods of administration, contraindications
and side effects of these drugs, as well as of others mentioned in
the text, the brochures prepared by the manufacturers or a standard
text on pharmacology should be consulted.

In line with recent court decisions, an attempt has been made
under Administrative, Clerical and Medicolegal Principles and
Procedures to stress the necessity of informed consent on the part
of the patient before operative or other potentially actionable pro-
cedures are begun by the attending physician. We hope that increas-
ing use of this type of authorization will help to stem the rising tide
of malpractice actions.

Finally, to expedite rapid reference similar or related conditions
have been' grouped under systems whenever possible, and cross
references have been expanded and simplified.

We would like to express our appreciation to Alfredo Burlando,
M.D., Bernard Horn, M.D., and Paul Stange, M.D., of the Perma-
nente Medical Group at the Kaiser Foundation Hosplta.l Vallejo,
California and to Clifford Skinner, M.D., of the Permanente Medical
Group at the Kaiser Foundation Hospltal Sacramento, California
for encouragement, suggestions and constructive criticism of the
text, to Betty Barr, R.N., for painstaking and accurate typing of the
manuscript and to our respective wives for careful —and onerous —
proofreading and checking of cross-references.

Vallejo, California THos. FLINT, JR., M.D.
Sacramento, California HarveEy D. Cain, M.D.




Preface to the
First Edition

Many excellent texts are available covering first aid procedures,
and surgical and medical care in acute conditions. The following
pages, however, have a much more limited objective — the presenta-
tion of the treatment and management of the patient by the
Emergency Physician from first examination until disposition for
definitive treatment can be arranged. To borrow a phrase from
current labor relations, I have endeavored to outline in a rapidly
available form ‘“portal-to-portal’” care in emergency situations.

The term “Emergency Physician” has been used throughout this
book to designate the physician in charge of the patient in the
emergency room, department or private office. In large hospitals
this physician may be on a full-time basis; in smaller units he may
have numerous other duties, or be on part-time emergency call.
Too often he is an intern, resident, or general practitioner of very
limited experience in the management and treatment of acute
conditions. To all these physicians whose contribution to the
welfare of the patient is often overshadowed by a spectacular
surgical procedure or a brilliant medical diagnosis, I am dedicating
this book, with the hope that the information herein contained may
be of some assistance to them in fulfilling their very great, and
often unrecognized, responsibilities.

“Emergency Care” is used in this book in the sense of the ex-
amination, treatment and disposition of a person who has developed
or sustained an unforeseen condition which is believed to call for
prompt action. Examination may disclose no urgent or pressing
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vi PREFACE TO THE FIRST EDITION

need for treatment, and reassurance of the patient or his family
may be all that is necessary. On the other hand, prompt and proper
handling of the case may result in saving a life, preventing a long
illness, or preserving maximum function.

In the first section are grouped some important generally applica-
ble miscellaneous medical procedures. Administrative medico-
legal, and clerical principles and procedures which I have found to
be of value in the operation of an efficient emergency-service are
covered in the third section. Since, by the nature of the cases which
he is called upon to handle, the phy51c1an treating emergencies is
especially vulnerable to legal action, the medicolegal aspects have
been outlined in considerable detail. The underlying legal principles
used as the basis for the medicolegal points involved are widely
accepted although minor variations may occur in some localities.

In order to facilitate rapid reference all conditions covered in the
second section are listed alphabetically, and cross-references are
indicated. Although in some instances the most important diag-
nostic points have been given, I have made no attempt to cover this
aspect fully. The methods of treatment suggested are not neces-
sarily the only proper therapeutic methods, but they are based
upon several years of experience in the handling of a large volume
of emergency cases as well as upon accepted methods of emergency
care. The drugs mentioned are those available in any well equipped
emergency room or office. The dosages given are for adults unless

" otherwise specified and should, of course, be modified for infants,
children or elderly persons. Whenever the use of Plazmoid is
recommended dextran, PVP (polyvinylpyrrolidone), serum
albumin, or any of the other accepted plasma volume expanders
can be substituted. If facilities for typing and cross matching
are available the use of whole blood transfusions is even more
desirable.

No attempt has been made to specify or suggest therapeutic
measures after immediate emergency care with the exception of
supportive therapy during ambulance transportation and occasional
instructions to be carried out at home before receiving hospital or
office treatment.

It will be noted that repetition and duplication occur rather
frequently, particularly in the section covering Poisoning, Acute
[Topic 49]. I believe that for the purpose of quick reference this
repetition will be found to be of value.

The political and social unrest so prevalent throughout the world
suggests the possibility that many physiciaqs not familiar with
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emergency measures may be called upon to treat large numbers of
serious civilian casualties. This possibility —remote though it may
be—in my opinion justifies the presentation of this summary at
this time.

I should like to express my thanks to Dr. E. M. MacKay for his
encouragement, constructive criticism and guidance in the prepar-
ation of this book. I am also grateful to Dr. Glenn Lubeck for his
suggestions on Cardiac Emergencies and to Dr. Arthur Michels for
the section on Shock. The interpretation and clarification of the
medicolegal problems by Mr. James French and Mr. C. H. Brandon
have been invaluable. Finally, I wish to thank Miss Bernice
Turkovich for her very great assistance in the preparation of the
manuscript. '

THos. FLINT, JR., M.D.




Contents

‘GENERAI. MEDICAL PRINCIPLES AND PROCEDURES

. 1. Achievenients in Urgent Therapy ...c...qiw s sesvseses ssovsess
Q. AAAICHON ...
3. Death Cases........... % SRR T SR SRS R St s e e 2
4. Drug Dosage in Children..............ocooooiiiiiiiiiiiiiiiiieeenn.
5. Emergency Medical Bag Contents ...............................

6. Fluid Replacement in Emergencies ..........c.c.cooviviiininn...




10:

11,

12.

13.

14.

15.

16.

1.7

18.

CONTENTS

Narcotics (Opium Derivatives and Synthetics) in

Emergency Cases......couvuiiiiiiiiiiieiiiiiiiee e 25
Prescription Restrictions ............ocoieviiiiiiiiiiiiiiiiiiin, 28
TREVPIE s cistiacs smssrcer wacartorsss sk e B 15 S e St s ot et e it 29
Reportable Diseases .............cccceeeeveennn.n. et e e it i s 30
RESUSCILABION suse s o v e s s simamsin st s s o bt o s s 32
Serum Sensitivity and Desensitization............................ 45
SUTCIAE .o vnvinmsmunns svorssss mmesesss sowaiion v sasss 5 dee e 5 s WeEE 46
Surgical and Emergency Procedures and Techniques ..... 46
Tests Applicable to Emergency Cases.............c..ccceevnnnn.n. 61
Tetanus ImMUNIZAtION::: o e me s mmmenm sswming st fosssopsisanmss 67
Urgency Evaluation (Triage) ..........cccoeevvieiiiiiniiiiiiinann.n. 70
X-TRANS 555 c.00 wiioimiin 67 6o S0 58 FoTFHT 57 RARESS s Bihs smmmsmnminsoarewradaioe 71

EMERGENCY TREATMENT OF SPECIFIC CONDITIONS

19.

20.

21;

22.

23.

Abdominal Pain .............ccoiiiiiiiii 76
ADSCESSES .uceiiiitiiiii e 78
Allergic Reactions ..............oooiiiieiiii e 84
ASPRYXIAtION ....vii 87
Barotrauma..................oee e e S SRS SR P PR 89




24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

CONTENTS . xi

Bt S .ottt 96
BRI o vovisns oo mwnstsmoes S U ST, SRR o 106
Cardiac EMEergencCies ......c.oiviuiuiniie e aaaanans 116
Cephalgia ....o.oiii 136
Chest IMJUTICE o ouunsi v comeninsosvavsse 5ol Sasmua s S REHEN SR eH wn S0s 145
COMNIR: 1 covnis v o st 55 s M 05 58 SIS s S S e s e S e S Ra A 148
Contagious and Communicable Diseases ........................ 158
Convallsive SeiZMYeS . o wusrm si5ti-insnsass canmssmasiensnsinsossanntiosfion 170
Ear Conditions........cccoevuriieennennnnnna..d RS SRR RS 175
Endocrine EmMergencies ...........cc.oooviuiiiiiiiiiinieieiiiiieininann. 178
Excitement States..............coociiiiiiiiiiiii 182
Eye CONditionS...........vvviivieeeeeeeeeeeseeeeeeieeeeeeeeeeeeeseenesans 185
Foreign Bodies........oouiiuinininiiiii e 195
Gasfrointestinal BINEYZENCIES!. . ovvuie vunaits sonisrin sonc cmomimmsseaasdes 200
Genitourinary Tract Emergencies.................c.cccocevenn.... 219
Gynecologic Conditions .............ooviuiiiiiiiiiiiiiieieeei. 220
Hand INJUFIES .....c.cvounisuvmmecsasansessssssssssssasissis nssssositos fosts 222
Head IDJUTIes........cccvcovermenssommmmmessanss s tbedibila s s Ak Snd, 232
HeEMOTTRAZE. .. ... cocernannrirmsmnnasmasiossinssssie ssbvstiannsssne s bh iuiitidese 240




xii

43,
44,
45.
46.
47.-
48.
49.

50.
51.

52.

53.

55.
56.
57.
58.
59.
60.

61.

CONTENTS
Metabolic DISONAErS ...k iinmcmrabinnssssonniocnisnsonsssiissomssssnios 249
Musculoskeletal Disorders..... .......................................... 257
NS CONATONS 5 veseamobige snnonnoinmesi Tin oo Gidbsmen SvediSeg stnsons st 277
Neurologic DiSOXAErs ... ... ceosbormmenesinciae s svssinisnvinebsvnn svmsse 279
Obstetrical EMergencies ......c.......ovviiiiiiiiininieieneneinenannnn. 288
Pediatric EMEergencies ..........coceviviiieiiieeniiiiiiinieesianannns 292
POISONINE, ACULE... 5. . ioune idiai s saiosadbans commsanio vassnsa s sisSsnces 331
Psychiatric EMergencies........coc.vevieiuiniieiniiiiiiiineeiinenenanns 523
Pulfnonary D303 (- 2 - TR SRR SN SRS 0k S S 529
Respiratory Tract CONAIIONS ... cvsvessssrniasasitesnistorssotosmns 533
SHOCK: . .o oo omapmnsepemnmsemsonnstsssdnns s s S R ST g e 541
Skin and Mucous Membrane Conditions................c........ 556
S0ft TisSUe INJULIES ...c.ccuvevurmececsosansonennenashiosiisisnstnnbeonesns 563
BEINIEE v 30 mpissiosvisn s smmsdmmensediss i s H R s T e s e s 578
Temperature Variation Emergencies ................cc.cevnenn... 583
TOOthaChE. «;5. 5 s: o wns ememsipaTmmmmnes s soimsasislissmmaasi o By s sy as 589
Vasoular DIBOrders .. s sctmmpssisssavenn et ynn A it 590
Venereal Diseases .o oo sitisimcirsssiononsdossmmstadissisnsgons 613
Ry 510 (0] 11 1 S LN e 617




62.

63.

CONTENTS xiii

VLAl TNE@CHOTIS . eeevve oo 620

Wartime EmMergencCies ........ocoiiiiiiiiieieiiieieiieeieeiieaeas 630

ADMINISTRATIVE CLERICAL AND MEDICOLEGAL
PRINCIPLES AND PROCEDURES

64. AbandonINEnt ....cuc v ss s sssssonss ceseamsns sesasssessescsiss soreass 640
65, CRTACATES v vres wvmmuss vomvssisfose a5 smnE 53563 beEsnas de sais s diwesiaes 642
66. Emergency CaS€ RECOTAS ...vveeeeeeeeeeeesseeeeeee e e, 643
67. Liability and Subrogation Cases .....ii.:csssussmasosssssssssanoss 648
68.  MAalPractiCe . uvssssenivaeicsmmes wanssni smisin S 649
69. Permits and Authorizations in Relation to

EMErgency CABES  vu.wvwsssms s s seisssissseisuasassosssssns sisnsansse 651
70. Release of Information..............coovviviiiiiiiiiiiiiniiiiennen, 675
71. Responsibilities of. Physicians Examining and Treating

Emergency CASES. e ceurerrnrernnrncnnrnaraenansseenrnmensnnenssnennsnenas 676
72. Service Personnel and Dependents ............................... 678
73. SUDPOENAS ...ttt 678
74. Testimqny AT COURE soooeovin manns v <o woeits ey sa s S EA B e s S hs 679
75: Workmen’s Compensation (Industrial) Cases................. 682
79 0] 0,21 ¢ s 4 b- SRR RRUNUNE NN LRI, LN R BSRNE SRR 685
IO oo vnnsismsmammsmissssannts s ssuaes Toamias S5 7SR TS e R s e Hos s eanes 695




GENERAL
MEDICAL
PRINCIPLES
AND
PROCEDURES



1. ACHIEVEMENTS IN URGENT THERAPY

Many definite advances have been made in the management of
acutely ill and severely injured persons during the last decade.
Among these advances are:

Assessment, mobilization and development of community
resources.

Development and expansion of the concept of an emergency
department instead of an emergency room.

Upgrading of training in first aid (immediate) care for ambu-
lance attendants, law enforcement officers, firemen, orderlies,
licensed vocational nurses, registered nurses and other medical
and paramedical personnel with certification, registration and
licensing (plus an appropriate pay scale) for qualified persons.

Improvement in the comfort, safety and efficiency of trans-
portation of acutely ill and severely injured persons by stressing
obedience to traffic laws, better communication (central dis-
patching, two way radio, cooperation with law enforcement
agencies), the use of mobile care units, helicopters and air
ambulances, and standardization and modernization of the
equipment of vehicles used for transportation of urgent cases.

Better understanding of the underlying pathophysiology of
trauma and shock with resultant more efficient diagnosis, treat-
ment and management. Examples are the use of venous pressure
monitoring as a guide to blood volume, the development of more
efficient cardiopulmonary resuscitation methods and the limita-
tion of use of vasoconstrictors with the substitution of vaso-
dilators in certain types of shock.

Utilization of safer and more efficient drugs to accomplish a
given result (nonnarcotic drugs in place of narcotics for control
of pain; human immune globulin (TIG) in place of tetanus
antitoxin).

Intensive critical and constructive studies to determine more
efficient methods of staffing emergency departments for better
management of urgent conditions and to delineate the respon-
sibilities —clinical, ethical and medicolegal —of physicians and
-ancillary personnel responsible for first aid and emergency care.




2—2. BARBITURATES 3

Increased emphasis on instruction and practical experience in
accepted methods of care of urgent cases in medical schools and
teaching hospitals and in refresher courses for practicing
physicians. '

More frequent scheduling at international, national, state,
county and local levels of symposia, conferences, seminars and
workshops for the discussion of modern advances in the care
of acutely ill and severely injured persons.

2. ADDICTION

The two most common and least recognized examples of addic-
tion in everyday life are the use of caffeine-containing drinks and
tobacco products. Both fulfill the requirements for true addiction
(increased tolerance and withdrawal symptoms), but social con-
demnation of habitual use of either has never become widespread,
although it does occur in certain religious, sociologic and profes-
sional groups. The possible results of rigid government control
(tried unsuccessfully and eventually repealed for alcohol and now
in effect in varying degrees in different localities for narcotics,
barbiturates, marihuana and other so-called dangerous drugs)
is an interesting topic for surmise. Widespread and indiscriminate
use of mood modifiers (hallucinogens, sedatives, stimulants, tran-
quilizers and psychedelics) has introduced problems which
currently are requiring medical and sociologic consideration.

Public attention at the present time is focused mainly upon
three causes for addiction.

2—1. ALCOHOL

Acute dehydration and malnutrition may make hospitalization for
fluid replacement (6) necessary. Delirium tremens (34—3) and
alcoholic neuritis (46—8) as well as degenerative mental changes
(50—1. Organic Psychoses) may require institutional care. For the
toxic picture and treatment of acute alcoholism see 49—315. Ethyl
Alcohol.

2—2. BARBITURATES

Chronic addiction to barbiturates rarely requires emergency care
unless an overdose has been taken, but hospitalization is often indi-
cated for supportive therapy when the drug is stopped. Too rapid a
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4 2—3. NARCOTICS

withdrawal may result in convulsions, irreversible mental changes
and even death.

For signs, symptoms and treatmen¢ of acute poisoning see
49— 111. Barbiturates.

2—3. NARCOTICS

Whenever addiction to, or self-administration of, any of the sub-
stances covered by the Narcotics Act is known or suspected, certain
restrictions (2—5) apply. Most of the substances covered are
included in the following list:

Alpha and beta eucaine ((49—324).

Alphaprodine (Nisentil) (7 —2).

Apomorphine (49 —85).

Cocaine and its salts, preparations, compounds and derivatives (49 —218).
Codeine and its salts, preparations, compounds and derivatives (49 —219).
Dihydrocodeinone (Hycodan) (49 —273).

Hemp and its extracts and compounds (49 —441. Marihuana).

Heroin (49 —366).

Hydromorphone (Dilaudid) (49 —277).

Laudanum (tincture of opium) (49—413).

Levorphan (Levodromoran) (49 —472. Methorphinan hydrobromide).
Lophorphora (mescal, peyote) (49 —460).

Marihuana (49 —441).

Meperidine (Demerol) (7 —2 and 49 —245).

Methadone (Adanon, Dolophine) (49 —464).

Morphine and its salts, preparations, compounds and derivatives (49 —495).
Opium and its salts, preparations, compounds and derivatives (49 —545).
Pantopon (pantopium hydrochloride) (49 —562).

Paregoric (camphorated tincture of opium) (49 —545. Opium).
Racemorphan (Dromoran, methylmorphinan) (49-—472. Methorphinan hydro-
bromide).

2—4. ADDICTION TO OPIATE-TYPE DRUGS

SIGNS AND SYMPTOMS ]

1. In spite of widespread publicity to the contrary, a habitual user
of opium derivatives or opiate-like synthetics who is taking his
regular dose of a pure preparation at accustomed intervals will
rarely show any outward evidences of dependence on the drug.
Mental impairment of any type almost never occurs; neither does
physical or social degeneration, if the addict is financially able to
support the very expensive habit without interruption and if
degenerative mental or physical processes were not already present
when habitual use became established.

2. Scars—old, recently healed, healing and fresh —from subcu-
taneous, intramuscular or intravenous injections.
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