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non-inhalational drug abuse that we have been able to identify in the English
language literature. It illustrates, we believe, the need for vigilance in young
patients with chest pain and 'other uncommon maladies'.

L. C. LUKE & P. AHEE
Accident and Emergency Department
Royal Liverpool University Hospital
Liverpool
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Paramedic care
Sir
I have read the article on paramedic care in Archives of Emergency Medicine with
interest (Rouse, 1991). The conclusion from the study is that ambulance crews that
do not triage patients and pre-hospital care by paramedics may be jeopardizing
patient care.
The study only includes patients with compound fractures of the lower limb,

who all required subsequent surgery. As the mean transit time in this study was
20min, the potential for deterioration in any of these patients is significant. I
would therefore suggest that most of these patients required an ivi as early as
possible. The variable usage of ivi's may be due to half the ambulancemen being
unable to perform this task when required rather than the stated lack of triage.
We cannot tell whether paramedics would set up ivi's on patients not requiring
them because this group of patients is not identified and the patient groups are
not split according to the level of training of the ambulance crew. Therefore triaging
cannot be assessed by this study.

Excessive time at the scene is criticized. We know that in hospital the main causes
of preventable death following trauma are due to lack of airway and breathing
control and failure to control haemorrhage (Anderson et al., 1988). 'Delays' at
scene may be due to undertaking this control adequately, which may be why
there were no unexpected deaths in this study. Paramedics, who set up ivi's,
should undertake more thorough assessment and treatment of the patient and
hence some of the 14 min, speculated to be due to setting up ivi's, may be due to
better care. It has been confirmed that haemodynamic and respiratory instability
prolong on-scene time (Hedges et al., 1988). At the West Midlands Ambulance
Training Centre a paramedic is expected to take under 5min from making the
decision to set up an ivi to having it running even in the more difficult working
conditions of pre-hospital care, which are often not appreciated by the hospital-
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based doctor (Heeley J., personal communication, 1991). Studies in the U.S.A. have
shown that paramedics can set up a drip in under 3 min with a first time success
rate of 90% (Pons et al., 1988, Jones et al., 1989). The first of these studies also
demonstrated that ivi's could be commenced just as quickly and sucessfully whilst
in transit. Early initiation has the advantages of easier insertion, earlier commence-
ment of therapy and prevention of shock as opposed to its treatment. It is apparent
that protocols need to encourage the use of larger volumes of fluid in cases of
trauma and to encourage IV insertion whilst in transit. In the A&E departments
we need to assist paramedics in becoming experts in iv cannula insertion.

It may be possible to prevent unnecessary delay by setting time limits for indi-
vidual procedures related to time from hospital, anatomical severity of injury and
the patient's physiological parameters. The availability of advice for the paramedic,
via radio link, from a doctor experienced in resuscitation could prevent unnecessary
delay and ensure more appropriate fluid therapy; any attendance at the scene
should be used for educational as well as treatment purposes.

Until analysis of survival of patients treated by paramedics, technicians and
basic crews is undertaken using accepted techniques, such as TRISS (Boyd et al.,
1987), it cannot be stated that pre-hospital management by paramedics may be
jeopardizing patient care.

M. W. COOKE
Senior Registrar,
Accident & Emergency Medicine,
Dudley Road Hospital,
Birmingham.
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Seat-belt injury
Sir
The X-ray (Fig. 1) shows another injury caused by a three-point safety belt (Salam
et al., 1991) - an isolated fracture of a right cervical rib. This 51-year-old driver
had suffered no symptoms referable to cervical ribs prior to the accident. She had
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