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Information for Authors

Guidelines for submission of manuscripts

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 Emergency
Medical Services. Manuscripts and other
communications should be addressad to the
Editor, CAEP Review, care of Department of
Emergency Services, Sunnybrook Medical
Centre, 2075 Bayview Avenue, Toronto,
Ontario; M4N 3MS5,

A covering letter should accompany
submissions indicating the principal author
with whom the negotiations can be
undertaken regarding any revisions that are
soen to be necessary prior fo publication. The
letter should also specify whether or not the
material has been submitted to any other
petodicals for consideration for publication.

Guldelines for the presentation of

monuscripis

The CAEP Review adheres to the requirements
for manuscripts submitted to biomedical
joumals as contained In the Declaration of
Vancouver of January 25th, 1978.°

Manuscripts should be fyped, double spaced
Including the title page. abstract, text,
acknowladgements, references, tables and
legends and illustrations. Each component of
the monuscript should begin on a new page.
Authors should keep coples of everything
submitted.

Tifle Page The title page should include the
titie of the article which ought to be concise
and informative. The title shoutd be amenable
to Indexing. The title page should alse contain
the full nome, academic degrees, and
dffillations of each author. The title page
should Include the name of any organization
sponsoring an assembly or mesting In which
the article may have been crginally
presented. If the research has been supported
by grants, such financial support should be
acknowledged on the title page. Finally. the
tifle page should also contain the address for
reprnt requests.

Absiracis All original contibutions and review
articles should be preceded by an abstract,
typed, double-spaced on a second page
following the titie page. The abstract shoutd
be no more than 150 words, stating the
pumpose of the study, baslc procedures

involved, princlpal findings including statistical
significance, ond principal conclusion drawn.
Abbreviations or symbols should be avoided
wherever possible.

These requirernents known os the Declaration
of Vancouver were agreed upon atthat city on
Jonuory 25th, 1978, Members of the internationail
Steering Committee included J. F. Murrcry, M.D.
{Chairman); E. G. Huth, M.D.; S. Lock, MAMB.;
W. R. Barclay, M.D.; 5. Crawford, Ph.D.;

R, W. Mayo: H. R, Meiss; |. Munroe, M.D.;

F. H. Porcher, M.A; A.S. Relman, M.D.;

D. A E. Shephard. M.B.; T. Southgate, M.D.
Erauiries regarding the Declaration should be
sent to Or, E. J. Huth, Annals of Intermal Medlicine,
4200 Fine Street, Philadelphia, PA 10904 U.S.A.

Below the abstract up 1o 10 key words or short
phrases should be provided which will assist
indexers in cross-indexing articles.

Taxt The text of original arlicles of a basic
sclence or clinlcal nature should conformto
accepiabte standands for sclentific articles. it
should be divided into introduction, methods
and materals, results, and discussion section.

Infreduction The introduction section should
clearly state the purpose of the article and
should give only references pertinent to the
rationale for undertaking the article. The
review of the llterature should not be Included
In the infreductory section.

Methods and Malerlals The methods and
materials sections should cleardy and
thoroughly outline the methodology and
materials employed In the undertaking of the
study. In particular, the selection of clinical or
expermental subjects should be well defined,
apparatus used should be specified, and
references relating to the selection of
materials and methods should be given, such
that other Investigators can reproduce the
methods and evaluate the resulis. Any new or
substantially modified methods should be
described fully, giving reasons for their use and
evaluating their limitations.

Resulls The results of experiment should be
presented In a loglcal sequence In the text
with tables, lustrations, graphs, etc. to clarfy
important results or observations,

Discussion The discusslon of the findings should
relate the observations to other relevant
studies. It should emphasize new and
Imporitant aspects of the study and
concluslons. The discussion section should not
cornprise an exhaustive literature review.,

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

Relerences References should be listed in the
form as adopted by Index Medicus and the
Natlional Library of Medicine In United States.
All authors should be listed in studies with three
or fewer names. Otherwise, the first three
names only should be listed. Joumal name
should be abbreviated again according to the
style In the Index Medicus. The fitle of the
article should be Included.

Tables Ecich table should be typed separately
oh a plece of paper doublespaced. Tables
should have a short heading. Explanations
should appear In the footnote not In the
heading. if data Is from other sources, this
should be Indicated and permission should be
obtained and acknowledged. Tables should
not be submitted as photographs.

Mustrations llustrations should be submitted as
sharp, glossy, black and white photographs 5 x
7or8x10(127x17.3cm. or20.3x 26.4cm.)
Fgures should be professionally drawn,
lettered and photographed-ree-hand or
fypewritten letters are unacceptabie.
Lettering should be consistent throughout and
sufficient size that when photo reduced will still
be leglble. llustration should be accompanled
by a brief legend on a separate plece of
paper indicating the punpose of the content of
the lllustrations. Abbreviations should be

avolded or explained. Photographs of patients
who are recognizable should be
accompanled by a consent form,

Preparation of other maleriai

The Review will consider material other than
onginal expermental work, In particular, the
Review will from time-to-time pubtish review
articies from experts In the field who have
conducted a thorough literature search.
Papers submitted of this nature should
comprise of extensive literature reviews ona
namrow clinical topic, welHeferenced, and of
significant relevance to the clinical practice of
Emergency Mediclne.

Ermergency case reports will also be accepted
for publication. Such papers should comprise a
brief factual presentation of on emergency
case. Reports accepted for publication will be
of cases of unusual problems or innovative
theraples. Following the case presentation
should be a brief discussion of the diagnosis
and freatment and subsequently, a brief
review of related literaiure.

The Review will also conslder for publication,
guests editorlals from time to Hime. These
should reprasent an authoritative oplnion or
cormment on curent problems faced by
Canadian Emergency Physiclans. They may
relate to the educational, ciinlcal research,
administrative, political aspects of Emergency
Medicine.

Letters to the Editor will be published reguiarly
in the Review. Such tetters should be
addressed to the Edltor and should comprise
brief comments on topics recently discussed In
the Review or elsewhere. In addttion, brief
communications of cases or other iterns of
interest will be considered for publication in
this section from time to time. In each case, the
lefter must be cleary signed by the author with
d retum address, and pemission to publish
should be indicated.

Approval to publish

All manuscripts submitted for publication wiil
be reviewed by the Editor or other members of
the Editoral Board. If any substantial changes
are to be made in the manuscript, a copy wiil
be forwarded to the author prior o publication
for approval, Authors are responsible for all
statements made In the text including
changes suggested by the Editor. No changes
will be accepted after final approvat by the
author has been made.

Deadlines

The CAEP Review is a quartery publication
with press dates the first day of each quarter.
Copy deadiines are the 8th of the preceding
rmonth. Materal to be considered for
publication and review by the Edltoral Board
should be submitted at least sixty days priorto
publication date.,

Address all comespondence to:
The Editor, CAEP Review

c/o Dept, of Emergency Services,
Sunnybrook Medical Centre
2075 Bayview Avenue

Toronto, Ontario, M4N 3M5
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From the Editor

"Betier Lale than Never"'

This issue of the CAEP Review has been
late going to press and late at just about
every other stage of Its development,
Most of the responsibility for that lies on
my desk. However, I'm sure you can
appreciate that starting a publication
from “‘scratch” is not done ovemight.
Some changes have taken place since
the last Issue as you can see. I'll list a few
of them.

4. Production A major change has been
that we have moved to a full professional
joumnal type of format, We have
contracted a respected publishing house
— Southam Mumay — after requesting
and receiving bids frorm several. The
Review will be produced with a web
offset press, affording flexibllity to move to
four or more colours when necessary, and
improving the readabllity of the
publication. The new colour process will
also make the publication more
attractive to advertisers, and hopefully,
allow us to improve and expand the
joumal. The cover and contents have
also been redesigned by Southam
Murray’s Art Department, In an attempt
to make it more readable and more
sultable to our readers.

2. Contfents Frorn the table of contents,
you can see that the thrust of the
publication has changed somewhat.
Initially, the Review was essentially to be
an assoclation newsletter, It has qulckly
become apparent that this Is not
appropriate, for many reasons. Frst,
restricting contents to news essentially
precludes advertising. Without
advertising revenue, subscription fees
would simply be too high for CAEP to
afford.

Secondly, Emergency Medicine Is one of
the largest medical disclplines in North
America. Yet, at present, there is only one
major forum for the publication of new
sclentific information — the Annals of
Emergency Medicine. The Annalshas
become, In nine short years, a prestigious
and respected jounal, However, the
practice of Emergency Medicine in
Canada is quite different from that south

of the border and It is growing rapidly
here. Training programs are being
started, accreditation standards are
being established, cerification exams
are being set.

Parallel to these developments, is the
growth of Emergency Medicine research
in Canada. The concept of Emergency
Medecine research used to ba quite
forelgn to us in this country. Yet recently,
activity in various Canadian centres has
undergone a small boom. Much of this
work Is yet to be published. Hopefully, the
establishment of @ Canadian publication
will encourage both more research and
more publication of results. It is only
through the orderly deviopment of an
unique body of knowledge that
Emergency Medicine can assume its
rightful position amongst the other
disciplines of academic medicine in
Canada.

3. Advenlising As alluded to above, the
Review will now include adverlisements
from pharmaceutical companles.
medical supply companies, placement
services, and others in s pages.
Advertising pollcy Is set by the editor and
the editorial board, and the Review
reserves the right to refuse any
advertisement. All pharmaceutical ads
must first be cleared by the
Pharmaceutical Advertising Advisory
Board (PAAB). Clecarance by the Board,
signified by the PAAB/CCPP symbol on
edch ad indicates that the plece has
been reviewed by the Board and meets
its standards of taste and accuracy.

The decision to accept advertising was
not an easy onhe for the editor. However,
there was a strong feeling from the
membership and from the executive that
the extra revenue would allow us to
produce a significantly more valuable
addition to the medical literature, and to
improve our communication with our
members. Also, as one member put it: ™Il
ne faut pas étre plus catholique que le
Pape” — One mustn‘t be more catholic
than the Pope.

So there will be advertising. There's not
much in this issue because it takes awhile
to establish credibility. Hopefully, we'll
have more in the future. Most of the
advertisernents will be either on the
covers or the middle pages. and
attempts will be made to ensure that
articles are not intemupted. Also, only
tasteful advertisements that provide
meaningful information of interest to
Ermergency Physicians will be accepted.
Hopefully, with these principles in mind,
we can together with the advertisers
provide Emergency Physicians with useful
information to aid them In their
professional activities.

4, Editorial Board We are in the process of
appointing an editorial board for the
publicatlon, initially, the board will be
appointed on a temporary basis. They will
serve to assist the editor in soliclting
articles, refereeling articles. defining
editorial and advertising policy, sic.
Eventually, a more pemanent board will
be chosen, once the Review has become
established on a more secure footing.
Anyone with any editorial experience
who wishes to volunteer their services, I'm
sure we can find something for you to do.
There’s a lot more work to this than may
meet the eye initially.

PeterL. Lane, M.D.
Editor




Residents Corner

Membership

The post few months have been quiet
ones indeed for the Resident’s
Committee of CAEP, but very active ones
for most resldents, In fact, things have
been so qulet that t sometimes wonder if
CAEP has any resident members —we all
need to become more aware of CAEP
and more Involved in Its activities.
Resldents can and should become
members oflts committees and should
centribute to shaping the future of
Emergency Medicine In Canada.

So whal's CAEP done for Residents lately?
CAEP is currently negotiating with ACEP
regording a bulk subscription to the i
Annais of Emergency Medicine —
essential reading for E.M. Residents. CAEP
is also negetiating with ACEP regarding o
category of ACEP membership for
Canadlans so that we can get some of
the prerequisites of ACEP membership.
This periodical, the CAEP Review, offers
E.M. Residents in Canada a chance to
communicate with one another regularly,
and the Revisw Is eager to pubiish the
resuits of any research or Interesting cases
that Residents may wish to report. CAEP
has begun a Placement Service — the
Secretary of CAEP has lists of currently
avallable positions in Canada for
Emergency Physicians.

CAEP Is young, and growing fast. It needs
the Input of the Emergency Physicians of
tororrow, who will be most affected by
Its activitles.

News Briefs:

1. Dr. Sheldon Glaser has been
appolnted as the UA/EM representative
for Canadian E.M. residents. UA/EM is the
University Assoclation for Emergency
Medicine, and as the name suggests is
the political focus for acedemic
Emergency Medlicine. It sponsors regular
sclentific meetings which residents can
attend and present papers. The next one
is In San Antonlo, Texas, April 12-15,
Residents Interested In the activitles of
UA/EM should contact:

Dr. Assad is a final year resident inthe McGill
Emergency Medicine training progromme.

Dr. Sheldon Glaser

Dept. of Emergency Medicine
Rovyal Victorla Hospltal

687 Pine Avenue

Montreal, P&, H3A 1A1

2. Resident Commitiee contacl people
are:

Kingston:

Dr. M. O'Connor

Emergency Medicine

Hotel Dieu Hospltal

Kingston, Ontario K7L 3H6

London:
no one appointed yet.

Montreal:

Dr. Paul Assad

Dept. of Emergency Medicine
Royal Victorla Hospltal

687 Pine Avenue

Montreal, P.&. H3A 1A1

Calgary:

Dr. P.M. Hodsman
606-1315 29th St. NW
Calgary, Alia.

Ottawa:
no residents until July ‘84

3. Troumna exposure for Canadian
Residents has always posed a problem.
Most Canadian hospitals do not have a
sufficlent volume of multiple Injured
patients to offer g reasonable
experence,

The McGIll programme has decided that
its residents will benefit from a rotation in
a New York Clty Hospltal, likely the
Bellvue. This will probabily start In '§1-82.

By Dr. Paul Assad,
Chairman, Resident Committee

At the time of this writing, about 75% of
the membership have renewed for the
1980-81 fiscal year of the Association, |
would like to encourage all members to
renew at their eariest convenlence.,

There continues to be some confusion
amongst members regarding the renewal
date. The fiscal year of the Assoclation Is
frorm October 1-September 30. As such, to
remaln a member of the Assoclation, it s
necessary to renew in October. if anyone
has any question regarding this policy. |
would appreciate your dropplng me o
line so that | can address it personally.

As | am sure most of you have gathered,
the membership data has been stored on
aword processor. This allows us to better
look after membership files and
accounting as well as providing
capability for storing CME hours In the
nearfuture. As well, we are readily able to
prnt malling labels for easy distiibution of
material. However, a decision has been
made by the Executive not to allow the
mailing list of our members fo be released
for any reason whatever. Should any
outside organization wish to mall
informartion to the membership, a
decision Is made regarding the
perlinence of the Information wished to
be maiied. If the Executive feels that the
malling would be of interest to the
membership (e.g. continuing medical
education programs), then the malling
would be done by the Executlive, If any
mernber of the Assoclation would llke to
publicize a continuing medical
education program, please contact me
and | would be happy to amange
distribution of any brochures.

I would like to thark all those members
who have renewed for thalr prompiness
inretuming theirfee. | would agaln
encourage all members who have not
renewed to do so at your eariest
convenience.

R.V. Gerace
Menmbership Chalmnaon.




President’s Notebook

Iwould like to take this opportunity of
raising for your Information a selected
number of issues that are af present
occupying a large portion of the time of
your executive.

1. Economics

As the executive holds Its meetings in
different areas of Canada it Is becoming
increasingly apparent that the
economics of Emergency Medicine are
providing for many emergency physicians
a great amount of concem. The working
conditions and methods and levels of
remuneration concem emargency
physiclans more than any other matter,
perhaps excepting the area of
recognition of Emergency Medicine asa
specialty.

In some areas of the country the medical
professlon and the organlzations of
medicine regard emergency physiclans
as equal portners in the hedalth care
system and they are free to manage thelr
economic business affairs in what ever
way they feel fit. This is usually a fee for
service system which allows groups of
emergency physicians to have some
autonomy In terms of choaosing the
ranpower requirements of their group In
a logical fashlon, whilst alowing for
adequate remuneration and
encouragement of continuing medical
education and involvement in the
community and the hosplial on a par
with other physiclans. On the otherend of
the spectrum, however, emergency
physiclans In other areas of the country
are hired under very archaic
clrcumstances at minimal levels of
remuneration in a fashlon that in some
cases even prevents them from
becoming members of the staff at their
hospitals, that prevent the option of
billing fee for service, that limits their
continuing medical education
endeavours, that does not aliow them to

“moonlight”, that regards their skills as
less than equal to other physiclans, and
that, all In all, presents a very repressive
picture.

The executive of the Canadian
Assoclation of Emergency Physicians feels
that this is a critically important area for
our involverment based on the premise
that where the economics of a parficular
sphere of medical interest are less than
optimal, the development of that
specialty will be less than optimail. So
long as hospifals will hire the cheapest
labour available to man thelr Emergency
Departments there will be poor levels of
competence and morale in those
Ermergency Departments.

The Executive feels that th order to exert
some influence In this area, one
preliminary step would Involve the
gathering of information regarding the
various pattems of practice and
economics of emergency physicians
across the country and, therefore, will be
producing shortly a questionnaire that
will confidentially assess various factors so
that we have a true picture of the
sltuation at present. | would encourage
vou to participate and help us when you
recelve your questionnalre so that we
can make sure that the information we
gatheris as representative as possibie.
Cnly then can we provide some
leadetship in attempting to provide a
freer marketplace in which emergency
physiclans can practice.

2. Certification

Regarding the activity of the College of
Family Physiclans, members of the
executive have had a fair amount of
input Into the deliberations of this college
in its proposal for providing Emergency
Medicine training both integrated with
and added on fo the standard College of
Family Physicians training programme in
Famity Medicine. As you will have heard
before In these columns, thera istobe a
practice eligible category which would
be open to physicians who are not
certified otherwlise by the College of
Family Physlclans but will afford those
physicians an opporfunity to become
certified by that college In Emergency
Medicine. It Is hoped that the College will
view our proposals regarding CME credits
favourably so that CAEP Category |
credits will be utilized by that group.
There are still a number of concems in this
area which vary directly with the amount
of success we will have in our
representation to the Specialty
Committes of the Royal College of
Physicians and Surgeons in their
considerations regarding the training
programmes offered by that college. Cne
of the concems that has been raised
recently is the eligibillty for College of
Farmnily Physicians’ programmes for those,
who choose to take a rotating intemship
and then wish to pursue further training in
Ermnergency Medicine but may not wish to
involve themselves in the College of
Famlly Physicians’ programmes. This Is an
ongolng areq of concem which will take
further discussions.

The Royal College of Physicians and
Surgeons will shortly be announcing its
membership on the Specialty Committee
on Emergency Medicine and suffice it to




say that those people who have so far
been asked to join that committee, who
are representative of a variety of
specidalties including Emergency
Medicine, all have had an extensive
background in Emergency Medicine and
will, i feel, be ablérto put togethera
logical approach to a Royal College
programme.

Dr. Greg Powell of Calgary is CAEP's
representative on this cormmittee and as
soon as the committee has had its first
meeting we should be able to give you
some Idea of the tenor of their approach.

3. Constitution

You will have noticed in the first CAEP
Review that the constitution was printed
up in full for your perusal. | do hope that
any of you who fesl that other or newer
suggestions should be made will do so.
We have had one suggestion regarding
regional representation on the executive
that will lead us to modify that aspect of
the constitution. As you know, the
constitution will be presented to the
annual meeting next fall in Montreat for
ratification and it would be far easier to
incorporate any suggested changes now
rather than on the floor of that meeting.
50 l'would encourage you to
communicate with me or Vic Wood if you
have any suggestions.

4, Continuing Medical Education
Prinfed elsewhere In this Review you will
find our new simplified proposails for
contlinuing medical sducation reporting
so that we can be assured of providing
the membership with appropriate
avenues for continuing medicail

education and also satisfy the
requirerments of our membership nules.
Again, please do not hesltate to
communicate with the executive your
concems or suggestions regarding this
document, because It too will be
presented to the annual membership for
rotiflecation next fall,

5. Annual Meeting

Dr. Wayne Smith Is in the final stages of
planning for the 1981 meeting to be held
in Montreal October 12-16th at the Hotel
Meridien, The meseting is lcoking to be
most successful and wlll, | think, be cne of
the best meetings on Emergency
Medicine that | will have attended. The
four day meeting Is to be precedsd by a
two day ACLS course and a variety of
executive and committee mestings. all of
which will be open and | would
encourage you to make a note in your
diary to attend that mesting. It will also
be important o add your voice to the
deliberations that will be undertaken by
the executive at that meeting so that we
can speak with a representative volce in
the upcoming year.

You will see in various joumals cver the
next few months a call for abstracts for
scientific papers to be presented at that
meeting and | would encourage you to
take advantage of this route.

4. Relationship with A.C.E.P.

The executive has undertaken ongoing
negoetiations with ACEP regarding a new
category of membership for Canadian
physiclans at a reduced rate and a deql
whereby the Annals of Emergency
Mediclne would come to you as part of
the membership perks in CAEP. We will be
reporting to you further on these matters
as they reach frultion,

I would like, on behalf of the executive, 1o
wish you best wishes for the New Year. |
hope that it will be a year of landmork
developments for emergency physicians
across Canadal

Respectfully submitted,

David M. C, Walker, M.D., FR.C.P.(C)
President,

The Canadian Association of Emergency
Physiclans




Editorial

‘But I Thought You Said ...’ or
‘When is a Job Offer Not a Job Offer’

The Job Hunt is onl

For the final year resident, this ime of year
is often one of considerable stress . . .
decistons made now will have o major
determining Impact on the rest of his/her
professional life. Yet often the information
on which those alldmportant declsions
are made is sorely deficient,

Physicians in general, and Emergency
Physiclans In particular are probably one
of the most regressive, backward groups
in soclety in terms of hilng and fiing
practises. Rarely are vacancies predicted
far enough in advance to allow for
adequate advertising. Income, benefits
and working conditions are alimost never
clarifled — before or after one has been
offered a Job. And “job offers” and
“contracts'’” are almost uniformly verbal.
No wage eamer, business executive,
lawyer or enginesr would put up with
these deficiencies, yet physicians accept
them as a matter of course.

Residents should demand from
prospective employers or directors a
written desciiption of the position
including: gross and net income, method
of payment, benefits (both optional and
compulsory), status of hospital and (if
appropriate) unlversity appointments,
expected workioad, holiday and
educational leave amangerment,
arrangements for office space. secretaral
support. efc, For their part, potential
employers or directors should require an
upto-date C.V. with three letters of
reference, a letter of good standing with
the relevant licensing body, and a
response, in writing by a specified date
either accepting or rejecting the offer.

To do less than this leaves each party
unnecessarly vulnerable.

Evaluating the Job

Leaming that there’s a position available
and getting a letter from the Director is
the easy part of the Job Hunt. Now the
work begins. Four months into the job Is
no time teo find out that you
misunderstood what the Director had
said about benefiis.

Aworthwhile maxim regarding the job
hunt Is that you should always visit and
have an interview with your potential
new colleagues. This country may be
large, but there is no way you can
adequately assess the position by phone
ond mail from 2,000 miles away. if you're
womed about the costs of such a vislt, see
if you can combine it with another tip
(eg. an academic meeting) and see If the
Director and/or your Residency
Programme Director can help with travel
costs. If the new Director isn’t willing to
help with the costs and doesn’t think he
needs to meet you before making an
offer, think twice about the jobl

Another maxirn about evaluating a job Is
talk to as many people as you can about
the position. A good Director will want
you to meet others in the group so that
they can get to know you. Try to talk to
other physicians in the hospital, and talk
to the nurses as well. Also, falk 1o other
Emergency physicians, whose opinions
you trust. Emergency Medicine is still smaill
enough In Canada that most
experenced physiclans can tell you qulte
a bit about other groups and physicians.
The third maxim is to keep your options
open. Look at several different jobs and
don't be stampeded into accepting ohe
until you've been able to evaluate them
all adequately.

The final truth about evaluating a job
reflects what we said inifially — get it In
wiitingl A job offer is nota job offerif it is
not in writing. The offer should conflm
what you've been fold verbally in terms of
incorne, benefits, appointments, etc. And
if you are not happy with what's wiitten,
but you want the position, don’t be afraid
to negotiatel You can do this by phone
first, but it is probably best to do it in
wiiting — state exactly what you would

consider, and ask them to revise their
offer accordingly. You should be
prepared for some bartering, so don't
reveal your "botftomline” Immediately.
By the same token, don't Inflate yourself
so much that you price yourself out of the
market — there are others looking!

With those principles in mind. then, how
does one go about actually evaluating a
petential job? What are the features to
look for? What should be avolided?

What follows then is an atterpt to
itemnize some of the categories you
should think abouf when evaluating a
job. It Is probably best If you make up
some sort of a checklist for each job you
look at that incorporates the items listed
below. In this way you and your family
can remember the different positions
when you sit down to make up your mind.
What hasn't been listed here are, for
some, the most important factors —
rmatters of lifestyle. Before you start g job
hunt most of you will have an idea of
what sort of communities in Canada you
would consider living in. Matters such as
community size, province, proximity to
family and friends are all important and
should obviously play a central role in
rmaking the all-important decisionl
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The "Maxims” of the Job Hunt

1. Always make an on-site visit

2. Talk to as many people as you can
about the job

3. Don’t make a decision until you've
looked at all the atiractive ones

4, Get it in wiiting!
S




Assessing the Position

Several features of a potential job
desetve your close scrutiny, Here are a
fow:

1) Income:
We've all seen those alluring ads in
Armerican.ond Canadian Joumals
quoting six figure incomes south of the
border. But a buck Is not always a buckl A
fiat $60,000 paycheque with no before or
after tax benefits is probably not worth as
much as a $45,000 net income with a full
benefit package including car leasing,
iraid holidays, life and disability
insurance, etc.
How much you make, then, Is only
important If its related to how its paid to
you, 5o make sure you know. In particular,
clanfy if you're considered, for tax
purposes a seff~employed professional or
an employee. if you are to be
self-employed, then the $ figure you are
quoted will likely be gross income. You
will then be responsible for paying most of
your expenses — memberships to
societles and associations, CMPA, other
Insurance, pension plans, etc. A well
planned comprehensive benefit
package wili likely cost you close to 15%
of your gross iIncome, and much of it is not
tax deductible. However, asa
self-employed professional there are a lot
of deductions that can be made that
otherwise couldn’t — expenses of business
such as business meetings. car expenses,
CMPA, office expenses, etc. Also, the
amount you can contribute to an RRSP Is
higher.
If your status is to be that of an emplovee,
you should be clearon who is the
emplover. If its the hospital, you likely wil
have liftle or no say over what benefits
you get and what is paid from before vs
affer tax incoms. However, if your
"“employer” s in fact the group of
physicians you work with, then often you
can construct quite an advantageous
benefit package. As stated above, this
then can be considered close to a further
15% in income.

2) How Is the Group Paid:

Be sure to clarify from the outset how the
group gets its money, and how it s
distibuted. Sorme examples follow:

Fea for Services (FFS): This Is the method of
payment of the magjority of Canadian
physicians and a growing number of
Emergency Physicians, whereby the
provincial health plan is billed for each
sevice rendered to patlents.

FFS with a basement: Any group billing
fee for service should be able to
guarantee a bottom figure which it is
willing to pay should billings fall short,

FFS with a eeiling: Some groups.
especlally geographic fulHime groups in
universities have individual ceilings. FFS
income over this celling may go o one or
more places — you should find out where;
l.e., to deparmental coffers for
profit-sharing among more senior
mermbers of the group; to departmental
or Faculty research funds, to the Dean's
office for administrative expenses, to the
University etc. It behooves you also to find
out how the ceilings are amived at, and
what say you have over thair level now
and in the future.

Global Budgets: Many groups are still on
global budgets. Under these plans, the
physicians are usually guarantesd a
specific income, sither annual or hourly. If
Its an annuat salary figure. the hours you
are expected to work should be
specified. If its an hourly figure,
statement regarding the guaranteed
minimum number of shifts and hours
should be rmade.

Group Confracts: In many parts of the
country this is a common form of
payment. A contract is negotiated and
signed between the group and the
provincial health insurance plan or
Health Minister. Rermuneration Is usually
on an hourly basts to the group based on

" last year's census. You should inquire into

who has inpurir)’ro these negotiations.

Hospital Contracts: There are still a few
places in Canada where hospital
administrators seem to feel they should
employ the physicians in their Emergency
Departmeants. Why Emergency Physicians
and hence Emergency patients need this
“third party” in the provision of this form of
health care is unclear. Suffice it to say
that a position wherein the Emergency
Physician Is the employee of the hospital
must be evaluated very critically. It is
perhaps telling that these are presently
the lowest paid positions in the country
with the highest tumover. “He who pays
the plper. calls the tune”.

3) Types of Appointments

There is a great deal of variation in the
country regarding the type and level of
appointments that are offered to
Emergency Physicians,

“What does it matter, aslong aslcan
work In the E.D.?" you may ask. Wrong!

Emergency Physicians should be
members of the Active Staff of the
hospltal. Anything less Is not only an insult
signifying second class status. it also
effectively precludes you from
involvement In hospital and staff
committess. If you can't speak out at the
Medicat Advisory Committee or
elsewhers, you'll essentially have no say
over what happens in the hospital or
even policles In the Emergency
Departrment.

Continued on page 10




Editorial Continued

It's alse important to determine to whaot
hospital and, if applicable university
department you are 1o be qppointed. if
the Emergency Department is an
Independent department, you may well
assume that you'li have more say over
important policies. However. be sure that
the Department has enough clout with
others to stand on its own. If your
appointment is to the Department of
Ambuiatory Care, Surgery, Family Practice
orsomeathing else, make sure you have
Input to relevant committees. Alsc, be
sure you have qaccess to staff meetings
and other departmental functions. It
should be more than "an dffiliation of
convenience.”

Privileges are also something to be clear
on. Many hospitals are now specifying. by
a list of procedures, what different
members of staff can and cannot do. Be
carsfull Such lists should be guidelines,
nct restrictive reguiations. Nowhere is this
more true than in the Emergency
Department where there may only be
onhe occasion every 3 years where you
need to put in an emergency pacemaker
orsome other procedure. Lists
constructed in Boord Rooms can never
hope to anticipate every possible
eventuadilty, yet as Ermergency Physiclans,
we must be ready for them all.

4) Clinical Material:

The day-to-day features of your clinical
activity are perhaps the most important
features of a job. They should be
evaluated carefully,

Clinicat Volume: The raw numbers are
important to know. In Canada, billing fee
for service, an annual volume of 25,000
patients peryear should be sufficient to
support a full-time group single staffed 24
houss per day (4.5 full-time Emergency
Physiclans). A rough rule of thumb is that
an extra full-ime equivalent physician will
be required for every 10.000 patients over
this. These numbers will be different if
housestaif and teaching responsibilities
are Involved.

Nature of Clinical Problems: The type of
patients presenting In the Emergency
Departrment are also important. Figures
detdiling the number 2f urgent,
emergent and non-urgent cases are
helpful, The percentage of patients
admitted is also indicative (10% is low —
signifies alot of ambulatory care; 156% is
reasonable; If they say 20%, be suspicious
of their data). Average billling per pafient
wili give you an idea of both billing
practises and patient types. Perhaps the
most reliable Index is the neighbourhood.
Clinical practice in an inner clty urban
hospital ts a jot different from practice ina
small town ora residentlal suburb.
Procedures: What you can and can’tdo
Is probably most telling when looking at a
department, Who puts on the casts, who
nuns the cardiac amests, who puts in chest
tubes, who sutures facial lacerations, who
reduces shoulders — all of these are
Important questions. The answers will give
you a good idea of what practising there
will be like.

5) Personnel:

The final, and perhaps most important
feature of a job is the people Involved.
The Director: This person will likely have
more to do with your satisfaction or
dissatisfaction with the job than anyone.
If there’s a high rate of tumover in the
group, lock at the Director first.

The most important feature obviously. is
how well you get along. Parsonal
compatibility is important — ask other
members of the group how well he/she
accepts suggestions, backs up his/her
staff, etc.

Does the Director practise Emergency
Medecine? If not, is he/she a fulHtime
administrator, or does the Director have
clinical activities elsewhere? Be sure the
Director's own personal interests are
aligned with those of the Department.
The Members of the Group: Have they
been there long? The rate of fumoverin a
group tells a lot about job satisfaction.
How many in the group are resldency
trained? How many have outside
part-time practices? What sort of
contibution do they make to the
department? And agaln are you
compatible?

The Nurses: Meet the lead nurse and
other nurses. Thelr attitudes will tell you an
Invaluable amount about the
Department and the group. Their level of
In-service teaching and involvement in
emergency nurse association actlvities
will also say something of the morale.
Again, the rate of tumover among hurkses
is a valuable Index of departmental
morale.

Taking the Plunge:

Having made your visits, completed your
checklists and talked 1o anybody and
averybody, it's now your tum. You and
vour family must declde when and where
youwant to go, based on the
community, the lifestyle, the job, the
income, the appelntments, etc. Aswe
said eadier, don't be afraid to barter a bit
if its not quite right.

Having made up your mind, write a letter
of acceptance that refers expliciity either
to the wiltten offer you got or confirms in
writing the revisions that you negotiated.
if it's In writing then everybody
understands the agreement and you can
avoid any unfortunate
misunderstandings.

And if. despite all this investigation, the
Jobisn’t what you expected, don’t worry.,
You can do it dll over again next year

PeterL. Lane, M.D,
Editor
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Across Canada

Emergency Medicine in Kitchener-Wateroo:
The First Decade

The Reglonal Municlpality of Watertoo,
formery known as Waterco County, is
situated in the heart of South-Westem
Ontaro. Its population of 300,000 is served
by three active hospitals and one chronic
care hospital. The major population
centres are concentrated in
KitchenerWaterloo, which Is served by
The KitchenerWaternoo Hospital (612
bads) and St. Mary's General Hospltal (354
beds), and Cambridge, formerly Galt,
Hespeler and Preston, which Is served by
Cambridge Memorial Hospltal (308 beds),
formey South Waterlco Memerlal
Hospltal. All hospitals In the Region are
within approximately one-hour's drive of
three university medical centres: namely,
Toronto, London or Hamilton.

At the present time, all three active
hospltals have twenty-four-hour-a-day
coverage of their respective Emergency
Departments by Emengency Assoclates of
Kltchener-Wateroo, a group of fourteen
fulHime and three parl-lime Emergency
Physlclans. A few Family Physicians also
particlpate in the coverage of
Cambridge Memoiial Hospltal.
Emergency Department staffing by
Emergency Physlcians was initiated in
1971 ot both Kitchener hospitals and in
1976 in Cambridge. Previously, coverage
In all hospitals had been by Familly
Physiclans, In Kitchener, a relative
shortage of Family Physicians created
heavlly-booked offices and heavy
demands on the Emergency
Departments. This prompted the hospitals
and the Departrments of Family Practice
to seek an altemative which would lessen
the Family Physiclan’s workload by
removing Emergency Department
coverage by them, while stiil providing
adequate Emergency Department
coverage, and attracting new Famlly
Physiclans fo the community.

The first physicians to staif the Emergency
Department were attracted by
advertisements offering jobs as o

Dr. Kelly has been an Emergency Physician in
Kitchener since 1972, He is Past President of the
Section on Emergency Medicine of the Oniario
Mediicol Association and Past President of the
Medical Stoff of Kitchener-Waterloo Hospital.

stepping stone to establishing a practice
in the community. in the first year ortwo,
several physicians worked inltially in the
Ermergency Depariment and shortly
thereafter established family practices in
KitchenerWateroo. The Initial tumover
was high with physicians often staylng in
the Emergency Department only three to
six months, However, the two Intended
purposes were served.

Mid 1971 saw the amival of the first two
“career’ Emergency Physicians and by
1973, the group was replacing departing
members only by career orlented
Ermergency Physlcians.

inlticlly, the two Kitchener hosplials
organized the coverage. They did the
hiring, provided secretarial support and
space for offices and guaranteed a
minimum hourly rate. As the group
matured, more of their functions were
taken over by the physicians untll, at the
present time. the only link with elther
hospital in an administrative sense Is that
Emergency Assoclates rents office space.

Emergency Physlclan coverage at
Cambridge Memorial Hospital began in
November, 1976 after the Boord of
Trustees approached Emergency
Assoclates of Kitchener-Wateroo to
provide twenty-four-hour coverage.

The anival of career-minded Emergency
Physiclans brought stability to the group.
These physicians were not Interested In
Ermergency Medicine as only a
stepping-stone or a short tem job. They
sought to provide high quallly care which
would enable them to gain the respect of
the public, the hospitals and the medical
community; and ot the same time,
establish Emergency Medicine asa
career for themselves. As the group
developed and grew, It became
interested in moving beyond the
Emergency Department ond members
began serving on hospltal committess
and on the Section of Emergency
Medicine of the Ontarlo Medical
Assoclation. Since 1973, a member of
Emergency Associates has served on the
executive body. Numerous hospital
committees have been served by
Emergency Physiclans, including CCU,

Phamacy and Therapeutics, Audilt,
Patient Care and Medical Advisory
Committes., As well, the group has
participated in two large studies in '74
and '78 which explored patlent and
physician attitudes to Emergency
Department care, the reasons for
choosing the Emergency Department for
care and the process of getting there.
Emergency Assoclates of
Kitchener-Waterloo Is administered by a
three-physiclan executive responsible for
the day-to-day management. Service is
provided on a fee-for-service basis. In alf
three hospitals, the Emergency Physicians
are responsible to the Department of
Family Practice and the Emergency
Department is under the direction of an
Emergency Care Cormmitiee.

To help malntain high standards of care,
the Emergency Physiclans hold monthly
teaching rounds, organize an annual
workshop In Emergency Medicine,
paricipate In at leost two formal audlis
annually and set a continulng medical
education regquirement. Each physlcian
rmust be competent in ACLS and
complete fifty (50) hours of CME annuatly;
of which twenty (20) hours is ACEP
Category I, All members are encouraged
to support the OMA Section on
Emergency Medicine and C.A.E.P.

The activities of the Emergency Physician
have also included pilot studies In the use
of nifrous oxide — oxygen In the
Ermergency Department and also In the
ambulance. Mermbers of the group have
been active In assisting other hospitals to
establish Emergency Depariment
coverage across the province,

The future of Emergency Medicine looks
encouraging In the Watendoo Region. The
ten-year history has not been uneventful,
but one fact is clear, high quality care
can be provided in community hospltals
by Emergency Physlcians, We are proud
of the service we provide andwe
anticipate continuing to provide this
senvice while constantly seeking
innovations which will benefit the
patients we serve.,

by Lamy Kelly, M.D. '
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CALL FOR ABSTRACTS

The Hotel Meridien in Montreal

is the locus for the 19841
Annual CAEP Scientific Assembly

Scientific Paper Program Chaiman, Dr. David
Walker, has announced that he will accept
abstracts for scientific papers to be presented
at the meeting. Members and others in the field
are urged to submit original contributions
relating to emergency medicine.
Presentations at the meeting will usually be
limited fo ten to fifteen minutes, followed by a
discussion period. A cormpleted manuscript
must be submitted no later than the day of
presentation at the meeting. CAEP Review, the
official publication of the Canadian Association
of Emergency Physicians, reserves the right of
first refusal on all scientific papers presented at
the CAEP Annual Scientific Assembly.




Emergency Medical Training Programmes

Calgary, Alfa.

Hospitals Holy Cross Hospital, Foothills
Hospltal, Calgary General Hospital.
University Calganry.

Programme Director Dr. G. Powell, Chief,
Division of Emergency Services, Foothills
Hospital, Calgary, Alta.. T2N 2T9.

Type of Programme Pre-requisite 2 yrs
broadly based clinical exposure, (not
necessarily Farmily Medicine) with a
minimum of one further year of
Emergency Medicine.

Size 3 residents peryear.

Accreditation none.

Certificate hope o be able scon to give
alof C diploma.

Oftawa, Oniario

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

University Ottawa.

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

Type of Programme thres (3) yr post-M.D.
prograrmme, two (2) yr of which meset the
requirerments of the Dept. of Family
Medicine Programme.,

Size four residents per year.

Accredilation none per se, although it is
hoped that residents will be eligible to sit
the exams of the CFPC.

Cenificate none.

Kingston, Ontario

Monireal, P.Q.

Hospitals Kingston General Hospital,
Hotel Dieu Hospltal.

University Queen's.

Programme Director Cr. L. E. Dagnone,
Emergency Dept., Hotel Dieu Hospital,
Kingston, Ontario, K7L 3H6. .

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

Size maximurm of four (4) residents per
yoear.

Accreditation none.

Caetlification none at present,

London, Ondario

Hospitals Victoria Hospital, St. Joseph’s
Hospital, University Hospltal,

University Westem Ontario.

Programme Director Dr. K. Ferguscn,
Director, Dept. Emergency Medicine,
Victoria Hospital, 391 South St., London,
Ontarlo, N6A 4G5,

Type of Programme Two (2] yr programme
after intemship; broadly based tralning
with emphasis on intemal medicine.
Accreditation accepted by RCPS(C) as
two yrs of intemal medicine training.
Cettification none.

Hosplials Royal Victoria Hospital,
Montreal Neurological Institute, Montreal
Children’s Hospital, Queen Elizabeth
Hospltal, St. Mary's Hospital, Jacksonville
Memorial Hospital.

University McGill.

Programme Director Dr. Wayne Smith,
Royal Victoria Hospital, Emergency Dept.,
687 Pine Ave., W., Montreal, P.Q.,

H3A 1A1.

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

Size six (6) residents peryear.
Accredliation LREC/ABEM [nothing
Canadian as yet).

Cerlificate sligible to wiite ABEM exams in
U.S.A.. certifiable from McGlll and Royal
Victoria Hospltal.
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Letters tothe Editor

To the Edifor

Arst of all, let me congratulate all who
ploneered CAEP — what a woy we have
come In 2 years!

And now the first issue of CAEP Reviewl An
excliting moment for all physicians who
have made Emergency Mediclne their
full time practice and are fighting for
status and recognitlon in Canada —
indeed working towards the
Improvement of Emergency Medical
Sewvices in Canada, has becorme an
important endeavour for me and |
welcome this wonderful means of relating
with my colleagues ail across the country.
It was Interesting that | should receive the
CAEP Review today, the day after our
rmock disaster was held in Mirabel Alport
forwhich | was asked to be an evaluator. |
shall not go into the details of it, but some
things In Dr. Gerace’s article {Taking an
Active Role In Disaster Planning., CAEP
Review 1:1, Sept. 1980) did bring some
thoughts to light.

Indeed. | agree with him that physlclans
should take an active role In disaster
planning, but how much we needto
leam before taking such a plungel

1. We must leam to work within a team,
something most doctors are not used to.
unless it s as “'boss” as Is the case most of
the time in a hospital setting.

We must leam to take orders in many
instances, {as when there Is a Are Chiefin
command].

2. We must leam 1o be humble and to
listen — in disaster plcnning. many
people know a lot more of the subject
than we do and most of us stlll have alot
to leom. When a disaster strikes, thisis no
time to improvise or “play it by ear’ and
we must be willing o surrender our
leadership to other co-ordinating
agencies in order to put alt our energy
where it Is needed, traating the patients.
3. How different the field seting is, to our
nice plush, wamn, welHit, wellstaffed
emergency rcorms! If we want to go out
into the fleld, | feel very adamantly that
we should acquaint curselves to it well
before the disaster strikes (by riding with
the ambulance crews or manning sports
events), We should acquaint ourselves to

working In heavy clothing with cold
fingers, and the psychological Impact
being away from our wellknown and
secure hospital environment, Even to the
most foughened, experlenced
emergency physiclan, g bumed-up
tesnager hanglng from a tree, begging
for help, is “hard to stomach”.

We diso need to acquaint ourselves with
the equipment avatlable in the fleld —
most field equipment is different from its
hospital countenparts, often in smoail ways,
but time-consurming if one is not famitiar
with it ahead of time.

4. Dr. Gerace says that “physicians have
been in the past reluctant to go out ona
disaster site, feeling thelr expertise would
be better utilized in a hospital setting”.
The simple resuscitative rmeosures such as
opening an alrway or utllizing anl.V.
Infusion can be life-saving indeed, but
how fast after the accldent should they
be peformed? We all know the answer is
redlly a few minutes, What are the
chances in gefting a physician out to the
site that rapidly? Very small Indeed in
most instances.

As Dr, Garace says, they are relatively
simple. so why not teach themto those
most likely to be the first responding to
the scene?

When we talk of physiclans going to the
fleld of mass casualty incidents, | think we
should be a little clearer as o where in
the fleld they should be employed and to
dowhat? And if we are going out to the
field, let's make sure we are ready and
can do the jobl That goes for nurses too.
Again, congratulations for the most
welcome addifion of CAEP’s contribution
to the cause of EMS in Canada.

Sincerely,

Héléne Lamontagne. M.D.

St. Adéle, Québec.

To the Editor

Dear Editor:

in reply to Dr. Lamontagne’s letter, |
heartily agree with her comments
regarding physiclans outside theirnorma
working environment. Those responsible
for responding to disasters, should be
thoroughly familiar with the plifalls of
working outside the hospital- environmen
as well as differences in the types of
equipment they might employ.
Physicians are indeed reluctant to take
orders. This Is why a physician-
co-ordinator familiar with the disaster
ptan and with the pesonnel in charge of
the scene of the disaster, should take
charge of all medical componenitsin a
disaster. He will then be able to
co-ordinate the responsive medical
personnel with those of other agencies.
Dr. Larmontagne implied that perhaps
physicians are not necessary at a disaste
scene. | must disagree with this concept.
Unfortunately, at the present fime in
Canada, other than a few centres,
paramedics trained to do medical acts
do not exist. Although, | strongly support
the concept of paramedic tralning. until
it is widely available, physicians must fill
the gap in providing medical care at the
scene of a disaster. Even when
paramedics become avallable, | think a
physiclan co-ordinator will stlil be an
essential component of the disaster
responsa feam.

1 would echo her plea to personnel
responding to a disaster call. They must
be sura that they are aware of their
responsibllity and that they can do the
job.

RYV. Gerace, M.D.
London, Ontario.
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Guest Editorial

On Research and Review

As physicians, we need to fespond to infemal
pressures for a greater sense of achlevement in
performing our professional tasks to the best of
oursclence’s abllity, As physicians, we must
also respond te the extemal pressures that are
the expectations of an increasingly
sophisticated patient population. Not to do so
would be to run a perilous path leading to

rising levels of frustration and decreasing levels
of self esteem, as well as Justified decreasing
esteem of the profession in the eyes of Ifs
beneficlares. We must be everso alert and
sensitive fo the lowest decibels of discontent
fromwithin as weli as without, lest we, our
patients, and our collective community suffer
frorn complacent mediocrity and the
stagnation of the status quo.

The challenge of practising good medicine isa
career long goal which we must all stiive for. It
Is a geal which, as we progress In our years of
expetience, we realize demands continued
disciplined effort. To that end, there are a
varlsty of means; our patients, ourjoumals.
confarences, clinical preceptorships,
sabbaticals and finally Individual involvement
In research and quality of care reviews.

During our undergraduate training, continued
selfinstruction was preached as a necessary
part of our chosen profession and we were well
introduced to most of the above cited meaons,
But the ability to perform research and quality
assurance studies was to be reserved for a
chosen few who during under post graduate
training, gained the necessary
methodological tools, Though such tools are
essential In order 1o minimize fruitless antike
agltation performed In the name of research
and review, the tolls and rewards of such
labour can and should be savoured by more.
Such activity contibutes both to physiclion
soM-instruction, as well as, 1o increasing levels
of patient care. We need to question our
practices and force thern to reveal whether
we are achleving what we hope to do todaoy
as well as tornomow.

In the fleld of Emergency Medicine, we are all
eager participants, not yet ot the crossroads
but on the fringe of a new frontier In research.
While others are having to plant more seed in
an already well-ploughed field, we are being
called upon to survey and explore virgin
tenitory. How does one study and choose the
best EMS system design for the unique
clrcurmstances of a specific community? Are
there more effective and efficlent ways of
using diagnestic and therapeutic procedures
in the Emergency Department? What are the
necessary and Important chapters that need
be studied in order to improve cost
effectiveness of emergency care? How can we
best store patient data for future retrevat
during audit and research work? Is patient
complionce to therapy dispensedin an
emergency depariment affected by the
defervescence of an Intlally perceived crisls? Is
it offected by the nature of the singular and
short lived lidison between emergency
physiclan and patient? Need we establish
adrmisslon standards for Important frequent
problerms such as fransient cerebral lschemic
attacks, non-debilitating pneumonia, the first
selfzure In the adult, severe headache (etc.)?

How can we accurately characterze patient
status and severity of liness in order to arive at
workable and meaningful collective reviews?
What role should emergency medicine play In
the prevention of disease? ’

As we all have a responsibility to the patient, |
would suggest: That each of us must question
the process, declslons and outcome of our
work. That each of us, with proper guidance, is
able to add to meaningful medical
knowledge, leading to Increasing standards in
level of care as well as adding to ourown
continued education, That “on line”
emergency physicians have a great likelihcod
of inttiating research which Is bent on
contributing to the needs of today's patient
and not research which Is retired in academic
archives for lack of pragmatic applicabillity.
That CAEP, as professed In Article Il of its
constitution, will play an important role in
research and review of emergency care in
Canada. That it con best do with the input of
ts members.

Clinical sagacity and research acumen arive
not by chance but by design and courtship,
Wayne Smith, M.D.

NOTE: Those wishing to particlpate can write of their
Interest ond inquides by addressing themselves to the
editor of the CAEP Review. Appropriate mechanlisms
to coordinate future work in the field will be set up by
the executive.

" communauté? Y -+l des moyens plus

d'urgence? Quels sont les points essentiels &

Réflexion sur la Recherche et
I'Autocritique

En tant que médecins nous devons réagir aux
pressions Intemes pour un plus grand
sentiment de réussite dans I'occomplissement
de nos tGches professionnelles et cecl au
mellleur de nos connalssances sclentifiques. En
tant que médecins nous devons aussi réagir
aux pressions extemes que sont les attentes
d‘une population de patients de plus en plus
sophistiqués. Ne pas agir seralt s’engagersurle
sentler d'une frustration grandissante et d'un
estime de sol décrolssant aussi bien que d'une
perte bien justifidée du respect de notre
profession aux yeux des bénéficialres. Nous
devons &tre sensibles aux plus bas
grandements de mécontentement, qu‘ils
solent de source inteme ou externe, de peur
gue hous, nos patlents et toute la collectivité
ne sombrent dans une médiocrité
complaisante et la stagnation du status quo.
Le défi de pratiquer une bonne médicine dolt
nous aiguillonner tout au long de nos caméres.
Au fil de nos années d'experience de la
profession nous réalisons tous que ce but ne
s'afteint qu'd force de travall discipling. Vers
cette fin on peut recruter toute une variété de
moyens tels nos patlents, nos publications, les
conférences, I'enseignement clinique, les
congés sabbatiques etfinalement les projets
Individuels de recherche et I'évaluation de la
qualité des soins.

Lors de notre éducation sous-gradude, on nous
a exhorié & voirI'auto-enselgnement comme
une part essentielle de notra vie
profasslonnelle, On peut auss! dire qu'en
général, tous ces moyens sout blen rodés. Mais
on a toujours pensé que lo capacité de mener
un projet de recherche était 'apanage d’'une
polgnée de gens cholsls qui avdient déja

acquls les outils méthodologiques lors de leurs
divers entrainements pré et post-gradués. 5'il
est vral qu‘un tel outillage est essentiel pour
mener & bien tout projet de recherche ou
d'évaluation de la quallté des solns, Il n"en est
pas moins vral que ce genre d'activité devrait
étfre partagé par un plus grand nombre de nos
confréres. La recherche et 'auto-critique
confribuent & la fols & 'auto dducation et &
améliorer la qualité des soins aux patients.
Nous devons remetirte en question nos
méthodes et les forcer & nous révéler ce que
nous devons améliorer tant aujourd’hul que
dernaln.

La médicine d'urgence est encore un champ
vierge ol il existe un potentiel et un besoin de
recherche énomes. Alors que d'autres dotvent
ensermencer un terrain déja trop bien labouré,
nous aurcns & arpenter et défricher des aires
nouvelles:

Comment étudier choisir le mellleur systéme
EMS pourles circonstances particulléres d’une

sfficaces d'utiliser les divers procédés
diagnostics et therapeutiques d’'une salie

étudler pour arndliorer ces colts-bénéfices
dans le domaine des solns d'urgence:
Comment mieux emmagasiner les données
médicales pour récupdration future lors de
revues de dosslers et fravaux de recherche?La
compllance chez les patients d'urgence
est-elle affectd por la défervescence initiale
d'une crise pergue cu réelle? Est elle affectée
parle mangue de continuité dons la relation
patient-médecin d’urgence? Devonsnous
établir des critéres d'admission pour les
problérmes majeurs fréquents tels Flschémie
cérébrale fransitolre, la pneurnonie non
débilitante, la premiére convulsion chez
I'adulte, les céphalées sévares? Comment
caracténser et standardiser les patients et
armiver & une classification précise de leur
maladie permettant des studes significatives?
Quel est le rble de ia médicine d'urgence dans
la prévention? Pour acquitter notre
responsabiiité au patient je suggére — que
chacun de nous doit remettre en question le
processus, les décislons et les résultats de notre
travail — que chacun de nous, avec 'aide
appropriée, peut ajouter au savolr médical
valable, augrmentant ainst la qualité des soins
de rméme que nos connaissances
personnelles; — que les médecins d’urgence
dle premiére ligne seront beaucoup plus
encling & contribuer & une recherche qui est
perinente aux problémes actuels des patients
et non aux archives académigues souvent
oubliées pour leur manque d'applicabilité
pratique.

—Qlue 'ACMU, tel que promulgué dans
I"article Il de sa constitution jousra un rBle
important dans la recherche et la critique des
solns d'urgence au Canada. — Que 'ACMU
{'‘accomplira fe mieux avec I'input de tous ses
membres.

La sagesse clinlque et les sens crifique en
recherche ne s'acqulérent pas par chance
mals & force de planification et persévérance.
Wayne Smith, M.D.,

NB Ceuwx qui voudront participer peuvent contacter
I"édiiteur du CAEP Review. Les mécanismes appropriés
pour coordonner e travall futur dans ce domaine
seront mis en place par 'exéeutif.
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Fractures: The Continuity of Care

By R. Y. McMurtry, M.D., FR.C.S.(C)

Inirocluclion

A fracture Is a discontinuity of bone. A
simple enough definition, yet fractures
encompass a fascinating and
demanding variety of problems. In
coping with this variety a few
fundamental principles are central to the
successful managerment of fractures. For
the pumposes of thiscommunication.
these principles will be considered as
they apply to pre-hospital, Emergency
Department and irrhospital and/or
definitive management. Throughout
each of these three levels of care, the
same principles are in effect, vet the
needs of each level require different
means of application.

Management of Fractures

Patient

The patient, the limb, the fractureis a
fime-honoured yet sometimes neglected
principle. In managing the patient, one
must first consider the A.B.C’s. Facial, rib
or stemal fractures compromise qirway
while pelvic orcompound (open) are
sometimes assoclated with massive
hermormhage. For a more detalled
discussion of priorities in fraumatized
patients, the zeaious reader Is referred to
our previous papers.'-

Limb

Consideration of the limb is the
consideration of neurovascular Integrity
beyond or distal to the fracture.
Continued perfusion is of course
paramount and at each level of care,
note must be made of distal pulses and
capillary retum. Documentation of
presence or absence of the sensation of
touch suffices at the scene, buta
detailed neurological mapping Is
obligatory in the Emergency Department
[given the satisfaction of other priorities
and needs) and beyond.

if circulation Is compromised, the urgency
of the sltuation multiplies. A limb can
survive up to a maximum of é hours
without perfusion, but beyond that, major
compromise of function is inevitable and
arnputation probable. The great majority
Dr. McMurtry is an orthopedic surgeon and is

Acting Head of the Emergency Dept. af
Sunnylorook Medical Cenire, Toronto.

of non-perfused limbs can be dealt with
In the field since most of these cases are
due to fracture mal alignrnent and
kinking of vessels, Simple axial traction
applied gradually, peaking at 3060
seconds, will often yleld a gratifying blush
In the digits as the limb Is reqligned. The
limb Is then splinted in a reduced position
and if necessary, traction is malntained
rmanually. If a single gentle atternpt fails
to restore clrculation, evacuation of the
patient to the nearest facility capable of
vascular repair is the next step. The
diagnosis should be confirmed in the
Emergency Department using Doppler
apparatus ond upon confimation,
angiography should be done unless there
Is no question as 1o the level of the lesion
or time does not permit angicgraphic
studies.

Neurclogical Injurles are different,
inasmuch as their sequelae are longterm
disabiltty rather than ey loss of limb.
Nonetheless, the principles of early
recognition, gentle traction, reduction
still apply.

Fracture

a) Classification

Discontinuities of bone (fractures) may be
open [compound) or closed, axial or
appendicular, overt or covert. They are
also defined of course, according to
anatomical location and radiclogical
appearance. Thus, o Colles” fracture Is
usually a ciosed appendicular overt
fracture involving the distal radius with a
dorsal comminution, while awedge
fracture of the thoracic spine Is a closed,
axial, covert fracture at T3 with anterior
wedging.

Establishing the above categorization of
fractures is simple and self-explanatory
with the exception of covert (hidden)
and/or axial fractures. These may require
¥-ray confimation and on cccaslon,
tomography and/or bone scanning
before the diagnosls becomes certain.
This difficulty, happily. is the exception
and clinical examination nomnally
suffices.

b) Diagnosis

The most crucial diagnostic findings in an
alert patient are the same for all

fractures: pain, tendemess and loss of
function. It Is imperative that patients
suspected of having sustained
rmusculoskeletal injury be systematically
assessed by palpation of the bones and
joints and that comelation of the point of
maximum tendemess with anatormy be
carnied out. Invarably, failure of diagnosis
in these injuries is due 1o neglect of this
fundarental principle. # (the principle)
prevails whether dealing with a
phalangeal or cervical fracture, and all
health care personnel should be
proficiant In this basic module of
musculoskeletal assessment.

Finally, if doubt exlsts as to the presence
or absence of a fracture, in particular if it
Is axial, it is best to assume It exists until
proven otherwise. Axial fractures In
general are Important more for their
assoclated injuries (eg. associated spinal
cord, head or lung injuries) thon for the
fractures themselves. Thus, ambulance
personnel generally {and wisely) assume
an injured painful back represents an
unstable spine. Emergency physicians of
course do the same, but should extend
this caution to Include a wider set of
problems such as the commonly
misrmanaged unstable knese. Indeed, it is
best to recall that the presence of
negative xrays does not rule out
significant musculoskeletal pathology.
The foregoing (unstable knee) is but one
example, others Include pure dislocations
of the cervical spine which have
spontaneously reduced or the Dupuytren
tvpe of ankle fracture-dislocation which
may have a “normal” ankle x-ray.
Diagnosis of fractures in general is not
difficult with simple observation sufficing
for overt fractures, clinical examination
unearthing most of the remainder. For the
others, a high index of suspicion,
presurmption of pathology and definitive
laboratory studies are the best course of
action.

Specialized lests

Occastondlly, specialized tests are
essential to establish the presence of
fractures, unfortunately however, not s
often as they are ordered. In order of
priority, the following sequence is
suggested.
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1. History and physical to rule out referred
pain {eg. back or hip giving rise to knee
pain).

2, Standard good quality x-rays,
anteroposteror and lateral which are
orthogenal (at 90°),

3. Additlonal vlews le., obliques or
speclalized views such as “tunnel view"’
In knes.

4, Centrolateral x-ray especially in
children with open epiphyseal plates.

5. Different technique eg. under
penetrated and/or tangential view to
show avulsion fractures.

6. Strass view under supevision by an
Emergency physlcian or orthopedic
resldent. These include flexion-extension
filrns of the cervical spine, stress ulnar
deviation views of the wrist to show
scaphoid fractures, Inversion stress films of
ankle, efc.

7. Anteroposterior and/or lateral
tomography are often the key views in
vertebrail injuries and on occasion for
stemoclavicular joint Injury or pelvic
fractures.

8, 9, 10. Examination under anesthesia
with image intensifier, bone scan and
computerized tomography are final steps
which are In the domain of the
orthopedic surgeon.

Approach to Covert Fractures

1. History and physical

2. Standard x-ray

3. Specidlized views

4, Contralateral views

5. Varying technigues

6. Stress views

7. Tomography — standard

8. Exarmination under anesthesla and
image intensifier

@. Bone scan

10. Tomography — computerized

¢) Treatment

In considering treatment, a
recommended management pathway
from onset af Injury through to definitive
rmanagement will be followed. In the
pre-hospital care sector, the ambulance
ond other emergency personnel should
know and understand the classification
and diagnosis of fractures plus the basic
skills of history and physicai. Furthermmore,
they rmust pursue the guideline of “worst
case analysis” le., assume the worst

(within reason) and transport accordingly.

Over and above this, however, reduction
and immeoebillization (splinting) of fractures
should be in their tepertolre, By this,
“anatormical” reduction is not implied,

but rather the realignment of a limb with
asingle Intelligent attempt with axial
traction applled over 30-60 seconds and
slowly relaxed followed by splinting.

One other caution that should be added
is that pure dislocations are often
reslstent to reduction by this means.
These are most likely to involve the hip,
shoulder and elbow. This problem
notwithstanding. an attemnpt such as
outlined above will do lithe harm but
recognition of these dislocations can
prevent a fruitless attempt.

Beyond this, their role should also include
cleansing open ([compound) fractures
with imgation of sterlle saline (1-2 litres)
and proper dressing techniques. There ts
Iittle risk In these therapeutic approaches
and much fo be gained.

Once the patient has anived in the
Emergency Department, similar principles
apply — reduction and immobilization,
The splinting now however, should be
more durable and as non radic-opaque
as possible so that meaningful x-rays can
be taken. Cleansing and imigation of
open fractures under sterlle conditions
(ie.. mask, cap. gown, gloves) is also
carmed out once only with a rigld
rejection of any “Peeping Toms* ie.,
frivolous, non-sterlle “let's see what we
have here” perusals of the wound.

The foregoing rmanagement of course
assumes that the priornities of patlent,
limb, fracture have been considered,
that an L.V, has been started, blood has
been sent for laboratory studies and cross
and type done when appropriate.
Something that cannot be assumed
however, is that analgesia has been
considered. Most patients do nothave a
contro-indication, eg.. head injury.
undlagnosed abdominal problem, history
of addiction, yet most do NOT recelve
analgesia. This Is the single kindest act
the physlcian can do for the patient with
afracture.

Of equal Importance are tetanus
prophylcxls and the commencement of
prophylactic antiblotics in open fractures.

Beyond the Emergency Department is
the issue of icnger term management,
which agaln adheres to “reduction
imrnobilization™ and also retum to
function. Over the past decade, the
rmajor advancements in fracture care
have all exploited the principle of early
function. Two seemingly diverse schools
stem from the concept, that of cast
bracing which permits eary weight
bearng and mation of lower limb
fractures and the other belng ORIF which
permits early motion. There Is arcle for
each and their indications vary with the

fracture and patient. Classically, )
however, open reduction intemal fixation
Is Indicated when more conservative
meathods fail o control or maintain the
position of a fracture, Often. one can
obfain but not maintain a reduction by
ctosed means.

In our Trauma Unit, dealing with multiply
injured patients (over 700 since June
1976). we have extended the Indications
for open reduction and intemal fixation.
Specifically, multiple injuries, mutiple
fractures and openfractures are all
relative indications for open reduction
and intemal fixation [ORIF). There are
considerable advantages conferred by
imrediate ORIFin terms of earty motion
of the limb, elimination of traction (and
thus enforced recumbency), and
prevention of ongoing soft tissue injury.
The technigues. however, are not
forgiving and their use Is to be confined
to those well versed in their application.

The principles Involved with ORIF are
simple, ie., reduction and immobilization
of the fracture or osseous Hssues, but not
the limb. It Is the fact that the softtissues
of the the limb can begin rehabilitation
immediately, that confers the greatest
advantage to ORIF.

Thus, throughout each level of care.
certaln ptinciples remain inviolate in the
management of fractures: the patlent,
the limb, and the fracture. Reduction,
immobllization of the fractured limb ond
wound care are constant features in the
pre-hospital, Emergency Department and
in-hospital settings. Recent trends rightly
stress the Importance of immediate or
early functional rehabillitation of the
fractured limb,

Summary

From first aid in the field through to
definitive freatment, fractures may be
classified, diagnosed and treated using
common piinciples. Erors in
management occur most frequently due
to neglect of simple principles rather than
a lack of erudition.
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CME Calendar

How To Find Us

President

Dr. David Walker,

Div. Emergency Medicine,
Dept. of Surgery,

Hotel Dieu Hospital,
Kingston, Ontarlo,

K7L 3H6

613-546-1227
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Dr. Al Schultz,
5726 Angus Dr.,
Vancouver, B.C.,
V6M 3N8
604-2646-4403
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Dr. Greg Powell,

Chief. Div. of Emergency
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Foothills Hospital,
Calgary, Alta.,

T2N 219

403-270-1635

Secretary
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Trauma Unit,
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Sunnybrook Medical Centre,
2075 Bayview Avenues,
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M4N 3M5

416-486-3290

Treasurer & Chaiman,
Membership Commifiee

Dr. Rocco Gerace,

Dept. Emergency Medicine,
Victoria Hospital,

391 South Street,

London, Ontario,

N&A 4G5

519-432-2352

Chaiman, Programme Cile
19841 Annual Mig

Dr. Wayne Smith,

Clinical Dirsctor,
Emergency Dept.,

Royal Victoria Hospital,
Montreal, P.Q.,

H3A 1A1

514-842-1231

Chaiman, Constitution &
Bylaws CHie

Dr. Vic Wood,

3580 Puget Dr.,
Vancouver, B.C.,

V6L 217

604-734-1963

Chalman, Resident Cite
Dr. Paul Assad,

355 Jeanne Mance,

Apt. 1112E,

Montreal, P.Q.,

H2X 3P7

514-842-1231

Chair CME Ctte

Dr. Carolyn Neai,
Emergency Dept.,
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Edmonton, Alberta,
TéG 2B7
403-432-8822

Chalman, Pre-Hospital Care
Chie

Dr. Les Vertesl,
1437 Minto Cres.,
Vancouver, B.C.,
V&H 246

1. Saskalchewan Association of
Emergency Physicians

February 14, 1984

“Emergency Diagnosls and Management of Common Skin
Conditions encountered In the Emergency Department” and
“Eye Emergencies — Diagnosis and Eary Management”

Approved for 3 hours CAEP Category |
Contact:

Dr. Shrother-Stewart

Director, Emergency Department
Pasqua Hospital

Regina, Saskatchewan.

2. “Clinical Eleclrocardiography" March, April 1981 in
St. John's, Nfid; Halifax. Toronto, Winnipeg and Vancouver.
Approved for 12 hours CAEP Category|

Contact:

Katherine A, Barber

Asst, Director

Conference and Seminar Services

Humber College

205 Humber College Bivd,

Rexdale, Ontario. MW 5.7

3. "Emergency Program 1984
University of Calgary/Foothiils Hospital Credits®

February 4 Laboratories ¢ hours
February 5, 6 Symposium 14 hours
February 7, 8 ACLS 18 hours
*Approved for Category | CAEP study credits.

Contact:

Jocelyn Lockyer

Continuing Medical Education

Faculty of Medicine

The University of Calgary

Calgary, Alberta, T2N 1N4

4. ACLS Instructors Course
Apnll 3, 4, 5, 1981

Victoria Hospital

London, Ontario

Contact;

Dr.R. V. Gerace

Dept. of Emergency Medicine
391 South Street

Victoria Hospital

London, Ontario, N6A 4G5
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Proposed Medica

Education Standard

At the last meeting of the CAEP Executive, the following criteria
regarding CME credits and course approval were passed. These
will be recommended to the general membership at the
meeting In Montreal in October. Your comments and
suggestions are welcome. .

A. Requirements for Membership:

Active Member:

Category 1 60 hours over a three year period.

Category li: Not reportable but recommended 90 hours per three
years,

Affllate Member:

Category |: 30 hours per three years

Category II: 45 hours per three years

Each year the renewal of membership application formwiil
contain a section in which the number of hours of Category |
CME can be reported along with course name, location and

dates.

B. Definltion

Category | Credits:

a) As approved by CME Committee as such

b) All A.C.E.P. Category | credits

Category Il Credits:

All other CME that pertains to Emergency Medicine.

| The C.M.E. Committee of C.A.E.P. will actively secrch for CME
opportunifies. Along with submitted requests for Category |
credits for courses, the Committee will assign Category | credits
for those courses that meet the requirements:

1. Primary orientation to Emergency Medicine practice

2. Participation, If not organized by, Emergency Physicians

NB: ACLS “provider” courses are considered Category | for those
taking the course.

C. Application by Courses for Recognition:

Application. on the official form, should be received at either
C.AE.P. headquarters or the Chalman of the C.M.E. Committee
at least sixty days prior to the course.

Foliowing categonzation, this informnation will be fed back to the
course, and will also be flled with the Membership Chalmon for
cross reference with members’ reports on CME activity, and, If
enough lead time Is provided, published In the Review.

Any course attended by a member which has not applied for
C.A.E.P. CME credits but which, In the opinlon of the member,
fulfills Category i criteria, should be brought to the attention of
C.A.E.P. so that retroactive approval con be assigned if
appropriate,

Application for CAEP Conlinuing Medical Education
Categoty | Credits

Location

ProgramTitle Dates

Sponsored by:

Cosponsored by:

Program Director:
Address:

Please list toplcs to be covered and faculty, teachers, and
pressntors with title and specialty or enclose brochure
Including this information:

Signed:
Dated:
Send Application to:

Dr. C. Neal

Emergency Department
U. of A. Hospital
Edmonton, AltQ.

T6G 287
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Audit in the Emergency Department

By W. Wilkins, M.D.

Introduction

Cver the paost few decades, an
increasing amount of time and money
has been spent on assessing the quality
of Heatth Care. Although millions of
dollars have already been expended.,
there seems to be litHe agreement on
most aspects of this subject. As
Donabedian states, “"Ask a person to talk
about high quality health care and you
are ilkely to get a catalogue of
platitudes. Ask two people and you will
probably get an argument. Ask three and
you will probably have chaos.”!

Most problems stem from the basic fact
that no one agrees on a definition of
quality health care although all elinicians
strive to achileve it.

The term quality assurance Is not as
nebulous and implies both measurement
of the level of care provided as well as
Improving It If necessary. Medical audit,
one type of quality assurance involves
the cbjective and systematic evaluation
of the application of curent medical
knowledge with the aim of improving the
quality of care through on education
process.?

This paper will outline the steps involved
in developing an audit and then review
on audit on headaches conducted in the
Emergency Department of Victora
Hospltal in London Ontario.

Dr. Wilkins is an Emergency Physicion at Victoria
Haspital, South Streat, Lendon, Ont. This paper
was presented at ihe CAEP scientific assembly in
Vancouver, B.C., April 1980.

Assessing Quality

The components used in assessing quality

of care are as follows:
(a) Seleciion of Topic
The medical professicn is inundated
with useless data and audit resuits can
ke a prime offender. To avoid this, the
toplc decided upon should be a
suspected problem area. The basic
premise being If the cudit did not
display any deficiencies then it was a
waste of fime.
(b} Determine the Type of Dala lo
Collect
This can be subdivided into three major
aspects:
1. Shructural measures — characteristics
of facilities of clinicians.
2. Process measures — actions taken by
the cliniclan.
3. Ouicome measures — what
happened to the patient In terms of
changes In health,
Most audits use process measurss since
they are the easlest to apply standards
to. Whether Improving process results In
achange in outcome Its still
undeclded.?
{c) Detemmine the Source of Data
Charting In cutpatient facllities is
known fo be extremely poor and one
must decide If the medical record wilt
be sufficient. Other sources such as
direct observation can be used.
(d) Establish Measurement Criteria and
Standards
Concise basic criterla must be
developed so that definite standards of
care can be applied, Most criteria
should require a standard of 100%.
(e) Analyze the Data Accumulated

M Initiate Feedback to Correct
Deficlencies

This is probably the most difficult to
assess as well as to achieve in an
emergency department. Various
protocols and teaching sessions can
be developed from the results of the
audit,

Emergency Depariment Audit on
Headaches

A retrospective audit on headaches was
undertaken to assess the diagnosis and
treatment of this problem with the major
aim bsing adequate documentation of
people with life-threatening disease, le.
subarachnoid hemorthage. Overa
three-month period 112 charts were
reviewed of patients presenting to the
Emergency Departrment of Victoria
Hospltal with headache who were
examined by intems, residents, and
full-time emergency staff. Criteria
considered essential in the sxamination
of a patient with headache were
developed (see Figures 1,2).

Resulls

Documentation of duration, focation,
and assoclated symptomns occurred in
about 70% of the charts, The most
essential components of the history
included charting of a past history of
headaches and comparson of the
present headache with this, Only 50% of
the people were asked about past
headaches, and of those asked, only 30%
had the severity of thelr present
headache compared to these past
episodes.

Charting of medications and allergles to
medications was extremely poor even
though half of the patients were given
efther drugs or a prescription in the
emergency department.

Basic essantials of the physical exam
Included vital signs, examination of
pupils, fundi, neck and localizing
neurclogical signs. These were
documented in approximately 60% of the
charts.
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Eighty-five percent of the headaches
were classified, le. tenslon, migraine,
sinus; and follow-up was recorded In 80%
of the charts.

Other Interesting data that sufaced
included:

® 14 of the 112 patients were refermred to
Intemal Medicine Services. Ten
required admission and there was
onhe death (of cerebellar
hemorhage.)

® 3 problem patients with a total of
nine visits included in the audit were
Identified by other doctors as drug
abusers. All recelved major narcotics
when assessed in the emergency
department,

e 50% of the patients received
analgesia or some medication In the
emergency with 20 different drugs or
combinations being used. (See
Appendix A)

Medicalions Prescribed for
Headache

Demetol

Demerol & Gravol
Demerol & Stemetil
Demerol & Sparne
Momhine

Talwin

292's

Tylenot #3

Fiorinal C ¥

Florinal C Y4

Horinal Plain
Codelne & Stemetil
282's

222's

Atasol #1

Stemetil & Forinal Plain
Stermetil

Gravol

Vallum

Concluslons

Overall, the audit displayed adequate
charting on the subject of headache.
Major deficiencies in recording a past
history of headaches as well as patient
allergies were noted. The need for
standardizing the pharmacologic
treatment of headaches was also
evident.

Whether the medical record reflects the
exarmination camed out in the
emergency department is a question
that cannot be answered at this point, As
well, 30 of the 112 patients were
discharged with a diagnosis other than
thelir presenting complaint of headachse,
le. otitis media, contusion to head,
anxlety, A detalled examination might
not be applicable In all of these patients
once eticlogy of the headaches was
obvious.

The results of the study have been
reviewed by the Audit and Tissue
Committee of Victoria Hospital as well as
at a Staff Mesting of the Department of
Ermergency Medicine. Emergency
Department rounds have been
undertaken 1o discuss the above
problems and a protocol for
management of headache in the
emargency department is pending.
Another audit using the same criteria wiil
be undertaken in 18 months to assess
improvement In the areas discussed
above.

References

1. Donabedlan, A. Megsuring and Evaluating
Hospltal and Medfcal Care. Bull N.Y. Acad of
Med 52:51 Jan. 1976

2, Bruer. R. The Economics of Medlical Audit in
Press Edinburgh, Scotiand

3. Komaroff, AL, The PSRO, Quaiity-Assurance
BiuesN Engl J Med 298:1194 1978

21



Noticeboard

A.CLS. Instruciors Course

The Department of Emergency Mediclne, Victoria Hospital,
London Ontario is presenting an Instructor's Course in Advanced
Cardiac Life Support to be held April 3, 4. 5, 1981 (Friday-Sunday)
at Victoria Hospiltal, London Ontario. The course will be limited to
40 Physiclans and taught in accordance with the Canadian
Heart Foundation standards. Particlpants must have completed
a BCLS rescuer course and an ACLS provider course. For further
information please contact:

Dr. RV. Gerace

Department of Emergency Medlicine
391 South Street

Victoria Hespltal

LONDON, Ontarlo N6A 4G5

Positions Available

Emergency Physicians Wanled:

2 full time positions avallable to expand well established
emergency group In Waterloo Region. Approximately 40 hours
per week. Incorne $50,000 minimum In 1st year. Applicants rust
have Ontarlo license, CMPA, ACLS, BCLS. Preference given to
those with 2 years emergency service experience or more and
to those with career orlentation,

3 summer locum tenens positions available with well
established emergency group in Waterdoo Region. Positions to
run frorm approximately mid-june to mid-September/1981.
Excellent pay schedule available. Reasonable working hours
and conditions. Applicants must have Ontario license, CMPA,
ACLS, BCLS. Preference will be given to those with 2 years
ameargency experience or more. :

To apply for the above positions, apply in wiiting with
cumculum vitae ond 3 references to:

Dr. James H. Swann

105 Thomdale Place

WATERLOO, Ontario

N2L 5Y8

For further information call 1-519-886-8486.

Emergency Physicians
Career oriented Emergency Physiclans wanted to establish a full
time group in a major teaching hospital in downtown Toronto,

For Information call or write:
Dr.T. N. Estall

Director of Emergency Services
St. Michasel’s Hospital

30 Bond Street

Toronto, Ontaro

MSB 1W8

1-416-360-4069

Full-time facully in Emergency Medicine

McMaster University

Requlred to complete staifing needs for the Emergency Unitand
to take part In the academic development of Emergency
Medicine of the McMaster Faculty of Health Science.
Applications must be eligible for license in Ontarlo, have at least
two years post M.D. experlence — Including adult and
poediatric emergencies, have successfully attended an A.C.L.S.
course and be interasted in teaching and In followlng a career In
Ernergency Medicine. While not essential, it would be desirable
for applicants to have completed tralning for a higher
quatification [C.C.F.P, or Royal College Fellowship) or equlvalent.
Salary commensurate with fraining/experence. Excellent fiinge
benefits,

Applications to:—

br. C. A. Moore

Professor and Chalmnan

Department of Famlly Medicine

McMaster University Faculty of Heaglth Sciences.
OR

Dr. F. G, H. Baillie

Director

Emergency Medical Unit

McMaster Unlversity Facully of Health Sciences.

Required

A full time emergency physician for Pasqua Hospital, Regina,
Saskatchewan. The Department Is nomally staffed by a Director
and four other full fime physicians. There Is also some limited part
time coverage. The annual case load Is 48-50,000 patients per
year. Starting Salary $40,800, increasing by increments to $50,000
(plus cost of living bonus); and, other extras such as paid
vacation, study leave, penslon plan, sickness and life insurance,
C.M.P. and Medical Reglstration Fees pald.

Reply If interested to:

Dr. C. R. StrotherStewart

Medical Director

Emergency & Qui-Patlent Department
Pasqua Hospital

4101 Dewdney Avenuse

Regina, Saskatchewan

S4T 1A5
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Placement Service

Classified Rates

Emergency Physician Placement Exchange

Afree service to CAEP members. Provides up-to-date Information
on openings in Emergency Medicine in Canada and on
physicians avallable:;

Listings Inchude:;

Full fime positions

Part time posltions

Directorships

Locum tenens in Emergency Medicine

To List Your E.M. Opening

or :

To Inqulre About Avaliable Positions
Write

Dr. Peter Lane

Secretary, CAEP

c/0 Dept, of Emergency Setvices
Sunnybrook Medical Centre

2075 Bayview Avenue

Toronto, Ontario.  MAN 3M5

Your Opporiunity to reach Canadian Emergency
Physicians

Regular Classified Rates (foreach insertion) $15.00 for the first 40
words or less, addlitional words 20¢ each to maximum of 150
words (additional $5.00 for frame).

Up to § words bold-face heading free.

Additional $5.00 for CAEP Review Box Number.

Issue Date Deadline for inclusion
Jan. 1 Dec. 1

Aprl 1 Mar. 1

July 1 June 1

Oct. 1 Sept. 1

Advertisernents should be typed, double-spaced, with heading
underiined, Covering letter on separate sheet should specify
date(s} of insertion, request for Box, request for frame. efc.
Display Advertising: ‘81 Rate Card Avallable on request,

Address all comespondence to:
Dr. PeterLane

Editor, CAEP Review

c/0 Dept. of Emergency Services
Sunnybrook Medical Centre
2075 Bayview Avenue

Toronto, Ontario  M4N 3M5




PLAN TO ATTEND
CAEP SECOND ANNUAL

SCIENTIFIC ASSEMBLY

The Assembly has been designed to meet the needs
of physicians practising Emergency Medicine.

The choice of in depth workshops, comprehensive
plenary sessions, presentation of original research will
offer physicians a wide range of material of both
practical and academic interest.

An ACLS Course will be conducted October 12th &
13th, while the academic and business meetings will
follow on the 14th-16th.

An Innovative and intiguing social programme will
allow you and your partner to savour Montreal in the
fall. Posters and flyers will soon be available.




