Emergency advice
for injection injuries

Procedure and Process Flow - How to Treat
a Fluid Injection Injury

Algorithm for the treatment of high-pressure injection injuries on
the base of nature of the fluid (Verhoeven & Hierner 2008).
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Suggested guidelines for optimal treatment
(for the medical professional)

® Early medical evaluation, including radiographic studies.

B Prompt surgical consultation. Patients treated properly within
10 hours of injury had much better outcomes than those

High Pressure Injection Injury % treated in a delayed fashion.
Keep warm g ® Administration of tetanus prophylaxis and intravenous
> Fluid’s substance notification (MSDS) S antibiotics.
immediate transport to a hospital g ® Elevation and splinting before and after surgical explorat.ion.
= Do not use cooling packs to control edema because their
L3 Tetanus prophyaxis S use may further compromise tissue perfusion.
—> AB prophyaxis S . . . . .
....... - - - m Surgical exploration using general anesthesia or axillary
Y block. Digital and local blocks may contribute to tissue
e T edema and are associated with worse outcomes.
| m Use of an extremity tourniquet to establish a bloodless
* * * operative field after exsanguinating the arm by elevation.
] g g Esmarch bandage exsanguination may cause further spread
water, air rease, oil aint, solvents £ L C o .
: X = of the injected toxins into tissue planes or compartments.
{ % = ® Wide surgical exploration, including decompression of tissue
Al ali Function / = compartments, debridement of nonviable tissue, and
rubor / calor / =2 high-volume saline irrigation. Particular attention should be
dolor/ Excluding general = directed toward fluid tracking around neurovascular bundles.
vascularisation intoxication = Flexor tendon sheaths are less likely to be involved.

® Wound cultures when appropriate to direct antibiotic therapy.

m Consider leaving the wound open, with a planned second

Observation and

conservative treatment look operative irrigation and debridement.
"""" h! v m Consider early amputation of a cool or poorly perfused digit.
m |f edema is significant, consider administering 100 mg of
§ hydrocortisone intravenously every 6 hours until
Ele:EII‘%((iilgl?(IfY = improvement is observed. Change to 25 mg of oral
ADEQUATE 5 prednisone daily and taper over 3 to 5 days. Restart
DEBRIDEMENT = hydrocortisone if edema, erythema or pain worsens.
(eb] q
Paler split n ntrinsic ond look within 24 hours 8. m Frequent postoperative reassessment and return to the
lus position: 5 days _ o operating room if indicated.
: I Passive mobilisation: 5 days
m Early postoperative hand therapy to maximize functional
Y [<B) outcome.
=
Flexion/extension splint -e— =)
Intensive =4
Active and passive mobilisation — " Physiotherapy @
Strength exercises e— (6-12 months) 08_

To order a complete
copy of the fluid
injection injury

booklet please visit
bfpa.co.uk/publications

B ©BrPa (BFPDA T

Disclaimer: Whilst considerable care has been made in preparing this document the British Fluid Power Association assume no responsibility
or liability for any injury, loss, or damage incurred as a result of any use or reliance upon the information and material contained herein.
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