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a supporting bandage. In most departments
there are written guidelines on how to treat
injuries but in practice these may be modified
depending on factors such as the degree of
pain or functional deficit, previous medical
problems, and time since the injury. The treatment score of the missed injury should relate to
the treatment recommended in the departmental guidelines unless a senior doctor
believes that the treatment would have been
modified. Interobserver variability has not
been tested.
There are theoretical problems in adding
two numbers both derived from non-linear
scales, but the important factor is whether the
MSS, however calculated, reflects the significance of diagnostic errors. The validation of
this scale is described elsewhere.'0
In summary, the MSS is simple, easy to use,
and has proved useful in describing the severity
of diagnostic errors in this department's audit
programme.

1 Guly HR Missed diagnoses in an accident and emergency
department. Injury 1984;15:403-6.
2 Wardrope J, Chennells PM. Should all casualty radiographs
be reviewed? BMJ 1985;290:1638-40.
3 Guly HR. Fractures not Xrayed. Arch Emerg Med 1986;3:
159-62.
4 Guly HR. Missed tendon injuries. Arch Emerg Med
199 1;8:87-9 1.
5 Chan RNW, Ainscow D, Sikorski JM. Diagnostic failures in
the multiply injured. J Trauma 1980;20:684-7.
6 de Lacey G, Barker A, Harper J, Wignall B. An assessment
of the clinical effects of reporting accident and emergency
radiographs. Br J Radiol 1980;53:304-9.
7 Mucci B. The selective reporting of X-ray films from the
accident and emergency department. Injury 1983; 14:
343-4.
8 Vincent CA, Driscoll PA, Audley RJ, Grant DS. Accuracy of
detection of radiographic abnormalities by junior doctors.
Arch Emerg Med 1988;5:101-9.
9 Brayley N, Marrow J. Health care resource groups in
accident and emergency medicine. J Accid Emerg Med
1996;13: 143-4.
10 Guly HR. The misdiagnosis severity score and doctors' perception of the severity of diagnostic errors. J Accid Emerg
Med 1997;14:293-4.

Application forms are available from the
Faculty of Accident and Emergency Medicine, The Royal College of Surgeons of England, 35 Lincoln's Inn Fields, London WC2;
tel 0171 405 7071. Closing date for applications 31 October.

Alison Gourdie Memorial Scholarship
Applications are invited for the Alison Gourdie Memorial Scholarship. This
award, to the value of C 11250, is made annually to facilitate travel and/or research in
the furtherance of emergency medicine. It is open to training grade doctors and
consultants within five years of their appointment, and to any occupational group
involved in the delivery of emergency care.
Application forms are available from the Faculty of Accident and Emergency
Medicine, The Royal College of Surgeons of England, 35 Lincoln's Inn Fields,
London WC2; tel 0171 405 7071. Closing date for applications 31 October.
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Pre-Hospital Immediate Care
"Towards Evidence-Based Pre-Hospital Care"

One day conference

Thursday 5th March 1998
Commonwealth Institute
High Street Kensington, London W8
Following the success of the first Pre-hospital Immediate Care conference
held in March 1997, this second conference will focus on evidence-based
pre-hospital care-a method ensuring that clinical decision making is based
on the best available evidence.

The conference is aimed at:
*
*
*
*
*

Pre-hospital care and the emergency services
Emergency doctors and nurses
Paramedics
EMTs
Anyone with a strong interest in pre-hospital care.

Scientific programme
The scientific programme will be made up of plenary sessions combined with
a series of practical workshops. Keynote speakers will address areas of
growing importance.
Posters and free papers-call for abstracts
For authors' instructions and further information please contact Kathryn
Sims, BMJ Publishing Group, BMA House, Tavistock Square, London,
WC1H 9JP, Tel 0171 383 6795, Fax 0171 383 6668, Email
101317.477@compuserve.com
Exhibition
A commercial exhibition will take place during the conference. Companies or
organisations wishing for further information should contact Jane Lewis at
the address below.

Registration
For a registration form and further information please contact Jane Lewis,
BMA Conference Unit, BMA House, Tavistock Square, London, WC 1 H 9JP.
Tel 0171 383 6605, Fax 0171 383 6663, Email JaneLewis@BMA.org.com

323

Specialist registrar training programme

strengthen with the advent of five year training
periods.
Summary
The Mersey A&E trainees have developed a
successful self directed rolling programme of
education which is extensive and concentrated.
The programme covers both clinical and nonclinical aspects of training, namely management and research skills. The twice monthly
meetings now form an integral and compulsory part of the specialist registrar training.
Meetings are popular and well attended and
afford greater cohesion as a region. We hope

that the programme described will train us in
all the aspects needed to make us better
consultants in the future.
We would like to thank the following people for their support in
establishing the programme: Dr J Bache, Mersey regional advisor in A&E; Dr Trevor Bailey, regional postgraduate dean; Dr L
Jaffey and Dr S Graham, consultants in A&E medicine and programme supervisors; and the other trainees, past and present,
but currently including Peter Ahee, Evan Bayton, Graeme Inkster, Alan Pinto, Ann Robertson, David Roe, Alison Smith, and
Elspeth Worthington.
1 Department of Health. A guide to the specialist registrar training. London: Department of Health, 1996 (3753 IP 48K
Mar 96 (03)).
2 Knowles M. The adult learner: a neglected species. Houston:
Gulf Publishing Company, 1990.

BAEM 98 Birmingham
29 April to 1 May 1998
FREE PAPERS
DEBATES: How much care in A&E?
Doctors, nurses or paramedics in A&E?
CLINICAL GRAND ROUNDS
WORKSHOPS: Statistics
Writing papers
Law of consent
Negligence
Qualitative research
Invasive monitoring
RTA EXTRICATION DEMONSTRATION
EDUCATION IN A&E

At: International Convention Centre
within walking distance of National Sea Life Centre,
Ronnie Scotts, Symphony Hall, and the National Indoor Arena

Details from: BAEM 98, c/o A&E, City Hospital,
Dudley Road, Birmingham B18 7QH
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Edited by James Wardrope, associate editor
This scan coordinated by Clifford Mann
Predictive value of skull
radiography for intracranial
injury in children with blunt head
injury
D A Lloyd, H Carty, M Patterson, C
K Butcher, D Roe
Lancet 1997;349:821-4
Overview-In the United Kingdom
skull radiography is commonly used to
assess children who have a closed head
injury. The authors of this paper
suggest that severe intracranial injury
can occur in the absence of skull
fracture and that skull radiography is
therefore not a reliable predictor of
intracranial injury. They suggest the
role of skull radiography is limited to
confirmation or exclusion of depressed
skull fractures or penetrating injury
and in the investigation of nonaccidental injury. They further state
that by contrast clinical neurological
abnormalities are a reliable indicator of
intracranial injury and that if imaging
is required it should take the form of
computerised tomography (CT).
Design-This was a prospective study.
The aim was to determine the sensitivity and specificity of both skull x rays
and neurological examination in determining intracranial injury. These were
compared with the diagnostic gold
standard of CT.
Patients-Over a two year period 9269
children attended the accident and
emergency department and 6011 had
x rays. The study population included
those admitted (846) and those sent
home with a skull fracture (37). 156
patients had CT.
Results and analysis-Radiographs
showed 162 fractures (18% of study
group, 2.7% of all those x rayed). CT
was performed in 156 children, of
whom 107 had a skull fracture; 23 of
these were found to have intracranial
injuries on CT. The presence of
neurological abnormalities had a sensitivity for identification of intracranial
injury of 91 % and a negative predictive
value of 97%. The corresponding
values for skull fracture on radiography
were sensitivity 65%, specificity 83%.
Conclusions and extrapolation-The authors conclude that severe intracranial
injury can occur in the absence of a
skull fracture. Because of the low
sensitivity of skull radiography it can-

not be regarded as a reliable predictor
of intracranial injury. Therefore, if
imaging is required it should be by CT.
The role of skull radiography is confined, in the opinion of the authors, to
the detection of depressed skull fractures, penetrating skull injuries, and in
children under the age of two years in
whom non-accidental injury is suspected.
Critique-The study highlights the importance of neurological abnormality
in predicting significant intracranial
damage. However from an A/E perspective the study has several flaws:
(1) The term "neurological abnormality" used by the authors includes
neurological symptoms such as headache, vomiting, and amnesia. The
paper does not state a clear definition
of this term and how they differentiate
between significant and non significant
neurological symptoms. For example
they state that 38% (330 patients ) of
the study population had a skull x ray
because of neurological symptoms and
signs, but lists only 156 patients as
having "neurological abnormalities".
Lack of precise definition of "neurological abnormality" and detailed
breakdown of these "abnormalities"
makes interpretation difficult.
(2) There is no indication of the level
of "neurological abnormalities " in the
other 8000 patients presenting to the
A&E department with head injury but
not entered into the study. Headache,
vomiting, and amnesia with a Glasgow
coma score of 15 appears to have been
included in the authors definition of
"neurological abnormalities".
(3) There is no indication of the
timing of the decision to perform CT.
Some scans may have only been
performed after the late development
of signs or for prolonged symptoms. In
an A&E department there is seldom
the luxury to observe progress of these

patients
(4) Not all patients in the study had
CT. In consequence, therefore, the
denominator is incomplete, as not all
patients were investigated using the
gold standard reference technique.
The authors' conclusions that CT is
the only logical imaging technique in
the paediatric population requires critical evaluation. Studies such as that by

Teasdale' looked at the whole population presenting with head injury to the
A&E department. That study is the
basis for many present A&E guidelines. Many other studies have questioned the role of skull x ray. Indeed,
the authors state that in the USA skull
radiography has been superseded by
CT for the assessment of children with
blunt head trauma.2
This may be a valid conclusion for
admitted children but the paper does
not examine the full population of
head injury presenting to the A&E
department. One wonders how many
CT scans per year would be required if
this policy were to be extrapolated to
all children presenting to an A&E
department with head injury and
"neurological abnormalities " such as
headache, vomiting, and amnesia.
1 Teasdale G, Murray G, Anderson E, Mendelow
A, MacMillan R, Jennett B, et al. Risk of acute

intracranial haemotoma in children and adults.
BMJ 1990;300:363-7.
2 Bell WO. Pediatric head trauma. In: Arensmaan
RM, ed. Pediatric trauma. New York: Raven
Press, 1995:101-18.

Consequences of high-dose steroid
therapy for acute spinal cord

injury
S J Gerndt, J L Rodriguez,
J W Pawlik, P A Taheri, W L Wahl, A
J Micheals, S M Papadopoulos
J7ournal of Trauma 1997;42:279-31
A retrospective review using historical
controls to determine the adverse
effects of Solu-Medrol (methylprednisolone) treatment in patients who
had sustained acute spinal cord injury:
140 patients admitted within eight
hours of injury who had received high
dose Solu-Medrol according to the
national acute spinal injury study
(NASCIS-2) protocol were compared
with historical controls admitted before the introduction of this treatment.
Steroid treatment was associated
with a 2.6-fold increase in the incidence of pneumonia and an increase in
the number of ventilated and intensive
care days. However, there was a significant reduction in the overall rehabilitation time and no impact on mortality.

Journal scan

Hypothermia and minimal fluid
resuscitation increase survival
after uncontroliled hemorrhagic
shock in rats
S-H Lim, S W Stezoske, P Safar, A
Capone, S Tisherman
Journal of Trauma 1997;42:213-6
A randomised prospective study in rats
to determine whether moderate hypothermia during uncontrolled haemorrhagic shock increased survival.
Uncontrolled haemorrhagic shock
was produced by withdrawal of 300
ml/100 g of blood plus tail amputation.
This was then followed by a haemostatic and resuscitation phase and
thirdly by an observation phase. The
rats were randomised into four groups.
Group 1 received no fluid resuscitation
and were normothermic throughout
(0/10 survived). Group 2 received no
fluid resuscitation and were hypothermic (7/10 survived). Group 3 received
modest intravenous fluid resuscitation
and were normothermic (5/10 survived). Group 4 received modest fluid
resuscitation and were also hypothermic (10/10 survived). The treatment
potential of hypothermia and hypotensive minimalist fluid resuscitation was
demonstrated.
Treatment of traumatic brain
injury with moderate
hypothermia
D W Marion, L E Penrod, S F Kelsey,
W D Obrists, P M Kochanek, A M
Palmer, S R Wisniewski, S T
DeKosky
New England Journal of Medicine
1 997;336:540-5
This was a randomised controlled trial
comparing the effects of moderate
hypothermia in 82 patients with severe
closed head injuries (Glasgow coma
score less than 7).
Patients assigned to hypothermic
treatment were cooled to 33°C within
10 hours of injury and kept at this
temperature for a further 24 hours.
Outcomes were assessed at three, six,
and 12 months using the Glasgow outcome scale, applied by specialists
blinded to the original treatment.
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At 12 months 62% of patients in the
hypothermia group and 38% of those
in the normothermia group had good
outcomes (no severe disabilities). This
improved outcome was, however, confined to patients with coma scores of
between 5 and 7 on admission.
Association between
cellular-telephone calls and motor
vehicle collisions
D A Redelmeier, R J Tibshirani
New England Journal ofMedicine
1 997;337:453-8
A retrospective study of mobile telephone users who were involved in
road traffic accidents; 699 drivers were
entered into the study. Each had a cellular telephone and had been involved
as a driver in a road traffic accident.
For each, the use of their cellular
phone was analysed, using billing
records for the day of collision and the
previous week.
The risk of collision when using a
cellular phone was four times greater
than when the phone was not being
used. Importantly, no safety advantage
was seen with hands-free units as
opposed to hand-held units.

Randomised double blind study of
hypotonic oral rehydration
solution in diarrhoea
T Rautanen, S Kurki, T Vesikari
Archives of Disease in Childhood
1 997;76:272-4
This study compared the use of two
oral rehydration solutions. The standard oral rehydration solution (ORS)
had an osmolality of 304 mmol and the
hypotonic ORS, 224 mmol. The hypotonic solution differed in that it had a
lower glucose concentration and contained citrate but no bicarbonate.
The study found that a mean output
of oral rehydration fluid in the stool
was significantly lower in the hypotonic ORS treated group. They conclude that low glucose hypotonic ORS
solutions are clinically superior to
standard ORS solutions in the treatment of diarrhoea in the paediatric
population.

Double blind placebo controlled
trial of nebulised budesonide for
croup
C W Godden, M J Campbell, M
Hussey, J J Cogswell
Archive of Diseases in Childhood
1 997;76: 155-8
This was a prospective randomised
double blind placebo controlled trial to
determine whether nebulised budesonide reduces the duration of stay of
children admitted to hospital with a
clinical diagnosis of croup. Eighty
seven patients were randomised to
receive either nebulised budesonide or
placebo every 12 hours. Nebulised
budesonide was associated with a 33%
reduction in the length of stay. The
authors conclude that nebulised
budesonide is an effective treatment in
children admitted to hospital with a
clinical diagnosis of croup.

Randomized comparison of
epinephrine and vasopressin
patients with out-of-hospital
ventricular fibrillation
K H Lindner, B Dirks, H-U
Strohmenger, A W Prengel, I M
Lindner, K G Lurie
Lancet 1997;349:535-7
A double blind study in 40 patients in
ventricular fibrillation resistant to electrical defibrillation comparing adrenaline (1 mg IV) and vasopressin (40 U
IV). End points used were survival for
24 hours, survival to hospital discharge, and neurological outcome.
This small study showed that 35% of
patients in the adrenaline group and
70% of patients in the vasopressin
group survived to hospital admission,
but that this did not reach statistical
significance levels. Based upon these
findings the authors recommend larger
multicentre studies to evaluate the role
of vasopressin in patients with ventricular fibrillation resistant to standard treatments.
C J MANN
Derriford Hospital, Plymouth

Short reports
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Once the diagnosis is confirmed the simplest
treatment is reassurance. Sedation with diazepam may also be of some value. Breathing
helium/oxygen mixture has been suggested and
used, but this most probably functions through
a placebo effect.8 Although the patients we
describe showed no desaturation, there are
examples in published reports of airflow
limitation sufficient to have led to intervention
in the form of a tracheostomy.9 Certainly if
such distress is present then laryngeal examination may be difficult, but we and others would
suggest that endotracheal intubation is the preferred initial management to secure the airway.5 The condition occurs predominantly but
not exclusively in young females under psychosocial stress. Previous investigators have considered this to be a conversion disorder and the
laryngeal spasm may be an unconscious
somatic expression of emotional conflict. Long
term treatment is usually in the form of
psychotherapy or speech therapy, although
relapse is common in times of stress.'0
While it is imperative that the presence of
organic pathology in actual upper airway
obstruction is sought and treated if present,

early detection of paradoxical vocal cord
movement will allow an early diagnosis. In
addition it will allow a positive diagnosis of the
condition to be made, as opposed to a
"diagnosis of exclusion" and will avoid unnecessary and potentially harmful interventions
being undertaken.
1 Lund DS, Garmel GM, Kaplan GS, Tom PA. Hysterical
stridor: a diagnosis of exclusion. Am J Emerg Med
1993:11:400-2.
2 Goldman J, Muers M. Vocal cord dysfunction and
wheezing. Thorax 1991:46:401-4.
3 O'Connell MD, Sklarew PR, Goodman DL. Spectrum of
presentation of paradoxical vocal cord motion in ambulatory patients. Ann Allergy Asthma Immunol 1995:74:
341-4.
4 Skinner DW, Bradley PJ. Psychogenic stridor. J Laryngol
Otol 1989:103:383-5.
5 George MK, O'Connell JE, Batch AJ. Paradoxical vocal
cord motion: an unusual cause of stridor. J Laryngol Otol
1991:105:312-4.
6 Lacy TJ, McManis SE. Psychogenic stridor. Gen Hosp Psychiatry 1994:16:213-23.
7 Rogers JH, Stell PM. Paradoxical movement of the vocal
cords as a cause of stridor.JLaryngol Otol 1978:92:157-8.
8 Heiser JM, Kahn ML, Schmidt TA. Functional airway
obstruction presenting as stridor: a case report and
literature review. J Emerg Med 1990:8:285-9.
9 Appelblatt NH, Baker SR. Functional upper airway
obstruction, a new syndrome. Arch Otolaryngol 1981:107:
305-6.
10 Geist R, Tallett SE. Diagnosis and management of psychogenic stridor caused by a conversion disorder. Pediatrics
1990:86:315-7.

Trauma Care (UK) 1st Biennial Conference
"Total Trauma Care"
Harrogate International Centre
25-27 November 1997
This conference and future conferences will promote integration of trauma care by
establishing "Total Trauma Care". The conference will provide access to relevant
advances and current thinking in all aspects of trauma. Trauma care professionals are
all aware of the advances being made in their respective areas of involvement with the
trauma victim and the conference will recognise those parts of the chain of care
which, often repeatedly, break down. The conference will allow both local and
national professional groups to work together on an equal basis, through a common
doctrine, to a single goal. Professionals attending the conference can then understand
the whole chain of care concept, with a view to reducing morbidity and mortality
associated with trauma.
Details available from Total Trauma Care, c/o Conference Secretariat, Index Communications Meeting Services, Crown House, 28 Winchester Road, Romsey, Hampshire S051
8AA. Tel: 01794 511331/511332; fax: 01794 511455.

Management issues
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The management series
The articles in the management series deal with common management issues faced by A&E consultants. The authors are
practising A&E consultants and a media specialist who have provided their way of addressing these issues. It is hoped that
this series will contribute to the discussion of common management problems which we all face and need to be better
prepared for.
To come:
* Purchasing new equipment C D H Oakland
* How to appoint a senior house officer H Guly
* How to conduct an SHO appraisal MJ Clancy
* Organising a medical conference
Wyatt
* Organising training for undergraduates and SHOs
* Disciplinary procedures I P Stewart
N Rawlinson
* Choosing an A&E department computer system
* How to organise a higher training programme in A&E
B C Elvin
H Guly
* Dealing with the police PA WHowarth
* Managing a bed crisis N Egan
* Audit in the accident and emergency department
* Complaints-and how to deal with them G Bryce
T D Llewellyn
* Risk management H R Guly

Journal ofAccident and Emergency Medicine-http://www.jnlaem.com
Visitors to the world wide web can now access the Journal of Accident and Emergency
Medicine either through the BMJ Publishing Group's home page (http://www.bmjpg.com)
or directly by using its individual URL (http://www.jnlaem.com). There they will find the
following:
* Current contents list for the journal
* Contents lists of previous issues
* Members of the editorial board
* Subscribers' information
* Instructions for authors
* Details of reprint services.
A hotlink gives access to:
* BMJ Publishing Group home page
* British Medical Association web site
* On line books catalogue
* BMJ Publishing Group books

The web site is at a preliminary stage and there are plans to develop it into a more
sophisticated site. Suggestions from visitors about features they would like to see are
welcomed. They can be left via the opening page of the BMJ Publishing Group site or,
alternatively, via the journal page, through "about this site".

Letters, Book review, Corrections
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Correction
In the July issue, page 221, we published a list of consultant appointments in A&E. In error this
list included Dr G A Hobbs (Chertsey). We apologise to Dr Hobbs for this mistake.

Correction
Marshall J, Edwards C, Lambert M. Administration of medicines by emergency nurse practitioners according to protocols in an accident
and emergency department: July issue (volume
14, No 4), page 236:
There is an uncorrected error in fig 1, with
missing legends. The corrected figure is reproduced alongside.

Drugs given by ENPs, Feb-Jul 1996
4
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Figure 1 Breakdown of drugs (both courses and single
doses) given by emergency nurse practitioners (ENPs)
between February and J7uly 1996. NSAIDS, non-steroidal
anti-inflammatory drugs.

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 WC 1 H 9JR, telephone 0171-383-6795, 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.

