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Most accidents are minor and the necessary first aid is usually obvious to a person who has

even the minimum of training. DHowever, serious accidents require that the most *lethal
injuries_be treated first. Quick action is necessary for injuries such as severe *bleeding,

interference with breathing where artificial respiration could help, or heart *arrest. *Poisoning,

where any delay could endanger life, also requires prompt treatment. @If there is a person

available who can do so, that person should get a *physician as quickly as possible.

Severe bleeding or *suffocation can bring on death in minutes. In either case, *protracted
bleeding or loss of oxygen could lead to irreversible brain damage even if the victim should
survive.

Adequate training in first aid can be provided only by someone properly trained to do so.
First aid certainly cannot be learned from five or six pages of a language text book.

Keep calm, and do not move the victim unless absolutely necessary. Suggested examination
may be indicated by the nature of the accident, and by the victim's reactions and account.
Q) ] move the victim before first checking carefully that it will not further *aggravate
injuries.

Thoroughly examine for all possible problems; inspection is often incomplete after the first
injury is found, especially if it is a major injury. Give first aid to minor as well as @[ ]
injuries. This might be simplified by considering the nature of the accident. Poisoning reduces
the possibility of fracture, *laceration, or violent injury unless the victim has fallen. At other
times you must recognize that any part of the body might be injured and require attention as in
the case of violent accidents, traffic accidents, falls, gunshot wounds, or *blows.

Surface injuries are readily evident. Fractures and internal *organ imjuries present greater
difficulties. Visible evidence of fractures may be absent, and such evidence is almost always
absent for internal injuries. Your objective in a checkup is simple: determine what body parts

are, or might possibly be injured, ®Obtaining this objective, however, may not be so simple
since first aid should be administered, as much as possible, without moving the victim.

Keep the patient lying down with the head level. Look for excessive bleeding, arrest of
breathing, heart activity and *signs of poisoming in that order. After treating ®the lethal
problems you should consider each body part: the head, neck, back, *frunk, and each *extremity.
For each part, look for surface injury, fractures, and internal orgaﬁ injury. Also, note the victim's
general condition and state of consciousness. Avoid the error of *splinting only the large bone
and then ignoring a small fracture.

In case of shock, place *insulation under the victim as well as on top. The only treatment that
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a *layman can administer to reduce the consequences of serious shock is to keep the victim
warm, but avoid overheating.

Do not give *{luids to an unconscious or partly conscious person; they may interfere with
breathing. Do not attempt to arouse an unconscious person by shaking, talking, or shouting, If
the victim is unconscious, loosen clothing about the neck. If there is positively no possibility of
fracture, turn the patient on the side. Maintain this position by *flexing a leg, and place a pillow
or pad under the head so that *secretion can *drool from the corner of the mouth. This will
usually allow good respiration.

Following injury, do not lift a *gasping person in a way which will bend the body. This is
done very often and may aggravate injuries of the back or internal organs. Gasping is not
always caused by insufficient oxygen but may be due to injury of the back or chest.

If breathing has stopped for one minute or less before artificial respiration is started, the
chance for recovery are 98 in 100. They are 1 in 100 if breathing has stopped ten minutes.
Artificial respiration may be needed for three to four hours before recovery becomes apparent
after severe electrical shock. In case of *drowning, signs of recovery may not appear before 25

minutes.
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Disturbing failures and inequalities in *stroke care services in the UK were revealed in a
report published on April 23 by the Clinical Effectiveness and Evaluation Unit of the Royal
College of Physicians, London. The National Sentinel Stroke Audit, which examined at data
from 11369 patients with stroke *admitted between April 1 and June 30, 2008, to 216
hospitals in England, Wales, and Northern Ireland, found that as many as a quarter of patients
had 10 access to the best available treatment—admission to a dedicated *comprehensive stroke
unit.

In practice, no stroke unit care means that almost O ) patients with a stroke in this
sample had less chance of receiving known key indicators of good stroke management (90% of
stay in a stroke unit, rapid screening for *swallowing difficulties, & brain scan within 24 h,
*aspirin, assessment by a *physiotherapist and an *occupational therapist, being weighed,
mood assessment, and rehabilitation goals agreed by a *multidisciplinary team). Rapid initial
assessment, caring for patients in the acute stages of stroke, *thrombolysis if appropriate,
rehabilitation with the aid of a multidisciplinary team of therapists, and supported *discharge
are key to aiding recovery. But only 17% of the total sample was admitted to an acute stroke
unit within 4 h of hospital admission. As few as 21% had a brain scan within 3 h. And although
an estimated 15% of patients were *eligible for thrombolysis, only 1% received it.

@These are @shocking findings, Stroke services in England, Wales, and Northern Ireland
are offering not only unequal care, but also care that falls below the standards set out in the
National Stroke Strategy. The strategy, which was introduced in 2007, has helped to stimulate
efforts to improve services. Encouragingly, since the last Sentinel Stroke Audit in 2006, there
have been some improvements in care. In 2006, for example, onlyl 62% were admitted to a
stroke unit, and 16% had a brain scan within 3 h. But clearly there is a long way to go before all
patients with suspected stroke receive *prompt access to a high-quality stroke unit with a
multidisciplinary team of therapists, rapid imaging, and thrombolysis when appropriatc—the
ideal standards set out in the National Stroke Strategy.

Stroke services in the UK suffer from inadequate staff numbers. One survey published last
month in Clinical Medicine estimated that more than 2000 extra full-time nurses,
physiotherapists, occupational therapists, and speech therapists are needed to provide an
optimum service in England alone.

But it is not just a question of resources, although stroke must be given higher priority in

resource “allocation to ensure that patients receive the highest standards of care possible.
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Increasing public awareness of the symptoms and signs of stroke and *transjent ischaemic
attack is crucial. “Time is brain” and “brain attack” are slogans that have worked well in the
USA to symbolise the importance of thrombolysis and rapid treatment, *analogous to those
well established in *cardiology. In the build up to May 12, @Stroke Awareness Day, a series
of television advertisements in the UK, which *portray people with signs of a stroke or
transient ischaemic attack, may help to develop the sense of urgency that needs to be triggered
with stroke, as it is with heart attack.

Increased use of ®FAST (one or more of facial weakness, arm and leg weakness, speech
problems, then time to call an emergency ambulance) to diagnose stroke and therefore take
patients directly to an acute stroke unit would enable rapid admission to the appropriate place.
At present, many in the UK end up in general admissions units in hospitals where access to
scanning, thrombolysis, and care by appropriate therapists is delayed. Increasing the priority

with which ambulances respond to calls for suspected stroke would also help.
Stroke is a medical emergency. Despite almost two decades of research that has proven the

benefits of stroke units, thrombolysis, and aspirin in reducing *mortality and *disability,
®stroke still lies in the shadow of its big sister, heart attack. Stroke physicians rarely have the

status or power of *cardiologists. The proportion of research funds for stroke is *paliry in
comparison with that for *myocardial infarction. Yet stroke-related disability is expected to
substantially increase as populations age. In view of the worldwide shortage of health-care
professionals and other resources to *implement the strategies that work for stroke care, never

has “time is brain” seemed more appropriate.

H B : Lancet, 2009
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