
(eligible patients who received an ambulatory CTCA). Sec-
ondary outcomes included location and length of stay, time
to CTCA, and PCI. We summarised data using descriptive
statistics.
Results and Conclusion We identified 1,341 patients eligible
for ambulatory CTCA (524 pre-implementation of pathway;
817 post-implementation; 820 [61%] male; mean age 57 [SD
14]). Pre-implementation, 46.6% (n=244) of these patients
were admitted to the Ambulatory Care Unit (ACU). Post-
implementation, 32% (n=258) were admitted to the ACU;
only 7 (1.3%) eligible patients received ambulatory CTCA
after implementation of the service. A further 25 ‘moderate
risk’ patients received an inpatient CTCA. The median time
to ambulatory CTCA from admission was 1 (IQR 0.75–3)
day. Five (71.4%) ambulatory CTCAs were abnormal, identify-
ing coronary artery disease. Three patients with abnormal
CTCA underwent PCI; only one followed the ambulatory
CTCA pathway.
Conclusions Clinicians continued to admit patients to inpatient
areas, indicating suboptimal utilisation of the pathway. Future
work should focus on identifying barriers to adherence.

1559 BACKGROUND NOISE IN AN EMERGENCY
DEPARTMENT: AN OBSERVATIONAL STUDY FROM
STAFF AND PATIENT PERSPECTIVES

1Timothy Coats, 2Murad Emar, 3Ella Smith. 1University of Leicester; 2University Hospital of
Leicester NHS Trust; 3University of Bristol

10.1136/emermed-2022-RCEM2.39

Aims, Objectives and Background Noise is a contributing factor
to miscommunication, which may be exacerbated by wearing
personal protective equipment. There has been little research
on noise in the Emergency Department (ED).

We aimed to (1) identify the noise levels experienced by
staff and patients in different areas of an emergency depart-
ment over the 24-hour cycle, (2) examine the impact of cubi-
cle doors on the background noise experienced by the patient,
and (3) assess the impact of monitor alarms on staff and
patient noise levels.
Method and Design Using a standardised protocol, an observa-
tional study monitoring of staff and patient experience of
noise was carried out in 3 areas of the ED (a resuscitation
room, an area of patient cubicles with solid doors and an
area of patient cubicles with curtains).

The overall distributions of noise levels in each area were
described and circadian variation plotted. The proportion of
time that background noise was above key cutoff values
known to impair communication was calculated (45dB and
65dB).

Non-parametric methods were used to compare: (1) a
patient cubicle with curtains compared to a solid door, (2)
having the door open or closed, and (3) staff and patient
exposure a monitor alarm.
Results and Conclusion In a large urban teaching hos-
pital Emergency Department noise was greater than 45dB for
staff between 76% and 96% of the time (30% to 100% for
patients). There was little difference across the 24hr cycle. A
door decreased the noise experienced by patients, but only if
left closed. In the resuscitation rooms monitor alarms were
much louder for patients than for staff.

Noise levels likely to impair communication are present in
the ED for most of the time. Staff awareness and improved
design of both buildings and equipment might mitigate this
negative acoustic environment.

1695 WHICH CLINICAL FEATURES BEST PREDICT OCCULT
SCAPHOID FRACTURE? A SYSTEMATIC REVIEW AND
META-ANALYSIS

1Laura Coventry, 1Ilaria Oldrini, 2Alex Novak, 2Ben Dean, 1David Metcalfe. 1University of
Warwick; 2Oxford University Hospitals NHS Foundation Trust

10.1136/emermed-2022-RCEM2.40

Aims, Objectives and Background Scaphoid fractures require
early identification to avoid complications such as painful
non-union, avascular necrosis, and chronic wrist pain. Unfortu-
nately, plain radiographs are insufficiently sensitive and so
patients may require immobilisation and further imaging (e.g.
MRI) despite normal initial radiographs.

The aim of this systematic review was to determine which
clinical features best predict the presence of an occult sca-
phoid fracture that warrants immobilisation and further
imaging.
Method and Design A systematic review of diagnostic test
accuracy studies was undertaken. All study designs were
included if they evaluated predictors of scaphoid fracture
amongst patients with normal initial scaphoid radiographs.
Quality assessment was undertaken using the Quality Assess-
ment of Diagnostic Accuracy Studies 2 (QUADAS-2) tool.
Depending on the number of studies, data were presented as
individual data points, ranges, or meta-analysed by fitting
either univariate random effects or multi-level mixed effects
logistic regression models.
Results and Conclusion Eight studies reported data on 1,685
wrist injuries. The prevalence of scaphoid fracture despite nor-
mal radiographs was 7.3%. The most accurate predictors of
occult scaphoid fracture were pain with supination against
resistance (sensitivity 100%, specificity 97.9%, LR 45.0 [95%
CI 6.5–312.5], supination strength <10% of contralateral side
(sensitivity 84.6%, specificity 76.9%, LR 3.7 [95% CI 2.2–
6.1]), pain on ulnar deviation (sensitivity 55.2%, specificity
76.4%, LR 2.3 [95% CI 1.8–3.0]), and pronation strength
<10% of contralateral side (sensitivity 69.2%, specificity
64.6%, LR 2.0 [95% CI 1.2–3.2]). The absence of anatomical
snuffbox tenderness significantly reduced the likelihood of an

Abstract 1559 Table 1

Area Overall noise

level (dB).

Median (IQ range)

Proportion of time

>45dB

(raised voice)

Proportion of time

>65dB

(shouting)

Blue Patient Cubicle

(curtain)

45 (41 – 51) 51% 2%

Red Patient Cubicle

(door)

41 (37 – 47) 30% 2%

ER Patient Cubicle

(door)

50 (49 – 54) 100% 6%

Blue Staff Desk 53 (48 – 58) 88% 7%

Red Staff Desk 55 (51 – 60) 96% 7%

ER Staff Desk 50 (45 – 56) 76% 5%
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occult scaphoid fracture (sensitivity 92.1, specificity 48.4, LR-
0.2 [95% CI 0.4–0.7]).

In conclusion, no single feature can satisfactorily exclude
occult scaphoid fracture. However, a number of clinical find-
ings significantly affect the pre-test likelihood of fracture.
Future work should determine whether combinations of clini-
cal findings can be used to guide which patients require
immobilisation and further imaging despite normal initial
radiographs.

1527 VENOUS THROMBOPROPHYLAXIS IN AMBULATORY
EMERGENCY DEPARTMENT PATIENTS MANAGED WITH
LOWER LIMB IMMOBILIZATION. A NATIONAL SURVEY

Chloe Crainie, Jamie Cooper. NHS Grampian

10.1136/emermed-2022-RCEM2.41

Aims, Objectives and Background Approximately 2% of
patients discharged from the Emergency Department (ED) in
lower limb immobilisation after injury will develop sympto-
matic venous thromboembolism (VTE). Pharmacological
thromboprophylaxis, in the form of low molecular weight
heparin (LMWH) or fondaparinux can approximately halve
this risk. However, it is not clear which patients would clini-
cally benefit from this intervention, or if direct oral anticoa-
gulants (DOACs) can be recommended for this indication. In
the United Kingdom (UK), national guidance recommends
patients be risk assessed to stratify thromboprophylaxis deci-
sions. Consequently, various risk assessment methods (RAMs)
have been evaluated but consensus is limited on the optimal
approach.
Aim A national survey of UK practice in this clinical area to
characterise variation and inform a recently commissioned
research call.
Method and Design A 10-question electronic survey was cre-
ated via the Smart Survey platform® and distributed to UK
Type 1 EDs during February and March 2022. Duplicate ED
responses were excluded and data analysed using Smart Survey
Analytics.
Results and Conclusion A total of 116 (69%) of Type 1 EDs
submitted a response. Nearly all (>95%) would consider
thromboprophylaxis when a rigid cast was applied, but this
was less for removable semi-rigid splints of the ankle (53%)
or knee (20%). Of responding EDs, 83% used a RAM;
most often a locally developed tool or NICE guidance. Pub-
lished RAMs designed specifically for use in these patients
were used by only 16% of EDs. When indicated, the major-
ity of departments reported using LMWH (70%) in accord-
ance with NICE guidelines, but 29% used a DOAC.
Duration of thromboprophylaxis prescription also varied
widely (table 1).

This national survey highlights considerable variation in all
aspects of clinical practice regarding VTE prevention in
patients managed with temporary lower limb immobilisation
after injury. Over 60% of responding EDs expressed willing-
ness and ability to participate in future research on this topic.

1704 FEASIBILITY OF IMPLEMENTING A 0–2 TROPONIN
ALGORITHM IN ROUTINE CLINICAL PRACTICE

1Sarah Ford, 2Sarah Krishnanandan, 2Paul Collinson. 1Croydon University Hospital; 2St
George’s Hospital

10.1136/emermed-2022-RCEM2.42

Aims, Objectives and Background Recent guidelines for Acute
Coronary Syndrome have recommended rapid diagnosis based
on repeat sampling at 2 hours from admission. We investi-
gated the feasibility and diagnostic equivalence of repeat meas-
urement at 2 hours by comparing the diagnostic classification
achieved by measurement at 0 and 2 hours with a delta value
of <=3 between samples to measurement at 0 and 3 hours
and a delta of <=7ng/L between samples.

Abstract 1527 Table 1 Responses to questions 3, 5, 7 and 9 of
survey

Question 3. Would you consider thromboprophylaxis with the following? (116

responses)

Number

(%)

Above knee Plaster of Paris or resin cast 114 (98)

Below knee Plaster of Paris or resin cast 110 (95)

Below knee Equinus Plaster of Paris or Resin Cast 110 (95)

Walking boot 61 (53)

Removable knee splint 23 (20)

No immobilisation, but crutches and weight bearing as tolerated 6 (5)

Question 5. What Risk Assessment Method do you use? (102 responses) Number

(%)

Locally developed tool (unpublished) 32 (31)

NICE guidelines 26 (25)

I do not know which one we use 23 (22)

GEMNet 7 (7)

Plymouth Score 7 (7)

L-TRiP(cast) Score 1 (1)

TRiP(cast) Score 3. Would you consider thromboprophylaxis with the

following?

1 (1)

Modified Caprini Score 0 (0)

Other 6 (6)

Question 7. What Thromboprophylaxis agent is first line recommended at

your institution? (112 responses)

Number

(%)

Low Molecular Weight Heparin 78 (70)

Enoxaparin 42 (38)

Dalteparin 26 (23)

Tinzaparin 10 (9)

Direct Oral Anticoagulant 33 (29)

Rivaroxaban 27 (24)

Apixaban 6 (5)

Aspirin 1 (1)

Question 9. Which projects would your ED be willing to engage in? (109

responses)

Number

(%)

A comparison of different Risk Assessment Models (RAMs) 66 (61)

A comparison of DOACs vs LMWH in all patients 66 (61)

A comparison of DOACs vs LMWH for selected patients at higher risk of VTE 55 (51)

An observational study of those not receiving VTE prophylaxis to determine

modern event rates

46 (42)

A mixed methods study evaluating multiple objectives as above 45 (41)

Abstract 1704 Table 1

Classification Delta #3 at 2 h Delta >3 at 2 h

Delta £7 at 3 hours 558 37

Delta >7 at 3 hours 6 35

Abstracts

Emerg Med J 2022;39:960–992 985

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://em

j.bm
j.com

/
E

m
erg M

ed J: first published as 10.1136/em
erm

ed-2022-R
C

E
M

2.40 on 22 N
ovem

ber 2022. D
ow

nloaded from
 

http://emj.bmj.com/

