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Comment
It is striking that the infection rate remains
5-10% whatever the intervention. In this case
the cheapest and most easily obtained solution
should be used.

Clinical bottom line
Tap water is a safe and effective solution for
cleaning recent wounds requiring closure and
is the treatment of choice.

1 Roberts AH, Roberts FE, Hall RI, et al. A prospective trial of
prophylactic povidone iodine in lacerations of the hand. Jf
Hand Surg [Br] 1985;10:370-4.

2 Gravett A, Sterner S, Clinton JE, et al. A trial of
povidone-iodine in the prevention of infections in sutured
lacerations. Ann Emerg Med 1987;16:167-71.

3 Dire DJ, Welsh AP. A comparison of wound irrigation
solutions used in the emergency department. Ann Emerg
Med 1990;19:704-8.

4 Lammers RL, Fourre M, Callaham ML, et al. Effect of
povidone-iodine and saline soaking on bacterial counts in
acute, traumatic, contaminated wounds. Ann Emerg Med
1990;19:709-14.

5 Angeras MH, Brandberg A, Falk A, et al. Comparison
between sterile saline and tap water for the cleaning of
acute traumatic soft tissue wounds. Eur J Surg 1992;158:
347-50.

Faculty ofAccident and Emergency Medicine

Consultant appointments, May to August 1998

Jonathan Wyatt Royal Cornwall Hospital, Truro
Khalid Pervaiz Queen Mary's Hospital, Sidcup
Jason Kendall Frenchay Hospital, Bristol
Thomas Soulsby Royal Albert Edward Infirmary, Wigan
Michael Cook Coventry and Warwickshire Hospital, Coventry
Conor Kelly Coventry and Warwickshire Hospital, Coventry
Gary Ward Coventry and Warwickshire Hospital, Coventry
Christopher Blackeley East Surrey Hospital and Crawley Hospital
P Hyland-McGuire Weston General Hospital, Weston-Super-Mare
Martin Hunt Whipps Cross Hospital, Leytonstone
Charles O'Donnell Whipps Cross Hospital, Leytonstone
Felicity Todd Bradford Royal Infirmary
Una Geary Royal Liverpool University Hospital
Kevin Reynard Wythenshawe Hospital, Wythenshawe
Matthew Dunn Warwick Hospital, Warwick
E D Brazil St Bartholomew's, Royal London School
Richard Morrell Wordsley Hospital, Stourbridge
Graeme Inkster Whiston Hospital, Prescot
Rama Shaker Sing South Tyneside District Hospital, South Shields
Mohammed Ansari City Hospital, Birmingham
Peter Ahee City Hospital, Birmingham
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Edited by Jim Wardrope; this scan coordinated by Michael Potts

Comparison of primary coronary angio-
plasty and intravenous thrombolytic
therapy for acute myocardial infarction
W D Weaver, R J Simes, A Betriu, et al
Journal of the American Medical Association
1997;278:2093-8 and 2110-1
Overview-The authors aimed at a quantitative
review (meta-analysis) of studies comparing the
outcome of patients undergoing primary percu-
taneous transluminal coronary angioplasty
(PTCA) and intravenous thrombolytic therapy
(ITT) after acute myocardial infarction.
Methods-Using MEDLINE from January 1985
to March 1996, by searching certain publica-
tions for abstracts, and by questioning the prin-
cipal investigators the authors identified 10
eligible randomised studies comparing PTCA
and lIT involving a total of 2606 patients.
Study results were combined using an odds ratio
(OR) for each outcome and the 95% confidence
interval (CI) and p value were calculated.
Results-Mortality at 30 days or earlier was
4.4% for patients treated with primary PTCA
and 6.5% for patients treated with ITT, giving
an OR of 0.66 (95% CI 0.46 to 0.94; p=0.02)
representing an absolute risk reduction of
2.4% (1.0-3.4) or a number needed to treat of
41 (29-100) or 21 lives saved per 1000 people
treated. Non-fatal reinfarction rates, odds, and
risk were similar.
The pooled rate of total stoke was substan-

tially higher for ITT at 2.0% compared with
0.7% for PTCA (OR 0.35, 95% CI 0.14 to
0.77; p=0.007).
The rate of haemorrhagic stroke was

1.1%for ITT and only 0.1% for PTCA (OR
0.07, 95% CI 0.0 to 0.43; p<0.001).

Bleeding rates were similar for both treat-
ment strategies.

Accident and
Emergency
Department, Northern
General Hospital,
Herries Road,
Sheffield S5 7AU
J Wardrope

Newcastle upon Tyne
M Potts

Correspondence to:
Mr Wardrope, Associate
Editor.

CRITIQUE
Validity-The study is clearly focused in its
aims with a distinct patient population, specific
interventions, and outcomes. However the end
point of each study was not consistent with
some outcomes measured at 30 days and some

only at discharge from hospital which, as the
authors mention, may have flattered the PTCA
group.
The authors made good efforts to include all

relevant studies by not only using MEDLINE
but also examining some of the grey literature
and contacting individual principal investiga-
tors. The 10 studies used were all appropriate
to the main question.

Each of the larger studies showed results
comparable with the meta-analysis, though the
smaller studies showed a much wider distribu-
tion of their 95% CIs.

In their own critique the authors were
concerned that they may not have been able to
detect significant differences between trials, in
particular using different thrombolytic regi-
mens, but subgroup analysis appears to allay
these fears. They state the possibility of their
search missing significant studies, however
careful. Other possibilities for the inconsist-
ency mentioned are differences in methods of
PTCA between different centres, that catheter
technology has changed during the 11 years
studied, and the significant contribution of a
single study (GUSTO Ilb, 1138 patients out of
2606).
The editorial critique later in the same issue

was concerned that in most of the trials the
methodology was not sufficiently robust to
avoid potential biases; particularly with regard
to the lack of blinding and the retrospective
nature of the meta-analysis and the lack of
power stemming from the low overall numbers.
The total number of patients in the meta-
analysis is still only a fraction of those which
were required to provide conclusive proof of
the benefits of thrombolysis.
Importance-Despite the promising results,

particularly the potential of 46 fewer deaths or
further myocardial infarctions per 1000 pa-
tients treated with PTCA emphasised by the
relatively narrow 95% CI (23 to 63), PTCA in
the UK is less easy to access and attempts to
do so for acute treatment may lead to counter-
productive delays and therefore poorer out-
comes. Furthermore, PTCA is much more
operator dependent than ITT. Even in those
who may benefit most from PTCA, such as
those patients over 70 years who have a higher
risk of stroke, systems to "fast track" such
patients to a catheter laboratory are logistically
difficult.
The study does not go beyond outcomes

measured at 30 days; long term outcomes are
not considered therefore it is not possible to
assess differences in cost effectiveness. It is
likely that the debate will continue until a large,
prospective, multicentre trial with long term
follow up is completed. Even if this is possible,
conditions in the UK may not be comparable
for the foreseeable future.
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Does this patient have community-
acquired pneumonia?
J P Metlay, W N Kapoor, M J Fine
Journal of the American Medical Association
1 997;278: 1440-5
Overview-The paper asks an important ques-
tion in trying to quantify the precision and
accuracy of history and examination in detect-
ing community acquired pneumonia (CAP) in
differentiating it from other respiratory illness
and appropriate use of antibiotics in a primary
care setting.
Design-A literature search was undertaken on
MEDLINE from 1966 to October 1995 for
studies related to the clinical diagnosis of CAP.
Specific criteria were used in selecting suitable
trials and then each study was evaluated for
power and quality of method four studies
offering best evidence for accuracy. These were
analysed in terms of positive or negative likeli-
hood ratios (LR+ or LR-) for the presence or
absence of individual clinical findings.
The paper also examined the precision of

various clinical findings.
Results-In clinical history no single item raises
the odds ofpneumonia high enough to confirm
the diagnosis without a chest radiograph. Some
findings produced positive likelihood ratios
ranging from 2 (fever and immunosuppres-
sion) to 3 (history of dementia), which may be
helpful but not confirmatory. Giving a low
positive predictive value reflecting the low
prevalence of pneumonia.

For accuracy of physical examination; likeli-
hood ratios for the presence of any of three vital
sign abnormalities (tachypnoea, tachycardia,
pyrexia) ranged from 2-4. Similarly likelihood
ratios for the absence of individual vital sign
abnormalities ranged from 0.5-0.8. Presence of
several individual findings on chest examination
raised the likelihood of pneumonia, however
because of the low prevalence of pneumonia in
the community (about 5%), these produced
positive or negative predictive values of only
modest usefulness and low accuracy.
Each of the four main studies developed

decision rules or algorithms for the ordering of
a chest radiograph (therefore suspecting pneu-
monia) but all serve to support the inaccuracy
in diagnosing pneumonia clinically in the
absence of chest radiography. The simple deci-
sion rule of one study, namely ordering a chest
radiograph only for patients with an abnormal
vital sign, yielded the highest LR+ but this was
a modest 2.6 (95% confidence interval 1.6 to
3.7). Using this rule 40% fewer chest radio-
graphs would have been ordered but if the rule
had been used alone 38% of patients with
pneumonia would have been missed.
Analysis-(1) Individual symptoms and signs
have inadequate characteristics to rule in or
rule out pneumonia; (2) there are no combina-
tions of history and examination that confirm
the diagnosis of pneumonia; (3) if diagnostic
certainty is required then a chest radiograph
should be performed.

CRITIQUE
Validity-The authors have taken steps to find
all suitable articles including cross checking

the article reference lists, however MEDLINE
search was restricted to the English language
only and ended with October 1995 (the review
was published more than two years later).
There are no explicit searches for unpublished
data.
Of the studies found, the inclusion and

exclusion criteria appear appropriate and for
the analysis of accuracy, inclusion criteria were
strict including only those using more than 50
patients recruited consecutively and independ-
ent, blind comparison against the gold stand-
ard (chest radiograph). One minor criticism is
that the original purpose one of the main four
studies was to decide upon whom to order a
chest radiograph rather than find who had
pneumonia.
The section on accuracy is treated as more of

an observational analysis than a quantitative
review and the results from individual studies
were mostly analysed separately rather than
combining the data.

It is also difficult to justify how the authors
use findings from some of the lesser studies in
support of the main findings after those lesser
studies are excluded for being methodologi-
cally less sound.
One study combined data to show that a

patient without any abnormal vital signs would
have a predicted probability of pneumonia of
< 1% but there was no attempt to calculate this
value for the other three main studies, which
may have added more weight to the observa-
tion. The results in the four main studies do
have generally consistent data, although some
of the cut off points for vital sign abnormalities
were different.
Importance-Despite deficiencies in the analy-
sis the results generally support the conclu-
sions: namely that decisions based on clinical
findings alone are inaccurate and that algo-
rithms and clinical decision rules so far
described are incomplete.

In an accident and emergency (A&E) setting
the management of the same clinical scenario
would most likely have a different pathway
than in the primary care setting proposed by
the authors. Radiology facilities are much more
available and the A&E threshold for ordering
chest radiography is probably lower. Radiology
services must be used appropriately, of course,
not everyone deserves a chest radiograph and
not every radiograph is interpreted correctly,
but it would be difficult to justify initiating
treatment for pneumonia empirically in A&E.
Especially as a chest radiograph is a relatively
low cost and low risk intervention.

Combining the clinical signs improves
diagnosis of scaphoid fractures
J Parvisi, J Wayman, P Kelly, et al
Journal ofHand Surgery (British and European)
1 998;23B:324-7
A prospective study evaluating the usefulness
of four clinical signs-namely tenderness in the
anatomical snuff box, scaphoid tubercle ten-
derness, pain on longitudinal compression, and
range ofthumb movement. At the initial assess-
ment (within the first 24 hours after injury)
anatomical snuff box, scaphoid tubercle
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tenderness, and pain on longitudinal compres-
sion were all 100% sensitive for detecting
scaphoid fractures with specificities of 9%,
30%, and 48% respectively. In combination, a
sensitivity of 100% with a specificity of 74%
was achieved. The range of thumb movement
was 69% sensitive and 66% specific. The
authors recommend that signs should be used
in combination to improve diagnostic accuracy.

The UK pre-hospital study of active
compression-decompression
resuscitation
J Nolan, G Smith, R Evans et al of the UK
ACD Study Group
Resuscitation 1998;37:119-25
A prospective controlled trial with crossover
group design to compare active compression-
decompression with standard cardiopulmon-
ary resuscitation in pre-hospital cardiac arrest,
showed no difference in survival to admission
to intensive care or survival to hospital
discharge. There was also no difference in the
neurological outcome of those surviving to
discharge nor any benefit from subgroup
analysis.

Emergency treatment of acute seizures
and status epilepticus
R C Tasker
Archives of Disease in Childhood
1 998;79:78-83
A qualitative review discussing some of the
issues related to protocols for emergency anti-
convulsant treatment. The author found a
paucity of clinical data comparing drug
regimens for status epilepticus and recom-
mends that use of newer benzodiazepines
(instead of diazepam) must be justified. In the
formulation of such protocols many factors
may be involved other than clinical ones.
Standards recommended by the Advanced
Paediatric Life Support group have been
rightly adopted nationally but further studies
and a systematic review are required to
improve our current ignorance.

Treatment of acute asthmatic exacer-
bations with an increased dose of inhaled
steroid
J Garrett, S Williams, C Wong, et al
Archives of Disease in Childhood 1998;79:12-17
A randomised, double blind, placebo control-
led, crossover trial showing no significant
difference between increasing inhaled steroid
or placebo on morning or evening peak expira-
tory flow rate, diurnal peak flow variability, or
symptom scores in the two weeks after an
exacerbation of asthma. It suggests that in-
creasing the dose of inhaled steroids at the
onset of an exacerbation is ineffective and
should not be included in asthma self manage-
ment plans.

Home treatment of exacerbations of
chronic obstructive pulmonary disease by
an acute respiratory assessment service
J H Gravil, 0 A Al-Rawas, M M Cotton, et al
Lancet 1998;351:1853-5

When can an exacerbation of chronic
obstructive pulmonary disease be treated
at home? [Editorial]
D S Postma
Lancet 1998;351: 1827-8
A cohort study of 962 patients over 3.5 years
referred to a hospital respiratory department.
After investigation, unless admission was nec-
essary, patients were allowed home with a cus-
tomised treatment package. Each patient was
visited daily by a respiratory nurse who
monitored progress and compliance and pro-
vided education and reassurance. Fifteen per
cent required admission at initial referral and
12% were admitted later; 68% were managed
entirely at home. All patients had severe
disease with a mean forced expiratory volume
in one second of 1.02 litres and 41% had
required hospital admission in the previous
year. The authors concluded that after formal
assessment many patients with chronic ob-
structive pulmonary disease (COPD) can be
treated at home by respiratory nurses.
The editorial reviews the epidemiology,

clinical assessment, and investigation of
COPD. It is pointed out that the exacerbation
score used in the study did not predict the like-
lihood of readmission but concurs that home
treatment would help in reducing admissions,
lowering costs, and improving quality of life.

Non-accidental head injury in infants-
the "shaken-baby syndrome"
A-C Duhaime, C W Christian, L B Rorke, et al
New England J7ournal ofMedicine
1 998;338: 1822-9
An extensive review of the aetiology, epidemi-
ology, clinical, laboratory and radiological
findings, management, and prognosis. With
sections on timing, postmortem findings,
pathophysiology, and differential diagnosis of a
subject which has received much media atten-
tion in recent months. The authors stress that
an infant suspected of having a non-accidental
injury should be admitted and appropriate
child welfare and law enforcement agencies
informed. Caretakers should be informed, in a
non-accusatory manner, that the diagnosis is
suspected and it is emphasised that careful
documentation of the medical record is of
great legal importance.

An experimental model of sudden death
due to low-energy chest-wall impact
(commotio cordis)
M S Link, P J Wang, N G Pandian, et al
New EnglandJournal ofMedicine
1998;338:1805-1 1
This syndrome has been described in young
sports participants (aged 5-15 years) without
pre-existing heart disease. Characteristically
there is no structural damage to the chest wall
or contents. Thirty eight such deaths resulting
from blows from baseballs have been described
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between 1973 and 1995 and the syndrome has
also been reported in ice hockey, lacrosse, soft-
ball, and fistfights. The cause of death in the
majority is thought to be ventricular fibrillation
though other arrythmias have been described.
The study developed an animal model to repli-
cate the clinical presentation and then to
evaluate "safety" baseballs in terms of their
relative risk of sudden death particularly with
regard to the timing of the impact relative to
the cardiac cycle, which is significant.

Percutaneous diagnostic peritoneal lav-
age using a Veress needle versus an open
technique
C J Saunders, F D Battistella, T P Whetzel, et
al
Journal of Trauma 1998;44:883-8
A prospective randomised trial on 176 blunt
trauma patients concluding that using Veress
needle is significantly faster and as safe and as
sensitive as the open method promoted by the
American College of Surgeons. However tech-
nical failure occurred more frequently with the
Veress needle.

Gastric rupture and tension pneumo-
peritoneum complicating cardio-
pulmonary resuscitation
C M Strear, W R Jarnagin, W Schecter, et al
Journal of Trauma 1998;44:930-2

Gastric rupture due to cardiopulmonary
resuscitation
C M Oh, P M Hewitt
Injury 1998;29:399-400
Two case reports reminding us of the
complications that can occur and the need for

education in the proper use of cardiopulmon-
ary resuscitation but emphasising not to
discourage its use in appropriate circum-
stances.

Knee osteoarthrits and high-heeled shoes
D C Kerrigan, M K Todd, P 0 Riley
Lancet 1998;351:1399-401
A comparative, laboratory based study in
which forces around the leg joints were
measured in 20 healthy women who were
comfortable wearing shoes with a narrow
heel at least 5 cm high. Each woman was
used as her own control when further
measurements were taken barefoot. The
authors found that an average of 23% greater
forces were experienced in the patellofemoral
and medial compartments of the knee
during walking in high-heels and they con-
cluded that this may predispose to degenera-
tive change.

Airbags-the changing landscape
B T Jolly
Annals ofEmergency Medicine 1998;31:783-4
Not all states have compulsory seat belt
legislation but the author sensibly concludes
that proper seat belt usage is the single most
important piece of safety technology in the
car, the driver should be as far from the steer-
ing wheel as is practicable, children should be
in a back seat with an appropriate restraint
and, given all of those, airbags are a good
thing.
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would acknowledge it is difficult to assess
objectively a child with a bruise who is on the
register. Innocent accidents befall those on the
register as well as those who are not. The cor-
ollary, the false negative, that because the
child is not on the register excludes the injury
from being non-accidental is well recognised.
What other tests in clinical practice are so
emotive? Being on the Child Protection
Register in Cleveland has different connota-
tions to being on the Child Protection
Register in Dorset. Would the same be said of
an abnormal full blood count?
As a test it is also time consuming and

unwieldy and is analogous to former red tele-
phone boxes-large, clumsy, and frequently
broken! It would be a more useful resource if
it was presented as a relational database-an
upgradeable CD-ROM for example, or even
online. A national database without regional
boundaries. A database which not, only
displayed those currently registered but those
who have been on the register in the past two
or so years would be useful; with surnames of
both parents in cases of divorce/separation.

Having detailed its weaknesses can we drop
this test from practice? Probably not, as the
Child Protection Register is so well known
that if a child with non-accidental injury was
discharged from an A&E department without
referral to the register the media would have a
field day.
Use of the register would flounder at the first

hurdle were it to be subjected to "best evidence
topic" appraisal, yet it is quoted in the most
recent Textbook ofEmergency Medicine.

Finally, but the most important question:
does the presence on or absence from the reg-
ister affect practice? An experienced A&E
department clinician is likely to be referring a
child on criteria other than his or her status on
the register. Research is needed to establish
the Ottawa ankle rules of non-accidental
injury-a validated scoring system that
predicts/excludes non-accidental injury,
which can be used both by A&E clinicians and
paediatricians-who don't see 50 innocent
injuries daily.

MARK F NICOL
ADRIAN HARRIS

Accident and Emergency Department,
Royal Devon and Exeter Hospital (Wonford),

Barrack Road, Exeter EX2 SDW

Relatives in the resuscitation room

EDITOR,-I read with great interest the paper
by Barratt and Wallis, which adds much to the
debate regarding the merits of witnessed
resuscitation.' As with all interesting papers it
raises as many questions as it seeks to answer.
In the first instance, it is uncertain from the
paper if the facilities currently recommended
for witnessed resuscitation were available to
the surveyed relatives, as per the guidelines
from the Resuscitation Council.2 Many, obvi-
ously including the Resuscitation Council
working party, feel this may alter uptake or
desire for uptake of the offer to witness.

Secondly, no demographic data are avail-
able regarding the non-responders, especially
concerning type and location of cardiac arrest.
Previous surveys of this type had higher
response rates,' and the reasons for declining
to answer what could be a potentially emotive
questionnaire would be most interesting.

Thirdly, only one relative from each resusci-
tation was invited to reply. Previous studies
have allowed more than one relative to
witness,' and indeed surveyed more than one
r-elative.4

Barratt and Wallis' paper furthers the case
for witnessed resuscitation, challenging previ-
ous often entrenched viewpoints.4 This must
be commended as witnessed resuscitation is,
in reality, common sense. Nearly half of the
respondents in this study, as is most likely in
real life, had already been with their relative
during the earliest and often most traumatic
moments of resuscitation. Barratt and Wallis
give us much valuable information but as yet
we still do not have the all important answer to
one of the most important questions in this
area: Why does a relative wish to be a witness
to their loved one's resuscitation?

RUSSELL-BOYD
Specialist Registrar,

Accident and Emergency Department,
Hope Hospital, Stott Lane,

Salford M6 8HD

1 Barratt F, Wallis DN. Relatives in the resuscita-
tion room: their point of view. J Accid Emerg
Med 1998;15:109-11.

2 A report from a project team of the Resuscitation
Council. Should relatives witness resuscitation?
London: Resuscitation Council (UK), 1996.

3 Doyle C, Post H, Burney R, et al. Family partici-
pation during resuscitation: an option. Ann
Emerg Med 1987;16:673-5.

4 Hampe S. Needs of the grieving spouse in the
hospital setting. Nurs Res 1975;2:1 13-9.

1999 Global theme issue

Every year the Journal of the American
Medical Association coordinates a theme
issue involving medical journals inter-
nationally across the range of specialties.

The theme for November 1999 will be
"Impact of New Technologies in Medi-
cine".

The Journal of Accident and Emergency
Medicine welcomes submissions of review
articles and original papers for publication
on this topic. Papers should reach the edi-
torial office by 30 June 1999.

CD-ROM REVIEW

Mosby's Emergency Medicine
CD-ROMs, volume 1 (adult) and volume
2 (child). Single user £250+VAT per volume
(both volumes for £304+VAT). Mosby
Yearbook Inc and Folio Corporation, 1995.
(Available from Healthworks Ltd, 30-38
Dock Street, Leeds LS1O 1JF, UK; e-mail:
sales@d-access.demon.co.uk).

Immediate access to a range of reference text-
books is essential in any accident and emer-
gency (A&E) department but so often the
most useful books tend to be unavailable hav-
ing been "borrowed". These two CD-ROMS
contain a remarkable collection of some of the
best emergency medicine texts and papers and
may well provide an answer to this problem
especially now more sophisticated technology
is available in many A&E departments. The
adult volume contains the entire text and illus-
trations from the Mosby tidles: Emergency

Medicine (Rosen), Diagnostic Radiology
(Rosen), Clinical Dermatology (Habif), Emer-
gency Medicine Review (Thomas), Annals of
Emergency Medicine (1994), and Yearbook of
Emergency Medicine (1990-94). The paediatric
volume includes: Pediatric Emergency Medicine
(Barkin), Pediatric Dermatology (Weston), Pedi-
atric Emergency Medicine Review as well as
Annals ofEmergency Medicine (1994) and Year-
book ofEmergency Medicine (1990-94).
The computer system requirements are a

386 PC (or a Macintosh) with 4 MB ofRAM
and both CDs were very easy to load and use.
A short manual is included and after 10 min-
utes I was able to use various advanced
searching modes and it proved surprisingly
easy to locate information on various topics.
The text was easy to follow and most illustra-
tions including x rays were well reproduced on
the screen, however some of the dermatology
pictures were lacking in clarity. A major draw-
back was that in many chapters permission
had not been obtained to reproduce the origi-
nal book illustrations; more than half of the x
rays from a book chapter on cervical spine
injuries were simply absent, but there was no
indication of this in the accompanying manual
or promotional material. Also, some of the
books contained on the CDs are now available
in later editions in book form.
The inclusion of the Annals of Emergency

Medicine and the Yearbook of Emergency Medi-
cine is definitely a bonus in being able to
search rapidly for the latest research in
emergency medicine but more comprehensive
dermatology atlases in both volumes would be
useful as well as an advanced book on electro-
cardiograms. The self assessment reviews
included are useful for educating junior staff
and both the adult and the paediatric
emergency medicine texts are leaders in their
fields.
So many illustrations are missing that I can-

not yet recommend these CDs but if this
problem could be overcome (and the latest
editions of the relevant texts included) then I
would regard them as absolutely essential for
all A&E departments and certainly useful for
higher trainees and consultants to have their
own copies.

FRANCIS ANDREWS
Specialist Registrar,

Accident and Emergency Medicine, Leeds

Spring Meeting ofthe British
Paediatric Accident and Emergency
Group

13 April 1999, University of York

This is a one day meeting in conjunction
with the Paediatric Intensive Care Group
and is held within the third Spring Meet-
ing of the Royal College of Paediatrics
and Child Health (RCPCH), 13-16
April.

Attendance at the meeting by non-
RCPCH members is encouraged.

Details are available from the RCPCH,
50 Hallam Street, London WiN 6DE or
from Dr B Phillips, Accident and Emer-
gency Department, Royal Liverpool Chil-
dren's Hospital NHS Trust, Alder Hey,
Eaton Road, Liverpool L12 2AP.
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Emergency Medicine

A reciprocal arrangement has been set in place with the Journal ofAccident & Emergency Medicine and Emergency
Medicine whereby the contents pages of the journals will be published in the respective issues.
The contents page of Emergency Medicine, September 1998, appears below.

Emergency Medicine September 1998, Volume 10, Number 3

Editorial 207 Safe, effective and simple anaesthesia for forearm fractures James Taylor

Guest editorial 208 Rural emergency medicine: the final frontier Philip Hungerford

Original research 211 Time analysis of assessment and admission procedures for elderly patients in a
Sydney emergency department Adam C F Chan, John RM Caplehorn,
Andrew 7 Mather, Peter Sprivulis

218 Factors influencing resuscitation decisions in the emergency department
Paul Biegler, Graeme Thomson

223 Incidence of recall of emergency intubation: a preliminary report Brendon Smith,
Rod Bishop

226 Aboriginal utilisation of an urban emergency department Tim Green
234 Interaction of sertraline and moclobemide induces the serotonin syndrome in the rat

Craig Castle, Paula Jablonski, Graeme Thomson, ames Taylor, Anthony Kambourakis,
Steven Troupakis

Review article 240 The emergency management of facial fractures Bevan M Lowe, Anthony F TBrown

Case report 251 Angio-oedema and ACE inhibitors: an association which is still not well recognised
Daniel O'Donnell

Ethics 253 Paternalism to autonomy and back again Michael Ardagh

Technology 258 RapiscopeTm-a portable fibre optic device to establish endotracheal tube position
Georg Petroianu, WolfA Werth, Svetozar Subotic, Wolfgang Maleck, Wolfgang Bergler,
Roderich Ruefer

Viewpoint 261 Haematoma block: a potentially useful technique for Australasia Tod Gulick,
Leigh Pederson

Book review 265 Cardiac Intensive Care David McD Taylor

Video review 267 Simple Casting Techniques for Acute Limb Injuries Garry Wilkes

College news 269 President's message Christopher Baggoley
271 Board of Censors news Paul Mark

Society news 274 President's message Diana Egerton-Warburton

Letters to the editor 276 Non-invasive calf blood pressure measurement is not useful in the adult patient in
the emergency department Gregory Hollis, Margaret Fry

278 An interesting method of removal of live foreign body from the ear Sashi Kumar
278 We hate Mondays! Tuesdays are not usually that crash hot for emergency

physicians either ..... ! Sue Ieraci
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Emergency Medicine, BMA House, Tavistock Square, London WC 1H
9JR.

Scope
The Jrournal of Accident and Emergency Medicine publishes articles on
all aspects of emergency medicine. The emphasis is on original
research of a high scientific standard. Papers also include review arti-
cles, short reports, case reports, and occasional papers dealing with
specific aspects of emergency care. The Journal aims to represent all
specialties involved in emergency care, both in the pre-hospital and in
the hospital environment. It has an international readership, and arti-
cles reflecting the global perspective are particularly welcome.
Authors are invited to submit any work that will contribute to the
progress of emergency medicine worldwide.

Types of paper
Original papers: not normally over 3000 words for full length accounts
of original research; Review articles: up to 4000 words, providing con-
cise in-depth reviews of both established and new areas in accident
and emergency medicine; Editorials: these are written or commis-
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are welcome; Short papers: short reports of experimental work, new
methods, or a preliminary report can be accepted as two page papers;
maximum length 1400 words including abstract, tables, and legends;
Case reports: limited to 850 words, one table or figure, and a short
unstructured abstract; they should contain a brief but comprehensive
literature review; Emergency casebooks: the journal is pleased to
consider contributions for this series. These are short case reports
with one or two images (radiologic or photographic) and two to three
paragraphs of text conveying the key learning points supported by a
maximum of three references; Letters: the Editor welcomes letters,
which should not exceed 300 words or contain more than three refer-
ences; letters should be typed double spaced with wide margins and
must be signed by all the authors.

Manuscripts
The manuscript (three copies) should be typed double spaced
throughout on A4 paper using one side only, with margins of at least
30 mm at the sides and at the top and bottom. Authors are asked to
submit with their manuscript the names and addresses of three people
who they consider would be suitable independent reviewers. They will
not necessarily be approached to review the paper. If the manuscript is
accepted, both disk and typescript will be required for the final revised
version; typescript alone will only suffice if the author has no access to
word processing facilities. Disks should be standard 3 '/2" (9 cm)
diskettes and may be in WordPerfect, Word, or Mac format.
Manuscripts must be accompanied by a declaration, signed by all

the authors, that the paper is not being considered by any other journal
and that it has not been accepted for publication elsewhere. Papers are
considered on the understanding that they are submitted solely to this
journal and do not duplicate previously published material. In cases of
doubt, where part of the material has been published elsewhere, the
published material should be included with the submitted manuscript
to allow the Editor to assess the degree of duplication. All authors must
have participated sufficiently in the work to take public responsibility
for the contents (see BM3r 1991;302:338-41).

If requested the authors must be prepared to produce the data on
which the manuscript is based for examination by the Editor.

Papers reporting results of studies on human subjects must be
accompanied by a statement that the subjects gave written, informed
consent and by evidence of approval from the appropriate ethics com-
mittee. Such papers should conform to the principles outlined in the
Declaration of Helsinki (BMJr 1964,ii: 177). Animal studies must be
accompanied by this statement: "The investigation was performed in
accordance with the Home Office Guidance on the operation of the

Animals (Scientific Procedures) Act 1986, published by HMSO,
London". Experiments performed by overseas authors must conform
to equivalent animal protection legislation.
The Editor cannot enter into correspondence about papers rejected

as unsuitable for publication, and the Editor's decision in these matters
is final.

Style
The format must be as described in this section, although for reviews
and letters to the Editor the use of subsections is flexible.
Abbreviations should be kept to a minimum and must always be
explained. Drugs must be referred to by their approved names.
1. Title page: should include the title (not more than 120 characters), a
short title for running head, names and affiliations of authors (only one
affiliation per author), and the name, address, telephone and fax num-
bers of the corresponding author.
2. Abstract: must not exceed 300 words and should be subdivided into
four sections: Objectives; Methods; Results, Conclusions. Sections
should not be combined. Statistical values should be given (confidence
intervals preferred). The abstract should 'be followed by up to four key
words or phrases.
3. Introduction: outline of the background and rationale of the study.
4. Methods: this section should be sufficiently detailed to permit the
reader to replicate the study. Published methods should be described
in brief, with appropriate citation. Statistical methods should be
defined and any not in common use should be described in detail or
supported by references.
5. Results: should be concise and should not contain repetition of the
methods. Data in the text should not be replicated in tables or figures
or vice versa. SI units should be used, except for fluid pressures which
should be in mm Hg.
6. Discussion: a clear distinction should be made between deduction
and speculation.
7. Acknowledgments: where appropriate.
8. References: the Vancouver style must be used (see papers in this issue)
with citations numbered consecutively in the order in which they
appear in the text, tables, and figures. List all authors when there are
three or fewer; if there are four or more, list the first three, followed by
et al. Except in the case of review articles the total number of references
should not exceed 40. Responsibility for completeness and accuracy of
references rests entirely with the authors. References will not be
checked in detail by the Editor but papers in which errors are detected
in the references are unlikely to be accepted. Submitted work or work
in preparation cannot be cited in the reference list.
9. Figures and tables: figures will generally be redrawn or relettered to
conform with journal style, so they should be checked carefully by the
authors. Figure legends must always be supplied and must be
typed on a separate sheet. Colour illustrations may only be used if
monochrome cannot show what is desired. Authors are responsible for
part of the cost of colour figures. Use journal style in tables (see any
issue). Do not divide tables with rules. Place brief explanatory leg-
end at the top of the table (not on a separate sheet) and any further
necessary clarification at the foot. All tables and figures must be
referred to in the text.

Proofs
Contributors will receive one proof. Only minor corrections can be
made. Corrections other than printing errors may be charged to the
author. It is the author's responsibility to return the corrected proofs
promptly and in case of absence to ensure that the editorial office
knows a forwarding address.

Reprints
Reprints will be charged for and the number required should be stated
on the form provided with the proof. For commercial reprints contact
Sheila Rowe (tel: +44 (0)171 383 6450, fax: +44 (0)171 383 6556).

80


