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001 THE VICTORIAN EMERGENCY DEPARTMENT
COLLABORATION

J. Bartlett, P. Cameron, M. Cisera. Emergency Department, Royal
Melbourne Hospital, Parkville, Vic, 3050

Objective: The aim of the project was to bring together 17 major
Emergency Departments across Victoria and ACT, Australia to work
together over a ten-month period to reduce waits and delays, and
improve patient satisfaction.

Design: The Collaborative was based on the Institute for
Healthcare Improvement Breakthrough Series and utlilized their
intellectual property and methodology adapted to the Australian
setting.

Setting: The largest (by annual attendances) 17 Emergency
Departments in the State of Victoria and one hospital in the Australian
Capital Territory participated.

Study participants: Each hospital sent a team of three to five per-
sons to each learning session which included the Emergency Depart-
ment Medical Director and Nurse in Charge, and an Executive
Sponsor.

Interventions: The teams were required to attend four learning
sessions, participate in activities for improvement, both clinical and
operational during the action period and report regularly in the form
of data reports and conference calls.

Main outcome measures: Each team selected at least one to two
clinical topics for improvement and at least one operational project to
undertake during the life of the collaborative. A patient satisfaction
survey was commenced during the project.

Results: 37 clinical projects were nominated during the life of the
collaborative with 89% of teams demonstrating significant improve-
ment or achieving target. 29 operational projects were commenced
with 64% achieving improvement or target. Numerous additional
achievements occurred which leveraged off the framework of
supported collaboration.

Conclusion: The spread of knowledge and innovation can be best
facilitated rapidly by teams working together using a structured
program in a supported environment.

002 A CARE COORDINATION TEAM IMPROVES
EMERGENCY DEPARTMENT DISCHARGE PLANNING
PRACTICE

P. Cameron, J. Moss, C. Flower, L. Houghton, D. Moss, D. Nielsen, D.
Taylor. Emergency Department, Royal Melbourne Hospital, Parkville, Vic,
3050

Introduction: Access block and frequency of ambulance bypass has
become an increasing problem for many emergency departments
(EDs) in Australia. To address this problem, a steering group was con-
vened in April, 2000 to review ED audit results and develop the
appropriate model of a Care Coordination Team (CCT).

Objective: To design and introduce a multi-disciplinary CCT into
clinical service in the ED and to evaluate its impact on patient
management.

Setting: The ED of the Royal Melbourne Hospital, a tertiary referral
and trauma centre between August 2000 to July 2001, inclusive.

Design: Clinical intervention trial.
Intervention: The CCT clinical service was provided by two Regis-

tered Nurses, an Occupational Therapist and a Social Worker. This
CCT aimed to prevent unnecessary and/or inappropriate admissions
to hospital, provide a safe and effective discharge from the ED, reduce
patient length of stay in the ED, and to minimise representations.

Outcome measures: 1. The demographics and disposition of
patients seen by the service. 2. Hospital admission and representation
rates. 3. ED staff and patient satisfaction with the service.

Results: During the study period, 43,964 patients attended the ED
and 2,532 (5.7%) were assisted by the CCT. Of those seen, 676
(27%) patients had a major social issue. 1252 (49%) were
discharged home, almost all with referrals to appropriate service pro-
viders. The ED admission rate to ward beds dropped from 28% to

25% during the study period. Representations were made by 53 (2%)
patients yet there were no adverse events or deaths. Surveys adminis-
tered to differing groups (ED staff, patients/carers and community
service providers) demonstrated a great deal of satisfaction with the
CCT service and many recommendations for its continuation and
extension.

Conclusion: Introduction of the CCT has greatly facilitated the dis-
charge planning of our ED patients. This has been accomplished with-
out adverse events and with the satisfaction of a variety of
stakeholders. We highly recommend this model to other institutions.

003 MANAGING ACCESS BLOCK

P. Cameron, P. Scown, D. Campbell. Emergency Department, Royal Mel-
bourne Hospital, Parkville, Vic, 3050

Introduction: There is pessimism regarding the ability of the Acute
Health Sector to manage Access Block for emergency and elective
patients. Melbourne Health suffered an acute bed crisis in 2001
resulting in record ambulance diversions and Emergency Department
(ED) delays.

Objective: To reduce Access Block for emergency patients whilst
maintaining elective throughput at Melbourne Health.

Setting: Melbourne Health includes one acute healthcare facility
(RMH) which is a 340–390 bed acute tertiary referral hospital.

Design: Observational study.
Intervention: Clinician led taskforce using previously proven prin-

ciples for organisational change to implement 51 actions to improve
patient access over a three month period

Outcome measures: The primary outcome measures were ambu-
lance diversion, emergency patients waiting more than 12 hours for
an inpatient bed, elective throughput and theatre cancellations.

Results: Despite a reduction in multi-day bed numbers all primary
objectives were met, ambulance diversion decreased to minimal
levels, 12 hour waits decreased by 40% and elective throughput was
maintained. Theatre cancellations were also minimised.

Conclusion: Access Block can be improved by clinician led imple-
mentation of proven process improvements over a short time frame.

004 THE INCIDENCE, NATURE AND OUTCOME OF
ADVERSE EVENTS IN THE EMERGENCY DEPARTMENT

J. Hendrie, L. Sammartino, M. Silvapulle, G. Braitberg. Emergency Depart-
ment, Austin and Repatriation Medical Centre, Heidelberg 3084 Australia

The detection of adverse events is one means of measuring quality in
the emergency department (ED).

Methods: The case histories of patients presenting to the ED
between August and mid November 1998 were reviewed. Histories
were screened and if an event was detected, coded using a 104 item
data form. Outcomes were coded from 1=no influence on patient
management through to 6= death. Judgement on causality and
preventability was scored on a scale 1= no relationship/ preventabil-
ity through to 6= certain relationship/ preventabiliy.

Results: Over 4000 patients were admitted to the study. The event
rate was 5%. this comprised an incident rate of 2% and an adverse
event rate of 3%. nearly half of events occurred before the ED; the
remainder arose in the ed. 39% of events, had no or minor influence
on patient management, 45% had disability < I month, 7% disability
< 12 months, 3% had disability> 12 months and 4% died. Thus over-
all mortality was 0.19%, although not all of these were preventable.
Preventability was judged to be nil or minor in 41%, <50/50 in a
furthur 5%, >50/50 in 24%, and strongly or certainly preventable in
27%. Drug side effects or allergic reactions were the single most com-
mon cause of AE, occurring in slightly over . diagostic issues
occurred in 23%. Errors of omission were judged to have occurred in
45%, commission in 55%.In concusion, the study documents event
rates in a tertiary level ed, their preventability, the nature of the events
and contributory factors.
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005 A SEA CHANGE IN THE EMERGENCY DEPARTMENT?
THE EFFECT OF A POPULAR TELEVISION SERIES ON ED
WORKLOAD

D.B. Richardson. Emergency Department, The Canberra Hospital, Yamba
Dr, GARRAN ACT 2605

Objectives: ED workload has been shown to increase in association
with major local events and pension payments and to decrease in
association with major televised events and some weather patterns.
No published study has addressed the relationship between a popular
television (TV) series and workload, possibly because of difficulty con-
trolling for seasonal factors. “SeaChange”, broadcast at 1930hrs on
Sundays, was the highest rated TV drama series in Australia for three
13-week series. This study aimed to investigate the relationship
between the screening of SeaChange and ED workload.

Methods: Retrospective observational study from Jan-98 to Dec-00
in a tertiary ED. Weekend presentations were grouped into four
2-hour periods beginning 1530hrs and classified as “SeaChange” or
“non-SeaChange” according to whether the show was broadcast on
that weekend. The null hypothesis was that there was no difference in
the number of Saturday and Sunday presentations in each time period
between types of weekend.

Results: There was a 5% decrease in Sunday presentations
compared to Saturday in the period 1530–1730hrs on SeaChange
weekends (638 SeaChange and 1971 non-SeaChange on Sun, 728
and 1941 on Sat, P<0.02 Chi-square). There was a 5% increase for
2130–2330hrs (465 SeaChange and 1346 non-SeaChange on Sun,
432 and 1449 on Sat, P=0.05 Chi-square) and no difference
between the other two periods. Subgroup analysis showed these
changes were confined to low acuity and the 2130 “peak” was
absent for the last series.

Conclusions: This is the first study to demonstrate an association
between a popular TV series and ED workload, with a consistent
decrease in presentations 2–4 hr before each program, and a less
consistent increase 1–3 hr afterwards. The effect does not appear to
be seasonal, although it is of statistical rather than clinical
significance.

006 ACCESS BLOCK IS ASSOCIATED WITH INCREASED
INPATIENT LENGTH OF STAY

D.B. Richardson. Emergency Department, The Canberra Hospital, Yamba
Dr, Garran ACT 2605

Objectives: Access block (AB) refers to the situation where ED
patients requiring inpatient care are unable to gain access to appro-
priate beds within a reasonable timeframe. It is known to adversely
affect ED performance, but has not previously been shown to affect
individual patient outcome. This study aimed to assess the relationship
between access block and inpatient length of stay (LOS).

Methods: Retrospective analysis of all patients admitted via the ED
to a tertiary hospital in 2000 who had inpatient LOS up to 10 days.
LOS was calculated as the integer number of days in hospital with a
minimum value of 1 (standard Australian definition). Access block was
defined as a Total ED time more than 8 hours (ACEM definition).

Results: Some 10028 presentations utilising 31390 beddays were
considered. Of these, 1342 (13.4%) experienced access block. The
mean inpatient LOS was significantly longer for patients who experi-
enced access block (3.45 days vs 3.08 days, P< 0.001). Subgroup
analysis showed this association was important in ATS triage catego-
ries 3–5 (the majority of patients) but insignificant or reversed in ATS
1–2. It was significant in patients with an ED diagnosis of asthma but
not those with appendicitis, and did not appear to be due to the con-
founding effects of seasonal factors nor the time of presentation. The
association persisted if alternative definitions of LOS were used
(including hours of inpatient care and overnight beddays only)

Conclusions: Access block is associated with the adverse effect of
an increased inpatient LOS in this group. The additional LOS of 0.37
days corresponds to almost 500 beddays annually.

007 AUSTRALIAN EMERGENCY DEPARTMENTS
PROMOTING HEALTH

A. Thoms1, J. Wenzel2, M. Bensberg3, M. Kennedy1, J. Wenzel2. 1Angliss
Hospital; 2Dandenong Hospital; 3InformED Program

Introduction: This paper describes the initiation of the “InformED Pro-
gram” in Victoria, Australia, involving seven of Melbourne’s
Emergency Departments (Eds). The Program aims to improve people’s

health by integrating health promotion into the function of EDs,
complimenting the clinical and curative emergency care they already
provide. There are many opportunities for emergency departments to
promote health such as screening and early intervention, health infor-
mation, education and patient empowerment.

Methods: A multi-disciplinary Steering Committee was established
and a health promotion specialist was appointed to record the opportu-
nities for health promotion within EDs. A literature review, consultation
with ED staff (focus groups and surveys) and other stakeholders
(workshop) were conducted. A framework was developed for the
“InformED Program”” to further develop and coordinate comprehensive
health promotion programs delivered by Emergency Departments.

Results: A concept pater was published and the development phase
findings were documented. A coordinating ED was established and a
Manager appointed to facilitate the implementation of the “InformED
Program”. Health Promotion Advocates have been employed in the
seven EDs to develop projects and organisation
infrastructure to promote the health of patients, staff and the community.

Conclusions: There are numerous opportunities to enhance health
promotion in EDs. With support, EDs could deliver comprehensive
health promotion programs to patients, staff and communities.

008 ISO-RESOURCE MAPPING AS A METHOD OF
MEASURING RESOURCE CONSUMPTION OF
EMERGENCY ADMISSIONS

J. Wassertheil, L. Churilov, P.Turner, M. Ibrahim, K. Smith, E.G. Siew.
Department of Emergency Medicine, Peninsula Health, PO Box 52, Frank-
ston, Victoria, Australia 3161

Knowledge about resource consumption and utilisation is vital in mod-
ern healthcare environments. In order to manage both human and
material resources efficiently, a typical approach is to group the
patients based on common characteristics. The most widely used
approach in Australia is driven by the Case Mix funding formula,
namely to classify patients according to diagnostic related groups
(DRGs). Although DRGs, the basic tool for performance based funding
of inpatient activity in Victorian Hospitals, can appear clinically mean-
ingful, our experience suggests that DRG groupings do not necessarily
present a sound basis for relevant knowledge generation. In this
paper, we propose an alternative grouping of the patients based on a
neural clustering approach, which generates homogeneous groups of
patients with similar resource utilization characteristics. Demographic
information for patients admitted from the emergency department at
Frankston Hospital in Melbourne Australia, was collected from the
hospital’s Victorian Emergency Management Database (VEMD) and
the Victorian Inpatient Management Database (VIMD) between July
1997 and June 2001. The data was processed using Neural Shell, a
Neural Based Network Algorithm application to generate the clusters.
The clusters reveal interesting differences in resource utilization
patterns unable to be explained by traditional analysis of DRGs. A
detailed case study of patients presenting to the Emergency
Department at Peninsula Health, Frankston Campus who are admitted
to an inpatient service and as an admitted patients under care of the
Department of Emergency Medicine is presented. The study
demonstrates the quality of knowledge generated by this process. The
proposed approach can therefore be seen as an evidence-based pre-
dictive tool with high-knowledge generation capabilities.

009 ACCESS BLOCK: STRATEGIES FOR MEASUREMENT
AND RESEARCH

J. Vinen. Royal North Shore Hospital, St Leonards, NSW 2065

Emergency Department crowding due to access block (AB) is an
increasing problem in Australian Emergency Departments in addition
to being a worldwide phenomena.

Access block results in a range of significant problems including;
decreased Emergency Department performance (long waiting times),
increased frequency of incidents and adverse events, increased num-
bers of patients absconding, leaving against medical advice (LAMA)
and patients who leave without being seen (LWBS), in addition to
increasing the stress levels of Emergency Department staff and
increased risk of violence towards staff.

The factors causing access block will be examined including the
impact of bed closures for budget reasons. The accurate measurement
of access block will be discussed as will the impact of access block
downstream.

An action plan aimed at managing ED crowding and access block
will be presented with emphasis on understanding demand and
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capacity of the ED and inpatient beds. Future research into the issues
will also be discussed.

010 STRATEGIES FOR IMPROVING THE QUALITY OF CARE
IN THE EMERGENCY DEPARTMENT

J. Vinen. Royal North Shore Hospital, ST Leonards, NSW 2065

In order to better understand the process of patient care in the ED and
to measure (and allow for comparisons), clinical and performance
indicators were introduced. More recently with the increased focus on
quality of care there has been a search for meaningful quality indica-
tors. Quality indicators assist in improving quality by:
• increasing understanding of the variation that exists in a process
• monitoring a process over time
• seeing the effect of change on a process
• providing a common reference point
• providing a more accurate basis for prediction.
For indicators to be useful they need to meet the following criteria:
• Reliability
• Validity
• Responsiveness
• Interpretability
• Significance
• Burden
• Vulnerability and undesired effects
• Utility
• Availability of alternative forms
• Amenity to independent corroboration

A number of emergency medicine Quality Indicators (EMQIs) were
identified and studied over a 12 month period in order to determine
their suitability.

The indicators are:
• Representations within 7 days
• Left Against Medical Advice (LAMA)
• Did Not wait (DNW)
• Died in the Emergency Department (D.I.E.D)
• Death after Discharge (DAD)
• Recalls for Treatment/Admission
A detailed analysis of the findings will be presented.

011 “BREAKTHROUGH” PROCESS AND OUTCOMES OF AN
EMERGENCY DEPARTMENT IMPROVEMENT PROGRAM

J. Wenzel, M. Buchanan, M. Adie, P. Lebrocq, A. Hulley Dandenong Hos-
pital, PO Box 478, Dandenong, Victoria 3175, Australia

Introduction: The application of the innovative “BREAKTHROUGH
PROCESS” was expected to streamline patient management processes
while facilitating collaboration with and benchmarking against similar
institutions. “Breakthrough” aims to improve patient and staff satisfac-
tion through identifying areas for improvement within existing clinical
and operational processes, focussing on Pathology and Radiology
turn around times (TAT), the introduction of Nurse Initiated Pathology
(NIP), Nurse Initiated X-rays (NIX), Fast Track X-rays (FTX), better nar-
cotic pain management and intravenous antibiotics for pneumonia.

Methods: Guidelines for pathology and radiology investigations
for the most common medical conditions were developed and
introduced. A ‘plan’, ‘do’, ‘study’, ‘act’ process was implemented and
evaluated through frequent, regular, random, retrospective data sam-
pling and patient and staff satisfaction surveying. Feedback to staff of
results and patient comments was important to morale, staff
involvement in further planning and motivation to persist.The effective-
ness of implementing these changes in current practices was measured
by the effects on shorter waiting times, minimized delays and reduced
length of stay for the patients in the ED. A Bereavement Program to
care for families of the deceased in the Emergency Department,
including direct follow up has been trailed and amended with initial
feedback extremely positive for both bereaved and staff.

Results: Significant improvements were demonstrated in all times
measured except for the Nurse Initiated X-rays project that did not

result in the expected reduction of total length of stay but it showed
markedly increased staff satisfaction. Patient satisfaction demonstrated
a statistically significant improvement from 73% to 80% and was
maintained for the last nine months.

Conclusions: The Breakthrough Process provided an uncompli-
cated and successful methodology for process and quality improve-
ment within the Emergency Department that led to significantly
improved patient and staff satisfaction.

Medicine

012 CRANIAL CT INTERPRETATION BY SENIOR ED STAFF

G. Arendts, A. Manovel, A. Chai. Department of Emergency Medicine, St
George Hospital, Gray Street, Kogarah, NSW 2217

Introduction: Senior emergency department (ED) doctors are often
required to interpret cranial CT scans without radiologist input and
make clinical decisions based upon their interpretation.

Objectives: To determine the rate of misinterpretation of
noncontrast cranial CT scans by senior emergency staff. To classify the
clinical consequences of ED misinterpretations.

Methods: A 12 month blinded prospective study was performed in a
tertiary hospital ED. When interpreting noncontrast cranial CT scans
without radiologist input, ED consultants and registrars documented their
findings and these were compared to the subsequent consultant radiolo-
gist report (used as the gold standard) to calculate a discrepancy rate.
The authors then reviewed the notes of all patients with discrepant
reports and the consequences of the misinterpretation on patient
management were classified using a scale devised by the authors.

Results: A total of 1282 reports were included in the study, with 172
reports (13.4%) discrepant. There was no significant difference in the
discrepancy rates of ED consultants compared to registrars. In 70 of the
172 cases (40.7% of patients with discrepant scans, 5.5% of patients
overall) there were potential or actual clinical consequences of the mis-
interpretation by ED staff requiring changes in patient management.

Conclusions: The overall discrepancy rate between senior ED staff
and radiologist interpretation of noncontrast cranial CT scans is low,
but a large proportion of misinterpretations by ED staff may have clini-
cally relevant consequences.

013 RANDOMISED PROSPECTIVE COMPARISON OF
NON-CONTRAST ENHANCED HELICAL COMPUTED
TOMOGRAPHY AND INTRAVENOUS UROGRAPHY IN
THE DIAGNOSIS OF ACUTE URETERIC COLIC

J.A. Homer, D.L. Davies-Payne, B.S. Peddinti. Emergency Care, Middlem-
ore Hospital, Private Bag 93311, Otahuhu, Auckland, New Zealand

Non-contrast enhanced helical CT has become an accepted technique
for evaluating acute ureteric colic. The results of a randomized
prospective comparison of the accuracy, cost and radiation dose of
CT and intravenous urography IVU) are presented. All patients
presenting to the Emergency Department with symptoms and signs
suggestive or ureteric colic over a 16 month period (n = 242) were
randomized to CT or IVU. Follow up was obtained for 228 patients
(94%), with 14 patients (6%) lost to follow up. One hundred and
twenty three patients (54%) underwent CT and 105 (46%) had an
IVU. At follow up the sensitivity and specificity of CT were each 100%,
while those of IVU were 99% and 100%, respectively. Computed tom-
ography demonstrated seven of 26 (27%) potential alternative
diagnoses, whereas IVU suggested one of 23 (4%). Estimates of the
average effective dose were calculated for CT (4.95 mSv) and IVU
(1.48 mSv, 95% confidence interval (CI) 0.7–2.27). Radiation dose
and intravenous contrast material safety are discussed and the relative
costs are considered. Computed tomography is as accurate as IVU in
the diagnosis of acute ureteric colic. It confers certain major diagnos-
tic benefits, and is a fast, well-tolerated technique. Its accompanying
higher effective radiation dose is recognised.

014 A SNAPSHOT OF ASTHMA IN AUSTRALIA 2001

A.-M. Kelly, C.V.E. Powell, D. Kerr on behalf of the Snapshot of Asthma
2001 study group. Joseph Epstein Centre for Emergency Medicine
Research, Western Hospital, Private Bag, Footscray 3011

Aims: To characterize presentations due to acute asthma to Australian
emergency departments (ED), including their severity, treatment,
disposition and re-attendance rate.
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Design: Prospective, observational study.
Setting: 34 ED throughout Australia participating in Asthma Snap-

shot 2001 project.
Participants: Patients aged between 1 year and 55 years of age

presenting to ED with acute asthma between 20th August and 2nd
September, 2001.

Observations: Patient demographics, severity of acute asthma,
treatment, length of stay, disposition and re-attendance within one
month.

Data analysis: Descriptive statistics.
Results: There were 776 acute asthma presentations reported (476

children and 283 adults). Asthma severity (according to the National
Asthma Guidelines [NAG] classification) was mild: 61%, moderate:
35% and severe: 4%. There was overuse of ipratropium in both adults
and children for mild and moderate disease. For children, there was
underuse of steroids in the moderate and severe groups. Nebulisers
were the main method used for administering bronchodilators. Only 2
patients received aminophylline and use of magnesium and
adrenaline was rare. Ventilatory support was only required by 4
adults, of whom 2 were treated with CPAP. Over 70% of patients were
treated and discharged from the ED. 2% of patients required ICU
admission. The re-presentation rate was 13%.

Conclusion: There is a clear disparity between NAG recommenda-
tions for the treatment of acute asthma and treatment and disposition
described in this study. It is of concern that there is underuse of
steroids, unnecessary use of ipratropium, a low rate of spacer use and
a moderate re-presentation rate.

015 FURTHER VALIDATION OF A PROTOCOL TO
DETERMINE THE NEED FOR CARDIAC MONITORING IN
PATIENTS ADMITTED TO HOSPITAL WITH CHEST PAIN

A.M. Kelly, D. Kerr. Joseph Epstein Centre for Emergency Medicine
Research, Western Hospital, Private Bag, Footscray 3011

Aims: The Western Hospital chest pain protocol (WHCPP) assigns
patients requiring admission to monitored or unmonitored beds based
on initial ECG, cardiac enzymes and clinical condition. The aims of
this study were to further validate the WHCPP in terms of safety,
patient outcomes and bed utilisation.

Methods: This prospective, observational study for the period 3rd

May 1999 to 18th September 2000 included all patients admitted
from the ED with an admission diagnosis of ‘unstable angina’, ‘post
infarct angina’, ‘atypical chest pain’ or ‘chest pain for evaluation’.
Adverse outcomes were defined as death, myocardial infarction (MI),
cardiac arrhythmia, acute pulmonary oedema and recurrent
ischaemic chest pain occurring within 72 hours of admission. Patients
were risk stratified according to the AHCPR / NHMRC and WHCPP
and adverse events and bed utilization analyzed by intention-to-treat
analysis.

Results: 1410 patients were enrolled in the study (NMHMRC/
AHCPR risk classification: high 108, intermediate 1273 and low 29).
Applying the WHCPP, 779 patients (55%) would have been assigned
to unmonitored beds. There would have been 1 unexpected death
(0.07%; 95% CI 0.01–0.4%) and 6 uncomplicated MI (0.8%: 95% CI
0.4–1.7%) in the unmonitored group within 72 hours. Application of
the AHCPR /NHMRC guidelines, would have allocated all patients
who suffered an adverse event to a monitored bed but would have
demanded an additional 526 admissions to monitored beds.

Conclusion:This study suggests that selected patients with chest
pain can be safely managed in beds without continuous cardiac moni-
toring, resulting in considerable reductions in resource requirements.

016 IS SEVERITY ASSESSMENT AFTER ONE HOUR OF
TREATMENT BETTER THAN INITIAL ASSESSMENT AT
PREDICTING THE REQUIREMENT FOR HOSPITAL
ADMISSION FOR ACUTE ASTHMA?

A.M. Kelly, D. Kerr, C.V.E. Powell on behalf of the Snapshot of Asthma
2001 study group. Joseph Epstein Centre for Emergency Medicine
Research, Western Hospital, Private Bag, Footscray 3011

Aim: To determine if assessment of severity after one hour of treatment
is better than assessment at the time of presentation at predicting the
requirement for hospital admission for acute asthma.

Design: Prospective, observational study.
Setting: 34 ED throughout Australia.
Participants: Patients aged between 1and 55 years of age

presenting between 20th August and 2nd September, 2001.

Observations: Severity of acute asthma (National Asthma Guide-
lines (Australia)) and disposition.

Results: 759 patients had complete data at the initial assessment
and 716 at the one-hour assessment. Patients assessed as having
‘mild’ asthma at either assessment interval had a greater than 80%
chance of discharge from the ED. Patients assessed as ‘severe’ at
either assessment had a greater than 80% chance of requiring hospi-
tal admission. For this group, the one-hour assessment was better at
predicting the need for ICU/HDU with 36% of patients assessed as
‘severe’ at one hour requiring ICU care. For the group assessed
initially as ‘moderate’, this assessment was a poor predictor of the
need for hospital admission with 57% being admitted and 43%
discharged home. At one hour, 53% of this group had improved to
‘mild’, of whom 70% were discharged home. Those who continued to
have ‘moderate’ symptoms had an 80% chance of requiring
admission.

Conclusion: Assessment of asthma severity after one hour of treat-
ment is better than initial severity assessment for determining the need
for hospital admission in patient initially assessed as ‘moderate’ and
at predicting the need for HDU/ICU in patients initially assessed as
‘severe’.

017 A COMPARISON OF THE ANTEMORTEM CLINICAL
DIAGNOSIS AND AUTOPSY FINDINGS FOR PATIENTS
WHO DIE IN A TERTIARY HOSPITAL EMERGENCY
DEPARTMENT

A.E. O’Connor, J.T. Parry, D.B. Richardson, S. Jain, P.B. Herdson. C/o
The Emergency department , The Canberra Hospital, Yamba Drive,
Woden, ACT 2611, Australia

Objectives: To compare the antemortum clinical diagnosis and the
autopsy diagnosis for patients who died in the emergency department
of a tertiary hospital and to analyse any discrepancies which
occurred.

Method: A retrospective study conducted in an adult emergency
department in a university teaching hospital in Australia, for the period
January 1999 to September 2001.

Results: 95 patients died in the emergency department during the
study period. The Autopsy rate for the period was 77%, resulting in 73
patients being included in the study. In 53 % of cases, the clinical
diagnosis was identical to that of the autopsy. In 6.5 % of cases, the
post mortem examination showed a major diagnosis which, if known
before death might have led to a change in therapy and prolonged
survival (class 1 missed major diagnosis).The missed class 1
diagnoses were a myocardial infarction, a dissection of the thoracic
aorta, a pulmonary embolus and a traumatic ruptured diaphragm. In
35% of cases the post mortem revealed a diagnosis that, if known
before death, would probably not have led to a change in therapy
(class 2 error). In all but one of these cases, the patient presented in
cardiac arrest.

Conclusions: The autopsy is a valuable tool for education and
quality control in the emergency department. Given the nature of
emergency department work, the relatively small number of patients
with class 1 major missed diagnosis is reassuring, but serves to remind
us of the difficulties that arise in diagnosing some common life threat-
ening conditions in the emergency department.

018 DOES FAST TRACKING TO A CORONARY CARE UNIT
IMPROVE TIME TO THROMBOLYSIS FOR ACUTE
MYOCARDIAL INFARCTION?

D.G. Richards, S.J. Pearson. Emergency Department, Christchurch
Hospital, Private Bag 4711, Christchurch, New Zealand

Aim: By introducing a fast track protocol to our Coronary Care Unit
(CCU),we aimed to reduce time to thrombolysis in Acute Myocardial
Infarction (AMI).

Setting: A metropolitan tertiary referral centre with a catchment
population of 500,000.

Method: A prospective chart review of all patients presenting to
our Emergency Department (ED) with an AMI. Currently Christchurch
Hospital is unusual in Australasia, in that thrombolysis for AMI is not
routinely initiated in the ED. Christchurch, however has a relatively
high angioplasty rate with approximately 25% of patients with AMI
receiving primary angioplasty. We were concerned that patients suit-
able for reperfusion therapy might be encountering delays in time to
thrombolysis that were unacceptable, given the current guidelines for
door-to-needle time of 30 minutes. The first 6 months looked at time to
thrombolysis, where patients were seen in the ED and referred to
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CCU. The second 6 months looked at time to thrombolysis after initia-
tion of a fast track system, where patients identified as having an AMI
by Emergency physicians are transferred directly to CCU. Results will
be presented and compared with the data from the NATDAT study,
which incorporates data for AMI patients from over 40 hospitals in
Australasia. There will also be discussion on the evolution of
indications for primary angioplasty in our institution. Is it beneficial for
overall patient outcome to keep expertise and decision-making in one
Department or two?

019 SUCCESS OF ACUTE ANGIOPLASTY IN ACUTE
MYOCARDIAL INFARCTION IN A PRIVATE HOSPITAL
WITH AN EMERGENCY DEPARTMENT

A. Yuen. Emergency Dept, Epworth Hospital, 34 Erin Street, Richmond,
Victoria 3121

The Coronary Care Unit at Epworth Hospital is the only Unit in
Australia which provides a 24 hour angioplasty service for practically
all cases of acute myocardial infarction which fulfil the criteria for
thrombolysis, according to National Audit of thombolysis (NATDAT)
Study researchers.

This 500 bed private hospital in inner Melbourne saw 20,522,
24,917 and 27,487 patients respectively over the three years 1998,
1999 and 2000. The total number of acute myocardial infarctions in
those 3 years was 357, of which 196, fulfilled the criteria for acute
thrombolytic therapy.

Acute angioplasty with or without stent was carried out on 184 of
these patients. Acute thrombolysis was used when both catheter thea-
tres were already occupied, when a patient refused consent for the
procedure or when a patient’s outside cardiologist requested it.

The location of the infarct was anterior in 20%, posterior 25%
“other” in 55% of cases.

The ratio of males to females was 1.85:1. The mean age of males
was 65.5; the median being 70. The mean age of females was 76.5;
the median being 77.

Time to Thrombolysis varied over 1998, 1999 and 2000 with a
mean of 61, 65 and 75 minutes over the period, a median of 52, 50
and 55 minutes and the percentage arriving in the catheter theatre
within 60 minutes of 52.3%, 63% and 55.8%. These times were
measured from triage time and included some patients who had nor-
mal electrocardiograms done on arrival but who developed ECG
changes (3 posterior, 4 anterior) or elevation in cardiac enzymes
while being monitored in the Emergency Department.

Overall 60.4% were catheterised within 1 hour, 73.5% within 90
minutes and 92.7% within 2 hours.

In 1998 and 1999, the success rate measured by recanalisation of
occluded vessels was 95%, while in 2000, it was 98.7%.

It is therefore possible in a private hospital with an emergency
department to provide definitive angioplasty for acute myocardial inf-
arction on a 24 hour basis and to achieve an excellent recanalisation
rate.

Paediatrics

020 HOW DO MIXED EMERGENCY DEPARTMENTS
COMPARE TO TERTIARY PAEDIATRIC CENTRES IN
THEIR MANAGEMENT OF ACUTE MILD TO MODERATE
PAEDIATRIC ASTHMA?

C.V.E. Powell, J. Raftos, D. Kerr, P. Rosengarten, A.M. Kelly on behalf of
Snapshot of Asthma 2001 study group. Joseph Epstein Centre for
Emergency Medicine Research, Western Hospital, Private Bag, Footscray
3011

Objective: To compare management of paediatric asthma in tertiary
paediatric emergency centres (TPC) to management in mixed
adult/paediatric (MAP) emergency departments (ED).

Design: Prospective, observational study in 34 Australian ED.
Subjects: patients aged 1 to 15 years, presenting to ED with mild-

moderate acute asthma, between 20th August and 2nd September,
2001.

Observations: Demographics, severity of episode, treatment,
length of stay and disposition.

Data analysis: Descriptive statistics, chi-square.
Results: 463 presentations were recorded (226 in TPC; 237 in

MAP). Children were younger and more likely to be admitted to hos-
pital in a TPC (p<0.01). Asthma severity, lengths of stay and represen-
tation rates were similar. TPC used salbutamol (82.8% vs 71.4% p =

0.03) and spacers (83.3% vs 26%; p<0.0001) more commonly for
mild cases. For moderate asthma, spacers were more likely to be used
in TPC (53.2% vs 13.2%; p<0.0001). Ipratropium was widely used
more so in MAP (54.6% vs 41.7% p=0.01). Oral steroid use was
similar (69% vs 67%). Inhaled steroids on discharge were more likely
to be used by MAP centres (P<0.01). There was no difference in CXR
frequency.

Conclusion: The management of acute paediatric asthma in TPC
and MAP is very similar. There is underuse of oral steroids. MAP were
more likely to use ipratropium, but it was overused in both treatment
environments. Spacers and salbutamol are more likely to be used in
TPC. Controlling for severity, children are more likely to be admitted in
a TPC.

021 TOPICAL LOCAL ANAESTHETIC APPLICATION TO
WOUNDS IN CHILDREN. DOES APPLICATION AT THE
TIME OF TRIAGE DECREASE THE OVERALL TREATMENT
TIME IN THE EMERGENCY DEPARTMENT?

S. Priestley, A-M. Kelly, L. Chow, C. Powell, A. Williams. Joseph Epstein
Centre for Emergency Medicine Research, Western Hospital, Private Bag,
Footscray 3011

Objective: To determine whether application of topical local
anaesthetic at triage reduces total treatment time for children with sim-
ple lacerations.

Design: Prospective, randomised, double-blind, controlled trial
Setting: Urban paediatric emergency department
Participants: Children aged up to 12 years with simple

lacerations. Exclusions were wounds to digits, ears, penis, nose,
mucous membranes; wounds close to the eye, deep wounds involving
bone, cartilage, tendon, vessels; wounds greater than 6 hours old;
allergy or previous reaction to local anaesthetics; trivial wounds
unlikely to require any intervention; previous anaesthesia to the area
before presentation and failure to obtain consent.

Intervention: Randomised to application of adrenaline 1:1000;
lignocaine 4%; amethocaine 0.5% (ALA) or adrenaline 1:1000 solu-
tion at triage.

Measurements: The primary outcome measure was total treatment
time (discharge time – triage time). Secondary outcomes were the pro-
portion of children in each group requiring sedation and subgroup
analysis by mode of wound closure.

Analysis: Mann-Whitney U test comparing times, Chi square com-
paring sedation rate.

Results: 161 patients were eligible for analysis (84 ALA, 77 con-
trol). Sixty-five were sutured, 84 treated with glue, 6 had steristrips
and 6 no formal closure. The median treatment time for the ALA group
was 77 minutes compared with 108 minutes for the control group
(p=0.001). There was no difference in requirement for sedation
between the groups.

Conclusion: The application of ALA at triage significantly reduced
total treatment time for children with simple lacerations.

Toxicology

022 RANDOMISED CLINICAL TRIAL OF ACTIVATED
CHARCOAL FOR THE ROUTINE MANAGEMENT OF
ORAL DRUG OVERDOSE

G.M. Cooper, D.G. Le Couteur, D. Richardson, N.A. Buckley. Emergency
Department, The Canberra Hospital, Yamba Dr, GARRAN ACT 2605

Objectives: Activated charcoal (AC) may have a role in the manage-
ment of certain oral drug overdoses but it is questionable whether it is
effective in the routine management of overdose. This trial addresses
the issue of the routine use of activated charcoal on patient outcomes
in hospital.

Methods: Prospective randomised open label clinical trial in mixed
tertiary Emergency Department. Inclusion criteria: Patients over 16
years presenting with oral drug overdose. Exclusion criteria: Presenta-
tion within one hour of ingestion of a highly lethal substance (e.g.
large amounts of tricyclics, antineoplastics, aspirin or cardioactive
agents). Patients were randomised to either activated charcoal or no
decontamination. All patients received routine supportive therapy.

Results: Some 330 patients were entered over a 16 month period.
There was no significant difference between AC and no AC in terms
of length of stay (15.1 ± 30.0 hrs vs 10.9 ± 13.9 hrs (p = 0.09)) or
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mortality (0/165 vs 1/165 (P=NS)). The incidence of vomiting and
other complications was similar in the two groups.

Conclusions: This trial suggests that routine administration of AC
following oral overdose is not associated with improved patient
outcome, although it does not exclude a role for AC within one hour
of a significant highly lethal drug ingestion. This supports the recent
AACT/EAPCCT guidelines that suggest activated charcoal should not
be given routinely and administered only within one hour of ingestion
of a substantial amount of a toxic substance known to bind activated
charcoal.

Pre-hospital: EMS

023 HIGHLY TRAINED PARAMEDICS IMPROVE SURVIVAL
FROM OUT OF HOSPITAL CARDIAC ARREST

R. Bonham1, T. Johnston2, E. Enraght-Moony2. 1Queensland Ambulance
Service; 2Australian Centre for Pre-hospital Research

Between 1995 and 1999 there was a doubling of hospital discharge
survivors from out-of-hospital cardiac arrests (OHCA) attended by the
Queensland Ambulance Service (QAS) from 42 to 84 patients,
despite only a 22% increase in the number of arrests. This major
improvement in outcome coincided with the introduction of a top tier
of “Intensive Care” paramedics (ICPs). In 1999 approximately 4% of
QAS operational staff were ICPs, with skills including IV adrenaline
and endotracheal intubation. All other officers can defibrillate. We
have analysed the 1999 data to ascertain if the improvement is just an
improvement in overall care or if there are specific benefits of ICP
officers. We compared survival rates for patients receiving any care
(including delayed back-up) from ICP officers, to those receiving care
only from other officers. ICPs attended 44% of arrests but were first on
scene in only about 10%. The data shown in the table is for resuscita-
tion attempts in adults with presumed cardiac aetiology, including
shockable or not, witnessed or not, and pre-ambulance CPR or not.

In Queensland in 1999 top-tier paramedic attendance at an OHCA
improved the pulse at hospital rate by 43% and the hospital discharge
rate by 29%.

024 THE EFFECTS OF PRE-AMBULANCE CPR ON SURVIVAL
FROM OUT-OF-HOSPITAL CARDIAC ARREST

R. Bonham1, T. Johnston2, E. Enraght-Moony2. 1Queensland Ambulance
Service; 2Australian Centre for Pre-hospital Research

Current teaching is that survival from Out-of-Hospital Cardiac Arrest
(OHCA) declines linearly by about 10% per minute, and that CPR
“buys time” by slowing this rate of decline. These principles are based
on a large American study but may not be applicable in different
Emergency Medicine Systems with different rates of CPR and
witnessed arrest, and longer response times and lower success rates.
This paper presents the 1999 Queensland data, with “pulse at hospi-
tal” and “discharge alive” outcomes for 1,991 resuscitation attempts
(adults, presumed cardiac aetiology) analysed according to response
time, and whether they received pre-ambulance CPR or not.

Our main findings were somewhat different to expectations:
1. Survival by response time was an exponential relationship,

rather than linear.
2. With pre-ambulance CPR, pulse at hospital rate was 14% for

response times of 0–3 minutes, falling to 7% for response times over
10 minutes. The corresponding discharged alive rates were 6% and
3%.

3. Without pre-ambulance CPR, pulse at hospital rate was about
8% and discharge alive rate about 3%, with response time having
only a marginal effect.

4. Pulse at hospital rate with CPR was about 50% better than with-
out CPR at low response times but there was no benefit with times over
10 minutes.

5. Discharge alive rates are about double with CPR with short
response times but this benefit falls to zero after 8 minutes.

In summary, CPR significantly improved survival with response times
of up to about 8 minutes but provided no benefit for responses longer
than 10 minutes.

025 “TELEMEDICINE”: THE KISS PRINCIPLE: SUCCESS OF A
PROGRAMME IS INVERSELY PROPORTIONAL TO
COMPLEXITY: LEARNING FROM FAILURE. ANALYSIS
OF THREE YEARS OF REMOTE SUPPORT TO PAPUA
NEW GUINEA

A. Dent. c/o Department of Emergency Medicine, St. Vincent’s Hospital,
41 Victoria Parade, Fitzroy, 3065, Victoria, Australia

An emergency department is an ideal site for providing telemedical
service due to the expertise of staff, 24 hour availability and access
through Emergency to other specialist disciplines.

An Emergency ‘Telemedicine’ Service established at St. Vincent’s
Hospital, Melbourne, Australia, using real-time video conferencing
and teleradiology in 1997 failed because of lack of uptake by poten-
tial users in rural Victoria, each consultation averaging a cost of
$10,000 over the life of the project.

However, the project re-emerged with simpler technology when a
community in Papua New Guinea requiring medical assistance
approached the Hospital.

Over 800 consultations have taken place in 36 months between
September 1998 and December 2001 between remote area nurses
located in Papua New Guinea and St. Vincent’s Hospital, Melbourne.
Most of these have been by telephone from nurse to doctor about fairly
straightforward medical problems, with exceptions.

380 digital photos on 134 patients have been sent over the Internet
to assist consultation. These have been mainly of wounds, rashes and
abscesses. On occasions these images are forwarded for further opin-
ion to an appropriate specialist.

Twenty-two brief digital video-clips on eight patients have been
sent, of pneumonias and the septic child, a movement and gait disor-
der, meningitis, urinary fistula and tetanus.

In addition, there have been over 600 e’mail communications,
transmitting typed clinical information on patients only.

Cheap and easy to use technology over the internet with a remote
community with need has ensured ongoing use of the service. For a
programme to be sucessful, the right combination of remote need and
population, central expertise, availability and simple technology is
required, keeping it simple.

026 EMERGENCY AEROMEDICAL SERVICES IN NORTH
QUEENSLAND. A RURAL/REMOTE PERSPECTIVE

M. Elcock. PO Box 212, Belgian Gardens, Townsville, Queensland 4810

North Queensland is a unique rural and remote part of North
Australia. It is a tropical/subtropical region with rainforest, extensive
grasslands, semiarid plains and remote desert. It encompasses an
area of more than 750,000 square kilometers and has a population
of only 550,000 people. Of this, 150,000 live in Townsville, the
Capital of North Queensland. The population is diverse with a large
proportion of indigenous Aboriginal and Torres Strait Islander peoples
and communities.

North Queensland presents a wide patient case mix with tropical
diseases, unique environmental hazards, and remote communities.
Injuries and disease associated with industrial processes, mining,
agriculture and tourism are also well represented.

Queensland Health has divided Queensland into three Zones;
Northern, Central and Southern. The Townsville Hospital in Townsville
is the referral centre for the Northern Zone which covers all of North
Queensland. It is a tertiary level trauma centre with a level 6
Emergency Department (ED). This ED is responsible for the clinical
coordination and medical resource provision for critical care
emergency retrieval services in the Northern Zone.

Large distances to both primary care, country hospitals often staffed
by a junior doctor, and definitive care with long flight times are asso-
ciated with the remoteness of this area. Patient care in this
environment provides unique challenges and can be very different to
those experienced in regional and especially urban services.

This presentation outlines Queensland Health’s aeromedical
services and assets in North Queensland and more specifically the
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Calendar year 1999 ICPs All other officers

Resuscitation Attempts 559 631
Pulse at Hospital 20.6% 14.4%
Discharged Alive 8.0% 6.2%
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retrieval services based at The Townsville Hospital Emergency Depart-
ment. Five Emergency Physicians clinically coordinate more than
1400 patient retrievals per year, with Emergency Physicians and
emergency medicine training registrars providing the critical care
expertise to medically staff these retrievals.

027 BENCHMARKING AMBULANCE CALL TO NEEDLE
TIMES FOR THROMBOLYSIS AFTER MYOCARDIAL
INFARCTION IN VICTORIA

A.-M. Kelly, D. Kerr, I. Patrick, T. Walker on behalf of the Call to Needle
Time Study Group. Joseph Epstein Centre for Emergency Medicine
Research, Western Hospital, Private Bag, Footscray 3011

Background: The British Heart Foundation has recommended that eli-
gible patients with acute AMI should receive thrombolysis within 90
minutes of calling for medical assistance. The purpose of this study
was to compare the performance of a state-wide emergency service to
this benchmark. A secondary objective was to determine the validity
of this benchmark with respect to mortality.

Method: This combined retrospective and prospective analysis
included patients who presented by ambulance to the Emergency
Department of a participating Victorian hospital for the periods
1/1/99 to 30/6/00 and the year 2001 [ongoing] and received
thrombolysis for AMI within 12 hours of symptom onset. Call to needle
time (CTN) was defined as the time between calling the ambulance
service and commencement of thrombolysis.

Results: For the 477 patients analysed, the median CTN was 81
minutes, range 34 to 396 minutes. 65% of patients were treated
within the 90-minute benchmark. There was a significant difference in
mortality between patients with a CTN greater than and less than 90
minutes (p=0.002), but not between those with CTN less than 60 min-
utes compared to between 61 and 90 minutes. The relative risk of
mortality for patients treated outside the 90-minute benchmark was
2.6 (95% CI 1.463–4.781).

Conclusion: This study validates the BHF benchmark for CTN. This
benchmark is not being met for 35% of patients in the study region,
with potential impact on mortality.

Disaster

028 INTER-AGENCY ISSUES IN THE WORLD TRADE CENTER
DISASTER

D.A. Bradt. Dept of Emergency Medicine, Royal Melbourne Hospital, PO
Box 2009, Parkville 3050, Victoria, Australia

The World Trade Center disaster killed over 3000 persons, destroyed
7 buildings, and caused direct material damage in excess of $US 8
billion. Major physical damage extended over 24 square blocks with
lesser damage extending for two miles. Site hazards included 25
natural and man-made phenomena both immediate and delayed. Dis-
aster management involved over 40 different governmental agencies
organized through an ICS, an EOC, and ground zero site operations.
Over 500 multi-agency responders converged per shift at ground
zero.

This paper examines inter-agency issues paying particular attention to:
1. mechanism of secondary destruction
2. hazard analysis
3. critical public health issues
4. allocation of technical responsibilities
5. development of technical consensus
6. worker illness and injury surveillance
7. overall inter-agency strengths and weaknesses

The panel culminates with 20 recommendations for lead agencies
in clinical and mass care.

029 THUNDERSTORM ASTHMA: EMERGENCY DEPARTMENT
RESPONSE TO A MEDICAL DISASTER

S. Curran. RMB 500 Tumbarumba RD, Via Wagga Wagga, NSW 2650

Changes in weather conditions are well recognised to induce asthma
in susceptible individuals.

There are documented associations between thunderstorms and the
incidence of asthma epidemics in Australia and the United Kingdom.

The Riverina region,situated in South West New South Wales, Aus-
tralia experiences seasonal spring thunderstorms that are related to
the occurrence of asthma epidemics. Over the last 15 years, there
have been five such epidemics documented by Wagga Wagga Base
Hospital (a major non metropolitan referral hospital) The most recent
epidemic, directly related to a thunderstorm in the area involved the
management of 297 patients in a 24 hour period, 193 of whom had
asthma. Average daily attendance at the time was 77 patients.

A number of predictive models have been developed to allow
adequate preparation of the Emergency Department and activation of
the department’s Asthma Disaster Plan .Traditional models have
involved clinical acumen of senior staff, with newer models emphasiz-
ing prediction algorithms based on interdisciplinary research.

Occurrence of asthma epidemics has been shown to depend on the
type of thunderstorm and the pollen load at the time of the storm ,with
longer range predictions dependent on proximal and distal climatic
conditions.

Subsequent investigations have shown that the vast majority of
patients presenting during an epidemic are allergic to rye grass pollen
and have not previously been diagnosed with asthma.

A number of innovative preventive public health strategies have
been implemented to attempt to reduce the number of presentations
during thunderstorms The Emergency Department and hospital
response is based on a specific medical modification of the Hospital
Disaster Plan.

An overview of thunderstorm asthma will be presented which will
detail available predictive models, the value of the current models and
the resources required to respond to an overwhelming influx of medi-
cal patients.

Plenary

030 RULE OUT CORONARY SYNDROME

P.A. Cameron. Emergency Department, PO Box 2009, Royal Melbourne
Hospital, Parkville, 3050, Australia

Chest pain accounts for 5–10% of presentations to EDs in Australasia
and approximately 5% in USA. Despite advances in diagnostic tech-
niques for coronary syndrome EDs are at high risk of misdiagnosis
and millions of hospital bed days are wasted by unnecessary admis-
sions.

The diagnosis of coronary syndromes is problematic because 30%
of AMIs are silent, the majority of chest pain presentations are
non-cardiac and non-cardiac causes of chest pain may be significant.
There is a mountain of scientific literature but no consistent approach.
Investigations available in the ED are not definitive.

The aim of the ED physician should be to risk stratify patients for
short term adverse events as quickly and accurately as possible. Sec-
ondly to treat coronary syndromes as soon as possible according to
best evidence.

The tools available include history, examination and investigations.
The history is useful to group patients into risk categories especially in
conjunction with population risk factors (age, sex, smoking etc). Exam-
ination has little role. Investigations include basic x-ray and ECG
along with biochemical markers. X-ray is useful to exclude other
diseases and ECG is central to risk stratification.

Troponins re now the most commonly used markers for additional
risk stratification however interpretation of results, timing of tests and
usefulness of combining with CKMB are controversial. Bedside tests
are accurate and should be routine where turnaround times are
greater than 1 hour. Other markers such as myoglobin, CKMB
isoforms and CRP have not fulfilled expectations. Provocation tests to
further risk stratify are essential for the intermediate risk group,
however practice varies considerably according to availability and
expertise of institutional providers. Exercise ECG stress tests are
neither sensitive nor specific.

The disposition decision from ED is based on risk stratification.
Admit/Discharge: if admit – monitor/non-monitor; ward/CPU/CCU.
There is mounting evidence that many patients are monitored unneces-
sarily. Hospital LOS and inappropriate testing can be significantly
reduced with a protocolised approach to this common condition.
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Workshop

031 DIFFICULT CASES: ETHICAL DILEMMAS

M. Ardagh. Christchurch School of Medicine, Christchurch, New Zealand

Emergency Medicine and Medical Ethics are not well acquainted. The
reasons for this are varied, but include the following;

In the Emergency Department, urgency and impaired patient compe-
tence lead many of us to believe that moral, philosophical
deliberations are neither possible nor relevant. Furthermore, there is a
perception that law is more important than ethics in determining which
is the right way to treat a patient. This perception is associated with
poles of opinion ranging from the assumption that law and ethics are
unrelated to the belief that they are the same.

However, we in the Emergency Department are pragmatic people.
We should let the lawyers debate and the philosophers deliberate,
and simply get on with the job. To do this we need some simple, eas-
ily applied ethics tools so that we are confident that we are doing the
right thing and comfortable that the law would be on our side, should
someone beg to differ. In this workshop we will discuss some cases
illustrating common ethical dilemmas we encounter in the Emergency
Department and in the process, we will develop an “ethics toolkit” for
use there. The workshop will be case-based, relevant, pragmatic and
of interest to all who work in Emergency Departments.

032 ALCOHOL RELATED EMERGENCIES

A. Dent. St. Vincent’s Hospital, 41 Victoria Parade, Fitzroy, 3065, Victo-
ria, Australia

Alcohol has accompanied mankind as a mixed blessing since early
history, and even in the bible has been associated with family
dysfunction. Up to 40% of Emergency department attendances may
be associated in some way with alcohol consumption. Almost every
organ of every body system can be affected either acutely or chroni-
cally.

Common emergency department presentations directly related
include acute alcohol intoxication with altered conscious state,
seizure, acute gastrointestinal emergencies, pancreatitis, acute hepa-
titis, hypoglycemia and alcoholic ketoacidosis. Behavioural changes

with aggression, hallucinosis, agitation and stupor provide manage-
ment challenges in the ED setting. Sobering up centres have been tri-
alled with some success in some jurisdictions for management of
public drunkenness as an alternative to police cells or emergency
departments.

Emergencies also occur from substitution of alcohol with other sub-
stances. Additive affects of alcohol and benzodiazepines are a
significant risk factor in death from heroin overdose.

Common chronic co-omorbidities are social isolation, liver disease
and coagulation disorders, gastro-intestinal haemorrhage, acquired
brain injury, malnutrition including vitamin deficiencies, sepsis,
cardiomyopathy, pulmonary aspiration, myopathy and peripheral
neuropathy and cerebellar degeneration.

Controversies exist in the management of alcohol related seizure
and acute withdrawal, with simple sedation with benzodiazepines
favoured, phenytoin having little place. The Alcohol Withdrawal Scale
(AWS) is a useful tool for medicated acute withdrawal.

033 DOMESTIC VIOLENCE AND THE EMERGENCY
DEPARTMENT

J. Vinen. Royal North Shore Hospital, St Leonards, NSW 2065

Violence in all of its forms including domestic violence (violence
involving relatives and partners in the domestic environment) is an
every day occurrence. Many of the patients presenting to the ED when
questioned admit to being the subject to domestic violence in the past.
Few present as a direct result of injuries or other reasons as a result of
domestic violence.

Whilst females make up a majority of patients presenting having
been exposed to domestic violence in the past. Males are not immune.

A study involving 64 randomly selected nursing shifts in the ED over
a two month period found that adult domestic violence was reported
by 19.3% females and 8.5% of males. Evidence of under reporting
was identified.

The results confirmed evidence from other studies indicating that
experience of abuse as a child was a risk factor for being in an abu-
sive relationship as an adult.

The patient’s background, socioeconomic status and ethnicity did
not alter the incidence.

Findings of the study together with a review of the literature will be
presented.
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