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Thrombolysis after acute myocardial infarction
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Dalen J, et al. Thrombolysis in myocardial infarction
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1987;76: 142-54.
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1993;329:1615-22.
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Holding GUSTO up to the light: global utilisation of streptokinase and tissue plasminogen activator for occluded
coronary arteries. Ann Intern Med 1994;120:876-81.
38 Leizorovicz A, Boissel JP, Julian D, Castaigne A, Haugh MC
(The European Myocardial Infarction Project Group).
Prehospital thrombolytic therapy in patients with suspected acute myocardial infarction. N Engl J Med
1993;329:383-9.
39 Weaver WD, Cerqueira M, Hallstrom AP, Litwin PE, Martin JS, Kudenchuk PJ, et al, for the Myocardial Infarction
Triage and Intervention (MITI) Project Group.
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Pell ACH, Miller HC, Robertson CE, Fox KAA. Effect of
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delay to thrombolysis. BMJ 1992;304:83-7.
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British Cardiac Society and a cardiological commitee of the
Royal College of Physicians of London. BMJ 1992;305:
445-8.
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THE FACULTY OF ACCIDENT AND
EMERGENCY MEDICINE
SPECIALTY EXAMINATION
The Specialty Examination of the Faculty of Accident and
Emergency Medicine will be held on the following dates
21/22 May 1997 at the Royal College of Surgeons of
Edinburgh Closing date - 26 March 1997
Fee - £550
12/13 November 1997 at the Royal College of Surgeons
of England Closing date - 17 September 1997
Fee - £600
Regulations and application forms are available from:
The Secretariat
Intercollegiate Specialty Boards
3 Hill Square
Edinburgh
EH8 9DR
Tel: 0131 662 9222
Facs: 0131 662 9444

Radiography in children's head injuries
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appropriate, and used clinical judgement to
reduce the number of radiographs requested,
though not as few as the American guidelines
would have indicated.
Guidelines for admission were also not
followed accurately, but not to the same extent
as with skull radiography. Only 2.3% of
patients were inappropriately discharged but
we have no evidence that they came to harm.
More encouragingly, only 0.7% of patients
were inappropriately admitted. Our rate of
admission was 8.6% (theoretically 10.3%
needed admission), compared to between 13
and 25% in other studies.67 It is therefore
apparent that no substantial savings on resources would have been made if the guidelines
for admission were adhered to completely.
It also becomes apparent that the use of
guidelines demands constant reappraisal especially in A&E departments where junior staff
changes every six months. The use of posters as
a reminder of guidelines has been advocated
and tried successfully in other departments.8
CONCLUSIONS

We conclude that the use of the British guidelines for skull radiography in children in our
A&E department creates a large demand for

radiography (63% of attenders). The use of the
American guidelines appears to reduce the
number of radiographs requested in children
presenting with head injury, without apparent
risk of missing significant injury or skull
fracture. We therefore recommend the use of
the American guidelines along with techniques
for ensuring their uptake.
1 Brookes M, MacMillan R, Culley S, Anderson E, Murray S,
Mendelow D, et al. Head injury in Accident & emergency
departments: how different are children from adults? J Epidemiol Community Health 1990;44:147-51.
2 Briggs M, Clarke P, Crockard A, Cummins B, Galbraith S,
Garfield G, et al. Guide lines for the initial management
after head injury in adults. Suggestions from a group of
neurosurgeons. BMJ 1984;288:983-5.
3 Teasdale GM, Murray G, Anderson E, Mendelow AD,
MacMillan R, Jennett B, et al. Risks of acute intracranial
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152-5.
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INJURY RESEARCH GROUP
The Annual meeting will be held in Oxford on 24-25 March
1997. There will be a session of free communications and
symposia on aspects of the immunological response to
trauma. For details, contact:
Dr R N Barton
North Western Injury Research Centre
Stopford Building
Oxford Road
Manchester M13 9PT
Tel: 0161 275 5188; Fax 0161 275 5190
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Referees for the Journal of Accident & Emergency Medicine
All papers submitted for publication in the Journal of Accident & Emergency
Medicine undergo peer review. As a result of the continuing rise in the number
of papers received the Journal seeks additional referees.
This is an interesting and stimulating activity. The Editorial Office ensures that
the workload for referees is not onerous and guidelines are provided to allow a
structured critique of each paper. Referees are expected to return comments
within three weeks of receipt of the manuscript.
Please contact the Editor, Journal of Accident & Emergency Medicine at BMA
House, Tavistock Square, London WC1H 9JR, telephone 017 1-383-6795, fax.
0171-383-6668, stating your present appointment and any areas of special
expertise. Reviewers are particularly welcome from other specialties with an
interest in Emergency Medicine and from outside the U.K.
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Cardiopulmonary arrest in general wards

survival, it must be a decision that is always
taken by the most experienced and in line with
peer reviewed guidelines. We need to develop
and evaluate criteria for admission to ICU and
CCU after cardiopulmonary arrest. The decision to keep a patient on the ward will critically
affect outcome. This is a decision that should
be taken by a consultant. We recommend
strongly that the use of intensive care facilities
in the postarrest period should be monitored
far more closely and recommendations developed. Our findings are to be followed up with a
more detailed study to include information on
the underlying disease and the nature of the
cardiopulmonary arrest.
We are indebted to Wythenshawe Hospital resuscitation
committee for their assistance and to the consultants for access
to records of their patients; we thank Dr N H Brooks, consultant

cardiologist, Dr K Shearer, hospital practitioner in cardiology,
Wythenshawe Hospital, for their valuable comments.
1 Redmond AD. Postresuscitation care. ABC of resuscitation.
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2 Hershey CO, Fisher L. Why outcome of cardiopulmonary
resuscitation in general wards is poor. Lancet 1982;i:31-4.
3 European Resuscitation Council Working Party. Adult
ACLS: the European Resuscitation Council guidelines
1992. BMJ 1993;306:1589-93.
4 Gustafson I, Edgren E. Brain-orientated intensive care after
resuscitation from cardiac arrest. Resuscitation 1992;24:
245-61.
5 Bedell SE, Delbanco TL. Survival after cardiopulmonary
resuscitation in the hospital. N Engl J Med 1983;309:569608.
6 Tunstall-Pedoe H. The BRESUS study. BMJ 1992;304:
1347-51.
7 Levy RD, Rhoden WE. An audit of drug usage for
in-hospital cardiopulmonary resuscitation. Eur Heart J

1992;13:1665-8.

8 Thomassen A, Wernberg M. Prevalence and prognostic significance of coma after cardiac arrest outside ICU & CCU.
Acta Anaesthesiol Scand 1979;23:143-8.
9 Doyal L, Wilsher D. Withholding cardiopulmonary
resuscitation:proposals for formal guidlines. BMJ 1993;
306:1593-6.
10 Ryan BP, Redmond AD. When to stop resuscitation-the
significance of cuff BP. Arch Emerg Med 1991;8:177-81.

ADVANCED LIFE SUPPORT GROUP
Major Incident Medical Management and Support
Courses: to be held in various centres throughout the UK in
1997. This is a three day course in "life support style"
designed to train health service personnel to provide an
effective response at a major incident.
Fee £300.00
Advanced Paediatric Life Support Courses: to be held in
various centres throughout the UK in 1997. This is a three
day course designed to provide training which will enable
doctors and nurses to deal efficiently with all
paediatric emergencies. The course is modular and has
sections on paediatric resuscitation, serious illness and
serious injury.
Fee varies according to centre. Range £300.00 - £350.00.
Inquiries for both courses to:
Jenny Antrobus
Advanced Life Support Group
Second Floor, The Dock Office,
Trafford Rd., Salford Quays,
Manchester M5 2XB
Tel 0161 877 1999
Fax 0161 877 1666
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Video review
and enthusiasm of the staff at Frenchay
Hospital, Bristol, and Western General Hospital, Western-super-Mare, in the making of this
video, whose message is loud and clear that
gone are the days when a motley crew would
arrive at a cardiac arrest situation full of

adrenergic ardour but devoid of well practiced
coordinated clinical skills, with the result that
a life potentially saved was all to often lost.
As a former member of that motley crew I
am delighted that times have changed and that
advanced life support should now be within

the domain of all paramedical, nursing, and
medical professionals. This video will be
highly effective in promoting that message to
the widest possible audience.

MID-TRENT PAEDIATRIC TRAUMA
CONFERENCE
June 2-3 1997
Venue:
The Village Hotel

Chilwell
Nottingham
A two day conference addressing the
challenges, controversies and-future of
paediatric trauma management featuring
local, national and international speakers.
Booking details are available from:
Ricci Capaldo
Accident and Emergency Department
Queen's Medical Centre
Nottingham NG7 2UH
Telephone 0 1 15 970 9153
Organisers
Lynn Williams FRCS Susie Hewitt FRCS Jean Nixon RGN Jackie Koogh RGN
Accident and Emergency Departments
Queen's Medical Centre and Derbyshire Royal Infirmary

I W R ANDERSON

Glasgow
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