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transfer to the ward. Besides, resident medical staff may be busy with other
urgent clincial duties.
There seems little justification for not considering commencing thrombolysis

in the A&E department in the face of such problems. Also, an agreed written
protocol with clear indications and contraindications should help minimise the
risks of inadvertent inappropriate administ ration of these agents.

Greater uniformity of procedure and clearer guidelines for A&E staff are eagerly
awaited.

A. BANERJEE
Accident and Emergency Department
Manor Hospital
Walsau, West Midlands
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Spontaneous pneumomediastinum
Sir
A 25-year-old male presented to the A&E Department with a 6-h history of
increasingly severe retrosternal chest pain, radiating to the left supraclavicular
region, associated with dyspnoea and unproductive coughing. The pain was
exacerbated by deep inspiration and eased by sitting forward. The patient initially
denied any precipitating event but on repeated interrogation admitted to taking
a teaspoonful of powdered amphetamine sublingually 8h prior to admission,
during an 'acid house' party. He had smoked approximately 20 cigarettes since
taking the amphetamine but categorically denied other substance abuse. The
patient usually smoked 10 cigarettes daily but had no history of overt lung disease.
On examination, the patient was pale, distressed and tachypnoeic (respiratory

rate 22min-1). The pulse rate was 110 and the blood pressure was 145/85; he was
acyanotic and apyrexial. Surgical emphysema was faintly palpable in the left
supraclavicular fossa. The heart sounds were muffled and Hamman's sign was
positive (i.e. a crunching noise on auscultation over the left third to fifth intercostal
spaces parastemally, varying with systole and accentuated by expiration in the left
lateral decubitus position). Air entry was reduced symmetrically and there were
scattered wheezes throughout both upper lung fields. The peak expiratory flow
rate (PEFR) was 2501min-1 (50% of expected PEFR). Pulse oximetry revealed an
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Fig. 1. Chest radiograph showing the 'double left heart border' of pneumomediastinum.

arterial oxygein saturation (Sao,) of 94%X). A radiograph of the lateral neck soft-
tissues revealed air tracking up beside and behind the oropharynx up to the level
of the secoind vertebra. A chest X-ray (Fig. 1) showed a pneumomediastinum
with a 'double outline' of the left heart border. An electrocardiogram indicated a
normal sinus tachycardia.
The patient received nebulized Salbutamol (5mg), oxygen (61min-1) by face

mask and intramuscular diclofenac (75 mg). His dyspnoea and chest pain improved
considerably within 30min and his Sao, rose to 99-100%. He was admitted to the
Obervation Ward where he received oxygen (41min-1) by face mask for a further
6h. By the followinig morning, examination was unremarkable apart from slight
residual surgical emphysema in the left supraclavicular fossa. His Sao2 remained
normal (97%) in room air and he was discharged. (The patient was reviewed a
week later when he remained asymptomatic and no abnormalities were present on
examination. Both chest and neck radiographs were normal and he was referred
back to the care of his GP.)
Spontaneous chest pain in young patients is usually benign and transient

(Luke et a!., 1990); serious pathology however is not rare. Over the past decade,
a substantial number of case reports of chest pain due to drug-induced pneumo-
mediastinum has appeared in the American literature (Adrouny & Magnusson,
1985). The cause of such pneumomediastinum is usually inhalational abuse
of cocaine (especially in the 'freebase' or burning crystalline form), heroin and
marijuana. The mechanism is poorly understood but is postulated to be an
extreme Valsalva manoeuvre leading to rupture of thin perivascular alveolar blebs
(Crofton & Douglas, 1981); in this instance the Valsalva manoeuvre may have
occurred through the vigorous chain-smoking that is typically stimulated by
amphetamine abuse. Spontaneous pneumomediastinum resolves with conservative
therapy in the vast majority of cases but on rare occasions, life-threatening com-
plications e.g. infective mediastinitis, extravascular 'air-block' or reduced lung
compliance, can ensue. This is the first case of pneumomediastinum following
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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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