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Safe use ofthrombolysis in acute
myocardial infarction

EDITOR,-The safe administration of throm-
bolysis in acute myocardial infarction (AMI)
is a difficult area, and the contribution by
Wald is not helpful.' The author criticises the
lack of evidence based practice among junior
doctors in an area in which generally accepted
evidence based guidelines are lacking. The
author concludes that junior doctors probably
under-utilise thrombolysis, but presents no
evidence to support this; the responses to this
kind of questionnaire survey do not constitute
evidence of current practice.
We agree that practice should be evidence

based whenever possible; many of the per-
ceived contraindications to thrombolysis are
not evidence based, and may be said to err on
the side of caution. However, it is important to
appreciate that thrombolysis trials use a
selected group of patients, and a lack of
evidence ofharm in a selected group does not
constitute evidence of harmlessness when
applied to the general population.

In Sheffield, thrombolysis in AMI has been
audited in detail. We withhold thrombolysis
within two months of a cerebrovascular
accident, after recent head injury, and in
uncontrolled hypertension, cerebral aneu-
rysm, or tumour. In spite of this our cerebro-
vascular accident rate is 2.3%, higher than in
the major trials. The risk of a cerebrovascular
accident after thrombolysis is not an "intuitive
fear", it is a real risk.
We have a written protocol and contraindi-

cations checklist to guide our junior doctors,
with contraindications broadly similar to
those presented by Wald.' In the last year, only
2.5% of patients admitted with AMI had
treatment withheld because of a contraindica-
tion. However, this group had a 30 day
mortality of 45% (compared with 15.8% in
thrombolysed patients).
The decision to withhold thrombolysis

should be not made solely by a junior doctor.
When the risk from thrombolysis is judged to
be significant, urgent discussion with a
cardiologist is appropriate. Systemic throm-
bolysis is not the only method of achieving
reperfusion. The interests of these patients
may be best served by exploring the obstacles
preventing immediate angiography.

J EDHOUSE
Senior Registrar, Accident and Emergency Medicine,

Accident and Emergency Department,
Northern General Hospital, Herries Road,

Shefield S5 7AU

1 Wald DS. Perceived contraindications to throm-
bolytic treatment in acute myocardial infarction.
A survey in a teaching hospital. Jf Accid Emerg
Med 1998;15:329-31.

The author replies
The survey shows a clear difference in
opinion, among junior medical doctors, as
to what constitutes a reason to
witholdthrombolysis in AMI. This uncer-

tainty reflects a lack of evidence on the harm-
ful effects of thrombolytic therapy. Where
there are risks, but the benefits of treatment
are known to outweigh them, treatment
should be given rather than withheld. This
should be the message delivered to doctors
responsible for managing patients with AMI.

I agree with Miss Edhouse that junior doc-
tors should not withhold thrombolysis in AMI
without discussion with a senior colleague,
and that primary angioplasty and intracoro-
nary stenting may provide alternative
strategies for patients in whom thrombolysis is
withheld.

Capnography and "major" accident and
emergency departments in East Anglia

EDITOR,-This year, Advanced Trauma Life
Support (ATLS) courses based on the sixth
(1997) edition of the ATLS manual' have
been held. One major change from the
previous edition is the recommendation for
capnography (end tidal carbon dioxide moni-
toring) in intubated patients. Capnography is
the "gold standard" for the correct siting of
the endotracheal tube in the airway. Such
devices have been used in anaesthetic depart-
ments for some years, and are recommended
by the Association of Anaesthetists in their
guidelines for safe practice.2 Its importance
has been emphasised recently in a case before
the General Medical Council. The absence of
end tidal carbon dioxide monitoring was cited
as evidence in support of a claim of negligence
against an anaesthetist involved in a peri-
operative death.3

In a telephone survey of 10 "major"
accident and emergency (A&E) departments
in East Anglia (as described by the British
Association of Accident and Emergency
Medicine4) only five of the 10 units had
capnography available, despite all depart-
ments (100%) employing at least one ATLS
provider at staff grade, registrar, or senior
house officer level. In seven of the depart-
ments, the A&E consultant was known to be
an ATLS course instructor. Six of the 10 hos-
pitals offered an ATLS course in the last year
(data from telephone survey and personal
communication from the Royal College of
Surgeons of England), and six described
immediate access to a multidisciplinary
"trauma team" (typically with anaesthetic,
surgical, and orthopaedic middle grade doc-
tors), with the remaining four able to enlist
immediate help from the duty anaesthetist via
a pager system.

It appears that since only 50% of major
A&E departments in East Anglia have cap-
nography available, half ofthe departments do
not have the recommended equipment to
allow ATLS providers and anaesthetists to
provide the latest advanced airway care.

It is understood, however, that at least some
of the departments contacted are currently
considering the acquisition of a capnograph.

ROBERT FLORANCE
Specialist Registrar, Accident and Emergency

RICHARD GRIFFITHS
Consultant Anaesthetist

ANDREW COPE
Consultant, Accident and Emergency

Peterborough District Hospital,
Thorpe Road,

Peterborough PE3 6DA
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Violence in the accident and emergency
department: liaison with the police

EDITOR,-In common with colleagues
throughout the country, staff in the accident
and emergency (A&E) department at
Leighton Hospital have become increasingly
concerned with the rising levels of violence
and verbal abuse and have considered various
security measures, including the use of closed
circuit television and security staff.

Security staff are extremely expensive and
their powers are very restricted.

Relationships with the local police have
always been good and they have been aware of
the increasing problems we face. Continuing
discussion has resulted in a police base, which
was previously sited some two miles from the
hospital, being relocated in the grounds of the
hospital, immediately adjacent to the A&E
department. Consequently, police are imme-
diately available for 126 hours per week (8.00
am to 2.00 am, seven days per week).
This arrangement ensures an immediate

police presence in the A&E department for
75% of the time. The hospital has agreed to
provide accommodation (a Portakabin), cost-
ing £5000 per annum, and car parking facili-
ties. The other expenses are borne by the
police, who are obviously able to continue
with their normal duties.

Additional benefits of this arrangement
include improved relationships with the police
(including the coroner's officer) and the
deterrent effect of the obvious police pres-
ence.
We believe that this arrangement is unique

and provides a superb level of security for
minimal financial cost.

JOHN BACHE
Consultant in Accident and Emergency Medicine,

Accident and Emergency Department,
Leighton Hospital, Crewe,

Cheshire CW1 4QJ
DUNCAN CHAMBERS

Consultant in Accident and Emergency Medicine

PETER GUILDFORD
Chief Inspector (Operations Manager, Crewe Division),

Cheshire Constabulary

BOOK REVIEWS

The Handbook of Medical Care of
Catastrophes. By J S P Lumley, J M Ryan,
P J Baxter, and N Kirby. (Pp 223; £20.00.)
Royal Society of Medicine, 1996. ISBN 1
8535 296 X.

There is a large void between the thought that
one could be of value at a catastrophe, and the
challenge to be more of a help than a
hindrance.
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In order to achieve maximum effectiveness
of a response to a catastrophe, we must, in the
future, fill this void by appropriate education
and training, rather than the "flying by the
seat of our pants", of the past.
The Diploma in the Medical Care of Catas-

trophes of the Society ofApothecaries in Lon-
don is a significant attempt to educate and
prepare potential disaster responders. This
book is the companion text to the diploma.
There is a risk with companion volumes in
that possibly the "best bits" would be
delivered on the course, thereby disabling the
book. However, I believe this book is a free
standing entity, and I deliberately read and
judged it as such, believing that it is valuable
to the reader who does not have the oppor-
tunity to take the diploma.
Though the topic is large and diverse, the

book is an easy read as it is small and contains
29 short chapters. Aspects covered within the
book vary from the expected "Medical Re-
sponse to International Disasters" to the less
well acknowledged but vitally important "Post
Disaster Assessment of Health Needs" and
"Care of Refugees". Many of the things I
learned the hard way are delineated in these
chapters in a way which will make future
responders' lives easier.
The book got better the more I read, which

was reassuring, as I felt there was some
unnecessary repetition in the earlier chapters.
This is mentioned in the preface as being a
result of the differing perspectives between
civilian and military sources, but I found it
rather unnecessary and irritating that similar
content was dealt with in different styles. It is
mostly a style issue, however, there being no
major factual disagreements between the
overlapping chapters.
The chapters, written by authors from very

different backgrounds, deal largely with the

concepts of dealing with the various aspects of
response to a catastrophe, with varying
amounts of detail in individual chapters. Some
issues are dealt with, for example selection of
accommodation for medical facilities, in a
broad fashion with little detail as to how this
might be done in unusual circumstances.
Other chapters could almost be used as a plan-
ning or packing guide. There is certainly suffi-
cient detail in every chapter to whet the appe-
tite of a newcomer to catastrophe medicine.
Long may the enthusiasm to respond to

peoples' distress continue, but, equally well,
we must continue to develop responders who
are appropriate for the task in hand. This book
helps to do just that.

BRENDAN RYAN
Manchester

ECG-Interpretation for Emergency
Medicine. A Self Assessment Guide. By
Francis Morris, Richard C Jenkins, Javed M
Achmed, and David Crossman. (Pp 139;
£14.99.) Butterworth-Heinemann, 1997.
ISBN 0 7506 3019 1.

This small volume proves that book reviewing
can be enjoyable as well as educational. The
preface makes it clear that the aim is very
much to complete a practical exercise and that
detailed theory is catered for elsewhere. The
authors succeed in this aim very successfully
to the extent that like a good novel it is very
difficult to put this book down once it has
been started. My decision to review this book
at home rather than as originally intended
during a train journey proved wise. My fellow
passengers may not have been as tolerant as
my wife over my frequent outbursts of delight
or disappointment indicating my success, or

lack of it, as I progressed through the
exercises. The bulk ofthe book is given over to
brief clinical histories and ECG traces fol-
lowed by the correct interpretation and the
relevant learning points. We are informed that
all examples are based on factual cases, which
adds credibility, and anyone who spends time
on the shop floor of the accident and
emergency department will identify readily
the histories presented. The material should
have a wide readership, and while an absolute
beginner would be advised to start With ECG
Made Easy by Hampton, this is excellent as a
follow on or for those of us who have been at
it for sometime and are in need of a refresher
or a reminder. If I were to make any criticism
it would be that the section on rhythm strips
appears to have been tacked on as an
afterthought and I feel would have been better
presented in the same format as the other
exercises within the book.

I do not believe that there is any doctor (or
nurse) involved in acute specialties who would
not gain from spending an evening with this
book or get a significant degree of enjoyment
from the experience. One puzzle remains, why
is the ECG trace on the front cover upside
down?

WILLIAM G MORRISON
Dundee

Correction
In the January issue of the journal (7Accid
Emerg Med 1999;16:64) Michael Cook
should have read Matthew Cooke. We
apologise for this error.
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