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President’s Notebook

In this, my first Presidential report, | woutd
like to thank the membershlip for giving
me the opportunity to act as your
President in the coming vear. It Is indeed
an honour and | will make every effort to
fulfiil the responsiblliity to the best of my
ability.

| want to extend my deepest gratitude,
to the past-Presidents of C.A.E.P. for the
considerable time and effort they have
expended on behalf of the Association
Having worked with these individuals, |
can assure you that their hard worlk,
sometimes frustrating, sometimes
rewarding, has been the backbone of
CALEP

One of the most ime-consuming chores
of my predecessors was their
involvement in deliberations regarding
speclalty recognitlon. Cerlification is
now a redlity. For their efforts in this
millestons, they deserve an accolade
from all of us. However, their efforts must
be continued by the rest of us. With the .
exams now on the horzon, there
appears fo be a number of emergency
physicians across the country who,
atthough eligible to sit the examination,
fesl it would serve no purpose in their
clinical practice. if we want to consider
emergency medicine a spscialty we
must qualify by completing the last step,
certification | would urge alf sligible
candidates to seriously consider the
benefit of sitting the certification exam
not only to themselves but to
Emergency Medicine. Although a lot of
time and hard work will be Involved in
preparing for these examinations, | am
sure it will be a worthwhile exercise.

We must now look to the future of the
Assoclation, its course and objectivesIn
the years to come. What are our
priorfties? How will fime and physical
resources be dllocated to best serve the
Assoclation?

As you may recall from the last Review,
d longrange planning session was held
and attended by your.Execufive and
some Committee chaimen to
deliberate the future of C.A.E.P. | wili
relate sorme of the thoughts generated
by this meating to outline some

potential goals of the Association.

In priorizing issues to be considered in
the coming year, the foremost was
image, of both emergency physicians in
particular and emergency medicine in
general. In meeting with several groups
of emergency physicians across the
country, the executive has found that
selfimage especially related to hospital
administration and peer groups was of
concem in some centres. In addition.
the lay cornmunity lacks awareness of
the discipline of smergency medicine. |
am sure all of us have been asked ifwe
were infems on duty orwhere cur
practice was when we weren’'t working
In the Ermergency Department We have
identifled a need to educate peer
groups, hospital administrators, and the
public in general. Suggestions Included
a public relations campalgn using
public service announcements
sponsored by C. ALEP. A.C.EP has
Indlcated its willingness fo make these
PSA's available to us. In the lay
community, this would begin to provide
an Identity to emergency physicians. In
the medical community, awareness
might be Inftlated by publicizing
speclalty recognition as well as
outlining career profiles of emergency
physicians. Adminisfrators must be
made oware of patfems of practice
across the country with the
characterstics of the successful groups.
Anocther issue felt o be Important to
emergency physiclans was economics.
There is a wide disparity in Incomes of
emergency physicians (Lane, PL.
George ME: CAEP Review 2:62-64, 1981)
and a need to look further at the
components of the economics of
emergency medicine. This information
must be shared with our colleagues, By
improving economic awareness and
the economi¢ base of emergency
physicians, we enhance the stature of
emergency medicine.

The training of resldents represents the
future of emergency medicine asa

specialty There have been extensive
cutbacks in the residency positions
across the country. As ayoung
discipline with programs still waiting
dccreditation, emergency medicine is
open to being among the first of
programs fosing fraining positions. This is
a problem cumently and may continue
fo be in years fo come. Manpower
surveys demonstrating the existing and
future needs may be helpful as a
starting poinft in arresting this trend

The final issue of Importance which |
wish to share with you is that of
communication with the membership.
How often does the Executive of an
organization fend to lose sight of the
attitudes and feelings of its
membership? There was extensive
discussion at the planning session
questioning how well the Executive
represents the membership. Certalnly, in
determining pricritles, the membership
should be first and foremost in the minds
of the Executive. To this end. | will be
instructing the Policy and Standards
Committee to conduct a survey of the
membership with respect fo long-range
planning and pricnzing goals and Issues
relating to Emergency Medicine. |
would ask that all members respond to
this questionnaire and express their
vlews freely. Should you wish to have a
wider forum, the Review I1s always
avallable to publish members’ views in
the Letters to the Editor section

In clasing. | want to again thank you for
your suppott in electing me as President
| hope to camy out your wishes In
leading CAEP in the coming year. | look
forward to continuing communication
with the membership and hope to have
an opportunity to meet as many of you
as possible.

Rocco Gerace, M.D
President
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Letters tothe Editor

Alinguistic lesson

Dear Sir,

{ wish o propose a clanfication of ferms
regarding physiclans who practice our
discipline.

First, it 15, | believe now accepted
terminology that a physician
dedicating ali of his or her practice time
to Emergency Medicine, be called an
Emergency Physician. The discipline
extends far beyond the “‘'room”,
involving pre-hospital care, community
disaster planning, cltizen CPR. hospital
committees, etc. Truly, Emergency
Medicine has outgrown the “E.R.” and
Ernergency Physiclan is the more
appropriate term.

| would urge caution adopting the
somewhat Ugly mouthful
“Emergentologist” to apply to those
newly certifled in Emergency Medicine.
Similary, the name Casualty Officer is
Inappropiiate, inaccurate and out of
date except where It may pertain to the
casudal oritinerant practice of medicine
in the Emergency Department

Yours sincerely,
David M.C. Walker, M.D.

Dear Sir,

Dr. Les Vertesi's article “Will the Real
Faramedic Please Stand Up™ In the
January 1982 issue of the CAEP
Newsletter came closer than he
intended to In outlining the problems
facing modem nursing. The major
problem facing foday’s nurse is not any
minor issue such as the relatlve roles of
nurses and paramedics, but with the
unraised consciousness about nursing
practice as it Is foday and the ‘
underlying attitudes toward nursing
itself. When Dr Vertesi stafes that B.C
nurses *'are confent to leave the actual
work to the paramedics” because the
“reaqlity of paramedic work has little to
do with the glamour that the popular
image portrays”, nurses are justly
flabbergasted. My own contact with

the B.C nurses Indicates that nurses are
more likely to be concemed with the
narmrow restrictive nature of the
paramedic role than with its lack of
glamour The “feudin’ cousins’ exist but
only as a minority. The real professionals
are developing a working relationship
and demonstrate It both inside and
outside hospital settings.

The 1ssues.centered on the
nurse/paramedic problem in Ontarlo .
have little to do with the “rapidly
expanding career garden of Advanced
Prehospital Care”, those aspects of Dr.
Vertes!'s article are not the unsettling.
inflammatory ones.

Nursing has entered a revolution and Dr.
Vertesl, Iin his article, seems unaware
Qur role has gone through considerable
change in the last ten years and our
contribution to health care is stili
changing. Nursing sfill remains focused
on how a patient responds to his or her
health status, how that status affects
his/her lifestyle and in assisting that
person to cope with his or her deficits
But at the sume time, nurses are
increasingly becoming educators and
decision-makers in health care. Ourrole
is an inferdependent one with other
caregivers, but it is also an autonomous
one. Dr. Vertes should understand the
nature of Interdependent autonomy. it
is a status physicians have enjoyed for
yaars Dr Vertesl perceives that
frusiratfon with our professional limits
drives nurses to usurp the role of the
paramedic and hints that the
physician’s role might be a more
attractive one to nurses. Nurses who are
impatient and disgruntied with the
pace of progress and change leave the
profassion. Some become “'nurse
bashers”. Others remain to grumble.
Most of us who choose to remain in
nursing are committed to make needed
changes and to reflect the directions of
our growth to others. Qur baftles are
those which are fought by other
professlons and are nothing to be
ashamed of They show growth and
energy rather than inflexibility and
stagnation

Meanwhile, nurses wanft input in
determining health care decislons Any
change without significant Input results
in anxiety, defensiveness and anger. For
Dr. Vertesi to state that the physician
“can tip the scales for victory” smacks of
wielding the blg stick. There 1s no place
In teamwork for scale Hpping. We all
need to discuss and negotiate if we are
to meet the challenges of the
increasing complexity of health care.
The Dr. Vertesi | thought | knew left me
surpnised and sormewhat confused by
the statements In his article. Did he
really mean what he appeared to say?
Never mind the paramedic, will the real
Dr Vertesl please stand up.

Gina Dingwell, R N.
August, 1982

Author's reply

I must say that | am surprised by the
reaction my arficle seems to have
evoked. There Is an old politician’s
axiom that says *Say nothing and you
won't get hitl” At the risk of sowing
further misunderstanding, | am afraid |
rmust reply

To begin with, my onginal intention in
wiiting “Will the Real Paramedic Please
Stand Up?* was not to make any
comment about the nursing profession
as a whole. | am cleary no expert on
nursing development or practice, and
any opinions | might have in this line are
bound to be ll-informed and frankly
indefensible, However | am certainly not
unaware of the “revolution” in nursing. |
agree completely with Ms. Dingwell’s
description of “interdependent
autonomy” as if applies to nursing
practice. In my years of professional
contact with hursing | have been
impressed with their concem for the
patient and for the functioning of the
system as a whole, Frankly, | don‘t think
Ms. Dingwell and | have any major
disagreements here; my remarks were
simply not directed at nursing in
general

Ms. Dingwell admits that the “feudin’
cousins’ do exist, and it is with this
minority who wish to “annex” the
prehospital care fisld into nusing. that |
have taken issué. This is not a “big
stick”. Clearly emergency physiclians
have the same right (some would say

continued on page 111
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Letlers to the Editor
continued from page 110 .

From the Editor

obligation] to spedk up about hospital
care Qs do nurses,

| couldn’t agree more with Ms. Dingwell
when she speaks about the need for
input. The success of the B.C. program is
due in iarge part to the input at the
“pollcy” level recelved frorm nursing
throughout the development of the
program. Those who were present in
those days will remember that this was
no accident: the systemwas desligned
to accept input from several other
sources as well,

I'msure it is possitle te find many
meanings in the article that were never
intended. Nor is there total agreement
about its central theme. But there
should be no mystery here; anyone who
is suspicious of my remarks and who
wants to know what | really think need
only examine the paramedic program
in B.C. Into which | have had formative
input for the last eight years. | amwililing
to stand on my record

L. Vertesl, M.D

if you wanf to win friends ond sleep
nights, don’t ever become an editor. For
the past yaar, Dr, Lynne Fulton has
served as Sclentific Editor of the Review.
Readers will agree, i'm sure, that the
articles over the year have reflected the
fremendous amount of work involved,
as well as the superb quality of herwork.

To date, we have published
approximately 50% of the material
submitted, which Is low among
Canadian publications, but about par
infemationally. Much of what is rejected
1s Inappropriate for our joumal, and
would be of litfle interest to our readers.
However, a good porilon Is rejected
because It is simply o poory constructed
study or the results cited are Inaccurate
or misleading. | have been more than
happy fo have Dr. Fulton write those
“DearJohn” letters.

However, probably the most draining
and tirme consuming job has been
suggesting revisions to arlicles
submitted. Thus far, every scientific
article published has required revisions —
some minor, some qulte major. As can
be imagined., after an author has spent
painstaking hours of work preparing an
article for subrmission, the letter he/she
receives suggesting a major redraft is
not always enthusiastically received.
And often, a polite suggestion here or
there falls on deaf ears, and the editor
has had to do a complete re-write
herself. She has, with afew of the
artlcles I'm sure, spent meore time on
revising and redrafting than the author
initially had in preparnng the article

To their credlt, authors of Review articles
have largely agreed with Dr. Fulton’s
suggestions and have redrafted their
arficles accordingly. In many cases, |
think, they have appreciated the
thorough critique they have received,
and are able to again have u fresh look
at theirwork as a result

Unfortunafely. Dr. Fulton has resigned as
Sclentific Editor, With the September
meeating of CAEP in Calgary, she has
become the 1983 Annual Meeting
Committee Chaliperson for the June
Meeting In Toronto. This will be a major

job indeed. and she wisely has decided
she cannot do justice to both. She will
be sorely missed at the Review,

We have been able to coerce and
cajole two very prominent names in
Conadlan Emergency Medicine to
share the dutles as Sclentific Editor—Drs
L.E. Dagnone and David M C. Walker,
both of Kingston. Both founding
members of CAEP, Dr. Dagnone has
“parental status” with Emergency
Mediclne In Ontfario, and has been on
the Editorial Board of the Annals of
Emargency Medicine for many years Dr
Walker has been involved with the CAEP
Executive for many years, including a
very crucial sixteen months as President
He is currently Chalrman of the Section
of Emergency Medlcine of the Ontario
Medlcal Association. We cerfainly look
forward 1o the contrlbutions of Dr.
Dagnone and Dr. Walker as the new
Scientlfic Editors of the Review.

By now, CAEP Review subscribers
(among others) wlll have receved the
special August supplement,
“Ermergency Units in Hospitals.” This
document represents the consensus of
a smali working group convened by
Health and Welfare Canada. It is one of
a serles of guidelines on speclal units in
hospitals that the Federal Government
has produced

Those who have had the opportunity to
read the guldelines will, | think, agree
that they are relatively comprehensive
and appropriate. They should be
particularly useful to those invelved with
planning and administering Emergency
Departments across the country, They
also should be useful in that very difficult
but crucial task of categorizing
hospitals.

| hope and trust that the guldelines will
stimulate discussion and likely,
confroversy. Readers are specifically
invited to use the pages of the Review
over the next year to air their oplnions
and comments regarding the
guideilnes. Correspondence should be
directed to myself and we will
endeagvour to publish as many letters as
possible.

CAEP Review October 1982
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Residents Corner

Emergency Medicine Residencies:
An Endangered Species?

We are constantly being bombarded with news iterms
regarding economic unrest in the health care field: nurses’
strikes, physician walkouts over fee schedule negotiations,
closure of hospital beds or hospitals, ete. In this, a time of
Increasing demands on the dwindling heaith care dollar,
residency fralning programs are hardly considered a priority
itern. Already across the country residency training slots are
being cuf back in number, When faced with funding
cutbacks, well-established programs will remain relatively
intact, while newer, smaller, or peripheral prograrms will be cut
(wltness the London experience - CAEP Review April 1982).
This Is especlally a problem since Emergency Medlcine is not
yet a separate university academic department In most if not
all medical schools. Hence the lack of abliity to lobby
effectively at the dean’s office level or at the political level

Emergency Medicine Is now a Royal College specialty with a
three year pest-intemship training requlrement. Many of the
present residencies are two year programs. Will they be able
to find residency positions in order fo prolong their program by
one year? Will they be granted the same total number of
residency slots but be reaulred to spread these positions over
a three year program? Will the aiready few residency positions
in this country be cut back even farther? How secure are
residents just starting programs now in being able to
complete their programs?

The Institute for Emergency
Medical Education in cooperation with
Washington Chapter American College of
Emergency Physicians presents:

LTALLII 32

“Current Concepts in
Emergency Care”

3rd Annual Conference
Maui Surf Resort — Maui, Hawaii
Dec. 5-11, 1982

approved for 25 hours of ACEP Category |
credit

Contact:
Steve Anton, Paradise Aloha Tours
P.O. Box 2927, Culver City, CA 90230
{213) 645-8400

Dr. David Walkercarmied out a Manpower study to determine
the need for trained emergency physiclans in Canada. He
demonstrated that the projected number of tralned
emergency speclalists will come nowhere near fulfilling
Canada’s requirements.

I fear for the future of Emergency Mediclne residencles. | fear
that they will be squeezed out of existence or severely
threatened. How does this situation affect you? Well, if you
are a junior resident will you be able to finlsh your program? If
you are in the second yearwill your program be able to
expand to a third year so that you can meet the Royal
Coliege requirements? If you are a medical student or an
intem, will you be able to get into an Emergency residency In
this country at all?

What can you do? Well, stop wringing your hands or burying
your head. There are several strategies that can be employed
in what will armount to a public relations campalgn. The first is
to maintain a high profile within the hospital, In the ER, on the
wards and in feaching sessions. This will bring attentlon to the
classical specialties thot Emergency Medicine is not Just a
flash in the pan. Second, emergency residents should make g
point of taking a stand on public issues having to do with
emergency heatth care. Concems such as prehospital care,
disaster panning, free-standing emergency clinics, citizen
CPR. Support from those in training would be welcomed by
those provincial assoclations with sections of Emergency
Medicine. Bringing these Issues 1o the attention of both the
public and the politicians is the name of the game. Ata
recent long range planning meeting. the CAEP executive
ranked Residency fraining programs as number two in
impoitance. CAEP Is the voice of Emergency Medicine in
Canada. As residents | urge you to joln CAEP and make your
concems known 1o your representatives and most importantly
to the Executive. Urge them to lobby strongiy in the
universities, In govemment We must become vocal in our
demands that Emergency Mediclne Residencles nof only
survive but flourish.

Since the |ast issue of CAEP Review a questionnaire was sent
In June to the Resident Representatives for all residents to
answer. This questlonnaire was to give the Resident
Committee some Idea of the direction that it should take and
the issues that it should concem itself with. Unfortunately not
all residents responded and some programs were
consplicuous by theitlack of response. Thanis to all of you who
did take the time to answer.

50% of residents polied responded. The resuits are as follows:

Circle the desired itemn. More than one itern may be chosen.
Additional comments welcoms

12
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Resident Commiftee Questionnaire

I. Selecfion of Resldent Representatives/Resident
Chalmnan/Resident Vice-Chairman:

(a) Status quo— % favouring 53%
(b) Election from the general resident body [one

resident = onse vote) 26%
(¢} Chosen as in [b) but a formula is requlred to

edualize the voling power of large and small

programs 0%
(d) Chosen by Resident Represenfatives from

among themselves 20%
(e) Other.
Il. Role of the Resident Commitiee:
(a) Status quo —ie — advisory to CAEP executive

on Resident matters 72%
(b) information exchange re resldencies 72%
(¢) Lialson with CAIR/EMRA 53%
{d) Information exchange re job market 86%
(e) Resident input Into the organization of CAEP

annhual conference ) 66%
() Representation on Training and/or

Examination Commiftess of the College of

Family Practice and the Royal College 66%
(g) Other. 6%
ill. Communication of Resident's Committee:
{a) General Residents’ meeting at annual CAEP

conference only 33%
(b) Resldent Committee (Reps + Chairman) to

meet once ayear + annual CAEP

confersnce meeting 46%
(¢) Resident Committes to communicate via 1-2

telephone conferance calls/year 46%
(d) Other 20%
IV, “Residents’ Comer™:
Who should be responsible for contributing articles?
(a) Resldent Chaimnan 6%
(b) Resident Reps by rotation 26%
{c) Any interested Resident 40%

60%

(d) Any combination of the above

- V. To what exdent above the annual CAEP Resident Member
fee would you be willing to fund extra activities (eg as per
Question li)?

@0 13%
{b) $25 coriess 66%
(c) $2550 20%
(d) $50-100 0%

In summary:
ffern 1. Overhalf the residents felt that status quo was acceptable

with the other half split between chocsing a Chairman by vote of the
general resident body and choosing by vote of the Resident
Representatives.

ftern 2. All these items seemed to be Imporfant, especially job market
information exchange, residency program information exchange and
adwvising CAEP exectitive in resident matters.

fterm 3: The general feeling that Resident Committee communication
needed to be Improved. However, the vote was split with some
interest in conference calls or one other meeting besides CAEP
Annual Mesting pervear

Itern 4, Most people felt that any combination of resldents should be
invelved in contibuting to “Resident’s Comer”

iferm 5 The majonty seemed williing to pay up fo a moaamum of $25
above the prasent Resident CAEP duses, provided that It resulted in
improved communication.

Ingrd Vicas

Chaimnan, Residents Committes

CLINICAL DEPARTMENT HEAD
Department of Emergency

Medicine

The Victorla General Hospital, an 800-bed tertiary
care, teaching hospital in Hallfax, Nova Scotia is
seeldng a Head for its Department of Emergency
Medicine.
The successful candidate wiil be Jolntly appointed
by Dalhousle University and is offered the challenge
of further developing this Department’s
educational programs within the University sphere,
This positlon requires an individual with extensive
clinlcal experlence and interest in Emergency
Medicine; with the infent of achieving speclalliy
certlfication in the nearfuture; and superior
communication and administrative skills.
Please submit resume in confidence to:

Search and Selection Commitiee

¢/0 Medical Director's Office

Victoria General Hospltal

1278 Tower Road

Halifax, Nova Scotia

B3H 2v9
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Wayne Smith, MD *

The Evaluation of the “Stroke” Patient in the
Emergency Department o, ro, pusssei, vo, Benda crarter

Abstract

the Inifial diagnosis was not.

of fittle use diagnostically.

A refrospective audit was performed on the charts
of 90 patients diagnosed as having suffered a
cerebrovascular accident by a physicion in the
Emergency Department. The diagnosis made at
the time of inifial assessmentf was compared to the
final diagnosis, and was found to be incomect in
17% of the cases. In over25% of these instances,
the final diagnosis was potentially freatable, when

From this study it is recommended that all patients
with the diagnosis of CVA should have the
folfowing tests performed in the Emergency
Department: CBC, coagulation screen, ECG,
chest x-ray, CT scan, and, if necessary, lumbar
puncture. EEG’s and skull x-rays were found to be

Résumeé

On a procédé & une vérification des dossiers de 90
patients chez qui un médecin de I'urgence avait
diagnostiqué un accident cérébro-vasculaire.
Aprés I'avoir comparé au diagnostic final, on a
constaté que, dans 17 pourcent des cas, le
diagnostic initial était inexact. Dans plus de 25
pourcent de ceux-ci, le diagnostic final,
confrairement au diagnostic initial, indiquait une
condition potentiellement traitable.

!l est donc recommandé de procéder aux tests
suivants en salle d’urgence chez fous les patients
presentant un diagnostic d’AVC: formule
sanguine compléte, coagulogramme, ECG,
radiographies pulmonaires, tomo-densitométrie
ef, si nécessaire, ponction lombaire. Les EEG et les
radilographies du créne se sont révélés de peu
d‘utilité pour déterminer le diagnostic.

Introduction

Patients with the diagnosis of
“'cerebrovascular accident” present a
dilernma to the Emergency Physician.
Although there is an abundance of
literature on the usefuiness of varous
types of diagnostic tests and moddalities
of treatment for these patlents, there is
little information of use to the
Emergency Physician, who must decide
which tests are necessary, whether
these tests are required on an urgent
basis, if treatment must be started
immediately, and If the patient requires
a hospital admission, or could be
investigated as an outpafient.

To clarify some of these points, o
refrospective audit was conducted on a
sefles of patlents on whom the diagnosis
of “cerebrovascular accident” was
made In the Emergency Department.
The goails of this study were:

1. To compare the initial diagnosis
made in the Emergency Department

*Residency Director and Director Ernergency
Departrnent, Royal Victoria Hospital, Montréal,
PQ

Adcidress for reprints — Roy Purssell, M.D.,
Department of Emergency Medicine,
Shaughnessy Hospitci, 4500 Oak St.,
Voncouver, B.C.

with the final diagnosis, and., if these
were different, to state the reason for
this difference

2. To compare the frequency of varous
findings in the history and physical
examination of patients with the final
diagnosis of either cerebral infarct or
cerebral haemonhage to determine
whether it was possible fo isolate items
of particular value in distingulshing
these two clinical entities.

3. To determine which tests are useful In
the evaiuation of patients with
cerebrovascular accldents, and to
suggest a protocol for the investigation
of such patients in the Emergency
Department.

Materials and Methods

A retrospective audit was performed on
the charts of 90 patients diagnosed, In
the Emeigency Department, as having
suffered from a cerebrovascular
accident, over a four-month petiod from
June 1, 1980 to September 30, 1980. The
Emergeny Department staff was not
aware that this review was belng
conducted.

All patients were included where the
suspected diagnhosis was cerebral
infarction secondary to thrombosls,

arteritis, spasm, hypotension, or blood
abnomailities, such as ancemia or
polycythemia. Also included were
patients suspected of having had a
cerebral bleed, either epldural,
subbdural, subgrachnoid, orinto a
pathotogleal structure, such as a tumor
oran AV fistula. * Patients were
excluded from the study if there was a
history of frauma.

The study was conducted at a
downtown, acute care, teaching
hospital, serving a mainly white
population, over 16 years of age, with
varying socloeconomic backgrounds.

The Emergency Department charts were
reviewed, and a decision made
regarding which diagnostic category
most accurately reflected the diagnosis.
If the diagnosis appearing on the chart
was vague, e, "CVA”, that case was
placed In the category “Cerebral
infaret — type unknown”.

The comelation between the Emergency
Cepartment dlagnosis and the final
diagnosis was tested. The Emergency
Department diagnosis was based on
clinical examination by a resident in
Emergency Medicine. Intemal
Medlicine, or Neurology, or a staff
physician, residency trained in elther
Emergency Medicine or Internai
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Table 1A Comparison of Emergency Depariment Diagnosls to Final Diagnosis (Fnal Diagnosis)

Cerebral
Hemormhage

Cerebral
Infarct Type
unknown

Cerebral
infarct
Thrombotic

SAH

Cerebral
Infarct
Embeolic

RIND | TIA | Nodx | Cther

Ceorebral _ 4
Hemormhage

SAH

1"

Cerebral
Infarct
Thrombotic

A9

Cerebral
Infarct 3
Type unknown

Cerebral
Infarct 1
Embolic

RIND

TIA

No dx

Other

2

Mediclne. The final diagnosis was based
on elther autopsy, CT scan, or full
evaluation by a neurologist and
follow-up of three months to 1 year

If the final diagnosis was that of elther
cerebral Infarction or cerebral
hasmorthage, the history and physical
findings were reviewed with respect to
varnous parametres to determine
whether there were any significant
differences.

Diagnostic tests were examined with
regards to number of times done,
frequency of times abnormal, and times
useful in diagnosls.

Resuifs

The Ermergency Department diagnosis
and the final diagnosls were classified
into nine categories: intracerebral
haemomrhage. subarachnoid
haemorhage, cerebral

*This includes categores 430-438 of the ICD-8
Intemational Classification of Disease

** RIND Raversible Ischaemic Neurological
Deficit

An episode of neurclogical dysfunction due
to cerebral ischaemia resolving In grecter
than 24 hours but less than 28 days.

***TIA Transient ischaemic Attack

infarct-thrormbotic, cerebral infarct-
embolic, cerebral infarct- type
unknown, reversible ischaemic
neurologlcal deficit* *, fransient
ischaemic attack™ **, no diagnosis. and
other. The comalation between the
Emergency Depariment diagneosis and
the final diagnosis is shown In Tables 1A
and 18,

The cases in which there was a lack of
correlation, and the factor responsible
for the determination of the final
diagnosis are presented in Table 2 Itis
of interest to note that the cne
diagnosis most frequently missed in the
Emergency Department was that of
cerebral haemorrthage. Of the 8
patients suffering from haermomrhage,

Table 1B Compaiison of Emergency

Diagnosis to Final

Dlagnosis

Complete agreement 65%
Change in diagnosis relafed to

time course of symptoms* 10%
No definite final diagnosis 8%
Final diagnosis In disagreement with
Emergency Depariment diagnosis  17%

An episode of neurclogical dysfunction dus 5
to ceeebral ischaenmia resolving completely (g TIA—RIND orcompleted
In less than 24 hours. stroke — TIA)

50% of them were initially falt to have a
cerebral infarct. in all four cases, it was
the CT scan which allowed the comect
diagnosis to be made.

In Table 3 the frequency of varlous
clinical features in patients with the final
dlagnosis of cerebral haemorhage or
cerebral thrombosis was compared to
soe if It was possible to Isolate symptoms
or signs of particular use in distinguishing
these two entities clinically. The
symptoms which had a discretionary
value in the two conditions were
vomiting, level of consclousness,
abnomal pupillary light reflex, neck
stifiness, and the occurrence of previous
TIA's. This agrees with previously
published studies.

The WHOQ score was applied? to 8 cases
of cerebral haemorhage and 10 cases
of cerebral infarct proven by autopsy or
CT scan. The score indicated the comect
diagnosis of cerebral thrombosis In all
cases, butin the cases of cerebral
haemonhage, the score only Indicated
the comect diagnosis in 25% of the
cases.

The frequency of utiilzation of
diagnostic tests Is shown 1n Table 4. Most
patlents had a CBC, electrolytes, BUN
creainine and EKG In one case a
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The Evaluation of the *'stroke™ patient continued

Table 2 Changes in Diagnosis

Cass Number E.D. Diagnosis Final Diagnosis Reason for Change
1 Infarct type unknown Cerebral hemorhage Cl Scan
2 Compllcated migraine with Infarct Cerebral hemorhage CT Scan
3 Infarct type unknown Infarct-Embolic ECHO prolapsing mitral valve
4 Infarct type unknown Thalamic hemorthage CT Scan
5 TIA 2nd fo BCP Migraine Detalled investigation
6 Infarct-Embolic Infarct-thrombolic 2nd to lupus
anti-coagulant
7 infarct-embolic Cerebral hemomrhage CT Scan
8 Ophthalmic arfery embolus Chronic retinal arterial disease Ophthalmic assessment
Q SAH Benlgn aseptic meningitis LP.
10 Vertobrobasilar TIA Verfigo NYD Detailed investigation
11 infarck-thrombotic Syncopal attack Detailed investigation
12 MCA Aneurysm Acute glaucoma Neurosurgery assessment
13 Vertebrobasilar TIA Acute vertigo NYD Detailed investigation
14 Infarct-type unknown Metastasls Brain Scan
15 Vertebrobasilar lschemia Hysterical conversion sympioms Neuro and Psych-assessment
Table 3 Occurance of Various Parameters Tabled Dlagnostic Tests Fraquency of Ulilzatlon
Cerebral Cerebral infarct Investigation NumberTimes Pone
Hemorhage | (ProvenbyCTScon) | X2Test e 81 0%
Number of patients 8 10 e 75 839
Sex M/F 1/1 M/F 7/3 CLUCOSE 75 80%
Age Average 50 Average 58.3 BUN 5% %
BP onset (elevated) stroke 57% 67% 2BGs 5 7%
Vomiting 50% 0% P01 e 50 5%
gzr(\:srce:gsl.lesg]ess level 87.5% 30% P<0.01 OPHTHALMODYNAMOMERY 7 8%
Conjugated eye 12.5% 0% DR E D 2 o%
deviation (abnorrnal) URINALYSIS 16 18%
Anisccaria 0% 0% LDHOR CPK 2 2%
Papilllary slugglsh) light 375% 0% P<0.05 PTPIT 6 7%
ol ANGIOGRAM 1 1%
Speech disorder (present) 20% 50% MG 2 9,
Neck stiffness (present) 25% 0% P<0.01 ANA z 1 1%
Moto-dsficit (présent) 87.5% 90% REFACTOR 7 1%
Sensory deficit (present) 67% 40%
Headache — present 50% 50%
—lateralizing - 20%
Previous or stroke TIA 0% 40% P<0.05
Bruits 0% 10%
Tentorial Heniation 25% 0%
Risk Factors 67% 0%,
WHO score, comectin % 25% 100%
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Table 5 Dlagnostic Tests — Usefulness in Diagnosls

Abnormal and
Useful In
Investigation Frequency Nomal Abnormal Making
Diagnosis

CTScan 45 12 33 29
Skull X-Ray 32 30 2 0
Chest X-Ray 40 23 17 0
EEC 20 1 @ 0
L.P. 16 5 11 10
Table § Cormrelation Between Tests
Case #

CTscan Brain scan LP Anglogram
1 Intracranial AV mal-

hemorhage formation
2 Infarctntemal N

capsule
3 N Multiple areas Otherwise N

decreased N
perfusion
4 N Decrecsed Namow L
. perfusion carotid

5 Noevidence Bloody

SAH
é Suggestive Suggestive

of neoplasm of infarct

patient was found to have a hematocri
of 20% as a contributing cause of
deceased cerebral oxygenation and in
one Instance a hypercoagulable state
was found.

In Table 5 five of these diagnostic tests
were analysed as fo the number of
times they were normal, abnormal, and,
if abnormal whether they were useful in
making the diagnosis. Although skull
xrays and EEG’s were frequently
ordered, they were not useful
diagnostically in any situations. Chest
xays were ordered In 40 patlents and
often found to be abnomal (coln
lesions interstitial oedema atelectasls
cardiomegaly) Desplte this they did not
contribute information which defined
the diagnosls

Table 6 demonstrates 6 cases in which
the braln scan, angiogram or lumbar
puncture yield complementary

infermation to the CT scan.
Angicgraphy and isotope scanning
may provide addiflonal information,
and, if the CT scon Is non-diagnostic i
may be necessary to proceed to these
other tests. Our study and others? have
inidicated that the CT scan may not.
detect a subarachnoid haemorhage,
and if this diagnosis Is suspected, an LP
should be done (Case 5, Table 6)

Discussion

tis crucial for the Emergency
Department Physiciaon to have a
systemic approach o the “'stroke”*
patient as cerebrovascular disease is
common and associated with high
morbldity and mortality. it is the third
ranking cause of death in the United
States, and accounfs for 11% of the total
mortality®, It is not only a disease of the
old. fwenty percent of strokes cccur In
persons under the.age of 654,

This study was designed to answer three

questions of importance to the
Emergency Department physiclan The
first goal was o compare the initial
Emergency Department diagnosis to
the diagnosis after full work up. in this
regard, it was found that the Initial
clinical diagnosls was incorrect in 17% of
the cases, and., in over 25% of these
instances the patlent had a pofentially
freatable lesion, e.g. meningitls,
hypercoagulable state

Other stuclies have attempted to
comelate the initial diagnosis of these
patients with the final diagnosis,
Aithough the experimental design of
these studies is quite different from ours,
some general compansons can be
made

Four cases in this seres were initially
diagnosed as having suffered an Infarct,
and later found to have had an
intracranial haemomrhage on CT scan.
This compares with a study regarding
the use of CT scanning in the diagnosls
of cerebrovascular disease in which 43%
of the pahients whose scans showed
hasmomrhoge had been presumed to
have sustained a thrombosis on clinicat
grounds?. As the patient who has
sustained a haemorhage should not
recelve anticoagulants, and may, in
some instances, benefit from surgical
intervention, disceming between these
two conditions s important.

Turmors and subdurals are two
conditions which can masquerade as
strokes Although only one metastatic
tumorwas identifled in our study, this
contrasts with a paper in which 4 of 30
patients diagnosed inltlally as
cerebrovascular accidents were found
to have fumors® In another series of 102
patients diagnosed as subdural
hematomas, 25 of the cases had initlally
been thought to have had strokes®

Only one study attempted to comelate
the inltlal diagnosis with the final
diagnosis in a relatively non-selected
group of patlents’ Bedside diagnosis
was found to be very inaccurate in this
paper {only 69% of correct diagnosis)
Due to the low utilization of diagnostic
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The Evaluation of the “'stroke” patient continued

tests (only 18% of thelr patients had CT
scans), and the dependencs on the
WHO scoring system to determine finai
diagnosis, the valldity of this data is
suspect.

The second goal of our study was to
compare the frequency of clinical
features in patients with the final
diagnosis of cerebral infarction or
cerebral haemorhage. The symptoms
of vomlting, decreased level of
consciousness, abnommalities of the
pupililary light reflexes, and neck stiffness
were more frequent In patients with
haememhage, and previous TIA's were
more cormmon in patients with Infarcts.
Although these differences were
stafistically signiflcant (Table 3), it is not
possible to rely solely on these
parameires to confirm the dlagnosis
Several patients with cerebral
haemorhage had none or oniy one of
the typlcal symptoms, and the diagnosis
was initially overlooked. The WHO
scortng systemwas of no use asa
dlagnostic aid”.

The accuracy of the CTscan in
detecting subarachnoid haemorthage
In our study was 91%. Other reviews
have found that the accuracy was
70-80%28 As these other studies were
done to determine the accuracy of the
CT scan, they suffer the disadvantage of
only including patfents on whoma CT
scan was pefformed, a highly selected
population,

The third goal was to evaluats the role
of the vanous laboratory and other
diagnostic tests in the investigation of
the patient who has suffered from a
cerebrovascular accident, and to
devise a protocol for the management
of such patients in the Emergency
Deparfment.

As with most areas of medicine, there s
no substitute for a history and physical
examination. Particular attention should
be directed to any past history of TIA's,
and to the presence of vomiting, neck
stiffness, changes in the level of
consciousness, or alferations in the
pupillary refloxes

Of routine laboratory tests, CBC and
coqgulation studies were both helpful In
determining the eticlogy of the problem
in one case In this seres, Despite the
fact that routine blochemistry did not
reveal any abnomallty requinng
treatment or contributing to the
diagnosis In this sefies of patients,
abnommalities in blood glucose,
partculaily hypoglycemia, can present
in a fashion similar to a CVA, The ECG
can dlso provide useful clues, In
particular the presence of atrial
fiorllation,
Although the chest x-ray was not helpful
diagnostically, much useful information
was gained from this fest. Skull x-rays
and EEG's did not provide any
assistance or valuable information.
The single most helpful test for
establishing the diagnosls was the CT
scan. With cerebral haemeorhage, this
will be detected within 1 hour in almost
all cases?4, If the CT does not conflmm
the diagnesls, a lumbar puncture should
be done fhaemonhage Is suspected
In the case of infarct, when the initlal CT
is not diagnostic, some authorities have
advocated that it should be repeated
in 48 hours, as it may take this long fora
cerebral infarct to become evidentd, If
the 48 hour scan Is also negative, this
cormelates with a good prognosis.
In diagnostically difficult cases, brain
scan with tomography? or angiography
may be useful, but this Is not generally
part of the Initial Emergency
Department workup.
The protocol would thus Include-.

History and physical with special

attention to particuiar parametres,

CBC., glucose, coaguiation screen

Chest x-ray

ECc

CTscan

LPwhen indicated due to suspicion of

haemonhage.

Conclusion

It is necessary to investigate potients
aggressively in the Emergency

Department when they present with the
signs and symptoms of a
cerebrovascular accident Treatable
lesions can constitute a considerable
percentage of such presentations, and
one must be susplcious of their presence
in order to detect themd.

Of the tests available to investigate
such patients, the CT provides the most
valuable diagnostic clues, when
comblned with a good hisfory and
physical examination
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ECG Rounds

By Lynne Fulfon, Mb

Casel

A 65 year old male presented In the Emergency Department
with a left sided hemiplegia. An slectrocardiogram s done as
part of his Investigation prior to his referral to a neurology
sarvice,

A WA v
] gﬁm" mfummmwuu
{iT IHEIIIE‘:
unwnmwnm N
] rwuhﬁlmmmamau
i ﬂl’j’hlflilﬂllf’mﬂh T

Casell

A 67 year old male with a history of severe emphyserna
presented In the Emergency Department with sudden onset
of brea'rhlsssness. and a fluftering sensation in his chest.

I [

See page 123 for interpretation of resulis.
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ECG Rounds

Interpretation
Case |

rate: 75

rhythm: sinus

P: normal

PR: .12

QRS .12 sec, incomplete RBBB, left
anterior hemiblock

ST: nomal

T: nomnai

Casell

rate varlable, approximately 450
thythm: imegularly iregular

P: indistinguishable

PR:

QRS: .1-.12 sec, Hght axls deviation
ST: nomnal

T. nomal

Summary: rapld atrial fibrillation with
right cxis deviation, occasional PVC.

Discussion

In each of these cases, the axis

determination Is of significance

Hemiblocks, which can be of great

importance in the presence of other

bundle branch blocks, are diagnosed

by the following cnterla:

Left Anterior Hemlblock (most commaon)

1.  Left axis deviation, > —30¢

2. QRS normal duration, or within 02
sec of nomal

3. Smail R followed by large Sin L. Il
aVF, and small g in | and aVL.

Left Posterior Hemiblock (less common,

os larger and better perfused)

1. Right cdis deviation

2. rSinlandavl

3. smallq (followed by a large R wave)
inil, I, and aVF

Of the varous means of determining

axis, one of the simplest and most

accurate is through the mean cardiac

vector.

Vectors are mathematical

representations of force, In this situation

the mean siectrical force of the QRS

complex. As aforce, it has magnitude

and direction, and is represented by an

amow (—), the length of the amow

indlcating the magnitude of the force,

and the point indicating the direction of

the net potential.

The potentials for the frontal plane leads

can be placed in d hexaxlal reference

system.

+270

-80
' 210 avr + +ave =30
+180 +I Q°

+ +
+120 I a:;
+80 +60
Figure |

By convention, the positive pole of lead
| is 0 degrees. The cther leads are
assigned values relative to this. If ot
perpendlcular is drawn through the
centre of any of the lead’s axds, an
electrical force (vector) on the positive
half of the field will record a posifive
deflectlon In that lead on the ECG; any
force in the negative half. will record a
negative, or downward deflection.

The mean QRS vector in the frontal
plane can be approximated by means
of this reference system, using the
standard leads. The net amplitude and
direction of the QRS complex in any 2 of

Figurell

the standard leads are plotted along
the axis of these leads, Pempendlculars
ars drawn at thess locations. and the
point where they intersect represents
the mean QRS vector. The angle of this
vectorls the frontal plane axis.
Example:
Using ECG 1 from the above cases, and
using leads | and I, we can determine:
inlead|l —-Rwave = +5§

Swave =0
therefore, we plot this as + 5 on the lead
| axds.
Inleadll —Rwave = +3

Swave = —4
therefors we plot this as —1 on the lead
It crxis.

Figure I}

By dropping perpendlculars, and determining the point of intersection, the axis is
found, in this case, —40°,

See page 119 for ECGs and Case Historles.
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Case Conference

Phencyclidine Intoxication

Introduction: )
Phencyclidine (P.C P.), commonly called
Angel Dust or a variety of synonyrms, is o
commonly abused street dnug whose
popuiarity Is increasing. Recognition of
the clinlcal syndrome of intoxication by
ermergency staff will ensure prompt
diagnosls and treatment.

Case History:

A20 year old male was being treated at
home for a non-specific virai lliness
diagnosed by his family physician and
trecited with tetracycline and a
phenocbarbltal/codeine analgesic He
seemed to be managing well but on
the third day following diagnosis he was
noted to be extremely lsthargic, and
wais lafer found on the kitchen fioor
seizing and surrounded by vomitus, He
was taken Immediately by his family to
e closest hospital and admitted to an
intenslve care unit in status epilepticus
He recelved a total of 30 mg. of
diazepam V. over the first one-half
hour, and subsequently, 200 mg. of
phenytoin and 200 ml. of 20% mannitol
IV. pricr to transfer to this hospital for
further investigation and freatment. The
tentative diagnosis was encephalitls,

On arival In the Emergency
department, the history was as noted
and no additlonal information was
obtained.

Physical exarnination revealed a
combative young man with
half-opened eyes and flalling limbs
Resplrations were spontaneous with
good cough reflex, B.P. 120/80 mm.Hg..
H.R. 104 and regular, and ternperature
38°C. rectally. Examination of head and
neck, chest, cardiovascular system, and
abdomen was nomal. CNS exam
showed a restless pafient with no
spontaneous verbalization. Puplis were
equal and reactive to light. Nystagmus
in all directions of goze was noted
There was no faclal asymmetry. He
moved all limbs equaily with normal

Ermergency staff physicions
Tororto General Hospifol

power and tfone. Deep tendon reflexes
were slightly decreosed symmetrically
and plantar reflexes were equivocal.

He was restrained and a C.T. brain scan
was done, showing no focal leslon nor
evidence of Intracerebral ederna. A
lumbar puncture was also negative. The
urine was strongly positive for
myogiobin. Other laboratory data
showed Hg 15.3 gm; W.B.C. 26,000: BUN
15; GLUC 171, and normnal efectrolytes.
The patient was admitted not yet
diagnosed to the Infensive care unit. it
was here that an astute resident in
anaesthesia, being famillar with the side
effects of ancesthetics used In dog labs,
noted this patient to have many
features compatible with phencyclidine
intoxication. Blood and urine samples
were subsequently submitted for drug
analyses and were found to be strongly
positive for P.C.P. The patient was given
supportive treatment and rmade an
uneventful recovery

Discussion:

(Dr. Chepesutk)

The clinical presentation of this patient
was falily fyplcal of a higher dosage
P.C.P. intoxication and underines the
fact that although abuse of this drug is
widespread., its manifestations offen are
not recognized.

In 4957, phencyclidine was first
synthesized and called ‘Semyl.’ It was
touted as the “'perfect” anaesthetic —
highly potent with no respiratory
depressant effect — but Its medical use
ended in 1965 due to unpredictable
post-anaesthetic reactions (primarily
psychosis). It was re-introduced in 1967
as a veterinary anaesthetic but all
manufacture and sale stopped in 1978.
After being abandoned by the medical
profession In 1946, it was adopted by
the drug culfure as the drug of choice
and has achieved widespread use
under various names (Table ). There are
several reasons for its popularity — it s
cheap and easily synthesized in horme
laboratories; there is a high profit

margin; and it can be used to
“splce-up” low-grade marjuana and to
satisfy the desire for bizarne experences
and altered states.

The Drug Abuse Waming Network

(D AWN.). anational drug abuse
information collection systern that
monitors drug abuse frendsin the
United States, reports that the overall
use of P.C.P. has increased and
appearsd to reqch a plateau in 19791
P.C P. 1s ranked os the third most
common chemical of abuse, after
dlazepam and heroin and ahead of
marijuana ' The typical abuser Is white,
male, and between 10-29 years of age
P.C.P. has been inctiminated in more
viclent cnmes and fatalities than any
other psychoactive chemical. it has a
high addictive potentiai

The phamnacological actions of P.C.P
are not well undersfood, howeverit is
known to be very lipid soluble, Is
absorbed rapidly by all routes. and Is
distributed to C.S.F. and adipose tissue.
It is metabolized In the liverand
excreted in the unne. P.C.P. has
dopaminerglc, adrenerglc, and possibly
anticholinergic effects, and is available
in liquid, powder, crystral. and solid
forms. A synthesis by-product called
AP C.C. (piperidinocyclohexane
carbonitile) may contaminate P.C.P
and has been implicated In causing
various side effects In abusers such as
G.|. upset and vomiting, respiratory
amrest, and psychological disturbances.t
In addition, AP.H.P, [phencyclohexyl
pyrolidine), an analogue of P.C.P., has
gained popularity due to relatively easy
synthesis. its effacts are similar to those
of PC.P butitcannot be detected in
the urine by the standard laboratory
analysis. ! Consequently, this may pose
a diagnostic dilemmg in the pcﬂenf
with classic symptoms but a negative
drug scresn,

Clinical Presentalion:

A magazine quotation typlfies the P.C P.
expefience — “While P.C.P. was
sometimes a good high, one that makes
you feel in tune with music, you had to
wateh those four ugly C’s: combat,
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| catatonia, convuisions, and coma * (T.
Cahiil, Roliing Stone, July 13, 1978.)

The classical clinical picture assoclated
with acute intoxication onsets in
approximately 5 min., peaks in 30-60
min.. and kasts 68 hours. The low
overdose 6o'rien’r (<5 mg. dose)
presents with an ataxic gait. slured
speech, and a glassy. blank
dppearance to the eyes. The behaviour
unmasked by P.C.P. may be varabile —
extreme violence or catatonia.
Hallucinations if present are primarily
auditory and rarely visudl, in contrast to
the primanily visual hallucinations of the
L 8$.D. expenence Ctherfeatures
Include muscie rigidity, increased deep
tendon reflexes, vomiting, abdominal
cramps, and salivation. However, the
hallmark of P.C.P, Intoxication Is vertical
and herizontal nystagmus occurrng in
bursts and persisting forup to 4 days
The moderate to high overdose patlent
(10-50 mg. of P.C.P.) as well as the
chronic abuser usually exhlbit features
similar to the low overdose intoxication
but the patient may be comatose with
of without response to painfut
stimulation, The hallmark here is
increased muscle tone with Agidity (one
of the rare sttuations of drug Intoxication
where this is seen). There are some
complications of high P.C.P. infoxication
that may need specific Intervention. The
rmost common feature is hyperpyrexia
(38-39.5°C ) Others include hypertensive
ciisis resulting from adrenergic
stimulation, seizures progressing to
status epilepticus with concomitant
rhabdomyolysls and resultant renal
fallure, and cardiovascular and
respiratory collapse with pulmonary
edema have also been reported rarely
-Finally, a prolonged psychosls requiting
long-term freatment may occur.

Treatment:

In the low overdose patient the sine qua
non of management is to protect the
patient from hirmself and avoid
excttation or agitation through
instrumenftation as those patients are

highly responsive to extemnal stimuli.2
Therefore routine use of ipecac or
gastric lavage may aggravate the
situation and should be avoided if
possible 23 Acidlfication of the urine
Increases slimination up to 100X, thus
cranbeny juice or ascorblc acid 0.5-1.5
gm. p.o. along with diazepam 10-30 mg.
p.0. would be appropnats initial
treatment.3

In the moderate to high overdose
patient the initial steps of treatment are
the same as for the low overdose,
however specific therapy may be
required depending on complications
Hyperthermic crisis may be prevented
by use of cooled towels or sheets
Seizure activity may require use of |
intravenous diazefarm, The urine should
be acidified with ascorblc acid 0.5-1.5
gm. th solution |.V. over 510 minutes.
Furosemide, 40 mg_ LV, can be given to
increase renal excretion of P.C P. up to
2X_ Hypertension and tachycardla may
be controlled with propranolol in 1.0
mg. Increments |.V. af 1-5 min. intervals
up fo a maximum dose of 10 mg.
Suchoning orintubation should be
avoided unless absolutely necessary,
Use of chlomromazine for sedation of
the P.C.P, Intoxicated patient should
also be avoided since it may precipiiate
selzures and antichlolinergic crisls 4

Summary:

The Emergency physician must maintaln
a high index of suspicion In diagnosing
P C.P. intoxication, especially in patients
who exhibit bizarre or disinhlbited
behaviour (N.B. the violent patient in
the emergency department).

The classic features are horizontal and
vettical nystagmus occumng in bursts
and in the unconsclous patient,
Increased muscle tone. A urine sample
should be sent for dnug analysis, initial
treatment started, and the patlent
observed for signs of complications
Instrumentation should be avoided if
possible.

Table 1: Synonyms for P.C.P.

Angel Dust Pecce
Animal Tranquilizer Peace Fill
Buzzing Bee Peace Weed
Cadillac Pig Killer
Crystal Joints (C.J.) Rocket Fuel
Cyclone Scuffle
Dust Sheetls
Dewvil's Dust Snorts
Elephant Trancullizer Soma
Goon Supemnweed
Hog Supergrass
Horse Surfer
Horse Tranquilizer T

Kifler Jolnis (K.J.) Tac

Jot Fuel Tie

Mist

Question:

How long should these patients be
observed In the Emergency
department?

Comment;

Once your clinical suspicion has been
confirmed by drug analysls of ulne
(beware mixed overdoses orfalse
negatives with P.H.P. infoxication) and
no complications have occumed by one
hour pestingestion (peak effect), the
patient with mild clinical symptoms
could be safely observed at home.
Longterm psychological effects from
P.C.P. abuse are not uncommon and
appropriate follow-up should be
arranged for all these patients
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Review of Sexual Assault at a
Regiona| Centr e Py Len Hargot, MD

Abstract

This paper infroduces the concept of a Regional
Centre for the victims of sexual assault. and
presents the results of findings of examination of 556
victims of such crimes over an 18 month period,

Résumé

Cet article introduit le concept o’un Centre
Régional pour les victimes d’abus sexuels ef
présente les résulfats d'examens chez 55 de ces
victfimes au cours d’une période de 18 mois.

Findings related fo the demographics of the
victims, thelremotional state, and the difficulties
encounfered in the iniflal phases of the operation

are presented here.

It was found from this experience that the
emergency physician Is in an excellent position fo

manage these patients initially.

présentées lci,

Les constatations reliées aux données
aémographiques concemant les victimes, & leur
efat emotionnel et aux difficultés rencontrées au
cours de I'établissement du Centre sont

Celfe expérience g démontré que le médecin
d'urgence se trouvait dans une excellente
posifion pour recevoir ces personnes
Immédiatement & Ia sulte de I'assaut.

] Infroduciion

Sexual assault Is a problem that we, as
Emergency Physicians are obliged to
deal with. The actudl incidence of this
crime is difficult to assess, owing fo the
fact that It is estimated that only 10% of
sexual assaulfs are reported. -2 As 350 to
400 of these cases are dealt with in any
one year by the Forensic Unit of
Ontario,? it can be estimated that
about 4000 crimes of this nature occur in
this province annudailly.

in the Hamilton-Weniworth region, as
elsewhere. the handling of the victims of
sexual assault was often dealt with in a
haphazard fashion. Patients were taken
to the nearest hospital, where delays in
treatrment were commeonly
encountered. Physiclans, whether
emergency physicians, residents, or
gynaecologists, were reluctant to
bacome involved for a number of
reasons. These included: lack of
famiiiarity with the procedures; fear of
becoming Involved with a prolonged
difficult court case, the lenghly nature
of the examination, which inferfered
with the normal operation of the
Emergency Department or the
Gyncecology service; and the minimal
financial reward for both the

Adldress for reporints

DReparment of Family Medicine
McMaster LUniversity

1200 Main St west

Hamiltion, Ont L8N 325

exarmination and the time in court,
Having dlready experienced a
fraurmatic encounter, both physical and
mental. these delays, and the reluctant
attitude of the staff, added to the stress
experlenced by the victim

It was felt that something better should
be offered to these patients and to this
end a group was formed at McMaster
University Medical Centre in an attemnpt
to set up a Regicnal Centre.
Representatives of the Crown Atfomey's
Cffice, local pollce Forensic Unit,
hospital administration, physicians,
nursing perscnnel, and the Rape Crsls
Centre met and after having discussed
mutual concems, an approach and
protocol were devised to satisfy the
needs identified

This protocol, which was in operation
from March of 1979 to October of 1980,
outlined, in a step-by-step fashion, the
management of the patient from the
hme of notification of her impending
arrval, until her dismissal from the
department. In October of 1980, the
Provincial Sexual Assault Kit (Appendix
A) came Into use. This kit did not differ
significantly from the protocol in use.
One of the major difficulties | nihially
expressed by the Emergency Physicians
was the provision of continuity of the

| examination, The Famlly Practice Unit

was approached, and a systermn
established whereby when the
Emergency Physiclan was involved In a

sexual assault cose, the Family Practice
resident would become responsible for
the management of the less critical
cases in the Department. If atrue
emergent situation arose, the
Emergency Physician would have to
leave the sexual assault victim until the
urgent case had been dealt with. In this
situation all of the samples previously
collected would be sealed with the
forensic seal, so therewculdbeno
question as to the evidence already
taken when the examination resumed.,

Having dealt with this problem, the
Emergency Physicians and the nursing
perscnnel were educated in the use of
the devised protocol. A crash cart was
set up with all of the forms and materials
hecessary tc the examination including
a microscope o be usedin the
examination for motile spem.

In March of 1979, McMaster University
Medical Centre [MUMC) becams the
Regional Sexual Assault Centre forthe
Hamilton Wentworth region

This paper will review data relating to
the sexual assault cases seen following
the development of this Regional
Centre and discuss some of the
additional problems that arose in the
inftial operation, and how these were
dealt with,
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Method

A retrospective review was conducted
on the charts.of 55 victims of sexual
assault seen at the Regional Centre
between the months of March 1979 and
August 1980. Seasonal occurrence, age
distribution of the victims, emotional
state of the victirms at the time of
examination. and details regarding the
crime were all examined

There did not appear to be any
seasonal comrelation in occurences
(Figure 1) Although this graph only
covers the 18 month study penod,
having reviewed cases up to and
including August of 1981 in another
studly, this lack of pattem persists. There
would appear fo be an increase in
Incldence in September through
November of 1979, and in January of
1980. As relatively small numbers are
belng dealt with, it does not take many
cases to make a significant change In
the graph, however, on reviewing cases
occurring in these months it appeared
as If the increases were due to the fact
that g number of these crimes were
probably perpetrated by the same
assailant, as the modus operandi was
simliar for many of tham. The reason for
the decline in numbers followlhg
January is unknown, as the assailant
was not known to have been

apprehended

Figure 2

Age Distribution of Victims
1316 years 36%
17-21 years 24%
22-30 yeors 22%
under 10 years 7%
over3d0years  11%

The majorlty of the patients in this series
were in the 13 to 16 year age group.
forming 36% of the total The 13 to 30
age group accounted for afull 82% of
the total patients, with 7% being under
the age of 10. This pcedlatic age group
complicates issues as faras the
examination is concemed, forit is
sometimes extremely difficult to explain
the nature of the examination to a

MAMJJASONDJFMAMJJA
CASES BY MONTH

Figure 1

young child, and to obtain an accurate
history of the assqult

One of the myths around sexual assault
is that the vicHm should anive hysterical,
crying, and totally out of control. That
this Is a myth has been repeatedly
demonstrated, and the “'rape frauma
syndrome’“ Is well recognized. In this
series only 25% of the victims showed
some extemalization of being upset, the
rmajority prasenting in a very controlled
fashion. Of the 25% that did show some
evidence of loss of control, this often did
not manifest itself during the inltial part
of the examination, but only became
apparent when the time came to do
the physical and pelvic examinations.

Figure 3

Detalls of Incident

Locatlon
Homeofvictim  38%
Elsewr‘mere 62%

Assallant known  54%

Unknown 46%

Thirty-sight percent of the assaults in this
series occumed within the home of the
victim, with 26% occuning outdoors
(Figure 3).

In 54% of the cases the assallant was
“known” to the victim. This group
includes, however, casual
acquaintances; situahions where the

victim had met the assailant in a focal
bar, or of a party. In the remaining 46%.
the assallant was totally unknown to the
victim — having broken info thelr home,
or assaulted them In a secluded area.

In one quarter of the cases multiple
assailants werae involved.

Refeming to Figure 4, it can be seen that
58% of the assallants reached
ejaculation, by history. There were 84%
who attempted orwere successful with
vaginal penetration, 20% who
performed cunnilingus, and 13% who
altermpted anal penetration, with 5%
being successful One case of deviant
behaviour occurred, In that the
assailant forced the victim to parade in
high heeled shoes, while nude

in 11% of the cases a knife was used to
coerce the vichm Into performing sexuatl
acts

Figure 4
Sexual Acls
Haculation 58%
vaginal (attempted

or successful) 84%
Cunnilingus 20%
Anal attempts 13%

Ninety-three percent of the cases which
were seen wished to proceed with full
forensic examination at the time of the
initlal contact with the Emergency
Department There were 7% who
requested examination without forensic
specimens, and without the infenf of
pressing charges.

When this latter situation arises, it is
explalned to the patient that a lot of
vajuable nformation and evidence will
be lost within the first 24 hours following
the cime. If, at a later stage, they
should change their mind, the case
might be weakened by the lack of
evidence. Time Is taken to explain to
these patients exactly what Is Involved
in the examination, and emphasis is
ploced on the necessity of collecting
specimens as early as possible

It is also explained to tham that if they
should proceed with the examination
and collection of forensic specimens,
that they may later decide to drop the
charges. They are cautioned, however,
that the Crown may still decide to
proceed with the case, asin the

[ situation where an assailant has been

apprehended whom the police suspect
of having been involved in additional
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cases. Although., in this situation, the
police would be reluctant not to
proceed, the fact that they would be
conducting the case with a somewhat
hostile witness would make the chance
of this situation arising quite remote.
Eleven percent of the patients had
sperm identifled at the time of the
examination, in only one case were the
sperm motlie. Such a low percentage of
posttive spem identification seemed
surpnsing: however, In follow-up with the
Forensic Unit, sperm wers identified in
dadditional cases. The reason for the
false negatives can perhaps be
explained by the fact that low power
ricroscopy of unstained specimens was
being used In the initial assessment. At
the Forensic Unlt, the specimens are
stained, and cil emersion microscopy Is
used.

In five cases the “'moming affer pill” was
administered (figure 5). Ovral was used
for this purpose, two tablets belng given
to the patient in the Department, to be
followed by two tablets in 12 hours. This
has been shown to be a satisfactory
means to prevent pregnancy.®

Figure 5

Virginal 25%
Moming after pill 5%
Pregnant 1%
Positive GC 3%

One patient was pregnant, proven both -

by history and a positive pregnancy
test. This points out the importance of
doing a screening test for pregnancy in
these patlents, as it Is quite possible that
the patient might already be pregnant,
and unsure of her status, Belng oware of
the pregnancy at the time of the assault
could mean the difference between
terminating the pregnancy ornot ata
later date.

There were three positive GC cultures at
the time of the examination. Treatment
was not inffiated at the time of the
assault, but only after positive smears or
klood tests were obtained. If
uncertainfy exists as to the reliability of
the patients regarding foliow-up, then
venereal dissase treatment should be
instituted at the fime of the
examination, according to standard
guidelines.”

The fear of pregnancy and veneral
disease add to the complexity of
dedling with a victim of sexual assault,
The intial fraurna, both physical and
emotional, is compounded by these

very redl fears, and It is important not to
neglect these factors.

Only 4 patients in this senes did not have
family doctors to rely on for follow-up
Despite this small number, this created
concem, as no follow-up Is done by the
emergency staff. To assure that there
would be adequate care, physicians In
the community were approached.
Three female physicians agreed to
assume the follow-up care on patients
who either did not have a family docter,
or, for personal reasons, prefered not to
deal with thelr family doctor

These physicians also agreed fo be on
call for victirms of assault therefore
providing the patient with the
aitemative to cail a female physiclan to
peiform the examination, should the
patient prefer this,

Seven cases in the series were referred
to peediatrics and/or the Children’s Ald
Society. With the young child it was felt
to be advisable to get the Paadiatric
Teaminvolved at an early stage,
including the Child Abuse Team and
the Children’s Aid Society when
approprate

Only one case was referred to
Gynecology, and this for the repalr of a
small vagingl tear

The amount of physical frauma
associated with these assaulfs was
rather minimal. The usuai presentation
was the finding of litfle physical
evidence of assault, or, If there was
evidence, it was in the form of bruising,
scratches. or bite marks to the upper
extremitles, upper trunk, or head and
neck

Regardless as to how lithe evidence of
physical fraurna is found, it should be
well documented. This includes
recording the locatlon, size, and colour
of any lesions. If evidence of tfrauma is
found on the patient, photographs of
the lesions should be faken for
incomoration in the chart. The police
Identification officer will usually
photograph exposed areos of the body;
however, if there Is injury fo areas such
as the perineum, these shouid be
photographed by the medical
photographer,

With the Inffial protocol, the patients
were asked if they wished & worker from
the Rape Crisis Centre to come to the
Department to assist them The patients
were sometimes reluctant to do this, as
oftentimes they would be in the
Department in the early moming hours.

It wass felt to be Impottant to get the
Rape Cnsis Centre involved at any early
stage, so that inltial contact with the
patient could be made, and the
patient could be made aware of the
facilties avallable through this service.
At the present time this format has besen
changed. When Information 1s received
that a victim of sexual assault Is being
brought to the hospital, a volunteer
from the Rape Crisis Centre is cailed In.
When the patient can be fold that “we
have someone here from the Rape Cnsls
Centre who can asslst and support
you”, they are more likely to ask for this
assistance. These volunteers help
greatly in providing emotional support,
and assurance of follow-up care.

The average time that the patient
spends in the Emergency Department
was 2.5 hours, This Is quite acceptabie,
ond Is a marked Improvement over
situations where the patient is ieft to
walt for Inordinately long periods of
time, while the decision is being made
as to who will perform the examination

The actual time spent by the physician
doing the examination was
approximately 58 minutes The excuse
that the examination Is too time
consuming does not appearto be a
viable one.

Discussion

Many studles have locked at the vichms
of rape, and, on reviewing these
definite pattemns seam to emerge. The
majority of the data comes from iarge
American cities, and yet, compares with
the informartion from this study in most
Instonces

No pattem of seasonal occumence
appeared in the assoults dealt with In
the Hamilton-Wentworth region.
Pattems have been seen In some
previous studies, but these have been
highly varlable, some recording an
Increased incldence of the cnime in the
summer months, 29 while others found
the rate to be higherin the winter 10 Ag
the majonty of these studies were of
short duration (12 to 18 months). and
there was no consistency in the findings,
It would appear that no general pattem
exists. Those who have examined
assaults and related them to the time of
day when they are most llkely to occur
have seen a distinct Increase in the
frequency in the late evening and eary
morning hours.89

Sexual assaults are made on wormen of
all ages. A five year study done in one
Washington hospital found that the
victims ranged in age from 15 months to
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82 years.!! Most frequently. however,
the victimis in her teens or early 20s.
Sixty percent of the victims in this study
fall Into this category, and this comelates
well with the other statistics.910-12 Sexuct
assaults on children, generally defined
as under the age of 12, constifute 6-18%
of total cases, 012 again matching our
data.

The confrolled presentation of the
majority of the victims of assaults is an
important factor to understand. When
the victim is not hystencal, one should
not assume that the sfory Is unfounded
Itis Important to realize that the patient
is demonstrating blocking mechanisms:
trying fo deny what has happened, and
atternpting fo regain some element of
self control Unforiunately, this attitude
has offen been interpreted by police,
physicians, and nursing staff in o
naegative manner, and the victim has
been labelled as presenting with an
unfounded story. The victimwho
presents as calm, cool, and collected i1s
In the majority. and it should not be
assumed othenwise.

The home of the victimis the most
frequent place that a rape occurs, with
an outdoor location being secondary In
frequency 9101213 |n this study. one
maijor exception to a general pattem
occured, in that the majority of the
crimes were committed by known
assallants. While known assailants are
the vast majority in sexual assaults on
children, reaching 94% in one study, 10
this s not generally the case in attacks
on adults, where unknownh persons
predominate (53-73% of cases), 10.12.13
The incluslon of casual acquaintances
in the “known” category may account
for some of this discrepancy, but this
finding is still unusual

Multiple assailants are another area
where the pcediatric age group is in
direct contrast to the adult vichm.
Whereas less than 10% of children have
multiple assallants4 involved in sexual
assaults, this increases dramatically In
the adult, reaching 50% 1% in one study,
the average being around 30% of
cases.

vaginal penetration was atternpted in
84% of the cases in this study, which
corresponds with other studies which
have looked at the types of acts
performed.810 The percentage of
assallants threatening the victimwith a
weapon In the American studies tended

to be greater, ranging fromd low of

11 9% in an Oklahoma study.8 to a high
of 50% in Boston 16 Force or threat of
force approached 100% in two large
studies,?16 and interestingly, was used in
fully 60% of alarge senes of child
assaulfs'4 despite the fact that in the
same study 75% of the assallants were
known to the child This certainly adds
validity to the statement that rape is a
crime of violence, hot one of passion.

The method used in this study fo collect
a specimen for examination for sperm
and acid phosphatase was the
imgation of the vaginal vault with 10 mi
ofr less of sterile water, or saline. One
study found that specimens obtalned
by this method were iInadequate for
acid phosphatase evaluation because
of the dilutional factor, and that vields
increased when ho Imgation was
performed, and the vault was merely
aspirated.’? Although motile sperm can
be prasent within the vagina fora
penod of up fo 72 hours affer coitus, the
average is 8 hours.'8 immobile spemn
can be present for up to 9 days.1? Higher
ylelds of positive findings result with an
satly examination, however, forensic
data may sfil! be present in the patient
presenting 24 hours orlonger affer an
assautt,

Although the time spent in performing
the examination is shortened by the use
of a standard protocol, it was still found
to be close to an hour on average
Another study using a similar protecol
found that times ranged from 32 to 90
minutes, with a mean of 53 minutes.!”
Interruptions prolonged their fimes on
somea occasions, and the time for the
examination fell as persons became
familiar with the protocol. Owing to the
extensive number of procedures
required for a forensic examination of
this nature it remaing a fairly long
procedure, necessitating that some
form of alfamnate coverage be provided
for the Emergency Department. An
organized approach to the collection
of evidence (e.g sexual assault “kit"” is
recommended (see Appendix A, and
ref. 20)

Conclusion

McMaster University Medical Centre has
been operating the Reglonal Sexual
Assault Centre since March of 1979 By
establishing such a centre, and using a
team approach to deal with the victim
of sexual assault, the staff can quickly
and efflciently deal with these patients
in a humane and understanding
manner

The physician and nursing staff become
educated in dedaling with this fype of
patient, and can ensure that the
patient's needs from both an emotional
and physical aspect will be met
Awareness of the denial mechanisms
operating In the majonty of cases
eliminates the assumption of an
unfounded story if the patient presents
in a collected fashion. The patient can
be encouraged to verbatize and
express her feelings as much as possible.
involvement of the Family Practice
resldents, female community physicians,
and the Rape Crisis Centre further serve
to guarantee that the patient will be
dealt with promptly and with foliow-up
guaranteed ?*

Familiarity with the protocol, much
simplified since the Inception of the
Provincial Sexual Assault Kit, ensures the
proper collection of forensic evidence
This facilitates the process for the
patient, the practifioner, and for the
prosecutot, should the case go before
the courts Hopefully, it will reduce the
nead for the physician to appearin
court in the future. It has been shown
that the time constraints, while
significant. aré not onerous, and that
the Emergency Physician is in excelient
position o manage these patients

inifialty.

Appendix A
Provincial Sexual Assaulf Kif:
Contents

Consent formsfor:

exarm and treatment
medicolegal investigation
release form for police

History form Including:
gynaecological

general medical

history of assault

Diagram for Indicating lacerations,
brulses, eic., both of the body and
perineal region.

Checklist for management with
protocols for

lacerations

fractures

psychological

veneral disease

pregnancy prevention

follow-up arangements

List of documents and distlbution of

each.
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Checklist for sexual assault exam. Vaginal/Anal
Clothing e envelope for any seminal like deposits
s Individual ba [ pubic hair
gs for items of clothing .

* paper fo stand on while removing ¢ ﬁ%’gz rfﬁ_: pﬂg}g :g:’r: and foreign

clothin P
e bag fogencl Eselallaiob s & envelope for pubic hair specimen
Bodly svidence ® 32;?:2’39 for forelgn material around
& envelope for forelgn material [grass, » vaginal swabs

dirt, etc.) . 7 N
e swab and test tube for seminal like . Z‘;'gl‘r%i%:gﬁzhﬁg and collecting

stains ,
e comb for scalp halr specimen, ¢ ::ilg:;g{j:?m eI LD G

container N el
. 3:;elope“s and toothpicks for matenal Oreaisboals

ernaiis

» oral swob and test fuba * contalner for urine specimen
® envelops for facial tissue for sputurm

specimen
¢ blood sample tubes for grouping
® blood tube for alcohol /drug

screening
¢ blood tube for VDRL
r-------------------------------_q
] |
I , :
I | ]
! Application for :
|
j CAEP ;

]
| |

' Membership i
1 Yes, lwant o join the growing number of my colleagues as a :
1 memberof the Canadian Association of Emergency Physicians. 1
i Please find my cheque ormoney orderenclosed, made payable i
: toC.AEP, -
1 ]
i [] ActiveMember—$125(full-timeE.P.) :
: D Affiliate Member— $75 (majorinterest, but tess than 80% of ]
i practice) 1
i D Resident Member— $25 (in Emergency Medicine Residency :
: Programme) H
1 D Student Member— $10 (Interested medical students) :
1
] Sondto: )
1 Dr. Marvin Yake, 1
1 Dept. Emergency Medicine, |
i VictoriaHospital, ]
] 291 South Street, I
(] London, Ontario |
1 N6A 4GS, :
|
] Please give preferred malling address :
[ |
] Name :
: Street i
: City :
! Province Postal Code :
. |
1
L-------------------------------—J
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Meetings to note

CME Calendar

7th Annual Course on Emergency
Management

Dates:

Thursday, May 5th, 1983

Friday, May 6th, 1983

Saturday, May 7th, 1983

Site:

Holiday inn (Downtownj

89 Chestnut St. (behind City Hall)
Toronto, Ont.

Sponsor:

Toronto Western Hospltal,

Emergency Assoclates

Confach:

Dr. Calvin Gutkin, Chalman

¢/¢ Mrs. Anne Grant

Secretary Emergency Assoc.

751 Dundas St. West

Toronto MéJ 1T9

Phone 363-8937

Crediis:

Hour for Hour credits (18 hrs) applied for
ds in past years fo the College of Famih
Physlclans Canada and the Canadian
Association of Ermergency Physiclans.

Techniques for the resuscitation of
the tfrauma patient

Sponsored by the Programme in
Continuing Medlcal Education and
Emergency Medicine Department,
Faculty of Health Sciences, McMaster
University.

Dates:

Monday. November 15th, 1982;
Monday, February 71h, 1983, Monday,
June 6th, 1983 (numbets limited o 8 ot
each prograrm)

Location:

Health Sciences Centre, McMasfer
Unlversity, Hamilton, Ontario, Canada
For Further Infomation Contact: Mrs.
Beverly Woods, Registration Clerk,
Conftinuing Medical Education, Room
IM6, McMaster University Health
Sciences Centre,

| Hamilton, Ontario L8S 49

(416) 5259140, Ext. 2219 or 2223,

1—Lecture series on frauma
Braniford General Hospital
September 2nd-December 9th, every

two weeks
Total 12 hours — Category | credit

2—A day in emergency medicine
University Hospital

London, Ontario

November 12th, 1982

6 hours — Category | Credit

3-—Quiarterly meeting

New Brunswick Association of
Emergency Physicians
August 28th: Pre-hospital care
3 hours — Category | credit

4—Sltuations de désastre
Chateau de 'agroport, Mirabelle,
Québec ,

Septembre 17-19

18 heures — Catégorie | de crédit

Meetings to note continued

Advanced trauma life support
courses

Sponsored by the Programme In
Continuing Medical Education and
Emergency Mediclne Department,
Faculty of Hedith Sciences, McMaster
University

Dates:

Monday and Tuesday, Decemberd & 7,
1982; Apill 1983 (dates to be
detemined)

Location:

Health Sciences Centre, McMaster
Unlversity, Hamilton, Ontario, Canada.
For Further Information Contact: Mrs.
Beverly Woods, Registration Clerk,
Continuing Medical Education, Room
IM6, McMaster University Health
Sciences Centre,

Hamilton, Ontario L8S 419

(416) 5259140, Ext. 2219 or 2223.
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FiorinAal

2 Fiorinal stat
stops headaches fast

Analgesic/Sedative
Prescribing information

Indications - Finrinal® (Reguiar). In all
conditions where simultaneous sedative and
analgesic action is required, such as muscle
contraction (tension) headache and mixed
migraine headaches, menstrual and
postg_artum tension and pain. May be given in
combination with Ca!ferlg_lot and Cafergot-PB
when there is a tension headache in association
with or following a vascular headache

#Fiornal®-C: In all types of pain situations
including: non-vascular headaches,
Fostoperatlve pain,rﬁ::stf»_artum pain, pain

oHowing trauma, arthralgia, bursitis,
dysmenorrhea, pain asscciated with neoplasta,
strains, sprains, dislocations and fractures,
sinusitis, influenza, low back pain, pain
associated with dental procedures
Contraindications: Porphynia, hypersensitivity to
any of the components. (¥'|onnal°-c only -
gastromntestinal ulceration). Overdose of, or
intoxication due to, alcohal, hypnotics,
analgesics and psychotropic drugs
Precautions: Due to the presence of butalbital
in Fiorinal® and butalbital and codeine in
Fierinal®-G, these drugs may be habit forming,
Excessive or prolonged use should be avoided
As with most drugs, activities necessitatin
mental alertness such as operating hazardous
equipment or driving a vehicle, should not be
undertaken until the patient’s response and
sensitivity to the medication are established
Fiarinal® (Regular) should be used with caution
Inthe presence o:&eptic utcer. Duriny
F_regnan and factation Fiorinal® an

iorinal®-G should be taken only upon medical
advice. Keep cut of the reach of children.

Adverse Reactions: in rare instances,
drowsiness, dizziness, nausea, vomiting,
constipation, skin rash and miosis are possible
adverse effects.

Gomposition: Fiorinal® (Regular) - Sandoptal®
(butalbital) 50 mg, Caffeine U.S.P. 40 mg,
Acetylsalicylic Acid US.P. 330 mg.
Fiorinal'-& - Sandﬂ:tal“ (butalgital) 50 mg,
AcetglsalicylicAciq S.P. 330 mg, Caffeine
U.S.P. 40 mg, Codeine Phosphate U.S.P. 15 mg.
Fiorinal®- G}z - Sandoptal®{butatbital) 50 mg,
Acetlglsahcyllc Acid U.S.P 330 mg, Caffeine
U.5.P. 40 mg, Codeine Phosphate U S_P. 30 mg
Supply - Fiorinal®(Regular): Avaslable in
capsules or tablets for the patient's
convenience. Bottles of 100 and 500 capsules
and tablets.

Fiorinal®-C: Bottles of 100 and 500 capsules

Dosage:

Fiarinal® (Regular)

Adults: 2 capsules or tablets at once, followed
1f necessary by 1 capsule or tablet every 3 to
4 hours; up to a maximum of 6 capsules or
tablets daily, or as directed by the physician.
Children: One to 3 capsules or tablets a day,
according to age.

Fiorinal®-C ¥ & C %:

Adults: One or 2 capsules at once, followed if
necessary by 1 capsule every 3 to 4 hours; up
to a maximum of 6 capsules daily, or as
directed by the physician.

Referencas: 1. Kibbe MH Dis Nerv Syst 1955,
16:3.* 2 Weisman SJ. Am Pract Digest Treat
1955;6(7): 1019-21.* 3. Glassman JM, Sogka
JP. Curr Ther Res 1980; 28(6). 904-15 4 Data
on file. Sandoz (Canada) Ltd.

*The compaosition of Fionnal used in the
reference studies was: Sandoptal {butaibital)
50 mg, caffeine - 40 mg; ASA - 200 mg; and
phenacetin - 130 mg
Full prescribing information available to
physicians and pharmacists upon request.

SANDOZ®

o
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Emergency Medical Training Programmes

Hamilton, Ontarlio

Hospilals Chedoke-McMaster Hospital,
St. Joseph's Hospital, Hamilton Civic
Hospltals

Universlity McMaster.

Programme Director Dr. David Maxwell,
McMaster Hospital Emergency
Department, 1200 Main Street West,
Hamilten, Ontarlo, L8N 32Z5.

Type of Programme three (3) yr
postM.D., two (2) yrs of which meet the
requirerments of the Dept, of Familiy
Medicine Programme

$lze up to three residents peryear
starting In 1982. Cumently one rasident.
Accreditation structured io be sligible
for aecreditation by the College of
Famity Physiclans when this is finallzed,
Certification structured to be eligibie to
sit the certification exam of the College
of Family Physicians when this is
finalized

Accreditation residents will be eligible
to sit the exams of the CFPC.

Cetlificate none
Kingston, Ontario

Hospitals Kingston General Hospital,
Hotel Dleu Hospltal

University Queen’s.

Programme Director Dr. . E. Dagnone,
Emergency Dept , Hotel Dieu Hospital,
Kingston, Ontarie, K7L 3H6.

Type of Programme 3 yr post-M D. or 2 yr
post intemship, broadly based training,
research exposure in final year

$lze maximum of four (4) residents per
year,

Accreditation none

Cerlification none at present

Montreal, P.Q.

Hospitals Royal Victona Hospitol,
Montreal Neurological Institute,
Montreal Chiidren’s Hospltal, Queen
Eizabeth Hospital, St. Mary’s Hospital,
Jacksonville Mermorial Hospitai.

University McGill

Programme Director Dr. Wayne Smith,
Royal Victoria Hospital, Emergency
Dept., 687 Pine Ave , W., Montregl, P.Q.
H3A 1A1

Type of Programme two yr
post-intemship: broad based training,
elective in Jacksonville, Fla

$Slze six (6) residents peryear
Accreditation LREC/ABEM {nothing
Canadlan as yet).

Certificate ellgible to write ABEM exarms
tn U.S.A., certifiabie from McGill and
Royai Victoria Hospital,

Ottawa, Ontario

Hosplials Ottawa General Hospital,
Ottawa Civic Hospital, Children’s
Hospital of Eastem Ontario.

University Oftawa

Programme Director Dr_ A, F. Henry,
Chief, Emergency Dept , Ottawa Civic
Hospital, Ottawa, Ontarlo, K1Y 4E9

Type of Programme three (3} yr post-M.D,

programme, two {2) yr of which meet
the requirements of the Dept. of Famiiy
Medicine Programme.

Size four residents per vear

Accreditation none per se, although it is
hoped that residents wili be eligible to
sit the exams of the CFPC

Cortificete none

Toronto, Ontario

Hospltals Toronto General, Sunnybrook
Medical Centre, Hospital for Sick
Children

University of Toronto.

Type of Programme four (4) yr after
graduation, three {3) yr after rotating
infemship.

Ceriification FRCP{C)

Size 3 residents peryear.
Accreditation RCPS(C)

Programme Director Dr, Bruce Rowat,

Director of Emergency Deparment,
Toronto General Hospital, Toronto, Ont

Calgary, Alta.

The University of Calgary offers a four
year resldency programme In
Emergency Medicine, leading to an
FRCF, subject fo Royal Cellege
approval,

The Special Certificate of Competence
in Emergency Medicine Is offered asa
one year programme for graduates of
the two year CCFP programme in
Canada.

Applicants should apply to Dr. R.
Abemethy, Programme Coordinator,
Foothills Hospital, 1403 - 29th Street N.W.,
Calgary, Aiberta T2N 219

London, Ontario

Hospltals Victona Hospital, St. Joseph's
Hospital, University Hospltal,

University Westem Ontario

Programme Director Dr. K. Ferguson,
Director, Dept. Emetgency Medicine,
Victona Hospital, 391 South St.. London,
Ontario, N6A 4G5.

Type of Programme two (2) yr
programme after intemship; broadly
based training with emphasis on
Infemal medicine.

Accreditation accepted by RCPS(C)as
two yrs of infemal medicine training.

Ceriification none.
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Information for Authors

Guldelines for submission of
manuscripis for publication

The CAEP Review invites authors to
contribute appropriate manuscripts for
publication on topics relevant to the
practice of Emergency Medicine and the
organization of Emeigency Medical Senvices
Manuscripts and other communicertions
should be addressed to the Editor, CAEP
Review, care of Depariment of Emergency
Services, Sunnybrook Medical Centre, 2075
Bayview Avenue, Toronto, Ontario; MAN 3M5.
A covering letter should accompany
submissions Indlcating the principal author
with whom the negofiations can be
undertaken regarding any revislons that are
seen 1o be necessary prior to publication. The
letter should also specify whether or not the
material has been submitted to any other
perlodicals for consideration for publication

Guidelines for the presentation of

manuscripts
The CAEP Review adheres to the
requiraments for manuscnpts submitted to
blomedical joumals as contalned inthe
1D99calaraﬂon of Vancouver of January 25ih,

7 -
Manuscripts should be typed, double spaced
Including the titie page, abstract, text,
acknowledgerments, references, tables and
legends and lllustrations, Each component of
the manuscript should begin on a new page.
Authors should keep coples of everything
submitted
Thle Page The title page should Include the
titie of the article which ought fo be concise
and Informative. The title should be
amenable to indexing The tile page should
alse contaln the full narme, academic
degrees, and dffiliations of each author The
title page should include the name of any
organlization sponsoring an assembly or
meeting In which the arhcle may have been
onglnally presented. If the research has been
supporfed by grants, such financlal support
should be ocknowledged on the title page
Fnally, the title page should dlsc contain the
address for reprint requests
Abstracts All original conhibutions and
review arficles should be preceded by an
abstract, typed, double-spaced on a second
page following the fitle page. The abstract
should be no more than 150 words, stating
the pumnposs of the study, basic procedurss
involved, princlpal findings including
statistical significance, and principal
<onclision drawn . Abbreviations or symbols

*Thess requiremnents knawn as the Declarahon
of Vancowverwere agreed upon atthat ctiy on
January 25th, 1978 Members of the
International Steenng Commitiee included

JF Muray, M.D. (Chairman) E.G Huth, M.D., §
Lock, MAMB., W.R. Barelay, M D; S Crawford,
Ph.D,; RW Mayor HR Meiss | Munroe, MD,
FH Porcher, M.A., A.S. Relrnan, M.D.,,

D.AE. Shephard, M.B., T Southgate, M.D
Enquines regarding the Declaration should be
sentic Dr E.J Huth, Annals of Interncil
Medlicine, 4200 Pine Street, Priladelphic, PA
10904 US A

sheuld be avoided wherever possible,
Below the abstract up to 10 key words or
short phrases shouid be provided which will
csslst Indexers In cross-ndexing articles

Text The text of onginal articles of a basic
sclence-or clinical hature should conform to
acceptable standards for sclentific articles. It
should be divided into infroduchon, methods
and mcrtetials, results, and discussion section

Infroduchion The introduction section should
cleany state the purpose of the arficle and
should give only references pertinent to the
raflonale for undertaking the article. The
review of the literature should not be
Included in the infroductory section

Methods and Materlals The methods and
materials sections should clearly and
thoroughly outiine the methodology and
matedals ermployed In the undertaking of the
study In pariicular, the selecton of clinical or
experimental subjects should be wel
defined, apparatus used should be specified,
and references relating to the selection of
rnaterials and methods should be given, such
that other Investigators can reproduce the
rmethods and evaluate the results. Any new
or substantialiy modifisd rmethods should be
described fully, giving reasons for their use
and evaluating their limtiations

Resulis The resutts of expenment should be
presented in a loglcal sequence in the text
with tables, lllustrations, graphs, etc fo clarify
important results or cbservations

Discussion The discussion of the findings
should relate the observations to other
relevant studiss. It should emphasize new
and important aspects of the study and
conclusions. The discussion section should
not compnse an exhaustive ilferature review

Acknowledgement Persons who have made
a substantial contribution to the study, yet
who are not listed as author may be
acknowledged

References Refarences should be listed in the
form as adopted by Index Medicus and the
National Library of Medlcine in United States
All authors shouid be listed in studies with
three or fewer names. Otherwlse, the first
three names only should be listed. Joumnal
name should be abbreviated again
dccording to the style In the Index Medicus.
The title of the article should be Included

Tabies Each table should be typad
separately on a plece of paper
doublespaced Tables should have a short
heading. Explanations should appsarin the
footnote not in the heading If data is from
other sources, this should be indicated and
permission should be obtalned and
acknowledged. Tables should not be
submitted as phofographs

lustrations llustrations should be submitfed
as sharp, glossy, black and white
photographs 5x 7 or8 x 10(12.7x17 3cm or
203 x 254 cm.) Figures should be
professionally drawn, lettered and
phetographed-free-hand or typewntten
istters are unacceptable Lettering should
be consistent throughout and sufficlent size
that when photo reduced will still be leglble
INustration should be accompanied by a bnef

legend on a separate piece of papsr
indicating the purpose of the content of the
illustrations Abbreviations should be avoldad
orexplained. Photographs of patients who
are recognizable should be accompanied
by a consent form

Preparation of other motsiial

The Review will consider material otherthan
original experimental work . In particular, the
Review will from fime-to-time publish review
articles from experts in the fleid who have
conducted a thorough literature search
Papers submitted of this nature should
compirise of extensive terature reviews on a
narow clinical topic, welleferenced, and of
significant relevance to the clinical practice
of Emergency Medicine.

Emergency case reporfs will also be
accepted for publication Such papers
should comprise a brief factual presentation
of an emergency case, Reports accepted for
publication will be of cases of unusual
problems or innovative therapies. Foliowing
the case presentation should be a brief
discussion of the diagnosls and treatment
and subsequentiy, a brief review of related
lterature.

The Review will alsc consider for publication,
guests editorials from time to time. These
should represent an authorntative.opinion or
comment on current problems foced by
Canadian Emergency Physiclans, They may
relate to the educationdl, clinical research,
cadmintstrative, political aspects of
Ermergency Medicine

Letters to the Edltor will be published
regularly in the Review Such latters should
be addressed to the Editor and should
comprise brief comments on toplcs racently
discussed In the Review or elsewhersa In
addition, bnef communlcations of cases or
other fems of Inferast will be considerad for
publication In this sectlon from Hime to Hime
In each case, the letter must be clearly
signed by the author with a retum address,
and permission to publish indicated

Approval to publish

All manuscripts submitted for publication will
be reviewad by the Editor or other members
of the Editorial Board. If any substantial
changes are to be made in the manuscript, a
copy will be forwarded to the author pricr to
publicahion for approval. Authors are
responsible for all statements made in the
text including changes suggested by the
Edlitor. No changes will be accepted after
final approval by the author has been made.

Deadlines

The CAEP Revlew ls a quartsry publication
with press dates the first day of each quarter.
Copy deadlines are the 8th of the preceding
month. Materlal to be considered for
publication and review by the Ediforial Board
should be submitted at least sixty days prior
to publication to date.

Address all comespondence to:
The Edlitor, CAEP Review

</o0 Dept. of Emergency Services,
Sunnybrook Medical Centre
2075 Bayview Avenue

Toronto, Ontarle, M4N 3MS
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