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Our Mistake

Last Issue, we made a serious mistake. Some coples of
CAEP REVIEW 3 (1) contalned an advertising insertion
inadvertently placed In the middle of the centrefold
advertisement, Fortunately, few of the copies malled

to subscribers contained this eror. However, it was
clearly our mistake and we sincerely regret any
confuslon or misunderstanding that it may have
caused. We also greatly appreciate the )
understanding shown by the advertlsers involved.
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Residents Corner

At last October's meeting of the
Resident's Commlttes there appeared
to be some confusion as fo the structure
and function of the Resident’s
Committee within CAEP. Several
misunderstandings were idenfified

(1) the belief that the Resident’s
Committee is a separate association
with input to CAEP analogous to the
relationship between EMRA and ACEP
in the US; (2) a fear that the Resident
Committee is dictated to and
controlled by the executive of CAEP.
Clearly these misunderstandings have
arisen froma general lack of knowledge
of the CAEP consfitution | should like to
clarify some of these points

The CAEP constitution outlines the
structure and function of the Resident's
Committee. (1) Appointments: “the
executive may appoint standing or
other committees to assist the executive
in fts work . . "(IV-1). (2) Structure: “All
resident and student members of the
Association shall be considered to be
members of this Commitee. This
committee shali be chaired by a
Resident Memberwho is nominated by
the Executlve, affer consultation with
the Resident Committee, and ratified by
the meambership at the Annual

Meeting “(iv-8) (3} Funclion: **. . . shall be
to conslder all matters of interest and
relevance 10 frainees in Emergency
Medicine programs and to make
suitable recommendations to the
Executive”(IV-8). Further “*Resident
members shall enjoy the privileges of
membership, the right to vote at the
Annual Meeting and to hold appointed
office. They shall not be entitled to hold
elected office . . .“(1-8)

Thus the Resident chalrman is an
appointee of the executive, as are all
the other standing committee
chailrmen. Consequently, while Invited
to attend Executive Mestings. the
Resident chaimnan has no voting power
on the Executive. Of inferest is the fact
that only the Resident Committee offers
nominations for chalman from the
committes ifself. The Nominating

Committee fulfiils this function for all
other standing commitiess

When the Resident Committee waos first
established by the founding membaers of
CAEP, It was their intention that it fulfill
the following functions: (1) as aforum for
resldents o communicate areas of
interest and concem with one another,
(2) to bring to the attention of the CAEP
Executive issues pertinent fo residents
that CAEP may not be aware of, (3] to
stirmulate an interest in CAEP among
residents that woulkd, in the future, lead
to invelvement on other committees or
on the Executive as resldent members
progress to become active members. it
Is strongly felt that future CAEP
{eadership wili evoive from resident
ranks.

Until recently, the Resident Cornmittee
has been relatively inactive, likely due
to a general disinterest onthe parf of
the Resident membership. This attliude
has certainly been reversed as
evidenced by the keen Interest shown
at the Resident meeting in October. As
a result of that meeting, there are now
designated resident representatives
from all EM training programs: Don
Livingstone, vice-chairman (London),
Francois Cousineau (Kingston), Deirdre
Anglin (Montreal), Chares Vanderwafer
(Ottawa). and myself, chaiman
(Caigary).

Recently, two resident representatives,
Don Livingstone and Francols
Couslneau, altended a CAEP Executive
meeting In Toronto af which resident
matters were discussed at some length.
The conclusions reached were (1) fo
support the role of the Resident
Committee as outlined in the
Constitution, (2) to encourage resident
particlpation in all Executive meetings
by the presence of the Resldent
chairman or resldent reprasentatives
whenever financially and
geographically feasible. The latfer
proviso is a result of CAEP's rather limited
financiai resources in providing

transportation across Canada to
Resident members,

What needs to be determined now Is
the function of the Resident Committes
within the broad guidelines outlined In
the constitution. In order to aliow all
residents to have some input as to the
direction that the Resident Committee
should take and the Issues that it should
concem itself with, a questionnaire is
being sent to all the resident
represantatives. | hope to communicate
the results In the next issue of CAEP
Review.

If you have any concems, questions or
disagreements please feel free fo
contfact me

Dr. ingrd Vicas
Chaimperson, Resident Committee

~ CALL FOR
ABSIRACTS
FOR 1982
CAEP
CONFERENCE

Abstracts of original scientific
papers relating directiy to
Emergency Medicine will be
considered for presentation at
the 1982 CAEP Conference to
be held September 28th-30th,
1982 in Calgaty, Alberta.

Abstracts should be
submitted fo:

Dr. M. Hodsman,
¢/ ¢ Foothills Hospital,
1403 29th St. N.W.
Cailgary, Alberta T2N 219.
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President’s Notebook

The President-Elect, Rocco Gerace, and
| had the recent pleasure of visifing with
the Board of The American College of
Emergency Physiclans in Dallas. The
meeting took place over a four-day
pericd and involved both a longrange
strategic planning session and a normal
Board Meeting. Both Roecco and | found
the experience enlightening and
heipful to the future endeavors of The
Canadlan Association of Emergency
Physicians

The longrange planning session
tnvolved a workshop with a professional
planring firm. This helped us organize
the Ideas and problems into ¢ format for
which programmes couid be
developad which meet stated
objectives. The process essentially
Involved taking all the Issues and
problems facing The American College
of Emergency Physiclans, priorzing
them, then deciding which of the issues
could be met with glven resources
Longrrange planning is viewed as what
the organization should discuss In the
next three to five years There are many
similartties in the endeavors and
problerms of The Amencan College of
Emergency Physlcians to our own
organization, We felt that it was o
worthwhile project to endeavor to
create dsirmllar set of clrcumstances
and along-range planning session In
Canada In the near future. It Is curhope
to make this a major part of the next
Executive Meeting, scheduled to be
held in Vancouver in the month of Apiril.
At the American College of Emergency
Physiclans Board Meefing, we had an
opperunity to discuss intemational
rmembership and the Annals of
Emergency Medicine with the ACEP
Adminlstration and Executive. These
issues are cumently being dealt with at
the subcormmittee level of the ACEP
Board. The process is a very reasonable
one, but involves a good deal of time

constdering the Board meets only  few
times a year Thus, currently the financlal
impact of Infemational membership
and the fumishing of the Annals to The
Canadian Association of Emergency
Physlcians at a bulk rate, either tied or
not fied to intemational membership, is
being discussed. The deliberations are
scheduled to be reported at the next
ACEP Board Meeting, after which we will
report back to you. Again, the process
takes fime, and if your subbscription to
the Annals Is dus in the next month or
two, | would certainly renew it. it Is
unlikely we will have the process of
negotiation and ratification completed
prior to our next Annual Meeting in
September

Fnally in this report, lwould like to
communicate with you regarding the
Issue of exam preparedness. [t is never
too early to begin the process of
expanding one’s depth of knowledge in
a given field. Currently, The Royal
College Specialty Commitiee on
Emergency Medicine is looking at the
possibility of acquiring paris of the
Arnerican exam, which would moke up
a portion of the proposed Canadian
examination process. Once these
negofiations ore finalized, a further
mesting of the Speclaity Committee will
be necessary. The concluslons will then
go to the Accreditation Committee and
finally, on to The Royal College Council.
[ am as yet uncertaln as to the fime
frame, but hope this process would be
completed within the year. An
examination would follow within some
months of the completlon of the above
process.

| belleve it is important that the
membership understand the eligibility
requirements and the breadth and
depth of knowledge involved in the
process. When all deliberations are
complete, the written requirements will
be widely publicized. In the meantime, |
would suggest that study groups and a
look to the future would be appropnate,
Depth is an Inferesting issue and it has
been looked at in several of the
university centers in Canada in terms of

examinations, In particular, centers with
residents in training In Emergency
Medlcine. As a philosophy, it would be
impoertant that a physician studying in
depth In Emergency Medicine would be
axpected 1o parform on written and oral
examinations to the same level as a
fellowship condidate in any other
speclalty. For example, If you are
presented with a case clinical scenarlo
such as a chlld with meningitls, you
would be expected to display a level of
knowledge comparable to a fellowshlp
candidate In Paediatrics up o and
including the care involved in the early
invesfigation and management of that
pahient. When it comes time to talk
about the chronic and long-term
complications of meningitls, and how
they might direct the care of the child
over subsequent months and years, the
knowledge of the Emergency Physician
Is golng to be expected to slip behind
that of the Paedlatrician. However, |
believe this example Hllustrates the
depth we suggest is approptiate in
emergency care. | hope thiswlll help
you plan your studying process
constructively. With each Executive
Meeting. we plan 1o explore this issue
with the local Emergency Physicians in
each of the centers we visit. Also, we
wolild cerfainly appreciate written
questions and suggestions from the
membership

| shail look forward to communicating
with you again in the next issue,

G. Powell, M.D.
President
February 8, 1982
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Editorial

A Time For Leadership

The termble human toll on Canada’s highways continues
relatively unabated. A year ago on these pages, Dr. Wiillam
Ghent re-counted the grim dimensions of the problermn while
frauma Is exceeded by both heart disease and cancer in
terms of the number of deaths per year, frauma claims its
victim much earlier — in the second and third decades mostly,
In 1976, cancer accounted for the loss of 135,000 persons
yedrs, heart disease — a 192,000, while fully 234,000 person
years were wasted by trauma. These gruesome statistics did
not begin to relate the cost In terms of long-tem disabiilty as
aresuit of frauma.

The past decade in Canada haos seen a slight reduction in
traffic mortalities in different jurisdictions. Govemments claim
this to be a result of seat belt legislation, motorcycle helmet
legislation and speed limit legislation. However, seat belt
compllance continues to be as low as 40-55% In many
communities, even though an innovative program of
enforcement and public education In Offawa Carlton has
shown the potential for significant long-term improvements in
complionce rates.

Clearly, leadership is nesded from the medical cormmunity to
continue and improve efforts aimed at prevention.
Emergency Physicians have a responsibility to speak out, and
to advocate for, improved enforcement and compliance with
seat belt legislation, as well as In the continuing battle with
the drinking driver

But there will always be sorme Canadlans who wiil fall off their
motorcycles, and there will always be others who will drink
and drive their cars info one another or off the road. How
prepared the medical community is for these patients in their
first few houms affer injury Is ciitical Perhaps more than in any
other area of medicine, what we as physicians do, has a
significant, measureable Impact on outcome:

There Is now an opportunity for Emergency Physicians in
Canada to play a crucial role in improving the prepparedness
of the medical community for frauma patients. Two major
developments are taking place in the field of frauma in which
we have a very direct interest — the development of Trauma
Centres and the beginning of Advanced Trauma Life Support
(AT.LS) training in Canada

Trauma Centres are a concept long overdue in Canada.
Studies from Orange County, California, as well as experience
at Canada’s oldest Regional Traurna Unit, The Sunnybrook
Medical Centre, in Toronte, have shown clearly that an
organized, systematic approach to the management of
tfrauma patients does make a difference in outcomes. Equally
apparent, for those In the fisld, Is the recognition that a major
contrlbuting factor to our lack of preparedness is, plainly

stated, specialty chauvinism, It has taken us far too long to
leam the lesson that trauma Is not a “neurosurgical disease”,
an “orthopedic disease”, a “thoracic” “abdominal” hor
“‘general surgical disease” Trauma Is a mulfisystern disease
which is best managed by an interdisciplinary team. There s a
world of difference between the patlent with an isciated
head tnjury and the patient with the same head Injury in
addition to orthopedic, vascular. and atbdominal injuries,

The impllcations then for Emergency Physicians are obvious.
We represent the only clinical specialty with an
interdisciplinary perspective. Emergency Physicians can and
should be directing the initial assessment and management
of the multiple injured patient Emergency Physicians can and
should be leading the effort to establish trauma centfres in
larger urban communities, 1o rationalize referral pattems for
trauma patients, to develop protocols at both the haspltal
and community levels for managing trauma patients, and fo
argue for the necessary funding to meet both the clinlcal and
research implications of the establishment of frauma centres
Without the unique Interdisciplinary “'front end medicine”™
perspective of Emergency Physicians, trauma centres stand
libel to the sarme sub-speclalfy bias that has charactenzed
trauma care to date.

The secend major development In frauma care at present is
Advanced Traurna Life Support (A T.L.S.) fraining. Developad
by the Lincoln Medical Education Foundation, who also
began Advanced Cardiac Life Support (A.C L.S.), and now
sponsored by the American College of Surgeons (ACS)
Cornmittee on Trauma, AT LS Is now being offered in
Canada. ACS regulations require that at least half of the
faculty for each course should be surgeons. This is felt o be
appropiate because many of the skills being taught are
indeed surgical skills. Howeaver, the knowledge base and the
clinical judgment involved clearly fall within the domaln of
Emergency Medicine — the priorities of the assessment and
resuscltation of the critically injured patlent, Canadian
Emergency Physicians have been among the first enthusiastic
students and Instructors of AT.LS InorderforAT.LS fraining
to have a statistically significant impact on outcomes, an
enomnous number of Emergency Physicians and primary care
physiclans need to be trained. Each course, however, can
only handle sixieen students, so a lot of courses must be put
on In the next few years in Canada. Again, Emergency
Physlcians should be playing leadershlp roles in this area.

We have a rare opportunity then, over the nexft decade, fo
have a major Impact on the third leading cause of death in
our society, We seem fo be at one of those rare morments in
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Editorlal continued

Membership

history when the universe s unfolding as it should.
Govemnment and the public seem ready to understand that
glick mass media campaigns almed at prevention will not
make the problem go away. They dppear to be mcre
favorably disposed to considering methods such as AT.LS.
tralning and trauma centres which can improve survival, The
medical profession has shown itself ravenous in ifs desire To
learn more about trauma, if interest in ATLS. isto be any
gauge. And all of this coincldes with the recognition and the
development of Emergency Medicine as Canada’s newest
specialty.

All of the elements then are in place. It 1s a time forleadership
indeed, and that leadership should and must come from

Ermnergency Physicians.

EMERGENCY MEDICAL
SERVICES ASSOCIATES

Professionally oriented, dynamic emer-
gency physician group practice has
positions for well-qualified emergency
physicians in hospitals located through-
out the United States, including:

Florida Ohio Pennsylvania
Colorado Texas North Carolina
Maryland New Jersey  South Carolina

Our geographic scope offers the oppor-
tunity to choose the community size and
climate you desire along with the appro-
priate patient volume you want. EMSA
also offers attractive remuneration and
numerous fringe benefits with an excel-
lent opportunity for personal growth
within the group. Respond with C.V.
and geographic preference to: EMSA,
8200 W. Sunrise Blvd., Bldg. C, Planta-
tion, FL 33322; or call: Marta Prado,
RN, or Jere Creed, MD at (305) 472-
6922,

Application for
CAEP
Membership

Yes, | want to join the growing number of my
colieagues as a member of the Canadian
Association of Emergency Physicians. Please
find my cheque or money order enclosed,
made payable to C.AEP.

D Active Member — $125 (full-time E.P.)

[] Affiliate Member — $75 (major Interest,
but less than 80% of practice)

|:| Resldent Member — $25 {in Emergency
Medicine Residency Programme)

[:’ Student Memiber — $10 (Interested
medical students)
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Dr. Marvin Yake, I
Dept. Emergency Medicine, i
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London, Ontario 1
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Letters tothe Editor

Dear Sir

The burgeoning interest in Emergency Medicine has been
responsible for the rapld development of Residency Training
Programs across Canada. It seems paradoxical, therefore, to
report that one of the oldest of these programs, at the
University of Westem Ontarlo, in London, Ontario, has been
discontinued. The reason for its cassation, and the message
that [t contains, Is Important for all whe are involved with the
development of accredited tralning In Emnergency Medicine.
The Residency Program in Emergency Mediclne of Westem
has its origins in the mid 1970's; at that time, the concept of
tralning In Emergency Medlclne, within the structure of a
General Residency In Infemal Medicine was formalized. Two
years of the four year Intemnal Medicine Residency were
devoted to Emergency Madicine. During that peticd, time
was spent in the Emergency Room, in surgical rotations, and
In those medical rotatlons that were thought to have
application to the Emergency Room situation, such as
Intensive Care, Coronary Care and cardiology. The other two
years were spent dolng fralning typlcal of other General
Medlical Resldents, in such areas as rheumatology, respirology
and gastroenterology. It was Impliclt that, at the completion
of fraining, the Fellowship in Intemal Medicine would be
attempted.

The program generated widespread interest from applicants
across Canada, and it received generally strong support
within the Department of intemal Medicine. Partially because
of physical constraints dictated by the volume and type of
Emergency care dellvered in London, and partiaily because
the Emergency Medicine Residency slots were funded by the
Department of Intemal Medicine from a general pool of
residency positions, enrolment info the program was limited to
two residents per yaar,

However, recently the Ontario Govemnment has felt it
necessary to curtail the total number of funded postgraduate
tralning positions in the province. Consequently, over the next
four years, the Department of Infemal Medicine, af the
University of Westem Ontario, will see its quota of residency
positions fall by 17%. For a variety of infemal reasons, the
Department of Medicine has decided to direct these
cutbacks at several of Its smaller programs, including the
Training Program in Emergency Medicine, Consequently, no
new applicants are being accepted into the program.

The countemproductive nature of this action, given the clearly
recognized need for fralned Emergency Physicians, is obvious,
“Seemingly, no fratning program In Emergency Medicine in
Canada, no matter how great the need for Emergency
Physicians, Is exemppt from such a situation, aslong as the
programs are funded through other, well established,
Departments from a limited pool of postgraduate training

positions, As financlal constraints becorme more severs,
Emergency Medicine Training Programs may find themselves
squeezed out, unless they have Independent and
guaranteed funding.

Don Livingstone,

Resident,

Division of Emergency Medicine,
Department of Intemal Medlcine,
University of Westem Ontario

Dear Sir

| am abie to share the following information as it concems the
first examination in emergency medicina 1o be conducted by
the College of Family Physicians of Canada. The examination
wili be held in October-November 1982 The Commiitee on
Examinations has been most active, and Is designing an
examination that in all probability will comprise three different
exarmination instrurnents — ofl written, A research project s
currently being developed to measure the relative value of
an oral examinatlon versus a modified essay type
examination to evaluate certain competencies appropriate
to the particular responsibliitles of emergency physicians. The
results of this project will influence the ultimate declsion as to
whether or not oral examination Instruments will be used In
the examination leading to a Certificate of Speclal
Competence In Emergency Meadicine. This In tum will
influence the number and location of examination centres. if
the declsion Is reached to use only written examinations — It is
probable that a larger number of centres will be used. Again,
this will depend to a considerable degree on the number of
applicants, The examination fee has not been determmined,
and this oo will be influenced to some extent by the decision
as to whether or not the overall examination will include oral
exarmination instruments,

| regret that | cannot be more specific in describing the detdails
of the actual examination process. Again, rapid progress Is
belng made in the design and content of the examination,
with a view 1o being in a position to conduct the first
examination In Qctober or Noverber of 1982. As these details
have been finalized — your courtesy in publishing them In the
CAEP Review would be appreclated.

Sincerely,

Donaid |. Rice, M.D.

Executive Director,

College of Family Physicians of Canada.

Dear Sir:
The preliferation of letters and editorial response (CAEP
Review January 1982) begs for further comment.

It will be evident that alot of energy Is being expended on a
polarization of positions and protection of assets, and thisis
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Leftars o the Editor continued

probably not surpnsing since progress for one group may well
be seen as threat to another. However, the Intense feelings in
the January comrespondence would seem to suggest that the
two protagonists have just discovered each other. In fact, this
divergent perception of emergency medicine has been
simmering In Ontario since 1970 when a handful of physicians
— Mackenzie, Dagnone and Ferguson — began fo promote
emergency medicine as a credible and viable element of
medical practice. Unashamediy influenced by the EM tide in
the United Stafes, the basic prermise was clinical skills —
formaily acquired, finely honed and frequently applied — and
all directed toward better management of the acutely Ill and
injured patlent, That goal would seem, then as now, o be
unassailable; the problem has been how fo achleve it given
the competing fiscal, political and educational prorties
which are dil around us.

The emergency medicine scenerio of the past 12 yearsIs
similar to the evolution of Anesthesia following the Second
World War. That is not to say that the comparison is identical,
and no doubt some would dispute the analogy. Nevertheless,
[ think there would be general agreement that the Royal
Collegs anesthetist has become a valued member within the

oBREN Director of the Department of Emergency
=f ® % Medicine
= \ S Suftably trained applicants are sought for the post of
B { 3 Fulkime Directorofthe newly estabilshed Department

of Emergency Medicine at the Alberta Children’s
Provincial General Hosplta! The hospital, which
functionedforyears asachronic cars institution has
been rebuilt and s now serving asthe terhary refermal
centra for paediatne careforSouthem Alberta

The hospitatis extensively equippedwith modem diognostic and terhary
carefacilities in aspacious new buillding on a hill overoolang the Bow
Valley and the City of Calgary Thesuccessful applicantwill have the
opportunity to develop afirst class Paediatrc Emergency Service In this
well situated facility

Applicants should have significant training in Poediames and astrong
interest and broad experience in Emergency RoomMadicine, or
conversely, significarttraining in Emergency RoomMedicinewitha
specialinterest In Paediatncs Responsibititieswill nclude the
administration of the Emergency Room, training and inservice of medical
and allied health professional staffwithin the Erergency Room, and fo
participate in the training of paediatne resident staff, resident staff
traning in Emergency Medicine, and to participate inaspects of fraining
of surglcal and anesthesiaresidents. The appointment will be made jointly
with the hospital andwith the University of Calgary and university rank will
be commensurate upon lavel of experience Salarywill be withinthe
general guidelines iaid down by the University of Calgary and will be
Initially guaranteed by the Hospital and theradfter denved fromthe
Emergency Roommedical prachse, as amanged by negotiahion between
the candidote and the hosplial

Repliesshould be addressed to
Dr D Cooper
Chaiman
Emergency Room Search Commitiee
Alberta Children’s Provincial General Hospital
1820Richmond Road S.W,
Calgaty, Alberta
T21 5C7

# o
14
Cnpgg ™

professlon. While it Is frue that an anesthetist monopoly occurs
in the hospitals of most cities, it is equally true that there is stifl
a place for the practice of quality anesthesia by other
physicians in many communities — some In proximity to
Metropollitan Toronto. Therefore, whatever the current trend in
anesthesia may be, there is no doubt thatsome mutual
acceptance and symbiosls has existed In this area of
medlcine for more than 40 years. i seems clear that even In
1982, not only are there anesthelisfs, but there are also
doctors who give anesthetics, and the overall systern simply
coulid not function without the combined contribution of both
groups.

| believe that the same sort of co-existence, consistent with
the historical developrment of most of the subdivisions within
medicine, can and should form the functional model for
emergency medicine in Canada for many years to come,
That being the case, the efforts of the past decads to
achieve asingle emergency medicline credential may well
not have been in valn. In fact, the dual route via the Coliege
of Family Physicians and the Royal College may prove to be
more funchional and compatible over Hime than the
comesponding American equivalent, for while the U.S.
experlence may offer guldelines and lessons, It does not
necessarily provide dll the answers for the Canadlan scene.

Woe should, therefore, recognize and validafe the
simultaneous need for emergency physiclians and physicians
who work In emergency (depariments). The concept of
emergency medicine as personified by the Royal College
emergency physician cornmitfed not only to patient care,
but also to teaching and research can then be put into
perspective. At the same time, the Intent is surely not to flood
the medical community with such persons even if the
resldency slofs and other logistics would allow i. Meanwhile,
the extra year added to the family mediclne residency, and
devoted to emergency medicine, may prove to be the most
slgnificant step forward in the paost 25 years. it will create a
medical generallst unprecedented in primary care. All of this
will take several years to evolve, and therefore contemporary
physiclan anxieties based on the expectation of precipitous
change would ssem unwananted

As along time observer of the emergency medical cars
scene in Ontaro, | would urge both Colleges and their
adherents to get on with It. While much has been
accomplished, more remalns fo be done, and it is toward this
that we should direct our snergy and resolve.

Sincerely yours,

AC Shickler, MD.

Depariment of Qccupational Health
Toronte General Hospital

101 College Street

Toronto, Ontano.
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Go now with the good people, in )
Canada’s most dynamic Municipality... ‘G

METRO TORONTO §

Progressive Municipal Government, since 1953 ¢

The Municipality of Metropolitan Toronto is a corporate
federation of local municipalities in the Metropolitan Toronto
area. Our objective is to provide a wide spectrum of unified
services to the six local municipalities.

The Department of Ambulance Services, with 670 employees
and a yearly operating budget of $28 million, provides emergency
ambulance services to approximately 2.2 million citizens.

We are currently seeking a qualified:

EMERGENCY
MEDICAL PHYSICIAN

You will operate as a member of are trained tothe required levels.
a seniormanagement team that is A history of proven experience
presently developing acomprehensive as anemergency physician who
Advanced Life Support Program has Life Support qualifications, in
involving paramedic units. This vital combination with well-developed
department is staffed with highly administrative and supervisory
trained professionals utilizing the capability and sound judgement
most modern life support equipment in public and personnel relations

available foremergency care. will round out your credentiais.
You will be responsible for the Certification as a medical doctor

medical aspects of the Program, recognized by the appropriate
while maintaining close and effective  Ontario medical associations

working relationships with is mandatory.

committees, hospitals and health The Corporation offers a salary
service organizations. As well, you of $65,000 per annum and ongoing
will provide medical supervisionand clinical involvement in auniversity-
guidance, where required, and based Emergency Department.
ensure, by periodic inspection and This is a contract position.
examination, that paramedic staff

To explore this opportunity, you are invited to forward your
curriculum vitae, in complete confidence, to:

Staff Resourcing Division,

The Municipality of Metropolitan Toronto,
Personnel Department,18th Fioor,

7 King Street East,

Toronto, Ontario M5C 1A2
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The Development of National Guidelines
for Hospital Emergency Units by baviaL vartin

Background

For about 10 years, a FederalProvincial
committee has been preparng
guidelines for most specialized units and
sevices in hospifais. The most recent to
be developed s the
soon-to-be-published Guideline for
Hospltal Emergency Units

An earier study revedaled that much
work could be done to improve
emergency medical services. That study
resulted In a sbevolume report,
“Emergency Semvices In Canada”,
which has recelved wide distribution. It
also preceded two other Federal
Govemment publications, "Design
Considerations for Hospital Emergency
Departments” and the “Space Planning
and Evaluation Methodology Series
Volume 3, Emergency Departments™.
As the information in the “Emergency
Setvices In Canada” study was
becoming dated, and as It was felt
desirable to Issue a consclidated
guldeline in the format of the other thirty
plus guidelines, it was decided to
convoke a termperary ad hoc group 1o
producs o current guideline.
Menrmbership in the group was by
invitation, but was designed to provide
as broad a representation as possible of
the many types of professional persons
Involved in dellvering emergency
health care; CAEP was represented
directly by its secretary, Dr. Peter Lane.
Other representaflves Included
anaesthetists, a farmily physician with an
Interest In emergency units, a surgeon.
emergency department nurses, federat
and provincial emergency health
service authorities as well as other
emergency physicians The auther, as
leader of the 1975 study and a member
of the Working Group on Special
Services in Hospitals, acted as
chalman

Addrass for reprints

Mr Davic L Marfin

Consulfant in Health Adrmirisiration
Instiutional and Professional Senices
Hedallih Senvices Direclorate

Health and welfare Canadao

The Scope and Provisions of the
Guidelines

The new guideline, “Emergency Unitsin
Hospitals”, does not consider in any
depth pre-hospital emergency care,
except for its role as one of the extemal
elements Interacting with hospital
emergency units, itls hoped that a
separate guldeline for pre-hospital
emergency care can be developed,

This guideline, besides being restricted
to the emergency unit, fellows the same
format as the other Speclal Services
Guidellnes. Emphasis is given on
assessing the hospital’s and unit’s
capabllify fo deliver emergency
saervices throughout the 24 hour period,
and developing community plans
based on that assessment — even if i
means closing down less active orless
capable emergency units for some orall
of the 24 hour perlod and redirecting
traffic to units with greater resources

Emergency units are delineated into
four categores: comprehensive, major,
general and basic. Thers is one more
catagory than the ACEP
recommendations — the basic unit,
which would provide basic services to
remote areqs, including airway
resuscitation, stabilizatlon of a patient in
shock and immediate management of
major body system injuries, with
protocols for transfers. Basic units may
be required to operate without the
physical presence of physicians

It is not expected that many hospitals
woud flit the “comprehesive” category,
as even teaching hospitals may
specialize or divide the patient
populations by discrete specializations
in major urban centres. The concept of
a major hospital emergency service
then Is a flexible one, requling some
detalled understanding of the hosplial’s
normal care program

The guideline suggests that “ihe
appropiiate health authority Implement
a selection and referral pattemn which
utilizes resources In the best interests of
the community”. consldering such
factors as methods of management,
prehospital service and fransport

capabllities, distances between
facilitles, non-urgent community
emergency service recuirements, and
availabllity of support services and
financial resources.

The guideline provides for the
promulgation of pollcies and the
establishment of appropriate
communication channels. A handy
reference list of policy. protocol or
procedure topics requinng written
notice Is included as an appendix.
Provision is also made for the
appointment of “rmedical director of
the emergency unit” and a unit nursing
supervisor

Detailed considerations also cover the
staff establishrment, coverage, and
training and qualifications of il
medical, nursing and other staff working
in the unit. It is conslderad essential that
ali physicians working in emergency
units and all unit nursing staff have BCLS.
ACLS certification should be availlable
within every hospital, 24 hours a day,
from either physicians or registered
nurses. In the major and comprehensive
unlts (hospltals), physlclans with ACLS
should be available in the Unit.

Certification in emergency medicine
(frorn the CFPC, RCPS or ABEM) is
essential for the medical directors of
major and comprehensive units, and
also for other physicians working in
comprehensive units, and preferred in
major units. Advanced Trauma Life
Support Certification will be similary
treated when it becomes widely
avallable. Similarly, detalled
qualifications have been proposed for
nursing staff.

Emergency Unit categornzation has also
been based on the supporting medical
and hospital services available to or
within the unit — and these have been
outlined in some detall in “checkist
format” in the appendices. Similar
attention is given to the physical
components of emergency units. Both
the distribution of various types of
activity areas (freatment rcoms, efc.)
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From the Editor

and support areas, and equipment and
design criteria for each have been
Included. (However, these do not
superseds the “'Deslgn Considerations’
or *'Space Programming Methodology™
manuals referred to earier. Readers
contemplating the design of new or
renovated physical facilities should
continue to refer to those publications.)

Distibution of the Guidelines
As the production of all guidelinesis a
' faderal-provinclal endeavour, initial
distribution {for the flrst three months
affer publicdtion) to individuals and
institutions in a Province s through the
provincial health authority. Those
wishing to obtadin a copy of the
guidelines as soon as they cre available
should contact thelr provincial
govemment hospital services authority.
(Affer three months, coples may be
obtained also from Health and Welfare
Canadaj. National organizations may
obtain coples of the guideline
immediately upon publicatlon from
Health and Welfare, Canada,

Coples of the “Design Conslderations
for Emergency Deparments” and
“Space Programming and Evaluation
‘Methodology Seres, Volume 3,
Emergency Departments” may be
obtained by writing to the Publications
Coordinator, Health Services and
Promotlon Branch, Health and Welfare
Canada, Oftawa, K1A 1B4.

Finally, any comments on the guldelines
may be addressed to the author. (With
the publlcation of the new guideline,
the &volume report will no longer be
distributed).

Are You Ready?

There's a curious anxiety among
Canadlan Emergency Physiclans these
days — they drink more coffee, fidget ot
meetings, have bags under their eyes
and seem to be attendling more and
more rounds. Indeed, they even seemio
be buylng text books, and setting up
Joumal clubs and study groups! You
guessed it — the exams are coming!

After Jobbying so vociferously for so
many years for certification and
‘recognition, many of us have suddenly
found ourselves amid the quicksand of
ambivcience. Soon, we'll be sitting the
axams of either the Royal College of
Physiclans and Surgeons of Canada
(RCPS) or the Collage of Family
Physlclans of Canada (CFPC), For many,
it will be the first examsince the LMCC
$O Many years ago.
In the tast two Issues of the Review, we
have atternpted to Inform readers of the
plans of the two Colleges. In fact, both
seem to be well on the road to
developing accreditation and
examination procedures, all of which
should be in place within the next
sighteen months. So, with many of the
political and bureaucratic defails out of
the way, Emergency Physlclans must
“show their stuff”,
Many groups of Emargency Physlcians
have started study groups to go over
the basle and clinical sclences
necessary 1o prepare. How Is your group
doing it? Will you be ready? Do you
have suggestions that would help
others prepare? The CAEP Review wants
to know how Canadian E.P.s are
preparing. Starting with the next issue,
we hope to include suggestions from
reqders as to how to structure study
schedules and study groups, what sorts
of topics should be covered, what types
of questions to prepare for, etc. 50
please, tell us what your group’s plans
are, and how you're personally
preparng for . . . the EXAMS!
In this issue
The Scientlfic Section of this Issue
contalns articles that will inferest most
Emergency Physicidns. Dr. Adel Fam has

produced an excellent article
“Approach to Acute Monarthritis”. This
represents a superb, practical review of
an offen troublesome group of
dlagnostic and therapeutic problems
for the Emergency Physiclan.

Drs. ©'Connor and Dagnone have
presented a useful report of thelr
expailences managing a group of
patients with spontaneous
pneumothoraces. This sort of senes Is
well within the clinical and academic
capabllities of most CAEP mernbers and
we hope that many more such practical
artficles wlll come our way In the near
future,

This Issue’s “Case Conference”, edlted
by Dr. Charles Ramesar, deals with one
of the commoner eticlogles of bloody
diarrhea presenting in the Emergency
Department, campylobacter. “ECG
Rounds” presents an often perplexing
diagnostic dlfemma In dysrhythrmia
recognition

Mr. David Martin of Health and Welfare
Canada has written a summary of the
soon to be published “'Guidelines for
Emergency Units”, This document will go
a fong way fowards assisting physiclans
and health planners In the
rationalization of Emergency Services
and the categorization of Emergency
Departments across Canada.

We hope and tust these toplcs are of
interest to you. As always, we welcome
comment and crificlsm. Also, again, we
would particulary like to know how
readers are preparing for upcoming
examinahons
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Scientific Section

Outpatient Management of Spontaneous
PneumthOI'GX by H. Michael O'Connor, MD.. Bsc.,

L.E. Dagnone, mD.. ccFr. ABEM., T.A. Salemo, Bsc., MD., CM., MSc., FRCS(C)*

Absiract

The experience gleaned from an ongoing study of
“sponfaneous pneumothoraces” presenting fo
our Emergency Department indentifies the
feasibliity of electing outpatient management in a
significant proportion of these cases.

Using radliological parameters to define a
pneumothorax of less than twenty percent as a
“small pneumothorax” and a pneumothorax of
greater than twenfy percent as a “significant
pneumothorax”, the mangement of thirfy-eight
cases of spontaneous pheumothorax Is present.
Ten patients presenting with “'small sponfaneous
pneumothoraces” were discharged from the
Emergency Deparirment without needles or tube
infervention. Follow-up anangements at fwo fo
three day intervals identified complete resolution
in an average of ten days without incident.

There were sixtesn episodes of “'significant
spontaneous pneumothoraces” that resulted in
hospitallzation. Chest tubes were inserfed and
connected to undemwater dralnage. The average
age In this group was 29.5 years. The average
length of hospital stay was 5.8 days.

Twelve patient presentations of “significant
spontaneous pneumothoraces” were managed
as oulpatients. In the Emergency Department,
using local anaesthesia, chest tubes were placed
and connected fo a standard Heimlich vaive.
Affer securing the valve 1o the chest tube, the
chest x-ray was repeated. The patient was then
asked to retfurn for follow-up assessment at two to
three day intervals. The majority of patients were in
the department for less than three hours. The
average age of this group was 31.5 years.

There were no chest tube related complications jn
elther group. With continued air leak or falfed
re-expansion of the affectfed lung affer seven days
of conservative management, thoracotomy was
recommended. Five patients in the hospitalized
group and four patients in the outpatient group
undermwent thoracoformy.

The Heimliich valve facilitates the management of
spontaneous pneumothorax in an efficient, cost
effective manner. Oufpatient management for
young selected individuals presenting with
sporitaneous pneumothorax can be pursued as

an opftion to inpatient hospitalization.
confinued on page 54

Résumé

L'expérience acquise lors de I'é6fude en cours de
cas de pneumothorax spontanés vus & notre
Service d’urgence, démontre la possibliité de
cholisir, dans une proportion Importante de ces
cas, un fraffement en exteme.

A l'alde des clichés radiologlques, on définit un
pneumothorax de moins de 20 pour cenf comme
étant un “petit pneumothorax”, et celui de plus
de 20 pour cent, comme éfant un “pneumothorax
significatif”. Le traltement de 38 cas de
pheumothorax spontanés sont décrifs.

Dix sujets atteints de “pefifs pneumothorax
spontanés” furent congédiés de l'urgence sans
thoracocenthése. Le sulvi & intervalles de deux &
frois jours monire une guérison sans incident sur
une période moyenne de dix Jours.

Seize cas de “pneumothorax signficatifs
sponfanés” furent hospltalisés. On inséra des fubes
de drainage thoracique scellés sous I'eau. L'Gge
moyen de ce groupe était de 29,5 ans etla durée
moyenne du séjour, de 5,8 jours.

Douze sufefs alteints de “'pneurnothorax
spontanés considérables” ont éié traifés en
consultation exteme. Au service des Urgences,
sous anesthésie locale, des fubes furent infroduits
dans la cage thoracique et raccordss a une valve
Heimlich standard. Une radiographie de ia
poitrine a elé refaife aprés fixation de la valve au
tube thoracique. Le patient a éfé prié de revenir &
fa consultation pour une évaluation ultérieure &
deux ou trois jours d’intervaille. En majorité, Ia
durée de I'Intervention était inférieure & trois heures,
La moyenne d'Gge de ce groupe étfait de 31.5ans.
Aucune complication Imputable au fube
thoracique n‘a été consfatée, quel que soit le
groupe, En l'absence de réexpansion ou de fulfe
d‘air du poumon affecté au bouf de sept jours de
fraiterment prudent, la thoracotomie & éfé
recommandeée. Cing patlents du groupe des
hospitalisés ef quatre du groupe des non
hospitalisés subirent une thoracofomle. La valve
Heimiich facllite le tralfement des pneurnothorax
spontanés d’'une fagon auss! efficace qu’'écono-
mique. Le traltement des patients aux consulfa-
fions extemes pour les sufefts jeunes, sélectionnés,
présentant un pneumothorax spontané peut

éfre tentée en fant qu’option & I'hospitalisation,
¢ sulte & la page 54
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Quipatien! Management of Spontaneous Pneumothorax continued

INTRODUCTION
The experience gleaned from an
ongoing studly of spontaneous
pneumothoraces presenting fo our
Emergency Department identifies the
feaslbllity of electing outpatient
management of a significant proportion
of cases.
Spontaneous pneumothorax, as a
clinical enfity, is recognized in ever
increasing numbers in an ctherwise
heaithy predominantly male
populations In 1819, Laennec reported
the first case of spontaneous
pheurmothorax assoclated with
emphysematous bullaez. it wos a further
ong hundred years before a large seres
by Kjarergard establlshed that
spontaneous pneumothorax was not
necessarly a byproduct of tuberculous
lung diseases.
There is general agreement that air
leaking through the wall of a buila into
the pleural cavity results In spontaneous
pneumothorax. However, there is still
considerable vanation as to the clinical
management of this problem. The
rmajerity of patients have been
_managed exclusively in hospltal with
chest tubes connected to undemwater
drainage until the lung showed full
expansion,
This arficle reviews our recent
expetlence with the outpatient
rmanagement of patients presenting to
the Emergency Depairtment with
spontaneocus pneumothorax. Revliew of

*H. Michael O'Conner, M.D., B.Sc.
Lecturer,

Pivislon of Emergency Medicine,
Department of Surgery,

Queen’s University,

Kingston, Ontarlo

L.E. Dagnone, M.D., C.C.F.P, A.B.EM.
Associate Professor,

Division of Emergency Medicine,
Department of Surgery,

Queen’s University,

Kingston, Ontario

T.A. Salemo, B.Sc., M.D,, C.M., M.Sc.,
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the Iliterature reveais only two previous
reports of outpatient management
utlilzing intercostal tube drainages.s.

Materials and Methods

The participants In this study presented
to our Emergency Department overa
thirty-four month pericd. All cases of
spontaneous pheumothorax were
confirmed radiologically. Excluded from
the study were all patients who had
recently undergone surgery and those
patients with signiflcant pulmonary
disease such as emphysemg, chronlc
Infection and mallgnancy. All episodes
of traumatic pneurmothorax were also
omitted.

Using radiological parameters, ali
pneumothoraces were classified as
“srncall” or Vsignificant”. A small
pneumothorax indicates less than
twenty percent loss of nomal lung
volume. If, on a PA chest film, the edge
of the collapsed lung is less than one
centimetre from the lateral chest wall or
less than three centimetres from the
apex, the pneumothorax is smalll,

Any pneumothorax greater than twenty
percent was classified significant.

All patients with a small spontaneous
pneumotherax were treated
conservatively without infervention by
needle aspiration or chest tube
drainage. Patients retumed home with
amangements for regular radiclogical
followup

All patients with a significant
spentaneous pneumothorax were
managed with chest tubes. During the
first sixteen months of this study, these
patienis were hospitalized and
underwater drainage was utilized

More recently, outpatient treatment
has been offered to all patients with

- significant spontaneous pneumothorax,
Using local anaesthetic, a 20F or 24F
chest tube is inserted into the fourth
infercostal space at the anterior axlilary
line. The tube Is Immediately connected
to a Heimlich flutter valve and then is
sutured and taped to the chest wall,
(Fig. 2) A foliow-up chest fllmis then
obtained to assess tube position and

Figuse 4: Heimlich valve

lung re-expansion. Patients are given
instructions to retum if they have any
further breathing difficulties. The
majonfy of patients are in the
Emergency Department for less than
three hours. Foilow-up chest x-rays are
arranged in three days time. The chest
tube is removed at the time of the first
checkup provided there is complate
re-expansion and absence of any air
leak The chest tube and Heimlich valve
remnain In ptace If these criterla are not
met. Thoracotomy Is recommended to
all patients with faited lung re-expansion
or confinued air feak after seven days.

Results

Atotal of ten patients presenfing with
small spontaneous pneumothoraces
were discharged from the Emergency
Department without chest tube
intervention. All patients re-expanded
completely in an average of ten days.

Sixteen separate episodes of signlficant
spontaneous pneumothorax occurring
in fiffeen patients resulted in
hospitalization and the Insertion of
chest tubes. Chest tubes were removed
after an average of 5.5 days. The
average length of hospital stay was 5.8
days. There were no in-hospital
complications. Aive patlents underwent
thoracotomy for failed re-expansion or
confinued airleak. The average agein
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this group was 22.5 years.

Twelve patients with significant
spontaneous pneumothorax were
managed as outpatients. Eight
pneumothoraces resolved completely
with cutpatient treatment. The chest
tube and Heimlich valve were removed
affer an average of 3.9 days Four
patients ultimately underwent
thoracotomy for incomplete resclution
of their pneumothorax, The average
age Iin this group was 31 5 years. There
were no complications of outpatient
management

Discusslon

The Heimlich valve (Fig. 1) was onginally
described in 1968 for use in the drainage
of both fluid and air following elective
thoracotomyz. In 1974, the Helmlich
valve was reporfed useful In the
management of tension pneurmothorax
In neonates resulting as a compllcation
of assisted ventilaficng. The Helmilch

Figure 2: Heimlich vaive secured to patient's
chest

valve offers numerous advanfages over
underwater drainage. it is light welght,
portable and Its mechanism is simple
and easily understood by ]
Inexperienced hospltal personnel.

We are reporting the successful
management of twenty-two of
thirty-eight (58%) eplsodes of

spontanecus pneumothorax with
outpatent followup only. In 1975,
Mercierreported the management of
166 of a total of 226 episodesof .
spontaneous pneumothorax in their
outpatient clinic.

The protoco! in the above mentioned
study differed somewhat from ours. All
males had chest tubes placed in the
second interspace at the mid clavicular
line. All patients in that seres underwent
up to twelve hours of underwater
dralnage prior to their discharge with a
Heimlich vaive. The Mercier group
reported a single superficial wound
infection as their only complication.
There were no complications of
outpatient treatment In our series,

While four of the Twelve eplsodes of
spontaneous pneumothorax inifially
managed as outpatients underwent
theratotomy, five of sixteen hospitalized
patients required the same operative
procedure. Incormpilete resolution due
to contfinued alr leck or incomplete
lung expansion Is considered a natural
course of the disease, rather than ¢
complication

Spontaneous phneurmothorax is rarely o
life threcatening condition. Spontanecus
hemopneumothorax has been reported
In some large seriess,1p. This problems
easily recognizable and cerfainly merits
hospitalization. lsolated reports of
respiratory fallure in association with
spontaneous pneumothorax have been
restricted to those patients with
pre~existing compromise of respiratory
resave.

The likelihood of recumence of
spontaneous pneumothorax within g
five year perod Is as high as fiffy-five
percentl Should the decision be made
to trecat a second episode of
pneumothorax conservatively, we
would still advocate a chest tube and
Heimlich valve as the method of choice,
There is considerable controversy as to
whether or not operative intervention
should be offered to a patient
presenting with a recurrent
pnaumothorax.

We are now recommending that the

majority of patients presenting with
spontanecus pneumothorax be
consldered as candidates for
outpatient management, provided
they have none of the medicat
contradindications listed above

This form of treatment has been shown
to be a safe, effective altemative to
inpatient hospltalization. In
clrcumstances where It is deemed
necessary to admit q patient folflowing
chest tube insertion, then the use of a
Heimlich valve should significantly
reduce the number of in-hospital days.
The Heimlich valve facllitates the
management of spontaneous
pheumothorax in an efficient, cost
effective manner.

This stucly was supported by the Ontario
Heart Foundation Grant 2-4.

TABLE 1 Management of Spontaneous
Pneumothorex

Num-  Hospr- Quipa-

Preumothorax ber talized tfients
Small (<20%) 10 — 10
Significant (>>20%) 28 16* 12°*

Total 38 16 22

* 5 Required Thoracotomy
** 4 Required Thoracotomy
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Scientific Section

proach to Acute Monarthritis:

Identification of Crystals in Synovial Auid Using Compensated Polarizing Light
Microscopy by Adel G. Fam, MD., FRC.PC), FAC.P. MR.C.PUK”

Absiract

The more common causes of acufe monarthritis
are frauma, gout, pseudogout, acufe infectious
arthritis and monarticular heumatold arthrifis.
Synovial fluld analysis Is most valuable In
establishing the diagnosis. The diagnosis of gout
and pseudogout can be rapldly and accurately
established by microscopic demonsiration of
tvplcal crystals in synovial fluld from affected joinfs.
Basic concepfts and technique for compensated
polarized light microscopic exarmination of joint

Résumé

Les causes les plus courantes de la monoarthiite
aigue sont: le fraumatisme, la goutfe, la
pseudo-goufte, I'arthiite Infectieuse aigue of
Farthrite rhumatoide monoarticulaire. L'analyse du
liquide synovial est trés utile pour établir le
diagnostic. On peut diagnostiquer rapidement et
avec précision la goutte et la pseudo-goutte
gréice & l'ldentification au microscope des cristaux
lypiques présents dans le liquide synovial des
articulations atfeintes. Les concepls de base et la
technique de I'examen au microscope optique

effusions for cysfals, are briefly outiined.

polarisant des épanchements articulaires, & la
recherche des cristaux, sont présentés briévement,

Pain, swelling and stlffness of one Joint
developing over 1 - 3 days with joint
tendemess, warmth and loss of function
is a common presentation In the
emergency room, This communication
presents a systematic approach fo the
differential diagnosis of the patient
presenting with acute monarthiits,
emphasizing the important diagnostic
featuras of the more cormmon acute
monarticular syndromes encountered in
dally practice. Simple methods of
synovial fluid analysls, and use of
compensated polarizing light
microscopy for crystal identification, are
briefly dliscussed.

General Considerations

There are severdl disorders which may
present as, or be associated with, acute
monarthritis (Table 1). 15 Leading causes
include trauma, crystaHnduced
synovitis and infectlon. Any form of
polyarthritis, such as theumatold arthritis
or seronegative spondyloarthropathies

* Assistant Professor of Medicine
University of Toronto
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Rheurnatic Disease Unlt
Sunnybrook Medlcal Centre
University of Toronto
Toronte, Ontaro
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Table 1: Causes of Acute Monarthiifis

1. Trauma

Traumatic synovitis, ligamentous or
meniscal tear, hemarthrosls, fracture,
loose bodies

2. Crysialinduced arthrills
Gout, pseudogout, calcific
periarthrttis/ arthritis.

3. Infeclious arthritls

4, Infiammatory arthritis

Monarticular rheurnatoid arthritis,
mohartcular spondyloarthropathy e.g.
psoratic arthiitls, enteropathic
arthropathy, Reiter's syndrome

5. Spontansous hemarthrosis
Hemophilic arthiitls,

6. Miscellaneous and rare
Intermittent hydrarthrosls, palindromic
rheumatism, sickle-cell arthopathy,
leukemic arthritis, Behcets’ disease,
erythema nodosum, efc,

may also present initially with
monarticular involvement. Awareness of
this possibility should be kept in mind
when the patlent is first seen. Another
point to remember Is that peri- and
juxtra-articular conditions such as acute
tenosynovitis, bursitis, osteomyelitis, or
osteonecrosis, may be mistaken for

- acute arthrtls. The most immediate
concem of the physician Is the
recognition of Infechous arthiltis; delay
orfailure to diagnose infection can lead
to jolnt destruction, permnanent
disabllity or even death, Gout and
pseudogout cause infense articular
inflarmmation with severe pain and joint
swelling. Prolonged disability can be

avolded if diagnosis is established early
and appropriate treatrment promptly
instituted

Precise diagnosls of the type of
ronarthritis depends, In general, on
careful analysis of historical, objective
and laboratory data. 8 Important
historical data include location of joint
pain (articular versus perarticular;
presence of joint swelling, stiffness or loss
of function; history of frauma; previous
jolnt symptoms or attacks of arthritis;
and associated systemic or
extrorarticular symptoms such as fever,
chills, distant focus of infection, skin rash,
tophi, subcutaneous nodules, urethrtis,
etc. A thorough examination of the
patient Is essential for a preclse
diagnosis. The presence of a systemlc or
extra-articular feciture may provide a
diagnostic clue to the type of arthritls
e.g. gouty tophi, psoriasis, etc. Careful
evaluation of all joints and the spine Is
also Important. lesser degrees of
involverment in other jolnts may be
overooked because of the intensity of
the process In one Joint

The most helpful Initial lakoratory studies
Include complete blood count,
erythrocyte sedimentation rate, synovial
fluld analysis (if effuslon is present),
rheumatoid factor, serum uric acld and
urinalysls.® Radiographs of the affected
joint should be compared to those of
the contralateral nomnal joint.
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Radicgraphlec examination Is
particularly useful in the diagnosis of
acute arthiitis due to frauma,
pseudogout or calclfic periarthritis. By
contrast, radiographic abnomallties
occur relatively Iate in the course of
gout, joInt infection and inflammatory
arthridites. A nomnal radlograph,
therefore, does not exciude a diagnosls
of arthritis. Additionai laboratory studies
(e.g. blood cultures, antinuclear
antibodies, serum complement, HLA
antigen testing, efc) and more
specialized diagnostic procedures (e.g.
arthroscopy, arthrography, scinfigraphy,
synovial biopsy) may be required in light
of historical and objective findings and
initial laboratory resulfs.

Synoviai Fluid Analysis

Synovial fiuid (SF analysis Is particularly
useful in the diagnosis of monarthiitls of
acute onset ¥ SF, even in trace
amounts, should be examined
whenever there is an accessible joint
effusfon. Joint aspiration is a simple, safe
procedure and the information gained
frormn SF analysls may prove Invaluable,
The most helpful examinations on SFare
gram staln, culture, microscoplc
examination of crystals and cell count
and differential. Diagnostic possibilities
based on the results of SF analysis are
summarized in Table 2, Nomnal and
non-inflammatory [Group ) fluids are
clear and viscid. Fluld dropped from a
syringe will siring out for 5 or more cm
before breaking. The mucin clot test is
performed by adding a small volume of
SFto 5% acetic acid. Nommally, and in
non-inflammatory effusions, a firm clot of
protein-bound hyaluronic acid which
does not break up on shaking, Is formed
in most Inflammatory (Group Il) and
septic (Group Ill) effusions, the fluid Is
turbid, the viscosity is reduced and the
mucin clot is friable and fragments
readlly on shaking. Nondnflammartory
fiulds have a low leukocyte count
(<<2000/mm? with<<25% neutrophils).
The count Is usually high (= 2000/mm?
with > 25% neutrophils] in inflammatory
and septic effusions.

Table 2: Diagnoslic Possibiiities from
Synovial Fluid Analysis In Acute
Monarthritis

. Group i {non-inflommatory)SF (high
viscosity, fimn mucin clot, WBC <
2000/mmé, PMN < 25%)

1. Trauma: Traumatic synovitls,
ligamentous or meniscal tear, locse
body

2. Subslding or early inflammatory
arthrifis, RA

li. Group H (inflammaiory)SF (low
viscosity, poor mucin clot, WBC >
2000/, PMN > 25%)

1. CrystalHinduced arthritis. gout,
pseudogout

2, Monarticular theurnatold arthritls

3. Monarticular spondyloarthropathy.
psoriatic arthntls, enteropathic
arthropathy, etec.

lll. Group Nl (seplic)SF (low viscosity,

WBC > 50,000/mim, PMN > 50-75%,
- positive gram stain and/or culture)
infectious arthritis

IV. Group IV (hemomhagic)SF
[Sanguinous, viscosity, WBC and
PMN % variabis) Spontaneous
hemarthrosts due to hemophilia or
other bleeding disorders or
Intra-articular pathology:.

Examination of SF by Compensated
Polarizing Light Microscopy:
Compensated polarizing light
microscopy (cPLM) provides a rapid and
precise technique for the identification
of crystals in SF. %13 A detailed
description of the optical principals of
polanized light is beyond the scope of
this communication. The following is a
brief, simplified cutline of the basic
concepts and technigue for cPLM
exarmination of SF

The polarizing microscope (Figure 1) s
equipped with 2 conventional
polarizing filters and « first-order red
compensator. An ordinary microscope

ANALYZER =
COMPENSATOR =
T

POLARIZER = ..

LIGHT —

r A\
Figure 1: Polanzing microscope with polarizer,
analyzer and compensator.

can be equipped with g “polarzer’
filter placed between the condenser
and light source, and an “analyzer’
placed above the objective A
substitute compensator can be made
by applying 2 layers of transparent
cellophane tape on a glass slide and
placing it on top of the polarizer. 1415
Polarnizing filters permit light fo pass In a
single plane as if through the slotsin a

gnd. Thus, white light passing upward
through the polanzer becomes
orientated Into a single piane [A___A
In Agure 2). A second pokarizing plate
(analyzer) is placed between the
specimen and the examiner's eye.

|

ANALYZER

CRYSTAL

POLARIZER

Figure 2: A simplified analysis of ight path in
polarizing micrescope polarizer and
analyzer are at 90° to each other (see text)

When the axes of transmission of the 2
polarizers are perpendlcular to each
other(A____AandB___BinFigure 2),
no light passes through and the
background appears dark A crystal
placed In the iight path between the
polarizer and the anaiyser, will alter the
direction of plane polarized light
leaving the polarizer. Upon shiking the
birefiingent crystal, the light is split into 2
refracted rays (Figure 3): “'slow” ray with
greater angle of deviation and “fast”
rory with a lesser angle of bending from
the optic axis. As can be imagined, a
portion of light emerging from the
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crystal, especially the slow ray
component, will be rotated enough to
pass through the analyzer. The analyzer
repolarizes the emerging light before
bringing it to the observer's aye. That

FAST
RAY SLOW

RAY

I
|
= e
AN BIREFRINGENT
; CRYSTAL
i

INCIDENT

LIGHT

Figure 3: Incident polanzed light is resolved
into fast and slow rays upon sinking a
blrsfingent crystal

portion of light that has been rotated by
the crystal will, therefore, reach the eye
and appear bright against the dark
background. Most crystals are
“birefringent” i.e. they are capable of
resolving polarized light into 2
perpendicular planes vibrating at
different angles from the Incldent ray

Tha compensator Is merely a more
efficient birefringent filter. A first-order
red compensatoer retards red light and
the polarzed background becomes red
instead of black: The microscope is set
so that the planes of vibration of the
polarizer and analyzer are at 90° to
each other. The compensatoris placed
between the polanzer ahd analyzer
with its optic axis at 45° to both
polarizing lenses. The axis of slow
vibration of the compensator s
indicated by an amow (Figure 1)
Technique of Examinalion of SF by cPLM
for crystals If crystaHnduced synovitis is
suspected, It Is important to examine cll
SF specimens for crystals. A definitive
diagnosls can often be made on a tiny
drop of SF from the fip of the aspirating
needle. A drop of SFis placed on a
clean glass slide and a coverslip s
mounted over the specimen. The weft,
unstainad smaar, is first examined
without polarized light and the number
of white and red cells noted. The
polarizer and analyzer are then applied
and the polarzer rotated until the
darkest posslble microscopic field is
obtained. The specimen is flrst scanned
for birefingent matedal using low
power. Crystals are distinguished from
dirt or other contaminating materials by
thelr symmetry, parallel straight edges
and homogeneous appearance. They

are haver Jagged, rounded or curved
Once iocated, a crystal can be
Identifled by inserting the red
compensator. Note is made of the
crystal’s shape, colour and direction of
its long axis in relationship to the axis of
the compensator. The marked axis of
slow vibration of the compensator, Is
mentally projected onto the stage. and
the specimen slide (or stage) Is then
rotated fill the examined crystal
becomes parallel with the axis of the
compensator. Blue colouration of the
crystal In this position signifies “positive
birefringence” and yellow, “negative
birefringence”. A positively bireftingent
crystal will furn yellow when ifs long axis
is permendicular to the axis of slow
vibration of the compensator, while a
negatively birefiingent crystal will
become blue in the comparable
position.

Pathological Crystals in Synovial
Effusions

1. Monosodium urate (MSU) crystals
Intra- and extracellular MSU crystals are
sesn in SF obtained during an attack of
gouty arthritis. The crystals (Figure 4) are
needleshaped, 2-20 u in length and
exhibit strongly negative birefingence.

2, Calelum pyrophosphate dihydrate
(CPPD) crystals are found In SF dunng an
attack of pseudogout, The crystals
{Figure 5) show weakly positive
birefringence. They are smaller In size
(0.5- 10 w). and are more variable in
configuration. They are commonly
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thomboldshaped but may assume
needle, rectangular, or rod forms.

3. Dicalcium phosphate dihydrate
{DCPD) erystals are occaslonally found
in assoclation with CPPD crystals In
patients with pseudogout. They may
rarsly cause acute arthritis. 16 The
crystals are rod-shaped, 0.5-4 p in
iength, and exhibit strongly positive
birefringence.

4. Cholesterol erystals appear as large,
flat, rectanguiar or squareHike plates
with one or more notched comers, 10-
80 p in size (Agurs 6), The notched
appearance results from ireguiar
stacking of the erystals and their
tendency to adhere to one another.
The crystals varously demoenstrate
wecdkly positive and negative
blrefiingence Rod-and small
needle-shaped cholesterol crystals,
1-5 uin size are rarely observed.1”
Cholesterol crystals are occasiondily
found In rheumatold, and less
frequently, osteoarthiitic joint
effusions 17 There Is no known acute
articular syndrome associated with
these crystals.

5. Hydroxyapatite (HA) crystals
identification of HA crystals In synovial
effusions Is extremely difficult. '8 The
crystals are usually present in smalt
amounts, thelr size Is below the limits of
resolution of light microscopy (50- 200 X
5- 20 nm), and they are non-bireftingent
unless aggregated along the same axis.
The crystals can be identified by x+ray

Figure 4: Synovial fluid from a joint involved with acute gout. Monosodium uraite crystals within
a neutrophil.
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Figure 5: Synovial fluld of a patient with acute pseudogout. Phagocytosed calcium
pyrophosphate dihydrate crystal
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Figure &: Cholesterol crystals in synovial fluld

powder difraction analysis, transmission | Injected, may demonstrate these
and scanning electron microscopy corticosterold crystals. For example,
(Fgure 7) and energy-dispersive x4ay methyl prednisolone acetate
analysis. Depositlon of HA crystals inand | (Depo-Medrol) crystals appear as
around the joints is associated with the extracsliuiar or phagocytosed smail,

syndrome of acute calcific rounded or pleomoermphlc fragments
periarthritis/arthritis. which tend to clurnp fogether (Figure
Other Crysialline and Birefringent 8) They exhibit strong birefringence
Mailerlals Most sterold preparations but have no definable longitudinal axis.
used for infra- and extra-articular thus their sign of birefingence cannot

Injections are suspensions of be determined

corticosterold esters. injection of these Other crystalline materials which may
suspensions may occasionally produce closely simulate MSU or CPPD crystals
a transient, selflimited, crystal-induced Include insolubilized crystalline

(EDTA) or lIthium heparin 22 Cther
artifacts which might be mistaken for
crystals include dirt particles, scratches
on glass slide and coverslip, cartiloge
fragments or collagen fibrils in
degenerative arthntls, blrefringent
congo red-positive “'amyloid bodles” in
armyloid arthrtls,23 and fragments of
metal2? or methyl methacrylate bone
coment! after prosthetic arthroplasty,

Data Synthesis and Differential
Diagnoses In the rnajority of patients, a
reasonable differential diagnosis can
be formulated after the Initial
examination and results of SF analysis.
Diagnostic possibilities, based on the
results of SF examination are outlined in
Table 2 While it is not practical to give
detuails on all possible disease processes,
the following is a brief summary of the
more common causas of acute
monarthiitis encountered in practice

l. Trauma
Joint swelling with or without
hemarthrosls ray resutt from frauma,
“particularly if the injury Involves
ligamentous or meniscal tear, or
dislocation or fracture in the area of
the joint, A history of trauma can
usuaily be obtained but
occasionally, the Injury may have
been so minor an event that it ls
forgotten, orit may not be recalled
for other reasons such as alcohol or
seizure. When available, SFis
nonHnflammatory (Group ). An
impacted loose body may also result
in acute, painful swelling of a joint.
Radiographs are usually helsful but
arthroscopy may be necessary for
diagnosls
Traurna is also a frequent
precipitating factorin gout and
pseudogout. In these disorders,
however, there is usually a time lag
of several hours or days between the
injury and onset of joint swelling,
whereas in traumatic arthritis the
pain and swelling immediately follow
the injury. Minor frauma may also
bring a pre-existing condltion to
patient's attention e.g. Retter's
disease, psoriatic arthriiis

Il. Crystal-induced Synovitls
1. Acute gout Gouty attacks tend to
affect joints of the lower extremity
particularly the
metatarsophalangeal Jolnt of the
great toe. The acute arthritis often
peaks within 24 hours producing a
wamn, red, tender joint with

Inflammatory synovitls, designated anticoagulants used for SF collection inflarmmation of the sumounding soft
“postinjection flare”.'® Microscopic e.g. calcium oxaiate,2! tissue resembling celluiitis. Middle
examination of SF from joints recently ethylene-diaminetetracetic aclid aged and eldery men are
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44,000).

Figure 8: Mathyl prednisclons acetate crystals

commonly affected and the disease
is rarely seen in premenopausal
women. A history of previous attacks
can sometiimes be obtained and
familly history may be positive. Most
patients have hyperuricemia,
although the serumurc acid level
may be normal particulary during
the inltial stages of the disease and
in patients receiving allopurinol or
uricosunc drugs. The diagnosis can
be fimmly established by
identification of MSU crystals in SF
frorn affected joint

2. Acute pseudogout Pseudogout is
a relatively common arthritic disorder
that occurs most often in elderly
patients. Men and women are
almost equally affected. The knees

and wrists ara the most commonly
Involved joints.28 The acute
inflammation resembles gout, hence
the term *‘pseudogout”
Cualcification of hyaline and flbroys
arlicular cartiloge
(chondrocalcinesis) Is the radiclogic
hallmark of the disease. SFis typically
Inflammatory {Group If) and the
diagnosis depends on detection of
CPPD crystals in Joint fluid. In a
minonty of cases, pseudogout Is
assoclated with hyperparathyroldism
or hemochrornatosis.

3. Acute caiclfic perlarthrifis/ arthritis
This Is a less common type of -
crystakinduced arthiitis which results
from depesition of HA crystals In and
around the joints. The syndrome Is

I}

V.

characterized by artlcular or
perarticular Inflanmmation
asseclated with franslent
Juxtararticular radlologic caicific
desposits. '8 The shoulders and hips
are the most cormmonly affected
joints followed by knee, slbow, wrist,
metacarpephalangeal and
metatarsophalangeal joints. It
produces acute inflammation with
severe pain, swelling and redness of
a joint that can closely mimic gout,
infectious arthrifis or cellulitls. The
acute inflammation is usually
associated with transient
periarticular radiclogic calcific
deposits. When avallable, SFis either
Group | (nonHinflammatory
sympathetic effusion from
pararicular inflammation) or Il
(Inflammatory). cPLM may reveal
“'shiny coln” bodies or neutrophils
with phagocytosed ovoid bodies.
Definitive identification of HA crystals
in the SF or perarticular deposits can
be mades by slectron microscopy
and x-ray powder diffraction analysis.

Acute Infectious Arthrlls

This is the most threatening of the
acute monarthnitides, because, If
untreated, If can lsad to joint
destruction and systemic
complications The infection is
usudlly assoclated with Intense local
inflammation, fever, chills, perpheral
and synoviai fluid leukocytosis. It
commonly affects karge Joints
although small joints of hands and
feet are occaslonaily lnvolved. In
adults, the gonococcus is the most
common cause of infectious arthrlfis.
Cther causative organisms include
staphylococcus aureus,
streptococcus, pneumococeus,
meningococcus and gram-negative
bacilli 26 infectious arthntis should be
suspected If the patlent Is elther
young or old, if there is pre-existing
joint disease, a prmary focus of
infection (e.9. pneumoeniq, bactenal
endocarditis} or a debilitating lliness
(malignancy, diabetes, alcoholism,
drug abuse, etc ). The dlagnosis can
be established by dermonstration of
micro-organisms on gram sfain or
culture of SF, blood cultures and
cultures from primary site of infection.

Inflammatory Arthritides

The patient presentling with acute
monarthritls may represent the early
phase of a disease which, with time,
will involve saverdl-joints or evolve
into a chronic arthritis.
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1. Moncanticular theumatold arthritis
Rheumatold arthritis (RA) may remain
localized to a single joint for a
variable petiod of time before other
Jolnts become involved.27-28 1t usuallly
presents as acute or subacute
ronarticular arthiritis, especlally of
the knee, In a young worman. Early
diagnostic clues include
inflammatory (Group |I) SF. low SF
complemsnt, a positive heumatoid
factorin serurn and/or SF, and
synovial biopsy showing synovial
IIning cell hyperplasia, villous
hypertrophy and subsynovial
infiltrates of lymphocytes and
plasma cells

2. Monaricular spondyloarthropathy
The seronegative
spondyloarthropathies comprise
ankylosing spondyilis, psoriatic
arthritls, Reiter's syndrome and
enteropathic arthropathy (arthitis of
inflammatory bowel disease). Acute
monarthritis may rarely occur in any
of these condltions as the initial
svent or as recumrent episodes of
arthntis. When avallabie, SFis usually
inflammatoty. In this group of
diseases, tests for rheurnatoid factor
are charactetistically negative in
both serum aond SF and the diagnosis
usually depends on associated
clinical features e.g. spondylitis,
psorasis, urethnts, conjunctivitis or
colitis.

. Miscellaneous arhiific conditions
that may present as monarthritis
1. Spontaneous hemarthrosis
Non-traumatic, intra-articular
hemonrhage is an uncommeon cause
of a wamn, painful Joint. The
diagnosls Is suggested by the finding
of a bloody effusion. Leadlng causes
include hernophilia, other bleeding
disorders, villonodular synovltis and
primary and secondary joint
neoplasms

2. Intermitient hydrarthrosis This rare
disorder is characterized by periodic
attacks of monarticular effusion
occuring at regularintervals every 1
to 4weeks. Local signs of
inflammation are usually minimal or
absent, The knee is the most
cormmonly affected joint. SFis group |
orll and laboratory values are often
normal.

3. Palindromic rheumatism is another
rare arthiltic disorder characterized
by ireguiar episodes of severe Joint
paln, swelling, redness, tendemess

and stiffness developing
spontaneously and lasting 3 fo 7
days. Joints most commonly affected
are wiists, hands, knees and ankles. -
A history of such repeated episodes
is suggestive of the disease. SFis
non-nflammatory., Up to one-third of
these patients progress to develop
typical theurmnatold arthitis,

4, Behcet’s disease Behcet's disease
is a rare cause of acute, intermittent
moencrthritis. The diagnosis is based
on assoclated exira-articular
features such as aphthous stomatitis,
recumrent genital ulcers, initis,
pyodema, arthritls and vascular and
neurologic abnormalities

Summary

Acute monarthrtis presents a frequent
problem In the emergency room.
teadling causes include trauma, gout.
pseudogout, infectious arthritis and
monarticular theurnatold arthritis. The
many etlologies of acute monarthritis
require an orderly approach to
differential diagnosis. The diagnosis rests
upon a detailed history, examination of
affected joints, otherjoints and of the
patient as awhole, and on afew
carefully selected laboratory studies
including radiographs of offected joint
and synovial fluid analysis

Synovlal fluld analysis is the key to the
diagnosis of acute monarthntls
Examination for gramstain and culture
and for crystals by compensated
polarizing light microscopy can provide
edarly diagnosis In a large percentage of
cases, Other synovidl fluid findings are
less helpful but serve to limit the
diagnostic possibilities and allow
categorization into the appropriate
rajor group. If synovial fluid Is
unobtainable, a diagnesis can usually
be made from other aspects of the
clinlcal presentation, cided by
laboratory and radiclogical
investigations. (for Instance,
gonococcal arthntis, in a young woman
with history of exposure, characteristic
skin lesions and-organisms isolated from
primary site; gout In & middle aged
man, with history of previous attacks,
podagra and hypeiuricemia).

if an early diagnosis cannot be macde,
and If infection, crystal-induced arthritis
and intra-articular hemorthage have
been ruled out, it is sufficlent, under
these circumstances, to freat the
patient symptomatically with rest to the
affected Joint and a non-stercidal
antiHnflommatory drug and await the
results of laboratory studies. Blind

management, empircal use of
antibiotics and unjudicious
intra-articular steroid Injections must
dlways be avoided. If the diagnosls is
not apparent after 1 to 4 weeks of
observations, in addition to the Initial
worlk-up, other more speclalized
diagnostic procedures such as
arthroscopy or synovial blopsy may be
required.,
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Case Confer_ence

CquYIObGCier Enfel' OCOIiﬂs by James L. Tomarken, mD.*

Case Report

A 24vyearold male presented fo the
Emergency Department in January of
1982 complaining of headache, fever,
and diarrhea of three days duration. The
patient seemead confused, in that he
was uncertain as to how he got to the
Emergency Department, and why he
had come on that night. He thought
that he had besen watching television
with his friends who had urged him to
seak medical attention because of his
feeling unwell.

He recalled not feeling well for
approximately one month with
intermittent hot and cold feelings which
had been dlagnosed as “the flu”. In
addition, he had been horme to a rural
area one week prior to coming fo
hospital, at which time he had vislted a
flend on a sheep farm, spending some
fime where the sheep were kept He
had been taking only enferic coated
aspirn for his present 3 day liness

Past medical history revedled a simliar
iness approximately one year
previously. He had had a lumibar
puncture performed at that time which
was nomnal, and the diagnosis had
been made of “'meninglsmus”

On examination, the patlent was toxic
looking with a temperature of 39.4°C
Vital signs were stable and he was not
dehydrated. There were no
abnormalities on physical exam,
specifically the abdominal examination
wais unremarkable. On assessment of

| mental status, he was slow and
imprecise in his answers, but oriented in
all three spheres.

The lab data revealed a normal
hemoglobin, white blood cell count,
blood sugar, electrolytes, BUN and-
urine. Aswell, a chest Xray and EKG

*Ermergency Deparment
Toronto General Hospifal

were nomnal. A lumbar puncture was
norma, Including nomal protein and
sugar levels and cell count. Blood and
stool cultures wers taken.

Forty-eighf hours after admission the
stools were positive for Campylobacter
Jejuni. The patient was treated with oral
Erythromycin for fen days. He was
discharged home after 4 days.
‘completing hls treatment and full
recovery at home,

General Discussion

This case represents one of the lass
common situations where antibiotics
are beneficial In the tfreatment of acute
infactious diarrheq.

Carnpylobacter jejuni, previously known
as “related” vibrlos, Is a gramnegative
rod which has been known to exist since
1931.11n 1972 It was first isolated from
stool !
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Gram stain of Compylobacter je juni

There are two specles of
Campyiobactferthat are Implicated in
human disease. Campylobactesr jajuniis
the more common organism with its
major manifestation being enterocolltis.
Campylobacter fefus subspecies fefusis
often associated with abortionsin
sheep and cattle, as well as bacteramic
liinesses in compromised patients.
Campylobacter jajuniis now one of the
commonest identifiable causes of
bacterial diarhea and there are now
cases reported secondary to
consurmphion of unpasteurized miik,
contaminated water, contact with

‘domestic animals (commensal in the

infestinal tract of sheep). and Ingestion
of contaminated chicken.! Person fo
person transmission s rars.
Campylobaciterenterocolltls has shown
a gradual rse since 1977 due to the
increasing awareness of, and facility in,
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Campylobacter Enterocolitis continued

Isolating the organism Campyiobacter
and Salmonelfa are the commonest
causes of bacteral diarrhea with
Shigelfaand Yersinia much less
common.

The age group of 0-5 year olds seems to
have the highest reported incidence.
No age group Is exempt, but the actual
incidence Is difficult to estimate
because of the selfdimited nature of the
disecse and the higher incidence of
children sesking medical atfention

The most commoen presenting symptoms
are fever, crampy abdominal pain and
diarhea which can be bicody
Headaches and myalgias can be
present. Less commonly, selzures,
assoclated with meningitis, have been
noted in children.

The organisms have an incubation
perlod of 2-11 days, averaging 2-5, with
Salmonelia’s belng shorter - 1-3 days
This difference can be helpful in
estabilshing the dlagnosis

There are usually no specific physlcal
findings. Stools may be positive for
occult blood and g wet preparation of
fresh stool stained with Wright stain, may
show white blood cells. When viewed
with a phase contrast microscope, stool,
gram stained with carbol-fuchsin
counterstaln, has shown a high yield of
the curved spiral morphology of the
Carmpylobactarorganism. (Amow —
Figure 1) A higheryleld has been
reported with “'grossly bloody or
exudative stools”.3 Blood cultures and
an elevated white blood cell count are
found in 1/3 of patients,

Sigmoidoscopy can demonstrate a
specturm of pathology fror normal
mucosa to a red friable edematous
coelitis with crypt abscesses, a picture
indistinguishable from acute ulcerative
colitis.

Bacteral diarhea con be caused by
efther an enterotoxin, os in cholera, or
by invaslon of the bowel wall, asin -
Shigella. Campylobacteris similar to the

invasive diamheas In its clinical
symptomatology and pathology.

Treciment

Antibiotics are not routinely used for
acute Infectious diamhea because the
disease is usually self imited
Campylobacterenterocolitis usually
lasts for only a few days
Campyicbacter jejuniis sensitive, In
vitro, to erythromycin, tetracycline,
chloramphenicol and the
aminoglycosides. Erythromiycin is the
drug of choice for the treatment of
Campylobacterenterocolitls. it appears
to decrease the severity and length of
the illness, as well as clearing the
organism from the stool. In Canada, 1%
of Campylobacterstrains are resistant to
erythromycin, with 10% resistance notad
in other parts of the world

Fifteen percent of Campylobacter
strains re resistant to tetracycline |t
shouid not be used in children because
of the high incidence of resistance and
lts teeth staining properties.
Amincglycosides are not effective when
given orally and thelr parenteral use is
usuctly reserved for the more serious
forms of the disease,

Erythromycin is therefore safe to use,
without antibiotic sensltivity, because of
the smail number of resistant strains. For
children, the erythromycin estolate Is
used In doses of 25-50 mg/kg/day in
three divided doses for 7-10 days, while
adults are given the stearate at a
dosage of 260-500 mg qid for 7-10 days
Two special situations deserve mention
Fist — exacerbations of ulcerative colitls
may be due to Campylobacter jejuni
This would require antibiotic rather than
steroid freatment, Secondly —
Campylobacter jejuni can cause acute
infectious diarhea in pregnant women,
especially In the last timester, Since the
organism can be secreted in the stool
for up fo two months, it can be a source
of necnatdl infection and amenable to
treatrment

The complications of Campylobacter
infections are not common but can be
life threatening. The list includes:

1) dehydration, 2) acute abdomen
causlng unnecessary operations,

3) bacteremla, 4} post infectious arthntis
and Relter's Syndrome, 5} meningitis,

8) lower G.l. hemorthage. 7) convuislons,
and 8) cholecystifis.

Question:

Which cases of Campylobacter
enterocolitis require antiblotic
treatment?

Comment:

The majority of pafients will recover
spontaneously. Apart from the situations
mentloned above which require
antibictic treatment, those cases of
enterocolitis that are prolonged or
severe should be treated as well
Generdlly, inpatients are treated while
out-patients are not

The author would like to acknowiedge
the assistance of Dr. M. A, Karmali,
Depariment of Microbiciogy, The
Hospital for Sick Children, Toronto.
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ECG Rounds

Casel

A bé5vyearold female presented in the Emergency
Department having been sent In from her cardiologisi's office.
She had gone to him complaining of her heart racing and
feeling lightheaded. She had awakened with this sensation,
and it had now persisted for é hours. Her only medication is
Pronestyl, and she had a pacemakerinserted 2 years ago

BP 400/60 P. regular, around 300
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Casell

A 3%year-old male amved In the Emergency complaining of a
rapld heart rate of 3 hours duration. He has had similar
eplsodes in the past, but they usually resolve spontaneously
over 15 or 20 minutes. He has never before sought medical
help with regards o these episodes. He is not on any
medicafions, and has no history of cardiac problems

BP 110/70 P:around 200
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~See page 8 for interpretation of resuits
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The Gottschalk Nasostat
completely replaces posterior packs
and Foley catheters for positive
control of posterior bleeders.

SAFE The only epistaxis balloon which is self-

retaining, and prav rosterorn slippaage by

way of its unigue nen-coliagsible design.

EFFECTIVE Controis bleeding from branches

sphenopalatine artery without aplerior packs

v compressing the artery as it enters the

nasal cavity.

EASY Less than half the diameter (3

of other balloons, making insertion easy and

less traumatic.

FAST controls most bleaders within minutes:

VERSATILE May be used with anterior

packing to control ethmoid bleeders.

2inch)

New slimline model now in 3 sizes.

id pediatric, illustrated

¢ only nasal balloon proved safe

forepistaxis control

Write or call loday for additicnal mfermation

SPARTA INSTRLUMENT ORATIOMN
= ETRATE | [ =t 8]

Exglusive digtobltors-0f the-Goitsohalk Nasostal




ECG Rounds

Acute Monarthritis from page 64

EGG Rounds — interprefation

Casel

Rhythm strip A

Rate: 300

Rhythm: reguiar

P waves. not identified

QRS. wide [greaterthan .12), slurred

STsegments: not identifled
Rhythmstrip:  post Lidocaine 100 mg beolus and diip at 3 mg/min

Rhythm stip B

Rate; 93

Rhythm regular, paced
Pwaves not correlated with QRS

QIRS: greaterthan 12

Impression: The initial hythm strip could represent PAT with abemrant conduction,
although a more likely diagnosls would be ventricular tachycardia. Following the
lidocaine Injection, there Is a paced thythm with o ventricular response of 93,

The most important point In regard to this difficulty in differentiating these two
arrhythmias is that if doubt arises, they should be managed as being ventricularin
ongin. Carotid massage and vaisalva manoevre will not create any difficulty and
should be aftempted: however. if these are not successful, phamacological
agents are used which would be approprate for a ventricular arhythmia, and
cardioversion may be necessary.

Casell

Rate: 215

Rhythrrr regular

Pwaves: appedar fo occur in upstroke of the S-.wave ot rate of 215
&WRS: 12

ST: depressed 4 mm

T: upright

Impression: PAT. This Is based on the narrow QRS complexes, P waves, regularity of
the rate and the clinlcal setting.
Points which can be used to differentiate between PAT with aberrancy and
ventricular tfachycardia include:
1. Clinleal setting and history — V-tach rare without CAD
previous episodes ond response to therapy

Rate — V-tach usually less than 220-250 '
Rhythm — perfect regularity favours PAT
Fusion beats — very useful when present
. Response to carotid massage/valsalva — none with V-tach

' PAT may respond
Pravious ECG's — may demonshrate BBB as having previously been present.
P-Waves — in PAT: usually occur 1 1 with QRS complexes elther before, during, or

after the @RS complex
— In V-tach: if identifiable, the atricl rate is different from the ventricular

rate and the P-waves are not comrelated with the QRS complexes
— special leads may bring P waves into evidence (esophageal leads)

0N

~ o

See page 67 for ECGs and Case Histories
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Noticeboard

Emergency Physicians

Applications are invited for full-time positions in the
Department of Emergency Medicine at a Univ. of Toronte
Teaching Hospital, commencing Aug. 1st, 1982,
Responsibilities will include thirty-two hours of clinical
medicine weekly with teaching and research responsibilities.
Applicants should be career ofiented and have appropriate
residlency fraining and/ or extensive emergency deparfment
experence,

Please forward applications with cumculum vitae and three
references to.

Dr. |. G. Hastle,

Chief,

Departmeni of Emergency Medicine,

Wellesley Hospital,

160 Wellesley Street East,

Toronto, Ont

M4y 1J3

Advanced Cardiace Life Support —

Ottawa, Ontario

Canadian Heart Foundation ACLS Provider Certlfication
Course, co-sponsored by Algonquin College and Emergency
Physicians of Ottawa, May 14, 15, 16, 1982. Course particuiars
can be received by contacting

Wayne Lewrey, E107,

Algonquin College,

1385 Woodroffe Avenue,

Nepean, Ontario,

K2G 1v8

{613) 725-7335

Emergency Room Physician

Opening for full fime physicians starting July 1, 1982,
Remuneration by the shift at approximately $34 perhour. Very
comfortable pace. Must have ACLS and Ontarlo Licence
For information contact Dr. C. Winegard, Director of
Emergency Departments, Samia General Hospltal and $t
Joseph's Hospital, ¢/0 Samia Generai Hospltal, 220 Mitton
Street North, Samia, Ontarlo.

Chief of Emergency Medicine

Victona Hospital Corporation, London, Ontario, is seeking
applications for Chief of the Department of Emergency
Medicine.

The hospital is an 864 bed hospital dffiliated with The Universify
of Westem Ontaric and there are approximately 60,000
patient visits per year to the Emergency Department

In addltlon to a clinical commitment. the successful
candidate will assurne administrative duties and will be
responsible for co-ordinating teaching at both
undergraduate and postgraduate levels within the
Department. The candidate will be eligible for an academic
appointment within the Deparfment of Medicine.
Remuneration Is negetiable and will be based upon
qualifications and experence. Forward application with
Cuniculum Vitae to Dr. J.D. Brown, ¢/0 Victoria Hospital
Corporation, 375 South Street, Londoen, Oritario N6A 4G5,

Emergency Physicions

Full-time position for career oriented emergency physiclan, in
Welland County General Hospltal, located in the Niagara
Peninsula. Competitive salary, 4 weeks vacation. Apply in
writing fo Dr. G.J. Alexander, President; Weliand Emergency
Assoclates, ¢/o0 Welland County General Hospital, Third
Street, Welland Ond., L3B AWé.

Third Annual Postgraduale Course in Emergency
Medicine

Sponsored by McMaster University and the Hamilton
Academy of Medicine. .

This course will include lectures as well as a selection of early
moming and late aftemoon workshops.

Workshop Toplcs — Cadaver lab, cardiology. radiology.,
practical sessions, dog lab and suture lab, critical care
workshop.

Speakers — Dis. A, Abraham and A. Jarvis, Toronto. Dr. P, Safar,
Pennsylvania, Dr. WA Gent, Kingston, Dr. J.R. Roberls,
Pennsylvania and distinguished local faculty.

Fees full programme (excluding workshops) $210.00. Dally Rate
— $55.00, Workshop fees — $75.00 — $125.00 each. Dates —
April 19-23, 1982,

For more information, piease call Programme in Continuing
Medical Education, McMaster University (416) 5259140,
Extension 2219

Required ‘Medical Direcior Emergency

A Medical Director is required for the Emergency and
Ambulatory Department of a 310 bed acute treatment
general hospital. The Department deals with approximately
65,000 cases a year and is the 24 hour emergency centre for
the Region.

Please forward wiitten application and Inquiries in
confidence to.

Chief of Staff

Sudbury General Hospital

700 Paris Street

Sudbury, Ontarno P3E 385

Telephone: (705) 674-3181 Extension 170

Full Time Emergency Physician

High volume tertlary care Emergency Department
affillated with McGill University in Montreal seeks
Emergency mediclne graduate or minimum 3 years full
time experence.

Package includes 4 weeks vacation plus 1 week
conferance.

Expected remuneration around 75 K No ovemite or
weekend duty.

Candidate must be bilingual, and have ACLS, CMPA and
Quebeac Licence.

Willingness to frain housestaff and nurses as well as camying
out emergency oriented research imperative.

Please forward C.V. and letters of inquiry to:

Emergency Departrment Director
P.O. Box 103

Ciote Des Neiges Branch
Montreal, Quebec H3S 254
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Meetings tonote

Advances in Emergency Care

July 11-14, 1982:

Advances in Emergency Care

Ninth Michigan Emergency Medicine Assembly

Michligan ACEP wili host its Ninth Emergency Medicine
Assembily at the Grand Traverse Hilton, located 6 miles
northeast of Traverse Clly, Michigan.

The three and ohe-haif day program will review recent
advances in cardiopulmonary resuscltation, neurclogical
ernergencles with emphasis on cerebral resuscitation, acute
infectious diseases, and newer modalities useful in the
evaluation of abdorminal pain. Reglional participation in
clinical pathological conferences is shared once agaln by
emergency medicine residency programs in Michigan, Ohic,
Wisconsin, lilinols and Indiana,

Prograrm Chairman Richard M. Nowak, M.D., of Henry Ford
Hospital’s Department of Emergency Medicine invites the
submission of absfracts of orginal, unpublished sclentific
papers for presentation during the Assembly, Deadline for
submission of abstracts Is May 1, 1982.

Application for CME credif will be made to the American
College of Emergency Physiclans, the American Assoclation
of Csteopathic Physiclans and Surgeons. the American
Academy of Family Physicians, and the Michigan Department
of Public Healih.

The Orient 1982

Emergency and Primary Care In Pecples

Republic of China, Japan, Hongkong, and Thailand. June
7-25, 1982. Sponsored by the Institute for Emergency Medical
Education and Washington Chapter American College of
Emergency Physicians. Contact:

Rickey Wolfe, Cardillo Travel,

2150 Shattuck Ave.,

Berkeley, Califomnla 94704

(US) 800-227-2824, (Calif} 415-848-6322

ACEP, AAFP, AMA and Nursing credit in process.

Emergency Updale

Third Annual Postgraduate Course In Emergency Medicine
Dates: April 19-23, 1982

Sponsored by McMaster University and the Hamilton
Academy of Mediclne

Location: McMaster University Medical Centre, Hamillion
Ontarlio

Contact: Continuing Medical Education McMaster

(416) 5259140. Ext. 2219

Upcoming Meelings
“4th Annual Course on Emergency Management™
Dates: Site.
Friday April 30th, 1982 Skyline Hotel,
Saturday, May 1st, 1982 Dixon Road & Highway 27,
Sunday May 2nd, 1982 Toronto, Ontario
Sponsor Contact.
Toronto Wesfem Hospltal, Dr. C. Gutkin, Chairman
Emergency Assoclates c/0 Mrs. Anne Grant,
Secretary Emerg. Assoc.,
Phone No. 363-8937
751 Dundas St. W.
Toronto. M6t 119
Credits:

Hour for Hour credits (18 hrs) applied for as In past years to the
College of Family Physicians Canada and the Canadian

Association of Emergency Physicians.

AITLS Provider Course

June 2-10-111982

Kingston

Further INFO.

Dr. M. &'Connor

Division Emergency Services
Dept. Surgery Queen’s University
Kingston (613) 546-1227

MAY 21-22, 1982

DISNEYLAND HOTEL

ANAHEIM, CALIFORNIA

Prosantod by the

Onage County Trauma Socloty
Topics will incinde:

Trauma System Development

Field Care

Trauma Care Evaluation
Development of a Trauma Registry
Financial Impact of

Becoming a Trauma Center

The Role of the
Trauma Nurse Coordinator

Visiting Faculty include:
DON TRUNKEY. MD_ FACS,

€. THOMAS THOMPSON.
MD. FACS

HENRY CLEVELAND, M D, FACS,
ALASDAIR CONN. MD
CHARLES R. McELROY. M.D.

MICHAEL R ANTOPOL, MD FACS

Registration
Fee: physlclans #195; numses and others 4100

To request information and Credit
registration form. please © This progr d for 14 hours,
Course director, John G West M.D, Category L | g fon credit'for
Orange County Trauma, Soclety AMA, CMA, ACEP and Nursing.

$21 North Rampart, Suite 130
California 92888
{714) 857-5030
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