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ADVANCED LIFE SUPPORT GROUP
Major Incident Medical Management and Support
Courses: to be held in various centres throughout the UK
in 1997. This is a three day course in "life support style"
designed to train health service personnel to provide an
effective response at a major incident.
Fee 1300.00
Advanced Paediatric Life Support Courses: to be held
in various centres throughout the UK in 1997. This is a
three day course designed to provide training which will
enable doctors and nurses to deal efficiently with all
paediatric emergencies. The course is modular and has
sections on paediatric resuscitation, serious illness and
serious injury.
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Inquiries for both courses to:
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Advanced Life Support Group
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Tel 0161 877 1999
Fax 0 1 61 877 1666
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response that is, withdrawal, pain, or
discomfort-had been x rayed the total
number of x rays would have been reduced by
67, a reduction of 44% of the total number ofx
rays undertaken. Only one clinically significant
fracture was missed and this was not detected
by the attending doctor at the first visit and did
not alter the initial management of the patient.
These results compare favourably with the

study by Stiell et al, who noted a 28%
reduction in the number of x rays taken after
the introduction of the Ottawa ankle rules for
identifying patients for x ray examination.8 The
Ottawa rules identify patients with specific
malleolar tenderness or inability to bear
weight, and studies have shown that the use of
these rules does not result in any clinically sig-
nificant fractures being missed. Our study
included all patients with any malleolar tender-
ness and did not differentiate between tender-
ness at the tip of the lateral malleolus, the ante-
rolateral malleolus, or the posterior malleolus,
as did the Ottawa study.

CONCLUSION
The sensitivity and specificity of the intrasound
device are too low for the detection of clinically
significant malleolar fractures alone. However,
the use of an inexpensive intrasound device

may be of value in decreasing the overall
number of x rays taken by staff in A&E to
exclude ankle fractures, by identifying those
patients with a negative response. Further
larger studies are required to confirm these
findings.
We propose that use of the intrasound device

with the introduction of the algorithm shown
in fig 2 would significantly reduce the total
number of x rays taken of ankle injuries in
A&E.
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THE FACULTY OF ACCIDENT AND EMERGENCY MEDICINE

Applications are invited from Consultants in Accident and Emergency Medicine
who have been in post for at least five years and who wish to be appointed to the
Panel of Examiners. The examination for the Exit Diploma of FFAEM is

currently held twice a year at various venues in the United Kingdom.

The closing date for receipt of applications is 1st September 1997

Further details and an application form are available from:
The Faculty of Accident and Emergency Medicine

35-43 Lincoln's Inn Fields
London WC2A 3PN
Tel: 0171 405 7071
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attention to maintenance of the circulation.
This may increase metabolic requirements
without improving tissue perfusion, thereby
causing severe damage to vital organs and
making survival unlikely. There is controversy
about whether CPR should be instituted out of
hospital where the priority should be to trans-
port the patient to an advanced life support
facility as rapidly as possible-the protective
effect of hypothermia probably justifying the
minimal use of CPR during this phase. It is
clear that once in hospital, where active
rewarming is being started in the absence of a
monitored perfusing rhythm, CPR should be
instituted and continued during cardiopulmo-
nary bypass to prevent cardiac distension until
cardiac ejection occurs.

It has previously been observed that hyper-
kalaemia (> 10 mmol/l) in the presence of pro-
found hypothermia is associated with an
adverse outcome8and it may be significant that
all three of these cases presented with potas-
sium levels in the normal range. The common
adage that "you are not dead until you are
warm and dead" could possibly therefore be
qualified thus: "...unless your potassium is
greater than 10 mmol/l".
We conclude that extracorporeal rewarming

is extremely effective in accidental hypother-
mia with circulatory collapse in the absence of
hyperkalaemia. It can be rapidly instituted in
A&E using femoro-femoral bypass where

facilities are available. The protective effect of
the hypothermia should, however, be main-
tained until extracorporeal circulation can be
established, even if this requires transfer to
specialist centres. It is essential to maintain
CPR (ideally with a mechanical device) until
bypass can be instituted, rather than attempt-
ing other forms of rewarming which may
increase metabolic needs without improving
the circulation.
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Trauma Care (UK) 1st Biennial Conference

"Total Trauma Care"

Harrogate International Centre
25-27 November 1997

This conference and future conferences will promote integration of trauma care by
establishing "Total Trauma Care". The conference will provide access to relevant
advances and current thinking in all aspects of trauma. Trauma care professionals are
all aware of the advances being made in their respective areas of involvement with the
trauma victim and the conference will recognise those parts of the chain of care
which, often repeatedly, break down. The conference will allow both local and
national professional groups to work together on an equal basis, through a common
doctrine, to a single goal. Professionals attending the conference can then understand
the whole chain of care concept, with a view to reducing morbidity and mortality
associated with trauma.

Details available from Total Trauma Care, c/o Conference Secretariat, Index Communica-
tions Meeting Services, Crown House, 28 Winchester Road, Romsey, Hampshire SO51
8AA. Tel: 01794 511331/511332; fax: 01794 511455.
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FIRST EUROPEAN CONGRESS ON EMERGENCY MEDICINE

April 22-25, 1998

Venue: Congress Palace, Republic of San Marino

Organised by the European Society of Emergency Medicine with the support of
the European Centre for Disaster Medicine Plenary sessions will address the
development and aspirations of Emergency Medicine in Europe, training and
education, developments in acute cardiac care and acute stroke management
toxicological emergencies, central nervous system injury and quality management.
Official language: English Abstracts of papers are invited for consideration by the
Scientific Committee to be included in the plenary, tree paper or poster sessions.
Abstract forms will be available from September 1st 1997. Deadline for abstract
submission November 30th, 1997

Further details from:

Dr Daniela Rotondaro, European Centre for Disaster Medicine (CEMEC)
Via Sialoja 1, 47031 Republic of di San Marino

Tel: +378 994535; Fax: +378 - 903706

or

Dr David Steedman,
Accident and Emergency Department, Royal Infirmary ofEdinburgh,

Edinburgh EH3 9YW
Tel: 0131 536 4010; Fax: 0131 536 4041
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