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Antibiotics and the "pill"

Your doctor has prescribed you antibiotics which are necessary to treat the
infection. However the antibiotics can interfere with the pill and make it
less effective. This means that you may not be protected from pregnancy
if you have sex, even though you are taking the pill.

You are advised that you should take additional precautions, that is use a
condom, during the time that you are taking the antibiotics, and for 7 days
after completing the course of antibiotics.

If this runs into your pill free week you must start a new packet
IMMEDIATELYand continue without a break until your new pill free week,
after which you can continue to take the pill as normal.

If you are at all worried about this advice contact either your own general
practitioner, the local family planning clinic, or the accident and emergency
department. Remember, it is important that you complete your course of
antibiotics as prescribed.

Figure 3 Sample information leaflet on antibiotics and the pill.

while on the OCP, official figures do not bear
this out, perhaps due to under-reporting.
While the exact figures are not known the
medicolegal and human cost should not be
underestimated.

Staff in the A&E department need to be
aware of this association and be encouraged to

improve documentation and the giving of
information in order to minimise the risk. This
should be reinforced with written information
to advise patients how to minimise the risk and
prevent an unwanted pregnancy.
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A clinical trial of a chest-pain observation
unit for patients with unstable angina
M E Farkouh, P A Smars, G S Reeder, et al
New England Journal of Medicine 1998;339:
1882-8
Overview-In the United States observation
units, based in emergency departments, have
recently started to manage patients with unsta-
ble angina. The study attempted to evaluate
the safety, efficacy, and cost of such a unit in
the management of patients.
Design-A prospective, randomised, controlled
trial. 424 patients with unstable angina were
randomised to either hospital admission or
admission to the chest pain observation unit
(CPU). The CPU monitored patients for six
hours, evaluated a cardiac enzyme series,
administered aspirin with or without heparin
treatment and finally, before possible dis-
charge, evaluated cardiac function with a
treadmill exercise test or nuclear stress test or
echocardiography stress test (available between
7.00 and 22.30 every day). If all tests proved
negative the patient was discharged and
followed up 72 hours later by a cardiology con-
sultant. Primary outcomes studied were non-
fatal myocardial infarction, death, acute con-
gestive cardiac failure, stroke, out of hospital
cardiac arrest, and the use of resources.
Results-Fifteen primary events were noted in
the hospital group compared with seven in the
CPU group. Ninety seven patients were
discharged from the CPU; there were no
primary events noted among these patients.
Resource use during the first six months after
discharge was greater for the patients admitted
to the hospital.
Conclusions-A CPU, located in the emergency
department, can be a safe, effective, and cost
saving way of caring for patients with unstable
angina.
Critique-This study was conducted in the
Mayo Clinic, Minnesota, USA. It was funded
by grants from Aetna Health Plans and the
Mayo Foundation.
The trial had a number of strengths. Its aims

were clearly stated; follow up (over 99%) was
excellent; results were analysed on an intention
to treat basis and clearly presented; use of sta-
tistics was appropriate and the discussion to
the point.
On the negative side, bias could have entered

the trial at a number of points. A total of 2517
patients presented with chest pain and this was
reduced to 424 by a number of exclusions,
some of which were not clearly explained, for
example 174 patients were excluded due to

"clinical judgement of the emergency depart-
ment physician". Other exclusions, for exam-
ple 81 refused to participate, could also have
introduced bias. No explanation was tendered
as to the mechanism of randomisation in this
study. It was less than satisfactory that the
strict protocol managed CPU group was com-
pared with a group of patients whose care was
non-standardised. Blinding was not possible;
however, as the primary outcomes were not
clinical diagnoses this would be unlikely to
introduce significant bias. In the discussion the
authors make the points that their population
base is 95% white and generally middle class
plus they were based in a large referral based
centre and so the application of the results to
other socioeconomic groups and other health
care facilities is open to question.

Carbon monoxide poisoning-a review
A Ernest, J Zibrak
New England Journal of Medicine 1998;339:
1603-8
This is a review article on carbon monoxide poi-
soning, the pathophysiology, clinical symptoms
and signs, treatment, and complications such as
the delayed neuropsychiatric syndrome (DNS).
This has been reported to occur between three
and 240 days after exposure and consists of
changes in cognitive function and personality.
Recovery occurs in 50%-75% at one year. To
aid the diagnosis of DNS the authors suggest a
full neurological examination and neuropsychi-
atric testing on diagnosis, which would act as a
baseline with which to compare any changes. A
specific neuropsychiatric screening battery,
which would take 30 minutes to conduct, is ref-
erenced in the paper.
The percentage carboxyhaemoglobin

(COHb) value has to be interpreted in the light
of the history of exposure and the clinical signs
on presentation because damage from carbon
monoxide poisoning is not solely due to
hypoxia. It is also related to direct effects of
carbon monoxide at a cellular level; this is more
related to the duration of exposure than the
absolute COHb level.
Treatment is with high percentage inspired

oxygen. This displaces the carbon monoxide
from the COHb and thus reduces the half life
of COHb. Hyperbaric oxygen (HBO) consid-
erably speeds this process. Indications for
HBO are disputed, the only agreed absolute
indication being coma. Relative indications
would be a period of unconsciousness, a
COHb level >40%, pregnancy and a COHb
level >15%, signs of cardiac ischaemia or
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arrhythmias, symptoms that are still unre-
solved after five hours, and an abnormal
carbon monoxide neuropsychiatric screening
battery score. As these relative indications are
not firmly established clearly the management
of an individual case of carbon monoxide poi-
soning is dependent on a consultation with the
clinician in charge of the HBO chamber
serving your own region.

Prevention of falls in the elderly
(PROFET): a randomised controlled trial
J Close, M Ellis, R Hooper, et al
Lancet 1999;353:93-7
This study evaluated the benefit of performing
a structured bidisciplinary assessment of pa-
tients over 65 who presented to the accident
and emergency department after a fall; 397
patients were randomised. The intervention
group (n=184), in addition to care for their
immediate problems, underwent a detailed
medical and occupational health assessment
with referral on to relevant services as neces-
sary. The control group (n=213) received only
the standard care for their presenting com-
plaint. Primary end point studied was the
occurrence of further falls; secondary end
points were death, major injury, move into
institutional care, functional status, and use of
health care. Follow up data were collected
every four months for one year.
The results noted that the intervention

group fell less (n= 183) compared with the
control group (n=510). The patients who had
been assessed were less likely to be admitted to
hospital and had a lower reduction in their
functional abilities over the study period.

This trial reminds us to consider the wider
needs of the elderly who present after a fall. In
their discussion the authors suggest that these
patients may be viewed as an accessible, high
risk group of individuals who are receptive to
intervention. The conclusion is drawn that falls
and injury prevention strategies should be
incorporated into our routine clinical services.

Do advanced cardiac life support drugs
increase resuscitation rates from
in-hospital cardiac arrest?
C van Walraven, I Stiell, G Wells, et al
Annals of Emergency Medicine 1998;32:544-53
The study, a post hoc analysis of data from
another research study, yielded information
concerning the basic arrest rhythms, course of
the arrest, drugs used, and outcomes in a series
of in-hospital cardiac arrests.

Altogether 773 cardiac arrests were studied
and 269 survived to one hour. Epinephrine
(adrenaline), atropine, bicarbonate, calcium,
and lidocaine (lignocaine) were all associated
with a decreased chance of successful resusci-
tation.
The conclusion was that there may be no

benefit from the use of the current advanced
cardiac life support medication. One problem
with this conclusion is that many of these
therapies are given late in the arrest and as the
major factor in survival from cardiac arrest is
early return of circulation, it is not surprising
that these agents were associated with poorer

outcomes. Randomised clinical trials should
now be planned to compare the established
agents with other therapies or perhaps using no
drugs at all.

A comparison ofrepeated high doses and
repeated standard doses of epinephrine
for cardiac arrest outside hospital
P-Y Gueugniaud, P Mols, P Goldstein, et al
New England Journal of Medicine 1998;336:
1595-601
This was a prospective, multicentre, ran-
domised study. A total of 3327 patients who
had suffered a cardiac arrest in a pre-hospital
setting were randomised. European Resuscita-
tion Council guidelines were followed in all
cases with the exception that one group
received epinephrine (adrenaline), when ap-
propriate, in 5 mg doses.
The results showed that a higher percentage

of patients in the high dose group had a return
of spontaneous circulation (40.4% v 36.4%,
p=0.02). This benefit was maintained in
figures of patients surviving to hospital admis-
sion (26.5% v 23.6%, p=0.05). The trend was
however reversed when survival to hospital dis-
charge was considered (2.3% v 2.8%, p=0.34).
In the survivors to discharge there was no sig-
nificant difference in neurological status be-
tween the two groups. The authors conclude
there was no benefit in terms of long term sur-
vival between the use of high and standard
dose epinephrine.

Randomized controlled trial of
ipratropium bromide and frequent low
doses of salbutamol in the management
ofmild and moderate acute pediatric
asthma
F M Ducharme, G M Davis
Journal ofPediatrics 1998;133:479-85
This is a double blind study of 275 children.
Patients were randomised to receive either fre-
quent low dose (0.075 mg/kg) nebulised
salbutamol or an hourly higher dose (0.15
mg/kg), both these groups were subdivided by
giving a further nebuliser of either ipratropium
bromide or placebo. The primary end point
studied was the change in respiratory resist-
ance. Secondary end points noted were:
oxygen saturation, corticosteroid prescription,
hospital admission, and relapse. The results
demonstrated that there was no increased
bronchodilation associated with frequent low
dose salbutamol compared with hourly high
dose and there was no benefit derived from the
addition of ipratropium compared with pla-
cebo.
The study concludes that for the treatment

of mild to moderate asthma hourly nebulised
high dose salbutamol is as effective as more
frequent lower doses with or without ipratro-
pium bromide.

Randomised controlled trial of
aminophylline for severe acute asthma
M Yung, M South
Archives of Disease in Childhood 1998;79:405-
10
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In this randomised, double blind, placebo con-
trolled trial 163 children suffering severe acute
asthma were studied. All had proved unrespon-
sive to three doses of nebulised salbutamol.
The results demonstrated that the children
treated with aminophylline had a greater spiro-
metry at six hours and a higher oxygen satura-
tion and lower rate of intubation and ventila-
tion compared with the placebo group.
The conclusion is drawn that aminophylline

remains a useful drug in the management of
acute severe asthma unresponsive to initial
treatment.

Review: antibiotics do not resolve acute
cough
T Fahey, N Stocks, T Thomas
Evidence-Based Medicine 1998;3:183
Presented is a meta-analysis of published
randomised controlled trials comparing antibi-
otics with placebo for acute cough. The analy-
sis concluded that antibiotics are no better
than placebo for resolution of acute cough.
Side effects were more common in the active
drug treated group, but this difference did not
reach statistical significance.

Sedation for pediatric procedures, using
ketamine and midazolam, in a primary
adult intensive care unit: a retrospective
evaluation
A D Slonim, F P Ognibene
Critical Care Medicine 1998;26:1900-4
This was a retrospective case series examining
the records of 295 children who had required
sedation for painful procedures. Ketamine, a
safe and effective anaesthetic agent, was
employed in combination with midazolam to
achieve sedation. The procedures were con-
ducted in a designated area within an intensive
care unit (ICU). Personnel present included
the doctor conducting the primary procedure,
an ICU consultant (not necessarily an anaes-
thetist), and an ICU trainee plus one nurse.
Continuous monitoring was achieved using a
pulse oximetry and a cardiopulmonary moni-
tor. All patient weights, drug doses, duration of
procedures, and any complications were noted.
The complication rate was 3%. The majority

of adverse effects were minor and self limiting,

only one child desaturated and this was
managed by a short period of bag-valve-mask
ventilation.
The authors conclude that given adequate

monitoring, a clinician skilled in airway man-
agement and adequate resuscitation facilities
then paediatric sedation, using ketamine and
midazolam, can be conducted outside of the
operating room.

Comparison oftwo paediatric
resuscitation charts for ease of use
R Alexander, H E El-Moalem
Resuscitation 1998;38:151-5
This study compared the Burke and Bowden
chart and the modified Oakley chart for ease
and speed of use. Twenty anaesthetists, of a
variety of grades, were posed a series of
questions regarding drug dosage and endotra-
cheal tube size in relation to five different pae-
diatric patients. The speed and accuracy of
their answers were documented using each
chart.
The paper concluded that use of the Burke

and Bowden chart was not only quicker but it
was also associated with fewer mistakes com-
pared with using the modified Oakley chart.
Which one do you use in your department?

Tissue adhesive versus suture wound
repair at 1 year: randomised clinical trial
correlating early, 3-month, and 1-year
cosmetic outcome
J Quinn, G Wells, T Sutcliffe, et al
Annals ofEmergency Medicine 1998;32:645-9
This blinded randomised study compared the
cosmetic outcome of octylcyanoacrylate tissue
adhesive to monofilament sutures. Compari-
sons were made in the first few days, at three
months, and at one year.
A total of 136 traumatic lacerations were

randomised to one of the closure methods. The
assessments were conducted by a research
nurse and, via photographs, by a plastic
surgeon.
The paper concluded that there is no differ-

ence in the cosmetic appearance at one year.
Further it was demonstrated that the assess-
ment of the wounds at three months provides a
good measure of the long term outcome.
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diatric emergency medicine by a major lack of
"evidence" but this book has useful individu-
ally annotated reference lists of what are
mainly small case report series.

In conclusion I recommend this book to all
paediatric and accident and emergency de-
partments and also to primary care centres.
The volume purchased for this hospital early
after publication is now battered enough to
demonstrate its usefulness.

B M PHILLIPS
Consultant in Paediatric Emergency Medicine,

Liverpool

Clinical and Resuscitative Data. A
Compendium ofAcute Medical Data. 5th
Ed. By Richard Dunnill and Peter Colvin.
(Pp 204; £19.95.) Blackwell Science, 1998.
ISBN 0-86542-788-7.

The preface to the first edition indicates this
book is intended for staff in accident and
emergency (A&E) departments, intensive
care, and other resuscitation areas. Sadly,
despite this, the authors have not enlisted the
help of anyone from A&E in the preparation of
the book. This oversight has lead to the
production of a book that cannot be recom-
mended for use within an A&E department.
Although it does contain some useful infor-
mation, this book contains a great deal that is
irrelevant to A&E staff as well as numerous
errors.

I doubt that many who work in A&E need
to know, while resuscitating a patient, that the
unit of light is a candela nor how to convert
from knots to miles per hour. A whole section
is devoted to feeding critically ill patients; this
is not an issue for A&E.
Among the more serious of the errors this

book contains, the algorithms for basic life
support (for both children and adults) do not
make any mention of summoning the cardiac
arrest team or calling 999. Shouting for help is
omitted completely from the paediatric algo-
rithm. The adult advanced life support
algorithms are not those most recently pro-
duced by the Resuscitation Council; this
seems quite likely to lead to confusion. The
periarrest algorithms are said to be repro-
duced from those of the European Resuscita-
tion Council but contain omissions. Atrial
fibrillation, for example, does not appear in
the narrow complex tachycardia algorithm.

There is a section listing drug interactions.
I would suggest that the safest way of
avoiding inadvertent interactions is by
referring to the British National Formulary,
especially since this section does omit some
potentially fatal interactions (including those
involving antihistamines which quite pos-
sibly could be prescribed in the A&E depart-
ment).
The final section attempts to provide

guidance on the management of drug over-
dosage. I would view most of the advice
regarding gastric lavage, induced vomiting,
and activated charcoal as out of date. A poten-
tially dangerous piece of advice is that
N-acetylcysteine can be harmful when admin-
istered more than 15 hours after the ingestion
of paracetamol. There is good evidence that in
paracetamol induced liver failure
N-acetylcysteine is of benefit even when
started one or two days after ingestion. Finally
the recommendation that patients who have
taken an overdose of paracetamol should be
admitted to an intensive care unit will, I
suspect, generate a mixture of amusement and
amazement among staff who work in the A&E
department.

I cannot comment on the value this book
may have for anaesthetists and intensive care
doctors but do feel that it has no role at all
within A&E medicine. I would discourage
A&E doctors from buying or using it.

R D HARDERN
Consultant Physician in Acute Medicine and
Consultant in Accident and Emergency Medicine,

Leeds

Books received

Handbook of Orthopaedic Emer-
gencies. By Raymond G Hart, Timothy
James Rittenberry, and Dennis T Uehara.
(Pp 510; £28.00). Lippincott-Raven,
1999. ISBN 0-7817-1610-1.

Handbook of Interpretation of
Diagnostic Tests. By Jacques Wallach.
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Better Practice in Trauma Care, SWAN
VII Trauma Seminar

6-7 August 1999, Sydney, Australia
Further details: SWAN Conference Secretariat,
Liverpool Hospital, Elizabeth Street, Liver-
pool, Sydney 2170, Australia (tel: +61 2 9828
3928, fax: +61 2 9828 3926, e-mail:
michael.sugrue@swsahs.nsw.gov.au, web site:
http://www.swsahs.nsw.gov.au/livtrauma).

Emergency Care in the Air

13 September 1999, Queen's Medical Centre,
Nottingham
Further details: Education Department, Royal
College of Surgeons of Edinburgh (tel: +44 (0)
131 527 1676, e-mail: education@rcsed.ac.uk,
web site: http://www.rcsed.ac.uk/Diary/
emergency_care_in_the_air.htm).

British Paediatric A&E Group Autumn
Meeting

16 September 1999, Devonshire House,
Derbyshire Royal Infirmary
Further details: Mrs Jill Straw, Postgraduate
Education Manager, Devonshire House, Der-
byshire Royal Infirmary, London Road, Derby
DE1 2QY.

12th Annual Congress ofthe European
Society of Intensive Care Medicine

3-6 October 1999, Berlin, Germany
Further details: ESICM Congress Secretariat,
40 Avenue Joseph Wybran, 1070 Brussels,
Belgium (tel: +32 2 559 03 05, fax: + 32 2 527
00 62, e-mail: esicm@pophost.eunet.be, web
site: http://www.esicm.org).

Better Practice in Trauma Care, SWAN
VIII Trauma Seminar

5-6 August 2000, Sydney, Australia
Further details: SWAN Conference Secretariat,
Liverpool Hospital, Elizabeth Street, Liver-
pool, Sydney 2170, Australia (tel: +61 2 9828
3928, fax: +61 2 9828 3926, e-mail:
michael.sugrue(swsahs.nsw.gov.au, web site:
http://www.swsahs.nsw.gov.au/livtrauma).
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