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2AFAM Guidelines | Introduction  

Every year thousands of people are trained in first aid around the world. The Red Cross is the main provider 
of this training, and first aid lies at the heart of the Red Cross movement.

In 2005, Belgian Red Cross-Flanders spearheaded an initiative (EFAM, European First Aid Manual), together 
with a group of European experts, to update training for basic first responders according to the latest medical 
and scientific data. This was done using evidence-based methodology to identify effective interventions 
and interventions that were dated, ineffective or even harmful. This led to the publication of validated 
European first aid guidelines(1) and the European First Aid Manual (www.efam.be). So far, more than thirty 
organisations have a licence to use EFAM as the basis for their first aid courses, meaning in effect that EFAM 
is also harmonising first aid training across Europe.

Several African Red Cross National Societies expressed the need for first aid materials adapted to the African 
context. In addition the World Bank advocates training basic first responders in how to respond to medical 
emergencies as a low-cost opportunity that can decrease the burden of disease and injury in Sub-Saharan 
Africa(2). Such training can lead to reduced delays in recognising danger signs and seeking medical help, 
and to improved provision of help in the absence or anticipation of medical care(3;4). The distinct African 
burden of disease and injury, the limited access to formal healthcare, the strong embeddedness of cultural 
remedies, and poverty all call for specific first aid guidelines. 

To date, we know of no single evidence-based reference that comprehensively addresses how basic first 
responders should be trained to manage emergency situations in an African context. This led us to a project 
to use the EFAM experience to help develop evidence-based first aid guidelines and materials specifically 
directed at the African context.

The purpose of this project is to help decrease the burden of disease and injuries for Sub-Saharan Africa 
countries. Our objective is to develop guidelines on the content of first aid training programmes for basic 
first responders in Sub-Saharan Africa. The guidelines are intended to provide guidance and support to those 
responsible for first aid programmes. We define first aid as ‘appropriate and beneficial help to a suddenly 
ill or injured person which is initiated as soon as possible and continued until that person has recovered or 
medical care is available’. This guideline assumes first aid requiring minimal or no equipment.

Since evidence-based reviews with relevance for low and middle income countries are very limited,(5) this 
opens up possibilities to learn about successful practices that make the best of limited resources.(6) These new 
guidelines will be the basis of a flexible didactic materials kit that will be available to those responsible for 
first aid training programmes in Africa. The didactic materials kit comes on a DVD which provides texts and 
hundreds of quality African illustra tions including youths, adults and elderly people from multiple ethnic 
and religious backgrounds. The text is available in English, French and Portuguese. An implementation guide 
is available to assist those responsible for first aid programmes.

Introduction
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Methods to develop guidelines need to be rigorous and transparent. This is especially important so that the 
guidelines are not subject to potential biases of guideline development and that users have confidence in its 
validity. However, formal guideline development methods often require a lot of time and resources and two-
year projects are common.(7) Practical concerns about the sustainability of such time- and resource-consuming 
guideline development methods have been raised(8) and made us use a more pragmatic development process.

Guideline expert panel

We composed a multidisciplinary expert panel of 10 African experts, including five specialists and five 
representatives of African Red Cross societies. Specialists had expertise in evidence-based medicine and 
primary care or emergency medicine and came from countries in Sub-Saharan Africa. Representatives of 
African Red Cross societies included managers and first aid trainers. An expert in medical anthropology 
also participated in the panel. Two experienced reviewers participated to develop the evidence profiles. 
The co-director of the South-African Cochrane Centre chaired the panel. 

Formulating key questions

Based on published injury and disease statistics for Sub-Saharan Africa(9;10), we selected the most critical 
topics with relevance for first aid. The reviewers proposed a list of topics to the chair, who decided on the 
final scope: 
 • Injuries: severe bleeding; nose bleed; cuts and grazes; human or animal bite wounds; bee or wasp 
  stings; spider, scorpion or snake bites; penetrating wounds; burns; eye wounds; broken bones; injuries 
  to muscles and tendons; head injuries; spinal injuries; poisoning. 
 • Communicable conditions: fever; malaria; pneumonia; measles; diarrhoea.
 • Non-communicable conditions: choking; unconsciousness; cardiac arrest; heart infarction; stroke; 
  epilepsy; alcohol withdrawal delirium. 
 • Maternal conditions: emergency childbirth.
In relation to the emergency situations included, we subsequently formulated key questions to be 
addressed. A first key question dealt with the effectiveness and feasibility of first aid procedures for the 
selected emergency situations. We subdivided this question for each emergency into a) initial assessment, 
b) management, c) criteria for seeking medical help. A second question dealt with African cultural remedies 
and preferences in relation to the included emergency situations. 

Systematic review

We used a stepwise approach to identify the evidence following the hierarchy of study designs. This means 
that we searched for guidelines, systematic reviews, intervention studies and prospective observational 
studies in descending order. If we found an eligible study from a higher evidence level, the following step 
focused only on studies from a lower evidence level published thereafter. We only searched for prospective 
observational studies in case no other evidence was found. We searched for:
 • Guidelines in the Guidelines International Network database, the WHO Library Database, 
  African Index Medicus(11), Medline, and Embase;
 • Systematic reviews in Medline, Embase, Cochrane Library, DARE, BestBets, and African Index Medicus; 
 • Intervention studies in Medline, Embase, Central, and African Index Medicus; 
 • Prospective observational studies in Medline, Embase, and African Index Medicus.

We searched these databases between February and April 2009.

Methodology
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To ensure that we did not miss studies with relevance to Africa by using methodological filters or time 
restrictions, we searched Pubmed and Embase using only a geographical filter for Sub-Saharan Africa(12). 
For studies on African cultural remedies and preferences we searched in Medline, Embase, and African 
Index Medicus for studies published within the last five years. We used the following core search terms:

First Aid; Community Health Aides; Emergency Treatment; Emergency Medical Services; Emergency 
Service, Hospital; Poison Control Centres; Transportation of Patients; Primary Health Care; Acute disease; 
Emergencies; Wound healing; Medicine, African Traditional; Infection Control; Stress Disorders, Traumatic, 
Acute; Dehydration; Diarrhoea; Pneumonia; Dyspnoea; Malaria; Fever; Seizures; Epilepsy; Seizures; 
Alcohol Withdrawal Delirium; Measles; Stroke; Myocardial Infarction; Chest Pain; Haemorrhage; 
Lacerations; Wounds, Non penetrating; Soft Tissue Injuries; Sprains and Strains; Tendon Injuries; 
Contusions; Dislocations; Fractures, Bone; Spinal Cord Injuries; Spinal Injuries; Neck Injuries; Back 
Injuries; Craniocerebral Trauma; Arm Injuries; Athletic Injuries; Hand Injuries; Hip Injuries; Leg Injuries; 
Thoracic Injuries; Wounds, Penetrating; Foreign Bodies; Amputation, Traumatic; Shock, Traumatic; 
Burns; Bites and Stings; Poisoning; Labour, Obstetric; Parturition; Bandages; Irrigation

After defining the inclusion and exclusion criteria, we selected studies from the titles and abstracts of all 
the retrieved references. We then screened full texts and further excluded irrelevant studies. 

For the review question about effectiveness and feasibility of first aid procedures, we used the following 
criteria 
 • Population: Sick or injured persons or healthy volunteers. 
 • Intervention: We included studies on help provided by basic first responders, lay caregivers, community 
  health workers, or healthcare professionals, if the interventions are feasible for extrapolation to 
  basic first responders, and included studies on diagnostic procedures based on clinical signs/symptoms. 
  We excluded interventions that require special equipment or competences or interventions that do not 
  take place during the acute phase and which can be considered as aftercare.
 • Outcome: Health outcome measures, diagnostic values, measures of performance by basic first 
  responders or lay caregivers, adverse effects.
 • Design: For a guideline or review to be included we used the following criteria: the inclusion/exclusion 
  criteria are reported; the search was adequate; the included studies are synthesised; the validity of 
  the included studies was assessed; sufficient details about the individual included studies are 
  presented. These criteria are based on the DARE criteria (www.york.ac.uk)
 • Language: English, French, Dutch, Afrikaans or German.

For the review question about cultural remedies or preferences of Africans we used the following criteria:
 • Population: Studies done in Sub Saharan Africa with basic first responders, lay caregivers, 
  or community health workers.
 • Intervention: No criteria.
 • Outcomes: Perceived causes/mechanisms of treatment, treatment seeking behaviour, home 
  treatment, traditional treatment, health outcome, adverse effects, effects of health education.
 • Time: studies not older than 5 years.
  Design: We included cross-sectional surveys and qualitative research and excluded Epidemiological 
  studies on incidence/prevalence of injury or illness.
 • Language: English, French, Dutch, Afrikaans, or German.

By checking the reference lists of selected studies we were able to include studies that were not retrieved 
in the initial search. A limitation of this guideline is that we did not search for studies written in Portuguese 
or studies published in non-indexed African Journals.

We used the quality criteria of the Cochrane Effective Practice and Organisation of Care Review Group(13) for 
intervention studies, the quality criteria of the Dutch Cochrane Centre for cohort studies(14), and Quadas for 
diagnostic studies(15). 

Overall we screened 24,000 references and selected 143 publications in the guideline.
We did not perform a systematic review for cardiopulmonary resuscitation and choking, because recent 
evidence-based guidelines with instructions for first responders are available(16). 
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Data synthesis

We extracted data on methodology, participants, intervention, comparison, and outcomes and tabulated 
evidence profiles. Draft recommendations and didactic material were prepared before the meeting of 
the guideline development group. We graded the quality of evidence and strength of recommendations 
in accordance with the GRADE system(17). The GRADEprofiler system facilitated the determination of the 
quality of evidence. 

GRADE divides the quality of evidence into either: 
•	 High = further research is very unlikely to change our confidence in the estimate of effect; 
•	 moderate = further research is likely to have a significant impact on our confidence in the estimate of 

effect and may change the estimate; 
•	 low = further research is very likely to have a significant impact on our confidence in the estimate of 

effect and is likely to change the estimate; 
•	 very low = any estimate of effect is very uncertain. 

Within the guideline, the letters A, B, C, or D summarise high, moderate, low or very low quality of 
evidence respectively. 
The strength of the recommendation is influenced by the benefits and harms, quality of evidence, 
applicability, and preferences of the population(18). 

• A strong  recommendation means 'do it', as most people in that situation would want or should 
receive the recommended action.

• A weak  recommendation means 'probably do it', as there is some uncertainty regarding the most 
appropriate action and different choices may be appropriate. 

• If no relevant research evidence was found, the panel based the recommendations on what is consid-
ered good practice. In that case no grade of recommendation is given. 

Panel meeting

We organised a one-day introductory panel meeting to present the draft recommendations and didactical 
material, and to clarify the evidence-based methods and consensus procedures. During a two-day consensus 
meeting, the panel discussed each recommendation until they reached agreement. 

Consultations

We invited peer reviewers including medical specialists in emergency medicine, traumatology, paediatrics, 
and gynaecology to give feedback on each guideline statement and on the draft of the didactical material. 
The chair of the guideline development panel then considered the responses.

Pilot test

We organised a pilot test of the training materials in Uganda and Swaziland to get the perspectives of 
Africans on AFAM. This pilot included focus group discussions on whether the illustrations were understood 
when presented without further explanation to evaluate clarity, and field-testing the skills learned after 
training with AFAM to evaluate the feasibility of more complex guidelines. 

Internal validation

The final version of the guidelines and the didactical material was circulated electronically and approved by 
the panel members.

Guideline update

These guidelines will be updated by 2015.
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The AFAM Guidelines are intended as a tool to dessiminate the guidelines and the evidence base behind 
it. We stress that these Guidelines are not a first aid manual and it is assumed that the reader knows the 
basics of first aid. Illustrations and details on how to perform specific techniques are not included in these 
Guidelines. For a full description and illustrations of the situations and techniques the reader should consult 
the full African First Aid Materials. AFAM describes the most important actions and illustrated them with 
drawings. The illustrations in AFAM are gender and age balanced and reflect ethnic and religious diversity. 

AFAM is divided into five main sections:
 • Basic principles for management of an emergency
 • Sudden illness
 • Injuries
 • Poisoning
 • Emergency childbirth

To make it practical for basic first responders we classified the conditions according to the most important 
signs instead of basing them on a diagnosis. 

With the purpose of writing gender sensitive , we alternate in the Guidelines between using “he” or “she”.

Every chapter contains several boxes that summarise key information:
 • The box 'When to seek medical help' lists criteria for seeking medical attention in a way that minimises
  the risk of disregarding emergency cases.
 • The box 'Caution' highlights instructions to avoid further harm.

Each condition is linked to the evidence that forms the basis for the recommendations. In addition, we 
provide information on African cultural remedies and preferences linked to the condition.

AFAM is a generic instrument. Before implementing the guideline or materials in a target training group, 
we advise a field-test to identify local beliefs, customs, terms, expressions and the baseline first aid 
knowledge. This enables it to be considerate and tailored to the local context and baseline first aid 
knowledge. An implementation guide is available to assist those responsible for first aid programmes.

Additional information

 • Health education programmes in Africa must address important cultural issues in order to be effective. 
  The biomedical approach sometimes deviates from local perceptions and management, which can lead 
  to mistrust(19). Misunderstandings may arise when biomedical terms used in health information differ 
  from local terms(20). Advice that incorporates local terms, perceptions and preferences is considered to 
  be more convincing(19).

 • Treatment is often sought in line with a perceived cause for the disease and mechanism of 
  treatment(19;21-24). A sudden or severe illness is regularly linked to a supernatural cause(25). Changing 
  perceptions of biomedical causes of disease might change the treatment seeking behaviour(21). 
  The fear of some types of medical treatment can also be a reason for not seeking medical help(21;24).

 • Educational programmes often focus on mothers as they tend to be the primary caregivers at the 
  household level. However, in the household men often take the decisions or hold the financial 
  resources. Therefore, health education should target men as well as women(26).

Organisation of the guideline
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Basic principles for management of an emergency

Dealing with an emergency

Emergency situations vary greatly but there are four main steps 
that always apply: 

	 •	 Step	1	Make	the	area	safe.
	 •	 Step	2	Evaluate	the	injured	person's	condition.
	 •	 Step	3	Seek	help.
	 •	 Step	4	Give	first	aid.

Your own safety should always come first. As a first aider, you should: 

• Try to find out what has just happened. 
• Check for any danger: is there a threat from traffic, fire, electricity cables, etc.?
• Never approach the scene of an accident if you are putting yourself in danger.
• Do your best to protect both the injured person(s) and other people on the scene. 
• Be aware that the property of the injured person is at risk. Theft can occur, so mind your safety.
• Seek police or emergency help if an accident scene is unsafe and you cannot offer help without danger 

to yourself. 

In case of road accidents, as a first aider, you should: 

• Always follow the traffic rules.
• Ask other people to warn traffic.
• Consider seeking help from the police or emergency services.
• Do not allow anybody to smoke near an accident.
• Switch off the engine of every car involved in the accident.
• Try to apply the handbrake of cars involved in the accident to prevent them from moving.  

You can also put something against the tyres to prevent rolling.
• Place a warning triangle at a good distance, at least 30 meters to either side of the accident,  

to warn traffic.
• If a warning triangle is not available, use a warning sign that is approved or permitted by  

the law of the country.
• Do not forget to clear the warning signs afterwards.

As a general rule, the injured person should not be moved from the scene of an accident. Any movement 
may make the injury worse if there has been a head, neck, back, leg or arm injury.

Only move an injured person if:
 • The injured person is in more danger if he is left there.
 • The situation cannot be made safe.
 • Medical help will not arrive soon.
 • You can do so without putting yourself in danger.

Step 1 Make the area safe
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How to move an injured person?

There are different techniques possible for moving injured persons. Which technique is most appropriate 
depends on the situation.

• Use tools that you have at hand to free an entrapped person.
! Be careful not to cause harm to the trapped person.

• If the injured person is conscious, explain what you are going to do.  
Ask the injured person to follow your instructions. 

• Try not to twist the head, neck or body. If possible, support the injured person's neck.  
If someone has an injured spine, movement may cause further damage.

• It’s important to move the injured person quickly but try to keep the injured person’s body  
as still as possible.

• Move the injured person to the nearest safe place or to a place where he can get help. 

Step 2 Evaluate the condition of the ill or injured person

If the area is safe, you can evaluate the ill or injured person’s condition. Always check that he is con-
scious and breathing normally. Situations in which consciousness or breathing are impaired are often life 
threatening. Below we list other important situations that are life threatening or could become so if left 
untreated.

Related to sudden illness:
Sudden facial weakness, arm weakness or speech problems (see p. 14)
Chest discomfort (see p. 16)
Not being able to stand or sit up (see chapter 'Fever' p. 23)
Great sleepiness, confusion (see chapters 'Fever' p. 23, 'Diarrhoea' p. 27 and 'Rash' p. 29)
Not being able to drink, vomiting everything, diarrhoea, dehydration (see chapters 'Fever' p. 23, 
'Diarrhoea' p. 27 and 'Rash' p. 29)
Spontaneous bleeding (see chapters and 'Fever' p. 23 and 'Rash' p. 29)
Fits (see p. 26)

Related to injuries:
Severe bleeding (see p. 30)
Wounds with bullets or objects in a cut (see p. 32)
Severe burns (see p. 35)
Snake bite (see p. 33)
Injuries to head, neck or back (see p. 37)
Broken limbs (see p. 39)
Allergic reaction to bee or wasp stings (see p. 48)
Poisoning (see p. 49)

! Bleeding can also occur inside the body. Although the blood loss is unseen,  
this is a life threatening situation. This can happen after a road accident or a fall  
(see chapter 'Severe bleeding' p. 30).

• Once you have evaluated the ill or injured person’s condition you can decide if help is needed urgently.
• An ambulance is the best way to transport ill or injured persons. If an ambulance can be obtained in a 

short time, it is best to call and wait.
• In case of road accidents, you should also consider seeking police help.
• Other types of transport can be used if no ambulance is available. See the box on transportation.

Step 3 Seek help

For a full description of the technique "moving an ill or injured person" the reader should consult the 
full African First Aid Materials.



Caution

Using alcohol for pain relief can be dangerous and should be avoided.

!

Transportation
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Introduce yourself and explain what you are going to do. This will give the ill or injured person greater
confidence in you. Always ask a person that is conscious or his family if you may help him. Try to give first 
aid to the person in a calm and controlled manner. We explain the exact procedures to follow in the 
chapters to come. Give priority to any life threatening conditions. First aid for minor conditions comes next.

When there are multiple ill or injured persons:
 • give priority to persons in a life threatening situation;
 • leave persons that only have minor injuries;
 • leave persons that are dead.

Step 4 Give first aid

If you need to get the ill or injured person into the car.

• Move the ill or injured person with great care to the available means of transport.  
While en  route: Drive carefully for the comfort of the person and for the safety of all.

• Try to keep the breathing passage open of persons that are unconscious. 
(see chapter 'Unconsciousness' p. 19).

• Try to support the neck and try not to twist the head, neck or body of persons with head, neck or 
back injury (see chapter 'Injury to head, neck, or back' p. 37).

• Ask bystanders to drive so that you can help the ill or injured person.
• Consider where to find the nearest facility that can provide help.
• If possible, encourage family or loved ones to acompany the ill or injured person.
• Try to protect the person from cold and heat.

If there is no medical care in your area, plan ahead for transporting ill or injured persons: 

• Make a list of numbers to call in case of an emergency.
• Make agreements with professional or private drivers.
• Motorcycles and bicycles can be made into ambulances too.
• Agree on signs to place on the road when someone needs emergency transport.

 The community can set up a fund to pay for transport and care in case of emergencies.

• Move the passenger seat as far back as possible and recline the seat backwards.
• Slide the person carefully in the car.
• Use the recovery position for persons that are unconscious.
• Stay with him until you reach medical help. Give first aid in accordance with the following chapters.



Caution

Important

!

!
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Stress in an emergency

It is only normal to feel stress if you are suddenly faced with the need to give first aid in a real emergency. 
Try to bring your emotions under control before you proceed. Take a moment of your time to stand back 
from the situation and regain your calm. Do not set about the task too hastily and do not under any 
circumstances place your own safety at risk. 

It is not always easy to process a traumatic event emotionally. It is not unusual for first aiders to experience 
difficulty when working through their emotions afterwards. Talk to your friends, family, fellow first aiders or 
religious leader. If you are still worried, talk to a professional and seek counselling.

Protecting from infection

When dealing with ill or injured persons it is important to keep the risk of infection
between yourself and the ill or injured person to a minimum.

•  If possible, wash your hands with soap and water before and after you take care of an ill or injured person. 
Alternatively you can also use ash that is no longer hot to wash your hands.

• Avoid direct contact with blood or body fluid.
• Always have gloves within reach, if you can. Wear shoes to protect your feet from infection.
• Use lots of clean water to rinse out any blood or other body fluid that splashes into your eyes or mouth, 

straight away.
•  Dispose any soiled bandages carefully. Put it in a plastic bag or bin and then burn or burry it.
• Throw away used materials and clean up any blood spills because it can cause infection to others.
• Be very careful with sharp objects. They should be thrown away with care (e.g. in a box) so that they 

form no danger to others. 
• Use clean drinking water or boiled and cooled water if a person needs to drink.
• Use rubber gloves if there is blood or other body fluids like urine or vomit. You can also use a clean plas-

tic bag.
! If no gloves or plastic bags are available you can also direct the ill or injured person what he can do 

himself.
• Use a sticking plaster, bandage or clean cloth to protect any cuts, grazes, or wounds you may have your 

self. Infections may spread through breaks in your skin.

• If no gloves or plastic bag are available be very careful to avoid contact with blood. If you cannot 
ensure that, you can decide not to give help.

• Be careful with dirty or contaminated materials to treat ill or injured persons as they can pass on 
diseases from one person to another. You can sterilize material by placing it 10 minutes in boiling 
water or running it through a flame a few times.

Seek medical help if you have been accidentally exposed to blood or body fluids. Certain medication 
may reduce your risk of infection.

For a full description of the technique "washing hands" the reader should consult the full African First 
Aid Materials.



Food or drink for injured persons

11AFAM Guidelines | Basic principles for management of an emergency | Basic needs

Helping with stress

• Tell the ill or injured person your name and explain how you will help him. This will help to relax him. 
• Listen to the person and show concern and kindness. 
• Make him as comfortable as possible.
• If he is worried, tell him that it is normal to be afraid.
• If it is safe to do so, encourage family and loved ones to stay with him.
• Explain to the ill or injured person what has happened and what is going to happen. 

• For cold: do not expose the person and use a blanket, coat or clothing to cover him.
• If the ill or injured person is outside in the sun, make a sunshade using an umbrella, blanket or a jacket. 

If this is not possible, use your own shadow to protect the ill or injured person.

Helping in case of cold or heat

 Try to protect an ill or injured person from cold and heat. 

Basic needs

It is better not to give anything to eat or drink to a person that is:
 • severely injured;
 • feeling nauseous;
 • becoming sleepy or falling unconscious.
This may create complications when the person needs an operation. 

This does not apply to fever, malaria, pneumonia, diarrhoea or rash. See the corresponding chapters
for more information.

weak

weak
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Dealing with an emergency 

STEP 1 MAKE THE AREA SAFE
Evidence
 • We did not find any relevant evidence, but it is common sense that safety is an absolute priority 
  in first aid.

Additional information
 • Traffic accidents are frequently associated with internal bleeding(27). 
 • In many cases no professional help is available to extricate persons from car wreckages. In those 
  cases extrication is done by basic first responders. This sometimes leads to secondary injury when 
  instruments like axes or machetes are used or when persons still entangled in the car are pulled out. (4;28)

STEP 2 EVALUATE THE CONDITION OF THE INJURED OR ILL PERSON
 • The evidence and additional information are described in the following chapters.

STEP 3 SEEK HELP
Evidence
 • We did not find any relevant evidence, but the recommendations reflect a common sense approach. 

Additional information
 • Self-treatment and cultural remedies from informal care providers occur in many situations(29-31) and 
  often lead to a delay in obtaining medical care(28;32-35). 
 • Distance to medical care and transport problems form barriers to seeking medical care(35-38). Transport 
  often consists of a ride in private transport like taxis, other individual road users, or public trans-
  port(28;32). Different types of community-owned and -managed emergency transport solutions have been 
  effective(39). This includes agreements with professional drivers; community-managed funds or pre-
  payments for arranging emergency transport with private drivers; placing agreed signs along the road 
  to ask for a lift to the hospital; locally manufactured bicycles with trailers or tricycles with a platform. 
  The desire of family members to accompany the sick or injured person can influence the acceptability 
  of the transport solution(39). 
 • Financial constraints can pose a barrier to seeking medical care(35-37;40). Because of the costs, persons
  with multiple diseases sometimes receive medication for one disease only(41). 
 • Another barrier is how quality of medical care is perceived(21;35;36;38;40). 

STEP 4 GIVE FIRST AID
 • The evidence and additional information are described in the following chapters.

Protecting from infection

Evidence
 • Washing hands using liquid soap and water is an effective method of hand hygiene to prevent respiratory 
  infections(42), B) and diarrhoea((43), B). The expert panel also considers handwashing as an effective 
  component of infection control in general. 
 • Soap bars and ash appear to be equally effective in reducing bacterial counts on hands. Increasing 
  the rubbing frequency and amount of water might decrease the bacterial counts.((44;45), D)

Additional information
 • Cross-infection through contact with blood or body fluids of the victim can be avoided by using gloves 
  or another barrier (e.g. plastic bag). However, rubber gloves for self-protection are often not available 
  in first aid situations. Many persons trained in first aid do not keep protective barriers within reach(4). 
 • Some cultural remedies such as topical application of cow dung, dirt or soil pose a high risk 
  for infections(46). 
 • It is a challenge to make individuals wash their hands adequately(43).

Evidence that forms the basis for the recommendations
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Basic needs

HELPING WITH STRESS
Evidence
 • Accupressure can reduce pain, anxiety, and heart rate in trauma victims((47), B). However, the expert 
  panel does not recommend this technique because of local acceptability issues and the risk of causing 
  harm in case of head or spinal injuries.
 • Trauma victims appreciate self-help information on post-traumatic stress disorder, but it might not 
  lead to better mental health outcomes((48;49), C). It appears that victims especially value information 
  explaining that their reaction is typical for a person in a crisis(49).

Additional information
 • Family members often wish to accompany the sick or injured person(39). 

HELPING IN CASE OF COLD OR HEAT
Evidence
 • Persons with hypothermia after trauma have worse outcomes than those without hypothermia((50), C). 
  It appears that the body temperature continues to decrease even when blankets, cotton sheets, 
  reflective blankets are used((51), C). 

Additional information
 • Prevention of hypothermia is of importance in Africa, due to the long delays before reaching 
  medical care(28). 

FOOD OR DRINK FOR INJURED PERSONS
Evidence
 • Drinking clear liquids until two hours before surgery is safe for most people((52;53), B). However, these 
  findings cannot be generalised to emergency situations where victims are considered to be at high risk 
  of regurgitation. 

Additional information
 • There can be serious delays in reaching medical help after traumatic injuries(28) or sudden illness(32).
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Sudden illness

Facial weakness, arm weakness and speech problems

If a person suddenly has facial weakness, arm weakness or speech problems 
she might have had a stroke. This is a life-threatening situation. A stroke occurs 
when blood cannot reach a part of the brain. When a person suffers a stroke she 
can have difficulties doing certain actions.

• Ask the ill person to smile or show you her teeth. Check whether her mouth is crooked or drooping at 
one corner.

• Ask the ill person to lift both arms. Check whether she can do this without one arm dropping or drifting. 
A stroke often causes one side of the body to become weak or even paralysed.

• Ask the ill person to repeat a simple sentence after you. Check whether she can speak clearly or if she has 
problems saying the words.

If you think that someone is having a stroke you should ask the ill person to 
perform 3 simple actions and check for the following signs:

! A stroke is very likely if the ill person has difficulties with any of these actions. 

1. Ask a bystander to seek help or to arrange for bringing the ill person to a medical care provider. 
Tell him to come back to you to confirm if help has been secured. The ill person urgently needs 
help. Shout or call for help if you are alone but do not leave the ill person.

2. If the person can sit up then make her sit upright. This helps the ill person to breathe. If the ill 
person can't sit, place her in the recovery position.

3. Comfort the ill person and explain what is happening to her. Tell the ill person to relax and rest. 
She should not try to do anything.

4. Arrange urgent transport to medical care yourself if you are alone.

5. Keep checking that the ill person is awake and breathing properly. In case the person becomes 
unconscious or is not breathing see chapter 'Unconsciousness' p. 19 or 'No breathing' p. 21.

6. Once actions to obtain help have been made, stay with the ill person until medical help is avail-
able.

What do you do?

Do not give food or drink to an ill person having a stroke. A person with a stroke is at risk of 
choking or vomiting.

Caution!

strong

weak

weak
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Facial weakness, arm weakness and speech problems

Evidence
 • The face, arm, speech test appears to be a simple and adequate method for the initial evaluation 
  of stroke((54), A).
 • Persons with stroke that have breathing difficulties and sit in a chair have a better oxygen saturation 
  than those lying((54), B). 
 • The evidence on aspirin for acute stroke shows a benefit for ischaemic stroke but potential harm 
  for haemorrhagic stroke((54;55), B). Because during an acute stroke basic first responders cannot distinguish 
  between the two types of stroke, the expert panel does not recommend aspirin.

Additional information
 • Perceived causes of stroke include supernatural and biomedical explanations(21;24). 
 • Persons with stroke often seek plural treatment from healers, prophets or clinics(24). 
  The decision to seek treatment is often made by relatives, because the person is too ill to decide(21). 
 • Delayed help-seeking behaviour for potential stroke is a serious problem in African countries(32).

Evidence that forms the basis for the recommendations
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Chest discomfort

If someone complains of chest discomfort, it may be a sign that not enough 
blood is going to the heart. This is very serious and can lead to a heart attack. 
It is serious even when an ill person says that nothing is wrong.

Suspect a heart attack if someone has the following symptoms:
• discomfort, pain, or tightness in the chest;
• pain spreading to shoulder, neck, jaw, arm or stomach;
• dizziness and fainting;
• sweating, difficulty breathing normally, nausea or vomiting. 

These symptoms do not always happen all at once: they can happen very slowly.

1. Ask a bystander to seek help or to arrange for bringing the ill person to a medical care provider. 
Tell him to come back to you to confirm if help has been secured. The ill person urgently needs 
help. Shout or call for help if you are alone but do not leave the ill person.

2. Make the ill person comfortable. Make him rest and ask him not to move. Comfort the ill person 
and tell him what is happening.

3. Ask the person if he is taking medication and has taken it according to prescription. Do not delay 
getting formal medical attention.

4. If you have an aspirin, make the ill person chew an aspirin and swallow it with  
water afterwards. Tell him that this will help to get blood to the heart.
!  Only give aspirin if the legislation in your country allows you to do this.

5. Arrange urgent transport to medical care yourself if you are alone.
6. Keep checking that the ill person is conscious and breathing properly. In case the person becomes 

unconscious or is not breathing see chapter 'Unconsciousness' p. 19 or 'No breathing' p. 21.
7. Once actions to obtain help have been made, stay with the ill person until medical help is avail-

able.

What do you do?

Chest discomfort

Evidence
 • A heart attack should be suspected in case of symptoms such as chest discomfort, pain radiating to 
  arm, shoulder, neck, lower jaw or stomach; shortness of breath; sweating; dizziness; fainting; nausea; 
  tendency to vomit((56), C). The presence of pain when palpating the chest is useful to rule out the 
  chance of infarction((56), C). Asking basic first responders to palpate the chest for pain runs the risk of 
  wrong conclusions being drawn, and persons with a heart attack not being recognised. 
 • Administration of aspirin reduces mortality and morbidity((55), B).
 • Chewing an aspirin tablet is the fastest way to absorb aspirin into the blood and to obtain an anti-
  platelet effect((57), C).
 • We did not find any evidence on which position is best for a heart attack.

Additional information
 • Delayed help-seeking behaviour for potential heart infarction is a significant problem in African 
  countries(32).
 • Symptoms might evolve gradually, instead of abruptly as it is often presented(58). It is important 
  to explore locally how persons that have experienced a heart infarction describe their symptoms.

Evidence that forms the basis for the recommendations

weak

strong



Caution!
• Don't lose time. 
• If the ill person’s chest does not rise during the first rescue breath do the following before at-

tempting the second rescue breath:
 • Check the ill person’s mouth. Remove anything that obstructs the breathing passage.
 • Check that his head is tilted far enough back and that his chin is properly lifted.
 • Do not attempt more than two breaths each time before returning to the chest compressions.
• Abdominal thrusts can cause serious internal damage. Persons who have been given abdominal 

thrusts should be referred to a doctor.
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Choking

Infants and children often choke on swallowing foreign objects such as coins and 
small toys. Most adult cases of choking occur while eating. Since choking often oc-
curs while eating there are usually people present. This means there is a good chance 
that someone will be able to give help quickly.

Someone may be choking if: 
 • they try to cough something up but it does not help;
 • they cannot speak or make any sound;
 • they put their hands on their throat;
 • their lips and tongue turn blue;
 • you can see the veins in their face and neck sticking out;
 • the person becomes dizzy and then falls unconscious.

What do you do?

Ask the ill person: “Are you choking?” 

If the ill person can answer, cough or breathe, then:

1. Ask the ill person to keep coughing.
2. Do not do anything else. 
3. Stay with the ill person until he breathes normally again.

If the ill person cannot speak, cough or breathe: 

1. You give 5 blows to the back, between the shoulder blades.
2. After each blow, you check if the object is still stuck in the breathing passage. Check by making 

eye contact after each blow. If the breathing passage is free (this means the ill person can speak, 
cough or breathe again), stop giving blows to the back. 

3. If the object is still stuck you give 5 thrusts to the abdomen.If the breathing passage is free, stop 
giving abdominal thrusts.

4. If the ill person is still choking, you switch between 5 blows on the back and 5 abdominal thrusts. 
5. If the ill person loses consciousness, you carefully place him on the ground. 
6. Ask a bystander to seek help or to arrange for bringing the ill person to a medical care provider. 

Tell him to come back to you to confirm if help has been secured. The ill person urgently needs 
help. Do this yourself if you are alone.

7. You give 30 chest compressions and 2 rescue breaths.
8. Continue compressions and rescue breaths until medical help takes over or the ill person starts 

breathing normally or you become exhausted.

For a full description of the techniques "back blows" and "abdominal thrusts" the reader should  
consult the full African First Aid Materials.
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Choking
 
We did not perform a systematic review for choking because evidence-based guidelines with instructions for 
basic first responders are available. Below we give an overview of the key findings of these guidelines(16).
 • It has been shown that back blows, abdominal thrusts and chest thrusts may all be effective in 
  relieving severe airway obstruction.
 • Chest thrusts generate higher airway pressures than abdominal thrusts. Because chest thrusts are 
  very comparable to chest compressions, a basic first responder should begin resuscitation if a person 
  loses consciousness.

Evidence that forms the basis for the recommendations
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Fainting or unconsciousness

A person has lost consciousness if he does not react to your actions by opening
his eyes or answering. Loss of consciousness causes the muscles to relax and this
means that the tongue is also loose and can block the breathing passage by falling
backwards in the throat.

In fainting, the loss of consciousness is usually brief. Fainting can be caused by
many reasons such as emotional distress, tiredness, hunger, standing up for long
times, a sudden change in body position, being a long time in hot environmental
temperatures or specific medical conditions. Pregnant women, children and elderly
can be more vulnerable to these causes.

Unconsciousness is a more serious type of loss of consciousness. Causes include
head injury, heart arrest, stroke, or poisoning.

What do you do?

Talk loudly to the ill person. Tap him on the shoulders and ask if he is okay.
! Do not shake the person roughly as this may make his injuries worse.

If the ill person responds, then:

1. Do not try to change the position of the ill person's body. If there has been a head, neck, back, 
leg or arm injury, any movement may make the injury worse. Do not move him away from the 
scene unless he is in danger.

2. Try to find out what is wrong with the ill person. 
3. Find medical help for the ill person if this is needed.
4. Keep checking the ill person to make sure that he is not getting worse.

1. Shout for help. Do not leave the ill person if you are alone. Ask a bystander to seek help or to ar-
range for bringing the person to a medical care provider. Tell him to come back to you to confirm 
if help has been secured. The person urgently needs help.

2. You must unblock the breathing passage: 
• Gently roll the ill person over on to his back. 
• Carefully tilt the head back and lift the chin up with your hand on the bony part of the chin.
• Do not put your hand on the soft part under the chin to do this.
• This simple action lifts the tongue from the back of the throat.

3. The ill person’s airway must be kept open while you check for breathing:
• Check that the ill person’s chest is going up and down.
• Put your ear to the ill person’s mouth to listen for breathing.
• Put your cheek close to the mouth to feel for breathing.

! Do not spend more than 10 seconds looking, listening and feeling  
for an ill person’s breathing.

If the ill person does not respond, then:

If the ill person is not breathing:

You give first aid as in chapter 'No breathing' p. 21.



Caution!

For a full description of the technique "recovery position" the reader should consult the full African 
First Aid Materials.
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Unconsciousness

We did not perform a systematic review for unconsciousness because evidence-based guidelines with 
instructions for basic first responders are available. Below we give an overview of the key findings of these 
guidelines(16).
 • In an unconscious person, the muscles are relaxed. This causes the tongue to obstruct the airway. 
  The risk can be eliminated by carefully tilting the head back and lifting the chin. 
 • In the first few minutes after cardiac arrest it often appears as if the person is trying to breathe. 
  It can appear as if the person is barely breathing or is taking infrequent noisy gasps. First responders 
  should be taught not to confuse this with normal breathing and to start resuscitation.
 • Feeling the carotid pulse is an inaccurate method of establishing the absence of circulation and should 
  only be applied by professional healthcare providers experienced in the technique.

Evidence that forms the basis for the recommendations

In the first few minutes after a heart arrest it often appears as if the ill person is trying to 
breathe. It can appear as if the casualty is barely breathing or is taking infrequent noisy gasps. In 
fact, they are the last 'gasps' of a body in the throes of death. You should not confuse this with normal 
breathing. If you are not sure if the ill person is breathing normally then you do the same as for a 
person who has stopped breathing. Keep checking that the ill person is breathing without difficulty.

Unblocking the breathing passage takes priority over concerns about a potential spinal injury. Un-
less you can clearly see that the person is breathing normally an unconscious person must be turned 
onto his back to unblock the breathing passage and to check breathing.

When a person needs to be put in the recovery position, keeping the airways open takes priority 
over potential spinal injury. If possible, support the person's neck while turning him into the recov-
ery position.

If the ill person is breathing normally but does not react:

1. You should roll the ill person into the recovery position and find emergency medical help. 
2. Once actions to obtain help have been made, stay with the ill person until medical help is  

available.
3. Keep checking that the ill person is breathing without difficulty.
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No breathing

A person can only survive a few minutes without breathing and a beating heart.
If you find an ill person who is not breathing, you can increase his chances to 
stay	alive	by	pushing	hard	and	fast	in	the	middle	of	the	ill	person's	chest	and	
giving rescue breaths.

If there is no reaction from the ill person and he is not breathing normally, you should:

1. Ask a bystander to seek help or to arrange for bringing the ill person to a medical care provider. 
The ill person urgently needs help. Do this yourself if you are alone.

2.  Start pushing down hard and fast in the centre of the chest: do this 30 times without stopping.
3.  Give 2 rescue breaths. This means breathing into the ill person’s mouth.

! If for some reason you cannot or do not want to give rescue breaths you can just continue to 
push down on the chest.

4. Push down 30 times hard and fast on the chest again. 
5. Give 2 rescue breaths again.
6. Do not interrupt resuscitation until:

• professional help arrives and takes over; or
• the victim starts to wake up: to move, opens eyes and to breathe normally; or
• you become exhausted.

• For a baby, only use two fingers to push down on the chest, otherwise you might hurt it more. 
Place a baby on a firm surface. 

• For a child, use one or two hands depending on the size of the child and your own strength. 
•  For babies and children, you should push the breastbone for at least one third of the depth of the 

chest.
• It takes less air to give rescue breaths to babies or children. Check that the chest rises. 
• If it rises, then you have blown enough air in.

In case of drowning:

• Remove the injured person rapidly and safely from the water, but do not place yourself in danger. 
• Try to throw a rope or something that floats to hold onto to injured persons that are conscious.
• Do not try to remove water from the lungs. 
• Start chest compressions and rescue breaths immediately. 
• Cover the injured person with a coat or a blanket to keep warm.

What do you do?

For a full description of the technique "chest compressions" the reader should consult the full African 
First Aid Materials.

If there are a few trained rescuers present, it is best to alternate with each other during resuscitation. 
Chest compressions are tiring to administer. The quality of the chest compressions often deteriorates after 
a few minutes. The rescuer does not always realise this. To ensure the quality of chest compressions, the 
rescuers should switch every two minutes. The switch should preferably be made after giving two ventila-
tions.

• The first rescuer resuscitates for two minutes (chest compressions and ventilations).
• Another rescuer takes over and resuscitates for a further two minutes (chest compressions and ventila-

tions). Then switch again.
• The switch should happen with minimal interruption, and as quickly as possible.
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No breathing

We did not perform a systematic review for this topic because evidence-based guidelines with instructions 
for basic first responders are available. Below we give an overview of the key findings of these guidelines.
Pushing hard and fast in the middle of the ill person’s chest, with minimal interruption, is the most vital 
part of resuscitation(59;60). 
 • Chest compression ensures a small but crucial supply of blood to the heart and to the brain(16).

• The provision of chest compressions with ventilations is the preferred option for trained first
 responders (16). Chest compression only is a reasonable alternative for trained first responders if they
 cannot or do not want to give rescue breaths (16).

 • Resuscitation procedures are difficult for basic first responders. It is important that instructions are 
  simple to learn and to remember. 
 • The chances of survival after resuscitation are small, but increase with immediate resuscitation(16).
 • There is no evidence that water acts as an obstructive foreign body, so no time should be wasted trying 
  to remove it(61).
 • There is no evidence of the effect of prophylactic antibiotics in near-drowning incidents(62).

Evidence that forms the basis for the recommendations
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1. Wash your hands before taking care of an ill person. Use soap to wash your hands or alternatively 
you can also use ash.

2. Find out how high the ill person’s temperature is:
• Use a thermometer in the armpit, if available.  

The ill person has a fever if his temperature is higher than 37,5°C.
• If you do not have a thermometer, and the person feels hot to touch,  

it is probably a fever.
3. Seek medical help to find out the cause of the fever.
4. Someone with fever needs to rest and drink lots of fluids to stop dehydration:

• Give the ill person more to drink if the colour of urine is dark and the ill person  
does not urinate often.

• Breast-fed babies: continue to breast-feed but more frequently than usual.
• Bottle-fed babies: continue with normal feeds and give extra rehydration drinks.

5. Think about how the ill person is dressed. Dressing too warm can increase the fever,  
dressing too lightly can cause shivering which will deplete the body energy.

6. Use lukewarm water to sponge the ill person unless it upset him or causes shivering.
! Do not use cold water as this can make the body react by heating up more.

7. If an ill person is suffering, give an anti-fever medication if allowed in  
your country.

8. If the ill person has a fit (he suddenly shakes fast and uncontrollably),  
give first aid for fits (see chapter 'Fits' p. 26).

9. Wash your hands after taking care of an ill person. Use soap to wash your hands or alternatively 
you can also use ash.

10.Keep checking the ill person day and night: get up two or three times in the night to check.

Fever

A fever can be a sign of serious illness. Any person with fever needs medical 
attention to determine the cause. Fevers caused by malaria* or pneumonia*
 can be very dangerous if they are left untreated and can lead to death.

* Malaria is a disease that is spread by mosquitos. An ill person with fever who lives in, or has visited, 
 a malaria region may have malaria. 
* Pneumonia is an infection of the lungs.

What do you do?

Fever can be a sign of serious illness. Any person with fever needs medical attention to determine
the cause. Medical attention is especially important for babies, children and pregnant women.

Seek emergency medical help if the ill person: 
• cannot take medication;
• has fits;
• is very sleepy, difficult to wake up, or confused;
• has a headache;
• keeps vomiting;
• cannot drink, urinates less and the colour of the urine darkens, sunken eyes, an ill child cries 

without tears, mouth is dry;
• cannot stand up or sit up;
• is a baby and is too weak to be carried;

When to seek medical help
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strong



Caution!

!
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• Only give anti-fever medication if the legislation in your country allows you to do this. 
• Anti-fever medication and herbal remedies may bring relief, but do not treat the cause of  

the illness. 
• Keep the person away from any smoke, including cooking fires and cigarettes.

Important

When medication is prescribed:
The ill person must finish the whole course of medicine. If it is not finished, then the person is not 
cured and the disease may come back. 
• There is an exact amount of medicine to give according to the ill person’s age and weight. 
• You must stick to this dosage. 
• When giving medicine to an ill child, make sure he is calm. An ill child who is crying will not 

swallow the medicine. 
• If an ill person vomits less than 30 minutes after taking the medicine, give the medicine again.

Avoid purchasing substandard medication or using medicines that 
• have past their expiry date; 
• have been exposed to direct sunlight; 
• have been wet.

• has fast breathing:
 - child up to 12 months: more than 50 breaths/minute.
 - child more than 12 months: more than 40 breaths/minute.
• has difficulty breathing, such as the chest heaving, nostrils flaring or chest indrawing;
• has a whistling noise when breathing;
• is bleeding spontaneously.

If an ill person must travel for help, keep giving him sips of drink on the way there.
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Fever

Evidence
 • Detection of fever by palpation, is more helpful in ruling out fever than confirming fever((63;64), D).
 • We did not find any evidence that compared touch with the back of the hand versus the palm 
  for detecting fever.
 • Paracetamol reduces fever but does not lead to faster healing((65), B). 
 • It is unclear if physical methods alone have an antipyretic effect. Physical methods combined with 
  paracetamol further reduce fever. Physical methods cause a certain discomfort for the patient.((66), C)

 • The presence of fever appears to be an acceptable indicator of malaria, both in areas of low and high 
  malaria prevalence((67), D).
 • Rapid breathing appears to be a useful factor for identifying pneumonia in children and can be 
  identified by lay health workers who count the respiratory rate((20;68-70), D). No combination of signs has 
  been shown to give absolute certainty in diagnosing pneumonia(71;72).

Additional information
 • Measuring the temperature in the armpit is easy and avoids the risk of rectal damage and faecal 
  contamination.(73) 
 • In a person with fever, dehydration can develop unnoticed. The signs of dehydration are often 
  mistakenly linked to discomfort due to the illness itself. Checking urine colour and output is potentially 
  a simple way to check dehydration(71).
 • Fever or malaria are often perceived to be the result of malicious intent, overexposure to the sun, 
  or poor hygiene(25;74;75). 
 • The risk of malaria is higher among young children and pregnant women(67). 
 • Malaria is often managed in the home. However, self-treatment runs the risk of using the wrong 
  medication or incorrect dosage(29-31). The impact of home-based management of malaria is unclear((76-79), D). 
  Serious problems are associated with substandard medication circulating in the African region(67). 
 • Partial treatments should not be given even when patients are considered to be semi-immune or 
  the diagnosis is uncertain(67).
 • Symptoms of malaria and pneumonia overlap, and lay caregivers often consider cases of pneumonia 
  to be malaria. The perceived risk of getting malaria is high, and for pneumonia low.(80) 
 • Mistreatment of pneumonia with antimalarials is common(30;80-82). 

Evidence that forms the basis for the recommendations
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Fits

An ill person has a fit if she suddenly shakes uncontrollably. It is different to 
normal shivering and trembling. It may manifest all limbs or just a single limb. 
The person having a fit may also urinate or defecate without control. A fit can 
be caused by a high fever, malaria, epilepsy, alcoholism or drugs. Epilepsy is 
a common illness caused by a problem in the brain.

1. Remove objects that could hurt the person or move her to a safe place.
2. If possible, put during the fit something soft under her head if the ill person lies on the ground.
3. Make sure she can breathe freely by loosening tight clothing around her neck, such as a collar  

or tie.
4. When the fit stops, place her in the recovery position. This will keep her breathing passage open. 

It will also prevent vomit from entering her lungs (see chapter 'Unconsciousness' p. 19).
5. Stay and talk calmly with her until she feels better.
6. If the fit was caused by a high fever, give first aid for fever (see chapter 'Fever' p. 23).

What do you do?

DO NOT try to hold the ill person down or put anything in her mouth:
• an ill person cannot swallow her own tongue during a fit; 
• an ill person might bite her own tongue but this normally heals in a few days;
• an object or a hand placed in the mouth of someone having a fit is dangerous for the ill person 

and yourself.

When to seek medical help

A fit can be a sign of a serious illness. Any person with fits needs medical attention.  
Medical attention is especially important if:
• it is the ill person's first fit;
• the fit lasts longer than five minutes
• there is more than one fit and the ill person does not wake up in between;
• there is a high fever;
• the ill person has hurt himself.
• If the ill person is alcoholic or under the influence of drugs: talk to her kindly and  

without judging.

Fits

Evidence 
 • There is no evidence that paracetamol prevents febrile fits(83;84). 

Additional information
 • Forced drinking or inserting fingers or a spoon into the mouth of a person with fits often results 
  in injuries(85).
 • It is sometimes believed that fits are contagious or have supernatural causes(86-89).
 • Intentionally burning the feet sometimes occurs as a cultural remedy for treatment of epilepsy(46). This  
  practice is discouraged by the panel.

Evidence that forms the basis for the recommendations
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Diarrhoea

Diarrhoea is usually caused by an infection. A person can catch this infection by:
	 •	 not	washing	his	hands;
	 •	 touching	faeces;
	 •	 eating	unsafe	food,	such	as	fish	that	was	caught	in	polluted	waters;
	 •	 drinking	bad	water;
	 •	 preparing	food	with	bad	water;
	 •	 food	that	has	not	been	kept	cold	or	has	gone	bad.

Diarrhoea causes dehydration as too much water and nutrition leaves the body. 
If an ill person does not receive help, he can die. Babies and children are most 
at risk.

1. Wash your hands before and after taking care of an ill person. Use soap to wash your hands or 
alternatively you can also use ash. You could pass on a disease to him and also  
catch his infection.

2. Prevent dehydration: at the first sign of diarrhoea, give the ill person plenty to drink. 
• There are special rehydration drinks that you can buy in sachets  

from the pharmacy.
• Alternatively you can also prepare a rehydration drink yourself:

• mix two fistfuls of maize flour (60g) with 1l of water;
• add two pinches of salt and mix it well.
• Stir continuously until it boils.
•  Add a bit of water if the solution is too thick to drink.

! If you cannot buy or prepare the rehydration drinks, then give clean drinking water as the 
main drink.

3. Each time an ill person passes diarrhoea, he must drink to replace what he has lost.
• For children under 2 years old: between a quarter and half a large cup of fluid (50-100 ml).
• For children from 2 to 10 years old: between half and a full large cup (100-200 ml).
• For older children and adults: at least 1 large cup (200 ml).

4. If the ill person vomits, wait for 5-10 minutes before you give another drink, then use a spoon to 
give the drink more slowly.

5. Children should eat as normally as possible:
• Breast-fed babies: continue to breast-feed but more frequently than usual. 
• Bottle-fed babies: continue with normal feeds and give extra rehydration drinks. 
• Older children and adults: eat as soon as they feel like it.

6. Wash your hands after taking care. Use soap to wash your hands or alternatively you can also use 
ash.

7. Try to obtain zinc tablets. This will help to fight the diarrhoea.
8. If the person also has fever, see chapter 'Fever' p. 23. of an ill person.

What do you do?

• When mixing the rehydration drink or baby formula, make sure you use clean drinking water or 
boiled and cooled water.

• Do not store unused drinks but throw them away.
• An ill person with diarrhoea does not normally need antibiotics, unless a qualified health worker 

has told you so. 
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Persons with diarrhoea may dehydrate. If an ill person does not receive adequate help, he can die.

Seek medical help if the ill person becomes more ill or if you see any of the following signs: 
• very bad diarrhoea, blood in the diarrhoea; 
• great sleepiness, difficulty in waking up, confusion;
• vomiting everything; 
• the ill person urinates less and the colour of the urine darkens, sunken eyes, a child cries without 

tears, mouth is dry; 
• the ill person is not drinking; 
• fits;
• breathing seems wrong;
• the diarrhoea is not getting better after 2 days.

If an ill person also has a fever (see chapter 'Fever' p. 23).

If an ill person must travel for help, keep giving him sips of drink on the way there.

When to seek medical help

Diarrhoea

Evidence
 • Children with mild diarrhoea can drink undiluted milk((90), B). Giving lactose-free feeds is generally not 
  required((90), B).
 • Oral rehydration solution (ORS) with a reduced sodium concentration is more effective than standard 
  WHO ORS (90 mmol/l of sodium and 111 mmol/l of glucose and a total osmolarity of 311 mmol/l).((91), A).
 • Manually prepared salt and sugar solutions has led to concern over safety. A home-based study provides 
  evidence that preparing maize ORS might be safer than glucose ORS((92), C).
 • The research on ORS focuses on the treatment of dehydration with ORS. However, the role of ORS 
  in preventing dehydration is unclear(93).
 • Zinc deficiency occurs among many children in developing countries, and zinc supplementation reduces 
  the duration of and recovery from acute diarrhoea in children((91), B).
 • Delayed skin recoloration time and the skin fold are useful for healthcare professionals when 
  determining dehydration((94), D). However, slow skin pinch has a poor outcome for detecting dehydration 
  when performed by trained community health workers((20), D). The absence of dry mucous membranes 
  is the most useful sign for healthcare professionals to rule out dehydration((94), D). Signs related to the 
  inability to drink, vomiting everything, lethargic state, diarrhoea, being restless or irritable have a 
  moderate sensitivity when performed by trained community health workers((20), D). No sign of 
  dehydration is sufficient on its own to evaluate the dehydration status of a child((94), D).

Additional information
 • It is sometimes believed that diarrhoea in infants is caused by bad mother’s milk, teething or 
  supernatural causes. Gouging and extracting tooth buds or teeth are sometimes done as a cultural 
  treatment(95). This can lead to severe bleeding or sepsis from non-sterile instruments and affects the 
  dentition. Rubbing herbs on the gingiva is a non-invasive method, but might delay medical care(96).
 • Low home-based use of commercial ORS has been reported. One barrier is that ORS does not treat 
  diarrhoea itself, which does not provide enough incentive to buy the product. Another reason for low 
  use of ORS is the difficulty in obtaining safe water(22).
 • Antibiotics of unknown identity and quality are sometimes used for diarrhoea(22). 
 • If both fever and diarrhoea occur, lay caregivers often consider treatment of malaria only(22).

Evidence that forms the basis for the recommendations
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Rash

A child with a fever and a rash may have measles if it goes together with any of 
the following signs: cough, runny nose or red eyes.

A rash can be difficult to see on dark skin: look for roughness on the skin. 

What do you do?

1. Wash your hands before taking care of an ill person. Use soap to wash your hands or alternatively 
you can also use ash.

2. A child with a fever and rash should be kept away from other children, especially babies. 
3. If the child lives in a malaria region, the child should be treated for measles and malaria.  

Give first aid for fever (see chapter 'Fever' p. 23).
4. Wash your hands after taking care of an ill person. Use soap to wash your hands or alternatively 

you can also use ash.

When to seek medical help

Measles can cause death and can cause other infections. Sometimes measles can lead to 
complications, such as: malnutrition, blindness, deafness, lung disease, brain damage. 

Seek medical help if you see any of the following signs: 
• the child is not drinking;
• great sleepiness, the child is difficult to wake up;
• vomiting everything he takes in, diarrhoea, dehydration;
• fast breathing;
• fits;
• the child cannot bear light;
• earache or pus coming from the ear;
• eye infection;
• sores or open lesions in the mouth;
• spontaneous bleeding or small spots of blood leakage in the skin.

If an ill person must travel for help, keep giving him sips of water or liquid on the way there.

Rash

Evidence
• Trained lay health workers can effectively diagnose measles based on the identification of fever and rash 

and at least one of the following: cough, runny nose, red eyes((70), D).
• Routinely giving antibiotic prophylaxis to children with measles has little or no effect on the occurrence 

of pneumonia or mortality((97), C).

Additional information
• Cultural practices for measles include rolling the undressed child in ash and rubbing the child with a 

mixture of leaves until the rash is crushed and opened. Juice from bark of the aloe tree and goat milk 
are sometimes applied to the eyes.(98) This practice is discouraged by the panel.

Evidence that forms the basis for the recommendations

strong

strong
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Severe bleeding

A person who has an open wound which is bleeding severely is in a life-threatening 
situation and immediate help is needed. The blood spurts or continues to flow from 
the wound.

Injuries

What do you do?

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. Check if there are no objects stuck in the wound. If there is an object in the wound do not re-
move it (see chapter 'Wounds with bullets or objects in a cut' p. 32).

3. If the injured person is conscious, ask him to press on the wound himself.
4. Help the person to lie down and comfort him.
5. Try not to touch the person's blood. Put on rubber gloves if available. You can also  

use a clean plastic bag. Use a clean cloth to press on the wound.
6. Press on the wound with both hands. If the wound keeps bleeding, press harder  

on the wound. Keep pressing on the wound until help arrives.
7. You can also wrap a bandage around the wound to slow down the bleeding. If you do not have a 

bandage, you can also use clean clothing and tape for this.
8. Make sure the bandage is firm enough so it stops the bleeding but doesn’t cut off all the blood 

flow. If the part of the body below the bandage changes colour or is swelling or the injured per-
son says he is losing any feeling there, loosen the bandage a little but do not remove it.  
If the blood flow to a limb is stopped an injured person can loose his limb.
! If the bandage becomes soaked in blood, do not remove it. Add another one on top.

9. Keep the injured person warm by taking off wet clothing, covering him with a blanket  
or other covering, but do not overheat the injured person. Keeping the person warm is  
important to delay the onset of shock.

10. Arrange urgent transport to medical care yourself if you are alone.
11. Stay with the person until medical help is available. Once actions to obtain help have been 

made, keep checking that the person is conscious and breathing properly.
12. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.

Bleeding can also occur inside the body. This can happen after a road accident or a fall from a great height. 
Although the blood loss is unseen, this is a life threatening situation.

Suspect bleeding inside the body if the injured person:
• is losing blood from body openings;
• is breathing rapidly;
• has a cold and clammy skin that is pale or turns blue;
• is behaving in an irritated or unusual way;
• becomes sleepy or falls unconscious.

Keep the injured person warm and seek emergency medical help immediately.

weak

weak

weak

strong

strong
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• Do not raise the injured persons legs. The effect is very limited and  
might even cause harm.

• Do not try to stop the blood flow in a limb with a tourniquet or very tight  
bandages. If the blood flow to a limb is stopped, the limb can be lost.

Severe bleeding

Evidence
• There is evidence that direct compression on the artery prevents bleeding(1), B). There is no evidence 

about the effectiveness of indirect pressure on pressure points and elevation for severe bleeding. 
• Improvised tourniquets have a high morbidity rate and should not be used as a first aid measure for 

bleeding((99), D).
• Hypothermia due to severe bleeding may further increase blood loss and cause complications((51), C).
• Raising the legs has been a custom first aid practice for shock. However, the evidence shows little and 

transient effects on haemodynamics and there is a risk of harmful effects from its use((100), C). Therefore 
the panel recommends that it is better not to raise the legs.

Evidence that forms the basis for the recommendations

weak

weak
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1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. Try not to touch the person's blood. Put on rubber gloves if available. You can also use a clean 
plastic bag.

3. If there is an object stuck in the wound, do not remove it because this can cause further damage 
or bleeding. Check if the object caused an additional exit wound if it passed through. Try to stop 
or slow down the bleeding. Be careful not to push the object deeper (see chapter 'Severe bleed-
ing' p. 30).

4. Use sterile gauze to cover the wound if available, or use a clean dry cloth.
5. Try to stop the protruding object from moving with bulky material and bandages. Build up pad-

ding around the object until you can bandage over it without pressing down.
6. Bandage the material above and below the object.
7. Take off jewels or anything else in the area of the wound that may cut off blood flow because of 

swelling.
8. Arrange urgent transport to medical care yourself if you are alone.
9. Once actions to obtain help have been made, stay with the injured person until medical help is 

available. 
10. Keep checking that the injured person is conscious and breathing properly.
11. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.

Wounds with bullets or objects in a cut

Wounds with bullets, knives, arrows or pieces of glass can lead to severe bleeding and 
infection. Injuries to structures under the skin may cause loss of feeling or
problems to move the body part. You should not try to remove any object because 
this will usually cause more bleeding and harm.

Even if you cannot see an object, there may be something stuck in the wound if:
 • the injured person feels pain in a specific area;
 • the injured person has a painful lump;
 • the injured person has the feeling that something is in the wound;
 • there is a discoloured area. 

What do you do?

Wounds with bullets or objects in a cut

Evidence
 • We did not find any relevant evidence.

Evidence that forms the basis for the recommendations

strong

strong
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Snake, scorpion or spider bite or sting

The effects of a bite are different according to the type of venomous animal.

Depending on the species there can be:
• bleeding, swelling, bruising;
• numbness, weakness, confusion, affected vision;
• heart arrest or difficulty breathing.

What do you do?

 What do you do for a snake bite?

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. If safe to do so, check what type of animal it is, but do not try to catch it. If possible write down 
the features of the snake.

3. Watch the injured person for a change in his condition. Evaluating if a snake is poisonous or not is 
difficult. It is best to assume that the snake is poisonous.

4. Help the injured person to lie down and tell her not to move. Offer comfort and keep her calm. 
This will slow down the venom.

5. Try not to touch the person's blood. Put on rubber gloves if available. You can also use a clean 
plastic bag.

6. Take off any rings, watches or tight clothing that may cut off blood flow because of swelling. Be 
careful not to move the limb.

7. If venom gets in the eyes, rinse them for 15 to 20 minutes with water, from the nose outwards.
8. If the bite is in the leg: immobilise the leg by bandaging it to the other leg. 

• Gently bring the good leg to the bitten leg. 
• Use a stick to splint the limb and bandage it in place. 
• If the bite is on the arms, tell the injured person to immobilise her own arm by holding it close 

to her body until she obtains medical care.
9. Arrange urgent transport to medical care yourself if you are alone.
10. Once actions to obtain help have been made, stay with the injured person until medical help is 

available. 
11. Keep checking that the injured person is conscious and breathing properly.
12. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also  

use ash.

• Do not try to catch the snake.
• Do not try to suck or cut the venom out or do not rub herbs on as this will not help and can harm 

the person more.
• Tell the injured person not to move and to keep his limb very still. This will slow down the venom.

strong

weak

strong
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Snake, scorpion or spider bites

Evidence 
 • The application of an elastic bandage combined with immobilisation is an often recommended first aid 
  technique for snake bites. However, it appears to be difficult to apply the elastic bandage at the 
  correct pressure((101;102), C). The elastic bandage should be applied tightly, but applying it too tightly or 
  not tightly enough is ineffective and may worsen the injured person’s condition((103), D). Applying an 
  elastic bandage has a lower efficacy than applying an elastic bandage over a firm cloth pad((104;105), C). 
  However, using a firm cloth pad runs the risk of creating an arterial tourniquet. 
 • One study indicates that immobilisation can be taught to basic first responders((102), D). However, a field 
  study indicates that after receiving the instruction to immobilise limbs with snake bites, this was only 
  done properly in a minority of cases((106), D).
 • Because elastic bandages and the firm cloth pad are difficult to apply adequately and may harm the 
  injured person, the panel decided to limit the recommendation to immobilisation of the limb only. 
 • We found no evidence on spider or scorpion bites.

Additional information
 • A wide variety of remedies are used for snake bites(34). Suction only removes a very small amount of 
  venom, and it may make the injury worse(61). Incision, excision, heat, ice, cryotherapy, poultices, 
  topical chemicals or herbals, alcohol or stimulants offer no benefit and may worsen outcomes. 
 • Apart from a study on animals(107), we did not find any studies on the effectiveness of the black stone 
  or snake stone.
 • The availability of anti-venom serum can be problematic in some African countries(34;108). 
 • Snake bites can lead to tetanus(109). Fake or expired tetanus toxoids without potency are possibly being 
  sold in pharmacies(110).

Evidence that forms the basis for the recommendations

What do you do?

What do you do for a spider bite or scorpion sting?

1. Put on rubber gloves if available. You can also use a clean plastic bag.
2. Wash or wipe away any venom
3. Use ice, if you have it, to cool the bite or sting: 

• Wrap the ice in a cloth or a towel so it does not touch the skin directly. 
• If you do not have ice, use cold water.
• Do not cool for more than 20 minutes at a time.

4. Find medical help if the pain does not decrease.

strong
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Burns

Burns can be a serious threat if they are not managed properly.

• With superficial burns the skin is red, slightly swollen and painful. 
• If the burn is deeper you will also see blisters. These burns are extremely painful.
• If the deepest layer of the skin is burned there is usually no pain in the wound itself, because the nerves 

in this area have also been destroyed. The burn can look black, parchment-like or white and is dry. How-
ever the skin around the wound, which is often less deeply burned, is painful.

What do you do?

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. If clothing is on fire, you can douse it with water, wrap the injured person in a heavy blanket or 
make the injured person roll on the ground. Stop the injured person from running around.

3. Use clean water to cool the burn, if you can, otherwise any water. Pour water on the burn for  
15-20 minutes, or until it stops hurting. Cooling prevents a burn from going deeper by taking 
heat away from the skin and reduces pain.

4. Put on rubber gloves. You can also use a clean plastic bag.
5. Remove any clothing and jewellery that is not stuck to the skin.
6. You can put liquid honey on the burn. This prevents infection and helps the wound to heal. Do 

not use warm or hot honey.
Alternatively you can also use aloe vera.

7. Dress the burn with a wet wound dressing. Avoid dressings that may stick to the burn.
8. Bandage the dressing to the wound.
9. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.
10. Change dressings once a day. When you change the dressing, make sure the old one comes off 

without sticking to the wound and damaging it: soak it in drinkable water first.

Caution!
• An injured person can become hypothermic if he has large burns and needs to be kept warm: 

• Try not to use very cold water for cooling the burn.
• Protect the injured person from the wind and wrap him in blankets.

• Leave blisters intact to prevent infection.
• Do not use vaseline for burns. Vaseline is not sterile and can cause infection.
• Keep flies and other insects away from the wound to prevent infection.

strong

strong

weak

weak

weak
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When to seek medical help

Minor burns can be safely managed at home. Seek medical help straight away if: 
• the injured person is under 5 years old or over 65 years old;
• the burn is on the face, ears, hands, feet, the sexual organs or joints;
• the burn circles the entire limb, body or neck;
• the burn is equal or larger than the injured persons hand size; 
• the burn looks black, white, papery, hard and dry;
• the injured person has no sense of feeling in the wound itself;
• the burns were caused by electricity, chemicals or high pressure steam;
• the injured person has inhaled flames or heat, or breathed in a lot of smoke. 
• clothing or jewellery is stuck to the skin.

The injured person should seek medical help if it is more than 10 years since his last tetanus injec-
tion or if there is any doubt about when the injured person last had a tetanus injection. It is very 
safe to get a tetanus injection.

The injured person should seek medical care if in the days after, the burn smells bad, is soaked with 
pus or if he gets a fever.

Burns 

Evidence
 • Suggestions for the duration of cooling range from 10 to 30 minutes, but the evidence for the optimum 
  length is inconclusive(111). 
 • Treating burns with Aloe Vera((112), C) or honey((113), C) may reduce the healing time. Fresh Aloe Vera holds 
  the risk of being contaminated and can cause irritation. Experts comment that there are differences in
  the antibacteriological activity of different kinds of honey(114).
 • Sugar, papaya, and fatty acids are sometimes used as home remedies for wounds. There is insufficient 
  evidence to draw any conclusions about their effectiveness(115). 
 • Changing dressings for burns once a day versus twice a day does not increase infection, causes less 
  pain, and reduces the cost of dressings((116), D).
 • Leaving blisters intact may result in fewer infected burns. Pain may be worse in blisters that are 
  deroofed compared with those that are aspirated((111), C). 

Additional information
 • When cooling, hypothermia in the person must be prevented(1). Prevention of hypothermia is of 
  importance in Africa, due to long delays before reaching medical care.
 • Many persons with burns never get medical care. Seeking help from informal care providers often 
  creates a delay in obtaining medical care(46). 
 • Harmful remedies include topical application of cow dung, dirt or soil. Their use as a cultural  
  remedy must be discouraged(46). 
 • Commercially available Vaseline describes on the bottle its indication for minor burns and is sometimes 
  used as such. Vaseline is sometimes used as a home remedy for burns. However, Vaseline is occlusive, 
  non-sterile and may lead to infection(117).
 • Gauze dressings that stick to the wound can be removed with prolonged soaking(118). 
 • Sterilised banana leaves((119), C) or boiled potato peels((119-122), C) might be an alternative means of dressing 
  burns. The panel does not recommend this type of dressing since it is not possible to sterilise such
  dressings without special equipment.
 • The total body area that is burned, depth of the injury, age, and presence of other conditions 
  determine the prospect of recovery(111).
 • Tetanus immunisation is needed for burns but fake or expired tetanus toxoids without potency are 
  possibly being sold in pharmacies(110).

Evidence that forms the basis for the recommendations
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1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. If the injured person is unconscious (see chapter 'Unconsciousness' p. 19), you should make sure 
that she is breathing freely. If the injured person is conscious, calm her and ask her not to move.

3. To keep the head still, place your hands or tightly folded clothing on each side of the injured 
person’s head. Only keep the head and neck still if the injured person will let you.
! If the injured person is upset or excited, do not force her to have her neck immobilised. 

4. Keep the injured person warm but do not overheat her.
5. Arrange urgent transport to medical care yourself if you are alone.
6. Keep checking that the injured person is conscious and breathing properly.
7. Once actions to obtain help have been made, stay with the injured person until medical help is 

available.

Injury to head, neck, or back

Injuries to head, neck, or back can be very serious and should always 
be managed with caution.

Suspect a serious head or back injury if the person: 
• has had a hard blow through a road accident or from falling from a height greater than standing height; 
• becomes sleepy or falls unconscious; 
• does not remember exactly what just happened; 
• has a terrible headache that does not go away;
• is feeling sick to her stomach or is vomiting;
• is behaving in an irritated or unusual way;
• has a fit; 
• has serious wounds or injuries on his head;
• complains that she feels numbness or a tingling feeling; 
• has serious injuries on the legs and does not complain about the pain; 
• feels pain or tenderness in the neck or back.

It is hard to know in what way an injured person is injured if the person
• is agitated;
• is in great pain; 
• is drunk;
• is a child;
• is older than 65 years.

Seek medical help if you feel unsure about the injury.

What do you do?

Caution!

weak

weak

• Do not move the injured person unless she is in more danger if she stays there, or if medical help 
will not arrive at the scene of the accident. 

• Raising the injured person's legs provides no benefit and can cause pain  
and further injury. 

• Keep the person still.



Transportation
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Injury to head, neck, or back

Evidence
 • Neck pain together with age above 65 years, numbness or a tingling feeling in the extremities, or 
  dangerous mechanism of injury are useful to indicate cervical trauma((123), A). 
 • The effect of spinal immobilisation on mortality and injury in trauma victims is uncertain(124). 
 • Laying an injured person immobile on a hard surface is uncomfortable and makes conscious persons 
  move more((125), D).

Additional information
 • Persons with potential head or spinal injury will often be brought to the hospital by basic first 
  responders(28;126). Teaching techniques on how to transport such victims is therefore important.

Evidence that forms the basis for the recommendations

• If you have to move the injured person, hold her neck absolutely still. Do not twist the injure 
person’s head, neck or body if you can avoid it. This is very important.

• If you have to move the injured person, put a folded blanket or clothing under the injured person 
when laying her back down to make her more comfortable. weak
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Broken or dislocated limbs

The response of an injured person to a broken bone can be very different. Some 
persons with a broken leg may still be able to walk with some pain. Another 
person may be unable to move. In some cases the broken or dislocated limb is 
an odd shape. If you are not sure, then it is safer to assume that a bone is broken or 
dislocated. Seek medical help.

• If a limb looks odd or dislocated, do not try to reset it. This may make the injury worse.
• Raising the injured person's leg provides no benefit and can cause pain and further injury. Keep 

the person still.
• It is important to seek medical care straight away, as treatment by bonesetters sometimes can 

go very wrong, and an injured person can lose his limb or can die of complications.

What do you do?

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. If the break is bleeding seriously, press down on the bleeding or put on a compression bandage 
(see chapter 'Severe bleeding' p. 30).

3. If you suspect a broken leg, tell the injured person not to stand on it. Do not bandage the casu-
alty if an ambulance is on its way.

4. If you suspect a broken arm, tell the injured person to immobilise his own arm by holding it close 
to his body until he obtains medical care. If the casualty cannot support an injured arm, turn up 
the lower end of the clothing and pin it above the arm to form a sling.

5. If the casualty has a broken leg and needs to be transported, keep the leg still by splinting it to 
the other leg:

• carefully move the uninjured leg close to the injured leg;
• use padding to fill in any hollow areas;
• use bandaging or strips of cloth to attach the legs together.
If both legs are broken: you need to use a splint, for example a stick.

6. If you use a splint, check that it is not too tight. If the fingers or toes become cold, white or 
blue, loosen the splint.

7. Keep the injured person warm, but do not overheat him.
8. Arrange urgent transport to medical care yourself if you are alone.
9. Once actions to obtain help have been made, stay with the injured person until medical help is 

available.
10. Keep checking that the injured person is conscious and breathing properly.

Caution!

weak

weak

When to seek medical help

If you are in doubt as to the severity of the injury, assume that the limb is broken or dislocated and 
seek medical help. strong
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Broken or dislocated limbs

Evidence
  Injured persons or basic first responders are unable to decide themselves whether a bone is broken(1), 
  and in particular to evaluate the ability to bear weight immediately after the injury((127), C).

Additional information
 • Informal care providers and bonesetters are regularly consulted for injured limbs(36;128). Management by 
  bonesetters typically includes the use of a bamboo stick splint and the topical application of herbs(110). 
  Many fractures heal properly, but complications, including gangrene, tetanus, non-union, malunion, 
  can be very serious. 

Evidence that forms the basis for the recommendations
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Injury to muscles or joints

Sudden unexpected movements like a blow or a fall can cause injuries 
to muscles or joints.

What do you do?

Caution!

weak

When to seek medical help

• Use ice, if you have it, to cool the injury. Ice can reduce pain and improve the healing. 
• Wrap the ice in a cloth or a towel so it does not touch the skin directly. 
• If you do not have ice, use cold water.
• Do not cool for more than 20 minutes at a time.

• Do not massage the injury.
• Do not put heat on the injury.
• Do not let the injured person continue his activity. 
• Avoid alcohol.

Many injuries to muscles or joints can be managed at home. But if you are not sure how severe the 
injury is, it is safer to seek medical help. 

Seek medical help in case of:
• bad bruising and swelling; 
• some loss of feeling; 
• inability to move the limb; 
• a very painful and tender joint swelling straight after injury.

Seek medical care in the days after if:
• The injured person has difficulty walking or making other movements. 
• The pain or swelling gets worse. 
• The injured person has a fever and a swollen joint that feels warm to the touch; 
• The injured person does not improve.

Evidence that forms the basis for the recommendations

Injury to muscles or joints

Evidence
 • The evidence is inconclusive on the effectiveness of immediate post-injury cooling(1). 
 • In case of mild or moderate ankle sprains, elastic bandages have no significantly better outcomes than 
  no bandages, and might even lead to worse outcomes((129-132)), C).
 • In case of acute muscle injury, elastic bandages have no significantly better outcomes than minimal 
  or no bandage((133), C).

Additional information
 • Experts consider that immediately after the accident, avoiding standing on an injured lower limb, 
  or self-immobilisation of an injured upper limb, are often adequate and less painful than putting 
  the limb in a bandage or a sling(1).
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For an object that is stuck in the injured person’s eye: 

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. Do not try to remove it but loosely cover the eye.
3. Keep the head as still as possible.
4. Cover the good eye as well and ask the injured person to keep it still, because both eyes move 

together.
5. Arrange urgent transport to medical care yourself if you are alone.

For a speck in the injured person’s eye: 

1. If there is a speck in the eye, get the injured person to sit.
2. Rinse the speck out of the eye from the nose outwards.
3. Use clean water or water that has been boiled and cooled. Water at room temperature is more 

comfortable than cold water. Warm water might burn the eye.
4. If this does not work, cover the eye and seek medical assistance.

For a blow to the eye: 

1. Make a cold compress: 
• put ice in a plastic bag and wrap it in a cloth  

or
• soak a piece of clean cloth in cold water and squeeze it out.
• make sure the eye is fully closed when applying the cold cloth.

2. Put this cold compress loosely on the eye as long as the person can tolerate it. Do not press hard 
against the eye. This helps with the pain and keeps down swelling.

For harmful liquids in the eye: 

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. Rinse out the eye straight away with preferably clean water. Do this for 10 - 15 minutes, from the 
nose outwards so that none of the liquid runs out from one eye into the other.

3. Arrange urgent transport to medical care yourself if you are alone.

Eye injury

The eye is a person’s window to the world. Eye injuries should always be managed 
with great care.

What do you do?
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Eye injury

Evidence
 • Warm fluids (32.2 °C to 37.8 °C) are more comfortable than fluids at room temperature (21°C) 
  for irrigating the eye((134), B). The use of warm water may burn the eye and is therefore not
  recommended by the panel.
 • Patching the eye following simple corneal abrasions does not improve healing or pain. In addition, 
  the use of patches reduces the visual field.((135), B)

Additional information
 • People with eye injuries often delay seeking help. The main reason for delay was the consultation 
  of non-specialised medical care or informal care first(33).

When to seek medical help

Evidence that forms the basis for the recommendations

Eye injuries should always be managed with great care. Immediate medical help is needed for eye 
injuries if:

• a harmful liquid entered the eye;
• a speck cannot be removed or if an object (even very small) is stuck in the eye;
• the vision is affected.

If the condition of the eye gets worse in the days after, the injured person should seek medical help 
straight away. Signs to look for are:

• pain getting worse; 
• vision that is getting worse;
• condition of the eye not getting better after 3 days.
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Bite wounds

Any human or animal bite (e.g. dog, cat, monkey) that breaks the skin needs spe-
cial care because it can cause infections.

1. Wash your hands before giving first aid. Use soap to wash your hands or alternatively you can also 
use ash. Use soap to wash your hands or alternatively you can also use ash. Put on rubber gloves 
if available. You can also use a clean plastic bag.

2. If the person is bleeding severely, try to stop the bleeding first  
(see chapter 'Severe Bleeding' p.30).

3. Rinse the wound under running, clean water until it is clean.
4. Cover the wound with sterile gauze or a clean dry cloth.
5. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.

When to seek medical help

Evidence that forms the basis for the recommendations

Bite wounds

Evidence
 • Antibiotics may prevent infections after human or animal bite wounds((136;137), B).

Additional information
 • There is no clear evidence on the actual risk of acquiring blood-borne viral infections from human 
  bites(138) but experts recommend seeking immediate advice regarding post-exposure prophylaxis if 
  the biter is likely to have a blood-borne viral infection(136).
 • People are at risk of acquiring viral infections from animals if they have sustained bites or if they have 
  had licks to broken skin(136).

Always seek medical help straight away for bite wounds because a person who has been bitten
needs adequate medication to prevent infection. It is also important to be vaccinated for tetanus.

strong

strong
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Nose bleed

The nose contains small blood vessels that bleed easily. Therefore, nosebleeds 
are common. Either by a blow to the nose, or as a result of sneezing or picking 
the nose. But they can also occur without any apparent cause.

1. Ask the injured person to pinch his nose with index finger and thumb. Tell the injured person to 
breathe through the mouth.
If necessary, pinch the injured person's nose yourself. Try not to touch the injured person's blood. 
Use gloves or a plastic bag.

2. Pinch for 10-15 minutes.
3. Ask the injured person to lean forwards so that he does not swallow or breathe in blood. Swallow-

ing blood can make the person feel sick.
4. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.

What do you do?

When to seek medical help

Evidence that forms the basis for the recommendations

Nose bleed

Evidence
 • Ice on the back of the neck may reduce nasal blood flow((139;140), D). However the evidence is very limited 
  and the panel does not recommend it in practice.

Additional information
 • The anterior part of the nasal septum is the most common location of nosebleeds(141).
 • Holding the head forward prevents the injured person from swallowing blood, which may cause nausea 
  and vomiting(142).

In a few cases a nose bleed can be serious and lead to death. You should seek medical help if:
• blood is still coming from the nose after 20 minutes;
• the nose bleed was caused by a hard punch on the nose; a fall; a road accident;
• blood spurts from the nose:
• the injured person becomes sleepy or falls unconscious.

strong
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Cuts and grazes

Even if an injured person just has a small cut or graze you still need to take care 
that the wound does not become infected.

What do you do?

1. Wash your hands before giving first aid. Use soap to wash your hands or alternatively you can also 
use ash. Put on rubber gloves if available. You can also use a clean plastic bag.

2. Try to stop or slow down the bleeding: press on the wound with a clean cloth or bandage.
3. Rinse out the wound with clean water. You can also use boiled and cooled water.

! Do not try to clean inside the wound by rubbing it. This may cause further damage to the 
wound.

4. Pour water on the wound until you cannot see any foreign material left in the wound. Foreign 
material means dirt or anything else that comes from outside the injured person’s body.

5. If you have a piece of sterile gauze, then cover the wound with it.
6. Use a sterile plaster to close a clean cut.

If no plaster is available, use a bandage or a clean cloth.
7. Bandage the dressing to the wound.Do not apply the bandage too firmly. If the part of the body 

below the bandage changes colour or is swelling, loosen the bandage a little bit.
8. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.
9. Tell the injured person or the person caring for him to keep the wound dry. Do not allow flies to 

touch the wound. Keeping the wound clean will help, as a bad smell attracts flies. 
10. Every 2 or 3 days rinse out the wound with clean water and change the dressing. If the wound is 

infected then clean this every day.

Caution!
• Even small wounds need attention to prevent infection.
• If a dressing needs to be changed, do not tear the old one off as this can damage the healing 

wound. 
• Instead, put enough water on the old dressing to take it off easily.
• It is not good to try to close a dirty wound.

strong

strong

strong
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Evidence that forms the basis for the recommendations

Most cuts and grazes can be easily managed at home. You should seek medical help if:
• you cannot stop the bleeding; 
• an object is in the wound;
•  the wound has an irregular shape, is gaping open or is bigger than half the width of the injured 

person’s hand; 
• the injured person is losing feeling or has problems moving the body part; 
• the wound is on the face, is on or near eyes, or in the area of the sex organs; 
• the wound has dirt in it and cannot be cleaned properly; 
• the wound has faeces or urine in it; 
• the wound was caused by a bite; 
• the injured person has diabetes or an immune disease; 
• the injured person is 65 years old or older;
• it is more than 10 years since the injured person last had a tetanus injection or if there is any 

doubt about when the injured person last had a tetanus injection. Even small wounds can 
cause tetanus and it is very safe to get a tetanus injection.

It is best that wounds are managed within 6 hours. Do not delay seeking medical help.

Tell people to watch out for infection in the days after and get medical help if there is any 
sign of infection, such as: 

• the pain is getting worse;
• the injured person has a fever or feels unwell;
• swollen, hot, red skin around the wound.

It is normal to have some light wound response. Get medical help if the seepage increases or is as-
sociated with signs of infection.

Cuts and grazes

Evidence
 • Irrigating wounds with drinkable water is effective to clean wounds((143), B). Boiled and cooled water can 
  be used in the absence of potable tap water((143), C). 
 • The evidence does not support routine administration of prophylactic antibiotics to prevent 
  infection((144), C). 
 • Adhesive strips are useful to close short simple wounds with minimal flexing, tension, or wetting((145), B). 
 • The risk of infection is increased for elderly or persons with diabetes or immune disease; for wounds 
  contaminated with dirt or an object; for wounds with an irregular shape, or with an increasing depth, 
  length, and width; for bite wounds; as time from injury to repair increases((145), C).

Additional information
 • Application of antiseptics and antibacterials on wound tissue may be harmful(1). 
 • Harmful remedies include topical application of cow dung, dirt or soil. Their use as a cultural  
  remedy must be discouraged(46). 
 • The risk of infection is increased in African countries and even small wounds need attention to prevent 
  infection. 
 • Sterilised banana leaves might be an alternative means of dressing wounds((119), C). 
 • Tetanus immunisation is needed for all wounds but fake or expired tetanus toxoids without potency 
  are possibly being sold in pharmacies(110).

When to seek medical help
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Bee or wasp stings

A bee or wasp sting causes a red, swollen lump that can be painful and itchy. Some 
people can have an allergic reaction which can be life-threatening.

1. Removing the sting as quick as possible can help keep the bite smaller.
2. Use your fingers or whatever you have at hand to remove the sting.
3. Wash the bite with water.
4. Use ice, if you have it, to cool the bite:

• Wrap the ice in a cloth or a towel so it does not touch the skin directly. 
• If you do not have ice, use cold water.
• Do not cool for more than 20 minutes at a time.

Caution!
Do not scratch the bite: this can cause infections, especially when the nails are dirty.

When to seek medical help

Some people are allergic to bee or wasp stings. This is a life threatening situation. Seek emergency 
medical help if the injured person suffers the following symptoms right after being stung:

• a rapid pulse, dizziness or feeling faint;
• swelling or itching anywhere else on the body;
• difficulty breathing;
• a headache;
• difficulty swallowing, or swelling to the face or mouth. 
• vomiting.

Seek medical attention if the sting is very painful.

Bee or wasp stings

Evidence
• Quickly removing the sting may reduce the size of the weal((146), D). Pinching or scraping the sting away 

might not affect the size of the weal. A risk of scraping the sting is that it can break((146), D).
• Topical aspirin in the treatment of bee and wasp stings appears to have no benefit and may increase 

the duration of redness((147), C). 
• We did not find evidence on the use of topical antihistamines to treat bee or wasp stings(148).

Evidence that forms the basis for the recommendations

weak
weak
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PoisoningPoisoning

1. Ask a bystander to seek help or to arrange for bringing the injured person to a medical care 
provider. Tell him to come back to you to confirm if help has been secured. The injured person 
urgently needs help. Shout or call for help if you are alone but do not leave the injured person.

2. Place the person on his left side. This will reduce absorption of the poison  
in the body.

3. Find out what the poisoned person has swallowed and when it happened.
4. Arrange urgent transport to medical care yourself if you are alone. 
5. If this is safe, show the container of the poison to the doctor or write down the label.

Poisoning can occur through several routes. Poisoning from swallowing is often 
caused by household products, overdose of medication or toxic plants. The effects 
of poisoning depend on what poison has been swallowed.

Signs of poisoning that can occur, include: 
• nausea, vomiting, pain;
• difficulty breathing, seizures, confusion;
• odd skin colour.

Caution!
• Avoid contact with any poisonous material on yourself.
• Do not force a poisoned person to vomit unless a nurse or doctor has told you to. 
• Do not give milk or water to a poisoned person unless a nurse or doctor has told you to. This only 

helps for some poisons, and may cause harm in other cases.

Evidence that forms the basis for the recommendations

Poisoning

Evidence
• One study found that lying on the left side resulted in a significantly lower absorption compared to lying 

on the right side or sitting((149), D). 

Additional information
• Experts recommend not using charcoal tablets from pharmacies and only forcing a poisoned person to 

vomit or to drink milk under medical advice(150).

weak
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Emergency childbirthEmergency childbirth

What do you do when labour starts?

1. If there is medical care in your area, it is best to arrange for bringing the woman there.If not, 
send someone for the help of a skilled attendant and prepare for the delivery. If available to you, 
take your delivery kit. This kit contains soap, gloves, materials for cutting the cord and other 
objects to guarantee a clean delivery and to prevent infections of the baby after birth.

2. Offer support and personal care:
• Encourage the woman’s birth companion(s) to be involved. 
• Praise and encourage her.
• Protect and respect her privacy.
• Massaging the woman’s back may help with the pain.

3. Encourage the woman to move around and find the most comfortable positions.
4. Encourage the woman to urinate often. This will help make more space for the baby.
5. Encourage the woman to drink during labour, even at the end. She can also eat a little to keep up 

her strength.
6. Encourage her to think about her breathing: 

• To breathe out slowly and loudly, and to relax with each breath.
• Suggest breathing more slowly if the woman feels dizzy, unwell, or tingling in her face, hands 

or feet. 
7. Seek medical help immediately:

• if the baby presents with the buttocks or feet first, instead of the head first;
• if there are no contractions 6 hours after the waters broke; 
• if contractions continue for more than 12 hours; 
• the woman is bleeding or has a fever.

In the last part of pregnancy a woman can go in labour at any time. 
The following signs mean that labour has started and that the baby is coming:
	 •	 painful	contractions	and	any	of	the	following;
	 •	 the	waters	break;
	 •	 sticky	discharge;
	 •	 abdominal	discomfort;
	 •	 local	back	pains.
Labour usually is a lengthy process so in many cases there is time to get 
the mother to medical aid before the baby arrives.

What do you do when the pushing stage comes?

1. Help the woman into the most comfortable position. An upright position is best, but a lying posi-
tion is the least challenging to assist with the delivery. If the woman lies on her back, it is best 
to put a small pillow under the right hip so that she lies to the side. The weight of the baby may 
press on important blood vessels.

2. Wash your hands before giving first aid. Use soap to wash your hands or alternatively you can also 
use ash. Put on rubber gloves if available. You can also use a clean plastic bag.

3. Women naturally feel the urge to push. If pushing is not working then the woman should change 
position or empty her bladder. Ask the woman not to push when the baby’s head is being delivered.

4. Watch the baby come out while supporting the head and shoulders.
! Do not do anything to 'pull’ the baby out.

weak

strong
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Caution!
• Do not leave the woman alone.
• Do not use any remedies or medications to speed up labour or to clear out the bowel unless a 

midwife or doctor has told you to.
• Do not push on the woman’s belly during labour or after delivery.

What do you do when the baby is born?

1. Immediately place him on the mother’s bare chest or abdomen so they have  
skin-to-skin contact.

2. Cut the baby's cord:
• Use 2 long ties and a clean knife, scissors or razor blade. The material you use to cut the cord 

should be sterilised by placing it 10 minutes in boiling water or running it through a flame a 
few times.

• Tie the first knot 2 cm (2 fingers) away from the child's abdomen.
• Tie the second knot 5 cm (5 fingers) away from the abdomen.
• Add another tie on the side of the baby, if the cord continues bleeding after cutting it.
• Keep the cord dry and clean.

! Do not put any substance on the baby’s cord or stump. This could lead to infection.
3. Wipe the baby clean and dry him.
4. The mother and baby must be kept warm and close together. The baby can be dressed or 

wrapped.
5. The placenta or afterbirth will come on its own. When it is delivered, put it somewhere safe until 

it can be disposed of appropriately.
! Do not try to pull out the afterbirth by pulling on the cord. If the placenta rips, it may cause 

infection.
6. Wash your hands after giving first aid. Use soap to wash your hands or alternatively you can also 

use ash.
7. Encourage breast-feeding immediately after birth. Although there is no breast milk, the baby's 

sucking will encourage the milk to come. Breast-feeding helps the placenta to come out and 
prevents bleeding of the woman after delivery.

8. Encourage the woman to move around as soon as she feels able after the birth.
9. Do not leave the mother alone during the first 24 hours. The woman should always seek medical 

attention.

What do you do if a baby is not breathing?

1. If the baby is not breathing or is struggling to breathe, start resuscitation within 1 minute of 
birth. 

2. Move the baby to a clean, dry and warm surface.
3. Tell the mother that the baby is having problems breathing and that you will help him to 

breathe.
4. Keep the baby wrapped up warm.
5. Start resuscitation as described in first aid for breathing arrest (see chapter 'No breathing' p. 21).
6. Stop resuscitation after 20 minutes if the baby is not breathing or gasping for air. Explain what 

has happened to the mother and offer your support.

What do you do if the woman is bleeding heavily after delivery?

1. Seek immediate medical help.
2. Massage the belly firmly below the navel.
3. Ask the woman to urinate, if possible.

These actions can help to slow down the bleeding.

strong

strong

strong
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If you must travel with the baby to get medical help:
• keep him warm against the skin of his mother or someone else; 
• keep him covered with a blanket and his head covered with a cap;
• protect the baby from direct sunlight; 
•  encourage the mother to breast-feed during the journey. If the baby cannot breast-feed and 

the journey is longer than 3 hours, get the mother to squeeze breast milk into a cup and feed 
the baby by cup.

When to seek medical help

Transportation
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Even though giving birth is a natural part of life, it can sometimes threaten the life of the mother or 
baby.

When to seek medical help for the mother?

The mother should always seek medical attention after delivery.

Go to the hospital or health centre WITHOUT DELAY, day or night, if the mother has any 
of the following danger signs: 

• fever and weakness, unable to get out of bed; 
• pain in the belly and/or bad smelling substance from the vagina;
• sudden bleeding or increasing loss of blood; 
• fits; 
• difficulty breathing, fast breathing or chest pain;
• the mother can feel her heart beating too hard or irregularly;
• terrible headaches and blurry sight; 
• nausea, vomiting; 
• faintness, dizziness.
• if the afterbirth is incomplete or has not been delivered 1 hour after the birth of the baby.

When to seek medical help for the baby?

A newborn baby should always get medical attention.

Seek medical help WITHOUT DELAY, day or night, if the baby:
• is very small; 
• has difficulty breathing; 
• has fits (see chapter 'Fits' p. 26); 
• has fever (see chapter 'Fever' p. 23); 
• feels cold; 
• is bleeding from cord stump;
• is not able to breast-feed.
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Evidence that forms the basis for the recommendations

Emergency childbirth

WHAT DO YOU DO WHEN LABOUR STARTS?
Evidence
 • There is a lack of evidence to suggest that the mother’s position or mobility during the first stage 
  of labour affects outcomes(151). 
 • There is evidence that remaining supine in the second stage of labour negatively affects outcomes for 
  the mother and baby. There is also evidence that the hands-and-knees position helps relieve pain 
  for the mother in the second stage of labour and has no adverse effects((151), B). The guideline panel held 
  the view that the supine position is the least challenging for basic first responders assisting in 
  emergency childbirth.
 • Women that eat during labour vomit more often, but there are no significant differences in outcomes 
  for the mother and baby((151), B).
 • There is no evidence that breathing and relaxation techniques reduce labour pain or affect the labour 
  experience((151), C). There is limited evidence that massage and reassuring touch reduces pain and 
  anxiety during labour((151), B).
 • Application of warm compresses during labour does not appear to improve perineal outcomes((151), C). 

Additional information
 • Medicinal plants are sometimes used to induce labour. Using the wrong dosage can lead to poisoning 
  and may threaten the life of the unborn baby and the mother(152).

WHAT DO YOU DO WHEN THE BABY IS BORN?
Evidence
 • Delaying cord clamping for at least three minutes reduces the risk of anaemia in babies((151;153;154), A) 
  and does not seem to influence the occurrence of post partum haemorrhage in mothers((153;154), B).   
  However, the panel does not consider that this is feasible within the context of basic first responders.
 • Use of antiseptics may reduce concern of mothers about the cord, but in comparison with keeping 
  the cord dry and clean it does not reduce the risk of infection.((73), C)

 • Early skin-to-skin contact appears to improve breast-feeding outcomes and crying of babies((73), B).
 • It appears that babies who are initiated to breast-feeding within one day of birth are significantly less 
  likely to die in the neonatal period compared with those who are initiated after one day((155), C). 
 • It appears that initiation of breast-feeding as soon as possible after birth protects newborn babies from
  low body temperatures.((156), B)

Additional information
 • Delayed breast-feeding may result from the idea that there is not enough milk, the baby should be 
  washed first, the baby is not hungry or the baby should sleep(157).

WHAT DO YOU DO IF A BABY IS NOT BREATHING?
 • The recommendations for resuscitation of newborns are extracted from the ILCOR guidelines(16). 

WHAT DO YOU DO IF THE WOMAN IS BLEEDING HEAVILY AFTER DELIVERY?
Evidence
 • There is no evidence for the effectiveness of immediate suckling to prevent postpartum 
  blood loss((158), C).
 • Stimulating the nipples immediately after delivery might reduce the incidence of postpartum 
  haemorrhage((159), C).

Additional information
 • A full bladder may prevent contraction of the uterus and can increase bleeding(160).
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African first aid materials
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“This project breathes life into first aid practice 
 and provides a big push for the development of first aid 
 manuals in Africa” Benson Agbro, 
   Nigerian Red Cross, member of the AFAM expert panel

“This Red Cross group sets the trend for evidence based 
 guidelines in first aid” Jimmy Volmink, 
   South African Cochrane Centre, Chair of the AFAM expert panel

African
Specialists throughout Sub-Saharan Africa developed the guidelines on which AFAM is based. 
All the illustrations are with African models.

Evidence based
The latest scientific first aid guidelines form the fundaments of AFAM.

Efficient
AFAM is ready-to-use and easy-to-use!

Flexible
You can make AFAM yours! Just pick what you need to compose your manual, your first aid courses,... 
for your target audience. AFAM is a living, user-driven tool.

Professional
Teaching first aid techniques means you take responsibility. Using AFAM means you meet your responsibility 
since all materials have been validated by experts.

High quality
All situations and techniques are represented by high-resolution quality illustrations. They make AFAM 
well suited for educational purposes.


