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Hands interface with just about everything we do. We use our hands 
and fingers to press buttons, manage touchscreens, tighten the nuts 
and bolts of industry, and above all - to touch others.  We must get the 
management of hand injuries right from the very beginning. Getting it 
wrong can result in permanent disability and, especially in the remote 
and offshore medical context, an ongoing inability to continue to work 
and secure a lucrative career.

Losing the use of the thumb results in a hand that only functions as a 
hook or a hammer; Loss of the use of fingers results in a low-power 
clasp… Either result must be avoided.

When assessing hand injuries, 
the order of priority is:

FUNCTION 
(do NOT cause the 
patient unnecessary 
pain) Check if the 
affected part still moves 
normally - and feels 
normal when it moves.

We have to think about the risk of infection if there is any break in skin 
integrity - check tetanus status and consider the need for antibiotics. 
(Note - Antibiotics do not necessarily have to be used in every open 
hand injury. Antibiotics should not be started without medical support 
based on a detailed description of the injury, the mechanism of injury 
the location of the injury and pictures!!!)
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ASK THE INTERNATIONAL SOS MEDICAL DIRECTOR 

As International SOS members, you can email non-urgent medical questions to our medical director. Our 
medical director will respond to them in future issues of our newsletters. The person who has posted the 
question will remain anonymous.

Please send me your questions with some medical background information as well as the name of your 
vessel to the following email address: MaritimeMedicalAdvisor@internationalsos.com

Dr. Rene De Jongh 
Regional Medical Director

PROTECTION 
If there is an open 
wound, it needs 
to be debrided, 
cleaned, covered 
with a sterile dressing 
and, if indicated, a 
comfortable splint(s) 
applied.

CIRCULATION 
Check if perfusion is 
adequate, check if 
bleeding is uncontrolled.

LACERATION 
If the wound is open, 
does the problem 
involve bone and/or 
joint?
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Examining the injured limb should be straightforward; 
follow the usual triad of look, feel and move.

3)  MOVE…
• If the patient is able to move 

hand and fingers voluntarily, 
it is unlikely that any joints 
are injured. However, limited 
movement does not guarantee a 
normal joint… and continuity of 
movement does not guarantee 
an undamaged tendon 
mechanism; partially cut tendons 
may keep moving fingers early 
after an injury and then weeks 
later, suddenly divide completely. 

• Passive movement by us moving 
the limb – carefully! – is most 
helpful to identify movements 
that should not be able to 
happen. This is an early indicator 
of ligament ruptures or unstable 
fractures of shaft bones. 
Again, do not cause the patient 
unnecessary pain. I recently 
saw a patient who complained 
about forceful examination - and 
a medical colleague advised the 
patient “the doctor told me I had 
to do this to you”… No, just no…

2)  FEEL FOR…
• Sensation
• Tenderness
• Crepitation (check 

considerately so as not to 
cause unnecessary pain)

• Capillary filling (if you have 
experience with this… 
It is an inaccurate sign 
when carried out by the 
inexperienced)

• Warmth
• Pulses

1)  LOOK FOR…
• Colour and perfusion
• Visible wounds 

(measure them)
• Deformity (angulation, 

shortening)
• Swelling, discolouration 

and bruising

Work through the following 
list of “injury principles” so 
as not to miss anything: 
1. Any skin wound near a 

fracture or joint is assumed to 
communicate with bone and is 
therefore a compound injury 
until proven otherwise.

2. Open wounds have a significant 
risk of infection even when 
carefully managed from the 
outset. There may be little 
correlation between the severity 
of injury and the size of the 
wound e.g,. penetrating injuries 
may produce lacerations with 
little tissue necrosis (such 
as stab wounds),  compound 
fractures in which a bone 
spike lacerates the skin from 
inside out. In other words, what 
you see is not always all that 
happened…

3. Degloving injuries, which occur 
when skin and subcutaneous 
tissues separate from the 
underlying muscle, are 
common. Progressive swelling 
poses the risk of compartment 
syndrome with further local 
ischaemia.

4. The mechanism of injury is 
most important. Quantify the 
likely force and the time it 
occurred. In extremity wounds 
and especially for digits, the 
amount of energy applied and 
absorbed by the soft tissues 
bears a direct relationship to the 
amount of subsequent necrosis. 
Beware that the internal/
extent of damage after a high-
pressure injection injury can 
be much worse than anyone 
suspects!

The possibility of broken glass or 
metal fragments (that may also 
injure you when you are examining 
the hand) needs to be carefully 
checked with the patient.

Subsequent X-rays will be needed when the 
patient is referred. Ensure the radiologist is 
informed of the likely location, angle of entry 
and nature of the material being looked for.   
Our communication with “receiving care” must 
indicate your concern about the presence of 
foreign bodies in case the emergency room 
junior physician ignores that possibility and 
imaging is not done (it happens…).

The presence of potential sources of bacterial 
contamination, especially surface contaminants 
not visible on late X-rays (because we have 
appropriately cleaned the wound before referral) 
must also be asked about and documented. 
This particularly applies to injuries sustained 
in contaminated water, dirt, involving industrial 
chemicals, or wounds that penetrated through 
clothing or gloves.



Along with the history and mechanism of injury, must come the 
appropriate patient demographics that include patient allergies, patient 
medical history and, of course, patient’s occupation. As many hand 
injuries require repeated surgical attention over weeks to months, 
remember to update the patient’s home country and plans to the first 
specialist who sees the patient.

Most hand injuries do not require any special escort arrangements or 
seating other than the ability to keep the injured limb protected and 
elevated in-flight.

In summary, over the time we are directly responsible for the patient, our observations and 
care must include the following as a minimum: 

1. Visible changes in the limb’s function, perfusion or neurological state - as always, documented with 
appropriate close-up and medium-distance digital photographs (it is worth taking these with the uninjured 
limb in the same shot, for comparison)

2. Any angulated fractures or dislocations that we had to reduce (or could not reduce) during extrication or 
splinting at the scene

3. Bone ends that were withdrawn into wounds that we or other people saw exposed
4. Lavage/debridement, dressings and splints that were applied
5. Any procedures done
6. Any delay incurred at the accident site or en route the hospital whether or not it was under our control
7. Tetanus status of the patient

Last reminder! Best protection against infection it is best achieved by early, careful 
cleaning and wound irrigation, NOT by the early and indiscriminate use of antibiotics.
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(A crush injury with superficial laceration, healing well though with considerable swelling on day 7)
For both commercial and social reasons, people who do not require to be disembarked often remain on board under the 
care of the medic while the wounds heal. These can be successfully managed under close surveillance with daily reports 
and (again daily) digital photographs.

Things to watch for:

1. Be careful of occlusive especially circumferential 
dressings that allow the skin to get moist, slow healing 
and promote infection.

2. Do NOT use finger splints in an effort to keep the 
patient working. The patient should be on duties 
that do not require the use of either the injured or 
the uninjured hand; and on duties that do not risk a 
light non-inclusive covering of the injury becoming 
contaminated, “soggy”, and incubating infection.

3. Do not use alcohol or undiluted hydrogen peroxide 
when cleaning; it will not only cause the patient pain 
but will damage subcutaneous fat and nerves. (It 
should not be necessary to use alcohol because 
“sticky” plaster material should not be used in the first 
instance - as it is occlusive and restrictive).

4. If a dressing does not come off easily, do not risk 
disturbing the fragile new epithelium; soak for at least 
20 minutes in slightly warmed and absolutely sterile 
saline. Ideally, wait for the dressing to float off rather 
than pull at it. Most of us and most of our patients 
don’t want to wait long enough for that to happen. We 
are wrong to not wait…

5. Change the dressing daily, more frequently only if 
the dressing becomes contaminated or the wound 
bleeds heavily; because frequent dressing changes 
allow equally frequent opportunities for bacteria to 
contaminate the wound. Make sure any dressing does 
not obscure the fingertip so you can check perfusion 
for the first few days after the injury.

6. Look for redness, swelling, tenderness and pus at 
every dressing change; the presence of these and, of 
course, the presence of red streaking, swollen lymph 
nodes and fever mandate immediate contact with 
Topside regardless of the time of day or night.

7. If an antibiotic has been prescribed in consultation 
with Topside, check at every dressing change if the 
patient is tolerating it and continues to take it in the 
dose and with the frequency recommended. (In many 
studies, compliance with prophylactic antibiotics for 
the full course at the recommended dose is achieved 
in less than 20% of patients).

 

Appendix 1:

Managing Minor Hand Injuries that Stay on Board
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1. A patient comes to see you having sustained a high-
speed crushing injury on the back of the hand while 
wearing work gloves. Examination shows intact skin, 
significant swelling (the injury happened 30 minutes 
earlier), inability to form a fist as “normal” due to 
substantial swelling, and full if painful movement of the 
fingers and thumb. Of the following strategies which is 
the most useful right now?

a) Compartment syndrome is imminent so he needs 
urgent disembarkation

b)  Rest, ice, compression, elevation
c)  Rest, ice, antibiotics, elevation
d)  Rest, elevation, analgesia
e)  Rest and elevation

2.  After a couple of days review the patient still is 
unable to fit his gloves back on, as excellent range of 
movement of the fingers but still a swollen hand and 
an inability to make a fist. The rig manager proposes to 
put him on the bridge of a barge with binoculars as a 
lookout to keep him employed. What do we think?

a)  Sounds reasonable, we say yes immediately
b) Sounds reasonable, but check with a medical 

professional
c) It’s not likely he can do anything useful so should 

still be disembarked
d) It depends what the patient wants to do
e) It’s not reasonable as he can only hold the 

binoculars with one hand 
 

3.  A worker comes to see you complaining that his gloves 
are hot and he would like not to have to wear them all 
the time. But gloves are useful because

a) They protect against mechanical trauma
b) They protect against chemical injury
c) They protect against thermal injury
d) They protect against electric shock
e) All of the above

4.  What type of gloves should an electrician be wearing?

a) Leather gloves
b) Plastic gloves
c) Rubber gloves
d) Chainmail gloves
e) None of the above – he or should not wear gloves 

because his skills are very dependent on dexterity
 

5.  What percentage of patients are compliant with 
prophylactic antibiotics by taking the full course, at the 
right intervals, in the correct dose?

a) 10%
b) 20%
c) 30%
d) 70%
e) 90%

6. The bosun comes to see you complaining of a sore 
and stiff finger and jaw following what he describes 
as a “trivial” gardening injury during his off rotation a 
week ago. The incubation period for tetanus prior to 
symptoms is…

a) 1 to 3 days
b) 7 to 10 days
c) 10 to 13 days
d) 14 to 21 days
e) Like rabies, it can be years…

 

7. The most common complication of any hand injury 
(when all hand injuries are collected together) is

a) Stiffness
b) Loss of sensation
c) Pain
d) Tremor
e) Dupuytren’s contracture

 

8. The most common complication of mammalian bite/
teeth injuries to the hand is

a) Osteomyelitis
b) Cellulitis
c) Tenosynovitis
d) Septic arthritis
e) All of the above

 

9.  The crew are playing volleyball on their day off and 
is one of them comes to see you with a dislocated 
fingertip following the ball hitting it squarely on the end. 
Is this an exception to the rule or refer all hand injuries 
are not attempt to relocate the joint yourself? Even 
though you know what to do…

a) Yes
b) No
c) Maybe - discuss with Topside
d) It’s not a work accident so it doesn’t really matter 

if we disembark him
e) none of the above

 

10. In an off-duty fracas, a patient punches another night 
clubber in the mouth. He comes to see us complaining 
of a swollen painful “knuckle” in the middle of his 
right hand - as he puts it. He proudly boasts that he 
‘knocked that b**** out with one blow’. What do we 
include in the differential diagnosis based purely on 
history so far?

a) Fractured metacarpal
b) Penetration of the joint capsule with infection
c) Anaerobic infection from a potential tooth cut
d) Displaced metacarpal
e) All of the above

Appendix 2:

Hand Injuries Quiz
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ANSWERS: 1.d   2.b   3.e   4.c   5.b   6.b   7.a   8.e   9.c   10.e
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