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predictor of the need for radiography in
children of this age group with apparent foot
and ankle injuries. Care must be taken not to
miss other injuries, for example spiral fractures
of the tibia in toddlers.
Conclusion
This study shows that the Ottawa ankle rules
are a valid decision making tool to determine
the need for radiography in children with ankle
and midfoot injuries. Their implementation
leads to a reduction in radiography rate
without leading to an increase in missed
fractures. The one patient in the study group
and the one in the control group who did not
receive an radiography on initial presentation
but were subsequently found to have a
fracture, both represented within one week of
injury. We would recommend therefore that if
the decision is made not to take a radiograph,
the patient should be advised to return after
one week if their symptoms have not improved.
Care should be exercised when applying the
Ottawa ankle rules in preschool children.

Conflict of interest: none.
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Safety at Scene Course (in association with MED-ALERT)
A new course being run at Lancashire Fire and Rescue Service's International Training Centre in Lancashire has brought doctors, ambulance crews, and firefighters together in a unique
venture in which knowledge and skills are shared between the services.
The morning of day 1 deals with road traffic accident management, the changes the fire
service are making to their operating procedures in order to reduce the length of time a casualty is trapped, and the hazards associated with such incidents.
The afternoon session starts with hazardous chemicals, their identification, and
decontamination procedures for casualties affected by them. This is followed by a presentation on backdraught and flashover and a chance for students to gain experience in handling
and putting out fires with fire extinguishers.
Day 2 begins with a lecture on the dangers of collapsed structures. The candidates are
soon putting their newly gained knowledge to good use when they are given a casualty to
evacuate from the centre's collapsed structures gallery.
After lunch safety on railway lines is covered, followed by a quick exercise on an embankment to demonstrate the best way to use the light rescue ropes the ambulance service has just
issued in Lancashire.
The course is completed by first explaining the use of heavy rescue equipment and then by
allowing the participants to use it. Simple techniques are taught that may allow rescue without specialised equipment.
The course is rated for six hours PGEA and the current fee is £256 with accommodation
available on site at £20.60 per night.
For further information contact Mrs Jean Gardner, Washington Hall International Training Centre, Euxton, Chorley, Lancs PR7 6DH (tel: 01257 266611, fax: 01257 261767, web
site: www.washingtonhall.co.uk).
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Acute treatment of whiplash neck sprain
injuries: a randomized trial of treatment
during the first 14 days after a car
accident
G E Borchgrevink, A Kaasa, D McDonagh,
et al
Spine 1998;23:25-31
Overview-This is a randomised study of the
outcome of whiplash injured patients treated
either by immobilisation in a soft collar and
given sick leave for the first 14 days after the
injury or instructions to engage in usual activities immediately.
Design-Single centred, single blinded, randomised controlled trial.
Patients-Patients between 18-70 years presenting to a university hospital emergency
department in Norway after a private car
accident with reported material damage.
Exclusion criteria were patients who lived far
from the hospital; vertebral fractures; patients
in buses or large vehicles; clinical signs of
nerve root compression; and associated concussion.
Method-Patients were randomised after assessment. One group was advised to continue
their usual activities and the other group to
wear a soft cervical collar for only the first 14
days alternately during the day: two hours on,
two hours off, and to wear it continuously at
night. The group given the collar was also
given 14 days immediate sick leave. Both
groups were given instructions on self training
of the neck and a five day course of
non-steroidal tablets.
Outcome measures were assessed immediately and at two weeks, six weeks, and six
months and performed by the same person
who was blinded to their treatment. The
objective measures were range of neck and
shoulder movements and duration of sick
leave claimed. There were many subjective
measures including neck pain and stiffness,
headache, pain distribution, attention factors
(ability to concentrate and memory) and
global improvement.
Results-201 patients were recruited of whom
23 were lost to follow up at six months. Using
the objective measures there was no statistical
difference between groups in the range of neck
and shoulder movements or the duration of
sick leave claimed. However there was a statistically significant reduction in neck pain, headache, pain distribution, neck stiffness, and

attention factors for the group assigned to
"usual activities".
Conclusion-Patients instructed to immediately
continue their normal activities after a whiplash injury had a better outcome at six months
than those given sick leave and immobilised in
a soft collar and for the first 14 days after a car
accident.
Critique-This is a very relevant study for
emergency physicians as this group of patients
form a regular part of our workload and the
results are applicable to our practice. The
study had several strengths: it was randomised, both groups were equal at the start
and treated equally apart from the interventions, and six month follow up was good at
89%. However there were a number of significant flaws: the process of randomisation was
not described at all and there was no mention
of whether random allocation was concealed
or not. It was not explained whether patients'
outcomes were analysed on an intention to
treat basis. Also no mention was made of the
power of this study, as it appears that no sample size calculation was performed. It is possible that this study was too under-powered to
detect a real difference in the objective
outcome measures of range of movement of
the neck and shoulder.
The results of this study are important and
applicable to our patients, and advice to these
patients to engage in their usual activities is at
worst of equal value to two weeks' immobilisation in a soft cervical collar.

Prevention of falls in the elderly trial
(PROFET): a randomised controlled trial
J Close, M Ellis, R Hooper, et al
Lancet 1999;353:93-7
Overview-The aim was to determine whether
a structured interdisciplinary assessment and
intervention in elderly patients presenting to an
accident and emergency (A&E) department
with a primary diagnosis of a fall had any
benefit over usual care.
Design-Prospective, randomised controlled
trial at a single centre.
Patients-Inclusion criteria were, patients over
65 years of age; attending the A&E department
with a primary diagnosis of a fall. Exclusion
criteria were cognitive impairment and falls
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due to sudden onset paralysis, seizures, excessive alcohol intake, or overwhelming external
force.
Methods-Randomisation was performed
using random numbers. Baseline information
was collected by a single investigator to determine eligibility before randomisation. The
intervention group had a detailed medical and
occupational therapy assessment after discharge and referrals made to the relevant services where indicated. The control group had
the usual care offered by the A&E department
and/or admitting team.
Outcome measures were: number of falls
and serious injuries in the following 12
months; the number of people who had recurrent falls; rate of hospital admission; and
change in the patients' Barthel score (a scoring
system measuring degree of independence, a
higher score means greater patient independence). Follow up was achieved through a postal
questionnaire sent every four months to all
patients up to one year.
Results- 1031 consecutive patients aged over
65 years attended the A&E department over a
seven month period with a primary diagnosis
of a fall of which 397 (39%) were randomised.
77% of patients remained in the study at 12
months, 184 in the intervention group and 213
in the control group. At 12 months there were
significantly fewer falls in the intervention
group (183) than in the control group (510),
some patients having more than one fall. The
number of serious injuries was not statistically
significantly different: eight (4%) in the intervention group compared with 16 (8%) in the
control group (p=0.26).
Using logistic regression analysis, the risk of
falling in the 12 month follow up period after
adjustment for the number of falls in the 12
months before the index fall was lower in the
intervention group (odds ratio 0.39, 95% confidence interval (CI) 0.23 to 0.60). The odds
of at least one hospital admission after the fall
was also lower for this group: odds ratio 0.61
(95% CI 0.35 to 1.05); there was a significant
decline in the Barthel scores with time in the
control group (p<0.0001).
Conclusion-This study shows that an interdisciplinary approach to this high risk population
can significantly decrease the risk of further
falls and limit functional impairment.
Critique-This study was well conducted.
There may have been a possibility of selection
bias (recruitment was by invitation to patients
identified after their A&E discharge) and over
half were "not included" and a third were "not
eligible". However the two groups were shown
to be similar at the start of the trial; the
randomisation was concealed; 77% of the
patients completed follow up and those who
did not were accounted for. It would appear
that both groups were treated equally apart
from the intervention as hospital visits/
admissions and general practitioner visits to
both groups were not statistically significantly
different. It was stated clearly that analyses
were by intention to treat.
However there were some drawbacks to the
study. A postal questionnaire may not be the

best measurement instrument in this group of
patients. It is not stated if the questionnaires
were analysed by someone blinded to their
treatment or indeed if the questionnaire asked
specific questions that might have indicated the
treatment group. The study also considers outcome at 12 months as a reasonable time for
such a study, but it would be interesting to follow up these patients and see if the benefits are
maintained over a longer period.
This study is highly applicable to the
practice of emergency medicine in the UK as
these patients account for a considerable proportion of all attendances by the elderly to
A&E (20% in this study). The patients studied
were a selected group with no cognitive
impairment, and who could cooperate with
the study. However benefits gained from this
interdisciplinary approach might be huge
given its potential for accident prevention and
reduced hospital admissions for the elderly.
The authors stated that a cost-benefit analysis
is already being undertaken and these results
will be eagerly awaited. The resources to provide a day hospital assessment and an occupational therapy assessment for each elderly
patient presenting to A&E with a fall, along
with the costs of other interventions, will be
the major block to more widespread use of
such a scheme. It is also important to consider
the cost implications if it is identified that
these patients need longer term follow up.

Should the ECG be used to guide therapy
for patients with left bundle branch block
and suspected myocardial infarction?
M G Shlipak, W L Lyons, A S Go, et al
JAMA 1999;281:714-19
This retrospective cohort study of 83 patients
with acute cardiopulmonary symptoms and
left bundle branch block (LBBB) were used to
validate an electrocardiogram (ECG) algorithm that has been advocated in determining
the probability of an acute myocardial infarct
in the presence of LBBB in symptomatic
patients based on ECG characteristics.' A
blinded observer analysed the ECGs of this
cohort and stated whether they met these
criteria or not. Outcome measures were the
presence of myocardial infarct based on raised
cardiac enzymes and stroke-free survival. Its
sensitivity was found to be only 10% (95%
confidence interval (CI) 2% to 26%) and specificity 100% (95% CI 96% to 100%): only
three patients met the criteria for a positive
ECG. They concluded that the ECG is still a
poor predictor of myocardial infarct in cohort
of patients with LBBB and acute cardiopulmonary symptoms.
Comment-The frequency of the signs of
infarct were much less common in this study
than in other series, possibly due to very short
time to ECG. However these signs are highly
specific and easy to understand, do you know
them?
SL, Barbagelata A, et al. Electrocardiographic diagnosis of evolving acute myocardial infarction in the presence of left bundle branch block. N Engl J
Med 1996;334:481-7.

1 Sgarbossa EB, Pinski
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Timing of emergency contraception with
levonorgestrel or the Yuzpe regimen
G Piaggio, H von Hertzen, D A Grimes, et al
Lancet 1999;353:721
This research letter further analysed a randomised controlled trial of timing of emergency contraception with levonorgestrel or the
Yuzpe regimen conducted on behalf of the
World Health Organisation.' The results indicate that by delaying the first dose of
emergency contraception by 12 hours the likelihood of pregnancy is increased by almost
50%.
Comment-This result has significant implications for emergency departments issuing emergency contraception as the alternative options
of attending family planning clinics and
general practitioners may no longer be viable
out of hours.

fewer resources than A&E staff.' In this study
sessional GPs utilised similar or more resources than A&E staff and they concluded
that this emphasised the need for continued
audit of initiatives that have been introduced
into new settings.
1 Murphy AW, Bury G, Plunkett PK, et al. Randomised controlled trial of general practitioner versus usual medical
care in an urban accident and emergency department:
process, outcome and comparative cost. BMJ
1996;312:1 135-42.

Immobilisation of the mallet
finger-effects on the extensor tendon
B M Katzman, D M Klein, J Mesa, et al
Journal of Hand Surgery [British] 1999;24:80-4
This experimental study examined the need to
immobilise the proximal interphalangeal (PIP)
as well as the distal interphalangeal (DIP)
joint
Task Force on Postovulatory Methods of Fertility Regulation. Randomised controlled trial of levonorgestrel versus joint or simply to immobilise the DIP joint only
the Yuzpe regimen of combined oral contraceptives for for mallet deformities of the finger. In cadavers
emergency contraception. Lancet 1998;352:428-33.
the extensor tendon was surgically divided at
the level of the DIP joint. The DIP joint was
in extension in an external splint.
Prognostic value of the admission ECG in immobilised
The gap in the tendon was measured during
acute coronary syndromes
flexion of the PIP joint and then with the PIP
S Savonitto, D Ardissino, C B Granger, et al
joint immobilised in extension. No difference
JAMA 1999;281:707-13
was
found, supporting current treatment that
This study reviewed the admission electrocarDIP joint needs to be immobilised for
only
diogram (ECG) characteristics of all of the malletthedeformities.
12 142 patients who were entered into the
GUSTO IIb trial and determined their outcome in terms of death and/or myocardial reinfarction at 30 days for each characteristic. The
specific ECG characteristics analysed and their Review: Limited asthma education
respective incidence rate of deathlreinfarction reduces emergency department visits but
does not improve patient outcomes
were: T wave inversion (5.5%), ST segment
elevation (9.4%), ST segment depression P G Shekelle
(10.5%), and both ST segment elevation and Evidence-Based Medicine 1998;3:121
review published in
depression (12.4%). They concluded that the This was of a systematicwhich
concluded that
the
Cochrane
Library,'
admission ECG allows immediate risk stratifilimited
asthma
education
only)
(information
cation across the spectrum of acute coronary
syndromes. In addition, a raised creatine kinase for adults reduces emergency department visits
level at admission was associated with worse and improves knowledge but does not reduce
This educaoutcomes. Of those 3231 patients with ST hospitalisation or physician visits.
decrease
tion
does
not
lung
function,
improve
elevation, only 16% had a raised creatine
medication
or
symptoms.
use,
improve
kinase and of the total patients with these acute
ischaemic changes only 12% had raised admis1 Gibson PG, Coughlan J, Wilson AJ, et al. The effects of limsion creatine kinase levels, demonstrating that
ited (information only) patient education programs on the
1

raised creatine kinase level has a low sensitivity for myocardial infarction.
a

Randomised controlled trial of general
practitioner versus usual medical care in
a suburban accident and emergency
department using an informal triage
system

D Gibney, A W Murphy, D Barton, et al
British Journal of General Practice 1999;49:43-4
This randomised controlled trial evaluated
whether the care provided by sessional general
practitioners (GPs) was any different to that
provided by the usual accident and emergency
(A&E) staff in a small suburban emergency
department with no formal triage system. A
previous study of similar design but based at a
large teaching hospital with a formal triage system had shown that sessional GPs in A&E used

health outcomes of adults with asthma. Cochrane Library,
Issue 1, 1998. Oxford: Update-Software.

Intravenous amiodarone for ventricular
arrhythmias: overview and clinical use
E R Gonzalez, B S Kannewurf, J P Ornato
Resuscitation 1998;39:33-42
This review of the use of intravenous amiodarone states that it has not been shown to
increase mortality in any patient population
studied. It suggests an important role for intravenous amiodarone in prolonging survival during out-of-hospital resuscitation in patients
with sudden cardiac arrest and it is an effective
antiarrhythmic agent for the acute treatment of
life threatening ventricular arrhythmias. This
review, however, was not a systematic review
and so its conclusions and suggestions must be
interpreted with caution.
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Conservative management was more
effective than invasive management in
acute non-Q-wave MI
D Massel
Evidence-Based Medicine 1998;3:177
This is a summary and appraisal of a
randomised controlled trial of 920 patients
with non-Q-wave myocardial infarction.'
The two groups of patients were invasiveangiography and appropriate revascularisation-or conservative-radionuclide ven-

triculography and thallium stress testing with
invasive procedures only when specific criteria
were met. It was concluded that there was no
difference in the outcome measures of death
and non-fatal myocardial infarction at two
year follow up for both groups.
1 Boden WE, O'Rourke RA, Crawford MH, et al. For the Veteran Affairs Non-Q-Wave Infarction Strategies in Hospital
(VANQWISH) Trial Investigators. Outcomes in patients
with acute non-Q-wave myocardial infarction randomly
assigned to an invasive as compared with a conservative
management strategy. N Englj Med 1998;338:1785-92.

PERSONAL VIEW

People should die at home
Cilla Reid

"Does she really need to have this" I heard the
plea from behind a curtain of our department.
Peeking into the cubicle I found a junior doctor trying to put up a drip and take blood from
a cachectic woman who didn't look as though
she would last the hour (indeed she didn't).
Her husband was with her and was her
advocate in trying to defend her from
unnecessary intervention. I called the doctor
out of the cubicle and asked, in private, why
this procedure was necessary. The explanation
was that the routine tests were being carried
out before admission and a drip was being put
up for rehydration. Inquiring further into the
history I ascertained that the lady was
suffering from terminal cancer and was being
given palliative care only. She was being cared
for at home by her family until that evening,
when, feeling they could no longer cope, they
sought help from their GP practice, speaking
to the deputising doctor who arranged acute
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admission.
I persuaded the doctor not to investigate the
lady and to treat her with analgesia only while
we endeavoured to keep her as comfortable as
possible. She died in the accident and emergency department shortly afterwards. Fortunately her GP, when contacted, knew her well
and was willing to sign the death certificate,
avoiding a postmortem examination and having to report her death to the coroner.
In this country 73% of deaths occur in
hospital or other communal establishments
(including nursing homes) while only 20% die
at home. Of the remainder 4% die in hospices
and about 3% elsewhere.1 The hospice movement works to improve care of the terminally
ill, and by appropriate management of pain,
nausea, and other symptoms often succeeds in

returning patients to their home and families
for their final days. In hospital, on the other
hand, we seems reluctant to face up to dying
patients and to allow them to die peacefully or
with dignity. Thus we routinely carry out
unnecessary interventions and investigations,
usually instigated by junior doctors with little
experience of palliative or terminal care, often
in the hostile setting of a busy accident and
emergency department.
Surely we can do better.
I know of one trust who has employed round
the clock district nurses who will see such
patients in their homes. This avoids admissions
to precious acute hospital beds while giving
both patients and their families appropriate
quality care at home. This is at present funded
by winter pressure money but would surely be
a good innovation all year round.
As a nation we need to accept dying as part
of life and as doctors we should see kindly care
of the dying patients and their relatives as an
integral part of our role. It need not be defeat
and we should not reflexly investigate and
intervene in the dying patient without considering what action is really justified. This
approach requires experience and should not
be left in the hands of juniors.
I believe care and support at home in the
final hours and days to be more appropriate in
many cases than hospital admission. Terminally ill patients should never have to spend
their final moments in an accident and
emergency department.
Conflict of interest: none.
Funding: none.
1 Office for National Statistics. Mortality Statistics Journal.
London: Office for National Statistics, 1997.
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(normal therapeutic range 15-40 mg/l, serious
toxicity 100 mg/l).' He was treated with multiple oral doses of activated charcoal. His signs
and symptoms settled after 72 hours and he
was discharged.
Doctors should be aware that access to a
wide variety of "prescription only" drugs is
now easy and unrestricted. If this continues
we can expect to see many more overdoses,
both intentional and accidental, involving
unusual drugs and in a population not
previously associated with drug overdose.
Furthermore, the internet has now broken
down the protective role of both the pharmacist and the doctor in controlling access to
prescription only medication. We propose that
access to internet sites marketing prescription
only drugs be limited in the same way that
internet service providers block access to pornographic sites.
HUGO PONCIA
Specialist Registrar in Emergency Medicine,
Department ofAccident and Emergency,
Royal Sussex County Hospital,
Brighton BN2 SBE (h.poncia@,virgin. net)
JOHN RYAN
Consultant and Senior Lecturer

1 Doyon S. Anticonvulsants. In: Goldfrank JR,
Flomenbaum NE, Lewin NA, et al, eds.
Goldfrank's toxicological emergencies. 6th Ed.
Connecticut: Appleton and Lange, 1998: 68998.

Excessive morphine requirements after
pre-hospital nalbuphine analgesia

ED1TOR,-We read with interest the paper by
Houlihan et al in which they presented 10
cases where patients required excessive morphine to control their painful symptoms after
the administration of pre-hospital nalbuphine

and asked to report a verbal pain score. If
theyrequired further analgesia the patients
received- equipotent doses of either morphine
or diamorphine. Subsequent pain scoring was
done at 30 minutes and any further analgesia
required was documented.
A control group of 50 patients was recruited
of similar age and case mix who had not
received parenteral nalbuphine. The results
when analysed were tested using the MannWhitney U test. There was no significant
difference between the pain scores on arrival
in the department between the control and
nalbuphine group and furthermore the decline in pain scores after the adjuvant
morphine or diamorphine in the department
was significantly greater in the group who had
not received nalbuphine.
Accepting that this study at the time was
largely observational and that flaws existed in
the methodology we did, however, feel there
was a question that warranted putting under
the scrutiny of a randomised controlled trial.
The drug tramadol, a weak pure p agonist
analgesic (which also has analgesic properties
mediated via serotoninergic and noradrenergic pathways in the central nervous system)
seemed a logical drug with which to compare
nalbuphine. The side effect profiles of the two
drugs are similar and like nalbuphine tramadol does not have a controlled drug status. We
set up and obtained ethical approval to carry
out a double blind randomised controlled
study looking at the analgesic properties of the
two drugs when administered in the prehospital setting and aimed to compare the
ease with which painful symptoms could be
controlled subsequently in the A&E depart-

analgesia.'

ment.
After obtaining ethical approval and organising the blinding and randomisation aspects
of the study we have faced significant barriers
in attempting to implement the study in the

We agree with the statements made in the
paper regarding the pharmacokinetics and
dynamics of nalbuphine in relation to its
effects on the 1s and K receptor subtypes.
Theoretically it is logical that this agent
would have implications on subsequent dosing using i agonist opioid analgesics, and
anecdotally colleagues have reported difficulties in controlling painful symptoms in
patients who have received parenteral nalbuphine administered in the pre-hospital setting.
With this in mind two years ago we
undertook a pilot study of 50 patients who
had received parenteral nalbuphine analgesia
in the pre-hospital setting. Following a list of
inclusion and exclusion criteria patients were
recruited and assessed on arrival in the
accident and emergency (A&E) department

pre-hospital setting. Despite correspondence
with the local Paramedic Steering Committee,
the Joint Colleges Ambulance Liaison Committee and the head of Wiltshire Ambulance
Service, we have yet been unable to take this
trial any further forward as the ambulance
service feel unable to administer tramadol as it
is a drug that is not included on their list of
agents which they are legally allowed to
administer.
We would be grateful to hear from any physicians who have faced similar problems in
setting up pre-hospital randomised controlled
trials involving new drugs. We would be
indebted to anyone who could furnish us with
the name and address for correspondence of
the individual or body who could facilitate this
aspect of the trial such that it could start as
soon as possible. Having read the paper by

Houlihan et al it is clear that we are not the
only two clinicians who feel that this issue
should be drawn to a scientific conclusion.
NEIL ROBINSON
Specialist Registrar in Accident and Emergency,
Southampton General Hospital,
Tremona Road, Southampton S016 6YD
NIGEL BURROWS
Consultant in Accident and Emergency,
Salisbury District Hospital,
Salisbury SP2 8BJ
1 Houlihan KPG, Mitchell RG, Flapan AD, et al.
Excessive morphine requirements after prehospital nalbuphine analgesia. J Accid Emerg
Med 1999;16:29-31.

NOTICE
Teaching the Teachers to Teach
18-19 November 1999, Offley Place,
Herts

This is an opportunity to to improve
teaching and presentation skills and understand basic educational theory in a
supportive setting.
Further details: Miss Cilla Reid, Accident
and Emergency Department, Lister Hospital, Coreys Mill Lane, Stevenage, Herts
SG1 4AB (tel: 01438 314333 bleep 1048,
fax: 01438 781234) or Jan Caspell, coordinator (tel: 01438 781175, direct line).

Correction
We regret that an error occurred in the
emergency casebook by M J Clancy published in July (Persistent "haematoma". J
Accid Emerg Med 1999;16:303). Mr
Clancy's two coauthors were inadvertently
omitted from the published version. The
authors should have read: M J Clancy
(Emergency Department), M Sampson
(Department of Radiology), S Lambert
(Department of Trauma and Orthopaedics), all at Southampton General Hospital.

